
17

Journal of Personality Disorders, 26(1), 17–42, 2012
© 2012 The Guilford Press

Integrated treatment: a ConCeptual 
Framework For an evIdenCe-Based 
approaCh to the treatment oF 
personalIty dIsorder

W. John Livesley , MD, PhD

Evidence that various therapies are effective in treating personality dis-
order and that outcome does not differ substantially across treatments 
suggests that it is time replace concerns about the efficacy of specific 
therapies and which form of therapy to use with an evidence-based ap-
proach that combines methods that work from all therapies.

A framework is proposed for selecting and combining eclectic treat-
ment methods and delivering them in a coordinated way. The frame-
work has two components: (1). a system for conceptualizing personality 
disorder based on empirical knowledge about the structure, etiology, 
development, and stability of personality pathology to use as a guide to 
selecting interventions and planning the sequence in which they will be 
used; and (2). a model of therapeutic change based on the general lit-
erature on psychotherapy outcome and specific studies of PD treat-
ments. The framework proposes that integrated treatment be organized 
around general principles of therapeutic change common to all effective 
therapies supplemented with more specific treatment methods taken 
from the different therapies as needed to tailor treatment to individual 
patients and treat specific problems and psychopathology. The coordi-
nated delivery of such a diverse array of interventions is achieved by 
using a phases of treatment scheme that proposes that treatment focus 
on specific symptoms and problems is a systematic and orderly way ac-
cording to their stability and potential for change.

Over the last few decades, the treatment of personality disorder has 
changed extensively with the introduction of manualized therapies and 
the publication of randomized trials demonstrating treatment efficacy. 
Currently, the field is dominated by a handful of treatments that vie for 
attention as the most effective approach. The implication is that clinicians 
treating PD should simply select one of the effective therapies. There are 
good reasons to question this strategy. The time is ripe for the treatment 
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of PD to move beyond a “competing schools or therapies” approach and 
adopt a more integrated perspective that combines treatment principles 
and methods that work regardless of their conceptual origins.

This assertion is based on several considerations. Outcome research on 
PD is at an early stage and studies to date are limited by modest samples, 
high treatment dropout, and limited follow-up. Outcome seems similar 
across treatments (Leichsenring & Leibing, 2003) so that it cannot be 
concluded that any method is better that the rest. Since all evaluated 
treatments produce significant change, all must include effective inter-
ventions. Hence, rather than selecting among treatments with similar 
outcomes, it is conceivable that enhanced outcomes would be obtained 
by combining effective components of each. Some of these components 
are common to all effective therapies whereas others may be specific to a 
given approach.

Integration is also reasonable because different therapies tend to target 
different aspects of psychopathology because they hold different assump-
tions about the primary impairment associated with PD. With borderline 
PD, for example, postulated impairments include maladaptive object rela-
tionships, emotion dysregulation, problems with impulse control, mal-
adaptive cognitions, and impaired mentalizing. However, typical cases of 
BPD show all of these impairments. Nevertheless, dialectical behavior 
therapy (DBT; Linehan, 1993) emphasizes emotional dysregulation and 
increased emotional control through a direct focus on building relevant 
skills. In contrast, mentalizing-based therapy (MBT; Bateman & Fonagy, 
2004) focuses primarily on mentalizing problems with the assumption 
that improved metacognitive functioning will improve affect regulation. 
Since patients with BPD have difficulty with both emotion regulation and 
mentalizing, it seems more appropriate to combine the skill building ap-
proach of BDT with MBT techniques to increase mentalizing rather than 
select between them.

Integrated treatment is also appropriate because current treatments are 
not comprehensive: none offer the repertoire of methods needed to treat 
all manifestations of the disorder. The theoretical models underlying cur-
rent therapies do not fully explain either the range of psychopathology of 
PD or the multiple biological and psychosocial factors implicated in its 
development. Under these circumstances, it seems unnecessarily restric-
tive to rely on a single form of therapy. Instead, it is more important to 
identify the general principles of change common to all effective treat-
ments and the treatment methods specific to each approach that contrib-
ute to their effectiveness.

The challenge facing integrated treatment is how to combine an eclectic 
array of treatment methods selected from approaches that are conceptu-
ally very different in a way that avoids treatment becoming chaotic and 
confusing. This paper proposes an evidence-based conceptual framework 
for integrated treatment based on current knowledge about PD and the 
principles of therapeutic change. It advocates using principles and inter-
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ventions common to all effective therapies without adopting their theoreti-
cal assumptions and suggests that treatment methods based on these 
principles be supplemented with effective interventions that are more spe-
cific to a given approach to treat specific problems. For example, specific 
interventions used by DBT and Systems Training for Emotional Predica-
bility and Problem Solving (STEPPS) (Blum et al., 2008) are effective in 
reducing emotional dysregulation and deliberate self-harm. Thus an inte-
grated approach would use these methods. However, it would also use 
cognitive restructuring methods from schema-focused therapy (SFT; 
Young, Klosko, & Weishaar, 2003) and cognitive therapy to change mal-
adaptive cognitions and cognitive structure and psychodynamic interven-
tions when these are indicated to treat avoidance behavior and some as-
pects of interpersonal pathology.

general treatment prInCIples
Evidence from outcome studies shows that general mechanisms common 
to all forms of therapy account for a substantial proportion of outcome 
variance (Beutler, 1991; Luborsky, Singer, & Luborsky, 1975). Although 
much of this work was not on PD, a similar conclusion seems warranted 
(Livesley, 2003; Paris, 2005). Analyses of the empirical literature by the 
joint Task Force of the Society for Clinical Psychology (Division 12 of the 
American Psychological Association) and the North American Society for 
Psychotherapy Research to identify effective principles of therapeutic 
change, document the importance of generic mechanisms (Castonguay & 
Beutler, 2006a). These factors include a strong working alliance, an em-
pathic and flexible approach to repairing ruptures to the alliance, a thera-
pist attitude of caring, warmth, empathy, positive regard, congruence, 
and authenticity, patient-therapist agreement on treatment goals, strong 
collaboration between patient and therapist in working toward goals, and 
a relatively high level of therapist activity (Critchfield & Benjamin, 2006).

Although the empirical basis for these conclusions is limited, the Task 
Force’s conclusions are sufficiently robust to propose that evidence-based 
treatment should be organized around change mechanisms common to all 
therapies (Castonguay & Beutler, 2006a; Critchfield & Benjamin, 2006; 
Livesley, 2003; Meyer & Pilkonis, 2006). These general mechanisms will 
be discussed in terms: (1) therapy factors—principles for organizing an 
evidence-based integrated treatment; (2) relationship factors especially al-
liance factors; (3) therapist factors; (4) patient variables associated with 
outcome; and (5) technique factors. 

