GiT-PD \c Kenniscentrum

Ry e for Persoonlijkheidsstoornissen

Guideline-Informed Treatment for Personality

Disorders

Simple principles for Common factors in PD treatment

Joost Hutsebaut
Riga, June 2025

ESSPD Clinical Workshops: Dealing with alliance ruptures




BACKGROUND
OF GIT-PD




L. || Multidisciplinaire
‘*’ Richtlijnontwikkeling
GGz

MULTIDISCIPLINAIRE RICHTLUN

Persoonlijkheids-
stoornissen

Background

« 2008: first publication of official
guidelines for PDs in the
Netherlands

» These guidelines were in favor of
‘evidence-based’ psychotherapy
(DBT, MBT, ST, TFP)
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Scalability of Evidence-based
reatment

TABLE 1. Ratio
providers, by country

seeking for borderline personality disorder (BPD) and supply of mental health care
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Treatment of Borderline Personality Disorder: Is Supply

Total Total

Adequate to Meet Public Health Needs?

Evan A. lliakis, BA, Anne I | Sonley, MD., JD., Gabrielle S. llagan, B A, Lois W. Choi-Kain, MD., M.Ed.

Objectives: This study aimed to assess the supply of and
demand for treatment of borderline personality disorder
(BPD) to inform current standards of care and training in
the context of available resources worldwide.

Methods: The total supply of mental health professionals
and mental health professionals certified in specialist
evidence-based treatments for BPD was estimated for
22 countries by using data from publicly available sources
and training programs. BPD prevalence and treatment-
seeking rates were drawn from large-scale naticnal epide-
miological studies. Ratios of treatment-seeking patients to
available providers were computed to assess whether cur-
rent systerns are able to meet demand. Training and certi-
fication requirements were summarized

to 192:1 in Singapore. The ratio of treatment-seeking pa-
tients to clinicians certified in providing evidence-based
care ranged from 49:1 in Norway to 148.215:1 in Mexico.
Certification requirements differed by treatment and by
country.

Conclusions: Shortages of both providers available to treat
BPD and providers certified in specialist treatments of BPD
exist in most of the 22 countries studied. In well-resourced
countries, training clinicians to provide generalist or abbre-
viated treatments for BPD, in addition to specialist treat-
ments, could help address the current implementation
gap. More resource-efficient alternatives must be con-
sidered in countries with insufficient staff to implement
even generalist treatments. Consideration of realistic allo-
cation of care may shape future guidelines and standards
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Australia
Netherlands
Norway
United States
Austria
Switzerland
Germany
Canada
Belgium
Poland
Lithuania
Sweden
United Kingdom
Denmark
Russia

Italy

South Korea
Spain
Ireland
Turkey
Mexico
Singapore

29,766
18,627
5,623

328,695

8,353
6,243
56,387
20,053
5413
17,341
1099
3,665
18,698
1,580
25,900
10,562
8,176
7,234
640
4,798
4,922
136

39 24,451,000
127 17.036,000
498 5,305,000
251 324,459,000
8,735,000

8,476,000
82,114,000
36,624,000
11,429,000
38,171,000

2,890,000

9,911,000

66,182,000
5,734,000
143,990,000
59,360,000
50,986,000
46,354,000
4,762,000
80,745,000
129,163,000

2 5,709,000

660,177
459,972
143,235
8,760,393
235,845
228,852
2,217,078
988,848
308,583
1,030,617
78,030
267,597
1,786,914
154,818
3,887,730
1,602,720
1,376,622
1,251,558
128,574
2,180,115
3,487,401
154,143

112,230
78,195
24,350

1,489,267

40,094
38,905

376,903

168,104
52,459

175,205
13,265
45,491

303,775
26,319

660,914

272,462

234,026

212,765
21,858

370,620

592,858
26,204

3.8:1
421
43:1
45:1
48:1
6.2:1
6.7:1
8.4:1
9.7:1
10.1:1
1211
12.4:1
16.3:1
16.7:1
25511
25.8:1
28.6:1
29.4:1
34.2:1
7721
120:1
192:1

2,878:1
616:1

49:1
59331
18221

748:1
1,102:1
9,339:1
2,761:1
19.467:1
6,633:1
1,230:1
804:1
1,462:1
50,840:1
8,514:1

17,0131
7.092:1
1,093:1
1,180:1
,215:1
,102:1

10-11
11-12
11-13
12-13
12-14
16-18
17-20
1-25
5-29
6-30
1-36
2-37
2-48
43-49
65-75
66-76
73-84
75-86
88-101
198-227
309-354
494-567

124-142
198-227

2 Assuming a caseload of 34-39 patients per week relative to the ratio of treatment-seeking BPD prevalence t

OWIEI health care providers. In the

Netherlands, for example, 4.2 patients would account for 11%-12% of a 34-39 patient weekly caseload




Barriers to Implementing the Clinical
Guideline on Borderline Personality
Disorder in the Netherlands

Marleen L. M. Hermens, Ph.D.
Peter T. van Splunteren, M.Sc.
Annemiek van den Bosch, M.Sc.
Roel Vetheul, Ph.D.

Objective: This study determined
the gap between actual care and
optimal care (recommended in
the clinical guideline) for patients
with borderline personality disor-
der in the Netherlands. Factors
that alfected guideline imple-
mentation were identified. Meth-
ods: Ten specialized mental
health organizations participated
in this cross-sectional study. The
number and proportion of pa-

Conclusions: Most patients with

borderline personality disorder
did not receive the recommended
first-step treatment (psychothera-
py). Care pathways may help im-
prove efficiency and quality of
care. (Psychiatric Services 62:
1381-1383, 2011)

orderline personality disorder is a
severe mental disorder associat-
ed with a high burden of disease (1)

determined by the specific theoreti-
cal orientation. One of the most im-
portant determinants of the efficacy is
a clear and coherent therapy frame-
work, which should be applied consis-
tently. Dialectical behavior therapy,
schema-focused therapy, mentaliza-
tion-based treatment, and transfer-
ence-focused psychotherapy are ex-
amples of empirically supported psy-
chodynamic and cognitive-behavioral
psychotherapeutic treatments that

And still... low
availability

« 23 % of referred BPD
patients receives
psychotherapy (and if so,
in lower dosages)

Due to:

« Capacity problems (lack of
trained staff)

« Organizational barriers




FIGUURT  Aantal leden met i i ining in verhouding tot de grootte van het DGT-team (DGT = dialectische

gedragstherapie)
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Van den Bosch & Sinnaeve, 2015

Also...cumbersome
implementation

 Differences between
institutions

« Most teams are poorly
trained in these
methods
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A SYSTEMATIC REVIEW OF
THE HETEROGENEITY OF SCHEMA THERAPY

Silvia D. M. van Dijk, PhD, Martine S. Veenstra, MSc, 6 S€ssIons... or 4
Rob H. S. van den Brink, PhD, Sebastiaan P. ]. van Alphen, PhD, years
and Richard C. Oude Voshaar, MD, PhD

