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EMPIRICAL PAPER
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Abstract
Objective: Mentalization-based treatment (MBT) is an evidence-based long-term treatment for borderline personality disorder
(BPD). Alliance is central for effective psychotherapies. Few studies have addressed aspects of working alliance in BPD evidence-
based treatments. This study aimed to investigate alliance development in MBT therapies with different clinical outcomes. Method:
The sample included 155 patients in an MBT programme. Clinical outcomes were based on Global Assessment of Functioning
(GAF). The sample was divided in two subgroups according to GAF levels at the end of treatment (cut-off = 60). Working alliance
was assessed by patient report (Working Alliance Inventory, subscales, Goals, Bonds and Tasks) and assessed repeatedly over 36
months. The method for statistical analyses was linear mixed models. Results: Initial levels of Goals, Bonds, and Tasks did not
differ by subgroup, but change over time differed significantly by subgroup. In the good outcome subgroup, ratings of Goals,
Bonds, and especially Tasks increased significantly over time. In the poor outcome subgroup, paranoid PD was associated with
poorer alliance development over time. Conclusions: Good outcome therapies were characterized by a process where the working
alliance grew over time. Results encourage an explicit focus on tasks in therapy particularly for patients with high levels of mistrust.

Keywords: mentalization-based treatment (MBT); borderline personality disorder (BPD); working alliance inventory;
therapeutic alliance; process research

Clinical or methodological significance of this article: This article points to the clinical importance of maintaining
careful alliance work in the treatment of poorly functioning patients with BPD. Such work includes not only a longer-term
process of attachment and bonding, but also keeping the goals of therapy understandable, current and updated, and
making the therapeutic work, progress, and challenges relevant and explicit. As a specialized treatment for BPD, MBT
includes interventions and structure aiming to support therapists and thereby facilitate therapy for poorly functioning
patients with considerable emotional and relational problems.

The working alliance predicts approximately 7.5% of
the variance in treatment outcomes and is considered
a major mechanism of change in psychotherapy

(Flückiger et al., 2018; Wampold & Imel, 2015).
It has been operationalized in terms of (i) agreement
on theGoalsof treatment, (ii) the formationof personal

© 2020 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License
(http://creativecommons.org/licenses/by-nc-nd/4.0/), which permits non-commercial re-use, distribution, and reproduction in any
medium, provided the original work is properly cited, and is not altered, transformed, or built upon in any way.

Correspondence concerning this article should be addressed to Espen Folmo, Section for Personality Psychiatry, Oslo University Hospital,
Ullevaal, PO Box 4956 Nydalen, Oslo 0424, Norway. Email: espenask@gmail.com

Psychotherapy Research, 2020
https://doi.org/10.1080/10503307.2020.1831097

http://orcid.org/0000-0001-8271-3271
http://orcid.org/0000-0001-8608-3780
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:espenask@gmail.com
http://www.tandfonline.com
http://crossmark.crossref.org/dialog/?doi=10.1080/10503307.2020.1831097&domain=pdf&date_stamp=2020-10-10


Bondsbetweenpatient and therapist, and (iii) the thera-
peutic work process, conceptualized as Tasks (Bordin,
1979). Nevertheless, there are still few studies follow-
ing the development of the working alliance in long-
term therapies, especially the subparts of alliance—
Goals, Bonds, and Tasks (Stiles & Goldsmith, 2010).
The therapeutic alliance may be a crucial factor in
treatment for borderline personality disorder (BPD;
Dimaggio et al., 2019), but it is poorly investigated in
evidence-based treatments for BPD.
The therapeutic alliance is not always easily estab-

lished in psychotherapy (Colli et al., 2014), not least
in the treatment of severe BPD patients. Epistemic
trust––that is, the basic ability to trust significant
social information from others—is a relevant
concept possibly related to the working alliance. It
is considered fundamental for the development of
interpersonal and relational capacity, and impair-
ment has been linked to BPD (Bo et al., 2017). In
psychotherapy, work on difficulties in the alliance
may in itself be essential (Safran & Muran, 2000;
Wampold & Imel, 2015), and for BPD patients, alli-
ance improvement can even be seen as a treatment
outcome (Muran & Barber, 2011). In light of the pro-
found attachment problems apparent among many
BPD patients, we see a need for further investigation
of alliance processes in structured BPD treatments.
Mentalizing is a core aspect of personality function-

ing and may be defined as an imaginative mental
activity enabling perception and interpretation of
mental states (e.g., needs, desires, feelings, beliefs,
and goals) (Fonagy et al., 2015). Among patients
with BPD, personality problems have been associated
with attachment insecurity, tendencies of dysphoria,
emotional dysregulation, and social misinterpreta-
tions—often in terms of hyper-mentalizing (Sharp,
2014;Vaskinnet al., 2015).Mentalization-based treat-
ment (MBT) is a specialized BPD treatment devel-
oped from traditional psychoanalysis and research on
attachment and social cognition (Bateman & Fonagy,
2016). Across different treatment theories and tech-
niques, therapists primarily aim to engage the patient
in work that feels meaningful, although the emphasis
on each alliance component (Goals, Bonds, and
Tasks) may be different (Falkenström & Larsson,
2017; Horvath & Greenberg, 1989; Muran & Barber,
2011). In this article we aim to investigate how the
different alliance components develop in MBT.
MBT is a long-term, manualized, multicomponent

treatment programme (Bateman & Fonagy, 2016;
Karterud, 2015). It consists of five structural pillars
(Bateman & Fonagy, 2016): (i) specific BPD psychoe-
ducation about core personality problems and the
focus of MBT treatment, (ii) an individually adjusted
case formulation that is dynamic (changeable during
the treatment process), (iii) the combination of