THERAPY FACTORS

All effective PD treatments have a well-defined, coherent conceptual struc-
ture (Critchfield & Benjamin, 2006) that helps to ensure the consistency 
and coordination needed for effective outcomes. The importance of an un-
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derlying conceptual model is illustrated by empirically-supported treat-
ments for BPD. All include a model of the disorder that structures treat-
ment by providing a rationale for selecting interventions. The implication 
is that integrated treatment cannot be based simply on eclecticism. Rath-
er it needs to incorporate an explicit conceptualization of the psychopa-
thology of PD and the principles of therapeutic change. This is a challeng-
ing requirement given the multidimensional nature and etiology of PD 
because it is not possible to base treatment on a single theoretical posi-
tion, as is the case with contemporary therapies. Moreover, a comprehen-
sive, evidence-based theory of PD is not available. The proposed solution 
is to base treatment of two conceptual frameworks; (1) a framework of or-
ganizing information on the structure, etiology, development, and stability 
of PD to use when selecting and planning the sequence for using various 
treatment methods; and (2) a model of therapeutic change based on the 
general literature on psychotherapy outcome and specific studies on PD 
treatments. Before discussing these frameworks, the implications of other 
general change mechanisms will be considered.

RELATIONSHIP FACTORS

Psychotherapy research consistently shows that outcome is related to the 
quality of therapeutic relationship and alliance (Smith, Barrett, Benjamin, 
& Barber, 2006). Although a collaborative relationship is fundamental to 
treating any disorder, it has particular significance with PD because diffi-
culty with collaboration is a hallmark of the disorder (Cloninger, 2000). 
This means that particular attention needs to be given to strategies for 
building a collaborative relationship. At the same time, focus on the alli-
ance offers an effective way to manage maladaptive schemata involving 
trust, abandonment, rejection, and intimacy that underlie interpersonal 
dysfunction.

The evidence suggests that the alliance is enhanced when therapist and 
patient agree on the goals of treatment and how these goals will be at-
tained. Early discussion of goals and the patient’s expectations for thera-
py models the collaboration needed for successful outcome and builds 
motivation.

THERAPIST FACTORS

Closely related to relationship factors are therapist factors that contribute 
to positive outcomes either directly or indirectly through their influence 
on the alliance. A therapeutic stance based on empathy, support, and 
validation appears to be most effective in building collaboration and moti-
vation. Nearly half a century ago, Carl Rogers (1957) noted that therapist 
empathy was a major predictor of outcome. Although this conclusion has 
not been directly confirmed in studies on PD, the treatment for addictions 
which tend to be highly comborbid with PD shows that empathy strongly 



INTEGRATED TREATMENT: CONCEPTUAL FRAMEWORK 21

influences outcome (Miller & Rollnick, 1991, 2002). This does not mean 
that a purely Rogerian approach is sufficient when treating PD. Indeed, 
the outcome of such an approach appears poor (Cottraux et al., 2009). 
However, Rogers’ views on empathy are helpful when considering the ther-
apeutic stance in integrated treatment. For Rogers, empathy has an at-
tentiveness component that supports and validates and thereby draws 
patient into a therapeutic relationship and a reflective component that 
clarifies and amplifies the patient’s material but avoids imposing the ther-
apist’s own views onto the patient. This conceptualization is consistent 
with Fernandez-Alvarez, Clarkin, Saguiero, and Critchfield’s (2006) con-
clusion that outcome is related to therapist open-mindedness, flexibility, 
and creativity. Although a clear conceptual model is required for effective 
treatment, the model should not be applied rigidly. Flexibility is especially 
pertinent during crises (Critchfield & Benjamin, 2006) and when managing 
threatened disruptions to treatment and obstacles to change. These con-
clusions suggest that integrated treatment should be based on a concep-
tual model that is sufficiently coherent and detailed to be applied in a con-
sistent way while also leaving scope for therapists to show the creativity 
and flexibility needed to manage the complexity of personality pathology.

The trust, openness, and cooperativeness required for a working rela-
tionship is a continual challenge for the personality disordered patient 
and hence the alliance is likely to fluctuate throughout treatment. Conse-
quently, therapists need to monitor the alliance carefully and intervene 
promptly to repair ruptures to the alliance (Safran, Muran, Samstag, & 
Stevens, 2002). This often requires active limit-setting to contain therapy 
disrupting behavior while maintaining a supportive and validating stance. 

Other therapist factors associated with good outcomes are comfort with 
long-term, emotionally intense relationships and the ability to handle in-
tense positive and negative feelings about the patient and treatment. Con-
sequently, patience, tolerance of psychopathology and intense counter-
transference reactions are associated the positive outcomes. Although 
most therapist factors linked to outcome are not specific there are two fac-
tors specific to treating PD: (1). Outcome is enhanced when the therapist 
has specialized training and experience in treating specific forms of PD; 
and (2). A higher level of therapist activity is required when treating PD.

PATIENT FACTORS

Many of the patient characteristics associated with good outcomes hinder 
the formation of a positive alliance. Especially important in this regard are 
poor social skills, impaired object relationships, poor relationships in the 
nuclear family, pessimism and hopelessness, strong defensive behavior, 
low psychological mindedness, hostility, and perfectionism. These find-
ings draw attention to factors that therapists need to keep in mind when 
monitoring the alliance. Other patient factors such as patient motivation 
have a more direct bearing on the structure of treatment. The evidence 
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suggests that a commitment to change is critical to successful treatment. 
Unfortunately, PD characteristically involves low motivation: the psycho-
social adversity associated with the development of PD contributes feelings 
of helplessness, hopelessness, and passivity. The significance of motiva-
tion is evidenced by the high level of dropout reported for most treatments. 
Even under the careful conditions imposed by randomized trials, dropout 
is substantial. In two recent studies, more than 50% of patients deemed 
suitable for treatment dropped out either during assessment or before 
treatment was completed (Cottaux et al., 2009; Giesen-Bloo et al., 2006). 
This reveals a serious problem with current treatments that requires more 
attention. Motivation enhancing strategies need to be introduced during 
assessment and used throughout treatment. The problem of motivation 
also provides additional justification for a supportive and empathic stance: 
it is more effective in managing low motivation than confrontational and 
challenging strategies (Linehan, Davison, Lynch, & Sanderson, 2006; 
Miller & Rollnick, 2002). 

TECHNIQUE FACTORS

Critchfield and Benjamin (2006) in their integration of effective strategies 
for treating PD, noted the importance of a goal-orientated approach, prior-
ity in dealing with presenting problems, and identification of maladaptive 
patterns of thinking, feeling, and acting that underlie and maintain prob-
lems. The salience of these factors suggests that it is important to focus 
directly on problems, symptoms, and major concerns early in treatment 
and to give patients an explanation of how treatment may be helpful. Dis-
cussion of immediate concerns also helps patients to recognize the cogni-
tive-emotional factors underlying problem behavior and hence begin the 
process of linking thoughts, feelings, actions, and experience, the first 
step in promoting more adaptive ways of thinking and acting that is strat-
egy used in all effective treatments (Critchfield & Benjamin, 2006).

