
  

 

 

Tilburg University

Working towards social participation

Sanches, S.A.

Publication date:
2021

Document Version
Publisher's PDF, also known as Version of record

Link to publication in Tilburg University Research Portal

Citation for published version (APA):
Sanches, S. A. (2021). Working towards social participation: Helping individuals with severe mental illnesses
reach their goals related to work, education, and meaningful daily activities through psychiatric rehabilitation.
Proefschriftmaken.

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright owners
and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these rights.

            • Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
            • You may not further distribute the material or use it for any profit-making activity or commercial gain
            • You may freely distribute the URL identifying the publication in the public portal
Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Download date: 24. May. 2023

https://research.tilburguniversity.edu/en/publications/c7f777f6-a1d9-481f-912d-756c124ace4f


W
O

RK
IN

G
 TO

W
A

RD
S SO

CIA
L PA

RTICIPATIO
N

      |  Sarita Sanches  |

Sarita Sanches

WORKING TOWARDS
SOCIAL PARTICIPATION
Helping individuals with severe mental illnesses reach their 
goals related to work, education, and meaningful daily activities 
through psychiatric rehabilitation





Sarita Sanches

WORKING TOWARDS
SOCIAL PARTICIPATION
Helping individuals with severe mental illnesses reach their 
goals related to work, education, and meaningful daily activities 
through psychiatric rehabilitation



ISBN: 978-94-6423-177-9

Cover design & lay-out: Wendy Schoneveld || www.wenziD.nl
Printed by: ProefschriftMaken || Proefschriftmaken.nl

©2021 Sarita Alina Sanches, The Netherlands. All rights reserved. No parts of this thesis 
may be reproduced, stored in a retrieval system or transmitted in any form or by any means 
without permission of the author. Alle rechten voorbehouden. Niets uit deze uitgave mag 
worden vermenigvuldigd, in enige vorm of op enige wijze, zonder voorafgaande schriftelijke 
toestemming van de auteur. 

De meeste studies in dit proefschrift zijn mogelijk gemaakt door:



WORKING TOWARDS SOCIAL PARTICIPATION
Helping individuals with severe mental illnesses reach their goals 

related to work, education and meaningful daily activities
through psychiatric rehabilitation

Proefschrift

ter verkrijging van de graad van doctor aan Tilburg University

op gezag van de rector magnificus, prof. dr. W.B.H.J. van de Donk,  

in het openbaar te verdedigen ten overstaan van een door het college  

voor promoties aangewezen commissie in de Aula van de Universiteit 

op woensdag 7 april 2021 om 13.30 uur

door

Sarita Alina Sanches,

geboren te Utrecht



Promotor:  prof. dr. J. van Weeghel (Tilburg University, Parnassia Groep 
en Kenniscentrum Phrenos)

Copromotores: dr. W.E. Swildens (Altrecht GGZ en Hogeschool Inholland)

  dr. J.T. van Busschbach, (Rijksuniversiteit Groningen 
en Hogeschool Windesheim)

Leden promotiecommissie: prof. dr. W. Cahn (UMC Utrecht en Altrecht GGZ)
 prof. dr. J.D. Kroon (Tilburg University en Trimbos Instituut)
  prof. dr. B.K.G. van Meijel (UMC Amsterdam, Hogeschool 

Inholland en Parnassia Groep)
 dr. E.M. van der Meer (Rijksuniversiteit Groningen en Lentis)
 dr. A. Weerman (Hogeschool Windesheim)



DOORGAAN

Als je geen zin hebt: doorgaan
Eenmaal begonnen: doorgaan

Als het geen zin meer heeft: doorgaan
Als het afgelopen is: doorgaan

Als je in vlammen bent opgegaan:
doorgaan

- Helmert Woudenberg -



Chapter 1 Introduction 9

PART I

Chapter 2 Identifying social participation subgroups of individuals with severe 
mental illnesses: a latent class analysis
Published in: Social Psychiatry and Psychiatric Epidemiology, 2019

33

Chapter 3 The role of working alliance in attainment of personal goals and 
improvement of quality of life during psychiatric rehabilitation
Published in: Psychiatric Services, 2018

53

PART II

Chapter 4 Cost effectiveness and budgetary impact of the Boston University 
approach to psychiatric rehabilitation for societal participation in 
people with severe mental illness: a randomized controlled trial 
protocol
Published in: BMC psychiatry, 2015

71

Chapter 5 FiRe: Evaluation of a fidelity measure to promote implementation of 
evidence based rehabilitation
Published in: Psychiatric rehabilitation journal, 2018

95

Chapter 6 Effectiveness of the Boston University approach to psychiatric 
rehabilitation in improving social participation in people with severe 
mental illnesses: a randomized controlled trial
Published in: Frontiers in Psychiatry, 2020

113

Chapter 7 Cost effectiveness and budget impact of the Boston University 
approach to psychiatric rehabilitation for increasing the social 
participation of individuals with severe mental illnesses
To be submitted

135

CONTENTS



PART III

Chapter 8 General discussion 157

Chapter 9 English summary 189

Chapter 10 Dutch summary 201

APPENDICES

About the author
List of publications
Dankwoord (Acknowledgements)

216
217
219





 

Introduction

 

CHAPTER �



|  Chapter 1

10

Working towards social participation 

Helping individuals with severe mental illnesses reach their goals related to work, education 
and meaningful daily activities through psychiatric rehabilitation

Introduction

Severe mental illnesses (SMIs) were long seen as lifetime diagnoses with a bleak outcome. 
However, that view has changed in the past few decades and it is now increasingly recognized 
that individuals with SMIs can (partially) recover and lead meaningful lives in the community 
1,2. Nevertheless, social participation, or in other words, engaging in paid work, unpaid work, 
education  or other meaningful daily activities, is anything but easy for individuals with SMIs. 
They face many difficulties in undertaking activities and attaining personally important goals, 
and unemployment rates among individuals with SMIs are high 3-5. This is a significant 
problem considering that most individuals with SMIs do want to take part in society 6, and 
social participation is associated with numerous mental and physical health benefits. 

In recent decades, the fact that individuals with SMIs not only have clinical needs (e.g. 
treatment) and humanitarian needs (e.g. suitable housing, physical safety), but also 
rehabilitation needs in the area of social participation, has received increasing attention. As 
a consequence, several interventions have been developed to improve the social 
participation of these individuals. In the Netherlands, these developments were further 
supported by legislations that promoted the transition to participation in society, the most 
important of those being the Social Support Act (NL: WMO) and the Participation Act (NL: 
Participatiewet) which were introduced in 2015.

Nevertheless, global unemployment rates have remained fairly constant over the past 
25 years, and relatively few individuals with SMIs participate in unpaid work, education, or 
other meaningful daily activities 4,7,8. This implies that despite the hard work of those 
advocating the social participation of individuals with SMIs and recent developments in this 
regard, there is much that remains to be improved.

Therefore, this thesis aims to explore the extent to which individuals with severe mental 
illnesses are able to participate in society. What characterizes these individuals, what needs 
for care do they express and how can we optimally help them to reach their goals? We will 
specifically focus on the effectiveness and cost-effectiveness of the Boston University 
Approach to psychiatric rehabilitation, as a method to improve the social participation of 
individuals with SMIs. 

Severe mental illness
Approximately 281,000 individuals (1.7% population prevalence) are affected by SMIs in the 
Netherlands 9. According to the Dutch consensus group SMI, SMIs are characterized as 
psychiatric disorders, which necessitate coordinated professional care, have a long duration 
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(at least several years), and result in severe limitations in functioning. This definition is more 
strict than demarcations used in other countries such as the United States of America (USA), 
where the definition includes all individuals with psychiatric problems in need of care, 
regardless of illness duration or level of functioning (approximately 6% population 
prevalence). Most individuals with SMIs have a history of schizophrenia or other psychotic 
disorders, but the definition also includes disorders such as bipolar disorder, depression, 
anxiety disorders, personality disorders, eating disorders and substance addiction 9,10. 

Comorbidity with other psychiatric disorders and physical diseases is common in this 
group and positively related to the level of psychiatric symptom severity 11,12. The physical 
comorbidity in this group, such as cardiovascular diseases, diabetes, cancer and obesity, 
can lead to a reduction in life expectancy of 8-30 years 13-15. 

About 20-65% of individuals with SMIs have good outcome over time, which ranges 
from mild impairments to full recovery 16,17. The different percentages found in studies on 
outcome, are related to which definition of recovery is used. Most definitions used in these 
studies describe recovery in terms of symptomatic 18 and functional remission 19. Although 
symptomatic and functional remission are associated with each other, individuals who have 
attained symptomatic remission often still show functional deficits. Interestingly, Karow et 
al., 20 found that most functional deficits occur with regard to social relations, (40%) work 
(29%), and daily life activities (17%), underscoring the need for support in those areas. 
Besides the definition in terms of symptomatic and personal recovery, wider definitions are 
also used in which recovery is described as “a process of change through which individuals 
improve their health and wellness, live a self-directed life, and strive to reach their full 
potential” 21. The central concept in the various definitions of recovery is that it is a personal 
process of living with mental illness 22. 

The complex interplay between psychiatric symptoms, functional limitations, and 
physical complaints makes those with SMIs a vulnerable group of individuals who need 
access to a broad array of services and for whom good quality care is of vital importance 
to achieve beneficial outcome. Services for people with SMIs should not be limited to clinical 
and humanitarian needs, but also incorporate rehabilitation requirements such as support 
with daily living and social participation 23,24. Take the following example of such a multi-
disciplinary approach: diseases responsible for elevated mortality rates in individuals with 
SMIs could not only be addressed by better access to and quality of health services 25, but 
also by reducing stigma 15, and by lifestyle behavior interventions such as smoking cessation 
26 and decreasing sedentary behavior 27.  

Historical context
To better understand the current issues surrounding the social participation of individuals 
with SMIs, a historical context is needed. Throughout history, mental illnesses have been 
subject to many different explanations. For instance, mental illnesses have been viewed as 
symptoms of underlying physical illnesses and imbalances, supernatural possession, moral 
flaws, and were thought to be strongly associated with creativity and genius 28-30. Most 
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explanations were not very favorable and it is not surprising that these views have led society 
to expel those with mental illnesses from their midst. 

Between the 17th and 19th century, individuals with mental illnesses were increasingly 
institutionalized in purpose-built mental asylums 31,32. This process of increasing separation 
was described by Foucault 29 as ‘the Great Confinement’. According to Lieberman 33, “The 
purpose of the earliest mental institutions was neither treatment nor cure, but rather the 
enforced segregation of inmates from society”. Circumstances in these asylums were harsh. 
They were overcrowded with chronic and incurable patients who were often physically 
restrained 31,34. 

Towards the end of the 18th century, a shift towards a more humane treatment was 
instigated by reformers such as Vincenzo Chiarugi (1759-1820), Philippe Pinel (1745-1826) 
and William Tuke (1732-1822) 35-37. This new approach to treating individuals with mental 
illnesses, soon became known as ‘Moral treatment’ 38. The idea behind moral treatment was 
that “mentally ill persons were by no means deprived entirely of susceptibility to the same 
influences that determine the behavior of well persons” 39. Within this new paradigm, 
occupational and other meaningful activities became important treatment tools 40. In the 
following decades, a long-term relation between psychiatry and occupational activities 
developed, in which occupational activities were alternately discarded and re-discovered 
as valuable therapy for people with SMIs 41.

As the medical profession and psychiatry further developed during the 19th and 20th 
century, the focus gradually shifted towards curing mental illnesses. Various (unsuccessful) 
treatments for mental illnesses were developed such as hydrotherapy, electroconvulsive 
shock therapy, deep insulin coma therapy, fever therapy and the infamous lobotomy1 33,44,45. 
However, the real turning point came with the advent of Thorazine (chlorpromazine) in 
1955. In contrast to previous treatments, Thorazine effectively reduced psychiatric symptoms 
and patients that were considered incurable could be released from the hospital and return 
into the community 46. In the years after the introduction of Thorazine, more effective 
psychotropic medications would be developed which further promoted the outflow of 
patients from mental institutions. Although many patients responded well to psychotropic 
medication, not every patient showed a positive response. Furthermore, they were not 
without serious side-effects such as weight gain, diabetes, blindness, extrapyramidal 
symptoms, hyperlipidemia, malignant neuroleptic syndrome and agranulocytosis  46-48. 
Therefore, the search for effective treatments for SMIs continued, in the form of psychotropic 
medication as well as psychosocial treatments such as occupational therapy. 

Parallel to the development of psychotropic medication, occupational therapy 
continued to receive interest. The German Psychiatrist Hermann Simon who worked at the 

1 More personal, attentive care in the 19th and 20th century was mainly provided in private hospitals, which admitted 
wealthy middle class and upper class patients 42. In some of these private hospitals, patients could even bring their 
own servants 43. Nevertheless, these private facilities also offered treatments such as hydrotherapy or 
electroconvulsive therapy, because these were the popular treatment options at that period in time and expected 
by patients and their families.
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Asylum in Warstein, was a reformer in this regard. In 1905, he accidentally developed his 
‘active therapy’ after setting patients to work at the asylum grounds due to shortages in 
staff. To his surprise, the patients responded very well to being active. After he became 
director at the Gütersloh asylum in 1919, active therapy was implemented throughout the 
asylum and in many other mental health facilities throughout Europe 49. In Dutch psychiatric 
institutions, active therapy was applied as a standard therapy until the late1960s 50 .

In the first half of the twentieth century, individuals with mental illnesses gradually 
kept moving from treatment in closed mental institutions to community mental health care, 
a process  described as deinstitutionalization 51. This process took place all over the world, 
but primarily in Western Europe, North-America, Australia and New-Zealand 51. 
Deinstitutionalization occurred in two distinct phases: the first phase is described by 
Morrissey and Goldman 52 as “opening the back door”, which is what happened during the 
period that effective psychotropic medication was introduced. Gronfein 53 argues that this 
was not a direct effect of the medication itself, but that the advent of psychotropic medication 
was linked to the development of a new view on the care for those with mental illnesses. 

Yet another view on the direct cause of the deinstitutionalization was provided by Niles 
54 who claims that economic interests and budget cuts were the main driver behind the 
process by the latter half of the twentieth century, at least in North America. Maintaining 
asylums had simply become too expensive in a developing capitalist, urbanized society. 

Parallel to this, changes in policies and legislations at the state and federal level were 
made, which led to the second phase of deinstitutionalization in the late 1960s: “closing the 
front door“ 52. Particularly in the USA, this process was also fueled by the advent of the civil 
rights movement in which African Americans fought for their place in society 55.

The process of deinstitutionalization was further driven by the antipsychiatry movement 
that arose during the 1960s and 1970s, and that criticized the legitimacy and ethics of 
standard psychiatry 56,57. Antipsychiatry had its roots in the ideas of Michel Foucault, Ronald 
Laing, Thomas Szasz, Erving Goffman, Franco Basaglia Aaron Esterson, and David Cooper 
(and others). This movement’s key points of criticism include medicalizing psychiatric 
problems, diagnostic practice, and common psychiatric treatments 56. At the heart of 
antipsychiatry is the view that psychiatrists and other mental health professionals should 
cooperate with patients instead of coercing them, and that the practice of psychiatry should 
be reformed accordingly 58. Although the term antipsychiatry is nowadays often used as a 
derogatory term, the general ideas are still supported by many psychiatrists as well as 
consumer movements striving for better diagnostic models and treatments 56,57. 

To summarize, the deinstitutionalization process was driven by several interacting and 
mutually reinforcing factors. Some of these were ethical or ideological in nature, such as 
the anti-psychiatric criticism of institutional and medical psychiatry, and the aspiration to 
reform psychiatry into a more humane practice in which the social participation and civil 
right of people with mental illnesses were enhanced. Others stemmed from practical 
considerations or developments such as the introduction of psychotropic medication in the 
1950s, national policy to integrate psychiatry into the general health care system, and other 
financial and political considerations 50.
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The consequence of deinstitutionalization was the fact that increasing numbers of 
individuals with SMIs entered a community that was not prepared nor very welcoming to 
say the least. These individuals were faced with problems regarding social participation 
such as unemployment, stigma, and a general lack of opportunities for meaningful daily 
activities and social contacts 3,59. But also problems such as poor access to community mental 
health services, homelessness, criminalization, victimization, and poverty 46,60,61. These issues 
went beyond the treatment of psychiatric symptoms and called for ambulatory teams that 
offer integrated treatment and specialized psychiatric rehabilitation approaches within 
community support systems.

Dutch situation
In the Netherlands, both the process of increasing separation and that of deinstitutionalization 
took place at a much slower pace than in other parts of the world. In the 15th century, so called 
‘Dolhuyzen’ were built to confine individuals that did not fit in society, such as those with 
mental illnesses. The oldest ‘Dolhuyzen’ in the Netherlands were founded by Reinier van Arkel 
in ‘s-Hertogenbosch (1442) and Willem Arntsz in Utrecht (1461) 62,63. Until the 19th century, 
these facilities remained relatively small-scale. For instance, Reinier van Arkel accommodated 
only 12 patients in the 15th century and 44 in the 18th century. During the 19th century, a fast 
increase in the number of inmates occurred at the Reinier van Arkel Dolhuys with 750 at its 
peak in 1870 64. Just as in other parts of the world, the goal of these institutions was purely to 
segregate the inhabitants from society and not to treat or cure them. 

In the footsteps of the reformers at the end of the 18th century, the Dutch physician 
and psychiatrist Schroeder van der Kolk (1797 - 1862) opted for a more humane treatment 
of individuals with mental illnesses. After he became regent of the Willem Arntsz Dolhuys 
in 1827, he put his ideas into action and increasingly focused on curing mental illnesses. 
Active therapy was an important component of this more humane treatment paradigm 65. 
His ideas found their way beyond his own mental health institution through his inaugural 
lecture in 1837 and he contributed to the development of the first Dutch ‘Krankzinnigenwet’ 
[insane act] in 1841 66. 

During the 20th century, Dutch mental healthcare was segmented across many different 
organizations and segregated according to religion. Influenced by the views of psychiatrists 
such as Henricus Rümke (1893 – 1967), Arie Querido (1901 – 1983), Kees Trimbos (1920 – 
1988), and Marius Romme (born 1934), the Dutch government initiated the establishment 
of 57 Regional Institutions for Mental Health Care (Regionale Instelling voor Ambulante 
Geestelijke Gezondheidszorg (RIAGG)) in 1982 67. These were a fusion of four formerly 
separate ambulatory services: Institute for Multidisciplinary Psychotherapy (Instituut voor 
Multidisciplinaire Psychotherapie), Social-Psychiatric Service (Sociaal-Psychiatrische Dienst), 
Child Guidance Clinic (Medisch Opvoedkundig Bureau), and Bureaus for Existential and 
Family questions (Bureaus voor Levens- en Gezinsvragen) 68. Arguments for the 
establishments of RIAGGS were 1) to provide consumers with a clear organization of regional 
care, and 2) to promote community mental health services 68. Regarding the last argument, 
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Querido was inspired by Simon’s idea that applying active therapy such as work therapy, 
opened many possibilities of adapting patients to society. It led to the idea that psychiatric 
symptoms are a result of an interaction between patient and society and that both need to 
adapt in order to help the patient reach a new equilibrium and his/her full potential 67. These 
ideas do not fundamentally differ from the ideas underlying current psychiatric rehabilitation, 
except that the wishes of the patient did not take center stage. 

Also in the 1980s, housing facilities evolved in which supported as well as sheltered 
housing was offered to individuals with mental illnesses, including those with SMIs. Following 
a 1983 report by the Chief Medical Inspectorate for Mental Health Care, these forms of 
housing were promoted by the Dutch government and what initially started out as small, 
private facilities, eventually developed into larger so called Regional Institutes for Residential 
Care (RIRC; Dutch acronym RIBW) 69,70. These RIRCs took a position between mental 
healthcare organizations and social services and tried to bridge the gap between mental 
healthcare and society 70,71. 

These developments did not result in a drastic reduction in the number of beds 72. In 
the period between 1980 and 1996, the number of beds in the Netherlands decreased with 
approximately 10-17% depending on whether a correction for population growth is applied 
or not 73. Compared to the 66% decline in the USA during the same period, the Dutch 
decrease in beds can be described as modest 74. Although the bed ratio in the Netherlands 
is still relatively high compared to other countries in the European Union, the decrease of 
clinical capacity has been stronger than in most other European countries (30% decrease 
between 2008-2018) 75. 

The rate of dehospitalization remained relatively low until the first two mergers 
between psychiatric hospitals and RIAGGs in 1993 76. During the following years, the RIAGGs 
merged with psychiatric hospitals and 15 RIRCs into integrated mental health care 
organizations providing both outpatient and inpatient services. The 25 remaining RIRCs 
merged in the RIRC Alliance (Dutch: RIBW alliantie)69, now Valente. This merging process 
between RIRCs, ambulatory, and clinical organizations, seems to intertwine with the 
advancing deinstitutionalization process in the Netherlands 76,77. 

In the 1990s, centers for daily activities (Dutch: dagactiviteitencentra) were established 
to further promote community mental health services. The idea behind these centers was 
that they could act as a safe haven, as well as offer opportunities to grow into social 
activities such as competitive employment or education. Research showed that although 
these centers did function as a safe haven, few consumers made the step to activities in 
the general society 78.

The Dutch government continues to promote a decrease in the number of beds. In 
2014, nationwide agreements have been made to decrease the number of beds with one-
third by 2020. This reduction in beds should be accompanied by an expansion in community 
mental health services with a focus on recovery-oriented care including attention for social 
inclusion and participation 79,80. 
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Social participation among individuals with SMIs
As we have seen in the previous paragraphs, individuals with SMIs have been isolated from 
the rest of society throughout a large part of history. That did not simply change during the 
process of deinstitutionalization. Individuals with SMIs are now increasingly living in the 
community but also experiencing many problems with fully participating in that same 
community. In other words, their social participation is hampered. Social participation 
throughout this thesis is described as participating in paid employment, unpaid employment, 
education, meaningful daily activities and social contacts, and plays a central role in many 
definitions of recovery. Not only is social participation seen as an important facilitator of 
recovery and quality of life, but research has shown small but significant associations with 
other constructs related to recovery and wellbeing, 5,81-83, as well as physical health 84-87. 
Notably, paid employment is linked to higher self-esteem, enhanced feelings of self-efficacy, 
empowerment , fewer psychiatric symptoms, and the construction of an identity that is 
acceptable to oneself as well as the general public 81,88-95. Furthermore, it promotes 
satisfaction with finances and financial independence from family or benefits, social inclusion 
and recognition, better coping strategies, and a sense of purpose and belonging 82,86,89,96,97. 

The effects of unpaid work have not received nearly as much attention as paid work 
in recent literature. Nevertheless, personal accounts of individuals who consciously2 chose 
unpaid work, have shown that it boosts self-esteem, promotes a feeling of being connected 
to society and that it is deemed important to have responsibility and be involved in things 
unrelated to the mental illness 99. 

Besides paid and unpaid work, taking part in in education is linked to positive effects 
such as increases in self-esteem, a reduction in hospitalizations, coping ability and 
empowerment 100-102. Having social contacts such as friends, a life partner, or even a pet, is 
associated with increased self-esteem, self-worth, self-confidence, general life satisfaction, 
feelings of being important or needed by others, and it enhances well-being 103-107.  Belonging 
to the community meets the strong need for normalcy most individuals with SMIs have 108. 
According to self-determination theory, it is also a fundamental human need to feel 
connected to others. Next to the need of competence, which involves mastering different 
tasks and skills, and the need for autonomy, which means that people feel in control of their 
own behaviors and goals 109. Having meaningful daily activities and social contacts meets 
with those needs, helps people to define themselves in terms other than those related to 
the mental illness, and is an important base to participate in society as full citizens110.

Given the many positive effects related to social participation, it is not surprising that 
most individuals with SMIs want to increase their social participation. Research in several 

2 Note that the keyword here is ‘consciously chose’, as those that are in unpaid work not by their own choice, do not 
seem to experience particular benefits from it. This is underscored by a study by Bryson, Lysaker 98, who randomized 
individuals with SMIs between a paid work and an unpaid work condition and found that most participants in the 
unpaid work condition would rather not work at all than do unpaid work. Furthermore, they found that those in 
paid work worked significantly more hours and weeks than those in unpaid work, and showed greater increases in 
overall QO, motivation and sense of purpose. Note that this study was conducted in the United States where having 
paid work is of even greater importance than in the Netherlands.
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countries including the Netherlands has shown that between 50-60% of individuals with 
SMIs express a wish to engage in social participation at some point 111-114, however, 
percentages as high as 97% have been reported 6. Unfortunately, these individuals encounter 
many problems with participating in society. One of the largest problems they face is 
unemployment, with unemployment rates ranging from 65 to 93%, depending on the 
definition used 3,115,116. Moreover, individuals with SMIs also spend little time in education 
or other meaningful daily activities whereas they spend a large amount of time in passive 
activities such as sleeping, sitting and watching TV or their surroundings 4,59,117-121. These 
sedentary behaviors promote boredom, have adverse effects on physical health and lead 
to underuse of capacities 122-124. 

Their limited participation in work, education or other meaningful daily activities, 
provides people with SMIs with few opportunities to engage with others, which is one of 
the reasons why they have relatively small social networks with fewer friends compared to 
the general population125. Besides all that, one could consider it highly unethical that this 
group of individuals is compelled to live on the margins of a society that they clearly wish 
to be part of.

