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Abstract 

Background  Yearly, almost six percent, which is more than 1,000.000 people, in the Netherlands receive mental 
health treatment, which usually improves their quality of life. Concurrently, mental healthcare professionals recognize 
clinically refractory cases in which improvement fails to occur, with severe ongoing burdens for patients. The Dutch 
Centre for Consultation and Expertise (CCE) is available to support such refractory cases. The Dutch government’s 
(financial) facilitation of consultation through the CCE is unique in the world. CCE consultations provide therefore 
unique insight into and an overview of refractory cases in mental health services. The objective of this study was to 
gain insight into the commonalities underlying the reasons for CCE consultations and the solutions proposed that 
play roles in (the reduction of ) refractory cases for which consultation has been requested.

Methods  This descriptive study was conducted with quantitative and qualitative data from 472 CCE consultations 
in the Netherlands. Using descriptive statistics and thematic content analysis, four exemplary situations were distilled 
from the qualitative data.

Results  Most (83%) cases in the sample could be explained with four exemplary situations involving self-harm 
(24.2%), aggression (21.8%), self-neglect (24.4%), and socially unacceptable behavior (12.5%), respectively. Each 
situation could be characterized by a specific interaction pattern that unintentionally maintained or aggravated the 
situation. At the time of closure of the consultation applicants’ questions had been answered and their situations had 
improved in 60.4% of cases.

Conclusions  This study offers an overview of approaches that provided new perspectives for patients and profes-
sionals in many refractory cases in the Dutch mental health services.
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Background
Mental health services (MHS) usually contribute to 
patients’ recovery and quality of life improvement [1]. 
However, practice guidelines do not provide solutions 
when patients’ improvement is insufficient [2–4]. Sev-
eral authors have described preconditions and models 
for (mental health) consultation in such situations [5, 6], 
but research on the results of such consultation is limited 
and mental healthcare consultation content has not been 
evaluated systematically.

The Dutch government established a Centre for Con-
sultation and Expertise (CCE) in 1989 to provide sup-
port for exceptionally challenging clinical situations 
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involving patients dependent on long-term professional 
care. The CCE is positioned uniquely in the healthcare 
system; it provides free-of-charge services supplemen-
tary to standard health services and is funded directly 
by the Ministry of Health. Individuals requiring long-
term care whose quality of life is at risk of being seri-
ously compromised, or their caregivers or next of kin, 
can apply to the CCE for “exceptional care”. The CCE 
works with independent experts and provides cus-
tomized advice and support. The CCE’s view is that 
challenging behavior is not a patient factor per se, but 
should always be seen in terms of interaction with the 
patients’ physical and social contexts [3, 7]. The main 
focus is on understanding the refractory situation from 
multiple perspectives and searching for dysfunctional 
patterns in the patient–​​healthcare team–next-of-kin 
triad. CCE experts can advise on additional or miss-
ing diagnostics, but do not conduct these examinations 
themselves.

The CCE was initially focused on the intellectual dis-
ability sector, but since 2008 its scope has broadened 
to include MHS and services for troubled youth and 
older adults. The CCE is consulted about 1500 times 
annually, including about 300 MHS consultations.

To our knowledge, this national center providing 
consultation for refractory cases in the MHS is unique 
in the world. Thus, an analysis of CCE consultations 
may provide valuable insight into the situations in 
which MHS are unable to provide adequate care and 
consultation is sought. Moreover, the CCE initiative 
in the Netherlands may represent a way to adequately 
address these situations in healthcare services, and 
thus may provide inspiration for other national health-
care systems. In this retrospective file study, we exam-
ined mental health–related CCE consultations to 
address the following research questions:

–	 What situations lead to CCE consultation, reflect-
ing the inability of standard MHS to provide ade-
quate treatment?

–	 What patient and context variables underlie these 
situations?

–	 What possible solutions does the CCE propose in 
these situations?

The overall aim was to gain insight into the com-
monalities underlying the reasons for mental health-
related CCE consultations and the solutions proposed 
that play roles in (the reduction of ) refractory cases for 
which consultation has been requested.

