
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=ipsc20

Nordic Journal of Psychiatry

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/ipsc20

Avoidant and borderline personality disorder
patients during the first Covid-19 wave in Norway
– a survey-based comparison of therapy changes
and patients’ accommodations

Kjell-Einar Zahl, Geir Pedersen, Ingeborg Ulltveit-Moe Eikenaes,
Line Indrevoll Stänicke, Theresa Wilberg, Åse-Line Baltzersen, Mona
Skjeklesaether Pettersen, Benjamin Hummelen, Espen Arnevik, Merete
Selsbakk Johansen & Elfrida Hartveit Kvarstein

To cite this article: Kjell-Einar Zahl, Geir Pedersen, Ingeborg Ulltveit-Moe Eikenaes, Line Indrevoll
Stänicke, Theresa Wilberg, Åse-Line Baltzersen, Mona Skjeklesaether Pettersen, Benjamin
Hummelen, Espen Arnevik, Merete Selsbakk Johansen & Elfrida Hartveit Kvarstein (2022):
Avoidant and borderline personality disorder patients during the first Covid-19 wave in Norway –
a survey-based comparison of therapy changes and patients’ accommodations, Nordic Journal of
Psychiatry, DOI: 10.1080/08039488.2022.2110614

To link to this article:  https://doi.org/10.1080/08039488.2022.2110614

© 2022 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.

Published online: 19 Aug 2022.

Submit your article to this journal Article views: 608

View related articles View Crossmark data

https://www.tandfonline.com/action/journalInformation?journalCode=ipsc20
https://www.tandfonline.com/loi/ipsc20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/08039488.2022.2110614
https://doi.org/10.1080/08039488.2022.2110614
https://www.tandfonline.com/action/authorSubmission?journalCode=ipsc20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=ipsc20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/08039488.2022.2110614
https://www.tandfonline.com/doi/mlt/10.1080/08039488.2022.2110614
http://crossmark.crossref.org/dialog/?doi=10.1080/08039488.2022.2110614&domain=pdf&date_stamp=2022-08-19
http://crossmark.crossref.org/dialog/?doi=10.1080/08039488.2022.2110614&domain=pdf&date_stamp=2022-08-19


ARTICLE

Avoidant and borderline personality disorder patients during the first Covid-19
wave in Norway – a survey-based comparison of therapy changes and patients’
accommodations

Kjell-Einar Zahla , Geir Pedersenb,c , Ingeborg Ulltveit-Moe Eikenaesd , Line Indrevoll St€anickee,f ,
Theresa Wilbergc,g , Åse-Line Baltzersend,h , Mona Skjeklesaether Pettersenb,i, Benjamin Hummeleng ,
Espen Arnevikj , Merete Selsbakk Johansenk and Elfrida Hartveit Kvarsteinc,l

aDistrict Psychiatric Center Follo, Group Therapy Section, Akershus University Hospital, Lørenskog, Norway; bDepartment for National and
Regional Functions, Division of Mental Health and Addiction, NETWORK for Personality Disorders, Section for Personality Psychiatry and
Specialized Treatments, Oslo University Hospital, Oslo, Norway; cInstitute of Clinical Medicine, University of Oslo, Oslo, Norway; dDepartment
for National and Regional Functions, Division of Mental Health and Addiction, National Advisory Unit for Personality Psychiatry, Section for
Personality Psychiatry and Specialized Treatments, Oslo University Hospital, Oslo, Norway; eDepartment of Psychology, University of Oslo,
Oslo, Norway; fNic Waals Institute, Lovisenberg Deacon Hospital, Oslo, Norway; gDepartment for Research and Innovation, Division of
Mental Health and Addiction, Section for Treatment Research, Oslo University Hospital, Oslo, Norway; hDepartment of Interdisciplinary
Health Sciences, Institute of Health and Society, University of Oslo, Oslo, Norway; iNorwegian Centre for E-health Research, Troms, Norway;
jDepartment for Research and Innovation, Division of Mental Health and Addiction, Section for Clinical Addiction Research, Oslo University
Hospital, Oslo, Norway; kDepartment for National and Regional Functions, Division of Mental Health and Addiction, Outpatient Clinic for
Specialized Treatment of Personality Disorders, Section for Personality Psychiatry and Specialized Treatments, Oslo University Hospital, Oslo,
Norway; lDepartment for National and Regional Functions, Division of Mental Health and Addiction, Section for Personality Psychiatry and
Specialized Treatments, Oslo University Hospital, Oslo, Norway