So why do individuals with SMIs experience so many problems with social participation? 
That question is not easily answered as social participation is hampered by a complex 
interplay of mutually reinforcing factors. Partly, it can be explained by environmental 
obstacles such as lack of opportunities and support, or underestimation of the individuals’ 
potential by possible employers and others in their surroundings, and public stigma 126-128. 
However, individuals also have to deal with internal obstacles such as psychiatric symptoms, 
cognitive impairments, lack of skills and education (often caused by an early onset of mental 
illness), fear of losing social benefits and self-stigma 126-133. Internalized stigma and anticipated 
discrimination in particular, can discourage individuals with SMIs to partake in employment 
or other meaningful daily activities, a phenomenon known as the ‘why try effect’ 134,135. The 
so-called benefit trap may be a barrier specific to competitive employment. It means that 
returning to or starting work can lead to a perceived or real loss of a stable income and 
other benefits such as those related to housing or medical care 136, as opposed to staying 
on social benefits 137. Whatever combination of potential barriers is at play, specialized 
support is needed and a number of methodologies have been developed to help improve 
the social participation of individuals with SMIs.

Towards recovery-oriented care for individuals with SMIs
In recent decades, mental healthcare has increasingly emphasized rehabilitation and 
recovery by concentrating on key concepts such as empowerment, respect, inclusion, 
normalization, resilience, hope, and environmental strengths 2,46. Rehabilitation also 
encompasses building social capital, for individuals as well as the community, in order to 
offer adequate treatment and enable social participation of individuals with SMIs 138. Social 
capital is the total of resources that enables a society to function effectively, such as social 
relations, formal and informal networks, shared norms and beliefs, trust, reciprocity and 
investing effort in the community 138.
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This recovery-oriented view has become the leading vision in the Netherlands, where 
treatment of individuals with SMIs is primarily organized within Flexible Assertive Community 
(F-ACT) teams. The Dutch Flexible Assertive Community (F-ACT) model 139,140 contains all 
elements of the renowned Assertive Community Treatment (ACT) model 141,142. The difference 
between F-ACT and ACT is that F-ACT targets all patients with SMIs including the ones who 
are relatively stable, whereas ACT only targets the 20% most vulnerable individuals 139. F-ACT 
teams provide medical, psychiatric, social, financial and vocational support, which can be 
intensified according to patients’ needs. 139. The teams consist of one or more psychiatrists, 
psychologists, nurse specialists, social workers, experience experts, case managers, and 
mental health nurses. F-ACT teams also incorporate experts delivering supported 
employment and supported housing or closely collaborate with external experts when these 
services cannot be organized within the F-ACT team. 

Vocational support in F-ACT teams, is increasingly delivered by an expert trained in 
Individual Placement and Support (IPS) 108. IPS specifically targets one aspect of social 
participation: obtaining and keeping competitive employment. Because not every individual 
with SMIs is willing or capable of competitive employment, rehabilitative approaches with 
a wider scope are highly necessary in order to help those people achieve their personal 
goals. 

A recent analysis of fidelity measurements of the F-ACT model in the Netherlands 
showed that although basic fidelity criteria were met, F-ACT teams offer insufficient support 
with recovery and participation 143. Consequently, social recovery of individuals with SMIs, 
lags far behind clinical recovery 144. Similar results were found in ACT teams in Australia 145 
and the USA 146. 

Individuals with SMIs can also receive support from supported- and sheltered housing 
facilities in the Netherlands. These organizations offer various forms of support with housing 
from a recovery-oriented view. One of their services is supported housing for people who 
need daily support and supervision. For those with less intensive needs, they offer supported 
independent living in which people live independently but receive professional help for 
specific needs. A final service is boarding houses for homeless individuals 70. These facilities 
also concern themselves with increasing the social participation of people with SMIs through 
various projects, day-care facilities, and targeted support with getting employment.

However, these objectives are often not fully met and true social inclusion of service 
users of  supported and sheltered housing facilities is still far away 70. For instance, they 
often have few friends (particularly outside healthcare), and few of them participate in 
society through paid employment, unpaid employment, education or other meaningful daily 
activities.

The Boston University Approach to Psychiatric Rehabilitation
The Boston University approach to Psychiatric Rehabilitation (BPR) 147 is a rehabilitation 
approach that focuses on goals regarding housing, education, work (paid and unpaid 
employment) and social contacts 147. The rehabilitation process is designed to “help persons 
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with psychiatric disabilities increase their ability to function successfully and be satisfied 
in the environment of their choice with the least amount of ongoing professional 
intervention” 147. A crucial characteristic of BPR is its individual-centered focus, meaning 
that the goals and wishes of the individual with SMI are leading in the rehabilitation process. 
Furthermore, individuals do not need to have a clearly defined goal when entering the 
rehabilitation process since an important part of BPR is helping with exploring options and 
formulating specific goals. This makes the approach particularly suited for individuals who 
have had problems in social participation for some time and who may have lost confidence 
in their own abilities or are uncertain about what they would like to do. 

BPR distinguishes four phases in the rehabilitation process: exploring, choosing, 
getting and keeping 147,148. In the exploring phase, individuals are supported with investigating 
what changes they would like to make in their lives and whether they are ready to make 
these changes. In the choosing phase, individuals have a global idea of the goal that they 
would like to attain but a choice has to be made from specific options. For example, a 
person has decided to look for paid employment but now has to decide which specific job 
he/she would like to get. The result of this phase is a specific goal such as: “I would like to 
work as a salesman at [name store]”. In the getting phase, the necessary actions to obtain 
this goal are planned and executed. Finally, the keeping phase supports individuals in 
keeping the obtained goal. 

Each phase consists of specific techniques that BPR practitioners can use to support 
the individual with SMI. Furthermore, each technique is divided in two levels: first level 
techniques and second level techniques. This is clarified in the following example: a general 
technique in the choosing phase is setting an overall rehabilitation goal. An example of a first 
level technique within this general technique is identifying personal criteria and describing 
alternative environments. An example of a second level technique within this first level 
technique is identifying clients’ values, past experiences, and future preferences. This layered 
and detailed nature of BPR is thought to enable practitioners to optimally help individuals 
with SMI through the rehabilitation process. It is the responsibility of the individual to direct 
the pace and direction of the rehabilitation process whereas the practitioner is responsible 
for facilitating and supporting the individual when needed but not more than needed. 

The effectiveness of BPR has been evaluated in a number of studies from all over the 
world. In the United States, Rogers et al., 149 compared the effectiveness of Psychiatric 
Vocational Rehabilitation -a BPR-based intervention in the vocational context-, to a control 
condition in which participants were referred to state vocational rehabilitation services. 
They found no differences in vocational or clinical outcomes between the two conditions. 
The authors speculate that this lack of significant differences may be caused by the fact that 
they made considerable enhancements to the control condition to prevent participants 
from dropping out which may have diminished the contrast between the two conditions. 
Also in the United States, Shern et al., 150 compared the effects of an experimental BPR-based 
program called ‘Choices’ to standard treatment for homeless individuals with SMIs. They 
found that the experimental group experienced fewer psychiatric symptoms and a better 
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quality of life than the control group. Furthermore, the experimental group spent significantly 
less time on the streets and showed increased social participation defined as a greater 
likelihood to attend a day program than the control group. In Italy, Gigantesco et al., 151 
investigated whether a BPR-based approach called VADO  (in English, Skills Assessment and 
Definition of Goals), would improve the personal and social functioning of individuals with 
schizophrenia more than standard care. Results showed that this was indeed the case: 
personal and social functioning significantly and clinically improved in individuals treated 
with the VADO approach. In Sweden, Svedberg et al., 152 used a prospective longitudinal 
study to investigate the outcome of BPR with regard to changes in life situation, use of 
healthcare services, quality of life, health, psychosocial functioning and empowerment. They 
found that psychosocial functioning was significantly improved by BPR and that 65% of the 
participants reported to have partially or completely achieved their self-formulated 
rehabilitation goals. Furthermore, those who had partially of completely attained their goals, 
showed significant increases in health, empowerment, quality of life and psychosocial 
functioning compared to those who did not attain their goals. Finally, the largest study on 
BPR effectiveness to date was conducted by Swildens et al., 153 in the Netherlands. These 
researchers conducted a multisite randomized controlled trial (RCT) in which the 
effectiveness of BPR was compared to care as usual (CAU) in all rehabilitation areas: work, 
education, structured activities, social contacts and housing. They found that participants 
in the BPR condition significantly more often attained their goals than those in CAU, at 12 
and 24 months after enrolment. Furthermore, BPR was significantly more effective than 
CAU with regard to promoting social participation and social contacts. However, no 
differences were found with regard to quality of life and independent living. 

These favorable outcomes led to the positive recommendation of BPR in the Dutch 
guidelines for schizophrenia 154, the Clinical Care Standard for psychotic disorders 155, and 
the Generic Standard for severe mental illnesses 156. Nevertheless, it did not lead to wide-
scale implementation of BPR in the Netherlands. A possible barrier to further implementation 
might be lack of insight into the cost-effectiveness of BPR. It could be that BPR is more 
time-intensive and expensive than CAU and initially requires more investment in terms of 
finances and time. However, these investments could later be compensated by increased 
independency and empowerment of individuals with SMIs. Specifically with regard to social 
participation, it could be hypothesized that if it is effectively improved by BPR, this may lead 
to long-term improvement in functioning and a reduction in costs for society. This reduction 
could stem from a decreased use of healthcare services as well as an increased engagement 
in competitive employment by individuals with SMIs. A cost-effectiveness study is needed 
to provide more insight into these and other cost-related matters. 
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Aim of this thesis

The aim of this thesis is twofold. The first was to gain more insight into the factors that 
influence engagement in, and needs for social participation, among individuals with SMIs, 
and into the factors that predict rehabilitation goal attainment. The second aim is to gain 
more insight into the effectiveness and cost-effectiveness of BPR as a method to improve 
the social participation of individuals with SMIs.

The research presented is this thesis is guided by the following research questions:
1. Which subgroups of individuals with SMIs can be distinguished based on their actual 

level of social participation and expressed needs for support in this area and do these 
subgroups differ with regard to psychiatric symptoms, quality of life, and 
sociodemographic factors?

2. Which aspects of the working relation predict rehabilitation goal attainment, and does 
rehabilitation goal attainment lead to improvements in Quality of Life in individuals with 
SMIs?

3. Is Fidelity of Rehabilitation (FiRe) a feasible instrument for measuring BPR fidelity for 
reviewers in clinical practice and research settings, what are its psychometric properties, 
and does use of the instrument lead to closer BPR adherence by BPR practitioners?

4. Is BPR more effective than an active control condition with regard to improving social 
participation, subjective rehabilitation goal attainment, subjective quality of life, personal 
recovery and social functioning in individuals with SMIs?

5. Is BPR more cost-effective than an active control condition with regard to the improvement 
of social participation in individuals with SMIs and what are the mental healthcare costs 
related to this group of service users?
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Thesis outline

In accordance with the two main objectives, the thesis is divided into two parts and an 
additional third part in which the research findings are summarized and discussed. Part 1 
focuses on factors predictive of social participation and rehabilitation goal attainment in 
individuals with SMIs. 

Chapter 2 explores which subgroups of individuals with SMIs who receive care from 
F-ACT teams can be distinguished based on participation in work and other daytime 
activities. Also, to shed more light on the characteristics of the subgroups, differences with 
regard to sociodemographic characteristics, duration in MHC, clinical diagnosis, psychiatric 
symptoms, living situation, relational status, quality of life, psychosocial functioning, and 
needs for care regarding social contacts are presented. In chapter 3, the working alliance 
is investigated as possible predictor for goal attainment in individuals with SMIs during 
psychiatric rehabilitation. It is investigated which specific aspect of the working alliance 
contributes to goal attainment. Furthermore, the question is answered as to whether 
rehabilitation goal attainment leads to a better quality of life.

Part 2 of the thesis concerns the randomized controlled trial into the (cost)effectiveness 
of BPR. Chapter 4 elaborately outlines the design and methods of the trial. Chapter 5 
describes the development, feasibility and psychometric properties of an instrument to 
measure BPR fidelity in clinical as well as research settings. The chapter also investigates 
whether use of this fidelity instrument called FiRe (fidelity of rehabilitation) leads to improved 
BPR adherence by BPR practitioners. Chapters 6 and 7 concern the results of the multisite 
randomized controlled trial into the (cost)effectiveness of BPR. Chapter 6 describes the 
effects of BPR compared to an active control condition with regard to social participation, 
subjective rehabilitation goal attainment, subjective quality of life, self-efficacy, recovery, 
psychiatric symptoms and psychosocial functioning. In chapter 7, the results of the cost-
effectiveness analysis are presented. Furthermore, more insight is provided into the costs 
related to the care for individuals with SMIs.

Finally, part 3 consists of a Dutch and English summary and the general discussion. In 
chapter 8, an integration and general discussion placing the findings in a broader context 
is provided. Also, strengths and limitations, clinical implications and recommendations for 
future research are discussed. Chapter 9 provides a Dutch summary of the thesis, and 
Chapter 10 the English summary.
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Abstract

Purpose
To investigate factors that influence participation in and needs for work and other 
daytime activities among individuals with severe mental illnesses (SMI).

Methods
A latent class analysis using Routine Outcome Monitoring data from 1069 patients was 
conducted to investigate whether subgroups of individuals with SMI can be distinguished 
based on participation in work or other daytime activities, needs for care in these areas 
and the differences between these subgroups.

Results 
Four subgroups could be distinguished: 1) an inactive group without daytime activities 
or paid employment and many needs for care in these areas; 2) a moderately active 
group with some daytime activities, no paid employment and few needs for care; 3) an 
active group with more daytime activities, no paid employment and mainly met needs 
for care; and 4) a group engaged in paid employment without needs for care in this 
area. Groups differed significantly from each other in age, duration in MHC, living 
situation, educational level, having a life partner or not, needs for care regarding social 
contacts, quality of life, psychosocial functioning, and psychiatric symptoms. Differences 
were not found for clinical diagnosis or gender.

Conclusions
Among individuals with SMI, different subgroups can be distinguished based on 
employment situation, daytime activities and needs for care in these areas. Subgroups 
differ from each other on patient characteristics and each subgroup poses specific 
challenges, underlining the need for tailored rehabilitation interventions. Special 
attention is needed for individuals who are involuntarily inactive, with severe psychiatric 
symptoms and problems in psychosocial functioning.

Keywords
Latent class analysis, severe mental illnesses, social participation, paid employment 
and daytime activities,  paid employment and daytime activities, Routine outcome 
monitoring
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Introduction

social participation, defined as engaging in paid or unpaid employment and other daytime 
activities such as education, is an important facilitator of recovery for individuals with severe 
mental illnesses (SMI) 1. It seems to be linked to better self-esteem, enhanced feelings of 
self-efficacy, less severe symptoms 2-4 and a higher quality of life for individuals with SMI as 
well as those in the general population 5-8. Paid employment is particularly valued as it 
promotes financial independence, societal recognition, structure, and identity while 
providing coping strategies for psychiatric problems 4,9-11. It also promotes social inclusion 
and is associated with higher empowerment, better recovery and a lower number of unmet 
needs for care 12,13. In fact, paid employment and other daytime activities are an important 
part of many definitions of recovery 14,15. 

Considering these benefits, it is not surprising that most individuals with SMI express 
a wish to engage in employment and other daytime activities, with numbers generally ranging 
from 50 to 60 percent 16-18, but as high as 97% 19. 

These numbers sharply contrast with the fact that many individuals with SMI face 
problems when participating in work or other activities 14,20. Unemployment rates for this 
group range from 65% to 93% 21-23, whereas these rates hover around 5% for the general 
population in western countries 24-26. Problems with participation are not limited to 
employment. Global studies show that individuals with SMI also spend little time on education 
or other activities. Rather, a large portion of their time is spent on passive activities such as 
sleeping, sitting, and watching TV or their surroundings 9,27-32, which seem to have detrimental 
consequences for physical health, promote boredom and lead to underuse of capacities 33-35. 

The discrepancy between the large majority of individuals with SMI who desire to 
engage in employment and other daytime activities and those who actually engage is caused 
by factors such as stigmatization by society and potential employers, lack of experience and 
education, fear of losing financial benefits, psychiatric symptoms and cognitive impairments 
36-39. Self-stigmatization and anticipated discrimination also discourage individuals with SMI 
to engage in work or other meaningful daytime activities (the ‘why try’ effect 40,41). 

Although evidence-based vocational rehabilitation approaches have been developed 
in the past years, access to these services remains limited 23, a phenomenon known as the 
science to service gap 42. In consequence, many individuals with SMI experience unmet 
needs for care regarding social participation 43-45. To overcome these barriers, it is important 
to understand which patient-related factors influence whether individuals with SMI 
participate in work and other daytime activities or not, and to gain insight into the extent 
to which these individuals’ social participation needs are addressed by mental health care 
(MHC).

Age, educational level, work history, psychotic symptoms, social functioning and 
cognitive impairments are identified factors related to the level of social participation 22,36,46,47. 
However, since most research in this area is based on small samples of clients of vocational 
services, generalization is difficult and can lead to contradictory results 48. 
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This study investigates characteristics related to social participation from a large 
representative  sample of individuals with SMI using data gathered through routine outcome 
monitoring (ROM). The first aim is to explore whether subgroups of individuals with SMI 
can be distinguished based on their actual level of participation and expressed needs for 
support in this area. A second aim is to analyze differences between subgroups with regard 
to psychiatric symptoms, quality of life and sociodemographic factors. 

By describing the different groups based on participation in and expressed needs for 
work or other activities, we hope to help MHC practitioners in better supporting individuals 
with SMI to overcome barriers and tailor rehabilitation services to the needs of specific 
subgroups. 

Methods

Procedure
Data were obtained through ROM, the routine assessment of patients at regular intervals 
during treatment 49. ROM has been implemented in various countries such as the UK, 
Australia, New Zealand and the Netherlands 50. Its main goal is to monitor patients’ progress 
and measure clinically significant change over time 49,51,52. Routine assessments were 
gathered through interviews by trained psychologists. Patients’ informed consent was 
obtained for scientific use of the data. This procedure was approved by the scientific board 
of the participating regional MHC center.

Study population
The study population consisted of patients between 18 and 65 who received care from 12 
Flexible Assertive Community Treatment (FACT) teams 53 at a MHC center in a predominantly 
urban area in the center of The Netherlands. These teams serve 2176 individuals with SMI. 
The FACT model was developed in The Netherlands and contains all elements of the 
renowned Assertive Community Treatment (ACT) model 54, one difference being that FACT 
also targets patients who function in a more or less stable manner. Participating FACT teams 
consisted of a psychiatrist, psychologist, experience expert, case managers and mental 
health nurses, and closely collaborated with experts delivering supported employment and 
supported housing. They provide medical, psychiatric, social, financial and vocational 
support which can be intensified according to patients’ needs 55. All teams showed good 
fidelity 56 and were certified by the Dutch Centre for Certification ACT and Flexible ACT (CCAF; 
http://www.ccaf.nl). All patients had SMI, indicated by service contact of more than 2 years, 
a psychiatric diagnosis according to DSM-IV and disabilities in functioning on several life 
domains 57. Patients were selected who completed their last ROM measurement in 2012-
2017 and had less than 20% missing information. In total, 1069 patients matched the 
inclusion criteria.
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Measurements
Instruments used for ROM with individuals with SMI have to be short, valid, reliable, measure 
multiple domains, measure from the patients’ viewpoint and be used in international 
research 51,58. For this study, the following measures were selected:

The actual level of social participation was obtained through patient reports on the 
present hours worked in paid and unpaid employment. 

Needs for care in the areas paid work, daytime activities and social contacts were 
measured with three items of the extended 25-item research version of the Camberwell 
Assessment of Need Short Appraisal Schedule (CANSAS) 59,60: items 5 (needs concerning daytime 
activities), 23 (needs concerning paid work) and 14 (needs concerning social contacts). 
Response options were: 0 = no problem (no need for care in this area); 1 = no/moderate 
problem because of continuing intervention (met need); 2 = current serious problem (unmet 
need). The CANSAS shows a moderate to high interrater reliability 61. 

Quality of Life (QOL) was measured with the total score on the 12 subjective items of 
the Manchester Short Assessment of quality of life (MANSA) 62,63. These are scored by the patient 
on a 7-point Likert scale ranging from 1= could not be worse to 7= could not be better. Total 
scores range from 0-84. Internal consistency is adequate (α = 0.81; 64. 

Clinical and social functioning was measured with the Health of the Nation Outcome Scales 
(HoNOS) 65. The 12 items that make up 4 subscales (behavioral problems, impairments, 
symptoms and social problems) were scored by the MHC practitioner on a five-point Likert 
scale that runs from 0 (no problems) to 4 (very severe problems). Total scores range from 
0-48, with higher scores indicating poorer functioning. Both the total and separate symptoms 
subscale (items on psychotic hallucinations and delusions, depressed mood and other 
mental and behavioral problems) were used. HoNOS was found to have good reliability with 
intra-class correlations above 0.71 65. 

Data analysis
Latent Class Analysis (LCA) was used to identify subgroups of individuals with SMI based on 
their level of social participation. LCA posits that class membership based on an underlying 
unobserved variable (here: social participation), can be inferred from a set of measured 
variables. Instead of assigning individuals to classes, a probabilistic approach is used to 
determine class membership in which the uncertainty of belonging to a certain class is taken 
into account 66. Classes were determined based on paid work (yes/no), unpaid work (yes/
no) and needs for care regarding paid work and daytime activities (CANSAS items 5 and 23) 
using Latent Gold version 5.0 67,68. Initially, a model was tested with one class, which presumes 
that there is no relation between indicator variables. Then the number of classes was 
gradually increased. The model with the most suitable number of classes was chosen based 
on the lowest values of the Bayesian Information Criterion (BIC) and Aikaike Information 
Criterion (AIC3). According to Bozdogan 69, the AIC3 is particularly suited for categorical 
variables. Model choice was also based on bivariate residuals, which should be < 3 because 
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values > 3 suggest possible correlations between indicator variables, a classification error 
not exceeding 10%, Entropy R2 with higher scores representing better-fitting models and a 
non-significant p-value for the goodness of fit statistic 70. 

To test whether the subgroups differed with regard to sociodemographic characteristics, 
psychosocial functioning, psychiatric symptoms and QOL, analyses were conducted by using 
‘Step 3’ in Latent Gold. This enables correction of the classification errors and uses the Wald-F 
statistic to determine significance. Two separate analyses were conducted for, respectively, 
the continuous outcomes age, duration in MHC, psychosocial functioning, symptoms, and 
QOL and the categorical outcomes clinical diagnosis (psychosis: yes/no), living situation 
(living independently vs. in sheltered accommodation or hospitalized), educational level and 
needs for care regarding social contacts. Vignettes will be used to describe the four classes.

Results

Mean age of the total sample was 44.06 years and mean duration in MHC 16.57 years. Most 
participants were male (65.5%) and many participants had a psychotic disorder (76.8%). 
Most individuals lived independently (79.3%) and had a lower educational level (42.2%) as 
opposed to a medium (35%) or higher educational level (22.8%) 71. Approximately 16.2% of 
participants were engaged in paid and 29.5% in unpaid employment. More than half of 
participants did not report needs for care regarding daytime activities (58.7%), 24.7% 
reported met needs for care and 16.6% reported unmet needs for care regarding daytime 
activities. Most participants did not have needs for care regarding paid employment (65.9%), 
for 14.1% these needs were unmet, for 20% these were met.

Results of the LCA
Models with 1 - 6 classes were compared (Table 1). The model with 4 classes was chosen as 
the best model because it had the best fit based on AIC3, Entropy R2  and goodness of fit 
statistic, all bivariate residuals were below < 3 and the classification error was 0.161, which 
is acceptable. Also, the 4-cluster model resulted in distinct and clinically meaningful classes. 
The model with 3 classes had a better fit according to the BIC value, but this model had 
bivariate residuals > 3, a lower Entropy R2 and a larger classification error than model 4. 

Description of classes
Descriptive variables for the total sample and per class are displayed in table 2. 
Class 1 (42.6% of participants) contains almost no individuals with paid employment (1%). 
However, 32.3% of class members were engaged in unpaid employment (table 2). Most 
members of class 1 did not express needs for care concerning paid employment (94%) or 
daytime activities (76%). Individuals belonging to class 1 were labeled as Moderately active 
without needs (Figure 1).
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Class 2 (21.5% of participants) contains individuals who most often did not have paid 
employment (3.5% employed). However, the majority was active in unpaid employment 
(60.4%). Members of class 2 most often had fulfilled needs for care in the area of paid work 
and no or fulfilled needs for care regarding daytime activities. These individuals were labeled 
as Active with fulfilled needs. 

Class 3 (20.9%) contains individuals that were predominantly not engaged in paid 
(90.6%) or unpaid employment (90.2%). Class 3 can be further characterized by having 
unfulfilled or no needs for care regarding paid employment and a high percentage of 
unfulfilled needs concerning daytime activities. These individuals were labeled as Involuntarily 
inactive. 

Class 4 (14.9% of participants) is characterized by having paid employment (86.9%) and 
almost no unpaid employment (4.4%). Members of class 4 mostly did not have needs for 
care regarding paid work or daytime activities (88%) and were labeled as Active in paid 
employment.

Differences between classes
Differences between the classes with regard to sociodemographic characteristics, QOL, 
psychosocial functioning and psychiatric symptoms are listed in table 2. Members of the 
four classes significantly differed in age, duration in MHC, psychiatric symptoms, psychosocial 
functioning, living situation, educational level, having a life partner, needs regarding social 
contacts and QOL, but not in clinical diagnosis or gender. 

