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It always starts with patients…

3

Mister X, 26
• Referred for diagnostic evaluation for BPD
• Medical history:

• BPD (reason for referral)
• ADHD (diagnosed at a specialized center)
• Adult ASD without ID (diagnosed at a specialized center)
• BD (diagnosed at a specialized center)
• Cannabis and alcohol use disorder
• Bulimia nervosa
• Complex PTSD (severe childhood trauma)
• Intimate partner violence
• DID (recently diagnosed in a private clinic)

• Living situation: In an open relationship, no children. Lives with his girlfriend and 
another boyfriend in an apartment. Not working. Dropped out of high school due to 
mental health issues

• Medication: XEROQUEL 600mg, TERCIAN 100mg, TEMESTA 2.5mg

4
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Clinical picture

• Multiple emotional outbursts throughout the day
• Self-harming and, at times, aggressive behaviors
• Multiple substance and food-related issues (substances and food)
• Anger outbursts
• Recurrent dissociative and paranoid symptoms

• Major interpersonal difficulties
• Hypersensitivity to rejection and fear of abandonment
• Difficulties with social cognition

• Post-traumatic symptoms, including hypervigilance and, at times, 
significant flashbacks

5

How to treat?

• ASD Specialist: “ASD must be first”
• BD Specialist: “BD must be stabilized first”
• EMDR Therapist: “We must start by stabilizing the flashbacks”
• Referring Physician: “Above all, BPD must be treated first”…
…

• Patient: “I don’t understand any of this”

6
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Let’s slow down a bit…

7

Personality disorders

• Personality disorders (PDs) are among the most frequent and disabling 
psychiatric disorders. 
• Among these disorders, the most studied is borderline personality 

disorder (BPD), which affects approximately 1.6% of the general 
population
• Treatment is psychotherapeutic (GPM!)
• New development in PD research emphasize that PD should be 

considered dimensionally 
• Level of Personality Functioning (~BPD): identity, self-determination, empathy, 

intimacy
• Pathological personality traits

Blay et al., 2026 ; Gunderson et al., 2018 ; Sharp & Wall, 2021
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Emotion dysregulation

• Among the core psychopathological dimensions of BPD, emotion 
dysregulation (ED) constitutes a key mechanism. 
• In classification, ED has long been mostly accounted in the BPD criteria, 

and thus mostly viewed through this lens
• At least 4/9 criteria: self-harm & suicide, affective lability, impulsive behaviors, 

anger…
• … Even though we now know that it is a transdiagnostic construct, also 

found
• Other PDs: NPD, OCPD, ASPD
• NDDs : ADHD, ASD
• (c)PTSD
• BD

Glenn & Klonsky, 2009 ; Blay et al., 2024, 2026 ; Carmassi et al., 2022 ; Sloan et al., 2017

9

The problem

• Consequently, the presence of ED frequently leads to the attribution of 
a BPD diagnosis, even when the clinical profile is rooted in other 
psychopathological dynamics.
• Hard to distinguish between BPD, other disorders, and true comorbid pictures...

• Potential important consequences
• Impaired therapeutic relationship due to lack of epistemic correspondence
• Missing key issues may lead to treatment drop-out/resistance (e.g., ASD, PN)
• Delays in prescribing medication and/or failure to prescribe medication (e.g., 

ADHD, BD)

Blay et al., 2023; Blay et al., 2024; Campbell et al., 2009; Richter et al., 2023; Bemmouna et al., 2022

10
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The need for a dimensional approach

• New dimensional approaches
• HiTOP (and its super-spectrum of emotional dysfunction)
• ICD-11 & AMPD

• Great models… but with little implementation in clinical practice
• The categorical approach remains the most widely used
• In this context, there is a need for a simple, accessible, trans-

diagnostic and dimensional approach of ED for patients fulfilling 
BPD criteria, to pragmatically solve this important question

Blay et al., 2024, 2026

11

The place of GPM

• Initially developed for BPD, GPM conceptualizes personality disorders 
and its comorbidities as characterized by typical emotional and 
interpersonal triggers/dilemmas
• Loss of relational dependance and fear of abandonment (for BPD)
• Loss of ideal self-image and threat to self-esteem (for NPD)
• Loss of control (for OCPD)
• Loss of ideal body image and weight (for comorbid ED)
• Loss of control over trauma cues (for comorbid PTSD)

• Such approach, if adapted to the more specific dimension of ED and 
extended to other disorders, would provide a clinical framework 
directly compatible with a transdiagnostic understanding of this 
complex psychopathological dimension

12
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The last three years in a nutshell

• Development of a dimensional, trans-diagnostic trigger-based 
approach of ED
• Development of a GPM adaptation directly integrating this trigger-

based approach, to treat patients fulfilling the criteria for BPD.
• Naturalistic evaluation of the usefulness of this adaptation in real-

world outpatients

13

Our model (further described on Wednesday!)