individual and group formats of long-term psychother-
apy, (iv) a team of therapists working together with
regular MBT supervision, and (v) a frame and style
of intervention aiming to facilitate a mentalizing
process. Together these pillars can be seen as enforce-
ments promoting the development of a therapeutic
alliance. The first two explicitly address Goals and
Tasks of treatment, the third adds the opportunity
for interpersonal bonding (i.e., the bond part of the
working alliance), and the fourth and fifth support
therapists’ interventions, techniques, reflective prac-
tice, and handling of countertransference. The latter
are considered essentially important as adherent thera-
pist interventions in MBT have been associated with
improved reflective functioning (Möller et al., 2017).
Positive effects of MBT are demonstrated in several

studies, and outcomes mainly include symptomatic
alleviation and the reduction of self-harming or suicidal
behaviours and hospital admissions (Volkert et al.,
2019). There are yet few investigations of working alli-
ance for patients in MBT. Nonetheless, in a qualitative
study of change processes in MBT, Morken et al.
(2019) emphasize the importance of repairing alliance
ruptures. In other studies, patients’ positive experiences
include the identification of personality problems, a
feeling of symptom improvement, and the content of
therapeutic work—learning to regulate oneself,
gaining new perspectives, or attending groups (Dyson
& Brown, 2016; Johnson et al., 2016; Lonargáin
et al., 2017). A recent MBT study pointed to interven-
tions focusing onmentalizing positive affects as possibly
beneficial for alliance (Harpøth et al., 2019). Moreover,
in a study ofMBT group therapy, interpersonal person-
ality features influenced the establishment of a working
alliance in the group (Euler et al., 2018), and the
authors recommended particular apprehension of
BPD patients’ relational bias and hyper-mentalization
in the early phase of therapy.
Specialized approaches involve specified therapeutic

formats and techniques, and all have relational impli-
cations (Fonagy et al., 2002). Most structured treat-
ments include explicit psychoeducation and the use
of case formulations, which may be important factors
in the early development of alliance—establishing
mutual agreement on aims and tasks in therapy. In
psychotherapy processes, therapist empathy is a recog-
nized facilitating factor, contributing to the bond
between patient and therapist. MBT manuals empha-
size that the patient needs to be validated and under-
stood before being challenged on maladaptive
patterns (Karterud et al., 2020; Karterud &
Bateman, 2010), and the recommended therapeutic
stance is to be mentalizing and curious as well as
genuine and non-judgmental. Correspondingly, in
Schema-Focused Therapy (SFT), mutual trust and
positive regard (Bonds) are emphasized as important
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alliance elements (Young et al., 2006), underlining the
importance of an unthreatening, supportive therapist
attitude. It is furthermore proposed that the SFT
model itself promotes sympathy with the BPD
patient (Young et al., 2006). A comparison study of
SFT versus Transference-Focused Psychotherapy
(TFP) indicated an increase in therapeutic alliance
during both treatments (Spinhoven et al., 2007). In a
study of Dialectical Behaviour Therapy (DBT),
higher patient-rated therapy commitment and
working capacity was associated with fewer suicide
attempts (Bedics et al., 2015). As of yet, we have not
found studies investigating relations between MBT
alliance and outcomes.
The overriding aim of the current study was to inves-

tigate how aspects of therapeutic alliance (Goals, Bonds
and Tasks) developed over time in MBT for patients
with BPD.The study primarily aimed to investigate alli-
ance processes in therapies with different clinical out-
comes, and secondarily to explore variation associated
with different patient characteristics.

Material and Methods

Design

The study is a quantitative, observational study with a
longitudinal design.

Subjects

The studied sample included 155 BPD patients
treated in an MBT unit during 2009–2016. Patients
were referred on a regular basis to the outpatient
clinic, which was on a specialist mental health service
level, situated within a university hospital setting.

Mentalization-Based Treatment (MBT)

MBTwas an outpatient treatment in accordance with
MBT manuals (Karterud, 2011, 2012; Karterud &
Bateman, 2010). The first year included weekly ses-
sions of individual and group therapy and a psychoe-
ducational group (12 sessions). Frequencies of
individual therapy were gradually reduced in the
second and third year, while group sessions contin-
ued throughout treatment. Treatment had an upper
time limitation of 36 months.

Therapists

The team included three psychiatric nurses, three
psychiatrists, an art therapist, a physiotherapist, a
social worker, and two psychologists. Eight were qua-
lified group analysts—one in psychoanalysis, one in

individual psychodynamic psychotherapy—67%
were females, and mean age (year 2009) was 53
(SD= 9) years. Other individual therapists within
the research period were different resident doctors
and psychologists in training. All had basic MBT
training and attended weekly video-based supervision
by qualified MBT supervisors.

Therapist MBT Fidelity

MBT adherence and competence was assessed by
video-recorded therapy sessions using the MBT
Adherence and Competence Scale (Karterud et al.,
2013) and the Adherence and Competence Scale
for Mentalization-based Group Therapy (Folmo
et al., 2017). On a 1–7 scale, a score of four or
higher indicates adequate MBT adherence/compe-
tence. In 2013–2015, five raters evaluated 19 individ-
ual sessions (eight therapists) and 9 group sessions in
the programme. For individual therapists, the mean
adherence level was 4.7 (SD= 1.2) and the mean
MBT competence level was 4.4 (SD= 1.2) (Kvar-
stein et al., 2019). For group therapists, the mean
adherence level was 5.1 (SD= 1.37) and competence
level 4.9 (SD= 1.30) (Kvarstein et al., 2020). This is
comparable to a recent RCT study of MBT in groups
for adolescents with BPD (Beck et al., 2020).

Baseline Assessment of Diagnoses

The MBT unit was part of a collaborative cross-
regional network for treatment and research on per-
sonality disorders where all units used standardized
measures for diagnostic assessment. Diagnoses were
decided in accordance with the DSM-IV using the
Mini International Neuropsychiatric Interview
(MINI; Lecrubier et al., 1998) for symptom dis-
orders and for PDs and the Structured Clinical Inter-
view for DSM-IV Axis II Personality Disorders
(SCID-II; First et al., 1994). Assessments were per-
formed by clinical staff with systematic training pro-
vided by the network in diagnostic interviews and
principles of the LEAD-procedure (Longitudinal,
Expert, All-Data; Pedersen et al., 2013). Evaluations
were concluded with a psychiatrist.