ABSTRACT
Background: Patients with personality disorders (PDs) often have insecure attachment patterns and
may be especially vulnerable to abrupt treatment changes. Patients with borderline PD (BPD) are often
considered vulnerable to treatment interruption due to chronic fear of abandonment. Nonetheless,
other PDs are poorly investigated. In the first Covid-19 wave in Norway, in-person treatment facilities
and group treatments were strongly restricted from March 12th until May/June 2020.
Objectives: To examine and compare changes in outpatient treatment for patients with avoidant
(AvPD) and BPD during the first Covid-19 wave in Norway, and patients’ reactions to these changes.
Methods: The study is based on a cross-sectional survey distributed to 1120 patients referred to 12
different PD treatment units on a specialist mental health service level within the Norwegian Network
for Personality Disorders. The survey included questions on treatment situation, immediate reactions,
and changes during the crisis. From 133 responders (response rate 12%), 40 patients reported BPD
and 30 AvPD as diagnosis.
Results: All patients were followed up from their therapist after March 12th. Almost all patients in
both groups expressed satisfaction under the new circumstances. Both groups experienced the same
regularity as before, but more AvPD patients reported less than weekly consultations. AvPD patients
reported more negative feelings about changes in therapy, and missed the therapy and group mem-
bers more than the BPD group.
Conclusion: After the lockdown, BPD patients received a closer follow-up than AvPD patients, and the
latter reported more negative feelings related to change in their treatment situation.
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Introduction

Background

Mental health problems during the Covid-19 pandemic
Mental health problems related to consequences of the
Covid-19 crisis have been broadly described, both in the
general population as well in clinical populations [1–3].
Studies refer to more depression, anxiety and an increase of

symptoms in different diagnostic groups. Personality disor-
ders (PDs) represent severe and prevalent conditions and at
an early time point in the pandemic, Preti et al. [4] specific-
ally outlined possible reactions and differences between PDs.
Concern has also been raised about how Covid-19 restric-
tions affected the delivery of mental health services [5–6].
Avoidant (AvPD) and borderline personality disorder (BPD)
are the two most frequent PDs within treatment seeking
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patient samples [7], and the two conditions often have con-
trastingly different clinical characteristics and social strategies
[8–9]. Nonetheless, to our knowledge, no study has specific-
ally studied and compared AvPD and BPD patients during
the Covid-19 crises, nor investigated their reactions to the
Covid-19 inflicted changes, their experience of treatment
availability, contact and format.

Therapy lockdown experiences
In Norway, the Covid-19 pandemic and societal lockdown
lead to a dramatic restriction of regular outpatient consulta-
tions and group treatments within hospitals and mental
health services. The official lockdown date was March 12th
2020. Physical admittance to mental health services was for
some time largely limited. Telephone consultations repre-
sented a dominating alternative contact form as more tech-
nical solutions such as video consultations took longer time
to implement [10]. From late May and during summer 2020,
it was possible to resume more regular outpatient sessions
within health services.

In Norway, a large proportion of PD patients are treated
within the Network for Personality Disorders (Network),
which is a clinical research collaboration involving treatment
units within specialist mental health [11]. Before the pan-
demic patients in the Network received a combination of
group therapies and individual therapy, in which different
approaches like mentalization-based therapy, psychodynamic
therapy, schema therapy and metacognitive interpersonal
therapy. This was abruptly discontinued after March 12th.