14
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Evaluation (1)

15

Evaluation (2)

16
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Treatment

17

GPM-extended

18
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General presentation
• GPM-extended builds on the foundational principles of GPM for BPD
• Diagnostic process focuses on BPD criteria and integrates 

dimensional AMPD tools (for personality functioning)
• This process is enhanced using the three main GPM dilemmas 

developed at that time to assess how one’s personality may 
dysfunction. 
• The assessment of the presence/absence and relevance of each 

dilemma for each patient relies on both clinical and psychometric 
investigation
• Once the main dilemmas are identified, both the clinician and the 

patient work on a clear prioritization of the treatment targets, with the 
most impacting dilemmas being the first one to focus on.

19

Treatment content
• The content remains the same… but GPM-extended tailors 

psychoeducation and case management to each patient’s specificities. 

20
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The EPSYLIA study

21

Outcomes

• Primary: change in overall intensity of ED, as assessed by the 
DERS total score, between before and after 1 year of treatment. 
• Secondary: change between before and after 1 year of treatment 

on
• Emotion dysregulation subdimensions severity, using DERS sub-scores
• Interviewer-rated BPD symptoms, using the ZAN-BPD total score 
• Self-rated BPD symptoms, using the BSL-23 mean score
• Emotion dysregulation related behaviors, including anger outbursts, 

affective dysregulation, self-harming/suicidal behaviors, and self-
damaging impulsive behaviors, using ZAN-BPD’s items 1, 2, 7 and 8 
scores.

22
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Methods
• Data from the larger EPSYLIA study (NCT06913738) were used for the 

present analyses.
• Inclusion criteria : 

• 1°) being >18 years old
• 2°) having a diagnosis of BPD made using the SCID-II
• 3°) having signed an informed consent
• 4°) being affiliated with or beneficiary of the French social security system. 

• Scale used in the present analyses
• SCID-II, ZAN-BPD, BSL-23, DERS

• Analyses: 
• On complete cases only.
• Paired Student t tests (or Wilcoxon tests), effect sizes.

23

Results (1)
• 33 patients diagnosed with BPD were 

included in the study (mean age = 
27.85 (SD = 7.33) years, 69.7% 
female).
• 2 drop out, 5 finishers that did not 

undergo the final evaluation
• 26 patients underwent final 

psychometric evaluation, with only 25 
fulfilling DERS and BSL

• With 25 pairs, we had 80% statistical 
power to detect a medium-sized 
effect (d = 0.58) on the total DERS 
score in a two-tailed paired t-test at a 
significance level of 5%,

24
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Results (2)

• Regarding treatment delivered, 3 therapists were involved
• Therapist 1 = 21 (63.84%)
• Therapist 2 = 9 (27.27%)
• Therapist 3 = 3 (9.09%)

• Alongside individual therapy
• 31 patients underwent the BPD-focused psychoeducation group (93.94%)
• 14 underwent the narcissism-focused psychoeducation group (42.42%)
• Only one 1 underwent the OCPD-focused psychoeducation group (3.03%), 

the lack of participation was mostly due to organizational reasons
• 26 patients underwent the DBT-skills training group (78.79%)

25

Results (3)
• Significant decrease in overall ED severity 

with a strong effect size, and with an intensity 
going from severe to mild 
• At the subscale level, only lack of emotional 

awareness did not decrease significantly
• Regarding borderline symptom severity, we 

observed a significant decrease in the BSL 
mean score and ZAN-BPD total score, with 
strong effect sizes, going from high to 
moderate intensity (BSL) and from moderate 
to mild intensity (ZAN-BPD). 
• At the item level, significant decreases were 

observed for anger, affective dysregulation, 
suicidal behaviors and/or non-suicidal self-injury 
and self-damaging impulsive behaviors, with 
small-to-medium effect sizes. 

• Finally, at the diagnostic level, 10/26 patients 
did not fulfill the BPD diagnosis anymore after 
treatment (38.46%).