Methods
Sample
The CCE uses a client tracking system (CTS) in which 
files on all consultations are kept. We included men-
tal healthcare–related CCE consultations requested 
for patients aged 18–65 years between 1 January 2016 
and 1 July 2019 in this study. We excluded requests for 
which no consultation was initiated after initial assess-
ment due to relocation, patient death, non-consent, 
lack of applicant response despite repeated contact or 
improper request. Finally, we included 472 files for this 
study.

Data collection
For this retrospective study, we used quantitative vari-
ables generated automatically and anonymously from 
the CTS, including demographic, process, context, and 
patient variables (see Table  1). In addition, the CTS 
contains qualitative summaries written at the time of 
file closure, each with a description of 1) the reason 
for consultation, 2) CCE experts’ explanation of the 
problem, 3) the proposed solutions, and 4) results. The 
responsible coordinator of each case file wrote these 
summaries. We extracted the verbatim data from these 
open text fields.

Data analysis
We calculated descriptive statistics for the quantitative 
data on situations for which consultation was requested. 
Using thematic content analysis [8], we distilled exem-
plary situations from the qualitative data. In an explor-
atory analysis (BS), open coding was applied to the 
data to identify categories in’reasons for consultation’. 
Subsequently, the analysis focused to the identifica-
tion of recurring themes in the CCE experts’ problem 
explanations and proposed solutions, as well as com-
mon threads in the described consultation results (BS). 
In this process the original categories were merged, 
based on the analysis of the problem explanations. If 
the ‘request for consultation’ categories overlapped, the 
problem explanation determined the definitive category. 
The coding and categories were reviewed with the co-
authors (RM, BK, and DR). Two groups of five internal 
and six external experts then reviewed the categories 
in more detail, leading to revision of the descriptions 
(by BS and DR). In a final peer debriefing step with 
co-authors (BS, RM, and BK), we definitively defined 
the exemplary situations. We used triangulation of the 
quantitative and qualitative findings to further validate 
the exemplary situations.
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Table 1  Overview of patient characteristicsa

Characteristic Total Self-harm Aggression Self-neglect Socially 
unacceptable 
behavior

Other

n (%) 472 (100) 114 (24.2) 103 (21.8) 115 (24.4) 59 (12.5) 81 (17.2)

Sex [n (%)]

  Male 262 (55.5) 18 (15.8) 78 (75.7) 92 (80) 32 (54.2) 42 (51.9)

  Female 207 (43.9) 95 (83.3) 24 (23.3) 22 (19.1) 27 (45.8) 39 (48.1)

  Missing 3 (0.6)

Age [years; mean ± SD 
(range)]

35.8 ± 12.93 (19–64) 30.7 ± 11.1 (19–58) 37.1 ± 12.4 (19–64) 38.8 ± 12.7 (19–64) 37.9 ± 13.4 (19–64) 35.4 ± 13.4 (19–63)

Duration of consulta-
tion process (months; 
mean ± SD)

10.2 ± 6.6 10.0 ± 6.7 9.4 ± 6.4 10.9 ± 6.7 11.2 ± 7.2 9.1 ± 5.6

Applicant [n (%)]

  Patient 36 (7.6) 16 (14.0) 0 (0.0) 9 (7.8) 1 (1.7) 10 (12.3)

  Patient representative 62 (13.1) 14 (12.3) 6 (5.8) 24 (20.9) 1 (1.7) 17 (21.0)

  Healthcare provider 338 (71.6) 76 (66.7) 93 (90.3) 77 (67.0) 51 (86.4) 41 (50.6)

  Other 42 (7.9) 6 (5.3) 4 (3.9) 5 (4.3) 5 (8.5) 12 (14.8)

  Missing 4 (0.8)

Reason for request [n (%)]

  Inability to provide 
adequate care

323 (68.4) 87 (76.3) 76 (73.8) 85 (73.9) 39 (66.1) 36 (44.4)

  Lack of proper care 
provision

120 (25.4) 18 (15.8) 23 (22.3) 26 (22.6) 19 (32.2) 34 (42.0)

  Stagnating dialogue 22 (4.7) 5 (4.4) 3 (2.9) 4 (3.5) 1 (1.7) 9 (11.1)

  Missing 7 (1.5)

Reason for closure [n (%)]

  Issue resolved 285 (60.4) 60 (52.6) 58 (56.3) 85 (73.9) 41 (69.5) 41 (50.6)