In response to the pandemic, many mental health services
have tried to adapt by means of telepsychiatry [12–14].
However, replacements for advanced therapy programs for
PD patients, may be complicated to find. There are several
obstacles to conduct individual psychotherapy [12] as well as
group therapy online [15]. The most common – and often
only – services offered in this situation have been telephone
and video consultations. A handful of studies have described
this transition, both with success and complications. With
continued contact through telephone and e-mail, BPD treat-
ments based on dialectical behavior therapy (DBT) and
schema focused therapy (SFT) have been described with
positive effects [16–19]. An Australian study specified charac-
teristics of effective online interventions for adolescents with
PDs [14], including specific focus on self-harm, suicidality,
interpersonal difficulties, emotion regulation difficulties, and
other features of PDs. In London, Bateman and his colleagues
have by clinical vignettes described how to use mentaliza-
tion by remote therapy with BPD patients [19]. While several
have outlined principles, practices, and effects of treatment
for BPD, we have presently not found studies including AvPD
patients and their treatment situation during the pandemic.

Reactions to therapy lockdown
Only a few studies have described patients’ reactions to
changes in therapy format, and AVPD or BPD are not specif-
ically highlighted. An Austrian study showed that clients per-
ceived therapeutic interventions differently by remote

therapies than with in-person therapy [20]. In South-East of
England, a therapy program for eating disorders (N¼ 7) was
successfully able to continue through a combination of
online individual and group consultations and e-mails [13],
although participants also described challenges with
this format.

Objectives

This study is based on a survey administered to patients
enrolled in specialized PD treatments in Norway [21]. Former
recent studies based on the same survey have described
considerable vulnerability of patients with PD during the
Covid-19 lock down, including both mental distress and their
treatment situation [10,21]. The current study aimed to
examine and compare patients with AvPD and BPD, and spe-
cifically focuses on: (1) treatment received in the two differ-
ent PD patient groups after March 12th and (2) patients’ self-
reported emotional reactions to the change from an ordinary
in-person group/individual therapy to alternative ther-
apy formats.

The hypotheses we propose for this study are: (a) both
patient groups were equally offered alternative therapies
shortly after lockdown. (b) Digital solutions took more time
to establish for both groups. (c) Both patient groups were
equally troubled by the change in therapy format and
expressed negative feelings toward this change.

Methods

Study design/setting

The current study is based on an anonymous, cross-sectional
survey performed in June–October 2020. The survey was
developed in a multidisciplinary work group with researchers,
clinicians, and users in the Network [21].

Participants

All patients invited to the survey had been admitted to one
of 12 PD treatment units within the Network before March
12th. The treatments are designed for patients with PDs and
relevant personality problems, and patients with psychosis,
bipolar disorders and developmental disorders are normally
not admitted. As a cross-sectional study, the recruited res-
ponders represented different phases of treatment or pre-
treatment initial assessment. The 12 treatment units
participated by distributing questionnaires to 1120 patients
mainly by mail.

Variables

The Network provides a standard set of self-report question-
naires for routine evaluation of personality functioning,
symptom distress and social/occupational functioning. All
therapists are trained in systematic interviews for diagnostic
evaluation according to the DSM-5 [22] by use of MINI for
symptom disorders [23] and SCID-5-PD for PDs [24]. In
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addition, routines are established for feedback procedures
providing information on diagnoses, levels of symptoms and
the treatment process. In the present study, information on
diagnoses is based on patients’ report in the survey.

Data sources/measurement

Survey-specific items were:

1. Treatment before March 12th (answer options: pretreat-
ment assessment, in psychotherapy, planning to end
treatment), duration (months) and type of treatment
(answer options: individual psychotherapy, group psy-
chotherapy, medication).

2. Diagnoses received on initial assessment before starting
PD treatment (answer options: avoidant PD, BPD, other
PD, unknown). The answer options were based on data
from the Network concerning the most frequently
accounted PDs. Symptom disorders were first confirmed
or rejected (yes/no). If yes, specification included options
of mood disorders, anxiety disorders, OCD, eating disor-
ders, PTSD, substance use disorder, autism, psychosis,
other, and unknown.

