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Project Air Strategy for Personality Disorders 

1. Improve the capacity of mainstream mental health 

services to manage and treat personality disorders

2. Expand specialist treatment options including improved 

referral pathways between generic and specialist 

treatment

3. Deliver well constructed and supported education

4. Evaluate expert intervention models to provide 

guidance for future service development
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Effective strategies with personality 

disorders:

Understanding what works



1991-1992



2003



2005



25 years of research progress 

1991 - 2016



What 25+ RCTs tell us …

DBT Dialectical Behaviour Therapy

CBT plus treatment as usual

SFT Schema-Focused Therapy

TFP Transference-Focused 

Psychotherapy

MBT Mentalisation Based Therapy

TEC Therapy by experts in the 

community

GPM General Psychiatric Management

CAT Cognitive Analytic Therapy for 

Youth

• All treatment types work

BUT:

• No treatment types are superior

• RCTs are all specialist 

interventions

• No whole of service approaches

• Many studies now being done on 

short term therapy



Guideline-based treatment

1. Once a week individual 

meetings

2. Focus on person's 

priorities (not specifically 

targeting self-harm and 

suicidal thinking)

3. Psychoeducation about 

problems

4. Here and now focus

5. Emotion focus

6. Relationship focus

7. Hospitalisation if helpful

Research not done by Linehan or Gunderson, but both support its validity and findings.



Five common characteristics of evidence-

based treatments for borderline 

personality disorder

1. Structured (manual directed) approaches to prototypic 

borderline personality disorder problems

2. Patients are encouraged to assume control of themselves 

(i.e. sense of agency)

3. Treatment providers help connections of feelings to 

events and actions

4. Treatment providers are active, responsive, and validating

5. Treatment providers discuss cases, including personal 

reactions, with others
Bateman, Gunderson, Mulder 

(Lancet 2015)



NHMRC 

Clinical 

Practice 

Guideline 2012



8 Key Recommendations

1. BPD is legitimate diagnosis for healthcare services

2. Structured psychological therapies should be provided

3. Medicines should not be used as primary therapy

4. Treatment should occur mostly in the community

5. Adolescents should get structured psychological 

therapies

6. Consumers should be offered a choice of 

psychological therapies

7. Families and carers should be offered support

8. Young people with emerging symptoms should be 

assessed for possible BPD



Early Intervention in Schools…



Supporting carers, family, partners
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What do people with BPD want?

• There are four main areas: 

1. Symptomatic improvement – reduction in emotional 

dysregulation, impulsivity, anxiety and suicidal ideas

2. Greater wellbeing - paid work, reductions in 

medications, better health

3. Improved relationships – especially with close family 

and partners, greater trust and more secure 

attachments

4. Improved self-identity – self-confidence, self-

acceptance, sense of direction in life  



Implementing Project Air in the NSW 

public and private mental health systems



The Need …

• 6.5% of the population: 1.5 million Australians have a 

diagnosable personality disorder

• 1.1% of the population have schizophrenia (i.e. 285,000 

people in Australia)
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Stepped care for personality disorders

	

Brief Interventions 

Acute care 

Psychotherapy 







Our training outcomes















Our patient outcomes



Before Project Air, 361 clients 

studied in the Illawarra 

Shoalhaven LHD had on 

average 1.33 admissions to 

hospital and spent on average 

9.3 days in hospital over 18 

months (Oct 2009 – March 

2011). Post Project Air (April 

2011 – Sept 2012) this average 

dropped to .36 admissions and 

4.64 days over 18 months 

t(360) = 13.87, p = .000; [t(360) 

= 4.74, p = .000 respectively].



Length of stay decreased from 14 days to 4 days

RCT – Intervention vs Treatment as usual 

Difference in the number of days (per patient) spent in the inpatient unit 

in the 18 months prior to Project Air and in the 18 months of Project Air 

involvement for the intervention (n = 335) and TAU sites (n = 307). 



Participants

• N= 160 clients diagnosed with BPD 

• 71% female. 

• Average age 36 (15-72; SD 14)

• 72% not in a relationship: single (50.63%), separated 

(6.88%), divorced (6.25%) and widowed (1.25%). 