26
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What can we say?

27

Summary of results

• These preliminary results suggested that, despite important 
methodological limitations, a dimensional trigger-based GPM (GPM-
extended) was feasible in routine outpatient care and can lead to 
clinically meaningful improvements of ED and BPD symptoms
• Furthermore, they offer preliminary support for the use of GPM as a 

foundational framework for a modular approach to the treatment of 
personality disorders. 
• GPM was not only used as a generalist treatment but also as an overarching 

clinical framework that structures the integration of additional therapeutic 
components according to patients’ predominant personality profile. 

• But many, many limitations to take into account…

28
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Towards a stress-sensitive GPM general
conceptualization?
• While the notion of triggers provides a descriptive and clinically useful 

framework for ED conceptualization and treatment, we believe that it 
can also be used more broadly in the specific context of PDs. 
• In these disorders, triggers can be understood as situations in which 

the mechanisms that ordinarily support self-regulation are 
compromised or temporarily lost.
• This interpretation introduces a stress-sensitive dimension to the trigger-based 

model, not as an initial assumption, but as a second-order explanatory 
framework. 

• Put in other words, in PD patients, triggers do not actually provoke 
emotional reactions. Rather, they signal a loss or threat to the 
structures that ordinarily support self-regulation. 
• ED may thus emerge when these individuals are no longer able to rely on their 

usual strategies to regulate their identity, emotions, and sense of agency.

29
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Thank you for your attention.

Martin.blay5@gmail.com

Martin Blay, MD, MSc

Psychiatrist-psychotherapist

Head of the Personality Disorder Unit 
EPSYLIA, Lyon, France

PhD candidate in clinical research at Paris 
Saclay University

31
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GPM-AUD
Lois W. Choi-Kain MD Med, McLean Hospital & Harvard Medical School

Treating alcohol use and personality disorder simultaneously

McLean Gunderson
Personality Disorders Institute

1

GPM CONGRESS STOCKHOLM 2026

CONFLICTS OF INTEREST

▸ Royalties from sale of GPM books co-edited by myself 
and Hilary Smith Connery MD PhD

McLean Gunderson
Personality Disorders Institute
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60%46%

(50-63.7%; n=1581)(28-69%; n=761)

Concurrent Lifetime

Trull et al., BPDED 2018

Prevalence of BPD & Alcohol Use Disorders

McLean Gunderson
Personality Disorders Institute

3

1
IMPULSIVITY

Even in controlling for 
impulsivity and 

negative affectivity, 
those with BPD have 

greater alcohol related 
problems

2
NEGATIVE AFFECTIVITY

Those with BPD who 
use alcohol have a 

higher rate of variability 
in emotional states 
than BPD without 

alcohol use

3
SENSATION SEEKING

BPD may elevate the 
rate of consumption to 
maximize the rewarding 

positive affects and 
minimize stressful 

negative ones

Jahng et al., 2011; Kaufman et al., 2019; Trull et al., 2018
Carpenter et al., Psychopharmacology, 2017

Shared and Distinct Risk for Alcohol Use in BPD

McLean Gunderson
Personality Disorders Institute

4
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GPM-BPD&AUD

BPD WORSENS SEVERITY AND COURSE OF AUD

▸ BPD predicts:

▸ Earlier onset of drinking

▸ Psychological problems related to drinking

▸ Lifetime severity of alcohol dependence 

▸ BPD  and ASPD uniquely predicted a majority of 
alcohol symptoms and course variables, even 
controlling for co-morbidities and gender

▸ Increased rate of new onsets AUD in remitted 
and non-remitted BPD compared to OPD

Morgenstern et al., (1997) J Abnorm Psychol, Walter et al., (2009) Addiction 
McLean Gunderson
Personality Disorders Institute

5

AUD WORSENS BPD

‣ LIMITED TREATMENT RESPONSE (RYLE & 
GOLYNKA, 2000)

‣ HIGHER DROPOUTS FROM TREATMENT 
(ALONG WITH OTHER AXIS I DISORDERS) 
WNUK ET AL., (2013)

‣ GREATER FUNCTIONAL PROBLEMS 
(UNEMPLOYMENT, LIMITED SCHOOL 
ACHIEVEMENT) THAN BPD WITHOUT AUD 
(MILLER ET AL., 1993)

McLean Gunderson
Personality Disorders Institute

6
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TRANSACTIONS BETWEEN BPD & ALCOHOL USE

