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Stalled Progress

• 24-ye ar-o ld man with M ajo r De pre ssion

• Live d with pare nts; no  me aningful and sustaine d 
e mployme nt

• Trie d various trials  o f anti-de pre ssants; minimal gains

• Re fe rre d fo r d iagnost ic  c larificat ion & tre atme nt p lanning



Forming an Alliance

• M e e ting whe re  he  is  (c larifie d  his goals): “I want to  ge t  unstuck”

• Examine d whe re  he  fe e ls stuck – and mappe d it  out

• Studie d de ve lopme ntal and family histo ry



What is a Multi -Re fle ct ive  Le ns?



Multiple Lenses

• Comple te d ge ne tic  te st ing to  conside r alte rnative  me dicat ions

• M e t with hospital chaplain to  discuss purpose  and value s

• O bse rve d withdrawn & passive  be havio r in group & milie u

• M e t with music  the rapist ; ide ntifie d music  to  e xpre ss d ile mmas





Expanded Understanding

• Clarifie d  histo ry o f de ve lopme ntal wounds re late d  to  
b laming se lf fo r pare nts ' d ivorce , and pe rfe ct ionist ic  
te nde ncy to  judge  minor faults  as failure s

• Brought in family to  d iscuss and proce ss d ivorce



"I'm Stuck" became "I Froze"

• Re frame d se lf-narrat ive  to  include  a more  compassionate  
unde rstanding, re cognizing that  his avo idance  o f risk 
taking was a  strate gy to  avo id  facing fe ar – o ld  fe ars

• Be gan pract ic ing se lf-compassion and be came  more  ope n 
to  o the rs ' compassion as we ll



Vicious Circles

• N ot a failure  o f individual c linic ian inte llige nce

• Endle ss loops o f frustrat ion o fte n re fle ct  t re atme nt siloe s

• Limite d t ime , limite d  insight  into  a  pe rson's  who le  life



A Core Problem

We  ofte n tre at  comple xity with mode ls built  fo r simplic ity…

Eve n though many pe ople  pre se nt  with comorbidit ie s



THE DILEMMA OF 
CO M O RBIDITY



What is Comorbidity?

• The  associat ion o f two  dist inct  d ise ase s in the  same  
individual at  a  rate  highe r than e xpe cte d by chance *

• The  coe xiste nce  o f 2 o r more  chronic  condit ions**

(Bonavita & De Simone  N e uro l Sci 2008; 29: Suppl 1: S99-102)*

(Salive Epide mio l Re v 2013; 35: 75-83; J ohnston e t  al. Eur J  Pub He alth 2019; 29: 182-
189)**



The Complexity of Comorbidity

• Ele vate d pre vale nce  rate s o f psychiatric  comorbidity with o the r 
psychiatric  and me dical illne sse s sugge sts share d risk (ge ne t ic  and 
e pige ne t ic  facto rs), share d/ ove rlapping ne urobio logic me chanisms, 
with unidire ct ional o r b id ire ct ional causat ion

• Lit t le  data on pre dict ive  outcome  whe n addre sse d compre he nsive ly, 
i.e ., “load” o f comorbidity has no t  be e n we ll-studie d longitudinally 

J ohnston e t  al Eur J  Pub He alth 2019;29: 182-189



Illnesses with Highest Rates 
of Comorbidity

• M ood Disorde rs

• Hype rte nsion

• Diabe te s M e llitus (I and II)

• Athe roscle ro tic  he art  d ise ase

• Asthma

• O ste oarthrit is
Xu e t  al. Aging Re s Re v 2017;37:53-68



Comorbidity is N ot N oise ... 
It  is  the Central Issue

More diagnoses → gre ate r se ve rity o f illne ss burde n

• 3+  diagnose s → high se ve rity

• Comorbidity =  mult ip licat ive  e ffe ct  - share d vulne rabilit ie s



National Comorbidity Survey
• 12-month pre vale nce , se ve rity & comorbidity - DSM -IV anxie ty, mood, impulse -

contro l, & substance  diso rde rs (N = 9282)

• 12-month pre vale nce  o f any diso rde r 26.2%; 14.0% classifie d  as se rious; 55% had 
only one  diagnosis

• Se ve rity o f illne ss st rongly corre late d  with comorbidity: 9.6% single  d iagnosis; 
25.5% with 2; 49.9% with >3 diagnoses classified as “serious” or “severe”

• Bipolar disorder had highest rate of “serious” (82.9%) and among the highest rates 
of comorbidity with: agoraphobia, social phobia, ADHD, GAD, PTSD, OCD, SUD

