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Generall Introduction 

Introductio n n 

Inn her Vision on Mental Health Care Policy paper of 1998, the then Dutch Minister of Health, Mrs. 
Elss Borst, wrote that one of the most important challenges facing the field of mental health care at 
thee start of the 21st century was the steadily increasing number of patients that seek ambulatory 
help.. A possible solution, she added, might lie in short-term treatment programmes. At the same 
timee clinicians in different Community Mental Health Centres (CMHC's)1 were already 
experimentingg with brief-treatment (BT) programmes of about five to six sessions. However the 
Healthh Minister by then also discussed the question as to whether or not short-term treatment 
actuallyy belongs to the field of specialised mental health care. She stated that the type of 
disorderss requiring short-term and generalistic treatment should in principle be handled in non-
specialisedd mental health care given by the general practitioner (GP), a psychologist or social 
workerr working in the primary care setting. In case of multi-disciplinary treatment being required, 
thee GP could refer patients to the regionally organised specialised mental health care by a 
protocollizedd allocation procedure that should help the GP to be a good 'gatekeeper'. 

Too develop a good and valid opinion with regard to the possibilities of BT-programmes in 
specialisedd mental health care, one needed more information about the state of affairs regarding 
thesee programmes in CMHC's than was available at that time (e.g. Van Buuren and 
Schouten,1994;; Wagenborg, 1995). With a grant from the 'Nationaal Fonds Geestelijke 
Volksgezondheid'' we executed two studies. During 1997-1998 a nation wide 'state of the art' 
studyy was executed in which all 57 CMHC's participated. By means of a telephonic, semi-
structuredd interview data was gathered regarding the extent, place and nature of short-term help 
availablee for adult patients. During 1999-2001 we undertook the second study, in which patients 
allocatedd to BT in six CMHC's were followed over a period of eight months. This thesis describes 
bothh studies. 

Inn this general introduction background information about short-term treatment is provided: when 
andd why the mental health field became interested in briefer psychological therapies 
internationallyy as well as in the Netherlands, and what different approaches to short-term 
treatmentss are available. Further the main research questions, with references to the chapters in 
whichh they are addressed, are mentioned. Finally the methods and materials for the study within 
thee six centres are described as well as some baseline characteristics of the BT-patients. 

11 In 1982 57 Regional Institutes for Community Mental Health Care (RIAGGs) were established in the Netherlands to 
guaranteee a diversified set of ambulatory services. In the second half of the nineties RIAGGs started mergers with 
otherr regional organisations like mental hospitals and sometimes also psychiatric departments of general hospitals 
andd regional institutes of sheltered living. In this article we will refer to these former RIAGGs and the 'new' 
organisationn in which they have been incorporated, as 'Community Mental Health Centres' (CMHC's). 
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Chapterr 1 

Backgroun d d 

Whyy an interes t in briefe r type s of psychologica l treatment ? 

AA section from the introduction of Bergin and Garfield's handbook of psychotherapy and behavior change: 
Onee of the authors had the opportunity recently of going to dinner with a group of psychoanalysts from Germany 
wheree the health system continues to support long-term therapy. The discussion turned to a recent controversy 
withinn psychoanalytically oriented providers, with some advocating three sessions per week instead of the traditional 
four.. The more traditional providers viewed this position as undermining the best interests of the patient. The author 
wass a complete outsider in such a discussion because in the United States brief therapy has become acceptable to 
mostt practitioners and certainly is now the common experience for most patients. In fact, most research is 
conductedd on therapy offered once a week for no more than 14 weeks, and in most practice settings treatment 
actuallyy averages closer to five sessions. (Lambert et al., 2003; pp. 9-10). 

Sincee the early 1960s there has been an international progressive movement toward briefer forms 
off therapy (Garfield & Bergin, 1994). Although for many years it was thought that psychotherapy 
needss to be long term in order to be effective, it is now generally accepted that for a wide range of 
patientss a planned short-term therapy is not only effective but perhaps all that is required 
(Lambertt et al., 2003). However, this acceptance came not overnight. 

Forr decades, as early as Freud published his treatment experiences, the length of treatment and 
thee use of time boundaries has often been debated among clinicians (Dryden & Feltham, 1992). 
Manyy of Freud's therapies were surprisingly brief (Marmor, 1979), nevertheless over the years 
treatmentt based on psychoanalytic or psychodynamic therapeutic approaches prolonged. Also 
withinn other psychotherapeutic approaches treatments were almost always started without time 
limitationss and were expected to be long-term. Around the early 80's interestingly enough 
psychoanalystss (e.g. Flegenheimer, 1982) tried to shorten treatment lengths. Another impetus for 
short-termm treatments came from the development of the cognitive-behavioural techniques (Koss 
andd Shiang, 1994). Although therapies involving these techniques can be long-term, these 
interventionss are often found to be very effective in short-term treatments of about ten sessions 
(Emmelkamp,, 2003). Another development in the therapeutic field was the increasing number of 
therapistss that do not aim at "total cure" at the end of treatment. They suppose that often it is 
enoughh to help patients up to the point where they can deal with their problems on their own 
again.. Gelso and Johnson (1983) referred to patients' tendency to continue the change process 
afterr counselling has been terminated. This phenomenon is also described in various ways by 
brieff therapy theorists (see also Cooper & Archer, 1999). 

Alongg with these changes in the therapeutic field, 'major events' also focussed attention to briefer 
kindss of treatment. In times of large-scale disasters (e.g. World war II), with many people in need 
off instant psychological help and a lack of capacity to start traditional psychotherapies, one 
neededd short-term treatment programs that could be used as crisis intervention (Koss & Shiang, 
1994).. Further, as noted by Koss and Shiang (1994), the so-called free clinic movement of the 
1960ss (Glasscote et al., 1975), which among others emphasised to make treatments available to 
memberss of society who could not afford to pay treatment for years, was important in the 
developmentt of short-term treatment. 
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Thee reason to limit duration of treatment is nowadays often cost-effectiveness. The number of 
peoplee that seek help in mental health care centres has been increasing, while there are fewer 
resources.. At the one hand the pressure to keep treatments brief can sometimes be difficult for 
clinicianss and patients to accept. At the other hand realisation at start of treatment that the time is 
limitedd often results in the fact that both patient and clinician appear to work harder (Applebaum, 
1975;; Piper et at., 1984). Koss & Shiang (1994) also describe that studies have shown that 
patientss in managed health care settings who participate in short-term treatment reduce their 
overalll direct health care cost (e.g. Sharfstein et al., 1984). 

Anotherr impetus for short-term treatment was provided by an increasing number of patients that 
seekk psychological treatment focussing directly on specific problems {Koss & Shiang, 1994). 
Theyy often expect that their problems will require only a few sessions at most and they might 
dropoutt when they are offered a time unlimited therapy (Sledge et al., 1990), which in their view is 
headingg for a deeper change rather than immediate relief. Offering these patients short-term 
treatmentt can help them understand and work on their problems, and will give them enough trust 
inn psychological services to get more help if necessary. 

