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Abstract

Personality disorder (PD) and substance use disorder (SUD) are frequently co-occurring
conditions which severely affect individuals in different domains of their life. Around half of
patients with SUD also suffer from a PD. Clinical research indicates that each of these
conditions separately are difficult to treat and many obstacles to successful outcomes can be
found. When these conditions occur together, consequences for treatment are even graver.
Furthermore, these patients are often excluded from specialised psychiatric treatments for PD
and are left to random treatment programmes in the SUD field where competence and
knowledge on PD are often lacking.

This dissertation sought to explore, through different methodological approaches, the
experiences and changes in mentalization-based treatment (MBT) of 18 female patients with
comorbid PD/SUD. Do they achieve beneficial results from the treatment, and do they accept
and endure this long-term combination treatment which is tailored to patients with borderline
PD? The dissertation consists of three papers. The first paper was a single-case study which
investigates the treatment process of a patient suffering from SUD and schizotypal PD, which
is considered difficult to treat and that could enlighten the process of working with
transference and handling countertransference. The methodology was a hermeneutical single
case efficacy design (HSCED) and vignettes from the treatment process together with
abundant data collection were used in the analysis. The research question for paper 1 was:
What are the effects of disorganised attachment on personality functioning and substance
abuse, and how is it transformed through MBT? What are the central mechanisms of change?
In paper 2, thirteen patients were interviewed qualitatively on their experiences of MBT and
their view on own pathology approximately 2 years after terminating MBT. A thematic
analysis within a hermeneutical-phenomenological epistemology was the methodological

approach chosen for the analyses of transcribed semi-structured qualitative interviews. The
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research questions of paper 2 was: How do female patients with clinical significant borderline
traits and comorbid SUD experience their own central change processes after participating in
a MBT programme? When these patients experience change in psychotherapy, what central
change processes do they highlight? Do they experience changes in their ability to mentalize
when looking back at the therapy process? In paper 3, longitudinal quantitative data were
collected from 18 patients at baseline, every 6 months in treatment, at the end of treatment
and at follow-up two years after treatment. The assessment protocol had measures on PD,
SUD, interpersonal functioning, symptomatic distress, general functioning and self-esteem.
Furthermore paper 3 aimed to evaluate the feasibility aspects of the pilot project. Linear
mixed models were utilised for the analyses of the quantitative data. The research questions of
paper 3 were: What is the feasibility of MBT with female patients with severe PD and SUD?
Does MBT have any positive effect on PD/SUD patients’ substance use and personality
structure (primary outcome)? Does MBT have any positive effect on symptom distress,
interpersonal and social functioning (secondary outcome)?

In paper 1 we found that: 1) that the patient had changed in a clinically significant way, 2)
that MBT was the main causative process for her change, 3) that the main mechanisms of
change were reparations of ruptures in the alliance, handling countertransference and working
in the transference through constant efforts a mentalizing the relationship, and 4) that
treatment gains made it possible for her to maintain her mentalizing abilities even in close
relationships that formerly would activate profound mental confusion. In paper 2 we found
that patients experienced meaningful psychological change after participating in MBT and
that by gaining the ability to reflect on their own feelings and thinking processes,
interpersonal encounters became more flexible and ultimately patients experienced an
increased sense of an agentic self. The themes that described their change processes were “by

LIS

feeling the feeling”, “by thinking things through”, “by walking in your shoes to see myself”,

11



and “by stepping outside of own bad feeling in seeing you”. In paper 3, we found that
preliminary data on changes in several outcome measures indicated that MBT treatment gave
both clinically and statistically significant changes in primary and secondary outcome
measures. Furthermore, in evaluation of the feasibility aspects of the study we concluded that
embarking on a randomized controlled trial (RCT) with this study protocol and treatment
programme is “feasible with close monitoring”. Treatment adherence and routines for
frequent and coherent assessment are important to implement and monitor.

The findings in this dissertation indicate that MBT could be a potential beneficial treatment
approach for female patients suffering from PD/SUD. Furthermore, different hypotheses on
what are important mechanisms of change in MBT have been found. These include working
in the transference, managing countertransference and mentalizing as a central change
process. These suggestions for mechanisms of change should be further investigated in
psychotherapy process studies. The lack of a control group and the limited number of
participants suggest that conclusions must be made with caution. The feasibility aspects seem

promising and larger studies on MBT with PD/SUD are recommended.
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General introduction: Scope and background for the dissertation

