
Introduction

Mentalization-based treatment (MBT) is well estab-
lished as an efficient treatment for borderline personality
disorder (BPD) (Bales et al., 2012; Bateman & Fonagy,
1999, 2009; Bateman, O’Connell, Lorenzini, Gardner, &
Fonagy, 2016; Kvarstein et al., 2015).

BPD is a heterogenous category, including patients at
different levels of personality functioning and with different
personality profiles. Recent research indicates that MBT is
particularly well suited for the most severe part of the BPD

spectrum, i.e. for patients who really are hard to reach. In
two studies, MBT was shown to uphold its therapeutic ef-
fect also among the most severe patients, while the results
of the control conditions (clinical management and psycho-
dynamic therapy) for these patients were meager (Bateman
& Fonagy, 2013; Kvarstein et al., 2018).

It is assumed that the totality of the treatment package
(Bateman & Fonagy, 2016) is important for this surplus
effect of MBT for severely disturbed patients: The assess-
ment procedures, the case formulation, the crisis plan, the
MBT manuals, the psychoeducational component, the
conjoint individual-group therapy format, the team ap-
proach, the collaboration with other instances within the
mental health service, e.g. acute psychiatric wards, and
the video-based team supervision. When organizing treat-
ment according to these principles, it is possible to
achieve effect sizes that are twice the more usual range in
psychotherapy, e.g. around 1.6 instead of the traditional
EZ of 0.7-0.8 (Kvarstein et al., 2015). However, there are
still space for improvements. One such element is the
mentalization-based case formulation and in particular its
usage in the group therapy component of MBT. That is
the topic of this article.

Mentalization-based case formulations

The major schools of psychotherapy have increasingly
emphasized the importance of case formulations (Eells,
2015). Case formulations are believed to sharpen the con-
ceptualization of the particular patient’s dynamics in ac-
cordance to the therapeutic theory in question and thus
sharpening the therapeutic focus, enhance patient-thera-
pist cooperation and prevent dropout. There is no agreed
upon standard for constructing case formulations since
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personality theories, assumed mechanisms of pathology
and mechanisms of change, differ between schools of psy-
chotherapy. However, two broad trends can be identified.
The one trend is where the therapist expert formulates a
thesis about supposed unconscious conflicts in the patient,
a thesis that is delivered to the patient, gradually as part
of the therapeutic process. The Core Conflictual Relation-
ship Theme is a prototype of this approach (Luborsky &
Barrett, 2017). The other trend concerns case formulations
that are formulated in cooperation with the patient
him/herself. Mentalization-based case formulations be-
longs to this second approach (Karterud & Kongerslev,
[in press]). The co-construction with the patient is a most
important premise: The formulation should be written in
plain language and adjusted to the mentalization level of
the patient. It might be very short and simple (Bateman,
2011) or more elaborate and sophisticated (Karterud &
Kongerslev, [in press]). There is thus no correct way of
constructing a mentalization-based case formulation.
However, it should preferably contain some themes that
typically burdens patients with borderline PD. On the
temperament side it concerns hypersensitivity for separa-
tion distress, bordering at feelings of total loss, meaning-
lessness and desperation as well as a low trigger level for
rage (Gunderson & Lyons-Ruth, 2008; Karterud et al.,
2016). Separation distress and rage are the two primary
emotion vulnerabilities of BPD (Karterud et al., 2016).
Low trigger levels are combined with high intensity when
aroused, and there are problems with downregulation.
However, a difficult temperament does not alone yield a
borderline personality. The temperamental disposition
should be exaggerated by negative attachment experi-
ences (Weijers et al., 2017) and being precipitated as an
overinvolved or disorganized attachment pattern. And fur-
thermore, this combination, the difficult temperament
being handled by contradictory or confusing parental at-
tachment strategies, should result in mentalizing deficien-
cies such as problems of making sense of own experiences
(identity problems) and distorted interpretations of others. 

The case formulation should organize its narrative
around these personality constituents: Temperament/pri-
mary emotions, attachment and mentalization/self-con-
sciousness (TAM-theory) (Karterud, 2017; Karterud &
Kongerslev, [in press]). By this way of constructing the case
formulation, the therapist is actually suggesting to the pa-
tient: Look here, major issues of your life can be regarded
in this way, there seems to be some connections here,
should we take this as our starting hypothesis and explore
its implications? The kind of implications which should
find its place in the case formulation, is the current life con-
sequences of temperamental problems, the interpersonal
difficulties that come with insecure attachment and the
problems due to poor mentalizing, e.g. habitual misinter-
pretation of self and others as well as acute breakdowns of
mentalizing capability. In addition, the therapist may sug-
gest some transference tracers, e.g. how the interpersonal

problems of the patient might manifest themselves in rela-
tion to the therapeutic constituents, in particular in the re-
lation to the individual therapist and the groups. 

