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6) Standard care (n=6)

Open Dialogue (i

X (Range) ¥ (Range)
Employed staff (FTE and WTE) 950 (5-13) 1382 (10-19)
Caseload % ¥
(SD) (D)
Team 22083 (120.68) 503,33 (165.73)
Individual 2583 (7.36) 2983 (850)
n % " %
Service setup
Integrated 5 83 0 00
Stand-alone 1 167 6 1000
Staff roles
Psychiatrists 6 1000 6 1000
Nurses 6 1000 6 1000
Nurse assistants 2 33 1 167
Psychologists 6 1000 6 1000
Occupational therapsts 3 500 5 83
Social workers 3 500 4 667
Support workers 3 500 5 83
Peer support workers 6 1000 1 167
Advocates/volunteers 0 0 1 167
Weekly team meetings 6 1000 6 1000
Supervision arrangements
Individual 5 80 6 1000

Group 6 1000 3 500
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COM-FIDE scale 0992

Team structure and culture

1. Team ethos and comprehensiveness 0914
2. Staff training 0.868
3. Supervision 0829
4. Staff roles 0918
5. Team capacity 0897
6. Routine outcome monitoring 0952
7. Safety 0,89
8. Service-user involvement in co-production 0.944

Access and engagement

1. Access to the service 0927
2. Providing information 0.689
3. Prompt action 0818
4. dentification of support systems 0916
5. Flexibility of response 0421
6. Assertive engagement 0913
Delivery of care
1. Continuity of care 0,89
Establishing clinical meetings 0918
3. Collaborative decision making 0950
4. Information sharing and communication 0751
5. Service-user involvement in the delivery of care 0829
6. Coordination of care 0646
External support
1. Service linkage 0.884
2. Community links (Practitioner level) 0.783
3. Community links (Support system) 0929
4. Caregiver involvement and support 0.969
5. Discharge and aftercare 0.760
Open dialogue addendum 0.997
1. Transparency 0929
2. Self-disclosure 0970
3. Intervision frequency 0990
4. Intervision content and structure 0995
5. Team self-work 0.964
6.0D training 0.995

7.0D continued professional development 0,000
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COM-FIDE subscale Internal consistency

(n=24) (Cronbach's alpha)
Team structure and culture 0.681
Access and engagement 0677
Delivery of care 0817
External support 0713

Open Dialogue addendum 0954
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Open Dialogue (n=6) Standard care (n=6)

Mean (SD) Range Mean (SD) Range
COM-FIDE score 325(0.38) 278-372 2.97(035) 272-3.66
Team structure and culture 3.02(037) 256-3.44 2.99(035) 263-3.63
Access and engagement 3.26 (0.40) 258-375 315 (0.44) 258-3.83
Delivery of care 335(051) 267-4.00 265(0.48) 217-350
External support 347 (034) 3.10-3.90 3,10 044) 260-3.70

Open dialogue addendum 3.44(0.36) 293-379 1,30 (0.30) 1.00-186
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10 organizational criteria
of Open Dialogue
(Ziedonis et al., 2015)

12 key elements of
dialogic practice
(Olson et al., 2014)

Systematic
review

CYPRESS
(Gaffney, 2012)

|—‘—1

Open Dialogue
addendum

7 principles of
Open Dialogue
(Seikkula et al., 2006)

Expert panel

COM-FIDE

Expert panel

Measure refinement

Pilot

Measure refinement

Full data collection
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Description (N=25)

Avg.

1 Two (or More) therapists in the team meeting

2 Participation of family and network

3 Ongoing use of open-ended questions throughout the treatment meeting as a way
of linking client utterances and building dialog

4 Responding to clients’ utterances: This includes responsive listening, using the
clients' own words and tolerating silences in conversation

5 Emphasizing the present moment: Responding to immediate reactions and
emotions but not interpreting or agenda setting

3 Eliciting multiple viewpoints: Outer and inner polyphony engaging everyone in the
meeting and multiple viewpoints in an individual

7 Use of a relational focus in the dialog: Focus on the relational aspects of spoken
stories to define relationships and elicit contextual and social information

8 Responding to problem discourse or behavior in a matter-of-fact style and with
meaningful dialog: Seeing symptoms as “natural” responses to stressful life
situations

9 Emphasizing the clients’ own words and stories, not symptoms: Help client find
words to communicate more clearly, pay attention to one word or sub-sentences

10 Conversation amongst professionals (reflections) in the treatment meetings

1 Being transparent: Shared decision making, disclosing information on all
discussions at the treatment meeting to all members present, sharing what
clinicians do know and do not know

12 Tolerating uncertainty: No hasty judgments about symptoms, diagnosis or

treatment, understanding and responding to the whole person in context rather
than reacting to isolated behaviors

ltalicized values are the total adherence scores.

