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Personality Disorders and Mindreading
Specific Impairments in Patients With Borderline Personality Disorder

Compared to Other PDs
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Abstract: The capacity of understanding mental states is a complex function
alexithymia, which is defined as the difficulty to recognize and label
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which involves several components. Single components can be selectively
paired in specific clinical populations. It has been suggested that impairm
in mindreading are central for borderline personality disorder (BPD). How
empirical findings are inconsistent, and it is debatable whether BPD pres
a specific profile of mindreading impairments. The aim of this study is to c
pare BPD and other PDs in mindreading. Seventy-two patients with BPD
125 patients with other PD diagnoses were assessed using the Metacogn
Assessment Interview. BPD showed difficulties in twomindreading functions
ferentiation and integration, even when the severity of psychopathology was
trolled. These results suggest a specific mindreading impairment in BPD a
strong relationship between these impairments and the severity of psychopatho
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severity, DSM V proposal
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B orderline personality disorder (BPD) is a disorder characterized
impairments in important mental functions such as affect regula

(Glenn andKlonsky, 2009; Linehan, 1993), the ability to construct a
herent self-image and a stable sense of identity, and the ability to re
late social interactions on the basis of a coherent representation
interpersonal relationships (American Psychiatric Association, 20
Clarkin et al., 1999; Jørgensen, 2010). To regulate effectively our o
emotions, we must first recognize them. Similarly, to be able to b
a coherent self-image and a stable view of the people we relate to,
have to form realistic representations of the emotions, ideas, aims, val
and intentions which underpin behavior and shape our own mental st
and those of others. In other words, the mental dysfunctions typica
patients with BPD seem to related mindreading. Fonagy proposed, o
20 years ago, that an impaired mindreading (or mentalization) is cen
to BPD, and this hypothesis has, since then, been widely accepted,
bated, and further developed (Fonagy, 1991; Choi-Kain and Gunder
2008; Dimaggio and Lysaker, 2010).

However, although this is a convincing hypothesis, the suppor
empirical evidence available to date is still scant and inconsis
(Gullestad et al., 2013; Semerari et al., 2014). Various studies have
cused on the ability to recognize and name emotions or, vice versa
the ability to interpret other people’s mental states by reading facial
pressions (skills which are both included in the concept of mindreadi
but the results obtained have been contradictory. In the studies focused
trol
om-
ring
ups.
tion
ated
ogy.

*Terzo Centro di Psicoterapia Cognitiva & SPC School of Cognitive Psychotherapy
Rome; †Department of Psychology, Center of Cognitive Science, University o
Turin, Turin; and ‡Department of Psychology, Second University of Naples
Salerno, Italy.

Send reprint requests to Livia Colle, PhD, Department of Psychology, University of
Turin, Via Po 14, 10197 Turin, Italy. E-mail: livia.colle@unito.it.

Copyright © 2015 Wolters Kluwer Health, Inc. All rights reserved.
ISSN: 0022-3018/15/20308–0000
DOI: 10.1097/NMD.0000000000000339

The Journal of Nervous and Mental Disease • Volume 203, Num

Copyright © 2015 Wolters Kluwer Health, Inc. U
-

,

-

-
-

.

;

,

l

,

t

,

own emotions (Bagby et al., 1994), some data show that this was a c
acteristic difficulty of patients with BPD (McMain et al., 2013), whe
in other studies alexithymiawas observed mainly together with traits
ical of avoidant personality disorder and not with BPD traits (Ni
et al., 2011). Similarly, investigating the ability to understand other mi
some studies found no differences between patients with BPD and c
trol groups (Fertuck et al., 2009; Ghiassi et al., 2010), whereas o
studies discovered that patients with BPD presented a selective
function of cognitive empathy (synonymous with mindreading, or
ability to reflect on other people’s minds), but that their emotional
pathy was intact (defined as the ability to resonate emotionally w
other people’s mental states; New et al., 2012). On the same direct
Sharp et al. (2011) highlighted that borderline traits in normal pop
tion strongly correlated with the tendency to over-interpret other p
ple’s mental states (hypermentalization).