Members of class 1, Moderately active without needs, were on average older and had a 
longer duration in MHC than the other classes. They had few needs for care regarding social 
contacts. In addition, they had the fewest psychiatric symptoms and highest QOL after 
individuals with Paid employment. Psychosocial functioning was poorer and educational level 
was lower than that of the Paid employment and Active with fulfilled needs classes but better 
than the Involuntarily inactive class. 

Table 1. Fit Statistics Latent Class Analysis

Classes LL BIC AIC3 Entropy 
R2

Class 
error

χ2 p

1 -3030,4834 6102,8137 6078,9669 1 0 423.498 0.000

2 -2956,3182 6003,3046 5951,6364 0,4710 0,1361 237.065 0.000

3 -2907,8203 5955,1302a 5875,6406 0,5736 0,1764 134.358 0.001

4b -2888,6732 5965,6574 5858,3465a 0,6228a 0,161 87.418 0.27

5 -2880,8509 5998,8341 5863,7018 0,5792 0,21 71.969 0.51

6 -2877,2824 6040,5184 5877,5647 0,5402 0,2645 65.077 0.51

a Best fitting model according to criterion
b Chosen model
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Members of class 2, Active with fulfilled needs, were on average younger, more often 
living in sheltered housing or hospitalized and had more met needs for care regarding social 
contacts than members of the other classes. They least often had a life partner. Psychosocial 
functioning in this group was better than that of Moderately active without needs and 
Involuntarily inactive individuals, but poorer than that of individuals with Paid employment. 
They had fewer psychiatric symptoms than Involuntarily inactive individuals, but more than 
the other two classes. 

Members of class 3, Involuntarily inactive individuals, had the lowest educational level, 
most unmet needs for care regarding social contacts (57.1% unmet needs), lowest QOL, 
poorest psychosocial functioning and the most psychiatric symptoms of all classes. However, 
Involuntarily inactive individuals more often had a life partner than Moderately active without 
needs or Active with fulfilled needs individuals. Furthermore, they were comparable to these 
classes regarding independent living, with most members living independently.

Figure 1. Latent class profiles
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Members of class 4, Paid employment, were higher educated than the other classes 
(41.4% high educational level) and had the best psychosocial functioning and fewest 
psychiatric symptoms. Furthermore, they had fewer needs for care regarding social contacts, 
the highest QOL and most independent living members of all classes. 

Vignettes
To better understand differences between participation classes,  fictional vignettes were 
created by the researchers for each, based on differences found.

Moderately Active without needs
Bob is a 50-year old man with schizophrenia who has been in psychiatric care for more than 
30 years but is not experiencing symptoms at this moment. Bob quit school after 10th grade 
and has no working experience. Bob, who lives alone, spends his days watching television 
and taking care of his cat. Bob sometimes wishes he had more friends. However, for the 
most part, Bob is content with his quiet life and has no need for other daytime activities or 
paid work. He previously used to visit a day activity center but has stopped doing so since 
its relocation.

Active with fulfilled needs
Susan is a 37-year old woman who lives in a sheltered housing facility. She is a high school 
graduate who had her first psychotic episode 12 years ago and over time experienced 
psychiatric symptoms in varying degrees. She likes being a coffee host in a neighborhood 
center where she has made many friends.  Her case manager was supportive when she 
expressed a wish for more daytime activities and helped her get this volunteer job. They 
briefly considered getting a paid job but decided that she was too unstable. Overall, she is 
content with life but believes life would be better if she had a boyfriend and a place to live 
on her own.

Involuntarily inactive 
Fred is a 44-year old man with schizophrenia who has experienced many symptoms for 
over 16 years and lives with his girlfriend. Fred dropped out of school early and now fills his 
time with watching television and sleeping. He is bored and eager to do more, but he does 
not know what. His neighbor sometimes makes suggestions, but otherwise, Fred receives 
no help with activities. The sessions with his case manager and psychiatrist are primarily 
focused on symptoms. Fred is very unhappy with the fact that he has nothing to do and no 
social contacts besides his partner and neighbor.

Paid Employment
Jill is a 42-year old woman who lives with her husband. She was diagnosed with schizophrenia 
after two episodes 15 and 12 years ago. Occasionally, she has symptoms, but with adequate 
medication she can prevent them from interfering much with daily life. After graduation, Jill 
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started working at a bank. After two episodes, she found a part-time job and currently works 
as a manager. Her job, husband and other social contacts keep Jill well-occupied and she 
has no wish for other activities. Although she would like to be free of psychiatric medication, 
Jill is happy with her life and considers herself lucky being able to work. 

Discussion

Social participation, here defined as having paid employment or other daytime activities, is 
highly valued 72,73, promotes QOL, and as such, is a key aspect of recovery 14. This study 
aimed to investigate which factors are related to the level of social participation of individuals 
with SMI by identifying subgroups based on needs for care in this area and actual 
participation. Four subgroups were identified that differ significantly in socio-demographics, 
QOL, psychosocial functioning and psychiatric symptoms. 

The subgroup that was most actively engaged in Paid employment can be described as 
high-functioning, not only in terms of social participation, but members also had the fewest 
psychiatric symptoms, best psychosocial functioning and highest educational level overall. 
Possibly as a result, they expressed the highest QOL and mostly no needs for more social 
contacts or support regarding paid work or other daytime activities. Rehabilitation support 
for this subgroup should focus on keeping a stable employment situation – while keeping 
an open mind for career opportunities - and dealing with possible problems caused by 
psychiatric symptoms 74. 

At the other end of the spectrum was the subgroup Involuntarily inactive with individuals 
with almost no paid or unpaid employment but an alarmingly high percentage of unmet 
needs for care regarding social contacts, daytime activities and paid employment. This seems 
to be a particularly vulnerable group and special attention should be given to better facilitate 
them as this is also the subgroup with the most problems in psychosocial functioning, many 
psychiatric symptoms and low QOL. 

The third subgroup (Active with fulfilled needs) had high percentages of members active 
in voluntary work with mostly met needs, suggesting they have benefitted most from 
vocational rehabilitation. Compared to the others, they are younger with relatively good 
psychosocial functioning but more often hospitalized or in sheltered accommodation. Albeit 
less obvious than the involuntarily inactive consumers, this subgroup contains individuals 
in need of special attention because of unmet needs for care regarding paid employment. 
These individuals, and to a lesser extent, all members of this group are at risk of settling for 
unpaid work while paid work could be a realistic option considering their age and 
psychosocial functioning. To prevent widening the gap with the labor market whilst working 
on recovery, it is important to keep discussing needs for support regarding paid work and 
to avoid losing hope and aspiration, which can be a consequence of coping with severe 
mental illnesses. Since a core task of supported and sheltered housing is supporting 
inhabitants with daytime activities, the high percentage of met needs for care in this 
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subgroup could be related to their specific living environment rather than a characteristic 
of the individuals themselves 75,76. 

Finally, the subgroup Moderately active without needs can be characterized as older, 
stable in a chronic phase of the illness and with few needs for care in the social and 
vocational domain.  Strikingly, this ‘silent majority’ has relatively few psychiatric symptoms 
and the second highest QOL. On the other hand, they have second poorest psychosocial 
functioning and a low educational level. Social participation in this subgroup may be 
restricted more by problems in psychosocial functioning than by symptom severity, which 
makes it interesting to further investigate why some individuals in this group do find 
satisfactory daytime activities whereas others do not. 

These four different subgroups, particularly the high functioning group and the older 
chronic group with few needs for care, have been identified in earlier research 77-80. Hannah 
80 found that high-functioning chronic patients score high on social interaction, a dimension 
that in this study comprises meaningful activities. Hannah’s mainstream chronically mentally 
ill cluster is comparable to the Moderately active without needs individuals with their lack of 
extreme features (except age), relatively low level of psychiatric symptoms and few activities.

Although Hannah’s and our results suggest a continuum ranging from worse symptoms 
and less participation to few symptoms and more participation, the middle two subgroups 
do not follow this order and show that this is an oversimplification of reality. For instance, 
one would expect the worst functioning subgroup to be the most hospitalized but that is 
not the case, nor were there differences in clinical diagnosis, duration in MHC, having a life 
partner or age. This differs from a study by Lloyd-Evans 81, who found that those in 
competitive employment were typically younger. However, their finding that high educational 
level was related to employment was corroborated by our study. Whereas some earlier 
studies found that male gender was related to better employment outcomes 22, our study 
confirms others who showed this gender effect to be rather ambiguous 46. The lack of a 
significant difference for diagnosis, expressed as having a psychotic disorder or not, implies 
that social participation is more related to symptoms than to diagnostic labels and confirms 
results from others 46.

An important conclusion of our study is that a fair number of individuals with SMI do 
not receive support in line with their needs (17% unmet needs for care regarding daytime 
activities, 14% unmet needs for care for paid work and 21% for social contacts). The 
participating FACT teams in our study used external employment specialists whereas 
Kortrijk, Mulder 74 stress the importance of integrating specialized employment services 
according to the model of individual placement and support 82,83 in FACT teams, and show 
that employment needs are otherwise rarely addressed. Occupational therapists could also 
play a valuable role in attaining other daytime activities besides paid work 84.

A major limitation of this study is that data were not specifically gathered for these 
research questions and that detailed information about the level of social participation was 
lacking. In addition, the fact that all participants come from one region in the middle of the 
Netherlands could be seen as a limitation. Results may not be generalizable to areas with 



|  Chapter 2

46

higher unemployment rates or with other opportunities to engage in employment and other 
daytime activities. However, this is mitigated by the large, representative sample size, its 
heterogeneity in terms of backgrounds and the fact that the participating FACT teams were 
located in the center of a larger city but also in smaller surrounding towns. 

Another drawback is that the sample may be a biased selection of relatively well-
functioning patients who were able and willing to engage in routine outcome assessments, 
leaving out those with severe psychotic symptoms and limitations in functioning that prevent 
them from participating 85. However, it is also possible that the worst as well as the best 
functioning individuals are underrepresented because of higher non-response in those who 
are doing well and distance themselves from mental health care.

A final limitation is the cross-sectional design that did not allow a dynamic and/or causal 
view on the factors associated with social participation. For instance, it is not clear whether 
the Active with fulfilled needs and Paid employment subgroups are engaged in work because 
their psychosocial functioning is good or whether this results from remaining active 74. As 
Morgan, Burns 86 put it, persisting poor mental health may be a cause but also a consequence 
of social exclusion and poverty. More longitudinal research is needed to clarify this 
relationship. 

Strong points of this study are the large sample size, and the focus on unpaid vocational 
activities, which are mostly overlooked in the literature 81. Furthermore, not only the actual 
level of social participation was taken into account, but also needs for care and support in 
this area. This distinction is important because there seems to be a gap between an 
expressed desire to work and actual job-seeking behavior 36. 

The study results are clinically relevant because subgroups based on routinely 
measured outcomes can help clinicians identify which of their clients need more support 
with finding jobs or activities. Special attention in this regard, should be given to Involuntarily 
inactive individuals as well as individuals seemingly satisfied with unpaid work but who could 
experience a lack of support when trying to find paid employment.

The fact that the unemployment rates of individuals with SMI have been fairly constant 
over the past 25 years 15,36,87,88 despite increasing implementation of psychiatric rehabilitation 
indicates that there is a strong urge for new knowledge about predictors of social participation. 
The next step in this line of research would be to conduct growth analyses and make dynamic 
models to see whether individuals with SMI change subgroups over time. 

More qualitative approaches, elucidating the complex interplay between positive and 
negative consequences associated with employment-related activities 89, could further 
increase understanding of why some people with SMI are engaged in social participation 
while others are not. Next, it would also be valuable to have research focus on contextual 
barriers and facilitators that influence social participation. After all, participation is a 
reciprocal process, which means that where individuals with SMI want to participate in 
society, society also has the obligation and responsibility to let them in.
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Abstract

Objective
A key aspect of psychiatric rehabilitation is supporting individuals with serious mental 
illness in reaching personal goals. This study aimed to investigate whether various 
aspects of the working alliance predict successful goal attainment and whether goal 
attainment improves subjective Quality of Life (QOL), independent of the rehabilitation 
approach used.

Methods
Secondary analyses were conducted of data from a Dutch randomized clinical trial on 
goal attainment by individuals supported with the Boston University approach to 
Psychiatric Rehabilitation (N=80) or a generic approach (N=76). Working alliance was 
measured with the Working Alliance Inventory (WAI) from the practitioner’s perspective. 
Rehabilitation practitioners had backgrounds in social work, nursing, or vocational 
rehabilitation. Multiple logistic regression and multiple regression analyses explored 
effects of working alliance on goal attainment and of goal attainment on subjective 
quality of life at 24 months. Analyses were controlled for client- and process-related 
predictors, baseline quality of life, and rehabilitation approach.

Results
The WAI goal subscale predicted goal attainment at 24 months. No effect was found 
for the bond or task subscale. Goal attainment significantly predicted quality of life at 
24 months. These effects were independent of the rehabilitation approach used.

Conclusions
A good bond between client and practitioner is not enough to attain successful 
rehabilitation outcomes. Findings suggest that it is important to discuss clients’ wishes 
and ambitions and form an agreement on goals. Attaining rehabilitation goals directly 
influenced the subjective quality of life of individuals with serious mental illness, which 
underscores the importance of investing in these forms of client support. 
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Introduction

Psychiatric rehabilitation is designed to help individuals with serious mental illnesses develop 
the skills and access the resources needed to be successful and satisfied in the living, 
working, learning, and social environments of their choice 1. An important aspect of 
psychiatric rehabilitation is supporting these individuals in exploring and achieving personal 
goals 2-4. 

The ability to make decisions about personal goals can be regarded as essential to a 
high quality of living for all individuals, including those with serious mental illness 5,6. In fact, 
personal goal attainment is one of the outcomes most highly valued by mental health care 
consumers 6. 

Being able to set and reach personally important goals has been found to increase 
autonomy, empowerment, wellbeing, self-confidence and confidence in achieving future 
goals among individuals with serious mental illness 6-8. Goal setting and attainment link 
elements such as hope, responsibility, personal identity and meaning in life and are therefore 
essential to recovery 9,10. It is also assumed that personal goal attainment will improve quality 
of life , which is often impaired among individuals with serious mental illness 11,12.

Working toward personal goals can be complicated for individuals with long-term 
mental illnesses who may experience serious difficulties in retaining control over their lives. 
These difficulties may be caused by restrictions in the ability to take care of oneself, needs 
for support regarding housing, work and social relations, and external factors such as public 
stigma and the inability of others to see beyond symptoms. In addition, there is the ‘why 
try’ effect, which encompasses self-stigmatization and anticipated discrimination and 
reduces self-esteem and self-efficacy, thus discouraging the pursuit of personally meaningful 
goals 6,13,14. 

As a consequence, psychiatric rehabilitation approaches have been developed that 
support these individuals in exploring their wishes and achieving personal goals including 
individual placement and support 15, which focuses on employment and education, illness 
management and recovery 16, which focuses on illness self-management and personal goal 
attainment; and the Boston University approach to psychiatric rehabilitation (BPR) 1. 

BPR supports individuals with exploring, choosing and achieving goals related to 
housing, education, work and social contacts. BPR was found to have positive effects on the 
attainment of self-chosen rehabilitation goals, social contacts and societal participation 17,18, 
personal and social functioning 19, quality of life and symptoms 18,20, and empowerment, 
psychosocial functioning and needs for care 18. 

Although BPR and other structured psychiatric rehabilitation approaches have been 
found to increase psychiatric rehabilitation success in terms of goal attainment, it is not 
clear what mechanisms are responsible for positive outcomes. The question also arises 
whether it is the specific character and content of each approach or some general factor 
that underlies rehabilitation success.  
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In the past decades, working alliance has emerged as a possible general factor 
explaining psychiatric rehabilitation success 21,22. It was found to have a positive influence 
on symptoms, level of functioning, social skills, quality of life, medication compliance, days 
of homelessness, and satisfaction with the care received 23-25. The working alliance can be 
described as a genuine cooperation between client and practitioner characterized by 
agreement on counseling goals, a shared commitment to the tasks of counseling and the 
development of a personal bond between both actors 26-28. Previous research showed that 
working alliance robustly predicts rehabilitation outcome 24,29,30. Gehrs and Goering 31 for 
instance, found that the quality of the working alliance was positively related to rehabilitation 
goal attainment. However, the evidence for this specific relationship is sparse, and it remains 
unclear which aspects of the working alliance might cause this effect. Therefore, the first 
aim of this study was to investigate which aspects of the working alliance predict goal 
attainment in rehabilitation for individuals with serious mental illness, independent of the 
rehabilitation approach used.

The second aim was to investigate whether goal attainment would lead to improvements 
in the subjective quality of life of individuals with serious mental illness. This aim was to test 
the implicit assumption that working toward rehabilitation goals not only generates 
satisfaction with realizing the goals themselves, but also improves subjective well-being in 
a more general sense.

These aims were addressed by conducting a secondary analysis of data from a 
24-month randomized clinical trial (RCT) by Swildens and colleagues 17. The RCT studied the 
effects of rehabilitation on goal attainment, comparing BPR with rehabilitation offered by 
practitioners with a more general background (generic rehabilitation [GR])

Methods

Participants
Data were from a study that involved 156 individuals who were receiving inpatient and 
outpatient treatment at four mental health centers in both urban and rural regions in the 
Netherlands 17; ISRCTN73683215. The study was conducted between June 2005 and June 
2009. Inclusion criteria were as follows: a serious mental illness, operationalized as a DSM 
IV diagnosis; duration of service contact of at least two years; and enduring psychiatric 
disabilities. In addition, clients were eligible only if they expressed a desire for change in 
one of the rehabilitation areas (housing, education, work and social contacts). Participants 
were recruited through their mental health care professionals. Individuals who had been 
in contact with a rehabilitation practitioner in the three months preceding baseline were 
excluded. Participants gave written informed consent, and the study was approved by the 
institutional review boards of the participating mental health centers. At 24-month follow-
up, 122 participants completed the interview. A detailed description of design and methods 
used has been published elsewhere 17. 
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Measures

Working alliance
The Working Alliance Inventory – practitioner perspective (WAI) was completed by the 
rehabilitation practitioner after the first three to four sessions and again after 24 months. 
It consists of 36 items that generate a total score and three subscale scores representing 
the different components of the working alliance: Task (agreement about the tasks of the 
treatment or therapy and the responsibilities to perform these tasks), Bond (between client 
and practitioner) and Goal (agreement about the goals of treatment or therapy) 28,32,33. 

Goal attainment
Goal attainment (yes or no) from the client’s perspective was measured at 24 months by 
means of a structured interview used in previous studies 34,35. Participants could choose a 
specific personal rehabilitation goal to work on in the following rehabilitation areas: living 
situation, work and study, and social contacts. The distinction between attainment and no 
attainment of this goal was conservative, meaning that partial goal attainment was seen as 
no goal attainment. If a goal was adjusted during the study period, the adjusted goal was 
evaluated instead of the original goal. If no information was available, goal attainment was 
conservatively set to ‘no goal attainment’.

Quality of life
The self-report short version of the World Health Organization Quality of Life instrument 
(WHOQOL-BREF) was scored at baseline and at 24 months. The WHOQOL-BREF encompasses 
26 items and 4 domains: physical, psychological, social relationships, and environment. It 
shows good discriminant validity, content validity, and test-retest validity 36. Possible scores 
on the WHOQOL-BREF range from 1 to 5, with higher scores indicating more satisfaction.

Psychiatric symptoms
Mental health practitioners or psychiatrists completed the 24-item extended version of the 
Brief Psychiatric Rating Scale (BPRS) 37,38 at baseline and 24 months. The BPRS uses a 7-point 
Likert scale and is a reliable and valid instrument 39,40 with good internal consistency (alpha 
> .70). 

Sociodemographic information
Client-related predictors were gathered through a structured interview scheme at the start 
of the study and checks were performed at 24 months. 

Procedure
Structured interviews with participants were administered by trained interviewers and took 
approximately 75 minutes to complete. Mental health professionals also completed 
questionnaires. Interviewers were blinded to treatment allocation. Participants and mental 
health professionals could not be blinded.
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Rehabilitation
All participants were offered at least one individual rehabilitation session every three weeks, 
without a predefined maximum number of sessions. Half of the participants (N = 80) received 
these sessions from 39 practitioners experienced in BPR. These practitioners had 
backgrounds in social work, nursing, or vocational rehabilitation and had completed 
additional training in BPR. This approach is designed to support individuals with serious 
mental illness in all life domains (housing, education, work, and social contacts). In BPR, 
individuals are aided in exploring their options, and in choosing and realizing clearly defined 
goals. Support is aimed at increasing personal skills as well as learning to make use of other 
potential sources of help 41-43. BPR consists of four phases: exploring, choosing, getting, and 
keeping rehabilitation goals 43,44. Each phase is accompanied by techniques that can be used 
by BPR practitioners to optimally support individuals in attaining their goals. Key to BPR is 
that the pace and direction of the process are directed by the individual. The practitioner 
facilitates the process and supports when necessary. Fidelity of BPR was measured with a 
fidelity scale 45 showing that 86% of 39 BPR practitioners worked according to model 
standards.

The other half of the participants (N = 76) received support from 63 mental health 
practitioners also trained in social work, vocational rehabilitation, and nursing care, but 
without BPR training. These regular care practitioners also supported clients with their 
personal rehabilitation goals as well, but without using a structured approach or standardized 
methodology 17. Both BPR and regular care practitioners received monthly supervision by 
supervisors using either BPR or generic mental health care methodology.

Data analysis
Data were analyzed with SPSS, version 22.0, by using binary logistic regression for the 
categorical outcome measure of goal attainment (yes or no) and multiple linear regression 
for quality of life at 24 months. Student’s t-tests were used to check differences in baseline 
characteristics between the BPR and GR groups and for quality of life at 24 months. Clusters 
of clients treated by the same practitioner were too small to conduct multilevel modeling. 
A possible clustering effect was dealt with by conducting a sensitivity analysis on a dataset 
in which each practitioner had only one client (each first client) 46.

Two models were tested: model 1 with goal attainment as the dependent variable and 
working alliance as the predictor and model 2 with quality of life as the dependent variable 
and goal attainment as the predictor (Figure 1.). Because the choice of control variables was 
theory driven, the two models contained slightly different variables.

Model 1was controlled for number of rehabilitation sessions and for client-related 
factors known to predict rehabilitation outcome: psychotic disorder, psychiatric symptoms 
47-49, duration in mental health care, living situation (independent versus dependent)  41,50,51, 
education level 52, and recent work experience 49,50,53. Model 2 was controlled for factors 
found to influence quality of life such as age, psychiatric symptoms, psychotic disorder, 
living situation, having a life partner, and recent work experience 54,55. Working alliance was 
omitted in this model because of its expected association with goal attainment. 
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Finally, rehabilitation type was added as a control variable in both models because the 
RCT by Swildens and colleagues 17 showed a significant effect for BPR on goal attainment 
and the study reported here focused on an effect of working alliance, independent of the 
effect of rehabilitation type. Variables with correlation coefficients higher than .75 or variance 
inflation factors >5 were not added to the model to avoid multicollinearity. 

A stepwise procedure was applied in which variables were added in three blocks. For 
goal attainment as the outcome, the main predictors of interest -WAI task, bond and goal 
subscales- were added first, and the following client- and process-related predictors were 
added in the second block: duration in mental health care, psychotic disorder, recent work 
experience, education level, living situation, psychiatric symptoms and number of 
rehabilitation sessions. In the third block, intervention type was added. 

For the model with quality of life at 24 months as the outcome, goal attainment was 
added first, followed by client-related predictors: age, psychotic disorder, recent work 
experience, living situation, psychiatric symptoms, and having a life partner. In the third 
block, intervention type was added. This model was controlled for baseline quality of life. 
Effect sizes were expressed as odds ratios for the logistic regression analysis, and Cohen’s 
f2 was calculated for the multiple regression analysis 56.

Figure 1. Two models of predictors pf goal attainment by individuals with serious mental illness and the 
relationship between goal attainment and quality of lifea

a Model 1: goal attainment as dependent variable and working alliance plus control variables as predictors; 
model 2: quality of life as dependent variable and goal attainment plus control variables as predictors. 
Rehabilitation type (Boston University approach or generic approach) was added as a control variable in both 
models.



|  Chapter 3

60

Results

Baseline characteristics
Baseline characteristics of the participants and intervention are presented in table 1.  
There were no significant differences between the two study groups 17.

Table 1. Baseline characteristics of 156 persons with severe mental illness receiving psychiatric rehabilitation 

Characteristic N or (Mean±SD) %

Gender

Male 76 49

Female 80  51

Recent employment experience

Yes 17 12

No 128 88

Living situation

Independent 87 56

Hospitalized or in sheltered accommodation 69 44

Education level1

Low 116 75

Medium - High 38 25

Main diagnosis 

Psychotic disorder 64 42

Bipolar disorder 12 8

Depressive or anxiety disorder 23 15

Personality 29 19

Other 23 16

Age (M±SD years) 42.41±13.94

Psychiatric symptoms (M±SD)2 46.27±12.37

Duration in MHC (M±SD years) 12.20±8.63

Baseline quality of life (M±SD)3 82.76±13.74

N of rehabilitation sessions attended (M±SD) 12.39±9.22

Working alliance (M±SD)4

BOND subscale 48.06±6.07

TASK subscale 46.85±6.88

GOAL subscale 43.85±7.03

1 International standard classification of education levels: low, 0-2; medium-high, 3-7 52

2  Measured by the Brief Psychiatric Rating Scale. Possible scores range from 1 to 7, with higher scores indicating 
more severe symptoms. 