Emphasis on promoting more adaptive functioning is linked to another 
effective strategy: a consistent focus on change. The need to promote 
change presents a challenge given the prevalence of low motivation and 
passivity. The balance between acceptance and support and promotion of 
change used in DBT (Linehan, 1993) is a useful way to maintain a focus 
on change while maintaining a supportive and validating stance. Prob-
lems arise when therapists focus on only one pole of this dialectic.

a Framework For ConCeptualIZIng 
personalIty dIsorder
The need for a coherent conceptual model when treating PD is addressed 
by basing treatment on two empirically-informed frameworks that deal 
with the structure of personality disorder and the structure of treatment, 
respectively. The framework for understanding PD is intended to facilitate 
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treatment planning by connecting problems and psychopathology to spe-
cific interventions. The framework includes: (1) a distinction between the 
core or defining features of PD common to all cases and individual differ-
ences in problems and personality characteristics that delineate the dif-
ferent forms of disorder; (2) a conceptualization of personality as a loosely 
organized system based on heritable mechanisms; and (3) a social-cogni-
tive model that represents personality and personality pathology in terms 
of cognitive-emotional structures derived from adaptive mechanisms.

TWO-COMPONENT STRUCTURE OF PERSONALITY DISORDER

DSM-IV distinction between general and specific features of PD draws at-
tention to clinical features common to all PDs. The clinical literature con-
sistently describes these features as difficulty establishing a cohesive self 
or identity (e.g., Kernberg, 1984; Kohut, 1971) and chronic interpersonal 
dysfunction (e.g., Benjamin, 1993; Rutter, 1987). Both features have sig-
nificant implications for treatment: they lead to difficulty establishing 
close collaborative relationships, impaired interpersonal boundaries, and 
difficulty setting and achieving long-term goals. Since these factors hinder 
the formation of an effective alliance, an integral component of integrated 
treatment is the management of core pathology. Hence, a critical issue is 
the kind of therapeutic stance and relationship that is most likely to be 
effective in treating core pathology.

The general principles of change discussed earlier (Castonguay & Beu-
tler, 2006a) pointed to the importance the treatment relationship and alli-
ance. An examination of core pathology points to the same conclusion. An 
emphasis of the relationship provides the support, empathy, and valida-
tion needed to build the alliance and manage self and interpersonal pa-
thology. It is also likely to reduce the risk of activating reactive emotions 
and patterns of relating in ways that hinder treatment. At the same time, 
these relationship qualities provide a continuous corrective experience 
that helps to modulate and change maladaptive interpersonal schemata 
forged by psychosocial adversity that contribute to alliance problems.

PERSONALITY SYSTEM

Integrated treatment is based on the idea that personality is a loosely or-
ganized set of subsystems (Dimaggio, Semerari, Carcione, Procacci, & 
Nicolò, 2006; Livesley, 2003; Mayer, 2005; Vernon, 1964). The system is 
assumed to be organized around heritable dispositions that give rise to 
trait structure. There is robust evidence that the traits delineating PD 
form four clusters (Widiger & Simonsen, 2005): (1) Anxious-dependent or 
emotional dysregulation, (2) Dissocial, (3) Social withdrawal, and (4) Com-
pulsivity. As the genetic predispositions contributing to these traits are 
expressed during development, they begin to influence other parts of the 
personality system, especially the self and interpersonal systems. These 
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interrelated structures are essentially knowledge systems that organize 
information about the self and other people into constructs or schemata 
that encode information, impose meaning on experience, and predict 
events. The schemata forming the self-system organize self-referential 
knowledge into a hierarchical structure. The sense of coherence and per-
sonal unity that characterize adaptive self-functioning arise from the net-
work of connections that develop among self-schemata (Toulmin, 1978). 
The more extensive and complex these connections are, the greater the 
sense of integration (Horowitz, 1998). The interpersonal system also con-
sists of schemata that include representations of others and beliefs and 
expectations about the interpersonal world that are used to encode and 
anticipate interpersonal events and implement response sequences. Emer-
gence of the self and interpersonal systems depends upon an array of 
cognitive processes that combine and integrate information into schemata 
and on metacognitive processes underlying self-reflection that are used to 
understand the mental states of self and others (Dimaggio, Semerari, Car-
cione, Nicolo, & Procacci, 2007; Fonagy, Gergely, Jurist, & Target, 2002).

The personality system also includes regulatory and impulse control 
processes that manage emotional expression and coordinate action. The 
individual’s environment is also an important part of the system. Over 
time, individuals tend to create their own environment: they select and 
shape personal niches that support their interests and talents and permit 
expression of salient personality characteristics. Consequently, personal 
niches make a substantial contribution to maintaining adaptive and mal-
adaptive patterns.

PERSONALITY SYSTEM AND PSYCHOPATHOLOGY

The idea of personality as a system lays the foundation for understanding 
the coordination and sequencing of interventions in integrated treatment. 
The psychopathology of PD is pervasive with each sub-system giving rise 
to a specific domain of psychopathology. At least seven domains may be 
recognized: (1) symptoms such as dysphoria and deliberate self-harm; (2) 
impaired emotion and impulse control; (3) maladaptive expressions of 
traits such as emotional lability, submissiveness, and callousness; (4) 
maladaptive interpersonal patterns; (5) self or identity pathology; (6) im-
paired metacognitive processes; and (7) dysfunctional environmental cir-
cumstances.

Decomposition of personality pathology into domains has several treat-
ment implications. First, it suggests that comprehensive treatment should 
include treatment methods pertinent to each domain. Previously, it was 
suggested that current treatments are remiss in respect. Second, outcome 
is domain specific (Piper & Joyce, 2001): treatment methods that work for 
one domain do not necessarily work for another. For example, cognitive-
behavioral methods that increase self-regulation of emotions and impulses 
are useful in treating such symptoms as affective lability and deliberate 
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self-harm but they may not be as helpful as psychodynamic methods in 
managing avoidance behavior associated with trauma. Consequently, dif-
ferent treatment methods are needed as different problem domains come 
into focus.

Third, domains differ substantially in stability and response to treat-
ment (Tickle, Heatherton, & Wittenberg, 2001). Symptoms typically fluc-
tuate naturally and many change early in treatment. The regulatory 
mechanisms used to control emotions and impulses are usually more sta-
ble than symptoms. However, they also tend to change relatively early in 
treatment as evidenced by the results of studies of DBT, STEPPS, and 
other cognitive-behavioral therapies. Maladaptive interpersonal patterns, 
maladaptive modes of thinking, characteristic expressions of traits (as op-
posed to the underlying disposition), and some self-attitudes change more 
slowly. Metacognitive impairments seem to respond similarly as shown for 
the outcome of transference-focused therapy (TFP; Clarkin, Yeomans, & 
Kernberg, 1999) and MBT although in some patients these impairments 
are remarkably intractable. The most stable aspects of personality are 
core self- and interpersonal schemata: the evidence suggests that these 
features change relatively slowly.

