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ABSTRACT

Background: Trust is a fundamental aspect of human relationships, crucial for navigating social interactions and forming
meaningful connections. While the ability to accurately assess and update trust appraisals is essential for adaptive functioning,
individuals with borderline personality disorder (BPD) experience significant challenges in trust processing that contribute to in-
terpersonal dysfunction and treatment complications. Despite growing recognition of trust difficulties in BPD, a comprehensive
understanding of these processes remains limited.

Methods: The present study aimed to evaluate and refine this model through a qualitative analysis of interviews with 25 Italian
therapists specialising in personality disorders. Using thematic analysis, we explored clinicians’ observations of trust dynamics
in BPD patients, focusing on developmental factors, situational perceptions, emotional influences, prior beliefs, behaviours and
trust learning capacity. Our findings largely aligned with and extended the theoretical model of trust impairments in BPD pro-
posed by Preti et al. in 2023.

Results: Results revealed a complex interplay between long-term and immediate factors in shaping trust processes: develop-
mental experiences, rigid perceptions, emotional volatility, distorted beliefs, maladaptive behaviours, and impairment in trust
learning were central to the trust dysfunctions in BPD. Two significant additions to the model emerged: emotional consequences
of trust misattribution and behavioural activation triggered by emotional arousal.

Conclusions: These findings suggest that trust difficulties in BPD involve both planned behavioural consequences and imme-
diate emotion-driven reactions. The study provides important implications for clinical practice, emphasising the need for inter-
ventions that address both primary trust issues and secondary emotional-behavioural responses.

1 | Background

Trust is a core interpersonal process that originates in early
attachment relationships, where expectations about others’
reliability, availability, and intentions are first shaped and in-
ternalised (Fonagy and Campbell 2017). Beyond its affective
dimension, trust operates as a core social drive: it enables in-
dividuals to navigate interpersonal environments and sustain

cooperative exchanges (Zhao et al. 2024). The capacity to eval-
uate others’ intentions and revise these evaluations in light of
new information is fundamental to effective social functioning
(Fertuck and Preti 2023). However, individuals with borderline
personality disorder (BPD) often show pervasive disruptions in
trust-related processes (Preti et al. 2023). BPD is a complex dis-
order characterised by impulsivity, emotional instability, and
profound difficulties in self-image and relationships (American
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Summary

 Implications for Practice

o Trust impairments in BPD should be understood
as complex patterns involving both long-term and
immediate factors, requiring clinicians to address
both historical and present-day factors in treatment.

o Treatment should address both primary trust
issues and secondary responses, as emotional
consequences of trust misattribution can trigger
behavioural activation, leading to relationship
deterioration.

o Therapeutic interventions should specifically
target both deliberate behavioural consequences
(e.g., relationship avoidance) and immediate
emotional-behavioural reactions (e.g., aggression,
withdrawal) to trust issues.

« Implications for Policy
o Mental health policies should promote clinical
training and service guidelines that address trust
impairments as a central feature of BPD, ensuring
that clinicians are equipped to identify and treat
both primary and secondary trust-related difficul-
ties in BPD.

Psychiatric Association 2022). While earlier work empha-
sised affective and behavioural dysregulation (e.g., Kaufman
et al. 2020; Kockler et al. 2022), emerging evidence highlights
interpersonal dysfunction as a defining feature of the disorder
stemming from attachment-related models of others as unreli-
able, rejecting, or threatening (e.g., Euler et al. 2021; Lazarus
et al. 2014). Indeed, these trust disruptions reflect the internal
working models shaped by early, inconsistent or frightening
caregiving (Agrawal et al. 2004). Epistemic trust, the ability
to treat others’ communications as credible and personally
relevant, also emerges from these early relational experiences
and is easily compromised when caregivers are unpredictable
or unresponsive (Sharp and Balzen 2025). In BPD, such devel-
opmental disruptions often result in models of others as unre-
liable or malevolent and of the self as unworthy or unsafe in
relationships, amplifying mistrust and interpersonal instability
(Sharp and Balzen 2025). This pattern is also evident in the ther-
apeutic relationship, where these internal models shape how
patients anticipate and interpret the clinician's intentions: dis-
rupted trust patterns in BPD often evoke negative countertrans-
ference (Gabbard 1993), hinder therapeutic alliance formation
(Richardson-Vejlgaard et al. 2013), and lead to polarised views of
the therapist as either idealised or persecutory (Fertuck, Fischer,
and Beeney 2018). These dynamics underscore the importance
of clarifying trust processes in BPD to inform clinical practice,
strengthen the therapeutic relationship and reduce dropout
(Tliakis et al. 2021).

