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Overview

Part |. Literature review of Mentalization Based Treatment-Psychoeducation for
Borderline Personality Disorder.

This section provides a conceptual review of the literature on Mentalization Based
Therapy (MBT) psychoeducation for borderline personality disorder (BPD). This
review explores the positive early indicators of efficacy of MBT-psychoeducation and
identifies important gaps in its evidence base. Positive indicators include patients’
engagement and symptom reduction, however comprehensive clinical trials and meta-
analyses are needed to robustly establish its efficacy. Generic group psychoeducation
programs for BPD lack strong evidence and exhibit high variability, underscoring the
need for more targeted and effective interventions like MBT-I. This review suggests
future research on specific mechanisms through which MBT-I operates, its long-term
impacts, and patient experiences to optimise its implementation and improve clinical

outcomes for individuals with BPD.

Part Il: Qualitative exploration of MBT-psychoeducational groups for patients with
BPD.
As part of a joint project, my contribution involved the qualitative exploration of the

experiences of individuals diagnosed with BPD who participated in MBT-



psychoeducational groups across the National Health Service (NHS). Fourteen
patients who had completed the MBT-psychoeducation group were interviewed. The
objective was to gain insights into the perceived benefits from the intervention, identify
elements they found less beneficial, and explore any functional changes resulting from
their participation in the groups. Reflexive thematic analysis was employed to analyse
the data (Braun & Clarke, 2022). The analysis resulted in six themes and twelve
subthemes. The findings suggest that the MBT-psychoeducational group was
predominantly perceived as beneficial. Participants reported improvements in their
mentalizing abilities, emotional regulation, and interpersonal functioning. However, the

analysis also revealed areas where participants felt additional support was necessary.

Part lll: Critical appraisal of the research process.
This section provides a critical appraisal of the research process presented in Part Il,
focusing on personal reflexivity, epistemological reflexivity, and broader reflections on

individuals diagnosed with BPD.
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Abstract

Borderline Personality Disorder (BPD) is a complex mental health condition that often leads
to significant functional impairment and considerable public health implications. One of the
primary therapeutic approaches for treating BPD is Mentalisation-Based Treatment (MBT),
which aims to enhance the mentalising skills of patients, thereby promoting symptom
remission. The initial phase of MBT involves an introductory psychoeducational group called
MBT-I, designed to familiarise patients with the specific difficulties associated with BPD and
the MBT process itself. Although MBT has demonstrated positive therapeutic outcomes in
both clinical and research settings, the research on the role and clinical significance of MBT-I
remains limited.

This conceptual review explores the relevant literature on MBT-I for BPD, highlighting
the strengths and limitations of the current evidence base. Initial research provides substantial
evidence supporting the acceptability and effectiveness of MBT-I psychoeducation in
ameliorating BPD symptoms. However, there are currently no registered or published clinical
trials, and thus no meta-analytic reviews, apart from one pilot RCT, that assess the efficacy of
MBT-I in isolation rather than as part of the MBT programme. Consequently, the literature
does not clarify which aspects of MBT-I are effective, the underlying theory of change, the
effect size of this change, its longitudinal impact, or how patients experience MBT-I in clinical
settings.

Future research directions are discussed in light of the positive preliminary indicators

of MBT-I efficacy and the significant gaps in its evidence base.
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1. Introduction
“My skin is so thin that the innocent
words of others burn holes
right through me”

— BPD Pieces of Me Community,

BPD Voices Project Vol. 1

Borderline personality disorder (BPD) is a severe mental health condition that

significantly limits patients' lives and imposes a substantial burden on family members

and healthcare systems (Bohus et al.,, 2021). Persistent patterns of emotional

dysregulation, impaired interpersonal function, inconsistent identity, considerable

functional impairment, increased self-harm, and suicidal attempts are consistently

linked to the clinical manifestation of BPD (Leichsenring et al., 2023). Despite initial

beliefs that BPD was difficult or impossible to treat (Gunderson, 2009), advances in

understanding and clinical management have enabled earlier diagnosis and more

beneficial treatment outcomes (Rameckers et al., 2021).

Mentalisation-Based Treatment (MBT) is a leading psychotherapeutic

approach for BPD. MBT is psychoanalytically informed, evidence-based, and time-

limited, conceptualising impaired mentalising ability as an etiological factor and central

difficulty for people with BPD (Bateman & Fonagy, 2004). The MBT process focuses
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on developing more effective mentalising skills to improve BPD symptoms. MBT-
psychoeducation serves as the pivotal first stage of MBT, aiming to socialise patients
to the MBT model by imparting knowledge about mentalising, mentalised affectivity,
and an understanding of the treatment (Allen et al., 2008; Haslam-Hopwood et al.,
2006). This psychoeducation is delivered within group settings using a manualised
approach called MBT-I, developed by Bateman & Fonagy (2016).

Evidence indicates that MBT is effective in reducing BPD symptoms (Vogt &
Norman, 2019; Volkert, Hauschild, & Taubner, 2019). However, there is a notable gap
in research concerning MBT-I and its effectiveness. Specifically, it is unclear how
MBT-I is beneficial, why it works, how patients experience it, and how it complements
MBT in providing effective psychological support for individuals with BPD. This
conceptual review aims to integrate the concepts of BPD and MBT-I. It provides an
overview of BPD and its developmental link to epistemic trust and mentalising,
followed by a detailed discussion of MBT and its evidence base in treating BPD. The
review concludes by discussing the clinical implications, barriers to effective MBT-I,

and potential future research directions.

2. Borderline Personality Disorder
BPD is a chronic mental health condition affecting 0.7 to 2.7% of the adult
population worldwide (Eaton & Greene, 2018; Winsper et al., 2020). Symptoms

typically emerge in early adulthood (Leichsenring et al., 2023). In clinical settings,
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prevalence studies show that women experience BPD at higher rates than men,

though gender differences in community settings are less clear (Eaton & Greene,

2018). Gender minority studies assessing the prevalence of Axis 2 Cluster B

personality disorders in transgender and non-binary individuals indicate a prevalence

range from 2% to 81% (Beckwith et al., 2019; Madeddu et al., 2009). These contrasting

results are expected, considering variations in research methodologies, including

eligibility criteria and measures to evaluate gender minority identities and psychiatric

morbidity (Patterson et al., 2017). Most epidemiological studies do not show consistent

racial and ethnic differences in BPD prevalence (Ellison et al., 2018). However, the

paucity of such studies suggests a need for further research.

Clinically, BPD is characterised by intense emotions, impulsivity, poor self-

image, and unstable interpersonal relationships (APA, 2013). Patients may go to

considerable lengths to prevent abandonment, express disproportionate anger,

experience persistent feelings of emptiness, and engage in repeated self-harm or

suicide attempts (Leichsenring et al., 2024). The Diagnostic and Statistical Manual of

Mental Disorders (DSM-5) and the International Classification of Diseases (ICD-11)

criteria for BPD both focus on patterns of instability in diagnosis. While the DSM-5

highlights specific symptomatic features, such as impulsivity, the ICD-11 places

additional importance on borderline personality dysfunction (see Table 1). BPD is

associated with increased morbidity and mortality, higher suicide rates, and significant

13



functional impairment, which can lead to extensive treatment resource utilisation or
treatment dropouts (Leichsenring et al., 2011; Skodol et al., 2002). The condition is
also linked to higher economic costs for psychiatric services and patients, possibly
due to repeated hospitalisations, comorbid conditions, and overall treatment costs
(Lewis et al., 2019; Meuldijk et al., 2017).

The aetiology of BPD is complex. Individuals with BPD are more likely to report
adverse childhood events such as physical, sexual, or emotional abuse and neglect
(Porter et al., 2020; Tate et al., 2022). However, not all individuals with BPD have a
history of traumatic childhood experiences (Stepp et al., 2016). The prevalence of BPD
is higher among those with a family history of the condition (Gunderson et al., 2018).
For example, a population-based study in Sweden estimated the heritability of BPD at
46%, with non-shared environmental events accounting for the remaining 54% of the
variance (Skoglund et al., 2021). The hazard ratio was higher for full siblings and even
higher for identical twins. Despite this evidence, genome-wide association studies
have not identified any single-nucleotide variations to explain the familial clustering of
BPD (Witt et al., 2017). Until such genetic evidence is available, it is crucial to robustly
identify environmental factors that may partially explain the condition's aetiology, as
some of these factors might be preventable. One significant environmental factor is

the impaired interpersonal relationships often observed in BPD (Howard et al., 2022).
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Table 1

DSM-5 and ICD-11 criteria for the diagnosis of borderline personality disorder

DSM-5

ICD-11

A pervasive pattern of instability of interpersonal
relationships, self- image and affects, and marked
impulsivity, beginning by early adulthood and
present in a variety of contexts, as indicated by five
(or more) of the following:

1. Frantic efforts to avoid real or imagined
abandonment.

2. A pattern of unstable and intense interpersonal
relationships characterized by alternating between
extremes of idealisation and devaluation.

3. Identity disturbance: markedly and persistently
unstable self- image or sense of self.

4. Impulsivity in at least two areas that are

potentially self- damaging

The diagnostician assigns a  severity rating
to personality (dys)function on three different
levels in the dimensional ICD-11 model: mild,
moderate, or severe (Bach et al., 2020). Although
the majority of BPD patients are likely to be
classed as having a severe personality disorder
in a clinical context, the ICD-11 allows patients
with BPD to be rated as having a moderate
personality disorder if certain aspects of their
personality functioning are significantly less
impaired (First & Bach, 2018). Only BPD has
continued to be recognised as a separate

diagnosis out of the ten previously recognised

discrete personality disorders. This is identified
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5. Recurrent suicidal behaviour, gestures or | as the “borderline pattern qualifier” (Bach et al.,
threats, or self- mutilating behaviour. 2020).

6. Affective instability due to a marked reactivity of
mood

7. Chronic feelings of emptiness.

8. Inappropriate, intense anger or difficulty in
controlling anger.

9. Transient, stress-related paranoid ideation or

severe dissociative symptoms.

Note. DSM-5 = Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (APA, 2013); ICD-

11 = International Classification of Diseases, Eleventh Edition (WHO, 2018).

A more relational approach to understanding the interpersonal difficulties of
people with BPD might add richness and depth to the current etiological
conceptualisation of the condition. Increased sensitivity to social rejection and
exclusion, past and current unstable relationships involving unresolved conflict related
to separation, and difficulty in developing trust in others have all been systematically
linked to BPD (Lazarus et al.,, 2014; Lis & Bohus, 2013). These interpersonal
difficulties could be explained by impaired mentalising ability and a lack of epistemic

trust (ET; Leichsenring et al., 2024). Mentalising and ET are psychodynamically
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informed concepts central to the MBT approach, offering a unique framework to
understand the difficulties observed in BPD and facilitating a more structured approach

to treatment (Bateman & Fonagy, 2009).

2.1 Mentalisng in BPD

The origins of the term mentalisation are rooted in the Ecole Psychosomatique
de Paris and the work of developmental researchers studying theory of mind (Leslie,
1989; Marty, 1990). Peter Fonagy first used it in 1989 in a publication on theory of
mind in BPD patients, describing mentalisation as a "capacity to conceive of mental
states" (Fonagy, 1989). Since then, mentalisation theory has been well studied and
further developed, contributing to the understanding of various mental health
difficulties, including BPD, which was then considered untreatable (Duschinsky &
Forster, 2021).

Mentalising can be defined as a complex social cognitive process through
which we understand, by attributing intentional mental states, the actions and
behaviours of ourselves and others (Bateman & Fonagy, 2006). By understanding
oneself and others in relation to internal mental states such as feelings, thoughts,
attitudes, and desires, individuals can make sense of their behaviours and those of
others (Allen, Fonagy & Bateman, 2008). This ability to mentalise appears to be rooted

in early development and the quality of children's relationships with trusted individuals,
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specifically the ability of these individuals to adequately mirror and respond to the

child's subjective experiences (Fonagy et al.,, 2018; Fonagy & Luyten, 2009).

According to this developmental psychopathology model, adverse childhood

experiences and complex trauma in early life are systematically linked to impaired

mentalising ability (Luyten, Campbell, & Fonagy, 2020; Luyten & Fonagy, 2019).

Ineffective mentalising is significantly present in people with BPD, often

manifesting as an impaired ability to reflect on mental states, including self and others,

within an attachment relationship (Fonagy et al., 1996). Mentalising difficulties have

been associated with affect dysregulation, interpersonal disturbance, and impulsivity

in individuals with BPD (Euler et al., 2021; Bateman & Fonagy, 2010). The damaging

conseqguences of impaired mentalisation in BPD include unstable mentalising ability in

emotionally stressful relationships, reverting to pre-mentalising cognitive patterns

during periods of elevated stress, a tendency to externalise internal states,

interference with attempts to repair interpersonal relationships, and an impaired

process of learning from trusted others (Bateman, Campbell, and Fonagy, 2021).

Therefore, improving mentalisation could be a fundamental strategy in alleviating BPD

symptoms. The mentalisation model has not only contributed to a better and more

comprehensive understanding of BPD but also provided a clear and defined treatment

target: improving mentalisation ability.
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To fully understand mentalisation and its developmental antecedents, and to

conceptualise interventions to improve mentalising skills, it is important to clarify the

roles of attachment and epistemic trust in enabling or disabling mentalisation.

2.2 Epistemic Trust in BPD

Trust in sources of knowledge is known as epistemic trust (ET; Wilson & Sperber,

2012). More specifically, ET is the ability to accurately identify other people as

trustworthy and to rely on and trust the information they deliver as generalisable and

personally relevant. Additionally, an evolutionarily advantageous natural sense of

scepticism has evolved regarding the accuracy and pertinence of communicated

information to guard against misinformation (Mascaro & Sperber, 2009). This stance

is known as epistemic vigilance. While it plays a crucial role in discriminating credible

information, it is also important for this protective caution to be temporarily suspended

to allow for the assimilation of new information and the development of ET (Fonagy &

Alison, 2014).

ET is conceptualised as being rooted in early development. Secure attachment

in early life supports children in recognising whom they can trust (Fonagy et al., 2017).

Children who are more securely attached tend to develop a more agentive epistemic

stance, enabling them to show strong adaptive ET while resisting misinformation when

appropriate (Campbell et al., 2021). In contrast, children exposed to significantly

adverse childhood experiences tend to develop epistemic mistrust (EM), characterised
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by higher opposition to social learning (Fry et al., 2018) and epistemic credulity, which

involves disproportionate trust in new information without adequately appraising its

credibility (Campbell et al., 2021). Epistemic stance is closely linked to the quality of

social functioning, as it influences how individuals engage with interpersonal

communications. Therefore, the theory and evidence surrounding ET and EM provide

a deeper understanding of the psychopathology of BPD, particularly shedding light on

the impaired interpersonal functioning observed in the condition.

Nolte et al. (2023) propose that ET or its disruption may be a central factor and

common pathway leading to the development of BPD and other psychopathologies.

This theory is based on a biopsychosocial framework, suggesting that these disorders

result from the interaction between early caregiving experiences and other

constitutional factors. For instance, neurobiological traits can affect the development

of brain structures involved in social learning and emotional regulation. Such

interactions can shape personality and brain structures, which are further influenced

by and influence later experiences (Knapen et al., 2020). Additionally, the link between

ET deficits and BPD is further supported by research on adolescent inpatients (Orme

et al., 2019).

It is crucial to consider ET in BPD interventions, as patients with distrust and

disturbed attachment patterns may struggle with being open to social learning in

therapy. When epistemic trust is lacking or absent, the potential for new learning and
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subsequent change can be significantly impaired (Fonagy, Luyten, & Allison, 2015).

Additionally, difficulties in trusting the personal relevance of knowledge and

authenticity within an attachment relationship may complicate the therapeutic alliance

and impact treatment outcomes (Bo et al., 2017). Cultivating and improving ET can

facilitate social learning and enhance the quality of life for BPD patients by enabling

the development of interpersonal interactions, the formation of positive social

communications, and a more beneficial therapeutic prognosis in MBT (Fonagy &

Campbell, 2017). The value of ET extends across contexts and therapeutic modalities,

as a lack of ET in any mental health condition can hinder social learning and the

therapeutic relationship in any therapeutic model. This underscores ET as a highly

important transtheoretical construct that facilitates successful psychotherapy.

Engendering epistemic matches and we-mode experiences within therapeutic

settings, such as MBT, is critical for restoring ET and enabling social learning. The co-

creation of we-mode experiences, in which therapist and patient engage in joint

attention to mental states, can lead to the development of complex representations of

self and others. This relational process, emphasising joint attention and co-

mentalising, is essential for generating mutual understanding and reappraising

experiences. We-mode experiences help patients feel understood, fostering a sense

of "we-ness" that transcends individual perspectives. This process can regulate
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emotions and remove defensive barriers, opening pathways for more effective

knowledge transfer (Fonagy et al., 2022).

Additionally, mutual validation and shared mental states within the therapeutic

relationship enhance patients’ ability to trust and learn from the therapist, promoting

social adaptation and reducing epistemic isolation (Fisher et al., 2022). These

processes underpin the restoration of ET, enabling patients to generalise renewed

trust to relationships outside therapy and fostering resilience (Knapen et al., 2020).

3. Mentalisation-Based Treatment

MBT was initially developed by Anthony Bateman and Peter Fonagy,

integrating attachment theory and cognitive theory within a psychodynamic

framework. MBT is a psychotherapy primarily focused on enhancing the mentalising

skills of patients and is delivered in a protocol-driven manner, usually over a period of

18 months (Bateman & Fonagy, 1989; 2009). The treatment is organised into three

distinct phases: an initial introductory psychoeducation phase, a treatment phase, and

an ending phase. Each phase has specific strategies and goals designed according

to the evolving understanding of BPD (Leichsenring et al., 2024).

The first phase, called MBT-I, is an introductory group course aimed at

socialising patients to MBT while strengthening the therapeutic alliance. Following

MBT-I, the treatment phase focuses on improving interpersonal relationships, one of

the most central challenges for individuals with BPD, by enhancing mentalising skills
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to better understand oneself and others (Bateman & Fonagy, 2006). Techniques
during this phase focus on maintaining mentalisation even in emotionally charged
situations, helping patients manage their emotions and related behaviours more
effectively. Additionally, the treatment phase includes strategies for risk management,
supportive validation around anxiety regulation, and managing impulsivity through

mentalising in affective states (Bateman & Fonagy, 2006).

The final phase of MBT involves reviewing the overall therapy process and
considering the experience of termination for both the patient and therapist. This phase
aims to help patients consolidate the mentalising skills they have developed and
prepare for the transition out of therapy (Bateman & Fonagy, 2006). The overarching
aim is to sustain the improvements achieved throughout treatment.

There is a growing evidence base for MBT (Hajek et al., 2024; Volkert et al.,
2019). Research has consistently shown that MBT can effectively improve BPD
symptoms and functioning in individuals with BPD (Bateman & Fonagy, 2006).
Systematic reviews have highlighted MBT's effectiveness in achieving substantial
improvements in the severity of BPD symptoms and enhancing the overall quality of
life for patients (Den & Wang, 2022; Vogt & Norman, 2019). A Cochrane systematic
review examining 75 RCTs for BPD involving a total of 4507 participants demonstrated

MBT’s effectiveness compared to treatment as usual (TAU) and no treatment (Storebg
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et al., 2020). MBT was found to be more effective than TAU at reducing self-harm,

suicidality, and depression. Today, MBT has become one of the most established

evidence-based treatments for BPD in the UK and other European countries (Ellison,

2020).

4. Generic group psychoeducation programmes for BPD

Psychoeducation programmes vary significantly depending on the therapeutic

model they follow, but broadly speaking, psychoeducation is a psychosocial

intervention focused on providing patients with up-to-date information about a mental

condition, encompassing diagnosis, aetiology, treatment, and preliminary

management strategies. Well-tailored psychoeducation programmes across

therapeutic approaches have shown beneficial effects in introducing the treatment

rationale and goals, as well as facilitating positive post-treatment outcomes

(Constantino et al., 2018; Wampold & Imel, 2015). Evidence has shown that

psychoeducation is beneficial across a variety of psychiatric conditions, settings, and

clinical populations, and is therefore recommended in the NICE guidelines for

personality disorders (Christensen et al., 2004; Donker et al., 2009; Smith et al., 2010;

NICE, 2009; Xia et al., 2011). Brief psychoeducation can be useful as a preparatory

phase for BPD patients who might not be ready for long-term therapy and can be
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viewed as an initial stage of therapy for patients who might not wish to engage in
intensive and long therapy (Paris, 2013).

Several studies have reported findings on the efficacy of group
psychoeducational programmes for BPD, as well as the experiences of patients who
have participated in those groups. These are generic group psychoeducational
programmes that have not followed a specific therapeutic model but can nevertheless
provide further evidence and insight into the efficacy and overall value of group
psychoeducational programmes for BPD.

Two seminal RCTs by Zanarini and colleagues investigated the efficacy of
psychoeducation for BPD. In the first study, Zanarini and Frankenburg (2008)
examined the efficacy of a 12-week in-person psychoeducation workshop for women
with a recent BPD diagnosis. The psychoeducation content did not follow the theory
of a particular established psychotherapeutic model but instead provided thorough
education on aetiology, symptoms, comorbidities with other conditions, available
treatments, and long-term outcomes. Results showed that the immediate
psychoeducational programme following diagnosis was associated with significant
improvement in general impulsivity and disturbances in close relationships, two core
features of the clinical picture of BPD. However, there was no significant improvement

in psychosocial functioning. The generalisability of this study was limited to women
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with moderately severe BPD aged 18-30, and practical constraints such as cost and
location restrictions prevented the wider application of this programme.

Later, the same team developed an internet-based psychoeducation
programme for BPD patients and completed an RCT to examine its effectiveness
(Zanarini et al., 2017). The online programme spanned 12 weeks, covering thorough
psychoeducation on BPD, including the history of diagnosis and associated stigma,
aetiology, symptoms, comorbidities with other conditions, and psychosocial and
medication treatment options. Results showed that the online psychoeducation group
experienced significant improvements in borderline psychopathology, psychosocial
functioning, and impulsivity, with these gains observed at the 12-month follow-up. The
web-based programme tested in this trial proved cost-effective and feasible for
broader clinical implementation, with gains maintained for at least a year. However,
the generalisability of findings was limited to female patients from the Boston area.

Ridolfi et al. (2019) assessed the effectiveness of a brief psychoeducational
group intervention for BPD patients. This study included 48 BPD patients who
participated in six psychoeducation sessions and 48 participants who remained on a
waitlist receiving TAU. The results showed significant improvements in all BPD traits
except impulsivity following the brief group psychoeducational intervention. These
benefits remained stable at the two-month follow-up. The findings suggested that even

a brief group psychoeducational intervention can effectively support BPD patients.
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This indicates that a cost-effective and easily accessible group intervention, such as

the one investigated, could be beneficial in improving symptoms and access to

support.

Rocca et al. (2021) studied an 11-week group-based psychoeducational

programme aimed at helping BPD patients understand their symptoms and the impact

of BPD on their emotions, thoughts, and interpersonal relationships. The course

included management strategies and information on available support and treatments

for BPD. Sixty-eight participants completed the study and the outcome measures.

