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www.tribehavioral.com. Google Scholar Doss BD. Changing the way we study change in psychotherapy. Clin Psychol Sci Pract. 2004;11:368-86.Article Google Scholar If you have borderline personality disorder, you have probably heard of both cognitive-behavioral therapy and dialectical behavior therapy. Are these modes of treatment different or
simply variations of each other? Let's take a closer look at these types of behavioral therapies and how they are related. Cognitive-behavioral therapy, or CBT, is a form of therapy that aims to restructure and change the way a person thinks and behaves. Whether or not this therapy is beneficial depends strongly on the relationship between the
individual and their therapist. The individual's willingness to make a change is also a crucial factor. Examples of techniques used by a cognitive-behavioral therapist include cognitive restructuring and behavioral changes, like reducing self-defeating behaviors and learning how to respond to problems in a healthy, adaptive manner. In cognitive
restructuring, a patient is taught to identify negative reactive thoughts and modify them. Dialectical behavioral therapy, or DBT, is a modified type of CBT that was uniquely developed to treat borderline personality disorder. This approach is called "dialectical" because it involves the interaction of two conflicting ideas, which are that improving the
symptoms of BPD involves both acceptance and change. It focuses on skills like mindfulness or living in the present, regulating emotions, tolerating distress, and effectively managing relationships with others. DBT is the only empirically supported treatment for borderline personality disorder. DBT is composed of four elements that the individual and
therapist usually work on over a year or more: Individual DBT therapy, which uses techniques like cognitive restructure and exposure to change behavior and improve quality of life.Group therapy, which uses skills training to teach patients how to respond well to difficult problems or situations.Phone calls, which focus on applying learned skills to life
outside of therapy.Weekly consultation meetings among the DBT therapists, which offer a means of support for the therapists and to ensure they are following the DBT treatment model. This type of therapy focuses on some of the common symptoms of BPD including impulsivity, exaggerated mood changes, unstable relationships, poor sense of self,
and the fear of abandonment. DBT also helps people with BPD work on skills such as being able to tolerate distress, regulating emotions, and effective interpersonal behavior. One major focus on DBT is to help people learn how to deal with powerful emotions and learn new ways of coping with strong feelings without resorting to unhealthy coping
mechanisms. Distress tolerance, for example, centers on helping people recognize and accept painful feelings without engaging in harmful behaviors like self-harm. If you have borderline personality disorder, there are treatments that can help you manage your condition. Please speak with your doctor about finding the right therapist and treatment
model for you so you can feel better and improve your quality of life. Get our printable guide to help you ask the right questions at your next doctor's appointment. DBT is simply a modified form of CBT that uses traditional cognitive-behavioral techniques, but also implements other skills like mindfulness, acceptance, and tolerating distress. CBT Helps
patients change how they think/behave Patients learn how to manage negative emotions Can be used in the treatment of many disorders DBT A type of cognitive-behavioral therapy Incorporates other skills (e.g., mindfulness) Specifically treats borderline personality disorder The good news is that DBT has been found to be considerably more effective
in treating people with borderline personality disorder. Dialectical behavioral therapy is recommended as a first-line treatment for borderline personality disorder and has been shown to reduce the need for medical care and medications by as much as 90%. It's interesting to note that some cognitive-behavioral therapists incorporate certain elements
of the DBT model into their treatment sessions. Also, other forms of CBT have developed that use the elements of DBT. For instance, mindfulness-based cognitive therapy utilizes traditional cognitive-behavioral techniques with mindfulness to treat depression. We've tried, tested, and written unbiased reviews of the best online therapy programs
including Talkspace, BetterHelp, and ReGain. Find out which option is the best for you. Amber Harrison, Ashley Abesada, Jesley Centeno, Lynette Martinez, Natalie Hannabass Introduction Cognitive behavioral therapy (CBT), is a form of psychotherapy that focuses on altering the client’s dysfunctional cognitive processes in order to alter behavior
and initiate positive change in daily life. Cognitive behavioral therapy encourages people to discuss their emotions and beliefs. CBT helps link the individual’s problem behaviors and distress to the underlying patterns of thinking (Jones et al., 2012). According to Beck (1995), individuals with personality disorders utilize aggression, avoidance,
resistance, dependence, and competitiveness in compulsive ways in order to solve problems. Theory Cognitive behavior therapy is the theory that we will use to construct our intervention plan. Based on Serena’s unique characteristics, we chose the cognitive behavioral therapy (CBT) theoretical approach due to the ample amount of evidence that
supports it for several psychiatric diagnoses. Additionally this approach would work well with Serena’s diagnosis of borderline personality disorder and her developing personal characteristics of self awareness and insight. Since Serena does not yet have the ability to be mindful of her triggers, thoughts, and behaviors that are causing dysfunction in
occupational performance, is why it would make her a good candidate for CBT treatment (Brown & Stoffel, 2011). Using this theory, it will help Serena to understand how her beliefs and thoughts are limiting occupational performance and healthy relationships with others. It will assist her in uncovering and understanding beliefs about herself, others,
and the world as a whole to begin changing internal cognitive processes. Finally, using the CBT theory, it will further help Serena in understanding how her psychological and emotional reactions trigger dysfunctional beliefs in order to become more mindful for future positive relationships. Evidence Leichsenring & Leibing, 2003 conducted a meta-
analysis that examined the effectiveness of cognitive behavioral therapy (CBT) versus psychodynamic therapy for the treatment of personality disorders. The results showed an overall effect size for psychodynamic therapy compared to CBT. However, self-report measures indicated larger effect sizes for CBT than for psychodynamic therapy as
compared to observer-rated measures. Gibbon et., 2010 conducted another meta-analysis that compared the effectiveness of eleven different psychological therapies, including CBT, for antisocial personality disorder. Results indicated that CBT plus standard maintenance was more efficacious compared to control treatment in terms of outpatients
with antisocial personality disorder using cocaine and exiting the study early. The relative effectiveness of psychological treatments for borderline personality disorder, was also studied, which showed no differences between dialectical behavioral therapy and individual meeting treatments at six months, or in hospital admissions in the previous three
months (Binks et al., 2009). A cognitive behavioral therapy study conducted by Beck (1952) showed that after writing down the “persecutors” and their manner of dress, facial expressions, general behavior, and demeanor, the patient was able to exam the people he assumed to be involved with the government and gradually drop them all of the list.
Benefits of this therapeutic intervention included patient exploration of their delusions and reduced distress of false belief. Similar benefits for were found by Chadwick P, Birchwood M (1994), as they used CBT to help patients have a better understanding of their experiences by normalizing symptoms with debatable content and explanation. Case
Study Serena is a 35-year-old single Caucasian female. At a young age she showed symptoms including irritability, temper tantrums, and loneliness. Serena engaged in self-harm behaviors for the first time at age 14 while suffering with self-image. At age 21, Serena was addicted to drugs and admitted to a mental health ward where she was diagnosed
with borderline personality disorder. Since her release from the ward, Serena still battles with emotional instability and poor interpersonal relationships. Presently, she lives in Tallahassee, Florida where she works an office job that entails duties such as data collection, answering phone calls, and managing files. Serena stated she does not like her job
due to poor relationships she has with coworkers. She is a mom of three children, and is living in her house with her mother. Although she has a large family, they frequently do not understand her unpredictable “snaps” or emotional outbursts because she appears ‘normal’ on the outside. Consequently,she lacks a strong familial relationship and
relationships with others. Intervention Plan Problem Statement Serena is having negative interactions within work and relationships with coworkers secondary to cognitive distortions, including black and white thinking. Long Term Goals Serena will independently challenge her black and white distortions through hypothesis testing in 4 weeks for
social participation. Serena will independently challenge her black and white distortions by asking for positive and negative feedback about her ideas at work in 4 weeks for social participation. Short Term Goals Serena will increase her awareness of her black and white distortions for social participation with verbal cues within one week. Serena will
identify her thoughts of black and white distortions in a real world environment for social participation with verbal cues in two weeks. Serena will self-monitor her frequency of behavior with associated thought and feeling for social participation with verbal cues in three weeks. Intervention Format Individual Setting Serena will meet with the
occupational therapist individually at the therapy center for 60 minutes once a week. Supplies A journal to write down any distorted thoughts. Agenda Meet with Serena and discuss her work week (10 min) Serena discusses what she wrote in her journal (10 min) Discuss the results of writing in the journal (5 min) Engage in cognitive retraining for
black and white thinking (20 minutes) Provide a summary of the session (10 min) Discuss the homework for the next session (5 min) Documentation S: “Everyone at work hates me. My coworkers never find any of my ideas useful and I know it’s because no one likes me.” O: Serena engaged in a one-hour session using CBT, focusing on distorted
thinking. Serena discussed how her work week went. Once Serena finished addressing her feelings, she explained what she wrote in her journal and how writing in her journal made her feel. She engaged in black and white distortions 16 times in a 60-minute therapy session. Serena required 23 verbal cues that redirected her to address why she
believed her thoughts were realistic. Client and therapist used a CBT approach and identified seven instances of black and white thinking and restructured her way of thinking. A: Serena demonstrated confusion and lack of insight towards her distorted thinking during the beginning of her treatment session. Serena demonstrated improved awareness
