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Despite the articulation and growing evidence for shared properties in effective psychotherapies (Castonguay, 2000; Wampold, 2001)
and the value of integrated protocols (Krueger
& Glass, 2013), the training and the provision of
psychotherapy are becoming increasingly
monothetic (Govrin, 2014; Heatherington et al.,
2012; Levy & Anderson, 2013; Wachtel, 2014).
This movement toward monocultures is in contrast to the development of a comprehensive and
integrative theory of psychotherapy that operates across different biological, psychological,
and social levels (Dimaggio & Lysaker, 2014;
Levy & Anderson, 2013). The Society for the
Exploration of Psychotherapy Integration
(SEPI) and the Journal of Psychotherapy Integration can potentially serve an important role
in the field by providing a context in which
thoughtful scholars capable of generating comprehensive and integrative theories of psychotherapy, and researchers capable of translating
and operationalizing complex concepts, can
work toward this shared goal. This special issue
edited by Dimaggio (2015b) and including leading integrative thinkers in the field represents
such an effort. The editor and contributors are to
be congratulated for their thoughtful and stimulating papers.
Personality disorders (PDs) are important to
psychotherapists because these difficulties derive through developmental processes (Levy,
2005) and are thus more amenable to psychological interventions rather than to psychopharmacological ones. Research shows that personality disorders are highly prevalent. Recent

epidemiological studies suggest that PDs have a
prevalence rate between 9 and 15% in the general population (Grant et al., 2004; Trull, Jahng,
Tomko, Wood, & Sher, 2010), whereas clinical
studies have found that 40% of outpatients have
a diagnosable PD (Zimmerman, Rothschild, &
Chelminski, 2005). With these prevalence rates
PDs are more common than schizophrenia, bipolar disorder, and autism combined. Personality disorders are also commonly comorbid with
a range of other disorders such as bipolar disorder, depression, anxiety disorders, eating disorders, posttraumatic stress disorder, and substance abuse disorders. This comorbidity is
especially meaningful given that the presence of
PDs negatively affects the course and treatment
efficacy for these disorders (see NewtonHowes, Tyrer, & Johnson, 2006).
With such high prevalence rates and comorbidity almost half the patients a clinician will
treat on an outpatient basis, regardless of other
diagnoses or presenting problems, will have a
diagnosable personality disorder that will affect
the course and outcome for the patient. In addition, many more patients are subthreshold for
a personality disorder, which also poses a significant challenge for clinicians. For instance,
Zimmerman and colleagues found that the presence of only a single borderline personality
disorder (BPD) symptom increases the likelihood of suicide attempts, suicidal ideation,
worse social and occupational functioning, and
greater utilization of health care services (Ellison, Rosenstein, Chelminski, Dalrymple, &
Zimmerman, in press; Zimmerman, Chelminski, Young, Dalrymple, & Martinez, 2012).
Thus, it is incumbent on the treating clinician to
not only assess for PDs when treating patients
who suffer from problems that are frequently
comorbid with PDs but to also privilege the
treatment of PDs.
Despite the presence of a number of empirically supported, efficacious treatments for per-
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sonality disorders, individuals with PDs continue to pose a significant challenge for the
treating clinician. An integrative approach to
the treatment of personality disorders is likely to
advance our understanding of and ability to treat
PDs more effectively. The papers in this special
issue represent a thoughtful and creative contribution to current thinking about integrative
treatments for personality disorders.
Dimaggio, Salvatore, Lysaker, Ottavi, and
Popolo (2015) posit that behavioral activation
(BA) can be a key principle of change in the
psychotherapy for personality disorders. Consistent with their contention, most empirically
supported treatments for BPD stress the importance of the patient being “active” through
work, exercise, and/or other investments. The
rationale is that by “doing,” patients will a)
experience events that stimulate experiences
and material for consideration in treatment, b)
experience exposure to feared situations and
learn that these experiences are tolerable and
can result in the development of increased efficacy, and c) experience affective-exposures that
lead to affect and distress tolerance, particularly
in the “real world,” which are particularly generalizable. In their description of BA with PD
patients, Dimaggio and colleagues focus on
avoidant and dependent patients. However, they
clearly see this technique as having value with
more severely disturbed patients such as those
with BPD.
