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CASE STUDY

Thinking about thinking: Innovative Methods to Improve Mentalization
in a Client with Borderline Personality Disorder
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Developmental psychopathology models of borderline personality disorder (BPD) have
linked early attachment vulnerabilities with reduced capacities for mentalization and
consequent disturbances in psychological and interpersonal functioning. Addressing
impairments in the ability to understand the mental states (e.g. emotions, needs,
thoughts, intentions) of one self and others, is an emerging focus in therapy for BPD. This
case report illustrates the process of 32 sessions of individual therapy with a 26-year-
old woman diagnosed with BPD. ‘Concrete mentalization’ and ‘pseudo-mentalization’
were some of the prominent styles of thinking observed in the client. Techniques to
address her hypersensitivity to perceived rejection and her difficulties in understanding
the intentions of others were introduced as an adjunct to Dialectical Behaviour Therapy.
Innovative methods such as story-telling, comic strips and roleplays were used to
enhance mentalization and were associated with increased client engagement and
gains in therapy. The challenges experienced and therapist reflections on the therapy

process are discussed in this paper.
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Impairments across emotional, cognitive,
behavioural and interpersonal domains
are characteristic of Borderline Personality
Disorder (BPD) (Sansilow et al., 2002; Sharp &
Vanwoerden, 2015; Skodol et al., 2005; Zanarini,
Frankenburg, Hennen, Reich, & Silk, 2005).

These difficulties in affect regulation,
impulsivity as well as problems in the
interpersonal interaction seem to manifest
even in the early developmental phases.
Several models describe the development of
BPD symptoms based on early experiences
during formative years; including attachment
frameworks (Ainsworth, 1978; Bowlby, 1973),
the biosocial theory (Linehan, 1993), and
psychodynamic approaches (Adler, 1985;
Kernberg, 1975, Mahler & Kaplan, 1977). The
mentalization based approach, proposed by
Fonagy & Luyten (2009), places disruptions
in the acquisition of mentalization, as critical
processes in the pathway towards adult
psychopathology. Mentalization, the ability to

understand the cognitive and affective aspects
of the mental states of both the self and others, is
acquired in the crucible of early attachment, and
facilitates effective navigation of our social world.
In a seminal article, Fonagy (1991) discussed
difficulties in “thinking about thinking” and in
forming a realistic and reasonable picture of
feelings, beliefs, desires and intentions, among
persons with borderline personality disorders.
These problems result in impairments in the
capacity for self-awareness, the regulation
and transformation of one’s own emotions and
in interpersonal interactions, which might be
characterized by interpersonal antagonism,
suspiciousness and impulsivity (Minzenberg,
Poole & Vinogradov, 2006).

Research has explored mentalization deficits
among persons with borderline pathology,
using a range of task-based measures and
self-reports. Studies indicated difficulties in the
accurate recognition of emotions from facial
expressions (Fenske et al, 2015; Domes et
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al, 2008), lower levels of cognitive empathy
(Harari, Shamay-Tsoory, Ravid & Levkovitz,
2010), a tendency to infer more than the facts
available (hypermentalization) (Sharp et al,
2013), personalizing bias and self-reported
difficulties in mentalization across various
domains (Vijayaraghavan, Bhola, Thirthalli &
Mehta, 2016). Some conflicting results point to
the lack of significant differences in the accuracy
of emotional recognition between persons with
BPD and healthy controls (Minzenberg, Poole &
Vinogradov, 2006; Domes et al, 2008). Overall,
most studies have concluded that individuals
having BPD are likely to misperceive intentions,
feelings and thoughts of others and react without
clearly understanding their own minds.

Clinical trials have indicated the efficacy
of a psychodynamically based manualized
mentalization-based therapy (MBT) (Bateman
& Fonagy, 2006; Bateman & Fonagy, 2009) for
BPD that places mentalizing at the center of the
therapeutic process. This approach involves
both individual and group formats and extends
for about 18 months.

This case report demonstrates the use
of innovative methods aimed at improving
mentalization in a client with BPD, as an adjunct
to dialectical behaviour therapy, during three
months of inpatient intervention.

