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Current state of the evidence on community 
treatments for people with complex emotional 
needs: a scoping review
Sarah Ledden1†, Luke Sheridan Rains2†, Merle Schlief2*†, Phoebe Barnett2,3, Brian Chi Fung Ching2, 
Brendan Hallam1,4, Mia Maria Günak2,5, Thomas Steare2, Jennie Parker6, Sarah Labovitch6,7, Sian Oram8, 
Steve Pilling3,9,10, Sonia Johnson2,10 and the C. E. N. Mental Health Policy Research Unit Group 

Abstract 

Background: Improving the quality of care in community settings for people with ‘Complex Emotional Needs’ 
(CEN—our preferred working term for services for people with a “personality disorder” diagnosis or comparable 
needs) is recognised internationally as a priority. Plans to improve care should be rooted as far as possible in evidence. 
We aimed to take stock of the current state of such evidence, and identify significant gaps through a scoping review 
of published investigations of outcomes of community-based psychosocial interventions designed for CEN.

Methods: We conducted a scoping review with systematic searches. We searched six bibliographic databases, 
including forward and backward citation searching, and reference searching of relevant systematic reviews. We 
included studies using quantitative methods to test for effects on any clinical, social, and functioning outcomes from 
community-based interventions for people with CEN. The final search was conducted in November 2020.

Results: We included 226 papers in all (210 studies). Little relevant literature was published before 2000. Since then, 
publications per year and sample sizes have gradually increased, but most studies are relatively small, including many 
pilot or uncontrolled studies. Most studies focus on symptom and self-harm outcomes of various forms of specialist 
psychotherapy: most result in outcomes better than from inactive controls and similar to other specialist psycho-
therapies. We found large evidence gaps. Adaptation and testing of therapies for significant groups (e.g. people with 
comorbid psychosis, bipolar disorder, post-traumatic stress disorder, or substance misuse; older and younger groups; 
parents) have for the most part only reached a feasibility testing stage. We found little evidence regarding interven-
tions to improve social aspects of people’s lives, peer support, or ways of designing effective services.

Conclusions: Compared with other longer term mental health problems that significantly impair functioning, the 
evidence base on how to provide high quality care for people with CEN is very limited. There is good evidence that 
people with CEN can be helped when specialist therapies are available and when they are able to engage with them. 
However, a much more methodologically robust and substantial literature addressing a much wider range of research 
questions is urgently needed to optimise treatment and support across this group.
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Introduction
People who have received a diagnosis of “personality dis-
order” are reported to experience a range of difficulties 
with social functioning, mental and physical health [1, 2]. 
Substantial economic burdens are associated, especially 
due to treatment costs and productivity losses [3, 4]. His-
torically a “personality disorder” diagnosis was seen as 
indicating a lack of treatability [5]. More recently, there 
has been greater recognition of the needs for support and 
the provision of effective treatment for this group, and 
improving care has been identified as a priority in a vari-
ety of countries [6–9].

A heavy burden of stigma is associated with a “per-
sonality disorder” diagnosis, with negative views and 
discriminatory behaviour from some health profession-
als having especially immediate impacts [10–14]. We are 
sympathetic to the critique that the therapeutic nihilism 
and stigma accompanying a “personality disorder” diag-
nosis, and the lack of progress in delivering care that 
consistently helps rather than harms, are such that this 
diagnostic label—also criticised on grounds of valid-
ity—is now best left behind. Further work is needed on 
assessing and describing the difficulties that people who 
may receive this diagnostic label experience in more use-
ful and acceptable ways: pending this, we prefer the term 
complex emotional needs (CEN) as a working descrip-
tion of the difficulties experienced by people who may 
receive a “personality disorder” diagnosis, and therefore 
use it as our headline description in this paper, as in our 
other publications on this topic. We are guided especially 
by members of our research team who have relevant lived 
experience in making this choice. However, the literature 
we have reviewed for the most part is based on “person-
ality disorder” diagnoses of various types: thus, below we 
use this term where it is used in the papers included in 
our review.

Mental health services and mental health research are 
widely acknowledged not to have achieved parity in terms 
of resources and status with physical health care, and ser-
vices for people with a “personality disorder” diagnosis 
are doubly disadvantaged as they appear to significantly 
lag behind services for people with other long-term men-
tal health conditions [6, 15–17]. Recurrently reported 
difficulties include large variations in accessibility and 
quality of services, difficulty accessing specialist “person-
ality disorder” services, and lack of therapeutic interven-
tions outside them, a tendency for interventions to focus 
narrowly on self-harm rather than on the broader range 
of psychological and social outcomes that service users 

and carers identify as important, lack of focus on trauma 
experiences despite these being very frequent, and exclu-
sion from care of people with common comorbidities 
such as substance misuse or bipolar disorder, or at the 
younger or older end of the age range [10, 17–20].

Internationally, service user activists, professional 
bodies and policy makers have advocated for better 
quality services for people with CEN [15–17]. Ideally, 
service improvement should be rooted in evidence-
based practice [21, 22]. A number of systematic reviews 
have reported on the trial literature on psychological 
interventions for people with a “borderline personal-
ity disorder” (“BPD”) diagnosis, including Dialectal 
Behaviour Therapy (DBT), Mentalisation Based Therapy 
(MBT), Cognitive Behavioural Therapy (CBT), and psy-
chodynamic therapies, amongst others [23–25]. Reviews 
tend to conclude that these specialist treatments are all 
more effective than treatment as usual (TAU) in achiev-
ing clinical improvements in self-harm and “borderline 
symptoms”, although no single intervention type has 
emerged as dominant [26].

However, these relatively narrowly focused systematic 
reviews have left unanswered a range of questions that 
are key to improving care holistically for the full spec-
trum of people who have received a “personality disor-
der” diagnosis, or have comparable needs [26]. Questions 
not addressed include how to improve important social 
outcomes including employment, social inclusion, rela-
tionships and parenting, and how to provide care that 
takes account of very frequent and extensive trauma his-
tories. These previous reviews have also not focused on 
the needs of important groups, such as older adults and 
younger people, people with comorbidities such as sub-
stance misuse, psychosis or bipolar disorder, and people 
who may have received “personality disorder” diagnoses 
other than borderline or emotionally unstable, or who 
have received multiple diagnoses. The key question of 
service design, and what kinds of teams and networks of 
services most effectively meet needs and deliver continu-
ity of care also remains largely unanswered.

