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Abstract

Purpose: The article aimed to present a case conceptualization in two stages of therapy for PD patients qualifying for a specific
therapy modality and diagnosis, including the conceptualization and monitoring of the process and mechanism of changes under
the influence of specific therapeutic interventions. The problem is significant as there is a high level of treatment dropout among
patients with various personality disorders.

Views: The article discusses the current state of knowledge and Kazdin’s methodology of scientific research on the processes and
mechanisms of change in patients under the influence of therapeutic interventions. Using the assumptions of this model, the author
describes the six steps of a therapeutic procedure which aims at describing and monitoring the process and mechanism of therapeutic
interventions, with a special emphasis on the significance of a mediator in the form of the therapeutic alliance. The therapeutic alliance
is a significant mediator of changes leading to positive and/or negative therapy outcome and some of its components should be con-
sidered as moderators that may significantly modify the influence of the mediator on the strength of the links between a given therapy
modality and its effectiveness.

Conclusions: Kazdin’s model and diagnostic principles seem very useful and promising in clinical practice. At our current stage
of knowledge and research, the diagnosing and monitoring of the process and mechanism of change in patients, resulting from
specific therapeutic interventions, constitutes a considerable challenge for psychotherapists and clinicians.

Key words: case conceptualization, monitoring the process of change and mechanisms activated in therapy, therapy of personality

disorders.

INTRODUCTION

The diagnosis of various aspects of mental health has
usually different goals which are somehow interconnected,
though in fact they are intended to perform different
functions for an individual and their society. Hunsley and
Mash [1] attempted to distinguish different types of diag-
noses and goals of diagnostic research while emphasiz-
ing that, due to their specificity, they require particular
professional competences from clinicians. They indicated
seven types of diagnostic research which perform diffe-
rent functions: a) a diagnosis describing a person’s men-
tal health condition and its causes, without the necessi-
ty of references to a formal diagnostic or categorization
system of mental and behavioral disorders (the descrip-
tive and evaluative function); b) screening - identifying

the characteristics of individuals at high risk for mental
disorders (the predictive function); ¢) prognostic diagno-
sis concerning the course of a disorder in situations and
contexts, e.g. entering and not entering treatment (the pre-
dictive function); d) case conceptualization/formulation,
i.e. taking into account a comprehensive understanding
of a patient’s functioning (the explanatory function);
e) diagnosis focused on treatment planning (the predic-
tive function); f) monitoring the course of treatment (the
explanatory and corrective function) and g) the evalua-
tion of treatment outcome (the control function). Each
of these kinds of diagnostic activity serves different func-
tions on the individual and social planes. From the per-
spective of an individual, especially one suffering from
mental health problems, clinical diagnosis is supposed to
indicate effective treatment methods in the areas of psy-
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chotherapy, pharmacotherapy and, in some cases, psycho-
social rehabilitation. From the social perspective, diagno-
sis of the mental health of an individual or social groups
is often made for prophylactic purposes, to enable an in-
dividual with a mental disorder to gain certain benefits
they are entitled to, e.g., sickness allowance and other
financial or community benefits, but also to restrict their
civil rights in the name of higher values [2, 3].

The present article presents problems connected with
the formulation of clinical descriptive diagnosis and clin-
ical explanatory diagnosis and their functions in two
stages of treatment of patients with a personality disorder
qualifying them for treatment and monitoring the course
of their psychotherapy. While we have considerable
knowledge concerning diagnostic procedures and the
formulation of various types of clinical diagnoses ap-
plied for the sake of treatment referrals, little is known
about diagnostic procedures that include the monitor-
ing of the processes taking place in psychotherapy and
the subsequent use of this knowledge to predict treatment
outcomes. Since most studies, including those on patients
with personality disorders, have focused on the verifica-
tion of treatment outcomes, we know much more about
the effectiveness of various treatment modalities than
about the positive and negative phenomena that occur
in the process of therapy and may affect its ultimate out-
come [4-6]. Currently, the diagnosis of the course of psy-
chotherapy seems to pose the greatest challenge for re-
searchers, methodologists and clinical practitioners.