Impairments in trust can manifest in various forms, such as
unstable trust appraisals, low trust ratings, or difficulty updat-
ing evaluations based on new experiences (Preti et al. 2023).
Insights from developmental psychology (Morales-Mufioz
et al. 2021), social psychology (Masland et al. 2020), and neu-
roscience (Fertuck, Grinband, et al. 2018) have helped clarify

underlying mechanisms. However, an integrative conceptual
framework that integrates these insights into a model of trust
processes in BPD remains lacking. Other psychopathological
models of BPD also emphasise the interaction between dispo-
sitional vulnerabilities and situational interpersonal triggers—
for example, D'Agostino et al. (2018) link background dysphoria
and negative interpersonal disposition to situational dysphoria
and core BPD symptoms—but these frameworks do not address
trust-specific processes.

Our model of trust processes in BPD (see Figure 1; Preti
et al. 2023) is built on theories from psychology, sociology, an-
thropology, economics, and political science (e.g., Lewis and
Weigert 1985; Shapiro 1987) and conceptualises trust in BPD as
a dynamic, multi-stage process involving five core components.
At its core, trust is a relational process that unfolds within in-
teractions: individuals (trustors) rely on others’ behaviours to
achieve their goals, and those others (trustees) can either con-
firm or disconfirm their expectations. These dynamics are
shaped by early attachment experiences and by the relational
contexts in which interactions occur (Preti et al. 2023). Building
on this perspective, the model by Preti et al. (2023) conceptua-
lises trust not as a static disposition but as a multi-stage interper-
sonal process shaped by developmental, cognitive, emotional,
and contextual influences.

First, developmental factors (distal factors), such as early care-
giver bonds and attachment disruptions, trauma and tem-
peramental vulnerabilities, shape the baseline dispositions
individuals bring into relationships (Fertuck et al. 2023).

Second, Immediate Influences (Proximal Factors) include
(Fertuck et al. 2023): (1) the perception of the situation/social
context (e.g., situations with high or low social rejection poten-
tial; e.g., Jayawickreme et al. 2021), (2) emotional states (e.g.,
anger, calm, distress), and (3) core beliefs and dispositions
brought into social encounters (e.g., deserving fairness, whether
people are generally trustworthy). The model highlights that
these situational cues can shift trust appraisals moment-to-
moment, reflecting the sensitivity of borderline functioning to
immediate interpersonal stressors (e.g., Miskewicz et al. 2015).
These distal and proximal elements converge in the stage of
trust appraisal, where individuals judge others' intentions and
trustworthiness—for instance, a tendency to view neutral ex-
pressions as untrustworthy—and shape choices like whether to
initiate or avoid relationships, how to revise trust judgements
over time, and how consistently they trust across situations
(Fertuck et al. 2023). Appraisal then gives rise to behavioural
manifestations, including avoidance, testing, controlling be-
haviours, or abrupt shifts between idealisation and mistrust.

Finally, trust learning reflects the capacity to update trust ap-
praisals over time and adjust trust based on others’ actual be-
haviour, which is critical for forming healthy relationships
(Fineberg et al. 2018). This includes recognising cooperation
and adapting trust accordingly (Fertuck et al. 2023).

When trust is not updated in light of new interpersonal evi-
dence—whether through persistent mistrust or unwarranted
overtrust—the learning process breaks down. Over time,
impaired trust learning prevents the revision of beliefs and
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FIGURE1 | A Model of Trust Processes in BPD (Adapted from Preti et al. 2023).
interpretations, reinforcing rigid relational expectations and 2 | Methods

hindering flexible engagement with others (Fertuck et al. 2023).

1.1 | Aims

The primary aim of this paper is to further develop a conceptual
model of trust problems in individuals with BPD using clinician
interviews. We interviewed clinicians with experience treating
personality disorders, asking them to describe trust-specific
challenges in BPD patients. The specific objectives include:

1. Describe trust impairments: Identify how individuals with
BPD show difficulties in trust appraisal, decisions, and up-
dating based on clinician reports.

2. Characterise relational dysfunction: Explore how trust dis-
turbances lead to high-risk behaviour and fragile therapeu-
tic relationships.

3. Refine a conceptual framework: Integrate developmental,
social, cognitive and clinical insights into a multi-stage
model of trust in BPD.

4. Guide psychotherapy: Offer foundations for targeted inter-
ventions that address trust issues and improve treatment
retention.

5. Inform future research: Generate hypotheses for empirical
work on how BPD trust processes differ from normative
functioning.

By achieving these aims, this paper seeks to contribute to a
deeper understanding of trust processes in BPD and to inform
more nuanced and effective therapeutic interventions.

2.1 | Participants

Participants were 25 Italian therapists (Mage =43+10.07,
range=31-68; N, ...=12) with a specific interest in treating
patients with personality disorders. Clinical experience ranged
between 1 and 37years (M=10.44, SD=10.88), with 2-100 pa-
tients treated (M =26.52, SD=26.43) in various settings (e.g., out-
patients, inpatients, public mental health system). Five out of 25
were in training. Participants were trained in different therapeutic
methods, with a predominance of psychodynamic psychothera-
pists. Such variability aligns with everyday clinical practice, where
BPD patients are treated by clinicians with different levels of expe-
rience across diverse services. A full description of the participants
can be found in Table S1.