Case Report

Case Summary: SP was a 26-year-old
married woman with a history of unstable intimate
relationships, mood dysregulation episodes
and low frustration tolerance. She reported
chronic feelings of emptiness, impulsivity
along with risk-taking behaviours and multiple
occurrences of non-suicidal self-injurious
behaviour (e.g. cutting). Disruptions in her
relationship with a woman, which began through
online interactions, resulted in an exacerbation
of these problems. There was a family history
of depression in the mother, significant marital
discord between the parents and uninvolved
parenting by the father. She had a personal
history of average performance through school,
with previously undiagnosed childhood Attention
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Deficit Hyperactivity Disorder (ADHD). At the
time of admission, her mental status examination
revealed worries about the future, guilt and
ruminations about past events. Her subjective
mood was low, though she appeared euthymic.

Psychological Assessments: The provisional
diagnoses at admission included Post Traumatic
Stress Disorder vs. Complicated Grief and
Attention Deficit Hyperactivity Disorder on Axis
| and a comorbid diagnosis of Emotionally
Unstable Personality Disorder (borderline type)
on Axis Il. Psychological assessments were
conducted for a comprehensive understanding
of her personality, interpersonal relationships,
attachment style, emotion regulation and
mood. The assessments included Rorschach
Inkblot Test (Klopfer & Davidson, 1962),
Thematic Apperception Test (Murray, & Harvard
University, 1943), Sentence Completion Test
(Sacks, & Levy, 1950), Difficulties in Emotional
Regulation Scale (Gratz & Roemer, 2004),
Beck’s Depression Inventory (Beck, 1961) and
Attachment Style Questionnaire (Feeney, Noller,
& Hanrahan, 1994). The findings indicated that
the client had a very poor understanding of self
as well as an inaccurate evaluation of her own
abilities. Poor ego strength was reflected in low
frustration tolerance, emotional instability and a
largely external locus of control. Assessments
also revealed that she had difficulties in
identifying as well as managing her emotions
and engaging in goal-directed behaviours. An
anxious attachment style was manifested in
her often overwhelming needs for affection and
dependency, coupled with fears of abandonment.
She was excessively concerned about others’
perceptions and negative evaluations and
tended to feel misunderstood and rejected. She
was ambivalent about her sexual orientation
and distressed about difficult interactions with
her spouse and parents. Depressive symptoms
were reported in the moderate range on the
Beck’s Depression Inventory.

Therapy Process & Techniques: The client
was referred for psychotherapy and participated
in a total of 32 sessions during her admission
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Figure 1: Identifying Mentalization Deficits in the Client with Borderline Personality Disorder

Difficulty Assumptions of
taking/understanding intentions
perspectives of others
Mentalization
Deficits
Assigning negative
Hypersensitivity to valence to behaviours
non-verbal cues of others

at the hospital. There was a change of therapist
from the 15th session onwards due to scheduling
difficulties. The initial focus of therapy was on
distress tolerance and emotional regulation, for
which she was encouraged to maintain a Daily
Thought Record (Beck, Rush, Shaw & Emery,
1979) as well as a descriptive diary. The Daily
Thought Record tracked her thoughts, emotions
and behaviours throughout the day. However,
throughout the initial phase of therapy, it was
found that most of the emotional dysregulation
stemmed from ongoing difficulties in interactions
with her parents as well as with friends during
online exchanges. These difficulties were
experienced as most salient by the client and
dominated the discussions during the sessions.
Her descriptions suggested that mentalization
deficits were contributing to the disruptions in
interpersonal encounters and rigid and repetitive
patterns of relationships.