To explain the inconsistency of the experimental data, two
potheses could be advanced: the selective impairment hypothesis
the heterogeneous disorder hypothesis. The selective impairment
pothesis departs from the premise that the ability to understand and
cess one’s own and others’ mental states is a complex mental func
composed of several different sub-functions, and different mental di
ders may present selective impairments of some sub-functions, but
of others (Choi-Kain and Gunderson, 2008; Gullestad et al., 20
Semerari et al., 2007). From this perspective, some studies may fa
detect differences between patients with BPD and control groups
cause they focus on those mindreading skills which are not in fact
paired in BPD patients. On the other hand, the heterogeneous diso
hypothesis departs from the premise that the severity of personality
thology in patients with BPDmay vary considerably from patient to
tient. Several studies have argued that the clinical severity and the so
maladjustment of patients with BPD are more related to the severit
the personalities’ psychopatology (measured by the total numbe
SCID-II criteria met) rather than to the specificity of the categorica
agnosis (Dimaggio et al., 2013; Hopwood et al., 2011). Conseque
poorer mindreading skills could be due to a more severe patholog
the personality, taken as a whole, rather than to the BPD diagno
From this perspective, for example, a borderline patient who m
seven criteria for BPD might have better mindreading skills than a
tient who satisfied sufficient criteria for BPD diagnosis but also
sents 10 or more criteria of other personality disorders.

Both of these hypotheses seem to provide only a partial expl
tion for the inconsistency of the data available to date. Although the
lective impairment hypothesis may explain why some studies fa
detect differences between the borderline patient group and con
groups, the heterogeneous disorder hypothesis is persuasive if we c
pare the experimental results within the BPD’s group, i.e., compa
different experimental procedures and the performance of BPD’s gro
For example, the contradictory data available, to date, on the emo
understanding may be due to the fact that the BPDs’ samples evalu
presented very different degrees of severity of personality pathol
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TABLE 1. Demographic and Diagnostic Characteristics

N Sex

Age

Mean (SD)

PD 125 68M/56F 35.43 (11.17) range (18–65)
BPD 72 18M/54F 31.61 (8.95) range (18–57)
Total 197 86M/110F 34.04 (10.55) range (18–65)

Percentage of diagnosis for PD

AV DEP O-C PA DE PAR ST SZ HIS NAR
29.6 9.8 25.6 4.8 13.8 4.2 1.6 0.8 2.4 7.4

Note. PD indicates Other Personality Disorders’ group; BPD, Borderline Per-
sonality Disorder’s group; M, male; F, female; AV, avoidant PD; DEP, dependent
PD; O-C, obsessive compulsive PD; PA, passive-aggressive PD; DE, depressive
PD; PAR, paranoid PD; ST, schizotypal PD; SZ, schizoid PD; HIS, histrionic PD;
NAR, narcissistic PD.
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potheses. Hengartner et al. (2014) found that a reduced emotional
pathy (vs. cognitive empathy) is significantly related to the severit
dysfunctional personality, valuated as total PD trait-score in nor
population. This result also suggested specific profile of empathy a
ciated to specific PD’s traits. Semerari et al. (2012) showed that P
presented a high correlation between metacognitive dysfunctions
the general severity of personality pathology. However, the data
show that when the severity of personalities’ pathology was contro
patients with different personality styles still present specific diffi
ties in metacognitive skills. In particular, the mindreading profil
BPD seems to be defined by two specific disabilities. Bateman
Fonagy (2004) suggested that these patients have problems distinguish
between internal mental representations and external reality, oscilla
between a state where every representation is experienced as real an
state where the outsideworld seems imaginary and unreal. Clarkin e
(1999) emphasized the BPD patient’s inability to consider multiple
contradictory representations of himself/herself and of others. Con
tently with these clinical observations, Semerari et al. (2005), u
the Metacognitive Assessment Scale (MAS) to analyze therapy
sions of patients with BPD, found that the most impaired m
cognitive sub-functions were the ability to differentiate betw
representation and reality (differentiation) and the ability to reflec
varied and contradictory mental representations to construct a uni
and coherent narrative (integration). In a later study, Semerari e
(2014) showed that patients with BPD typically presented an “in
bility” personality style, which correlated to a specific profile
metacognitive dysfunctions characterized by poor differentiation
poor integration (Semerari et al., 2014). In line with these prelimin
findings, the present study aims to further investigate the specific
file of metacognitive abilities of patients with BPD compared to
tients with other PDs. Our hypothesis is that patients with B
present specific metacognitive impairments which are associated
the clinical picture of BPD disorder. We hypothesize that th
metacognitive impairments are the hard core of BPD’s mental dysfu
tions, beside symptoms or the global personality psychopathology.
hypothesis is that specific metacognitive impairments persist in B
even when symptomatology and the severity of personality pathol
are taken into account. To do so, it was necessary to compare B
with other clinical populations, other PDs, comparable for global
sonality dysfunction and symptomatology. Comparing patients w
BPD with a similar control group (other PDs), we would expect
only the BPD’s group have specific impairments only in
metacognitive sub-functions: the ability to distinguish between inte
representations and external reality (differentiation) and the abilit
keep together varied and contradictory mental representations to
duce a coherent self-narrative (integration).
METHOD
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Participants
Participants were 197 adult patients requiring treatment or se