2.2 | Procedure and Data Collection

Psychotherapists were contacted via email in May 2020
through a list of direct and indirect contacts. Those who
agreed scheduled an interview. Twenty-three interviews were
conducted via Zoom and two by phone, between May and July
2020. All clinicians consented to audio recording for verba-
tim transcription. Before each interview, participants were
informed about the general topics to be discussed. At the
end, those interested received further information about the
broader research project. The study was approved by the local
ethics committee.

The semi-structured ad hoc interview topic guide was developed
based on the model of trust processes in BPD (Preti et al. 2023)
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to gain insight into clinical experiences related to interpersonal
trust in BPD patients. The interview guide (see Supporting
Information S1) explored the areas of the trust processes model,
that is, (1) a general introductory question about problems in
trust appraisal; (2) developmental factors playing a role in oth-
ers' trustworthiness; (3) specific situations reported by patients
in which they had troubles or issues in trusting others; (4) spe-
cific emotional states that could have a role in attributing trust
to others; (5) prior beliefs and dispositions playing a role in trust
attribution; (6) issues in trust attribution that are connected to
specific behaviours in the patient; (7) updating of trust attribu-
tions according to experience.

The interviews were conducted by two members of the research
group, who received training in conducting and analysing qual-
itative data in an open and flexible manner, adapting the order
of questions to the participants' responses. For each topic, in-
terviewees were asked to recall situations reported by patients
as well as examples and concrete experiences in the therapeutic
relationship.

The interview guide was piloted through two test interviews.
Interviews lasted an average of 45 min and were audio-recorded.

2.3 | Data Analysis

The data analysis was conducted according to Braun and Clarke's
Thematic Analysis framework (Braun and Clarke 2006). In par-
ticular, we adopted a Theoretical Thematic Analysis based on a
deductive or top-down approach where data are coded and in-
terpreted using the lens of a specific theoretical model. No qual-
itative software was used, and coding was conducted manually
following standard thematic analysis procedures. The identified
themes closely aligned with the research questions and the study’s
aims guided the coding. Given our interest in trust attribution, we
focused specifically on trust-related processes during coding.

After fully transcribing the interviews, we familiarised our-
selves with the data through repeated readings. Two research
team members generated codes deductively, based on the trust
process model, while remaining open to integrating emergent
aspects. Coding saturation was achieved after approximately 20
interviews; however, the analysis of the remaining interviews
remained open to further specifications and nuances related to
the already identified codes. Codes were refined into themes
through group discussions to form concept clusters that both fit
and enrich the theoretical model. A team member with expertise
in qualitative methods supervised the process.

We acknowledge that the decision to adopt a specific theoreti-
cal framework to model the data analysis may be perceived as
a methodological weakness. Nevertheless, the present study did
not have a confirmatory objective, and—as will be discussed
below—the emergence of new themes not included in the origi-
nal model shows that the analysis was conducted in a way that
remained adherent to the textual data, yet also in an open and
flexible manner to permit the inclusion of new aspects that
could potentially be integrated within the theory. The coding
process was conducted with the objective of not restricting the
discovery of novel insights outside the predefined theoretical

lens (Karatsareas 2022). The theoretical framework provided
the foundation for our analytical approach, which was informed
by the structure of the trust processes model. However, this
theoretical framework did not constrain the coding procedure
or the conceptual categories that emerged from it. Illustrative
quotes were selected for their representativeness and relevance.
Data were analysed in the original language (Italian); quota-
tions were translated into English and reviewed for accuracy.
Participant anonymity was ensured using code numbers.

3 | Results

The analysis led to the identification of six themes (see
Table 1), each reflecting different stages and components of
the trust process. Notably, Trust Appraisal—the central con-
struct in the Trust Processes Model—did not emerge as a
standalone theme; rather, it is embedded throughout the data,
as all interview material can be interpreted as specifying the
difficulties BPD patients face in evaluating others' trustwor-
thiness. Detailed examples of clinician quotes illustrating
each theme are provided in Table S2. In this section, we report
a subsample of quotes.

3.1 | Theme 1: Developmental Factors

Therapists described several developmental experiences shap-
ing later trust ynamics in BPD. A first cluster involved physical
and sexual abuses, often within the family:

“[...] the dad is involved with an extremely violent woman. The
patient recounts that this woman used to physically abuse her
and her sister by throwing objects and yelling at them. She still
relives these experiences today, and when she feels criticized,
she retrieves those memories” (23). Experiences of abandonment
were also frequently mentioned as precursors of pervasive mis-
trust. Beyond overt trauma, clinicians emphasised the broader
quality of caregiving—emotionally neglectful parenting, lack of
recognition, inconsistent or ambiguous responses, family con-
flict, and role reversal—all seen as contributing to later difficul-
ties in trusting others.