Mean Score

3316

3.06

264

262

316

268

252

284

304

258

272

290

SD.

6011

0.682

0.898

0.878

0.889

0.891

0.839

0.766

0.781

0.835

0.757

0.735

ICC
0.906

0612

0792

0675

0573

0.824

0.707

0.669

0734

0.704

0727

0.678

0.625
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n SD
Total 16
Female 11
Age (years) 4956 1085
Work experience (years) 21.06 10.89
Profession Nurse 2
Social work/education 6
Psychology 4
Medicine 3
Type of Service! | Outpatient crisis service 7
Residential Care 6
(day) Hospital 5
Legal Cross-sectoral model 9
framework! contract (§64b, § 140a)°
(funding) Standard care contract 9

‘multiple answers possible.
‘model contracts via “model projects” according to §64b, SGB V and “integrated care:
contracts” according to §140a, SGB V.
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Sector Public/nonprofit 29
Private 9 24
Service focus Outpatient 2 58
Inpatient 0 0
Both 16 42
Service integrati Stand-alone (versus integrated service) 24 63
“Treatment responsibility for catchment area 2 6
Open 24h 14 37
Legal framework (funding) for OD' Cross-sectoral model contracts (§64b, § 140a)° 20 5
Standard care contract 19 50
o
Trained staff (Almost) all 17 45
Majority 9 2%
<50% 17 45
Reasons for implementation' Dissatisfaction with current service 19 50
Strengthening of caregiver support 18 47
Change of funding model 7 45
Practical experience in OD 1 29
Strengthening the psychotherapeutic orientation 1 29
Improving cooperation among colleagues 9 2
Clients' age’ <18 8 21
1865 38 100
>65 27 71

‘multiple answers possible.
“model contracts” via “model projects” according to §64b, SGB V and “integrated care contracts” according to §140a, SGB V.
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0

First network meeting within 24 hrs

First network meeting within 1 week

Network meetings for every client

Whole treatment involving support system

Involvement of support system
in network meetings

At least 3 network meetings per client*

Number of interventions according to
dlients’ needs

Network meetings established
based on clients wishes

Adapting interventions to clients' needs

At least one named coordinating staff member

First responding staff member is responsible

One team for the entire process

Involving previously engaged staff
in case of re-referral

Joint decions and treatment plans
within network meetings

Avoidance of early decisions

Self-disclosure of staff members

Considering clients'/families' needs &
plans within network meetings

Discussions about clients &
network in their presence

mnever/rarely msometimes

X

20% 40% 60% 80%

._.
8
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“Trauma-informed approach:

Famil

Importance:
Losing the expert role’:

“Nothing about them, without them’:
Personal Development:

Recovery:

Client-centeredness:

Tolerating uncertainty:

Understanding the importance of Trauma in shaping a client’s behavior.
Acknowledging the importance, a family in therapeutic context.
Being aware of the power one has over a client, and how influential words are.

All discussions and plans are to be done with the client.

Having a critical understanding of your own background is crucial for mental health care.
Understanding that recovery is a unique process that needs to acknowledge in its own way.
Allthe therapy plans, and meetings should be based on the clients input.

Experiencing silence between the mental health worker and the client has its therapeutic benefits.

Attribute Dimension

Self-Disclosure:
Awareness of Self-bias:
When and What to Disclose:
Active listening:
Mindfulness:

Empathy:

Accepting:

Open to emotions:
Self-Compassion:
Relationship Confidence:
Reflective of Self:

Compassion

Being comfortable in sharing one’s experiences to the client.
Having awareness of the prejudice and bias that one may hold.

Knowing when it is the right time to disclose personal information and experiences.
Having the ability to listen and response accordingly.

Paying attention to ones own emotions, ideas and behaviors.

Acknowledging and accepting a lient’s emotional status.

Viewing clients for who they are, and not based on their diagnosis.

Transparent with ones own emotions and others.