  Discontinued by 
healthcare provider

51 (10.8) 14 (12.3) 13 (12.6) 6 (5.2) 5 (8.5) 13 (16.0)

  Discontinued by CCE 31 (6.6) 7 (6.1) 6 (5.8) 5 (4.3) 2 (3.4) 11 (13.6)

  Relocation 48 (10.2) 10 (8.8) 15 (14.6) 11 (9.6) 6 (10.2) 6 (7.4)

  Patient death 12 (2.5) 9 (7.9) 0 (0.0) 1 (0.9) 1 (1,7) 1 (1,2)

  Waiting for follow-up 45 (9.5) 14 (12.3) 11 (10.7) 7 (6.1) 4 (6.8) 9 (11.1)

Legal status [n (%)]

  Voluntary 153 (32.4) 46 (40.4) 18 (17.5) 42 (36.5) 15 (25.4) 32 (39.5)

  Taken into custodyb 18 (3.8) 6 (5.3) 6 (5.8) 3 (2.6) 2 (3.4) 1 (1.2)

  Judicial authorizationb 121 (25.6) 26 (22.8) 37 (35.9) 30 (26.1) 21 (35.6) 7 (8.6)

  Placed under legal 
restraintc

2 (0.4) 0 (0.0) 2 (1.9) 0 (0.0) 0 (0.0) 0 (0.0)

  Other 35 (7.4) 5 (4.3) 11 (10.6) 9 (7.8) 6 (10.2) 4 (4.9)

  Missing 143 (30.3)

Restrictive measures 
[n (%)]

79 (16.7) 16 (14.0) 41 (39.8) 8 (7.0) 5 (8.5) 9 (11.1)

Setting [n (%)]

  Inpatient 149 (31.6) 37 (32.4) 53 (51.5) 32 (27.8) 17 (28.8) 10 (12.3)

  Forensic inpatient 41 (8.7) 7 (6.1) 20 (19.4) 7 (6.1) 6 (10.2) 1 (1.2)

  Outpatient 179 (38.0) 41 (35.9) 15 (14.6) 61 (53.0) 24 (40.7) 38 (46.9)

  Other 33 (7.0) 11 (9.6) 6 (5.8) 7 (6.1) 3 (5.1) 6 (7.4)

  Unknown 70 (14.8)

Cognitive level [n (%)]

  Normal (> 85) 235 (49.8) 72 (63.2) 46 (44.7) 71 (61.7) 11 (18.6) 35 (43.2)
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Results
Quantitative findings
The original sample comprised 535 files; application 
of the exclusion criteria led to the exclusion of 63 con-
sultations. Reasons for exclusion were 20% relocation, 
5% deaths, 8% non-consent, 44% lack of response and 
22% improper request, respectively. Thus, 472 con-
sultations concerning 462 individuals were included. 
Reasons for consultations were: general inability to 
provide adequate care (68,4%), lack of appropriate 

healthcare provision (25.4%) and conflict between the 
parties involved (4.7%). Applicants’ questions had been 
answered and the situations had improved at the time 
of closure in 60.4% of cases (Table 1).

Qualitative findings
Initially, 16 categories of refractory situation were iden-
tified. Ultimately, the analytical process yielded four 
exemplary situations of refractoriness that typified the 
inability to provide adequate care, leading to consultation 

Table 1  (continued)

Characteristic Total Self-harm Aggression Self-neglect Socially 
unacceptable 
behavior

Other

  Borderline intellectual 
functioning (70–84)

69 (14.6) 10 (8.8) 16 (15.5) 11 (9.6) 22 (37.2) 10 (12.3)

  Mild intellectual dis-
ability (50–69)

40 (8.5) 6 (5.3) 12 (11.7) 8 (7.0) 11 (18.6) 3 (3.7)

  Severe intellectual 
disability (< 34–49)

8 (1.7) 0 (0.0) 2 (1.9) 2 (1.8) 1 (1.7) 3 (3.7)

  Missing 140 (29.7)

Problem behavior [n (%)]

  Aggressive behavior 160 (33.9) 21 (18.4) 69 (67.0) 37 (32.2) 23 (39.0) 10 (12.3)