The client was extremely sensitive to
social rejection and social threats and this was
most evident in her close relationships. She
was vigilant and perceptive about non-verbal
emotional cues but, found it difficult to gauge
the intentions and dispositions of others. She
tended to make assumptions about others’
mental states, which went beyond observable
data. It was also noticed that the client was
more likely to assign negative valence while
appraising emotionally neutral stimuli. She also
had difficulty understanding how others’ actions
affected her state of mind and how this, in turn,
affected her reactions. This failure to understand

and appreciate internal states is an indicator of
‘concrete mentalization’ (Bateman & Fonagy,
2006). ‘Pseudo-mentalization’ (Bateman &
Fonagy, 2006), on the other hand, is the tendency
express absolute certainty without appreciating
the ‘opaqueness’ of another’s mind. It is also
possible that the client’'s symptoms of attention
deficit hyperactivity disorder contributed to her
impulsive actions and her mentalization deficits.

Her difficulties in mentalization were more
evident in situations of emotional arousal where
she found it extremely difficult to understand that
two people may see or interpret the same thing
differently depending on their vantage point. For
example, the client would interpret her mother
turning away from her, while lying on the bed, to
be a sign of rejection. She would become upset
and extremely angry at her mother. This in turn
would influence her interactions with her mother,
ultimately leading to an explosive argument.

In multiple instances, she felt that friends
who did not respond to her phone calls were
being deliberately unavailable, rejecting and
hurtful. During assessment of these events
during the session, she would be convinced
about others’ negative intentions, without
considering any other possible explanation for
their non-response; for example, being busy or
away from the phone at the time. Her perception
of the situation would remain unchanged even
if the friend did call back after a few hours.
Overall, the content and style of her narratives
and explanation of events were suggestive
of both ‘concrete mentalization’ and ‘pseudo-
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mentalization’.

Supervisory discussions suggested the need
to understand these difficulties in “thinking about
thinking” (Fonagy, 1991) more comprehensively,
and to address them in future sessions.

In the first session, following the decision to
alter the focus of therapy, the therapist shared
this conceptualization of her interpersonal
difficulties in terms of deficits in mentalization.
Instances from her Daily Thought Record were
used to demonstrate her hypersensitivity to
non-verbal cues of rejection and threat as well
as her tendency to make assumptions about
the mental states of others. She was asked to
use this record to identify other situations where
similar processes were evident.

While the client participated in this process,
verbal discussions of these recent interpersonal
situations would lead to emotional escalations.
It was then difficult to keep mentalization as a
focus and nothing productive could be achieved
in these initial sessions. Other methods to
enhance the understanding of mental states,
which might be less emotionally overwhelming,
were considered. Given her interest in art and
her previous training in animation, a visual
medium was chosen to help her understand
thoughts and feelings in social situations better.

Using comic strips in therapy

In the subsequent sessions, various
situations, both general as well as ones from her
life, were used to create scenarios for drawing
comic strips. She was encouraged to come up
with alternate responses from the protagonist,
each of which gave rise to different outcomes.
The sessions concluded with a summarization
of what was discussed through these strips
and her understanding of the mental states of
others. Through these activities, she was led
to understand that others’ minds were opaque;
it was difficult to know exactly what the other
person was thinking. The aim of this activity was
to improve mentalizing ability; to build in flexibility
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in considering multiple possibilities for others’
behavior, as well as one’s own.

Using Stories in therapy

Once she understood the process better
and became more comfortable with it, stories
which were closer approximations to her own
life, were used to explain similar concepts. Here,
the therapist would begin a story and narrate
to a point where there was some altercation.
The client was then asked to find multiple
endings for the story, based on how each of
the different reactions of the protagonist would
lead to different responses from others and
consequently result in different endings. Stories
were used as a mode to illuminate mentalization
processes such as judging the accuracy of
one’s understanding of another’s emotions, or
intentions; its effect on one’s own emotions,
and appropriate and effective responses.
This approach enabled the discussion and
reconstruction of past interpersonal events as
well as anticipated issues with others.

By this time, the client was more aware
of the subtleties of social interactions and of
how her actions and reactions could lead to
a spiral of events. However, these changes
were not reflected in her behaviours, though
in retrospect she would be able to identify
failures in mentalization and generate alternate
possibilities. At this stage, role plays were
planned to facilitate generalization to her current
interactions.