In their model, BA is not limited to the provision of environmental reinforcements and reduction of environmental punishments but also
as an opportunity to rework maladaptive interpersonal schemas and thus view oneself differently—as efficacious and agentic. Dimaggio
and colleagues stress the importance of supporting and validating the patient in the context of
negotiating problems interfering with the patient’s ability to utilize BA interventions. This is
a creative idea for sure. However, it is important
to note that not all patients with PDs respond
positively to validation. The evidence for mutative aspects of validation is mixed. There is
converging evidence that validation can have a
negative, disorganizing impact on BPD patients, especially early on in treatment (Prunetti
et al., 2008). Additionally, borderline patients
can have strong negative emotional reactions to
positive affect (Scott et al., 2014), become antagonistic in response to feelings of closeness

(Bartz et al., 2011), and validation in the face of
doubt can lead to greater levels of depression
(Wood, Perunovic, & Lee, 2009).
Dimaggio (2015a) contends that a focus on
maladaptive interpersonal schemas is a “mandatory treatment goal in any treatment for PDs.”
In doing so, Dimaggio highlights some of the
ways this concept operates in other treatments
such as Transference-Focused Psychotherapy
(TFP; Clarkin, Yeomans, & Kernberg, 2006),
Schema-Focused Psychotherapy (SFT; Young,
Klosko, & Weishaar, 2003), and Dialectical Behavior Therapy (DBT; Linehan, 1993), among
others. Dimaggio notes that there are many areas of consensus among these approaches but
points out that there is less consensus regarding
the structure of schemas and the patient’s level
of awareness of such schemas. In addressing the
issue of structure, Dimaggio draws upon the
work by Luborsky and colleagues and their
Core Conflictual Relationship Theme model
(CCRT; Luborsky & Crits-Christoph, 1990)
which identifies a representation of the self, of
the other, and wished and feared aspects of the
relationship between the self and other representation. Dimaggio suggests that the central
treatment approaches to PDs do not utilize the
CCRT model sufficiently.
In addressing Dimaggio’s paper, we would
like to stress three issues. First, we could not
agree more strongly with Dimaggio’s contention about the centrality of a concept such as
maladaptive interpersonal schema. We too
agree that most treatments have described constructs similar to maladaptive interpersonal
schema, particularly psychodynamic concepts
of object relations (Levy, Scala, Temes, &
Clouthier, in press) including concepts such as
the quality of object relations (QOR; Amlo et
al., 1993; Piper et al., 1999; Piper, Azim, Joyce,
& McCallum, 1991), object relations dyads
(ORD; Kernberg, 1984), internal working models (IWM; Bowlby, 1973), but also schemas
(Young et al., 2003). Even the idea of a cognitive affective processing system (CAPS; Mischel & Shoda, 1995, 2008) is remarkably consistent with these perspectives (Clarkin, Levy,
& Ellison, 2010). Second, Dimaggio models for
us the importance of thinking integratively.
Limiting oneself to one’s own perspective and
adherence to that jargon is a vice that should not
be tolerated because doing so results in missing
important ideas and nuance. For instance, psy-
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chodynamic therapy (PDT) concepts of representation include a strong emphasis on many of
the issues Dimaggio raises, such as the structure
of representations or schemas. PDT conceptions
also stress structural issues such as the degree of
differentiation and integration of representations as well as their hierarchical organization,
all of which have implications for the capacity
to maintain a consistent sense of oneself and of
others, for accessing soothing representations,
and for the tendency to vacillate between disparate mental states. PDT conceptions also emphasize the affective link between representations and that affective experience includes
object relations (Jurist, 2005; Kernberg, 1984).