3  Measured by the short version of the World Health Organization Quality of Life instrument. Possible scores 
range from 1 to 5 with higher scores indicating more satisfaction. 

4  Measured by the Working Alliance Inventory–practitioner perspective. Possible scores on each subscale range 
from 1 to 7, with higher scores indicating more agreement with the statement about the working alliance. 
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Goal attainment
During the study, 54% (N = 84) of participants switched goals. After 24 months, 39%  
(N = 61) of participants reported to have fully reached their goals. Table 2 shows that higher 
scores on the WAI goal subscale and having received BPR predicted goal attainment at 24 
months. None of the other predictors were found to have a significant effect. 

The sensitivity analysis with only one case per practitioner showed similar results: WAI 
goal score (B= .16, SE. B=.08, p=.04) and intervention type (B=1.27 , SE. B=.57,  p=.03) 
significantly predicted goal attainment (R2=.246 data not in table). 

Quality of life
At 24 months, there was a significant improvement in quality of life compared with baseline 
for all participants who were interviewed. The mean ±SD WHOQOL-BREF scores were 
83.95±13.64 at baseline and 88.22±15.09 at 24 months (t=-3.52, df=115, p=.001). 

Goal attainment significantly added to a positive change in quality of life at 24 months 
(Table 3), as did age. The sensitivity analysis yielded the same result for goal attainment 
(B=7.63, SE=3.15, p=.02; R2=.410, R2

adj=.312; Cohen’s f2=.695) (data not in table). 

Table 2. Binary logistic regression of predictors of goal attainment by persons with serious mental illness 
receiving BPR or generic psychiatric rehabilitationa

Variable B SE p OR 95% CI

Working alliance

Bond subscale -.01 .06 .81 .99 .88 – 1.10 

Task subscale -.08 .06 .18 .93 .83 – 1.04

Goal subscale .12 .06 .04 1.13 1.01 – 1.27 

Duration in mental health care -.04 .03 .17 .96 .91 – 1.02

Psychosis .02 .45 .96 1.02 .43 – 2.44

Recent work experience -.31 .63 .62 .74 .22 – 2.50

Education level -.64 .52 .22 .53 .19 – 1.47

Living situation .06 .45 .89 1.07 .44 – 2.57

Psychiatric Symptoms (BPRS) -.003 .02 .87 1.00 .97 – 1.04

N of rehabilitation sessions attended .32 .25 .20 1.38 .84 – 2.27 

Rehabilitation type .99 .42 .02 2.70 1.19 – 6.13

a N=112; R2=.152.
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Discussion

The aim of this study was to explore predictors of successful rehabilitation goal attainment 
by focusing on working alliance as a possible generic determinant independent of 
rehabilitation methodology. Furthermore, the assumption underlying the emphasis on goal 
attainment in state-of-the-art rehabilitation was put to the test: does quality of life improve 
when rehabilitation goals are attained?

Apart from a significant effect for intervention type in accordance with Swildens and 
colleagues 17, the goal component of the working alliance proved to be the main predictor 
of successful goal attainment, whereas the personal bond between practitioner and client 
and a shared commitment to the tasks of rehabilitation did not predict goal attainment. 
This finding suggests that agreeing with the client on goals is more important than simply 
establishing a personal bond or agreeing on how to achieve these goals.  

Furthermore, this study showed a significant effect of goal attainment on improvement 
in 24-month quality of life, thus supporting the assumption that agreeing on goals helps 
individuals with serious mental illness to enhance their quality of life. This positive effect 
provides a wider context for the importance of working on personal goals. Working on goals 
with individuals with serious mental illness is not only important in itself but also offers a 
useful tool to help clients gain control and live meaningful lives according to their own 
wishes. 

The predictive effect of working alliance on therapeutic outcome has been reported 
in meta analyses on psychotherapeutic interventions and seems to be very consistent 30,57,58. 
Although it could be argued that a good outcome promotes positive evaluation of the 
relationship with the therapist instead of the other way around, in this study the relationship 
was evaluated at the start of the intervention, thus clearly preceding outcome. Gehrs and 

Table 3. Predictors of quality of life at 24 months among persons with serious mental illness receiving BPR or 
generic psychiatric rehabilitationa

Predictor B S.E. B p 95% CI

Goal attainment 6.72 2.80 .02 1.16 – 12.28

Age .30 .11 .01 .08 – .53 

Psychosis 2.28 2.57 .38 -2.84 to 7.39

Recent work experience 6.05 3.24 .07 -.38 to 12.48

Living situation 3.31 2.55 .20 -1.76 to 8.38

Psychiatric Symptoms (BPRS) -.18 .13 .16 -.44 to .07

Having a life partner -.40 2.69 .88 -5.75 to 4.95 

Baseline QOL .54 .10 <.001 .33 - .74

Intervention type 1.79 2.43 .46 -3.03 to 6.61 

a N=101; R2=.397, R2
adj=.330, Cohen’s f2=.658. Results are from multiple linear regression.
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Goering 31 also found that working alliance was positively related to goal attainment but, as 
in most studies, they treated the client-practitioner relationship as a single concept without 
discerning aspects responsible for its effect on outcome. The findings of the study reported 
here make clear that agreement on goals is particularly important for goal attainment. This 
is in line with the concept of shared decision-making, which emphasizes the importance of 
listening to an individual’s goals, thus encouraging empowerment 59-61. Our findings stress 
that this process also plays a central role in successful goal attainment. 

A limitation of this study was that working alliance was only measured from the 
practitioner’s point of view. Working alliance from clients’ point of view was found to be an 
even stronger predictor of outcome 62,63. However, Martin and colleagues 30 found that 
practitioner ratings were only slightly less reliable than client ratings, and Ruchlewska and 
colleagues 64 found that practitioner-rated working alliance was a better predictor of 
completion of a crisis plan than was the client-rated alliance. It has been suggested that the 
different views may reflect different but related concepts of the working relationship, 
because client and practitioner ratings are often associated with different variables 65,66.  

Furthermore, the WAI and other frequently used measures of the working alliance 
were developed from the context of psychotherapy and may lack aspects of the working 
alliance that are specific to psychiatric rehabilitation settings. Examples of such aspects are 
the sometimes involuntary nature of the relationship, because clients in long-term care are 
often not able to freely choose their mental health practitioners, as well as the dual role of 
practitioners who need to facilitate their clients’ autonomy but are also responsible for their 
health and safety 67. Therefore, it would be useful to develop measures that specifically 
capture the working alliance in rehabilitation settings. A final limitation was the fact that 
participants were included only if they had a desire for change. Therefore, results may not 
apply to less motivated individuals.

Agreeing on goals is specific, but not exclusive to a BPR-based approach. Our findings 
suggest that agreement on goals is an important facilitator of goal attainment for 
rehabilitation practitioners, independent of their background and rehabilitative approach. 
Nevertheless, the effect of rehabilitation type, indicates that methodology-specific aspects 
also influence the effectiveness of a structured rehabilitation approach such as BPR. 

This is also supported by the fact that the model explained only 15% of the variance 
in goal attainment. The rest of the variance could be explained by methodology-specific or 
other general factors not investigated in this study. Future research directed at uncovering 
these factors could help further elucidate the mechanisms responsible for goal attainment 
among individuals with serious mental illness.

Conclusions

It is often stressed that a positive working alliance forms the basis for a fruitful therapeutic 
process. This study showed that this is true, but only to the extent that practitioner and 
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client agree on rehabilitation goals. Just forming a bond or agreeing on the tasks required 
to achieve the goals did not predict goal attainment. These findings imply that rehabilitation 
practitioners could improve outcome by discussing clients’ wishes and goals and by setting 
a goal that is mutually agreed on. This focus will improve rehabilitation as well as the 
subjective quality of life of those involved. These results are not limited to a specific 
rehabilitation approach but rather reflect general predictive mechanisms of rehabilitation 
goal attainment and quality of life, which makes them applicable to rehabilitation 
practitioners from various backgrounds and perhaps even to other mental health care 
providers.
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Abstract

Background
People with Severe Mental Illness (SMI) frequently experience problems with regard to 
societal participation (i.e. work, education and daily activities outside the home), and 
require professional support in this area. The Boston University approach to Psychiatric 
Rehabilitation (BPR) is a comprehensive methodology that can offer this type of support. 
To date, several Randomised Controlled Trials (RCTs) investigating the effectiveness of 
BPR have yielded positive outcomes with regard to societal participation. However, 
information about the cost-effectiveness and budgetary impact of the methodology, 
which may be important for broader dissemination of the approach, is lacking. BPR 
may be more cost effective than Care As Usual (CAU) because an increase in participation 
and independence may reduce the costs to society. Therefore, the aim of this study is 
to investigate, from a societal perspective, the cost-effectiveness of BPR for people with 
SMI who wish to increase their societal participation. In addition, the budget impact of 
implementing BPR in the Dutch healthcare setting will be assessed by means of a budget 
impact analysis (BIA) after completion of the trial.

Methods
In a multisite RCT, 225 adults (18-64 years of age) with SMI will be randomly allocated 
to the experimental (BPR) or the control condition (CAU). Additionally, a pilot study will 
be conducted with a group of 25 patients with severe and enduring eating disorders. 
All participants will be offered support aimed at personal rehabilitation goals, and will 
be monitored over a period of a year. Outcomes will be measured at baseline, and at 
6 and 12 months after enrolment. Based on trial results, further analyses will be 
performed to assess cost-effectiveness and the budgetary impact of implementation 
scenarios.

Discussion
The trial results will provide insight into the cost-effectiveness of BPR in supporting 
people with SMI who would like to increase their level of societal participation. These 
results can be used to make decisions about further implementation of the method. 
Also, assessing budgetary impact will facilitate policymaking. The large sample size, 
geographic coverage and heterogeneity of the study group will ensure reliable 
generalisation of the study results. 

Trial registration no: Current Controlled Trials ISRCTN88987322. Registered 13 May 2014.
Keywords: Severe Mental illness, Psychiatric Rehabilitation, societal participation, 
employment, Randomised Controlled Trial, cost-effectiveness, Budget Impact Analysis, 
Quality Adjusted Life Years, meaningful activities, eating disorders
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Background

High unemployment rates and general difficulty in undertaking activities are common among 
people with Severe Mental Illness (SMI) around the world 1-11. The needs of these people 
comprise access to a broad array of services, which are not limited to clinical and 
humanitarian needs, but also include rehabilitation requirements such as support with 
societal participation, which is defined as engaging in meaningful daily activities 12,13. 

Meaningful daily activities can be described as activities that fulfil a goal or purpose 
that is personally and/or culturally important, and are positively correlated with quality of 
life 14-16. An example of such an activity is regular employment, which is associated with 
higher self-esteem, fewer psychiatric symptoms, general wellbeing and higher quality of life 
17-19. When it comes to engaging in meaningful daily activities, people with SMI experience 
environmental obstacles such as lack of opportunities and support or negative images of 
the clients’ potential on the part of possible employers and others in their environments. 
They also have to cope with personal obstacles such as self-stigmatisation, psychiatric 
symptoms and lack of social skills, employment skills and emotional stability. A combination 
of these barriers, which often reinforce each other, can lead to motivational problems and 
fear of failure 20. As a result, more people with SMI are unemployed and undertake fewer 
activities outside the home than may be explained by the seriousness of their psychiatric 
symptoms. Support in the area of societal participation is therefore vital. 

Over the years, various methods have been developed to offer support in engaging in 
work and other meaningful activities. However, only a few of these have been proven 
effective. An example of a well-documented, evidence-based approach to supporting the 
employment needs of patients with SMI is the Individual Placement and Support model of 
supported employment (IPS) 21-23.

Whereas IPS focuses mainly on regular paid employment, the Boston University 
approach to Psychiatric Rehabilitation (BPR) has a broader scope and also focuses on other 
forms of meaningful activities, housing, education, social contacts, and of course, work 
(regular and sheltered employment as well as voluntary work). The mission of BPR is to 
“help persons with psychiatric disabilities increase their ability to function successfully and 
be satisfied in the environment of their choice with the least amount of ongoing professional 
intervention” 24. 

In recent years, a number of RCTs have been performed which investigate the 
effectiveness of BPR and results are partially positive. In the United States, Rogers et al. 25 
investigated the effectiveness of Psychiatric Vocational rehabilitation (BPR in the vocational 
context) but found no differences in vocational or clinical outcomes compared to a control 
condition. However, the researchers made considerable enhancements to the control 
condition, which may have diminished the contrast between the experimental and control 
condition. Positive results were found by Shern et al. 26, also in the United States, who 
focused on street-dwelling individuals with psychiatric disabilities. They found that the 
experimental group experienced fewer psychiatric symptoms and a better quality of life 
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than the control group. Also, the experimental group spent significantly less time on the 
streets and showed increased societal participation in terms of a greater likelihood to attend 
a day programme than the control group. In Italy, Gigantesco et al. 27 investigated a specific 
structured planning and evaluation approach called VADO (in English, Skills Assessment 
and Definition of Goals) which is inspired by BPR. They found greater improvement in the 
personal and social functioning in patients treated with VADO compared to routine care. 
Swildens et al. 9 performed a multisite RCT in the Netherlands with 156 SMI patients in 
outpatient MHC, sheltered living and inpatient rehabilitation units. This study covered all 
rehabilitation areas: work, education, structured activities, social contacts and living 
independently. Patients were randomised to BPR or Care As Usual (CAU) with follow-ups 
after 12 and 24 months. The rate of goal attainment was substantially higher in BPR at 12 
and 24 months than with CAU. Also, BPR was more effective with regard to promoting social 
contacts and societal participation. However, both groups improved equally with regard to 
quality of life, and BPR was no more successful than CAU with regard to living independently. 

Despite the positive results and the subsequent recommendation of BPR in the Dutch 
Guidelines for Schizophrenia 28, implementation in MHC practice is still limited. The lack of 
insight into the cost-effectiveness structure of BPR is one of the obstacles to implementation. 
For instance, BPR may be more intensive than CAU and require an initial time investment 
from caregivers, which could later be compensated by increased independency and the 
empowerment of the patient. Indeed, if BPR effectively improves the societal participation 
of patients with SMI according to their own wishes, and patients have fewer needs, this may 
promote long-term improvement in functioning and have a positive effect on costs for 
society. A cost-effectiveness study is required to provide answers to these and other cost-
related matters, and the results –if positive– may lead to broader dissemination of the 
approach. Therefore, in this study we aim to analyse the cost-effectiveness of BPR compared 
to CAU from a societal perspective. To further support policymaking regarding 
implementation, the trial results will be used in different implementation scenarios to assess 
the budget impact of implementing BPR in the Dutch healthcare setting.

Objectives / aims

The main objective of the research is to gain insight into the effectiveness and cost-
effectiveness of the Boston University approach to Psychiatric Rehabilitation (BPR) compared 
to Care as Usual (CAU) for patients with SMI (aged 18-64 years) who wish to increase their 
societal participation. 

The primary outcome criterion is change in societal participation, which is defined as 
the presence of meaningful activities: paid work, regular voluntary work, vocational training 
or academic study, or full-time care of a family 9. Secondary outcome measures are: patients’ 
experience of success, quality of life, psychosocial functioning, recovery, self-efficacy, health 
status and realising patients’ personal rehabilitation goals. Furthermore, we will conduct a 



BPR cost-effectiveness for social participation: trial protocol  |

75

4o

budget impact analysis (BIA) to estimate the consequences of the broader implementation 
of BPR in the Dutch healthcare system.
The main research question is:
• Is BPR effective as well as cost-effective with regard to societal participation compared 

to CAU after 12 months for patients with SMI between the ages of 18 and 64 who have 
a wish for change in this rehabilitation area?

Secondary research questions are:
• Is BPR an effective intervention with regard to societal participation, in terms of patients’ 

experience of success, quality of life, psychosocial functioning, recovery, self-efficacy, 
health status and realising patients’ personal rehabilitation goals after 6 and 12 months 
for our target group?

• What are the financial consequences of broader implementation of BPR in the Dutch 
healthcare system?

Methods

Study design
A multicentre two parallel arm Randomised Controlled Trial (RCT) with repeated measures 
will be used to compare the cost-effectiveness of BPR with CAU in improving societal 
participation. 

CAU encompasses various approaches commonly used to support patients with SMI. 
These include generic programmes for mental health nursing care, social work and 
vocational rehabilitation. CAU is provided by multidisciplinary MHC teams with assertive 
outreach elements for patients who need more intensive contact (Flexible ACT teams) and 
by Dutch regional institutes for Residential Care (RIRC, Dutch acronym RIBW), which support 
independent living in the community and offer supported housing facilities 29-32. 

Participants will be randomly allocated to either the experimental group or the control 
group. Outcomes will be assessed at baseline, 6 and 12 months. Based on main study results 
as well as dropout rate and degree of adherence, scenarios for implementation will be 
formulated and assessed for their budgetary impact. An overview of the study design is 
shown in Fig. 1.

Participating centres/Setting
The study will be conducted at two regional MHC centres and a Dutch regional centre for 
Residential Care. In addition, a specialist team for SMI patients with long and enduring eating 
disorders will participate in the study. 
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Participants
The study will include a heterogeneous group of 225 adult outpatients with SMI who express 
a wish to increase their societal participation. SMI is characterised by psychiatric disorders 
with a long duration of treatment and severe dysfunction. In the Netherlands, approximately 
160,000 patients between 18 and 65 suffer from SMI 33. Although most patients in this group 
have a history of psychosis, the definition of severe dysfunction is not limited to those with 
psychotic disorders 34. Some patients have multiple diagnoses such as varying combinations 
of psychotic disorders, bipolar disorder, anxiety disorders, personality disorders, eating 
disorders and drug addiction. All patients are care recipients of the participating organisation 
that supports independent living in the community and offers supported housing facilities, 
or of FACT teams 35 at the participating regional mental health care (MHC) centres. A pilot 
group of 25 patients with severe and enduring eating disorders –often in combination with 
other severe psychiatric diagnoses- will be included in the study to add insight into the 
effectiveness of BPR for this group of long-term mentally ill patients. Patients with eating 
disorders also face problems such as entering or re-entering the labour market and/or 
finding meaningful ways of spending the day. These patients are often hospitalised for 
extreme underweight, meaning that this group will consist of outpatients as well as 
inpatients.

MH professionals will assess eligibility for participation in the study according to the 
following inclusion and exclusion criteria: 

Inclusion criteria
Patients are eligible for participation if they:
a) Have been diagnosed with Severe Mental Illness (a diagnosis according to DSM IV, long 

duration of service contact and functional impairment which substantially interferes with 
or limits one or more major life activities 36) and/or have a severe and enduring history 
of Anorexia Nervosa.

b) Have expressed a wish for change in societal participation (work, education, daily activities 
outside the home).

c) Are between 18 and 64 years of age.1 
d) Are willing to participate in the study.

Exclusion criteria
Patients will be excluded if they:
a) Have received BPR in the four months preceding the start of the trial.
b) Are admitted as inpatients to a MHC centre at the start of the study (except for patients 

with Anorexia Nervosa ).2

c) Are legally incompetent.

1 Until January 1st 2014, 65 years was the retirement age in the Netherlands. After this date, retirement age is gradually 
being increased to 67 years. In our experience, older patients usually have different goals in societal participation 
– most noticeably, other than obtaining regular employment. We therefore decided to set the maximum age at 64.

2 Patients with Anorexia Nervosa are often hospitalised for extreme underweight. These patients are often young 
and in order to promote a smooth transition from hospitalisation to normal life, rehabilitation is started during 
hospitalisation. We therefore decided to include inpatients with Anorexia Nervosa. Inpatients must be in the last 
phase of inpatient treatment and the date of discharge must have been set.
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Figure 1. Flowchart of Study design. Abbreviations: C1 - Centre1, C2 - Centre2, C3 - Centre3, CED – Centre for 
Eating Disorders, BPR – Boston Psychiatric Rehabilitation, CAU – Care As Usual
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Interventions
Experimental group: Boston Psychiatric Rehabilitation (BPR)
Patients in the experimental group will take part in rehabilitation sessions based on BPR, 
which uses a methodology that helps patients achieve and retain their rehabilitation  
goals 24,37,38. The approach consists of four phases: 
a) Exploring: the client is supported in discovering what he/she wants to achieve.
b) Choosing: the client is supported in choosing a goal in a rehabilitation area such as work 

or housing. 
c) Getting: the client is supported in carrying out the necessary interventions to attain the 

goal.
d) Keeping: the client is supported in keeping the attained goal.

Patients do not need to have a clearly defined idea or plan for change in order to receive 
BPR because an important component of BPR is helping patients explore their options. 
Therefore, BPR attends to the needs of patients who have been suffering from mental illness 
for a long time and have lost confidence in their own ability to initiate change. Participants 
assigned to BPR will be offered at least one session every two weeks with an experienced 
BPR rehabilitation worker. There is no predefined maximum or minimum number of 
sessions that must be completed. Instead, patient and BPR worker plan sessions by 
agreement. However, BPR workers are obliged to offer one session every two weeks. The 
total number of sessions and duration of the period in which patient and worker cooperate 
will be registered. The intervention will be carried out by rehabilitation workers fully trained 
in the methodology (social workers, MH nurses, occupational and vocational therapists) 
who have practised with at least four patients under the supervision of a certified expert in 
BPR. Each participating centre will take part by involving at least four workers experienced 
in BPR in the BPR condition. Each worker will have an additional caseload of four research 
patients a year. In all three centres, a sufficient number of professionals with BPR training 
are available to carry out the intervention.

Fidelity in the experimental condition will be checked by means of a BPR fidelity 
measure, using criteria developed by the Dutch foundation for BPR ‘Stichting Rehabilitatie 
‘92’ in collaboration with the Boston University Center for Psychiatric Rehabilitation. 
Independent registered BPR experts will use the instrument to blindly rate all patient 
treatment files involved in this study. Furthermore, BPR workers will receive regular feedback 
and supervision.

Control group: Care as Usual (CAU)
Patients in the control group will receive CAU conducted according to the guidelines for 
FACT teams 29,35,39,40 and Dutch RIRCs 31. These guidelines form a general outline of the 
philosophy of care for the target groups and the way care is delivered in daily practice. The 
FACT model, which was developed in The Netherlands 35, contains all elements of the 
internationally well-known Assertive Community Treatment (ACT) model 41, but FACT differs 
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from ACT in that a FACT team also targets patients who function in a more or less stable 
manner. These multidisciplinary teams provide medical, psychiatric, social, financial and 
vocational support, which can be intensified according to the patients’ needs. Detailed 
information about the Dutch FACT model is described in the English version of the FACT 
Manual 42. 

In the Netherlands, supported housing and supported independent living in the 
community for patients with SMI is provided by 21 RIRCs. RIRC’s are primarily concerned 
with patient’s daily activities but also offer some support with regard to participation in 
society 30,32. However, structural support with rehabilitation is often lacking.

In line with the experimental group, participants assigned to the control group will also 
be offered at least one session every two weeks targeting a wish for societal participation, 
with no predefined maximum or minimum number of sessions that must be completed. 
Patient and CAU worker plan sessions by agreement and the total number of sessions and 
duration of their cooperation will be registered. 

Although MH professionals working according to FACT or RIRC guidelines (social workers, 
MH nurses, occupational therapists or employment specialists) may be familiar with 
rehabilitation, they have not received specific training in BPR. They offer additional support 
to patients in clarifying and achieving their rehabilitation goals on the basis of generic MHC 
models: mental health nursing care, social work and vocational rehabilitation programmes. 
All CAU workers have at least one year of experience with supporting SMI patients. Each 
participating centre will provide at least three experienced rehabilitation workers to the CAU 
condition and each worker will have an additional caseload of at most 4 to 5 research patients 
a year. In all three centres, a sufficient number of professionals without BPR training are 
available to carry out the intervention. Because of the generic nature of CAU, fidelity will not 
be measured in this condition. However, CAU workers will receive regular supervision 
according to the FACT and RIRC guidelines to ensure a high level of care.

Contamination between BPR and CAU
Because workers from BPR and CAU conditions work in the same team environment and 
come in contact with each other, some contamination between conditions is unavoidable. 
However, BPR is a complex method that cannot be properly applied without extensive 
training and ongoing methodological supervision. Moreover, our focus is on the possible 
added value of specific rehabilitation techniques and not solely on rehabilitation attitude, 
for example. We therefore believe that the contrast between conditions will be great enough 
to detect possible differences. 

Measures
All measures and related domains are summarised in table 1. All instruments have been 
designed to be sensitive enough to measure change in patients with SMI. A mixture of self-
reporting instruments and assessment by MH professionals is used, which is generally 
recommended for research with SMI patients 43.
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Primary outcome measures
1. The first primary outcome measure will be societal participation in the past 6 months. This 

is expressed in paid work, voluntary work and schooling (yes/no). This measure will be 
derived from the subscale Employment/Occupation of the self-report Birchwood Social 
Functioning Scale (SFS) 44 using a hierarchical index to dichotomise whether or not there 
is an increase in societal participation at 6 and/or 12 months. The SFS was constructed 
to measure areas of functioning that are crucial for the community maintenance of 
people with schizophrenia (i.e. psychosocial functioning). The SFS focuses on fundamental 
characteristics of societal functioning and consists of seven subscales: 

 1) Social engagement / withdrawal, 2) Interpersonal behaviour, 3) Pro-social activities, 4) 
Recreation, 5) Independence-competence, 6) Independence-performance, 7) Employment 
/ occupation. 

 The SFS proved a reliable and valid instrument for measuring psychosocial functioning 
with a high level of internal consistency (Full scale α =0.80, Factor loadings >0.70).