ing consultation in an Italian outpatient clinic from 2009 to 2014.
mean age was 34.22 (SD = 10.57), ranging from age 18 to
Ninety-five participants (42.8%) were male and 125 (56.8%) were
male. All participants met DSM-IV diagnostic criteria for at least
personality disorder. The whole sample was divided into two gro
Seventy-two patients met criteria for BPD diagnosis (BDP gro
The control group of 125 patients was selected according to the p
ence of any PD diagnosis except for BPD diagnosis. None of the i
viduals of PD’s group met more than two criteria of the BPD
group). Table 1 shows demographic and diagnostic characteristic
the two groups and percentage of PD’s diagnosis. Exclusion crit
2 www.jonmd.com
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and active substance dependence.

Instruments

The Metacognition Assessment Interview
The MAI (Semerari et al., 2012) is a semi-structured clinica

terview designed to elicit and evaluate metacognitive abilities of
participant in a brief narrative of a psychologically significant exp
ence or event. During the interview, the participant is requested to
scribe the most troubling interpersonal experience of the prev
6 months, a time frame selected to facilitate recall and to permit
retest, avoiding recalling biases, in the evaluation of changes du
psychotherapy. The reported experience must be autobiographical,
sonal, and must involve another person, so that the ability to unders
the mental state of others can be evaluated. Once the description of
episode is completed, the interviewer asks a list of questions, div
into four modules, to elicit and evaluate the 16 basic facets constitu
metacognitive sub-functions (four facets for each sub-function).
interviewer assigns to each of the 16 basic facets a score ranging f
1 to 5 in a Likert scale. The metacognitive functions assessed by
MAI are Monitoring (MON), Integration (INT), Differentiation (D
Decentering (DEC), and Global score. Monitoring is the ability to id
tify and label the components of our mental states in terms of emoti
thoughts, motivations, and desires. People who can monitor effecti
find it easy to give appropriate answers to questions like: “What do
think? How doyou feel?”. Impairment of this function (MON) com
mises both the individual’s ability to describe his/her internal states
the ability to explain reasons and motivations underlying his/her be
ior. Integration (INT) refers to the more general capacity of individ
for reflection upon different mental states, identifying internal con
dictions, conflicts, and patterns. This metacognitive function all
us to organize mental contents adaptively in terms of significance
subjective priority and thus to maintain behavioral coherence. An i
gration disorder makes mental processes and behaviors contradic
and unstable. Differentiation (DIF) indicates the ability to recog
the representational nature of mental states, distinguishing clearly
tween internal psychological contents and external reality. In prese
of differentiation’s impairments, imagination takes on the prope
of the real world. In this perspective, if the patient is unable to recog
the subjectivity of his/her mental representations, he/she is also un
to have critical distance from his/her own representations. Decentra
(DEC) refers to the ability to assume other people’s perspective an
make plausible hypotheses about their mental states. Specificall
© 2015 Wolters Kluwer Health, Inc. All rights reserved.
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sires, independently of our own personal point of view.
TheMAI was tested in two preliminary studies. In the first st