Researchh suggests that for a wide range of patients much progress is accomplished in the first 
treatmentt sessions (e.g. Smith et al., 1980; Howard et al., 1986; Lambert et al., 2001). Although 
Lambertt et al. (2001) showed in a general recovery curve that the largest gains are made during 
thee initial 10 sessions of therapy, one should realise that the amount of therapy needed is related 
too the setting in which therapy occurs, the degree of initial patient disturbance as well as the 
criterionn of success being used (see also Lambert & Ogles, 2003). Another issue is how to decide 
whetherr accomplished results are consolidated, so that the patient will not relapse after treatment 
orr may even continue the change process that was started in treatment. 

Finally,, one should realise that the median number of therapeutic sessions, regardless of the 
therapeuticc orientation of the therapist, is five to eight (Garfield, 1994). Recently, Hansen et al. 
(2002)) reported that in routine practice (within various settings like private practice, university 
counsellingg centres and community mental health centres) this number is five. While past studies 
havee indicated that the majority of therapies consist of only a few sessions, they are often not 
short-termm therapies by design (i.e. planned short-term interventions) (Levenson et al., 1995). 
Althoughh a part of these therapies probably ended premature with the patient and/or the clinician 
beingg unsatisfied (see also Hansen et al., 2002), there are treatments that can be successfully 
completedd in very few sessions. However the question for which patients which kind of planned 
short-termm treatment is appropriate to offer remains unanswered so far. 
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Chapterr 1 

Differen tt  kind s of approache s to short-ter m psychologica l treatmen t 

TreatmentTreatment  length 

AA section from a conversation between Hoyt and de Shazer: 
Hoyt ::  The first thing I want to ask, Steve, is how has what you mean by brief therapy changed over the years? What 
aree some of the things that you've given up or you've added, and why? 
Dee Shazer: Well, I guess that when it first started, there was really no definition whatsoever, except "brief. I don't 
thinkk "brief" was ever defined in any way at all. Then, doing what I was calling "brief therapy", I ran into John 
Weaklandd and his gang at MRI (the Mental Research Institute in Palo Alto, California) with their 10-session limit. I 
kneww 10 was an arbitrary number, I also knew it didn't fit with my experience. So we started a research project: we 
tossedd a coin and decided whether to have a 12-session or 6-session limit (this project was never written up or 
published).. (Hoyt, 2001; pp. 158-159). 

Short-termm treatment can be defined as those therapies in which "the practitioner deliberately 
limitss both the goals and the duration of treatment" (Wells, 1994; p.2). However, such a definition 
sayss nothing about the actual length of treatment in terms of number of sessions. Bloom (1997) 
arguess that nowadays few people talk about treatments longer than 20 sessions as short-term, 
althoughh he also notes that the upper limit is not really agreed on. Dryden and Feltham (1992) 
alsoo came up with a limit of around 20 sessions, while Koss and Shiang (1994) mentioned 25 
sessions. . 

Withinn this limit of 20 to 25 sessions, there still is a surprising diversity of treatment lengths and 
modelss of intervention possible. Short-term therapies can range from symptom-centred, single-
sessionn treatments (Talmon, 1990; Bloom, 1981; Ost, 1989) to around 20 sessions in focal 
psychotherapyy (Balint et al„ 1972; Malan, 1976). Talley (1992) and Barkham et al. (1999) 
suggestedd the term "very brief psychological treatment" for treatments of fewer than six to eight 
sessions,, reserving the term "brief psychological treatment" for treatments between eight and 
twentyy sessions. Complicating matters further, some clinicians work with fixed duration 
parameterss at the beginning of treatment, whereas others are far more flexible with regard to the 
totall number of sessions (Steenbarger, 1994). 

TherapeuticTherapeutic  approaches 

AA section from a conversation between Hoyt and de Shazer: 
Hoyt ::  In reading the early books and following the progression, it seems there's been a shift away from strategy and 
power. . 
Dee Shazer: Certainly away from strategy. You don't need strategies, or you don't need "strategic maneuvers" a la 
Haleyy or Haley's interpretation of Erickson, or even the earlier MRI stuff. I found out that when we switched from 
problemm solving to solution development, you just don't need to do that sort of thing. You don't need these fancy 
interventions..... We still have to resist doing it now and then, because we know it's no better than finding something 
thee client already is doing that they can do more of. (Hoyt, 2001; pp. 159-160). 

Theree are various ways to categorise therapeutic approaches to planned short-term treatments 
withh a limit of around 20 sessions (see Bloom, 1997). The two categories mentioned most are 
psychodynamicc and cognitive-behavioural approaches. Psychodynamic approaches to planned 
short-termm treatment are numerous. The shortest are the single-session psychotherapies 
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describedd by Bloom (1997) and Talmon (1990). Then there are for example Gilliéron's (1989) 
shortt four-sessions psychotherapeutic interventions and Bellak's (Bellak & Siegel, 1983) intensive 
brieff and emergency psychotherapy of around six sessions. 

Psychodynamicc approaches of about 12 sessions are Horowitz's (1991) stress response brief 
dynamicc psychotherapy, the time-limited psychotherapy described by Mann (1991), and 
Klerman'ss (Klerman et al., 1984) interpersonal psychotherapy. Therapies that are often more than 
122 sessions or are very flexible regarding time limitation are for example Sifneos' (1987) anxiety-
provokingg short-term psychotherapy, Davanloo's (1980) intensive short-term dynamic 
psychotherapy,, focal psychotherapy described by Balint et al. (1972), time-limited psychotherapy 
off Malan (1963), Wolberg's (1980) flexible short-term psychotherapy and time-limited dynamic 
psychotherapyy as described by Strupp and Binder (1984). 

Short-termm cognitive, behavioural or cognitive-behavioural approaches are for example: Ellis's 
rational-emotivee psychotherapy, Beck's cognitive restructuring therapy, Phillips and Wiener's 
structuredd behaviour change therapy, and Farrelly's provocative therapy (see for more 
informationn about these approaches Bloom, 1997). 

Somee authors (Bloom, 1997; Peake et al., 1988) also describe a category they called strategic-
systemicc approaches. Bloom (1997) explains this approach by mentioning that while 'the 
psychodynamicc psychotherapist can be said to believe that "you are your past," and the cognitive 
orr behavioural psychotherapist can be said to believe that "all that is really important is the 
present,"" the strategic or systemic psychotherapist can be said to believe that "we need to 
concentratee on the future - the present is important only in how it connects with the future" (p. 
145).. At the start of a strategic-systemic treatment the clinician negotiates the goals of therapy 
withh an individual or a family and then develops a strategy for achieving these goals (Bloom, 
1997;; Simon et al., 1985). Approaches like these involve: Erickson's (1977) brief strategic 
psychotherapy,, brief treatments developed within the mental research institute (MRI) with staff 
memberss like Haley (1987) and Watzlawick, Weakland and Fisch (1974), and solution-focused 
brieff therapy described by de Shazer (1985), O'Hanlon and Weiner-Davis (1989), Berg and Miller 
(1992),, and Walter and Peller (1992). 

Theree are also approaches that try to combine the techniques mentioned above, the so-called 
eclecticc time-limited treatments. Examples are the eclectic time-limited therapy developed by 
Fuhrimann et al. (1986), Beutler's (1983) systematic eclectic psychotherapy, or the eclectic 
psychotherapyy described by Garfield (1980). 