Kessler et al Arch Gen Psychiatry 2005;62:617 -627





Personality Disorders
• Pe rsonality d iso rde rs fre que nt ly coe xist  with psycho t ic , affe ct ive , and anxie ty 

d iso rde rs 

• Comorbid  pe rsonality d iso rde rs re sult  in significant ly gre ate r functional 
impairme nt  than do  individual d iso rde rs (e .g ., Ge ne ralize d Anxie ty Disorde r)

• Comorbid  pe rsonality d iso rde rs are  associate d  with:
- poore r prognosis o f mood diso rde rs
- highe r rate s o f re lapse  and chronicity
- poore r t re atme nt re sponse
- poor tre atme nt adhe re nce
- incre ase d risk o f suicidal be havio r

Pe re a-Gonzále z M I, De  la  Ve ga D, Sanz-Góme z S, Gine r L. Pe rsonality Disorde rs and Suicide . A Syste matic  Re vie w of Psychological Autopsy Studie s. Curr 
Psychiatry Re p. 2025 J an;27(1):10-30. do i: 10.1007/ s11920-024-01572-7. Epub 2024 De c 12. PM ID: 39666247.



THE CHALLENGES OF 
ADDRESSIN G 
CO M O RBIITY



Systemic Challenges

• Fragme ntat ion o f Care  (whe n a single  d iagnosis focus)

• Part ial o r incomple te  d iagnose s

• Conflic t ing tre atme nts (no t  inte grate d  o r prio rit ize d)

• Patie nt  confusion/ stalle d  progre ss



Patient Experience

• As comple xity incre ase s, so  doe s the  risk o f t re atme nt 
non-re sponse .

• Patie nts can e xpe rie nce  fragme ntat ion o f care  as no t  
be ing ade quate ly unde rstood o r t re ate d . Some time s, the y 
conside r the mse lve s "tre atme nt re sistant ."

• Syste m limitat ions can unde rmine  hope  and age ncy.



THE HOPE FOUND IN 
A TEAM



Growing Our Reach

• A proce ss that  be gins with and e xte nds be yond one  
clinic ian (psychiatrist , the rapist , inte rnal me dicine  docto r, 
social worke r, nurse , chaplain, re c  the rapist) can introduce  
a se rie s o f e xpone ntially the rape utic  e ngage me nts.

• The se  e ngage me nts can addre ss the  "what" (what  
symptoms a pe rson is  e xpe rie ncing) as we ll as addre ss the  
"how" (how we  re late  to  c lie nts & patie nts).
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THE MENTALIZING 
STAN CE



A Meeting of Minds

The patient has to find themselves in the mind of the 
clinician and, equally, the clinician has to understand 

themselves in the mind of the patient if the two together 
are to develop a mentalizing process.

(Bateman & Fonagy, 2006)



The Mentalizing Stance 

“A non-judgme ntal, ope n-minde d at t itude  o f 
curiosity  and inquisitiveness about mental states 

in oneself and in others.”
                Fonagy & Allen, 2012



Patients: Learning from Experience
• Through me ntalizing, c linic ians de monstrate  that  the  world 

is safe to  engage with, to learn from  and communicate 
with. This is often a much bigger and potentially even 
more important lesson  than the content of communication 
alone.

• This f elt security helps a person relax normal  vigilance 
and, significant to individuals with histories of trauma and 
related adversity, relax  states of hypervigilance over time .



The Relational Difference
• 73% be lie ve  that  “the most valuable aspect of meeting with a 

clinician is sharing your thoughts and feelings without feeling 
judged or ashamed ”

• 73% of people who have had a therapeutic experience believe that 
“talking to someone who is not judgmental ” and “ feeling understood 
and heard by someone who cares ” are the top benefits of the 
relationship



Getting to the Root With A Caring Person
People are interested in getting to the root of their difficulties
• 68% believe that “ the main goal of treatment is to better understand 

yourself and the root of your issues ”

People understand treatment takes time & is an investment
• 70% believe that “ emotional and psychological problems inherently 

take time to understand and resolve "

Delboy , S., & Michaels, L. L. (2026). The Therapy World Has Changed: Where Are 
We Now? Psychoanalytic Inquiry , 46(1), 61– 75.



Time & Curiosity Catalyzes Clarity

• Clarity e me rge s through so rt ing out  unce rtaint ie s

• Clarity e me rge s through curious, conve rsat ional d ialogue

• Incre me ntal unde rstanding builds across a  te am



Understanding & Containing

• Be ing he lpful be gins with unde rstanding

• Be ing unde rstood he lps contain  distress ("You get it!")