Results showed significant reductions in overall BPD symptoms, negative feelings and

thoughts, and destructive behaviours. However, the authors did not specify what they

meant by destructive behaviours or how this reduction was measured. Furthermore,

participants reported improvements in work and social functioning. No improvements

were noted in positive behaviours, but again, the authors did not clarify what they

meant by positive behaviours or how these were measured. There was no control

group, and participants did not have a formal BPD diagnosis, despite the significant

reported reductions in BPD symptoms. Therefore, while this study signals

improvement and hope about the positive impact of a group psychoeducational

course, its significant limitations prevent firmer conclusions on the efficacy of the

intervention.
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Koivisto et al. (2021) conducted a qualitative content analysis study to explore
the experiences of BPD patients who attended a 40-session psychoeducational group
intervention. The programme was run by psychiatric nurses in community settings,
and the course content was based on ideas from CBT and schema therapy but did not
follow a particular therapeutic model. Eight participants were interviewed, and results
revealed three key areas of change: improved understanding of mental events,
reduced emotional disconnection, and more adaptive self-experience and agency.
Group inflexibility and aggression were noted as obstacles by the participants. The
study's strengths include perspective triangulation and investigator triangulation,
which could add credibility to the reported results.

Long, Fulton, and Dolley (2015) piloted a psychoeducational programme in a
medium-security setting with 36 women diagnosed with BPD, most of whom had
previous experiences of detention under the Mental Health Act. The programme aimed
to enhance knowledge of BPD, decrease stigma, and improve engagement in
treatment. Participants who completed all six sessions showed significant
improvements in treatment engagement, mental health symptoms, and decreased
suicidal ideation and self-harm. However, the lack of a control group and qualitative
interviews limited the ability to infer cause-and-effect relationships between the

psychoeducational course and the positive outcomes observed.
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Martin-Vazquez and Sekade-Gutiérrez (2023) examined a brief six-session
group psychoeducation course for BPD, which did not follow a specific therapy model
but focused on providing information about the condition itself. After the course,
patients would enter more intensive DBT group therapy. The researchers reported
data from 40 patients, comparing hospitalisations and emergency visits in the six
months before and after the psychoeducation group. The findings showed a significant
reduction in urgent appointments, emergency Vvisits, and hospitalisation days,
suggesting potential cost-effectiveness and efficacy. However, larger samples and the
inclusion of clinical outcome measures are needed to better understand the efficacy
and cost-effectiveness of this BPD group psychoeducation programme.

Collectively, these studies provide initial evidence for the benefits and
effectiveness of short-term and more extensive group psychoeducation interventions
in treating BPD. Results indicated longer-lasting benefits, including improved
symptoms, reduced healthcare utilisation, and better treatment engagement.
However, the evidence base for the benefits of group psychoeducation programmes
is still in its developmental stage. The studies exhibit significant variability in
intervention design, symptom measurement, participant characteristics, BPD
diagnosis methods, and the presence or absence of control groups. Addressing these
issues is necessary to determine the true efficacy of group psychoeducation

programmes in improving BPD symptoms. Additionally, exploring patient perspectives
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on psychoeducation programmes through qualitative methods could help refine and

optimise these interventions to best meet the needs of BPD patients.

5. MBT-I

The MBT psychoeducation programme, often referred to as MBT Introductory
Process/Group or MBT-I, is the pivotal first stage of MBT. It follows the assessment
stage and precedes the primary treatment phase. MBT-I was initially based on the
MBT manual by Karterud and Bateman (2011) and was later adapted into a highly
structured, manualised programme by Bateman and Fonagy (2016). It is organised as
a 10 to 12-week group psychoeducation programme for up to ten patients, with each
session lasting around 1.5 hours. Certain modules may span two sessions due to their
higher content density. Patients are encouraged to attend at least two-thirds of the
sessions to facilitate their progression to further MBT treatment. However, if the
intervention is found to be unhelpful for a particular participant, other options may be
considered.

Each group session follows a similar format: the content of the previous session
is reviewed, homework feedback is explored, a new topic is introduced, and patients
are encouraged to reflect on their experiences through a mentalising approach. These
reflections are discussed and processed, and the session ends with a summary

followed by a discussion about the home tasks for the next session.
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MBT-I has five overarching goals (Bateman & Fonagy, 2016):

1. Provide psychoeducation to patients about mentalising and BPD.

2. Prepare patients for long-term MBT treatment.

3. Increase motivation.

4. Further information about the mentalising ability of participants.

5. Support and confirm the initial assessment and diagnosis, or provide additional
information to determine whether further assessments might be needed.

In summary, the main goal of MBT-I is to ensure that patients start treatment
with a comprehensive understanding of the treatment they are undertaking. This
includes awareness of the treatment's focus, the expectations placed on them, and
the potential expectations they may have for the treatment process (Bateman &
Fonagy, 2016).

The group facilitator in MBT-I is usually a member of staff, typically two
clinicians, who play a significant role in implementing the intervention by facilitating the
group sessions and maintaining a structured environment throughout the 12 weeks.
This facilitatorship is not autocratic but ensures that each topic is thoroughly covered
and discussed in sufficient detail, focusing on engendering a social learning process,
including interactions between group members. The facilitator frequently uses tools
like whiteboards or slides to highlight key points and note participant contributions,

enhancing clarity and engagement. Crucially, the group facilitator embodies a
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mentalising stance, balancing their expert knowledge with openness to group input
and sharing of experiences encouraged through the "not-knowing" stance
underpinning MBT. This balance is vital, as it demonstrates that the facilitator's
understanding can be enriched by the perspectives of group members, fostering a
dynamic and interactive learning environment while modelling mentalisation in vivo.
By stimulating discussions and valuing participants' contributions, the facilitator helps
prevent passivity and encourages active engagement. A lecturing style of
psychoeducation is discouraged to avoid the risk of disengagement. Instead, the aim
is to generate a process-oriented group dynamic related to the session's topic. While
it is important to follow the session manual closely to ensure all material is covered,
the group facilitator also encourages learning through participant activities and uses
their examples to illustrate key points. This approach ensures that the group remains
focused and that the psychoeducational goals of the program are met effectively
(Bateman & Fonagy, 2016).

The MBT-I intervention incorporates twelve modules that cover topics such as
mentalising and ineffective mentalising, social mentalising modes, the "not-knowing"
stance, emotions and emotion regulation, attachment, trauma, anxiety, depression,
self-harm, and BPD as a whole, taking a dimensional approach using mentalising as

a primary dimension. For a more detailed description of each module, please see

Table 2 below. The MBT-I modules are guided by several key principles. Firstly,
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exercises are structured to move from less emotionally intense scenarios to more

personalised ones. Personal experiences are discussed only after the group has

formed a cohesive and trusting atmosphere. Unlike other psychotherapeutic

approaches, homework is voluntary and generally aims to help participants focus more

on their mental states. Additionally, sessions work towards creating a directory of

indicators for both ineffective and effective mentalising.

The current review suggests that MBT-I can influence and be influenced by

patients’ epistemic stance by providing a structured therapeutic environment that

facilitates the restoration of ET. MBT-I potentially achieves this through

psychoeducation and the co-creation of "we-mode" experiences, where both patients

and facilitators engage in mentalising and joint attention. These processes are

essential for decreasing epistemic vigilance and enhancing ET, which in turn can

foster the transmission of knowledge and facilitate self-calibration. This dynamic

occurs as therapists adapt to patients’ needs, reinforcing the three communication

systems to ensure the development of a therapeutic alliance and good treatment

outcomes.

5.1Communication systems

To understand and conceptualise effective psychotherapy in BPD and other

psychopathologies, Bateman et al. (2018) introduced the idea of three communication

systems. These systems are essential across interventions and describe the
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mechanisms through which therapeutic interventions activate, maintain, and
implement mentalizing and social learning, ultimately developing epistemic trust and
improving patients’ social functioning. These systems are not exclusive to MBT; any
therapeutic support involves the communication, internalisation, and reapplication of
new understanding and relational learning. MBT and other manualised treatments
address the improvement of epistemic stance and learning through these systems.
These systems facilitate self-discovery within the context of relationships with others,
remaining central to MBT.
Communication system 1: Teaching and learning content

The first communication system involves the learning and teaching of content.
This entails the therapist conveying a model that helps the patient understand their
mind in a way that feels relevant to them, providing a sense of being understood and
recognised. This therapeutic model requires the therapist’s ability to mentalize and
communicate it in a manner that resonates with the patient, creating an epistemic
match. The therapist’s ability to mentalize the patient is a crucial aspect of this system.
This communication system is vital during the initial phase of MBT, particularly during
the psychoeducation phase, which takes place in group settings. The group setting
offers patients the opportunity to rethink themselves, view themselves from a different
perspective, and build curiosity about social interactions. Therefore, the capacity of

the therapist to introduce mentalizing to patients in a way that feels relevant to them
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and their perceptions of themselves and others is fundamental to their engagement in

treatment.

Communication system 2: Re-emergence of mentalising

This system occurs when patients regain their openness to social

communication in situations previously “blocked” by epistemic disruption. This process

is fostered by the therapist's curious and open stance. The re-emergence of

mentalization creates a positive feedback loop, where patients' curiosity and interest

in social learning and mental states reinforce each other, thereby enhancing their

capacity to mentalise. As patients' interest in the clinician’s mind and use of feelings

and thoughts increases, their capacity to mentalise is strengthened.

Communication system 3: Applying social learning in the wider environment

When patients are mentalised by the therapist, their capacity to learn is

reactivated, releasing them from potential social isolation and improving their

relationships outside therapy. This system underscores the importance of patients'

ability to understand mental states and learn socially, enhancing their functioning by

enabling different interactions with their environment. In MBT-psychoeducation

groups, this system is crucial for patients to apply what they learn in therapy to their

daily lives, thereby enhancing their social interactions.
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Table 2.

Summary of the twelve MBT-I modules.

Module

Topic

Summary

2

What is

mentalising

and a

mentalising

stance?

What does it

Following initial introductions to the group, the main topic of
mentalising is introduced, explained, and discussed, highlighting
its importance in understanding intentions, thoughts, beliefs, and
emotions. The session covers the dimensions of mentalising
(automatic/controlled, emotions/thoughts, self/other,
external/internal)  and introduces  the  concept  of
hypermentalising. Activities, such as interpreting scenarios, help
participants understand the difference between mentalising and
non-mentalising interpretations. The session concludes with
discussing the benefits of mentalising in various interpersonal
situations, emphasising its role in effective communication and

emotional regulation.

The focus here is on understanding problems with mentalising.

mean to have The session begins with a summary of the previous session,
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3

problems with emphasizing that everyone has mentalising abilities, which help

mentalizing?

Why do we

have

emotions and

in interpreting others. The group discusses issues such as

misunderstandings and defensiveness due to impaired

mentalising. A group activity involving a scenario two characters

is used to illustrate different levels of mentalising. Key points

about poor mentalising, such as black-and-white thinking and

lack of empathy, are highlighted. The consequences of poor

mentalising are discussed, including relationship problems and

emotional instability. The session also covers the impact of

strong emotional activation on mentalising abilites and

introduces concepts like fight/flight responses. Participants

reflect on their own emotional triggers and response thresholds.

The session ends with a discussion on how emotional intensity

can be managed and improved, setting the stage for future

sessions. Homework involves noting instances where

mentalising was undermined during the week.

Module 3 explores the role and types of emotions, building on the

previous session's discussion of mentalising difficulties. The

group facilitator starts with a brief recap of key points, such as

indicators of good and poor mentalising, challenges in reading
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4

what are the

basic types?

Mentalizing

emotions

minds, emotional regulation, and the impact of interpersonal
sensitivity. Emphasizing the day's topic, the facilitator prompts
participants to brainstorm various emotions and their importance,
distinguishing between basic and social emotions. The group
discusses how basic emotions can lead to secondary emotions,
which often complicate or overshadow initial reactions. The
facilitator underscores that understanding and embracing these
emotions enhance mentalising capabilities. The session
concludes with a group activity on personal emotional
experiences and a homework assignment to reflect on prominent

emotions during the past week.

Module 4 focuses on mentalising emotions, building on previous
discussions about the range and types of emotions. The session
begins with a review of basic and social emotions, and the
physiological nature of emotional reactions versus the conscious
awareness of these reactions as feelings. The group explores
how emotions are recognised in others and in oneself,
emphasising the role of facial expressions, body language, and

mirror neurons in empathy. Participants engage in exercises to
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The

significance

of attachment

relationships

enhance emotional awareness and discuss their personal

experiences. The session also covers emotional regulation,

particularly through others, and includes a role-playing activity to

practice consoling someone. The facilitator introduces strategies

for managing impaired emotional regulation. The session

concludes with a discussion on reducing unmentalised feelings

and a homework assignment to note successful emotional

regulation during the past week.

Module 5 delves into the significance of attachment relationships

and their impact on emotional regulation. The facilitator

introduces attachment, defined as the emotional bond between

individuals, initially formed with parents or caregivers. The group

learns about secure and insecure attachment patterns, the latter

including ambivalent/overinvolved and distancing/avoidant

types. These patterns are illustrated through a "strange situation”

test. The session emphasises that attachment strategies are not

fixed and can change over time, impacting adult relationships.

Activities include discussing hypothetical scenarios and personal

attachment patterns, encouraging participants to reflect on their
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6

Attachment

and

mentalizing

Whatis a

personality

disorder?

What is

borderline

own relationships. Homework involves noting typical behaviours

in their attachment relationships.

Module 6 explores the interplay between attachment and
mentalising. Participants initially share their homework on typical
attachment behaviours. The main topic is how a mentalising
culture, characterised by open discussions about people's
behaviours and emotions, fosters secure attachment and
mentalising abilities. The session includes discussions on family
cultures of mentalising, potential attachment conflicts, and their
impact on mentalising abilities. Activities involve reflecting on
personal attachment conflicts and difficult topics in close
relationships. Homework involves noting recent challenges in

discussing emotions in close relationships.

Module 7 delves into personality disorders with an emphasis on
BPD. The session begins with a review of the impact of growing
up in a mentalising culture and the difficulties caused by major
attachment conflicts in childhood. The group facilitator introduces

the concept of personality disorders, emphasising maladaptive
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personality

disorder?

What is

antisocial

personality

disorder?

Mentalisation-

based

treatment—

part 1

traits affecting self-image, relationships, and daily functioning.
Participants explore their own challenging and positive
personality traits. The changeability of personality disorders and
their origins in genetic and environmental influences are
discussed. The facilitator outlines various personality disorders,
focusing on BPD's criteria and its relationship with mentalising.
Criteria for BPD, adapted into everyday language, are presented
for discussion, with the facilitator ensuring a mentalising
perspective. Homework involves noting challenging personality
traits over the next week. Participants receive a leaflet

summarising aspects of BPD for further reflection.

Module 8 focuses on MBT and its aims, structure, and practice.
The group facilitator defines the aim of MBT as enhancing
mentalising abilities in close relationships, leading to emotional
robustness and better conflict management. The aims of MBT
are discussed, and how it can improve interpersonal
relationships and overall BPD symptomatology. Group activities
focus on sharing recent life events, practicing mentalising skills,

and bonding with the group and clinicians. Homework involves
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10

Mentalisation-

based

treatment—

part 2

Anxiety,

attachment,

and

mentalising

reflecting on one's feelings about joining unfamiliar groups or

social situations.

Module 9 focuses on the attachment aspect of MBT and its
challenges. The main focus is on forming therapeutic
relationships, particularly with individual and group clinicians,
and other group members. Common objections to forming these
bonds include fears of separation, failure, betrayal, and trust
issues. Participants may question the authenticity of these
relationships and express concerns about boundaries and the
lack of disclosure from clinicians. The discussion highlights the
importance of addressing interpersonal dynamics and implicit
mentalising processes in therapy. The session concludes with
homework to observe reactions to feeling let down,

misunderstood, or ignored by others during the week.

Module 10 addresses anxiety in the context of attachment and
mentalising. The group facilitator introduces anxiety as a
common symptom motivating treatment seekers, connecting it to

fear, a basic emotion, vital for survival. Group activities involve
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11

Depression,

attachment,

and

mentalising

identifying common anxiety triggers and discussing experiences

with panic attacks, agoraphobia, and social phobia. Treatment

strategies, including controlled exposure and the role of trusted

others in calming anxiety, are explored. The session emphasizes

the importance of openness about personal anxieties within the

therapeutic context, acknowledging the resistance and

hypervigilance often associated with discussing fears.

Homework focuses on reflecting on interactions with others when

feeling anxious and identifying reasons for success or failure in

seeking support.

Module 11 looks into depression within the framework of

attachment and mentalising. The group facilitator introduces

depression, highlighting its association with separation anxiety

and sadness, which stem from disruptions in attachment. Group

activities involve identifying triggers for depressive responses

and sharing experiences with depression. The session

emphasises the connection between depression and grief

reactions, discussing how early experiences of loss can

predispose individuals to depression later in life. Treatment
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strategies, including the use of antidepressants and the

importance of questioning depressive thoughts through

mentalising, are explored. The session concludes with

homework focusing on recognising and challenging depressive

thoughts.

12 Summary and Module 12 serves as a recap of the entire MBT-I course. The

conclusion initial focus is on depression's connection to separation anxiety

and the role of mentalising in sustaining or alleviating depressive

states. The group facilitator invites participants to share insights

from their homework and facilitates a discussion on any lingering

guestions or topics. Reflecting on the course's progression, the

facilitator guides the group through key themes and exercises

from each session. As the session draws to a close, participants

are encouraged to express their feelings about the group's end,

followed by feedback.

Note. The module structure presented on this table follows the structure outlines in Bateman

and Fonagy (2016).
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Research has indicated that group psychotherapy can pose challenges for
individuals with BPD, given their interpersonal difficulties and potential activation of
attachment anxieties in group settings (Bateman, Fonagy & Allen, 2009). However,
evidence suggests that psychoeducation in group settings can be valuable for patients
with BPD in managing their anxiety and may contribute to reducing drop-out rates
(Bradley-Scott, 2017; Kvarstein et al., 2015). It seems plausible that MBT-I could serve
as a fundamental tool for patients' socialisation to MBT, enhancing their engagement
with the therapeutic process and preparing them for further therapy, which could
subsequently reduce drop-out rates and improve overall therapeutic outcomes.

A conceptual understanding of the above findings indicates that
psychoeducational groups may alleviate some of the patients’ attachment-related and
interpersonal anxiety by providing an informative and structured environment that
enhances their understanding of their condition. This educational foundation can foster
improvements in interpersonal interactions within the group and emotional regulation.
Consequently, MBT-I could serve as a pivotal tool in preparing patients for more
intensive treatment by promoting their engagement with the therapeutic process and
facilitating their socialisation to MBT. The introductory phase likely decreases drop-
out rates by acclimating patients to the therapeutic environment, thereby improving

therapeutic outcomes. Therefore, MBT-I might not only deliver benefits related to
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engagement and symptom management but also lay the groundwork for more

sustained and profound therapeutic progress.

5.2 Preliminary MBT-I research

A study by Bradley-Scott (2017) used Interpretative Phenomenological

Analysis (IPA) to explore the lived experiences of MBT-I groups among individuals

with BPD. Following a series of 10-12 weekly sessions, eight patients receiving care

in NHS secondary care settings were interviewed to gather insights into their group

experience. The three key themes that emerged related to participants’ efforts to

navigate complex group dynamics, the fear and power of enhanced self-reflection, and

strategies for customising personal knowledge. Participants reported that the group

positively impacted their understanding of others, sense of self, and tendency towards

impulsivity, notably in interpersonal interactions. Additionally, findings highlighted that

having a structure and shared purpose within the MBT-I group helped participants

manage their anxiety, evoked a sense of secure functioning, and facilitated

engagement. A possible limitation of the study was the potential for bias stemming

from participants feeling compelled to report positive experiences during the MBT-I

group in the hope of accessing further individual or MBT group therapy. The author

suggested that future research should evaluate different treatment components, such
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as group, individual, and psychoeducation elements, to improve understanding of their

roles in MBT-1 and subsequently maximise the effectiveness of this intervention.

Ditlefsen and colleagues (2021) investigated the experiences of MBT-I for

patients with BPD by analysing data from 12 patients who attended 13 sessions of

MBT-I, using IPA. Therapists applied a range of psychoeducational methods used in

MBT-I, including teaching, self-reflection, role-plays, and open reflection with others in

the group. The main findings indicated that MBT-I contributed significantly to a sense

of optimism among BPD patients. Despite the sometimes-demanding nature of group

attendance, participants found the psychoeducational content in MBT-I helpful for the

therapeutic process. They reported positive experiences in four themes: the group

format, learning new skills or "tools," preparation for longer-term therapy, and the

challenges they faced. The group format helped participants with interpersonal

learning and reduced feelings of shame, which can be critical for patients with

difficulties around impaired interpersonal connections and attachment patterns.

Participants valued acquiring new knowledge and the practical application of new skills

outside therapy sessions. Moreover, the psychoeducational content enhanced the

trust participants had in therapists and the therapy process. This trust is fundamental

for developing a therapeutic relationship that could facilitate engagement throughout

MBT-I and later components of MBT, such as MBT-Group or individual MBT, while

building further mentalising skills.
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Clinically, these findings are significant because they suggest that MBT-I can
enhance patient engagement and expectations for subsequent therapy, possibly
improving overall treatment outcomes. This aligns with Kvarstein et al. (2015), who
highlighted that MBT-I could contribute to the lower drop-out rates observed in MBT
for BPD patients. This is particularly essential for BPD patients, who frequently report
higher drop-out rates and less successful treatments (Arntz et al., 2023; Busmann et
al., 2019; de Freixo Ferreira et al., 2023).

The study by Ditlefsen and colleagues (2021) is important and original;
however, it had methodological limitations. The qualitative design does not allow for
generalisation of the findings or strong conclusions about the effectiveness of MBT-I.
Consequently, despite the positive results related to the group experience,
psychoeducation, symptom reduction, and engagement improvement, it is not
possible to conclude that this will be the experience of all future patients participating
in an MBT-I intervention due to the study's design. Additionally, the sample was limited
in gender diversity and age, and voluntary participation may have introduced a bias
towards more positive experiences. The researchers were also open about their
allegiance to the MBT model, which might have influenced the study design and
interpretation of results, despite efforts to ensure reflexivity and transparency.

Overall, while the study demonstrated that tailored psychoeducation in the form

of MBT-I can be a powerful and beneficial component of therapy for BPD patients, it
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also highlighted the need for further research to explore the broader applicability and

long-term impact of MBT-I. These findings underscore the value of integrating patient

experiences in the development and qualitative assessment of therapeutic

interventions, offering important insights that could help improve treatment strategies

for BPD.