Given these crucial gaps in the evidence to underpin 
improvement of care, our intention in the current scop-
ing paper was to cast the net widely, seeking any quanti-
tative evidence that may have potential as building blocks 
for future intervention and service design and research in 
this area. Our aim was to conduct a scoping review of the 
evidence on the effectiveness of community-based psy-
chological interventions designed for people with CEN. 
In order to capture a broad range of relevant evidence, 

Keywords: Complex emotional needs, Personality disorder, Scoping review
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we aimed to include in our searches a broad range of 
diagnoses and related difficulties, interventions focused 
not only on self-harm and symptoms but also on social 
targets, and delivered at team and catchment area as 
well as individual levels. Observational studies can yield 
helpful evidence on treatment outcomes in naturalistic 
settings, sometimes providing pointers to interventions 
worth researching through randomised trials or allow-
ing questions to be addressed, such as about area-level 
service design, that are difficult to investigate through 
trials [27]: we thus aimed also to capture evidence from 
such designs. We further aimed to identify preliminary 
investigations of feasibility and reports on adaptations 
of interventions to new populations or new settings, as 
these have potential to inform further research and inter-
vention development. Thus, by considering this broader 
evidence base, we aim to take stock of what is known so 
far, highlight important gaps, and inform future research 
in this area.

Methods
Study design
We conducted a scoping review [28, 29] to map the evi-
dence from studies using a range of quantitative designs 
on community-based treatments for CEN and to identify 
gaps in the literature. We followed guidelines to conduct-
ing and reporting scoping reviews [30].

Search strategy
The current review was part of a programme of work 
commissioned from the National Institute for Health 
Research Mental Health Policy Research Unit to inform 
policy on services for CEN. This programme of work 
included evidence reviews and studies of stakeholder 
views and experiences, and was supported by a working 
group that included people with relevant lived experi-
ence of using services and clinicians from a range of dis-
ciplines and service contexts.

The programme included four individual (systematic) 
reviews, for which we used a single overall search strat-
egy which was developed in collaboration with the work-
ing group of researchers, clinicians, people with relevant 
lived experience, and an information scientist with expe-
rience in mental health. Of the four reviews two synthe-
sised qualitative evidence on service user experience of 
community mental health care for CEN [10] and clini-
cian perspectives on what constitutes good practice, and 
what helps or prevents it being achieved, in community 
mental health services for CEN [20]. The third review 
evaluated international guidance regarding community 
service delivery and organisation for CEN [31]. The pro-
tocol for the wider programme of work was prospec-
tively registered (CRD42019131834). This review, which 

constitutes the fourth part of the programme, follows 
the PRISMA guidelines [32] and the specific protocol for 
this scoping review was also registered on PROSPERO 
(CRD42019143165). This protocol originally encom-
passed a meta-analysis of quantitative data, however, the 
extent and heterogeneity of important literature led to a 
decision to conduct such analyses on a more limited sub-
set of data. This will be reported in a separate paper.

We conducted a comprehensive search of MEDLINE 
(Ovid), Embase (Ovid), HMIC (Ovid), Social Policy and 
Practice (Ovid), CINAHL (EBSCO), and ASSIA (Pro-
Quest), from database inception to December 2019. 
Search terms included terms relating to CEN, commu-
nity/outpatient setting, and psychological or psychosocial 
treatments. An update search was conducted in Novem-
ber 2020 (PB). The search strategy was supplemented 
with a reference search of relevant systematic reviews 
following the original and updated search. Forward and 
backward citation searches using Web of Science were 
also performed for all included papers. No limits were 
placed on the language or country. Details of the search 
strategy are available in Additional file 1: Appendix 1.

Study selection
All titles and abstracts were independently screened by 
a team of 12 people. Reliability was ensured by double 
checking the first 100 articles screened by each person, 
and a random 10% of all results were double screened by 
a senior researcher (LSR). Studies not meeting inclusion 
criteria were excluded. Subsequently, full-text articles 
were screened according to the specific inclusion crite-
ria for this review by two researchers. Unclear cases and 
disagreements were resolved through discussion with the 
wider research team, including clinical members and a 
senior systematic reviewer.

Selection criteria
Studies were included if they met the following criteria:

Participants: Adults (operationalised as 90% of the 
sample over 16  years old or mean sample age of 18 
or over) in which a majority (> 50%) had received a 
diagnosis of “personality disorder”. In order not to 
exclude studies in which authors wished to avoid 
use of this diagnostic term, or which focused on par-
ticipants who had not received a formal diagnosis, 
we also ran searches using search terms intended 
to capture difficulties comparable to those experi-
enced by people with a “personality disorder” diag-
nosis, including searches for samples presenting with 
repeated self-harm or suicide attempts, complex 
trauma or complex post-traumatic stress disorder 
(PTSD), and emotional dysregulation or instabil-
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ity. Clinical members in the team were consulted to 
achieve a consensus on the inclusion of such papers, 
although the large majority of the included papers 
focused on participants identified by a “personality 
disorder” diagnosis.
Interventions: Treatments with a primary focus 
on “personality disorder” or associated needs (as 
defined above), including psychotherapeutic treat-
ments and service models, conducted in a commu-
nity mental health care setting, or delivered to par-
ticipants living in the community during treatment.
Controls: All comparators were considered (ran-
domised and non-randomised), and we also 
included before and after study designs with no spe-
cific comparator group and studies in which the pri-
mary aim was uncontrolled preliminary testing of a 
new or newly adapted intervention.
Outcomes: Any measure of global clinical or symp-
tom severity; psychiatric hospitalisation or emer-
gency hospital presentations; self-harm or suicide-
related outcomes; quality of life or general wellbeing; 
general, occupational, or social functioning (includ-
ing interpersonal relations).
Study design: Quantitative studies, including ran-
domised and non-randomised comparison studies 
and non-controlled studies with pre-post compari-
sons.

We excluded studies whose primary focus of treat-
ment was not “personality disorder” diagnoses or com-
parable needs (as defined above), or if the treatment was 
conducted in forensic, crisis care, or inpatient care set-
tings. We also excluded theses and conference abstracts. 
Given the very broad nature of our searches, for feasibil-
ity we included only studies published in English. The full 
search and screening process is depicted in Fig. 1.

Data extraction and synthesis
Data was extracted by a team of 21 people using a stand-
ardised extraction form and was double checked for 
accuracy by the lead researchers. Disagreements or 
errors were resolved by discussion with the team includ-
ing a senior member and corrected where required. 
Data extracted included study aims, study design, treat-
ment and comparator details, sample characteristics 
and size, outcome measures, and study results. To pre-
sent extracted data, papers were grouped by treatment 
modality, treatment/comparator category, and study 
design category. Treatment modality categories were 
developed through discussion with senior clinicians 
and researchers (including SP, an international expert in 
evaluation of psychological treatments), and included: 
1) DBT; 2) cognitive and behavioural therapies; 3) MBT; 

4) psychodynamic therapy; 5) schema therapy; 6) mixed 
modality psychotherapy; 7) other individual psychother-
apy modalities; 8) social or functional orientated therapy; 
9) tests of service models or service re-organisation; 10) 
self-management or care planning; 11) family, couple, or 
parenting therapies. Treatment/comparator categories 
included: 1) non-active or non-specialist comparator; 2) 
specialist or active comparator; 3) test of a modified ver-
sion of the intervention; 4) test of a therapy adapted to a 
particular population. Study designs were categorised as 
follows: 1) Randomised Controlled Trials (RCTs) (noting 
where the study is clearly described as a pilot); 2) obser-
vational studies, including non-randomised controlled 
studies, and studies making pre-post comparisons within 
the same cohort; 3) intervention development studies. 
We also noted whether or not studies had an identified 
primary outcome.