as the session progressed. Serena’s distorted thinking impacts her social participation through negative interactions of her work environment. She needs to continue with occupational therapy to identify her black and white thoughts in order to restructure them in a positive way. P: Serena will attend occupational therapy once a week, for one hour
sessions. During the next session, Serena will choose which homework activities to complete in order to address problem areas for work participation. References Beck AT. Successful outpatient psychotherapy of a chronic schizophrenic with a delusion based on borrowed guilt. Psychiatry. 1952;15(3):305-312. Binks C, Fenton M, McCarthy L, Lee T,
Adams CE, Duggan C. Psychological therapies for people with borderline personality disorder. Cochrane Database of Systematic Reviews. 2006; 1:CD005652. Brown, C., & Stoffel, V. C. (2011). Occupational therapy in mental health: a vision for participation. Philadelphia, PA: F.A. Davis Co. Chadwick P, Birchwood M: The omnipotence of voices: a
cognitive approach to auditory hallucinations. Br J Psychiatry 1994; 164:190-201 Gibbon S, Duggan C, Stoffers J, Huband N, Vollm BA, Ferriter M, Lieb K. Psychological interventions for antisocial personality disorder (Review). Cochrane Database Systematic Reviews. 2010; 6:CD007668. Leichsenring F, Leibing E. The effectiveness of psychodynamic
therapy and cognitive behavior therapy in the treatment of personality disorders: a meta- analysis. The American Journal of Psychiatry. 2003; 160:1223-1232. [PubMed: 12832233] Borderline Personality Disorder (BPD) is a complex mental health condition characterized by emotional instability, intense interpersonal relationships, self-image issues,
and impulsive behaviors. People with BPD often experience difficulties managing their emotions, leading to stress and interpersonal conflict. This emotional dysregulation can result in self-destructive behaviors, such as self-harm or substance abuse, making effective treatment crucial. Therapy plays a significant role in managing BPD symptoms with
Cognitive Behavioral Therapy. Dialectical Behavior Therapy (DBT) is one of the most commonly usedareapeutic approaches. Understanding these therapies can help individuals and their clinicians decide which method best addresses the unique challenge that addresses. Cognitive Behavioral Therapy (CBT) is a widely used therapeutic approach that
identifies and changes negative thought patterns and behaviors. CBT operates on the premise that our thoughts, feelings, and behaviors are interconnected, and by changing negative thoughts, we can influence our emotional and behavioral responses. CBT is goal-oriented, structured, and typically short-term, with therapists working with clients to
identify unhealthy patterns and develop coping strategies. CBT for BPD typically focuses on managing impulsive behaviors, reducing cognitive distortions, and developing healthier ways of thinking. CBT helps individuals identify their automatic thought processes and challenge irrational beliefs, which can lead to more balanced emotional reactions
and healthier coping mechanisms. Dialectical Behavior Therapy (DBT) is a type of Cognitive Behavioral Therapy explicitly developed for individuals with BPD. Dr. Marsha Linehan developed it, incorporating strategies for managing intense emotions, improving interpersonal relationships, and fostering self-acceptance. The “dialectself-acceptanceo the
balance between accepting the current reality and striving for change, emphasizing the integration of both acceptance and change strategies. DBT is structured around four key components: mindfulness, distress tolerance, emotion regulation, and interpersonal effectiveness. Mindfulness teaches individuals to be present at the moment, distress
tolerance helps them manage emotional pain, emotion regulation enables them to control emotional responses, and interpersonal effectiveness teaches how to communicate effectively and build healthier relationships. CBT vs DBT share similarities but differ significantly in their treatment focus. CBT primarily focuses on identifying and altering
negative thought patterns and behaviors. It is often used to treat conditions such as anxiety, depression, and BPD by targeting cognitive distortions and promoting healthier thought patterns. CBT is effective in managing impulsivity and addressing maladaptive coping strategies often seen in BPD, such as emotional outbursts and self-destructive
behavior. DBT, on the other hand, places a greater emphasis on emotional regulation and interpersonal relationships. It targets the emotional dysregulation seen in BPD and aims to help individuals build skills to tolerate distress, manage intense emotions, and engage in healthy relationships. DBT also emphasizes mindfulness and acceptance, which
are integral to developing a stable emotional state. CBT is typically more structured and time-limited, with treatment often lasting between sessions. It involves identifying negative thought patterns, learning to challenge them, and practicing healthier behaviors. CBT sessions are goal-focused, and therapy is often highly structured, with specific
homework assignments for clients to complete between sessions. DBT, by contrast, is often longer-term and more intensive, lasting several months to years. DBT consists of both individual therapy sessions and group skills training, which focuses on developing specific skills in four main areas. DBT therapists also provide phone coaching for clients to
apply the skills learned in therapy to real-world situations. The structure of DBT is designed to be more flexible and comprehensive, incorporating multiple therapeutic elements to address the complex emotional issues associated with BPD. Research has shown that CBT can be an effective treatment for individuals with BPD, particularly for managing
impulsive behaviors and cognitive distortions. Studies have found that CBT helps reduce symptoms of BPD by challenging unhealthy thought patterns and promoting more adaptive coping strategies. Evidence suggests that CBT can improve emotional regulation, reduce self-harm behaviors, and help clients develop healthier relationships. CBT is
effective in addressing impulsivity, a core feature of BPD. CBT helps individuals understand the underlying causes of impulsive behaviors by identifying automatic negative thoughts and irrational beliefs. By challenging distorted thinking, individuals can learn to replace impulsive responses with more measured actions. While CBT can help manage
certain symptoms of BPD, it may not fully address the emotional dysregulation and interpersonal issues that are central to the disorder. CBT may not be as effective as DBT for individuals with severe emotional instability or those struggling with complex relational problems. Additionally, CBT may not provide sufficient tools for managing distressing
emotions, which are a hallmark of BPD. DBT has been shown to be highly effective for individuals with BPD, particularly in reducing self-harm behaviors, suicidality, and emotional dysregulation. Studies have demonstrated that DBT significantly decreases the frequency of self-injurious behaviors and improves emotional stability in individuals with
BPD. DBT has been extensively researched and is considered the gold standard for treating BPD. DBT offers a more comprehensive approach to treating BPD than CBT. While CBT focuses primarily on thought patterns, DBT integrates mindfulness and emotional regulation, which are critical for individuals with BPD. By addressing both emotional
dysregulation and interpersonal difficulties, DBT helps individuals with BPD learn to manage intense emotions and build more stable relationships. Despite its effectiveness, DBT has its limitations. The extensive time commitment and the need for multiple therapeutic components can be challenging for some individuals. Additionally, DBT’s emphasis
on group therapy and skills training may not be suitable for everyone, particularly those who struggle with group settings or have difficulty engaging in a structured therapy format. The effectiveness of CBT vs DBT depends on the specific needs of the individual. CBT may be more suitable for individuals who are dealing with specific cognitive
distortions or mild symptoms of BPD. It is also effective for individuals needing to change negative thought patterns and impulsive behaviors. On the other hand, DBT is more appropriate for individuals who struggle with severe emotional dysregulation, interpersonal issues, and self-destructive behaviors. In some cases, a combination of CBT and DBT
may provide the best results. Integrating CBT’s cognitive restructuring techniques with DBTs’ emotional regulation can offer a comprehensive treatment for BPD. This approach allows individuals to address both the emotional and cognitive aspects of the disorder, leading to more effective treatment. When deciding between CBT vs DBT, several
factors should be considered. These include the severity of BPD symptoms, the individual’s specific treatment goals, and their comfort with different types of therapy. Consulting with a mental health professional can help individuals determine which therapy is best suited to their needs. In conclusion, both CBT vs DBT offer valuable tools for treating
BPD, but the best approach depends on the individual’s specific symptoms and challenges. While CBT can be effective for addressing cognitive distortions and impulsivity, DBT provides a more comprehensive treatment for emotional dysregulation and interpersonal difficulties. Working with a mental health professional can help individuals find the
most effective treatment plan for their unique needs. Whether choosing CBT, DBT, or a combination of both, personalized therapy is key to managing BPD and achieving lasting emotional stability. American Psychiatric Association (2022) Diagnostic and Statistical Manual of Mental Disorders (5th edn, text revision) (DSM-5-TR). APA.Google Scholar
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Psychotherapy Personality disorders (PDs) are characterized by longstanding patterns of impairment that manifest across multiple domains of functioning, including disturbances in cognition (e.g., perceptual abnormalities, disruptions in the experience of self), emotion (e.g., excessive reactivity or intensity), interpersonal behavior (e.g., social
isolation, high-conflict relationships), and difficulties with impulse control (e.g., repeated engagement in high risk or criminal activity) (1, 2). The DSM-IV-TR (1) officially recognizes 10 PDs, which are grouped on the basis of prominent common features: Cluster A refers to the “odd, eccentric” PDs (schizotypal, schizoid, and paranoid), Cluster B
includes the “dramatic, erratic and emotional” disorders (histrionic, narcissistic, borderline, antisocial), and Cluster C refers to the “anxious or fearful” disorders (avoidant, dependent, obsessive-compulsive). Prevalence rates of these disorders, as well as prominent cognitive, behavioral and interpersonal characteristics, as outlined in the DSM, are
included in Table 1.. Description and Population-Based Lifetime Prevalence of DSM-IV PDs Disorder Defining Characteristics Prevalence Paranoid Extreme suspiciousness and mistrust of others, and tendency to view themselves as superior and unique. Constantly on guard and reactive to real or perceived threats. 2.3-4.4% Schizoid Restricted range
of affect, interpersonal indifference and isolation. 3.1-4.9% Schizotypal Odd, eccentric behavior, distorted thoughts and perceptions, inappropriate affect and discomfort with social relationships. 3.3-3.9% Narcissistic Inflated self-importance, inability to empathize with others, and overemphasis on status. 0.0-6.2% Histrionic Need to be center of
attention, exaggerated/ inappropriate emotionality, and seductiveness 0.0-1.8% Borderline Volatile interpersonal relationships, fear of abandonment, self mutilation/suicidality, impulsivity, and emotional instability 1.4-5.9% Antisocial Aggressive interpersonal interactions, impulsivity, lack of remorse, and defiant disregard for safety of self and others.
