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Abstract

Social functioning can be severely impaired in non-affective psychotic disorder (NAPD). Current models of psychosis patho-
genesis do not tend to focus on social dysfunction and pharmacological treatment fails to ameliorate it. In this article, we
propose that mentalization theory provides a valuable contribution to the understanding and treatment of NAPD. Impaired
mentalizing may contribute to both positive and negatives symptoms as well as social dysfunction observed in NAPD. Fur-
thermore, impaired mentalizing may help explain the relation between childhood abuse, insecure attachment and psychosis.
Mentalization based treatment may contribute to the functional recovery of NAPD patients as it targets the social cognitive
processes underlying social interaction. The article includes a description of the principles of MBT in general, specific
characteristics of using MBT with patients with NAPD and a clinical vignette to illustrate these principles.
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Part I: A Mentalization Based Model
of Psychosis Pathogenesis

Introduction

A recent, dominant model of psychosis pathogenesis (Howes
and Murray 2014) suggests that many factors contribute
to the etiology of psychosis, such as variant genes, stress,
neuroinflammation, dysregulated activity in the hypotha-
lamic—pituitary—adrenal axis, and developmental insults
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(e.g., pre- and perinatal complications). It is furthermore
held that the assignment of aberrant salience (i.e., motiva-
tional value) to mundane stimuli due to a sensitized mes-
olimbic dopamine system is the final common pathway
through which these variables increase psychosis risk.
Additionally, there is increased consensus that misattribution
processes in the form of cognitive biases are also involved
in the etiology of psychosis. For example, hallucinations
do not solely involve aberrant experience but also involve
the misattribution of such experiences to outside sources
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(Aleman and Largi 2008). Thirdly, evidence suggests that
socio-developmental adversity plays a vital role in the devel-
opment of psychosis through the sensitization of the mes-
olimbic dopamine system (e.g., Selten et al. 2013).

As such, the recent conceptualization of psychosis
(Howes and Murray 2014) offers a much needed integration
of different neurodevelopmental, biological, and cognitive
models to account for psychotic or “positive” symptoms,
such as delusions or hallucinations. However, non-affective
psychotic disorders (NAPD') like schizophrenia, brief psy-
chotic disorder and schizoaffective disorder, also involve
negative symptoms such as lack of initiative or flattened
affective expression and social dysfunction (Green et al.
2019), which are less prominently featured in most current
etiological models of psychosis. Because mentalization
theory focuses on the development of social cognitive pro-
cesses, it may offer a valuable contribution to current models
of NAPD.

Social Dysfunction and Social Cognition in NAPD

Research shows that premorbid social dysfunction and
adversity predict poor clinical and functional outcome in
NAPD (e.g. White et al. 2009; Velthorst et al. 2010; Stumbo
et al. 2015). Whereas positive symptoms often can be treated
adequately with antipsychotic medication, social dysfunc-
tion cannot (Pinkham et al. 2003), often creating a wide
gap between the severity of symptoms and dysfunction in
patients with chronic NAPD (e.g., Birchwood et al. 2013).
However, a recent review showed that functional recovery is
possible, with the rate for recovery of adequate social func-
tioning lying between 14 and 53% (Leonhardt et al. 2017).
Rather than pharmacological factors however, social factors
such as feeling connected (Eisenstadt et al. 2012; Hendryx
et al. 2009) and experiencing social support (Norman et al.
2013; Thomas et al. 2016) seem instrumental to subjective
and objective functional recovery. As a result, the devel-
opment of nonpharmacological, adjunctive treatments that
improve functioning in NAPD has been an important goal
in recent psychosis research (e.g., Holthausen et al. 2007).
Social cognition is the multifaceted domain of cogni-
tive and affective processes that underlie social interac-
tion. Given that social cognitive deficits are widely linked
to poor social functioning in patients with NAPD (see Fett
et al. 2011), they have garnered increased interest as a treat-
ment target. Many lines of research opt to focus on specific
aspects of social cognition such as facial affect recognition
or “theory of mind,” i.e., the ability to infer mental states of

! This paper will focus exclusively on non-affective psychotic disor-
ders (NAPD), because affective psychotic disorders may have a dif-
ferent pathogenesis.
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others (Green et al. 2019). However, it can be argued that
well-developed social cognition comprises the successful
synthesis of its different aspects. Increasing the success-
ful recognition of facial affective expression, may help to
recognize that someone is angry, but does not necessarily
mean that one is better able to interpret why a person is
angry. Recent lines of research have therefore taken a more
‘holistic’ approach, proposing that underlying social cogni-
tive deficits is an impaired ability to think about thoughts
and emotions (Semerari et al. 2003) also termed mentaliza-
tion (Fonagy 1989) or metacognition (Lysaker et al. 2005).
While this article mainly focuses on mentalizing, we will
also touch upon metacognition, given the conceptual overlap
of these constructs.