3.2 | Theme 2: Perception of the Situation

Clinicians highlighted how BPD patients often misinterpret
social contexts involving trust. A first subtheme centers on sit-
uations involving three interrelated perceptions clearly associ-
ated with rejection sensitivity: the perception of being ignored/
excluded by others, the sense of being judged, and the fear of
abandonment.

[therapist referring to the thoughts of a patient]
When I see my university classmates talking among
themselves, I might think, ‘Oh, they’re excluding me'.
This feeling of discomfort then turns into anger, and
I tend to interpret their behaviour more and more as,
‘Look, they’ve left without involving me.’

25)
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TABLE1 | Themes emerged from the interview.

Developmental Factors
Physical and sexual abuses
Abandonment
Overall quality of caregiving

Perception of the Situation
Perception of being ignored/excluded, judged, abandoned
Rigid distinction between good people and bad people
Fluctuation between excessive trust and mistrust
Specificity of the relational situation

Emotions
Emotional antecedents
Emotional consequences

Prior beliefs and dispositions
Other as persecutor
Other person should satisfy rigidly all the patient's needs
Self-devaluation
Perfectionism

Deeply rooted mental schemas related to the disorder and
its treatment

Distortion of communication signals
Behaviours
Consequences—avoidance
Consequences—destroying the relationship
Consequences—need to control
Consequences—demanding behaviours
Activation—aggression
Activation—social withdrawal
Activation—punishment
Trust learning
Overestimation of single negative episodes
Underestimation of positive interactions

Vicious circles

According to clinicians, individuals with BPD often interpret
situations in which others gather without them as clear signs
of exclusion, without considering alternative explanations.
Therapists also noted that even minimal or momentary lapses
in others' attention are experienced as evidence of carelessness
or neglect. Social disapproval and criticism are frequently intol-
erable and felt as humiliating, reinforcing the expectation that
social situations are inherently devaluing. Over time, this pat-
tern fosters a pervasive loss of trust in people.

A second subtheme involves rigid, categorical interpretations
of reality (rigid distinction between good people and bad people).
People are often perceived as either absolutely bad and malevo-
lent or with purely good intentions. Trust is granted only when
the other is perceived as entirely benevolent—an expectation
inconsistent with everyday social nuance. This dichotomy often
produces persecutory fears, especially when self-disclosure
raises concerns about privacy or betrayal. Fluctuations between
excessive trust and mistrust were described as common and de-
stabilising. Patients with BPD often swing from unjustified ide-
alisation to abrupt devaluation, frequently triggered by minor
misunderstandings, and these rapid shifts generate marked
relational and emotional instability.

The specificity of the relational situation implicated was rel-
evant in terms of trust attribution. Romantic relationships
were described as particularly problematic due to fears of
betrayal, jealousy, and defensive behaviours that create self-
perpetuating mistrust. While close relationships confront pa-
tients with intimacy-related stress, superficial relationships
are easier to maintain. When BPD patients encounter help or
reciprocity, they often feel overwhelmed and withdraw. Family
relationships are similarly difficult, as maintaining distance is
hindered by rapid shifts between idealisation and devaluation.
The same pattern appears in professional settings, especially
in teamwork, which easily triggers embarrassment and fear
of judgement. Finally, therapists identified the therapeutic
relationship as a central trust-related context. Patients often
struggle with its dual professional and human levels: session
payment may be perceived as depreciation or exploitation,
while pharmacological prescriptions can trigger paranoid
fears of control or doubts about the clinician's confidence in
their resources. At the same time, clinicians are frequently
idealised as saviours expected to solve all problems, an unre-
alistic assumption that leads to disappointment and increases
the risk of dropout, requiring ongoing efforts from therapists
to maintain engagement.

3.3 | Theme 3: Emotions

Data analysis highlights the presence of both emotional an-
tecedents and emotional consequences of the process of trust
attribution. Intense emotional states are often indicators of mis-
trust: the stronger the emotion, the more it biases judgements
about others' intentions. Shame and jealousy frequently act as
antecedents precipitating abrupt drops in trust, while emotions
such as anger and anxiety may function either as antecedents or
consequences depending on the situation.

These emotional consequences, which are not included in the ac-
tual formulation of the model, do not influence trust processes but
are an effect of the latter and are activated as a result of mistrust.