We aimed to explore the heterogeneity of schema therapy regarding (a) B | -wee k Iy ... or fUl I

patient characteristics, (b) content, and (c) way of delivering schema

therapy. A search was conducted of the electronic databases EMBASE, H H

PsycINFO, Web of Science, MEDLINE, and COCHRANE up to June 15, Inpatient

2022. Treatment studies were eligible if they (a) used schema therapy as

(component of) the intervention examined, and (b) reported an outcome

measure quantitatively. A total of 101 studies met the inclusion criteria,

including randomized controlled trials (# = 30), non-randomized controlled 1

trials (1 = 8), pre-post designs (n = 22), cases series (# = 13), and case reports P rOVId ed by n U rses "
(1 = 28), including 4006 patients. Good feasibility was consistently reported

irrespective of format (group versus individual), setting (outpatient, day- or fU | | y | icense d

treatment, inpatient), intensity of treatment, and the specific therapeutic .
components included. Schema therapy was applied to various (psychiatric) p Syc h Ot h era p |StS
disorders. All studies presented promising results. Effectiveness of the

different models of schema therapy as well as application beyond personality

disorders should be examined more rigorously.




Poor sustainability

King et ol B4 Aychany (010 18302

fredeitrd e BMC Psychiatry

Survival of DBT programmes from 1995 to 1 July 2009 Abo Ut ha |f Of (D BT)

programs stop within the
e i | first 5-8 years

analysis of barriers and facilitators to
implementation within UK healthcare
settings

Joanne C. King"", Richard Hibbs", Christopher W, N. Saville' and Michaela A. Swales'”®
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Figure 1. Survival curve.

DAWN L. BALES, ROEL VERHEUL AND JOOST HUTSEBAUT, Viersprong Institute for Studies
on Personality Disorders (VISPD), MBT Netherlands, The Netherlands

ABSTRACT
are several evidence-based treatmensfor borderline personaliy disorder, but very lile i known about the
success or failure of implementation in daily practice. This sty aims to investigate the success or faikure of
newly started mentalization-based treatment. programs, and 1w explore the barriers and facitatrs. The
dif lizaton-based treatment programs i six mental health clinics
in the Netherlands were éncluded in a muliple case study combining a qualitative and quantiative design. Semi-
soructured interview data were collcted from several stakeholders of cach program. Namative secanseructions of
cach intervicw were assesied by 12 independent experts. Resuls showed that several programs struggled




The outcome: huge
differences across
the Netherlands

« Strong local differences

« Average treatment duration
varies from 24 to 128 days

« Cost price varies from €3.500to
13.000 [ patient

« % inpatient treatment varies
from 8to 24%

« No standard of care re: PD
treatment in mental health care
across the Netherlands

« Strong pressure from health
insurance companies to better
define ‘standard of care’




Challenge

How can we improve the general level of care
for PDs in this diverse landscape?

How can we make good-enough treatment
really accessible?




Center of Expertise on PDs

Our first solution: centrally organized
training, implementation, consultation,
supervision of evidence-based treatment
programs (e.g. DBT and MBT)

e No interest ®

Our second solution: improving
‘treatment as usual’ by providing
general principles, training, etc




What's the evidence on effective treatment
for PDs?




The evidence on effective treatment

There is most likely on average equivalence in efficacy between

different specialist treatment methods and all of them are better
than TAU

IR S e Foiuaal of Coasilling s Giiieal Pigeioiogy Which psychotherapy is most effective and
Efficacy of Psychotherapi ine Personality Di Prym——— Y- acceptable in the treatment of adults with a
ASystematic Reviewand Metz-analysls (sub)clinical borderline personality disorder?
A systematic review and network meta-analysis

Psychotherapies for the T of Borderline Personality Disorder:
A Systematic Review

Kim Setkowski3 (3, Christina Palantza?, Wouter van Ballegooijen?3,
Renske Gilissen?, Matthijs Oud*, loana A. Cristea®¢, Hisashi Noma’, Toshi
A. Furukawa®, Arnoud Arntz?1°, Anton J. L. M. van Balkom? and Pim Cuijpers?

Karen Crotty', Mecra Viswanathan', Sara Kennedy', Mark J. Edlund', Raria Al
Mariam Siddiqui', Roberta Wines'. Piotr Ratajczak® >, and Gerald Gartlehner" >
" RTI Intemational, Research Triangle Park, North Clmhl'll. United States
’nepwmm for Evidence-based Medicine and Evaluation, Danube University Krems.

* Department of Pharmacoeconomics and Social Pharmacy, Poznan University of Medical Sciences

‘Research Department, 113 Suicide Prevention, Amsterdam, the Netherlands; “Department of Clinical, Neuro and
Developmental Psychology, Vrije Universiteit, Amsterdam, the Netherlands; *Department of Psychiatry,

Amsterdam UMC, VU University, Amsterdam Public Health research institute, and GGZinGeest Specialized Mental
Health Care, Amsterdam, the Netherlands; “Department of Treatment, Care and Reintegration, Trimbos Institute,
Utrecht, the Netherlands; *Department of Brain and Behavioral Sciences, University of Pavia, Pavia, Italy; “IRCCS
Mondino Foundation, Pavia, Italy; ’Dep:m»ml of Data Science, The Institute of Statistical Mathematics, Tokyo,
Japan; *Department of Health Promotion and Human Behavior, Kyoto University Graduate School of Medicine/

hologi
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for the treatment of BPD are numerous, and lite is known about the comparative effectivencss of each
individual psychotherapy versus treatment as usual (TAU) or other
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Method: in MEDLINE,
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BPD, Overal, both TAU
and included psychotherapies were effective in treating the severity and symptoms of BPD. Moderste
certainty of evidence suggests that systems taining for emotional predictability and problem solving is
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School of Public Health, Kyoto, Japan; *Department of Clinical Psychological Science, Maastricht University,
Maastricht, the Netherlands and *°Department of Clinical Psychology, University of Amsterdam, Amsterdam, the
Netherands

Abstract

A broad range of psychotherapies have been proposed and evaluated in the treatment of bor-
derline personality disorder (BPD), but the question which specific type of psychotherapy is
most effective remains unanswered. In this study, two network meta-analyses (NMAS) were
ing the of ies on (1) BPD severity
and (2) suicidal behaviour (oomblned rate). Study drop-out was included as a secondary out-
come. Six databases were searched until 21 January 2022, including RCTs on the efficacy of

any psychotherapy in adults (=18 years) with a diagnosis of (sub)clinical BPD. Data were
extracted using a predefined table format. PROSPERO ID:CRD42020175411. In our
study, a total of 43 studies (N = 3273) were included. We found significant differences between
several active comparisons in the treatment of (sub)clinical BPD, however, these findings were
based on very few trials and should therefore be interpreted with caution. Some therapies were
more d to GT or TAU. some more than halved
the risk of d suicide and itted suicide (combined rate), reporting RRs around
0.5 or lower, however, these RRs were not better red to other
therapies or to TAU. Study drop-out significantly differed between some treatments. In
conclusion, no single treatment seems to be the best choice to treat people with BPD com-

pared to other ies for BPD are perceived as first-line
treatments, and should therefore be investigated further on their long-term effectiveness, pref-
erably in head-to-head trials. DBT was the best connected treatment, providing solid evidence
of its effectiveness.