In the field of personality disorder (PD), models of how to understand PD and how to
effectively treat PD have developed. Dialectical behavioural therapy (DBT) (Linehan et al.,
2006) is among the most well researched treatment approaches for borderline PD; other
approaches like transference focused therapy (TFT), mentalization-based therapy (MBT) or
schema focused therapy (SFT) have also been found to be effective (Bateman & Fonagy,
2009; Doering et al., 2010; Nadort et al., 2009). The growing optimism around the treatment
potential of patients with PD is due to much scientific and clinical effort in the last 20 years.
One group of patients has received too little attention though: those with dual diagnoses of PD
and substance use disorder (SUD). These patients, with multiple challenges in psychosocial
functioning, have become the outcasts of the mental health field. These patients are often
excluded from specialised treatment programmes for PD (Bosch & Verheul, 2007), and
unverified ideas about their negative prognosis and the chronicity of their addiction exist.
With this as a background, we aimed at investigating broadly the prognostic potential, and
treatment experiences of patients with severe PD and SUD. The context was a pilot trial of
MBT in a drug treatment institution in Bergen, Norway. In the pilot, 18 female patients with
severe PD and SUD participated. Longitudinal quantitative data were collected during
treatment and at a follow-up approximately two years after treatment termination; qualitative
interviews were performed at follow-up.

The Bergen Clinic Foundation is a medium-sized drug treatment institution in Bergen,
Norway with both outpatient and inpatient treatment programmes. At any given time, there
are about 800 patients receiving treatment, counting both in- and outpatient treatment. A
growing interest in personality pathology appeared here, partly due to persons working in the
Bergen Clinics and their affiliation with the “The Norwegian Network of Personality-Focused

treatment programs”, and partly because some of the patients were difficult to treat and posed
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challenges both relationally and in the attendance to psychotherapy. Thus, the need for more
competence on PD pathology emerged. As the Bergen Clinics have an explicit focus on
gender, where male and female patients receive gender specific treatment, this pilot was

performed with female patients alone.

Diagnosis of PD and SUD

When we started the pilot study in 2009/2010, the new diagnostic manual for mental
disorders, DSM-V, was not yet published (APA, 2013). In the pilot study, all our assessments
are based on the former diagnostic manual for mental disorders — DSM-IV (APA, 1994). In
order to both inform on the present understanding of the diagnosis of PD and SUD and to
ensure that we have sufficiently described our assessment procedures, we will describe the
diagnosis in DSM-V, but in other parts of this dissertation the assessment procedures and in
the description of assessments used in the study, we will use material and references from
DSM-IV. Furthermore, there are some changes from DSM-IV to DSM-V. For PD, the
diagnosis stays the same, with the exception of a new alternative model of PDs found in the
appendices in the DSM-V. For SUD some changes have occurred: Gambling disorder has
been included under the diagnosis of “Substance-related and addictive disorders”. The
separation of the diagnosis of substance abuse and dependence from DSM-IV no longer
exists, and is now one single diagnostic label “Substance use disorder”. The criteria for SUD
are nearly identical in DSM-IV and DSM-V with two exceptions; recurrent legal problems as
a criterion has been deleted in DSM-V and a new criterion of craving has been added.
Severity of the DSM-V SUD is based on the number of criteria. Furthermore, the new manual
has moved to a non-axial documentation of diagnosis (formerly Axis I, IT and III), and with

separate notations for psychosocial and contextual factors (formerly Axis IV) and disability
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(formerly Axis V). We will sometimes refer to the old axial system in this dissertation

because earlier studies do use the categories Axis I and II disorders when studying PD.

Diagnosis of PD
According to the DSM -5, PD can be defined as (APA, 2013): “an enduring pattern of
inner experience and behaviour that deviates markedly from the expectations of the
individual’s culture, is pervasive and inflexible, has an onset in adolescence or early
adulthood, is stable over time, and leads to distress or impairment (p. 645) ”. The PDs are
divided into three clusters based on similarities, but this separation into clusters is not yet
sufficiently validated and is mainly used for descriptive purposes. The criteria for general PD
are as follows:
“Criteria
A. An enduring pattern of inner experience and behaviour that deviates markedly from
the expectations of the individuals culture, manifested in two or more of the following
areas: 1. Cognition, 2. Affectivity, 3. Interpersonal functioning and 4. Impulse control
B. The enduring pattern is inflexible and pervasive across a broad range of personal and
social situations.
C. The enduring pattern leads to clinically significant distress or impairment in social,
occupational, or other important areas of functioning.
D. The pattern is stable and of long duration, and its onset can be traced back at least to
adolescence or early adulthood.
E. The enduring pattern is not better explained as a manifestation or consequence of
another mental disorder.
F. The enduring pattern is not attributable to the physiological effects of a substance or

another medical condition (p. 646)”.
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Furthermore, Borderline PD is defined as: “A pervasive pattern of instability of interpersonal
relationships, self-image, and affects and marked impulsivity (...) 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 idealization 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.

5. Recurrent suicidal behaviour, gestures, or threats, or self-mutilating behaviour.

6. Affective instability due to a marked reactivity of mood.

7. Chronic feelings of emptiness.

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

9. Transient, stress-related paranoid ideation or severe dissociative symptoms (APA, 2013 p.

663)”.