Baseline Assessment of Other Patient and
Treatment Factors

Self-reports of personality functioning, life quality,
and work/study functioning (patient factors) and
information about treatment termination (treatment
factors) included the following:
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(1) Severity Indices of Personality Functioning
—Short Form (SIPP-SF; Rossi et al.,
2017) is a 60-item version of the original
SIPP-118 (Pedersen, Arnevik, et al.,
2017). It includes five personality problem
domains. In this study the three domains
with greatest impairment were: Identity
Integration (12 items, aspects of enjoyment,
meaning, self-esteem, and self-perception),
Relational Capacity (10 items, aspects of
attachment, intimacy, enjoying relation-
ships, feeling appreciated, and being affec-
tionate), and Self-control (12 items,
aspects of controlling emotional reactions
and impulsive behaviours). The remaining
SIPP-SF domains are Responsibility and
Social Concordance (Normal range T-
scores: 40–60).

(2) EuroQol (EQ-5D) evaluates subjective life
quality along five health dimensions and a
global index (0–1). In the general population
in Western societies, the global index score
range is 0.80–0.89 (Saarni et al., 2007) and
in PD populations 0.56 (Soeteman et al.,
2008).

(3) The number of months they worked or
studied at least 50% during the previous
year was recorded to indicate current work
functioning status by the patients.

(4) Reasons for treatment termination were
recorded by the therapist.

Repeated Assessment of Working Alliance

The Working Alliance Inventory-Short (WAI-S;
Tracey & Kokotovic, 1989), which is based on the
Working Alliance Inventory (WAI; Horvath &
Greenberg, 1989), was applied regularly after three
months, then every sixth month during treatment,
and once more at discharge. Due to the publication
of the revised version (WAI-SR) by Hatcher and Gil-
laspy (2006), the WAI-S was replaced by WAI-SR in
2012. Both WAI versions include three subscales—
Goals, Bonds, and Tasks—with four items for each.
Each item is rated on a 7-point scale, and scores
above 4 signify satisfactory alliance. Table I presents
differences between WAI versions. In the following,
we use the term WAI-S/SR. The possible impacts
of differences in WAI versions were investigated
using a categorical variable identifying subgroups
with only the WAI-S version, only the WAI-SR
version, and both versions (longitudinal data series
with both WAI-S and WAI-SR). In the first part of
the study, patients received the WAI-S (n = 34).
From June 2012, admitted patients had only WAI-
SR measures (n = 71). The remaining patients had
longitudinal data-series including both versions.

Assessment of Clinical Outcomes

(1) The observer-rated Global Assessment of
Functioning (GAF) provides a composite
score combining social and symptom-related

Table I. Working alliance inventory—items according to WAI-S and WAI-SR.

WAI-S

Tasks Goals Bonds

1. __ and I have established a good understanding
of what I need to do in treatment in order to
improve my situation

4. __ does not understand what I am trying
to accomplish in therapy

3. I believe___likes me.

2. What I am doing in therapy gives me new ways
of looking at my problem.

6. __and I are working towards mutually
agreed upon goals.

5. I trust that __ is able to help me.

8. __ and I have established a good understanding
of what is important for me to work on.

10. __ and I have different understanding of
my problems

7. I feel that___appreciates me.

12. I believe the way we are working with my
problem is correct.

11. __and I have established a good
understanding of the kind of changes that
would be good for me.

9. __and I trust each other.

WAI-SR
Tasks Goals Bonds
1. As a result of these sessions I am clearer as to
how I might be able to change.

4. __and I collaborate on setting goals for my
therapy.

3. I believe___likes me.

2. What I am doing in therapy gives me new ways
of looking at my problem.

6. __and I are working towards mutually
agreed upon goals.

5.____and I respect each other.

10. I feel that the things I do in therapy will help
me to accomplish the changes that I want.

8. __ and I agree on what is important for me
to work on.

7. I feel that___appreciates me.

12. I believe the way we are working with my
problem is correct.

11. __and I have established a good
understanding of the kind of changes that
would be good for me.

9. I feel _____ cares about me even when I
do things that he/she does not approve
of.

4 E. J. Folmo et al.



impairment and was therefore chosen as a
global outcome measure (0–100 scale, Axis
V, DSM-IV) (Pedersen et al., 2018). GAF
evaluations were performed by staff therapists
(baseline, after three months, repeatedly every
sixth month throughout treatment, and at
treatment termination). All therapists
working at the unit received a systematic
GAF training course. The validity and gener-
alizability of GAF scores was previously inves-
tigated within several treatment units
representing the same clinical contexts and
included therapists at the specific unit (Peder-
sen et al., 2007).The studydemonstratedhigh
consistency of GAF scores across different
raters and also different treatment units (gen-
eralizability coefficients of absolute decision
(the score) range .86 to .95).
High GAF scores indicate better psychoso-

cial functioning; scores above 60 represent
mild/no impairment (Pedersen et al., 2018).
In this study, the sample (n= 155) was
divided into two subgroups according to out-
comes: (i) the poor outcome subgroup (GAF
below 60 at the end of treatment; 43%) and
(ii) the good outcome subgroup (GAF equal
or above 60 at the end of treatment; 57%).
All 155 patients had a baseline GAF assess-
ment, and7patients lackeda finalGAFassess-
ment on treatment termination.

(2) In order to supplement GAF as an observer-
rated instrument, outcomes additionally
included two patient-reported measures
also administered at baseline, after three
months, repeatedly every sixth month
throughout treatment, and at treatment ter-
mination. All self-report measures (out-
comes and alliance) were administered by
the secretary at the unit. The profiles from
self-reports constituted a basis for clinical
evaluation of treatment progress.