  Problematic verbal 
behavior

101 (21.4) 15 (13.2) 38 (36.9) 27 (23.5) 11 (18.6) 11 (18.6)

  Self-harm 75 (15.9) 52 (46.5) 6 (5.8) 5 (4.3) 5 (8.5) 6 (7.4)

  Sexually transgressive 
behavior

38 (8.0) 5 (4.4) 14 (3.6) 4 (3.5) 10 (16.9) 5 (6.2)

  Oppositional behavior 86 (18.2) 17 (14.9) 30 (29.1) 18 (15.7) 12 (20.3) 9 (11.1)

  Extremely passive 
behavior

69 (14.6) 13 (11.4) 7 (6.8) 32 (27.8) 7 (11.9) 10 (12.3)

  Extremely active 
behavior

10 (2.1) 0 (0.0) 4 (3.9) 1 (0.9) 4 (6.8) 1 (1.2)

  Destructive behavior 84 (17.8) 19 (16.7) 28 (27.2) 14 (12.2) 14 (23.7) 9 (11.1)

  Suicidal behavior 49 (10.4) 15 (13.2) 13 (12.3) 9 (7.8) 8 (13.6) 4 (4.9)

  Other 58 (12.3) 11 (9.6) 5 (4.9) 20 (17.4) 12 (20.3) 10 (12.3)

Psychiatric problems at start of consultation [n (%)]

  Addiction 81 (17.2) 9 (7.9) 25 (24.3) 24 (20.9) 19 (32.2) 4 (4.9)

  Psychotic spectrum 
disorder

165 (35.0) 9 (7.9) 64 (62.1) 53 (46.1) 23 (39.0) 16 (19.6)

  Personality disorder 119 (25.2) 55 (48.2) 18 (17.5) 14 (12.2) 18 (30.5) 14 (17.3)

  Autism Spectrum 
Disorder

167 (35.4) 35 (30.7) 36 (35.0) 58 (50.4) 10 (16.9) 28 (34.6)

  Mood disorder 93 (19.7) 43 (37.7) 9 (8.7) 19 (16.5) 12 (20.3) 10 (12.3)

  Attachment problems 35 (7.4) 15 (13.2) 6 (5,8) 4 (3,5) 5 (8.5) 5 (6.2)

  Eating disorder 46 (9.7) 32 (28.1) 1 (1.0) 5 (4,3) 3 (5.1) 5 (6.2)

  Anxiety disorder 60 (12.7) 21 (18.4) 4 (3,9) 17 (14.8) 6 (10.2) 12 (14.8)

  ADHDd 22 (4.7) 6 (5.3) 5 (4.9) 5 (4.3) 2 (3.4) 4 (4.9)

  Other 19 (4.0)
a Data are derived from the CCE’s client tracking system
b Under the Dutch Mental Health Act
c Under the Dutch Forensic Health Act
d Attention Deficit Hyperactivity Disorder
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requests. Together, these situations accounted for 82.8% 
of all consultations. The remaining 17.2% of situations, 
covered by the residual category, involved specific symp-
tomatologies (e.g., conversion disorder, medically unex-
plained physical symptoms, Korsakov syndrome, and 
early dementia symptoms). The four exemplary situa-
tions centered on self-harm, aggression, self-neglect, and 
socially unacceptable behavior.

Self‑harm
In this situation patients damaged themselves, and treat-
ment teams lost their positivity toward them. Most 
patients in this situation were young women with aver-
age cognitive function with extreme and prolonged (self-)
destructive behavior included self-harm, suicidal behav-
ior, and/or severe underweight. According to their treat-
ment teams, these patients had high estimated risk of 
death, and therapies had yielded no or insufficient results. 
The teams and family members had become demoral-
ized, exhausted and felt powerless by the situation. Thus, 
they often could not approach the patients in a neutral 
or positive way, which aggravated the patients’ problems. 
At the start of consultation, the treatment team explained 
the patients’ challenging behavior from the perspective 
of a personality or mood disorder. Many professionals 
focused on patients’ autonomy and policies for high-risk 
patients (in the outpatient context) or on security, with 
increasing implementation of repressive measures in the 
effort to make the patients’ self-harming behavior man-
ageable (in the inpatient context).