These findings suggest a hierarchy of stability across domains of psy-
chopathology that may be used to organize the sequence in which prob-
lems are typically addressed. During the early stages of longer-term treat-
ment and brief therapy, it may be more effective to focus primarily on the 
more changeable components of psychopathology and hence give priority 
to reducing symptoms and increasing emotion and impulse control. This 
focus is also consistent with evidence that outcome is enhanced when pri-
ority is placed on presenting symptoms and concerns (Critchfield & Ben-
jamin, 2006), probably because it increases the probability of early success 
which usually improves the alliance and builds motivation. Symptomatic 
improvement and increased self-regulation permit more attention to less 
tractable domains of psychopathology such as maladaptive interpersonal 
patterns and improving metacognitive functions. As interpersonal func-
tioning improves, attention may be given the more stable aspects of psy-
chopathology involving core self and interpersonal schemata.

This scheme applies particularly to more reactive patients such as those 
with high levels of emotional dysregulation and dissocial behaviors. With 
the more emotionally constricted patients such as those with a high level 
of social avoidance, less time will be spent initially on containment and 
improving self-regulation and more on engaging the patient in treatment 
and increasing metacognitive functioning (see Dimaggio et al., 2007).

COGNITIVE STRUCTURE OF PERSONALITY

The proposed framework for conceptualizing PD draws extensively on so-
cial cognitive models of personality (see especially Cervone, 2005; Mischel, 
2004; Mischel & Shoda, 1995). Personality is conceptualized as a system 
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of information processing-decision making modules that encode and ap-
praise events and initiate response patterns. These modules are assumed 
to reflect the adaptive architecture of personality (Livesley & Jang, 2008).

Most treatments for PD share the idea that the cognitive-emotional 
structures used to interpret the world, especially the interpersonal world, 
are core components of personality and a major treatment goal is reorga-
nization of these structures. These structures are variously referred to as 
object relationships, working models (Bowlby, 1980), self and object rep-
resentations (Gold, 1990a, 1990b, 1996; Ryle, 1997; Wachtel, 1985), and 
cognitive schemata (Beck et al., 2004). Here, they will be referred to as 
schemata: cognitive structures used to organize information, interpret ex-
perience, and guide action (Segal, 1988). However, schemata are not pure-
ly cognitive constructs: the cognitive component is often linked to emo-
tional responses to form what Mischel and Shoda (1995) referred to as 
cognitive-affective units.

Schemata are integral to treating all parts of the personality system be-
cause cognitive-emotional structures underlie regulatory mechanisms, 
traits, and self and interpersonal functioning. For example, the multiple 
schemata forming the self-system organize self-referential knowledge into 
a hierarchical structure. Self-schemata range from simple qualities such 
as kind or impulsive to elaborate self-images that are organized into in-
creasingly higher-order conceptions that culminate in an overarching self-
view or autobiographical self (Angus & McLeod, 2004; Hermans & Dimag-
gio, 2004; Neimeyer, 2000). PD is defined by severe problems with the 
structure of the self system. These problems may involve poor differentia-
tion of system leading to relatively few self-schemata and an impoverished 
understanding of the self, as is often the case with socially avoidant PD. 
Or integration problems in which the self is fragmented because different 
schemata are not integrated into a coherent self-structure. As a result, 
such individuals often feel very differently about themselves on different 
occasions, as is often the case with BPD. Treatment self-pathology in-
volves promoting greater self-knowledge leading to increasing differentia-
tion of self-schemata and integration of these schemata by continually 
linking events, thoughts, feelings, and actions.

The interpersonal system is similarly organized. A schema representing 
another person organizes information about that person’s qualities, val-
ues, beliefs, and interests. With casual acquaintances, these schemata 
consist of a few salient qualities such as whether the person is friendly or 
honest. In contrast, a schema representing someone well-known such as 
a family member is likely to be more detailed and include an understand-
ing to the different facets of their personality. For example, a person may 
be thought to be friendly, kind, and cheerful on most occasions but irri-
table and disagreeable on others. Usually an attempt is made to integrate 
these apparent discrepancies. For example, by recognizing that a person 
is normally friendly but irritable when stressed. With PD, the schemata 
representing another person are often impoverished and poorly integrat-
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ed. As with self pathology, treatment goals include greater differentiation 
of the individual’s understanding of others and greater integration of the 
conceptions of significant others.

There is also a substantial cognitive component to traits. The genetic 
factors underlying each trait give rise to neuropsychological structures 
that are shaped by environmental events into beliefs and expectancies 
that influence the way traits are expressed (Livesley & Jang, 2008). For 
example, anxiousness is probably based on an adaptive mechanism for 
managing threat (Gray, 1987; Livesley, 2008). Experiences of threatening 
events give rise to cognitions that influence the evaluation of threatening 
events and the person’s appraisal of his or her ability to handle events. 
Gradually, these cognitions affect the threshold for perceiving threat and 
hence experience of anxiety and the intensity of fearful responses. Similar 
processes occur with other traits. This suggests that effective manage-
ment of maladaptive traits includes restructuring associated schemata as 
will be discussed later.

The conception of personality as an information processing system and 
knowledge structure implies that a generic treatment task is to restruc-
ture maladaptive beliefs (schemata) and associated emotions and promote 
the acquisition of more adaptive alternatives. As Critchfield and Benjamin 
(2006) noted, effective treatments increase knowledge about the way 
symptoms and problem behaviors are linked to maladaptive schemata 
and associated emotions.

a Framework For ConCeptualIZIng therapeutIC Change
The second component of a conceptual model for integrated treatment is a 
framework for understanding therapeutic change that translates the gen-
eral principles underlying effective treatments into a set of treatment 
methods that are consistent with the framework for understanding PD. In 
formulating this framework, particular attention needs to be given to de-
veloping strategies to ensure the coherent and coordinated delivery of an 
eclectic array of specific interventions selected from different therapeutic 
approaches. The proposed framework is based on three ideas. First, a dis-
tinction is drawn between general treatment methods based on generic 
change mechanisms and specific interventions selected from different 
therapeutic models to treat given problems and domains of psychopathol-
ogy. Second, the treatment process is conceptualized as a series of phases 
with each phase primarily addressing a specific set of problem domains. 
The sequence with which problems are addressed is based on the hierar-
chy of stability and changeability of personality domains noted earlier. 
Third, a stages of change model is used to describe how specific features 
of personality pathology change based on Prochaska and DiClemente’s 
naturalistic description of changes in addictive behavior (DiClemente, 
1994; Prochaska, DiClemente, & Norcross, 1992; Prochaska, Norcross, & 
DiClemente, 1994). The phases of change scheme describes the overall 
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course of therapy whereas the stages of change model describes change in 
specific problems and behaviors embedded within the different phases.