Being warm and understanding toward ourselves when we suffer,rather than ignoring our pain.

Feeling confident in forming new connections and bonding with new people.
Open o feedback from both colleagues and clients.

Recognize the suffering of others and take action to help.
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Female gender 33

14 (66.6%)

21-30 3(14.3%)
31-40 5(23.8%)
41-50 6(28.6%)
51-60 6(28.6%)
Over 60 1(4.76%)
England 16 (76.2%)
Netherlands 3 (14.3%)
Ireland 1(4.76%)
Wales 1(476%)
Academics 1(4.76%)
Systematic family psychotherapist 1(476%)
Consultant psychologists 1(4.76%)
Peer-support worker 4019.1%)
Mental health nurse 3(14.3%)
Mental health social worker 4(19.1%)
‘Speech and language therapist 1(4.76%)
Clinical psychologist 1(4.76%)
Psychiatrists 2(9.52%)
Doctors. 1(4.76%)
Case manager 1(4.76%)
NHS keyworker 1(476%)
Current POD trainees 3 (14.3%)

POD service time in years, mean (sd) 259(1.35)

The percentage for professional roles goes above 100% because each POD practitioner has
several roles.
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Peer-supported open dialogue attitude and competence inventory (PODACI)

Attitude dimensions

General principles of mental health care

. Clients should always be allowed to invite their social network to their mectings. How far do you agrec?

. Having the same team offe continuous care o a lient over months and potentially yearsis more effctive than care that i delivered consecutively by multipl specialized
teams. How far do you agree?.

‘The client should generally be allowed to decide the timing of the next meeting. How far do you agree?

Most of what s considered symptoms of mental llness, is actually meaningful behavior. How far do you agree?

‘The primary goal of mental health care should be to increase the agency of the client. How far do you agree?

“The help offered should be dictated by the needs of the client. How far do you agree?

Being open about your feelings and experiences is a necessary skill in mental health treatment. How far do you agree?

Mental health care should place emphasis on the clients words and emotions present i the meeting, rather than the diagnosis, when considering treatment and medication.
How far do you agree?
“Trauma

9. Clients should be supported to talk about the possible role of trauma, abuse, and neglect in the development of their mental health issues. How far do you agree?

10. What has happened to  client shapes their mental health wellbeing in late lfe. How far do you agree?

11. The way most mental health services are currently delivered can easily be re-traumatizing for lients. How far do you agree?

12 Most of what is diagnosed as mental illness is the result of trauma. How far do you agree?
Recovery

13. For some forms of mental illness, recovery is not possible. How far do you agree? (REVERSE)

14. Experiencing setbacks is a normal part of a client’s recovery. How far do you agree?

15. Clients have different ways in how they recover from mental illnesses. How far do you agree?

16. All people with serious mental illnesses can strive for recovery. How far do you agree?

17. Clients are experts by experience’ who play the most important role in their own recovery. How far do you agree?

Client-centeredness

18. One of the practitioner’s main function is to try to convey to the client that they are lstening and are accepting of the client’ feelings and attitudes. How far do you agree?

19. A specific and thorough diagnosis is essential for effective outcomes in mental health care. How far do you agree? (REVERSE)

20 When in a meeting with a client, what is important i your ability to be with them’ rather than ‘doing something to them. How far do you agree?

Tolerating silence and uncertainty

21. Tolerating silence or uncertainty in a client meeting can lead to beneficial outcomes. How far do you agree?

22.1fa client wishes to spend time in silence, they should be allowed. How far do you agree?

23, Tolerating silence between you and the client has therapeutic benefit. How far do you agree?

Having no agenda

24. Having no fixed objectives when meeting clients, llows more free exchange with the client and creates more meaningful experiences. How far do you agree?

25. Rather than focusing on the clients problems, practitioners should listen for meaningful expressions and strive to help the client make sense of what they are feeling. How
far do you agree?

Peer support worker

26. Peer support should be offered as part of all mental health care services. How far do you agree?

27. In mental health teams, peers (persons with lived experience) are of equal status and value of opinion. How far do you agree?

28. Peers (persons with lived experience) should be involved at every level of service delivery. How far do you agree?

29, Peers (persons with lived experience) provide a different experiential level of understanding of a client’ distress, that is important to include in mental health care. How far
do you agreet
Having no ‘expert’ role

30. The primary role of a practitioner is to create a safe space where the client and their network feel free to speak. How far do you agree?