Quote: “Normally gifted woman who is accompa-
nied from the seclusion room. She shows a lot of 
destructive, aggressive and self-harming behavior. 
The team feels powerless and they are unable to get 
her into a more normalized living environment.”

Problem explanations suggested by the CCE experts 
focused on existing patient–team interactions. Team 
members’ increasing despair and feelings of powerless-
ness about the patients’ serious self-harm caused them to 
lose sight of the broader context of the patients’ challeng-
ing behavior.

CCE experts pointed out that the emphasis on patients’ 
autonomy led to overestimation of the patients, result-
ing in increased stress. They noted that self-harm was 
the main way in which patients handled stress, which 
led to healthcare professionals’ despair, frustration, and 
inability to remain neutral or positive when interact-
ing with these patients, who in turn experienced even 
more stress and persisted with coping through self-harm. 
According to the CCE experts, healthcare profession-
als appealed to the patients’ autonomy, seeking to make 

them responsible for their safety, but the patients could 
not bear such responsibility. At the patient level, previ-
ously unrecognized autism spectrum disorder (ASD) was 
often diagnosed during the consultations.

Quote: “People have always assumed a borderline 
personality disorder, but it turns out to be ASD 
and a very low social-emotional level with attach-
ment problems. Previously, the responsibility for 
her behavior was placed with the patient. Now, the 
behavior is being seen as appropriate for her low 
social-emotional functioning. The interpersonal way 
of approaching her has been adapted accordingly.”

In terms of solutions, the CCE experts paid ample 
attention to the teams’ negative emotions and experience 
of powerlessness. These experts suggested that the over-
estimation of patients as a result of the overemphasis on 
autonomy could be reduced by introducing into the situ-
ation a “trusted other” – a familiar, stable, and predict-
able personal care attendant – for each patient.

Quote: “New team deployed to guide her and then 
transfer to more normalized home. One-on-one 
guidance. New problem explanation was shared 
with new team.”

These trusted others would offer closeness and under-
take successful activities together with the patients, 
appealing to the patients’ psychological strengths. CCE 
experts pointed out the importance of the uncondition-
ality of these relationships, i.e., the need to focus con-
tinuously on the reintegration of normal rhythms and 
activities in a normal environment, regardless of patients’ 
self-harm. Giving less (negative) attention to patients’ 
self-harm ultimately contributed to the reduction of their 
stress.

Quote: “Less self-harm, less aggression and destruc-
tion, more day-to-day activities. Medication has 
been almost completely reduced. Quality of Life 
increased.”

Aggression
The second refractory situation focused on aggression, in 
which involuntarily admitted patients harmed other peo-
ple and teams increasingly put distance from patients, 
with physical isolation of the patients as a result. Most 
patients in this situation were men with long histories of 
involuntary MHS admissions and occasional transfers to 
forensic mental health facilities or prison. Frequent and 
serious aggression incidents often led to long-term indi-
vidual supervision or seclusion. In some cases, patients’ 
aggression was provoked by substance abuse. Patients 
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showed little or no response to medication. The profes-
sionals responsible for these patients usually described 
their aggression as unpredictable and the patients as 
inscrutable. Teams responsible for their care became 
anxious and exhausted. Patients’ family members often 
had been distanced from them during their long periods 
of illness.

Quote: “Patient has a long history of psychosis, 
behavioral and serious addiction problems. The 
patient also has judicial contacts with regard to 
aggression, vandalism, threats, for which various 
punitive measures and placements within forensic 
psychiatric departments. Now admitted at High and 
Intensive Care unit and not following the program, 
walking a lot and suffers from craving.”

At the start of consultation, professionals explained 
the patients’ challenging behavior from the perspective 
of psychotic or schizophrenic disorders or ASD, in com-
bination with addiction problems and borderline intel-
lectual functioning or mild intellectual disability. These 
multimorbidities served as explanations for the failure to 
control the patients’ strong aggression. Partly for this rea-
son, highly secure environments were considered to be 
necessary to guarantee the security of other patients and 
team members.