TYPES AND FUNCTIONS OF CLINICAL
DIAGNOSIS AT THE STAGE

OF QUALIFYING A PERSON FOR
TREATMENT

Psychological diagnosis, including the clinical one, is
a complex and often multi-stage activity directed at goals
agreed between a psychologist and an examined indivi-
dual, and entailing the collection and integration of data
according to the knowledge from psychology and related
sciences as well as skills learned in specialized education
which will be applied in accordance with a set goal [7-9].
Depending on the aim of the diagnostic process and
the knowledge used by a clinician, three types of diagnosis
are differentiated: the differential (categorial), the struc-
tural-functional, and the epigenetic. The first one is de-
scriptive, the other two explanatory; each of them may
have a more comprehensive or more selective form fo-
cused on the diagnosis of chosen aspects of an individual’s
psycho-social functioning.

The nosological diagnosis of personality disorders,
similarly to other psychic disorders, involves: 1) collecting
information based on a clinical interview and observa-
tion, self-reports and analysis of narration about repetitive
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traits and ways of experiencing oneself, as well as expe-
riences and behaviors in relationships with others that are
characteristic of a person, 2) integration of the collected
data, including ambiguities and contradictions between
outcomes arising from the use of different methods,
3) formulating a hypothesis about a type of psychic dis-
order and a hypothesis about an alternative disorder,
if justified and 4) making a diagnostic decision based
on the degree of similarity of a person’s manifestations
of functioning to the descriptions of personality disorders
inICD-11 [10, 11] and/or DSM-5 ([12]; cf. the alternative
model in part IIT). Both classifications, instead of a typi-
cally categorial approach, use categorial-dimensional or
dimensional approaches which find their bases in con-
temporary psychological conceptions of mature and dis-
ordered (i.e., having an unintegrated structure or organi-
zation) personality [13, 14]. The comparison in the first
step should embrace the evaluation from the area of self
(identity, self-esteem, self-description adequacy and self-
direction ability) and the area of interpersonal relation-
ships (interest in relationships with others, ability to ini-
tiate and maintain satisfactory relationships, the skills
of taking into account and appreciating others’ perspec-
tives, coping with conflicts). The second step should con-
stitute the identification of pathological personality traits,
such as: negative emotionality, disinhibition, isolation,
dissocial tendencies and anankastia, whereas the third
one, not obligatory, is the determination of the presence or
absence of BPD in a person. Based on the characteristics
of a person pertaining to self and interpersonal relation-
ships, a clinician decides if there exists a personality disor-
der, if so, how deep it is - mild, moderate or severe [11, 14].
The aim of the formulation of a descriptive diagnosis
of a personality disorder and the evaluation of its severi-
ty is to plan the treatment, i.e., especially recommended
(empirically confirmed) effective modalities of psycho-
therapy and, in special cases, pharmacotherapy. Whereas
nosological diagnosis gives clinicians some basis on
which to recommend various effective therapies to a per-
son, structural-functional psychological diagnosis allows
for the identification of those aspects of personality which
can form the basis for a decision as to whether a person is
qualified for a specific therapy modality.

Comprehensive structural-functional diagnosis, also
called case conceptualization, is formulated in the con-
text of a selected theoretical and/or empirical model.
This, in turn, allows for the description and explana-
tion of the dynamics of the activation and deactivation
of the pathomechanism involved in the persistence and
remission of various symptoms of a psychic disorder. In
the structural-functional diagnosis of personality disor-
ders, a clinician/therapist may refer to the assumptions
of one of the prevailing theoretical paradigms, e.g., psy-
chodynamic [15, 16], cognitive-behavioral [17, 18] or
integrative [19], or to one of the paradigms constructed
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based on empirical evidence [20]. Apart from certain ex-
ceptions, little is known about which rules should be used
to integrate knowledge concerning the pathomechanism
and pathogenesis derived from the paradigms and how
they could be taken advantage of to diagnose the pro-
cess of psychotherapy. Numerous researchers emphasize
that it is the structural-functional diagnosis that creates
valid premises for qualifying a person for the modalities
of therapy likely to be effective for them. For instance,
a person with a moderately severe personality disorder
with the BPD pattern and suicidal behaviors, who is
not very reflective, especially while experiencing strong
emotions but is motivated to receive treatment, fulfills
the conditions of achieving a positive change owing to
dialectical behavioral therapy [19]. However, the same
person, due to a specific way of thinking and serious dif-
ficulties with mentalization because he or she considers
what they experience as reality (the pre-mentalization
mode), cannot achieve a positive change in psychotherapy
based on transference. In such a case change on the level
of social functioning will be achieved in supportive psy-
chotherapy [21, 22]. Each of these therapy modalities in-
dicates the conditions that must be fulfilled for their spe-
cific procedures and therapeutic strategies to be effective
and bring the expected changes.