factor analysis was used to investigate 175 nonclinical subjects and
vealed the presence of two higher order domains which can be
scribed, respectively, as “self mental states awareness” and “oth
mental states understanding” (Semerari et al., 2012). In the second st
conducted on the same sample of this study, factor analysis indic
four factors, consistent with the structure of the MAI sub-functions,
also confirmed the higher “two factors” structure of found in the
study (Pellecchia et al., submitted). Additionally, this study showe
significant association between MAI and alexithymia measured w
TAS-20 (Bagby et al., 1994). In particular, monitoring scores and M
global score were associated with all TAS-20 dimensions and total s
(correlation coefficients ranging from 0.24 to 0.39, p < 0.01). MAI
functions and global score resulted associated with the global eva
tion of interpersonal problems measured with IIP (Pilkonis et al., 19
with a correlation coefficients ranging from 0.19 to 0.27 (p < 0.01).

In this study, MAI was administered to the whole sample
very preliminary phase of the project (second or third session) be
they were involved in any clinical treatment. The rationale of this s
timing is becausewewant to obtain a measure of metacognitive abil
for both PD’s samples which could represent, as much as possi
an original and genuine picture of mindreading abilities in PDs.
MAI sample was before scored by three senior interviewers blin
to clinical diagnosis. Preliminary inter-rater reliability evaluation
carried out on 20 interviews. To estimate the correlation for every sin
facet rated by different judges, the intraclass correlation coeffic
(ICC) was used. A two-way mixed absolute agreement model was
plied to carry out the ICC for each dimension of the MAI. ICC for
MAI’s functions ranged from 0.55 to 0.72 for MON; from 0.50 to 0
for INT, from 0.49 to 0.78 for DIF, and from 0.45 to 0.61 for DEC.
analyses were significant at the p < 0.001 level and provided a g
inter-rater reliability. Internal consistency of the MAI dimensions
estimated with Cronbach’s alphas that ranged from 0.85 to 0.89.

The Structured Clinical Interview for DSM-IV
The DSM-IV, II diagnoses were obtained using Structured C

ical Interview for DSM Axis II Disorders (SCID-II; First et al., 19
Twenty SCID-II interviews were rated twice, internal consistency
PDs’ traits ranged from 0.70 and 0.89 for the majority of the PD d
noses; only four PDs, Obsessive-Compulsive, Dependent, Schizoty
and Passive-Aggressive, had alphas above 0.60. Inter-rater reliab
was adequate for both trait scores (a two-waymixed absolute agreem
model for intraclass correlation coefficients ranged between 0.88
0.99,mean = 0.94) and categorical diagnoses (average k= 0.89) (SCID

The Symptom Checklist-90-R
The SCL-90-R (Derogatis, 1977) is a 90-item self-report inv

tory designed to reflect the psychological symptom patterns of psych
ric and medical patients. It is a measure of current (state) psycholog
symptom status. The SCL-90-Rmeasures nine primary symptom dim
sions and generates an estimate of global psychopathology, the Glo
Severity Index (GSI), which has been adopted in the current stud
measure of symptoms.