1.0-3.6% Obsessive-Compulsive Preoccupation with adherence to rules, orderliness, and control. 2.4-7.9% Dependent Persistent and pathological need to be with and gain approval of others. 0.5-0.6% Avoidant Low tolerance for negative emotions, few close relationships, and fear of rejection or ridicule in interpersonal interactions. 2.4-.2% Whereas
Axis I clinical disorders (e.g., depression, anxiety) generally are considered acute disruptions in otherwise normal functioning, Axis II problems historically have been conceptualized as chronic and often intractable patterns of dysfunction (1, 3). However, recent findings suggest that individuals with personality pathology may demonstrate
symptomatic improvement over time (4,5). Furthermore, there is growing evidence that targeted psychotherapy can reduce symptoms and enhance functioning among individuals with PDs (6, 7, 8, 9). Cognitive behavioral therapy (CBT) is well-suited to address the varied and often longstanding problems of patients with PDs for several reasons. From
a cognitive behavioral perspective, PDs are maintained by a combination of maladaptive beliefs about self and others, contextual/environmental factors that reinforce problematic behavior and/or undermine effective behavior, and skill deficits that preclude adaptive responding (10, 11). CBT incorporates a wide range of techniques to modify these
factors, including cognitive restructuring, behavior modification, exposure, psychoeducation, and skills training. In addition, CBT for PDs emphasizes the importance of a supportive, collaborative and well-defined therapeutic relationship, which enhances the patient's willingness to make changes and serves as a potent source of contingency (10, 11,
12, 13). In sum, several aspects of CBT's conceptual framework and its technical flexibility make it appropriate to address the pervasive and diffuse impairment commonly observed among patients with PDs. The empirical focus of CBT has translated into strong interest in evaluating treatment outcomes for CBT, which is compatible with the growing
emphasis on evidence-based practice in the fields of psychiatry and clinical psychology (14, 15). However, despite marked advances in the development, evaluation and dissemination of empirically-supported treatments for Axis I disorders, progress has been slow for most PDs. Treatment evaluation remains in its early stages, and many PDs are only
now receiving preliminary empirical attention. In this regard, borderline and avoidant personality disorders have the most extensive empirical support, including numerous randomized controlled trials (RCTs). In contrast, evidence for CBT for other PDs is limited to a small number of open-label trials and case studies. For this reason, we will include
uncontrolled studies (e.g., open-trials, single-case designs, case reports) in this review. Although certainly lacking the rigor of RCTs, uncontrolled studies can provide clinically-important information about mechanisms of change and moderators of treatment outcome. In addition to their use for driving theory and hypotheses for testing in future RCTs,
uncontrolled studies can be useful for uncovering essential qualities of effective interventions and the effectiveness of CBT as it is delivered “in the field” (16, 17). To identify appropriate publications, we conducted literature searches using MedLine, PubMed and PsycInfo using the names of the ten PDs of interest, variations of the phrase “cognitive
behavioral therapy,” the names of common CBT components (e.g., skills training) and specific cognitive behavioral treatments (e.g., Dialectical Behavior Therapy) as keywords. These searches were supplemented with a hand-search of relevant journals, review papers, and bibliographies. English-language studies published between 1980 (i.e., when
the modern multiaxial taxonomy was introduced) and 2009 were included if they had a sample of adult patients with a diagnosis of PD, provided a clear description of a cognitive behavioral intervention, specified diagnostic and outcome measures, and reported outcomes related to Axis II symptoms and symptomatic behavior. Studies were excluded if
they were concerned primarily with the effect of comorbid Axis II disorders on Axis I treatment outcomes This search yielded 45 publications evaluating the outcome of cognitive behavioral interventions for PDs. Table 2 summarizes key elements of the study design and significant findings for each publication. To provide consistency with previous
reviews, outcomes are divided into four categories: symptoms, symptomatic behavior, social functioning and global functioning (7). The symptoms category consists of measures of symptom severity (including Axis I and Axis II disorders and overall psychiatric symptom ratings), symptom counts or percentage of patients who met the recovery
criterion. Symptomatic behavior includes measures of specific cognitive and/or behavioral outcomes, such as extent of dysfunctional cognitions, frequency of non-suicidal self-injury, or days of abstinence from substances. Social functioning includes assessments of overall social functioning or social adjustment, whereas specific interpersonal behaviors
(e.g., frequency of verbal assault) are coded as symptomatic behavior. Finally, global functioning includes measures of overall functioning, (e.g., Global Assessment of Functioning Scale). Treatment Outcomes of CBT for PDs Citation Study Type Subject(s) Treatment Duration, Frequency Findings Borderline PD Linehan et al. (20, 21, 22) RCT
Outpatients with BPD and parasuiciden = 44100% female 1. TAU 12 months of weekly individual DBT and skills group 1. Symptomatic behaviors: DBT>TAU 2. DBT 2. Social functioning: DBT > TAU 3. Global functioning: DBT > TAU Turner (24) RCT Outpatients with BPDn = 2476% female 1. CCT 49-84 individual sessions DBT>CCT 2. DBT 1.
Symptoms: DBT > CCT Decreased depression, anger, impulsivity, suicidal ideation 2.DBT > CCTymptomatic behavior: Decreased suicide, NSSI 4.Global Functioning: DBT > CCT Koons et al. (23) RCT Outpatients with BPDn = 20100% female 1. TAU 5 months of weekly individual DBT and skills group 1. Symptoms: DBT > TAU 2. DBT 2.
Symptomatic behaviors: DBT > TAU Verheul et al. (19) RCT Outpatients with BPD with and without substance dependencen = 58100% female 1. TAU 12 months of weekly individual DBT and skills group 1. Symptomatic behaviors: DBT > TAU 2. DBT Linehan et al. (25) RCT Outpatients with BPD and parasuiciden = 100100% female 1. CTBE 12
months of weekly individual DBT and skills group 1. Symptoms: DBT = CTBE 2. DBT 2. Symptomatic behaviors: DBT > CTBE Clarkin et al. (26) RCT Outpatients with BPDn = 9083% female 1. ST 52 weekly sessions 1. Symptoms: SC = TFP = DBT 2. TFP 2. Symptomatic behavior: TFP > DBT = SC 3. DBT 3. Social functioning: SC = TFP = DBT 4.
Global functioning: SC = TFP = DBT McMain et al. (27) RCT Outpatients with BPD with 2+ self-injurious episodes in prior 5 yearsn = 18090% female 1. GPM Weekly sessions for one year 1. Symptoms: DBT = GPM 2. DBT 2. Symptomatic Behavior: DBT = GPM 3. Social Functioning: DBT = GPM Harley et al. (80) Controlled trial Outpatients with
BPDn = 4592% female 1. DBT (w/DBT skills) 7 months of weekly individual and group sessions 1. Symptoms: Improvement in symptoms regardless of individual treatment 2. Non-DBT individual + DBT skills 2. Symptomatic behavior: Improvement in symptoms regardless of individual treatment Brassington & Krowitz (81) Open trial Outpatients with
BPDn = 10100% female DBT 6 months of weekly individual DBT and skills group 1. Symptoms: Decreased BPD, depression, anxiety.Improved SCL-90-R Prendergast et al. (82) Open trial Outpatients with BPDn 11100% female DBT 6 months of weekly individual and group sessions 1. Symptomatic Behaviors: Decreased parasuicide and frequency of
medically severe suicide attempts Comtois et al. (28) Open trial Outpatients with BPD (community)n = 2496% female DBT One year 1. Symptomatic Behaviors: Reduced self-injurious behaviors, psychiatric inpatient admissions, days, emergency room visits Ben-Porath et al. (29) Open trial Patients with DBT and anAxis I diagnosis DBT Six months
1. Symptoms: Reduced suicidal thoughts 2. Symptomatic behaviors: Reduction in behaviors interfering with quality of life and therapy interfering behaviors Hopko et al. (83) Case study Outpatient with BPD, OCPD, and MDD (community)Female BA + DBT skills in individual therapy 12 weekly sessions 1. Symptoms: diminished depressive symptoms

Kerr et al. (30) Case study Outpatient with BPD (community)Female DBT (No group skills, on-call system, or consultation team) 6 months 1. Symptoms: decreased suicidality and misery Bohus et al. (32, 33) RCT Inpatients with BPDn = 50100% female 1. WL-TAU 3 months inpatient treatment 1. Symptoms: DBT > TAU 2. DBT (inpatient) 2.
Symptomatic Behaviors: DBT > TAU Barley et al. (31) Controlled trial Inpatients with BPD 1. Inpatient TAU Average of 103 inpatient days 1. Symptomatic behavior: Inpatient DBT > TAU 2. DBT (inpatient) Davidson et al. (40) RCT Outpatients with BPDn = 10684% female 1. TAU Average of 16 sessions over 52 weeks 1. Symptoms:
TAU+CBT>TAU 2. TAU + CBT 2. Symptomatic behaviors: TAU+CBT > TAU Cottraux et al. (41) RCT Outpatients with BPDn = 65 1. SC 12 months of weekly sessions 1. Symptomatic behaviors: CBT > SC 2. CBT Turner (84) Open trial Outpatients with BPDn = 450% female CBT + Alprazolam 3x a week for 3 months, then weekly for 9-18 months
1. Symptoms: reduced BPD symptoms Evans et al. (42) MacLeod et al. (43) RCT Individuals with Cluster BPDs and a parasuicide attempt in the past 12 monthsn = 34 1. MACT 6 weekly sessions Lower suicide attempts, self-rated depressive symptoms, and cost of care in MACT. Improvements in positive future thinking. 2. TAU Weinberg et al.