THE AIMS AND FUNCTIONS
OF DIAGNOSING IN THE PROCESS
OF PSYCHOTHERAPY

Although research on treatment outcomes has con-
firmed the effectiveness of many psychotherapy modali-
ties, it has not explained how the process of change actual-
ly takes place and what is its mechanism, i.e., how specific
therapeutic interventions work. This problem seems
especially significant when one considers the issue of the
effectiveness of treatment for personality disorders, as
not all cognitive-behavioral or psychodynamic therapies
turn out to be effective for BPD or NPD patients [23, 24].
Numerous meta-analyses and research results from ran-
domized samples have confirmed the effectiveness of psy-
chodynamic psychotherapies for personality disorders,
e.g., transference-focused psychotherapy (TFP) [22, 23]
and mentalization-based therapy (MBT) [21, 24], as well
as dialectical behavior therapy (DBT) [25, 26] and schema
therapy (ST) [26, 27] in the cognitive-behavioral approach.
The research also indicates what outcome one might
expect on the level of symptoms and patterns of psychoso-
cial functioning, e.g., in BPD patients in the case of an op-
timal course of therapy [23, 26].

However, the research on the mechanism of change
in the therapeutic process is a relatively new issue, which
requires not only theoretical reflection but also the scien-
tific description of new research methodology and proce-

dures. Generally speaking, this newer approach attempts
to answer three groups of questions: what is the course
of the process of change (what is the form of change?),
which factors significantly moderate change (for whom
and in what conditions does change take place?), and
what are the mediators of change in the process of thera-
peutic intervention (why and which interventions, their
configuration or consequences lead to change or inhibit
it?) [4-6]. All of these questions are very significant. How-
ever, because of the aim of the article I am going to pres-
ent only those issues that pertain to the question of which
aspects of psychotherapy modalities should be diagnosed
in the course of monitoring the process and mechanism
of therapeutic changes in patients.

The first more comprehensive conceptions of research
on the process and mechanisms of change in the course
of therapy, with various propositions for methodolo-
gy, appeared at the beginning of the current century.
The model of the diagnosis of the process and mecha-
nism of change in the case of an individual patient pre-
sented below is the attempt to integrate the knowledge
coming from these conceptions with the research on
the influence of specific and common healing factors in
the psychotherapy of persons with personality disorders
[5, 27, 28]. The assumptions connected with the metho-
dology of the research on the mechanisms and processes
of change in various psychotherapy modalities are used
here to present these problems.