BPD TRAITS IN 
ADOLESCENCE 

PREDICT FUTURE 
ALCOHOL 

PROBLEMS

INCREASE 
ALCOHOL USE 
EXACERBATES 

BPD SYMPTOMS

CIRCULAR EFFECTS INCREMENTALLY INCREASES POOR PROGNOSIS & OUTCOMES

McLean Gunderson
Personality Disorders Institute

Stepp, Trull, & Sher, JPD (2005); Walter et al., Addiction (2009); Lazarus et al., J Abnorm Child Psychol (2017)

BPD TRAITS 
PREDICT GREATER 
RATE OF ONSET OF 
AUD & RELAPSES

7

Edwards et al., AJP 2020;  Borges et al., Psychol Med 2016; Sinclair & O’Neill, 2020

Alcohol Use Escalates Risk for Suicide 
A major modifiable risk factor across psychiatric disorders

1

High Risk for Suicide
HR of 128 for women and 28
for men in predicting death
by suicide in 5 years of follow
up in large Swedish sample

3

Responds to treatment

Naltrexone is a safe and effective
treatment that can be combined
with behavioral approaches that
neither requires abstinence and
targets priming responses.

2

Dose dependent risk

Acute alcohol use associate with
OR of 6.97 for likelihood of
suicide attempt. Even low level
use OR 2.71 and high level use
37.2

McLean Gunderson
Personality Disorders Institute

8
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SIMULTANEOUS TREATMENT 
DESPITE PREVALENCE AND EFFECTIVE TREATMENTS THERE ARE NO GENERALLY ACCEPTED

McLean Gunderson
Personality Disorders Institute

9

GPM-BPD&AUD

FEW RCTS ON BPD & SUD/AUD
▸Dialectial behavioral therapy (DBT)

▸ Linehan et al., 1999 (n= 12/15): DBT>TAU days 
abstinent

▸Van den Bosch et al., 2002 (n=27/31): DBT=TAU 
alcohol outcomes. DBT>TAU BPD related outcomes

▸Harned et al., 2008 (n=52/49): DBT> TBCE more 
alcohol free days, full or partial remission from SUD

▸3 Dual-focused Schema Therapy=> no difference from 
treatment as usual, not recommended

McLean Gunderson
Personality Disorders Institute

Lee et al., (2015) Drug and Alcohol Rev 

10
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10-SESSION GPM FOR CO-OCCURRING SUD

99 patients with 
BPD

51 with BPD x 
SUD

▸In both BPD and BPD+SUD groups:

▸↓ general symptoms
▸↓ BPD symptoms*

▸↑ therapeutic alliance*
*significantly more so in BPD+SUD group

Penzenstadler et al., 2018

BRIEF GPM SEEMS TO BE EFFECTIVE FOR BPD INDEPENDENTLY FROM THE PRESENCE OF AN SUD

McLean Gunderson
Personality Disorders Institute

20% with AUD 21% 
AUD+SUD

11

10-SESSION GPM FOR CO-OCCURRING SUD

Penzenstadler et al., 2018McLean Gunderson
Personality Disorders Institute

12
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GPM-AUD
1
2
3
4
5

6
7
8
9

10

Intro: Prevalence, Prognosis,
Course, & Existing Treatments

DDP Integration with GPM

Overall Principles: 
Interpersonal Hypersensitivity

Making the Diagnosis & 
Psychoeducation

Setting the Framework

Managing Suicidality & 
Self-Harm

Pharmacotherapy & 
Comorbidity

Multimodal Treatments:
Expanding Social Networks

Levels of Care

Putting It Altogether in 
Real World Settings

McLean Gunderson
Personality Disorders Institute

13

https://capture.dropbox.com/4ys9EpubopfAZ70C

FUNDAMENTAL 
PRINCIPLES FROM 
DDP BASIC TO GOOD 
CARE IN RECOVERY

McLean Gunderson
Personality Disorders Institute

14
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Clear boundaries, roles, and expectations

A “target” on the therapist- encourage disagreement

Support for autonomous decision making

Normalization of ambivalence towards the treatment and clinician

Agreed-upon goals and tasks

McLean Gunderson
Personality Disorders Institute

Strategies to balance attachment needs & autonomy

15

GPM-AUD MEDICATION MGT
OVERARCHING PRINCIPLE:

McLean Gunderson
Personality Disorders Institute

INDIVIDUALS’ PHYSIOLOGY IS THE SAME, 
BUT THE STRATEGIC, INTENTIONAL, EMPATHIC CONTEXT WITHIN 

WHICH MEDICATIONS ARE USED CAN SUPPORT BOTH SAFETY AND 
THE BROADER GOALS OF GPM

16
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GPM-AUD MEDICATION MGT
1
2
3
4

5
6
7
8

Treat AUD and BPD simultaneously

Set framework with medical 
and 12-step model

Safety as a top priority

Keep patients in treatment 

Encourage autonomy:
Medications work if you take them

Prescribe medications 
by standards of care

Negotiate for 
behavioral change

Avoid polypharmacy

McLean Gunderson
Personality Disorders Institute

17

Glutamate

GABA

From: ASAM Clinical Practice Guideline on Alcohol Withdrawal Management, 2020: https://www.asam.org/quality-care/clinical-
guidelines/alcohol-withdrawal-management-guideline

McLean Gunderson
Personality Disorders Institute

18
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MEDICATIONS FOR ALCOHOL USE DISORDER (MAUD)

•Disulfiram*

Fear

•Acamprosate*
•Gabapentin
•Topiramate

Stabilize PAW

•Naltrexone*
•Nalmefene

Decrease Reward

* FDA Approved for AUD 
treatment

19

MEDICATIONS FOR ALCOHOL USE DISORDER (MAUD)

Sleep
• Trazodone
• Melatonin
• Gabapentin

Anxiety
• Buspirone*
• Hydroxyzine*
• Gabapentin

Depression • SSRIs/SNRIs*

Other 
SUD?

• (OUD) 
Buprenorphine*

• (OUD) 
Methadone*

• (OUD) Naltrexone*

Adjunctive 
Medications

* FDA Approved for 
treatment of condition listed

20
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NOVEL PHARMACOLOGICAL INTERVENTIONS FOR AUD

Psilocybin

GLP1-RA

Novel 
Pharmacological 

Interventions

21

PSYCHEDELICS (BOGENSCHUTZ, 2022)

• Participants treated with psilocybin reported higher levels of 
abstinence than those receiving diphenhydramine.

• Participants treated with psilocybin reported less heavy 
drinking days (M = 9.71) than those receiving 
diphenhydramine (M = 23.57).

Reduced Alcohol Use

• Participants showed moderate to large reductions in alcohol 
related problems, even at the last follow up, 32 weeks later.

Reduced Alcohol Misuse

• There were no serious adverse effects of psilocybin 
administration.

Adverse effects

Bogenschutz et al., 2022 JAMA

22
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GLP-1 (HENDERSHOT, 2025)
• There was a significant effect of medication on the amount of 

alcohol consumed in the laboratory self- administration task
• There was no group effect of either delay to drink or total 

abstinence.

In Lab Alcohol Use

• Weekly outcomes showed a similar effect with less drinks on 
drinking days over time, but no effects on the number of 
drinking days.

• Semaglutide significantly reduced weekly craving of alcohol 
and cigarettes.

Weekly Alcohol Use

• No serious adverse events were reported..

Adverse effects

Hendershot et al., 2025 JAMA

24
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PRIORITIZE CO-
OCCURRING DISORDER 

WHEN

PRIORITIZE BPD WHEN

CONSIDERATION
COMORBIDITY 
PRECLUDES 

INVOLVEMENT OR ACTIVE 
LEARNING

NEURODIVERSITY
SUBSTANCE USE DISORDER, 

ANOREXIA, MANIA, 
PSYCHOSIS

STABILIZE BPD BEFORE 
ADDRESSING  

COMORBIDITY TO

COMORBIDITY IS UNLIKELY 
TO REMIT OR LIKELIER TO 
RECUR UNLESS BPD IS IN 

REMISSION

DEPRESSION, ANXIETY, 
SOCIAL PHOBIA, NON-MANIC 
BIPOLAR DISORDER (I OR II), 

BULIMIA

INCREASE PATIENT’S 
ABILITY TO TOLERATE 
EXPOSURE THERAPY

PANIC DISORDER,        
PTSD, OCD

EXAMPLES

ADDRESS CO-OCCURRING DISORDERS

26
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THANKS TO TEAM GPM-AUD

Handbook Editors

McLean Gunderson
Personality Disorders Institute

Chapter Authors

Lois Choi-Kain, MD, MEd
Hillary Connery, MD, PhD

Marcelo Brañas, MD
Stephen Conway, MD
Marcos Croci, MD
Jeffrey DeVido, MD
Carl Fleisher, MD
Robin Gay, PhD
Robert Gregory, MD
Julia Jurist