5.3 MBT-I in adolescents

Griffiths and colleagues (2019) conducted a single-blind feasibility and

acceptability RCT of an MBT-I intervention for adolescents (MBT-Ai). The study aimed

to investigate the adaptation of MBT-I for adolescents, examining consent rates,

attrition and attendance, and self-harm. Fifty-three adolescents were assigned to

MBT-Ai + TAU or just TAU. Despite the study demonstrating reductions in self-

reported self-harm, hospital use, and significant improvements in social anxiety,

emotional regulation, and BPD symptoms, these improvements were observed in both

the MBT-Ai +TAU group and the TAU-only group. No significant differences between

the treatment and control groups were detected, suggesting that while MBT-Ai was

acceptable and feasible, the lack of a difference could be due to the limited power

(small sample) of the RCT to detect small effects or an absence of superiority of MBT-

Ai over TAU in this setting. Therefore, while the study indicates the potential of MBT-

Ai, further research with larger sample is necessary to support this claim.
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In summary, the research on MBT-I so far shows its potential in addressing
the complex needs of individuals with BPD. Components of MBT-I have been shown
to improve engagement, enhance understanding, and reduce attachment-related
anxiety, thereby decreasing drop-out rates and promoting better therapeutic
outcomes. Studies highlight the positive impact of MBT-I on patients' interpersonal
interactions, emotional regulation, and self-reflection (Bradley-Scott, 2017; Ditlefsen
et al., 2021). Griffiths et al. (2019) adapted MBT-I for adolescents (MBT-Ai) and
showed potentially promising outcomes; however, no significant differences were
observed between MBT-Ai and TAU groups. This suggests that further research is

necessary to confirm MBT-Ai's benefits.

5.4 Clinical implications

The clinical implications of MBT-l1 are significant, warranting further
investigation and application as both a preparatory and possibly a standalone
intervention. MBT-I serves as a critical foundational stage in MBT, enhancing patients'
understanding and engagement with the therapeutic process by providing
comprehensive psychoeducation about mentalising and BPD. MBT-I aims to improve
patients' mentalising abilities, boost motivation, and refine diagnostic assessments,

leading to more effective long-term therapy outcomes.
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Preliminary research indicates that MBT-I may foster a supportive and

interactive group dynamic and also reduce anxiety, which are crucial factors in the

treatment of BPD patients who often struggle with interpersonal difficulties and

attachment anxieties in group settings. Preliminary research suggests that MBT-I may

help reduce drop-out rates. A study by Kvarstein at al. (2015) provides initial support,

showing that patients with BPD in MBT had lower drop-out rates (5%) during the first

six months compared to psychodynamic treatment, which had a higher drop-out rate

(42%). The early phase of MBT, which is MBT-I, typically lasts the first 2-3 months and

may contribute to this result. Furthermore, the positive experiences reported by

participants, such as improved self-reflection and interpersonal understanding,

suggest that MBT-I could enhance therapeutic engagement and efficacy.

Despite some methodological limitations in existing studies, the potential

benefits of MBT-I, including its adaptability for adolescents, underscore the need for

more extensive research to confirm its effectiveness and optimise its implementation

in diverse clinical settings. MBT-I's structured approach and focus on psychoeducation

can provide patients with a clearer understanding of their condition, leading to better

management of symptoms and a stronger therapeutic alliance.

Moreover, integrating MBT-I into treatment plans may help reduce healthcare

utilisation by preparing patients for more intensive therapy, thus potentially lowering

costs associated with emergency visits and hospitalisations. Given the preliminary
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evidence that suggest its potential efficacy, MBT-I holds promise for improving the
overall treatment outcomes for BPD patients, making it a valuable component of

therapeutic interventions.

6. Limitations of the evidence base & future directions for MBT-I

6.1 Limited evidence base

First and foremost, there is a significant shortage of studies examining MBT-I
for people with BPD. MBT-I has been included in numerous studies and trials, always
as an addition to standard group or individual MBT. However, to the best of our
knowledge, only one study has administered post-MBT-I measures to explore the
efficacy of MBT-I alone (Griffiths et al., 2019). Similarly, only two studies have explored
the experiences of people attending MBT-I (Bradley-Scott, 2017; Ditlefsen et al.,
2021), which has provided some valuable insights but not enough. This complicates
the evaluation of MBT-I and its efficacy as a standalone intervention. Additionally,
guestions about what people like about MBT-I groups, which components they find
most beneficial, and which they find least beneficial remain largely unanswered. Given
the initial positive research findings regarding the benefits of MBT-I, the lack of
research attention on this intervention seems to be a significant omission and one

worth studying further.

52



6.2 Inconsistencies in MBT-I delivery in research settings

MBT-I appears to be studied and delivered with significant variability within

research settings. Researchers often reduce MBT-| sessions to as few as six sessions,

frequently without providing a specific clinical or research-based justification for such

reductions. These adjustments may be linked to feasibility and cost reduction issues.

However, this lack of standardisation in delivery methods highlights the need for more

consistent and systematic research approaches. Following a standardised protocol for

MBT-I (Karterud & Bateman, 2011; Bateman & Fonagy, 2016) seems essential to

ensure uniform delivery. This would allow for more reliable comparisons across

studies and a valid assessment of the efficacy of this protocol-based intervention.

6.3 Variable severity of BPD and the role of MBT-I

Another significant point is the highly variable clinical manifestation of BPD

(Choi-Kain et al., 2016); not all patients present with severe, chronic difficulties

demanding extended periods of high-intensity treatments. This aligns with the

relatively new diagnostic approach in the International Classification of Diseases,

which interprets personality disorders on a spectrum of severity ranging from mild to

severe difficulties (ICD-11; WHO, 2018). Consequently, some propose adopting a

public health approach that offers various interventions with different intensities,

similar to a "stepped care" model. Therefore, tailored interventions that incorporate
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new evidence-based information seem essential to improve outcomes for patients who
do not respond to current established interventions. In this context, it seems logical to
consider whether psychoeducation alone, such as MBT-I, could be sufficient as a
standalone intervention for people with mild BPD symptoms or those who have had
extensive treatments, have recovered, and need a top-up treatment to remain in
remission. This represents an important next step for research to explore the

performance of MBT-I in such contexts.

6.4 Lack of established psychoeducational intervention for BPD and MBT-I

The key treatment approaches for BPD vary in their psychological models of
what drives the condition's difficulties. For example, impaired mentalisation (Fonagy &
Bateman, 2008), emotional dysregulation (Linehan, 1993), excessive aggression
(Kernberg, 1985), and interpersonal hypersensitivity (Gunderson & Lyons-Ruth, 2008)
have all been primary focuses of different therapeutic approaches. This variability
reflects evidence suggesting that psychological, relational, and psychosocial
treatment approaches can all be beneficial in treating BPD symptoms (Choi-Kain et
al., 2017). The body of literature on treatment approaches in BPD is vast and extends
beyond the scope of the present review. However, it is worth noting that current
available treatments often require extensive training for therapists and can be

expensive and lengthy (Meuldijk et al., 2017).
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These limitations have led to the development of brief interventions for BPD. A
recent systematic review identified 27 RCTs of brief interventions for BPD, lasting six
months or less. The authors reported indications of benefit in the improvement of BPD
symptoms and social functioning (Spong et al., 2021). However, there was high
heterogeneity in the pooled data, higher levels of bias in terms of reporting and
attrition, post-intervention results were deemed unreliable, and long-term outcomes of
the interventions were not reported (Spong et al., 2021). Thus, while there are
indications that short-term interventions for BPD can be effective, more robust
research is needed to establish their effectiveness, the magnitude of their effect, and

their long-term sustainability.

Given the lack of established short-term interventions for BPD and the initial
positive indications about the efficacy of MBT-I, future research should focus on the
potential of MBT-I as a beneficial short-term intervention for some people living with

BPD.

7. The unmet needs of people with BPD & future directions for MBT-I
7.1 Unmet needs in different age groups.

The current body of research on BPD is insufficiently comprehensive for
different age populations, with the vast majority focusing on working-age adults. While

some progress has been made in understanding BPD among adolescents, much
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remains unknown about how early interventions could effectively support adolescent
patients and whether this support would have long-term effects in addressing the
emergence of symptoms early on (Chanen & Nicol, 2021). This gap may be linked to
the complexities of diagnosing adolescents with a personality disorder and the
associated stigma for that age group (Well, Kerr, & Sharp, 2021). Nevertheless, some
studies suggest that early intervention could potentially mitigate the severity of BPD
symptoms and improve long-term outcomes (Allison et al., 2022; Chanen et al., 2022).
More research is needed to understand which types of interventions best support
adolescents with BPD symptoms, whether psychotherapeutically or through other

means.

BPD symptomatology does not disappear as patients age; yet evidence-based
support is scarce and difficult to access for older adults (Hutsebaut et al., 2019; Videler
et al., 2019). It is common practice to provide support for individuals with personality
disorders through non-specialist services (Dale et al., 2017). For example, older adults
with BPD, particularly those supported in outpatient community mental health teams
(OP CMHTSs), often receive generic support provided to all other patients accessing
community services. This can pose challenges, as the complex needs associated with
BPD may not be directly addressed under the care of generic services due to a lack

of resources and expertise. Furthermore, this population might be particularly
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vulnerable due to potential comorbidities and the stigma associated with both ageing

and mental health conditions (Lavingia, Jones, & Asghar-Ali, 2020).

Further insight and research are needed to explore how to tailor interventions
to meet the specific needs of adults in later life, considering any differences in how
BPD presents in older age, possible physical abilities, and accessibility to treatment
facilities. Questions about the feasibility of attending group and individual sessions,
considering factors like transportation and physical mobility, are crucial for designing

inclusive, equitable, and effective treatment programmes for this population.

7.2 The Intersection of identities, culture, and psychological distress.

Understanding the specific needs in different cultural contexts is crucial for
improving current BPD interventions and making them culturally sensitive, thus better
meeting the idiosyncratic needs of communities served in the NHS. Campbell and
Allison (2022) highlighted the relationship between mentalising, epistemic trust, and
social systems, emphasising the impact that social inequalities have on these factors
and psychological distress. They argue that optimal therapeutic outcomes can hardly
be achieved without first considering the wider social environment and its impact on

individuals.
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For example, LGBTQIA+ individuals belong to a community with a unigue yet
highly variable culture (Liddle et al., 2007), where the social context might directly
contribute to their mental health difficulties. Without considering social context and
culture, these unique difficulties might be overlooked or misunderstood. Specifically, it
is important to consider the overlap between BPD symptoms and those resulting from
chronic societal abuse in the form of discrimination, homophobia, or transphobia.
Recognising this overlap is essential for informing culturally sensitive formulations,
irrespective of the therapeutic modality (Ackerman, 2023; Cardona et al., 2022).

As MBT literature moves towards discussions about the role of culture in mental
health distress (Campbell & Allison, 2022; Fonagy & Allison, 2023), it is essential to
consider how cultural adaptations can be introduced into MBT formulations and
interventions to better meet the unique needs of culturally distinct communities.

The unmet needs of BPD patients highlight significant gaps in research and
practice. Initial discussions around these unmet needs are beginning to emerge in
research (Kantor et al., 2022; Paris, 2020), and addressing these gaps requires a
commitment to studying diverse populations while considering the intersectionality of
identities and the impact of culture on formulation and treatment. Advancing research
in these areas might lead to the development of more effective, inclusive, and

compassionate approaches to support people living with BPD. It will be important to
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study and understand how MBT-I performs across different contexts and cultures to

tailor it to the diverse populations served by NHS services.

8. Final Conclusions

BPD is a complex mental health condition with a profound impact on individuals

and healthcare systems. Advancements in understanding BPD through the lenses of

mentalisation and epistemic trust have significantly enhanced therapeutic approaches,

notably with MBT. MBT has demonstrated efficacy in reducing BPD symptoms and

improving patient outcomes, and its initial stage, MBT-I, shows promise in preparing

patients for the main treatment, potentially reducing drop-out rates, and enhancing

overall therapy outcomes.

However, the evidence for MBT-I as a standalone intervention is still preliminary

and limited. While initial studies indicate positive effects on patient engagement and

symptom reduction, comprehensive clinical trials and meta-analyses are needed to

robustly establish its efficacy. Generic group psychoeducation programmes for BPD

lack strong evidence and exhibit high variability, underscoring the need for more

targeted and effective interventions like MBT-I.

Clinically, it is imperative to address the limitations in research evidence and

the unique unmet needs of BPD patients more effectively. This includes exploring and

validating the benefits of MBT-I. Future research should focus on elucidating the

specific mechanisms through which MBT-I operates, its long-term impacts, and patient
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experiences to optimise its implementation and improve clinical outcomes for
individuals with BPD. By addressing these areas, the therapeutic community can
better support those living with BPD and enhance the overall effectiveness of

treatment strategies.
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Abstract

Borderline Personality Disorder (BPD) is a complex mental health condition that often leads
to significant functional impairment and substantial public health implications. Previous
research on Mentalization Based Therapy (MBT) has examined individuals' experiences of
treatment within MBT groups for BPD. However, the psychoeducational component of MBT
has not been systematically studied. This study aims to enhance our understanding of the
experiences of individuals diagnosed with BPD in Mentalization Based Treatment Introductory
(MBT-I) psychoeducational groups. It utilises qualitative semi-structured interviews to evaluate
five MBT-I groups within the NHS. Fourteen participants were interviewed after completing the
10-week psychoeducation group to explore their experiences, identify perceived benefits and
functional changes, and highlight less beneficial aspects of the groups. Reflexive thematic
analysis was used to analyse the data, resulting in six themes and twelve subthemes.

Conclusion: The MBT-I groups were perceived as predominantly beneficial, with significant
improvements noted in mentalizing abilities, emotional regulation, and interpersonal
functioning. However, a few participants reported that complex group dynamics led to
uncomfortable feelings and nervousness about attending. Some participants also highlighted

the need for additional support from group facilitators.

Keywords: Borderline personality disorder, psychoeducation, mentalization-based therapy
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Impact statement

This study explores the experiences of patients with BPD participating in MBT-
psychoeducation groups. By examining both the beneficial aspects and challenges of
MBT-I, this research provides valuable insights with potential implications for clinical
practice, policy enhancement, and the broader understanding of BPD treatment. The
findings highlight the benefits of MBT-I in enhancing mentalization skills, emotional
regulation, and interpersonal relationships among BPD patients. Clinicians can use
these insights to improve therapeutic interventions for BPD, emphasising techniques
such as breathing exercises, grounding while remaining curious, and MBT-
psychoeducation. The improvements in emotional regulation and interpersonal
interactions suggest that incorporating mentalization techniques into standard

therapeutic practice and psychoeducation groups for BPD could be highly beneficial.

The study also underscores the critical role of facilitators in creating a safe,
empathetic, and supportive therapeutic environment, which can enhance patient
engagement and therapeutic outcomes. Addressing participants’ concerns regarding
the perceived lack of additional support and containment from facilitators could
improve their experience and therapeutic outcomes. The study's emphasis on the

need for additional support between sessions and after the intervention highlights
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areas for policy enhancement, such as the provision of continuous care and support

structured for patients.

Additionally, the research contributes to the educational domain by providing

an understanding of the mechanisms through which MBT-I facilitates change in BPD

patients. This can inform the training and development of mental health professionals,

ensuring they are equipped with the necessary skills and knowledge to effectively

facilitate MBT-I groups.

In conclusion, the study’s findings suggest potential implications for clinical

practice, policy enhancement and education in BPD treatment. However, further

research is necessary before recommending MBT-| as a standalone treatment. By

improving MBT-I interventions and addressing the identified challenges, it is possible

to enhance the quality of treatment for individuals with BPD, improving their

engagement in treatment and overall experience within therapy.
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1. Introduction

1.1 BPD and Mentalizing

BPD is a prevalent chronic psychiatric condition affecting approximately 0.7%
to 2.7% of the adult population, significantly impacting their functioning and wellbeing
(Winsper et al., 2020; Paris, 2009). It is characterised by intense emotions, impulsivity,
poor self-image, and unstable interpersonal relationships, along with comorbid, self-
harm, and suicidal behaviours (DSM-5; APA, 2013). BPD is associated with frequent
utilisation of healthcare services and has been described as a public issue (Alvarez-
Tomas et al., 2024; Bender et al., 2001). The severity of this public health issue is
linked to considerable functional impairment, increased self-harm, and suicidal
attempts in patients with BPD (Leichsenring et al., 2023; Leichsenring et al., 2011;
Skodol et al., 2002).

Understanding the interpersonal difficulties of individuals with BPD through a
relational lens can enhance the current etiological conceptualisation of the condition.
Individuals with BPD often exhibit heightened sensitivity to social rejection and
exclusion, past and present unstable relationships involving unresolved conflict related
to separation, and difficulty in developing trust in others (Lazarus et al., 2014; Lis &
Bohus, 2013). These challenges may stem from impaired mentalising ability and a lack

of epistemic trust (ET; Leichsenring et al., 2024). Mentalizing and ET are central to the
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psychodynamically informed MBT, providing a unique framework for understanding

BPD and facilitating a more structured treatment approach (Bateman & Fonagy, 2009).

Mentalizing is a complex social cognitive process through which we understand
and attribute mental states to the actions and behaviours of ourselves and others
(Bateman & Fonagy, 2006). This ability, rooted in early development and relationships
with trusted individuals, aids in understanding behaviours (Allen, Fonagy & Bateman,
2008; Fonagy et al., 2018; Fonagy & Luyten, 2009). According to this developmental
psychopathology model, adverse childhood experiences and complex trauma in early
life are systematically linked to impaired mentalising ability (Luyten, Campbell, &
Fonagy, 2020; Luyten & Fonagy, 2019). In BPD, impaired mentalizing results in affect
dysregulation, interpersonal disturbances, and impulsivity (Euler et al., 2021; Bateman
& Fonagy, 2010). Therefore, enhancing mentalizing could be a fundamental strategy

in alleviating BPD symptoms.

The mentalisation model has not only contributed to a more comprehensive
understanding of BPD but also provided a clear and defined treatment target:
improving mentalisation ability. However, to fully understand mentalizing, it is important

to clarify the role of epistemic trust (ET) in enabling or disabling mentalizing.
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1.2 BPD and Epistemic Trust

Epistemic trust (ET) refers to the trust in the reliability of information sources
(Wilson & Sperber, 2012). ET involves accurately recognising trustworthy information
sources while balancing this with scepticism to protect from misinformation (Mascaro
& Sperber, 2009). This stance, known as epistemic vigilance, plays a crucial role in
the discrimination of credible information. However, it is also important for this
protective caution to be temporarily suspended to allow for the assimilation of new
information and the development of ET (Fonagy & Alison, 2014). Secure attachment
fosters a balanced epistemic stance, enabling strong adaptive ET while resisting
misinformation when appropriate (Campbell et al., 2021). Epistemic stance is closely
linked to the quality of social functioning, influencing how individuals with BPD engage

with interpersonal communications and social learning (Knapen et al., 2020).

Considering ET in BPD interventions is crucial, as patients with distrust and
disturbed attachment patterns may struggle to be open to social learning in therapy.
When ET is lacking or absent, the potential for new learning and subsequent change
becomes significantly impaired (Fonagy, Luyten, & Allison, 2015). In MBT, creating
collaborative therapeutic processes, such as we-mode experiences, is vital for

restoring ET and enabling social learning. The we-mode represents a collaborative
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and integrative process within the therapeutic relationship, crucial for reappraisal and
mentalising. This relational process emphasises joint attention and co-mentalising,

essential for generating mutual understanding and reappraising experiences.

We-mode experiences help patients to feel understood and regulate emotions,
facilitating knowledge transfer (Fonagy et al., 2022). Additionally, mutual validation and
shared mental states within the therapeutic relationship enhance patients’ ability to
trust and learn from the therapist, promoting social adaptation and reducing epistemic
isolation (Fisher et al., 2022). These processes support the restoration of ET, allowing
patients to extend renewed trust to relationships outside therapy and build resilience

(Knapen et al., 2020).

1.3 Mentalization-Based Treatment

MBT is a structured manualised psychotherapy for BPD that integrates
attachment theory and cognitive theory within a psychodynamic framework (Bateman
& Fonagy, 2010). Its primary aim is to restore mentalizing when it is lost (Bateman &
Fonagy, 2019). MBT consists of three distinct phases: a group psychoeducation
phase, a treatment phase, and an ending phase (Leichsenring et al., 2024). Although

BPD was initially considered difficult to treat (Gunderson, 2009), evidence indicates
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that MBT is an effective intervention for improving BPD symptoms (Storebg et al.,

2020; Vogt & Norman, 2019; Volkert, Hauschild, & Taubner, 2019).

1.4 MBT-l GROUPS

The MBT-psychoeducation programme, known as MBT-Introductory (MBT-I), is
the initial stage of MBT, following the assessment phase and preceding the primary
treatment. MBT-I aims to ensure that patients start treatment with a clear
understanding of its focus, expectations, and potential benefits (Bateman & Fonagy,
2016). Initially, MBT-1 was based on the MBT manual by Karterud and Bateman (2011)
and was later adapted into a 10—12-week manualised programme by Bateman and
Fonagy (2016). Each group session, involving up to ten patients and lasting about 1.5
hours, includes reviewing previous content, discussing homework, introducing new
topics, encouraging personalised reflections, and ending with tasks for the next
session. In MBT-I, therapists are encouraged to continually adapt to patients’ needs,
reinforcing the three communication systems to ensure the development of a

therapeutic alliance and good treatment outcomes.

The three communication systems were introduced by Bateman et al. (2018) to
understand and conceptualise effective psychotherapy in BPD and other

psychopathologies. These systems are essential across interventions and describe
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the mechanisms through which therapeutic interventions activate, maintain, and foster

mentalizing and social learning, ultimately developing epistemic trust and improving

patients’ social functioning. These systems facilitate self-discovery within the context

of relationships with others, remaining central to MBT and other manualised

treatments that address the improvement of epistemic stance and learning.

Communication system 1: Teaching and learning content

The first communication system involves the learning and teaching of content.

This entails the therapist conveying a model that helps the patient understand their

mind in a way that feels relevant to them, providing a sense of being understood and

recognised. This therapeutic model requires the therapist’'s ability to mentalize and

communicate it in a manner that resonates with the patient, creating an epistemic

match. The therapist’s ability to mentalize the patient is a crucial aspect of this system.

This communication system is vital during the initial phase of MBT, particularly during

the psychoeducation phase, which takes place in group settings. The group setting

offers patients the opportunity to rethink themselves, view themselves from a different

perspective, and build curiosity about social interactions. Therefore, the capacity of

the therapist to introduce mentalizing to patients in a way that feels relevant to them

and their perceptions of themselves, and others is fundamental to their engagement

in treatment.
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Communication system 2: Re-emergence of mentalising

This system occurs when patients regain their openness to social
communication in situations previously “blocked” by epistemic disruption. This process
is fostered by the therapist's curious and open stance. The re-emergence of
mentalization creates a positive feedback loop, where patients' curiosity and interest
in social learning and mental states reinforce each other, thereby enhancing their
capacity to mentalise. As patients' interest in the clinician’s mind and use of feelings

and thoughts increases, their capacity to mentalise is strengthened.

Communication system 3: Applying social learning in the wider environment

When patients are mentalised by the therapist, their capacity to learn is
reactivated, releasing them from potential social isolation and improving their
relationships outside therapy. This system underscores the importance of patients’
ability to understand mental states and learn socially, enhancing their functioning by
enabling different interactions with their environment. In MBT-I, this system is crucial
for patients to apply what they learn in therapy to their daily lives, thereby enhancing
their social interactions.