Finally, PDT conceptions of representation
have also focused on what Dimaggio calls “levels of awareness.” From their inception, PDT
approaches have focused on levels of consciousness and bringing unconscious processes
into consciousness. However, as pointed out by
Wachtel (2005), consciousness is better conceptualized as a matter of degree of accessibility
and articulation than as a discrete division between conscious and unconscious. The therapist’s close attendance to and monitoring of the
patient’s phenomenological experience of
themselves and others is essential for deepening
the patient’s experience and facilitating greater
integration, which allows for experience to be
accessible for introspection, reflection, and conscious decision making. CBT perspectives remind us of the importance of conscious experience and the valence and content of schemas.
Debates over the relative weight of conscious
versus unconscious thought— or even if there is
unconscious thought and associated defensive
processes— occupied the literature for many
years. Current findings from diverse areas of
psychology such as social, cognitive, developmental, and neuroscience (Custers & Aarts,
2010; McClelland, Koestner, & Weinberger,
1989; Weinberger, Siefert, & Haggerty, 2010;
Weinberger, Siegel, Siefert, & Drwal, 2011;
Wilson, Lindsey, & Schooler, 2000) are consistent with the conceptualizations by Kernberg
and others stressed by Dimaggio and highlighted by us.
Clarkin and colleagues (Clarkin, Cain, &
Livesley, 2015) highlight a recent shift in thinking about PDs from a focus on symptoms and
categorically based disorders to a focus on underlying domains of dysfunction, particularly in
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terms of self and interpersonal functioning
(Cuthbert & Insel, 2013; Insel et al., 2010;
Sanislow et al., 2010). These authors expand on
Livesley’s modular integrated treatment approach (Livesley, Dimaggio, & Clarkin, in
press), which involves the articulation of a more
tailored approach to treatment utilizing various
aspects of existing empirically supported treatments, and focusing on the individuality of the
patient in terms of their strengths, weaknesses,
and unique environmental contexts. Clarkin and
colleagues’ integrated approach has a number of
strengths that are important to note. They focus
on linking treatment approaches to concepts in
the Diagnostic and Statistical Manual of Mental
Disorders-Fifth Edition (DSM-5; American
Psychiatric Association, 2013) in terms of domains of dysfunctions, particularly with regard
to self and interpersonal functioning. The growing emphasis on conceptualizing PDs in terms
of broader domains of dysfunction is important
and is not only reflected in the recently proposed DSM-5 model of PDs (Skodol, Bender et
al., 2011; Skodol, Clark et al., 2011) but also in
NIMH’s push for research utilizing research
domain criteria (RDoC; Cuthbert & Insel,
2013; Insel et al., 2010; Sanislow et al., 2010),
a method of classifying psychopathology based
on broad domains that cut across different levels
of analysis. As integrated treatments for PDs are
developed, further refined, and researched, it
will be important for these treatments to incorporate and consider these changing views of
PDs. However, it may be premature to move to
such models, particularly the RDoC model,
which while conceptually useful for guiding
research has less value for guiding clinicians at
this time. Another strength of Clarkin and colleagues’ approach is their focus on tailoring
treatment based on individual characteristics of
the patient that are relevant for delivering interventions. Clarkin et al. also point out that patterns of interaction between the patient and therapist can be particularly informative when
working with patients who are poor at recognizing their own problematic ways of interacting with others outside of therapy.
McMain, Boritz, and Leybman (2015) provide a rich and nuanced perspective on the ways
in which various specified treatments for BPD
operationalize how to manage the patient–
therapist relationship. Much of the focus is on
cultivating a positive alliance. McMain and col-
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leagues’ work is truly integrative in trying to
help the clinician avoid ruptures that impact the
alliance. However, it is important to note that
the early alliance–later outcome relationship,
which is quite robust in general, tends to be
much weaker for BPD patients (Scala, Ellison,
& Levy, 2014). This finding is consistent with
clinical folklore that notes that a strong alliance
with BPD patients is neither easily achieved nor
predictive early on in treatment but rather it is
the outcome of a successful treatment. Another
important issue with regard to the alliance in
BPD has to do with distinguishing between
positive alliance and patient idealizations of the
therapist, which ironically may suggest a weak
alliance in that the patient’s idealizations can be
an attempt to protect the therapist from their
anger at the therapist. A goal in the treatment of
BPD is for the patient to develop a stable,
essentially positive but ealistic alliance with the
therapist.