FinallyFinally there are the short-term treatments that are specific because of the clinical setting in which 
theyy take place: brief marital and family treatment, time limited group treatment, crisis 
intervention,, planned short-term psychotherapy in inpatient psychiatric settings, and planned 
short-termm therapy in medical settings. For more information about short-term treatments in these 
differentt settings and about grouping approaches to planned short-term treatment see Bloom 
(1997)) and Koss and Shiang (1994). 
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Althoughh there are a number of different approaches to short-term treatment, Bloom (1997) 
describedd the following five fundamental components that these treatments have in common: 
1.. setting of a time-limit, 
2.. identification and maintenance of a clear focus, 
3.. establishment of specific but limited goals, 
4.. prompt intervention, and 
5.. a relatively high level of therapist activity. 
Theree are, however, differences in how clinicians go about setting a time limit, how they establish 
therapeuticc goals, the interventions they use, and the way in which they are active. 

PatientsPatients  suitable  for  short-term  treatment 

AA section from the chapter 'Research on brief psychotherapy'by Koss and Shiang (1994, p. 670): 
Inn general, brief therapy is offered in outpatient settings to patients who are capable of some adaptive functioning in 
att least one sphere of their lives. The "acceptance rate" of various therapies ranges from about 20 percent of the 
population..... to over 50 percent.... Some clinicians advise that any patient thought suitable for psychotherapy should 
firstt be tried in brief treatment. 

Becausee of the diversity of therapeutic approaches being offered, the professional backgrounds 
off clinicians, the setting in which the treatment takes place and differences in patients that seek 
helpp in these settings, it is not surprising that the criteria for proper selection of patients for short-
termm treatment vary from advocate to advocate in the field. Overall, statements about selection 
criteriaa for planned short-term treatment range from the 'accept almost everyone approach' to 
quitee specific criteria to establish the appropriateness of potential patients for short-term treatment 
(Bloom,, 1997). The first approach is chosen because there seem to be no specific selection 
criteriaa that can reliably exclude patients from short-term treatment, except for some 
contraindicationss like chronic severe psychopathology and lack of adequate reality testing. A 
numberr of authors therefore state that the most appropriate clinical decision to make is to start 
withh short-term treatment irrespective of patient characteristics {Bellak, 1984; Garfield, 1989; 
Manaster,, 1989; Propst et al., 1994). 

Onn the other hand, there are clinicians who believe that their techniques of short-term treatment 
aree particularly suitable for patients with specific disorders, personality traits or specific 
competences.. However, selection criteria are sometimes seen as so rigid (e.g. those from 
Sifneos,, 1981) that short-term treatment seems to be restricted to the "almost psychologically 
healthy"" (see Goldberg & Green,, 1986). 

Nevertheless,, clinicians working with short-term treatment seem to agree on criteria like: 
1.. high motivation for change, 
2.. the ability to establish a productive working relationship with the therapist, 
3.. a history of meaningful relationships with others, 
4.. psychological-mindedness, and 
5.. an identifiable and compelling focal issue of concern (Bloom, 1997; p. 247). 
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However,, just as the criteria for rejecting planned short-term psychotherapy seem remarkably 
similarr to those for long-term psychotherapy, so do the criteria for accepting {Binder et al., 1987; 
Bloom,, 1997). These criteria are therefore not always helpful to the person faced with determining 
whetherr or not a patient is suitable for short-term treatment (Blenkiron, 1999). 

Brie ff  psychologica l treatmen t in the Netherland s 

AA selection from the booklet from the conference 'Short and Good' held in 1995: 
Onee asked me to tell something about the context in which the brief treatment, or the five-sessions model, or the 
short-termm complaint focused approach, or the problem structured advising sessions or however these short-term 
approachess should be called, have developed themselves. On this point I see some developments on different 
domainss that are interacting with each other. Together they make the rising interest in the five-session model 
understandable..... Of course there are also other solutions thinkable for the discrepancy in supply and demand 
namelyy increasing resources or possibly a different top-down enforced task setting for the CMHC's. Both will not 
happenn for the time being. However, even when both might happen, I think that the continuation of thinking about 
andd experimenting with brief treatment approaches stays very meaningful. We have to be aware of the fact that 
wishess and needs of clients and taking pleasure in working for clinicians also play a very important role in the 
developmentt of brief treatment. I hope that the contributions in this booklet can clarify all the things going on in this 
area.. (Schene; 1995, pp. 6-8, original in Dutch). 

Inn the Netherlands, as well, there was a development towards briefer types of psychological 
treatments.. Van Buuren and Schouten concluded in 1994 that there were many CMHC's with a 
short-termm treatment programme. Interestingly, more than half of the 45 CMHC's, which 
respondedd to their survey, had a treatment programme with an upper limit of five sessions. 
Althoughh clinicians in different CMHC's were experimenting since the late 80's with treatments 
withh this five to six session limit, it was not until the early 90's that some CMHC's implemented 
thesee brief treatments (BT's) as a specific programme. The first articles about short-term 
treatmentt approaches in the CMHC's were, among others, from Wijsbek et al. (1991; 'short-term 
treatments:: the 'quick service' of the CMHC) and Stoffer (1994; 'the five sessions experiment'). 
Thesee brief approaches were sometimes received with scepticism, but the interest for (very) brief 
treatmentt was clearly growing. 

Neverthelesss in those days this was a pretty new approach, which made the implementation not 
easy.. There was a growing need to exchange experiences, resulting in 1995 in the conference 
titledd 'Short and Good' (SOGG, 1995). This conference showed that quite some clinicians were 
workingg enthusiastic with their BT-programmes, with a lot of confidence in their 'product', although 
researchh on its effectiveness was lacking. As the day-chairman concluded 'development of brief 
treatmentt is, until now, based more on pragmatic and organizational grounds than based on a 
(startingg of) scientific theory or model development. In itself this is not bad for a relatively new 
phenomenon,, when it does not stay that way in the long run' (Wagenborg, 1995; p. 76). 

Althoughh more and more literature about short-term treatment became available internationally, 
literaturee regarding the use of an upper limit of five to six sessions in heterogeneous populations 
inn specialised mental health care was still rare. However, in practice many patients are seen for 
onlyy a few sessions, which lead to the question: which patients can actually be helped within a 
feww sessions? Some BT-clinicians in the CMHC's argued that they were able to help much of 
theirr patient-population within a few sessions. The question arises as to whether part of these 
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patientss are having less severe problems that can also be helped in a primary care setting where 
onee is also working with brief treatments {see van den Berg, 1998). CMHC's that want to 
implementt BT-programmes are eager to know about the type of patients allocated to BT within 
(other)) CMHC's, the type of patients for whom BT is actually successful and the type of 
techniquess being used. Although the BT-clinicians did not seem to use totally new techniques, 
theyy clearly put limits on both the number of sessions and the treatment goals, which was by then 
aa new phenomenon. This practice was never clearly investigated, so we started a study to learn 
moree about BT-programmes in CMHC's. 

Researc hh question s 

Whatt  is the stat e of affair s wit h respec t to brie f treatmen t in the CMHC's in 1998? 

Thee national survey, addressed in chapter two, focuses primarily on the following aspects: the 
numberr of CMHC's that actually offer a BT-programme (in which the clinicians have the intention 
too end the BT within six or fewer sessions), the date these programmes were introduced, the 
embedding,, the particular discipline of the clinicians, waiting times, the duration of BT, treatment 
goals,, content of the programme offered, therapeutic approaches on which the treatments are 
based,, the type of patients who are (or might be) considered eligible, and factors likely to 
influenceinfluence the patient-influx within the BT-programmes. 