In keeping with guidance for scoping reviews, we did 
not carry out quality appraisal, but have placed a greater 
emphasis on more robust designs in our reporting [30].

Results
Searches of bibliographic databases returned a total 
of 17,511 papers of which 10,690 papers were dupli-
cates. After screening 6,821 titles and abstracts, review-
ers screened 527 full texts. 438 papers did not meet our 
inclusion criteria and were excluded, resulting in 88 stud-
ies included in the review. Ninety-six additional studies 
were identified by searching relevant systematic reviews 
and eight studies through reference and citation searches. 
The search was updated on 23/11/2020 obtaining 1,868 
records. After screening 34 full texts, 10 additional stud-
ies were included in the scoping review. Overall, we iden-
tified 226 papers for inclusion (Fig.  1), reporting data 
from 210 distinct trials.

Intervention types
Tables  1,2,3,4  provide summaries of included studies 
by intervention type, and more detailed summaries are 
shown in Additional file  1: Appendices 2–5. Additional 
file 1: Appendices 6–9 present descriptions of individual 
papers. There have been more studies of DBT (Table  1, 
Additional file  1: Appendix  2 and 6) than any other 
therapy modality or community-based treatment in this 
group (n = 66). We found 49 papers reporting studies of 
cognitive and behavioural therapies (Table 2, Additional 
file 1: Appendix 3 and 7), six of schema therapy (Table 2, 
Additional file  1: Appendix  3 and 7), 54 of psychody-
namic therapy (Table  3, Additional file  1: Appendix  4 
and 8), 20 of MBT (Table 3, Additional file 1: Appendix 4 
and 8), ten of mixed modality psychotherapy (Table  4, 
Additional file 1: Appendix 5 and 9), seven of other indi-
vidual psychotherapy modalities (Table  4, Additional 
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file 1: Appendix 5 and 9), five of socially or functionally 
orientated therapy (Table 4, Additional file 1: Appendix 5 
and 9), six of self-management or care planning (Table 4, 
Additional file 1: Appendix 5 and 9), and 13 tests of novel 

mental health service models (Table 4, Additional file 1: 
Appendix 5 and 9). Some studies included more than one 
intervention type.

Fig. 1 PRISMA Diagram
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Included papers were published between 1989 and 
2020. As shown in Fig.  2, there has been a progressive 
increase in papers over this time, with both the number 
of RCTs and other study designs increasing from a very 
small number per year in the 1990s, to 10–20 per year 
from 2010 onwards. However, the dearth of studies of any 
type prior to 2000 and the slow rate of increase in num-
bers of RCTs examining interventions for CEN are nota-
ble. As shown by Fig.  3, studies testing psychodynamic 
therapy were the most frequent until 2005, with studies 
of cognitive and behavioural therapies and DBT becom-
ing the most prevalent in the last 15 years. There has also 
been an increase in the number of studies evaluating 
mixed therapeutic approaches over time. However, the 
number of studies exploring service models has remained 
very low (n = 13; 2010 to 2019) (see Table 4).

Locations of interventions
Studies were conducted in a range of countries across 
Asia (n = 6), Europe (European countries other than the 
UK) (n = 98), North America (n = 60), Oceania (n = 21), 
and the UK (n = 43) (Fig.  4). Two studies were con-
ducted in more than one continent. DBT studies made 
up around half of all studies conducted in North America 
(n = 26) and Oceania (n = 9), but a much smaller propor-
tion in Europe (n = 22), the UK (n = 5), and Asia (n = 3). 
Cognitive and behavioural and schema therapy studies 
made up around a third or more of studies in Asia (n = 2) 
and the UK (n = 15), but a lower proportion in Europe 
(n = 22), North America (n = 14), and Oceania (n = 3). 
Psychodynamic and MBT therapies also made up a third 
or more of studies in the UK (n = 14) as well as in Oce-
ania (n = 7) and Europe (n = 38), but a lower proportion 
elsewhere (Asia n = 1; North America n = 16). Studies 
exploring other types of treatment were mainly con-
ducted in Europe (n = 20), followed by the UK (n = 10), 
North America (n = 9), and Oceania (n = 2).

Study sample sizes varied from five to 9,614 and have 
generally increased over the last 30  years. Overall, 
around half to two thirds of studies of each therapeutic 
modality had samples between 20 and 100. Cognitive 
and behavioural and schema therapy studies were gen-
erally smaller (samples < 20 = 16/55; > 100 = 9/55), and 
psychodynamic and MBT therapies were larger (sam-
ples < 20 = 3/74; > 100 = 22/74). Sample sizes of RCTs 
have also risen during this period. The mean sample size 
rose from 55.3 (SD = 35.7) between 1990 and 1999 to 
97.4 (SD = 98.1) between 2010 and 2019.

Outcomes
Overall, “BPD” was the most studied diagnosis, with 
128 studies (57%) including samples partially or wholly 
made up of people given a diagnosis of “BPD”, followed 

by studies including participants with a mixture of “per-
sonality disorder” diagnoses (n = 79, 35%). Fourteen (6%) 
studies did not have “personality disorder” diagnosis as 
an inclusion criterion, but used inclusion criteria that in 
the judgement of the team, including clinicians, appeared 
to encompass similar difficulties, for example focusing on 
repeated self-harm or suicide attempts, complex trauma 
or PTSD, and emotional dysregulation or instability. 
These studies were included in an attempt to capture 
studies relevant to people with CEN in which investiga-
tors had decided not to use the “personality disorder” 
label as a primary way of identifying participants. “BPD” 
was the most studied diagnosis across treatment types, 
except for psychodynamic therapies and other therapies, 
where the largest category was studies in which partici-
pants had a mixture of “personality disorder” diagnoses. 
Most samples of studies that reported the sex or gender 
and/or ethnicity of participants were mostly female and 
White with 39 studies including only women and 13 stud-
ies only White participants. One study included a 100% 
male sample. The remaining studies included mixed sam-
ples or did not report sex or gender and/or ethnicity.

Ninety-six out of 226 studies had specified primary 
outcomes, including 21/65 studies on DBT, 10/20 studies 
on MBT, 23/54 studies on psychodynamic therapy, 24/49 
studies on cognitive and behavioural therapy, 5/6 studies 
on schema therapy, and 20/41 studies on other treatment. 
The most studied outcomes were improvement in over-
all symptom severity (approximately N = 106), personal-
ity symptoms/functioning/diagnosis (approx. N = 113), 
as well as other symptoms, such as anxiety, depressive, 
or PTSD symptoms (approx. N = 115). Other commonly 
examined outcomes were social functioning and inter-
personal symptoms and problems (approx. N = 88), self-
harm, suicide attempts, and suicidality (approx. N = 87), 
service use, such as crisis service use and length and 
number of hospitalisations (approx. N = 66), as well as 
quality of life (approx. N = 44) and general functioning 
(approx. N = 48). Approximately 145 studies also exam-
ined a range of other outcomes.