Social Cognition, Mentalization and Metacognition

To understand the constructs of mentalizing and metacog-
nition, we first need to look at theoretical accounts of how
people come to understand minds. Until recently, two theo-
ries polarized the field of social cognition (Keysers and Gaz-
zola 2007). Simulation theory holds that people develop an
experiential understanding of others through the simulation
of others’ experiences, through mirror neurons and shared
sensory-affective circuits (Gallese 2005). The intended
meaning of actions is viewed to be understood implicitly,
through shared feeling. “Theory theory’ on the other hand,
holds that we come to understand others through the cogni-
tive inference of “rules” from observed social situations,
thus attributing theoretical beliefs and intentions to them
(e.g. Baron-Cohen et al. 1986). These rules are thought to
be updated if the models do not precisely predict current
situations.

It can be argued that both metacognition and mentaliza-
tion, bridge the gap between these two positions. Mental-
izing—defined as a form of “imaginative mental activity
through which behavior is interpreted in terms of mental
states like needs, feelings, beliefs and goals” (Bateman and
Fonagy 2004)—can be understood as the dynamic interplay
between implicit, reflexive, affect-oriented processes and
explicit, reflective, cognition-oriented processes. Metacog-
nition refers to a “spectrum of mental activities by which
persons form integrated ideas about their own minds and
those of others” (Lysaker and Dimaggio 2014). Metacogni-
tion comprises discrete activities such as affect recognition
and more synthetic activities such as the integration of expe-
riences into overarching narratives. Both concepts suggest
that we do not just experience another’s mental state through
shared emotions—this would not differentiate us much from
macaques (Gallese 2005)—but that we use higher-order
cognitive processes to transform discrete experiences into
conscious representations that can be used to improve our
understanding of ourselves as well as others. However, the
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concept of mentalization is anchored in psychoanalytic and
particularly attachment theory, specifying particular precon-
ditions for the development of mentalizing ability, namely,
a parent’s capacity to reflect on the mind of the child. In
contrast, metacognition is posited as an integrative model
that is not specifically linked to a developmental theory.?

Mentalizing Impairments and NAPD

A growing body of research has observed a range of deficits
in cognitive and affective aspects of mentalizing and meta-
cognition in NAPD. Patients with NAPD tend to have an
impaired ability to infer the mental states of others (for over-
views see Harrington et al. 2005; Sprong et al. 2007) and
understand others’ emotional expressions (O’Driscoll et al.
2014). They also tend to have trouble recognizing their own
internal sensory-affective experience (Brunelin et al. 2007)
and show difficulty verbalizing such experience (Trémeau
2006). Frith (1992) was one of the first to suggest that an
impaired capacity to experience and represent mental states
of self and others is tied to specific clinical symptoms of
NAPD. For example, delusions of persecution and reference
are, almost by definition, failures to correctly represent the
minds of others. Additionally, misunderstanding that certain
gestures, expressions, and intonations convey mental states,
may cause what clinicians perceive to be flattened affec-
tive expression (Frith 1992). An impaired ability to infer the
mental states of others is also likely to severely complicate
social interaction, as it leads to difficulty understanding its
unwritten mores. This may make social interaction over-
whelmingly complex and in turn may lead to withdrawal in
patients or ostracism from peers. Indeed, mentalizing defi-
cits seem related to both positive (e.g. Hasson-Ohayon et al.
2018; Mcleod et al. 2014) and negative symptoms (Mcleod
et al. 2014; Weijers et al. 2018).