In the following example, the patient arrives angry due to an
unrelated event, and this emotional activation leads her to
perceive the clinician's interventions as inappropriate. Here,
anger functions as an antecedent that shapes subsequent trust
attribution:
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She came to the session extremely angry because,
once again, her bike had been stolen. But even before
I had said or thought of saying anything, my mere
questioning was perceived by her as an attempt to
formulate psychological hypotheses that she didn't
want to hear. ‘Now I'm angry about my bike, I don't
want to hear any reflections [..] youre also being

inappropriate at this moment when I'm angry.’

™)

In other cases, anger appears as a consequence of a relational ep-
isode involving trust, triggering aggressive acting-out. A similar
dual role was observed for anxiety, which may precede distorted
appraisals or result from feeling unprotected and unsupported
by others.

3.4 | Theme 4: Prior Beliefs and Dispositions

Clinicians emphasised the distinction between a priori beliefs
and how these beliefs distort social-signal processing, often
producing biased interpretations of verbal and non-verbal cues.
Prior beliefs are classifiable into beliefs about others and beliefs
about oneself.

Patients frequently attribute persecutory intentions to others,
perceiving behaviours as threatening, humiliating, or rejecting.
This can range from mild suspiciousness to overt paranoia:

She was convinced that there was a camera recording
everything and that I had hidden it. I asked her
where it was, she pointed to something I had on the
bookshelf, and I told her to go see what it was. It was
a rock, but she was absolutely convinced that it was

a camera.”
(22)

Others are seen as harmful, intolerant of the patient's negative
aspects, or unwilling to understand or help. This leads many pa-
tients to avoid sharing emotions, viewing disclosure as pointless
or dangerous.

Another relevant theme regards the strong expectation that
the other person should meet and satisfy all the patient's needs
and expectations. Patients are often characterised by a sense of
entitlement and low frustration tolerance, particularly when
attention is not fully directed toward them. These demands
collapse quickly when disconfirmed, prompting sharp de-
clines in trust.

Concerning the beliefs about the self, the first theme corre-
sponds to self-devaluation. In this respect, cognitive contents
include the idea of having no values as people, being “unqual-
ified” and inadequate for social relations, hopelessly destruc-
tive, unlucky, and incapable of controlling one's emotions.
Perfectionistic expectations emerge as a defensive response to
both self-perceived inadequacy and perceived persecution by
others.

Clinicians also described deeply rooted mental schemas related
to the disorder and its treatment (e.g., using the diagnosis to jus-
tify behaviours, believing change is impossible, or assuming the
clinician has no genuine interest). This leads some patients to
think that they do not need any treatment or that no therapy will
be able to help them.

These beliefs often produce systematic distortions in the in-
terpretations of social communication signals, especially non-
verbal ones. Patients tend to overemphasise the significance of
gestures, such as a laugh, a yawn or a gaze, interpreting them
as clear signs of devaluation or disinterest. A paranoid thinking
style reinforces self-referential interpretations, especially when
decoding ambiguous cues, such as response timing or silence.

3.5 | Theme 5: Behaviours

Clinicians described two behavioural categories: behavioural
consequences—those predicted by the model and following
trust misattribution—and behavioural activations, which stem
from the emotional arousal caused by mistrust. Behavioural
consequences are of extreme importance for therapists, as they
allow them to identify the enactment of dysfunctional dynamics
and intervene early in specific problematic interactions.

A consequence of distrust is avoidance, expressed through with-
drawal from relationships, emotional closure, fear of intimacy,
or sudden elimination of ambivalent relationships:

Blocking on all social media. The patient keeps
blocking people, and I ask her, “‘Why did you block
them’? It's not clear, but 'they have to disappear’.

®

A second consequence of distrust is trying to destroy the rela-
tionship, particularly within therapy, through inauthentic pres-
ence or attacks on the therapeutic setting.

Other trust-related behaviours include controlling strategies,
such as compulsive seeking of information, constantly question-
ing the other person to test him/her, and manipulative attitudes.
Linked to this is a strong need for reassurance, often expressed
as demanding or intrusive requests for proof of helpfulness.
Linked to the need for control is the demanding behaviour of
BPD patients, as they tend to require, in invasive and compelling
ways, continuous proof of the other's helpfulness and availabil-
ity. Another signal of trust breakdown is the denial of depen-
dence. Patients may devalue or blame the other to avoid feeling
dependent—for instance, insisting on paying for each session as
a way to signal emotional detachment.

Regarding behavioural activation, that is, behaviours that emerge
as effects of the negative emotional activation due to trust mis-
attribution, a first aspect is linked to aggression, both in terms
of self-destructive behaviour and externally directed aggression,
alongside social withdrawal, such as running away from conflicts,
dropping out of therapy, or abruptly quitting jobs. The last category
falling under the behavioural effects is related to the punishment of
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others. BPD patients often react to confrontations or breakdown of
trust, punishing the other person for what he/she has done.

3.6 | Theme 6: Trust Learning

Trust learning refers to the capability of updating one's own
opinion about the possibility of trusting other people. The ther-
apeutic relationship has the potential to make patients change
their ideas about trustworthiness on the basis of therapeutic ex-
perience and information derived from it.