Diagnosis of SUD

In DSM-V, SUD belongs to the diagnostic group of “substance-related and addictive
disorders” which includes the misuse of 10 separate classes of substances including alcohol.
The essential feature of SUD is a cluster of cognitive, behavioural and physiological
symptoms indicating continued use in spite of severe substance-related problems. The
diagnosis of SUD is based on 11 criteria that can be grouped into four categories: impaired
control, social impairment, risky use and pharmacological criteria. Severity of the DSM-V
SUD is based on the number of criteria and are defined in three categories: mild disorder (2-3
criteria), moderate disorder (4-5 criteria), and severe disorder (6 or more criteria). The eleven
criteria are:

“Impaired control
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1) The individual may take the substance in larger amounts or over a longer period than
was originally intended.

2) The individual may express a persistent desire to cut down or regulate substance use
and may report multiple unsuccessful efforts to discontinue use.

3) The individual may spend a great deal of time obtaining the substance, using the
substance, or recovering from its effects.

4) Craving is manifested by an intense desire or urge for the drug that may occur at any
time but is more likely when in environment where drug was previously obtained.

Social impairment

5) Recurrent substance use may result in a failure to fulfil major role obligations at work,
school or home.

6) The individual may continue substance use despite having persistent or recurrent
social or interpersonal problems caused or exacerbated by the effects of the substance.

7) Important social, occupational or recreational activities may be given up or reduced
because of substance use.

Risky use

8) Recurrent substance use in situations in which it is physically hazardous.

9) The individual may continue use despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or exacerbated by
the substance use.

Pharmacological criteria
10) Tolerance signalled by requiring a markedly increased dose of the substance to

achieve the desired effect.
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11) Withdrawal is a syndrome that occurs when blood or tissue concentrations of
substance decline in an individual who had maintained prolonged use of the substance

(APA,2013, p.483)”

Co-occurrence of PD/SUD

A multitude of studies demonstrate that there is a high co-occurrence between PD and
SUD. The national epidemiologic studies on alcohol and related conditions (NESARC) from
the USA (Hasin & Kilcoyne, 2012; Trull, Jahng, Tomko, Wood, & Sher, 2010) are national
cross-sectional survey studies over three waves of data collection in the general US
population, with the final (third) wave containing as many as 36,309 noninstitutionalised
civilians. NESARC has convincingly demonstrated how SUD are related to PDs. Some of
their findings are:

1) given any PD, the lifetime probability of having SUD is over 12 times higher than
without the presence of PD (Trull et al., 2010);

2) For alcohol use disorders, the comorbidities with PDs were most prevalent for
antisocial PD (49-52%), histrionic PD (50%) and borderline PD (47%) and for drug use
disorders the comorbidities with PDs were highest for histrionic (30%), dependent (27%) and
antisocial PD (23-27%) (Trull et al., 2010);

3) Antisocial, schizotypal and borderline PD predict the persistence over time for the
presence of SUDs and no axis I disorder predicts the persistence of SUDs (Fenton et al., 2012;
Hasin et al., 2011; Hasin & Kilcoyne, 2012);

4) When controlling for general PD criteria, cluster B emerges as a significant
predictor for SUD (Jahng et al., 2011);

5) In one study, functional impairment was used as an additional criterion for

receiving a PD diagnosis, and they found that overall the lifetime prevalence between alcohol
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use disorder and PD was 42%, while lifetime prevalence between SUD and PD was 19%
(Trull et al., 2010).

Accordingly, in the general population SUD co-varies with PD. In patient samples this
covariance is even higher. One review including studies with both general population,
psychiatric samples and treated SUD patients found that in both psychiatric samples and
treated SUD patients the prevalence of PD was four times higher than in the general
population (median 60% and 57% compared to 14%) (Verheul, 2001). Other studies among
psychiatric patient samples have also demonstrated high co-occurrence between these two
diagnoses. Among PD patients, the prevalence of SUD has been reported at 14% in a sample
of 1783 PD patients even when SUD was an exclusion criterion for entering treatment
(Karterud, Arefjord, Andresen, & Pedersen, 2009). Another study with 137 BPD inpatients
found a SUD prevalence of 67% (Dulit, Fyer, Haas, Sullivan, & Frances, 1990). In a Danish
study, data from 463,003 psychiatric patients were included, and among those with PD 46%
had SUD (Toftdahl, Nordentoft, & Hjorthaj, 2016). Thus, among samples of PD patients,
SUD occurs frequently as a comorbidity. Paradoxically many treatment centres with
programmes for PD exclude patients with SUD (Bosch & Verheul, 2007).