Using role-plays in therapy

During the role plays the focus was on her
tendency to be hypervigilant to cues of rejection
(real and imagined). She was urged to notice the
non-verbal cues without making assumptions
about intentions. Even if she did assume
intentions, she was encouraged to give the other
person the benefit of doubt. For example, in one
instance when her mother refused to get her a
glass of water, she immediately assumed that
this was a sign about her mother’s disapproval
of her behavior earlier in the day. During the role
play, she could step back and remind herself that
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other people’s minds are opaque. She clarified
the intent behind her mother’s refusal and
averted an emotional outburst. The series of role
plays increased her confidence in dealing with
potentially distressing interpersonal situations.

The client demonstrated growing enthusiasm
and involvement in the sessions. She reported
that her initial apprehensions about these
methods stemmed from worries about the
therapist’s evaluation of her drawing skills.
She also mentioned that she could understand
concepts through the comic strips and stories
better and felt these were more effective for her
than verbal discussions alone. The role plays
were helpful in the modification of her behaviours
in interpersonal interactions.

Overall, positive changes were observed
in her interactions with her parents though
some difficulties continued even at the time of
discharge. She could understand her own mind
better, including the way she thought and how
she tended to interpret what others thought. Also,
she could give her parents the benefit of doubt
and would clarify what they meant in uncertain
situations, displaying an attempt to overcome
concrete mentalization. She was also able to
take perspectives, albeit often post the event.
She was aware of her tendency to be sensitive
to rejection and loneliness and would keep
track of her thoughts and emotions rather than
doing something impulsively. Overall, there were
noticeable changes in her regulation of emotions
and tolerance of distress.

Sessions had to be terminated as the
client’'s discharge was finalized. The learnings
were reviewed and consolidated and she was
prepared for potential problems that might arise
following discharge and her return to her home.

Working with this client was challenging as
she was someone who got easily overwhelmed
and distressed by minor disturbances in
interpersonal interactions. Sessions tended
to be unpredictable and disorganised and the
client would tend to ramble and bring up a
range of current and past issues. Initially, the
therapist struggled to set goals and introduce
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more structure in the sessions. While she was
given time to ventilate in the session, it was
restricted so that other therapeutic goals could
be addressed.

The methods using comic strips and stories
were new and both the therapist and supervisor
were uncertain and somewhat apprehensive
about their acceptability and efficacy. Although
the client was also hesitant, she was willing to
try. This was probably due to her growing trust
in the therapist and the ability to use the therapy
setting as a secure base to explore things out of
her comfort zone.

The negotiation of the client-therapist
alliance was an important learning ground in
this therapeutic encounter. The therapist had
to be extremely sensitive while establishing
boundaries in therapy as the client would
perceive these as rejections. The therapist
also had to constantly be aware of the client’s
tendency to assume or misinterpret her actions.
In fact, there were instances where the client
would notice that the therapist was tired but,
would attribute that to a lack of interest or would
feel that she was being too burdensome. In the
initial phase, the therapist had to proactively
look out for and correct these perceptions.
Interestingly, as therapy progressed, the client
began to clarify her perceptions with the therapist
rather than making assumptions. The positive
alliance also helped the client push herself
to use the techniques introduced to improve
perspective taking. The use of these innovative
methods to address mentalization deficits was a
challenge but, also helped the therapist broaden
her repertoire of skills.

Discussion

This case report elucidates the importance
of addressing mentalization deficits in persons
diagnosed with BPD, using concrete and
interactive methods as an adjunct to dialectical
behavior therapy.

With increasing research confirming the
presence of mentalization deficits in persons
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with BPD (Fenske et al., 2015; Domes et al.,
2008; Harari et al., 2010; Sharp et al., 2013),
pre-therapy assessments to understand the
extent and areas of deficits might be beneficial
in planning therapy. Research has indicated that
both task-based as well as self-report measures
are required to understand mentalization
comprehensively in this group of clients (Sharp
& Vanwoerden, 2015). Some of the task based
assessments such as Reading the Mind in the
Eye (RMET) (Baron-Cohen, Jolliffe, Mortimore,
& Robertson, 1997) or Pictures of Facial Affect
(PFA) (Ekman & Friesen, 1976) assess the
subject’s ability to recognize emotions from
photographs of only the eyes or the entire face.
The Movie for Assessment of Social Cognition
(MASC) (Dziobek et al., 2006) is another task,
which uses movie clips to assess mentalization.
Besides these, there are self-report measures
such as Reflective Functioning Questionnaire
(RFQ) (Fonagy et al., 2016) or Mentalization
Questionnaire (MZQ) (Hausberg et al., 2012)
that could help understand the mentalization
ability in these individuals. Though there are
different measures of mentalization, it is essential
to develop culturally relevant measures and use
structured assessments to track changes.