Main findings
In the following sections we highlight the main findings 
for each intervention type by focusing on results of stud-
ies with an identified primary outcome, and on those 
with sample sizes greater than 100 participants. Find-
ings are further described in Tables 1, 2, 3, 4 with more 
detailed summarise shown in Additional file 1: Appendi-
ces 2–5, including findings of uncontrolled studies which 
only made comparisons over time within the same sub-
jects: the Tables indicate that these almost always showed 
a tendency for improvements over time. For this reason 
and because of their relative methodological weaknesses 
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we do not summarise them further in the text below 
(unless of interest because adaptations have been made 
and feasibility of treatment tested for specific groups who 
are not usually the focus of trials, such as people with 
comorbidities, or older or younger people  or ethnic or 
sexual minorities).

DBT
Table 1, Additional file 1: Appendix 2 and Appendix 6 
summarise studies investigating the effectiveness of 
DBT (n = 66), of which the largest group was RCTs 
(n = 27), followed by uncontrolled studies making 
only pre-post comparisons (n = 24), non-randomised 
studies with contemporaneous comparators (includ-
ing quasi and natural experiments) (n = 6), uncon-
trolled intervention development studies (n = 8), and 
one implementation study. Detailed study findings on 
the effectiveness of DBT are listed by study design in 
Table 1 and Additional file 1: Appendix 2.

DBT interventions: inactive/non‑specialist comparators
As shown in Table  1 and Additional file  1: Appendix  2, 
13 studies involved comparisons with an inactive or non-
specialist treatment control, such as TAU or waitlist. 
Of these 13 studies, 12 were RCTs and one a non-ran-
domised study with a contemporaneous comparator. Six 
of these had identified primary outcomes, including self-
harm, symptoms, global distress, and hospital admission, 
and DBT was found to be superior to comparators on 
some but not all of these outcomes (sample sizes ranging 
from 20 to 100 participants). Across all 13 studies, there 
was again a mixture of findings, some suggesting superi-
ority for DBT and some no clear difference (see Table 1 
and Additional file 1: Appendix 2).

DBT interventions: specialist comparators
For studies comparing DBT with other forms of specialist 
psychotherapy, including General Psychiatric Manage-
ment, Community Treatment by Experts, Comprehen-
sive Validation Therapy plus 12 step programme, and 
clinical case management (n = 8), DBT was not superior 
to comparators on the majority of outcomes in RCTs 
(n = 6) and non-randomised studies with contemporane-
ous comparators (n = 2) (see Table 1 and Additional file 1: 
Appendix  2). For studies with specified primary out-
comes, DBT showed similar or less improvement in self-
harm and suicidality compared to controls in 2/3 RCTs, 
but was superior to Community Treatment by Experts on 
suicide attempts in the third RCT. Three of these RCTs 
had sample sizes greater than 100.

DBT interventions: partial or modified comparators
Table 1 and Additional file 1: Appendix 2 include 19 stud-
ies that investigated partial or modified DBT therapies. 
In these studies, DBT was superior to comparators on 
some outcomes in RCTs (n = 6), including three RCTs 
with sample sizes greater than 100 and one pilot RCT, 
but inferior to controls on all outcomes in one non-ran-
domised trial with a contemporaneous comparator. No 
study that investigated partial or modified DBT thera-
pies had both a specified primary outcome and a control 
group (n = 19).

DBT interventions in samples not defined only by “personality 
disorder”
As shown in the Table 1 and Additional file 1: Appendix 2 
cohort diagnoses and demographics columns, seven of 
the studies so far described focused on samples defined 
by having comorbid conditions in addition to a “person-
ality disorder” diagnosis (severe mental illness (n = 1) or 
substance misuse (n = 2)). Four DBT studies used crite-
ria other than “personality disorder” diagnosis, including 
emotional dysregulation (n = 1), parasuicidal behaviours 
in the past six months (n = 1), and severe difficulty in 
functioning together with frequent suicide attempts 
(n = 1), or crisis service use (n = 1). These studies 
included one RCT, one intervention development study, 
and five studies involving only pre-post comparisons.

DBT intervention: adaptions for specific populations
Additionally, a total of eight studies examined the effec-
tiveness and/or feasibility of DBT adapted for specific 
clinical or demographic populations, including people 
with comorbid PTSD (n = 3) or eating disorders (n = 1), 
young adults (n = 2), female caregivers of children under 
3 (n = 1), and married men receiving couples therapy 
n = 1). Three of these studies were RCTs. One of the 
RCTs had 193 participants and found DBT-PTSD to be 
superior to Cognitive Processing Therapy (CPT) for 
participants with complex PTSD and a history of child-
hood abuse, on the primary outcome, PTSD diagnosis, as 
well as secondary outcomes. In a non-randomised con-
trolled study with 118 participants, DBT was superior to 
CBT on some primary outcomes and most non-primary 
outcomes.

DBT interventions: summary
Overall, DBT tended to be superior or not different in 
outcomes from inactive/non-specialist comparators. 
Findings for specialist DBT and modified DBT treat-
ments were mixed. DBT interventions adapted to spe-
cific populations were superior to comparators on most 
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outcomes. Out of the 66 studies investigating the effec-
tiveness of DBT only eight had sample sizes greater than 
100 and of these only four were RCTs. Power calcula-
tions were rare, limiting interpretation of findings of no 
difference.

Cognitive and behavioural and schema therapies
Table  2, Additional file  1: Appendix  3, and Appendix  7 
present study characteristics and findings of cognitive 

and behavioural and schema therapies (n = 55). There 
were 26 RCTs, 17 uncontrolled intervention develop-
ment studies, three non-randomised studies with con-
temporaneous controls, and nine uncontrolled studies 
making only pre-post-treatment comparisons. Detailed 
findings of the effectiveness of cognitive and behavioural 
and schema therapies by study design are listed in Table 2 
and Additional file 1: Appendix 3 as well as summarised 
below.

Fig. 2 Number of Papers by Year

Fig. 3 Number of Papers by Treatment Type and by Year
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Cognitive and behavioural and schema therapy 
interventions: inactive/non‑specialist comparators
Nineteen studies of interventions based on cognitive 
and behavioural principles and/or the related schema 
approaches had inactive/non-specialist comparators 
as shown in Table  2 and Additional file  1: Appendix  3. 
In RCTs (n = 19 including 4 pilot studies), compared to 
inactive/non-specialist controls, participants receiving 
cognitive and behavioural or schema therapy showed 
improvement on some outcomes. 12/19 RCTs had speci-
fied primary outcomes, with sample sizes ranging from 
34 to 480. Cognitive and behavioural or schema therapy 
was superior compared to controls on primary out-
comes in some studies, including for “personality disor-
der” symptoms (n = 3), “recovery” (n = 1), and symptom 
severity and social functioning in 1/2 RCTs. Cognitive 
and behavioural or schema therapy was not shown to be 
superior for other primary outcomes, including depres-
sive or (social) anxiety symptoms (n = 1), service use 
(n = 1), and/or self-harm (n = 4) (see Table  3 and Addi-
tional file 1: Appendix 3).