Problem explanations suggested by CCE experts 
focused on existing team–patient interactions: a pat-
tern of resistance regularly arose among team members. 
Due to patients’ aggression, team members became anx-
ious and kept more physical and social distance from the 
patients. Contact became mainly functional, leaving the 
patients increasingly to the mercy of their overwhelming 
inner worlds, which resulted in stress. The patients used 
aggression to cope with this stress, increasing team mem-
bers’ distancing. The CCE experts often observed that the 
patients had disharmonious developmental profiles, with 
a lag especially in social-emotional development (SED). 
This insufficient SED alignment caused overestimation of 
these patients, leading to stress and thus aggression. For 
patients with (unrecognized) ASD, psychotic transgres-
sions often could be explained by (prolonged) overesti-
mation. Quote: “Hypothesis is overestimation due to low 
social-emotional level”.

Acquired brain damage was also frequently diagnosed 
during consultation. Acquired brain damage has major 
consequences for daily functioning, but these conse-
quences were not always sufficiently taken into account.

In terms of proposed solutions CCE experts pointed 
out that a more proactive interpersonal approach might 
break the patterns resulting from interaction with these 
patients; more closeness with trusted professionals could 
regulate the behavior and emotions of patients with low 

SED. In this closeness, the focus was on “subtitling” social 
interactions and performing joint activities – initially 
with individual supervision – so that patients gained 
positive experiences again. These patients were often far 
removed from ordinary life due to histories of long-term 
seclusion. Investment in the normalization of their envi-
ronments and daily routines also reduced their stress and 
thus their aggression.

Quote: “Clear what patient needs.”

The medication reviews performed as part of the con-
sultations regularly led to medication reduction for 
patients with ASD or unrecognized mild intellectual 
disability and acquired brain damage. Cases of under-
medication were also identified when the professional–
patient–family triad had not agreed on the medication 
strategy. The consultants’ input regularly ensured that 
these triad reached agreement on this issue.

Self‑neglect
The third refractory situation focused on patients who 
neglected themselves, whom teams consequently lost 
contact with. Most patients in this situation were some-
what eccentric men who allowed minimal care provision. 
They were often evasive and repulsive during contact 
(i.e., expressing physical and verbal aggression), with 
behaviors that were difficult to interpret. They often 
exhibited compulsions or fear, which were poorly under-
stood, leading to professionals’ and patients’ frustra-
tion. Patient–healthcare professional relationships were 
characterized by little reciprocity, generating the risk 
that healthcare professionals avoided or refused to take 
care of them, causing the patients to self-neglect further. 
Many of these patients regularly used illegal drugs as self-
medication. The professionals often concluded that the 
patients “did not fit” well in e.g. the sheltered housing 
institutional context. The patients’ next of kin felt power-
less because they sensed that their family members were 
not well understood. At the start of consultation, the pro-
fessionals responsible for these patients explained their 
challenging behavior via ASD or psychotic disorders and 
anxiety. They felt powerless to influence these patients’ 
self-neglect.

Quote: “Man living in a sheltered housing facility, 
who rejects all care from professionals. He can react 
aggressively if they approach him according to house 
rules. Seems to lose grip on reality, extremely anx-
ious and threatening when approached.”

Problem explanations suggested by CCE experts 
focused on the overemphasis on the demand for these 
patients’ autonomy, as they were working hard to merely 
survive. These patients’ rejection of contact was often 
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explained by insufficient understanding of how people 
with ASD view the world. Many of these patients also 
had disharmonious developmental profiles. In terms of 
possible solutions psychoeducation about ASD and dis-
harmonious developmental profiles for teams, patients, 
and their next of kin increased insight into these patients’ 
situations and led to a more proactive style of coun-
seling; limiting the number of choices and dividing activi-
ties into more concrete and manageable segments with 
instructions gave patients more control. The search for 
and deployment of motives in the patients’ lives had been 
neglected due to prolonged impotence on the part of all 
parties. Becoming curious about these motives again 
often provided new openings for positive contact.

Quote: “ASD, probably psychotic symptoms when 
stressed. Feels a lot pressure from his surroundings.”

The CCE experts suggested that these patients depend 
greatly on predictable daily rhythms to regulate their 
behavior and emotions and to dare to engage in social 
interactions. The establishment of daily rhythms with 
sufficiently meaningful activities also often diminished 
patients’ substance abuse.

Quote: “Team of sheltered housing facility is now 
supported by specialized mental health care and 
public mental health care.”