(44) RCT Borderline personality disorder patientsn = 30100% female 1. TAU 6 weekly sessions 1. Symptomatic behavior: TAU+MACT > TAU 2. TAU + MACT Nordahl & Nysater (49) Single case study series Outpatients with BPDn = 650% female 1. SFP 65-120 weekly sessions 1. Symptoms: 50% of patients no longer met diagnostic criteria for
BPD at the end of treatment Blum et al. (53) RCT Outpatients with BPDn = 2483% female 1. TAU 20 weekly group sessions 1. Symptoms: TAU+CBGT > TAU 2. TAU + STEPPS 2. Symptomatic behaviors: TAU+STEPPS = TAU Black et al. (56) Open Trial Offenders with BPDn = 12100% female STEPPS 20 weekly sessions 1. Symptoms: BPD and
depression 2. Symptomatic behaviors: decreased engagement in impulsive and self-damaging behaviors, increased positive coping Gratz & Gunderson (57) RCT Outpatients with BPD and non-suicidal self-injuryn = 22100% female 1. TAU 14 weekly sessions 1. Symptoms: TAU + skills group > TAU 2. TAU + ERGT 2. Symptomatic behaviors: TAU +
ERGT > TAU Avoidant PD Alden (62) RCT Outpatients with AVPDn = 7645% female 1. WL 10 weekly sessions 1. Symptoms : all CBGTs > WL; addition of skill modules did not improve outcomes beyond CBGT. 2. CBGT 2. Social functioning: CBGT+intimacy focus > all other CBGTs; all conditions produced improvements. 3. CBGT + social skills 4.
CBGT + intimacy skills Stravynski et al. (64) RCT Outpatients with AVPDn = 21 1. CBGT with social skills 5 weekly sessions 1. Symptoms: Skills = Discussion 2. CBGT with discussion 2. Symptomatic behaviors: Skills = Discussion Renneberg et al. (63) Open trial Outpatients with AVPDn = 1747% female CBGT 32 hours over 4 days 1. Symptoms:
Modestly improved at post-treatment assessment. 2. Symptomatic Behaviors: Improved at post-treatment assessment. Stravynski et al. (65) Open trial Outpatients with AVPDn = 28% CBGT 14 weekly sessions 1. Symptoms: improved at post-assessment Emmelkamp et al. (68) RCT Outpatients with AVPDn = 6252% female 1. WL 20 weekly sessions
1. Symptoms: CBT > BDT = WL 2. CBT 2. Symptomatic Behavior: CBT > BDT = WL 3. BDT Strauss et al. (67) Open trial Outpatients with AVPDn = 24 CBT Up to 52 weekly sessions 1. Symptoms: Improvements in depressive symptoms and PD symptoms; Hyman & Schneider (70) Case study Outpatient with AVPD, GSPFemale CBT 21 weekly
sessions 1. Symptoms: reduced at treatment termination Hofmann (86) Case study Outpatient with AVPD, GSPMale CBT 27 sessions over 18 months 1. Symptoms: below clinical cutoff on symptom measures at termination and follow-up 2. Symptomatic behaviors: improved interpersonal and occupational functioning. Obsessive Compulsive PD
Strauss et al. (67) Open trial Outpatients with OCPDn = 16 CBT Up to 52 weekly sessions 1. Symptoms: Improvements in depressive symptoms and PD symptoms Antisocial PD Davidson et al. (13) RCT Outpatients with ASPD and aggressionn = 52100% male 1. TAU 15 sessions over 6 months or 30 sessions over 12 months 1. Symptoms: TAU =
TAU+CBT; both treatments produced reductions in symptoms 2. TAU + CBT 2. Symptomatic behaviors: TAU = TAU+CBT; both treatments reduced symptomatic behaviors. 3. Social functioning: TAU = TAU+CBT; both treatments produced improvement. Other PDs, Comorbid PDs, PDNOS or Mixed PD Samples Muran et al. (71) RCT Outpatients
with Cluster C orPDNOSn = 12853% female 1. BRT 30 weekly sessions 1. Symptoms: BRT = BDT = CBT 2. BDT 2. Symptomatic behaviors: BRT = BDT = CBT 3. CBT Springer et al. (34) RCT Inpatients with PDsn = 3168% female 1. ST 10 sessions daily sessions 1. Symptoms: DBT = TAU; both groups exhibited improvements in symptoms during the
trial. 2. DBT skills group 2. Symptomatic behaviors: DBT = TAU Both groups exhibited improvements in symptomatic behaviors during treatment. Lynch et al. (72) RCT Outpatients with PDs and MDDStudy 1: n = 34(46% female)Study 2 n = 37(46% female) Study 1 Study 1: 28 weekly group sessions Study 1 1. MED 1. Symptoms: MED+DBT > MED
(depression) 2. MED + DBT skills Study 2: 24 weekly group and individual sessions Study 2 Study 2 1. Symptoms: MED + DBT > MED (PD) 1. MED 2. MED + DBT Williams (73) Case study Outpatient with PPD, MDDMale CBT 11 weekly sessions 1. Symptoms: Remission of depressive symptoms during treatment 2. Symptomatic behaviors: Fewer
suspicious comments and greater self-disclosure Lynch & Cheavens (74) Case study Outpatient with PPD, OCPD, MDDMale DBT (mod) 9 months of weekly individual DBT; 6 months of weekly skills group 1. Symptoms: no longer met diagnostic criteria for PPD, OCPD or MDD at follow-up. 2. Symptomatic behaviors: Diminished interpersonal
sensitivity, aggression, improved interpersonal relationships at follow-up Busch et al. (72) Single subject Outpatient with HPDFemale CBT + FAP 20 weekly sessions 1. Symptoms: Remission of depressive symptoms 2. Symptomatic behaviors: reduced engagement in aversive interpersonal behaviors in and out of session; greater perceived social
support Callaghan et al. (78) Single subject Outpatient with PDNOS (histrionic, narcissistic features)Male FAP 23 weekly sessions 1. Symptomatic behaviors: fewer aversive interpersonal behaviors; greater involvement in prosocial behaviors; improved emotional expression Treatments for BPD have been studied more extensively than treatments for
any other PD. For example, we identified 16 RCTs of cognitive behavioral treatments that specifically target BPD, as well as 10 naturalistic studies and eight case studies, which provide evidence of the effectiveness of CBT in real-world settings. Of these Dialectical Behavior Therapy (11) has received the most thorough evaluation and empirical
support, however, there have been a number of studies that evaluate traditional CBT approaches, schema-focused therapy, and skills-based interventions. Dialectical behavior therapy (DBT) is an extensively studied and widely adopted treatment for patients with BPD and parasuicidal behavior (e.g., suicide attempts and non-suicidal self-injury). DBT
is informed by a biosocial model of BPD, which suggests that BPD emerges from a biological predisposition to emotional intensity and reactivity coupled with an invalidating childhood environment (11). Accordingly, DBT emphasizes the importance of acceptance and validation in the therapeutic relationship, and conceptualizes symptomatic



behaviorsas understandable products of the patient's learning history. In addition, DBT has roots in dialectical philosophy and Eastern spiritual traditions, which place value on the synthesis of opposites (e.g., balancing acceptance and change) and creation of a life worth living (11, 17). Standard, outpatient DBT has four components, delivered
concurrently over the course of a year or more: individual DBT, group skills training, phone consultation for skills coaching, and weekly consultation meetings for the therapists. Individual treatment uses functional analysis, exposure, contingency management and cognitive restructuring to decrease problematic behaviors and enhance quality of life.