Cognitive and behavioural and schema therapy 
interventions: specialist comparators
In studies with specialist treatment comparators, 
including Rogerian Supportive Therapy, Transference-
Focused Therapy, Dynamic psychotherapy, group-
based CBT, individual Cognitive-Evolution Therapy, 

Mindful Emotion Awareness and Cognitive Reappraisal, 
and different treatment settings (n = 7), cognitive and 
behavioural therapy was inferior to or showed similar 
improvements to control treatments for all outcomes in 
RCTs (n = 4) and non-randomised studies with contem-
poraneous comparators (n = 3) (see Table  2 and Addi-
tional file  1: Appendix  3). This included the results of 
three RCTs and two non-randomised studies with con-
temporaneous controls with specified primary outcomes 
(“BPD” symptoms, symptom severity, personality func-
tioning, and interpersonal problems). Sample sizes of 
studies with primary outcomes ranged from 46 to 205.

Cognitive and behavioural and schema therapy 
interventions: partial or modified interventions
Table  2 and Additional file  1: Appendix  3 report three 
RCTs, including one pilot RCT, which examined modifi-
cations of cognitive and behavioural or schema therapies. 
Modifications included addition of phone support, or 
therapeutic assessments, and interventions delivered at 
home. These interventions were not superior to unmodi-
fied comparators on any outcomes, including the primary 
outcome in the two RCTs which reported these: one 
study with 20 participants found no difference in “BPD” 
recovery with the addition of phone support to schema 
therapy, and one study with 62 participants found mixed 
findings on the primary outcome suicidality with delivery 
of a CBT-based treatment at home.

Fig. 4 Locations of Interventions



Page 23 of 36Ledden et al. BMC Psychiatry          (2022) 22:589  

Cognitive and behavioural and schema therapy interventions 
in samples not defined only by “personality disorder”
As shown in Table 2 and Additional file 1: Appendix 3, 
of the above studies nine examined the effectiveness 
of cognitive and behavioural treatments for clini-
cal populations with “personality disorder” diagnoses 
and comorbid mental health problems, or individuals 
with related difficulties but not a formal “personality 
disorder” diagnosis. These studies looked at individu-
als with “BPD” symptoms and comorbidities including 
substance use (n = 1) and mood disorder (n = 4), or at 
populations that met our criteria for difficulties that 
appeared comparable to those of people receiving “per-
sonality disorder” diagnoses (n = 4), including repeated 
self-harm (n = 1), non-suicidal self-injury disorder 
(n = 1), previous suicide attempts (n = 1), and history of 
childhood sexual abuse (n = 1).

Cognitive and behavioural and schema therapy 
interventions: summary
Overall, cognitive and behavioural and schema interven-
tions with inactive/non-specialist comparators showed 
showed improvements on only some measures compared 
to controls. Studies with active/specialist comparators 
and studies investigating modified interventions were 
inferior to or showed similar improvements to controls. 
Of the 55 studies investigating the effectiveness of cogni-
tive and behavioural and schema treatments, nine stud-
ies included > 100 participants of which seven were RCTs 
(six with inactive/non-specialist comparators).

Psychodynamic and MBT studies
Table  3, Additional file  1: Appendix  4, and Appen-
dix  8 summarise studies investigating the effective-
ness of MBT (n = 20) and psychodynamic interventions 
(n = 54). There were 25 RCTs, and 48 non-randomised 
studies, which included non-randomised studies with 
contemporaneous controls (n = 17) and studies with-
out control groups making only pre-post comparisons 
(n = 31). One uncontrolled study focused on interven-
tion development.

MBT interventions: inactive/non‑specialist comparators
As shown in Table  3 and Additional file  1: Appen-
dix  4, four RCTs compared MBT with an inactive/
non-specialist treatment control (as did a non-ran-
domised study comparing with a historical cohort). 
MBT was superior to the inactive/non-specialist con-
trols on most outcomes. Two RCTs specified primary 
outcomes, and MBT proved superior in reducing both 
“BPD” symptoms (n = 1) and suicide attempts (n = 1). 
The 2/4 RCTs with primary outcomes included 41 and 
51 participants.

MBT interventions: specialist comparators
For studies comparing MBT with other forms of special-
ist treatment, including specialist TAU, supportive group 
therapy, Structured Clinical Management, and DBT, 
(n = 9), MBT showed no significant difference in most 
outcomes in 3/4 RCTs, with the fourth (sample size 107) 
reporting greater improvements in the primary outcomes 
of parasuicidal behaviours and number of hospitalisa-
tions compared with Structured Clinical Management 
(see Table 3 and Additional file 1: Appendix 4). In three 
non-randomised studies, results were mixed with few 
additional benefits reported for MBT compared with 
other specialist treatments. In primary outcomes, one 
study reported similar reductions in bed days to the spe-
cialist treatment comparator.

MBT interventions: treatment setting comparisons
Table  3 and Additional file  1: Appendix  4 include one 
RCT comparing MBT delivered in different settings 
(sample size 114) which found no differences on primary 
(symptom severity) or secondary outcomes between 
MBT at a day hospital compared to an intensive out-
patient MBT.

Psychodynamic interventions: inactive/non‑specialist 
comparators
Table 3 and Additional file 1: Appendix 4 show 13 studies 
on psychodynamic treatments with inactive/non-special-
ist comparators including six RCTs and seven non-ran-
domised studies. Participants receiving psychodynamic 
therapy showed greater improvements compared to 
inactive/non-specialist comparators in the majority of 
outcomes in RCTs and close to all outcomes in non-ran-
domised studies with control groups. Greater improve-
ment in the primary outcome than control was reported 
in the 2/3 RCTs (sample sizes 27–62) and all four non-
randomised studies (sample sizes 45–143) that specified 
a primary outcome (see Table  3 and Additional file  1: 
Appendix 4).

Psychodynamic interventions: specialist comparators
In studies with specialist comparators (n = 11), includ-
ing manual-based Psychiatric-Psychodynamic sessions, 
General Psychiatric Management, cognitive therapy, and 
Transference-Focused Therapy plus supportive treat-
ment, the intervention group was superior to the control 
group on only a few outcomes in RCTs (n = 8), but most 
outcomes in non-randomised studies (n = 3) (see Table 3 
and Additional file  1: Appendix  4). Of RCTs specifying 
primary outcomes (sample sizes 25–99), only 1/3 RCTs 
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reported greater progress in therapy (n = 1) compared 
to specialist comparators, and one RCT did not report 
differences between groups in symptom severity and 
interpersonal symptoms. One non-randomised study 
reported greater improvement in “personality disorder” 
symptoms for Dynamic Deconstructive Psychotherapy 
compared to controls and DBT.