Rocco Ianucci, MD
Grace Murray, BA
Edward Patzelt, PhD
Daniel Price, MD
Kimberly Siscoe, MD
Erik Ydrefelt, PhD
Sam Mermin
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Susanna Krus - Specialist Nurse

Klara Schultz - Psychologist

Isabel Jadbäck - Specialist Psychologist

Implementing at a SUD clinic

1

Addiction Clinic, Malmö

• ~ 700 patients

• Multiple sub-teams

• Complex clinical presentations

• Common diagnoses: BPD, ASPD, ADHD, PTSD

2
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Comorbidity SUD - BPD

Important to recognize!

More severe symptoms

Reduced quality of life

Increased risk of death

3

Why GPM?
• Structured framework is necessary.

• Multiprofessional collaboration.

• Local guidelines – offer GPM as a first-line 
intervention following diagnosis.

• An intervention that all staff at the clinic can 
provide.

• There are knowledge gaps regarding effective 
treatment for BPD and SUD.

SBU. Treatment and social support interventions for co-occurring substance use and other 
psychiatric disorders: A systematic review of interventions, health economics and 
ethics. Stockholm: Swedish Agency for Health Technology Assessment and Assessment of Social 
Services (SBU); 2025. Available from: https://www.sbu.se/372

4

https://www.sbu.se/372
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Why GPM?

GPM had been evaluated on 
a small scale in patients 
with BPD and SUD.

5

GPM-team

Jonas Berge
Senior Consultant, 
Associate Professor

Stina Ingves
Specialist Nurse

Klara Schultz
Psychologist

Emma Larsson
Social Worker

Susanna Krus
Specialist Nurse

Isabel Jadbäck
Specialist Psychologist

Education

Team

External supervision 

6
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Treatment Process

Diagnostic 
assessment Introduction

Individual 
treatment

Evaluation

Terminate?

Refer?
 (DBT,MBT)

Group therapy
(maximum 18 

months)

7

Treatment Process

  Diagnostic assessment

 

• Stability

• Joint assessment

• Cognitive ability

8
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Treatment Process

Introduction

 

9

Treatment Process

  Individual treatment

• Goal

• Crisis plan

• Individual Placement and Support (IPS)

• Brief admission

• Treatment of comorbid conditions (PTSD)

10
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Treatment Process

Group therapy

• Group rules

• Composition

• Theme

11

Results 

Change in BSL-23 scores from pre- to follow-
up (n = 11)

Mean duration of treatment at follow-up = 12 
months.

Significant reduction in symptoms (p = .041)
Medium-to-large effect size (d ≈ 0.71)

Most participants improve but have significant 
symptoms at follow up

12
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Interview 

What is GPM?

“GPM is for people with similar difficulties, 
and the idea is to help each other by 
sharing experiences.”

“It’s hard to describe, but you should feel 
less alone. You get support from others 
with the same diagnosis and from 
facilitators.”

13

Interview 

What symptoms troubled you before 
starting treatment?

“My separation anxiety was the worst; I almost 
became obsessed with others.”

“Problems in relationships, unstable emotions and 
mood swings…”

“I had a lot of problems with anger directed 
outward. Strong emotions that were hard to 
control. I couldn’t put words to my feelings or 
connect them to my reactions.”

14
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Interview 

Is there anything you can do today that you 
couldn’t before treatment?

“I can communicate better with people around 
me about how I am feeling.”

“Setting boundaries – standing up for myself.”

“I have become better at avoiding situations 
that can easily lead to relapse.”

15

Interview

How much has the treatment helped you overall?

“Very much. I am a completely different person 
today. GPM motivates me to stay sober.”

“Hard to see change during treatment, but I can see 
it now in hindsight. I’m more tolerant toward 
myself… something has changed, even if I can’t say 
exactly what.”

“My friends have noticed a positive difference—not 
just that I stopped using drugs.”

16



2026

9

Interview 

Did you experience any disadvantages of the 
treatment?

“It didn’t feel like it was for me and it was hard to 
catch up on everything I missed at work”

“It’s a bit difficult that the group meetings are in 
the afternoon—I end up waiting all morning.”

17

Key Lessons

Challenges

Intake to the GPM team has been adjusted over 
time - patients need to be relatively stable and 
motivated. 