Among SUD patients, one review found that the comorbidity of PD ranged from 25%
to 75% (Cacciola, Alterman, McKay, & Rutherford, 2001). Other studies with SUD patients
found that the prevalence for PD was 46% (Langés, Malt, & Opjordsmoen, 2012), 50%
(Thomas, Melchert, & Banken, 1999), 54% (Ross, Dermatis, Levounis, & Galanter, 2003)
57% (Verheul et al., 2000), and 60% (Kokkevi, Stefanis, Anastasopoulou, & Kostogianni,
1998). Cluster B PDs most frequently occur among SUD patients, and antisocial PD together
with BPD appear to be most common (Kokkevi et al., 1998; Langés et al., 2012; Mackesy-
Amiti, Donenberg, & Ouellet, 2012; Ross et al., 2003). To summarise, among SUD patients

PD is a frequently co-occurring disorder, and cluster B PDs are more frequent than cluster A’s
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or C’s. In samples of SUD patients, around half can be expected to have a PD. These studies
indicate that in-depth knowledge of PD and dual focus treatments are warranted in SUD

clinics.

Consequences of the comorbidity PD/SUD
Studies indicate that the comorbidity adds more complications than either disorder

alone.

Mental health problems

Compared to both PD and SUD patients alone, these dual diagnosis patients appear to
have more mental health problems. In one study their Global Assessment of Functioning
(GAF) scores were lower; they had more prior treatment and more psychotic episodes when
compared to PD patients alone (Karterud et al., 2009). Another study on 100 psychiatric
inpatients also found similar complications; PD/SUD patients compared to SUD without PD
had greater symptom distress and psychiatric severity (Ross et al., 2003). Furthermore,
another study with 1205 SUD patients, found that BPD/SUD compared to SUD alone had
more comorbidity of diagnosis like ADHD, bipolar disorder and depression (Wapp et al.,
2015). Similarly, SUD/PD patients compared to SUD alone are more prone to have axis I
comorbidity, lower GAF scores, and higher symptomatic distress (Langés et al., 2012).
BPD/SUD patients often suffer from “complex comorbidity”, where the comorbidity often
involves both an affective disorder together with an impulsive disorder (Zanarini et al., 1998).
BPD/SUD patients also suffer from heightened emotional dysregulation compared to SUD
alone (Bornovalova et al., 2008; Gratz, Tull, Baruch, Bornovalova, & Lejuez, 2008).
Furthermore BPD/SUD patients have been found to have more suicide attempts then BPD
alone; this has also been found in patients with antisocial PD and SUD, but when controlling

for BPD this relationship disappears (Darke, Williamson, Ross, Teesson, & Lynskey, 2004;
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Yen et al., 2003). One study found that the clinical characteristics of their BPD diagnoses
(e.g., impulsivity, affective lability, affective intensity, externalizing behaviours, and self-
harming/suicidal tendencies) do not appear to be more severe with the presence of SUD,
compared to BPD alone (Lee, Bagge, Schumacher, & Coffey, 2010). In conclusion the co-
occurrence of PD/SUD adds suffering and severity to both diagnoses, and much research
exists on the high risk group of BPD/SUD. These dual diagnosis patients appear to be among

the most challenged patients.

Substance use

In addition to more severe mental health problems, their substance use problems are
also more complicated than for patients with SUD alone. For instance, PD/SUD patients are
more likely to use illicit drugs than alcohol, their SUDs have an earlier onset and longer
duration, they demonstrate more polysubstance use and more hazardous behaviour like needle
sharing, and their SUDs are more severe (Darke et al., 2004; Langés et al., 2012; Ross et al.,
2003; Vélez-Moreno et al., 2016; Wapp et al., 2015). Thus, both SUD and mental health are

more challenged when these two diagnoses co-occur.

Socio-contextual factors

These patients appear to be younger than SUD patients without PD, less likely to be
employed, and more likely to have severe childhood trauma which includes psychical,
emotional abuse and neglect (Gratz et al., 2008; Langas et al., 2012; Wapp et al., 2015). They
also display more violence towards both self and others (Karterud et al., 2009). Of importance
is also these dual diagnoses patients’ risk for early death. SUD is a potentially deadly
disorder, and some PDs are also related to early death. One Swedish study followed a cohort
of 561 SUD inpatients for 30 years. At follow-up, 36% of these patients had died. The
average age of persons with substance related death was 36 years, and for non-substance

related death, the average age was 48 years; PD was not a predictor for increased risk of early
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death, but substance dependency was clearly so (Nyhlen, Fridell, Backstrom, Hesse, &
Krantz, 2011). In another sample of 125 admitted SUD patients where 84% had PD, their
psychiatric status at 5-year follow-up predicted the mortality rate at 15-year follow-up. By
that point in time, 24% of the patients had died. The authors underline that perhaps for SUD
patients, psychotherapy is more lifesaving than drug-abuse services (Fridell & Hesse, 2006).
Thus, for PD/SUD patients, one of the potential risks is premature death, but the presence of
PD might not exacerbate the risk of early death for these patients. Addressing their
psychological impairment therapeutically is recommended.