2. The second primary outcome is current level of societal participation, which will be 
measured using the Dutch National Societal Participation Ladder 45. The Dutch National 
Societal Participation Ladder was developed for the Social Support Act (Dutch: WMO) 
and establishes the level of societal participation in six steps: 

 1 = severe social isolation, 2 = social contacts outside the home, 3 = participation in 
organised activities, 4 = having an unpaid job, 5 = having a paid job with support, 6 = 
having a paid job. 

 A flowchart is used to determine the right step. The bottom two steps are considered a 
low level of societal participation. The instrument was developed for use by local 
governments throughout the Netherlands and was implemented in 2008. In 2013, the 
instrument was used by 73% of social services 46. Findings from a pilot study in 2009 45 
and an evaluation study in 2011 47, indicated that the definitions of the steps are good, 
the instrument leaves little scope for personal interpretation and is short, clear and easy 
to work with. The Dutch National Societal Participation Ladder will be further validated 
with the subscale Employment/Occupation of the self-report Birchwood Social Functioning 
Scale (SFS) 44.

3. The final primary outcome measure is total hours of societal participation. This will be 
derived from the self-report Birchwood Social Functioning Scale (SFS) 44 and from a 
detailed questionnaire regarding Medical and Non-Medical costs based in part on the 
Tic-P by Hakkaart et al. 48 (see ‘Medical Costs’ for more information).

Secondary outcome measures
Secondary outcome measures will be:
1. Patients’ psychosocial functioning from their own perspective is measured by the 

Birchwood Social Functioning Scale (for psychometric information see primary outcome 
measures) 44.
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2. Patients’ psychosocial functioning from the MHC team’s perspective is measured with 
the Activity and Participation Scale (perspective of MH professional) 49. The Activity and 
Participation Scale captures the level of participation and activity on seven dimensions: 

 1) Internal social integration, 2) Basal independence, 3) Use of Media, 4) Contacts with 
persons outside the MHC centre / living community without leaving the centre grounds, 

 5) Leaving the centre grounds, 6) Potential social skills, 7) Hostility to others. 
 The Activity and Participation Scale can be used with outpatients as well as inpatients 

and has good psychometric properties (α = 0.88). Factor analysis showed one factor: 
‘Level of activities and participation’.

3. Patients’ subjective experience of goal attainment (yes/no) in achieving societal 
participation goals in the areas addressed, such as work and schooling. For this purpose 
we use a structured interview devised for previous studies 9,50,51.

4. Quality of life is measured by the Manchester Quality of life Schedule / MANSA 52. The 
MANSA is specifically constructed to measure quality of life in patients with psychiatric 
problems and focuses on satisfaction with life as a whole. The MANSA has been translated 
into Dutch by Van Nieuwenhuizen et al. 53. Twelve subjective items are answered on a 
7-point Likert scale ranging from 1 = couldn’t be worse to 7 = couldn’t be better and four 
objective items are answered with yes/no. MANSA shows adequate internal consistency 
(α  = 0.74; [41], α = 0.81; 54) and is highly correlated with satisfaction ratings on the 
Lancashire Quality of Life Profile (LQLP: r = > 0.82; 52).

5. Recovery is measured with the Recovery Assessment Scale 55. The Recovery Assessment 
Scale (RAS) is constructed to measure recovery from serious psychiatric illnesses. The 
RAS consists of a grand score and five separate factors: 

 1) Personal confidence and hope, 2) Willingness to ask for help, 3) Goal and success 
orientation, 4) Reliance on others, 5) No domination by symptoms. 

 RAS has 41 items and is answered on a 5-point Likert Scale ranging from 1 = strongly 
disagree to 7 = strongly agree. Psychometric properties have been investigated by 
Corrigan 55. Cronbach’s alpha for the five factors ranges from 0.74 to 0.87. Convergent 
validity for the five factors ranges from moderate (R2 = 27.7%) to fairly high (R2 = 68.9%).

6. Self-efficacy is measured with the General Self Efficacy Scale (GSES) 56. This scale consists 
of 10 items to measure Self-efficacy on a 4-point Likert Scale ranging from 1 = not at all 
true to 4 = exactly true. Perceived self-efficacy is the belief in one’s competence to tackle 
difficult or novel tasks and to cope with adversity in specific demanding situations. The 
GSES has good psychometric properties: Cronbach’s alpha ranges from 0.79 to 0.90 in 
various study samples and self-efficacy is positively correlated with Quality of Life 57. 

The following secondary outcome measures are specifically used for the cost effectiveness 
study.

7. Generic health status is measured with the 12-item Short Form Health Survey (SF-12) 58. 
The SF-12 is a short and efficient instrument to measure functional health and wellbeing 
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from the patient’s point of view. In particular, the subjective evaluation of one’s physical, 
psychological and social functioning. It is a shortened version of the well-known SF-36 
and covers the same 8 dimensions, with one or two questions per domain: 

 1) Physical functioning, 2) Role-Physical, 3) Bodily Pain, 4) General Health, 5) Vitality, 6) 
Social Functioning, 7) Role-Emotional, 8) Mental Health. 

 In our study, we will use the 4-week recall version. SF-12 shows good test-retest reliability 
with coefficients ranging from 0.76 to 0.89 59. Also, validity is good with Relative validity 
coefficients (RV) ranging from 0.63 to 0.92. Gandek et al. 60 tested the psychometric 
properties of SF-12 in nine European countries and found substantial correlations 
between the summary measures scored from SF-36 and SF-12 Health Surveys. Also, 
Jenkinson 61 found SF-12 to have the same capability of measuring change in health status 
over time as the SF-36. We will use the methodology developed by Brazier and Roberts 
62 to estimate preferences for health states based on specific items (often referred to as 
the SF6D) from the administered SF12. These preferences will subsequently be used to 
derive Quality Adjusted Life-Years (QALYs), which is a commonly used outcome in 
economic evaluations 63.

8. Medical costs will include costs of the interventions (BPR and CAU), inpatient and 
outpatient mental health care, general health care, costs of day activity institutions and 
medication use. Healthcare consumption will be registered with a detailed questionnaire 
administered to the respondents at each of the measurements. This questionnaire was 
adapted to the specific context of the current study, and partially based on the Tic-P by 
Hakkaart et al. 48. Unit prices will largely be based on Dutch standard prices in order to 
facilitate comparisons with other economic evaluations 64. Apart from medical costs, 
non-medical costs will be assessed as well.

9. Non-medical costs will be assessed with the same questionnaire, especially costs of 
informal care and costs related to productivity losses. 

Other measures
The following measures include data on possible confounding and/or mediating variables.
1.  Sociodemographic information will be gathered by means of a structured interview 

scheme at the start of the study and checks will be performed in the interviews that 
follow at 6 and 12 months.

2.  Psychiatric symptoms and remission are measured with the Brief Psychiatric Rating Scale 
65-67 in order to control for large changes in symptomatic functioning. The BPRS was 
developed as a quick and efficient method to describe and evaluate change in psychiatric 
symptoms. We use the 24-item version which measures the following symptoms: 1) 
Somatic concern, 2) Anxiety, 3) Depression, 4) Suicidality, 5) Guilt, 6) Hostility, 7) Elevated 
Mood, 8) Grandiosity, 9) Suspiciousness, 10) Hallucinations, 11) Unusual thought content, 
12) Bizarre behaviour, 13) Self-neglect, 14) Disorientation, 15) Conceptual disorganisation, 
16) Blunted affect, 17) Emotional withdrawal, 18) Motor retardation, 19) Tension, 20) 
Uncooperativeness, 21) Excitement, 22) Distractibility, 23) Motor hyperactivity, 24) 
Mannerisms and posturing. Items are answered on a 7-point Likert Scale. Every scoring 
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option has a short description of behaviours that must be observed for that particular 
score. The psychometric properties of the BPRS have often been investigated and BPRS 
has proven to be a reliable and valid instrument 68,69. Internal consistency is good with 
alphas > 0.70.

3. Overall level of psychological, social and occupational functioning is measured with the 
Global Assessment of Functioning (GAF), symptoms and disabilities version (GAF-SD) 70. 
GAF is scored on a scale ranging from 0 to 100 with higher scores reflecting fewer 
symptoms (GAF-S) and handicaps (GAF-D). The GAF-SD has proven to be a reliable and 
valid measure of psychiatric disturbance in a sample of people with SMI. 

4. Quality of the therapeutic relationship is measured with the Helping Alliance Scale (HAS) 
71. The HAS was originally developed to measure the quality of the therapeutic relationship 
from the client’s point of view but an adapted version for the professional’s point of view 
also exists. Both versions consist of five items concerning the therapeutic relationship. 
Items are scored on an 11-point visual analogue scale ranging from 0 = not at all to 10 = 
entirely, with marked 10 mm intervals. Additionally, the client version has a sixth item 
asking about how patients feel immediately after seeing their MH professional which is 
answered with unchanged, better or worse. The professional version has two additional 
open items that ask about positive and negative aspects of the therapeutic relationship. 
So far, the HAS has not been psychometrically evaluated but has been used in several 
studies investigating the therapeutic relationship 71-73.

5. Uptake of the intervention will be assessed by gathering detailed information about 
drop-out and non-adherence during the trial.

Sample size
With regard to the main outcome measure, the power analysis was based on the earlier 
finding that the proportion of patients engaged in meaningful activities increased by 11.5% 
for BPR compared to 0% for CAU after 1 year 9. With this expected difference in proportion 
of change in both conditions, the study will have a power of 80% (alpha = 0.05, two sided) 
if complete data from 2x90 patients is obtained. Furthermore, with regard to the economic 
evaluation, SF-12D is used to calculate a preference-based utility index, SF-6D. In the 
preceding RCT, the SF-12D 58 was not used, but scores on the WHOQOL are available 74. For 
patients with rehabilitation goals in the area of societal participation, the differences 
between BPR and CAU after one year were 1.23 (SD 2.18). Calculating the required power 
of the study with this parameter, only 60 patients in each condition are needed to achieve 
80% power. Power rises to 95% with 90 participants in each condition, which is needed for 
the primary outcome measure. Taking into account an average dropout rate of 20% and a 
maximum dropout rate of 25% after one year follow up, at least 225 respondents with SMI 
are needed for this trial. The number of patients eligible but not willing to participate will 
be carefully monitored to support the BIA. A pilot will be conducted for the additional 25 
patients with severe and persistent eating disorders who will also participate in this study, 
since no information is available on the differences in change that can be expected after a 
year with and without BPR support for this group.
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Randomisation
After written informed consent has been received, an independent investigator using a 
stratified block randomisation scheme will assign participants to CAU or BPR. Stratification 
factors are ‘centre’ and ‘employment in the preceding year (yes/no)’. The group with eating 
disorders has an additional stratification factor: ‘duration of hospitalisation in the 6 months 
prior to inclusion (less/more than 3 months)’ because this group in particular needs support 
with rehabilitation goals directly after hospitalisation. In order to avoid large differences 
between both conditions in the level of costs during the period before commencement of 
the study, duration of hospitalisation will be added as an extra stratification factor for this 
group. Random allocation to either experimental group or control group will take place 
immediately after the baseline measurements have been completed.

Table 1. Overview of outcome and other measures

Domain Measurement

Primary outcome measures

Societal participation in the past six months Subscale Employment/Occupation of the 
Birchwood Social Functioning Scale

Current level of societal participation Dutch National Societal Participation Ladder

Total hours of societal participation Birchwood Social Functioning Scale and Health 
Consumption Questionnaire

Secondary outcome measures

Patients’ psychosocial functioning from their own 
perspective

Birchwood Social Functioning Scale

Patients’ psychosocial functioning from the MHC 
team’s perspective

Activity and Participation Scale

Patients’ experience of goal attainment (yes/no) Structured interview

Quality of Life Manchester Quality of Life Schedule

Recovery Recovery Assessment Scale

Self-efficacy General Self Efficacy Scale

Cost-effectiveness outcome measures

Generic health Status 12-item Short Form

Medical and Nonmedical costs Health Consumption Questionnaire

Other outcome measures

Sociodemographics Structured interview

Psychiatric symptoms and remission Brief Psychiatric Rating Scale

Overall level of psychological, social and 
occupational functioning

Global Assessment of Functioning, Symptoms and 
Disabilities version

Quality of the therapeutic relationship Helping Alliance Scale

Intervention uptake Drop-out and non-adherence



BPR cost-effectiveness for social participation: trial protocol  |

85

4o

Blinding
Patients, MH professionals and research staff cannot be blinded to the allocated intervention 
after randomisation. However, interviewers who gather data will remain blind to treatment 
condition. Furthermore, research assistants blinded to treatment allocation will enter data, 
and research staff will only perform statistical analyses on final, anonymous datasets.

Statistical analyses
Primary clinical analyses
The primary analyses will be performed according to the ‘intention to treat’ principle: all 
patients, including those who did not initiate or complete a rehabilitation process, will remain 
in the group as assigned. Missing items will be handled according to questionnaire 
instructions and standards. Furthermore, data will be collected from multiple sources 
(patients and workers), which allows indirect judgements to be used as proxies of missing 
data if needed. 

To analyse results on the main outcome, the difference in percentage of patients with 
increased participation in both groups after one year will be compared. Firstly, descriptive 
statistics will be performed with regard to the proportions of patients with increased 
participation. Secondly, risk differences yielding numbers needed to treat (NNT) will be 
calculated using (multilevel) regression models to be adjusted for research centre and 
employment in the year preceding the study. Other possible confounders such as 
sociodemographics, psychiatric symptoms and remission, quality of the therapeutic 
relationship or educational level of MH professional will be added if comparison between 
intervention group and control group shows differences between these groups despite 
randomisation. In addition, sensitivity analyses will be performed on all outcomes, including 
only respondents who participated in at least two contacts with the rehabilitation worker 
and excluding patients for whom the outcome was rated indirectly because they were not 
available for interviews at 6 and 12 months. Secondary outcomes are (I) continuous variables 
indexing quality of life, psychosocial functioning, recovery and self-efficacy and (II) binary 
variables indexing patients’ experience of success in achieving their rehabilitation goals (yes/
no). Patients’ experience of success in achieving their rehabilitation goals could also be 
presented as an (III) ordinal variable (yes/no/partially). Means and proportions of these 
variables at baseline, 6 and 12 months will be modelled using both multilevel linear and 
logistic regression analyses in which each person (level 2) contributes three observations 
(level 1), making adjustments for participating centre, and other confounders. Treatment 
effects will be quantified using the Time (baseline, 6 months and 12 months) x Group (BPR 
and CAU) interaction, assessing whether change in the outcome of interest over time differs 
significantly between the two groups. Effects of time stratified by treatment group will be 
calculated by linear combination of the appropriate terms in the model using the General 
Linear Model (GLM) procedure in SPSS.
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Cost-effectiveness analysis
An economic evaluation will be conducted alongside the clinical study to assess the cost-
effectiveness of BPR compared to CAU in patients with SMI. The analysis will be performed 
from a societal perspective; costs in and outside the healthcare sector will be included. Time 
horizon of the study is 12 months, during which costs and health outcomes will be 
prospectively registered for all patients included. Costs and health outcomes will not be 
discounted due to the length of the current time horizon, which is in line with current 
guidelines on economic evaluations 63. Univariate and multivariate sensitivity analyses will 
address important cost aspects, such as components of the intervention costs and 
hospitalisation. Uncertainty surrounding the cost-effectiveness and cost-utility ratios will 
be assessed by bootstrap analyses. In addition, cost-effectiveness acceptability curves will 
be used to inform decision-makers on the probability of the examined intervention being 
cost-effective. 

Societal participation will be used as primary outcome measure of the cost-effectiveness 
analysis. Results will be expressed in terms of incremental costs per proportion of increase 
in societal participation gained. This outcome is highly relevant for patients with a history 
of SMI, but also closely relates to recent policy decisions on structural changes in the MHC 
sector (promoting de-institutionalisation and community care at lower costs). Furthermore, 
a cost-utility analysis will be conducted with the QALY (Quality Adjusted Life Years) as primary 
outcome measure. In order to estimate QALYs, utility scores will be derived from the SF-6D 
62. The SF-6D appears to have methodological advantages over other based instruments in 
patient populations with – mainly – psychotic disorders 75. 

Budget impact analysis
A budget impact analysis (BIA) will be conducted to inform decision-makers about the 
financial consequences of the further implementation of BPR in the Dutch healthcare 
system. The BIA will provide insight into the total financial consequences from a societal 
perspective, as well as consequences for individual stakeholders in the form of an overview 
of net gains/costs 76. The trial results will be extrapolated to a time horizon of up to four 
years and to the entire Dutch patient population concerned using health economic 
modelling. The model will combine the results of the cost-effectiveness analysis with 
epidemiological data on the targeted patient population, as well as data on programme 
scale and implementation. The BIA will require information about the size of the population 
of patients with SMI who are eligible and will participate in the intervention under study. 
Three scenarios will be evaluated: 

1. A maximum implementation scenario assuming full participation of all eligible patients.
2. A trial scenario assuming participation rates as observed in the study.
3. A real world scenario, using larger non-participation, preferably based on previous 

experience with the introduction of FACT. 
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For all three scenarios, the 12-month results regarding societal participation will be 
extrapolated to results over a 48-month time horizon. This requires assumptions on how 
participation at 12 months will be sustained. Since specific data for the current population 
are lacking, we plan to use general population data concerning quit rates from various types 
of participation in combination with literature on similar interventions (if available). A 
distribution will be used to reflect uncertainty surrounding this parameter. Further modelling 
assumptions required concern the use of resources during months 12 to 48 and the 
sustainability of effects on quality of life. The BIA will be conducted and reported according 
to the recently updated guidelines of Sullivan et al. 77 

Ethics committee approval
Ethical approval for this study was granted by the Medical Ethical Committee of the University 
Medical Center Groningen (UMCG) on 29 November 2013 (reference number: 2013/70) for 
all participating sites. The study is also registered with the Controlled Clinical Trials registry 
(ISRCTN88987322).

Time scale
The study will be conducted from August 2013 until August 2017. Data gathering is planned 
from February 2014 until February 2017.

Discussion

The aim of this study is to investigate the cost-effectiveness and budgetary impact of the 
Boston University approach to Psychiatric Rehabilitation (BPR) compared to Care as Usual 
(CAU) for people with SMI who wish to increase their societal participation. This research is 
highly relevant because people with SMI require support in several rehabilitation areas, in 
particular employment and other forms of societal participation. On average 80% of the 
patients with SMI are unemployed 3-7. This number is consistent among studies and also 
applies to the Dutch situation 8,9. Data from a large panel of Dutch patients with enduring 
psychiatric illnesses showed that only 16% of the panel members had a regular paid job of 
12 hours or more per week, but more than half of panel members indicated a wish to 
undertake more activities outside the home 10,11. These facts clearly illustrate a large need 
for support in this area, and BPR may be a successful method for providing this support.

Promoting participation in mainstream activities in the community is increasingly seen 
as an important MHC goal for people with SMI, and BPR could provide the much-needed 
support in achieving this goal.

Strength of BPR is that it focuses on all forms of meaningful activity and also provides 
support with more accessible activities than competitive employment, which may appeal 
to a broader group of SMI patients. However, a potential drawback is that goals could be 
set too low and patients achieve less than they are actually capable of. 
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With this study, we will be the first to gain insight into effectiveness, cost-effectiveness 
and budgetary impact of BPR, which is innovative and will make the study results of interest 
and applicable to MHC policy makers and healthcare funding companies. The findings of 
our study could potentially influence routine practice in the care of people with severe 
mental illness in the Netherlands as well as in other countries. The expected findings of this 
study will be highly relevant because the study group consists of a heterogeneous group of 
outpatients with SMI in different MHC settings in different parts of the Netherlands, adding 
to the generalisability of the results. This is important, because BPR is not specific to a 
particular diagnosis or group of patients. Also, this study will have a larger sample size than 
previous studies in the area of psychiatric rehabilitation, enabling in-depth analyses of the 
cost-effectiveness of BPR. 

One of the design’s strengths is the active control condition, which allows for minimising 
the influence of attention by MH professionals and the combination of subjective and 
objective/clinical outcome measures. Also, treatment fidelity is measured throughout the 
study period, ensuring close adherence to the BPR method. 

There are also some limitations associated with our study. In particular, the pragmatic 
approach to the study design may be a potential source of bias. For instance, centres differ 
in the level of BPR implementation. In some centres, BPR has been implemented for several 
years, whereas in others implementation is in the initial phase. In centres where BPR is 
almost fully implemented, the entire working context is modelled according to BPR 
standards. This may also have an effect on MH professionals in the control group, thus 
decreasing the contrast between the experimental and control conditions. On the other 
hand, contamination between interventions will not readily occur because BPR is too 
complex to adopt without proper training and ongoing supervision and the experimental 
condition is conducted by fully trained and experienced BPR workers.

Another limitation is the lack of standardisation of the control group. MH professionals 
in the control group use generic rehabilitation methods based on MH nursing care, social 
work and vocational programmes. This methodological diversity makes it impossible to use 
a fidelity measure in the control group. However, this diversity is in agreement with the 
reality of daily practice and workers in the control group will receive regular supervision to 
ensure a high quality of care.

We have mentioned the heterogeneity of our group as an advantage since it promotes 
generalisability of results. However, it also has the disadvantage that patients from FACT 
teams, regional centres for Residential Care and those with severe eating disorders in 
combination with other psychiatric diagnoses, may have different societal and/or mental 
health problems and could have different participation needs. Although stratified 
randomisation should ensure an equal distribution in both arms, differences could impact 
outcomes for theses subgroups. In particular, patients with severe eating disorders may 
have different goals and need a different kind of support than other SMI patients. Since 
rehabilitation has never before been investigated among these patients, we will initially 
analyse this group as a separate pilot and afterwards perform sensitivity analyses on this 
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group to investigate if adding this group to our larger sample will influence outcomes. It 
should be noted however, that the inclusion of a group of patients with eating disorders 
may also increase the relevance of this study because this group has many needs in 
rehabilitation areas that deserve attention, but it has not been investigated before.

Finally, patients are not blinded because this was not possible in the study design. 
However, to ensure data integrity, the interviewers who gather data are blinded and analyses 
are only performed on finalised and anonymous datasets.

If BPR proves to be a cost-effective rehabilitation method, this may lead to its further 
dissemination. But most importantly, it will mean that MH professionals have an evidence-
based method at their disposal to fulfil the enormous need for support in societal 
participation and community integration among patients with SMI. 
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Abstract

Objective
This article describes a measure developed to assess fidelity of working with the Boston 
University approach to Psychiatric Rehabilitation (BPR) in Dutch mental health care. The 
instrument is intended to measure and improve BPR adherence and clinician 
competence on an individual level and within individual rehabilitation processes.
Method
Rotating pairs of four BPR specialists used Fidelity of Rehabilitation (FiRe) to evaluate 
the fidelity of BPR as applied in 114 rehabilitation processes. The content of these 
processes was documented by the 27 rehabilitation practitioners who delivered the 
approach. 

Results
Interrater reliability (.66) was good as were correlations between the 1st and 2nd 
assessments (.74), also increasing over time. FiRe was able to distinguish those delivering 
the approach at an expert level from non-experts, expressing concurrent validity. FiRe 
was also related to practitioner attitude toward rehabilitation, a possibly similar 
construct. In this study, the average level of BPR adherence according to our fidelity 
model was low. During the 10.5-month review period, overall FiRe scores improved 
slightly, but this effect was not significant. However, practitioners reported that feedback 
based on FiRe helped them to enhance their skills.

Conclusions and Implications for Practice
This first version of FiRe is a valid and reliable instrument with which to gain insight into 
the quality and fidelity of individual practitioners’ rehabilitation practices. The instrument 
used in this study will be further developed in line with study results. More importantly, 
FiRe raises questions about the definition of good BPR, a topic that should be explored 
more extensively in future research.   

Keywords: fidelity, psychiatric rehabilitation, severe mental illness, implementation
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Introduction

Research in the United States and the Netherlands suggests that 25 - 50 percent of care 
given to clients in health care and mental health care (MHC), is not in accordance with 
scientific evidence 1,2. These percentages are even higher for care given to individuals with 
severe mental illnesses 3. The updated Schizophrenia Patient Outcomes Research Team 
client survey showed that lack of access to most evidence-based psychosocial interventions 
continues to be a problem in the care for individuals with psychiatric disabilities 4,5. Drake 
and Essock 6 even suggest that 95 percent of individuals with schizophrenia do not receive 
a suitable set of evidence-based services in the United States. This gap is caused in part by 
inappropriate implementation and failure to sustain effective interventions in clinical 
practice 1,7. 

A problem often experienced with new approaches and methodologies is that, even 
after intensive training, model adherence decreases in daily practice, thereby potentially 
diminishing effectiveness. Management strategies designed to improve model adherence 
often fail to generate change on the level of individual practitioners and may even have 
adverse effects because MHC practitioners highly value their professional autonomy 8-10.

Fidelity refers to the degree to which a particular approach follows the model as 
intended 11-13 and can be viewed from three perspectives: (a) model differentiation, i.e. does 
the model differ from others on specific dimensions; (b) practitioner competence, referring 
to the quality, skill, timing and sensitivity with which model-specific techniques are delivered; 
and (c) model adherence, i.e. the degree to which the practitioner uses model-specific 
techniques; 14,15. Model adherence can be further divided into four types of practitioner 
behaviors: (a) behaviors that are unique and essential to the model; (b) essential but not 
unique behaviors; (c) behaviors compatible with the model, which are neither essential or 
unique; and (d) prohibited behaviors 16. In addition to process aspects such as practitioner 
behaviors, structural aspects of the model such as service settings, integration of treatment 
and rehabilitation in the MHC organization and accessibility of rehabilitation environments 
are also important aspects of fidelity 17,18. 