Socially unacceptable behavior
The last refractory situation centered on a group of 
patients who came into conflict with society in a man-
ner that their teams could not prevent. Patients in this 
situation were impulsive and naïve, with strong survival 
instincts. They regularly had problems with the police or 
judiciary. They felt that everything just seemed to hap-
pen to them and showed little insight into their problems, 
due partly to intellectual disability. They often had lacked 
sound social support systems from an early age. They 
ran the risk of being victims or perpetrators, depending 
on who they encountered in life. They were difficult for 
healthcare professionals to reach. Professionals, however, 
felt responsible for preventing incidents, yet being unable 
to do so they sometimes considered to discontinue treat-
ment, which in turn increased the risk of incidents. At 
the start of consultation, professionals interpreted the 
challenging behavior from the perspective of a variety 
of psychological states, with diagnoses that varied over 
time. Most of these patients received (minimal) outpa-
tient treatment, for which homelessness was a sustaining 
factor.

Quote: “Patient lives in mental health care (MHC) 
sheltered housing facility. Is lonely, has little capac-

ity and coping mechanisms. Often ends up in dan-
gerous situations outside her living facility. Not well 
motivated for daytime activities. Many problems in 
primary support group. Addiction and abuse.”

Problem explanations suggested by CCE experts 
emphasized the pattern of expulsion arising around these 
patients. They characterized this pattern as follows: the 
patients display annoying behavior to test whether other 
people may be trusted, which made the professionals 
turn away from them, confirming the patients’ idea that 
people cannot be trusted. Thus, the professionals inad-
vertently reinforced patients’ mistrust. In addition to 
attachment problems, patients often had mild intellectual 
disability or low social-emotional development, which 
contributed greatly to their struggle to understand the 
world and themselves. These patients were easily over-
whelmed by rapidly changing fierce emotions, leading to 
dangerous situations. They retained their autonomy, but 
had difficulty doing so and accepted solid environmental 
contexts only to a limited extent.

Quote: “Long-term, often negative, traces have 
been drawn in her existence that cannot be eas-
ily erased. The relationships with close people have 
not remained unscathed either; rapprochement and 
rejection alternated.”

Possible solutions suggested by CCE experts empha-
sized that the disruption of the expulsion pattern 
required the establishment of unconditional relationships 
with these patients and the creation of safe living, work, 
and leisure environments in which the patients could 
acquire emotion-regulation skills and executive func-
tions in close proximity to trusted others. In other cases, 
the environment and trusted others compensated the 
patients’ lack of these skills to prevent incidents. In these 
cases, risk assessment and examination of the patients’ 
development of conscience could be necessary.

Quote: “More complete problem explanation for 
team. An structuring action program offered to 
team. Goes well with the patient. Reduction of medi-
cation. Involvement of a peer support worker. More 
contact with children and grandchildren. Tries to 
lose weight. Stimulated to have her walks.

Discussion
Reasons for consultation request can be divided in four 
exemplary situations which explain refractory cases. 
We found that 1) the cause of refractory mental health–
related situations lies in patient–healthcare profes-
sional interaction, in which misjudgment plays a major 
role; 2) autism spectrum disorder and disharmonic 
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developmental profiles are major factors in these inter-
actions because of the risk of overestimation and incom-
prehension; and 3) healthcare professionals can improve 
these situations by consistently applying an interpersonal 
behavioral style based on unconditionality and closeness.

The most important conclusion of this study is that 
many refractory situations involve interaction patterns 
that inadvertently perpetuate or even exacerbate them. 
Patients tend to cope in ways that they are used to, which 
makes professionals feel inadequate and powerless, and 
this pattern continues in a vicious circle. To break it, pro-
fessionals should act counterintuitively, seeking closeness 
to instead of distance from their patients. An outsider’s 
perspective is required to see one’s own part in the per-
petuation of such patterns; recognizing that the situa-
tion is not improving and seeking consultation are signs 
of good practice [5]. Teams, patients, and their next of 
kin are emotionally involved in such situations, which 
limits the capacity for reflection [6, 9, 10]. New perspec-
tives on the meaning of these situations facilitate choices 
that diverge from the patterns in which all actors have 
become entangled [5, 6, 11–13].