Conclusions and Relevance Psychotherapies, most notably dialectical behavior therapy and

psychodynamic approaches, are effective for borderline symptoms and related problems. None-

theless, effects are small, inflated by risk of bias and publication bias, and particularly unstable

at follow-up.




The evidence on effective treatment

There is most likely on average non-inferiority of generalist
treatment methods compared to specialist treatment methods and
superiority of both structured approaches compared to TAU
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Abstract

Borderline up to 2% of the population and is associated with poor functioning,
low qualicy of life and increased mortality. Psychotherapy is the treatment of choice, but it is unclear whether special-
ized psychotherapies (dialectical behavior therapy, based v.r!mmenl:. d therapy and
schema therapy) are more effective than pecialized app (eg.p ical treatment, general
psychiatric managament). The aim of this systematic review is to investigata the effactiveness of these psychatherapias.

Methods: PubMed, PsycINFO, CINAHL, EMBASE and CENTRAL were searched from inception to November 2017,
Included randomized controlled trials were assessed on nd‘ of bias and outcomes were meta-analyzed. Confidence in spedd m rotocoli; m w

the results was assessed using the Grading of D and Evaluation method. The 3 bzed otherapy versis p 224 Ologcol treatment
review has been reported following Preferred Reporting Items for Systematic Reviews and Meta-Analyses guidelines. Overall BPD severity DBT vs GPM (McMain et al,, 2009) =) [-0.33,025]
Results: A totl of 20 studies with 1375 participants were included. Specialized psychatherapies, when compared to _
treatment a5 usual or communicy treatment by experts, ware assoclated with a medium effect based on modarate qual- Self-injury Total 2 . [0.42, 1.55]
ity evidence on overall borderline disorder severity ized mean 0.59 [95% confid:
interval: ~0.90, <0.28]), and dilectical behavior therapy, when oa‘mpared to treatment as usual, with a small to medium DBT vs GPM (MCMH'I'I etal, m =14 [0.79. LSO]
effect on self-injury mean 0.40 [95% confidence interval: ~0.66, —0.13]). Other effect esti-

s e MBT-PH or out vs  (Bateman and Fonagy, |999b) = [034,09)
SCM

DBTvs CCT  (Turner, 2000) = [-2.17,-038]
Total 4 = [081, 140]




Effective generalist treatments

Relational Clinical Care

Early intervention for adolescents with borderline
personality disorder using cognitive analytic
therapy: randomised controlled trial

Andrew M. Chanen, Henry J. Jackson, Louise K. McCutcheon, Martina Jovev, Paul Dudgeon,

Hok Pan Yuen, Dominic Germano, Helen Nistico, Emma McDougall, Caroline Weinstein,
Verity Clarkson and Patrick D. McGorry

disorder presenting in

care

‘Background
No accepted intervention exists for borderine personaity
adolescence.

Aims

To compare the effectiveness of up to 24 sessions of
cognitve anaiyic therapy (CAT) or manualised good cinical
care (5CC) in addition o a comprehensie service model of

Method

In & randomisad controlled tral, CAT and GCC were
compared n outpaerss g0 15-18 yoors who bfled o
10 rine of the DSM-V critera for borderine personaity
dsorder. We prcited 1, Campared Wih tho GCC g,

psychopathology and par
improvement in giobal functioning over 24 months.

Results
Eighty-six patients were rancomised and 78 (CAT n=41;

pater
more rapidly. No adverse effect was shown with either
treatment.

Conclusions
Both CAT and GCC are effectve in

‘symdrome bpolar
required to determine the speciic value of CAT In this
popuaton.

Declaration of interest
None. Funding detailed in Acknowedgements.

Good Psychiatric Management

A Randomized Trial of Dialectical Behavior Therapy
Versus General Psychiatric Management for Borderline

Shelley F. McMain, Ph.D.

Paul S. Links, M.D.
William H. Gnam, M.D.
Tim Guimond, M.D.
Robert ). Cardish, M.D.
Lorne Korman, Ph.D.
David L. Streiner, Ph.D.

Personality Disorder

Objective: The authors sought to evalu-
ate the dinical efficacy of dialectical
therapy compared with gen-
eral psychiatric management, including
a combination of psychodynamically in-
formed therapy and symptom-targeted
medication management derived from
specific recommendations in APA guide-
ines for borderline personality disorder.
This was a single-blind trial in
which 180 patients diagnosed with bor.

a
nonsuicidal selfinjurious. episod

significant improvements in most sec
ondary dinical outcomes. Both groups

and psychiatric hospital days, as well as
significant improvements in borderfine
personality disorder symptoms, symptom
distress, depressian, anger, and interper-
sonal functioning. No significant differ-
ences across any outcomes were found
between groups.

Conclusions: results suggest that
individuals with borderline personality
disorder benefited equally from dialecti-
cal behavior therapy and a well-specified

Structured Clinical
Management

Randomized Controlled Trial of Outpatient
Mentalization-Based Treatment Versus Structured
Clinical Management for Borderline Personality Disorder

Anthony Bateman, M.A.,
F.R.C.Psych.

Peter Fonagy, Ph.D., F.BA.

: This randomized controlled
trial tested the effectiveness of

intervals, were analyzed using mixed ef-
st regressions for binary data,

(MBT) approach in an outpatient context

and mixed effects linear growth curve

(SCM) outpatient approach for treatment
of borderline personality disorder.

Method: Patients (N=134) consecutively
referred 1o a specialist personality disor-

pendent evaluators blind to treatment
allocation conducted assessments every

Results: Substantial improvements were
observed in both conditions across all

dline of both selfreported and cinically
significant problems, including suicide at-
tempts and hospitalization.

speciic psychalogical processes. brings




The evidence on effective treatment

RESEARCH REPORT

Absolute and relative outcomes of psychotherapies for eight mental
disorders: a systematic review and meta-analysis

Pim Cuijpers'?, Clara Miguel', Marketa Ciharova', Mathias D‘wﬂelﬂk' luu.Acma‘ Nino de Ponti', Ellen Driessen**,
Jessica Hamblen’ s.a.-zun.n" n.mnmnn-' Dlvl‘-hpoh o“nmvn-m'"nwnm"
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Meta-Analysis and Review the Efficacy of
Dialectical Behavior Therapy (DBT)

Patrick T. Panos', John W. Jackson?, Omar Hasan?, and Angelea Panos’
"University of Utah, Salt Lake City, UT, USA
Harvard University, Boston, MA, USA|
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symptoms in three RCTs (pooled Hedges” ,—om)

and improving patient compliance.