Assessing fidelity has received increasing attention in the past few decades 11,15,19,20 and 
several researchers have emphasized its importance in both daily practice and scientific 
research. Assessing fidelity is vital to determine whether unsuccessful outcomes can be 
attributed to poor implementation, or to inadequacies in the model itself 17,18,21,22. It helps to 
prevent ‘program drift’ 23,24, the process of dilution which can be a threat to the quality of care. 
In randomized controlled studies, fidelity checks can ensure the model is delivered as intended 
and that the control condition is not contaminated by the experimental condition 19,25. 

Although measuring fidelity has received increasing attention, it is a relatively recent 
development in the area of mental health services research 18, particularly in psychiatric 
rehabilitation 7,11. 

The principal purpose of psychiatric rehabilitation is helping individuals with severe 
mental illnesses regain a meaningful life by enhancing functioning in meaningful roles 
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preferred by the individual and valued by society 26. A description of key ingredients of 
rehabilitation models is given by Anthony, Cohen, and Farkas 27. 

An example of such a model/approach is the Psychiatric Rehabilitation approach 
developed at Boston University (BPR), which supports individuals with serious psychiatric 
disabilities to choose, get, and keep personal goals in domains such as housing, education, 
work and social contacts 26,28,29.The effectiveness of BPR as implemented in different national 
healthcare settings has been investigated in a number of randomized controlled trials. 
Results are promising and show positive effects on clients’ quality of life and symptoms 
experienced 30; personal and social functioning 31; empowerment, psychosocial functioning, 
and needs for care 32; and social contacts, societal participation and individual goal 
attainment 32,33. A study by Rogers, Anthony, Lyass, and Penk 34 found no difference between 
BPR and the control condition. However, in the latter study, considerable enhancements 
were made to the control condition, which may have diminished the contrast between BPR 
and the control condition. BPR is included in the Substance Abuse and Mental Health 
Administration’s National Registry of Evidence-based Programs and Practices (NREPP) 35 and 
is recommended in Dutch schizophrenia treatment guidelines 36. 

More recently, a new fidelity measure was developed to better establish and enhance 
the level of BPR implementation in Dutch MHC. The instrument had two purposes: to provide 
feedback to BPR practitioners during individual rehabilitation processes to improve the use 
of BPR according to model guidelines and to be used retrospectively for evaluation purposes, 
after a rehabilitation process has ended. This article describes the development and 
evaluation of the first version of this instrument called Fidelity of Rehabilitation (FiRe) 37. The 
following questions were investigated: (a) is FiRe feasible for reviewers in clinical practice 
and research settings; more specifically, is it user-friendly and is there a learning curve for 
working with the instrument; (b) what are the psychometric properties in terms of interrater 
reliability, concurrent and convergent validity; and (c) Is FiRe useful to BPR practitioners; i.e. 
does use of the instrument lead to closer adherence to BPR by individual practitioners and 
how do BPR practitioners experience being evaluated with FiRe?

Method

Model
BPR is a comprehensive approach developed to support individuals with the attainment of 
goals in all major life domains  (i.e. housing, education, work, social contacts) 29. An important 
part of BPR is helping individuals explore their options and formulate specific rehabilitation 
goals as the major driver for the rest of the rehabilitation process. This makes the approach 
particularly suited for service users who have had long-standing problems with functioning 
in society and may have lost confidence in their own abilities, as well as those who are 
unclear about their aspirations and/or how to achieve these. 
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When supporting individuals with their rehabilitation goals, four phases are 
distinguished: exploring, choosing, getting, and keeping 38,39. It is assumed that in the 
exploring phase, clients are supported by reflecting on different aspects of their life to 
discover whether there is a wish or need for change in the future and whether they are 
ready to make this change. The primary focus is on the individual’s evaluation of what needs 
to change to increase satisfaction and success within one or more life domains. In the 
choosing phase, clients know in which area they want to attain a goal but a choice must be 
made from the available options. For instance, a client wants to find a new home and 
consequently has to choose between different neighborhoods and houses. The result of 
this phase is a specific goal. The getting phase consists of preparing and executing the actions 
necessary to attain this goal. Finally, the keeping phase supports clients in keeping the 
attained goal.

For each phase, BPR practitioners have different techniques at their disposal to support 
their clients. Each technique has two levels. An example: a general technique in the choosing 
phase is setting an overall rehabilitation goal. The first level among others includes identifying 
personal criteria and describing alternative environments. The second level of identifying 
personal criteria is identifying clients’ values, past experiences and future preferences. The 
underlying idea is that this level of detail enables practitioners to better help their clients 
through the rehabilitation process; the client directs the pace and direction of the process 
and the practitioner is responsible for facilitating and supporting the client when needed.

Instrument
FiRe was developed by integrating two instruments developed for clinical and research 
purposes, respectively. The first is a BPR fidelity questionnaire 40 used in a large randomized 
controlled trial about the effectiveness of BPR 33. This questionnaire, included in The 
Substance Abuse and Mental Health Administration’s National Registry of Evidence-based 
Programs and Practices 35, had the form of a semi-structured interview aimed at assessing 
the extent to which vision and techniques of BPR had been applied in a completed 
rehabilitation process with a client. Limitations of this instrument were its length and limited 
feasibility in daily practice and the fact that rehabilitation processes could be evaluated only 
retrospectively. Additionally, the focus was solely on assessing BPR adherence and no 
attention was paid to enhancing BPR fidelity through feedback. 

The second is a clinical instrument called KIK (Kijk op IRB modelgetrouwheid; English 
translation: A closer look at BPR quality) 10, which aimed to establish and improve the extent 
to which BPR was applied in daily practice by providing feedback to BPR practitioners about 
their BPR skills. KIK was designed specifically to enhance BPR fidelity. 

FiRe combines the properties of these instruments and is aimed at measuring BPR 
adherence and enhancing fidelity as well. Previous experiences with KIK showed that for 
the best results in clinical practice, the instrument should be applied on a regular basis 
alongside frequent supervision and detailed feedback as part of an integral program to help 
MHC practitioners develop their BPR skills. 
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With FiRe, the extent to which individual practitioners correctly apply the different BPR 
techniques is derived from written progress reports about the sessions, and assessed on a 
scale ranging from 1 (lowest level of model adherence) to 5 (highest level of model 
adherence). There are no guidelines on how to write progress reports. Their main purpose 
is to accurately and shortly describe what was discussed in the sessions. Higher scores are 
given when the progress reports show that practitioners correctly apply the techniques at 
the right moments. The scale could be compared with a pyramid because the lower-level 
techniques, or the base of the pyramid, will be used more often than higher-level techniques 
or the top of the pyramid (See Figure 1A Appendix in the online supplemental materials for 
detailed instructions on the scoring pyramid).

FiRe guidelines for use
When using FiRe, it is necessary that: (a) assessments focus on progress reports as reported 
by the reviewed BPR practitioner; (b) an assessment focuses on one BPR practitioner 
(sometimes multiple practitioners are involved with one rehabilitation process. If that is the 
case, all practitioners should be reviewed separately); (c) when a practitioner works on 
multiple goals with a client, each goal will be viewed as a separate process and the 
practitioner will receive separate scores for each process (e.g. a score for a process 
concerning housing and another score for a process concerning daily activities); and (d) 
Progress reports are gathered over a period of 6 months prior to the evaluation.

Setting and participants
The instrument was tested and evaluated over a period of 14 months by four BPR specialists 
(including the main developer TvW). Evaluations were conducted in an early intervention 
team for young adults with psychotic disorders and in a Dutch regional institute for 
supported housing and supported independent living. After an instruction and practice 
phase in the first 3.5 months in which 45 cases were evaluated and discussed, 27 BPR 
practitioners were reviewed on a total of 123 BPR processes involving a heterogeneous 
group of 86 individuals with severe mental illnesses, mostly psychotic disorders. All 
practitioners had received at least post-secondary non-tertiary education 41 and additional 
training in BPR. Twenty-four practitioners were basic BPR practitioners and 3 practitioners 
had received more extensive BPR training.

Face validity and evaluation procedure
FiRe was developed by BPR specialists from the Dutch organization for BPR (Stichting 
Rehabilitatie ’92) and the Hanze University of Applied Sciences in Groningen. A principal 
investigator, trainer, and specialist from the Boston Center for Psychiatric Rehabilitation 
(MF) was consulted on the extent to which the instrument worked with key features of BPR. 
Each preliminary version was extensively discussed by both consulting specialists in BPR 
and BPR specialists who used the instrument in the field. Adjustments were made to make 
the scoring procedure more transparent to both the reviewers and reviewed BPR 
practitioners, and guidelines for use were formulated.
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To test interrater reliability, rotating pairs of BPR specialists reviewed all processes 
using FiRe. Reviewers also gave a score for practitioners’ rehabilitation attitude, that is, 
acknowledging the possibilities and wishes of clients and trying to support them, as reflected 
in written progress reports. This score ranged from 1 to 3, with 3 reflecting a better 
rehabilitation attitude. The first reviewer gave feedback to the BPR practitioner and thus 
could not be blinded to practitioner identity. However, second reviewers who did not give 
feedback were blinded. Finally, reviewers registered the time spent on the rating process 
and whether this included giving feedback.

Practitioners’ experiences with FiRe
To gain more insight into individual practitioners’ experiences with FiRe, an evaluation was 
conducted after the evaluation phase of the instrument was finished. A short survey was 
sent to 16 BPR practitioners. This survey contained three questions about how they 
experienced the ratings and feedback based on FiRe, whether they believed that use of FiRe 
helped them increase their BPR skills, and whether they felt that establishing BPR fidelity 
was important. 

Data analysis
Data analysis was performed with Statistical Package for the Social Sciences (SPSS, IBM 
Analytics, Armonk, New York) 22.0. Because of the ordinal nature of our data, correlations 
between reviewers were calculated with Spearman’s rho. The first 45 assessments from 
months 0 to 3.5 were used as an instruction and practice phase. The following assessments 
from months 3.5 to 14 were used in the evaluation phase. According to the time sequence 
in which they were made, assessments in the evaluation phase were divided into 3 rounds 
and correlations between first and second reviewer in the first evaluation round were 
compared with the last evaluation round to detect a learning curve for working with the 
instrument. The division into rounds was also used to investigate whether use of FiRe led 
to increased fidelity among BPR practitioners over time.

Interrater reliability was calculated with intraclass correlations (ICC). The ICC(1) 
coefficient (one-way random in SPSS) best suits the design in which not every process is 
reviewed by the same reviewer, and the reviewers are selected from a larger population 
42-44. SPSS produces both a single measure calculated from single measurements and an 
average measure calculated by averaging the measurements of the assessing pair 45. 
Because the focus of interest is on single measurements and not on the average score of 
an assessing pair, only single measures are displayed. Interrater reliability was classified 
according to Cicchetti 46, who divided ICC into 0.00-0.40 as poor, 0.40-0.59 as fair, 0.60-0.74 
as good and 0.75-1.00 as excellent. Fidelity scores were divided into three categories: low 
(score 1 – 2½), moderate (score 3 and 3½) and high (score ≥ 4). Chi-square tests were used 
to establish concurrent validity, i.e. whether FiRe was able to distinguish practitioners with 
basic training in BPR from those with extensive training based on their scores. Convergent 
validity was established by correlating fidelity scores with scores for rehabilitation attitude, 
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a related construct which focuses less on technique but more on stance toward rehabilitation 
and how practitioners position themselves in contact with clients. Rehabilitation attitude 
was rated on a 3-point scale, with higher scores reflecting a more rehabilitation-oriented 
attitude. Significance was tested at the .05 confidence level. All progress reports that were 
in accordance with the FiRe guidelines for use were analyzed. 

Results

Processes not in accordance with FiRe guidelines for use were removed, e.g. processes in 
which more than one BPR practitioner was reviewed. In total, 9 cases violated the guidelines, 
which left 114 cases from a group of 86 individuals with severe mental illnesses. Because 
two reviewers analyzed each case, a total of 228 assessments were made.

Sample characteristics
27 BPR practitioners were assessed on a total of 114 BPR processes involving a heterogeneous 
group of 86 individuals with severe mental illnesses. Characteristics of the practitioners are 
described in table 1. 

Table 1. Characteristics of BPR practitioners (n=27)

Variable n %

Gender
Female
Male

20
7

74
26

Age in years
21 to 40
41 to 60

17
10

63
37

Years of experience
< 10
≥ 10

11
16

41
59

Educational levela
Lowb

Mediumc

Highd

7
16
4

26
59
15

Rehabilitation education
Basic BPR training 
Extensive BPR training

24
3

89
11

a OECD 41

b International Standard Classification of Education levels levels 3 and 4
c International Standard Classification of Education levels levels 5 and 6
d International Standard Classification of Education levels levels 7 and 8
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Feasibility reviewers
The average time for an assessment of one process was 54 minutes (SD = 18.6) for first 
reviewers, who also gave personal feedback to the BPR practitioner. Average time for a 
second assessment was 25 minutes (SD = 7.9). Second reviewers reviewed only written 
reports about the processes and did not give feedback. Correlations and interrater reliability 
in the last evaluation round were stronger than in the first evaluation round, which is 
indicative of a learning effect for the reviewers (1st round: r = 0.65; p = .000, ICCsingle = 0.46; 
p = .002) (3rd round: r = 0.75; p = .000, ICCsingle = 0.66; p = .000).

Psychometric properties
Table 2 shows the correlations between reviewers per assessment. Overall, correlations 
between first and second assessments were good (r = 0.739; p = .01). Correlations between 
the pairs of reviewers differed from r = .0472 to r = 0.895. Table 2 also shows interrater 
reliability. Overall interrater reliability was also good (ICCsingle = 0.655; p=.01). 

To test concurrent validity, differences between the scores of BPR practitioners with 
basic and extensive training were compared. BPR practitioners with extensive training 
significantly more often received higher fidelity scores (low, 27.3%, moderate, 63.6%, high, 
9.1%) than those with basic training (low, 74.8%, moderate, 17.5%, high, 7.8%); χ(2) = 12.872, 
p = .002.

Most practitioners (52.5%) displayed a moderate rehabilitation attitude (score 2); a low 
rehabilitation attitude was displayed by 14.2% (score 1) and a high attitude by 33.3% of 
practitioners (score 3). Rehabilitation scores were significantly correlated with fidelity scores: 
r = 0.587; p = .000.

Table 2. Correlations between 1st and 2nd assessments (Spearman’s rho) and interrater reliability (ICCsingle)

Spearman’s rho ICC single n df1

First to second assessment overall .739** .655** 114 113

reviewer 1 – 2 .715** .621** 36 35

reviewer 1 – 3 .472* .169 20 19

reviewer 1 – 4 .895** .922** 18 17

reviewer 2 – 3 .536 .546* 12 11

reviewer 2 – 4 .860** .762** 18 17

reviewer 3 – 4 .826** .804* 10 9

* p < .05.  **p < .01
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Usefulness to practitioners
When fidelity scores were divided into low (score of 1 – 2.5), moderate (3 or 3.5), and high 
(≥ 4) fidelity, practitioners received a low fidelity score (69.8%) in most cases; a moderate 
fidelity score in 15.8% of cases, and in 14.5% of cases practitioners were reviewed as high 
in BPR fidelity. These fidelity scores improved somewhat over time. However the increase 
was not significant: χ(4) = 4.939, p = .294. Table 3 provides fidelity scores of the three 
evaluation rounds.

The short survey was returned by 10 of the 16 practitioners who received it (62.5%). 
All practitioners indicated that measuring fidelity is important because it helps to maintain 
and increase quality of care. Practitioners were less unanimous about their experiences 
with FiRe: 5 practitioners felt positive about FiRe, and 5 practitioners were neutral. No 
practitioners had an outspoken negative opinion on FiRe. The practitioners with a positive 
opinion indicated that they had gained more insight into their own actions. The practitioners 
with a neutral opinion on FiRe stated that it could be difficult to write elaborate progress 
reports in daily practice because of time pressure. They believed that this could negatively 
influence their FiRe score because the progress reports did not accurately reflect their 
actions. As one practitioner put it: “There is a difference between doing and writing”. All 
practitioners except one indicated that FiRe, in particular the personal feedback, helped 
them increase their BPR skills. The practitioner who felt differently indicated that FiRe mainly 
helped improve progress report writing skills and not so much actual BPR fidelity. 

Discussion

FiRe is a first attempt to combine existing BPR fidelity instruments into an instrument that 
is (a) feasible in clinical practice and scientific research, (b) has satisfactory psychometric 
properties in terms of interrater reliability and concurrent and convergent validity, and (c) 
leads to closer adherence to BPR by individual practitioners. Results showed that the 
developers of FiRe have partially succeeded in this regard. With regard to the usability of 
FiRe, results showed that assessing a BPR process took an average of 25 minutes without 
feedback and 54 minutes when individual feedback was given. Furthermore, correlations 

Table 3. Fidelity scores of the three evaluation rounds

Rounds Low fidelity Moderate fidelity High fidelity

Round 2 73.3% 18.3% 8.3%

Round 3 69.4% 18.1% 12.5%

Round 4 67.7% 15.8% 14.5%
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between first and second reviewers improved over time, which indicates a learning curve 
for use of the instrument by the reviewers. 

The psychometric properties of FiRe in terms of correlations between first and second 
assessments and interrater reliability were good. Correlations between the pairs of reviewers 
differed from moderate to very strong. Possible explanations for this difference are that 
reviewers from different organizations may have interpreted processes differently because 
they are used to a certain organizational style and culture. Also, some reviewers may have 
focused on the correct use of BPR terminology, whereas others may have focused less on 
terminology and more on whether the correct actions were taken at the right moments. 
Consequently, a practitioner that perfectly supports a client according to BPR methodology 
but fails to use the accompanying terminology could receive a high grade from a reviewer 
that focuses only on actions and a low grade from a reviewer that would also like to see 
that the correct terminology is used. Therefore, clear guidelines on how to handle these 
situations need to be formulated. Good concurrent validity was shown with higher FiRe 
scores for BPR practitioners with extensive training compared with basic BPR practitioners. 
Most practitioners showed a moderate rehabilitation attitude and a better rehabilitation 
attitude was related to higher FiRe scores, reflecting good convergent validity.

Another aim of the instrument was to explore practitioners’ general level of BPR fidelity. 
The results showed that FiRe was indeed able to provide insight into the differences between 
practitioners with regard to BPR fidelity. In this study however, the average level of BPR 
adherence according to our fidelity model was very low. In almost three quarters of the 
rehabilitation processes, practitioners did not apply the different techniques according to 
model standards. In contrast, only 15% of processes were reviewed as high in BPR fidelity. 
For now, it is not clear whether the current lack of fidelity found in this study is a reflection 
of ‘program drift’. Another possible explanation for the low level of fidelity in this study may 
be rooted in the layered nature of BPR and its high level of detail. Lilleleht 47 argues that 
paradoxical shifts occur as psychiatric rehabilitation methods move from formative intent 
(e.g. the goals of the approach) to implementation in clinical practice. Detailed manuals and 
protocols may keep practitioners form supporting individuals in their environment of choice, 
fostering dependence instead of autonomy, and complicating communication by giving 
rehabilitation-specific meanings to commonly used words. Perhaps the highly detailed 
operationalization of BPR as applied in the Netherlands is too complex and needs to be 
revised in to be usable for a broader range of mental health care professionals. Currently, 
efforts are undertaken to develop new learning modules that put less emphasis on BPR-
specific terminology. On the other hand, recent research using less detailed techniques did 
not reveal significant increases in patients’ goal attainment with regard to daily activities 48. 
The low level of fidelity found in this study, could also be caused by the fact that progress 
reports are often too concise or even incomplete. Practitioners indicated that they often 
did not have enough time to write full progress reports or focus on the explicit use of BPR 
terminology, which is crucial for a high FiRe score.

The more fundamental questions following from these findings are: “What constitutes 
good BPR?” and “What cut-off point should be chosen when evaluating BPR fidelity?” After 
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all, the extent to which certain techniques can be applied depends on not only practitioner 
expertise, but also on characteristics of the client and the process itself. For instance, when 
an individual reaches a goal after three sessions, a practitioner may not have been able to 
employ higher-level techniques. Does that automatically mean that the process was not 
according to model standards? Furthermore, higher BPR fidelity is deemed important 
because it is assumed that it will lead to better outcomes for clients in terms of goal 
realization and social functioning. But there is no scientific evidence to back up this 
assumption. Therefore, further research, such as testing the predictive validity of FiRe, is 
highly needed to explain the low level of fidelity found in this study and to improve FiRe. 
The predictive validity of FiRe could be tested in groups as well as in individual clients who 
go through multiple processes (e.g. one process was aimed at finding housing facilities and 
another at finding a job). It would also be interesting to aggregate multiple reports from a 
specific client over time to see whether success in one area is an indicator of success in 
other areas. 

Unfortunately, FiRe did not enhance insight and correct use of BPR as demonstrated 
by no significant increase in scores during the 10.5 months study period. This could be 
caused by the fact that practitioners also received feedback in the instruction and practice 
phase, thereby decreasing the chances of finding improvement in the scores used in the 
evaluation phase. In fact, post-hoc examinations showed that if these assessments were 
included in the analyses, practitioners did significantly improve over time. Still, on the 
evaluation form, several practitioners indicated that FiRe did help them gain more insight 
into their rehabilitation practices and that it helped them improve their skills and maintain 
a high level of quality of care. A study with a pre- and posttest design would be better suited 
to finding improvements in individual practitioners’ FiRe scores. This was not possible in 
the current study but is recommended for future studies.

Some limitations are associated with this study. First, FiRe was tested by four reviewers 
who worked for different organizations. This may have led to differences in scoring, which 
is reflected in a relatively large range of correlations and reliability scores over the pairs of 
reviewers. However, this procedure did add to the generalizability of the instrument. Second, 
validity was established by correlating FiRe scores with amount of training and with 
rehabilitation attitude, a possibly similar construct. Drawbacks to this approach are that the 
relationship between amount of training and FiRe scores could be circular. Furthermore, 
both rehabilitation attitude and FiRe were scored by the same reviewer, which may have 
led to more congruence between the reviews, which we now handle as evidence for the 
validity of our scores. Third, a limitation of the instrument itself is the fact that assessments 
are based on written reports of rehabilitation processes and not on observations.

Practitioners indicated that writing elaborate progress reports is often difficult because 
there is not enough time in daily clinical practice. Also, this indirect approach may mask 
assessing the practitioner’s real performance because the reliability and accuracy of reports 
may vary 21,49. And indeed, according to some of the BPR practitioners participating in this 
study, progress reports do not accurately reflect BPR practices. Therefore, it would be 
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interesting to investigate whether fidelity scores based on written progress reports coincide 
with the directly observed level of BPR fidelity. 

A major strength of FiRe is that it closely follows the BPR approach, which enables 
detailed feedback on BPR practitioners’ actions. Most practitioners in this study indicated 
that they particularly valued the feedback given to them. Another strong point is that FiRe 
aims to measure fidelity on an individual level and focuses on measuring process criteria 
within a specific counseling process, an aspect of fidelity that is often underexposed in 
instruments. Most fidelity instruments focus mainly on structural aspects, which has the 
advantage that to a large extent, a score is based on organizational characteristics and 
observable prerequisites such as number of contacts or percentage of time spent on a 
certain topic. This makes scoring much more objective with little room for differences in 
interpretation. However, meeting all observable prerequisites does not automatically mean 
that the individual counseling process is carried out according to model guidelines. Assessing 
process criteria requires more subjective judgments based on indirect data resources and 
is therefore likely to be less reliable than assessing structural criteria or a combination of 
the two 50, but may also be more relevant and informative in terms of model effects 18. In 
fact, Teague, Bond, and Drake 51 found that in studies of Assertive Community Treatment, 
deviations from the model occurred less frequently on structural aspects than on process 
aspects. 

Developing a fidelity instrument for a rehabilitation approach such as BPR can be 
exceptionally challenging; this can be concluded from the fact that there are but few examples 
of fidelity instruments in the field of psychiatric rehabilitation. Like the Illness Management 
and Recovery fidelity scale 52, FiRe distinguishes itself from more organizationally or 
structurally oriented instruments (e.g. Supported Employment 50,53,54) by evaluating provider-
client interactions. Perhaps FiRe could be improved by giving more attention to the structural 
criteria of BPR and by incorporating these in ongoing training and supervision. Beidas and 
Kendall 55 state that training that focuses only on process aspects and not on structural or 
contextual aspects is insufficient because training and implementation occur within a system. 
Training of practitioners in general is important because it enhances both model fidelity and 
practitioner competence 56,57. Therefore, FiRe should always be used as part of an integral 
program consisting of regular feedback and ongoing training and supervision 19. Also, adding 
items that target essential ingredients and working mechanisms of psychiatric rehabilitation, 
such as the focus on collaboration between practitioner and client and mutual agreement 
on the set goals, could improve FiRe 27,58.

In conclusion, this first version of FiRe has satisfactory psychometric properties and 
provides insight into BPR practitioners’ functioning. The instrument enables detailed 
feedback and additional training tailored to individual BPR practitioners’ needs. Practitioners 
value the individual feedback, which they believe helps them increase their BPR skills. 
Overall, there is room to improve the instrument and further research should focus on how 
to define good psychiatric rehabilitation and on the relationship between fidelity and 
rehabilitation outcomes. FiRe will be further developed in line with the results of this study.
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Abstract

Background
People with severe mental illnesses (SMIs) have difficulty participating in society through 
work or other daily activities.