(a) The Work and Social Adjustment Scale (WSAS)
is a validated 5-item self-report measure of func-
tional impairment (i.e., work, social and private
leisure activities, domestic work, and close
relations) (Pedersen, Kvarstein, et al., 2017).
Total sum-scores below 15 represent mild/no
impairment (Mundt et al., 2002); these scores
were found among 58% of the patients who
filled in self-reports at the end of treatment.
Among these, 85% were also in the good
outcome GAF subgroup. All 155 patients had
the baseline assessment, but 42 patients lacked a
final WSAS assessment on treatment
termination.

(b) The BSI-18 is a self-report measure derived
from the 53-item Brief Symptom Inventory
(BSI), a shortened form of the Symptom Check-
list-90-Revised (SCL-90-R) (Derogatis, 2000).
The BSI includes 18 items and assesses
symptom distress (depression, somatization,
anxiety) on a 0–4 scale. Non-clinical distress is
indicated by a mean sum-score of 0.8 (Pedersen
& Karterud, 2004), which was found among
48% of the patients who filled in self-reports at
the end of treatment. Among these, 78% were
also in the good outcome GAF subgroup. All
155 patients had the baseline assessment, but
42 patients lacked a final BSI assessment on
treatment termination.

The process and outcomemeasures used in this study
were a part of the standardized assessment and treat-
ment evaluation used within the collaborative cross-
regional network for treatment and research on per-
sonality disorders.

Ethics

All patients gave written, informed consent to partici-
pate in the research. The treatment unit collected
clinical data, which was registered in an anonymous
database administrated by Oslo University Hospital.
Procedures for data collection ensured that partici-
pating individuals could not be identified. Data
security systems were approved by the Data Protec-
tion Official at Oslo University Hospital. Based on
anonymous data, ethical approval was not required
from the Regional Committee for Medical Research
and Ethics.

Statistical Procedures

Hierarchical models (mixed models) (Singer &
Willett, 2003) were used for statistical analyses of
longitudinal data (mixed models, IBM SPSS stat-
istics version 25) in order to maximize utilization of
available patient data and capture change over time.
Time (months from baseline) was modelled as a con-
tinuous variable in all models. Linear trajectories cap-
tured significant longitudinal trends for all dependent
variables, among which WAI-S/SR was the main
dependent variable, and GAF, WSAS, and BSI rep-
resented preliminary analyses (p < 0.001). Log likeli-
hood estimations of model fit indicated significant
improvements from an unconditional model to a
linear random coefficients (intercept and slope)
model (critical values for chi-square statistic: p<
0.01) using an unstructured covariance type. The
equation was: Yij= β0 + β1 timeij+ b0 + b1 timeij + εij.
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Y is the dependent variable for all observations, individ-
uals (i), and assessment times (j), β is the fixed effects
regression coefficient, b the random effects regression
coefficient, and ε indicates residual variation. The cat-
egorical variable for different WAI versions was investi-
gated in the three WAI-S/SR subscale models; some
reduction of longitudinal variation (3, 7, and 5%,
respectively) was discovered, but estimate deviations
were not statistically significant (p>0.05) and did not
improve AIC estimations of model fit.
Initial analyses investigated the longitudinal

change of clinical outcome variables and variation

associated with selected patient and treatment
factors as predictors. The investigated patient and
treatment factors were chosen on the basis of
descriptive sample characteristics in the two
outcome subgroups (Table II) and are given in
Table III. The main investigation included longi-
tudinal change of WAI-S/SR subscales and vari-
ation associated with the dichotomous GAF
variable as a predictor, as well as a moderator inter-
action combining the dichotomous GAF variable
and patient factors. The equations for the predictor
analyses were: Yij = β0 + β1 timeij + β2 PRED+ β3
PRED timeij + b0 + b1 timeij + εij. The equations
for the moderator analyses were: Yij = β0 + β1
timeij + β4 PREDMOD+ β5 PREDMOD timeij +
b0 + b1 timeij + εij. For interpretation of predictors/
interactions; each model is judged by the predic-
tor-associated deviation of the trajectory for the
dependent variable (estimated deviation of inter-
cept level and slope/change-rate), explained vari-
ation (% change from the estimated variation in
the initial linear random coefficients model), and
change in estimates of log likelihood statistics
(indices of model fit, Akaikes Information Cri-
terion, AIC).
The sample had unbalanced data with different

numbers of assessments per patient. The chosen
method for longitudinal analyses incorporates unba-
lanced data and uses all available data for each indi-
vidual trajectory. Therefore, in this study, we did
not use imputation to compensate for missing data.
All included patients had at least one assessment.
The mean number of WAI-S/SR assessments was
3.2 (SD= 1.8, range 1–9), 48% lacked the final
assessment, 22% had only one assessment, 58%
had at least three, and 38% had four or more
during the course of treatment. Among the 34
patients with only one assessment, 53% were early
alliance assessments performed within the first year.
A variable counting numbers of assessment points
for each individual captured a relevant missing data
pattern. To investigate the effect of this missing
data pattern on the outcomes, the variable was
added as a predictor in all three working alliance sub-
scale models (Hedeker & Gibbons, 1997). Analyses
indicated poorer initial alliance ratings for patients
with fewer assessments (for all working alliance sub-
scales p< 0.05), but no significant effect of the vari-
able on alliance development over time (p> 0.05,
all subscales). As longitudinal effects were of
primary interest, we did no further overall estimation
of missing-data effects.
All final longitudinal working alliance models

included (a) investigations controlling for differences
in WAI versions, (b) investigations controlling for
different numbers of assessment, and (c) models

Table II. Baseline characteristics for MBT patients in subgroups
with good and poor outcomes.