Skills training enhances the patient's ability to respond effectively in difficult situations. The DBT-targeted skills include mindfulness, interpersonal effectiveness, emotion regulation and distress tolerance. Phone consultation is available to patients to support the generalization of skills. Finally, the treatment team participates in weekly supervision to
provide support and enhance adherence to the DBT treatment model (11, 17). The efficacy of the full DBT treatment package (consisting of all four treatment elements) has been demonstrated in multiple RCTs, including trials conducted by independent research groups and in diverse patient populations. Because these studies been reviewed in depth
elsewhere (17, 18), we will discuss them only briefly here. Several trails have compared twelve months of DBT to treatment as usual. However, the quality of this control condition has varied considerably from minimal (e.g., bimonthly clinical management; 19) to intensive (e.g., weekly individual and group psychotherapy, and medication management;
20). Despite this variability in the TAU condition, findings suggest that DBT yields significantly greater reductions in the frequency of parasuicidal behavior and anger and higher rates of treatment retention (19, 20, 21, 22, 23). In addition, findings suggest that, relative to TAU, DBT is associated with fewer emergency room contacts and inpatient
days, decreased depression and impulsiveness, and greater social and global adjustment; however, these results have not been replicated across studies. While these findings are certainly promising, they raise the question of whether treatment effects are specific to DBT, or whether these outcomes can be matched by other active treatment
conditions delivered by well-trained clinicians. In one study, Turner and colleagues (24) randomized outpatients with BPD to either client centered therapy (CCT; n = 12) or modified DBT, which consisted of only individual treatment (with individual skills training) and included a psychodynamic case conceptualization (n = 12). At the end of treatment,
clients in DBT had significantly fewer suicide attempts, emergency room visits and inpatient days, decreased impulsiveness, depression and anger, and greater global adjustment suggesting that the effects of DBT is superior to an active but unstructured control treatment across numerous domains of functioning. Similarly, Linehan and colleagues
(25) assigned outpatients with BPD to receive a year of either community treatment by experts (CTBE; n = 51) or full-package DBT (n = 52), with treatments matched for many non-specific clinician characteristics (e.g., therapist sex, training, supervision, allegiance to treatment). DBT was associated with fewer suicide attempts, fewer emergency
contacts and inpatient days, and superior treatment retention, suggesting that DBT's effects cannot be explained by general therapy factors. Overall, there is reliable evidence that DBT is superior to active, non-behavioral treatments in terms of incidence of suicide attempts, and utilization of emergency and inpatient psychiatric services; however,
there is inconsistent evidence that DBT enhances emotional variables, social adjustment or global functioning. Most recently, there have been two RCTs that compare the effectiveness of DBT to other empirically supported interventions for BPD. For example, Clarkin and colleagues (26) randomized outpatients with BPD to receive a year of biweeky
transference-focused psychotherapy (TFP; n = 23), a year of full-package DBT (n = 17) or a year of weekly psychodynamic supportive therapy (n = 21). In addition, all clients received medication as necessary. Over the course of treatment, patients in all conditions showed significant improvements in depression, anxiety, social adjustment and global
functioning. Both TFP and DBT produced significant reductions in suicidality, whereas supportive treatment did not; on the other hand, TFP and supportive treatment reduced anger, but DBT did not. Furthermore, only TFP was associated with significant reductions in irritability, physical assault and verbal aggression. Findings indicate that all three
treatments are effective in reducing symptoms and dysfunction associated with BPD. Consistent with previous findings, DBT did have a positive effect on suicide-related outcomes. However, the most widespread gains were observed among clients in TFP. In another study, McMain and colleagues (27) compared DBT (n = 90) to general psychiatric
management (n = 90), which was based on the APA recommendations, and consisted of psychodynamic psychotherapy and symptom-targeted medication management. From the baseline assessment to the end of treatment, both groups showed significant improvements in almost every outcome assessed (e.g., frequency of suicide attempts and non-
suicidal self-injury, medical severity of these behaviors, emergency room visits and inpatient days, depression, anger, BPD symptom severity and overall symptom distress). However, contrary to predictions, the groups did not differ significantly on any treatment outcome, suggesting that DBT and general psychiatric management are equally effective
in addressing symptoms and impairment associated with BPD. Taken together, findings from RCTs for DBT provide considerable support for its effectiveness as a treatment for BPD across many symptom domains. There is consistent evidence that DBT reduces suicidal parasuicidal behavior, decreases the medical risk associated with these behaviors,
and produces fewer emergency visits and inpatient days. There is also evidence that DBT reduces affective symptoms of BPD (e.g., depression, anxiety, anger), and that it enhances global adjustment. It is also noteworthy that the effectiveness of DBT has been demonstrated in a range of real-world clinical settings, including a veteran's affairs hospital
(23), community mental health centers (28, 29), a university training clinic (30), and among clinicians in private practice (24, 26). Moreover, DBT has been found to be superior to treatment as usual, and generally equivalent to other active, structured, theoretically-sound outpatient treatments. Whereas standard DBT was developed to be a long-term
outpatient treatment, there have been efforts to adapt DBT for use inpatients with BPD. In an initial trial, Barley and colleagues (31) compared frequency of non-suicidal self-injury and overdose before and after a long-term inpatient ward transitioned to DBT. As an additional control, they compared these changes to another general psychotherapy
ward. They reported significant reductions in the incidence of non-suicidal self-injury, and parasuicidal behavior decreased on the DBT unit, whereas no decrease was observed on the comparison unit. Bohus and colleagues (32, 33) found similarly promising outcomes following three-month inpatient DBT-based treatment, designed to jumpstart
outpatient DBT. Inpatient DBT consisted of psychoeducation about BPD and mechanisms of treatment, skills training, and contingency management for parasuicidal behavior. In a pilot study, 24 female inpatients were assessed before and after 12 weeks of treatment. Significant improvements were observed in frequency of parasuicidal behavior,
depression, anxiety, stress and overall psychiatric symptoms (32). Results were replicated in a subsequent RCT, in which women with BPD assigned a waitlist-TAU condition (n = 31) or inpatient DBT (n = 19). The inpatient group made significant gains in frequency of non-suicidal self-injury, depression, anxiety, and social and global functioning,
whereas the TAU condition did not demonstrate significant improvements in any symptom domain. Overall, 42% of the inpatient DBT group exhibited clinically significant change, compared to 0% of the TAU group, and gains were maintained one month after treatment. While these findings are promising, there is also evidence that the duration and
the extent of its integration into the inpatient program may be critical determinants of its effectiveness. For example, in one study, inpatients with PDs, including BPD, were randomized to receive either 10 sessions of a nontherapuetic discussion group or a DBT-based skills group (34). Both groups showed similar remission in symptoms, suggesting
that the passage of time may account for some of the improvement observed; however, the frequency of acting out actually increased in the DBT group. In sum, findings suggest that inpatient DBT can be effective during longer-term hospitalizations (i.e., 3 months), when a DBT approach is reflected in many facets of treatment, however, it appears to
be less helpful when a short-term group format is added to inpatient treatment as usual. Also of note, DBT was initially developed to target parasuicidal behavior among individuals with BPD, the treatment has also been applied for patients with BPD and substance use disorders (35, 36, 37, 38, 39) as well as patients with BPD and bulimia nervosa or
binge eating disorder (Palmer et al., 2003; Chen et al., 2008). These studies have produced generally favorable results for reducing incidence of specific self-damaging behaviors, with mixed findings as to whether treatment gains generalize to all types of impulsive behavior. The Borderline PD Study of Cognitive Therapy (BOSCOT) trial (40) was the
first randomized controlled study to evaluate the effectiveness of traditional CBT for BPD. BOSCOT examined clinical outcomes in a sample of 106 patients with BPD, who received either TAU (community-based medication management and emergency services; n = 52) or TAU and up to 30 sessions of individual CBT (TAU+CBT; n = 54) over one year
(patients attended an average of 16 sessions). The initial sessions of CBT were used for assessment and development of a cognitive case formulation (Davidson, 2007). Later sessions were devoted to cognitive restructuring (e.g., identifying and evaluating negative automatic thoughts and cognitive errors, and modifying dysfunctional schemas and core
beliefs) and implementing behavioral change (e.g., decreasing self-defeating behaviors and practicing adaptive responding to problems). Gains were observed in both treatment groups over the course of treatment and at follow-up. Participants in TAU+CBT reported fewer suicide attempts during the study period than did participants in TAU. At
follow-up, the TAU+CBT group also reported less anxiety, lower symptom distress and fewer dysfunctional cognitions. However, the conditions did not differ in terms of number of inpatient hospitalizations or emergency room visits, frequency of non-suicidal self-injury, psychiatric symptoms, interpersonal functioning and global functioning. Overall,
CBT+TAU led to improved treatment outcomes in a handful of critical domains, when compared to a low-intensity TAU condition. A recent study by Cottraux and colleagues (41) found that CBT for BPD was superior to Rogerian supportive counseling (SC) for some outcomes. Outpatients with BPD were randomized to receive one year of weekly CBT (n
= 33) or SC (n = 32). Treatment completers were assessed at 6, 12 and 24 months. Participants in CBT and SC did not differ in terms of depression, anxiety, dysfunctional cognitions, suicidal and self-damaging behavior or quality of life. However, CBT was associated with more rapid improvements in hopelessness and trait-level impulsivity, higher
ratings of the therapeutic relationship and better treatment retention. CBT also was associated with greater improvements in patient- and clinician-rated global symptom severity at the 24-month follow-up, which may suggest continued gains following treatment termination. However, this finding should be interpreted with caution because a high
proportion of patients dropped out of treatment or were lost to follow-up, so an intent-to-treat analysis may have produced different results. Manual Assisted Cognitive Therapy (MACT) is another CBT package that was developed to address the need for a brief, cost-effective intervention for patients with BPD (and other Cluster B personality disorders)
who engage in non-suicidal self-injury (42). MACT is a six-session manualized treatment that combines traditional components of CBT (e.g., thought monitoring, psychoeducation) with elements of DBT (e.g., distress tolerance skills, functional analysis of incidents of non-suicidal self-injury). Treatment material is presented to the patient in the form of
a workbook, which contains information about various skills and strategies for reducing episodes of self-damaging behavior. The therapist provides support as the patient completes the worksheets for content area MACT has been evaluated in a number of studies. In the preliminary study, patients with a cluster B PD and a recent episode of non-
suicidal self-injury or suicide attempt were assigned to receive either TAU, which consisted of standard psychiatric care (n = 16) or MACT (n = 18). Even though patients received, on average, less than three of the six treatment sessions, patients in MACT demonstrated significant reductions in depression and inpatient days and a significant increase
in future-oriented thinking at follow-up (42, 43). In a follow-up to this study, participants with BPD were randomized to receive either TAU (n = 15) or MACT+TAU (44). Treatment uptake was excellent, with all participants completing all six MACT sessions. The addition of MACT to TAU was associated with a significant decrease in the frequency and
medical severity of non-suicidal self-injury, however the treatment groups did not differ in length of time to repeat or suicidal ideation (44). Notably, these findings contrast with the results of a previous trial of MACT, which used a sample of patients with a recent suicide attempt or episode of non-suicidal self-injury who did not necessarily have a PD
diagnosis. This study failed to find any benefit of MACT beyond the effects of TAU, which may be attributed to the fact that 40% of patients failed to attend a single session (i.e., the intervention consisted of the treatment manual alone). In sum, MACT appears to have clinical utility for individuals with BPD when delivered in conjunction with treatment
as usual; however, in mixed-diagnosis samples, its effects may be negligible and treatment retention may be problematic. Critics of traditional CBT have observed that the demands and assumptions of CBT are at odds with the needs of patients with PDs (45). Specifically, CBT's structured, instructive, problem-focused approach may be ill-suited to
patients who present with vague or diffuse problems, cognitive rigidity, poor emotional awareness or an interpersonal style that undermines collaborative relationships (46, 47). Schema-focused therapy (SFT) retains a cognitive theoretical framework, and suggests that PDs result from early maladaptive schemas that interfere with the individual's
ability to meet his or her core needs. The individual develops patterns of avoidance and compensation to avoid triggering the schema, but these patterns become over-generalized and rigid. To modify early maladaptive schemas, SFT employs a broad range of techniques, including behavioral, psychodynamic, experiential and interpersonal strategies.