Aims
To establish the effectiveness with which the Boston University Approach to Psychiatric 
Rehabilitation (BPR) improves the level of social participation in people with SMIs, in 
the Netherlands.

Method
In a randomized controlled trial involving 188 people with SMIs, we compared BPR 
(n=98) with an Active Control Condition (ACC, n=90) (Trial registration ISRCTN88987322). 
Multilevel modeling was used to study intervention effects over two six-month periods. 
The primary outcome measure was level of social participation, expressed as having 
participated in paid or unpaid employment over the past six months, as the total hours 
spent in paid or unpaid employment, and as the current level of social participation. 
Secondary outcome measures were clients’ views on rehabilitation goal attainment, 
Quality of Life (QOL), personal recovery, self-efficacy and psychosocial functioning.

Results 
During the study, social participation, QOL and psychosocial functioning improved in 
patients in both groups. However, BPR was not more effective than ACC on any of the 
outcomes. Better social participation was predicted by previous work experience and 
a lower intensity of psychiatric symptoms. 

Conclusions
While ACC was as effective as BPR in improving the social participation of individuals 
with SMIs, much higher percentages of participants in our sample found (paid) work or 
other meaningful activities than in observational studies without specific support for 
social participation. This suggests that focused rehabilitation efforts are beneficial, 
irrespective of the specific methodology used. 
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Introduction

Severe mental illnesses (SMIs) have an enormous impact on people’s daily lives and social 
participation1. Common problems include unemployment rates that range from 65% to 
93%,2 and difficulties with other daytime activities such as education, unpaid employment 
or activities outside the home3,4. This is a serious issue, not only because social participation 
is an important facilitator of many definitions of recovery, but also because it enhances 
financial independence and promotes Quality of Life (QOL)4,5. Earlier studies have shown 
that 55%-96% of people with SMIs have an explicit wish to improve their social 
participation6,7. 

Fortunately, social participation is now a key objective of the mental health care (MHC) 
services responsible for people with SMIs4. Psychiatric rehabilitation methods could help 
people with SMIs increase their social participation, and as a consequence, support them 
in their recovery process by helping them lead meaningful lives 8. One evidence-based 
method that helps them obtain and keep paid employment is Individual Placement and 
Support (IPS)9. Methods that provide support in multiple life domains include Illness 
Management and Recovery (IMR)10, the Strengths model11, and the Boston University 
Approach to Psychiatric Rehabilitation (BPR)12. The wider scope of these approaches can be 
particularly beneficial for individuals who are unwilling or incapable of paid employment, 
and thus pursue unpaid work or meaningful daytime activities. The aim of BPR is to “help 
persons with psychiatric disabilities increase their ability to function successfully and be 
satisfied in the environment of their choice with the least amount of ongoing professional 
intervention” 12. BPR uses a well described systematic methodology that distinguishes four 
phases: 1) Exploring the patient’s goals in the near (6 months to two year) future in a self-
chosen rehabilitation area (housing, work, education, social contacts); 2) Choosing a specific 
goal, making a plan for necessary support and skills to develop to realize this goal; 3) Getting 
the goal, realizing the plan, learning skills, and organizing support; and 4) Keeping the 
attained goal 12,13. When goal setting is a problem, the readiness of patients for rehabilitation 
is further explored and developed. Since an important component of BPR is helping patients 
explore their options, they do not need to have a clearly defined idea or plan for change in 
order to receive BPR. Therefore, the approach may be particularly suited to those who have 
been living with mental illness for a long time and have lost confidence in their own ability 
to initiate change. Earlier Randomized Controlled Trials (RCTs) on the effectiveness of BPR 
showed positive effects regarding social participation, social contacts and the attainment 
of self-chosen rehabilitation goals14-16. A prospective study15 and an RCT17 also found that 
BPR positively influenced QOL, psychiatric symptoms, empowerment, psychosocial 
functioning and needs for care. However, in a study focused on paid employment, Rogers 
et al. 18 found no difference between BPR and a control condition. 

As BPR is a well-implemented rehabilitative approach in the Netherlands, and as the 
study by Swildens et al.14 showed that it produced promising results regarding social 
participation, we investigated its effectiveness in a large group of people with SMIs who 
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wished to improve their social participation. We therefore compared BPR with an “active” 
control condition (ACC) in which mental health practitioners who had not been trained in 
BPR were given clear instructions to proactively offer support with rehabilitation goals. We 
hypothesized that BPR would be more effective than ACC with regard not only to increasing 
the social participation of individuals with SMIs, but also to improving their subjective QOL, 
personal recovery, self-efficacy, psychosocial functioning, and to attaining subjective 
rehabilitation goals. 

Methods

Design
The study design, methods, and analysis plan are described in detail in Sanches et al. 19. In 
brief, from 2014 to 2017, we conducted a multicenter two-parallel-arm RCT with repeated 
measures at baseline and at 6 and 12 months (University Medical Center Groningen ethical 
approval reference number 2013/70; trial registration ISRCTN88987322). Randomization 
was conducted by an independent researcher, and participants were stratified by center 
and previous work experience. Data were collected by trained interviewers blinded to 
treatment allocation. 

Participants 
Participants all had SMIs and were drawn from various rural and urban regions of the 
Netherlands. They were recruited directly through posters and information leaflets in MHC 
waiting rooms, and also through case-managers, psychiatrists and nurses. Inclusion criteria 
were a) having a diagnosis of SMI (a DSM-IV or DSM-5 diagnosis, long-term contact with 
services, and functional impairments that substantially interfered with or limited major life 
activities); b) having expressed a wish for change in social participation; and c) age 18 - 64. 
Although hospitalization during enrolment was an exclusion criterion, we did not exclude 
participants with enduring comorbid eating disorders who were often hospitalized due to 
low bodyweight but were otherwise able and eager to participate. To ensure that these 
participants were distributed evenly between interventions, they were stratified for 
hospitalization in the 6 months before inclusion (yes/no) and for length of stay (less/more 
than 3 months). Thirteen individuals with eating disorders were included, ten of whom had 
been hospitalized in the 6 months before enrollment. Written informed consent was 
obtained from all participants.

Interventions
BPR
BPR was designed to help individuals with SMIs achieve and retain goals in four rehabilitation 
domains: housing, education, work, and social contacts. Such goals include wanting a certain 
number of hours of paid administrative work, or working one day a week as a volunteer in 
a care home. 
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BPR comprises four phases: exploring rehabilitation goals, choosing them, getting them, 
and keeping them20. While the rehabilitation process is facilitated by a practitioner, the goal 
and the pace are directed by the person with SMI. No clearly predefined goal is required in 
order to start. 

In this study, BPR was delivered by 28 trained social workers, nurses or employment 
specialists who had completed additional training in BPR. Participants were offered at least 
one session every two weeks. There was no predetermined total number of sessions. BPR 
treatment fidelity was assessed retrospectively by independent BPR experts using the 
Fidelity of Rehabilitation instrument (FiRe) on a scale from 1 (lowest level of model adherence) 
to 5 (highest level))21. Fidelity scores were calculated for a random selection of two-thirds 
of BPR processes. 

ACC
Participants in the ACC condition were also offered at least one session every two weeks by 
one of 55 practitioners who had backgrounds similar to those of the BPR practitioners, but 
lacked training in BPR. Due to the heterogeneous nature of this condition, measuring fidelity 
was not applicable. 

BPR and ACC practitioners alike were offered regular peer coaching and were allowed to 
involve additional inputs such as specialized vocational services.

Primary outcome measures
To measure self-reported social participation over two periods of six months, we used 1) 
the dichotomized score on the Occupation and Employment subscale of the Birchwood 
Social Functioning Scale (SFS_OE22, i.e., unemployed (0-6) vs. employed (7-10); and 2) the 
total number of hours spent in paid and unpaid employment. To rate the current level of 
social participation, the primary clinician used the Dutch National Societal Participation 
Ladder, which establishes the level of social participation in six steps ranging from severe 
social isolation to regular paid employment23.

Secondary outcome measures
All secondary outcomes were self-report measures. As in previous studies 14, goal attainment 
was conservatively dichotomized as no goal attainment (no/partial goal attainment) vs. goal 
attainment (complete goal attainment). At 6 months, goals formulated at baseline were 
checked for possible changes. After adjustment, the new goal was used as the goal to be 
evaluated. Subjective psychosocial functioning was measured using the total score of the 
Birchwood Social Functioning Scale (SFS)22. For QOL, the total score on the 12 subjective 
items of the Manchester Quality of Life Schedule (MANSA)24 was used. Personal recovery 
was measured using the 41-item Recovery Assessment Scale (RAS) 25, and self-efficacy with 
the 10-item General Self Efficacy Scale (GSES)26.
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Other measures
Sociodemographic information was gathered from participants at baseline and updated at 
6 and 12 months. The primary clinician used the symptoms and disabilities version of the 
Global Assessment of Functioning Scale (GAF-SD)27 to describe overall psychological, social 
and occupational functioning, and the extended 24-item Brief Psychiatric Rating Scale 
(BPRS)28 to measure psychiatric symptoms and remission. The quality of the therapeutic 
relationship was measured using the patient and therapist versions of the Helping Alliance 
Scale29. Process data on the number of contacts and the use of additional inputs were 
gathered from practitioners and participants.

Statistical analysis
Data were analyzed according to the “intention to treat principle”30. Depending on the 
questionnaire guidelines, person-mean imputation was used when ≤ 10 or 20% of answers 
were missing. In other cases, no values were imputed. If patient answers on the primary 
outcomes were missing, information from the primary clinician or clinical files were used 
as proxies (12.8% of cases with missing values on ≥ 1 primary outcomes at 6 months and 
8% at 12 months). Descriptive statistics were performed in SPSS-25. Intervention effects 
were analyzed using 3-level mixed models (HLM3) in HLM v731 with a significance level of α 
= .05 (two-sided). Level 1 (time expressed as time of measurement; baseline, 6-month follow-
up and 12-month follow-up) was nested in subjects (level 2), who were nested in practitioners 
(level 3). Continuous outcomes were analyzed using a linear multilevel model, full maximum 
likelihood estimation (ML), and an unstructured (UN) covariance structure, which means 
that there were no constraints for the variances and covariances 32. Ordinal outcomes were 
treated as continuous if there were observations in each of at least five categories, and if 
residuals were distributed normally. Dichotomous outcomes were analyzed with a logistic 
multilevel model with adaptive Gaussian iterations using 100 iterations and 20 quadrature 
points. The basic model included time (baseline, 6 months, 12 months); condition (BPR, 
ACC); and the time x condition interaction. Analyses were controlled for variables that 
differed between the conditions at baseline (years of practitioner work experience in MHC) 
and for a small number of possible but essential confounders: baseline level of psychiatric 
symptoms, previous paid employment (yes / no)33, living in sheltered housing (yes/no), and 
use of additional inputs during the study. For all outcome variables, the intercept-only model 
was used to calculated the intraclass correlations explaining proportions of variance for 
each level34. The final model was used to calculate total explained variance (R2) for 
dichotomous outcomes and continuous outcomes34,35. Finally, per-protocol analyses were 
conducted. In the ACC and BPR groups, these included subjects with at least 3 contacts. In 
the BPR group, they also included a fidelity assessment, in which a minimal score of 3.5 
indicated sufficient BPR model fidelity21.
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Results

Ninety-eight participants were assigned to BPR and 90 to ACC (for characteristics see Table 
1). Although the groups did not differ with regard to patient and practitioner characteristics 
and to outcome measures at baseline, ACC practitioners were significantly more experienced 
than BPR practitioners (p = 0.007).

Figure 1 shows the CONSORT participant flow chart. Drop-out was low, and was also 
comparable between the conditions (12 months: BPR = 9.2%; ACC = 8.9%). While individuals 
who were lost to follow up did not differ from those with complete data, psychosocial 
functioning was significantly poorer in dropouts (t = 2.26, df = 186, p = 0.025). 

Figure 1. CONSORT flow chart.

*  Received at least 3 sessions
** Participants with baseline and 6-month or baseline and 12-month measurement, or all measurements (in 
multilevel modeling, all available data on outcome are used)
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The interventions were well received as 75% of all study participants would recommend the 
help they received to others (12 months: BPR = 76.3%; ACC = 71.4%, p = 0.138). Table 2 lists 
information on goal areas and the rehabilitation process. Almost 50% of participants had 
paid employment as their initial goal area, followed by unpaid work, education, and other 
daily activities and social contacts. This was similar between the conditions. In the first six 
months, 20 individuals adjusted their primary goal and goal area, mainly from paid 
employment to unpaid employment or other meaningful daily activities. Most individuals 
were nonetheless supported in achieving their goals regarding paid employment. 
Significantly more participants in ACC than in BPR received additional support (30% versus 
15.3% see table 2), which was provided by inputs such as a job coach, through participation 
in projects organized by local governments, or through IPS. IPS was received by five 
individuals in ACC but none in BPR. 

At 6 months, participants in the BPR condition rated the quality of the therapeutic 
relationship more highly than participants in the ACC condition did. The practitioners’ ratings 
were the opposite, with ACC practitioners giving higher ratings than BPR practitioners. At 
12 months, none of these differences were significant. BPR fidelity was insufficient for one-
third (33.8%) of the BPR practitioners assessed (score < 3.5).   

Multilevel analyses of primary outcome measures 
Table 3 presents the mixed models for all primary outcome measures separately. The SFS_OE 
subscale significantly improved during the study period (t-ratio = 2.30, df = 247, p = 0.022). 
However, the rate of improvement did not vary across the two conditions (t-ratio = 0.930, df 
= 97, p = 0.355). Significant effects were found for fewer baseline psychiatric symptoms (t-ratio 
= -2.49, df = 97, p = 0.015); previous paid employment (t-ratio = 3.85, df = 97, p <0.001); having 
received additional support (t-ratio = 2.39, df = 97, p = 0.019); and supported and sheltered 
housing (t-ratio = -2.14, df = 97, p = 0.035). Although the per-protocol analysis (n = 119) 
showed a significant increase in SFS_OE scores during the study period, and a significant 
effect for symptoms and previous paid employment, it showed no significant effect for 
condition, and no effect for additional support or supported and sheltered housing.
During the study period, total hours of participation increased significantly (t-ratio = 2.84, 
df = 241, p = 0.005), with no difference between the conditions (t-ratio = 0.649, df = 97, p = 
0.518). There were significant effects for fewer baseline psychiatric symptoms (t-ratio = 
-3.55, df = 97, p <0.001); previous paid employment (t-ratio = 3.54, df = 97, p <0.001); and 
having received additional support (t-ratio = 2.77, df = 97, p = 0.007). The per-protocol 
analysis showed similar results and also a positive effect for practitioners with more years 
of work experience.

Over the study period, scores on the six steps of the participation ladder showed a 
significant improvement in social participation (t-ratio = 2.67, df = 247, p = 0.008). Again, the 
rate of improvement did not vary between the two conditions (t-ratio = 0.028, df = 97, p = 
0.978). There were significant effects for fewer baseline psychiatric symptoms (t-ratio = 
-3.66, df = 97, p <0.001) and previous paid employment (t-ratio = 4.22, df = 97, p <0.001). 
The per-protocol analysis showed similar results.
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Multilevel analyses of secondary outcome measures 
The rate of improvement did not differ between the conditions for any of the secondary 
outcome measures (see table 4). After 12 months, 43.1% of goals had been fully attained 
(BPR 43.9%; ACC 42.2%), while 54.8% had not, or had been attained only in part (BPR 54.1%; 
ACC 55.6%). The percentages of goals that had been fully attained differed between goal 
areas, but without differences between conditions: paid employment 31% (χ(2) = 1.59, p = 
0.451); unpaid employment 66% (χ(3) = 2.49, p = 0.477); education 35.5% (χ(1) = 0.53, p = 
0.465); and daily activities and social contact 52.9% (χ(1) = 1.02, p = 0.312). Goal attainment 
was significantly influenced by fewer baseline psychiatric symptoms (t-ratio = -3.59, df = 94, 
p <0.001) and by previous paid employment (t-ratio = 2.25, df = 94, p = 0.027). The model 
with the per-protocol group failed to reach convergence.
QOL improved significantly during the study period (t-ratio = 3.32, df = 237, p = 0.001), with 
significant effects for fewer baseline psychiatric symptoms (t-ratio = -5.18, df = 97, p <0.001), 
previous paid employment (t-ratio = -2.99, df = 97, p = 0.004) and for practitioners with less 
work experience in MHC (t-ratio = 2.25, df = 94, p = 0.027). The results of the per-protocol 
analysis were comparable.

Change in personal recovery was significantly influenced by fewer baseline psychiatric 
symptoms (t-ratio = -6.12, df = 97, p <0.001). The per-protocol analysis showed similar results.
Change in self-efficacy was significantly influenced by fewer baseline psychiatric symptoms 
(t-ratio = -4.19, df = 97, p <0.001). The per-protocol analysis showed similar results.
Psychosocial functioning improved significantly during the study period (t-ratio = 2.35, df = 
236, p = 0.020), with significant effects for fewer baseline psychiatric symptoms (t-ratio = 
-3.75, df = 97, p <0.001) and previous paid employment (t-ratio = 2.47, df = 97, p = 0.015 ). 
While the per-protocol analysis showed similar results, it did not show the significant 
improvement in psychosocial functioning over the study period

Discussion

In our study, BPR did not improve social participation more effectively than ACC. Social 
participation, QOL, and psychosocial functioning improved in both groups during the study 
period, with around 43% of the participants per group attaining their social participation 
goals. Our finding that previous working experience and baseline level of psychiatric 
symptoms consistently predicted outcome is in line with studies on predictors for vocational 
functioning in individuals with SMI37. The overall explained variance was low (< 20%), 
indicating that the multilevel models were also influenced by factors we had not investigated. 
As in previous studies on the effectiveness of BPR 14,15, most participants had goals with 
regard to paid employment and education, and fewer of them chose either unpaid work, 
or daily activities and social contacts. Most of those who changed their goals changed from 
paid employment to unpaid employment or other meaningful daily activities. Similarly, in 
ACC and BPR and alike, the percentages of those who fully attained their goals with regard 
to paid work and education were lower than in the other goal areas.
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Our study is not the first in which the effect of the experimental condition was no greater 
than that of the control. Like us, Rogers et al.18 found that both groups improved, but that 
BPR was not  superior to ACC in the vocational domain. They suggested that this may have 
been due to various improvements that had been made to ACC in order to prevent dropout. 
If so, it may be possible to attribute the small difference between the conditions in our own 
study to the fact that practitioners in ACC called in help from specialist vocational services 
– including IPS employment specialists – significantly more often than BPR practitioners did, 
even though the involvement of additional inputs was allowed in both conditions.
It is also possible that, in recent years, the ACC had become more focused on rehabilitation. 
Although ACC practitioners had not received the same training as BPR practitioners, they 
may have been influenced by the growing awareness of the importance of helping patients 
gain employment or other meaningful daily activities38. To illustrate this possible period 
effect, we can compare our results with those of a study conducted by members of our 
research team between 2005 and 2008 on the broad effectiveness of BPR14, since when 
MHC facilities and training institutes have paid increasing attention to rehabilitation. In the 
study in question, goal attainment in BPR after 12 months was approximately twice as high 
as in ACC. Some ten years later, as the current study shows, it was comparable. However, 
in the whole sample in the earlier study, 26.6% of social participation goals had been attained 
after 12 months, against 43.1% in the current study. Our finding of an overall increase in 
goal attainment after 12 months may indicate that the greater attention paid to rehabilitation 
and personal goal attainment is paying off.

As program fidelity was insufficient in one-third of the BPR processes, the absence of 
a difference in effect may also be explained partly by poor implementation or by program 
drift. However, the per-protocol analysis, which only included practitioners with sufficient 
BPR program fidelity, also showed no effect for condition. The explanation may lie in the 
inclusion of BPR processes whose criterion for BPR fidelity had been set relatively low. As 
the per-protocol subgroup was very small, it may also lie in a lack of power.
It has also been suggested that BPR is particularly difficult to implement because its 
operationalization is very complex, and may not be easy for MHC professionals from all 
professional and training backgrounds21,39. As poor implementation seems to be a recurring 
problem in trials of rehabilitation methodologies40,41, more effective implementation 
strategies are needed.

Another possible reason for the lack of an effect of condition in this study is that almost 
half the participants wanted paid employment, the goal that proved the hardest to attain. 
The strength of BPR is that it focuses on all rehabilitation-goal areas, which makes it suitable 
for individuals who are not satisfied with their life in certain domains and wish to explore 
the options for change, or for those who find it difficult to initiate change. However, due to 
its broad perspective, BPR is not designed to help people to attain goals such as paid 
employment, which would then require specific expertise it could not support. More 
specialized methods may be needed for specific goal areas, such as IPS42, which is specifically 
designed to help individuals gain and maintain paid employment, and is widely available in 
the Netherlands43.
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Finally, during the study period, a new social support act was introduced in the Netherlands 
that brought extensive changes to local government and MHC institutions. These also led 
to changes to individual recipients, such as cuts in their budgets for meaningful daily 
activities. New rules also came into effect concerning the permissible types and intensity of 
support. 

We should add that our study was conducted in a period of economic recession. While 
almost half the participants wanted paid employment, there were few job opportunities. 
When almost no paid jobs are available, especially for people who are difficult to fit into the 
labor market, it may not really matter what sort of support is available, as their goals are 
generally difficult to attain. In such cases, the potential added value of targeted psychiatric 
rehabilitation approaches is smaller. 

An unexpected finding of our study concerned the difference between patients and 
practitioners with regard to the 6-month ratings of the quality of the therapeutic relationship. 
While our finding that patients in BPR gave higher ratings than those in ACC may be 
explained by the person-centered approach of BPR44, it is unclear why practitioners in ACC 
gave higher ratings to the relationship with their patients than those in BPR. 

The fact that aspects of the therapeutic relationship are important predictors of the 
effectiveness of psychiatric rehabilitation methods in general, was shown in a study 
conducted by members of the current study group45. The results of that study showed that 
agreement on goals between practitioner and patient significantly predicted goal attainment 
at 24 months, for the total study group (BPR and ACC together). Furthermore, goal attainment 
significantly predicted QOL at 24 months. In that study, BPR was found to be more effective 
than ACC independent of the effect of agreement on goals. This suggests that the 
effectiveness of targeted psychiatric rehabilitation approaches such as BPR is also influenced 
by methodology-specific aspects. However, no studies have been conducted on the working 
mechanisms of BPR, and this is highly recommended for future research. Furthermore, a 
recent meta-analysis showed that psychiatric rehabilitation approaches such as BPR, could 
be improved by combining them with cognitive training46. This is particularly the case in the 
area of social participation. This notion should be further explored in future research. With 
regard to goals, several tools have been developed that may aid in clarifying the patients’ 
goals, and support collaborative goal setting. These are the 2-COM (2-way communication), 
GAS (goal attainment scaling), and CASIG (Clients Assessment of Strengths, Interests, and 
Goals)47-49. Perhaps incorporating these kinds of tools into psychiatric rehabilitation practice 
could further improve psychiatric rehabilitation effectiveness. 

Our study has four main strengths. The first is the heterogeneous group of individuals 
with SMIs, which made it easier to generalize our results. Second, to the best of our 
knowledge, this was the first study to include patients with severe long-term eating disorders, 
whose impairments with regard to social participation are similar to those in people with 
other SMIs50. The other strengths are the low attrition rate and the active control group, 
which ensured that both conditions received equal amounts of attention. 
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A limitation of our study was the short follow-up period. In the study by Swildens et 
al.14, which used a 24-month follow-up period, the rate of goal attainment almost doubled 
between month 12 and month 24. More time may have been needed to attain social 
participation goals, particularly during an economic recession, but unfortunately a lack of 
financial resources did not allow longer follow-up. A second limitation is that fidelity ratings 
were obtained for only a selection of the BPR practitioners. A third limitation is that although 
service users were involved in the development of BPR and the design of the study, they 
were not consulted on the models that were analyzed. As a consequence, their views on 
the strengths and weaknesses of the studied models are lacking, while these views may 
have provided relevant clues as to which factors could influence social participation. 
Although we found no effect for condition in this study, it should be noted that a significant 
proportion of participants improved their social participation during the study period. This 
suggests that working on social participation does indeed have the intended effect, 
irrespective of the specific methodology used. More specifically, in a naturalistic study that 
monitored employment in FACT teams lacking specialized vocational services, Kortrijk et 
al.51 found at one-year follow-up that only 3.9% of individuals with SMI had found paid 
employment. That is considerably less than the 31.3% in our study, and highlights the 
successes that can be achieved by working on social participation. However, as shown by 
our finding that less than half of the social participation goals in our study were fulfilled, 
there is still ample room for improvement. 
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Abstract

Purpose
The purpose of this study was to investigate the cost-effectiveness and budget impact 
of the Boston University Approach to Psychiatric Rehabilitation (BPR) compared to an 
active control condition (ACC) to increase the social participation (competitive 
employment/unpaid work and meaningful daily activities) of individuals with severe 
mental illnesses (SMIs). 

Methods
In a randomized clinical trial with 188 individuals with SMIs, BPR (n=98) was compared 
to ACC (n=90). Costs were assessed with the Treatment Inventory of Costs in Patients 
with psychiatric disorders (TIC-P). Outcome measures for the cost-effectiveness analysis 
were incremental cost per Quality Adjusted Life Year (QALY) and incremental cost per 
proportional change in social participation. Budget Impact was investigated using four 
implementation scenarios.

Results 
Total costs per participant at 12-month follow-up were € 12,886 in BPR and € 12,012 in 
ACC, a non-significant difference. Types of expenditure with the highest costs were 
supported and sheltered housing, inpatient care, outpatient care, and organized 
activities. BPR was not cost-effective with regard to social participation or QALYs. 
Estimated budget impact of wide BPR implementation ranged from cost savings to €190 
million, depending on assumptions regarding uptake. 