Impaired Embodied Mentalizing in NAPD

Debbané et al. (2016) further expanded upon Frith’s hypoth-
esis by suggesting that patients with NAPD suffer specifi-
cally from problems with ‘embodied’ mentalizing. Embod-
ied mentalizing involves the ability to consciously detect and
identify sensory-affective signals coming from one’s body
and to critically think about them. Indeed, NAPD patients
tend to make errors in the detection and identification of
self-generated events, or ‘source monitoring errors’ (see
Brookwell et al. 2013 for an overview). Problems in detect-
ing and accurately representing one’s own sensory-affective

2 However, it should be noted that attachment theory has received
increased attention in recent metacognitive literature, see Aydin et al.
(2016) for example.

experience in turn cause problems in mentalizing (Lind
and Bowler 2009; Kantrowitz et al. 2014). When embod-
ied mentalizing becomes unbalanced, one may assign too
much certainty to one’s sensory-affective experiences as
accurate representations of reality. If such experiences are
not challenged and regulated by cognitive mechanisms such
as reappraisal, they may come to be interpreted as equating
with reality. When too much certainty is assigned to prior
cognitive beliefs on the other hand, this runs the risk of mis-
construing reality if such beliefs will fail to be updated by
sensory-affective experience.

Epistemic Mistrust and Cognitive Biases in NAPD

Patients with NAPD not only have difficulty updating their
beliefs on the basis of sensory-affective experience but often
become unsusceptible to others’ viewpoints. Psychosis often
coincides with a loss of socially construed meaning (‘com-
mon’ sense in its literal meaning) and ‘epistemic trust’ (e.g.
Pereira and Debbané 2018). Epistemic trust is defined as
the “willingness to consider new knowledge from another
person as trustworthy, generalizable, and relevant to the
self” (Fonagy et al. 2015). According to the epistemic trust
hypothesis, there are two ways in which people may come to
accept new views as true: They can try to deduce by them-
selves whether such new knowledge offers an accurate model
of reality, or they can rely on the knowledge of someone
they deem both epistemically trustworthy and well-meaning
(Fonagy et al. 2017).

A chronic lack of epistemic trust, sometimes referred
to as epistemic hypervigilance, results in treating others as
untrustworthy sources of information. It is thought to be
pathogenic because it cuts individuals off from easy, inter-
personal approaches to updating belief systems. Addition-
ally, epistemic trust plays a central role in the sharing of
cultural customs and values, because belonging to a certain
cultural group gives rise to the expectation that one con-
strues meaning of behavior in similar ways. Customs and
values often have opaque functions but are nonetheless
important to “fit in”.

Contributors to Impaired Mentalizing and Psychosis

In the previous section, we argued that disruptions in men-
talization and epistemic trust may be relevant to the pathog-
eny of NAPD. Here, we argue that childhood abuse may
hinder the development of mentalizing and epistemic trust
and thus fosters psychosis.

Many studies have shown that childhood abuse consti-
tutes a significant risk factor to the emergence of psychosis
(see Varese et al. 2012; Read et al. 2014 for overviews).
Childhood abuse rates for those at ultra-high risk to develop
psychosis may be as high as 86% (see Kraan et al. 2015

@ Springer
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for an overview), and prospective studies show that abused
children are more likely to develop psychosis (e.g. Kelleher
et al. 2013). Childhood abuse has also been widely shown
to hinder the development of mentalizing ability (see Fon-
agy et al. 2017 for an overview) and impaired mentalizing
has been shown to account for some of the relation between
childhood abuse and negative symptoms in NAPD (Weijers
et al. 2018).

Counter to nativist accounts of social cognition, men-
talization theory proposes that mentalizing is initially
formed in secure attachment relationships with caregivers
(e.g., Kim 2015). Such relationships are characterized by a
genuine interest in the child’s mental state that is conveyed
through ostensive cues (e.g., eye contact) and ‘marked mir-
roring,” wherein emotions are imitated in a slightly exag-
gerated fashion, sometimes referred to as ‘motherese’ (Kim
2015). In this way, a child has his emotions “re-presented”
back to him, which provides him with the opportunity to
come into contact with other perspectives on his inner expe-
riences (Fonagy and Allison 2014), thus enabling him to
begin developing second-order representations of bodily
feeling states. Although less emphasized, this hypothesis
is also present in metacognitive theory, which stresses that
the development of self-reflectivity is fostered by ‘intersub-
jectivity’, a communicative process between child and par-
ent that revolves around the narration of inner experience
(Lysaker et al. 2005). The experience of caregiver abuse on
the other hand is thought to lead to a phobic avoidance of
mentalizing in children (Kim 2015) “to protect themselves
from acknowledging their caregiver’s wishes to harm them”
(Fonagy 1989). Inhibiting mentalizing in this manner may
be the only means to negotiate the need for proximity and
becoming overwhelmed by psychological pain.’