Research indicates that MBT-I could address some of the complex needs of

individuals with BPD. Components of MBT-l have been shown to improve
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engagement, enhance understanding, and reduce attachment-related anxiety, thereby

decreasing drop-out rates and promoting better therapeutic outcomes (Bradley-Scott,

2017; Kvarstein et al., 2014). Studies highlight the positive impact of MBT-I| on patients’

interpersonal interactions, emotional regulation, and self-reflection (Bradley-Scott,

2017; Ditlefsen et al., 2021). Clinically, these findings are significant because they

suggest that MBT-I can enhance patient engagement and expectations for subsequent

therapy, possibly improving overall treatment outcomes. This aligns with Kvarstein et

al. (2015), who highlighted that MBT-I could contribute to the lower drop-out rates

observed in MBT for BPD patients. This is particularly essential for BPD patients, who

frequently report higher drop-out rates and less successful treatment outcomes (Arntz

etal., 2023; Busmann et al., 2019; de Freixo Ferreira et al., 2023). Further preliminary

evidence of the benefits of MBT-I, particularly in decreasing self-harm, is seen through

Griffiths et al.'s (2019) adaptation for adolescents, reporting mentalization as a

predictor of change. However, MBT-I, its independent benefits, and its impact on

patients with BPD has not been systematically researched. More specifically, there

has been some initial research on the benefits of MBT-I, however the evidence base

is limited, and no previous reports have indicated what specific aspects of MBT-I do

patients find most and least beneficial.

92



1.5 Current study

This study aims to address a critical gap in research by deepening our
understanding of the lived experiences of individuals diagnosed with BPD who have
participated in MBT-I groups. The novelty of this study lies in its exploration of specific
aspects of MBT-I interventions that benefit BPD patients, while also considering the
role of ET and therapeutic alliance within the therapy process.

Given the complexity and public implications of BPD, the unmet needs of BPD,
the high drop-out rates and the need for increased engagement (Kantor et al., 2022;
Paris, 2020), understanding the specific benefits and challenges of MBT-I is crucial for
informing treatment strategies that better support BPD patients. This study is
particularly significant given the tension between the necessity of preparatory
interventions like MBT-lI and the often impersonal and untherapeutic nature of
psychoeducation groups as experienced by patients.

By focusing on the initial phase of MBT and incorporating the voices of patients
regarding their experiences and the challenges, the present study aims to elucidate
the needs of BPD patients and provide insights into patients experience of the process.
By exploring what were the most beneficial aspects of MBT-I, what were less helpful
aspects, and what changes has been achieved following participation in an MBT-I
group, it seems that the present study could potentially enhance the current
understanding of MBT-I and ultimately contribute to the improvement of MBT-I to a
more effective and personalised intervention, with fewer drop-out and better

therapeutic outcomes.
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Research Questions

a) What specific aspects of MBT-I have been perceived as beneficial by the

participants?

b) What challenging or less helpful aspects were associated with MBT-1?

c) What changes have been achieved through MBT-1?

2. Methods

2.1 Ethics

This study received ethical approval from the Wales Research Ethics Committee in

March 2023 (Appendix B). The approval pertained to amendments to a larger joint

study (Appendix A). All prospective participants were provided with a written

information sheet (Appendix D) and offered a phone call to address any questions

prior to agreeing to participate. A written consent form was signed and obtained from

all participants before their participation (Appendix F).

2.2 Quality Assurance

This study adhered to the Consolidated Criteria for Reporting Qualitative Research

(Tong, Sainsbury & Craig, 2007, see Appendix K). Specifically, the following

procedures were implemented:
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a) A reflexive approach was employed to mitigate bias, involving regular self-

evaluation of personal biases and consideration of alternative interpretations.

b) Transparency was ensured by openly presenting the research stages and

personal perspectives, allowing readers to assess the transferability of findings.

c) A collaborative approach was adopted to prevent any single perspective from

unduly influencing the study.

d) The analytical process involved implementation by two researchers and two
experienced supervisors, followed by checks for convergence. Different
avenues of grouping coding into themes and subthemes were discussed in
supervision. The two researchers read and coded extracts of a transcript, which
were subsequently discussed and compared to identify and reflect on

differences in understanding.

2.3 Recruitment

This study is part of an ongoing larger cross-sectional study investigating social

exchanges in BPD and antisocial personality disorder (ASPD), initiated in July 2012.
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Recruitment was carried out across six NHS Trusts in London. The research team

directly contacted these NHS Trusts and invited them to participate. Patients

scheduled to attend the MBT-I groups within these trusts between April 2023 and April

2024 were invited by group facilitators to participate in the study prior to the

commencement of the MBT-lI sessions. Patients who expressed interest in

participation were subsequently contacted by researchers and provided with verbal

and written information explaining the research objectives and the process of

participating.

Upon obtaining the consent form and scheduling a meeting according to their

availability, participants were provided with a Microsoft Teams link to add to their

calendars. The interviews were conducted within one week following the completion

of the MBT-I. Each interview commenced with an introduction outlining the role of the

researcher, emphasising confidentiality, and clarifying that the participants’ responses

would not be shared with their treatment team in an identifiable manner. Participants

were also provided with the opportunity to ask questions.

2.4 Participants

Fifteen participants (2 males, 12 females) were interviewed upon completion of

the MBT-I group (Table 1). Fourteen of these interviews were successfully recorded

and included in this study. To acknowledge their contribution, a £10 compensation was
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offered upon completing the interview. Inclusion criteria encompassed individuals
diagnosed with BPD who had completed the MBT-I group and were willing and able
to attend the interview. Exclusion criteria included individuals with a history of, or
current trauma or neurological disorders, including head injury, epilepsy, and loss of
consciousness. Additionally, exclusion criteria included those who lacked proficiency
in English, had a learning disability requiring medical treatment or specialist

educational support, or did not possess a formal BPD diagnosis.
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Table 1

Participants’ demographic information

Pseudonym Gender Age Ethnicity Employment
Black British —
1 Kelly Female 31 Student
Caribbean
Mixed White —
2 Angie Female 31 Full-time
Black African
3 Jane Female 26 White British Full-time
Mixed White -
4 Susie Female 20 Part-time
Black Caribbean
5 Cathy Female 27 White British Unemployed
6 Beth Female 41 White British Full-time
7 Amy Female 60 White British Unemployed
8 Kristy Female 36 White British Full-time
9 Betty Female 23 White British Full-time
White — Any
10 Maria Female 35 other Unemployed
background
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Black British —

11 Elena Female 24 Unemployed
African
White — Any
12 Clara Non-binary/Other 24 other Employed
background
13 Andrew Male 46 White British Full-time
14 George Male 24 White British Unemployed

Note. All real names that could identify participants have been anonymised and changed
to pseudonyms. Employment status has been indicated because several participants

have indicated that their employment has affected their ability to attend the intervention.

2.5 MBT-l intervention

The MBT Introductory group (MBT-I) is a psychoeducational programme offered as the
pivotal first stage of MBT, occurring after the assessment stage and preceding the
primary treatment phase. MBT-l is a highly structured manualised programme developed
by Bateman and Fonagy (2016), organised as a 10 to 12-week group psychoeducation
programme for up to ten patients, with each session lasting approximately 1.5 hours

(Appendix C).
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2.6 Design

The development of semi-structured interviews followed a five-phase
framework as outlined by Kallio et al. (2016). Adherence to these five phases aimed

to ensure trustworthiness and rigorous data collection for this study:

1. Determining the prerequisites for employing semi-structured interviews: This initial

phase involved identifying areas within MBT-| that needed further research based on

previous studies (Turner, 2010).

2. Gathering _and applying previous knowledge: In this preparatory phase, a

comprehensive review of the literature was undertaken to understand the research
context. Such in-depth familiarisation is crucial for developing effective interview

questions (Rabionet, 2011).

3. Developing the preliminary interview protocol: Based on insights from Cridland et

al. (2015), a series of preliminary questions were formulated. These questions were
designed to direct the dialogue towards the core research questions. The interview
protocol allowed for the reordering of questions and enabled smooth transitions

between questions (Astedt-Kurki & Heikkinen, 1994). The interview protocol included
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primary themes addressing the main research topic, complemented by follow-up

questions to clarify these themes further (Turner, 2010).

4. Conducting a pilot test of the protocol: This phase involved the empirical testing of

the interview protocol to refine and validate its effectiveness. The details of the pilot

testing process are elaborated below.

5. Presenting the finalised semi-structured interview protocol in supervision: This final

phase involved reviewing and reflecting on the pilot test outcomes during supervision.

Subsequent revisions were made to finalise the protocol.

2.7 Pilot

Testing the interview protocol was a crucial step in refining the questions to
enhance their clarity and relevance. This iterative process was conducted in three

stages, as proposed by Barriball & While (1994):

1. Initial Evaluation: The research team evaluated the interview protocol, focusing on

identifying ambiguities in the questions.

2. External Review: An external specialist reviewed the interview protocol, providing

valuable suggestions for improving the content of the questions.
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3. Pilot Testing: The revised interview protocol was pilot tested with study participants.

This practical testing phase aimed to assess the questions' effectiveness in eliciting

meaningful and comprehensive responses and to obtain direct feedback from patients.

Two pilot interviews were conducted to evaluate the semi-structured interview

protocol. The feedback from one participant, Tash, was illustrative: “I think that was

pretty much everything | actually like, yeah, | wouldn't have been able to speak about

all of that without the questions. So that was a useful guideline.” This feedback

indicated the efficacy of the protocol in facilitating comprehensive discussions.

Subsequently, the interview protocol (Appendix G) was discussed and amended

during supervision sessions held between the pilot interviews and the commencement

of the primary research interviews. To ensure methodological rigour, feedback on the

interview protocol was provided by three supervisors.

2.8 Data Collection

The interviews were conducted by one interviewer (author) over a 14-month

period. Semi-structured, in-depth interviews were conducted to explore the

experiences of patients with MBT-I. All 14 interviews were remotely conducted by the

researcher NZ via Microsoft Teams, ranging from 45 to 70 minutes. To accommodate

participants' potential discomfort with video recording, only audio recordings were
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utilised. All interviews were transcribed verbatim. The main interview themes were:

“participants' experiences of the MBT-I", “Sessions”, “impact/changes”, “facilitators”,

and “trust”.

2.9 Analysis

The interviews were analysed using reflexive thematic analysis within a
hermeneutical-phenomenological epistemology (Friesen et al., 2012; Braun & Clarke,
2022). This approach was selected for its suitability in addressing the research
questions related to patients’ experiences of MBT-l and the change processes.
Thematic analysis, as employed by Morken et al. (2019) to explore patients’
experiences with MBT, proved similarly effective here. The data was analysed using
the software Nvivo (Jackson, Bazeley, & Bazeley, 2019), with a primary focus on

identifying patterns of meaning within the dataset.

Through phenomenology, the aim was to explore patients’ concrete
experiences, followed by an interpretive examination to understand how participants
assign meaning to their experiences (Van Manen, 1997). This interpretive process
involved an iterative approach, comprehending both the parts and the whole, while
considering preconceptions. Understanding the meaning of participants’ experiences

necessitated an element of interpretation and reconstruction. The hermeneutic
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approach required a highly reflexive stance towards preconceptions throughout the
entire research process (Binder, 2012; Finlay, 2008). Experiences relevant to this
research were condensed into "meaning patterns" by comparing narratives from
multiple participants. Patterns emerged through convergences and moderate
divergences, enriching the thematic understanding. Formulating these "meaning
patterns" involved combining hermeneutic interpretation and empathic imagination,
grounded in a phenomenological commitment to participants’ lived experiences. This
was facilitated by routine and ongoing reflections on choices, expectations, actions,

and assumptions during the research process (Finlay & Gough, 2003).

Themes were generated through these patterns following the reflexive thematic

analysis framework by Braun and Clarke (2022), which guided the identification of

patterns in the data through the following six stages:

1. Data Familiarisation: The author transcribed all the interviews, made notes, re-read

the dataset, and considered recurrent patterns.

2. Generation of Initial Codes: The author systematically worked through the dataset,

identifying relevant aspects related to the research questions that could inform the

development of themes.
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3. Organisation of Codes into Potential Themes: The author reviewed and analysed

the coded data, considering how codes could be merged based on shared meaning

to form themes and sub-themes.

4. Review and Refinement of Codes and Themes and Development of a Thematic

Map: The author reviewed the themes in supervision to ensure meaningful

interpretation of the data addressing the research questions.

5. Definition and Labelling of Themes: The author defined the themes, conducting a

deep analysis of the data items and identifying extracts to use for the report of the

analysis.

6. Report Production: The author established the order of the themes to build a

coherent narrative, connecting the data in a meaningful and logical manner.

210 Reflexivity

Reflexivity is a crucial tool for understanding how the research process is influenced

by our preunderstandings (Morrow, 2005). To foster critical reflection on the influence

of my own position, perspective, and reality throughout the analysis process as a

researcher, | adopted a reflexive approach (Braun and Clarke, 2022).
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As a female trainee clinical psychologist, | utilised supervision, a research trail,

and a reflexive diary to enhance explicit awareness of my own position during the

development of the codes and themes. Being female seemed to contribute to building

rapport and creating a sense of safety for participants to share their experiences.

Several female participants mentioned that they would have felt uncomfortable with a

male clinician in the MBT-I groups, highlighting the importance of gender dynamics for

some patients in both clinical and research settings. Reflecting on the research

process, some participants noted that facilitators in their sessions occasionally

misinterpreted their words, which made me aware of the dynamics at play during the

interviews. These misinterpretations highlighted the need for active listening and

validation of their experiences and perspectives. This awareness strengthened our

relationship, as | was able to check in with them at various times to ensure that my

understanding of what they shared was accurate and that they felt heard. Overall, this

reflection has deepened my understanding of the complexities involved in qualitative

interviews and the significant role of effective communication in establishing trust and

rapport, ultimately enhancing the richness of the data collected. During the analysis

process, | adhered to updated quality standards, including consideration of the 20

questions proposed by Braun and Clarke (2020) for thematic analysis. This approach

facilitated the application of subjective skills and prompted reflection on my position
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throughout the analytic process. | was not involved in the patients’ MBT-I treatment,

and therefore, held no authority or power over them.

3. Results

Six themes and twelve subthemes were identified through reflexive thematic analysis
(see Figure 1). These themes revealed participants’ experiences within the MBT-I
groups, their perspectives on the beneficial aspects of the MBT-I, the challenging

aspects of MBT-I, observed changes post-MBT-I, and the potential mechanisms

through which these changes occurred.

Figure 1. Finalised thematic analysis map demonstrating six themes
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3.1 Theme: Beneficial learnings

Participants emphasised the usefulness of the new practical skills acquired
through the MBT-I sessions in regulating their emotions. They also noted that the
knowledge gained facilitated a deeper understanding of their symptoms and

themselves.

Subtheme: “New Skills”

Participants described how the practical skills acquired during the MBT-| sessions
were instrumental in enabling them to achieve a state of calmness prior to interpreting
situations or responding. These skills created opportunities for awareness of intense
emotions and reflection on their emotions while attempting to remain curious rather

than jumping to conclusions.

“It was them teaching us just to calm down and think about our emotions and
then respond. Take a break, and then respond...if | don't know what I'm feeling ...but
my body is feeling in a certain way ...then | know how | am feeling...they said there
was different temperatures in your body...and just to kind of acknowledge how your
body's feeling you react and then match up to the emotion. Think about how you're

feeling through your body” (Kelly).
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Participants conveyed that acquiring skills that helped them to pause, allow

their emotions to settle, and sit with their emotions has proven beneficial. The process

of calming down using MBT-I skills involved practical actions such as taking a break,

changing the environment, sitting still, practising breathing techniques, counting,

grounding techniques, body awareness, and shifting their focus with an awareness of

their emotions.

“You've got to wait for it to settle down. And yeah, it is learning to let your mind

naturally come back down instead of you know doing something stupid like | said,

prepping yourself’ (Maria).

This theme elucidated the practical skills that participants acquired through

MBT-I, providing concrete examples of their application in real-life scenarios and

illustrating the various ways these skills have been beneficial, especially in regulating

their emotions.

Subtheme: “Understanding Own Mental Health”

Participants shared beneficial learnings related to their understanding of their

own mental health. These insights were acquired through both the psychoeducational

content and their interactions with other group members. It seemed that these
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learnings helped participants rationalise their symptoms and thinking patterns,
subsequently better understanding their behaviours. Jane reflected on her new
understanding gained from group members regarding unhelpful behaviours and
challenging emotions as symptoms of BPD rather than viewing them as indicative of

being “broken”.

“I think just understanding of how my brain works and how it's a product of my
environment and all of the interactions that I've had... It's not me being broken or me
being wrong...it’s just me, like, getting a way of thinking to protect my brain from what's
happened when | was younger...it was really validating when someone else said
something and I'd be like, oh my god, | go through exactly the same and like there's a
lot of things that | didn't realise were because of my mental health. | just thought were
a fact of life. So, it's definitely helped me understand a lot of my symptoms a lot

more....and even recognise that some things even are symptoms” (Jane).

There was a sense that this new understanding brought a different perspective
of themselves, reducing self-judgment. Moreover, this new understanding appeared
to enable participants to contextualise their behaviours and emotions within the

framework of their experiences rather than perceiving them as personal failures or
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inherent flaws. This insight into their mental health contributed to their overall well-

being and progress in managing their BPD symptoms.

“I think it was learning about the brain waves, and about mental health...after

that triggering brain cell session and the anxiety depression session to understand

what that is, that's when | noticed my mood getting a bit higher when | was doing it’

(George).

A noticeable pattern emerged in how participants’ understanding of their symptoms

contributed to self-empowerment and self-compassion.

3.2.Theme: Collective growth and empowerment

Subtheme: "Shared Experiences — '| Am Not Alone"

Participants emphasised the psychosocial benefits of shared experiences in group

settings. Most conveyed a sense of relief and belonging upon realising that their

experiences are shared, stating that the main insight they gained from the MBT-I was

the reassurance that they are not alone.

“The fact that we're in the same boat. None of us any better or any worse than

the other. All human, those people are in there because they've gone through *** like
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me...at the end of the day they're trying to do the best they can so that they can survive
in this world, so we all deserve the same compassion...the main thing | learned is that

I'm really not alone” (Angie).

Hearing from others navigating similar experiences contributed to the
normalisation of their own challenges, subsequently inducing validation of their
experience and feelings. Realising that others encounter similar challenges appears
to have shifted their perception from self-blame to understanding the role of potential

contributing causes, such as trauma, in their difficulties.

“Definitely made me think that like, things aren't my fault as much as | thought
they were because like being in a group and seeing other people struggle with what |

struggle with has been quite validating” (Jane).

The recognition of shared challenges seemed to reduce feelings of shame and
foster self-compassion. By seeing their struggles reflected in others, participants felt
less isolated and more understood, leading to a sense of acceptance and safety within

the group.
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Subtheme: "Group Support"

Most participants stressed the importance of feeling supported by other group
members. They shared that the supportive atmosphere and validation from group
members were evident through non-verbal cues, such as nodding, and verbal
affirmations, such as expressions of agreement and resonance. Moreover, support
was shown through helping each other to implement mentalising during sessions and

providing encouragement.

“People sometimes would help me to think about what was happening and why
I might have been feeling that way...we mentalized through so many things. | felt like
we all helped each other through things. We all genuinely listened to each other. And
you could tell there was care in the group. Like if someone got upset, we all genuinely
wanted to make sure they were okay afterwards. | think we had a very good group”

(Susie).

This supportive environment seemed to be fostered through empathetic
rapport, trust, and a sense of care shared within the group. This collective dynamic
enhanced mutual understanding and strengthened the bonds among participants.

Additionally, the acknowledgment "we are in this together" (Beth) encapsulates the
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sense of collective unity in confronting challenges while seeking treatment and striving

to improve their mental health.

One participant vividly described the impact of the support they received from

others when they struggled to join the session, being encouraged to attend:

“I'd see someone from my group, and they go, 'come on, you can do it." And then

we go in together sort of thing” (Elena).

3.3. Theme: The role of the facilitator

Participants identified specific factors that strengthened their connection with

the facilitators, thereby enhancing their alliance and facilitating more effective learning.

They described various factors contributing to their trust in the facilitators, emphasising

the importance of facilitators with lived experience.

Subtheme: Strengthening the Alliance

Participants reported a positive experience with the facilitators, noting several key

factors that fostered rapport and created a sense of a safe and non-judgmental space.

Clara, for instance, mentioned, “Like, | didn't feel like anything that | was doing or

anything that I'd done was like, wrong” (Clara).
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They felt heard and understood by the facilitators, who demonstrated their

support through regular check-ins, detailed explanations when needed, and providing

slides for further clarity. Active listening skills and the ability to validate or make an

effort to understand participants’ experiences, even when the facilitators could not

directly relate, were highlighted as significant components in building a therapeutic

alliance.

“I think they would just be good at listening or good at validating. They were

supportive. There was one time where | missed a session, | got an email from all of

them saying that they missed me in the group and that they were worried and

concerned. They seemed really willing to understand and accept what you were saying

like.... Say some pretty bonkers and outlandish things that don't really make sense in

the real world, but there was never any judgement there ... And along with so, when

there's no judgement and there's lots of validation, you feel very supported” (Betty).

Betty’s reflection illustrated the critical role of the facilitator in fostering a

therapeutic environment that promotes emotional safety, validation, and support.

Participants' experiences highlighted the importance of these elements in building an

alliance and subsequently trust in the facilitators, which is essential for the effective

delivery of psychoeducational interventions like MBT-I.
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Subtheme: Building Epistemic Trust in Facilitators

Participants conveyed trust in the facilitators. However, some expressed concerns
about facilitators who were not active in the sessions, leading to doubts about their
knowledge. These doubts may be related to epistemic vigilance. It appeared that
facilitators’ active participation during MBT-l was interpreted as a sign of greater
knowledge and experience. The facilitators' ability to mentalise themselves and others
in the group seemed to be an important indication of their skills and knowledge,

contributing to building trust.

“The main facilitator, he would be like: ‘OK guys, | feel like | haven't quite
mentalized this right or | haven't explained this right. | don't want to cause anxiety.’ Like
he'd take time to, almost like, correct himself, he was the only one who did that. That's
why | feel like for me it was like that guy and the facilitator with lived experience were

the main people who | trusted” (Elena).

Furthermore, the development of trust in the facilitators seemed to be cultivated

by their genuine and non-judgmental approach, professionalism, and the perceived

sense of safety they provided.
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“Just gained more trust and like could tell that they cared about us... like making
sure that we were there to get better or try to get better. | think the fact that like they
could notice if | wasn't OK and then like X would call me after...and | feel like that really

helped me trust then, because | was like, OK, you actually do care about me” (Clara).

The developed trust seemed to facilitate a deeper acceptance of the knowledge

gained from the MBT-I group, thereby enhancing epistemic trust.

Subtheme: Facilitator with Lived Experience

Participants conveyed a sense of hope stemming from the presence of facilitators with
lived experience. They highlighted the significance of having a facilitator who could
relate and empathise with their experience, understanding them on a deeper

emotional level.