Whatt  patien t characteristic s make clinician s recommen d brie f treatment ? 

Withh the underlying assumption that clinicians are capable of correctly recommending BT on the 
basiss of their clinical experience, we assessed which CMHC-patients are allocated to this kind of 
treatmentt and which were not (i.e. were allocated to unlimited or long-term treatment). In chapter 
threethree self-reported characteristics of patients who are and who are not allocated to BT were 
compared.. Using logistic regression a statistical model was developed that predicts whether or 
nott clinicians will allocate a patient to BT. 

Forr  whic h allocate d patient s is brie f treatmen t 'successful' ? 

Afterr learning more about the group of patients allocated by clinicians to BT, the next step is to 
assesss for which of these patients BT is successful. Chapter four assesses patient characteristics 
thatt are related to the outcome of BT. This will be done by defining BT as successfully in terms of 
thee number of treatment sessions and patients rating of BT outcome. The following potential 
baselinee patient characteristics were assessed by patients and their clinicians: socio-demographic 
characteristics,, psychological complaints and symptoms, stress and support, personality and 
coping,, request for type of intervention by the patient and suitability for treatment according to the 
clinician.. After analysing the different predictors separately, a model is developed that predicts 
whetherr or not BT will be successful for a particular patient. 
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Whatt  is the relatio n betwee n workin g allianc e and the outcom e of brie f treatment ? 

ChapterChapter five focuses on the impact of different aspects of working alliance on treatment outcome. 
Workingg alliance was assessed by the patient with an instrument that contains three scales; the 
bondd between patient and clinician, the agreement on goals and tasks between the patient and 
clinician.. Further, we will assess whether these components of alliance significantly improve the 
predictionn models based on baseline patient characteristics (as described in chapter four). 

Cann the 'stage s of change ' concep t be used withi n a brie f treatmen t population ? 

Becausee the BT-population is heterogeneous in terms of complaints and treatment goals, and BT 
doess not always primarily aim at symptom reduction, it is hard to define treatment success. We 
assessedd whether a 'stages of change' approach can be used to evaluate mental health 
interventionss by looking at transitions in stages of change made by a patient over time. Chapter 
sixsix assesses stages of change profiles (SoC-profiles) for patients starting BT, transitions in SoC-
profiles,, whether pre-treatment patient-characteristics can predict stage-specific transitions, and 
howw these stage-specific transitions are related to other outcome measures. 

Method ss and material s for the stud y withi n the six centre s 

Settin gg and procedur e 

Thee study was executed in six Community Mental Health Centres (CMHC's). A total number of 57 
CMHC'ss were established in 1982 to guarantee a diversified set of ambulatory services, from 
curativee psychotherapy to supportive community psychiatric care, for patients of all age groups 
withinn a specific catchment area ranging from 75.000 to 250.000 inhabitants. General 
practitionerss can refer their patients with psychological or psychiatric problems to different mental 
healthh care services; about two third (65%) of referred patients are seen in CMHC's, a quarter 
(27%)) in out-patient departments of psychiatric or general hospitals, 8% by independent 
psychiatristss and 3% by psychotherapists (ten Have, 1998). 

Inn selecting the CMHC's for our study we considered two main criteria. First, it was our aim to 
assesss an as large and heterogeneous as possible group of adult patients with whom clinicians 
aree willing to try to end treatment within six or fewer (50-minute) sessions. So we wanted at least 
includee some CMHC's that in our nation wide study had shown to allocate as much patients as 
possiblee to BT (about 30-35% of new patients). Second, we also wanted to include CMHC's 
distributedd over the Netherlands and situated in both rural and urban areas. All six centres 
participatingg started to experiment with BT-programmes before 1995 and had implemented their 
BT-programmee in or before 1997. This implicated that at the start of our study (1999) these 
centress had quite some experience in offering and allocating patients to BT. 
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Inn CMHC's a multidisciplinary group of professionals is responsible for treatment allocation. First a 
patientt meets one clinician for an intake-interview and for assessment. Second this clinician 
advisess the multidisciplinary allocation committee on whether or not the patient should be 
acceptedd for treatment at the CMHC, and if so, for what type of treatment. The committee makes 
thee final decision. In all six centres the BT-programme was situated at the 'front door', which 
madee it possible to minimise the waiting time between the moment patients applied for treatment 
andd the actual start of BT (often four or five weeks) and to avoid a switch of clinician. In two 
CMHC'ss it was even possible for the clinician who did the intake to directly plan in the intake-
sessionn a next appointment for the first BT-session. 

Thee in total 62 clinicians providing BT within the six centres had different professional 
backgrounds.. Most of them were psychotherapists (with an university degree followed by a 
postdoctorall study of four years) or clinical psychologists (with at least an university degree with 
regardd to clinical psychology). Only some of them were community psychiatric nurses (nurses 
withh an advanced professional study specialised in working within community mental health 
settings)) or social workers with advanced professional studies and a lot of treatment experience. 
Inn each centre clinicians participated in a multidisciplinary team, in which progress of the BT's 
couldd be discussed. Each team also had a psychiatrist on consultation basis available, who 
sometimess provided BT's themselves. 

Patientss referred to BT in the six CMHC's were asked to participate in the study. Those who gave 
informedd consent (IC) were asked to complete baseline questionnaires before the first BT-
session.. Thereafter they were assessed at two, four and eight months after the start of their BT 
(seee Figure 1.1). When the patient agreed to participate in the study and signed the IC, the 
cliniciann who did the intake interview was also asked to complete a baseline questionnaire (see 
Figuree 1.2). As earlier described, in most cases the intake interview and the BT was provided by 
thee same clinician. If another clinician provided the BT, this clinician was also asked to give some 
baselinee information about the patient after the first BT-session. The clinician who did the BT was 
thenn asked to complete a questionnaire two months after the start of BT and a questionnaire 
whenn the BT was ended or eight months after the start of BT in case it was still not ended by 
then. . 

Patientss who were not referred to BT, but needed help in the CMHC, were allocated to other 
typess of treatment, either open-ended or with a limit which is higher than six sessions (often 
treatmentt within a psychotherapy-team or a team in which clinicians focus on social psychiatric 
care).. In two of the six CMHC's that participated in this study, the patients that were not allocated 
too BT were also asked to complete a baseline questionnaire before starting their treatment (for 
moree information see chapter three). 
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Figur ee 1.1: Patien t flow (N=594) to and throug h the study in six Communit y Mental Health Centres 

Allocatedd to brief treatment (N=594) 

Informedd Consent asked (N=459)1 
—-*»l l 

Informedd Consent not asked (N=135): 
-- Missed {N=46)2 

-- Too ill (N=50)3 

-- Excluded (N=39)4 

Informedd Consent given (N=379) Informedd Consent not given (N=80) 

Baselinee questionnaire (ti) completed (N=261)7 Baselinee questionnaire (T1) not completed (N=118)8 

22 months assessment (t2) (N=214): 
-- Second questionnaire completed (N=199)9 

-- Missing (N=15) 