Childhood abuse may also contribute to poor mental-
izing through the establishment of poor emotion regula-
tion strategies. Attachment theory proposes that humans
have an instinctual need to form close social bonds. In the
face of danger or uncertainty, children display attachment
behavior to promote safety and to regulate affect (Bowlby
1980). Especially, when primary caregivers are abusive,
they are experienced as both a source of threat and a source
of security to the child who is still dependent on them for

3 By stipulating that childhood abuse and insecure attachment play
a role in the pathogenesis of impaired mentalizing and psychosis,
we in no way advocate a return to the days of the “schizophreno-
genic” mother (see Hartwell 1996 for an overview). The contribution
of peers to the development of mentalizing and secure attachment
relationships seems substantial (see Choudhury et al. 2006; Sroufe
2005) and attachment styles are not as immutable as once thought
(Mikulincer and Shaver 2012). Additionally, many forms of social
adversity beyond child—caregiver attachment relationships predict risk
of psychosis (Selten et al. 2013). Rather social relatedness throughout
life seems crucial for mental health (Fonagy et al. 2017).
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nourishment and safety. In such cases, stress results in an
alternation between strong impulses to escape and to seek
care, increasingly escalating the levels of emotional dysregu-
lation. Based on the quality of early attachment interactions
a child develops expectations of relationships and how emo-
tions will be co-regulated called ‘attachment styles’ (e.g.,
Berry et al. 2008). Perhaps unsurprisingly, attachment styles
characterized by a distrust of others predominate in patients
with psychosis. Between 70 and 89% of NAPD patients
(dependent on the classification system used) are dismiss-
ing of attachment or attached in a disorganized fashion (e.g.,
Gumley et al. 2014). Estimates in the general population
range between 20 and 25% for dismissing attachment (Ains-
worth et al. 1978; Mickelson et al. 1997) and between 12%
and 15% for disorganized attachment (e.g., Main & Solomon
1990). Moreover, greater insecure attachment in NAPD has
been linked to greater difficulty regulating emotions (Owens
et al. 2013).

Mentalizing in turn is vulnerable to excessive levels of
emotional arousal (Nolte et al. 2013). Here, it is important to
note that mentalizing is viewed as a complex ‘higher-order
cognitive process’ in which functions of the prefrontal cor-
tex, such as working memory and the direction of attention,
are used to integrate pieces of information from different
sensory, motor, and affective networks (Fonagy and Bate-
man 2016).4 When overly stressed, the orchestration of the
brain’s activity by the prefrontal cortex is undermined and
overtaken by subcortical structures, such as the amygdala,
the nucleus accumbens, and the hypothalamus (Arnsten
2009) at the expense of higher order cognition.

Insecure Attachment and Epistemic Mistrust

Fonagy and Allison (2014) also maintain that epistemic
trust, much like mentalizing capacity, is developed in secure
attachment relationships. When a child finds himself accu-
rately represented by a caregiver “as a thinking and feeling
intentional being”, this is thought to engender the secure
feeling that the caregiver’s intentions are benign, which
helps the child more easily accept shared information as true.
Indeed, the quality of the relationship between a child and a
communicator determines the extent to which such informa-
tion is accepted as truth (Lane and Harris 2015). However,
children who repeatedly experience that their internal states
are met with distorted or inaccurate caregiver responses,
may develop a chronic mistrust regarding others’ messages.
Indeed, both insecure attachment styles and NAPD diagno-
ses are related to aspects of epistemic hypervigilance such

# Similarly, synthetic metacognition is thought to be the process
combining “atoms of experience” into larger, overarching narratives
(Hasson-Ohayon et al. 2018).
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Fig.1 A heuristic, mentalization based model of psychosis pathogen-
esis. Together with a constitutional liability caused by variant genes,
developmental factors such as childhood abuse and insults, and inter-
mediate factors such as insecure attachment and impaired mental-
izing comprise a fertile ground for social difficulties to sensitize the
mesolimbic dopamine system. Dismissing or disorganized attachment
relationships to caregivers and peers may result in distress and poor
co-regulation of emotions when in the proximity of others. This com-
plicates social interaction, and may lead to isolation or withdrawal,

as resistance to other views when they conflict with pre-
existing ones (Bentall and Swarbrick 2003) and a tendency
for dogmatic beliefs (e.g., Mikulincer 1997). Please refer to
Fig. 1 for a schematic overview of the model described in
this section.