“Having the facilitator with lived experience, that was so important to me in
going like, ‘oh, you get it.” When thinking like how's mentalizing going to help me with
these really strong emotions that | can't control... and then with the facilitator with lived
experience it felt like | can see how it does have an impact instead of just imagining it

or like hoping that it will’ (Clara).
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This connection seemed to inspire hope about the treatment’s effectiveness

and the possibility of life change, as participants could witness the impact of the MBT

intervention on the facilitator with lived experience. Participants shared that this

profound understanding enabled the facilitators with lived experience to effectively

explain and contextualise information, and simplify complex concepts when needed.

“She obviously has been through the therapy. So, she knew a lot about, she

could relate to certain people and certain situations that was really, really good to have

that’ (Andrew).

This highlighted the invaluable role of facilitators with lived experiences when

working with individuals with BPD. Participants expressed how such facilitators

contribute to fostering a supportive and insightful environment, empowering

individuals through the ability to relate to their experiences. This appeared to be

another beneficial aspect of the MBT-I.

3.4. Theme: Changes in mentalization

Participants reported improvements in their ability to mentalize themselves and

others across various contexts. This enhanced capacity was particularly evident during

the interview when they discussed interactions with other group members with
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empathy and insight. Additionally, participants reflected on instances where they

struggled to mentalize effectively.

Subtheme: Mentalizing Self

Participants provided examples of mentalizing themselves both in the group and in

their daily lives, illustrating how this process fostered kindness and self-understanding.

By engaging in mentalization, participants were able to rationalise their behaviours

and feelings, leading to subsequent changes in their actions.

"I've been really good at not messaging people that | shouldn't be messaging

because then | just think like, I've only wanted to do this because | want to get that

short amount of validation and I'm only going to feel worse, and it's like being self-

aware definitely helps you recognise what you're doing. And like, explain it away

instead of thinking like, | think ‘this is the right thing to do’. You think like, ‘I'm only doing

this because this is how | feel, and this is how I think I'll feel afterwards.’ And so | have

definitely noticed the difference in that sense. It like helps you" (Jane).

This reflective process, as expressed by Jane, demonstrated how self-

awareness assists in recognising and explaining one’s behaviours, leading to more

informed decision-making. Through the practice of mentalizing, participants reported
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increased awareness of their thinking, emotions, and biases, thereby reducing self-

judgment.

"I knew where the emotions were coming from. Like | knew, OK, I'm feeling
quite... I'm feeling this way because | miss my ex. | am starting a new relationship. I'm
worried about it. And yeah, it's kind of like terrifying. So it's like understanding why
those emotions are there" (Clara).

It appeared that through MBT-Il, participants developed the capacity to
understand their own thoughts and behaviours, enabling them to consider situations

from different perspectives.

Subtheme: Mentalizing Others

Participants provided examples of successfully mentalizing others in emotionally
charged situations, which typically would have triggered intense emotions and
reactions. This practice facilitated detachment from their negative inner voices and

prompted understanding of others’ perspectives.

"I normally get really angry with people just in the queues... and just want to
like look for a fight. But recently I've been trying to calm down because like | was rude

to someone for no reason, and then it made me feel really bad after...And like normally
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before | wouldn't care. But now I'm like oh | could have ruined her day...you never
know what someone's going through or thinking, especially strangers. Like they could
have the worst thing going on in their life right now. And the last thing they need is

some woman being rude to them for no reason" (Cathy).

Elena provided an example of mentalizing family members in triggering
situations, describing how this approach helped her calm down and adopt the other’s

perspective.

"You know what, she's (mother) actually really tired and she does want to go to

bed, and she did have, like, a full day at work" (Elena).

It appeared that mentalizing others increased participants’ compassion and
reduced anger and anxiety related to interactions with strangers. Mentalizing helped
them understand alternative explanations for others’ behaviours, fostering a more

empathetic perspective.

Subtheme: Recognising Non-Mentalizing

Participants demonstrated an awareness of their difficulties in mentalizing, especially

during intense emotional situations.
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"I've recognised that my emotions are quite intense at times. And so, | don't
really mentalize at those moments" (Kelly). This reflected an understanding of the
need to mentalize, despite being unable to do so in practice. Additionally, some
participants expressed struggles with implementing mentalizing and acknowledged a

lack of comprehensive understanding of the practical process.

"I wouldn't say that | understand mentalizing very well. | understand the
concept, but the actual tools and how to use it and all of those things, I'm guessing
that comes later on. But I've got the curiousness to know that | want to know now"

(Maria).

Maria’s curiosity indicates her desire to improve her mentalizing skills. The
ability to recognise their own limitations in mentalizing suggests that participants were
connected to reality, not in a pretend mode. They were aware of their physical and
emotional states, which is crucial for effective mentalizing. Furthermore, participants

began noticing when others failed to mentalize.

"If a colleague would say something in passing about another colleague, and

I'm thinking, well, you don't know what that other colleague's going through" (Beth).
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This observation indicated Beth’s growing ability to mentalize and recognise the
lack of mentalizing in others. This theme underscored reflections and emphasised both
the challenges and progress in the participants’ mentalizing abilities, highlighting the
importance of awareness and continuous learning in the process. Moreover, the
extracts underlined the transformative changes in cognitive processes through

mentalization.

3.5. Theme: Changes in BPD symptoms

Participants reported personal changes during MBT-I, particularly noticeable
from the midpoint in the interviews when they felt more comfortable and open to
sharing. This comfort and openness were likely influenced by their trust in me as the
interviewer. As the interviews progressed, | noticed that the rapport we developed
fostered a safe environment, which likely helped build epistemic trust and express their
thoughts and feelings. This shift facilitated deeper engagement and richer narratives.
The personal changes reported by participants encompassed increased emotional
awareness, improved communication of their emotions with others, enhanced

interpersonal relationships, and reduced impulsivity.
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Subtheme: Increased Awareness and Communication of Emotions

Participants noted improvements in their awareness and connection to their emotions,
which allowed them to reflect and rationalise their emotions in various situations. This
heightened awareness enabled them to express their feelings and needs to others.
This connection to their emotions seemed to have given participants a voice,
empowering them to articulate to others the rationale behind their behaviours and

understand themselves better.

"On a baseline struggle with connecting with my own emotions, but | would say
that it's improved. Only yesterday it was telling my family that | felt unstable because |
thought it was the fact that we're getting ready to move house. So, like | think I've

become more in tune with my own emotions and like my sister's emotion" (Betty).

This extract illustrated the development of emotional awareness and the ability
to communicate emotions, leading to better personal and familial understanding.
Additionally, Kristy’s experience highlighted how improved communication skills can

directly alleviate anxiety and enhance personal interactions.
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"I was worried that if | asked my boss, she would just say yes because I've been
off all week because | was unwell... and | was also worried that if | don't say anything,
she'll think badly of me. And it was really, it was making me really anxious. But MBT-I
made me think, actually, why not just ask and see what the answer is and just sort of
ask but also say like I'm going to do this, | hope this is OK and she came back and

said, yeah, that was absolutely fine and it alleviated that anxiety straight away" (Kristy).

Maria’s succinct statement emphasises the positive impact of MBT-I on
assertiveness and self-advocacy: "I'm a bit more assertive about my own needs"

(Maria).

An example illustrating assertiveness was provided by Clara: "We did a check-
in at rehearsals and | was like, I'm quite emotional... And | might need some, like
moments of just calmness and like | might need to sit out at any point. But just to let

you guys know. So | feel like I'm very much less ashamed of leaving the space now."

Subtheme: Interpersonal Functioning

Participants reported improved interactions with family members and close
relationships. They reflected on how their assumptions had been unhelpful and

recognised the value of mentalizing in accepting others and being more patient.
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Considering others’ feelings influenced by their behaviours led to changes in their own

behaviours.

"And instead of, like pushing her away and being like, oh, well, now I'm irritated.

I'll be like, oh, that's cool because | knew that she was stressed" (Betty).

Betty’s experience demonstrated how understanding others’ stress can mitigate
irritation and improve relational dynamics. Cathy’s narrative showed increased
empathy and consideration for others’ perceptions, fostering enhanced

communication.

"But instead of just ignoring her, | think in my head now, like oh, | better reply to

her because she doesn't know me. She might think I'm being rude. She might think

I'm that, and then that might make her feel a type of way" (Cathy).

Maria’s insights highlighted the importance of self-regulation in response to

others’ inflexible behaviours, promoting healthier interactions.

126



"Now | understand the way that she is and | think to myself, 'Well, she's not
going to change the way she thinks or the way she feels, so perhaps | can change the

way that | react" (Maria).

Subtheme: Reduced Impulsivity

Participants noticed changes in how they handle situations, reporting an increased
ability to pause before reacting. This reduction in impulsivity helped them manage
anger and improve interactions. The ability to step back allowed them to mentalize and
regulate their emotions better, leading to rational responses and improved

relationships.

"I actually got in an argument today with somebody. It was just like a bit of a
misunderstanding, but | instantly went to being angry about it. But it's like | could stop
myself and come away from the situation. And just actually think. I've been like trying
to write things down and actually go over the process of why do | feel so angry and
trying to get down just slowly, like trying to see what it's like, you know, how the other
person might feel because if they reacted to me that way, you know, like, just trying to
flip the situation around... it's given me the opportunity to actually think more carefully
about why | might be feeling a certain way and what is the core of that feeling. Yeah, |

find this helpful to me because | don't get lost in my heightened emotion" (Susie).
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Susie’s reflection demonstrated the significant impact of MBT-I in helping
participants pause, reflect, and understand their emotions, leading to better emotional

regulation.

Maria reported that the reduction in her impulsivity had a profound impact on
her life and well-being. It demonstrated her ability to make more thoughtful decisions
when emotionally charged, leading to noticeable improvements in her overall well-

being.

"Now instead of when | feel overwhelmed going out and getting a round of coke
and drinking a load of drinks or whatever, | let the moment pass and then I'm back to
normal and | haven't ruined my life and my mental health and my well-being in

between" (Maria).

It appeared that Maria’s enhanced self-regulation has effectively prevented

impulsive behaviours that previously resulted in negative consequences, thereby

preserving her mental health and well-being.
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This theme illustrated the transformative changes in various aspects of
participants’ BPD symptoms. Their insights and reflections underscore the importance
of MBT-I in fostering emotional awareness, improving interpersonal relationships, and
promoting self-regulation. These changes collectively contribute to a reduction in BPD
symptoms, thereby enhancing the overall quality of life for individuals attending the

MBT-I group sessions.

3.6. Challenges in Creating a Supportive Environment

Subtheme: Insufficient Emotional Support from Facilitators

Participants expressed a need for additional emotional support, particularly following
the disclosure of personal information. One participant observed that individuals did
not attend a group session after sharing deeply personal experiences, attributing this
to inadequate support from the facilitators in managing their subsequent emotional

struggles.

"A lot of things have been raised that were very significant for us, probably a lot of
shared experiences around things like self-harm and suicide and so forth... and | came
back the following week and | know a lot of people didn't come back the following week
and the week after they did come back and they also expressed similar concerns"

(Andrew).
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Moreover, the absence of additional support was identified as an obstacle in sharing,
given the recognition that the space is not therapeutic. The lack of emotional support

was seen as a barrier to both expressing and processing emotions.

"Because things get raised in the group, but we can't go into them because it's not a
therapeutic space, it's an educational space.... You can only reveal an incident that's
maybe distressed you in the week as an example. So, then things are brought up but
not resolved. So, you then have to go away holding that and there's not really

anywhere else to go with it" (Amy).

These extracts illustrated the importance of providing sustained emotional support in

group settings for individuals diagnosed with BPD.

Subtheme: Difficulties Manaqing Group Interaction

Participants expressed that conflicts and disagreements in the group triggered difficult

feelings. Some reported feeling nervous and uncomfortable when conflicts arose.

"There were conflicts within the group and that made me feel really nervous" (Clara).
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Expectations from the facilitators to intervene when group members were disruptive,

talking excessively, or not respecting boundaries in sharing were noted.

"I did think at times | thought the facilitators might say more when people were

particularly disruptive, but they would sort of leave it for that time" (Maria).

These extracts illustrated the complex interpersonal dynamics, particularly in group
settings. Effective facilitation plays a pivotal role not only in mitigating conflicts but also

in establishing a supportive and emotionally secure environment.

4. Discussion

The present study aimed to qualitatively explore the experiences of MBT-
psychoeducation groups for patients with BPD, identifying both beneficial and less
helpful aspects of the intervention. Additionally, the study aimed to explore changes
observed post-MBT-I and how these changes occurred, a process that seems to
remain understudied. Overall, the findings complemented previous research on MBT
and MBT-I (Bradley-Scott, 2017; Ditlefsen et al., 2021), highlighting the positive
experiences and beneficial processes reported by participants, while adding an

understanding of the role of the facilitator and the process of change.
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The MBT-I groups were generally described as useful and helpful, with participants
noting improvements attributable to the intervention. In line with previous research
(Bradley-Scott, 2017; Ditlefsen et al., 2021), the reported beneficial aspects included
psychoeducational knowledge, practical skills, group empowerment, and therapeutic
alliance. These aspects might have potentially led to positive changes in participants’
mentalizing ability, ET, and management of BPD symptoms. Participants noted
improved mentalization skills, increased connection with feelings, and decreased
impulsivity. Furthermore, participants reported improvements in relationships and an

enhanced ability to communicate their emotions.

However, a number of challenges were also identified. Participants reported
difficulties with interpersonal interactions within the groups; it is important to
acknowledge that these challenges likely varied across different groups. Group
dynamics can affect participants’ experiences, and the nature of interpersonal
difficulties may have impacted the dynamics in each group. Participants also
highlighted the need for additional support from the facilitators during the MBT-I group,

in between group meetings, and after the group intervention finishes.
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4.1 Beneficial aspects of MBT-I

The findings demonstrated that acquiring practical skills through MBT-I
sessions helped participants regulate their emotions during challenging times.
Participants effectively utilised psychoeducational knowledge on the natural calming
of emotions, employing strategies such as sitting with their feelings to allow for
emotional stabilisation. Techniques like breathing exercises, counting, body
awareness, and shifting focus were identified as beneficial for alleviating emotions and
promoting mentalization, thereby maintaining curiosity. These findings align with
previous MBT research highlighting participants’ experiences of engaging with their
emotions in a new constructive way rather than resorting to avoidance behaviours
such as substance use to escape from their emotional states (Ditlefsen et al., 2021;
Morken et al., 2019). Additionally, participants reported the effectiveness of breathing
techniques, grounding, mindfulness, and attention-shifting, paralleling findings from

DBT research (Heerebrand et al., 2021).

Furthermore, participants indicated that the MBT-I sessions enriched their
understanding of BPD symptoms, fostering self-reflection on the impact of these
symptoms on their thoughts, emotions, and behaviours. This introspective process
appeared to cultivate self-compassion while reducing self-judgment, a crucial aspect

for BPD patients prone to self-criticism, which can deteriorate their mental health
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(Donald et al., 2019; Warren, 2015). Bradley-Scott (2017) similarly reported that MBT-

| positively impacted self-reflection and understanding of self and others.

4.2 Collective growth and empowerment

Participants frequently expressed a newly recognised feeling encapsulated in
the statement "l am not alone." This sentiment underscores the importance of a sense
of belonging, normalisation, and validation, especially for BPD patients who often
struggle with feelings of loneliness (Liebke et al., 2017). Engaging with similar others
in group settings fosters connection and bonding, helping members understand that
they are not alone in their struggles (Tan et al., 2018). The current findings highlight
the therapeutic value of normalising BPD symptoms, fostering interpersonal learning,
group support, and validation through shared experiences. These components have
been identified as therapeutic factors that may potentially promote recovery (Hauber

et al., 2019).

Within MBT-psychoeducational groups, normalisation has been previously
reported as a chief beneficial treatment factor (Koivisto, Melartin, Lindeman, 2021).
Participants reported that feelings of self-blame and self-criticism shifted to a more
self-compassionate stance following the MBT-I intervention, where they felt that they

are not alone and that BPD symptoms are not their fault. A possible hypothesis is that
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shared struggles identified in others with BPD contributed to normalisation and a

reduction of self-criticism (Ditlefsen et al., 2021).

4.3 The role of the facilitator in ET and engagement

Participants reported that foundational therapeutic skills, including care,

warmth, empathy, and creating a safe, non-judgmental space, were essential for them

to develop trust in their facilitators and form a stronger therapeutic alliance.

Participants also highlighted the significance of facilitators’ proficiency in mentalizing,

which was reported as another contributor to the development of trust. This trust

subsequently facilitated further engagement with the therapeutic process and the

information shared by the facilitators. This finding aligns with previous research on the

role of ET in enabling the effective transmission of information and knowledge (Li et

al., 2023; Nolte et al., 2024).

The development of ET is a critical component of MBT-I. When ET is lacking or

absent, the potential for new learning and subsequent change can be significantly

impaired (Fonagy, Luyten, & Allison, 2015). Cultivating and improving ET may facilitate

social learning and improve the quality of life for BPD patients by enabling the

development of interpersonal interactions and the formation of positive social

communications. It also facilitates a more beneficial therapeutic prognosis in MBT
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(Fonagy & Campbell, 2017). Enhanced trust in others, along with improved

mentalization skills, has been associated with a greater decline in BPD symptoms (Bo

et al., 2017).

Taking the present findings into account, it seems that the facilitator’s role within

MBT-I is particularly important. Facilitators have the potential to foster participants’

learning and contribute to overall engagement with the intervention through the critical

mechanism of ET. Additionally, participants highlighted the value of facilitators with

lived experience and how they experienced hope by being able to relate to their

facilitator. Individuals with BPD present with significant difficulties in trusting the

personal relevance of knowledge and authenticity within an attachment relationship,

which may complicate the process of forming an alliance with facilitators who are not

able to relate to what patients are sharing (Bo et al., 2017). It therefore seems that

being able to relate to and trust the facilitator may increase engagement with the

therapeutic process in MBT-I.

4.4 Complexity in psychoeducational processes

Interpersonal challenges, conflicts within the group, and lack of containment

between group members were reported to activate intense emotions and lead to

disengagement for some participants. MBT group psychotherapy for BPD, where

136



inherent interpersonal dysfunction is present, can lead to attachment anxiety in
individuals with BPD (Bateman, Fonagy & Allen, 2009). This aligns with a study
exploring group obstacles in long-term psychoeducational group therapy for BPD
patients (Koivisto et al., 2021). Inflexibility and aggression within the group were
highlighted as obstacles to the treatment process. This may be related to psychic
equivalence, in which participants’ uncomfortable feelings prevent them from engaging
with alternative perspectives and understanding how this might be an opportunity to
mentalize the interpersonal dynamics present in the group setting (Fonagy, Target, &

Bateman, 2018).

To address these issues, participants suggested that additional individual support
might provide adequate containment and enhance engagement with MBT-I. Support
in the form of boundaries from the facilitators on how much is shared, as well as
individual emotional support following difficult group interactions or the sharing of
personal information, was described as important. This aligns with research
highlighting the perceived need for emotional containment in MBT-psychoeducation

groups (Bradley-Scott, 2017).

Overall, the current findings suggest that interpersonal challenges, conflicts

within the group, and lack of containment between group members can activate
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intense emotions and lead to disengagement. It seems that additional individual

support might have the potential to mediate challenging group experiences and

prevent subsequent disengagement.

4.5 Improvements through MBT-I|

Mentalizing difficulties have been systematically associated with affect

dysregulation, interpersonal disturbance, and impulsivity in individuals with BPD (Euler

et al., 2021; Bateman & Fonagy, 2010). Participants reported improvements in their

mentalizing skills in relation to themselves and others. Previous MBT-I research has

documented participants’ attempts to apply mentalizing in practice following an MBT-I

intervention (Bradley-Scott, 2017). Koivisto and colleagues (2021) also reported that

long-term psychoeducation can improve mentalization in BPD patients.

When such findings are reported, it is important to consider whether they might

be affected by underlying pretend mode states, where the observations reported by

participants may not be associated with reality in a flexible way. However, participants

were able to provide concrete examples of events where they successfully mentalized

themselves and others, as well as instances where they experienced a lack of

confidence and inability to mentalize in situations involving close relationships when

their attachment was activated. This suggests that the present findings may not be
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explained by pretend mode states, but rather indicate a factual improvement in

mentalizing skills.

Additionally, the current findings suggest that implementing mentalization,

maintaining curiosity, and pausing before responding to situations can lead to an

increased ability to regulate emotions and subsequently improve interpersonal

functioning. Another factor contributing to the improvement of interpersonal functioning

is participants’ enhanced awareness of their emotions and improved communication

of their feelings and needs to others. This is consistent with previous findings showing

that psychoeducation for BPD may result in a decline in impulsivity in patients with

BPD and improvements in psychosocial functioning, including decreased

disconnection from feelings, development of more adaptive emotional reactions, and

reduction in maladaptive ones (Koivisto et al., 2021; Zanarini & Frankenburg, 2008;

Zanarini etal., 2017). Research specifically focused on MBT-psychoeducation for BPD

has also shown positive effects on impulsivity and relationship management (Ceryn,

2017).

4.6 Clinical Implications

The clinical implications of the present findings are significant for improving the

understanding of the benefits of MBT-I for BPD patients and identifying specific MBT-
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| components that could be optimised to make it an even more effective and feasible
intervention. The findings highlighted the critical role of mentalization skills in
improving emotional regulation and reducing impulsivity. Participants reported an
increased ability to stay in touch with their feelings and manage impulsive behaviours,
further emphasising the importance of integrating mentalization techniques into
therapy to foster emotional stability. Techniques such as breathing exercises,

grounding, and mindfulness were found to be particularly effective.

The group therapy setting itself was also reported as beneficial by normalising
participants' experiences and creating a sense of belonging and validation. The role
of facilitators was highlighted as crucial in creating a safe, non-judgmental space and
building a therapeutic alliance based on empathy and trust. The study also identified
challenges, particularly the lack of support in navigating complex interpersonal
dynamics within the group settings. Participants expressed a need for more support in

managing conflicts and ensuring emotional containment.

Overall, the present results provide a comprehensive understanding of how
MBT-I can be optimised to meet the needs of BPD patients more effectively. By
addressing both the beneficial aspects and the challenges identified, facilitators could

refine their approaches to deliver more targeted and effective MBT-I interventions. The
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clinical significance of the findings suggests that such adaptations of MBT-I could

potentially lead to significant improvements in the symptoms and quality of life for

individuals with BPD who receive the intervention, enhancing their emotional

regulation, interpersonal relationships, and overall mental health.

4.7 Future suggestions

Participants highlighted the need for additional support, particularly in the

context of complex group dynamics and emotional containment. A possible future

improvement could include the incorporation of individual sessions alongside the

psychoeducation groups from the initial stages of MBT-I. Although individual sessions

are typically offered during the second phase of MBT, initiating them at the beginning

of the psychoeducation phase could provide continuous support to patients as they

adjust to group settings. This early intervention might enhance the overall experience,

provide a space for containment, and reduce anxiety associated with group dynamics.