31. Practitioners are there to support the mutual learning between themselves and the client, both sides learn from each other. How far do you agree?

32. Saying less as a practitioner rather than more is an effective way of treatment care. How far do you agree?

Family importance

3. Including and supporting a client’ social network as soon as possible, is an important part of mental health care. How far do you agree?

“Nothing about them, without them’

34. Practitioners should never talk about a lient without the client being present. How far do you agree?

35. Allissues and solutions should be openly discussed with the dlient for effective therapeutic treatment. How far do you agree?

36. Practitioners should not decide on any plans before meeting the client. How far do you agree?

Personal development

37. It would benefit me to understand my own lfe history in order to be of help to others. How far do you agree?

38. My personal values and attitudes have a major impact on how I communicate with my clients. How far do you agree?

Political and social influence

39. It s important to consider the political and social factors that may negatively impact a client. How far do you agree?

Attribute dimensios

Mindfulness

40.1 pay attention to how my emotions affect my thoughts and behavior when talking with clients. How far do you agree?

41 When I have distressing thoughts or images during my meeting with a cient, I make an effort o “step back” and be aware of the thoughts or images without getting taken

over by them. How far do you agree?

42. Having a daily mindfulness practice can be an important part of my work. How far do you agree?

43. 1 endeavor to always be aware of the feelings that I experience when talking with the client. How far do you agree?

Self-compassion

4. Self-care s an important part of my professional work. How far do you agree?

45. When 1 feel down in some way, I try to remind myself these feclings are shared by most people in the service, and this may be a way that I can establish a connection with

my clients. How far do you agree?

6.1 feel comfortable expressing my sadness and worries in front of colleagues and clients. How far do you agree?

Emotional awareness

47. Responding to the client emotionally is often the most important work done in meetings. How far do you agree?

48.1 give less primacy to the ideas of looking for a diagnosis or a solution, and instead, focus on the client and what is happening in their lives. How far do you agree?

Awareness of self-Bias

49.1 can recognize my own biases that could negatively impact a client. How far do you agree?

50. Self-work s an important part of my development. How far do you agree?

51. Learning to know myself better is an important goal for my professional development. How far do you agree?

Self-disclosure

52.1 feel confident in opening up and sharing my life experiences with clients and colleagues. How far do you agree?

53.1am able to discuss sensitive things about myself with the client if it is suitable and safe for both sides. How far do you agree?

Knowing when and what to self-disclose

54.1 can disclose my own personal experiences to the client when I feel it would be beneficial for the client. How far do you agree?

5.1t is sometimes better to stay quiet than to talk. How far do you agree?

Compassion

56. When a client is upset, I try to stay open to their feelings rather than avoid them. How far do you agree

A humanistic approach

57. People often need a fellow human being to relate and talk to. How far do you agree?

58.1am able to care deeply about every client I work with. How far do you agree?

59, Just being a fellow human being is sometimes the most important thing a practitioner can offer a person in crisis. How far do you agree?

60. A practitioner is a human first, and then they are a human with some expertise. How far do you agree?

61. Being authentic and honest is an important skill that I try to practice on a daily basis. How far do you agree?

Givingaway power

62.1am able tolisten to my client, without stepping in and ‘wanting to fix the problem How far do you agree?

63.1 feel confident inletting the client lead the conversations and meetings. How far do you agree?

64.1am able to filter out ideas of diagnosis, solutions and stay attentive to the client. How far do you agree?

65. It s important that [ understand how my position of power and privilege influences my relationships with clients. How far do you agree?

Accepting

6.1 view dlents for who they are and not based on their diagnosis. How far do you agree?

67.1 take time to understand the client and their experiences. How far do you agree?

68.1am good at understanding an individual’ perspectives. How far do you agree?
Reflec f elf

69. When I make mistakes in a meeting, I apologize to the client. How far do you agree?

70. There are always areas I can work to improve. How far do you agree?

71.1am open to feedback from my colleagues and clients. How far do you agree?

Tolerating uncertainty and silence

72. Tolerating silence between myself and the client isstressful (REVERSE). How far do you agree?

73.1 can keep an open mind and allow space and time for a lient to reflect. How far do you agree?

Relationships

74. I give  lot of attention to the family that surrounds my client and their relationship. How far do you agree?

Meeting priorities with cler

75. One of my primary goals i to faciltate an emotional exchange between the client and their network. How far do you agree?