The British.
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Is mentalization-based therapy effective in treating
the symptoms of borderline personality disorder?
A systematic review

Katharina Sophie Vogt'* @ and Paul Norman®
'Sheffield Institute of Translational Neuroscience (SiTran), The Universi

papers.
Results. Menalization-based therapy was found to achieve either superior or equal

ment, and specialized clinical management).
Discussion. Menlization-based therapy can achieve significant reductions in BPD

O U YORTY @Taylov&rr-ncix
g eey/1010800R0DA 2021 LA b entond

REVIEW ARTICLE B omvgoem
The efficacy of schema therapy for personality disorders: a systematic review
and meta-analysis

Kaiyuan Zhang*, Xinyang Hu¥, Lijun Mac<, Qihang Xie®, Zhipeng Wang?, Chuan Fan and Xiaoming Li*

Hangtho, Zhefang, China;
*Department of Cleical Medica, First Clnical Medical Colége, Anhl Medical University, Hefel, Anhu, Chins; Research Cente fo Translational

Differences in treatment effectiveness do
exist, but most likely depend on a range of
contextual factors and not on type of
treatment method







Personality and Mental Health
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Implementation of evidence-based treatments
for borderline personality disorder: The impact
of organizational changes on treatment
outcome of mentalization-based treatment

DAWN L. BALES', REINIER TIMMAN'Z, PATRICK LUYTEN', JAN BUSSCHBACH'?,
ROEL VERHEUL' AND JOOST HUTSEBAUT’, 'Viersprong Institute for Studies on Personality
Disorders (VISPD), Halsteren, the Netherlands; *Erasmus Medical Center Rotterdam, Section of
Medical Psychology and Psychotherapy, Rotterdam, the Netherlands

ABSTRACT
“The quaicy of implementation of evidence-based ereatment programs for bovderline personaliy disorder (BPD)
in routine dlinical care i a neglected issue. The first aim of this mixed-method naturalisic seudy was t explore
the impact of organizational changes on treatment effectiveness of a day-hospital programme of mentalization.
based treament. Comsecutively referred BPD patients were divided into a pre-reorganization cohort (PRE-
REORG) and a cohort during reorganization (REORG). Psychiaric symptoms (Bricf Sympeom Inventory)
and personality functioning (Severity Indices of Personality Problems-118) before treatment and at 18- and
36-month follow-wy were compared using muldlevel modelling. Effect sizes in the PRE-REORG cohort were
approximately twice as large at 18 months (PRE-REORG: range 0.81-1.22; REORG: range 0.03-0.71)
and three times as lavge at 36 months (PRE-REORG: range 0.81-1.80; REORG: range 0.27-0.81). The
quancitative vesults of this study suggest that even when mentalization-based treatment s successfully
implemented and the structure of the programme remains intact, major orgmizational changes may have a
considerable impact on its effectiveness. Second, we aimed to explore the impact of the reorganization om
..umme a wxm!uanand team and therapist level. The qualitative results of this study indicate that the

zational changes were negatively related t adherence to the treatment model at organizational, team
o therapis el shich I s was asocked whh & dcreas i reament effecevres: The impliccions
of these findings for the implementation of effective treatments for BPD in routine clinical practice are o e
Copyright © 2017 John Wiley & Soms, Lul.
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(i com) DO 11058 36 Table 2: Success and/or failure of implementation: (relative) contribution of organizational, team and therapist factors as
Barriers and facilitators to the implementation judged by experts on a 0-5 Likert rating scale (average score and range)

of mentalization-based treatment (MBT) for
borderline personality disorder

Case A CaseB CaseC CaseD CaseE CaseF Case G Average

Success or failure (phase 1) Failure ~ Success  Failure  Failure ~ Mixed Mixed  Success
Success of implementation 4.8 (4-5) 44 (4-5) 4.8 (4-5) 4.6 3-5) 4.2(3-5) 4.4(3-5) 4.1(3-5) 449
depends on a combination

DAWN L. BALES, ROEL VERHEUL AND JOOST HUTSEBAUT, Viersprong Institute for Studies of factors at organization,
on Personality Disorders (VISPD), MBT Netherlands, The Netherlands team and (herapist level

ABSTRACT i o o Organizational factors have 4.8 (4-5) 3.8(3-5) 4.1(3-5) 4.1(3-5) 39(3-5) 4.4 (3-5) 3.6 (2-5)
sl rupomaier sl S el contributed to success/failure

Veuky. sl weicaion Sened s frapeae, B 1o xphom 6 Sendars m:& Team factors have contributed 3.9 (3-5) 4.5(4-5) 4.4 (3-5) 3.8(3-5) 4.9 (4-5) 4.0 (3-5) 3.8(3-5)
vy by study combin litative and design. Semi- to success/failure

structuredinterview data were colected from several sakeholders of each program. Narwaive reconstructions of Therapist factors have contributed 2.4 (1-4) 3.8 (3-4) 3.3 (3-4) 3.1(2-4) 3.8(3-4) 3.9(3-4) 38(34)

to success/failure

wldm and memd\ ﬁnm in daly praceice. c.,pmh. © 2017 John W'lcy & s«.\{mw ‘ 1: Strongly disagree; 2: Disagree; 3: Neither agree nor disagree; 4: Agree; 5: Strongly agree.




It's the dough, not the apples or




It's the dough, not the apples or
ears

Dialectical behavior therapy 0.34 (0.15 to 0.53) 19 (0 to 62) 5.26
— Psychodynamic approaches 0.41(0.12 to 0.69) 42 (0 to 74) 439
Efficacy of Peychotherapies for Borderi i Cognitive behavior therapy 0.24 (-0.01 to 0.49) 15 (0 to 69) 7.46
ASystematic Review and Meta-analysis _ A

Other interventions 038(-0.15t0092)  79(41t0o89) 472

Control group
0.40 (0.25 to 0.56) 22 (0to 57) 4.50 Th e d o Ug h "

Treatment as usual

Supportive therapy 0.37 (-0.36 to 1.09) 62 (0 to 87) 4.85
Ad hoc control group 0.17 (-0.17 t0 0.52) 73 (13t0 86) 10.42

Control group manualized Le a d e rS h | p

No 139 (§.25 t0 0.53) 17(0to52) 459

Yes .16 (92210055  73(26t086) 1111 EXp € rtl s€
Study team treating the control StrU ct U red pathway

group
No 142 (0. ] 6(0to48) 427
Yes ] ! 67(21to81) 9.80

Treatment developer a trial
author

No .31 (0. i’ 5(0to52)  5.75

Yes .35 (0. It 63(26t078) 5.10
Therapist supervision

Treatment developer b i 52(0to74) 485

Other 9(0to60)  6.85
Low risk of bias criteria

0-2 78 (0. ! 15(0to52)  3.76

34 011(-0.12100.35)  57(0to78) 16.13

of care




The evidence on effective treatment

Specialist treatment methods have become more complex
throughout the years, whereas most clinicians do better when
using simple methods

Day hospital versus intensive out-patient
mentalisation-based treatment for borderline
personality disorder: multicentre randomised
clinical trial

Maaike L Smits, Dine J. Feensira, Hester
‘Matths Blankers, Mrjam B. J. Soons, Jack J. M. Dekdker, 2waan Lucas,

ann,nummus.a&mm P. Laurenssen,

‘ool Verheul and Patrick Luyten REVIEWS AND OVERVIEWS

‘Background Was ot supecor to METOP on he prmry outcome messure,

ot
sorder (BP0 oy hosoal BT OMBT.OH nd mensie Ot o0 e
patient MBT (MBT-09) No i 1 yet compared thei eicacy,

A Randomized Trial of Dialectical Behavior Therapy
Versus General Psychiatric Management for Borderline
Personality Disorder

MBT0P (71 &4) The prmary OUECCme Was Sy Severty

Scorn Not Its Simplicity: Examining the Effectiveness of

eerpersonsh onconing, Qualey of e and sefnarm. Patens
Were 355450 Cvry 6 TN 0 Baselne 0 18 mores e
st roatmesn. ota were analsedusing mutsevel mooeling.