Socializing the patient to the treatment model

The case formulation is part of a broader strategy for
socializing the patient to this particular type of treatment.
It offers a frame of reference, a certain way of understand-
ing personality problems and some broad principles for
how to approach these problems, in particular the mental-
izing or not-knowing stance. This frame of reference is
explicated in the mentalization-based psychoeducational
group (Karterud & Bateman, 2011b). During this 12
weeks course, during the initial phase of treatment, pa-
tients learn basics about mentalizing, mentalizing failures,
attachment, attachment patterns, anxiety and attachment,
depression and attachment, evolution and primary emo-
tions, borderline personality disorder and the principles
of MBT. Patients are given home lessons and the sharing
of personal experiences provide the learning process with
personal meaning. Patients need to own their case formu-
lation during the first stage of treatment. Although it is a
co-operative product, in the sense that patients themselves
can suggest themes and formulations, it is clear that the
therapist is the main author of structure and content. How-
ever, the narrative should gradually become the property
of the patient. It need not be the original formulation,
which might be partially incorrect, one-sided or missing
crucial elements. Case formulations should be revised as
the treatment process evolves. However, the essence of it,
when altered and acknowledged by the patient him/her-
self, should be internalized. 

Case formulation and group therapy

Traditionally, case formulations are constructed by the
individual therapist, assisted by his/her supervisor and the
MBT team, although the patient has the final word. Man-
uals and guidelines for MBT assign the responsibility to
the individual therapist to ensure that the therapeutic
process relates to the case formulation (Bateman & Fon-
agy, 2016; Karterud & Bateman, 2010). The roles of the
groups and the group therapists are less explicated. The
reasons are to be found in the roots of mentalization-based
group therapy (MBT-G). MBT-G belongs to the family of
psychodynamic group therapies that adheres to psy-
chotherapy through the group process (Karterud, 2015).
Psychodynamic group therapists are very cautious at in-
troducing elements in therapeutic groups that would dis-
turb the here-and-now group process, such as e.g.
psychoeducation, exercises and home lessons. However,
the structure of MBT-G has been altered since its incep-
tion (Fonagy, Campbell & Bateman, 2017; Karterud,
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2015; Karterud & Bateman, 2011a). Its modern version
allows for more structure and group therapist authority in
concert with long sequences of spontaneous group inter-
action. The key ingredient is a structure of turn-taking
where each session contains the exploration of intriguing
interpersonal events of 2-3 patients where the other group
members partake as responsible peers. With such a struc-
ture, case formulations might also find their place in dy-
namic group therapy. I would add that case formulations
might become a most useful tool for therapeutic groups
with severe personality disorders which constantly run the
risk of deteriorating into chaos or a nonproductive
pseudomentalizing mode. In the following I will discuss
some experiences from my role as trainer and supervisor
in MBT-G which have led us to experiment with different
ways of handling case formulation in therapeutic groups. 

Clinical experiences and case material

As a trainer and supervisor in MBT-G, I often en-
counter group therapists who have trouble with particular
patients whom they either do not understand, or do not
like, or who do not respond to treatment or who the ther-
apists consider a nuisance for the group. My first response
is usually: “Can I see the case formulation”? All too often
group therapists respond back with embarrassment, e.g.
that unfortunately there is no case formulation, or that it
is not finished yet, or that it belongs to the conjoint indi-
vidual therapist. It has become apparent that although
MBT is a kind of treatment that favor case formulations,
the culture that group therapists usually are part of, con-
tains some resistance to such remedies. Nevertheless, the
very phenomena that case formulations are intended to be
a remedy against, flourish in groups with personality dis-
orders, e.g. alliance ruptures which have led the therapeu-
tic course on stray. Typical cases display a chaotic mixture
of strong primary emotions, attachment confusion and
mentalizing deficits.

The following case illustration is from a MBT group
session in a typical Scandinavian MBT program. The
group is long-term, slow-open and contains mainly bor-
derline patients. There is conjoint individual therapy. In
the opening phase of this group session, patients display
some resistance at entering the center stage. However, pa-
tient P-1, who had been in the program for nearly one
year, saves the day for the group:

P-1: “OK, I can start, so just relax (to patient-2).
(Sighs.) Yeah, but what should I start with, kind of?
I...I don’t know where I should start, because, firstly,
each time I speak, or open my mouth inside here, and
that has made me angry for a long time, because it
turns...it is so much…it is so much that bubbles up,
but “we can help you with the group here-and-now”,
that’s how it is. (Shouts). But then, what comes out is
irrelevant for my daily life. I feel like I’m pissing, or…

not you (to fellow patients), but you, yes you (therapist
1 and 2), in a way you piss on my problems, and that
they are not so important because…Everything has to
be shortened, cut down in a way, because it is kind of
too much and…And it gets dragged out of context,
and so on and so on. However, the reason why it
breaks down is because there is something here. And
then I get so frustrated because…Why do I have to…
or, why do we never…eh. Ah! Do you get what I
mean?”
P-2: “Yes, I understand what you mean”
P-3: “I also understand what you mean”
It is not so clear if therapist 1 and 2 understand what

she means, and not this author either. However, we get
that P-1 is deeply frustrated and that there is no alliance
here. She doesn’t feel that the way the therapists (and the
group) work make sense to her. To the contrary, her stuff
“gets dragged out of context”. P-1 is not only deeply frus-
trated with the group, everything is shit (later on in the
same sequence):