As Paris (2015) points out, sufficient evidence has amassed suggesting that there are a
number of specified treatments that show comparable efficacy when compared to TAU (Doering et al., 2010; Linehan, Armstrong, Suarez,
Allmon, & Heard, 1991), in direct comparison
with each other (Clarkin, Levy, Lenzenweger,
& Kernberg, 2007; McMain et al., 2009), and in
terms of within- and between-group effect sizes
(Levy, 2014). Thus, there are a number of specialized treatments available to clinicians working with such patients. However, Paris also
points out that while patients may change in the
theorized domains (e.g., Levy et al., 2006),
there is little evidence that the putative mechanisms are responsible for such changes. Instead,
given the findings that multiple treatments show
efficacy, Paris (as well as Clarkin et al., 2015
and McMain et al., 2015) joins a growing number of clinical researchers (Bateman & Fonagy,
2000; Levy, 2008, 2013; Schiavone & Links,
2013; Swenson, 1989; Zanarini, 2009) who
have suggested that shared properties or common factors in these treatments are the most
likely operative mechanisms of action in the
treatment of BPD.
This leads Paris (2015) to suggest that DBT,
because it contains these shared properties and
has been replicated in a number of trials, should
be considered the gold standard. While we
agree that DBT is an excellent treatment, clearly
integrative (Heard & Linehan, 1994), and has

widely influenced the field for the better, we do
not think that the data should be interpreted as
suggesting any gold standard quite yet. First,
while the findings from the literature would
suggest that shared or common properties are in
large part responsible for the outcomes seen,
this idea has not been empirically tested. Thus
we are unsure of which shared properties are
operative and to what extent. It is quite possible
that these shared properties are responsible for
some improvement but that each of the treatments has unique contributions too. It is also
possible, given the heterogeneity in BPD, that
some treatments might be better for particular
patient presentations. Second, given the relatively modest change we do see (e.g., only
50 – 60% of patients are improving and average
posttreatment GAF scores in the 60s range), it
might be more fruitful to assess the nonshared
aspects that can then be integrated across treatments and possibly improve the rate and level of
change. Third, we would suggest that the fact
that there have been a number of replications
trials of DBT does not mean that it has more
evidence than other less tested treatments.
Rather, because the effect sizes are no different
for DBT compared to other tested treatments,
we would argue that the evidence suggests that
DBT’s equivalency to these other tested treatments is more firmly established.
Paris contends that DBT principles may have
been integrated into the larger community,
thereby reducing the effect sizes of DBT and
TAU. However, again the data are inconsistent
with that view. DBT has shown moderate ES in
comparison with TAU (Kliem, Kröger, & Kosfelder, 2010), but when compared to alternative
treatments (Clarkin et al., 2007; Linehan et al.,
2002; McMain et al., 2009; Sachdeva, Goldman, Mustata, Deranja, & Gregory, 2013), there
is no difference in outcome or ES (Kliem et al.,
2010; Levy, 2014). What the data does tell us is
that there is no gold standard treatment but,
rather, there are a number of treatments that
have been well articulated (e.g., manualized),
that can be taught to others, and that have
shown moderate efficacy in comparison to
TAUs but no reliable differences with each other. Again, given the heterogeneity in BPD,
some treatments may be better for certain patients while other treatments may be better for
certain other patients. But we have little evidence that would guide such prescriptions. Ad-
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ditionally, although the various treatments have
many shared or common properties, there may
be unique aspects to these treatments that could
be integrated in order to improve outcomes.