Professionals’ misjudgments observed in the consulta-
tions derived from their thinking in terms of (chronic) 
symptoms consistent with disorders requiring treat-
ment. However, more treatment had already proven to be 
ineffective in these cases. The creation of a stable envi-
ronment in which care giving is attuned to the patient’s 
(permanent) limitations is essential for patients’ recovery 
from prolonged overestimation [14, 15]. Because refrac-
tory situations always involve multiple problems, single-
focus solutions usually do not work and cross-domain 
solutions should be considered.

The consequences of disharmonious developmental 
profiles, attachment problems, and ASD played promi-
nent roles in three of the four exemplary situations pre-
sented in this study. These factors are frequent causes 
of overestimation and incomprehension. With an intel-
lectual disability or attachment disturbance, disharmony 
arises between cognitive and socio-emotional develop-
mental levels [15, 16]. It is only successful to appeal to 
a patient’s autonomy and responsibility when these are 
aligned with the person’s skills and needs. Thus, profes-
sionals must take such disharmony into account and to 
adapt their interpersonal behavioral styles accordingly. 
Investment in education on these themes may prevent 
the development of refractory cases.

Professionals’ adoption of an interpersonal behavio-
ral style with attention to daily routines and meaningful 
activities was an essential part of all possible solutions 
to the refractory situations in this study. This behavio-
ral style involves unconditionality and closeness, which 
can be challenging for professionals because they are 

sometimes counterintuitive. Coaching on the interper-
sonal behavioral style is strongly recommended [17].

Of note, formal testing of the described solutions, e.g. 
by randomized controlled trials, is beyond the scope 
of the current study. We intend to conduct a follow-up 
research in which we qualitatively will examine the four 
exemplary situations in more detail. With this study 
based on both the advisory reports of CCE experts 
and focus groups with involved professionals, next to 
kin and CCE experts we aim to provide a more robust 
insight in the patient characteristics and the implemen-
tation process of the proposed solutions.

The organization and formalization of opportunities 
for mental healthcare consultation, as done with the 
CCE in the Netherlands, provides several advantages 
for different stakeholders. First, consultation supports 
professionals in dealing with refractory cases. Second, 
it provides patients and their next of kin with oppor-
tunities to obtain independent consultation in  situa-
tions in which patients’ quality of life is jeopardized and 
no agreement on possible solutions has been reached. 
Finally, the CCE is often asked to mediate in excep-
tional situations in which refractory cases reach the 
media and the Department of Health becomes involved.

Recent research on assumptions regarding consul-
tation is scarce [6]. Thirty years of experience with 
consultations suggest that (financial) independence, 
interdisciplinarity, and a systemic approach are key 
factors for success. Reflection on interaction patterns 
and all actors’ contributions to interactions often yields 
new insight. Furthermore, because intellectual disabili-
ties have a major impact on many consultations, men-
tal health professionals can profit by enlarging their 
knowledge of these disabilities.

Study strengths and limitations
The use of data from the CCE’s database in this study 
provided an exceptional opportunity for the investi-
gation of factors underlying the inability to provide 
adequate care to people with serious mental disorders 
across the entire Dutch MHS spectrum. Concurrently, it 
is important to realize that for CCE this is a naturalistic 
representative sample of cases but it is not a representa-
tive sample for all individuals receiving MHC. Moreo-
ver, this study has a number of limitations. The results 
of qualitative analysis may not be reproduced in the 
exact same way, since they are generated in part through 
the researchers’ interpretations. We overcame this issue 
by using a large sample and combining the qualitative 
analysis with the calculation of descriptive statistics. 
Thematic content analysis relies on the systematic cod-
ing of open text. The researchers’ subjective influence in 
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this coding is overcome by quality safeguards, such as 
co-author review and the use of expert panels.

Conclusions
With this study, we have revealed interaction patterns 
that inadvertently perpetuate or even exacerbate refrac-
tory cases in MHS in the Netherlands, with the iden-
tification of four exemplary situations. These negative 
interaction patterns can be dispelled by reflecting on 
misinterpretations and investing in the development of 
more proactive interpersonal behavioral styles. In refrac-
tory cases, an outsider’s perspective gained through con-
sultation yields promising insight for patients, their next 
of kin, and healthcare professionals.
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