Part Il: Implementation of Mentalization
Based Treatment for NAPD

Epistemic hypervigilance in NAPD tends to complicate
psychotherapeutic interventions because it entails that new
perspectives that a therapist offers are seen as irrelevant, or
attempts at coercion (Fonagy and Allison 2014). Secondly,
many patients with NAPD experience difficulty mentalizing

= Delusional ideation

and thus more stress and impaired mentalizing. The sensitization of
the dopamine system in turn results in aberrant experiences. Due to
epistemic mistrust, interpretation of these experiences may become
progressively idiosyncratic and tenacious. If individuals attribute
extreme certainty to sensory-affective experiences, this results in
proper hallucinations. On the other hand, sensory-affective informa-
tion or the viewpoint of others may not be used to update cognitive
beliefs, resulting in delusional ideation

under stress, meaning that psychotherapeutic interventions
may be at risk of being too complex.

Principles of Mentalization Based Treatment

Mentalization based treatment (MBT) was specifically
developed to address impaired mentalizing (Bateman and
Fonagy 1999) and epistemic mistrust (Fonagy and Allison
2014), through four main principles: a ‘not-knowing’ thera-
peutic stance, unassuming interventions, a focus on currently
felt affect, and careful adjustment to the patient’s level of
mentalization and arousal.

Firstly, MBT emphasizes that therapists adopt a ‘not-
knowing stance,” which entails that the therapist actively
questions the patient and cultivates a genuine interest in

@ Springer
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the patient’s current experience without forcing any single
interpretation upon the patient. When using this stance, the
therapist communicates that she is trying to interpret the
patient’s actions in line with her own subjective experience
and that the patient is being treated as an intentional agent
(Debbané et al. 2016; Fonagy et al. 2017). Feeling “mental-
ized about” in therapy is thought to make the patient feel
safe enough to think about himself in relation to his social
world and how he operates in it (Fonagy and Allison 2014),
which aids the restructuring of the “organization of thinking
into less rigid, delusional and pervasive patterns of reality
testing” (Pereira and Debbané 2018). Becoming more flex-
ible in one’s cognitive beliefs, opens up the opportunity to
again learn from experience and other perspectives, which
is thought to lead to an improvement of understanding one’s
self and the social world.

Secondly, interventions are kept unassuming and are
aimed at getting the patient to identify and verbalize sen-
sory-affective experiences. As Fonagy and Bateman (2006)
underscore, “psychotherapists of many orientations often
attempt to provide mentalistic understandings for issues that
trigger intense emotional reactions at a time when the capac-
ity for effective explicit mentalization is practically inacces-
sible.” Therefore, MBT de-emphasizes the exploration of
‘deep’ unconscious motives, often present in psychodynamic
treatment, instead focusing on more readily available subjec-
tive experience in the here and now.

Thirdly, the focus of both patient and therapist should
be on the patient’s current affective experience. By helping
the patient actively reflect on their currently felt experience,
MBT attempts to loosen the dominance of affect-driven
modes of information processing on thought and behavior
(Pereira and Debbané 2018) as verbalizing sensory-affective
experience has been shown to downregulate the intensity of
such affect at neural, physiological, and subjective levels
(e.g., Torre and Lieberman 2018).

Fourthly, the intensity of interventions, that is, the com-
plexity of mentalization required of the patient, is adjusted to
the level of emotional arousal the patient is experiencing. In
general, therapists attempt to keep questions and reflections
at the maximum level of mentalizing that the patient is able
to. Too little arousal provides too little material to actively
reflect upon, while too much arousal will reduce a patient’s
ability to mentalize. At this level only supportive interven-
tions should be uses such as affect validation.

Mentalization Based Treatment for Psychotic
Disorder

Although MBT was originally designed for borderline per-
sonality disorder (BPD; Bateman and Fonagy 1999), given
its focus on impaired mentalizing ability, it may be suit-
able for patients with NAPD as well. Recent articles have

@ Springer

explored the applicability of MBT as a treatment for psy-
chotic disorders or its prodromal states (Brent and Fonagy
2014; Weijers et al. 2016; Debbané et al. 2016) and the
effectiveness of MBT for psychotic disorders is currently
being examined in a randomized controlled trial (Weijers
et al. 2016). However, disorder-specific characteristics do
warrant some different approaches in MBT when dealing
with patients with NAPD.