Outpatient Psychotherapy

for Borderline Personality Disorder

Randomized Trial of Schema-Focused Therapy

vs Transference-Focused Psychotherapy

Josepine GicsenBlo, MSC; Richard van Dyck, MD, PD; Phili Spinkovcn, PhD; Willem van Tilburg, MD, PhD;
Camen Dirkse, PRD; Thea van Asselt, MSC; Ismay Kreners, PhD; Marjon Nadort, MSc Amoud Atz PhD

Comtoxt: Borderline personliy disorderis a severe and

Results Dt on 44 SFT patcnts and 4 TFP puins

care Kﬂm’pv Only limited llecs of current teatments
have been documented.

Objective: To compare the effectiveness of schtrm

wereavailable.

aceristics of the groups were smilar a baseline. Sur-
vival analyses revealed a higher dropout isk for TFP
patients than for SFT patients (P=.01). Usingan intention-
to-treat approach,statsiclly and cliicaly significant

focused therapy (SFT) and based
ranserenceocusedpeychatherapy (TFP) inatentswith
borderlinepersonality dsorder,

Design: A multicenter, randomized, 2-group design.

sures after 1-, 2-, and 3-year treatment periods. Afier 3
years of treatment, survival analyses demonstrated that
significantly more SFT patients recovered (relative
risk=2.18; P=.04) or showed reliable clinical improve-
ment (selative rick =) 33 = 000) o the Roederling Per-

Shelley F. McMain, Ph.D.
Paul S, Links, M.D.
William H. Gnam, M.D.
Tim Guimond, M.D.
Robert ). Cardish, M.D.
Lorne Korman, Ph.D.

David L. Streiner, Ph.D.

Objective: The authors sought to evlu-
ate the dinical effcacy of dilectical
behavior therapy compared with gen-
eral poychatric management, incuding
a combination of psychadynamically in-
formed therapy and symptom-targeted
medicaion management derned from
specific recommendations in APA guide-
lines forborderine personality disorder.

Method: This was a singe-bind tral in
which 180 patients diagnosed with bor-
detline personalty disorder who had at
least two sicidal of nonsiidal selin:
jurious episodes inthe past 5 years were
randonly assined 10 receie 1 year of
Aisartiral habnine tharsns re asnerl

measures aher 1 year of treatment, in-
duding significant reductions in the
frequency and severity of suicidal and
nonsuicidal selfinjurious episodes and
significant improvements in most sec-
ondary dlinical outcomes. Both groups
had a reduction in general health care
uiigation, induding emergency visits
and psychiatric hospital days, as well as
significant improvements in_ borderline
personality disorder symploms, symptom
distress, depression, anger, and interper-
sonal functioning. No significant difer-
ences across any outcomes were found
between groups

Conrluciant: Thacs racic cmsect that

have typically
ic interven-
tions. In this review, the aulhor suggests that an interven-
tion's effectiveness may be determined less by the specific

Simple Generalist Treatment for Personality Disorders

Joost Hutsebaut, Ph.D.

affect when i the
intense { and i ivity experi-
enced by patients with disorders. Most i

‘would beneﬁt from a set of slmple generalist principles that

method than by therapist lture, clinical
process structure, and institutional context. The author ar-

their
dealing with clinical i i tru

guesthat
between and within methods. Whereas initial studies of a
specialized treatment may reflect the exceptional compe-
tencies of the treatment’s developers and early adopters, in
daily clinical practice, therapists with an average level of skill
may struggle with the theoretical and methodological
complexities of these treatments, which can hinder genuine
connection with patients. This interference may particularly

The Guideline-Informed Treatment for Personality Disorders
is an factors appi that summa-
rizes the core principles of effective treatment and can be
feasibly implemented by most therapists.

Am J Psychother in Advance
(doi: 10.1176/appi psychotherapy.20230042)




Alliance- /- Therapeutic: Quality- of cooperation' and- of personal,” d=.58
relationship™ emotional bond

Real relationship™ Personal- relationship - between- therapist- and-

client, characterized by the: extent to- which-

each is sincere -with the-other-and experiences-

and perceives the other as he or she-is™
Positive approach™ ‘Warm acceptance and positive approach to all-

facets: of the client's' inner world of

experiences; approaching: the client- as- an-

equal”
Agreement-on goals-and- Process of reaching agreement on- what the: d=49- (agreement);
tasks/-Cooperation” goals of treatment- are-and ‘what is-needed-to- d=.61-(collaboration)-

sliorste(iins The evidence on
Repairing ruptures: Using strategies to restore a good therapeutic:  d=. eff e Ct |V e

relationship- after a- temporary- deterioration-

affectively good bond)~ s
Expressing emotions- Helping clients express emotions (rather than- C ommon f actors

avoiding them)™

account for the largest

Expression- of emotions: Openness about the therapist's-own- feelings,

by the therapist’ for-example in relation to the effect the client- 5 h 2l t re at sl t
e effectiveness

Empathy= Feeling, understanding and putting into words-
what the client might be feeling~

Psychotherapy, 2018 (Special Issue)




The evidence summarized

Differences in efficacy are determined not so much by differences in
treatment methods, but by differences in context, practitioners,
teams, training, implementation....

All treatments become more effective when a few common factors are
secured at the institutional, clinical process, team and practitioner
levels

Capacity for effective PD treatment can be scaled up most efficiently
when regular treatment is improved following a simple set of principles
at the level of therapists, teams, clinical process and institution




The recipe for effective PD
treatment

« Provide a well-structured program
» Establish a genuine contact

« Provide strategies to work on motivation to change, emotions and
relational issues

« Create a supportive (holding, containing) context for clinicians

A method may be ‘only”’ a strategy to secure this recipe

If the method becomes too demanding, it may interfere with this
recipe




GIT-PD:

A PRINCIPLE-
DRIVEN
COMMON
FACTORS
APPROACH




GIT-PD

e What's the minimal framework needed

to deliver‘good enough’ treatment as
usual? How simple can we go?