• 28% in a relationship: married (18.13%), in a relationship 

(1.88%) and de facto (1.25%). 



Participants

• Diagnosed BPD with 76% currently meeting threshold for 

BPD (score of 7 or more on MSI; Zanarini et al., 2003)

• Average number of MSI-BPD symptoms = 7.8 (SD = 2.2)

• 83% likely diagnosis of clinical depression (scores over 16 

on the MHI-5; Berwick et al., 1991)

• 62% report significant dissociation (according to MSI)

• Self-harming and suicidal behaviours. In the 2 weeks prior:

– 65% self-harmed and/or attempted suicide, average of 3 times 

(SD=3.94)

– 46% ‘I have had suicidal thoughts but would not carry them out’

– 26%  ‘I would like to kill myself’ 

– 11%  ‘I would kill myself if I had the chance’



After 12 months

BPD

• Significantly fewer BPD symptoms [t(159)=11.496, p=.000]

– Baseline (M=7.8, SD=2.2), Follow up (M= 5.4, SD=2.6)

• Proportion meeting criteria reduced significantly [χ2=8.123, p=.004]

– Baseline  75.6%, Follow up  40.9%

Depression

• 30% fewer meeting criteria for depression [χ2= 5.911, p=.000]

– Baseline 82.9%, Follow up = 52.5%

Quality of life

• Significantly higher ratings on the WHO-QOL [t(159)=11.496, p=.000]

– Baseline (M=39.6, SD=23.1), Follow up (M= 58.1, SD=26.3)



Clinical Depression Reduced

t(43) = 4.34, p =.000

Most clients at intake had at significant symptoms of depression 

(measured by the clinical cut-off on the mental health inventory SF-36), 

which had significantly reduced after 12 months.
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DSH or suicide attempt
(past 2 weeks)

McNemar test, p = .000

Most clients at intake had engaged in deliberate self-harm, but by 12 

months this had significantly reduced.
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Disability days
(past 2 weeks)

t(40) = 2.867, p = .007

The number of days that clients were totally unable to carry out their 

usual activities due to their health conditions decreased significantly, 

as measured by the WHO-DAS.
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Results – effect of treatment intensity

• Intensity (duration) of treatment – brief, moderate, 

longer-term – did not change improvement in disability

• F(3, 152) = 2.391, p = .071

• Similarly, retainment in treatment at follow-up did not 

predict disability improvement

• F(1, 154) = .188, p = .666, 95% CI [-.314, .201] 



Did BPD-Interpersonal predict reduction 

in disability days?

F(5, 148) = .979, p = .432. 



Did BPD-self predict reduction in 

disability days?

F(5, 148) = 5.027, p = .000, R2 = .145, Adjusted R2 = .116 



Discussion

• Over 12 months of psychosocial treatment, capacity to 

study and work significantly improved

• The improvement was not due to intensity of therapy or 

retainment in therapy

• BPD-Interpersonal did not predict change in disability

• BPD-Self predicted change in disability, particularly 

– Low - Affective stability

– High - self-harm and suicidality

– High - impulsivity 

• Suggests these three make it particularly hard to study 

or work



Our service learning – implementing 

Project Air in Health, Drug and Alcohol 

and NGO services





Implementation experiences



Key implementation factors

(1) Clear and accountable leadership commitment at the 

level of director and senior clinical staff. 

(2) Establishing and supporting clinical governance 

outlining clinical pathways to specific treatment clinics and 

clinician support structure.

(3) Ensuring sufficient penetration of training to all staff, 

including ongoing training opportunities.

(4) Training managers and senior clinical staff or clinical 

champions on how change occurs and factors associated 

with success or barriers.

(5) Development of prospective plans for evaluating and 

disseminating outcomes of implementation.



Conclusion

(1) We now have the evidence for what works with BPD

(2) Whole of service training is effective

(3) Staff want more training, resources and models of care

(4) People with the disorder benefit from stepped care that 

is targeted to their needs

(5) Further focus on self-harm as a specific factor that 

makes return to study and work difficult

(6) Families, carers and parents benefit from support

(7) Management and clinical leadership on the ground 

needs to be included as an implementation outcome

(8) We still have a lot to do! 
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