Self-reflection

76.1am willing to watch myself back on video and reflect on areas that I may need to work on. How far do you agree?

Wit s, takois woulid e sk o ke o st based teve Ssesuniat L kst sole o 1 Btbotals diugseeh tod (ikosls tame).
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General Principles of Mental Health
Note:

« All potential items/statements are bold!
* Please base your answer on how essential the bolded statement is.
Item 1

Including a patient’s social network is a crucial consideration in therapy. How
far do you agree?

To what extent do you think this is an essential item that should be included in the
PODACI?

Not Highly
essential essential

Include any comments, questions or suggestions regarding the item.
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Attitude Dimensions

POD Principl

Peer-support role:

POD agenda:

Political and social influence:
Attribute Dimension

A humanistic view:

Trust:

Being present:

Emotional Awareness:
Emotional Intelligence:

Importance of Dialogue:

Attitudes people have toward the m:

n principles of POD, e.g, tolerating uncertainty
Acknowledging the importance of peers
‘Agreeing that no particular objectives or plans should be made prior to meeting the client

Understanding that real-world problems, e.g, social factors may interplay with a client’s well-being.

Being able to talk to a client as a human with experiences rather than an ‘expert’
Being a person that is comfortable in forming relationships and trusting others is vital
Not over-analyzing and offering more voice and priority toward the client.
Acknowledging and accepting clients emotions s crucial.

Having the ability to emphasize with clients emotions and understand them.

A mental health worker’ primary aim s to create space for dialogue.
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Max. SD Vai

1 Two (or More) 466 1.00 5.00 0.84 071 2

Mean Coul

Key elemel

therapists in the team

meeting

2 Participation of family 466 200 500 07 050 2
and network

3 Ongoing use of open- 438 300 500 0.67 044 29

ended questions
throughout the

treatment meeti

way of linking client
utterances and building
dialog
4 Responding to clients” 479 3.00 5.00 048 0.23 29
utterances: This.
includes responsive
listening, using the
clients own words and
tolerating silences in
‘conversation
5 Emphasizing the 452 3.00 5.00 056 032 29
present moment:
Responding to
immediate reactions
and emotions but not
interpreting or agenda

setting

iting multiple 4.83 4.00 5.00 038 0.14 29
viewpoints: Outer and
ner polyphony
engaging everyone in
the meeting and
multiple viewpoints in
an individual
7 Use of a relational focus 424 3.00 5.00 0.68 046 29
in the dialog: Focus on
the relational aspects of
spoken stories to define
relationships and elicit
contextual and social
information
8 Responding to problem 441 2.00 5.00 077 059 29
discourse or behavior in
a matter-of-fact style
and with meaningful
dialog: Seeing
symptoms as “natural”
responses to stressful

life situations

9 Emphasizing the clients’ 4.69 3.00 5.00 053 0.28 29
own words and stories,

not symptoms: Help

dlient find words to

‘communicate more

clearly,pay attention to

one word or sub-

sentences

10 Conversation amongst 448 3.00 5.00 072 053 29
professionals
(reflections) in the

treatment mes

n Being transparent: 476 300 500 050 025 B
Shared decision
making. Disclosing
Information on all
discussions at the

treatment meeting to all

members present,

sharing what clinicians

do know and do not
know
12 Tolerating uncertainty: 183 100 500 038 014 2
No hasty judgments
about symptoms,
diagnosis or treatment,
understanding and
responding o the whole
person in context rather
than reacting to isolated

behaviors
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9.

Two or more therapists in the network meeting

Participation of clients’ family and network

Using open-ended questions

Responding to clients utterances

Emphasising the present moment

Eliciting multiple viewpoints

Use of a relational focus in the dialogue

Responding to problem discourse or behaviour in a matter-of-fact style and
attentive to meanings

Emphasizing the clients” own words and stories, not symptoms

10. Conversation amongst professionals (reflections) in the treatment meetings
11. Being transparent

12. Tolerating uncertainty






OPS/images/fpsyg-13-1041375/fpsyg-13-1041375-g002.jpg
Are there any items that you would add to the scale? If so, what and why?

BB

© =

No, I think the essential moments already are in the scale.