Thus, in summary, the co-occurrence of these two disorders pose challenges in
treatment and cause individuals to suffer exponentially. PD/SUD appear to be more impaired
on several parameters compared to both diagnoses alone. The implications of these studies are
that both SUD treatment facilities and specialised programmes for PDs need to give special

attention to these patients, as they appear to have increased vulnerabilities.

Etiological models of PD and SUD

A high co-occurrence between PD and SUD suggests that there are some causal
pathways between the two disorders (Verheul, 2001; Verheul & van den Brink, 2005). In a
27-year follow-up study of former inpatients diagnosed with BPD the presence of SUD
diminishes parallel to the BPD diagnosis (Paris & Zweig-Frank, 2001) suggesting that the
relationship between these diagnoses also follows a natural trajectory as interconnected. There
are multiple etiological models of SUD, and they are hard to either prove or disapprove. In
addition, the models are often in conflict with one another (Alexander, 2010). Thus, what
SUD is for one individual, is not the same for another. In addition, multiple models can have
explanatory values for individual cases: “For example a borderline patient may use stimulants

to reduce feelings of boredom and use alcohol to regulate affective instability (affect-
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regulation model). After a while, the patient becomes addicted to both substances which in
turn aggravate the impulsivity and set the conditions for aggressive suicide attempts (neuro-
pharmacological model). Simultaneously, the patient may become entangled with a deviant
peer group, leading to both increased antisocial behaviour (social learning model) and
additional substance abuse (developmental behaviour genetic model) (Verheul & van den
Brink, 2005, p.133)”. It seems that to understand SUD in PD, one needs to add many bricks to
the puzzle.

Historically models of SUD have varied; in classical models PD was seen as a primary
etiological factor (the moral and symptomatic model) but later models (pharmacological and
disease) have not recognised PD (Verheul, 2001). In the moral model, PD and SUD were seen
as the same diagnosis: “sociopathic personality disorder”. The disease model conceptualises
SUD as a chronic biological disorder, the view on prognosis is negative and it can potentially
lead to stigma and victimhood (Cihan, Winstead, Laulis, & Feit, 2014). There are negative
consequences of both understanding SUD as part of PD, and seeing SUD as a purely
biological disorder. One pitfall with connecting PD and SUD can be that some psychotherapy
schools do not recognise that SUD is a primary and independent disorder which needs to be
treated on its own terms, and instead they treat SUD as a symptom of an underlying problem
(Zweben & Clark, 1990). On the other hand, to treat SUD as a chronic biological disease
could lead to interventions where support and maintenance of health are focal, while
neglecting obvious personality problems.

Today we conceptualise addictions as a bio-behavioural diathesis-stress model. In this
model, both the onset and the course of SUD are a result of reciprocal processes between
inherited vulnerabilities and psychosocial contexts. In the dual diagnosis of PD/SUD three
pathways are suggested: 1) Behavioural disinhibition pathway (antisocial and some of BPD),

2) stress reductions pathway (avoidant, dependent, schizotypal and BPD), and 3) reward
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sensitivity pathway (histrionic and narcissistic) (Verheul, 2001). The behavioural
disinhibition pathway predicts that individuals with high scores on antisociality and
impulsivity have lower thresholds for deviant behaviours such as substance use. The stress
reduction pathway predicts that individuals prone to traits like stress reactivity, anxiety
sensitivity and neuroticism are vulnerable to experience stressful life events, which in turn can
lead to self-medication for perceived stress. The reward sensitivity pathway predicts that
individuals with traits like novelty seeking, reward seeking, extraversion and gregariousness
will use substances due to their positive reinforcement.

On a more superordinate level, explanatory models exist; the perspective on
attachment and emotional regulation is of importance when trying to understand PD/SUD.
One possible way of understanding individual’s use of illegal substances and alcohol is by
regarding it as a self-soothing or emotional regulating behaviour (Khantzian, 1997, 2012).
This is especially relevant for BPD. BPD is a disorder with three main problem areas: social
dysfunction, emotional dysregulation and impulsivity (Bateman & Fonagy, 2016). The
theoretical link between SUD and BPD, is that during moments of emotional dysregulation
and reduced mentalizing (i.e., activation of the attachment system) substance use and alcohol
function as a regulator that calms the individual down and re-establishes a subjective
experience of emotional stability (Philips, Kahn, & Bateman, 2012). This proposed stress
reduction pathway is a model where PD is seen as primary to SUD (Verheul & van den Brink,
2005). Regulating negative emotions and impulsivity have been found to be central causal
agents in the substance use problems found in the BPD group (Bornovalova, Lejuez,
Daughters, Rosenthal, & Lynch, 2005; Verdejo-Garcia, Bechara, Recknor, & Pérez-Garcia,
2007). These studies support the notion that emotional dysregulation is related to SUD.