Lostt to follow-up (N=47)1 

44 months assessment (t3) (N=198): 
-- Third questionnaire completed (N=186)1 

-- Missing (N=12) 

Lostt to follow-up {N=16) 

88 months assessment (t4) {N=198): 
-- Firth questionnaire completed (N=191)12 

-- Missing (N=7) 

77%% of 594 patients allocated to brief treatment (BT). 
8%% of 594 patients allocated to BT; missed due to e.g. the clinician had no time or forgot to ask the patient. 
8%% of 594 patients allocated to BT; not asked due to e.g. patient was, according to the clinician, not able to sign an 
Informedd Consent (IC) or to fill out a questionnaire because they were too ill. 
7%% of 594 patients allocated to BT; not asked due to e.g. problems with reading, writing or understanding the 
questions. . 
83%% of 459 patients asked for IC. 
17%% of 459 patients asked for IC; did not gave IC due to e.g. patient did not want to invest time in the study, or did 
nott want to receive a questionnaire at home because family did not know about the treatment. 
69%% of 379 patients who gave IC. 
311 % of 379 patients who gave IC; questionnaires were not returned due to e.g. patients forgot to return them or 
becausee of logistic reasons. 
76%% of 261 participants. 
18%% of 261 participants; 21 because they did not got a T2-questionnaire because the clinician did not gave the 
necessaryy information to the researchers to send the patient one and 26 because they did not return their T2-
questionnairee for different reasons. 
71%% of 261 participants and 87% of 214 patients of the 2 months assessment. 
73%% of 261 participants and 96% of 198 patients of the 4 months assessment. 
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Figur ee 1.2: Clinician s of patient-participant s (N=261) in the stud y 

Baselinee questionnaire completed by patient 
(N=261)1 1 

Baselinee assessment (ti) for clinicians (N=252): 
-- Baseline questionnaire completed (N=245)2 

-- Missing (N=7) 

Lostt to follow-up (N=9)3 

22 months assessment (t2) for clinicians (N=235): 
-- Second questionnaire completed (N=204)4 

-- Missing (N=31) 

Lostt to follow-up (N=17)5 

Lastt assessment for clinicians (N=235): 
-- Last questionnaire completed (N=211 )7 

-- Missing (N=24) 

Seee also Figure 1.1, fourth cell in the left column. When a patient signed Informed Consent both the patient and 
cliniciann were asked to complete a baseline questionnaire. Only patients of whom the baseline questionnaire was 
completedd by the patient were followed. 
94%% of 261 patients with a baseline questionnaire completed by the patient. 
3%% of 261 patients with a baseline questionnaire completed by the patient. 
78%% of 261 patients with a baseline questionnaire completed by the patient and 81% of 252 patients of the 
baselinee assessment for clinicians. 
7%% of 252 patients of the baseline assessment for clinicians. Lost to follow-up due to e.g. not enough information 
too keep a patient, who completed a baseline questionnaire, in the study (no address of the patient to send the 
questionnairee or getting the start datum of the brief treatment far to late). 
Whenn the brief treatment (BT) was ended or eight months after the start of BT if it was not ended by then. 
82%% of 261 patients with a baseline questionnaire completed by the patient and 90% of 235 patients of the 2 
monthss assessment for clinicians. 

Brie ff  treatmen t 

Thee BT-programmes provided in the six CMHC's had no particular written protocol that had to be 

used.. However, the BT's in this study have more in common and can be described in more detail 

thann the five global fundamental components described by Bloom (see page 15). As for the 

settingg of a time limit, the clinicians always started BT with the intention to end it within six (50 

minute)) sessions or fewer, and they almost always informed the patient on this time limitation at 

thee start of BT. 

Iff five or six sessions were not enough, patients were offered more help within the CMHC's. 

Withinn four of the six CMHC's a prolongation of some sessions within the BT-programme was 

possiblee (often till 10 sessions), but when the patients needed substantially more 'extra' sessions 

thee patient was offered treatment in another treatment-programme. The other two centres were 

stricterr regarding their time limit and prolongation within BT was seldom accepted. 
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Alll six centres had no strict limitation with regard to length in number of months, but BT was 
usuallyy ended within four or five months. When patients consumed five sessions, the mean time 
betweenn the five sessions was respectively; three, three, four and six weeks. 

Thee clinicians frequently tried to work with a clear focus and well-defined (limited) therapeutic 
goals.. They often tried to formulate 'explanation hypothesis' and goals in such an attractive way 
thatt the patient is willing and able to quickly take responsibility for the work that must be done in 
treatment.. In the majority of cases BT focused on amelioration of concrete complaint(s). The aim 
off BT was, nevertheless, hardly ever a total cure, but often aimed to enable patients to deal with 
theirr problems on their own in order to restore their autonomy. Most of the time this meant the 
reestablishmentt of a previous level of functioning. Treatment was therefore often aimed at 
remindingg the patients of their (neglected) strengths and competences as well as stimulating a 
solution-focusedd orientation (see also Berg &de Shazer, 1993; Walters Peller, 1992; O'Hanlon & 
Weinerr Davis, 1989). Another main focus of BT was to help patients to cope with their problems. 
Thee clinician taught the patients to recognise their vulnerabilities and to anticipate on difficult 
situations.. Psycho-education, often about the role and value of coping and social support in 
stressfull situations, was an ingredient in most of the BT's. Offering structure and clarification 
(placingg thoughts and feelings in a new kind of perspective) were frequently used as 
conversational-techniques,, but supportive (motivational and emphatic) techniques were also 
assessedd by clinicians as very important in BT. 

Givenn the heterogeneity of the patients in the six session treatment programme, BT can consist of 
aa great variety of interventions often also of different therapeutic orientations. Much treatment 
experiencee is recommended because this enables the clinician to be flexible and creative in 
choosingg the right techniques for the particular patient. Next to working from a directive and 
behaviour-therapeuticc approach, clinicians also mentioned that they use system-therapeutic 
methodss (often to clarify the patients problems). Clinicians also need much treatment experience 
too be able to quickly distinguish essentials from side issues, to decide on the right treatment 
focus,, and to maintain this focus throughout the BT. 

Maintainingg a focus often requires clinicians to participate actively in the therapeutic process. The 
descriptionn of an active approach from Koss and Shiang (1994) holds also for the BT-clinicians of 
thiss study. According to these two authors, being active means 'directing the conversation when 
necessary,, actively explore areas of interest, offering support and guidance, formulating plans of 
actionn for the patient to follow, assigning homework, teaching problem solving, and encouraging a 
constructivee life philosophy' (pp. 672-673). Although BT can be a very eclectic approach, BT is 
primarilyy 'short-term directive, cognitive/behavioural and solution focused psychotherapy'. 
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Patient s s 

NumberNumber  of  patients  that  participated  in  the study 

Duringg the study 594 patients were allocated to BT {see Figure 1.1) of which 459 (77%) were 
askedd for Informed Consent (IC). The remaining 135 patients (23%) were not asked for different 
reasons:: 39 patients, mostly from ethnic groups, had problems with reading, writing or 
understandingg the questions; 50 were too ill or too vulnerable according to the clinician to be 
askedd to participate in the study; and another 46 were missed because of logistic reasons. Of the 
4599 patients asked to participate 379 (83%) gave IC. Of those 379 patients 118 (31%) did not 
returnn their questionnaire. Of the 261 patients that participated in the study 199 (76%) completed 
thee assessment two months after the start of BT, 186 (71%) completed the four, and 191 (73%) 
thee eight-month follow-up questionnaire. Clinicians completed a baseline questionnaire for 245 
(94%)) of the in total 261 participants (see Figure 1.2). They further completed a two-month 
questionnairee for 204 (78%), and the last questionnaire for 211 (82%) of the 261 participating 
patients. . 