However, clinicians’ responses showed that BPD patients have
great difficulty in readjusting their impression of others' trustwor-
thiness by including new data coming from relational experiences.

The first attributional bias that complicates this process is the
tendency to overestimate the significance of a single negative epi-
sode when deciding whether to trust another person. This means
that a single situation in which someone is perceived as lacking
in the patient's regard is enough to undermine confidence.

It was enough that one day it snowed, and there was
50 cm of snow, and his parents couldn't come to the
community to visit him, and everything would start all
over again, and he would say, ‘See, they don't want me’.

12)

Together with the overestimation of negative episodes, clinicians
frequently encounter the tendency to underestimate positive in-
teractions, followed by a lack of updating patterns of trust attri-
bution. To be taken into serious consideration, any expression
of genuine interest by others has to be repeated consistently and
for a long time; otherwise, it is downplayed as accidental and
fortuitous.

Another barrier is the tendency to act out one's own fears. Patients
may behave in ways that provoke other people to react exactly the
way they fear, establishing a vicious cycle in which what is feared is
provoked, confirming that suspiciousness and distrust were fully
justified. By making impossible demands or setting unrealistic ex-
pectations, patients often elicit disappointment from others, rein-
forcing distrust and creating a self-confirming cycle.

4 | Discussion

4.1 | The Theoretical Model of Trust Impairments:
Insights From a Clinical Perspective

The present findings should be viewed as clinically informed
refinements of the trust-processing model introduced by Preti
et al. (2023), adding clinical depth to its components through ther-
apists’ observations. The model suggests how trust impairments
in BPD unfold across developmental, cognitive, emotional and be-
havioural domains, as consistently described by clinicians.

Developmental Factors highlight the influence of
early trauma—such as abuse, abandonment, and poor

caregiving—on trust development in BPD. This aligns with
prior research (e.g., Fertuck et al. 2023; Preti et al. 2023) and
theoretical accounts linking trust issues in adulthood to dis-
rupted attachment (Ociskova et al. 2023) and distorted object
relations (Kernberg 1967). This also parallels attachment-
based conceptualisations in which early relational insecu-
rity disrupts expectations of safety and availability, shaping
chronic distrust—an interpersonal signature strongly asso-
ciated with BPD (e.g., Euler et al. 2021; Lazarus et al. 2014),
where trauma and disorganised attachment patterns are
highly prevalent (from 30% up to 90%; Zanarini et al. 2006).
Moreover, the results are consistent with Schema Therapy ac-
counts describing how early experiences of abuse, abandon-
ment, or emotional deprivation consolidate mistrust/abuse
and abandonment schemas that later structure interpersonal
expectations and frequently converge in the interpersonal in-
stability typical of BPD (Kellogg and Young 2006).

Prior Beliefs and Dispositions reflect therapists’ observations
of a dichotomous thinking in BPD, with patients oscillating
between idealisation and mistrust based on distorted self-
other beliefs. This binary perception aligns with the model's
depiction of how pre-existing beliefs and emotional states
skew trust appraisal processes (Fertuck et al. 2023; Preti
et al. 2023). Moreover, distortions of perceptions and commu-
nications seem particularly central in this process: BPD indi-
viduals tend to misunderstand and misattribute the meaning
of others' behaviours, being impulsive, hostile, and having a
biased negative evaluation of their partner's emotional expres-
sions (Ociskova et al. 2023). This is also confirmed by neurobi-
ological alterations in the amygdala and hippocampus, which
generate distorted and frightening interpretations of social
signals (Mainali et al. 2020).

Importantly, these proximal components of the model are not
only rooted in distal developmental experiences but are also
shaped by situational factors that operate in the present mo-
ment. Indeed, beyond a rigid pattern of splitting, where oth-
ers are perceived as entirely trustworthy or untrustworthy
(Kernberg 1967), and ‘black and white’ thinking (Ociskova
et al. 2023), the specific nature of different relationships emerged
as a crucial factor in how trust issues manifest. This finding sug-
gests that trust difficulties in BPD are not uniform across all re-
lationships but rather are shaped by the unique demands and
intimacy levels of each relational context, such that each con-
text triggers specific trust-related concerns. In this framework,
early trauma creates a vulnerability that is continually reacti-
vated by current interpersonal stressors (Gunderson and Lyons-
Ruth 2008), which modulate fluctuations in trust in everyday
interactions and within the therapeutic relationship itself. Thus,
distrust in BPD cannot be understood as a solely dispositional
phenomenon: momentary interpersonal cues, perceived slights,
and shifts in relational attunement also act as proximal triggers
that amplify or dampen distrust.