However, these studies have not been carried
out.
Our concern is that by declaring one treatment as the gold standard and containing all the
necessary shared properties (when it’s outcome
is no different than other specified treatments
and without yet testing which are the effective
shared properties) we foreclose on and inhibit
the kind of innovation necessary to improve
treatments for BPD and instead propagate the
status quo when exactly the opposite is needed.
We would also challenge the idea that BPD
can be thought of as a good outcome disorder
and that short-term treatments are sufficient.
While it is true that the participants in the
McLean Study of Adult Development (MSAD;
Zanarini, Frankenburg, Hennen, Reich, & Silk,
2005) and Collaborative Longitudinal Study of
Personality Disorders (CLPS; Lenzenweger,
2006) showed unexpected levels of symptom
reduction including high rates of remission of a
BPD diagnosis over a 10-year period, functional
impairment remained impaired when compared
to major depressive disorder and OCPD
(Skodol, 2008). It is also important to stress that
the CLPS and MSAD samples do not represent
a naturalistic follow-along sample. The participants in these studies were in treatment (many
in the kind of treatments that have shown efficacy). However, in these studies, treatments
were not well specified and therefore difficult to
examine for effects.
With regard to short- versus long-term treatments, there is little doubt that we can see
symptom reduction within 4 – 6 months and certainly within a year’s time in those patients that
respond. The symptom change we see is not just
statistically significant but clinically significant
too. That is, for many patients the symptom
reduction leads to a qualitatively better life—a
life out of the emergency room and hospital and
with less turbulent and closer relationships.
However, these changes, while important, often
fall far short of what our patients aspire toward.
These changes are often short of the “life worth
living” goal that Linehan articulated or the
“love and work” ideal that Freud and other
psychoanalytic writers espoused. Along these
lines, Howard, Lueger, Martinovich, and Lutz
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(1999) suggested a three-phase dose-response
model of psychotherapy in which patients initially experience remoralization (the initial
boost experienced from the feeling that help is
there), followed by remediation (symptom reduction), and finally by rehabilitation (establishing adaptive ways of living, also conceived of
as personality change). Remoralization is usually accomplished quickly, whereas remediation
is more gradual and typically occurs between 3
and 8 months. Rehabilitation is quite gradual
and can take years. Each phase may have different treatment goals, measurable by different
outcome variables, and require different interventions.
Paris is on point regarding his suggestion to
develop integrated principles rather than “acronym-based treatments.” However, there is no
reason to believe that people who treat borderline patients’ wouldn’t need extensive, specialized training/supervision. One of the advances
Linehan brought forward was to formulize and
operationalize training. Since Linehan articulated a training model, which other treatments
have emulated, psychotherapy training for treating personality disorders has moved from a
highly inefficient one-on-one supervision with
an identified “Guru,” to more transparent, structured, and exported training experiences that
include articulated principles in manuals, workshops, and intensive trainings. Nonetheless, this
training model does require some combination
of individual and group supervision or intervision. Moving to principle-based understanding
of treatment should not license clinicians to feel
as if they don’t need proper and extensive training and supervision.
We conclude with an analogy from the wellknown Hindu fable, where six blind individuals
touching different parts of an elephant imagine
six very different creatures. Each person extrapolates from his or her own distinct perspective
and each has a tangible piece of the elephant—
yet none envisions the elephant as a whole. A
parallel can be drawn between this fable and psychotherapy treatment of personality disorders.
While each treatment approach provides evocative and important descriptions of how to treat the
personality disordered patient, the juxtaposition of
these approaches can lead to meaningful theoretical integration and most importantly treatment
advances. As with the proverbial elephant in
which the parts obscure the whole, the divergent
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views among psychotherapeutic perspectives collectively serve to fragment the field. The thoughtful contributions to this special issue have grappled with difficult issues and brought us closer to
a coherent vision of the “elephant.” Importantly,
they not only provide us with some significant
guidance but also raise crucial questions for future
research.
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