« How can we translate, train and

implement these common principles of

effective treatments in institutions,
teams and therapists to improve the
local ‘treatment as usual?

Hutsebaut et al. Borderline Personality Disorder and Emotion Dysregulation

(2020) 7:16
https/doi.org/10.1186/540479-020-00133-7

Borderline Personality Disorder
and Emotion Dysregulation

REVIEW Open Access

Improving access to and effectiveness of
mental health care for personality
disorders: the guideline-informed treatment
for personality disorders (GIT-PD) initiative

in the Netherlands

Joost Hutsebaut'2"®, Ellen Willemsen®*, Nathan Bachrach**# and Rien Van’

Abstract

Evidence-based treatment for patients suffering from personality disorders (PDs) is only available to a limited extend
in the Netherlands. Consequently, most patients receive non-manualized, unspecialized care.

This manuscript describes the background, rationale and design of the Guideline-Informed Treatment for Personality
Disorders (GIT-PD) initiative. GIT-PD aims to provide a simple, principle-driven, ‘common-factors’ framework for the treatment
of PDs. The GIT-PD framework integrates scientific knowledge, professional expertise and patient experience to design a
good-enough practice, based on common factors. It offers a basic framework including general principles, a structured
clinical pathway, a basic professional stance, interventions focused on commeon factors, and team and organizational
strategies, based on common features of evidence-based treatments and generic competences of professionals.

The GIT-PD initiative has had a large impact on the organization of treatment for PDs in the Netherlands. For countries with
an interest in improving their health care system for PDs, it could serve as a template that requires only limited resources.

Keywords: Personality disorders, Generalist treatment, Implementation, Dissemination, Common factors

Background

Personality disorders (PDs) are a highly prevalent mental
condition world-wide, associated with lifelong social and
professional disability (1, 2], reduced life expectancy [3],
and high societal and health care costs [4]. Following a
range of studies showing effectiveness of psychotherapy
for PD patients [5], there now is a rather optimistic view
of the treatability of PDs. Several national gmdclmes rec-

d one of the evids based h

grams, such as Dialectical Behavior Therapy, Schema

*C Joost.

"Viersprang Institute for Studies on Personality Disorders, Halsteren, The
Netherlands

“Centre of Expertise on Personality Disorders, Utrecht, The Netherlands
Ful list of author information is available at the end of the anicle

Therapy and Mentalization-Based Treatment [6-8].
However, it of these guidelines in clinical
practice is cambersome and most PD patients do not re-
OEIVE psyd\otheupy [9]. This is mam.ly due to capacity
g specialist p is expen-
sive and there is a lack of suﬂiuendy trained profes-
sionals due to long training trajectories [10, 11]. Various
studies also |ndxcabe Lhat the susmmblhty of highly spe-
cialized evid both
for PD and for od\ef complex dlsordm in the mental
health services is often not guaranteed [12-14]. As a
consequence, even in a country like the Netherlands,
with relatively accessible mental health care services,
only 23% of Borderline PD (BPD) pnuems recewed some
sort of psychoth not based,

© The Author(s). 2020 Open Access This article is icensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reprockiction in any medium of format, as long s you give
approprate credit to the ornginal author(s) and the source, provide 3 ink to the Creative Commans licence, and indicate ¥
changes were made. The images o other third party materl in this anide are included in the artcle’s Creative Commans
Ticence, unless indicated otherwise in a credit fine o the material. f material is not included in the artile’s Creative Commons
licence and your intended use is not perited by statutory requlation or exceeds the permitted use, you will need to obtain
permisson directy flom the copyright holder. To view a copy of s lcence, vt it/creatvecommons org/censes/by/4/.




GIT-PD does
not have a
theory or

methodology,
but a set of
principles

These principles
can help
improve

existing care

GIT-PD
principles are
derived from

proven effective
treatments

GIT-PD triesto
keep these
principles as
simple as
possible

GIT-PD




GIT-PD Treatment Program

Thereis no single GIT-PD treatment
program

Local expertise, traditions etc can lead to
differences in implementation

GIT-PD does impose criteria on the content
and form of treatment programs




GIT-PD Treatment
Program: contents

« Content of a program should meet the target
group's problem areas

Learning to regulate negative emotions
Better control of impulses
Improving negative self-image

Better conflict resolution in arelationship




GIT-PD Treatment
Program: contents

Make sure you have treatment modules or interventions in your
program that address these problem areas

Exactly how you design those modules may vary depending on the
expertise/competencies of your team members

Skills group

Psychomotor therapy
Relaxation skills

Art therapy

Insightful individual therapy
Case management

Family counseling




GIT-PD Treatment Program: form

What makes GIT-PD GIT-PD is that all practitioners are
constantly monitoring common factors throughout all
program components

What makes GIT-PD GIT-PD is that both the organization,
the clinical process and the team help the practitioners to
do this

Within GIT-PD, the constant securing of the common
factors is the backbone of treatment




GIT'PD PrinCiples (enhanced common factors
approach)

Therapist level




GIT-PD principles at the practitioner level

Connect and build a relationship
(Empathy)
(Positive approach)
(Genuine & transparent)

Seek cooperation against problem & seek
agreement on goals and tasks

Repairing ruptures
Focus on (difficult) emotions

Promote reflection

Being open to treatment

Self-direction
Interpersonal functioning
|dentity

Self-direction




GIT-PD principles at the Team level

Help each otherin ateam Help your colleague stay focused on the common factors by asking the following
questions:

Are you being honest with this client (genuine)?

Do you still like him/her (positive approach)?

Does he/she agree with the goals and tasks in treatment? (consensus on
goals/tasks)

Are there any fractures/frictions? (repairing fractures)

Are you avoiding something (emotions)?

Are you acting too quickly or too slowly (self-reflection)?

Leverage Differences Ensure that in a team different opinions and views are brought to the table, explored
and brought together

Make policy reasoned Be aware when certain decisions regarding policy are going too fast or too slow

Practice what you preach Apply the same principles (common factors) in mutual team relationships as well




GIT-PD principles at the level of
clinical process

Treatment is described in a manual
*  Who do we treat and what are common problem areas?
*  What modules do we have for these problem areas?

Structure Treatment has structure
* Assessment-treatment phase-booster/aftercare

* Episodic treatment

Dosage Treatment has sufficient but also clearly limited dose (intensity/duration)

Goal-focused Treatment is goal-oriented and goals are evaluated (treatment plan)
Personal/Flexible Treatment is personally tailored (modular)

Context Treatment focuses on generalization and empowerment of the clientand his
context




GIT-PD principles at the
institutional level

Support The team experiences support and trust from management and feels
facilitated (training, consultation time, learning on the job,...)