Good outcome Poor outcome

Mean
(SD) %

Mean
(SD) %

Personality disorder
Borderline PD 73 73
Borderline PD traits 5.5(1.9) 5.4(1.9)
Total number of PD traits 14.0(5.8) 14.5(5.8)
Number of PDs 1.3(0.6) 1.4(0.7)
Other PDs than BPD:
Paranoid PD 7 16∗

Narcissistic PD 4 3
Antisocial PD 0 5
Avoidant PD 18 19
Obsessive Compulsive PD 8 9
Dependent PD 2 6
NOSPD 15 17
Severity Indices Personality
Problems (T-scores)

Self control 23(12) 25(13)
Social concordance 32(13) 32(15)
Identity 20(10) 22(10)
Relation 30(10) 31(12)
Responsibility 27(14) 29(13)
Comorbid symptom disorders
Total number, symptom
disorders

2.4(1.4) 2.7(1.5)

Mood 65 83∗

Anxiety 74 71
PTSD 17 18
OCD 4 7
ADHD 1 2
Eating 19 22
Substance abuse 24 14
Baseline status
Age 26(6) 30(6)∗

Gender female 85 81
No work/study at all last year 27 51∗

Global Index Life Quality
EQ 5D-3L

46(20) 42(18)

Notes: Descriptive data with mean values, standard deviations
(SD), and valid per cent (%). Poor outcomes were defined as GAF
end-score < 60 (n= 64, total N= 155). Significant differences are
marked with ∗ (p< 0.05, Pearson chi-square test/independent
samples T-test).
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investigating the supplementary dichotomous WSAS
and BSI outcome variables.

Results

Descriptive Data in Subgroups with Different
Outcomes

Patient factors. The vast majority had BPD with
severe disorder, indicated by poor life-quality, consider-
able comorbidity, and personality problems across all
domains, although most severe within the domains of
identity and self-control (Table II). Differences by
GAF outcome subgroup were minor (p>0.1, indepen-
dent samples T-test) with the exception of younger age,
fewer patients with no months of work/study at all pre-
vious year, and fewer with comorbid Paranoid PD and
mood disorder in the good outcome subgroup (p<
0.05, independent samples T-test).

Treatment factors. Mean treatment duration
was 27 months (SD 13), early drop out (<6-month
duration) was minimal (2.5%), and neither differed
by subgroup (p > 0.05, independent samples T-test/
Pearson chi square test). Nearly all patients in the
good outcome subgroup completed treatment
according to plan (91%) versus 58% in the poor
outcome subgroup (p < 0.05, Pearson chi square
test). In the good outcome group, there were no
later drop-outs, termination was advised for 2%,
and no patients were referred to other institutions.
In the poor outcome group, 9% were later drop-
outs, termination was advised for 12%, and 13%

were referred to other institutions when they termi-
nated treatment.

Clinical Outcomes and Factors Associated
with Longitudinal Outcome Variation

Baseline levels indicated severe problems of function-
ing and distress at the start of MBT, and significant
variation was found within the longitudinal data for
all three outcome variables. Overall, corresponding
and significant longitudinal improvement over time
was found for GAF, WSAS, and BSI (Table III).
Mean change was for GAFadmission 48.1 (SD 5.5) to
GAFdischarge 61.7 (SD11.7) (n = 148), for
WSASadmission 25.9 (SD 7.9) to WSASdischarge 13.7
(SD 10.7) (n = 107), and for BSIadmission 2.1 (SD
0.8) to BSIdischarge 1.2 (SD 0.9) (n = 107). Among
significant treatment factors (Table III), completing
treatment according to plan was strongly associated
with better GAF improvement, and this explains
25% of the GAF slope variation (Table III). Age
and paranoid PD were also noteworthy patient
factors, explaining 2–5% of the GAF slope variation.
Higher age was associated with significantly poorer
GAF improvement (Table III). Mood disorder was
significantly associated with baseline GAF but did
not explain further variation of GAF development
over time (Table III). These preliminary analyses
suggested that intrinsic treatment factors were rel-
evant for further investigation and also pointed to
certain patient factors. We thus proceeded with inves-
tigations of the main dependent variable, WAI-S/SR,
as a potential indicator of intrinsic treatment quality,

Table III. Linear mixed model estimations: Clinical outcomes and variation for patients in MBT.

LMM
Intercept
estimate

Linear slope
estimate

Explained intercept
variation

Explained slope
variation

Model
fit

Model Predictor Mean (SE) Mean (SE) % % AIC
WSAS 25.3(0.6) −0.3(0.03) 3977
BSI 2.08(0.06) −0.03(0.003) 1590
GAF 49(0.4) 0.4(0.03) Reference∗ Reference∗ 4532

Patient factors
Age ns −0.01(0.004)∗ 0 5 4531
Work/study mnths last
yr

ns ns 0 0 4171

Paranoid PD ns ns 1 2 4533
Mood disorder 2.02(0.9) ns 9 0 4502
Treatment factors
Completed as planned ns −0.3(0.06)∗∗∗ 2 25 4509

Notes: Linear mixed model estimations with GAF, WSAS, and BSI as dependent variables. Intercept and slope estimates are given for each
model. The variance estimates in each model are the reference values for calculating explained variance for each investigated predictor.
Indicator of model fit is Akaikes Information Criterion (AIC). The table presents estimated deviance of intercept and slope and explained
variance associated with patient and treatment factors in eachmodel. Significant differences are marked with ∗ (p< 0.05) ∗∗(p< 0.01) or ∗∗∗(p
< 0.001). A significant variation estimate in the initial model (p<0.05) is given by Reference ∗.
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with the dichotomous GAF subgroup variable as an
indicator of outcome variation.

Main Analyses: Longitudinal Course of
Working Alliance

Overall, patients rated high initial levels of working
alliance. Goals, Bonds, and Tasks all had initial
levels well within a satisfactory range, and the
overall picture of change over time in the sample
was a significant increase of all three working alliance
subscales (Table IV). Analyses also revealed signifi-
cant longitudinal between-subject variation. These
change patterns also remained significant in models
(a) controlling for variation associated with different
WAI versions and (b) investigating possible bias of
different assessment numbers.