First, many NAPD patients tend to deactivate attachment-
related affect to manage over-arousal triggered by social
interaction. This may give a false impression of a lack of
arousal. Moreover, negative symptoms such as flattened
affective expression, can further complicate gauging the
level of arousal of the patient and asking the patient to do
complex mental work in the context of high arousal is not
deemed helpful. MBT therapists must therefore be acutely
aware on slight signs of emotional disturbance that are par-
ticular to NAPD, such as slowing of speech or decreased
coherence.

Second, given their inclination for disorganized or dis-
missive attachment, NAPD patients do not tend to become
very attached to their therapist or group members, at least
in the initial phase of treatment. This means that attachment
bonds tend to remain fragile for a longer time, and patients
may find it relatively easy to drop out of treatment. Keeping
patients ‘in mind’ through telephone calls or house visits
following missed sessions, helps.

Third, we concur with Gumley and Liotti’s (2008) obser-
vation that a more severe mentalization deficit distinguishes
NAPD from BPD. Mentalizing in BPD seems to be char-
acterized more by an instability rather than a deficit, while
patients with NAPD tend to have a more structural difficulty
detecting and interpreting sensory-affective experiences.
Therapy sessions in the initial phase should therefore focus
on elementary levels of mentalizing such as detecting affec-
tive experiences and verbalizing them.

Fourth, often antipsychotic medication has a substantial
dampening effect on emotions. This may improve mentaliz-
ing ability in certain respects, but it can also make it difficult
to talk about the emotional significance of events if such
emotions are hardly experienced. It is therefore important
that antipsychotic medication is attenuated with a specific
focus on the ability to still feel affect.

MBT in Contrast to Other Psychotherapies
for Psychosis

MBT differs from and shares similarities with other psycho-
therapies for psychotic disorders. Of them, cognitive behav-
ioral therapy (CBT) for psychosis, has been the most studied
and arguably most prominent intervention in the recent dec-
ades. Generally, the main goal of CBT is to correct nega-
tive beliefs and thoughts in order to treat symptoms. Both



Journal of Contemporary Psychotherapy (2020) 50:223-232

229

CBT and MBT (e.g. Bjorgvinsson and Hart 2006) aim to
increase the understanding of how cognitions and emotions
affect behavior. However, CBT requires that some level of
mentalization capacity is already present, asking patients to
critically appraise their thoughts, whereas MBT does not.
Furthermore, as a psychodynamic form of therapy, MBT is
less directive, mainly aiming to help patients to better repre-
sent sensory-affective experience. Additionally, being rooted
in attachment theory, MBT tends to be more directly con-
cerned with the therapeutic relationship than CBT. Lastly,
CBT takes a less ‘holistic’ approach to treatment, focusing
on specific symptoms instead.

More akin to MBT, are the so called ‘third wave’ cogni-
tive behavioral therapies. Whereas CBT was developed to
treat specific symptoms, the third wave cognitive therapies,
like MBT, have shifted their focus on the thinking process
underlying symptoms rather than on the content of that
thinking process (Lana et al. 2017). In other words, they
have shifted their focus from what people think to zow peo-
ple think (Bjorgvinsson and Hart 2006). Social cognitive
therapies for example tend to focus on specific aspects that
underlie other-oriented mentalizing, such as affect recogni-
tion, social attribution biases or theory of mind (see Lana
et al. 2017 for an overview of different approaches). Such
approaches tend to differ from MBT, however, because they
are more directive in nature and also tend to focus on just
one distinct element of mentalizing. Additionally, such treat-
ments do not target self-oriented aspects of mentalizing.

Perhaps most akin to MBT is Metacognitive Insight and
Reflection Therapy (MERIT; de Jong et al. 2019). Ridenour
et al. (2019) have previously noted that descriptions and case
reports suggest that MBT and MERIT are largely compatible
with one another. MERIT, like MBT, focuses on the iden-
tification of mental states, the differentiation of subjective
experiences from objective reality, relating mental states to
behavior, and integrating such knowledge into narratives.
Similar to MBT, MERIT focuses on higher order cognitive
processing by engaging the patient’s ability to verbalize
their subjective experience. The therapist takes an inquisi-
tive stance towards the patient, searching for the patient’s
narrative rather than ‘the truth’. Lastly, both emphasize
that therapeutic questions should be adjusted towards the
patient’s level of metacognition.