Procedure and Data Analysis
Personality disorders evaluation and diagnosis were made

a clinical team (psychologists and psychiatrists) in accordance
DSM-IV criteria. The study was extensively explained to each par
pant, who signed a written consent form before entering the st
and the evaluation protocol was approved by the local Ethical Com
tee. After informed consent, all participants completed the SCL-9
and then were assessed with the MAI interview.
© 2015 Wolters Kluwer Health, Inc. All rights reserved.
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phases. In the first phase, we compared the two groups for symptom
distress (SCL-90-R—GSI) and for their severity in PD diagnosis. To
sess PD general pathology, we firstly computed the number of SCI
criteria met by each individual participating in the study, and
resulting score was considered a global measure of the severity of
sonality pathology. An analysis of internal consistency and criter
total correlations supported the view that a general severity compo
may be represented in this way (Hopwood et al., 2011).

In the second phase, an analysis of variance was conducte
compare the two groups on MAI sub-functions scores. In the t
phase, an analysis of covariance was conducted to compare the
groups on the MAI sub-functions scores controlling for symptom
distress (SCL-90-R—GSI) and the severity of personality psycho
thology dimension (SCID-II total-criterion). Finally, in the fo
phase, a logistic regression analysis was performed with the two gro
(BPD vs. other PDs) as dependant variable and the mindreading
functions, as well as global psychopathology and severity, as predic
This analysis contributed to isolate the specific weight of each m
reading sub-function and to check whether they predict the adscrip
of each subject to the BPD or other PDs’ group. Statistical analysi
data was performed using SPSS 13.0.
t
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.

,

t
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l

,

The internal consistency of the severity dimension was 0.91
the analysis of criterion-total correlations revealed that all PD cri
were positively correlated with severity dimension, reporting corr
tion coefficients ranging from 0.15 to 0.57, median = 0.26.With res
to all criterion-total correlations, 79.79% were significant (p < 0.05
bivariate correlation. These results support the view that PD sympt
are sufficiently homogeneous to be represented as a reliable unitary
mension of severity in PDs’ psychopathology.

Successively, the BPD and PD groups were compared indep
dently on both measures of global psychopathology (SCL-90-
GSI) and severity scores. The BPD group showed significantly m
symptoms than the PD group (F(1,196) = 31.36, p < 0.001) and w
significantly more impaired in global severity dimension (F(1,196
101.32, p < 0.001). Even when the severity and symptoms were
trolled, the BPD group reported a significantly greater metacognitive
pairment than the control PDs’ group on all MAI functions. The
exception was monitoring function, where the difference between
two groups was not significant (F(1,196) = 2.52, p = 0.11). The com
ison of the two groups on the MAI specific metacognitive sub-funct
scores reported a significant lower performance in differentiation, i
gration, and decentration abilities in BDP with respect to PDs [
F(1,196) = 38.62, p < 0.001; INT, F(1,196) = 31.37, p < 0.001; D
F(1,196) = 20.63, p < 0.001]. The pattern of results remained stable e
after controlling for the weight of symptoms and the severity of per
ality psychopathology, with the exception of decentration where di
ences between the two groups became statistically not signific
Results are reported in Table 2.

Results of logistic regression showed the effects of global psy
pathology (SCL-90-R-GSI), global severity, and metacognitive fu
tions on the likelihood that participants were adscripted to the B
group (PD vs. BDP). A test of the full model, against a constant o
model, was statistically significant, indicating that our set of predic
were able to reliably distinguish subjects between PD and BPD (Tabl
The logistic regression model was statistically significant,χ2(6) = 86
p < 0.001. The model explained 50.1% (Nagelkerke R2) of the varia
and correctly classified 80.1% of cases. More specifically, the Wald
terion demonstrated that only global severity (p < 0.001), integration
0.039), and differentiation (p = 0.049) made significant contribut
to prediction. Global psychopathology, monitoring, and decentra
were not significant predictors. Increasing global severity (B = 0.1
www.jonmd.com 3
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decreasing integration (B = −0.397), and decreasing differentiation
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TABLE 2. MAI Global Score and Sub-functions Score Before and After Controlling for Global Psychopathology (One-Way Analysis of Variance/
Covariance)

Measures

PD BPD

Cohen’s d/Partial Eta Squared

Mean (SD) Mean (SD) F

(n = 125) (n = 72) (1,196)