GENERAL AND SPECIFIC CHANGE MECHANISMS

Although general mechanisms common to all treatments account for sub-
stantial outcome change, this is not the full story. Each treatment ap-
proach also includes strategies and methods specific to that approach 
that are used treat specific domains of psychopathology. For example, 
DBT incorporates specific interventions to treat unstable emotions and 
deliberate self harm, and SFT therapy uses specific cognitive interventions 
to modulate maladaptive interpersonal schemata. Outcome appears to 
show some degree of domain specificity (Piper & Joyce, 2001) with some 
interventions being more effective for some domains than others. Unlike 
general treatment methods, the specific interventions used vary during 
treatment as different problem domains become the focus of change.

The distinction between general and specific treatment methods implies 
a hierarchy of interventions. Priority is given to interventions taken to en-
sure safety of the individual and others (Linehan, 1993; Clarkin et al., 
1999). Once safety is assured, general treatment methods are used to 
build an effective alliance and patient motivation. Once these conditions 
are met, specific interventions are used to treat the problem at hand.

The general principles of therapeutic change discussed earlier may be 
translated into five major strategies that form the core components of in-
tegrated treatment:

1.  Delineate the frame of therapy by defining the therapeutic stance and 
establishing an explicit treatment contract

2.  Establish and maintain a collaborative treatment alliance
3.  Maintain a consistent treatment process
4.  Build motivation for change
5.  Promote self-observation and self-reflection

Interventions based on these principles form the basic structure of treat-
ment. Specific interventions are added to this structure as needed to deal 
with specific problems. In effect, general interventions form the basic 
structure to which specific interventions are added when needed.

THE THERAPEUTIC FRAME AND TREATMENT CONTRACT

All effective treatments are highly structured and attach importance to 
establishing a clearly defined frame for therapy consisting of the thera-
peutic stance and treatment contract. The frame provides a structure for 
therapeutic activity, defines treatment boundaries, helps to ensure a con-
sistent process, and creates conditions for change. The stance sets the 
tone of treatment and shapes intervention strategies by defining the re-
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sponsibilities and activities that structure patient-therapist interaction. 
Given the importance of relationship factors for successful outcome, the 
most appropriate stance involves support, empathy, and validation, and 
fostering the patient’s participation in a collaborative descriptive explora-
tion of problems and the acquisition of more adaptive responses.

Most approaches agree that a structured agreement helps to contain 
emotional reactivity and create a safe and consistent therapeutic environ-
ment. The joint Task Force mentioned earlier, concluded that outcome is 
related to a goal-oriented approach in which “a treatment frame (is) estab-
lished in collaboration with the patient and structured to achieve clear 
and explicit goals” (Critchfield & Benjamin, 2006, p. 262). A discussion of 
goals forges the idea that treatment is a collaborative process for which 
patient and therapist share responsibility. This discussion includes agree-
ment on the practical arrangements of therapy such as frequency of ses-
sions and duration of treatment, a clear explanation of the treatment pro-
cess and how treatment will address patient problems and concerns, and 
a frank discussion of the therapist’s contributions and limits (Critchfield 
& Benjamin, 2006).

TREATMENT ALLIANCE

The alliance is given priority because it provides support and predicts out-
come. Unfortunately, a collaborative relationship is not easily achieved—it 
is the result of treatment rather than a prerequisite for treatment. For this 
reason, careful attention needs to be given to building the alliance and 
promptly repairing any ruptures that occur. Two ideas are useful for this 
purpose: Luborsky’s (1984) two-component description of the alliance and 
Safran, Muran, and Samstag (1994) and Safran and colleagues’s (2002) 
work on repairing ruptures to the alliance.

Luborsky (1984) suggested that the alliance has a perceptual compo-
nent in which the patient sees the therapist as helpful and themselves as 
accepting help and a relationship component where patient and therapist 
work cooperatively for the patient’s benefit. The first component involving 
perceived credibility of therapy and therapist is achieved through inter-
ventions that communicate hope, convey understanding and acceptance 
of the patient’s problems, support treatment goals, acknowledge areas of 
competence, and recognize progress toward attaining treatment goals. 
The relationship component is built by promoting the patient’s participa-
tion in a joint search for understanding, helping the patient learn new 
skills, encouraging the patient-therapist bond, and emphasizing the col-
laborative nature of treatment.

This implies a validating treatment process that builds the alliance 
through affirmation of the legitimacy of the patient’s experiences. Valida-
tion serves multiple functions. It is inherently empathic and supportive. It 
also helps to counter earlier invalidating experiences (Linehan, 1993) and 
hence promotes self-validation, a prerequisite for constructing a more 
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adaptive self-structure. The task is to validate experience without validat-
ing causes and consequences of experiences and responses that are in-
valid. This involves helping the patient to distinguish the experience, the 
reasons given for the experience, and the conclusions drawn from it.

Deterioration of the alliance needs to be addressed promptly but sup-
portively. Safran and colleagues (1994, 2002) suggested a five-stage pro-
cess to repair alliance problems: (1) changes in the alliance such as de-
creased involvement are noted; (2) the patient’s attention is drawn to the 
event; the reasons for the rupture and the way that it was experienced are 
explored and the patient is encouraged to express any negative feelings 
about the event; (3) the therapist validates the patient’s account of the 
experience; (4) if these steps are not effective, attention focuses on how 
the patient avoids recognizing and exploring the rupture; and (5) the ther-
apist acknowledges his or her contribution to the relationship problem 
and promotes joint reflection on the reasons why things went awry and 
how to reestablish a collaborative bond. The value of this approach is that 
it uses a potentially negative event to change maladaptive schemata.

CONSISTENCY

A consistent treatment process is also associated with effective outcome 
(Critchfield & Benjamin, 2006). Interestingly, patients who benefit from 
treatment mention therapist consistency as a major factor in their im-
provement (Livesley, 2007). Consistency in this context is defined as ad-
herence to the frame of therapy. This is the reason why the treatment 
contract is so important. Consistency provides the structure needed to 
contain unstable emotions and impulses. It also contributes to the forma-
tion of more adaptive representations of self and others by providing a 
stable experience of the self within the treatment relationship. Mainte-
nance of consistency is, however, a challenge because unstable self-states, 
labile emotions, distrust, and difficulty with cooperation often lead to re-
current attempts to alter the frame and challenge the therapist’s resolve to 
be consistent. Success requires skill in setting limits in a supportive way 
that does not damage the empathic stance. This is best achieved by con-
fronting attempts to change the frame by recognizing and thereby validat-
ing the reasons for violating the frame while pointing out how the violation 
could adversely affect therapy.