3. Immediate emotional reactions to the lockdown of regu-
lar treatment (answer options included a list of emo-
tional states, Table 4, with degrees from 1 to 3) and
enquiry about change in negative emotional reactions
(answer options: reduced, the same, stronger).

4. Treatment after March 12th: (a) telephone consultations
(answer option yes/no), time until first telephone
(weeks). (b) Digital consultations, individual/group
(answer option yes/no), and time until first individual/
group digital consultation (weeks). (c) Physical face-to-
face consultations, individual/group (answer option yes/
no), and time until first individual/group physical face-
to-face (weeks).

5. Not received any consultations after March 12th (answer
option yes/no).

6. Experiences of therapy:
a. Frequency of contact (answer options: no contact,

less than once a month, once a month, every second
week, once a week, twice a week or more), regular-
ity/quality (report with therapist)/purpose of sessions,
and comparison to before March 12th (options: less
frequent/worse, unchanged, more frequent/better),

b. Experience of telephone calls (options: intruding, all
right, supportive), and not seeing the therapist
(options: difficult, all right, an advantage).

c. Privacy concerns in remote therapies (options: no,
not always, usually),

d. Satisfaction (options: dissatisfied, acceptable in the
current situation, very satisfied),

e. Missing group therapy (options: no, quite a bit, a
lot), thinking about group members (options: a lit-
tle, quite a bit, very often), worrying about group
members (options: a little, quite a bit, a lot).

f. Concerns about own treatment (options: not wor-
ried, quite a bit, very).

Study size

From the 1120 who received the survey, the responding
patients (N¼ 133) sent the completed survey by prepaid mail
to the research center (response rate 12%). Among these, 40
patients reported having BPD and 30 patients AvPD as their
only PD diagnoses. These 70 patients constitute the current
study sample (see Figure 1).

Quantitative variables

Most of the variables in this study are categorical.
Continuous variables include duration from close-down to
contact with a therapist at the therapy unit (weeks), fre-
quency of this contact, and the list of emotional states rated
from 1 to 3.

Statistical methods

Data were analyzed by IBM SPSS Statistics for Windows,
Release 26 (Armonk, NY) [25]. In the comparison of groups
with BPD and AvPD, calculation of between-group differen-
ces for categorical variables was based on Crosstabs and
Pearson’s Chi-square tests, and for continuous variables t-test
for independent samples was used. Cases with missing data
were omitted from calculations and tables.

Results

Participants and descriptive data

Table 1 shows characteristics of the 40 BPD patients and the
30 patients with AvPD and includes a comparison to regular
patients in the Network registered in the period 2018 to
2020. The only significant difference between the study
sample and regular Network patients was an underrepresen-
tation of AvPD patients in the study sample (23% vs.
36%, p< 0.05).

Comparing patients with AvPD and BPD in the study sam-
ple, female gender dominated in both groups. The BPD
group was, on average, seven years younger than the AvPD
group (p<.001). A significantly higher proportion of AvPD
patients reported a comorbid mood disorder (p<.05). Around
half of the patients reported a comorbid anxiety diagnosis,
and more than one-third of the patients were living alone at
the time of the survey (but not significant difference

Figure 1. Selection of patients for this study.
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between the groups). Almost a third of the BPD group
reported a comorbid PTSD diagnosis, compared to 14%
within the AvPD group (n.s.).

The majority of the patients (89% totally) had started in
treatment at the time of the survey, while the rest were
under pretreatment assessment. Significantly more AvPD
patients than BPD patients were enrolled in group therapy
(93% vs. 68%, p< 0.01), while there were no significant dif-
ferences with respect to individual therapy.

Main results

Follow up by telephone and video consultations
All patients were offered telephone consultations from their
therapist within an average of 2 weeks after lockdown.
Almost everyone accepted (Table 2), and there were no
group difference. A larger proportion of patients in the BPD
than in the AvPD group reported to have been offered
video-consultations (p< 0.05). This option was available after
approximately 3 weeks from March 12th for BPD patients,
while AvPD patients waited almost 6 weeks for this
(Table 2, p< 0.05).