Variation associated with good and poor
outcome subgroups. The good and poor outcome
subgroup predictor was investigated in each of the
three models. Initial levels of Goals, Bonds, and
Tasks did not differ by subgroup, but change over
time was significantly different by subgroup (Table
IV; Figure 1). The subscale Goals accounted for
23% of the WAI-S/SR slope variation, Bonds for
25%, and Tasks for 35% (Table IV). Results
remained significant (p< 0.05; all analyses used
linear mixed models) for the three subscales—
Goals, Bonds, and Tasks—in models (a) controlling
for variation associated with different WAI versions,
(b) investigating possible bias of different assessment
numbers, and (c) corresponding differences were also
found in models investigating the dichotomous
WSAS and BSI outcome variables as predictors.
Further investigation dividing the sample by
outcome subgroup revealed the following. Including
only patients in the good outcome subgroup,
ratings of Goals, Bonds, and Tasks increased signifi-
cantly over time (for all p< 0.05). Including only
patients in the poor outcome subgroup, change over
time was not significant for any of theWAI-S/SR sub-
scales (for all p > 0.1).

Variation associated with patient factors. Rel-
evant patient factors (age, comorbid mood disorder,
and comorbid paranoid PD) were investigated as sep-
arate predictors added to the three WAI-S/SR sub-
scale models. Age was not associated with
significantly deviating initial alliance levels or deviat-
ing change over time (all subscales, p> 0.1), but
explained some longitudinal variation. Paranoid PD
was not significantly associated with initial alliance
levels (all subscales, p > 0.1), but associated with sig-
nificantly less improvement of two of the three

subscales over time (Tasks and Bonds, p< 0.05).
Although the slope deviation of Goals was not signifi-
cant, paranoid PD explained 8% of the slope vari-
ation of this subscale (p= 0.11). Mood disorder was
associated with significantly lower initial alliance
levels, but not deviating change over time (all sub-
scales, p > 0.1). Table IV demonstrates estimates for
the subscale Tasks, also illustrated in Figure 2.
Further investigation included the moderator

interaction between outcome subgroups and (i) para-
noid PD and (ii) age. Paranoid PDwas not associated
with baseline deviation of WAI-S/SR ratings in any of
the two outcome subgroups (p> 0.1, all three sub-
scales). The presence of paranoid PD was associated
with significantly poorer development of WAI-S/SR
subscales over time in the poor outcome subgroup
(p< 0.05, all subscales), but not in the good
outcome subgroup (p > 0.1, all subscales). The
impact of age on alliance development was not
further explained by differentiation according to
outcome subgroup (p> 0.1, all subscales).
Significant results remained (p< 0.05) in models

controlling for variation associated with different
WAI versions. In models investigating possible bias
of different assessment numbers, the trend of
poorer development of WAI-S/SR subscales over
time was less prominent (p < 0.1, all subscales). Cor-
responding results for paranoid PD were also found
in models investigating the supplementary dichoto-
mous WSAS and BSI outcome variables.

Discussion

There is little research on alliance and outcomes in
specialized treatments for BPD. This study rep-
resents a large sample of patients attending a menta-
lization-based treatment (MBT) programme in an
outpatient format in a regular, not an experimental,
treatment setting. It is among the first longitudinal
studies of alliance in MBT and captures patterns of
early alliance in a large sample of patients with BPD.

Main Findings

Overall, patient-reported working alliance in MBT
was initially within a satisfactory range (scores
above 4). During therapy, all subscales—Goals,
Bonds, and Tasks—increased over time. Differen-
tiation in subgroups with good and poorer outcomes
revealed the following:

(1) Initial working alliance—Goals, Bonds, and
Tasks—did not differ by outcome.
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(2) Positive temporal development of thera-
peutic alliance during therapy characterized
good outcomes.

(3) Outcome subgroups differed most in the
development of the Tasks subscale.

(4) Comorbid paranoid PD was more frequent
in the subgroup with poor outcomes and
associated with poorer alliance development
in this subgroup.

InBordin’s (1979) operationalization of alliance, an
important formative and collaborative aspect of the
process takes place in the initial phase—the agreement
upon Goals in therapy. In MBT, treatment Goals are
defined in an early case formulation tailored for the
individual patient. In line with other psychotherapy
research, MBT also emphasizes the importance of
patients’ own understanding in the negotiation of
work in therapy (Muran & Barber, 2011). As poorly
functioning patients may have difficulties formulating
or understanding the concepts of therapy, MBT rec-
ommends clear, simple, and short formulations.
Given the emphasis of relational problems among
BPD patients, the early alliance ratings in this study
were high—perhaps more so than could be expected.
However, others have also demonstrated high alliance

levels in psychotherapy despite severe interpersonal
problems (Ollila et al., 2016). The authors discuss
how patients with extensive interpersonal problems
might feel a strong need for help and be motivated to
engage in the process. In the present sample, initial
alliance levels may likewise reflect positive expec-
tations in the start of therapy.
Being referred to an extensive MBT programme is

often preceded by several former treatment attempts.
Illustrating this point, a recent qualitative study of
MBT emphasized how patients experienced a posi-
tive shift of expectations when starting to engage in
therapy (Gardner et al., 2020). Expectations were
nevertheless ambiguous, ranging from seeing MBT
as potentially life-saving to perceptions of MBT as
“a last chance saloon.” The latter illustrates how the
early alliance may also be extremely fragile. In the
current poorly functioning BPD sample, self-
reported relational problems, covering issues of
attachment and intimacy, were notable. Character-
istically, relational problems among BPD patients
represent a strong need for close relationships
together with high interpersonal sensitivity and over-
whelming fear of rejection.
In the present study, poorer alliance levels were

related to comorbid mood disorder, and overall,

Table IV. Working alliance in subgroups with high or poor end GAF in MBT individual therapy.