Difficult to evaluate the intervention as a whole 
and to discharge patients considered fully 
treated.

18
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Key Lessons

Advantages

susanna.krus@skane.se
klara.schultz@skane.se
isabel.jadback@skane.se

Team-based work with a challenging patient 
group.

The method has a name and is time-limited.

Patients feel validated when difficulties beyond 
substance use are acknowledged.

19

mailto:susanna.krus@skane.se
mailto:klara.schultz@skane.se
mailto:isabel.jadback@skane.se
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Borderline Personality 
Disorder Collaborative
GPM Complex: implementation of a systems approach to the treatment of BPD

Laura Cooke-O’connor | Advanced Clinician Coordinator
Cathy McLeod Everitt | Service Development Manager

1

South Australia

Subtitle

Heading

• dot points 
• dot points

Population: 2m
Area 983, 482km²

BPD pop est:
17,700 – 70,800

BPD Co: 12.5
Clinical FTE

2



2026

2

Stepped Model of Care

Heading

• dot points 
• dot points

Subtitle

Stepped Care Model

Brief 
intervention

Intermediate 
interventions

Intensive 
Interventions
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Hub and Spoke 
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• dot points
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Implementation Process
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Tailored to 
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environment 

Team 
Engagement 

Training

Supervision 
& mentoring

Evaluation 
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GPM training

Subtitle
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GPM Training Evaluation 

GPM and GPM-A training 2021-2026: 461 participants

GPM Complex training 2024: 74 participants
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Complexity

•3 or more comorbid psychiatric diagnoses

•Frequent acute service utilisation

•Presenting with high risk

•Requiring support from multiple systems (Mental Health, 

Acute hospital/ED, First Responders, NDIS)

8
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GPM – COMPLEX CARE PRINCIPLES

9

Connected
Controlling-caregiving

Safety-seeking

Threatened
Controlling-punitive
Stress- Fight or flight

Alone
Unanchored from reality 

Despair
Worthless, hopeless

Suicidal, lost

Real or perceived threat 
to self or relationship with 
other

Withdrawal of others

Unilateral intervention by 
others to rescue, confront, 

or contain (interventions, 
hospitalizations, police) McLean Gunderson

Personality Disorders Institute

GPM’s Interpersonal 
Hypersensitivity 

(IHS) Model
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GPM: Therapeutic approach

• Education is essential – especially for the social safety network

• Non-specific factors are central – reliability, listening, concern

• Relational issues are central – attachment, trust

• Situational changes can be essential – advise, assist

• Pragmatism – every patient is different; forego theory if it isn’t 

working; if not now, wait

11

Case Study

12
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Background
Name: Lenora

Details: 16 yo female

Background: Complex developmental trauma, disrupted 
attachment. Removed from parents as a child, placed in care 
with grandparents, then returned to live with mother age 14yo. 
Removed from mother’s care by Child Protection Services, 
placed in residential care with multiple placement changes and 
breakdowns. 

Maladaptive care seeking behaviour, frequent presentations to 
Hospital following self harm and presenting with physical issues 
to elicit admission, some complaints fictitious. 

13

Symptoms: emotional dysregulation, 
auditory/visual hallucinations, suicidal/homicidal 
ideation, severe self-harm ingestion of glass, razor 
blades, self starvation.

Diagnosis : BPD, C-PTSD, FND, ADHD, ID.

Services involved: Department of Child Protection, 
Residential Care, CAMHS Guardianship team, 
Children's Hospital ED, Adolescent inpatient ward, 
RAH surgical team, RAH consultation/liaison team, 
SAAS, SAPOL, Education, NDIS 

14
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Initial meeting with DCP 
Executive and CAMHS 

Psychiatrist followed by 
meeting with Residential 

Care and staff 
management

Meeting with Minister 
for Child Protection 

and Chief Executive of 
Child Protection.

Meeting with Director 
of Residential Care to 
understand problems 

staff are facing.

Development of 
training to be 

provided to DCP 
staff and 

residential care 
incorporating 

GPM-A framework 
/family Guidelines.

Delivery of training and reflective practice 
sessions post training to DCP/Residential care 

staff.