MOTIVATION

Although motivation to change is essential for patients to seek help and 
work productively on their problems, low motivation is inherent to PD. 
Thus motivation cannot be a prerequisite for treatment and therapists 
need to make extensive use of motivation interviewing techniques (Miller 
& Rollnick, 2002; Rosengren, 2009) to elicit and affirm a commitment to 
change. This commitment is built on expectations that treatment will be 
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successful and any discontentment that patients may feel about the way 
things are and the way they would like them to be. Discontent, like hope, 
is a powerful motivator (Baumeister, 1994).

When motivation is poor, the evidence suggests that the best course is 
to maintain a supportive stance while attempting to explore the conse-
quences of maladaptive behavior. Although therapists are often tempted 
to be more confrontational at these times, it rarely works and usually ad-
versely affects the alliance. As, Linehan, Davison, Lynch, and Sanderson 
(2006) noted, motivation is enhanced when the therapist deals with low 
motivation and therapeutic impasses in a supportive and flexible way and 
acknowledges that change is difficult.

SELF-REFLECTION AND METACOGNITIVE FUNCTIONING

The generic component of therapy does not only consist of the relationship 
factors discussed above. It also includes an instrumental component that 
involves creating new experiences and new learning, and opportunities to 
try out new ways of acting and thinking in the context of a supportive re-
lationship. These methods stimulate an increase in self-understanding 
and self-knowledge and the capacity for self-reflection. These are espe-
cially important in treating personality disorder because self-reflection 
and related metacognitive processes are impaired in most forms of disor-
der and improved functioning is fundamental to improving interpersonal 
functioning and building an adaptive self structure. Metacognitive impair-
ments associated with PD include general difficulties in understanding 
the mental state of self and others (Bateman & Fonagy, 2004; Choi-Kain & 
Gunderson, 2008; Semerari et al., 2007) and more specific problems such 
as recognizing and communicating about emotions (Domes, Schulze, & 
Herbertz, 2009; Nicolò et al., 2011) and awareness of a sense of agency 
(Dimaggio, Vanheule, Lysaker, Carcione, & Nicolò, 2009). Therapist aware-
ness of these impairments helps them to ensure that interventions to in-
crease metacognitive functioning are consistently incorporated into the 
treatment process.

SPECIFIC TREATMENT METHODS AND PHASES OF CHANGE

Specific interventions are used only when the alliance and patient motiva-
tion are satisfactory. The concern when using an intervention drawn from 
therapies with different and even incompatible theoretical assumptions is 
how to avoid therapy becoming disorganized and unfocused. This could 
occur when a combination of potentially conflicting interventions are used 
in rapid succession as different problems are raised. This eventuality is 
avoided in several ways. First, it is important to differentiate between an 
intervention and the theoretical assumptions on which it is based. Thus, 
for example, some DBT or SFT methods may be used without adopting 
their underlying theory. Second, ideas about differences in stability and 
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changeability of personality pathology across domains discussed earlier 
form the basis for dividing treatment into five phases: (1) Ensuring the 
safety of the patient and others; (2) Containment of symptoms, emotions, 
and impulses; (3) Regulation and control of emotions and impulses that 
contribute to symptoms including deliberate self-harm by increasing self-
regulation skills and strategies; (4) Exploration and change of the more 
stable cognitive-emotional structures underlying maladaptive behavior 
and interpersonal patterns and modulation of associated traits; and (5) 
Integration and synthesis of a more adaptive self structure. Although gen-
eral treatment strategies are used in each phase, specific interventions 
often differ substantially across phases. Consequently, the phases of 
change scheme offers a way to coordinate an eclectic combination of inter-
ventions and the general progression is from more structured to less 
structured treatment methods.

PHASES OF CHANGE AND SPECIFIC INTERVENTIONS
Safety. Treatment of severe PD, especially the more reactive emotionally 

dysregulated and dissocial forms, typically begins with a crisis character-
ized by emotional and behavioral instability and symptomatic distress but 
it may involve regressive and dissociated behavior, and cognitive dysregu-
lation with impaired thinking and quasi-psychotic symptoms. In these 
situations, the primarily goal is to ensure the safety of the patient and 
others. This largely achieved through structure and support that is usu-
ally delivered through outpatient treatment or crisis intervention services 
or occasionally brief in-patient treatment.

Containment. The brief safety phase merges with containment. Here the 
goal is to contain and settle unstable emotions and impulses and restore 
behavioral control. The safety and containment phases are essentially cri-
sis management with the goals of returning the patient quickly to the pre-
crisis level of functioning and laying the foundation for further treatment. 
Change is achieved through general mechanisms of support, empathy, 
and structure supplemented with medication as needed. Containment in-
terventions are based on understanding that in a crisis state the patient’s 
primary concern is relief from distress. This comes from feeling under-
stood (Joseph, 1983; Steiner, 1994). Hence, the task for the therapist is to 
acknowledge and align with the patient’s distress.

Containment is used throughout treatment whenever a crisis occurs or 
cognitive functioning is impaired due to intense emotional arousal or dis-
sociative reactions. The only specific intervention used during the con-
tainment phase is medication to treat specific symptoms of impulsivity, 
affective lability, or cognitive dysregulation (Soloff, 2000).

Control and Regulation. Crisis resolution and the establishment of great-
er stability is usually accompanied by increased rapport and alliance that 
permits the use of more specific interventions designed to reduce symp-
toms by increasing emotion and impulse control and promoting self- 
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reflection. This requires an array of cognitive-behavioral interventions 
augmented with medication. Emphasis is placed on cognitive behavioral 
methods for two reasons. First, there is accumulating evidence of their 
value in treating deliberate self-harm, suicidality, and emotional dysregu-
lation based on RCTs of treatments such as DBT (Linehan, Armstrong, 
Suarez, Allmon, & Heard, 1991) and STEPPS (Blum et al., 2008) and eval-
uations of manualized treatments for emotional dysregulation and self-
harm (Evans et al., 1999; Schmidt & Davidson, 2004). These treatments 
offer an array of empirically supported interventions that can be tailored 
to the needs of individual patients. Second, evidence especially from fo-
rensic studies suggests that specific behavioral problems are best ad-
dressed directly using cognitive-behavioral methods (Lipsey, 1995).