Model Predictor Moderator Intercept Linear Slope
Explained intercept

variation
Explained slope

variation
Model
fit

Mean (SE) Mean (SE) % % AIC
GOALS 4.98(0.1) 0.02(0.01) Reference∗ Reference∗ 1449

Poor vs high
outcome

ns −0.02(0.01)∗ 0 23 1434

BONDS 5.14(0.1) 0.02(0.004) Reference∗ Reference∗ 1453
Poor vs high
outcome

ns −0.02(0.01)∗ 8 25 1432

TASKS 5.04(0.11) 0.02(0.01) Reference∗ Reference∗ 1496
Poor vs high
outcome

ns −0.03
(0.01)∗∗∗

8 35 1470

Age ns ns 0 5 1496
Mood disorder −0.54

(0.3)∗
ns 8 0 1484

Paranoid PD ns −0.03(0.01)∗ 8 10 1496
Poor outcome Paranoid

PD=1
ns −0.05(0.02)∗ 8 45 1470

Poor outcome Paranoid
PD=0

ns ns

High outcome Paranoid
PD=1

ns ns

High outcome Paranoid
PD=0

ns ns

Notes: Linear mixed model estimations with WAI-S/SR subscales as dependent variables. Intercept and slope estimates are given for each
model. The variance estimates in each model are the reference values for calculating explained variance for each investigated predictor.
Indicator of model fit is Akaikes Information Criterion (AIC). The table presents estimated deviance of intercept and slope and explained
variance associated with outcome subgroups in each model, and estimated deviance of intercept and slope and explained variance associated
with patient factors for the model with the subscale TASKS as dependent variable. Significant differences are marked with ∗ (p< 0.05) ∗∗(p<
0.01) or ∗∗∗(p< 0.001). A significant variation estimate in the initial model (p< 0.05) is given by Reference ∗.
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patients’ personality problems reflected low levels of
self-esteem, enjoyment, and meaning. Comorbidity
of BPD and mood disorder is generally common—
the two conditions share vulnerabilities and may be
hard to distinguish (Skodol et al., 2010). This study
demonstrates that the collaborative starting point of
therapy was negatively influenced by dysphoria.
Interestingly, over time, its negative effect was not
enduring. Although viewed as a potential setback at
onset, comorbid mood disorder did not complicate
a treatment process focusing on core personality
problems.
Moreover, the subgroups with different clinical

outcomes did not differ with respect to their initial
ratings of alliance. Attachment processes in treatment
are assumed to take time. The present study captures
the development of alliance among BPD patients in a
specialized treatment—MBT. The results confirm a
positive development for the majority but also that
the development of alliance over time is a vulnerable
process. In treatments of BPD, the capacity to
develop a working alliance suggests a process of

gaining epistemic trust and relational competence.
As a whole, a positive development of the working
alliance was indeed a main trend in the present
sample, as were favourable clinical improvements.
Correspondingly, positive clinical outcomes were
demonstrated in a former study of a smaller MBT
sample within the same treatment context but reflect-
ing a shorter study-period (Kvarstein et al., 2015).
This study did not include measures of alliance, but
low early drop-out rates may, nevertheless, be indica-
tive of satisfactory initial bonding.
The MBT manual instructs the therapist to be an

attachment figure (Karterud & Bateman, 2010),
and as BPD patients display substantial attachment
issues, these will be central in the further develop-
ment of a working alliance. The MBT manual
emphasizes that this process requires emotional
involvement from the therapist (Karterud &
Bateman, 2010). Self-perception and self-esteem
are both aspects of mentalizing that may be developed
in a validating and reflective attachment context. Irre-
spective of outcome, patients in our study reported

Figure 1. The alliance development in subgroups with different outcomes.

Figure 2. Comorbid paranoid PD and working alliance in subgroups with different outcomes.
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severe personality problems of both self-aspects. In
the present study, the majority of patients achieved
a positive process with clinical improvement together
with a growing working alliance. However, within this
sample, less favourable processes were also evident.
The present results highlight how patients need to

understand what psychotherapy is and see how it may
work. Differences between outcome subgroups were
particularly marked for the subscale Tasks. The
specific items indicate confidence in the treatment
method, clarity on the therapeutic work being done,
and a sense of already noticing personal change. As
Bordin (1979) stated, alliance is the ingredient that
“…makes it possible for the patient to accept and
follow treatment faithfully” (p. 2). In our study,
initial experiences of tasks in MBT did not differ by
subgroup, but emerged over time—for most patients,
the process was fruitful.
A reasonable question is to what extent poorly

mentalizing patients are able to understand how to
work in therapy in the best way (Dimaggio et al.,
2019). This is the main argument for the systematic
use of both case formulations and psychoeducation
in specialized BPD treatments. Both aim to increase
patients’ knowledge about BPD, such as different
problems of mentalizing, recognition and regulation
of affects, or understanding patterns of relational
attachment. The psychoeducation also introduces
the treatment programme, what is expected of
patients and therapists, and what kinds of things
therapists may ask about (Karterud, 2011). In quali-
tative interviews of psychoeducation in MBT,
patients reported the importance of feeling under-
stood, often for the first time, and most essentially,
experiencing hope for change (Ditlefsen et al.,
2020). The study also points to negative experiences
of feeling too different from other patients in the
group. Positive experiences of validation and learning
could indicate a strengthening of epistemic trust
(Fonagy et al., 2015). Mutual agreement on pro-
blems and provision of the rationale behind a treat-
ment method is considered crucial for the outcome
(Wampold & Imel, 2015). In treatment of BPD,
emotional dysregulation and high-risk impulsivity
are often part of a challenging picture. In the
present study, alliance developed despite substantial
initial problems of self-control.
For patients with positive developments, it seems

they became able to collaborate (Goals and Tasks),
and cocreate a trusting relationship (Bonds). A quali-
tative study of therapist interventions in MBT
described how therapists within a good working alli-
ance context not only validated and supported the
patient but could also challenge maladaptive patterns
(Folmo et al., 2019). A positive alliance process could
indicate that the patient gradually comes to

understand the importance of working on the pro-
blems focused in therapy and becomes increasingly
willing to be challenged directly on these matters.
Therapy then becomes increasingly relevant—per-
mitting work on central personality problems. In a
study comparing alliance for BPD patients in SFT
and TFP (Spinhoven et al., 2007), method-specific
factors influenced the quality of the alliance. SFT,
with its emphasis on the “necessary and sufficient
conditions” in the client-centred approach, produced
the better alliance, whereas the first stages of TFP, in
which aggressive self- and object representations are
activated and interpreted, demanded too much of
the early alliance.
Results indicate that the long-term therapy process