Kazdin [4, 5], the author of the methodology of re-
search on the process of change in psychotherapy, claimed
that the diagnosis of the process and mechanisms of such
change should take place in the context of a specific theory
of a personality disorder or an integrative, empirical model
formed on the basis empirical evidence (assumption 1).
While choosing an intervention, one should take into ac-
count empirically verified specific cause-and-effect rela-
tionships between a therapeutic intervention (A), activated
by mediators (B) processes and healing mechanisms (as-
sumption 2), and change in the form of a definite effect (C)
(assumption 3), e.g., achieving a greater identity congru-
ence or ability for self-direction. The evaluation of a cause-
effect relationship between a therapeutic intervention and
intrapsychic and/or behavioral change should occur in
a specific timeline placed on the mediator-mechanism-
outcome axis (assumption 4). One should also take into
account those moderators which can affect the differ-
ent outcomes of the influence of specific interventions
on the activated healing process and the effects achieved
owing to it (assumption 5). The knowledge about the pro-
cesses and mechanisms of change and their outcome allows
for the monitoring of the influence of therapeutic inter-
ventions in the case of an individual patient, and the con-
clusions drawn from the diagnosis can form a basis for
implementing change related to significant mediators in-
troduced by a therapist (assumption 6) [4-6].
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Which mediators of the process of change resulting
from specific procedures of psychodynamic psychother-
apy (e.g., TFP, MBT) or cognitive-behavioral therapies
(e.g., DBT, ST) should be taken into account in persons
with various personality disorders? Research on the out-
comes of different therapy modalities revealed specific
and common healing factors owing to which the expect-
ed outcome is achieved [28-31]. Specific healing factors
are activated by particular strategies and therapeutic
procedures characteristic of a specific therapy modality;
these are the following: clarification, confrontation and
interpretation in psychodynamic psychotherapy; and
behavioral skills training (e.g. relaxation, assertiveness
or solving interpersonal conflicts training), modelling,
positive and negative reinforcement, Socratic dialogue
and other techniques of cognitive reappraisal in integra-
tive cognitive-behavioral therapies. According to the as-
sumptions of object relations theory and the research
on the outcomes of psychodynamic therapies (e.g. TFP,
MBT) it is confirmed that these applied interventions
and procedures activate such processes and mechanisms
of change as: catharsis, realization of unconscious conflicts
(through interpretation of associations, dreams, fantasies;
positive and negative transference in the therapeutic re-
lationship and resistance to transference), transforming
immature defense mechanisms (splitting, projection and
projective identification) into those that are more ma-
ture (e.g. suppression, rationalization, sublimation), and
developing the ability to reflect and mentalize [32, 33].
On the other hand, according to the assumptions and
results of the bulk of research on the outcomes of cog-
nitive-behavioral therapies (DBT and ST) in the treat-
ment of personality disorders, intervention strategies and
procedures activate such processes of change as skills in
the monitoring and controlling of negative emotions and
self-destructive behaviors; transformation of automatic
thoughts and maladaptive core beliefs into more adaptive
ones; and recognition and monitoring of mistakes in trans-
forming information about oneself and others [17, 19].

At present the greatest attention in the diagnosis
of the process and mechanisms of change in psychothe-
rapy for patients with personality disorders is focused on
the common factors, mainly on the therapeutic relation-
ship and alliance, which significantly affect the course
of, mechanisms of change in and persistence with ther-
apy. One of the greater problems in treatment of patients
with personality disorders from cluster B of the DSM-5 is
the difficulty with staying in the therapeutic relationship,
i.e., the high dropout rate. The links between the thera-
peutic alliance and positive treatment outcome in vari-
ous psychic and behavioral disorders, regardless of the
modality, have been consistently confirmed [34-36].
Researchers make attempts to create a methodology
that will allow for the assessment of a dynamic interac-
tion between specific and non- specific healing factors,
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as opposed to the hitherto-existing method of a separate
assessment of each of these factors in the context of pro-
cesses of change in a patient.

Psychodynamic psychotherapy differentiates three
main elements of the therapeutic relationship: 1) the pa-
tient’s transference, activating early unconscious represen-
tations of the self-object relationship in the relationship
with the therapist, 2) the therapist’s countertransference,
activated under the influence of identification with as-
pects of self and/or object projected by the patient and
3) a real, more conscious motivation for treatment [37].
In cognitive-behavioral approaches the therapeutic rela-
tionship is most often defined as the patient’s readiness
for cooperation and involvement in the agreed goals
of therapy, which is very unstable in the case of persona-
lity disorders [19, 31, 38]. The instability of the relation-
ship and of the therapeutic alliance induced the creators
of DBT and ST to formulate additional conditions pro-
viding or restoring accurate cooperation and motiva-
tion for working on change (e.g., dialectical strategies
in DBT) [19, 38]. Both of these therapeutic approaches,
especially in comparative and clinical research, exten-
sively use Bordin’s transtheoretical model [39, 40], which
generated reliable and valid research tools (e.g., Working
Alliance Inventory). This model indicates three aspects
of the alliance: the bond between the patient and thera-
pist, the goals of the therapy, and the tasks of the therapy.
The quality of the working therapeutic alliance is evaluat-
ed as the level of the patient’s cooperation with the thera-
pist, which is determined not only by the strength of their
bond (the affective component of the alliance - a sense
of being liked, accepted and understood) but also by
the level of the patient’s participation in agreeing to more
important treatment goals (the cognitive component)
and the more important tasks necessary for the achieve-
ment of these goals.