Video-based group therapy was not commonly used, only
11 patients reported to have been offered this opportunity,
approximately 4 weeks after lockdown, and there was no dif-
ference between the two groups (Table 2). In-person therapy
was offered to more than half of the patients after an

average of 7 weeks. For in-person group therapy, i.e. group
with attendance, this number was only 24% (seven patients).
For BPD and AVPD patients, in-person group therapy was
offered within 7 and 9 weeks, respectively (not a significant
difference). No patients reported not receiving any therapy
or follow-up.

Medication
Fifteen of 30 AvPD patients and 21 of 40 BPD patients
answered questions about medication before and after the
pandemic. While all AvPD patients who used medication
continued to use this, 43% in the BPD grouped group (nine
of 21) reported reduced use of medication after March
12th (p¼ 0.014).

Regularity and experiences with the therapy
Overall, patients in both groups were satisfied with the fol-
low-up offered by their therapy unit, and satisfaction was
categorized as either ‘good enough’ or ‘excellent’ (Table 3).
The groups differed on three areas (Table 3): (1) AvPD
patients were offered less frequent consultations than BPD
patients, most of them less than weekly (p< 0.01), (2) BPD
patients reported the contact to be at regular times more
often than AvPD patients (p< 0.01), and (3) more AvPD
patients experienced a reduced quality of contact with the
therapist after March 12th.

Table 2. Treatment after March 12th.

BPD AvPD Difference
% (n) % (n) p

Offered telephone consultations 95 (38) 93 (28) 0.786
Accepted telephone consultations 87 (33) 89 (28) 0.764
Offered video consultations 64 (25) 40 (12) 0.047
Accepted video consultations 80 (20) 69 (9) 0.459
Offered in-patient attendance 59 (23) 50 (15) 0.458
Accepted in-patient attendance 100 (23) 93 (14) 0.21
Reduced use of medication 43 (9) 0 (0) 0.014

Mean (SD) Mean (SD)

Weeks until first telephone consult. 2.00 (SD 1.87) 2.00 (1.54) 1.000
Weeks until first indiv. video consult. 3.18 (SD 1.83) 5.60 (SD 2.88) 0.043
Weeks until first group therapy on video 4.25 (SD 1.71) 4.80 (SD 1.10) 0.574
Weeks until first ind.in-patient attendance 6.67 (SD 3.37) 7.45 (SD 3.93) 0.588
Weeks until first in-patient group meeting 6.75 (SD 2.55) 9.11 (SD 3.10) 0.11
No treatment offered after March 12th 0 0 –

Table 1. Description of survey subsamples with BPD and AvPD (single diagnoses) compared to the NETWORK population.

Comparison in this study Comparison to the NETWORK population

BPD sample (n¼ 40) AvPD sample (n¼ 30) p
BPD in NETWORK

p
AvPD in NETWORK

p(n¼ 314) (n¼ 289)

BPD of total respondents 30% 33% 0.41
AvPD of total respondents 23% 36% 0.03
Women 95% 83% 0.130 86% 0.14 71% 0.2
Mean age (SD) 28 (8.5) 36 (10.1) <0.001 28 (8.5) 0.5 31 (9.0) 0.69
Living alone 43% 33% 0.391 31% 0.15 30% 0.19
Mood disorder 44% 72% 0.018 52% 0.39 65% 0.38
Anxiety disorder 41% 59% 0.151 44% 74% 0.10
PTSD 28% 14% 0.156 19% 12% 0.85
Enrolled in treatment 87% 90% 0.717
In group therapy 68% 93% 0.009
In individ. therapy 77% 70% 0.516
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Patients’ immediate emotional reactions about changes
in the treatment
Most patients scored highest on the positive item
‘Understanding’ (more than 90% expressed a degree of
accommodating attitude). There were no group differences.
Across PDs, only seven patients reported no accommodat-
ing attitude.