Psychodynamic interventions: treatment setting 
comparisons
Table 3 and Additional file 1: Appendix 4 list the six non-
randomised studies which compared the outcomes of psy-
chodynamic therapy delivered in different settings. There 
was no difference in outcomes, including the primary 
outcome symptom severity, in four studies comparing day 
hospital, outpatient, and inpatient services (sample sizes 
143–371). However, community and step-down services 
were superior to residential services on all outcomes.

Psychodynamic and MBT interventions in samples 
not defined only by “personality disorder”
As shown in Table  3 and Additional file  1: Appendix  4, 
of the above studies, six focused on clinical populations 
with “personality disorder” diagnoses and comorbid 
mental health problems, or individuals with related dif-
ficulties but not a formal “personality disorder” diagno-
sis. Study samples included people with alcohol use and 
comorbid “personality disorder” diagnosis (n-1) with 
treatment resistant depression and a history of early 
childhood trauma together with comorbid “personal-
ity disorder” diagnosis (n = 1) and with poor personal, 
social, and/or interpersonal functioning with or without 
“personality disorder” diagnosis (n = 4).

Psychodynamic and MBT interventions: adaptions for specific 
populations
Additionally, two RCTs (n = 30), one being the follow-
up study, examined the effectiveness of psychodynamic 
treatments that were adapted to specific clinical or demo-
graphic populations. Compared to controls, Dynamic 
Deconstructive Psychotherapy adapted for people with 
a “BPD” diagnosis and active alcohol use or dependence, 
was superior on the majority of outcomes, including all 
primary outcomes (“BPD” symptom severity, parasu-
icidal behaviour, alcohol misuse, and institutional care).

Psychodynamic interventions: summary
Overall, psychodynamic and MBT interventions were 
superior to inactive/non-specialist comparators on most 
outcomes. Compared to specialist therapies, MBT and 
psychodynamic interventions tended to be similar on 
most outcomes in RCTs. While psychodynamic inter-
ventions were superior to specialist comparators on 

most outcomes in non-randomised studies, there were 
mixed findings for non-randomised studies investigat-
ing the effectiveness of MBT. In studies comparing dif-
ferent treatment settings, there was some evidence of 
superiority of community and step-down over residen-
tial services. There was no difference in the effectiveness 
between MBT settings. Lastly, psychodynamic interven-
tions adapted to specific populations were superior to 
comparators on most outcomes. 23/74 studies investigat-
ing the effectiveness of psychodynamic and MBT inter-
ventions included > 100 participants of which seven were 
RCTs (three of which had specialist comparators).

Other studies
Table  4, Additional file  1: Appendix  5, and Appendix  9 
present studies on any treatment type other than the 
psychotherapies listed above (n = 41). These included 
studies of mixed therapeutic modalities (n = 10), other 
individual therapies (n = 7), social-interpersonal and 
functional therapies (n = 5), self-management and care 
planning interventions (n = 6), as well as studies investi-
gating outcomes of different approaches to service design 
and delivery (n = 13). Most studies were RCTs (n = 25), 
while three studies made comparisons with contempora-
neous control groups, and 13 only pre-post comparisons. 
Table  4 and Additional file  1: Appendix  5 list detailed 
findings of studies on the effectiveness of other interven-
tions by study design. Findings are summarised below.

Mixed interventions
As shown in Table 4 and Additional file 1: Appendix 5, in 
RCTs with inactive/non-specialist comparators examining 
mixed therapeutic modalities, the intervention group was 
superior to controls on most outcomes (n = 3), including 
the primary outcomes (drop out and suicide attempts) of 
an RCT with 104 participants, but not “BPD” symptoms, 
the primary outcome of an RCT with 71 participants.

In one RCT with a specialist comparator, cost-effective-
ness did not differ between the step-down treatment and 
outpatient control group (0/1).

Other individual therapies
Compared to controls, participants receiving individual 
therapies other than the psychotherapies listed above 
(including Art therapy, Abandonment psychotherapy, Body 
Awareness Group therapy, short-term psychotherapy, and 
psychoeducation) showed greater improvements in close to 
all outcomes in RCTs with inactive/non-specialist compar-
ators (n = 5 including one pilot RCT). However, in the two 
RCTs with specified primary outcomes Abandonment psy-
chotherapy was superior to the control for suicidal relapse 
and hospitalisation (n = 1), but psychoeducation was not 
superior to control for “BPD” severity (n = 1).
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Other individual therapies were not superior to con-
trols in two RCTs with specialist treatment compara-
tors, including one RCT included one RCT comparing to 
Abandonment psychotherapy delivered by nurses instead 
of trained psychotherapists, and another  comparing to 
Transference-Focused Therapy and DBT, on all outcomes 
including primary outcomes.

Sample sizes of RCTs with primary outcomes ranged 
from 50 to 170.

Social‑interpersonal and functional interventions
Table  4 and Additional file  1: Appendix  5 show that 
similar results were found for social and interper-
sonal interventions, with the intervention group being 
superior compared to controls on up to half of the 
outcomes in RCTs with inactive/non-specialist com-
parators (n = 3). Additionally, the intervention group 
was superior on primary outcomes in only 1/2 RCTs 
with identified primary outcomes: Psychoeducation plus 
problem-solving therapy showed greater improvement in 
social functioning and social problem-solving skills com-
pared to waitlist, however, the cognitive rehabilitation 
and psychoeducation groups improved similarly in gen-
eral functioning. RCTs with primary outcomes included 
70 and 176 participants.

There were no between-group differences found in 
RCTs with specialist comparators, including delayed 
Functional Imagery Training and Social Skills Training in 
the clinic/hospital only (n = 2 including one pilot RCT).

Self‑management and care planning
There were no between-group differences on outcomes 
in 1/2 RCTs on self-management and care planning com-
pared to self-management only or established generic 
or specialist mental health services (n = 1). As shown in 
Table 4 and Additional file 1: Appendix 5, this included 
the primary outcomes of two RCTs: The Joint Crisis Plan 
group and TAU group had similar rates of self-harm in 
one RCT including 88 participants (the RCT was not 
powered to find an effect). The second RCT with a sam-
ple size of 52 found no difference in service admissions 
in Nidotherapy-enhanced assertive outreach compared 
to standard assertive outreach. In one RCT without 
identified primary outcomes, compared to Structured 
Goal-Focused Pre-Treatment Intervention (GFPTI), par-
ticipants receiving therapeutic assessment improved in 
more than half of the outcomes.