Because of the high rate of treatment dropout of pa-
tients with cluster B personality disorders, especially those
with narcissistic, borderline and histrionic personality dis-
orders (patients with the remaining personality disorders
from clusters A and C can rarely be found in the research
group), a substantially greater significance is attributed
to the influences of the therapeutic alliance, including
patients’ capacity to form more satisfactory interperson-
al relationships. In a group of these patients, research-
ers have observed greater fluctuations of the strength
of the therapeutic alliance than in other psychic dis-
orders, which often led to treatment dropout [41-44].
In focusing on the explanation of the influence
of the therapist and patient on the fluctuating dynamics
of the therapeutic alliance, on the one hand there was
an attempt to indicate those therapeutic interventions
which activate changes in the strength of the alliance
in patients, while on the other hand researchers were
interested in the answer to the question of which traits
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of patients with personality disorders are significant me-
diators of processes and mechanisms of change [45, 46]
that affect the decision to stay in treatment or drop out.
It was determined that there is a greater impairment
of the strength of the therapeutic alliance in every treat-
ment modality when the therapist applies interventions
that ignore (and in consequence invalidate) the patient’s
complaints about feeling bad or experiencing stress (e.g.
when the patient complains of being mistreated by their
boss again) or when the therapist concentrates mainly
on confrontation and the interpretation of the patient’s
functioning at home and in the therapeutic relation-
ship in such a situation. On the other hand, the strength
of the alliance increases when the therapist listens with
acceptance, understands and reflects on negative emo-
tions or when interventions, in the form of interpretation,
nd confrontation are adjusted to the state of the patient
with PD. Stricker and Gold ([47], p. 225) concluded that
when deciding on an intervention the therapist must take
into account the “level of suffering and ability to toler-
ate that suffering, capacity to delay gratification, and his
or her psychological sophistication and interest in self-
understanding” This claim has found confirmation in
numerous studies of prototypical therapeutic processes,
e.g., in TFP and DBT [46, 48], which resulted in greater
activity on the part of the therapist in the area of build-
ing the therapeutic relationship, especially in the initial
phase of the process. It has been confirmed that patients
with more severe personality disorders are characterized
by a greater dominance of insecure attachment styles
(e.g., ambivalent or disorganized), a lower threshold
of frustration tolerance, greater difficulties in the regula-
tion of negative emotions, especially anger and aggres-
sion, and a greater emotional vulnerability [42, 49].
While analyzing the effect of the therapeutic alliance
on the process and mechanisms of change one must dif-
ferentiate between the outcomes achieved when the alli-
ance is treated as a trait from that in which it is treated
as a state. This distinction seems important both for sta-
tistical reasons (as, generally speaking, neither of these
two outcomes can be entirely inferred from the other
one) and conceptual ones (each of them may serve dif-
ferent functions in treatment and have different impli-
cations for clinical practice) [46, 48]. The ability to form
the therapeutic alliance can be treated as a trait on the ba-
sis of which one can predict treatment outcome, as some
of its components (e.g., forming a bond with the thera-
pist) indicate an individual’s general ability to form satis-
factory social relationships. On the other hand, the pa-
tient-therapist alliance as a state can induce a therapeutic
change by itself by developing a patient’s ability to form
more satisfactory social relationships; the mechanism
of change activated by the alliance as a state resulted in
such change as the ability to form a more satisfactory re-
lationship not only with the therapist, but also with other

people outside treatment (and reduction of the symp-
toms of a personality disorder as a result).