As a result, the treatment is more flexible, elaborative and emotion-focused than traditional cognitive approaches (45). SFT treatments also tend to be longer, ranging from one to four years in duration (48). The first systematic investigation of SFT as a treatment for BPD was published as a series of six case reports (29). Outpatients received SFT
based on Young's (1996) treatment guidelines. They were assessed periodically over the course of 18-36 months of SFT, and again a year after treatment termination. All six patients showed progressive improvements in symptoms of depression, social functioning and global functioning. At follow-up, five had maintained treatment gains and three no
longer met diagnostic criteria for BPD at the end of treatment. As a group, the patients remained mildly impaired at follow-up, however, improvements in symptoms, social and overall functioning were equivalent to a large effect size. These findings have been replicated and broadened in two RCTs. Giesen-Bloo and colleagues (50) evaluated outcomes
of patients who participated in either SFT (n = 45), or transference-focused psychotherapy (TFP; n = 43), a psychodynamic intervention. Patients received biweekly individual psychotherapy for up to three years. Relative to those in TFP, patients in SFT showed greater improvement across BPD symptom domains, including abandonment fears,
relationships, identity disturbance, dissociation and paranoia, impulsivity and parasuicidal behavior. A symptomatic behavior composite, consisting of measures of general symptoms, defense style, PD-related beliefs, favored SFT over TFP throughout the course of treatment. At treatment termination, the treatment groups did not differ in terms of
quality of life, however, patients in SFT made more rapid gains in this domain. Overall, a greater proportion of patients in SFT compared to TFP made clinically significant gains (66% vs. 43%) and met the BPD recovery criterion (46% vs. 24%), suggesting that long-term, individual SFT is an effective treatment for individuals with BPD, and that it
outperforms TFP in terms of symptomatic improvement (50) Although SFT findings are promising, a long-term individual treatment may not be feasible in most mental healthcare settings. To address this concern, Farrell and colleagues (51) adapted SFT to be delivered in a group format over 30 sessions, as an adjunct to individual psychotherapy. The
group treatment consisted of psychoeducation about BPD, skills training for emotional awareness and distress tolerance, and schema change work. The latter module focused on weakening maladaptive schemas enough to allow the patients to practice and apply other skills. Similar to individual SFT, in-session activities included cognitive
restructuring, experiential activities (e.g., empty chair technique) and behavioral skills practice (51). Women with BPD were randomized to receive either TAU (n = 16) or eight months of group-SFT in addition to TAU (n = 16). Patients were assessed at baseline, post-treatment and six-month follow-up. Findings indicated a significant effect favoring
SFT BPD symptoms, general psychiatric symptom severity, and global functioning. Patients in the SFT group showed improvements in all BPD symptom domains. At post-treatment, 94% of patients in the SFT group no longer met diagnostic criteria for BPD, whereas only 25% of the TAU group reached this criterion. In sum, SFT appears to reduce
BPD symptoms and enhance overall functioning, whether it is delivered as a long-term individual psychotherapy or as a shorter-term adjunctive group treatment. Individual SFT compared favorably to long-term psychodynamic psychotherapy, delivered by well-trained and experienced clinicians. Skills training has emerged as an important component
of treatment for patients with BPD. Skills training is based on the assumption that individuals with BPD lack the skills necessary to behave effectively in the situations they encounter. Skills training interventions aim to remediate these deficits by providing direct instruction, modeling, and opportunities for rehearsal and coaching (17). With skills in
hand, patients are better able to avert crises or manage them without resorting to self-damaging behavior, which allows individual therapy to progress. Although DBT skills (described above) are widely adopted, two additional skills-based groups warrant mention. Like DBT, both interventions aim to reduce self-damaging behavior through the
development of emotion regulation and other skills. However, in light of these similarities, there are important practical, conceptual and empirical differences among these interventions. Systems Training for Emotional Predictability and Problem Solving (STEPPS) is a manualized skills-based group treatment designed to reduce the self-damaging
behaviors associated with BPD. STEPPS is based on the premise that individuals with BPD have limited access to specific strategies to regulate emotions or manage behavior in a way that promotes emotional stability and that these difficulties are exacerbated by ineffective use of support systems (52) To address these deficits, STEPPS integrates a
systems perspective with a traditional CBT skills training approach. STEPPS consists of 20 weekly group sessions, divided into four modules. The first component of treatment has the patient assemble a support system, which may be composed of family members, friends, significant others and health care providers (52). Members of the supportive
team receive psychoeducation about BPD and are taught how to respond to the patient in a manner that reinforces the new behavioral skills. The next component of treatment involves psychoeducation for the patients, who are taught to identify the thoughts and emotions that contribute to problematic behavior. The next component consists of
emotion management skills training, including strategies such as distancing, communicating and challenging thoughts. The final component consists of behavioral management skills such as goal-setting, sleep hygiene, and avoiding self-damaging behavior. STEPPS assigns homework that includes daily monitoring of emotional intensity and skill use.
STEPPS has been evaluated in three RCTs, in which outpatients with BPD were assigned to either TAU or a combination of STEPPS+TAU, and with consistent results across studies (53, 54, 55). Compared to TAU, STEPPS+TAU is associated with greater improvements in BPD symptom severity, negative affectivity, trait impulsivity and global
functioning, with gains maintained over a one-year follow-up. However, STEPPS does not appear to reduce frequency of non-suicidal self-injury or suicide attempts, nor does it reduce inpatient hospitalizations or emergency room visits. STEPPS also has been piloted sample of incarcerated women with BPD (n = 12; 56). From pre- to post-treatment,
patients showed improvements in BPD symptom severity, negative affectivity and depression. Suicide attempts and acts of non-suicidal self-injury occurred too infrequently to identify a potential treatment effect. Taken together, STEPPS appears to reduce symptoms and symptomatic behaviors when used as adjunctive treatment, and there is
preliminary evidence that it may be effective as a stand-alone treatment. In addition, findings highlight the feasibility of implementing STEPPS in a range of clinical settings. Like STEPPS, Emotion Regulation Group Treatment (ERGT) is a brief, manualized skills-based group, developed to reduce non-suicidal self-injury among women with BPD (57).
ERGT is based on the premise that individuals with BPD lack basic emotion regulation skills, which leads to self-damaging behavior in an effort to reduce strong negative affect. ERGT draws on an acceptance-based model, which defines emotion regulation as control over behavior while distressed, rather than control over the experience of emotions.
This model highlights the functional aspects of emotional experience and the problems associated with attempts to avoid and control emotions (57; 58). Accordingly, ERGT focuses on understanding the functions of behaviors and emotions, reducing avoidant responses to emotion, and promoting emotional acceptance in the service of goal-directed
behavior. The treatment consists of 14 weekly sessions. In the initial session, patients identify the functions of non-suicidal self-injury. Subsequent sessions include psychoeducation about the functions of emotions and the benefits of emotional willingness and skills training to enhance emotional clarity and awareness and promote adaptive emotion
regulation skills. The final sessions are used to discuss values and plan for behavioral change that supports those values. Gratz and Gunderson (57) conducted a small RCT among women with BPD and a recent history of non-suicidal self-injury. Patients were randomized to receive either TAU (n = 10) or 14-weekly sessions of ERGT in addition to TAU
(n = 12). Following treatment, patients in the ERGT group had significantly reduced their average frequency of non-suicidal self-injury: 42% of the ERGT+TAU group had reduced their frequency of non-suicidal self-injury by 75% or more, and 59% had reduced by 45% or more. Moreover, the ERGT group showed clinically significant reductions in
symptoms of BPD, depression, anxiety and stress, emotion dysregulation and experiential avoidance, whereas patients in TAU failed to show improvements in any of the outcomes of interest. Given the small sample size and absence of follow-up data, findings should be considered preliminary; however, this is one of the first studies to show that a
brief, skills-based intervention can produce clinically significant reductions in non-suicidal self-injury and BPD symptom severity. There are a total of seven studies that evaluate CBT for avoidant PD (AVPD), including one RCT and two open-trials of cognitive behavioral group therapy (CBGT), and one RCT, one open trial, and two case studies of
individual CBT. Notably, given the high rates of comorbidity between AVPD and social phobia (approximately 30% of those with social phobia also meet diagnostic criteria for AVPD; 58), there is a substantial body of research that examines the efficacy of treatment for social phobia among patients with co-occurring AVPD (59, 60). However, this
review is limited to treatment outcome studies in which AVPD was targeted specifically (i.e., patients were selected on the basis of their AVPD diagnosis, and/or AVPD was considered the primary diagnosis. CBGT interventions for AVPD draw upon strategies that have been shown to be effective in treating social phobia and patients with interpersonal
problems, including graduated exposure, cognitive restructuring and social skills training (62, 63). The core of CBGT treatments for AVPD is graduated exposure, in which patients are encouraged to approach situations that are feared or avoided. Group sessions are used to prepare for upcoming exposure exercises, and to review previous exposures,
while also providing a real-world opportunity for sustained exposure to a social situation (52, 63). Another element of CBGT interventions is cognitive restructuring, which in this treatment, is used primarily facilitate willingness to participate in exposure exercises. Finally, some CBGT approaches include an interpersonal skills training component,
based on the assumption that individuals with AVPD lack the social skills necessary to interact effectively or appropriately (62, 64). Although CBGT interventions for AVPD include multiple treatment elements, findings suggest that multi-component treatments do not necessarily produce better outcomes. For example, Stravynski and colleagues (65)
randomized 22 participants with AVPD and generalized social phobia either to a treatment that included exposure, skills training and cognitive restructuring (n = 11), or to a treatment that included only exposure and skills training (n = 11). Treatment consisted of 12 weekly group sessions. Both groups showed significant improvements in symptoms
of depression, anxiety, and symptomatic behavior (e.g., fewer irrational beliefs, less social isolation), however, the inclusion of cognitive restructuring did not improve outcomes beyond the effects of exposure and skills training. In a subsequent trial, Stravynski and colleagues (64) questioned whether the didactic component of skills training was
necessary, or whether informal exposure to skills through group discussions would produce similar improvements in social functioning. Patients with AVPD n = 21) served as their baseline and participated in five sessions of skills training and five sessions of group discussions that addressed skills without providing instruction. Exposure homework
was assigned in both treatments. In terms of overall social functioning, patients benefited as much from the general discussion group as they did from overt skills training. Findings suggest that patients with AVPD may not require explicit instruction to function effectively in social situations; rather, patients may benefit from the informal modeling of
skills, planning, rehearsal and feedback that occur during group discussions. Finally, Alden (62) conducted a randomized controlled trial comparing three active CBGT treatments to a waitlist control group (n = 76). Standard CBGT included exposure with a limited cognitive component (e.g., increasing awareness of fearful thoughts). The second group
consisted of standard CBGT in addition to general social skills training (e.g., listening skills, assertiveness), and the final group consisted of standard CBGT plus intimacy-focused skills training (e.g., how to foster a friendship with an acquaintance). All active treatment conditions produced improvements in symptoms of anxiety and depression,
reductions in symptomatic behavior (e.g., self-reported shyness, anxious mannerisms), and improvements in social functioning, with gains maintained three months after treatment. In general, the addition of skills training did not improve outcomes beyond the effects of the standard CBGT However, the group that received of intimacy-focused skills
reported greater involvement in and enjoyment of social activities than patients in the other active treatment conditions. Although patients in all treatment conditions made gains over the course of treatment, it is noteworthy that the majority of patients remained impaired in terms of self-esteem, social reticence and overall social functioning. Alden
(62) suggested that residual symptoms may be due to the brevity of GCBT. Consistent with this suggestion, there is evidence that the efficacy of CBGT may be compromised when treatment is delivered over a short period of time or in a small number of sessions. For instance, Renneberg and colleagues (63) found comparably modest rates of recovery
following a very brief but intensive CBGT intervention. The treatment consisted of exposure and skills training delivered over four eight hour (full-day) group sessions. Although 40% of patients were considered recovered on their basis of one outcome score (fear of negative evaluation), much lower rates of recovery were observed for symptoms of
depression (27% recovered), anxiety (25% recovered), social avoidance/distress (22% recovered), and overall social functioning (8% recovered). In sum, there is data to support the efficacy of short-term CBGT in reducing symptoms of AVPD, anxiety, depression, as well as symptomatic behaviors and overall social functioning. Although cognitive
restructuring and skills training are both associated with positive gains in treatment, they do not seem to improve outcomes beyond the effect of graduated exposure. However, because many patients continued to experience significant impairment following CBGT, further research is warranted to identify the optimal treatment composition and dose.