P-1: “…Well...I have…OK…two times last week,
no, one time this week and one time the week before,
in a way I have thrown the dining table towards the
wall, because I was so damned pissed off. I get these
kind of rage blows. I hit. And...»
Later in the same sequence. P-1: “I’m just pissed off

most of the time and I don’t know why. And I have…se-
riously, I would like to…just leak me on to somebody in
a way that would escalate to a fight, so I just could kill
somebody, just to get my frustration out. That’s what I
would like to do, and that’s what I’m thinking on, nearly
every day…”

Later on, in the same sequence: P-1 is talking about
“fucking feelings” in the body, “nowadays it is just like
when I broke down and got referred to treatment” and
“yesterday I started to cry in front of the other students in
my group, just because…everything just collapsed, be-
cause I should…I’m so tired, it’s so much, and I didn’t
understand what to do, how I should cope, and then it be-
came all too much, so…(imitating explosion noise), and
then I started to cry, and when I get there…that kind of
crying, it will not stop, it just goes … (squeals and hyper-
ventilates). It’s idiotic”. P-1 tells that she ran out to the
toilet in order to recover.

This sequence contains most ingredients of borderline
pathology: murderous rage, intolerable separation distress
(hopeless and despairing sadness), attachment confusion,
profound mentalizing difficulties and it is played out in the
transference to the group therapists and the group. A major
problem is that the alliance is lost and there is no joint ex-
ploration and reflection. It is all despair. In such a situation
the supervisor would like to gather all therapists, group and
individual, to take a fresh look at the treatment from the
start and begin with the case formulation. How was it for-
mulated? Did it contain the most important elements? Was
it revised? How come that the patient did not achieve any
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ownership to it? What went wrong? Was it formulated way
above the mentalizing level of the patient? Did she subor-
dinate to something that was not real for her, which re-
quired pseudomentalizing from her side? When did the first
signs of poor alliance surface? How could the experiences
of this first part of the treatment be summarized and incor-
porated in a revised case formulation that might help to get
the therapeutic process back on track?

New recommendations for case formulations
in groups

Repeated experiences like the one described above has
led to new recommendations for case formulations in
groups. In a typically slow-open format, where new patients
are added when old ones have terminated, there arise a
need, both for the newcomer and for the group as a whole,
that the newcomer, at some point of time, tells “the story
of her/his life”. At her/his very first group meeting, she/he
is asked to “say something” about her/himself. Usually this
is very cursory since most personality-disordered newcom-
ers are highly fear-activated at their first meeting. However,
after a month or two, they have become more customized
to the group culture and are able to relate to the group in a
more nuanced way. That’s the time we now recommend
new patients to read their case formulation, worked out in
collaboration with the individual therapist, as an introduc-
tion to their life story. To read it aloud in a group of
strangers has a profound effect on all participants, including
the group therapists. The ownership of the case formulation
then becomes a matter of acute significance. The patient,
while reading it, is confronted with the question for
her/himself: The protagonist of this story, is this really me?
In all respects? Or do I read a story invented by the thera-
pists that is just fake? The other group members usually
nod and confirm and support embarrassing elements, com-
pare with their own case formulation, and use the case for-
mulation as a starting point to ask for more life story details.
Using half of the time of a group session for this purpose
has shown to be a good investment. 

The other recommendation concerns new groups, in-
cluding time-limited groups, that start out with a psychoe-
ducational mode, and thereafter change format to a
dynamic MBT group, e.g. after 5-6 sessions. New MBT
programs will often starts this way. Time-limited groups
may contain less disturbed patients and need not be part
of any MBT program, which means that the group thera-
pists may not have any individual therapists as back-ups.
The group therapists are forced to construct the case for-
mulations themselves. A radical approach is then to con-
struct the case formulation based upon i) the referral letter,
ii) one, or some few clinical interviews, iii) the patient’s
personal revelations during the psychoeducational stage,
and iv) the patients’ own initial formulations of treatment
goals. By that procedure, relying very much on what pa-

tients actually have told about themselves in the group
and the patients’ own suggestions in the group, the case
formulation seems to be owned by the individual-in-the-
group in a more profound way. When coming to the dy-
namic MBT group phase, patients are asked, in the same
way as described above, to read their case formulation as
a starting point for the story of their life. 

Both of these strategies are fine candidates for quali-
tative research. Do they really enhance case formulation
ownership? For the individual members and the group as
a whole? Do they have any significant impact on treat-
ment course, for the individual and the group as a whole?

Conclusions

Case formulations are crucial elements of MBT treat-
ment packages. However, they have to a large extent been
owned by the conjoint individual therapists and not been
fully integrated with the group processes. Probably this
has hampered a full exploitation of the potentials of MBT.
However, the structure of MBT-G is fully compatible with
case formulations being read and discussed in groups.
This article may hopefully stimulate such a development
and the research which is needed.
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