Emphasizing personal ways of responding instead of "pure" professionalism.
Continuity, immediate response

Bringing yourself to the sessions, your genuine responses and owning these

To be open and honest about boundaries that you have or don't have in contact with
somebody, so that you can be fully open to the persons and that moment, not that there is
transparency about expectations of care.

I would add some items to assess different level of adherence between team members
No

Measures of communicative success - what is the point of being dialogical if there is no
evidence that you understood them?

No
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Are there any items that you would remove from the scale? If so what and why?

8.
9.

W=

MM

No

No

No, these are the essential moments, or let’s call them "key elements” of the Open dialogue
practice in the meeting.

No

No

NA

Participation of family/social network is desirable but not necessary - many people are in
crisis because of a lack of social support

There are too many items and many are overlapping

To me items 4 and 9 seem to be covering nearly the same issue - could these be combined?

10. I don’t think so.
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Is there anything else you would change about the items on the scale?

R B

Now

10.
11.

12.

13.

14.
15.

No

No

No

1'would amend the wording of item 2 as sometimes individuals do not want the network
involved

The above fits with transparency but is more than

4th and 9th items seem to express the same thing. They might be merged.

I 'would use the same Likert scale to evaluate ability and adherence. For example: the
assignment of "2" in the codification of ability means "somewhat" while in the case of
adherence means "fair". In our experience, this discrepancy was even more evident after
data analysis. Another change I would like to propose is to use a 5 or 7 points Likert scale
to make more space for critical evaluation. In fact, our impression is that the scale framed
the sessions more positively that actually perceived by the raters.

Slightly less wordy and more helpful to define the key element

No

NA

Well, the thing for me (mainly as a trainer also) is, that in different contexts it might be
useful to adapt to the people in the room, or to join them from where they come. Open
Dialogue rules should not be followed in a rigid way, but also flexible, dependent on the
context. Whether you practice in an Institution or do home treatment, you have to be
flexible. And from my Point of View there is no "One" right way to do it. Is many times a
process towards. If this could be expressed also within the questions I would appreciate it.
Open Dialogue is a way to more connection is not a set of rules.

Include importance of 1:1 sessions whether that's with a Peer, OT, nurse etc spaces are
created where client can confide abuse or concerns away from the network environment
‘where their voice maybe silenced.

Points 7 and 8. I think we need to be vary that the focus on "relational focus" or "problem
discourse" doesn’t become a "thing" or agenda...how to maintain the dialogicity and
dialogical aspect throughout the whole process. For example how to honour and respect
people’s "problem discourse" if they find it helpful?

Emphasis on the conversation, and not that much on the solutions.

Not in this moment
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Social worker 1

Outer
dialogue at

Isitok to SWlto

parkitfor  SW2

awhile?
Because SWlto
otherwise swW2

we go there
~I'mvery
curious
what dad-
Is that ok

for you?

Directed Inner dialogue

Social worker 2

Outer  Directed Inner
diaogue at dialogue

‘That continues to touch me
because somewhere I see
how hard father is trying and
how much baggage he has
and he is also is vulnerable
and really tries to be a father.
While T can also understand
the son very well of all the
pain that is in him that he
finds this so difficult. And
weve talked about that

several times.

Because
‘what
makes you
say that?
I'm
curious?

Yes, because you're asking a

very good question, right?

But 1 had been here with

them before and talked

about it and I was thinking is

the son going to be central

again and then I see father

disappear into the

background.

Yes, you
may

Then it will be fifteen
minutes longer at least. And
Ididn’t want that. So [
thought I just want to stay
with dad now. But I did want
to check that with you kind
of:

Red, past; Green, present; Blue, future.
Italics, inner dialogue during primary conversation.
Bold, inner dialogue during reflection in the reconstruction conversation.

SW2to
Son

SW2to ‘Well, for me it
swW1 wasn't when I go to

the son that I didn’t
father- But you
start somewhere. So
that same question
goes up I go back to
father. But you
know, I also felt that
You want to stop
him very
consciously so then
P'm not going there
either- You have
that pre-knowledge.

kind of..

Outer dialogue

But what has changed is
that - Yes, somehow I
notice that he has started to
take me a lot into account,
in the sense of hey maybe I
should stop asking
questions in the evening for

all kinds of conversations.

Ok. I can do that too. I
don’t think that’s true, but if
Yyou experience it that way,

you may.

Father

Directed Inner dialogue
at

AlL but
especially

to the son.