For instance, the therapist usually expects some dif-
ficulty in maintaining the therapeutic relationship with
a patient having the ambivalent attachment style charac-
teristic of BPD patients. However, the therapist’s working
through a rupture in the therapeutic alliance with the pa-
tient contributes, as we already know from the research
[42, 44], to activating such changes in the patient as great-
er stress tolerance due to catharsis and expanding the skill
to consider the other’s perspective (as different from one’s
own) in the understanding of a conflict (the ability to
mentalize), as well as to attempt to understand the sourc-
es of misunderstanding, which leads to a greater stabil-
ity in social relationships (without the necessity of their
immediate devaluation). It turns out that the therapeutic
alliance is a significant mediator of changes that lead to
positive and/or negative treatment outcomes. What is
more, some of the components of the therapeutic alliance
should be considered as moderators which can significant-
ly change the influence of the mediator on the strength
of the links between a modality of psychotherapy and its
outcome.

CONCLUSIONS

The article presents the issue of the significance
of a descriptive and explanatory clinical diagnosis in two
stages of therapy for persons with personality disorders
who qualify for a specific treatment modality and diag-
nosis which relies on the conceptualization and monitor-
ing of the process and mechanism of changes caused by
specific therapeutic interventions. Numerous studies and
meta-analyses have corroborated the effectiveness of psy-
chodynamic psychotherapies - TFP and MBT, as well as
the integrative cognitive-behavioral therapies DBT and ST
- in the treatment of personality disorders (e.g., [23], [26],
[27], [33]). Little is known, however, about which process-
es and mechanisms of change are activated in patients by
therapeutic interventions in various therapeutic modali-
ties, i.e., how the process of change actually runs in a pa-
tient. Without this knowledge therapists are not able to
sufficiently monitor and direct the activation of the pro-
cesses of change in patients, especially those that are unde-
sirable from the perspective of treatment outcomes.

Based on the existing knowledge from scientific re-
search on the processes and mechanisms of change in pa-
tients with personality disorders, derived from Kazdin’s
model [4, 5], I have presented the general assumptions
of a diagnostic procedure of case conceptualization, in-
dicating those aspects of therapeutic interventions and
therapeutic relationship that should be taken into account
while monitoring the course of an individual’s treatment.

As far as the diagnostic model monitoring the thera-
peutic process and mechanisms of change is concerned,
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special attention should be paid to five procedural princi-
ples: 1) case conceptualization should be made on the ba-
sis of the assumptions of a specific psychopathological
theory or a specific empirical model of a personality dis-
order (most accurately, the same theory/model was ref-
erenced and used in the conceptualization of the patho-
mechanism and pathogenesis of a disorder); 2) the choice
of a monitored intervention should take into account
knowledge about the cause-effect relationships between
a therapeutic intervention and change in the form of ac-
tivating specific processes in PD patients, which can be
significantly modified by the therapeutic alliance un-
derstood as a state or trait; 3) the therapeutic alliance as
a state is activated in the therapist-patient relationship;
this alliance as a trait is an important moderator of thera-
py outcome, i.e. a predictor of the quality of the relation-
ship and therapeutic alliance (the quality of the therapeu-
tic relationship is considered a manifestation of secure

Lidia Cierpiatkowska

or insecure attachment); 4) the examination of the in-
fluence of interventions on the process and mechanism
of intrapsychic and/or behavioral change should include
patient-therapist interactions in a specific time frame;
5) the knowledge gained about the activation of desirable
and undesirable processes and mechanisms of change
in a patient, as well as the knowledge about the quality
of the therapeutic alliance, is the basis for the possible
continuation or alteration of therapeutic interventions
(e.g. discussing the causes of a rupture of the therapeutic
alliance).

There is no credible psychotherapy without a cred-
ible diagnosis [50]. At our current stage of knowledge
and research, the diagnosing and monitoring of the
process and mechanism of change in patients, result-
ing from specific therapeutic interventions, constitutes
a considerable challenge for psychotherapists and clini-
cians.
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