Novel mental health service models compared to day 
hospital
Regarding service design models, one RCT comprising 
four papers comparing step-down treatment with out-
patient treatment showed no between-group differences 

on outcomes, including a range of primary outcomes (see 
Table 4 and Additional file 1: Appendix 5). In the other 
RCT only including patients with a “BPD” diagnosis, the 
step-down intervention group was superior compared to 
the outpatient group on half of the outcomes.

Lastly, two RCTs with samples > 100 examining novel 
mental health service models compared to established 
generic or specialist mental health services found the 
intervention group to be superior on some outcomes 
compared to the control group, but on primary outcomes 
related to service use only in 1/2 RCTs.

Other treatments in samples not defined only by “personality 
disorder”
As depicted in the Table 4 and Additional file 1: Appen-
dix 5 cohort columns, six of the above studies on other 
treatments focused on specific populations, including 
three RCTs, one non-randomised study with a contem-
poraneous control, and one uncontrolled study mak-
ing only pre-post comparisons. One RCT compared the 
effectiveness of Abandonment psychotherapy and inten-
sive TAU for individuals with major depression and a 
comorbid “BPD” diagnosis. Another RCT investigated 
a joint crisis plan and TAU for young people without a 
“personality disorder” diagnosis but at least two episodes 
of self-harm in the previous three months. A third RCT 
compared the effectiveness of Nidotherapy and TAU for 
individuals with severe mental illness and a comorbid 
“personality disorder” diagnosis. One non-randomised 
study examined collaborative care management and TAU 
for individuals with major depression with or without a 
comorbid “personality disorder” diagnosis. Lastly, an 
uncontrolled study investigated emotion regulation skills 
training for a community-based sample of individuals 
with adverse childhood experiences over time.

Discussion
Our scoping review collated quantitative evidence 
regarding community-based psychological, psychosocial, 
and service level interventions designed for people with 
CEN. Most studies focused on people given a “person-
ality disorder” diagnosis, with a small number relating 
to people who appeared to have comparable difficulties 
(6%). Some observations may be made from this litera-
ture, but large gaps are prominent.

What does the literature tell us?
We identified 226 papers reporting on 210 distinct stud-
ies carried out in a range of countries, the majority in 
Europe or North America. The largest group of stud-
ies evaluated the effectiveness of DBT, followed by psy-
chodynamic therapy, cognitive and behavioural therapy, 
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MBT, and schema therapy. Research on psychological 
treatments dominated, with only a small handful of stud-
ies using any method to investigate interventions with 
primarily social targets, self-management, care planning, 
or models of service delivery.

The total quantity of studies, given the breadth of the 
search and inclusion of uncontrolled studies and stud-
ies with very small samples, is small. Little literature was 
published in the twentieth century, with most included 
studies published after 2005, since when annual pub-
lication rates have slowly risen. This may reflect a shift 
internationally away from the view of “personality disor-
der” as untreatable and justifying exclusion from mental 
health services that prevailed in the twentieth century 
[259]. In the early 2000s, factors including the publica-
tion of trials that held out prospects for successful treat-
ment, service user activism, and key policy documents 
such as the UK’s “Personality Disorder: No longer a diag-
nosis of exclusion” may have contributed to greater con-
fidence that research in this area is potentially fruitful 
[6, 260, 261]. However, stigma, therapeutic pessimism, 
and difficulty accessing any kind of helpful care are still 
widely reported [10, 11, 14, 20, 262]. The results of our 
searches suggest that investment in large well-designed 
studies that test clear primary hypotheses has remained 
very limited around the world, which may reflect a con-
tinuing lack of optimism, and the impacts of the particu-
larly severe stigma that appears associated with CEN.

The evidence base that has been established thus far 
relates mainly to specialist psychotherapies, delivered 
especially to people with a “BPD” diagnosis. Many stud-
ies are small and/or non-randomised, but studies with 
any methodology have tended to suggest benefits for spe-
cialist psychotherapies of a range of types compared with 
inactive/non-specialist controls, both in studies focused 
on people with a “BPD” diagnosis and with broader 
groups. However, results do not tend to suggest one kind 
of specialist treatment is clearly superior to another – 
this coheres with the results of more narrowly focused 
systematic reviews that do not identify a clear gold stand-
ard but suggest a variety of psychological treatments are 
helpful for those who engage with them [23, 26]: a focus 
on what works well for whom, and why, would be helpful 
in further work.

Contrary to the pessimistic outlook often reported 
regarding potential for improvement among people with 
a “personality disorder” diagnosis, a large majority of 
studies involving before and after comparisons find sig-
nificant reductions in symptoms and self-harm as well as 
improvements in other outcomes. This seems to be the 
case across treatment types as well as diagnoses, often to 
the extent that a substantial minority of participants were 
assessed as no longer meeting criteria for a “personality 

disorder” diagnosis. Study methods often made it hard 
to assess how far this was a result of treatments received, 
including those being investigated, and how far of the 
natural improvement in symptoms and difficulties (peo-
ple may also tend to be recruited to studies at times when 
difficulties are especially severe). Findings from these 
studies suggest the value of uncontrolled studies and of 
before and after treatment comparisons is very limited 
except where the main purpose is to test the feasibility 
and acceptability of delivering an intervention: it appears 
likely that improvement will be found whatever interven-
tions are offered.

Regarding specific populations such as those who are 
younger or older or who have some of the conditions that 
are frequently comorbid with CEN, such as substance 
misuse or psychosis, we found substantial numbers of 
interesting small studies, mainly aimed at intervention 
development, or establishing that treatments are feasi-
ble and acceptable in specific populations. These provide 
potential building blocks for further design and testing of 
interventions in important populations where substantial 
trials have yet to be reported.

What does the literature not tell us?
Gaps in the evidence needed to underpin high qual-
ity service delivery for people with CEN are large. Ser-
vice users and clinicians report that mental health care 
systems appear ill-equipped to deliver accessible care of 
high quality [10, 15, 20], yet there are hardly any pub-
lished investigations of the best approaches to designing 
teams and systems. Care planning, crisis planning, and 
self-management are to a large extent not investigated as 
applied to people with CEN. We identified very few stud-
ies of interventions with social targets, including employ-
ment and social relationships, even though people with 
CEN identify these as a priority [14, 263]. We found very 
little evidence of co-production or service user leadership 
in either research or intervention design, despite the ben-
efits of these in producing research that aligns to service 
user needs and priorities [264]. We also found very lit-
tle quantitative research on either trauma-informed care 
for this group, or interventions for people with comorbid 
PTSD, despite calls to place trauma at the centre of think-
ing about CEN [14, 262, 265].

Only a few studies evaluated treatments adapted to 
specific populations of interest, such as younger or older 
age groups, parents or patients with comorbid severe 
mental illnesses, substance misuse, or childhood trauma. 
As above, a number of small-scale initial studies appeared 
promising, but were limited by small sample sizes and/
or observational or feasibility/intervention development 
study designs. Lack of more substantial evaluations of 
well-designed interventions for these groups who have 
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tended to be still more under-served than others with 
CEN appears an important gap.