Buffer The institution shields the team from internal or external disruptive
influences

Cross-fertilization / context of The institution joins the GIT-PD network
expertise

Team size/composition A team has a medium size (4-8) and balanced composition (with sufficient
experience and expertise)

embedding A team has regular treatment plan meetings, supervisions and intervisions

Quality Monitoring A team regularly monitors operation (audit, team supervision) and
treatment outcomes




GIT-PD dissemination

« 35 institutions for mental health care in the Netherlands and
Belgium

« 10005 of practitioners have been trained directly by the CoE of
through the TdT principle

« E-learning to support independency from trainers and CoE

« Recognition by Health Care Standards and by Guidelines for PDs in
the Netherlands




ONDERZOEKSARTIKEL

Een ROM-studie van de Guideline-Informed

E m e r g i n g eV i d e n C e ;’ree:atlrw]'l;;t; /::‘rtl::rsonality Disorders in vier
J. Hutsebaut, K.C.M. Kindt, L.J.H. van Dam, N. Bachrach

Achtergrond  De Guideline-Informed Treatment for PD) wordt breed in Nederland en Belgié in de
zorg voor mensen met een persoonlij ;kheldsstoom iis. Tot op heden bestond er geen evi dent ie voor de mogelijke werk-
zaamheid van dit behandelkader.

Methode  E i ie in vier instellingen op basis i itoring(ROM)-data
gekeken gebied van (BSI/0Q-45) en jkhei i (SIPP-SF)
bij 470 patiénten.

Inelk i i werden voor

8 De voor een
(d=055totd=1,05).

D voor GIT-PD ligge de lijn van die ook voor ialistis behandel
vormen voor ljkhei worden gezien in ij ij i jjke verschillen tussen
de instellingen zouden te maken kunnen hebben met de intensiteit, structuur en coherentie van het betreffende
GIT-PD-programma.

Instelling Meting
BSI-s
BSI-e
BSI-s
BSl-e
0Q-45-s
0Q-45-e
0Q-25-s

0Q-25-e
-s = startmeting; -e = eindmeting

Altrecht

de Viersprong

GGZ Oost Brabant

NPI




REPAIRING RUPTURES

Therapist level




Exercise

« Did you ever experience a clear rupture in one of your sessions? E.g.
that a patient was clearly upset by something you said or did?

« What was the experience of the patient? How did he/she feel by what
you had been doing or saying? (Your effect)

« What was your intention? Why did you say or do what you said or did?
(Your intention)




Exercise 2

« Take one of your ‘difficult’ patients in mind

« What's going on in the room making him/her ‘difficult’?

« What ‘emotions’ of ‘thoughts’ come to your mind when thinking about
this patient?

« If you could freely ‘ventilate’ to a friend or colleague about this patient,
what would you be telling them?




Exercise

« Take one of your ‘difficult’ patients in mind

« What's going on in the room making him/her ‘difficult’?

« What ‘emotions’ of ‘thoughts’ come to your mind when thinking about
this patient?

« If you could freely ‘ventilate’ to a friend or colleague about this patient,
what would you be telling them?

« How much of these thoughts and feelings are ‘on the table’ in your
sessions?




Ruptures

« We have an (unintended) impact upon patients, leading to
disruptions in the alliance

« Usually: patients feel as if the effect they experience IS also our intention

« Patients have an (unintended) impact upon us, leading to
disruptions in the alliance

« Usually: we feel an unpleasant effect that we believe will result in
ruptures if we would act upon it




Ruptures according to GIT-PD:
Why?

« Interpersonal problems

« PD patients generate interpersonal reactions they fear the most and do
not generate the reactions they need the most

« Good working relationship is emotionally close, which can
simultaneously evoke fear and insecurity

« Confrontational versus withdrawing ruptures

« Repairing ruptures adds to treatment effectiveness




Ruptures according to GIT-PD:
objectives

« Establishing an emotionally close and involved therapeutic
relationship while continually monitoring for potential ruptures

« Helping clients to manage frictions or ambivalent emotions in close
relationships

« Helping clients understand why their relationships 'outside’ are so
difficult and motivating them to practice doing something different
in these relationships




GIT-PD principles for repairing ruptures

Principle

Do not avoid ruptures

The practitioner remains
transparent and authentic,

including with regard to the

effects the client hason
him/her

Stance

| want to be honest with
you, even if it means
discussing something
painful

Always monitor the
therapist relationship

The practitioner alternates

between content' work and

'relational' work

| also always keep an eye
on whether we are still on
the same page in contact

Common factor

ALLIANCE

Actively address
ruprtures

The practitioner actively
discusses possible ruptures

| want to discuss with you
what is going on between
us

REPAIRING RUPTURES




Do not avoid ruptures: how?

STEP 1:

Ask yourself if you are being “honest” (“authenticity”) : is there something
I'm thinking or noticing that is not being talked about?

Constantly monitor if you notice anything in yourself while being in contact

STEP 2:

If you notice that you are avoiding something or that something is going on
in the contact, actively discuss it (see repairing ruptures)




Always monitor the therapist relationship: how?

STEP 1:

Constantly monitor if you notice anything in the patient while being
in contact

E.g. more withdrawn, less open, annoyed, somewhat suspicious,
agitated, sighing, ...

STEP 2:

If you notice something is going on in the contact, actively discuss it
(see repairing ruptures)




Repairing ruptures: how?

STEP 1:

Bring up something you notice; seek cooperation against the
pattern/occurrence between the client and you; express your absolute
willingness to have this solved

Let the negative emotional experience exist; give recognition
STEP 2:

Look for the trigger for this experience; possibly take your share forthe
effect on the client




Repairing ruptures: how?

STEP 3:

Explore whether you can disconnect the effect (the negative experience)
from the intention behind your behavior (why you did or said something) so
that the interpretation underlying the rupture is challenged

Optional: STEP 4:

Zoom out: how did we get into this? How come | did what | did?

(get a better understanding of how interactions develop throughout time
and if this could be of relevance for interactions outside the therapy room)




Repairing ruptures: how (simple version)?

« STEP 1: Listen (Let ventilate)

« STEP 2: Validate (own your part in the rupture)
« Step 3: Change interpretation

« Step 4: Understand in context




Relationship & repairing ruptures: pitfalls

Dare to discuss what may be going on; avoidance does not help

Take enough time to thoroughly understand what exactly the (negative)
emotional experience was that led to the breakup and what exactly the
triggers were

Take in only what feels authentic and genuine

Be honest about your intentions (why you did something), even when it
stemmed from something negative; in that case, explore what led to that
negative as well




Video Demonstration

« Part of e-learning




REPAIRING RUPTURES

Team level




Example

« Have you ever had the experience that you were struggling with a
patient, felt a bit bad about it, discussed it with colleaguesin a
team or intervision group,... and felt even worse afterwards?

« What happened? Why?




Background

« Treatment is more effective when the common factors are secured

« Therefore: if treatment isn't effective, the reason is usually that common
factors are not secured well enough

« Common factors aren’t secured well enough because therapists get caughtin
an interpersonal trap

« Clinicians can sometimes get so “sucked in” (relationally) that they are not the
most effective versions of themselves in contact with people with personality
disorders. As a result, common factors are compromised.