Longer-term, comprehensive interventions may be necessary to change longstanding cognitive and behavioral patterns (62, 65). Whereas studies of group treatment for AVPD found the strongest evidence for behavioral treatment components (i.e., exposure, skills training and rehearsal), the four published studies on individual CBT for AVPD favor a
cognitively-oriented approach (67, 68). The cognitive model of AVPD holds that the emotional and behavioral problems associated with the disorder are based on dysfunctional schemata and irrational beliefs (69). Therefore CBT emphasizes the identification and modification of negative automatic thoughts and maladaptive schemata using thought
monitoring, Socratic dialogue and disputation of irrational beliefs (10, 67, 68). In addition to cognitive restructuring, it is notable that the treatment includes a range of behavioral exercises, such as activity monitoring and scheduling, as well as behavioral experiments that are designed to highlight and undermine cognitive distortions. Notably, only
one publication, a case study of individual CBT, included social skills training (67). Strauss and colleagues (67) conducted an open trial of treatment outcomes among outpatients with AVPD (n = 24) and OCPD (n = 16). All patients received up to 52 weekly sessions of individual CBT and were assessed before and after treatment. Among those with
AVPD, the majority reported clinically significant improvements across a range of symptoms and problematic behaviors. For example, 67% of patients no longer met diagnostic criteria for AVPD at the end of treatment, and 65% experienced remission of depressive symptoms. These encouraging findings were replicated in an RCT conducted by
Emmelkamp and colleagues (68). Patients were assigned to CBT (n = 26), brief dynamic therapy (BDT; n = 28) or a waitlist condition (n = 16). The two active treatments consisted of 20 sessions delivered over six months, and patients were assessed at the end of treatment and six months after treatment termination. Although both CBT and BDT both
produced significant improvements in anxiety symptoms, behavioral avoidance and dysfunctional beliefs at the end of treatment, CBT was significantly superior to BDT on all outcome measures. Moreover, BDT did not differ from the waitlist control condition on any measure at the end of treatment. At follow-up, treatment gains were maintained, with
91% of the CBT group and 64% of the BDT group no longer meeting diagnostic criteria for AVPD, a statistically significant difference. Individual CBT for OCPD has been evaluated in one open trial. In the study described above, Strauss and colleague (2006) conducted an open trial of traditional individual CBT (69). The trial, which included 16 patients
with OCPD and 24 with AVPD, attended up to 52 weekly sessions of CBT. Results indicated that 53% of patients with OCPD showed clinically significant reductions in depressive symptoms, and 83% exhibited clinically significant reductions in OCPD symptom severity. Of note, the CBT-based approach was equally effective for both disorders (67). Only
one treatment outcome study has evaluated CBT for ASPD. CBT for ASPD is a brief, structured treatment that applies a cognitive formulation to target the dysfunctional beliefs that underlie aggressive, criminal or self-damaging behaviors (13). Davidson and colleagues randomized men with ASPD and recent histories of aggression to receive either
CBT (n = 25) or TAU (n = 27). Because of the exploratory nature of this study, patients in the CBT group received either 15 sessions over 6 months or 30 sessions over 12 months. Patients were assessed at baseline and followed up at 12 months. No group differences were observed in terms of depression, anxiety, anger, or negative beliefs about
others. Patients in both treatment conditions reported lower frequency of verbal and physical aggression at follow-up, although the groups did not differ from one another. Patients who received six months of CBT showed trends for less problematic alcohol use, more positive beliefs about others, and better social functioning, but there was no
significant effect for CBT on any of the outcomes assessed. The majority of interventions for PDs are disorder-specific and, as a result, treatment outcome research is usually conducted separately for each disorder. However, three RCTs have used samples composed of patients with different PDs, co-occurring PDs, or a diagnosis of PD not otherwise
specified (PDNOS). For example, Springer and colleagues (34) conducted a small-scale RCT on an inpatient psychiatric unit. Of 31 patients, 6% received a diagnosis of PDNOS. Of the remaining patients, 65% had a primary diagnosis of a Cluster C PD, and 44% had a primary diagnosis of BPD, although co-occurring PDs were common. Patients were
randomized to receive either 10 daily sessions of supportive group treatment (n = 15) or DBT skills (n = 16). The DBT group consisted of emotion regulation skills, interpersonal effectiveness training, and distress tolerance. The control condition was a “lifestyle and wellness” discussion group that was not intended to be therapeutic. Patients were
assessed at baseline and at discharge. Both treatment groups improved over the course of treatment, and there were no group differences on measures of hopelessness, depression, suicidal ideation, anger, or coping-skill knowledge. Contrary to expectations, however, patients in the DBT-based group were more likely to “act out” (i.e., engaging in
self-injurious behavior, threatening to harm oneself or others, attempting to leave the unit, refusing to eat for one day or more). Based on these findings, a brief inpatient DBT-based skills intervention may not enhance treatment outcome beyond the effects of a discussion group among a group of patients with mixed personality disorder diagnoses.