A related perspective is the attachment perspective on SUD (Flores, 2004). Substance

use utilises the same reward systems in the brain as attachment, and hence rewards
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individuals potently; it might even block the need for attachment to others (Insel, 2003).
Understanding SUD as an attachment disorder is one of the proposed models of substance use
(Cihan et al., 2014; Flores, 2004; Thorberg & Lyvers, 2010), and substance use has been
convincingly demonstrated to co-vary with childhood trauma (Dube, Anda, Felitti, Edwards,
& Croft, 2002; Dube et al., 2003; Felitti et al., 1998). Understanding SUD as an attachment
disorder gives a clinical picture of patients where self-regulation problems, alexithymia, an
incoherent self, inability to engage in healthy relationships and inability to regulate behaviour
and self-care, are proposed as key problem areas (Khantzian, 2012). In order to understand
PD and especially BPD, one cannot avoid the importance of the attachment perspective.
Within the mentalization-based understanding of PD, the primary etiological model is that the
developmental pathway and experiences gained in early attachment relationships have
contributed to the development of interpersonal issues and difficulties with emotional
regulation (Fonagy, 2001). Thus, theoretically SUD and BPD represent overlapping problem-
areas. These problem areas, especially if SUD replaces the need for attachment to others, pose
challenges in psychotherapeutic approaches to this patient group. Better mentalizing abilities
have been suggested as a central treatment target for the BPD/SUD group (Olesek et al.,

2016; Outcalt et al., 2016).

Mentalization-based treatment

MBT was developed by Anthony Bateman and Peter Fonagy in London, working with
severely disordered PD patients. MBT has its roots in attachment theory, psychoanalytic
theory, evolutionary psychology and cognitive psychology and originally, the main target
population for this treatment was patients with BPD. Mentalization is defined as: “the ability
to understand actions by both other people and oneself in terms of intentional mental states

such as thoughts, feelings, wished and desires” and is supposedly a key problem area for
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people suffering from PD (Bateman & Fonagy, 2016, p.3). All psychotherapies do improve
mentalization but MBT differs in that it targets mentalization specifically, and the aim is to
increase patients’ capacity for mentalizing, especially in attachment relationships. Classical
MBT is a combined treatment with a course of initial assessment and participating in a
psychoeducational group, then weekly individual and group therapy for up to 3 years. In
addition, therapists have weekly video-based supervision. MBT are defined by manuals where
how to conduct group, individual and how to run the psychoeducational group are defined
(Bateman & Fonagy, 2016; Karterud, 2011, 2012; Karterud & Bateman, 2010).

Main interventions are the not-knowing stance, focus on the mind and mind states,
focus on relationships and emotions, and addressing the relationship between therapist and
patient. The therapist has an important role in the psychoeducation about the mind and how
the mind works, by being transparent about their own thought processes and feeling states
while being in a relationship with the patient. The latter is named working in the transference
or mentalizing the relationship.

The main mechanism of change in MBT is thought to be increasing patients’
mentalizing capacity in the midst of an attachment relationship with therapists and fellow
group members. This is done by carefully monitoring patient’s mentalizing level during
sessions and addressing their manner of thinking or feeling whenever they demonstrate
diminished mentalizing capacity. Or better said in the words of the authors: “the core of MBT
is to rekindle mentalizing when it is lost, to maintain it when it is present, and to increase the
resilience of the individuals’ capacity to keep it going when it would otherwise be lost”
(Bateman & Fonagy, 2016, p. vi).

A recent study indicated that by increasing PD patients’ mentalizing capacity in
treatment, their symptomatic distress improves (De Meulemeester, Vansteelandt, Luyten, &

Lowyck, 2017). This strengthens the notion that mentalizing is an important mechanism of
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change. Mentalizing level at pre-treatment has also been found to relate to difficulties with
forming an alliance for patients with chronic depression (Taubner, Kessler, Buchheim,
Kichele, & Staun, 2011). Another study has underlined that mentalizing level before
treatment will relate to more positive outcomes in some formats of treatment but not others
(Gullestad, Johansen, Hoglend, Karterud, & Wilberg, 2013). In this study patients with low
mentalizing (reflective functioning) responded better to treatment in one format (outpatient
individual psychotherapy) but not to another (step-down day hospital treatment) in terms of
psychosocial functioning outcomes. This suggests that for the most vulnerable patients
content of treatment will matter and that mentalizing is a potential mediator of change. A third
study with severely disordered BPD/SUD patients demonstrated that MBT adherence and
quality of the therapeutic interventions correlated positively with patients’ mentalizing
capacity in the same session (Mdller, Karlgren, Sandell, Falkenstrom, & Philips, 2016). This
study demonstrates a direct link between MBT adherent interventions and increased
mentalizing. These studies together tentatively point towards mentalizing as an important
mechanism of change for PD patients and PD/SUD patients, and that content in therapy can
positively influence outcomes for patients with low pre-treatment mentalizing levels.