Monitoring 3.14 (0.62) 2.99 (0.67) 2.52 n.s. 0.24
(MAI) 3.08 (0.06) 3.11 (0.08) 0.57 (0.812) n.s. 0.00
Differentiation 3.10 (0.58) 2.56 (0.58) 38.62** 0.94
(MAI) 3.00 (0.05) 2.74 (0.07) 6.11 (0.014)* 0.032
Integration 2.94 (0.60) 2.43 (0.62) 31.37** 0.84
(MAI) 2.86 (0.05) 2.58 (0.08) 6.66 (0.011)* 0.034
Decentration 2.89 (0.74) 2.43 (0.58) 20.63** 0.60
(MAI) 2.83 (0.06) 2.61 (0.09) 2.90 (0.09) 0.015
Global score 12.09 (2.08) 10.42 (1.95) 30.28** 1.01
(MAI) 11.75 (0.195) 10.99 (0.274) 4.42 (0.037)* 0.023
SCL-90-R—GSI 1.19 (0.57) 1.71 (0.69) 31.36** 0.85
PD severity 13.66 (4.54) 22.91 (8.3) 101.32** 1.39

Rawmeans are reported on the first line. Means on the second line are adjusted for SCL-90-R Global Psychopathology and PDGlobal Severity. *p < 0.05; **p < 0.001.

TABLE 3. Logistic Regression Analysis of Both Groups (BPDs and
Other PDs) Predicted by Global Psychopathology, PD Severity, and
Mindreading Sub-functions

Predictor B SE B Wald χ2 (df = 1) EB

Monitoring (MAI) 0.23 n.s. 0.17 1.79 1.26
Differentiation (MAI) −0.39* 0.12 4.27 0.67
Integration (MAI) −0.24* 0.19 3.74 0.78
Decentration (MAI) −0.009 n.s. 0.09 0.009 0.99
SCL-90-R—GSI 0.49 n.s. 0.34 2.10 1.64
PD severity 0.17** 0.03 22.06 1.19
Constant −1.38 1.38 0.99 0.25
Overall model evaluation
χ2 (df = 6) 86.87**
Nagelkerke R2 0.50
Cox and Snell R2 0.36
Percent of correct
classification

80.1

EB indicates exponential B. *p < 0.05; **p < 0.001.

Semerari et al. The Journal of Nervous and Mental Disease • Volume 203, Number 8, August 2015
(B = −0.247) were associated with an increase in the likelihood
exhibiting BDP.

DISCUSSION
Our results support the hypothesis that patients with BPD ha

distinctive and specific profile of mindreading impairments which
fers from other PDs. The borderline patients in our sample performe
a lower level than patients with other PDs in every area of metaco
tion, with the exception of monitoring. However, they also met a sig
icantly higher number of SCID-II criteria compared to PDs’ con
group. When general severity of psychopathology was taken into
count, the differences between the two groups in theMAI scores emer
more clearly. The BPD group obtained significantly lowest scores in
metacognitive areas: differentiation and integration. Therefore, poor
ferentiation and poor integration seem to be the “typically borderl
metacognitive profile. This indication was also supported by the log
regression analysis which confirmed that integration and differentiat
alongwith global severity, were themain featureswhich predict and id
tify participants of the BPD group.