The most significant differences between BPD and AvPD
patients were found for the following negative feelings:
AvPD patients expressed clearly more sadness (p¼ 0.05),
more feeling of abandonment (p< 0.05), and to some degree
more anxiety (p¼ 0.059) (Figure 2).

There were low scores in both groups on feelings of
shame, offence, and anger. Two-thirds of patients in both
groups reported that these reactions had decreased by the
time of the survey.

Concerns about therapy
As shown in Table 4, there were significant differences
between the two patient groups concerning worries about
therapy and missing the group. Ninety-four percent of the
AvPD patients missed group therapy as compared to 49% of
BPD patients (p¼ 0.001). Eighty-five percent of the AvPD
patients had some or many thoughts about other group
members, as compared to 60% in the BPD group (p< 0.05).
When asked if they worried about other group members,
three quarters of the AvPD patients reported to worry a little
or a lot, in contrast to less than half of the patients in the
BPD group (p< 0.05). A majority of AvPD patients (81%) wor-
ried somewhat or a lot about their own therapy, as com-
pared to 42% of the BPD patients (p< 0.01).

Other analyses

As the AvPD patients were somewhat older than BPD
patients in this sample, we investigated the influence of age
on immediate emotional reactions about changes in the
treatment. There were no significant correlations between
age and emotional reactions. For the two items which discri-
minated the two groups; sadness and abandonment,
Pearson’s correlations were respectively r¼ 0.124, p¼ 0. 311
and r¼ 0.010, p¼ 0.937. There was also a low correlation
between age and weeks until establishments of video con-
sultations (r¼ 0.520, p¼ 0.151).

We also investigated possible associations with depres-
sion. Patients who reported depression as an additional diag-
nosis were generally less satisfied with changes in the
treatment situation (Pearson’s Chi sq ¼ 6,593, p¼ 0.037), but
this item did not differentiate between AVPD and
BPD subgroups.

As there were more PTSD patients in the BPD group, we
investigated if this could have biased differences between
the PD subgroups. We found that comorbid PTSD did not
impact scores of sadness for patients with AVPD, but sadness
was higher among BPD patients with additional PTSD (Chi sq
¼ 9,342, p¼ 0.009).

Discussion

Key results

There was high satisfaction in both groups, with the delivered
treatment follow-up generally perceived as ‘good enough’ or
‘excellent’ (95% in the BPD group and 97% in the AvPD group).
According to our original hypotheses (a and b), we expected
patients with AvPD and BPD to be offered similar alternative
treatments after the lockdown. The study shows there was no
substantial difference in the treatment offered to the two
groups, but AvPD patients reported less intensive treatment
and they reported that digital solutions took longer time to
establish. However, we have no information/facts about number
of contacts in this period, so it may be that both groups
received more similar therapy than reported.

Furthermore, we hypothesized (c) that both patient groups
would react with similar, negative attitudes to the lockdown
and change in treatment. Contrary to these expectations, the
study demonstrates that patients with AvPD were more
troubled by the change in therapy format than BPD patients.
Additional analysis did not indicate that differences were
explained by selection biases between the groups.

BPD patients reported more satisfaction with follow-up
and reduced medication more
Patients with BPD are often more expressive, their sensibility
to separation and poor emotional regulation is well
described and they are more prone to high-risk behaviors
[26]. In response to the lockdown, therapists are likely to
immediately consider potential risks and feel compelled to
rapidly target interventions in order to prevent decompensa-
tion and severe adverse behaviors. In another study from the
same survey [10], more self-harming behaviors known before
the lockdown were indeed associated with receiving more
frequent therapist contact after the lockdown. Many of these
patients may have had BPD. An interesting finding though, is
that a large proportion of BPD patients – almost half in the
studied group – report reduced use of medication during the
first pandemic wave. This may be connected to a recent
study of BPD patients in Spain [27], where subgroup of BPD
patients felt better due to less social contacts in
the pandemic.