Most studies were conducted with participants with 
a “BPD” diagnosis, so that there is little evidence on 
effective interventions for people with other diagno-
ses, or who may have comparable difficulties but not 
have received a diagnosis. Samples are largely White 
and female with close to no papers focusing on diverse 
gender and sexual identities (despite some evidence of 
LGBTQ + groups being more likely to receive a “person-
ality disorder” diagnosis [266, 267]), or other ethnicities. 
Studies generally measured effectiveness of interven-
tions by examining improvement in whether diagnostic 
criteria continued to be met for “personality disorder”, 
symptom outcomes, self-harm, and service use. However, 
outcomes prioritised by service users such as personal 
achievements, employment, and social connections were 
reported much less [263], and the possibility of iatrogenic 
harm was also rarely examined. Interventions address-
ing social needs are especially important in the light of 
findings of longitudinal studies showing that while symp-
toms and suicidal behaviour tend to improve with time, 
this is less the case for psychosocial functioning includ-
ing rate of employment [268, 269]. Implementation stud-
ies examining how to embed successful interventions in 
real-world settings were also largely absent.

Limitations
Despite the breath of our approach, the findings of the 
present review must be considered in light of several 
limitations. In order to provide an overview of evidence 
acquired so far and identify gaps, we have created broad, 
often heterogenous, categories of study designs. This 
approach is inevitably superficial and limits how far 
meaningful comparisons can be made across study types, 
treatments, and subpopulations. In keeping with scoping 
review methodology recommendations, we did not for-
mally assess the quality of the studies, although we have 
commented on some obvious limitations, for example 
relating to small trial populations or uncontrolled study 
designs.

Additionally, while inclusion criteria were kept broad, 
and a variety of search terms applied to try to include 
studies with paalthough the number of studies excluded 
on these grounds was smallrticipants with any diagnosis 
of “personality disorder” as well as those with compa-
rable difficulties, capturing the latter reliably is likely to 
have been particularly difficult, and only a small number 
of studies not based on such criteria were included. We 
also have not included many studies that are transdiag-
nostic or include mixed populations of mental health ser-
vice users. While our search strategy was developed by a 
team of researchers, clinicians, people with relevant lived 

experience, and an information scientist, it was not peer 
reviewed. Lastly, in order to make this very broad search 
feasible, we included only studies published in English as 
well as published and peer-reviewed evidence, exclud-
ing pre-prints and theses. This may well have excluded 
some relevant evidence, although the number of studies 
excluded on these grounds was small.

Conclusions
Our overall conclusion from this scoping review is that 
people with CEN, despite being numerous among com-
munity mental health service users [270] have thus far 
been poorly served by clinical research. Mental health 
research is in general under-funded compared with 
other areas of health [271]. Our findings suggest that this 
is especially striking in the field of CEN, in which little 
was published prior to 2005 and the tally has increased 
only gradually subsequently, now only just exceeding 
two hundred quantitative studies including 96 RCTs of 
community and outpatient interventions, even including 
studies of any scale using any method.

Much therefore needs to be done to develop a robust 
evidence base in this area, especially beyond a nar-
row focus on specialist psychotherapies for people with 
a “BPD” diagnosis, where a substantial number of trials 
have resulted in a finding that several specialist thera-
pies appear better than treatment as usual, but not in a 
clear finding that any treatment is clearly superior. Future 
research should address outcomes valued by patients 
rather than being limited to a focus on self-harm and 
symptoms: relevance to service users is much more 
likely to be achieved by the adoption of co-production 
in design of both interventions and research studies. 
The recent service user-led StopSIM campaign against 
the Serenity Integrated Monitoring intervention [272], 
which involved the police in responses to some people 
with frequent contact with emergency services, exempli-
fies the potential for iatrogenic harm from interventions 
that are unevaluated, or where the potential for harm has 
not been assessed. Research on important populations 
such as older and younger people and people with major 
comorbidities, and on interventions focusing on peo-
ple with CEN as parents, partners or relatives needs to 
progress beyond the feasibility studies conducted so far. 
Larger and more diverse samples are needed to be confi-
dent of relevance across service user populations.

Models of service delivery have been largely neglected 
in research so far despite recurrent complaints from ser-
vice users and clinicians that current systems are frag-
mented and inaccessible. Realist evaluations may shed 
a light on what mechanisms underly the effectiveness of 
different interventions as well as what type of interven-
tion works for which patient group and in what context. 
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Relevant contexts may be individual, such as personal 
life and stage of life, as well as systemic. Additionally, 
services need to deliver holistic and person-centred care 
that addresses service users’ interconnected needs and 
intersecting experiences over several years: large-scale 
observational designs may be helpful in understanding 
outcomes over longer periods [10, 14]. Lastly, patients 
and carers with relevant experiences need to be invited 
to co-produce the development and evaluation of treat-
ments to not only ask the right questions but also exam-
ine these in a meaningful way (Table 5).
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Table 5 Lived experience commentary written by Sarah Labovitch and Jennie Parker

In light of the Community Mental Health Framework (CMHFA), this review is well timed to revise thinking around what should be available to people 
who may meet the diagnostic criteria for “personality disorder”/CEN. It may also prompt researchers and service-providers to consider what is important 
to us—it was disappointing to see that only 44/226 studies reported on quality of life, whilst most primary outcomes focused on diagnostic-related 
criteria

Time to follow-up in many studies discussed is limited. Side-effects of funding constraints typically lead to quantitative research and RCTs being priori-
tised. We agree with the question of what underlies reported improvements, and would say this is not just in relation to observational studies. It would 
be interesting to delve further into this

Despite advancements in recent years, community service-provision for “personality disorder”/CEN is nevertheless lagging behind other areas of mental 
health. Treatment in the community must be patient-centred: adapted to factors such as age, culture, comorbidity, substance misuse and trauma. 
Some health professionals still display discriminatory attitudes towards CEN, or simply don’t know how to help. Finding a clinician with the right skills 
and compassion is depressingly arduous. Further, exclusion criteria and high thresholds can make “specialist” services inaccessible. Meanwhile, the 
notion of individuals actually having a choice in therapist is vanishingly slim, adding to the risk of iatrogenic harm and a “cliff-edge” of care. Services 
need to commit to consistent long-term contact, as well as tailoring treatment to individual needs

As with others, we have experienced stigma, rejection, and repeated/inappropriate referrals. This paper leaves us with a conundrum, both in relation to 
the integrated approach proposed by the

CMHFA and access to good and timely support. Whilst this is a scoping review of quantitative research, our recommendation is for further investigation 
into the active ingredients of therapy: what makes good outcomes for some but not others, the importance of the relationship, and whether we have 
a choice of therapist (considerate of age, culture, gender, etc.) or of intervention. We also noted the limited research on peer support, compared to our 
experience of its value. With such a diverse population and diverse range of therapies (and variance within specific models), clearer guidance would be 
helpful so that we can all make fully-informed choices
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