During this phase, treatment is guided by the assumption that self-
harm arises from a chain of events that begins with a triggering event that 
is usually interpersonal that arouses maladaptive schemata especially 
those involving abandonment and rejection. Schema arousal leads to es-
calating dysphoria that often culminates in deliberate self-harm. The 
model is consistent with the assumptions of both DBT (Linehan, 1993) 
and TFP (Clarkin et al., 1999; see Swenson, 1989). Treatment begins by 
explicating this sequence because most patients are not fully aware of 
links between components in the chain and by eliciting a commitment to 
change. Explication of the sequence increases awareness of the links be-
tween problem behaviors, situational factors, emotional reactions, and 
 associated cognitions that Critchfield and Benjamin (2006) found to be 
critical for effective change. Subsequently, components in the chain are 
systematically targeted with specific interventions: treatment focuses on 
reducing self-harm and other crisis behavior, increasing affect regulation, 
restructuring emotional experience, and restructuring perceptions of trig-
gering situations by helping patients to recognize that many of these situ-
ations may be understood differently. Underlying maladaptive schemata 
especially those linked to adversity are discussed but systematic attempts 
to explore and modify them are deferred if possible until emotion control 
improves because intense emotion arousal is potentially destabilizing for 
individuals with PD.

As the sequence of events leading to crises is explored, the idea of delay-
ing self-harming behaviors is introduced with the initial goal of reducing 
the frequency of these behaviors rather than eliminating them—the latter 
is unrealistic early in treatment. The establishment of modest goals in-
creases the probability of early success which may be used to enhance the 
alliance and feelings of self-efficacy. Simple behavior interventions such 
as distraction, self-soothing, and response prevention may be used for 
this purpose. At the same time, a psychoeducational component is intro-
duced to explain the sequence of events leading to crises and the reasons 
for self-harming acts. Self-harming behavior is explained as a self-regula-
tion strategy to reduce distress which usually increases the alliance and 
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reduces self-blame. This explanation also encourages contemplation of al-
ternative ways to handle distress. This sets the stage for introducing cog-
nitive-behavioral interventions to increase emotional control.

Steps to increase emotional control begin by helping the patient to iden-
tify emotions and recognize the nuances of their emotional experience—
many patients experience relatively undifferentiated feelings. Attention is 
also given to improving distress tolerance because many patients are re-
markably phobic about negative emotions. Although many therapies pro-
mote emotion recognition and tolerance using set exercises, it is often 
more effective to incorporate these interventions into the process of thera-
py so that the therapeutic relationship can be used to modulate emotional 
arousal.

In tandem with these interventions, patients are encouraged to use self-
soothing and distraction at the first signs of distress. Simple relaxation 
methods may be introduced as ways to self-manage emotions and atten-
tion-control is increased by teaching the patient how to divert attention 
from distressing thoughts rather than ruminating about them. Specific 
cognitive interventions are also used to help the patient to change mal-
adaptive ways of thinking that escalate distress such as rumination, cata-
strophizing, and self-invalidation.

Two other interventions are also useful during this phase. First, pa-
tients often benefit from learning more effective ways to seek help when a 
crisis looms. Most patients only seek help after harming themselves and 
many present in an angry and demanding manner that can alienate those 
they turn to for help. Second, many crises can be averted if patients learn 
to examine interpersonal situations more carefully and avoid personaliz-
ing situations so readily. For example, a patient may assume that a friend’s 
reluctance to meet is an indication that the friend does not really like 
them rather than recognizing that people have their own lives and may 
have prior commitments. Encouraging patients to question their interpre-
tation of events often helps to restructure experiences and decrease mal-
adaptive perceptions that trigger crises.

The duration of this phase of treatment varies considerably across dif-
ferent forms of disorder and cases. With less emotionally volatile disor-
ders, this phase may be relatively short, although even more inhibited and 
socially withdrawn individuals often need help managing anxiety, dyspho-
ria, and distress. With more reactive forms of disorder involving labile 
emotions and/or strong tendencies to act impulsively, this phase is likely 
to be prolonged.

Exploration and Change. The goal of this phase is to explore and change 
the cognitive-emotional structures underlying symptoms and problems. 
The issues addressed during this phase include maladaptive schemata 
associated with self-harm and violence, dysfunctional interpersonal pat-
terns, maladaptive expression of traits such as submissiveness and social 
avoidance, cognitive styles such as catastrophic thinking and self-invali-
dation, and the consequences of trauma. Work of these problems invari-
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ably involves dealing with emotionally charged material associated with 
psychosocial adversity. This is why work on these issues is postponed un-
til the patient is able to handle distress more effectively.

The common elements to the varied problems addressed during this 
phase of treatment are maladaptive cognitive-emotional structures. Con-
sequently, treatment is largely directed toward restructuring maladaptive 
schemata through continued use of cognitive interventions such as the 
SFT methods that are effective in treating BPD (Giesen-Bloo et al., 2006). 
However, psychodynamic strategies and methods are also useful in man-
aging tendencies to avoid painful issues and to explore and change mal-
adaptive interpersonal patterns. The focus on the relationship the patient 
establishes with the therapist emphasized by psychodynamic treatments 
is useful in identifying broad patterns of thinking and relating. This can 
then be followed with a detailed evaluation of these patterns using the 
behavioral analyses favored by cognitive-behavioral therapy to clarify spe-
cific ways these patterns are expressed and the environmental contingen-
cies that evoke and maintain them.

Psychodynamic interventions also take on greater importance because 
the treatment relationship becomes a major vehicle for changing core in-
terpersonal schemata involving distrust, rejection, abandonment, self-
derogation, and shame. The relationship with the therapist is a useful way 
to explore the situational factors that activate maladaptive schemata, the 
feelings associated with schema activation, and the impact of these cogni-
tive-emotional structures on interpersonal behavior. These interpersonal 
methods are usually the most effective way to change core schemata 
(Young et al., 2003) because patients with severe PD often have difficulty 
using standard cognitive interventions (Layden, Newman, Freeman, & 
Morse, 1993). This contention is supported by the results of a randomized 
comparison of Rogerian supportive therapy with cognitive therapy: out-
come was poor for both treatments (Cotteaux et al., 2009). This suggests 
that standard cognitive therapy may be too structured and Rogerian ther-
apy too unstructured for treating PD. The consistent use of interpersonal 
methods to explore and change core maladaptive schemata offers a way to 
combine important ingredients of both therapies.

Cognitive restructuring is also useful in modulating maladaptive ex-
pressions of traits such as impulsivity, submissiveness, and sensation-
seeking. Although these traits are highly heritable, change is possible. 
However, it may be more effective to focus on reducing the frequency and 
intensity of trait expression by modifying the expectations associated with 
trait arousal and expression than attempting more radical changes in trait 
structure. For example, beliefs about personal invulnerability associated 
with recklessness and sensation seeking can be challenged. With emo-
tional traits such as anxiousness, it is often possible to combine restruc-
turing beliefs about how threatening the world is and personal inability to 
cope with threats, with the anxiety-control skills learned earlier. With oth-
er traits, it may be more effective to help the patient to learn more adap-
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tive ways to express them. For example, many BPD patients are highly 
sensation seeking. This trait often contributes to crises and interpersonal 
conflicts because these events satisfy the need for stimulation even though 
they are distressing. Patients can often be helped to find more adaptive 
ways to meet the need for stimulation.