Within this framework, the therapeutic relationship itself func-
tions as an active proximal factor. Moment-to-moment therapist
attunement may soothe or reignite the patient's expectancy of
rejection (Fonagy et al. 2018), influencing trust appraisal pro-
cesses. Notably, this dynamic emerged only marginally in our

Counselling and Psychotherapy Research, 2026

7 of 11

51017 SUOLLILIOD SA1KE810 3|1 idde a1 Aq peuenob a2 o1 YO ‘38N J0 SaIN1 0 AIRIGIT BUIIUO /3|1 O (SUOIPULOD-PUE-SWLSY W00 A3 | AR2.q 1B 1 |uo//Sdiiu) SUOIIPUOD PLe S 1 3L 395 *[9202/G0/0] U0 AIqIT2UIIUO 311 1R1IRURI0D Ad 9200, 'Ide0/Z00T 0T /10p/w00Aa| m AReiq1Bu1|UO//SANY WOy papeolumoq ‘T ‘920z ‘SovTo.T



interviews, possibly reflecting therapists' reluctance to consider
themselves as active contributors to the activation of (pathologi-
cal) relational processes characteristic of BPD.

Emotional Antecedents and Consequences were also critical.
The model's emphasis on intense emotions (e.g., shame, jeal-
ousy) affecting trust is confirmed by clinicians. However, our
study also revealed an additional layer not explicitly included in
the original model—emotional consequences of trust misattri-
bution. These emotional aftereffects, such as subsequent anger
or anxiety, were noted by therapists as outcomes of the trust pro-
cess rather than direct influencers of trust appraisal. This adds
a layer of complexity: emotional fallout can perpetuate distrust
and destabilise relationships. Given BPD individuals’ height-
ened emotional reactivity (Mainali et al. 2020), this cycle of
dysregulation and mistrust may become self-reinforcing, where
emotional dysregulation influences trust appraisal, which, in
turn, generates intense emotional responses that further com-
promise trust-related decisions, creating a cascade effect that
perpetuates trust difficulties.

Behavioural Aspects extended the model by distinguishing be-
havioural consequences of trust misattribution—such as avoid-
ance and relationship destruction (Ociskova et al. 2023) from a
new category: behavioural activation, which encompasses be-
haviours stemming from the emotional arousal caused by trust
misattribution. These immediate responses stem from emotional
arousal rather than deliberate mistrust, echoing previous find-
ings (Wrege et al. 2019). Intense emotional states (such as anger
and anxiety) lead to specific behavioural responses (such as
aggression, social withdrawal and punishment). Furthermore,
this behavioural activation pathway appears to operate in par-
allel with the more deliberate behavioural consequences out-
lined in the original model. While behavioural consequences
represent more planned responses to trust appraisal (such as
conscious relationship-maintaining or destroying behaviours),
behavioural activations emerge as more immediate, emotion-
driven reactions. This distinction helps explain conflicting be-
haviours, where planned relationship-preserving efforts coexist
with impulsive destructiveness.

The model's structure suggests a feedback loop through trust
learning, where these behavioural patterns, influenced by emo-
tional states, contribute to the formation of future trust-related
experiences and beliefs. This cyclical nature, paired with in-
flexibility to update their trust appraisal, an overestimation of
negative experiences, and an underestimation of positive in-
teractions, helps explain the persistence of maladaptive trust
patterns in BPD as emotional-behavioural sequences become
reinforced through repeated experiences. For instance, BPD pa-
tients feel lower social connection even when accepted by oth-
ers, reflecting deep-rooted disruptions in social belonging and
trust (De Panfilis et al. 2015). BPD patients' altered social signal
processing may create a persistent barrier to the natural updat-
ing mechanism of trust learning. This difficulty in updating
trust also aligns with the notion of epistemic (dis)trust, whereby
early relational unreliability weakens the capacity to treat social
information as trustworthy and relevant, thereby contributing
to the pervasive interpersonal suspicion typical of BPD (Nolte
et al. 2023; Sharp and Balzen 2025).

4.2 | New Developments to the Model

Our findings offer two major clinically grounded refinements to
the model (see Figure 2). First, emotional consequences—emo-
tions experienced as a result of trust misattribution—provide a
new dimension to understanding trust dynamics. Individuals
with BPD tend to overreact both to neutral and negative stimuli,
especially with anger and anxiety (Jacob et al. 2008). These reac-
tions do not directly affect trust judgements but exacerbate rela-
tional instability and may trigger further maladaptive responses.
Incorporating therapeutic techniques that address these emo-
tional reactions (Transference-Focused Psychotherapy, TFP,
Yeomans et al. 2015; Mentalization-Based Therapy, MBT,
Bateman and Fonagy 2016; Dialectical Behaviour Therapy, DBT,
Linehan 1993) may help patients better regulate them and pre-
vent behavioural escalation.