For patients with dual diagnosis PD/SUD, no study on the efficacy of MBT has been
published. Some of the studies on MBT have included patients with SUD and thus a minority
of these samples had concurrent PD/SUD (see for instance Bales et al., 2012). These studies
show that MBT are favourable in the treatment of PD. Indirectly this could imply that MBT
has some potential in the treatment of these dual diagnosis patients.

For MBT, several studies, both RCT’s and naturalistic cohort studies, demonstrate that
MBT is an effective treatment for BPD (Bales et al., 2015; Bales et al., 2012; Bateman &

Fonagy, 1999, 2001, 2008, 2009; Jergensen et al., 2014; Jorgensen et al., 2013; Kvarstein et
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al., 2015). MBT has also been shown to be superior when clinical severity is taken into

account (Bateman & Fonagy, 2013).

Psychotherapy for dual diagnosis BPD/SUD

Three therapy models have been tested with BPD/SUD patients (Lee, Cameron, &
Jenner, 2015). These include dynamic deconstructive psychotherapy (DDP), dialectical
behaviour therapy (DBT) and dual focus schema therapy (DFST). In total 10 controlled trials
have been published. So far results are slightly favouring DBT, but drop-out from these
studies have been quite substantial. There is an agreement in the field that more knowledge on
specialised treatment for dual diagnosis patients is warranted.

Many have advocated the need for targeted treatments, where both the PD and SUD
are focused on simultaneously. The studies that have been published on psychotherapy with
dual diagnosis patients underline the following therapeutic strategies: The DBT approach
underlines use of drug-specific behavioural targets for treatment of problem drug use,
attachment strategies for fostering a strong therapeutic alliance, and dialectical abstinence
where strategies for promoting change and strategies for promoting acceptance are utilized for
gaining substance use abstinence (Dimeff & Linehan, 2008). In DBT four studies on
BPD/SUD have been performed with beneficial results in favour of DBT (Harned et al., 2008;
Linehan et al., 2002; Linehan et al., 1999; van den Bosch, Verheul, Schippers, & van den
Brink, 2002).

DDP is a tailored approach for BPD patients who are difficult to engage in therapy, for
instance those with comorbid SUD or antisocial PD. In DDP therapeutic strategies are:
activate neurocognitive impaired functions by verbalising affects and elaboration of
interpersonal experiences, integrating polarised attributions towards self and other, and

working with moment-by-moment affective responses in order to enhance self-other
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differentiation. DDP has published three controlled trials on the efficacy with BPD/SUD
demonstrating the potential of DDP compared to treatment as usual (TAU) (Gregory et al.,
2008; Gregory, DeLucia-Deranja, & Mogle, 2010; Gregory, Remen, Soderberg, & Ploutz-
Snyder, 2009).

DFST is a cognitive-behavioural therapy that focuses on maladaptive cognitive
schema and coping styles. The SUD DFST utilises traditional relapse prevention techniques
for interpersonal, affective and craving factors. DFST has been tested in three clinical trials
and has demonstrated reduction in substance use (Ball, 2007; Ball, Cobb-Richardson,
Connolly, Bujosa, & O'Neall, 2005; Ball, Maccarelli, LaPaglia, & Ostrowski, 2011).

In MBT the hypothesised mechanism of change for PD/SUD patients is supposed to
be improving mentalizing in situations that would trigger substance use. In MBT for PD/SUD
the following elements have been suggested as important: stabilisation both socially and
medically, promoting alliance to avoid situations that could trigger relapse, psychoeducation
about mentalizing in connection to relapse vulnerability, establishing a therapeutic
relationship, focusing on feelings and experiences in relation to SUD, exploring relapses,
mobilizing abilities to reflect on current mental states and target regulation of emotions
(Philips et al., 2012). To date there is only one unpublished study from Stockholm on MBT
for BPD/SUD. In this RCT patients received 18 months of MBT or TAU within an outpatient
addiction treatment clinic. Surprisingly the MBT patients (n = 24) did not differ from the
control-group (n = 22) with respect to outcome. There was one near significant finding
(Mann-Whitney p = 0.06) that demonstrated that the MBT group had no suicide attempts
during treatment, vs four in the control group (Philips, 2016). However, we cannot know for
sure that treatment in this study was MBT proper, since adherence was low (Karterud &

Bateman, 2010; Mdller et al., 2016; Philips, 2016).
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Potential challenges and pitfalls in psychotherapy for PD/SUD