Given the high dropout rates in BPD, it seems important to reach out to

individuals who discontinued the MBT-I sessions. Understanding the reasons for

dropping out could offer valuable insights into potential barriers and areas needing

improvement. Future research should prioritise capturing the perspectives of those

who left the MBT-I, as their feedback could highlight unaddressed challenges and

inform approaches for improvement. While beneficial changes were reported by
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participants, the long-term sustainability of the tools and knowledge acquired during

MBT-I remains an area necessitating further investigation.

4.8 Reflexivity

Considering wider contexts has been central to the collection, analysis, and
interpretation of the data. Participants in this study receive support from the publicly
funded National Health Service (NHS). A recent review highlighted that patients often
feel their mental health problems are not prioritised in primary care and face difficulties
in accessing mental health treatment. The interaction between patients and mental
health professionals plays a pivotal role in accessing mental health services (Tunks et
al., 2023). Considering such contexts is significant for research exploring the
experiences of patients with BPD because the unique characteristics of the healthcare
system in the UK, including potential difficulties in accessing mental health support,
can impact the epistemic trust and outcomes of therapy. Additionally, the interpersonal
functioning difficulties faced by individuals with BPD make such barriers particularly
important to consider. Understanding these contextual factors is crucial for ensuring
that the current findings are interpreted tentatively and remain relevant to the specific
healthcare environment in which the therapy is being implemented.

As the primary researcher, my background in mental health and psychology

might have inevitably influenced the interpretation of the findings, despite efforts to
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approach the data without biases (Part lll). | chose to undertake this research to
provide a platform for the voices of individuals with BPD, particularly considering the
societal stigma, their unmet needs, and the potentially unheard perspectives that may
contribute to the high dropout rates observed in treatment. My aim was to better
understand what these individuals perceive as helpful or unhelpful in their care, with
the goal of contributing to the existing literature and promoting a more tailored,
idiosyncratic approach to treatment. However, my desire to identify beneficial aspects
of care may have introduced biases, rooted in the assumption that certain aspects of
treatment are indeed helpful, and that research would discover them. This may have
influenced my positioning during interviews, the framing of my questions, and,
consequently, the responses of the participants. Reflexivity was crucial in
acknowledging how my prior assumptions may have shaped both the research
process and data collection. To mitigate this, | engaged in individual and supervisory
reflexive practices (Binder et al., 2016; Braun & Clarke, 2021; Clarke & Braun, 2021)
to remain attuned to the participants’ experiences while reflecting on possible blind
spots. This required a consistent focus on my own biases and positionality throughout
the research process. | regularly engaged in individual reflexive practices, such as
journaling and self-questioning, to critically reflect on my personal experiences and

assumptions. | participated in supervisory reflexive discussions with my supervisor,
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which provided a space to explore potential biases and challenge the interpretations

mentioned above.

Additionally, in the initial stages of the project, existing literature on BPD
informed my understanding of the disorder and led to an assumption that interactions
with BPD individuals would generally reflect those findings. This influenced early data
collection, where | was concerned about potentially distressing participants with my
questions or making them feel rushed or unheard during interviews. However, my
yearlong placement in a personality disorder service, along with guidance from
experienced clinicians, provided new insights. By observing and interacting with BPD
patients, | learned to acknowledge participants’ experiences while moving forwards
collaboratively in interviews. This balanced approach potentially ensured participants
felt validated, while also allowing for efficient data collection, thus overcoming my initial

concerns about causing distress.

4.9 Limitations

While this research incorporated a more diverse range of voices in terms of
race and gender compared to previous studies, which predominantly included white
females, it still featured a high proportion of white female participants, limiting the
generalisability of the findings. Future research should strive to include more ethnically

and gender-diverse samples to enhance the applicability and relevance of the results.
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A key limitation of our study is the potential bias stemming from self-selection among
participants who voluntarily agreed to take part. It is important to consider whether
these participants accurately represent the overall sample, as this impacts the

generalisability of our findings to the broader population.

Additionally, there may be potential bias in recruitment, as this study primarily
involved individuals with BPD who have access to treatment. This study does not
capture the experiences of those outside the NHS system, potentially excluding
individuals who are isolated or have difficulties accessing therapy. The hierarchical
power dynamics in the NHS patient-therapist system, combined with potential barriers
in accessing therapy, may have influenced participants' responses during the
interviews. Participants knew they would continue with MBT after completing the
psychoeducation part. Despite assurances at the beginning of each interview that their
responses would not affect their treatment in any way and that confidentiality was
emphasised, this dynamic could still influence the responses of some participants.
This is particularly relevant for individuals with BPD, who may exhibit heightened

epistemic vigilance, reducing their trust.

While measures were implemented to mitigate these influences, such as

emphasising confidentiality, the hierarchical nature of the healthcare system and the
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unique trust difficulties associated with BPD may still have affected participants'
responses. Reflecting on these dynamics is critical for understanding the nuanced
ways in which the structure of the healthcare system and the characteristics of BPD

can impact the research outcomes.

4.10 Suggested Adaptations to MBT-I

e Incorporation of individual sessions from the start of the MBT-I phase, rather
waiting until the second phase, to provide continuous support and emotional
containment.

e Increased facilitator support and check-ins during and after disagreements
within group settings to help manage complex interpersonal dynamics.

e Active participation from facilitators in managing group interactions,
particularly during challenging moments.

e Utilisation of practical techniques such as grounding exercises, body
awareness, and breathing techniques to help participants manage anxiety and

emotional responses.

5. Conclusions

This study provides valuable insights into the experiences of MBT-I

psychoeducation groups for BPD patients, highlighting beneficial aspects, areas
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requiring improvement, and potential changes through MBT-l. The group setting,
facilitators, and the beneficial tools and knowledge contributed to self-understanding
and emotional stabilisation. Notable improvements were observed in emotional
regulation, interpersonal relationships, and reduced impulsivity, attributed to the
application of mentalization techniques. Importantly, these findings indicate that MBT-
| can enhance engagement and therapeutic outcomes for BPD patients. By improving
mentalization skills, emotional regulation, and fostering interpersonal relationships,
MBT-I shows promise in addressing part of the complex needs of individuals with BPD,
thereby potentially improving their overall therapy experience and outcomes.
Addressing participants’ concerns regarding the lack of support and containment from

facilitators could further enhance their experience and overall therapeutic outcomes.
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Part lll: Critical appraisal
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This critical appraisal encompasses reflections on the process of conducting

the research outlined in Part Il. In qualitative research, it is crucial to consider the

researcher’s impact and influence during all stages of the project. Braun & Clarke,

(2022) emphasise the significant role of the researcher, highlighting the importance

of utilising their subjectivity and reflexive engagement as a tool for the analysis.

Additionally, the interaction and relationship between participants and the researcher

significantly shape the data. Finley (2002) illustrates this dynamic succinctly: “a

different relationship will unfold a different story”. This underscores the necessity of

acknowledging and navigating the interpersonal nuances that impact the research

process.

This appraisal considers two types of reflexivity. Personal reflexivity involves

reflections on how my own beliefs, values, and experiences and position have

influences the research and how the research has impacted me as the researcher.

Epistemological reflexivity, on the other hand, involves a critical consideration of how

the methods and research questions have impacted the research and my

interpretation of the data (Willig, 2013).

Initially, | will utilise personal reflexivity to reflect on my role and impact in the

research process and how the research has affected me as a trainee clinical

psychologist, researcher, and individual. Secondly, | will engage in epistemological

reflexivity to reflect on how the interview process may have influenced the findings.
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Finally, | will provide reflections on the nature of borderline personality disorder

(BPD) and the diagnostic system.

1. Personal Reflexivity

Engaging in reflexivity provides an opportunity for the “bracketing” of our personal
perspective (Fisher, 2009), identifying and placing them aside to be able to remain
curious and open to possibilities of the data being different to our own expectations.
However, it can be impossible to fully bracket our beliefs. Therefore, Finley (2008),
proposes an approach compared to a “dance”, where the researcher navigates the
tension between their beliefs and bracketing, using this dynamic as a valuable

source of insight.

In light of this, it is important to consider aspects of my personal position and
identities that might have influenced the research process. Thus, | will consider and
reflect on my impact 1) as a female researcher 2) as an insider-outsider and power
dynamics; 3) as a trainee clinical psychologist. Thereafter, | will engage in reflections
on the impact of this research on myself, and how this might have impacted the

participants.
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Reflecting on my experience as a female researcher, an insider-outsider, and

a trainee clinical psychologist, | found that my identity significantly influenced the

research process and the interactions with participants. In particular, being female

appeared to play a crucial role in building rapport and ensuring participants felt safe

to share their experiences. Some female participants expressed that they would

have felt uncomfortable with a male clinician withing the MBT-I groups, highlighting

the importance of gender dynamics in research and clinical settings. This was

especially relevant in my role as a trainee clinical psychologist, where power

dynamics and alliance needed careful consideration.

During the interviews, the logistical aspects such as timings and flexibility

presented both challenges and opportunities. | often found myself chasing

participants, explaining the study in detail, and accommodating their schedules,

sometimes waiting for half an hour on the Teams link only to reschedule later. This

flexibility, while demanding, seemed to foster a sense of compassion and

understanding, which was instrumental in collecting data from all participants.

Reflecting on this process, it was important to balance this flexibility with the need to

collect data efficiently, ensuring that the research remained on track.
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Prior to the main phase of data collection, | interviewed all participants before
they started the group, which helped to establish initial rapport. Although I did not
use this preliminary data due to time constraints and the scope of my thesis, this
early interaction was beneficial. It allowed me to build rapport and emphasise the
importance of their voices and experiences in the study, encouraging their continued
participation. Being aware of the power | held as a researcher, and how this could
influence or add pressure to participants engagement, | took steps to confirm with
them their inclination to proceed with the second phase of the project. To respect
their voices and comfort, | ensured that | create space for them to express any

disinterest or hesitation regarding further participation.

Reflecting on the power dynamics inherent in the research process, my
position as a researcher along with my research context within a powerful institution,
created an inevitable power imbalance with the participants, who were positioned as
patients. This dynamic influenced various aspects of the research. As a
representative of a valued academic institution, my role carried an implicit authority
which could have impacted how participants engaged with the study. They might
have felt a sense of obligation to participate or to respond in ways they perceived as
favourable or expected. This power differential required careful navigation to ensure

that participants felt genuinely heard and respected, rather than pressured or
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patronised. | strived to remain aware of this and manage potential imbalance by

adopting a compassionate and flexible approach, fostering an environment where

participants could share their experiences openly and without fear of judgment. This

sensitivity to power dynamics was crucial in ensuring that the research process was

ethically thorough, and that the data collected truly reflected the participants'

authentic voices and experiences.

Interview process

| initially approached the interviews with a strong therapeutic mindset, “wearing”

the psychology hat. My first participants had reported feeling unheard in previous

settings, which made me particularly cautious not to replicate this experience. | was

deeply committed to providing participants with space where they could express

themselves. This approach, however, led to longer interviews as | summarised and

reflected back their thoughts to ensure they felt understood. Additionally, some

participants mentioned that facilitators in their therapy sessions occasionally

misinterpreted their words, which made me mindful of checking and confirming their

meanings. Through the process, | realised that it was essential to balance

thoroughness with efficiency, particularly given the limited time for analysis and

transcription. Consequently, | started focusing towards conducting more succinct

interviews, where the emphasis was on gathering relevant data.
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Reflecting on my confidence in conducting concise interviews, my yearlong
placement working with individuals diagnosed with BPD has been very helpful in
challenging my own biases. For instance, during my first interviews my lack of
experience with BPD patients made me hesitant to guide participants back to the
research questions, fearing that interruptions might upset or invalidate them.
However, | learned that explaining the necessity of occasional interruptions to
participants may be sufficient to feel heard. Furthermore, at the end of each
interview, | asked if there was anything | had missed or if participant had additional
insights to share. | believe that this approach not only made the interview process
more efficient, but also considered the importance of validating participants

“‘experiences”.

Analysis of Data
A critical element in conducting reflexive thematic analysis involves identifying and
acknowledging my personal context and epistemological stance (Braun & Clarke,
2022). | approached the research process through a critical realist stance. As
proposed by Willig (1999), critical realism suggests that human knowledge can only
capture a limited part of the greater reality. It proposes that we can attempt to
understand the real social world through this knowledge, however it can be further or

closer to reality. This approach seemed to fit the purpose of my research, enabling
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the conceptualisation of patterns across participants’ individual accounts and their

common experiences. The approach of the research questions involved semantic

and inductive perspective enabling the exploration of patients experiences within the

MBT-I while maintaining the connection to their meanings and reality. My position

moved along the semantic-latent and inductive-deductive approach during the

research process.

2. Epistemological Reflexivity

Epistemological reflexivity invites the researcher to reflect on their assumptions

during the research process and the impact this might have on their understating and

interpretation of the data (Willig, 2013). My reflections are related to the process of

interviewing participants.

Assumptions

From the initial stages of this project, existing literature significantly informed

my understanding of BPD. According to the DSM-5, BPD is characterised by intense

emotions, impulsivity, poor self-image, and unstable interpersonal relationships

(APA, 2013). Individuals with BPD may go to considerable lengths to prevent

abandonment, express disproportionate anger, experience persistent feelings of

emptiness, and engage in repeated self-harm or suicide attempts (Leichsenring et

al., 2024).
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Based on this information, | initially assumed that these findings broadly

represented any interactions with individuals diagnosed with BPD. This assumption

influenced the early stages of data collection, which | approached with apprehension.

| was concerned about causing distress to participants by moving from one question

to another, particularly when they would refer to difficult experience. My assumption

was that the interview might feel rushed, and participants might feel invalidated,

unheard, or upset.

However, my placement in a personality disorder service provided me with

valuable opportunities to observe experienced clinicians and contribute to BPD

assessment. Learning from my interactions with BPD patients in the service and

utilising supervision to reflect on my assumptions helped me refine my approach. |

learned that acknowledging participants’ experiences while mutually agreeing to

proceed with subsequent interview questions for the sake of time was an effective

approach to move forward in a collaborative manner. This balanced approach

allowed for a validating and efficient interview process ensuring comprehensive data

collection, while challenging my initial concerns and assumptions about participants’

distress.

3. Future Directions

Reflecting on this process, it is evident that bridging the critical research gap

by equally incorporating lived experiences alongside research expertise is essential
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for addressing the needs of the populations we aim to serve and improving treatment
outcomes. Based on this reflection, a significant change in my study would involve
more comprehensive inclusion of participants at all stages of the research process.
While | attempted this by piloting the first two interviews and collecting feedback from
participants on potential addictions or overlooked aspect, further steps would be
beneficial. For instance, involving participants in the initial design of the interview
questions would enhance the relevance and depth of my study.

Additionally, at the end of each interview, | asked participants if there was anything
they felt was missing or if they had additional insights. Moving forward, an important
next step would be to share the study’s finding with the participants and invite them
to review and comment in the results. This iterative feedback process would ensure
that the research remains relevant and truly reflective of the participants’

experiences.

4. Broader reflections on BPD

BPD is a diagnosis that has been described as stigmatising and problematic
within the traditional diagnostic system. This diagnosis often brings significant
biases, leading to detrimental impact on those labelled with BPD, which may prompt
service users to push back against the diagnostic label. People with BPD report

significant problems accessing consistent and effective care and feeling

168



misunderstood by professionals with the healthcare (Lawn & McMahon, 2015). This

may be linked to clinicians stigmatising biases and attitudes, which can affect their

perceptions and interaction with individuals diagnosed with BPD.

The functional psychiatric diagnostic framework claims to identify patterns of

distress and impairment in functioning (Garland & Miller, 2020). However, this model

often neglects the nuanced personal stories behind these patterns failing to support

individuals in sharing their experiences. Furthermore, this diagnostic approach

demonstrates limitations in its consideration of cultural context, which can be

particularly problematic in diverse settings, such as the NHS in London. Although the

DSM-V has made considerable attempts to incorporate cultural concepts, such as

Cultural Formulation Interview (Aggarwal & Lewis-Fernandez, 2015; Jarvis et al.,

2020), and specific guidelines for integrating cultural considerations into diagnosis

(APA, 2013; Devgun, 2023), these efforts can be insufficient in fully addressing the

nuances of cultural diversity. Similarly, the ICD-11 Personality Disorder model

acknowledges the important role of cultural factors in the development of personality

disorders, which is useful in some contexts; however, it does not fully account for the

cultural factors present in ethnically diverse countries such as Peru (Hualparuca-

Olivera, 2022).
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The DSM and ICD provide a framework for diagnosis that is internationally
recognised, however it often lacks sensitivity to cultural variability in the
manifestation and interpretation of psychiatric symptoms. This can lead to clinical
practices that unintentionally perpetuate cultural biases, thereby compromising the
treatment within diverse patient population. These implications underscore the
necessity for more culturally attuned approach that incorporate individual and cultural

differences and their personal story, ultimately enhancing the quality of care.

The Power Threat Framework (PTMF), by Johnstone & Boyle (2018),
provides an alternative nondiagnostic conceptual system that seeks to understand
and address the symptoms through a conceptual system integrating biological,
psychological, and social factors. PTFM focuses on understanding what has
happened to the individual, exploring how power operates in their life, acknowledging
how this can lead to distress. This framework shifts the focus from labelling a
diagnosis like BPD, which can be disempowering and may impose ideological power
creating additional threats to the individual’s body, sense of security, work, social life.
Instead, PTFM focuses on how individuals with BPD interpret their experiences and
the meanings they assign to their story, incorporating experiences and feelings

influenced by social norms and stigma. This framework includes approaching
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psychiatric symptoms as understandable responses to adverse environment, also

perceived as coping mechanisms and valid reactions to threats.

Upon reflecting on my positioning and experiences within my current

placement at a personality disorder service, | have noticed that the conventional

diagnostic framework may often fail to account for cultural considerations. In

contrast, the PTMF can empower individuals to share their stories potentially in a

less stigmatising and pathologizing manner. This reflection has led me to consider

how the PTMF principles, with its focus on social justice and power, can provide a

more holistic perspective that respects cultural context and embraces individual

differences.

Reframing the “symptoms” as threat responses can provide an empowering

and compassionate alternative to the stigmatising diagnostic labels of the traditional

psychiatric approach. This perspective acknowledges the individual’s strengths and

adaptive coping mechanisms, shifting the focus from pathologizing what is perceived

as “wrong” with the individual to empowering and understanding their lived

experiences and the meanings they assign to them. By prioritising the individual's

socio-cultural context and their personal narrative, this approach can foster a more

inclusive and compassionate approach of mental health care.
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7. Appendices

Appendix A: Outline of joint study

The data collection was conducted jointly. Subsequently, we each independently
pursued on our own questions, analyses and write-ups.

My contribution focused on qualitatively exploring the experiences of patients in
MBT-I groups. The other two projects, titled “Development and validation of a self-
reported measure of learning following psychoeducation in Mentalization Based
Therapy (MBT)”, conducted by Jane Teo and “The role of initial levels of epistemic
trust in Mentalization-Based Psychoeducational groups for borderline personality
disorder”, conducted by Sabrina Monteregge, utilised quantitative methods.

| conducted the interviews and the analysis independently.
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Ymehwil lechyd E sarle
a Gofal Cymry (g' Lywedraeth Cymry
Health and Care mb’

Research Wales

Wales Research Ethics Committee 3
Cardiff

Mailing address:

Health and Care Research Wales
Castiebridge 4

15-19 Cowbridge Road East
Cardiff, CF11 SAB

Email: Wales REC3@wales.nhs.uk
Website: www.hra.nhs.uk
15 March 2023
Professor Peter Fonagy

HoD, Department of Clinical,
Educational and Health Psychology

ucCL

Gower Street

London

WC1N 3BG

Dear Professor Fonagy

Study title: Probing Social Exchanges ~ A Computational
Neuroscience Approach to the Understanding of Borderline
and Anti-Social Personality Disorder

REC reference: 12/WA/0283

Amendment number: Substantial Amendment 14

Amendment date: 27 January 2023

IRAS project ID: 103075

The above amendment was reviewed at the meeting of the Sub-Committee held on 13 March
2023 by the Sub-Committee in correspondence.

Ethical opinion

The members of the Committee taking part in the review gave a favourable ethical opinion of
the amendment on the basis described in the notice of amendment form and supporting
documentation.

Approved documents

The documents reviewed and approved at the meeting were:

|Completed Amendment Tool [Substantial Amendment " 27 January 2023
'14_authorized amendment tool]

GP/consultant information sheets or letters [Clinician information 3.1 27 January 2023
'sheet, remote study (clean)]

|GP/consultant information sheets or letters [Clinician information 3.1 27 January 2023
'sheet, remote study (tracked changes)]

176



GP/consultant information sheets or letters [Clinician information 132 27 January 2023
'sheet, remote study, MBTi stream (tracked changes)] !

'GP/consultant information sheets or letters [Clinician information 3.2 27 January 2023
‘sheat, remote study, MBTi stream (clean)] |

Letter from sponsor [Sponsorship approval] 1 01 March 2023
‘Participant consent form [Participant consent form, remote study i1.5.1 27 March 2023
(clean)] |

Participant consent form [Participant consent form, remote study i1.5.1 27 March 2023
(tracked changes)) ,

|Participant consent form [Participant consent form, remote study, l 1.5.2 27 January 2023
\MBTi stream (clean)] 1 : N
\Participant consent form [Participant consent form, remote study, | 152 27 January 2023
‘MBTi stream (tracked changes)] :

‘Parbc:pant information sheet (PIS) [Participant information sheet, | 1.8.1 27 January 2023
‘remote sludy (clean)] . —
‘Participant information sheet (PIS) [Pamupant information sheet 1.8.1 27 January 2023
‘remote study (fracked changes)]

‘Participant information sheet (PIS) [Participant information sheet, 1.8.2 27 January 2023
‘remote study, MBTi stream (clean)]

‘Participant information sheet (PIS) [Participant information sheet, 11.8.2 27 January 2023
‘remote study, MBTi stream (tracked changes)]
Reseamh proloool or progect proposal [Research protocol {(clean)] 1.11.1 27 January 2023
Resaamh pfoloool or pro,ect proposal [Research protocol (tracked 1.11.1 27 January 2023
.changes)]

Membership of the Committee

The members of the Committee who took part in the review are listed on the attached sheet.
Working with NHS Care Organisations

Sponsors should ensure that they notify the R&D office for the relevant NHS care organisation
of this amendment in line with the terms detailed in the categorisation email issued by the lead
nation for the study.

Amendments related to COVID-19

We will update your research summary for the above study on the research summaries section
of our website. During this public health emergency, it is vital that everyone can promptly
identify all relevant research related to COVID-18 that is taking place globally. If you have not
already done so, please register your study on a public registry as soon as possible and provide
the HRA with the registration detail, which will be posted alongside other information relating to
your project.

Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for Research

Ethics Committees and complies fully with the Standard Operating Procedures for Research
Ethics Committees in the UK.

HRA Learning

We are pleased to welcome researchers and research staff to our HRA Learning Events and

online learning opportunities— see details at: hitps://'www.hra.nhs.uk/planning-and-improving-
research/leaming/



IRAS Project ID - 103075: Please quote this number on all correspondence

PP Miss Joanne Love

Dr Kath Clarke
Chair

E-mail: Wales.REC3@wales.nhs.uk

Enclosures: List of names and professions of members who took part in the
review

Copy to: Dr David Wiison
Julia Griem

178



Appendix C: MBT-I outline

Principles

Aims

Open epistemic trust by providing information and experience.