• Containment allows people to draw expanded and clearer 
meanings from their lived emotional experiences    
     

Bion, W.R. (1984). Transformations. Karnac  Books.
Winnicott, D. W. (1965). The Maturational Processes and the Facilitating 
Environment: Studies in the Theory of Emotional Development 64:1 -11



A Transformed Perspective

• “I am an anxious pe rson” be come s “I am ofte n so  anxious 
be cause  I fe lt  so  te rrifie d  as a  child  –  I was afraid  o f be ing 
le ft , I was afraid  o f be ing se ve re ly punishe d fo r any misde e d, 
and I was afraid  I was fundame ntally unworthy o f love .”

• Change s to  our se nse  o f se lf and ide ntity are  made  possible  
through e ngage me nts that  he lp  us e xamine  ourse lve s 
diffe re ntly –  e xpe rie nce s that  are  frame d within the  whole  o f 
our live s.



THE HUMAN CORE of
ASSESSM EN T



Being Seen Is Being Treated

• Tre atme nt, which provide s re lie f from suffe ring, be gins 
with be ing se e n, no tice d, re cognize d, and unde rstood

• This include s incre asingly e motionally int imate  and 
vulne rable  unde rstanding (Latin –  Intimus  –  intimate; and 
Vulnus  –  capable of being wounded)

• Mentalizing is core pathway to building trust and safety



From a Croak to A Tune

• 22-ye ar-o ld  woman, with a  froggy vo ice  (sounde d like  a  
croak), who  bare ly spoke

• “I have  no  friggin' ide a o f what  to  do  with my life ”

• Playe d saxophone  (private ly) –  invite d  he r to  bring in



Integrated Understanding & Approach

• Scale d back me dicat ions to  le sse n side  e ffe cts
• Te sting docume nte d e xtrao rdinary visual-spatial capacit ie s
• Fathe r d ie d; mom ill; o fte n le ft  a lone  & lone some
• Came  alive  with music  - brought  saxophone  to  se ssions

She felt it better to “croak” than to be 
heard and risk not being noticed at all



“It is a joy to be hidden. 
It is a disaster not to be found.” 

Donald Winnicott (1971). Playing & Reality.  

Tavistock Publications.



Time, Team & Milieu –  A Po te nt  Trio

• Te am-base d e ngage me nt, ove r t ime , allows fo r a  more  
comple te  unde rstanding –  a mult i-pe rspe ctive  se rie s o f 
re fle ct ions

• A milie u –  24/ 7, c linicians, pe e rs - is  a  microcosm of life

• M ore  comple te  unde rstanding re duce s me dicat ion cascade s, 
he lps targe t  and prio rit ize  inte rve ntions, and re duce s the  
burde n o f chronicity



The Difference Clarity Makes

• Patie nts se e k unde rstanding, no t  just  se rvice s

• Be ing unde rstood foste rs t rust

• Trust  advance s tre atme nt outcome s and he aling



PRACTICAL 
APPLICATIO N



Practice Changes - Clinic ians

• Re main curious –  ask, “What doe sn’t  fit  ye t?”

• Slow down pre mature  d iagnosis

• Use  te am input  e arly and fre que ntly



Families & Consumers of Services

• If you can, take  the  t ime  to  ge t  to  the  roo ts o f challe nge s

• Re me mbe r build ing trust  matte rs –  safe ty first

• Be  wary o f so lut ions that  ove rsimplify your comple xity



The Work of Healing Begins 
at  Diagnosis

“The  first  and most  important  task o f any he ale r is  making the  right  
d iagnosis. Without  an accurate  d iagnosis, subse que nt  t re atme nt  has lit t le  
e ffe ct . O r, to  say it  be t te r, diagnosis  is the beginning of treatment.

…when we take the word diagnosis in its most original and profound 
meaning of “knowing through and through” (gnosis = knowledge; dia  = 
through and through), we can see that the first and most important aspect of 
all healing is an interested effort to know the patients fully, in all their joys 
and pains, pleasures and sorrows, ups and downs, highs and lows, which 
have given shape and form to their life and have led them through the years 
to their present situation.”
   

   Menninger, K.A. (1963). The Vital Balance: The Life Process in Mental Health and Illness. MacMillan
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THANK YOU!



Feedback Survey

Thank you fo r 
coming! 

We ’d appre ciate  
your fe e dback.
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