Generally, therapists treating patients with cluster C PDs
have reported more positive and stable counter-transference

Table 3. Experiences of regularity and therapist follow-up.

BPD AvPD Difference
% (n) % (n) p

Every week or more 80 (32) 46 (13) 0.003
Less than weekly 20 (8) 54 (16) 0.003
Less contact with therapist 27 (10) 43 (12) 0.182
Same regularity 68 (26) 61 (17) 0.516
Regular times 63 (24) 36 (10) 0.027
Experience therapist as caring 47 (18) 54 (15) 0.082
Experience therapist as intrusive 16 (6) 0 (0) –
Difficult not to view therapist (by tlph) 36 (13) 52 (14) 0.212
Experience less report with the therapist 21 (8) 46 (13) 0.024
Satisfaction with follow-up,

good enough or excellent
95 (37) 97 (28) 0.893
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feelings as compared to therapists treating patients with
cluster A and B disorders [28–30]. In a normal therapeutic
setting, AvPD patients are known to evoke protective thera-
pists’ responses [31,32]. However, crises management and
treatment interruption are poorly described among patients
with AvPD. Characteristically, AvPD patients do not have the
same treatment irregularity as often described for BPD [33].
It could therefore be speculated that in a crisis, such as the
lockdown, the more quiet and introvert AvPD patients might
not evoke so much concern among therapists. It is also con-
ceivable that the AvPD tendency to be pleasing and submis-
sive, may have further facilitated treatment delay [34,35]. In
this crisis context, it is noteworthy that self-destructive
actions are also prevalent among patients with AvPD.

AvPD patients were more worried about miss-
ing treatment
AvPD patients often have sparse social networks [35]. Many
describe anxious and fearful attachment styles in close rela-
tionships [36] – tending toward withdrawal as the preferred
management of personal distress. Being accustomed to isola-
tion, it is thus easy to suspect that patients with AvPD would
have advantages during periods with Covid restriction.

Both BPD and AvPD patients are known to be highly sen-
sitive to rejection [37] and although AvPD research is scarcer,

proneness to negative rumination has been demonstrated
[38]. The present study points to how AvPD patients were far
more attached to the treatment situation than assumed and
feelings of abandonment and sadness were frequently
reported. The lack of group therapy during the lockdown
was common to both BPD and AvPD patients. However,
unexpectedly, a larger proportion of AvPD patients explicitly
reported missing group sessions and being worried about
their therapy in general. Only patients enrolled in group
therapy were compared here; hence, there was no bias
caused by the fact that less BDP patients received group
therapy by 12 March 2020. The present study thus suggests
that the distress associated with the treatment interruption
and change of format was stronger among AvPD patients
than among patients with BPD.

Possible lack of competence on AvPD crises management
The differences observed in this study, include both the
actual quantity of received treatment and the patients
experience of the treatment interruption and alternative for-
mats. It points to a possible lack of competence in crises
understanding and management for AvPD.

The study highlights the importance of AvPD patients’
relation to therapists and relations within treatment groups.
The expense of a long-standing avoidant personality strategy

Figure 2. Reactions to changes in therapy format.

Table 4. Concerns about therapy.

Missing group therapy Not at all A little Very much p

BPD 52% (16) 26% (8) 23% (7)
AvPD 7% (2) 52% (14) 42% (11) 0.001

Thinking of group members Not much A little Very often
BPD 40% (12) 47% (14) 13% (4)
AvPD 15% (4) 67% (18) 19% (5) 0.035

Concerned about group members No at all A little Very much
BPD 52% (16) 35% (11) 13% (4)
AvPD 26% (7) 56% (15) 19% (5) 0.046

Concerned about own treatment Not at all A little Very much
BPD 58% (18) 32% (10) 10% (3)
AvPD 19% (5) 44% (12) 37% (10) 0.004

Differences between not at all, and a little/very much.
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is often loneliness. Over time, patients lack possibilities to
develop and refine relational competence, the sharing of
feelings and experiences, learning through community, expe-
riencing trust and consolement. It may be profoundly diffi-
cult to enter a therapeutic process addressing such highly
sensitive issues. In such a perspective, as possibly indicated
in our study, involuntary interruption of an ongoing therapy
is a major issue.