This result is consistent with previous studies that highligh
the difficulty of patients with BPD to distinguish between mental re
sentations and reality and to integrate contradictory internal represe
tions (Semerari et al., 2005, 2014). These results are also consis
with several clinical observations (Bateman and Fonagy, 2004). P
differentiation implies that the individual perceives his/her own re
sentations not as subjective and hypothetical scenarios but as object
unquestionable fact, concrete realities that call for direct action (Batem
and Fonagy, 2004). Borderline patients are impulsive and they hav
tendency to act out; it is plausible that the specific metacognitive d
function in differentiation plays a role in generating their behavi
discontrol. Dysfunctional integration, on the other hand, means
the individual finds it difficult to reflect on the contradictions inhe
in his own thoughts and feelings. A specific impairment of integra
is consistent with the characteristic difficulties encountered by these
tients in forming a stable self-image and stable representations of in
personal relations. Additionally, comparisons of other metacogni
sub-functions, such as monitoring and decentering, in the BPD
PD groups produced further interesting insights. Monitoring score
the two groups were very similar in mean scores, both before and a
4 www.jonmd.com
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nizing thoughts and emotions, which constitute mental states, co
not be considered a defining characteristic of borderline patients in
ticular, but rather of PDs in general. In contrast, when decentering
assessed, the borderline group performance emerged as weaker
that of the control group. This difference remained constant even a
general severity was taken into account, although it became no lon
statistically significant. This impairment in decentering in the B
group is comparable to the lack of cognitive empathy observed in o
studies (New et al., 2012, Hengartner et al., 2014). Cognitive emp
involves the ability to consider other people’s mental states, w
discounting one’s own viewpoint and degree of personal involvem
(perspective taking). Nonetheless, New et al. highlighted that diffi
ties in cognitive empathy in BPD do not necessarily imply a similar
ficulty in emotional empathy; borderline patients are, indeed, well
to understand other people’s emotions quickly and intuitively.

In line with recent studies (Hengartner et al., 2014, Seme
et al., 2014), our results suggest that mindreading difficulties are,
© 2015 Wolters Kluwer Health, Inc. All rights reserved.
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and, on the other, expression of specific dysfunctions typical of e
personality pathologies. This result is also in line with the “Alterna
DSM 5 Model for Personality Disorders” proposal for distinguish
between general severity of PDs, defined on the basis of dysfunc
of self-representation and interpersonal capacities, and specific P
categories. Both self-representation and interpersonal problems are
scribed in the proposal as mindreading, described as the capacity “to
flect on and make constructive meaning of internal experience”
to experience empathy. However, our data suggest the existence
specific relationship between different PD and specific mindread
impairments (Semerari et al., 2003). One implication of this is that
a clearer understanding of the way mindreading capacity informs
explains each personality disorder, distinctions must first be made
tween features of general personality pathology and features pecu
of each disorder.

Overall, our findings suggest that there are two useful di
tions that research can take to further clarify the relationship betw
mindreading abilities and BPD or, more generally, mindreading
PDs. A first line of investigation concerns how poor mindreading co
impact on general functioning of the personality, which would invo
the question of reciprocal interactions between the global severity
personality psychopathology and the degree of mindreading dysfu
tion. The second direction would involve examining the role of se
tive mindreading impairments in each PD group, and exploring l
between the specificity of each mindreading difficulty and partic
styles, traits, and categories of PD.

Identifying a BPD-specific profile of mindreading dysfunc
has interesting implications for clinical practice and may contribut
the sharpening of clinical focus. A therapist aware of a specific n
to strengthen the capacity of integration might, for example, deli
ately encourage the patient to reflect on his contradictory represe
tions or might decide to support the patient’s understanding of ca
factors involved in transitioning between mental states.

Our study presents some limitations. Firstly, we have not con
ered the heterogeneity within the BPD diagnosis itself. Patients w
BPD can be grouped very differently according to the categorical d
nostic criteria taken into account. These groups constitute very diffe
clinical sub-categories, which also had varied response to treatm
(Critchfield et al., 2008; McMain et al., 2013). It is plausible that s
clinical sub-categories present also different profiles of mindread
impairments, which have not been considered in this study. Fur
studies might be useful considering a bigger sample and diverse
tings. In this study, both groups, BPD and other PDs, were enrolle
an outpatient clinic, and it would be interesting to extend this anal
to other and more severe groups, such as inpatient population.

Second, the overall focus of this study was restricted to compar
of BPD with other PDs, with the aim to identify a specific mindread
profile which distinguishes patients with BPD from other PDs. Fur
investigations are needed to better clarify the degree and specificit
mindreading impairments in patients with BPD compared to
healthy population.
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