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BACKGROUND 
OF GIT-PD



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)



BIG 4-
HYPE



Scalability of Evidence-based 
treatment



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



Also…cumbersome 
implementation

• Differences between 
institutions

• Most teams are poorly 
trained in these 
methods

Van den Bosch & Sinnaeve, 2015



6 sessions… or 4 
years

Bi-weekly … or full 
inpatient

Provided by nurses … 
or fully licensed 
psychotherapists



Poor sustainability

About half of (DBT) 
programs stop within the 
first 5-8 years



The outcome: huge 
differences across 
the Netherlands

• Strong local differences
• Average treatment duration 

varies from 24 to 128 days

• Cost price varies from € 3.500 to 
13.000 / patient

• % inpatient treatment varies 
from 8 to 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)

• 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



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



Relational Clinical Care Good Psychiatric Management Structured Clinical 
Management

Effective generalist treatments



MBT: Cohen’s d between 

.50 and 2

DBT: Hedges’ g between 

.18 and 1.41

ST: Hedges’ g between .23 

and 1.65

The evidence on effective treatment

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







It’s the dough, not the apples or 
pears



It’s the dough, not the apples or 
pears

The dough: 

Leadership
Expertise
Structured pathway 
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



The evidence on 
effective 

treatment

Common factors 
account for the largest 

share in treatment 
effectiveness

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

• 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’? 



GIT-PD

GIT-PD does 
not have a 
theory or 

methodology, 
but a set of 
principles

GIT-PD 
principles are 
derived from 

proven effective 
treatments

These principles 
can help 
improve 

existing care

GIT-PD tries to 
keep these 

principles as 
simple as 
possible



GIT-PD Treatment Program

There is 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 a relationship

• .....



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)

Institutional level

Level of clinical process / 
treatment pathway

Team level

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

Identity

Self-direction



GIT-PD principles at the Team level

Principle Meaning

Help each other in a team 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

Principle Meaning

Manual 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 client and his 
context



GIT-PD principles at the 
institutional level

Principle Meaning

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 
expertise

The institution joins the GIT-PD network

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

• 1000s 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 



Emerging evidence



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 What? Stance Common factor

Do not avoid ruptures The practitioner remains 
transparent and authentic, 
including with regard to the 
effects the client has on 
him/her

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

Always monitor the 
therapist relationship

The practitioner alternates 
between content' work and 
'relational' work

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

Actively address 
ruprtures

The practitioner actively 
discusses possible ruptures

I 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 for the 
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 I did what I 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 colleagues in 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 caught in 
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 elephant in 
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 a team 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, 
expressing emotions by 
practitioner

Are you being honest with him/her? Is what you are discussing here on 
the table?

Working together against 
problem

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

Agreement on goals and tasks 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 you 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 
and progress so far? The goal is mainly to provide some context to the 
bottleneck. 

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? What is 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? 



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?

• What is going on 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: 
• Chair

• Therapist

• Team member

• Process monitor



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

Therapist works 
hard to avoid 

shared feeling of 
hopelessness

Patient doesn’t 
take any 

responsibility and 
doesn’t 

experience any 
agency



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

Therapist  feels 
totally responsible

Therapist  works 
hard to avoid 

shared feeling of 
hopelessness

Patient doesn’t  
take any 

responsibi lity and 
doesn’t  experience 

any agency

Interpersonal trap 
interferes with Common 
factors

Tasks/goals: Therapist 
takes on responsibility 
instead of patient

Emotions: Therapist 
avoids elephant in 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 
has no point

Patient needs 
therapist  to stay 

alive and keep 
some hope

Therapist  feels 
totally responsible

Therapist  works 
hard to avoid 

shared feeling of 
hopelessness

Patient doesn’t  
take any 

responsibi lity and 
doesn’t  experience 

any agency

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 5

• Team member 1 brings in a case (a 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 difficulty? 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 elephant in 
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)?  



Exercise

• Team member 3: Focus on interpersonal trap: 

• 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

mailto:J.Hutsebaut@tilburguniversity.edu
mailto:J.Hutsebaut@tilburguniversity.edu
mailto:Joost.Hutsebaut@deviersprong.nl
mailto:Joost.Hutsebaut@deviersprong.nl
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