For patients with the dual diagnosis PD/SUD, there are several potential pitfalls in
treatment. Their ability to form an alliance with therapists is more difficult than for SUD
patients without PD (Olesek et al., 2016). Cluster B traits do evoke more distanced or
disorganized feelings in their helpers, which in turn might lead to negative outcomes (Betan,
Heim, Zittel Conklin, & Westen, 2005; Thylstrup & Hesse, 2008). The drop-out risk is higher
(Ball, Carroll, Canning-Ball, & Rounsaville, 2006; Brorson, Arnevik, Rand-Hendriksen, &
Duckert, 2013). The cluster B/SUD combination also leads to worse outcomes in therapy
(Marlowe, Kirby, Festinger, Husband, & Platt, 1997), higher risk for suicide attempts (Yen et
al., 2003), worse psychosocial functioning and higher attrition (Cacciola, Alterman,
Rutherford, McKay, & Mulvaney, 2001). Thus, it seems that “ordinary” SUD treatment is not
sufficient for the needs of these patients. Many have voiced the need for specialised
treatments when dealing with dual diagnosis PD/SUD (Gratz et al., 2008; Ravndal, Vaglum,
& Lauritzen, 2005; Stefansson & Hesse, 2008; Toftdahl et al., 2016; Vélez-Moreno et al.,
2016).

Patients with severe PD are known for being quite challenging in treatment, and they
are vulnerable to iatrogenic damage. This is especially true for patients with BPD (Fonagy &
Bateman, 2006). Therapists can “act out” on patients due to negative feelings about them,
establish symptoms or narratives that do not belong to the patients because of
pseudomentalizing, over activate the attachment system by becoming overwhelmed and
utilise inpatient treatment or supportive interventions in conflict with patients’ agency. One
way of avoiding iatrogenic damage is to ensure that these patients get specialised treatments
where some common factors are included. Bateman and colleagues have summarised these

common factors for working with BPD (Bateman, Gunderson, & Mulder, 2015):
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e Structured (manual directed) approaches to prototypic BPD problems

o Patients are encouraged to take control of themselves (i.e., sense of agency)
e Therapists help connect feelings to events and actions

e Therapists are active, responsive and validating

o Therapists discuss cases, including personal reactions, with others

Another article compared MBT, DBT, TFT and general psychiatric management (GPM)
concluding that although these treatment approaches are different they share two main
factors. These are therapists that provide a stable holding frame and second focus on
patients’ inner motives together with taking patients’ concerns seriously (Hopwood,
Swenson, Bateman, Yeomans, & Gunderson, 2014). The National Institute for Health and
Clinical Excellence (NICE) guidelines were developed in Britain with the purpose of
advising on treatment and management of health issues (NICE, 2009). Their summary of
effective psychotherapy treatment for BPD concludes that the following criteria should be
followed in treatment with this patient group: an explicit and integrated theoretical
approach which is used by both the treatment team and is shared with the patient,
structured care in accordance with the NICE guidelines, therapist supervision, twice
weekly sessions, avoid brief psychological interventions (<3 months), for reducing self-
harm DBT should be considered. Furthermore, with a review of the treatment evidence
the NICE guidelines conclude that the overall evidence for efficacious treatments are
poor, and that some preliminary evidence exists for psychological therapy programmes,
especially DBT and MBT with partial hospitalisation. It seems that structured treatment
therapy programmes with a clear treatment rationale are recommended for BPD and that
only preliminary evidence exists for treatment efficacy. When it comes to PD/SUD the

field is in an exploratory phase and the evidence base is still poor.



For SUD patients no agreement on preferred psychotherapy exists. In the guidelines
for drug dependence “Drug misuse and dependence: UK guidelines on clinical
management” the following is said about treatment for patients with SUD and co-
occurring mental health problems (Department of health: London, Independent Expert
Working Group, 2017): “Evidence-based guidelines exist for the treatment of many of these
mental health problems and, in general, the co-existence of a drug problem should not be a
reason for denying a service user access to the recommended treatment usually provided
by mental health services (p.73)”. Furthermore, specifically for PD/SUD their
recommendations are that “the use of standard interventions for the treatment and
management of personality disorders in line with current authoritative guidelines should
be recommended to patients where appropriate (p.75)”. A review also supports this
perspective and the authors suggests that clinical guidelines for PD can be followed when
working with PD/SUD. In addition to the recommended guidelines for PD they suggest
that one adds these ingredients to the treatment programmes when dealing with dual

diagnoses (Bosch & Verheul, 2007):

e Risk assessment

e Particular emphasis on motivational interviewing and validation

e Long-term treatment programme with structure and safety together with
intensified individual counselling for preserving the working alliance

e Supervision for therapists

o Specialised therapists with skills in psychotherapy, psychopathology, PD and SUD

e Interventions targeted on motivational, interpersonal and perception problems

e Participation in an appropriate aftercare programme.
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Diagnosing PD in SUD is recommended and SUD clinics have potential for improvement,
both in the discovery of PD and in the treatment of PD/SUD (Darke et al., 2004; Karterud et
al., 2009). In the mental health field, the improvement potential lies in including dual
diagnoses patients in the specialised programmes and adding the necessary ingredients to the

programmes.

Research questions

The pri