Create a framework through which the patient begins to reflect on themselves
using a new perspective.

Stimulate a subjective experience that this treatment has something for me as
an individual, is for me, and about me.

Inform the joint formulation and prepare for next phase of treatment.

Format

The programme may be delivered over 8-12 sessions depending on service

requirements. For the research project, we are aiming for ten sessions

Review of Homework and previous session
Information/Psychoeducation/Leaflets of Topic

Exercises illustrating topic

Personalisation - Examples from group from their own experience

Link to patient problems
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6. Summary and Homework
Didactics
Slides, role plays (between clinicians and between patients), exercises, working in

pairs, videos e.g. Guardian ad, leaflets, expert by experience input if possible.

Homework (plus reporting back at beginning of next): “Have a think over the week
and see what you observe in relation to the topic” — give homework individually to
each patient as this is more likely to make them feel it is worth doing as it is for them
e.g. ‘Sarah you mentioned your family don’t mentalize much. Perhaps see if you can
notice a moment when they actually do and write it down’; ‘John you said that your
boss never takes you into account or thinks about how you are — can you see if you

notice a time when he does listen to you or takes into account how you feel’.

Content

Session 1 Mentalizing

Mentalizing, Poles/Dimensions, social mentalizing modes etc., misunderstandings,
not knowing stance

Session 2 Ineffective mentalizing

What does ineffective MZ look like - pre-mentalizing modes, hypermentalizing. Use

every day examples and process in the group of mentalizing, get people to
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personalize (this is me when I'm in one of these modes), what are the consequences

of low MZ, emotional arousal on mentalizing,

Session 3 Emotions

What are the basic emotions (life requirements “to survive”), get patients to consider
those in themselves, examples, chart to be shown, degrees of emotional intensities,
social emotions (required for creating social cohesion/cultural agreement: jealousy,

shame etc., positive and negative ones).

Session 4 Regulating emotions

Registering and regulating emotions, some info on mindfulness (e.g. headspace
clips), body as source of experiencing a feeling (perhaps use outline of body to map
emotions and where they are ‘located’); emotions becoming too intense or too

suppressed (patients who avoid).

Session 5 (for research study move to 71 and 8! session) Aftachment
Attachment definitions and strategies.
Use questionnaires for people to find themselves, centralized vs diffused

relationships, attachment and therapy, still face paradigm, group activity. Try to help
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each patient identify the common attachment strategies that are activated in their

relationships

Session 6 Attachment continued

Session 7 - BPD

What's PD/EUPD/BPD? Take a dimensional approach using mentalizing as the

primary dimension. Chart the Symptoms, Interpersonal problems, Emotional roller

coaster, Impulsivity to vulnerabilities in MZ. Diagnosis as something that can change,

PDs can be treated

Some services discuss the categorical diagnosis — BPD/ASPD/NPD. Provide web

links that give accurate and compassionate information.

Session 8 and 9 (maybe include expert by experience here if possible)

MBT, what it's like doing MBT programme, going into a group, problems with

treatment etc.

Session 10 Varied content depending on patient population - Summary session

and/or:
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Anxiety and depression and/or trauma and self-harm

Discussion of attachment trauma may be triggering and has to be done carefully —
consider introducing it generally e.g. in terms of past experience still being felt in
present life in all sorts of ways; link to avoidance and emotional turmoil; dissociation
in minor and major forms may need emphasis and discussion on how to manage it;
return to earlier discussions about body and difficulties in representing bodily

experience; self harm and how to manage it.
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Appendix D: Participant Information Sheet

Personality Disorders — a Computational
Psychiatry Approach
Understanding the Social Brain in Healthy Volunteers and People with

Psychological Difficulties- Reduced Online Study, MBT-I stream

This study has been approved by the Research Ethics Committee for Wales (Project

ID Number): 12/WA/0283.

We would like to invite you to participate in this research project.

You are being invited to take part in a research study. You should only participate if
you want to. Before you decide whether to take part, this sheet will give you some
more information about why the study is being carried out, what you would be asked
to do if you decide to take part, and how the study will be conducted. Please take
some time to read this sheet, and to discuss it with other people if you wish. You are
also very welcome to ask any further questions about the study, or if you find anything

on this sheet unclear.

Why is this study being done?
With the proposed project we plan to investigate the social brain and social behaviour

of people suffering from personality disorders or similar traits and compare them with
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healthy control participants. Only little is known about the neurobiology and cognition
of Borderline and Antisocial Personality Disorders and how patients experience
themselves in their social world and groups (including therapy groups). Our study
design will address some of these. This will hopefully allow us to gain a better
understanding of the disorders and to develop more informed and effective treatments
from which clients will benefit.

Why have you been invited to take part?

You have been invited to take part in the study because you have recently been
assessed by a clinician at one of the clinical or probation services currently
collaborating with the research team.

Do | have to take part?

No. Taking part in the study is entirely voluntary. It is your choice whether or not you
would like to participate. Deciding not to take part in the study will not affect the care
you receive from services either now or in the future. If you do decide to participate,
you will be given this information sheet to keep, and you will later be asked to fill in an
online consent form stating that you wish to take part. If you do give consent to take
part in the study, you are still free to leave the study at any point, without giving a

reason. This will not affect the care you are currently receiving, or will receive in the
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future. If you leave, any information that we have already collected from you will be

destroyed.

What will happen if | decide to take part?

This study is currently an online study, meaning you do not have to travel anywhere if

you don’t want to and can complete all tasks from home. However, if you prefer, and

as long as the guidelines permit, we can arrange for you to visit our research centre

and complete the study in person. If you wish to take part in the study, then you can

get in touch with the research team or provide your contact details so that we can

arrange a time to discuss the study in more detail. If you agree to participate in this

study, you will be asked to complete the following components:

Study Overview:

- An online consent form. If you agree to participate, the first step will be to log

into your POD account and complete a consent form that states you have

understood all the information about the study, have had a chance to ask

questions and are happy to participate. The researcher will send you your

unique, anonymized POD login details. If you decide to attend the study in

person, you will complete this consent form on paper and we will ask you to

provide signed consent if you are happy to participate.

186



Self-report questionnaires asking about personality/character traits, childhood

and upbringing experiences, other life experiences, your general mental and

physical health, as well as your experience of the psychoeducational MBT-I

group offered by your service (in case this is part of your treatment)

o

o

A description of each questionnaire can be found at the end of this
information sheet. If you are interested, you can have a look through this
to decide if you are happy with these questionnaires or if you have any
questions you would like to ask the research team. In case there are
questionnaires you would prefer not to answer, that is okay. You can still
participate and let the researcher know which questionnaire you would

like to skip.

These questionnaires will be made available to you on POD. The
researcher will control the number of questionnaires that are available to
you so that you do not become overwhelmed. Once you complete the
first part of the questionnaires, the researcher will make the next part

available.

Altogether, the questionnaires should take about 2-3 hours. You do not
have to complete them all at once, you can split this up in any way that

is convenient for you. All questionnaires should be completed within 2
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weeks of starting the study (and a few will be done during and after the

MBT-I group is completed).

- The Trust game, the Dancing game, the Two or Multiple Partners Social

Exchange game, and the Intentions task

- MBT-

You will play these four online games on a computer or laptop. If this is

not available to you, please let the researcher know.

For all games, the instructions will be sent to you by the researcher and

you will have an opportunity to discuss these. It is important that you

understand the instructions.

For all games, you will be responding to written cues on the screen using

a keyboard and a mouse. You will be playing with virtual partners. The

games are similar to simple computer games.

The Trust and the Dancing game should take about 20 minutes to play,

and the Two or Multiple Partners Social Exchange game and the

Intentions task should take about 30 minutes.

evaluation interview

In case this is part of your treatment, you might get invited to complete

two brief interviews of ca. 20 minutes each, with a researcher via video
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call, to discuss your experience of the group and what you feel you have

learned from it. This will not affect your treatment.

- If you decide to attend in person, the questionnaires, games, and interview will

still be done in the same way as described above.

- Study completion & debriefing. Once you have completed the study, or in case
you decide to withdraw at any point, the researcher will provide you with some
debriefing information. The researcher will also ask you to provide your bank
account details so that an online bank transfer for your participation payment

can be made.

All identifiable information will be removed prior to you completing the study.

No part of the study is compulsory and there will be separate consent sections for
each part of the study.

We do encourage you to discuss these details with the research team in order to
make sure that you fully understand them and that your concerns and questions can
be addressed.

What are the possible disadvantages and risks of taking part?
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There are no major risks in participating. Some people may find it upsetting to answer

questions about their personal experiences. At the end of this information sheet you

will find a description of all the questionnaires. These descriptions can help you decide

whether you would like to participate in this study. Of course, if you decide to

participate, you can skip a questionnaire or a specific question in case you are worried

that it might be upsetting. Please feel free to discuss this with the researcher at any

point. We will support you if you become upset. A specific Risk and Safety protocol for

this study has been developed. You will be given time at the end of the study (or at the

moment of study withdrawal) to be fully debriefed with a member of the research team

and provided with information on crisis phone numbers. The debriefing sheet also

contains a self-guided relaxation exercise and some mindfulness techniques. Your

personal therapist or probation officer will also be aware of your participation in the

study and able to support you should you find discussing your experiences difficult.

Should you feel overwhelmed or acutely distressed during or at the end of the

assessments, we you will be appropriately looked after by an experienced clinician.

You can also contact the Samaritans help line for free from any phone by dialling 116

123.

What are the possible benefits of taking part?

You may find it interesting to complete these tasks and the information gathered during

this study will also help to inform our understanding of treatment for Personality
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Disorders, which will hopefully be a step towards helping improve interventions in the
future.

Will | be paid for taking part in the study?

As an acknowledgement of your time, we will be offering you £30 for completing the
self-report questionnaires and £10 for each of the four computer games. Therefore,
the reimbursement for completing the full study will be £70, and an additional £20 will
be paid for your participation in the MBT-I evaluation component. This will be paid to
you via an online bank transfer at the end of the study. In case you decide to
withdraw or drop out of the study, you will be reimbursed for your time spent on
anything completed so far. If you decide to attend the research appointment in
person, you will be reimbursed for your travel costs as long as you can provide a
receipt for them.

Who will know you are taking part in the study?

We will inform your personal therapist or probation officer if you have been recruited
via these services. We may inform your GP of your participation in this study, but
information collected during all stages of the study will be kept strictly confidential. All
information will only be viewed by members of the research teams at University
College London and Virginia Tech University in the US. However, if through the course

of the study it was found that you are at immediate risk of harm to yourself or others,
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this information will be shared with your therapist or GP and, if necessary, emergency

services.

Your consent form will be kept in a separate location from all your other data, ensuring
that this remains anonymous. All data will be stored in secure locations whereby a
participant ID will be assigned to your data, non-identifiable personal information and
the results of your tasks will be recorded on computers or flash drives which are

password protected.

The data from this study will be stored in accordance with the UCL and NHS Data
Protection and Records Management policies.

Your study data and any information will be treated as strictly confidential and handled
in accordance with the provisions of the UK General Data Protection Regulation (UK
GDPR).

Will my taking part in this project be kept confidential?

All the information that we collect about you during the course of the research will be
kept strictly confidential. You will not be able to be identified in any ensuing reports or

publications.
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If you are concerned about how your personal data is being processed, or if you would

like to contact us about your rights, please contact UCL in the first instance at data-

protection@ucl.ac.uk.

What will happen to the results of the research study?

The results will be written up in the form of reports to be submitted to scientific journals

or presented at conferences. You will not be identifiable from these results. On

completion and if you request it you will be sent a report of the study.

What if there is a problem?

Every care will be taken in the course of this study. However, in the unlikely event that

you are injured by taking part, compensation may be available.

If you suspect that the injury is the result of the Sponsor’s (University College London)

negligence then you may be able to claim compensation. After discussing with your

research doctor, please make the claim in writing to Dr. Janet Feigenbaum or Dr Tobias

Nolte on behalf of the Chief Investigators (Profs Read Montague and Peter Fonagy)

who are based at University College London. The Chief Investigator will then pass the

claim to the Sponsor’s Insurers, via the Sponsor’s office. You may have to bear the

costs of the legal action initially, and you should consult a lawyer about this.

If you wish to complain, or have any concerns about any aspect of the way you have

been approached or treated by members of staff you may have experienced due to
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your participation in the research, National Health Service or UCL complaints
mechanisms are available to you. Please ask your research doctor if you would like
more information on this. In the unlikely event that you are harmed by taking part in
this study, compensation may be available to you. If you suspect that the harm is the
result of the Sponsor’s (University College London) or the hospital's negligence then
you may be able to claim compensation. After discussing with your research doctor,
please make the claim in writing to the Prof Fonagy who is the Chief Investigator for
the research and is based at UCL, Research Department of Clinical, Educational and
Health Psychology, 1-19 Torrington Place, London, WC1E 7HB. The Chief
Investigator will then pass the claim to the Sponsor’s Insurers, via the Sponsor’s office.
You may have to bear the costs of the legal action initially, and you should consult a

lawyer about this

Who has reviewed this study?

This study has been reviewed by the REC for Wales 12/WA/0283

Contact Details

If you wish to contact the research team to discuss any of the information further or
any concerns you have about the study, then please do so by getting in touch with
the members of the research team listed below:

If you feel that we have not addressed your questions adequately or if you have any

concerns about the conduct of the research team, then please contact my supervisor
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Dr. Janet Feigenbaum (Strategic and Clinical Lead for Personality Disorder Services,
North East London NHS Foundation Trust and Senior Lecturer, Research Department
of Clinical, Educational and Health Psychology, UCL) on 07957 919 961or by email at

janet.feigenbaum@nhs.net.

Janet Feigenbaum, PhD

Research Department of Clinical, Educational and Health Psychology
General Office, Room 436, 4th Floor

1-19 Torrington Place, London, WC1E 7HB

Tobias Nolte MD

Wellcome Trust Centre for Neuroimaging & Research Department of Clinical,
Educational and Health Psychology

12 Queen Square

London

WC1N 3BG

Tobias.nolte@annafreud.org

Thank you very much for taking the time to read this information sheet.

195


mailto:janet.feigenbaum@nhs.net
mailto:Tobias.nolte@annafreud.org

Appendix E: Questionnaire Descriptions

The below provides a description of the questionnaires which make up the baseline
and follow-up parts of this research study. If, based on this description, you are
concerned that a specific questionnaire might make you feel upset, please let your
researcher know and this questionnaire can then be skipped. We do not want to
make you feel upset in any way. In case you decide to go ahead with all
questionnaires and unexpectedly find that a question is upsetting you, then the

questionnaire can be abandoned at that stage as well.
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Questionnaire Brief Description

BASELINE STUDY (you complete these once)

Brief Symptom

Inventory (BSI)

This questionnaire contains a list of problems people sometimes
report, including both physical and mental health symptoms.
Examples include “Nervousness or shakiness inside” and “Feeling
hopeless about the future”. It asks you to indicate how much each
of these problems has caused you distress in the past 7 days on a

scale from Not at All to Extremely.

Antisocial Process

Screening Device

This questionnaire is a screening questionnaire for the presence of

antisocial, impulsive or self-enhancing behaviours. Examples

Assessment Inventory

— Borderline subscale

(PAI-BOR)

(APSD) include “You lie easily and skilfully” and “You do risky and
dangerous things”. It asks you to choose how much these items
describe you on a scale from Not at all true to Definitely true.

Personality This questionnaire assesses four domains of personality: affective

instability, identity problems, interpersonal problems, and self-
harm. Examples include “My mood can shift quite easily” and “I
can’t handle separation from those close to me very well”. It asks
you to choose how true each statement is for you, on a scale from

False to Very True.

Inventory of

Interpersonal

Problems (1IP32)

This questionnaire is focused on your interpersonal relationships,
or your relationships with other people. It will ask about recent

experiences with other people and whether you have had any
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difficulties relating to other people. Examples include “It is hard for

me to confront people with problems that come up” and “| am

overly generous to other people”. You will answer the questions on

a scale from Not at all to Extremely.

Self-Report

Psychopathy Scale

(Levenson SRPS)

This questionnaire will ask you about your empathy levels and your

emotions towards other people. It will also ask you about your

lifestyle preferences. Examples include “For me, what's right is

whatever | can get away with” and “Love is overrated”. You will be

asked to answer on a scale from Strongly Disagree to Strongly

Agree.

Beck Depression

Inventory (BDI-II)

This questionnaire will ask you about the presence and severity of

depression symptoms. Examples include “Loss of pleasure” and

“Crying”, and you will be asked to answer how often individual

symptoms occurred within the past 14 days.

Assessment of

significant losses

This questionnaire will ask you if you have experienced any
significant losses and/or separations of meaningful individuals
during your childhood (from parents/siblings/close family

members/close friends).

Schizotypal personality

questionnaire (SPQ)

This questionnaire will ask you about a list of experiences some

people sometimes have. Some of these experiences may be rather
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unusual. Examples include “Have you had experiences with the
supernatural?” and “Some people think that | am a bizarre person”.

You will be asked to choose between Yes and No for each item.

Drug & Alcohol Use

Questionnaire (DASI)

This questionnaire will ask you about your use of alcohol, nicotine
and other substances. It will also ask you about the presence of a
history of self-harm. The items will be answered on a scale from

Never to Every day or nearly every day.

Standardized

Assessment of

Personality,

Abbreviated Scale

(SAPAS)

This short questionnaire will ask you about some common
personality traits and preferences. An example includes “In
general, do you trust other people”. You are asked to choose from

Yes or No, based on what is mostly true for yourself.

Childhood Trauma

Questionnaire (CTQ)

This questionnaire will ask you about your childhood experiences,
and whether there were any occurrences of trauma, including
physical, sexual and emotional. Examples include “People in my
family said hurtful or insulting things to me” and “Someone tried to
touch me in a sexual way or tried to make me touch them”. You will

be asked to answer on a scale from Never True to Very Often True.
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Dissociative

Experience Scale

(DES)

This questionnaire will ask you about every-day experiences you

might have had in your life, specifically focusing on your memory,

your identity, your awareness and your thoughts. Examples include

“Some people find that they have no memory for some important

events in their lives (for example, a wedding or graduation)” and

“Some people sometimes have the experience of feeling that their

body does not belong to them”. You will be asked to answer on a

scale of 0% to 100%, depending on how often you have these

experiences.

PTSD Checklist (PCL-

S)

This questionnaire will ask you about the presence of an unusually

stressful or traumatic experience in your life in the past 4 weeks,

and if this is not the case, you can also consider an experience

from any time in the past. You will be asked to indicate how much

this experience is affecting various parts of your thoughts, feelings

and behaviours today. Examples include “Repeated, disturbing

dreams of stressful experience” and “Trouble falling or staying

asleep”. You will be asked to answer on a scale from Not at All to

Extremely.

Paranoid Thoughts

Scale (GPTS)

This questionnaire asks you about thoughts and feelings you may

have had towards others in the past month. Examples include
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“People talking about me behind my back” and “| was sure
someone wanted to harm me”. You will be asked to answer on a

scale from Not at all to Totally.

Barratt Impulsiveness

Scale (BIS-11)

This questionnaire will ask you about your planning and decision-

making preferences and whether you have impulsive or non-

impulsive tendencies. Examples include “I do things without

thinking” and “l am restless at the theatre or in lectures”. You will be

asked to answer on a scale from Never to Aimost Always/Always.

Other As Shamer

(OAS)

This questionnaire explores your expectations and thoughts about
how others see or judge you. You will be asked to respond to
statements describing feelings or experiences about how you may
feel other people see you. Examples include ‘| think that other
people look down on me” and “Others see me as fragile”. You will

answer on a scale from Never to AlImost Always.

Reflective Functioning

Questionnaire (RFQ)

This questionnaire will ask you about your own thoughts and
feelings as well as how you think about others’ thoughts and
feelings. Examples include “I don’t always know why | do what | do”
and “My intuition about a person is hardly ever wrong”. You will be

answering on a scale from Strongly disagree to Strongly agree.
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Experiences in Close

Relationships (ECR-R)

This questionnaire assesses your attachment preferences when
you are in a close or romantic relationship. It can also be answered
based on imagining yourself in a close relationship, if you are
currently not in one. Examples include “I rarely worry about my
partner leaving me” and “I don’t feel comfortable opening up to a
romantic partner”. You will be asked to answer on a scale from

Strongly disagree to Strongly agree.

The OPD system

questionnaire (OPD-

SQ)

This questionnaire assesses your personality structure. You will be
shown a series of character description of people and be asked to
indicate how much these statements reflect you. Examples include
“I find it difficult to be aware of my feelings” and “I find it easy to get
into contact with other people”. You will be answering on a scale

from Fully disagree to Fully agree.

Agency questionnaire

(AFI)

This questionnaire measures your sense of authorship/self-
congruence, your sense of control over your actions and your
interest taking. Examples include “I strongly identify with the things
that | do” and “I often pressure myself’. You will be asked to answer

on a scale from Not at all true to Completely true.
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Difficulties in Emotion

Regulation Scale

(DERS)

This questionnaire is about any difficulties in emotion regulation,

including awareness and understanding of emotions, acceptance

of emotions, the ability to engage in goal-directed behaviour and

refrain from impulsive behaviour when experiencing negative

emotions. Examples include “I care about what | am feeling” and

“When I'm upset, | feel weak”. You will answer on a scale from

Almost Never to Almost Always.

Personality

Assessment Inventory

— Antisocial Subscale

This questionnaire assesses the tendency for impulsive and

antisocial behaviour, as well as thoughts and emotions about

others. Examples include “| like to drive fast” and “I've done some

(PAI-AS) things which aren’t exactly legal”. You will be asked to answer on a
scale from False to Very True.

Empathy Quotient This questionnaire focuses on the affective and cognitive

(EQ) components of empathy. Examples include “| really enjoy caring for

other people” and “Seeing people cry doesn’t usually upset me”.

You will answer on a scale from Strongly Agree to Strongly

Disagree.

Life History of

Aggression (LHA)

This questionnaire will ask about the presence, frequency and

severity of a range of aggressive behaviours throughout the

lifetime. Examples include “Get into verbal fights or arguments with
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other people” and “Had difficulties with the law or police which

resulted in a warning”. You will be asked to indicate how often

these behaviours have happened on a scale from Never to

Happened so many times | can’t count.

Eating Questionnaire

This questionnaire will measure your view of your eating and

exercise habits as well as your view of your own body. Examples

include “How often have you had a definite desire to have a totally

flat stomach” and “Have you had a strong desire to lose weight”.

You will be asked to answer on a scale from Never to Every Day.

Pathological

Narcissism Inventory

This questionnaire will ask about your view of yourself and your

rights. Examples include “I get mad when people don’t notice all

(PNI) that | do for them” and “Everybody likes to hear my stories”. You
will be asked to answer on a scale from Not at all like me to Very
much like me.