DescriptionDescription  of  the patients  that  participated  in  the study 

Inn total 261 patients completed baseline questionnaires. The socio-demographic information of 
thiss sample is described in Table 1.1. Some of these 261 patients, filled out their questionnaire 
justt after the start of BT, often due to logistic reasons. In total 199 patients completed their 
questionnairee before the start of BT (see also Table 1.1). This BT-group had a mean age of 38 
yearss (S.D. = 12; range 18-76). More than half (66%) of these BT-patients were women. With 
regardd to education, most patients (64%) were classified in the group that had 'secondary 
education'' as highest education. Fourteen percent of the patients had less than secondary 
education,, and 22% more. Most patients (62%) were living with a partner of whom 54% lived with 
childrenn and 46% without. Almost a quarter (24%) of the patients lived alone, 6% with only their 
child(ren)) without a partner, 4% with their parents and 4% had another living situation. Almost half 
off the patients (48%) were married, more than a third (36%) were never married, 13% were 
divorcedd and 3% widowed. Most patients (96%) were born in the Netherlands and/or felt 
connectedd to the Dutch culture. 

Beforee entering the CMHC, almost half the 199 patients (47%) had seen a professional for their 
psychologicall and/or social problems over the past five years (Table 1.2). Almost a quarter of the 
patientss had seen a professional for one to eight sessions, 9% for nine to fifteen sessions, and 
15%% of the patients had seen a professional for more than fifteen sessions and/or was admitted 
ass psychiatric inpatient or a day patient over the past five years. More than half (61%) of the 199 
patientss suffered from their target problem for more than one year, 17% between six months and 
onee year, and 22% for less than six months. 

23 3 



Generall Introduction 

Tabl ee 1.1 Socio-demographi c characteristic s of all include d patient s (n=261) and of th e patient s tha t 
complete dd th e baselin e questionnair e befor e th e star t of brie f treatmen t (n=199) 

n=261 1 n=199 9 
Variabl e e %' ' n n % % 

Age 2 2 

18-21 1 
22-44 4 
45-64 4 
65-84 4 
85+ + 
Missing g 

Gende r r 
Woman n 
Man n 
Missing g 

Educatio n n 
Primaryy education or less 
Secondaryy education low 
Secondaryy education high 
Tertiaryy education and more 
Missing g 

Professiona ll  rol e 
Paidd employment 
Unfitt to work 
Unemployed d 
Housekeeping g 
Other r 
Missing g 

Livin gg situatio n 
Alone e 
Withh partner (with or without child)3 

Withh child without partner 
Withh parent(s) 
Other r 
Missing g 

Marita ll  statu s 
Neverr married 
Married d 
Divorced d 
Widowed d 
Missing g 

Bor nn in th e Netherland s and/o r feelin g 
connecte dd to the Dutc h culture 4 

Yes s 
No o 
Missing g 

10 0 
167 7 
81 1 
2 2 
0 0 
1 1 

171 1 
89 9 
1 1 

35 5 
90 0 
81 1 
51 1 
4 4 

174 4 
34 4 
15 5 
19 9 
16 6 
3 3 

56 6 
166 6 
16 6 
13 3 
9 9 
1 1 

89 9 
131 1 
32 2 
7 7 
2 2 

249 9 
11 1 
1 1 

4 4 
64 4 
31 1 
1 1 
0 0 

66 6 
34 4 

14 4 
35 5 
31 1 
20 0 

68 8 
13 3 
6 6 
7 7 
6 6 

22 2 
64 4 
6 6 
5 5 
3 3 

34 4 
51 1 
12 2 
3 3 

96 6 
4 4 

9 9 
124 4 
63 3 
2 2 
0 0 
1 1 

130 0 
68 8 
1 1 

28 8 
70 0 
55 5 
43 3 
3 3 

130 0 
26 6 
12 2 
15 5 
14 4 
2 2 

48 8 
122 2 
11 1 
9 9 
8 8 
1 1 

71 1 
95 5 
25 5 
7 7 
1 1 

189 9 
9 9 
1 1 

4 4 
63 3 
32 2 

1 1 
0 0 

66 6 
34 4 

14 4 
36 6 
28 8 
22 2 

66 6 
13 3 
6 6 
8 8 
7 7 

24 4 
62 2 

6 6 
4 4 
4 4 

36 6 
48 8 
13 3 
3 3 

96 6 
4 4 

Percentagess of valid data 
forr the n=261 group: Mean = 38 years (S.D. = 11 years), median = 37 years 
forr the n=199 group: Mean = 38 years (S.D. = 12 years), median = 37 years 
forr the r>=261 group: 94 with and 72 without children 
forr the n=199 group: 66 with and 56 without children 
forr the n=261 group: 246 (95%) born in the Netherlands and 14 (5%) not 
forr the n=199 group: 186 (94%) born in the Netherlands and 12 (6%) not 
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Tablee 1.2 Prior help and duratio n of targe t complain t (n=199)1 

Variabl ee n %

Prio rr  help in the pas t fiv e year s 
No o 
11 -8 sessions 
9-155 sessions 
Moree than 15 sessions and/or admission 
ass psychiatric inpatient or day patient 
Missing g 

Duratio nn of firs t targe t complain t 
Fewerr than 6 months 
66 till 12 months 
Moree than a year 
Missing g 

104 104 
46 6 
18 8 
29 9 

2 2 

43 3 
33 3 

122 2 
1 1 

53 3 
23 3 

9 9 
15 5 

22 2 
17 7 
61 1 

Thee 199 (of the 261) patients that completed the baseline questionnaire before the start of brief treatment 
Percentagess of valid data 

Thee results of the Symptom Checklist 90 (SCL-90; Degoratis, 1977; Arrindell & Ettema, 1986), 
fromm the 199 patients that completed their baseline questionnaire before the start of BT, are 
describedd in Table 1.3. The SCL-90 mean total score (185.1; S.D. = 62.1) of this BT-sample lies 
beloww the mean score (203.5; S.D. = 61.6) of a patient-population seen in psychiatric outpatient 
departmentsdepartments in general or academic hospitals, above the mean score (177.8; S.D. = 52.6) of 
patientss seen by clinical psychologists in primary care, and far above the mean score (118.3; S.D. 
== 32.4) of a 'normal' population (Arrindell & Ettema, 2003). Looking at the scales of the SCL-90, 
thee BT-sample scored for most scales (i.e. depression, somatization, insufficient thinking and 
acting,, suspiciousness and interpersonal sensitivity, hostility and sleeping problems) in the mean 
rangee (between M+1 and M-1 standard error of measurement) of the patient population seen in 
psychiatricc outpatient departments in general or academic hospitals. With regard to the scales 
'anxiety'' and 'phobic anxiety / agoraphobia' the BT-sample scored almost in the mean range of 
thee psychiatric outpatient population. So, the BT-population of this study can be seen as a 
populationn that scores within or just below the mean range of a psychiatric outpatient sample and 
aa part of our sample is comparable with a sample that is seen by clinical psychologists in primary 
care. . 