In sharp contrast to the evidence-base for BPD treatment,
structured, manualized treatments for AvPD are generally not
established [29,39]. Treatment for AvPD often incorporates
elements from BPD treatments, cognitive and psychodynamic
approaches, including adjusted psychoeducation, and group
and individual therapy formats. It is conceivable, that a lack
of AvPD treatment standards and specific techniques may
have facilitated some passivity among therapists concerning
what to offer this patient group in a crisis situation and how
rapid a response is needed. In a qualitative study from our
research group, based on the same sample, patients
described vulnerability for not being remembered in the
pandemic crisis [40].

Strength and limitations

The pandemic is an extraordinary situation, and we empha-
size that this is one of the first studies to compare two clinic-
ally frequent PD groups during the Covid-19 crisis and their
experiences of the crisis-induced treatment changes. The
study captures the first wave of Covid-19 in Norway, where
fear and depression were generally enhanced in the general
population [1] as well as patients with PD [21]. It is based on
an anonymous survey and hence not biased by the patient’s
relations to their therapists or units. Patients are recruited
from a naturalistic, real-life, clinically relevant, treatment set-
ting within the Network [10].

The low response rate and small sample size limits our
conclusions. The frame of the study, which was based on
anonymous data, did not give opportunity to compare res-
ponders to non-responders or late responders on clinical
measures [41]. However, Table 1 demonstrates a high degree
of similarity on essential measures when comparing the res-
ponders to data from the research database of whole
Network sample. The small sample size may have obscured
possible differences between our samples, and regarding the
lack of studies on AVPD, the differences detected in our
investigation are thus noteworthy.

AVPD and BPD subgroups differed on some variables.
Mean age was higher, depression more frequent and there
were less PTSD diagnoses in the AvPD group. This may have
influenced between-group differences. However, the further
investigation of these factors concluded that the differences
found between BPD and AvPD were not likely biased by age,
depression or comorbid PTSD.

Patients in this survey were asked to label their own diag-
nosis. This procedure may render uncertainty as regards to
correct classification. However, in a survey among psychiatric
patients in general, more than 60% labeled their own diag-
nosis correctly [42]. The Network is a collaboration of

specialized PD treatment units, and patients are subjected to
thorough diagnostic evaluation by semi-structured interviews
before starting therapy. It is a highly recommended practice
to have extensive feedback and dialogue on the results of
the assessment before entering therapy. The evaluation
forms a starting point of treatment, informs the choice of
interventions and design of treatment plans and case formu-
lations. Hence, it is likely that the patients who responded
were well informed on their diagnoses, possibly more so
than in the general psychiatric population. Twelve percent
reported not knowing their diagnosis. This is roughly com-
parable to the percentage of survey patients still under pre-
treatment assessment.

AvPD patients may have different ways of expressing
themselves, with possible different response styles compared
to BPD patients. However, different response styles in surveys
with AvPD and BPD patients has to our knowledge not been
documented in any study so far.

Conclusion

Both subgroups (AvPD and BPD) reported high satisfaction
with treatment follow-up and changes in therapy formats
during the first Covid-19 pandemic wave. Nonetheless, the
present study shows noteworthy differences in treatment
experiences. Patients with AvPD reported a prolonged time
interval before established contact with therapists and less
regularity of sessions. Moreover, AvPD patients reported
more often feelings of abandonment and sadness as a reac-
tion to the shutdown. Results may indicate that the vulner-
ability of patients with AvPD is more easily overlooked or
underestimated by therapists.

Generalizability: The main limitation is a small sample size
which limits the generalizability of findings. However, results
do encourage further research on AvPD as a condition,
which no less than BPD, needs to be considered in times of
crises and unexpected treatment interruptions.
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