Depressive This questionnaire will ask you about experiences with depressive

Experiences symptoms, self-esteem and self-criticism, and your dependency on

Questionnaire (DEQ)

others. Examples include “| feel | am always making full use of my

potential” and “Often | feel | have disappointed others”. You will be

asked to answer on a scale from Strongly Agree to Strongly

Disagree.
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Epistemic Trust Scale

(ETS)

This questionnaire asks you to reflect on your trust levels and

potential relationships with others that you know (e.g.

friends/family), as well as with a psychotherapist. If you are not

currently working with a psychotherapist, you can answer this

hypothetically. Examples include “| would be very likely to take the

advice of a psychotherapist” and “I love learning from new people”.

You will be answering on a scale from Strongly Agree to Strongly

Disagree.

Additional Epistemic

Trust Scale

This questionnaire is very similar to the above ETS but it adds

other questions that expand on the above by asking about more

generic situations. Examples include “| often feel that people do not

understand what | want or need” and “I have often taken bad

advice from the wrong people”. You will be asked to answer on a

scale from Strongly Disagree to Strongly Agree.

Bullying Experiences

Questionnaire (BEQ)

This questionnaire asks about the presence, frequency and

severity of bullying experiences in childhood and adolescence.

These experiences can range from interpersonal bullying to

cyberbullying, with or without physical elements. You will be asked

to answer whether you had an experience of a particular type of

bullying, and if you have, further questions about the impact of this
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bullying experience will be asked. Examples include “I was

excluded from social events” and “l was touched in a way that

made me feel uncomfortable”.

Mentalization

Questionnaire (MZQ)

This questionnaire assesses different elements of mentalizing or
thinking about your own feelings and other people’s feelings.
Examples include “Talking about feelings would mean they become
more and more powerful”. You will be answering on a scale from |

Disagree to | Agree.

Experience of Time

Alone Scale (ETAS)

This questionnaire measures your experience of and reaction to
spending time alone and loneliness. Examples include “When | am
alone, | enjoy pampering and doing nice things for myself” and I
feel hopeless about my future when | am alone”. You will be asked

to answer on a scale from Not at all to A great deal.

Personality Inventory

for DSM-5, Brief (PID-

5-BF)

This questionnaire will ask more questions about your personality

traits and characteristics and what you are usually like as a person.

Examples include “I worry about almost everything” and “l am

easily distracted”. You will be asked to answer on a scale from Very

False/Often False to Very True/Often True.
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Certainty about Mental

States Questionnaire

This questionnaire will ask you to reflect on your own thoughts,

feelings and behaviours. Examples include “I understand why

(CAMSQ) certain things make me happy” and “I know how a person feels
when | look at their face”. You will be asked to answer on a scale
from Never to Always.

Shame and This questionnaire will ask you to think about how you experience

Ashamedness Scale

(SAS)

yourself versus how you think other people experience you.
Examples include “I think other people can notice my flaws” and ‘I
get very self-conscious when | am around other people”. You will

be asked to answer on a scale from Not at all to A lot.

MBT-I Attitudes and

Knowledge

Questionnaire

This questionnaire will ask you to think about your understanding
of, attitudes towards and skills surrounding the BPD diagnosis and
the MBT-I psychoeducational group. You will be asked to answer

on a scale from Strongly Disagree to Strongly Agree.

Helping Alliance
Questionnaire Revised

(HAQ-II)

This questionnaires will ask you to reflect about your relationship
with the MBT-I group facilitator. Examples include “| like the
facilitator as a person” and “The facilitator and | have meaningful
exchanges”. You will be asked to answer on a scale from Strongly

Disagree to Strongly Agree.
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It is important to keep in mind that all questionnaires are answered on scales.
Therefore, some items may not apply to you at all, or you do not experience certain
things a lot, and other items might apply to you a lot, or you experience certain things
often. This will vary for every person. The questionnaires cover a wide range of
topics. It is also important to know that they are not used for any diagnostic purpose,
nor can we make any clinically relevant judgments based on your responses. They
simply provide an overview of yourself based on your answers. All your answers will
be kept strictly anonymously and confidentially.

Once you start working through these questionnaires, we will make them available to
you in smaller portions so that it is not overwhelming. We also encourage you to take

as many breaks as you'd like so that you do not feel fatigued or stressed.

Caring for young minds
Anna Freud A
wellcometrust UCLPartners [JETToIl o (@)

Barnet, Enfield and Haringey m
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Appendix F: Consent Form

Personality Disorders — a Computational Psychiatry Approach

Consent Form

Please complete this form after you have read the Information Sheet and/or listened to an

explanation about the research.

Project Title:

Understanding the Social Brain in Healthy Volunteers and People with Psychological

Difficulties. — Reduced Online Study

This study has been approved by the Research Ethics Committee for Wales (Project ID):

12/WA/0283.
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Thank you for your interest in taking part in this research. Before you agree to take part, the

person organising the research must explain the project to you.

If you have any questions arising from the Information Sheet (version 1.8.2, dated
27/01/2023) or explanation already given to you, please ask the researcher before you to
decide whether to join in. You will be given a copy of this Consent Form to keep and refer to

at any time.

Please tick the following statements if you agree with them:

1. I have read the notes written above and the Information sheet dated 27/01/2023, version
1.8.2, and understand what the study involves and what is expected of me. | have also
had the opportunity to ask questions which have been answered to my satisfaction.

2. lunderstand that if | decide at any time that | no longer wish to take part in this project, |
can notify the researchers involved and withdraw immediately.

3. lunderstand that this study is an online study and that | will be contacted by the
researcher via telephone, email or text message. | understand that | will be responsible
for completing the study according to the instructions of the researcher.

4. | agree to participate in the components listed in the study overview of the information
sheet.

a. Self-report questionnaires
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5.

b. Behavioural tasks

c. MBT-I evaluation component
In case | get invited to complete the MBT-1 evaluation interview, which forms part of the
MBT-I evaluation component, | understand that this will be completed via video call. It
has been made clear to me that my participation (or my wish not to participate) in this
interview will not affect my treatment in any way. | understand that this interview on my
experience of the psychoeducation group will be recorded on safe devices and only be
used for research purposes. | understand that it will be transcribed in an anonymized
way, stored encrypted and securely, and that the audio recording will be deleted.
| consent to the processing of my personal information for the purposes of this research
study.
I understand that such information will be treated as strictly confidential and handled in
accordance with the provisions of the UK General Data Protection Regulation (UK
GDPR).
| agree that my anonymous data may be used by others for future research. | am
assured that the confidentiality of my personal data will be upheld through the

anonymous identifiers.
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9.

| understand that the information | have submitted will be published as a report and that |
can request a copy. Confidentiality and anonymity will be maintained, and it will not be

possible to identify me from any publications.

10.1 agree that some of the study data will be shared with the collaborating laboratory at

11.

12.

13.

14.

Virginia Tech University in the USA and SOMA Analytics. | understand that data shared
with Virginia Tech University would no longer be subject to EEA data protection laws but
that this data will be anonymised and no identifiable personal information will be shared
or transferred.

| understand that relevant sections of my medical notes and data collected during my
clinical assessment (including the clinical outcome data) and during the study from me
may be looked at by individuals from the research team, my clinician, or from the NHS
Trust, where it is relevant to my taking part in this research. | give permission for these
individuals to have access to my records.

| agree that the research team might re-contact me in case that additional data has to be
obtained.

| agree that | can be contacted after the end of this study about possible future research
and follow-up with the research team and related groups.

| agree that my GP can be told that | am participating in this study.

GP name:
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GP surgery:
GP address:
15.1 agree that the research project named above has explained to me to my satisfaction

and | agree to take part in this study.

Thank you for your help.

By completing and returning this form, you are giving us your consent that the personal
information you provide will be treated as strictly confidential and handled in accordance

with the provisions of the Data Protection Act 1998.

Anna Freud A
welicometrust UCLPartners [IEFTToq M 2 (@B
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Appendix G: Interview Protocol
General intro:
Over the next half hour, | will be asking you some questions about your recent
experiences in relation to MBT-I — the psychoeducational groups that form the first
step of your MBT treatment at the service. We will also cover some questions around
what trusting others is like for you and how you feel trust is formed. It is very
important that you take your time when answering, what | am interested in is really
your own personal perspective.
| have no role in the treatment team. Your answers to my questions will be totally
confidential and will not be shared with the treatment team in any way where you
could be identified. So this conversation is confidential. Please remember that your
answers are for research purposes — they will not affect the treatment you are
receiving in any way and also you can stop the interview at any time without being

required to justify it.

Post-treatment:

1. What was MBT-I like for you?

2. Has the MBT-I impacted your understanding of your own mental health.
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o Examples?

3. Has anything changed since doing MBT-I , have you noticed anything

different?

o Can you give me some examples of changes that you might have

noticed in your day to day?

o During/after which sessions you noticed the change?

o Are you able to identify what it was about these sessions that

led to these changes.

4. Could you tell me in your own words how you understand the concept of

“‘mentalizing”?

Do you think it is important to you?

Yes: Can you tell me more, why?

No: Can you tell me more, why not?

5. Have you noticed changes in your mentalizing since the MBT-I ?

o Examples?

215



o Isthere any impact on how you think and feel about yourself

from what you have learned about mentalizing?

6. Has what you learned about mentalizing had any impact on your relationships?

Examples? How?

7. Do you think what you have learned about mentalizing and applying it in your
life has influenced others to mentalize differently in relation to you?

o Examples?

8. As aresult of learning about mentalizing, have you become more aware of

other people mentalizing?

9. Could you share any thoughts/emotions you had before the weekly meetings

of the MBT-I ?

a. Why do you think you felt that way?

10.Have there been moments during the meetings when you found yourself

having strong emotions?
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o Can you tell me a bit more?

o Where do you think those came from?

11.Can you think of insights or understanding you have gained from the MBT-I

that you found helpful?

o Examples of particular exercises/ techniques?

o How do you think these things helped you?

o Have you applied any of the things you have learned in your

day-to-day life?

12.Are there any aspects of the MBT-I that you found unhelpful or challenging?

o Examples

o Why do you think these were challenging?

13.Did you feel like you could fully share your thoughts and emotions in the

sessions?

o What do you think made that possible/impossible?

o Can you give me some examples?

14.Did you have a chance to practice mentalizing in the group?
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o Any examples?

o How did you experience attempting to mentalize others or being

mentalized by others within the group?

15.How did you experience the group facilitator/s?

How do you feel your relationship with them developed?

o How did you work out whether or not they we’re “getting you™?

o Overall, to what extent did you experience your group facilitator as

knowledgeable?

16.Did the facilitator of the group explain mentalizing clearly?

o What were the techniques you can recall?

17.What did the group facilitator do to make it easier for you to understand

mentalizing?

o Are there any aspects of the teaching approach that you find

helpful?
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18.Did the facilitator of the group show mentalizing in their interactions with you

and others? Examples?

19.Did you feel supported by the group facilitator?

o Examples?

o Were you supported if you had difficulties understanding mentalizing?

o What showed you that they were or weren’t supportive?

20.Were you able to build trust with the facilitators?

o If yes/no: what helped you with that/why was it difficult?

o What would have made it easier?

21.How did you experience the other group members?

Overall, to what extent did you feel that your group members understood you?

How did you work out whether or not they we’re “getting you™?

Did you learn anything from the other group members?

22.Were you able to build trust with the other group members?

o Ifyes/no: what helped you with that/why was it difficult?

o What would have made it easier?
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Appendix H: Coded Transcript Extract
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Files » (). Theme- Collective growth and empowerment Interviewer
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» () 6. Theme- Complexity in psychoecudation group processes really...] can't remember anything that [ particularly learn from MB T and go like wow, that
really changed my perspective on things. If was more having that kind of support
whilst things were going really weirdly in my life and being able to like use another or
like use another sort of way of coping with it. But I do remember like there was a change
where. So | think it's MWW® She was the like. She's not a psych like a psychiatrist thing.
She's a care worker. And she's done the MBT course. And so she was in sessions at the
beginning. And then there was a gap where she wasn't in sessions. And then she came back
for like, the final three. And I remember just like seeing her there and like, being able to ask
her questions because she's been through it.
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Reference 1: 0.69% coverage
I've not replied to what she said because I've been trying to, as they say, mentalize,
try and work out what exactly I'm feeling based on her response. And maybe what
she meant by her statements, rather than just going to response

Reference 2: 0.65% coverage

And it didn't escalate anything with myself either. So during the course of the day,
that's been better than it could have been, it could have been quite challenging day,
he couldn't make things worse, but he didn't.

Files\\PDU002
1 reference coded, 0.43% coverage

Reference 1: 0.43% coverage

if  am making assumptions or feeling paranoid, I will actively try to mentalize the
situation to pull myself out of that.
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it's given me the opportunity to actually think about a bit more carefully about
where [ might be feeling a certain way and what is the core of that feeling. Yeah, I
find this helpful to me because I don't get lost

Fil 1
1 reference coded, 0.32% coverage
Reference 1: 0.32% coverage

understanding or voicing to my family that I am feeling unsafe I think because...
like and giving a reason

O leanred how to pause using mentalising and logic to prevent ce
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Reference 1: 1.71% coverage

a session where they said there was different temperatures in your body. At times
we experienced that emotions and parts of your body would go cold...and just to
kind of acknowledge how your body's feeling you react and then match up to the
emotion.

Think about how you're feeling through your body.
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Appendix J: Research Diary Extract

Patients report feeling invalidated by previous professionals, necessitating a careful and
patient approach. Rushing them can exacerbate feelings of invalidation, potentially
hindering the therapeutic process. Hence, | think that it is crucial for me to establish a
supportive and validating environment from the beginning.

24/02/2024

Today marked a significant shift in my approach to interviews. Listening to the pre-interview
for participant PDUOO1 before conducting the post-interview deepened my connection with
her. Her expressed anxiety about group settings and visible distress during the initial
interview evoked strong feelings of empathy within me. This recollection underscored the
emotional complexity of these interviews and the importance of empathetic engagement.

26/02/2024

Post-supervision, | conducted two interviews that extended to 50 minutes each, driven by
my anxiety about obtaining the right information. The late arrivals (30-40 minutes) of both
participants, PDUO01 and PDUQ002, compounded my stress. PDUOO1's emotional state from
the onset suggested a challenging interview, prompting me to adopt a warm and
understanding approach. This, however, blurred the lines between a therapeutic session and
an interview. Technical issues during PDUQO2's interview further exacerbated my
insecurities, impacting my communication effectiveness.

29/02/2024

Scheduling an interview with PDU0O04 revealed an unexpected emotional reaction. Her voice
sounded almost aggressive, which | found intimidating. This interaction led me to offer a
flexible appointment, reflecting my discomfort and desire to avoid confrontation.
04/03/2024

The frustration from previous participants' lateness (1-2 hours) prompted me to send
reminders for upcoming interviews with PDU004 and PDUQO06. Timeliness is essential for my
workflow and preparation. The interview with PDU004 left me feeling exhausted and
intimidated. Her long, sometimes irrelevant responses, combined with a dismissive tone
when interrupted, made the session challenging. | left the interview with a headache and a
sense of irritation. The forthcoming interview with PDU006 was difficult for me due to the
limiter time to reflect and connect to my own emotions from the interaction with PDU004 .

Analysis and Reflection

Reviewing my approach, particularly with PDU0O1, revealed a tendency to steer
conversations toward positive aspects of MBT, potentially stifling critical feedback.
Acknowledging this, | recognize the need for balanced interview questions that equally
address unhelpful experiences, improvements, and adverse outcomes.

In the thematic analysis, initial themes were reevaluated, leading to the creation of a distinct
theme for group dynamics, previously a subtheme under helpful aspects. Additionally, the
understanding of personal mental health emerged as a separate subtheme. The broad
theme of "changes linked to MBT" was refined to specifically address changes in BPD
symptoms, ensuring a more precise categorisation of data
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Appendix K: A tool for evaluating thematic analysis (TA) manuscripts for

publication

Twenty questions to guide assessment of TA research quality.

These questions are designed to be used either independently, or alongside our
methodological writing on TA, and especially the current paper, if further clarification

is needed.

Adequate choice and explanation of methods and methodology

1. Do the authors explain why they are using TA, even if only briefly?

2. Do the authors clearly specify and justify which type of TA they are using?

3. Is the use and justification of the specific type of TA consistent with the research
guestions or aims?

4. |s there a good ‘fit' between the theoretical and conceptual underpinnings of the

research and the specific type

of TA (i.e. is there conceptual coherence)?

5. Is there a good ‘fit’ between the methods of data collection and the specific type of
TA?

6. Is the specified type of TA consistently enacted throughout the paper?

7. Is there evidence of problematic assumptions about, and practices around, TA?

These commonly include:
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® Treating TA as one, homogenous, entity, with one set of — widely agreed on —

procedures.

CombiningphilosophicallyandprocedurallyincompatibleapproachestoTAwithoutanyac

knowledgement

or explanation.

e Confusing summaries of data topics with thematic patterns of shared meaning,

underpinned by a core

concept.

Assuminggroundedtheoryconceptsandprocedures(e.g.saturation,constantcomparativ

eanalysis,line-by

-line coding) apply to TA without any explanation or justification.

® Assuming TA is essentialist or realist, or atheoretical.

e Assuming TA is only a data reduction or descriptive approach and therefore must

be supplemented with

other methods and procedures to achieve other ends.
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8. Are any supplementary procedures or methods justified, and necessary, or

could the same results have been

achieved simply by using TA more effectively?

9. Are the theoretical underpinnings of the use of TA clearly specified (e.qg.

ontological, epistemological

assumptions, guiding theoretical framework(s)), even when using TA

inductively (inductive TA does not equate

to analysis in a theoretical vacuum)?

10.Do the researchers strive to ‘own their perspectives’ (even if only very briefly),

their personal and social

standpoint and positioning? (This is especially important when the
researchers are engaged in social justice- oriented research and when
representing the ‘voices’ of marginal and vulnerable groups, and groups to

which the researcher does not belong.)

11.Are the analytic procedures used clearly outlined, and described in terms of

what the authors actually did, rather than generic procedures?
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12.1s there evidence of conceptual and procedural confusion? For example,

reflexive TA (e.g. Braun and Clarke 2006) is the claimed approach but

different procedures are outlined such as the use of a codebook or coding

frame, multiple independent coders and consensus coding, inter-rater

reliability measures, and/or themes are conceptualised as analytic inputs

rather than outputs and therefore the analysis progresses from theme

identification to coding (rather than coding to theme development).

13.Do the authors demonstrate full and coherent understanding of their claimed

approach to TA?

A well-developed and justified analysis

14.1s it clear what and where the themes are in the report? Would the manuscript

benefit from some kind of overview of the analysis: listing of themes, narrative

overview, table of themes, thematic map?

15. Are the reported themes topic summaries, rather than ‘fully realised themes’ —

patterns of shared meaning underpinned by a central organising concept?

e If S0, are topic summaries appropriate to the purpose of the research?

o If the authors are using reflexive TA, is this modification in the

conceptualisation of themes explained
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and justified?

® Have the data collection questions been used as themes?

e Would the manuscript benefit from further analysis being undertaken, with

the reporting of fully realised

themes?

® Or, if the authors are claiming to use reflexive TA, would the manuscript

benefit from claiming to use

a different type of TA (e.g. coding reliability or codebook)?

16.1s non-thematic contextualising information presented as a theme? (e.g. the

first 'theme' is a topic summary

providing contextualising information, but the rest of the themes reported are

fully realised themes). If so,

would the manuscript benefit from this being presented as non-thematic

contextualising information?

17.1n applied research, do the reported themes have the potential to give rise to

actionable outcomes?
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18. Are there conceptual clashes and confusion in the paper? (e.g. claiming a social

constructionist approach while

also expressing concern for positivist notions of coding reliability, or claiming a

constructionist approach while

treating participants’ language as a transparent reflection of their experiences and

behaviours) 19. Is there evidence of weak or unconvincing analysis, such as:

® Too many or two few themes?

Too many theme levels?

Confusion between codes and themes?

Mismatch between data extracts and analytic claims? Too few or too many data
extracts?

Overlap between themes?

20. Do authors make problematic statements about the lack of generalisability of
their results, and or implicitly conceptualise generalisability as statistical probabilistic

generalisability (see Smith 2017)?
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Appendix L: Consolidated Criteria for Reporting Qualitative Studies

Table 2

Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist

No

Domain 1:

Research team

and reflexivity

Personal

Characteristics

Item

Interviewer/facilitator

Credentials

Occupation

Guide gquestions/description

Which author/s conducted the

interview or focus group?

What were the researcher's

credentials? E.g. PhD, MD

What was their occupation at the

time of the study?
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No

Relationship with

participants

Item

Gender

Experience and

training

Relationship

established

Participant knowledge

of the interviewer

Interviewer

characteristics

Guide gquestions/description

Was the researcher male or

female?

What experience or training did the

researcher have?

Was a relationship established prior

to study commencement?

What did the participants know

about the researcher? e.g. personal

goals, reasons for doing the

research

What characteristics were reported

about the interviewer/facilitator?

e.g. Bias, assumptions, reasons

and interests in the research topic
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No

Domain 2: study

design

Theoretical

framework

Participant

selection

10.

Item

Methodological

orientation and

Theory

Sampling

Guide gquestions/description

What methodological orientation
was stated to underpin the
study? e.g. grounded theory,
discourse analysis, ethnography,

phenomenology, content analysis

How were participants

selected? e.g. purposive,

convenience, consecutive, snowball
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No Item Guide questions/description

11. Method of approach How were participants

approached? e.g. face-to-face,

telephone, mail, email

12. Sample size How many participants were in the
study?
13. Non-participation How many people refused to

participate or dropped out?

Reasons?
Setting
14. Setting of data Where was the data collected? e.g.
collection home, clinic, workplace
15. Presence of non- Was anyone else present besides
participants the participants and researchers?
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No Item Guide questions/description

16. Description of sample  What are the important
characteristics of the sample? e.g.

demographic data, date

Data collection

17. Interview guide Were questions, prompts, guides
provided by the authors? Was it

pilot tested?

18. Repeat interviews Were repeat interviews carried out?

If yes, how many?

19. Audio/visual recording  Did the research use audio or

visual recording to collect the data?

20. Field notes Were field notes made during
and/or after the interview or focus

group?
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No Item

21. Duration

22. Data saturation

23. Transcripts returned
Domain 3;

analysis and

findingsz

Data analysis

24. Number of data
coders

25. Description of the
coding tree

Guide gquestions/description

What was the duration of the

interviews or focus group?

Was data saturation discussed?

Were transcripts returned to
participants for comment and/or

correction?

How many data coders coded the

data?

Did authors provide a description of

the coding tree?
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No Item Guide questions/description

26. Derivation of themes Were themes identified in advance

or derived from the data?

27. Software What software, if applicable, was

used to manage the data?

28. Participant checking Did participants provide feedback

on the findings?

Reporting
29. Quotations presented  Were participant quotations
presented to illustrate the themes /
findings? Was each quotation
identified? e.g. participant number
30. Data and findings Was there consistency between the
consistent data presented and the findings?
31. Clarity of major Were major themes clearly
themes presented in the findings?
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No

32.

Item

Clarity of minor

themes

Guide gquestions/description

Is there a description of diverse
cases or discussion of minor

themes?
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