« A team can help the practitioner zoom out and regain focus on what is working




Objective Team

« Helping colleagues stay focused on what works in treatment

« Helping colleagues understand what is going on interpersonally
that compromises common factors




Case discussion according to
GIT-PD principles

« Is there progress/stagnation/backward progress toward the goals?

« If there is no progress:

« Motivation/collaboration: are you on the same page in terms of goals? Is
there agreement on what this requires of everyone?

« Emotions/identity: are you avoiding something? Is there an elephantin
the room?

« Breaks/relationships: is there something going on in the contact? Is it
clicking? Are you being honest? Do you like seeing him/her (still)?

« What should you include in treatment to get the process “flowing”
again?




Helping colleagues

Common factor Questions colleagues can ask in ateam meeting

Empathy Are you still in touch with how it must feel for this client?
Positive approach Do you still like him/her?

Genuineness, transparency, Are you being honest with him/her? Is what you are discussing here on
expressing emotions by the table?
practitioner

Working together against Are you working together or against/against each other?
problem What is the problem that the client wants to do something about or
that puts pressure on treatment?

Agreement on goals andtasks ~ Does he/she agree with the goals? Is there enough burden to change
anything?
Is he/she doing what can help achieve the goal?
Who works hardest in treatment?

Expressing emotions Are you avoiding something (elephant in the room)?

Repair ruptures Are you still on the same page? Do you think the client feels the same
way?




Case discussion in case of
stagnation

Starting point: what is the bottleneck/problem ?/ou are facing in this case
study? What is difficult? Where do you want help?

Context: Can the practitioner(s) tell you more about this case: registration
gnd rogrlfss so far? The goal is mainly to provide some context to the
ottleneck.

Focus on common factors:

Motivation/collaboration: are you on the same page in terms of goals? Is
there agreement on what this requires of everyone?

Emotions/identity: are you avoiding something? Is there an elephant in
the room?

Ruptures/relationships: is there something going on in the contact? Is it
clicking? Are you being honest? Do you like seeing him/her (still)?




Case discussion in case of stagnation

Focus on interpersonal trap (“what are you sucked into?”):

What do you feel/think about this case? What effect does
the client have on you? What do other (team) members
notice as they sympathize and sympathize with what the
effect might be on the practitioner involved?

What exactly is the client doing that makes you think/feel
that? Whatis in it?

What are you spontaneously inclined to do from what the
case evokes in you? How might that affect the client?

Why would the client do it this way?

I feel or

want

\a

Making me
even
feel/want
more...

something

2 )

Making you
actina .
certain way

&

And
therefore
actina
certain way

Which has

an impact

on how you
feel




Case discussion in case of
stagnation

Feedback to bottleneck:

Is there a connection between this interaction and the bottleneck?
Is there a connection between this interaction and the sign-off problems?

Policy: What could you do?

« What remains unaddressed? What is the “elephant in the room”?
What needs to be on the table to re-establish an authentic
relationship?

What is there no consensus on? What is the client not doing that
he/she should be doing, leaving too much responsibility for treatment
on the practitioner?

« Whatis goingon in the contact? What rifts remain under the table?




Video demonstration: case
discussion in a team

« Sanne, suicidal and self-harming young woman

« Previous treatment review revealed stagnating treatment

« This review elaborates more on the ‘interpersonal trap’

« Roles:
e Chair
 Therapist
e« Team member
e Process monitor




Patient doesn’t
take any
responsibility and
doesn't
experience any
agency

Therapist works
hard to avoid
shared feeling of
hopelessness

Patient feels
completely
powerless and if
she connects with
that feeling, life
has no point

Patient needs
therapist to stay
alive and keep
some hope,
urging her to
solve things

Therapist feels
totally
responsible, put
under pressure




Patient feels
completely
powerless and if
she connects with
that feeling, life
hasno point

Patient doesn’t
take any
responsibility and
doesn’t experience
any agency

Therapist works
hard to avoid
shared feeling of
hopelessness

Patient needs
therapist to stay
alive and keep
some hope

Therapist feels
totally responsible

Interpersonal trap
interferes with Common
factors

Tasks/goals: Therapist
takes on responsibility
instead of patient

Emotions: Therapist
avoids elephantin the
room

Rupture: Therapist
becomes less
transparant, avoiding
ruptures that could lead
to suicide




Patient feels
completely
powerless and if
she connects with
that feeling, life
hasno point

Patient doesn’t
take any
responsibility and
doesn’t experience
any agency

Therapist works
hard to avoid
shared feeling of
hopelessness

Patient needs
therapist to stay
alive and keep
some hope

Therapist feels
totally responsible

I

Interpersonal trap ‘feeds
core symptoms

Symptoms characterized
by loss of control (self-
harm etc)

Social isolation
(peers/parents feeling
too burdened by her
‘dropping’ her
powerlessness)




Exercise

Make groups of g

« Team member 1 bringsin a case ﬁ? case that you get stuck in, that

stagnates, that gets under your skin,...)

« Team member 2 questions team member 1 on the problem and checks the
common factors (see next slides)

« Team member 3 questions team member 1 on the interpersonal trap (see
next slides)

« Team member 4 summarizes the interpersonal trap and links it to the
bottleneck

« Team member 5 is the process monitor: is everyone doing his/her task? If
not: help get back to the task at hand




Exercise

« Team member 2: Starting point: what is the bottleneck/problem
you are facing in this case? What is running into dn‘ﬂculty7 What
would you like help with? If necessary, ask for a little more context
to the case.

« Team member 2: Focus on common factors:

« Motivation/collaboration: Are you on the same page in terms of goals? Is
there agreement on what this requires of everyone?

« Emotions/identity: Are you avoiding something? Is there an elephantin
the room?

« Breaks/relationships: is there something going on in the contact? Is it
clicking? Are you being honest? Do you like seeing him/her (still)?




| feel or
want
something

]
Making me And
even therefore
X e r C I S e feel/want actina
ore...

certain way

Making you Wh.mh IEB
A an impact
actina

« Team member 3: Focus on interpersonal trap:

feel

« What do you feel/think about this case? What effect does the
client/young person/parent(s) have on you? What do other (team)
members notice as they sympathize and sympathize with what the
effect might be on the practitioner involved?

« What exactly is the client/young person/parent(s) doing that makes you
think/feel that way? What is in it?

« What are you spontaneously inclined to do from what the case evokes in
you? How might that affect the client/young person/parent(s)?

« From where would the client/young person/parent(s) do it this way?




Exercise

Team member 4:
- Summarize the interpersonal trap

- How does it relate to the bottleneck in treatment?

- How does it relate to core referral problems of this patient?




Resuming treatment

Emotions: What remains unaddressed? What is the “elephant in
the room”? What needs to be on the table to re-establish an
authentic relationship?

Consensus on goals and tasks: What is there no consensus on?
What is the client not doing that he/she should be doing, leaving
too much responsibility for treatment on the practitioner?

Alliance: What is going on in the contact? What rupture remains
under the surface?




Contact

« J.Hutsebaut@tilburguniversity.edu

» Joost.Hutsebaut@deviersprong.nl
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