Yes, this is where I lose my
son somevwhere. Every time
I think of hey- Well, that's
why I was looking for
words in the beginning,
because before you know it,
you'll hit the wrong botton
with him while you want to
give him a compliment. It
just hurt very much. Il
close myself off to you. That
is not the case. T found that
a really painful moment.

Father to Son

And there were all kinds of
process interventions here.
Well T have just tried to give
my son a compliment, but
he has rejected it, saying I
close myself off to you
anyway. Well and that's
why I'm now also like how
are we going to put this
into words? How should

1 do this? And my son who
picks that up continuously
when I am completely
burned out. Yes, then I feel

so inadequate.

Son

Outer dialogue Directed Inner dialogue

to
Doesn't necessarily Sonto
have to dowith taken  Father

into an account but
more with I've given
youa shitload of
information and now
I'm just closing myself

offto you.

Twas like yes its fine to park
it. SW2 says why are you
saying this? I was like yes,
P'm really attacking my dad
here. I shouldn’t have been
soattacking. Why did I'say
this? I actually started to
think about that whole
choice of why did I say this.
Why am I literally trying to
hurt my father here? So
when SW 1 said do you want
to park this? Then T was
like- Oh let’s park this.
Because my father is going to
play arole in the rest of my
life and it might also be
useful to discuss things like
that with my father. Only I
have no idea how. Then I
thought I must remember
this, I still have to talk about

this.





OPS/images/fpsyg-13-1028757/fpsyg-13-1028757-t002.jpg
Social worker 1 Social worker 2

Outer dialogue Directed Inner  Outer dialogue Directed Inner
at dialogue at dialogue
Because it also touches SWito

you again, do I matter? If  Son
say that so correctly. And

if your father sometimes

tries to say something

positive with some English
humor, you feel that tone

and that touches you. And

that happened again

somewhere.

I hear your father SWto

searching for where st~ Father &

that things go wrong Son

because I try to do it right

and sometimes I don’t

quite get it. But I don’t

know if thats true?

Thave to thinka littlebit ~ SW 1to Ireally was

about us sw2 searching
Yes, for meits whycan ~ SW to But there are other
we do that, because Father& things goingon

youare his fatherand  Son here, yes, I can feel

you are his son, them in relation to
because you want to be my own father.
seen by your father

and feel that you are

the most important to

him.

Iwasreally  And the momentthat — SW2to

happy with  youhave not felt that  Son
that. with your father at

times, that comes so

deep inside because

you are his son. And

that has been given a

place somewhere I

think and that’s what it

touches on.

Red, past; Green, present; Blue, future.
Italics, inner dialogue during primaire conversation.
Bold, inner dialogue during reflection in the reconstruction conversation.

Father
Outer dialogue  Directed Inner dialogue  Outer dialogue
at
English humor is the
most fun humor, so
sometimes I can take it
and sometimes I can’t.
AndifT don't handle it
then it’s very annoying.
Well he points out so 1
can handle it. Well that
makes it difficult for me
to understand it again.
Sometimes he can and
the other time it can’t
handle. Because I noticed
by myself again the- Yes,
You want to defend
yourself.
What was the trigger,
yes, but thats who I
am. Easiest excuse
ever. Evenif you shoot
me, [ won't get rid of it.
In my experience, but Father to
maybe I am wrong, but  Son

can you basically handle

it. We also have fun

together about crazy

things or whatever.

In fact, in my experience,

achip off the old block,

youaalso make those

sharp comments.
‘The difference is
between sometimes

and always.

Yes, because with

friends I can be very

sarcastic.
“This is what I really liked
about SW 2, this
summary. That rang a
bell for me.
Thatis it.

Son

Directed Inner dialogue
to

Son to SW

&

Son to SW

1

Son to

Father
I thought it was so
brave of SW 2 that he
gave me a tap on my
shoulder at the right
time.
SW 2 mentions the
core of the problem
here, which I really
liked

Sontoall
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Professionals’ focus group

Master themes

Subthemes

Impact of
implementation of OD

on dlinical practice

Impact of
implementation of OD

on professionals’ team

- Difficultes in linking theory with practice of OD.
- Containing uncertainty

~ Cultural fit between OD approach and service user

network
~ Experience of participating in the research
- Team openness and growth

- Challenging team omnipotence and acknowledging

own boundaries

- High turnover of staff
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