Second, behavioural activation expands the model's behavioural
dimension. Emotionally triggered behaviours—like aggres-
sion or withdrawal—reflect the interplay between arousal
and impulsive action. Accordingly, emotional and behavioural
dysregulation in individuals with BPD is fundamentally inter-
connected through “emotional cascades”, suggesting that BPD
individuals engage in dysregulated behaviours, such as non-
suicidal self-injury and aggression, to distract from intolerable
emotional states (Selby et al. 2008). Recognising this mecha-
nism may help clinicians better anticipate and manage these
reactions in therapy.

It is also important to address the absence of the original mod-
el's stage of trust appraisal in our thematic findings. While the
specific stage of trust appraisal was not explicitly highlighted in
our results, it is evident that the themes identified reflect issues
related to the core of trust assessment. This suggests that the
difficulties in trust appraisal may be more implicitly woven into
the broader patterns of trust dynamics rather than manifesting
as a distinct, standalone stage.

4.3 | Strengths and Implications

The study further extends Preti et al.'s (2023) theoretical model
by providing a clinically grounded approach that emphasises
the critical role of early trauma, emotional dysregulation, and
distorted social cognition in BPD trust dynamics. First, the find-
ings provide a comprehensive understanding of trust dynamics
in BPD: clinicians should recognise that trust issues in BPD
stem from early developmental trauma and attachment disrup-
tions, manifest differently across various relationship types, are
influenced by rigid, dichotomous thinking patterns, and include
both emotional and behavioural components.

By corroborating the role of developmental factors, the results
reinforce the importance of early intervention targets for BPD
(Sharp and Fonagy 2015). In fact, this is especially crucial given
the typical difficulty individuals with BPD face in adapting their
perspectives in response to new social information. Moreover,
results suggest that therapeutic interventions should address
both the core components of trust impairments and the second-
ary emotional effects, behavioural responses, and impulsive
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FIGURE2 | Updated model of trust processes in BPD.

actions. Focusing on behavioural and emotional primary and
secondary features may reduce emotional cascades that lead to
maladaptive behavioural activation and impaired trust learning.
Importantly, clinicians should help patients interpret social sig-
nal processing, challenging their distorted perceptions of rela-
tionships and integrating positive relational experiences.

Therapists working with individuals with BPD are advised to
anticipate and prepare for trust-related challenges in therapy,
maintain consistency in therapeutic boundaries, and address
trust issues in the therapeutic relationship by deeply understand-
ing and mirroring the patient's subjective experience. The prac-
tice of thoughtfully articulating and acknowledging the patient's
experiences may, in itself, serve as a therapeutic tool to enhance
trust, learning, and ease distrust, potentially enhancing the
effectiveness of the therapeutic alliance. Hence, the therapeu-
tic relationship may serve as a model for trust-building in BPD
treatment, where patients can safely experience, test, and grad-
ually modify their trust attributions through consistent and safe
interactions with the therapist. On the other hand, clinicians are
suggested to pay attention to aggressive or self-destructive be-
haviours and overall relationship sabotage patterns in response
to trust issues with the therapist and to address them in therapy.

4.4 | Limitations and Future Directions

Several limitations must be acknowledged. First, relying solely
on clinician reports may introduce bias, privileging thera-
pists’ interpretations over patients' lived experiences (Paterson
et al. 2023). In addition, the qualitative nature of the study does
not allow for the formulation of a new, data-driven model; rather,
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Destroying the relationship
Need to control
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our contribution lies in refining and extending elements of the
existing trust-processing framework. Moreover, therapists’ focus
on theoretical aspects risks emphasising theoretical viewpoints
rather than the nuanced realities therapists face. Future re-
search should include direct patient input and explore perspec-
tives from therapists with diverse theoretical orientations. The
variability in clinicians’ experiences represents a limitation, as it
may have influenced the depth of some observations. However,
only a minority of participants had limited experience, and such
heterogeneity nonetheless reflects the routine clinical practice
in BPD care. Flexibility in interview structure may have led
to uneven coverage across participants (Harvey-Jordan and
Long 2001). Moreover, most clinicians were psychodynami-
cally trained, emphasising early development and unconscious
processes. This theoretical homogeneity may have biased inter-
pretations and overlooked perspectives more central to other
approaches. Broader inclusion of theoretical frameworks and in-
ternational samples would enhance generalisability and depth.

5 | Conclusion

In summary, this study extends the theoretical model of trust
impairments in BPD, highlighting the critical role of develop-
mental factors, rigid perceptions, emotional influences, and
distorted beliefs. The introduction of new concepts—emotional
consequences and behavioural activation—provides a more
nuanced understanding of trust dynamics and offers practical
implications for therapeutic interventions. Addressing these
expanded dimensions can enhance manualised treatments for
BPD, such as TFP, MBT and DBT, by integrating a more compre-
hensive approach to managing trust-related issues in patients.
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