BPD Co receive referral 
from DCP for Clinical Lead 

to review current 
management of patient due 

to high risk and systems 
overload

15

Training the residential care team
• Introducing the ICM as a framework to help increase 

understanding

• Exploring how to lean in, to be active and not reactive, to get 
them more organised, responsive, predictable, consistent and 
reliable

• Using the principles in the family guidelines to:

o Providing care not treatment
o Keeping things cool and calm
o Change is difficult and fraught with fears – go slowly with 

setting goals
o Being realistic about expectations
o Not getting defensive in the face of accusations and 

criticisms 
o Listening to negative feelings
o Paying attention to self destructive acts
o Acting in concert with one another 

16
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Feedback from staff after training and reflective practice sessions 
introducing GPM framework;

They acknowledge they were not responding to Lenora 
but to the system needs/demands. That the high 
number of staff/services involved was more about how 
many people it takes for staff to feel safe. 

They tell you they have reduced the care team and 
have noticed there is less interpersonal noise in the 
house. 

They are focusing on spending time with Lenora, 
instead of filling in forms about her, taking the time to 
lean in and have noticed their tolerance for risk has 
increased. That there is a focus on consistent 
behaviour from staff.  

17

You meet with the CAMHS clinician to 
provide GPM-A coaching until they can 
attend training and supervision:

• They let you know the GPM-A 
approach is helping them manage 
their own anxiety from the daily emails 
coming in from multiple services, 
which cause them to step out of their 
lane.  

• They are focusing on their job of 
maintaining a therapeutic alliance with 
Lenora and instilling hope and 
encouraging agency

18
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Build relationships with 
clinicians working in 

metro/regional youth 
mental health services

Promotion of GPM-A 
Handbook and Training.

Meet with CAMHS Exec 
promote value of GPM -A. 
Approval for clinicians to 

attend training and GPM-A 
supervision

Delivery of GPM-A 
training to CAMHS 

clinicians.

Delivery of 
supervision/coaching 
sessions post training.

Adolescent clinicians 
working in metro/regional 

MHS attend GPM-A 
Complex Workshop with 

Lois Choi-Kain 2024.

Development of GPM-A Network, meets monthly.

GPM-A Supervision with Lois Choi Kain 2025 with clinicians 
working with  diversity of presentations. 
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Initial meeting with DCP 
Executive and CAMHS 

Psychiatrist followed by 
meeting with Residential 

Care and staff 
management

Meeting with Minister 
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and Chief Executive of 
Child Protection.
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of Residential Care to 
understand problems 

staff are facing.
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training to be 

provided to DCP 
staff and 

residential care 
incorporating 

GPM-A framework 
/family Guidelines.

Delivery of training and reflective practice 
sessions post training to DCP/Residential care 

staff.

Build relationships with 
clinicians working in 

metro/regional youth 
mental health services

Promotion of GPM-A 
Handbook and Training.

Meet with CAMHS Exec 
promote value of GPM -A. 
Approval for clinicians to 

attend training and GPM-A 
supervision

Delivery of GPM-A 
training to CAMHS 

clinicians.

Delivery of 
supervision/coaching 
sessions post training.

Adolescent clinicians 
working in metro/regional 

MHS attend GPM-A 
Complex Workshop with 

Lois Choi-Kain 2024.

Development of GPM-A Network, meets monthly.

GPM-A Supervision with Lois Choi Kain 2025 with clinicians 
working with  diversity of presentations. 

BPD Co receive referral 
from DCP for Clinical Lead 

to review current 
management of patient due 

to high risk and systems 
overload

20



2026

11

Reflective practice session to the residential care team and 
supervision to CAMHS clinicians.
Feedback from staff attending the reflective practice highlights how they feel:

• They have been on a BPD learning journey together
• They are being more of a detective about what is going on for the young 

person 
• They have a greater understanding of connection rather than attention
• Senior staff have been modelling leaning in to new staff 
• They are staying in their lane 
• Getting back to basics and keeping it simple 
• Communication is improving, providing consistent messaging as a team 

and initiating restorative conversations when things have cooled down  
• Less punitive in approach
• Learning how to hold risk that it is all helping with the next young person 

they will be working with 

21

GPM framework for BPD Co Team

Organising framework

• Shared language

• Scaffolding and integration of diverse specialist 

therapies

• Clarity of roles and responsibilities

• Realistic expectations

• Helps manage countertransference

•Maintaining limits

22
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THANK YOU

HEALTH.BPDSERVICE@SA.GOV.AU

GUNDERSONPDI@PARTNERS.ORG

McLean Gunderson
Personality Disorders Institute

23

END of presentation 
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