Integration and Synthesis. The final phase of treatment—the creation of 
sense of identity—is not reached with many patients. The goal of this 
phase is to help the individual to achieve greater integration of the person-
ality system. The changes required do not rely primarily on analysis and 
resolution of maladaptive and conflicted ways of being but rather on the 
synthesis of new processes and structures, especially a more coherent 
sense of self, more integrated representations of others, and the capacity 
for self-directedness. Clinical evidence suggests that such changes are 
more difficult to achieve and usually require long-term treatment. Al-
though there is little empirical research on this aspect of treatment, the 
nature of self-pathology suggests that the systematic use of general thera-
peutic strategies provides an important environment that challenges core 
schemata and promotes self-understanding by providing consistent and 
veridical feedback. The methods of self psychology, constructionist ap-
proaches, and cognitive analytic therapy (Ryle, 1975) may be of value in 
constructing a more adaptive self narrative.

STAGES OF CHANGE

The final component of a framework for conceptualizing treatment and 
coordinating interventions is based on the stage of change model devel-
oped by Prochaska and DiClemente for describing naturalistic change in 
addictive behavior (DiClemente, 1994; Prochaska et al., 1992, 1994). They 
proposed six stages to the change process: precontemplation, contempla-
tion, preparation, action, maintenance, and termination. This model of-
fers a systematic way to approach therapeutic change to both specific be-
haviors such as deliberate self-harm and more general features such as 
submissiveness or categorical thinking. The model suggests that change 
is orderly and that the requirements of each stage need to be met before 
proceeding to the next stage in the change process. Using this approach, 
changes in personality pathology may be considered to fall into four stag-
es: problem recognition, problem exploration, identification of alternative 
behaviors, and consolidation and generalization. Since a typical treatment 
deals with multiple problems and these problems that change at differing 
rates, each treatment involves multiple stages of change processes that 
are embedded within the phases of change discussed previously.

The problem recognition stage has two components: (1) helping patients 
to recognize problem behaviors and personality characteristics, and (2) 
eliciting a commitment to change. The duration of this stage varies con-
siderably. Patients often present with specific behaviors that they want to 
change, in which case the stage is brief—all that is required is to identify 



INTEGRATED TREATMENT: CONCEPTUAL FRAMEWORK 37

the problem and elicit a commitment to change. With some problems, 
however, considerable preparatory work may be needed before patients 
can recognize the problem or understand how their characteristic ways of 
thinking and acting that contribute to their difficulties. In these circum-
stances, problem recognition is often hindered by the ego-syntonic nature 
of some behaviors and the tendency to attribute problems to those around 
them so that the patient’s focus in on changing these people rather than 
themselves. Establishing a commitment to change is an important part of 
problem recognition that builds the alliance and forms the basis for explo-
ration of the problem and underlying cognitive, emotional, and motiva-
tional processes.

With most problems, exploration involves clarification of the problem 
behavior, detailed exploration of the events that trigger the behavior and 
discussion of the short-term and long-term consequences of the behavior 
as discussed when describing the control and regulation phase. This pro-
cess establishes links among problems, events, thoughts, and feelings 
that contributes to more integrated functioning as well as providing the 
foundation for specific changes. When the behavior in question involves 
more complex patterns such as traits, interpersonal patterns, and cogni-
tive styles, exploration often involves identification and explore the global 
pattern such as submissiveness or catastrophic thinking followed by de-
tailed exploration of the specific behaviors through which the pattern is 
expressed. Important consequences of exploration are increased self-
knowledge and improved self-monitoring and self-reflection.

Detailed exploration of problem behaviors, the situational factors that 
evoke them, and their impact on well-being, inevitably evoke ideas about 
acting differently. Thus, exploration merges with the acquisition of alterna-
tives. Here the focus is on learning to analyze problems and find new solu-
tions. This is a frustrating stage for many patients: they are more aware of 
their problems and how they contribute to their difficulties but are unable 
to change their ways often because there are concerned or even afraid of 
the consequences of change, especially when change is likely to have an 
impact on significant others and hence evokes fears of anger and rejec-
tion. As Linehan and colleagues (2006) noted, in these circumstances, 
change is most likely to occur when therapists are supportive and ac-
knowledge just how difficult it is to make changes.

The final stage in changing specific behaviors is   consolidation and gen-
eralization. Changes made in therapy need to be generalized to everyday 
life. This is most likely when the patient is actively encouraged to apply 
the things learned in therapy to real-life situations. Difficulties encoun-
tered can then be discussed in detail and any successes can be used to 
consolidate change and challenge any fears about the consequences of 
change. Even when change begins, behaviors fluctuate and old ways re-
turn especially in stressful situations. Exploration of these situations pro-
vides an opportunity to review and consolidate progress in problem solv-
ing, self-understanding, self-reflection, self-monitoring, and self-validation. 
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Change also seems to be more enduring when the patient attributes it to 
his or her own efforts and to internal factors such as personal efficacy, 
self-control, and the effects of learning as opposed to changes in external 
circumstances (Heatherton & Weinberger, 1994). This stage in changing a 
specific problem behavior or pattern provides an opportunity to review 
how the therapist and patient have been able to work together to achieve 
the patient’s treatment goals.

ConCludIng Comments
This paper argues that it is time for the treatment of PD to move away 
from a concern about the comparative efficacy of current therapies and to 
adopt an evidence-based approach that integrates effective methods from 
all therapies. There is little further to be learned from a partisan approach 
to compare or debate the relative merits of treatments that do not yield 
substantially different outcomes and have substantial practical and con-
ceptual limitations. Practical limitations arise from the failure to address 
directly all aspects of the multidimensional psychopathology and etiology 
of PD whereas conceptual limitations arise from fact that current treat-
ments are not grounded in an evidence-based theory of PD that adequate-
ly accounts for the multiple biological and psychosocial factors that con-
tribute to the disorder.

The framework offered for thinking about and organizing integrated 
treatment is intended to be sufficiently structured to provide the cohesive 
and consistent approach needed for effective outcomes while being suffi-
ciently flexible for therapists to tailor treatment to their specific style, pa-
tient needs, treatment setting, and therapeutic modality. Consequently, 
the principles of integrated treatment are relevant to short-term crisis in-
tervention lasting at most a few months, medium-term treatment lasting 
perhaps a year or so that is primarily concerned with increasing emotion 
and impulse regulation and decreasing self-harming behavior, and long-
term treatment lasting several years that is intended to change interper-
sonal patterns and promote more integrated personality functioning. The 
framework proposed is also intended to be flexible in the sense that it can 
be really modified to accommodate empirical and conceptual advances. In 
this sense, the framework proposed is simply an interim position until a 
truly integrative model can be constructed based on a comprehensive, 
evidence-based theory of PD.
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