could also be cumbersome. The capacity for gaining
mutual understanding is essential in therapy dyads,
group treatments, and human interaction in
general. Paranoid PD was characterized by a limited
collaborative alliance process. Few have investigated
the effect of MBT on other personality disorders
(PD) besides BPD (Volkert et al., 2019). However,
the clinical severity of PD in terms of comorbidity
has been investigated. Studies of social cognition
among patients with BPD have indicated that more
impaired mentalizing is associated with more
severe, comorbid PD (Normann-Eide et al., 2019),
and MBT studies differentiating between patients
with only BPD and patients with PD comorbidity
recommend MBT for the more complex conditions
(Kvarstein et al., 2019). BPD with comorbid para-
noid PD represents a common form of severe person-
ality pathology and can be conceptualized within the
frame of epistemic trust. Counterintuitively, our
study did not demonstrate differences in initial alli-
ance or GAF levels related to comorbid paranoid
PD. However, paranoid PD was overrepresented in
the subgroup with poorer clinical improvement and
associated with impeded alliance development over
time; it is quite possible that many patient-therapist
dyads were unable to handle alliance ruptures ade-
quately. However, the present study also signals the
possibility of a positive course. Paranoid PD was
not associated with impeded alliance in the good
outcome group.
In treatment of severe PD, the alliance process

depends on the quality of the dyad between the
patient—who, in the case of paranoid features, may
be reserved, hostile, or dismissing—and the thera-
pist—who, in such cases, has to keep up engagement
and manage countertransference activated by rejec-
tion, criticism, or devaluation. It is plausible that
adhering to a specific treatment model and strategy,
such as MBT, could provide a helpful framework.
As advanced in MBT, a genuine and frank style of
communication may prevent paranoid phantasies
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about the therapist’s thoughts or intentions. An
empathic, dyadic process of enquiry and reflection
may also build confidence. A mentalizing process
implies that therapists are reasonably transparent
about their own mental states and that patients
work on their understanding of self and others.
Talented therapists may be more responsive and
attentive to ways of facilitating alliance with their
patients (Lemma et al., 2011; Wampold & Imel,
2015). Two studies of psychotherapy alliance rec-
ommended a combination of self-doubt as a therapist
and self-affiliation as a person (Heinonen & Nissen-
Lie, 2020; Nissen-Lie et al., 2017). In line with
such findings, we may speculate that being willing
to be transparent (e.g., display self-doubt) whilst
having sufficient self-affiliation not to be over-
whelmed by countertransferences (feeling devalued,
mistrusted, rejected, etc.) is crucial for fostering alli-
ance with patients presenting paranoid PD.
There are many possible pitfalls in such processes.

Studies of psychotherapy with relationally disturbed
patients have indicated high sensitivity towards thera-
pists’ countertransference reactions or behaviours.
Negative therapist feelings of disengagement or
inadequacy are associated with poorer outcomes,
and therapists’ anxiety or negative reactions may con-
tribute to a poorer working alliance (Dahl et al., 2016,
2017; Nissen-Lie et al., 2015). Moreover, too great a
degree of self-confidence or self-concern may not
facilitate alliance (Heinonen & Nissen-Lie, 2020;
Nissen-Lie et al., 2010). In order to support therapist
competence, MBT recommends transparency, not
only within sessions, but including active collabor-
ation with a team of therapists and regular supervi-
sion—all to ensure a mentalizing culture on all
levels. It is noteworthy that studies have demon-
strated that outcomes in MBT for poorly functioning
patients depend on overall quality of both therapist
competence and treatment organization (Bales,
Timman, et al., 2017; Bales, Verheul, et al., 2017).

Strengths and Limitations

The sample represented a large, clinically representa-
tive, and severe BPD population of 155 patients
treated in an MBT programme, and the study has a
longitudinal design. Few MBT studies include fide-
lity measures and as such are often neglected in psy-
chotherapy research (Perepletchikova et al., 2007).
As is often the case in clinical studies, longitudinal
data were unbalanced with different numbers of
assessments. Assessments were performed during
treatment, and one reason for different assessment
numbers is different treatment durations. To com-
pensate, assessments at termination were placed at

the last 36-month time-point. We chose a
maximum likelihood-based statistical method for
longitudinal analyses, generating individual curves
based on all available data for each patient. Different
assessment numbers were not associated with longi-
tudinal deviation, and all reported results remained
evident when we investigated possible bias of differ-
ent assessment numbers. The study included two
different versions of WAI, and differently formulated
items may have affected the alliance ratings. We
present both versions and include investigations con-
trolling for possible impacts of WAI. The limitation is
considered minor, as we found little conceptual
difference between the two WAI versions. Different
WAI versions were not associated with significant
longitudinal deviation, and all reported results
remained evident when we controlled for different
WAI versions. As a study of alliance, it is limited in
that it only includes patient ratings. Even though
patient- and therapist-rated alliance are equally
good predictors of outcome (Flückiger et al., 2018),
our findings are restricted by the fact that we only
study patient-rated alliance. There could be a ten-
dency to both over- and underestimate the alliance
based on self-report only (Tryon et al., 2008), thus
potentially making our results less reliable.Moreover,
more frequent measures of alliance would have been
a better basis for longitudinal trends and would have
compensated for the possible bias of session to
session fluctuations. However, the study design was
pragmatic, as it investigated an ongoing treatment,
and research was based on assessments, which were
part of the unit’s regular clinical evaluation routines.

Conclusion

The study demonstrates satisfactory levels of initial
working alliance among BPD patients in MBT irre-
spective of clinical outcomes and an overall increase
of all alliance aspects over time. Further investigation
revealed that comorbid paranoid PD was more fre-
quent in the subgroup with poor outcomes and
associated with poorer alliance development in this
subgroup. Differences in alliance development
according to outcome were most pronounced for
the subscale tasks.
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