Alarge portion of research in social cognition,
Theory of Mind (ToM) and mentalization, often
uses comics and stories for assessment (Sarfati,
Hardy-Bayle, Besche & Widlocher, 1997;
Gallagher, Happe, Brunswick, Fletcher, Frith
& Frith, 1999). This might be because stories
or narratives often simulate the social world
and encourage empathy besides allowing for
transmission of social knowledge (Mar & Oatley,
2008). Studies have shown that people tend to
spontaneously ascribe mental states to even
simple geometrical figures when they move in
ways that appear to be chasing, fighting etc.
(Abell, Happe & Frith, 2000). The brain areas
that are activated during observation of these
stimuli are the same ones activated during other
ToM tasks (Castelli, Frith, Happe & Frith, 2002).
Recent research in cognitive neuroscience
has also found that the neural networks for
mentalizing and narrative comprehension
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overlap (Mar, 2011). This implies that comic
strips and stories may be effective in enhancing
mentalization abilities in people with these
deficits and could be a helpful medium in therapy.

This case report suggests that a focus on
mentalization capacity during therapy has the
potential for bringing about changes in various
dimensions of affect and behaviour among
clients with BPD.

References

Abell, F., Happe, F., & Frith, U. (2000). Do triangles play
tricks? Attribution of mental states to animated
shapes in normal and abnormal development.
Cognitive Development, 15(1), 1-16.

Adler, G. (1985). Borderline psychopathology and its
treatment. New York: Aronson.

Ainsworth, M. D. (1978). Patterns of attachment:
A psychological study of the strange situation.
Hillsdale, NJ: Lawrence Erlbaum Associates.

Baron-Cohen, S., Jolliffe, T., Mortimore, C., &
Robertson, M. (1997). Another advanced test of
theory of mind: Evidence from very high functioning
adults with autism or Asperger’s syndrome.
Journal of Child Psychology and Psychiatry,
38(7), 813-822. doi:10.1111/j.1469-7610.1997.
tb01599.x

Bateman, A., & Fonagy, P. (2006). Mentalization-
based treatment for borderline personality
disorder: A practical guide. Oxford: Oxford
University Press.

Bateman, A., & Fonagy, P. (2009). Randomized
controlled trial of outpatient mentalization-based
treatment versus structured clinical management
for borderline personality disorder. American
Journal of Psychiatry, 166(12), 1355-1364.
doi:10.1176/appi.ajp.2009.09040539

Beck, A.T., Ward, C.H., Mendelson, M., Mock,
J. & Erbaugh, J. (1961). An inventory for
measuring depression. Archives of General
Psychiatry, 4(6), 561-571. doi:10.1001/
archpsyc.1961.01710120031004

Beck, A. T., Rush, A.J., Shaw, B.F., & Emery, G.
(1979). Cognitive therapy of depression. New
York: Guilford.

Bowlby, J. (1973). Separation: Anxiety and Anger.
New York: Basic Books.

Castelli, F., Frith, C., Happé, F., & Frith, U. (2002).
Autism, Asperger syndrome and brain
mechanisms for the attribution of mental states



Mentalization in Borderline Personality Disorder

to animated shapes. Brain, 125(8), 1839-1849.