Fromm 245 of the 261 patients that completed their baseline questionnaire, clinical-information, 
givenn by the clinician who did their intake, is also available. Information about the target 
complaintss of these 245 patients is described in Table 1.4. Considering the most important target 
complaint,, those involving mood (35%), anxiety (25%), relational (18%), somatoform (6%), and 
workingg problems (6%) were mentioned most. 

Thee DSM-IV (1994) diagnoses on axis I from the 245 patients of which clinicians completed a 
baselinee questionnaire are described in Table 1.5. Six percent of the patients had no axis I 
diagnosiss (or deferred diagnoses), but a V-code. Most patients had their first axis I disorder in the 
categoriess adjustment (37%), mood (35%) or anxiety (12%) disorder. 
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Tabl ee 1.3 Sympto m checklist-9 0 (n=199)1 

Variabl e e 

Depressio n n 

Anxiet y y 

Phobi cc anxiet y / Agoraphobi a 

Somatizatio n n 

Sleepin gg problem s 

Insufficien tt  thinkin g and actin g 

Hostilit y y 

Suspiciousnes ss and 
Interpersona ll  sensitivit y 

Tota ll  scor e 

Tota ll  sampl e (n=199)2 

MM (S.D.) 

39.0(14.3) ) 

21.11 (8.9) 

11.11 (5.9) 

24.8(10.1) ) 

7.88 (3.6) 

20.55 (7.9) 

10.4(4.5) ) 

34.5(13.0) ) 

185.11 (62.1) 

n n 

190 0 

191 1 

192 2 

190 0 

194 4 

192 2 

193 3 

190 190 

190 190 

Menn  (n =68) 
MM (S.D.) 

37.3(13.9) ) 

20.33 (8.7) 

10.9(5.2) ) 

22.88 (9.6) 

7.8(3.7) ) 

20.77 (8.2) 

10.11 (4.4) 

32.8(11.2) ) 

177.6(58.2) ) 

n n 

65 5 

65 5 

65 5 

65 5 

67 7 

65 5 

66 6 

65 5 

65 5 

Wome nn  (n = 
MM (S.D.) 

39.7(14.4) ) 

21.4(8.9) ) 

11.11 (6.0) 

25.9(10.3} } 

7.88 (3.5) 

20.33 (7.7) 

10.5(4.6) ) 

35.2(13.7) ) 

188.2(63.4) ) 

130) ) 
n n 

124 4 

125 5 

126 6 

124 124 

126 6 

126 6 

126 6 

124 124 

124 124 

MM = mean; S.D. = Standard Deviation 
11 The 199 (of the 261) patients that completed the baseline questionnaire before the start of brief treatment 
22 From one person we did not know the gender 

Tablee 1.4 Complaint s for whic h the patient s came to the Centre and the most importan t one (n =245)1 

Variabl e e 

Moo dd problem s 

Anxiet yy  problem s 

Relationa ll  problem s 

Somatofor mm problem s 

Workin gg problem s 

Conduc tt  problem s 

Identit yy  problem s 

Problem ss regardin g interpersona l contact s 

Cognitiv ee problem s 

Learnin gg and concentratio n problem s 

Problem ss regardin g upbringin g 

Psychoti cc  complaint s 

Noo ow n complaint s 

Nott  abl e to fi t any of thes e categorie s 

Missin g g 

Complaint ss  mentione d 

n n 

149 9 

1200 3 

93 3 

62 2 

40 0 

15 5 

20 0 

12 2 

7 7 

5 5 

9 9 

2 2 

1 1 

10 0 

--

%2 2 

64 4 

51 1 

40 0 

27 7 

17 7 

6 6 

9 9 

5 5 

3 3 

2 2 

4 4 

1 1 

0 0 

4 4 

Mostt  importan t complain t 

n n 

81 1 

588 4 

43 3 

13 3 

13 3 

9 9 

4 4 

2 2 

1 1 

1 1 

0 0 

0 0 

1 1 

7 7 

12 2 

%2 2 

35 5 

25 5 

18 8 

6 6 

6 6 

4 4 

2 2 

1 1 

0 0 

0 0 

0 0 

0 0 

0 0 

3 3 

Thee 245 of the 261 patients of whom their clinicians completed the baseline questionnaire 
Percentagess of 233 patients of whom there is information about their complaints 
266 anxiety, 20 tension, and 12 trauma 
300 only anxiety, 44 only tension, 14 only trauma, 19 anxiety and tension, 6 trauma and tension, 
55 anxiety and trauma, 2 all three 
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Tablee 1.5 DSM Axis I diagnos e (n =245) 1 

Variabl e e 

%' ' 
Onee or more diagnose s on Axis I 

Noo diagnose s on Axis I, but a deferre d diagnosi s 

Noo (deferred ) diagnos e on Axis I 

Missin g g 

184 4 

27 7 

13 3 

21 1 

82 2 

12 2 

6 6 

Numberr  of diagnose s 
nn  % 2 

Mostt  importan t 
nn %3 

Adjustmen tt  disorder s 

Moodd disorder s 

Anxiet yy  disorder s 

Somatofor mm disorder s 

Sexuall  and gender identit y disorder s 

Impulse-contro ll  disorder s 

Eatingg disorder s 

Disorder ss usuall y firs t diagnose d in youth 4 

Sleepp disorder s 

Substance-relate dd disorder s 

Mentall  disorde r due to genera l medica l conditio n 

Schizophreni aa and other psychoti c disorder s 

Unspecifie dd Mental disorde r (non-psychotic ) 

75 5 

68 8 

25 5 

6 6 

6 6 

5 5 

4 4 

3 3 

2 2 

3 3 

1 1 

1 1 

6 6 

41 1 

37 7 

14 4 

3 3 

3 3 

2 2 

2 2 

1 1 

1 1 

2 2 

1 1 

1 1 

3 3 

68 8 

64 4 

22 2 

6 6 

5 5 

4 4 

2 2 

2 2 

2 2 

1 1 

1 1 

1 1 

6 6 

37 7 

35 5 

12 2 

3 3 

2 2 

2 2 

1 1 

1 1 

1 1 

1 1 

1 1 

1 1 

3 3 

Thee 245 of the 261 patients of whom their clinicians completed the baselinee questionnaire 
Percentagess of valid data 
Percentagess of 184 patients who are diagnosed with one or more Axis I diagnoses 
Infancy,, childhood or adolescence 

Informationn with regard to the axis II diagnosis is given in Table 1.6. Few patients (3%) were 
diagnosedd with a personality disorder, but almost half of the patients had personality traits, mostly 
off Cluster C personality disorders. 