Muran and colleagues (71) examined treatment outcomes among outpatients with Cluster C PDs or a diagnosis of PDNOS. The majority of the patients (66%) were diagnosed with PDNOS, 19% met diagnostic criteria for multiple PDs, and 87% had comorbid Axis I psychopathology. Patients were randomly assigned to receive 30 weekly sessions of
brief relational therapy (BRT), short-term dynamic therapy (BDT) or traditional CBT (i.e., cognitive restructuring, self-monitoring, and behavioral experiments). All three treatments produced improvements in symptoms and functioning from pretreatment to post-treatment. Generally, the treatments yielded equivalent improvements in global
functioning, depressive and PD symptoms, however, CBT was associated with significantly greater reductions in interpersonal problems, and BRT was associated with significantly better treatment retention. Findings provide evidence that symptoms and dysfunction related to complex personality pathology can be reduced by several treatment
approaches, including CBT. Finally, Lynch and colleagues have applied DBT for outpatients with personality pathology and comorbid MDD (72). In an initial pilot study, patients were randomized to receive anti-depressant medication alone (MED) or anti-depressant medication, the DBT skills group and weekly phone calls for skills coaching
(DBT+MED). At the end of treatment, 71% of patients in the DBT group were in remission based on their depression scores, compared to 41% of patients in the medication group. At six-month follow-up, 75% of the DBT group was in remission compared to 31% of the medication group, a statistically significant difference. In a follow-up study, 65
patients with depression and a PD diagnosis received an 8-week trial of antidepressant medication; of these, 29% were classified as responders, and 23% dropped out. The remaining patients were randomized to receive either medication and case management (MED; n = 14) or medication and DBT (DBT+MED; n = 21). DBT consisted of 24 sessions
of standard individual DBT and 28 weekly sessions of group skills training. At the post-treatment and follow-up assessments, the two treatment groups did not differ on measures of depressive symptoms, however, the DBT+MED group achieved remission more rapidly than the medication-only group. By the end of treatment, rates of remission from
BPD were equivalent in the two groups, patients who received DBT showed greater reductions in BPD symptoms, including interpersonal sensitivity and aggression. In summary, DBT combined with antidepressant medication shows promise as a treatment for comorbid depression and PDs, beyond the effects of medication alone. At the present time,
there are neither RCTs nor open trials of CBT for schizotypal, schizoid, paranoid, dependent, narcissistic or histrionic PDs. However, there are a handful of case and empirical single-subject studies that describe cognitive behavioral interventions for the lesser-studied PDs, which may lay the groundwork for future treatment development. For example,
Williams (73) described cognitive behavioral treatment of a patient with paranoid PD (PPD) and MDD. The 11-session treatment aimed to reduce suspicious thoughts and decrease tension, anxiety and depressive symptoms. Treatment strategies included behavior and thought monitoring, cognitive restructuring, role-playing, and relaxation skills
training. By the end of treatment, the patient experienced remission of his depression and diminished anxiety about others' intentions toward him; in addition, both the clinician and the patient noted improvements in symptomatic behavior and social functioning. Lynch and Cheavens (74) reported similarly encouraging outcomes for a patient with
PPD, OCPD and MDD, who was treated with a modified DBT-based treatment. Specifically, whereas DBT for BPD targets emotional dysregulation and impulsive behavior, modified DBT for PDs focuses on reducing features which generally characterize Cluster C PDs such as emotional over-control, cognitive rigidity and risk aversion, The 28-week
skills group includes modules on mindfulness, distress tolerance, and radical openness, in addition to a new module that provides skills for forgiveness and expressing loving kindness (74). The client received nine months of treatment: the first three months of treatment consisted of individual weekly DBT, and the last six months consisted of weekly
individual DBT and weekly DBT skills training group (using the modified material). Individual treatment goals were to decrease fear and hostility in relationships, to tolerate criticism and to make decisions in ambiguous situations. Individual sessions involved exposure exercises, and skills included modules on mindfulness, distress tolerance and
radical openness. At the end of treatment, the patient was in remission from PPD, OCPD and MDD, and demonstrated improvements in interpersonal functioning and emotional well-being. Taken together, these studies highlight the potential utility of both CBT and DBT for PPD. These approaches led to distinct case conceptualizations, and different
therapeutic strategies were emphasized in each treatment, however, both patients showed symptomatic and functional recovery across multiple symptom domains. Two single-case designs have been used to describe Functional Analytic Psychotherapy (FAP) for histrionic PD (HPD). FAP is a radical behavioral approach in which the therapist uses
principles of reinforcement to modify the patient's behavior (12). FAP cases are conceptualized in terms of problematic clinically-relevant behaviors and desirable clinically-relevant behaviors (i.e., adaptive alternatives). As target behaviors occur in session, the therapist blocks or reinforces them using natural contingencies (e.g., sharing feelings that
the patient has evoked in the therapist), with the goal of creating behavioral change that generalizes to daily life (12; 75). Given its interpersonal emphasis, FAP may be well-suited to the needs of patients with interpersonal difficulties (76), including patients with PDs. For example, Callaghan and colleagues (77) described treatment of a patient with
features of histrionic and narcissistic PDs. The patient's difficulties were characterized as involving problems identifying personal needs and values and identifying and responding to feedback from others. Over the course of 23-sessions, the patient displayed less dramatic behavior in session, was better able to identify and express his emotional
experiences, demonstrated greater skill at noticing his impact on others, and became more successful in social interactions. Busch and colleagues (78) reported similarly encouraging findings using a FAP-CBT integration to treat a patient with HPD. Traditional CBT techniques were used in the first 11 sessions, and the final nine sessions used FAP
techniques to decrease behaviors driven by attention- and approval-seeking or motivated by fear of disapproval and to increase genuine responding. During the FAP-focused portion of treatment, the patient experienced significant improvements in depressive symptoms and satisfaction with social relationships. Research generally supports the
conclusion that CBT is an effective treatment modality for patients with personality disorders, however more research is needed to develop further our understanding of how best to apply CBT principles and to provide more specific and unambiguous recommendations for how to treat PD symptoms. In order to provide such recommendations, further
research would benefit from greater focus on parsing common and specific treatment factors of various CBT and other treatment approaches. As described above, CBT offers several specific treatment techniques that appear to map onto the pathology of personality disorders well. For example, CBT approaches emphasize the connection between
implicit, automatic thoughts and their underlying schemas, which are widely thought to be dysregulated and maladaptive in PDs. CBT approaches focus on practical goals such as skills training to address the common problem of social dysfunction in PDs, homework assignments that promote generalization of skills into regular life, and learning-based
procedures designed to inhibit self-defeating or treatment-threatening behaviors common in PDs. Furthermore, because CBT is a practical and technique-based approach, it is generally amenable to selecting packages of treatment methods and augmenting treatments with other approaches to address what are often unique and complex symptom
presentations in PDs. However, to test the specific utility of these CBT techniques, elements of CBT treatments that overlap with one another and with other treatments need to be identified and articulated more clearly. RCTs that have been conducted for PDs have generally shown that most well-intentioned treatments designed to treat PDs are
similarly effective, and are often usually more effective than treatment as usual. However, the legacy and strength of behavior therapy is its focus on the functional mapping of specific therapeutic techniques with specific patient problems. Research at this molecular level carries the potential to supplement RCT methods in identifying specific factors
and distinguishing them from both common factors as well as the specific factors of other approaches. A first step in the process of distinguishing common from specific factors might involve quantifying the ways in which treatments vary so that these differences can be tested directly, rather than be presumed based on the results of comparisons of
overall treatment packages. For example, it has been argued that CBT is more structured than other approaches; if this is so, researchers should be able to quantify the degree of structure for any therapy and test the relation between therapeutic structure and treatment outcomes in specific patient populations. A second step would involve using
multiple research methods to test different mechanisms of change implied by different approaches. For example, single subject and dismantling designs are well-suited to test the effectiveness of specific interventions in a way that RCTs cannot accommodate. Again these are complementary methods: single-subject designs often provide a justification
for larger and more expensive randomized trials, and dismantling studies are often a logical follow-up to findings from RCTs that suggest the effectiveness of a given treatment package. A third step would involve effectiveness studies in naturalistic settings in which therapists use principles, but not necessarily manuals, from different theoretical
approaches. It remains a fairly open question how well the results of highly controlled trials generalize to the community, where clinicians tend to be eclectic and typically do not rely closely on manuals. Indeed, common factors may play a particularly important role in naturalistic settings, so such settings represent an important potential arena for
testing the effect of adding specific, CBT-based techniques. At the same time, research disseminating treatment manuals is needed to test whether community treatment would be enhanced by increasing consistency with manual-based treatments that have shown empirical promise. Finally, research should anticipate changes to the PD taxonomy
proposed for DSMV, which places greater emphasis on dimensional personality traits (e.g., neuroticism, impulsivity) and domains of impairment (e.g., cognitive, interpersonal) that transcend diagnostic labels. Thus, future research may focus on the development of interventions that can be applied to maladaptive traits or dysfunctional behavioral
patterns regardless of the particular PD. This approach also will facilitate targeted idiographic treatments that can be tailored to the unique needs of individual patients. Ultimately, this practical and methodologically open-minded approach to studying psychotherapy for PD should lead to more specific recommendations for clinicians and patients who
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these modes of treatment different or simply variations of each other? Let's take a closer look at these types of behavioral therapies and how they are related. Cognitive-behavioral therapy, or CBT, is a form of therapy that aims to restructure and change the way a person thinks and behaves. Whether or not this therapy is beneficial depends strongly
on the relationship between the individual and their therapist. The individual's willingness to make a change is also a crucial factor. Examples of techniques used by a cognitive-behavioral therapist include cognitive restructuring and behavioral changes, like reducing self-defeating behaviors and learning how to respond to problems in a healthy,
adaptive manner. In cognitive restructuring, a patient is taught to identify negative reactive thoughts and modify them. Dialectical behavioral therapy, or DBT, is a modified type of CBT that was uniquely developed to treat borderline personality disorder. This approach is called "dialectical" because it involves the interaction of two conflicting ideas,
which are that improving the symptoms of BPD involves both acceptance and change. It focuses on skills like mindfulness or living in the present, regulating emotions, tolerating distress, and effectively managing relationships with others. DBT is the only empirically supported treatment for borderline personality disorder. DBT is composed of four
elements that the individual and therapist usually work on over a year or more: Individual DBT therapy, which uses techniques like cognitive restructure and exposure to change behavior and improve quality of life.Group therapy, which uses skills training to teach patients how to respond well to difficult problems or situations.Phone calls, which focus
on applying learned skills to life outside of therapy.Weekly consultation meetings among the DBT therapists, which offer a means of support for the therapists and to ensure they are following the DBT treatment model. This type of therapy focuses on some of the common symptoms of BPD including impulsivity, exaggerated mood changes, unstable
relationships, poor sense of self, and the fear of abandonment. DBT also helps people with BPD work on skills such as being able to tolerate distress, regulating emotions, and effective interpersonal behavior. One major focus on DBT is to help people learn how to deal with powerful emotions and learn new ways of coping with strong feelings without
resorting to unhealthy coping mechanisms. Distress tolerance, for example, centers on helping people recognize and accept painful feelings without engaging in harmful behaviors like self-harm. If you have borderline personality disorder, there are treatments that can help you manage your condition. Please speak with your doctor about finding the
right therapist and treatment model for you so you can feel better and improve your quality of life. Get our printable guide to help you ask the right questions at your next doctor's appointment. DBT is simply a modified form of CBT that uses traditional cognitive-behavioral techniques, but also implements other skills like mindfulness, acceptance, and
tolerating distress. CBT Helps patients change how they think/behave Patients learn how to manage negative emotions Can be used in the treatment of many disorders DBT A type of cognitive-behavioral therapy Incorporates other skills (e.g., mindfulness) Specifically treats borderline personality disorder The good news is that DBT has been found to
be considerably more effective in treating people with borderline personality disorder. Dialectical behavioral therapy is recommended as a first-line treatment for borderline personality disorder and has been shown to reduce the need for medical care and medications by as much as 90%. It's interesting to note that some cognitive-behavioral



therapists incorporate certain elements of the DBT model into their treatment sessions. Also, other forms of CBT have developed that use the elements of DBT. For instance, mindfulness-based cognitive therapy utilizes traditional cognitive-behavioral techniques with mindfulness to treat depression. We've tried, tested, and written unbiased reviews of
the best online therapy programs including Talkspace, BetterHelp, and ReGain. Find out which option is the best for you.