Domes, G., Czieschnek, D., Weidler, F., Berger, C.,
Fast, K., & Herpertz, S. C. (2008). Recognition
of facial affect in borderline personality disorder.
Journal of Personality Disorders, 22(2), 135-147.
doi:10.1521/pedi.2008.22.2.135

Dziobek, I., Fleck, S., Kalbe, E., Rogers, K.,
Hassenstab, J., Brand, M., ...Convit, A. (2006).
Introducing MASC: A movie for the assessment
of social cognition. Journal of Autism and
Developmental Disorders, 36(5), 623-636.
doi:10.1007/s10803-006-0107-0

Ekman, P., & Friesen, W. V. (1976). Measuring facial
movement. Environmental Psychology and
Nonverbal Behavior, 1(1), 56-75. doi:10.1007/
bf01115465

Feeney, J.A., Noller, P., & Hanrahan, M. (1994).
Assessing adult attachment. In M. B. Sperling &
W.H. Berman (Eds.), Attachment in adults: Clinical
and developmental perspectives (pp. 128-152).
New York, NY: Guilford Press.

Fenske, S., Lis, S., Liebke, L., Niedtfeld, I., Kirsch, P.,
& Mier, D. (2015). Emotion recognition in
borderline personality disorder: effects of
emotional information on negative bias. Borderline
Personality Disorder and Emotion Dysregulation,
2(10). doi:10.1186/s40479-015-0031-z

Fonagy, P. (1991). Thinking about thinking: Some
clinical and theoretical considerations in the
treatment of a borderline patient. International
Journal of Psychoanalysis, 72, 639-656.

Fonagy, P., & Luyten, P. (2009). A developmental,
mentalization-based approach to the
understanding and treatment of borderline
personality disorder. Development and
Psychopathology, 21(04), 1355. doi:10.1017/
s0954579409990198

Fonagy, P., Luyten, P., Moulton-Perkins, A.,
Lee, Y., Warren, F., Howard, S., Lowyck, B.
(2016). Development and validation of a self-
report measure of mentalizing: the Reflective
Functioning Questionnaire. PLOS ONE, 11(7),
e€0158678. doi:10.1371/journal.pone.0158678

Gallagher, H. L., Happé, F., Brunswick, N., Fletcher,
P. C., Frith, U., & Frith, C. D. (2000). Reading
the mind in cartoons and stories: an fMRI study
of ‘theory of mind’ in verbal and nonverbal tasks.
Neuropsychologia, 38(1), 11-21.

Gratz, K. L., & Roemer, L. (2004). Multidimensional
assessment of emotion regulation and
dysregulation: development, factor structure,

167

and initial validation of the Difficulties in Emotion
Regulation Scale. Journal of Psychopathology
and Behavioral Assessment, 26(1), 41-54.
doi:10.1023/b:joba.0000007455.08539.94

Harari, H., Shamay-Tsoory, S. G., Ravid, M., &
Levkovitz, Y. (2010). Double dissociation between
cognitive and affective empathy in borderline
personality disorder. Psychiatry Research, 175(3),
277-279. doi:10.1016/j.psychres.2009.03.002

Hausberg, M.C., Schulz, H., Piegler, T., Happach, C.G.,
Klépper, M., Britt, A.L., ... Andreas, S. (2012).
Is a self-rated instrument appropriate to
assess mentalization in patients with mental
disorders? Development and first validation
of the Mentalization Questionnaire (MZQ).
Psychotherapy Research, 22(6), 699-709. doi:1
0.1080/10503307.2012.709325

Kernberg, O. F. (1975). Borderline conditions and
pathological narcissism. New York: J. Aronson.

Klopfer, B., & Davidson, H. H. (1962). The Rorschach
Technique. An introductory manual. [With
illustrations.]. Harcourt, Brace & World: New
York, Burlingame.

Linehan, M. (1993). Cognitive-behavioral treatment
of borderline personality disorder. New York:
Guilford Press.

Mahler, M., & Kaplan, L. (1977). Developmental
aspects in the assessment of narcissistic
and so-called borderline personalities. In P.
Harticollis (Ed.), Borderline personality disorders:
The concept, the syndrome, the patient. New
York, NY: International Universities Press.

Mar, R. A. (2011). The neural bases of social cognition
and story comprehension. Annual Review of
Psychology, 62, 103-134.