Thee mean score on the Global Assessment of Functioning Scale was 63 (S.D. = 8). Most patients 
scoree between the 51-70 (42% between 51-60 and again 42% between 61-70), which means that 
mostt of the BT-patients in our study had moderate symptoms and/or had moderate difficulties in 
sociall or occupational functioning. Only some of the patients had serious symptoms or serious 
impairmentt in social or occupational functioning, but no one had impairments in reality testing 
(seee Table 1.7). More information of this BT-sample with regard to DSM-IV V-codes, axis III 
diagnoses,, personality, coping, stress, support and the interventions that patients want is given in 
appendixx I. 
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Tablee 1.6 DSM Axis II diagnos e (n =245) 1 

Variabl e e 
n n 

3 3 

47 7 

50 0 

Onee or more Axis II personalit y disorde r 

Noo disorde r on Axis II, but one or more trait s 

Noo Axi s III disorde r or trait s 

Missin g g 

7 7 

108 8 

115 5 

15 5 

Disorder s s Trait ss  Disorder s + 
Trait s s 

Cluste rr  A 
Paranoid d 
Schizoid d 
Schizotypal l 
Subtotal l 

Cluste rr  B 
Antisocial l 
Borderline e 
Histrionic c 
Narcissistic c 
Subtotal4 4 

Cluste rr  C 
Avoidant t 
Dependent t 
Obsessive-Compulsive e 
Subtotal5 5 

Personalit yy  disorde r NOS 

0 0 
0 0 
0 0 
0 0 

0 0 
0 0 
1 1 
1 1 
2 2 

1 1 
0 0 
1 1 
2 2 

0 0 
1 1 
0 0 
1 1 

2 2 
7 7 
9 9 
11 1 
27 7 

26 6 
48 8 
28 8 
86 6 

0 0 
1 1 
0 0 
1 1 

2 2 
7 7 
10 0 
12 2 
29 9 

27 7 
48 8 
29 9 
88 8 

0 0 
0 0 
0 0 
0 0 

1 1 
3 3 
4 4 
5 5 
13 3 

12 2 
21 1 
13 3 
38 8 

Thee 245 of the 261 patients of whom their clinicians completed the baseline questionnaire 
Percentagess of valid data 
Percentagess of 230 patients of whom there is information about the Axis II diagnose 
Twoo patients with 2 traits 
Fourteenn patients with two traits and one with three traits 

Tablee 1.7 DSM Globa l Assessmen t of Functionin g (GAF) score s (n =245) 

GAF-score s s 

1-40 0 

41-50 0 

51-60 0 

61-70 0 

71-80 0 

81-100 0 

Missin g g 

0 0 

19 9 

102 2 

100 0 

19 9 

0 0 

5 5 

0 0 

8 8 

42 2 

42 2 

8 8 

0 0 

n=245;; the 245 of the 261 patients of whom their clinicians completed the baseline questionnaire 
Percentagess of the valid data 
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Instrument s s 

Questionnairess assessed the following domains: complaints and symptoms, personality and 

coping,, stress and support, treatment goals and request for interventions, and process and final 

outcomee measures. The names and references of the different questionnaires are described in 

Tabless 1.8 to 1.12. In these tables is also described whether the patient and/or clinician 

completedd the particular questionnaire and at which assessment moment. 

Tablee 1.8 Complaint s and symptom s 

Instrument s s Complete dd by ti b ts U t4b b 

Targett  Complain t Inventor y (TC)1 

Sympto mm Checklist-9 0 (SCL-90)2 

Complaint(s )) that were reason to come to the Centre ; 

DSM-diagnose ss  * 

Patient t 
Clinician n 

Patient t 

Clinician n 

Clinician n 

tii = baseline assessment, t2 = two months follow-up, k = four months follow-up, Ua = eight months follow-up, 
Ubb = assessment when brief treatment (BT) was ended or eight months after the start of BT if it was not ended by then 
11 Battle etal. (1966) 
22 Degoratis (1977); Arrindell and Ettema (1986) 
33 GGZ Nederland (1998) 
44 American Psychiatric Association (1994) 

Tablee 1.9 Personalit y and copin g 

Instrument s s Complete dd by 

Patient t 

Patient t 

Patient t 

Patient t 

t i i 

X X 

X X 

X X 

t2 2 

X X 

t3 3 

X X 

X X 

u u 

X X 

X X 

u u 
Personalit yy  Diagnosti c Questionnaire-4 + (PDQ-4+)1 

Rosenber gg Self-estee m Scale (RSE)2 

Masteryy questionnaire 3 

Utrech tt  Copin g Lis t (UCL)4 

tii = baseline assessment, t2 = two months follow-up, fa = four months follow-up, Ua = eight months follow-up, 
t4bb = assessment when brief treatment (BT) was ended or eight months after the start of BT if it was not ended by then 
11 Hyler and Reider (1987); Akkerhuis et al. (1996) 
22 Rosenberg (1965); Van der Linden et al. (1983) 
33 Pearlin and Schooler (1978); Kempen et al. (1996) 
44 Two scales were assessed: avoidant and problem-focused coping; Schreurs et al. (1988) 
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Tablee 1.10 Stresss and suppor t 

Instrument s s Complete dd by 

Patient t 

Patient t 

Patient t 

t i i 

X X 

X X 

X X 

X X 

t2 2 t3 3 

X X 

X X 

X X 

u, , 
X X 

X X 

X X 

t t t t 

Surveyy of Recent Life Experience s (SRLE)1 

Groninge nn Socia l Behavio r Questionnair e (GVSG)2 

Socia ll  Suppor t Lis t - Discrepancie s (SSL-D)3 

Question ss abou t socia l networ k (from the VAR-study) 4 

tii = baseline assessment, t2 = two months follow-up, h = four months follow-up, Ua = eight months follow-up, 
t4bb = assessment when brief treatment (BT) was ended or eight months after the start of BT if it was not ended by then 
11 De Jong et al. (1996) 
22 The scales involving professional role {study, work/profession, housekeeping and leisure time) were assessed; 

DeJongett al. (2001) 
33 One scale was assessed: emotional support when encountering problems; Van Sonderen (1993) 
44 Van der Sande et al. (1992) 

Tablee 1.11 Treatmen t goals and reques t for intervention s 

Instrument s s Complete dd by ti t33 t4a t4b b 

(Evaluation )) self define d goals and choosin g goals from a lis t Patient 
Clinician n 

Patien tt  Reques t Evaluatio n Scale (PRES)1 Patient t 

tii = baseline assessment, t2 = two months follow-up, b = four months follow-up, t4a = eight months follow-up, 
t4bb = assessment when brief treatment (BT) was ended or eight months after the start of BT if it was not ended by then 
11 Swinkels (1994); The PRES is a Dutch version of the Patient Request Form, Lazare and Eisenthal (1977) 

Tablee 1.12 Proces ss and fina l outcom e measure s 

Instrument s s Complete dd by ti t2 t3 t4a t4b b 

Stagess of chang e questionnair e 1 

Workk Allianc e Inventory 2 

Question ss about intervention s (from the VAR-study) : 

Satisfactio nn questionnaire 4 

Patient t 

Patient t 
Clinician n 

Clinician n 

Patient t 

X X 
X X 

tii = baseline assessment, t2 =two months follow-up, k = four months follow-up, t4a = eight months follow-up, 
t4bb = assessment when brief treatment (BT) was ended or eight months after the start of BT if it was not ended by then 
11 McConnaughy et al. (1989); Schaefer et al. (1999) 
22 Horvath and Greenberg (1989); Vervaeke and vertommen (1993) 
33 Van der Sande et al. (1992) 
44 Part about the treatment termination and the treatment result; Trimbos-instituut (2000) 
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