There are however subtle distinctions between MERIT
and MBT, which have been extensively detailed by Riden-
our et al. (2019). Chief of these are that MBT specifically
offers psycho-education prior to treatment to elaborate on
mentalizing and its relation to attachment-processes and
emotions. MBT has also been argued to pay more atten-
tion to the bodily aspect of emotional experience (Debbané
et al. 2016). From the therapist perspective, MBT-train-
ing provides specific clinical guides to assess emotional
arousal in sessions, as well as how to work safely within

the client-therapist relationship (Brent 2009, Debbané et al.
2016). On the other hand, MERIT arguably focuses more
explicitly on the patient’s agency, by explicitly making the
patient set the agenda for each treatment session. Lastly,
group-therapy is an important element of MBT, but this is
not the case for MERIT.

Clinical Vignette

To conclude, we will shortly illustrate the principles of MBT
for psychotic disorder with a patient who suffers from para-
noid delusions and finds it difficult to relate to others who
do not share his beliefs.

Therapist:  Hi, how are you feeling? (The therapist imme-

diately focuses on current affect.)

Yeah, I'm good; I've been on holiday with my

girlfriend, which was mostly good

T: Mostly good? (The therapist adopts a not-know-
ing stance)

P: Yeah, we had fun, but I also had a falling-out
with her, which is still bothering me. I tried to
talk to her about my views on the world. I really
wanted her to see my point of view

T: In what way is this still bothering you? (Again,
the therapist focuses on current affect.)

P: I have experiences like this all the time, with
friends, for example. I sometimes just feel that
if they saw it my way, they would agree with
me. (Here, the patient is focused on the ‘then
and there,” but is not consciously attending his
own current affective experience.)

T: How does that make you feel now? (Again focus
is shifted to current affective experience.)

P: (The patient starts avoiding eye contact, and
begins to talk in an agitated manner.) I have
put a lot of research into how the world works.
We are being deceived; the evidence is there.
(The patient now shows signs of agitation; his
answers do not clearly address the questions
asked, and he withdraws from contact. In this
state it is unlikely that his therapist will reach
him. Being asked to think about his current
feelings may have been too complex at this time
and complexity needs to be scaled back at this
point.)

T: Hey, I see you are getting a bit agitated. This
must be difficult for you! (Here, the therapist
tries to reduce the level of stress by validating
the patient’s feelings.)

P: (Shrugs) It’s no use talking about this stuff,
because you people simply adhere to what we
have been fed by the media, like sheep. I get

Patient:
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the feeling that you are all against me, but I am
used to it. (Here, the patient shows clear signs
of impaired mentalizing. He has lost the abil-
ity to distinguish between individuals, lump-
ing everyone in one category, he is now likely
unable to consider therapist’s perspective as
meaningful.)

T: I’'m very sorry to hear that you perceive every-
one is against you. That must be so difficult to
bear, that perception that everyone is against
you. (Since the level of stress for the patient
is too high, the therapist resorts to supportive
interventions, validating his current affective
state. By using terms like ‘perceive’ and ‘per-
ception’ the therapist also addresses the fact
that the patient’s view is impressionistic, imply-
ing it does not necessarily reflect reality.)

P: (Relaxes visibly) I don’t necessarily think you
are against me, but many people are. (The abil-
ity to mentalize seems to return, as he regains
the ability to distinguish between people.)

T: Hey, it seems to me that you got a little worked
up there, but that now you have also calmed
down a bit. Could you help me understand what
happened there? (Here, the therapist tries to get
the patient to reflect on the affective response
he just had.)

P: I get worked up about this stuff, and then I get
angry with people for no reason
T: Shall we look at what happened there then? It

seems like you lumped me together with peo-
ple you dislike (Here, the clinician consider the
interaction that just occurred just as a prototype
for interactions with others.)

P: I react to people too quickly because I don’t like
it when people do not agree with me. I think I
get upset, when I have the feeling people do
not take me seriously. (Here, through becoming
conscious of his affective reaction to the thera-
pist, the patient has developed some insight
into the way he relates to others in general.)

Concluding Remarks

With this article, we attempted to show how mentalization
theory may inform understanding and treatment of NAPD,
especially regarding difficulties in mentalizing and epistemic
mistrust. On-hand experience with mentalization based
treatment for psychotic disorder has given the impression
that, MBT may help loosen rigid interpretations of aber-
rant sensory-affective experience and thus improves social
interaction.
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