Mar, R. A., & Oatley, K. (2008). The function of
fiction is the abstraction and simulation of social
experience. Perspectives on Psychological
Science, 3(3), 173-192.

Minzenberg, M. J., Poole, J. H., & Vinogradov, S.
(2006). Social-emotion recognition in
borderline personality disorder. Comprehensive
Psychiatry, 47(6), 468-474. doi:10.1016/j.
comppsych.2006.03.005

Murray, H. A., & Harvard University. (1943). Thematic
Apperception Test Manual. Cambridge, Mass:
Harvard University Press.

Sacks, J. M., & Levy, S. (1950). The sentence
completion test. In L. E. Abt & L. Bellack (Eds.),
In projective psychology: Clinical approaches to
the total personality (pp. 357-402). New York, NY:
Alfred A. Knopf, Inc.



Widloécher, D. (1997). Attribution of intentions to
others in people with schizophrenia: a non-verbal
exploration with comic strips. Schizophrenia
Research, 25(3), 199-209.

Sanislow, C.A., Grilo, C.M., Morey, L.C., Bender, D.S.,

Skodol, A.E., Gunderson, J.G., ... McGlashan, T. H.
(2002). Confirmatory factor analysis of DSM-IV
criteria for borderline personality disorder:
Findings from the Collaborative Longitudinal
Personality Disorders Study. American Journal
of Psychiatry, 159(2), 284-290. doi:10.1176/appi.
ajp.159.2.284

Sharp, C., Ha, C., Carbone, C., Kim, S., Perry, K.,

Williams, L., &Fonagy, P. (2013). Hypermentalizing
in adolescent inpatients: Treatment effects and
association with borderline traits. Journal of
Personality Disorders, 27(1), 3-18. doi:10.1521/
pedi.2013.27.1.3

Sharp, C., & Vanwoerden, S. (2015). Hypermentalizing

in borderline personality disorder: a model and
data. Journal of Infant, Child, and Adolescent
Psychotherapy, 14(1), 33-45. doi:10.1080/1528
9168.2015.1004890

K Dharani Devi et. al.

Sarfati, Y., Hardy-Baylé, M.C., Besche, C., & Skodol, A.E., Gunderson, J.G., Shea, M.T.,

McGlashan, T. H., Morey, L. C., Sanislow, C.A., ...
Stout, R. L. (2005). The Collaborative Longitudinal
Personality Disorders Study (CLPS): Overview
and implications. Journal of Personality Disorders,
19(5), 487-504. doi:10.1521/pedi.2005.19.5.487

Vijayaraghavan, A., Bhola, P., Thirthalli, J., &

Mehta, U. M. (2016, November). Social cognition
in individuals with emotionally unstable personality
disorder. Poster presented at International
Conference on Contemporary Trends in Clinical
Psychology: Training Research and Practice,
Bangalore, India.

Zanarini, M. C., Frankenburg, F. R., Hennen, J.,

Reich, D. B., & Silk, K. R. (2005). The McLean
Study of Adult Development (MSAD): Overview
and implications of the first six years of prospective
follow-up. Journal of Personality Disorders, 19(5),
505-523. doi:10.1521/pedi.2005.19.5.505

Manuscript submitted on January 5, 2017
Final Revision Received on March 16, 2017
Accepted on May 12, 2017

K. Dharani Devi, Department of Clinical Psychology, NIMHANS, Bangalore. Email:

dharani.devi@gmail.com

Poornima Bhola, (Corresponding author), Department of Clinical Psychology,
NIMHANS, Bangalore 560029. Email: poornimabhola@gmail.com. Ph (O): 080-

26995195

A Preethi Ninan, Department of Clinical Psychology, NIMHANS, Bangalore. Email:

anneninan@gmail.com

Harini Gunasekaran, Department of Clinical Psychology, NIMHANS, Bangalore.

Email: harini.gunasekaran@gmail.com

M Urvakhsh Mehta, Department of Psychiatry, NIMHANS, Bangalore. Email:

urvakhsh@gmail.com