Conclusions
This was the first study to investigate BPR cost-effectiveness and budget impact. The 
results showed that BPR was not cost-effective compared to ACC. As the cost-
effectiveness of BPR was investigated in the area of social participation, while BPR was 
designed to offer support in all rehabilitation areas, the results should not be applied 
to the method as a whole.

Keywords (6) Boston University Approach to Psychiatric Rehabilitation, Severe mental 
illness, cost-effectiveness, budget impact, Mental healthcare costs, Social participation
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Introduction

Individuals with severe mental illnesses (SMIs) experience serious social participation 
problems. Frequently reported issues are high unemployment rates 1-3 and difficulties 
participating in daytime activities such as education, unpaid employment or activities outside 
the home 4,5. Participation in these activities is important because it facilitates recovery and 
is desired by most people with SMIs 6-8. Furthermore, competitive employment increases 
income and alleviates poverty 9. 

Levinson et al.,  10 found that individuals with SMIs earned -on average- a third less 
than median earnings in over 19 countries in the Americas, Europe, the Middle East, Africa, 
Asia and New Zealand. In the Netherlands and the UK, people with mental problems 
represent the largest group (30%-40%) of incapacity benefits claimants 11,12. Therefore, 
increasing the social participation of individuals with SMIs may not only improve their 
recovery and life satisfaction, but also increase their productivity and reduce benefit 
payments, which is beneficial for society. 

Several rehabilitation approaches have been developed to support individuals with 
SMIs with rehabilitation goals, such as increasing their social participation. Some approaches 
target one aspect of rehabilitation, such as Individual Placement and Support (IPS) for 
competitive employment 13. Others, such as Illness Management and Recovery 14 or the 
Boston University Approach to Psychiatric Rehabilitation (BPR) 15, focus on diverse 
rehabilitation areas. 

Several trials have confirmed that BPR effectively improves social participation and 
functioning 16-19, and the approach has been implemented in many Dutch Mental Health 
Care (MHC) facilities. Nevertheless, dissemination is slow and BPR availability remains 
limited. An important reason for limited implementation is the fear that BPR will be time-
consuming and expensive. Cost insights appear essential to further promote implementation, 
particularly as many MHC institutions are dealing with ongoing budget cuts.  

To date, no studies on the cost-effectiveness of BPR have been conducted. Therefore, 
a randomized controlled trial (RCT) was conducted to investigate the cost-effectiveness and 
budget impact of BPR compared to an active control condition (ACC) for individuals with 
SMIs who have a wish for change regarding social participation. It was hypothesized that 
BPR would be cost-effective compared to ACC because: 1) larger increases in social 
participation were expected combined with few additional costs, and 2) the methodology’s 
positive effects on functioning would lower MHC costs. 

Methods

In brief, an RCT comparing BPR to ACC was accompanied by quality of life and resource use 
measurement. Resources were costed using guideline-based unit prices, and cost-
effectiveness over the trial follow-up time was calculated.  Detailed descriptions of the study 
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protocol and main results are presented elsewhere 20,21. For the Budget impact analysis, 
scenarios were developed and total costs calculated. 

Participants 
In total, 188 participants with SMIs were recruited at two organizations offering supported 
and sheltered housing, and at three regional MHC centers (Functional Assertive Community 
Teams (F-ACT) 22, a team for patients with enduring eating disorders and an ambulant team 
for substance addiction). Participants needed to have severe mental illness (a DSM-V 
diagnosis, long duration of service contact and functional impairments which substantially 
interfere with or limit major life activities), be between 18-64 years old, and have a wish for 
change in social participation. Participants were excluded if hospitalized during enrolment, 
except when treated for severe eating disorders. Participants were randomized to receive 
either BPR (98 participants) or ACC (90 participants), and were assessed at baseline, and at 
6 and 12 months after enrollment.

Interventions
BPR is designed to help individuals with SMIs achieve and retain rehabilitation goals with 
regard to housing, education, work and social contacts. The approach consists of four 
phases: exploring, choosing, getting and keeping rehabilitation goals 15,23. BPR is characterized 
by its person-centered focus: the patient sets the goal and directs the pace of the 
rehabilitation process and the practitioner has a facilitating role. 

BPR was delivered by 28 BPR-practitioners, mental health professionals from  different 
vocational backgrounds who had all received additional training in BPR. ACC was delivered 
by 55 practitioners who also offered active rehabilitative support with participants’ personal 
goals, but without using a structured rehabilitation methodology. These mental health 
professionals came from different vocational backgrounds comparable to the BPR 
practitioners but who had not received specialized training. 

In both conditions, participants were offered at least one session every two weeks 
without a predetermined minimum or maximum number of sessions to be completed. 
Furthermore, practitioners in both conditions were allowed to involve additional resources 
such as specialized vocational services. 

Measures
Costs
Costs were assessed according to the Dutch guidelines for economic evaluation 24. Healthcare 
resource use was obtained using the Treatment Inventory of Costs in Patients with psychiatric 
disorders (TIC-P) 25, adapted to match the specific context of the target population. For 
medication costs, prices from the year 2017 were used using price information from the 
National Health Care Institute 26. For other costs, unit prices were taken from the cost manual 
by Hakkaart-van Roijen et al., 24, which were based on 2014 and indexed to 2017 using the 
national consumer price index 27. Full details on unit prices per type of costs can be found 
in appendix 1. The friction cost method was applied for productivity losses 24. In case of 
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partial absenteeism, the number of absent hours was multiplied by the hourly rate from 
the costs manual 24. In case of full absenteeism, the job size in hours was multiplied by the 
hourly rate, up to a maximum of 85 days (the 2014 friction period). The same procedure 
was adopted for unpaid work using corresponding prices from the cost manual. 

Intervention costs were based on the number of sessions and costs per hour for 
practitioners. Sometimes participants were referred to external job coaches. Because no 
detailed data on the exact hours spent with these external job coaches were available, the 
average duration and price for job coaches reimbursed by the Employee Insurance Agency 
(UWV) was used (8 x € 92 = € 736) 28. The initial training allows practitioners to treat patients 
other than those participating in the trial. Therefore, the per patient costs of the initial 
training are low and uncertain and were not included in the total intervention costs. Travel 
costs were not measured and not included in the analysis. 

Effectiveness 
Generic health status was measured with the 12-item Short Form Health Survey (SF-12) 29, 
which was transformed into SF-6D scores using the methodology developed by Brazier and 
Roberts 30. The SF-6D was subsequently used to derive Quality Adjusted Life Years (QALYs) 
31. Social participation over the past 6 months was assessed using the Occupation and 
Employment subscale of the Birchwood Social Functioning Scale (SFS_OE) 32. The raw SFS_OE 
score was dichotomized in no employment (scores 0 - 6) vs employment (scores =>7).

Data analysis
Cost effectiveness analysis (CEA)
The CEA was performed from a societal perspective. The study had a 12-month time horizon; 
costs and health outcomes were not discounted 31. Cost-effectiveness outcomes were 
expressed as incremental costs per percentage change in the dichotomized SFS_OE subscale. 
Furthermore, a cost utility analysis was conducted resulting in incremental costs per QALY 
gained. Missing values were estimated using Rubin’s multiple imputation procedure 33. 
Analyses were repeated on individuals with complete data. All CEAs were conducted in SPSS 
v25 34.

Budget impact analyses (BIA)
The BIA was conducted according to the guidelines of Sullivan et al., 35 from a societal 
perspective and using unit prices as in the CEA. Trial results were extrapolated to a time 
horizon of up to four years and to the entire Dutch population of people with SMIs. Data of 
participants with complete data were used. The results of the cost-effectiveness analysis 
were combined with epidemiological data on the size of the target population, and data on 
BPR program scale and implementation. The BIA was performed for four scenarios: 1) a 
maximum implementation scenario assuming participation of all eligible patients with SMIs 
between 18-64 years; 2) An optimistic trial scenario assuming inclusion criteria and 
participation rates as observed in the study, but adjusting for drop-out, 3) A conservative 
trial scenario assuming inclusion criteria, participation rates and dropout rates as observed 
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in the study, 4) A scenario assuming participation of only those who receive care from F-ACT 
22 and are between 18-64 years. 

Two costing variants were applied, exploring different perspectives and assumptions 
regarding costs per participant: In variant 1, mean resource use per participant was taken 
from the trial results, and valued from a societal perspective. In variant 2, a third party payer 
(health insurance) perspective was used, and all resource use was valued using actual 
reimbursement rules. 

In contrast to the CEA, for the BIA, initial training costs were included as one-time up-
front spending for the BPR scenarios, to reflect the investments needed for introducing this 
into current care. 

Uncertainty analysis
In a dedicated spreadsheet tool, bootstrapping with 1000 replications was performed to 
assess uncertainty surrounding the cost-effectiveness and cost-utility ratios, and around 
the differences in mean costs per participant for the BIA. The results are presented in 
incremental cost-effectiveness planes (CE-planes), and cost-effectiveness acceptability curves 
(CEACs).  

For the BIA, the 95%-interquantile ranges were used to derive a range of possible values 
for the costs of large scale implementation.

Results

All 188 participants were included in the economic evaluation. There were no significant 
baseline differences on any of the sociodemographic variables measured (table 1).

Costs
The average number of sessions did not significantly differ between conditions (BPR: 16.15 
(SD = 11.37); ACC: 13.87 (SD = 12.81); t = -1.30, df = 186, P = 0.197). A detailed overview of 
costs is provided in table 2. Total intervention costs after 12 months were €551 in BPR and 
€492 in ACC. Total costs including intervention costs did not significantly differ between BPR 
and ACC at 12 months (BPR: €12,886;  ACC €12,012; 95% CI: -3.59 – 11.43). Types of 
expenditure in which most costs were made were supported and sheltered housing, 
inpatient care, outpatient care, and organized activities.

Effectiveness
The difference in participation score at 12 months (SFS) was not significant (BPR: 0.55; ACC: 
0.62; 95% CI SFS: -0.20 – 0.08). The difference in QALYs at 12 months was very small and not 
significant (BPR: 0.68; ACC: 0.68; 95% CI QALY: -0.04 – 0.03), indicating that the intervention 
did not have a lasting effect on the quality of life in this study.
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Cost-effectiveness 
For both effectiveness measures, BPR was not cost-effective compared to ACC at 12-month 
follow-up. This is highlighted in the incremental CE planes (figure 1). Because of the minimal 
difference in QALYs and the negative difference in social participation, it was not informative 
to calculate incremental cost-effectiveness ratios (ICERs). 

Figure 2 shows the CEACs. With the SFS as outcome (3a), the probability that BPR is 
cost-effective varies between 20% - 31% . With the QALY as outcome, the probability of BPR 
being cost-effective varies between 36% - 38%. This underlines the slim chance of BPR being 
cost-effective compared to ACC in this study sample. 

Table 1. Sociodemographic characteristics of study participants at baseline 

Variable BPR 
(98)

ACC 
(90)

Test statistic 
(df)

p

Age, years: mean (SD) 39.18 (10.68) 40.67 (12.04) t(186) = 0.90 0.372

Gender, female, n (%) 40 (40.8) 39 (43.3) χ2(1) = 0.12 0.727

Civil status
Single / divorced / widowed
Married / in partnership

89 (90.8)
9 (9.2)

85 (94.4)
5 (5.6)

χ2(1) = 0.90 0.344

Living situation, n (%)
Independent
Dependent

67 (68.4)
30 (30.6)

62 (68.9)
28 (31.1)

χ2(2) = 0.92 0.630

Educational level, n (%)1

Low2

Medium3

High4

40 (40.8)
40 (40.8)
17 (17.3)

35 (38.9)
39 (43.3)
16 (17.8)

χ2(3) = 1.04 0.792

Working status, n (%)
Paid employment
Unpaid work
Education

8 (8.2)
33 (33.7)
3 (3.1)

5 (5.6)
35 (38.9)
5 (5.6)

χ2(1) = 0.47
χ2(1) = 0.55
χ2(1) = 0.72

0.494
0.457
0.397

Main diagnosis5, n (%)
Psychotic disorder
Bipolar disorder
Depressive or anxiety disorder
Personality disorder
Eating disorder
Other

59 (60.2)
2 (2.0)
7 (7.1)
8 (8.2)
8 (8.2)
22 (22.4)

54 (60)
4 (4.4)
6 (6.7)
4 (4.4)
5 (5.6)
22 (24.4)

χ2(5) = 2.95 0.708

Psychiatric symptoms6: mean (SD) 44.25 (13.18) 45.12 (12.56) t(184) = 0.46 0.647

Duration in MHC (in years): mean (SD) 15.75 (9.93) 15.36 (11.63) t(182) = -0.24 0.808

Social functioning7: mean (SD) 125.26 (20.16) 127.92 (23.62) t(186) = 0.83 0.406

1,47 OECD, European Union, UNESCO Institute for Statistics. ISCED 2011 Operational Manual: Guidelines for 
Classifying National Education Programmes and Related Qualifications. OECD Publishing; 2015. 
2 ISCED level 0 – 2. 3 ISCED level 3 – 5. 4  ISCED level 6 – 8. 5 According to DSM-IV criteria. 6 Brief Psychiatric Rating 
Scale (BPRS); scores range from 24-168; higher scores indicate more psychiatric symptoms. 7 Birchwood Social 
Functioning Scale (SFS) total score; scores range from 0-223; higher scores indicate fewer impairments
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Complete data
Complete data on costs and QALYs were available for 77 participants in BPR and 69 in ACC. 
Complete data on costs and  SFS were available for 78 participants in BPR and 70 in ACC. 
Completers on costs per QALY had significantly fewer psychiatric symptoms than non-
completers (t = 2.06, df = 54.99, p = 0.044). Completers on costs per increase in participation 
(SFS) were significantly more often male than non-completers χ2(1) = 5.00, p = 0.025). In both 
sets of completers there were no significant differences between completers and non-
completers concerning duration in MHC, educational level, psychiatric diagnosis, or having 
paid employment.

Outcomes for completers still indicated that BPR was not cost-effective (dashed lines 
in figures 2a and 2b).

Table 2. Costs across assessment points by type of expenditure in euros (price level 2017, pooled averages)

Baseline 6-months 12-months

BPR ACC BPR ACC BPR ACC

Primary outcomes

SFS_OE1 0.48 0.49 0.60 0.59 0.55 0.62

QALY n.a. n.a. 0.34 0.34 0.68 0.68

Total costs n.a. n.a. 14084 11802 12886 12012

Healthcare costs

Intervention2 n.a. n.a. 275 246 551 492

Additional resources3 n.a. n.a. 56 110 56 110

Inpatient care 3384 5026 1897 1406 2345 2910

Outpatient care 2752 4764 1964 1945 1416 1219

Supp./sheltered housing 7861 8158 7204 6200 5952 5139

Home care 646 124 467 88 658 126

Prescribed medication 128 322 200 180 187 396

Non-prescribed medication 22 12 9 13 42 16

Costs outside healthcare

Organized activities 1317 1251 1148 1002 1157 1361

Social support and informal 
home care

82 49 64 42 41 60

Unexpected expenditures 49 34 58 49 97 78

Indirect costs

Productivity loss unpaid work 47 158 98 98 97 78

Productivity loss paid work 145 0 643 422 444 234

1 Dichotomized SFS score: no employment (scores 0 through 6) vs employment (scores 7 and up)
2 including costs for supervision
3 Additional support such as external job coaching
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Figure 1. Bootstrapped incremental cost-effectiveness planes (costs are reported in euros). 
The different sets of dots represent five sets of imputed data.

A. Cost per increase in participation at 12 months

B. Cost per increase in QALY at 12 months
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Figure 1. Cost-effectiveness planes (costs are reported in euros).
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B. Bootstrap QALY at 12 months
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Figure 2. Cost effectiveness acceptability curves for pooled imputed and complete data (costs are reported 
in euros).
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Budget Impact analysis (BIA)
Table 3 presents the results for the BIA. The estimated number of participants in the various 
scenarios varied from 2000 to 16,000 for follow-up years. In the first year it was substantially 
higher, since it was assumed all current participants would be treated during this year, while 
in the follow-up years only new cases were included for treatment.  

From the Third party payer perspective, no separate rate for guidance towards 
participation could be identified, and BPR and ACC were considered part of normal rates of 
care for this group of patients. Hence, from a health insurer perspective, no additional costs 
would occur if specialized mental health organizations started to use BPR more widely.

The BIA showed that from a societal perspective in scenario 1 (most optimistic regarding 
uptake of BPR), the expected budget impact in year one would be €101 million (95% IQR 
-€641 - €870 million), and €22 million,  (95%-IQR -€140 million –  €190 million) in year two 
and further. In scenario 2 (uptake as in the trial), the expected budget impact in year one 
would be €13 million (95% IQR -€81 million - +€110 million ) and €2.8 million (95% IQR -18 
million – +€24 million ) in year two and further. The two remaining scenarios had budget 
impact estimates in between these two extremes. 

Results were mostly affected by differences in healthcare costs other than intervention 
costs of €685 (95% IQR  -€7,794 -+€9,535) and the difference in productivity costs of €665 
(95% IQR -€670-+1975). Differences in intervention costs were minor at around 2 euro per 
participant (95% IQR -€130-+€129). All cost differences were highly uncertain, as reflected 
by the wide interquantile ranges, from cost savings to large additional costs. 

Table 3. Results for Budget impact analysis (price level 2017, in mln euros)
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Societal maximum 
implementation

Trial 
costs

74100 16200 € 101 € 22 -€ 140 € 190

Societal conservative trial 
based

Trial 
costs

9386 2052 € 13 € 3 -€ 18 € 24

Societal Optimistic trial 
based

Trial 
costs

56316 12312 € 77 € 17 -€ 107 € 144

Societal Only adult F-ACT 
participants 

Trial 
costs

48906 10692 € 67 € 15 -€ 93 € 125

Healthcare maximum 
implementation

Trial 
costs

74100 16200 € 51 € 11 -€ 128 € 157

Healthcare conservative trial 
based

Trial 
costs

9386 2052 € 6 € 1 -€ 16 € 20

Healthcare Optimistic trial 
based

Trial 
costs

56316 12312 € 39 € 8 -€ 98 € 119

Healthcare Only adult F-ACT 
participants 

Trial 
costs

48906 10692 € 34 € 7 -€ 85 € 103
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Discussion

Although BPR effectiveness regarding social participation has been confirmed in a number 
of RCTs, dissemination and availability remain limited. This may be due to a lack of insight 
into the associated costs. Therefore, this study examined the cost effectiveness and budget 
impact of BPR in the area of social participation. 

The main study investigating the effectiveness of BPR compared to ACC for individuals 
with SMIs in the area of social participation showed that both interventions effectively 
improved social participation after 12 months but no difference between the two 
interventions could be shown. Therefore, a priori expectations of BPR being cost-effective 
compared to ACC were low.

Results confirmed this, and BPR had a less than 50% probability of being cost-effective 
compared to ACC in the study population. Because the difference in QALYs was so small, 
the effects were not only statistically, but also clinically insignificant. 

When costs were divided into different types of expenditures, it became apparent that 
the highest total costs were related to supported and sheltered housing, inpatient care, 
outpatient care, and engaging in organized activities.

For the budget impact, the difference in intervention costs was small and non-
significant, while differences in other healthcare costs and productivity costs were 
substantial, but highly uncertain. This resulted in an estimated budget impact that could 
range from cost savings to €190 million (see table 3), depending on assumptions regarding 
uptake such as assuming participation of all eligible patients with SMIs aged 18-64, or only 
those who receive care from F-ACT (and variants in between). As there is no separate rate 
for support aimed at improving social participation, there would be no additional costs if 
BPR was implemented on a wider scale in mental health care institutions, from a health 
insurer perspective. 

As this is the first study to investigate the cost-effectiveness of BPR in any goal area, it 
is difficult to compare the results to existing studies. Only studies targeted at paid 
employment have been conducted, and they have shown mixed results. For instance, Dixon 
et al. 36 compared IPS to enhanced vocational rehabilitation (EVR). The results were 
inconclusive as to whether IPS was more cost-effective than EVR. On the other hand, a study 
comparing IPS to standard vocational services 37 found that IPS had a high probability of 
being cost-effective. The general lack of cost effectiveness studies regarding psychiatric 
rehabilitation methods, and the mixed results of existing studies, clearly indicate that more 
research is needed.

A number of strong points are associated with our study. First, an active control 
condition was used in which practitioners were explicitly instructed to offer support with 
rehabilitation goals. Many studies that investigate the effectiveness of protocolled 
rehabilitation methods use a control condition in which no active support is offered, which 
may overestimate the effect of protocolled rehabilitation methods. Second, studies on the 
cost-effectiveness of psychiatric rehabilitation programs often do not measure and analyze 
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costs from a societal perspective, whereas we did. Including costs within as well as outside 
of the healthcare sector is important to providing appropriate incentives to take into account 
when making decisions on allocation or reimbursement of health-related resources 38,39.
Third, as far as we know, this is the first study to investigate the cost-effectiveness of a 
psychiatric rehabilitation approach focused on attaining a wide range of social participation 
goals as opposed to simply competitive employment. Not all people with SMIs are willing 
to engage or capable of engaging in paid employment.It is therefore important to incorporate 
other forms of social activities in this type of study, such as unpaid employment. Fourth, 
the attrition rate was very low compared to other studies involving people with SMIs.

A limitation was the collection of cost data through interviews with service users, which 
could be considered less reliable than administratively recorded data or data obtained 
from public registries. However, production loss involving paid or unpaid employment is 
also difficult to calculate from registries. Furthermore, a study by Patel et al. 40 showed 
congruence between data obtained with self-reports and case records, and the TIC-P is a 
widely used self -report measure for the assessment of costs 41. A second limitation is the 
way missing values for unit prices were handled. A minimum figure was used in the 
calculations, which may have led to an underestimation of costs. However, we assume that 
this underestimation was the same for both intervention groups and that it did not influence 
the increment. A third imitation was the follow-up period of 12 months. A previous study 
on BPR effectiveness by a member of the current study group showed that rehabilitation 
goal attainment almost doubled in BPR from 12 to 24 months after enrolment 16, whereas 
it stayed at the same level for ACC. Perhaps more time was needed in order for BPR to 
show its full potential. RCTs in mental healthcare often have short follow-up periods for 
financial reasons. This may interfere with a reliable assessment of costs. Sharfstein and 
Clark 42 emphasize the importance of assessing costs over a sufficiently long period of time 
in order to include both short- and long-term outcomes. This may particularly apply to 
psychiatric rehabilitation methods as their effects may not be limited to the short-term. 
The National Health Care Institute even recommends a life-long time horizon for economic 
evaluations in healthcare 43.

A final limitation is that QALYs were derived from the SF-6D, which measures generic 
health and is not particularly tailored  to individuals with SMIs 44,45. In a study by Mulhern et 
al., 46  the SF-6D and the EuroQol-5D were found to be reliable in populations with common 
mental disorders, but possibly less sensitive to change for use among individuals with 
schizophrenia. 

Cost-effectiveness studies on psychiatric rehabilitation programs are scarce, while 
information on their effectiveness is needed in order to make decisions on further 
implementation. This is particularly important since MHC organizations continue to be faced 
with financial constraints. Future studies on psychiatric rehabilitation programs should 
therefore incorporate cost-effectiveness and budget impact analyses within a sufficiently 
long time horizon to fully capture the relevant costs and benefits. 

The current study showed that BPR was not cost-effective compared to ACC. As this 
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was the first study to investigate the cost-effectiveness of BPR, and because we limited BPR 
to the area of social participation for which it was not specifically designed, more studies 
are needed before definite conclusions can be drawn on the cost-effectiveness of the 
method as a whole.
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Appendix 1. Unit prices per type of costs in euros

Cost category Indexed unit price

Rehabilitation support

Psychiatric rehabilitation, including supervision1

BPR

ACC

143.66 (45 mins)

135.04 (45 mins)

Additional resources2 If used, then 736 (8 sessions at €92)

Healthcare

MHC Professionals:

Psychiatrist

Psychologist

Casemanager

Social worker

Group therapy (incl recovery groups)

Peer expert

General Practitioner

Nurse practitioner

Alternative healer

Physiotherapist

Visiting nurse 

Family support

Spiritual counsellor

Other

96.61 (45 mins)

96.61 (45 mins)

106 (60 mins)

66.50 (60 mins)

61.38 (90 mins)

68.91 (60 mins)

33.76 (10 mins consultation)

17.39 (10 mins consultation)

57.63 (60 mins

19.53 (30 mins)

25.58 (60 mins)

23.96 (60 mins)

69.56 (60 mins)

12.79 (60 mins)

Hospitalizations:

General hospital

Academic hospital

Psychiatric

Forensic

Revalidation

Addiction 

453.19 (per day)

656.77 (per day)

308.95 (per day)

350.51 (per day)

470.58 (per day)

308.95 (per day)

Supp./sheltered housing:

Sheltered housing

Casemanager

Care-taker

Counselor in supported living3

Other

172.89 (a day, incl. personal counselor)

114.58 (per stay) 

343.73 (per stay)

66.50 (per stay)

12.79 (per stay)

Outpatient visits :

Outpatient clinic

Day treatment

General practice center

First aid

93.09 (per visit)

282.35 (per visit)

90.77 (per visit)

264.96 (per visit)
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Cost category Indexed unit price

Home care:

Household

Care

Nursing

20.46 (60 mins)

51.15 (60 mins)

74.68 (60 mins)

Prescribed medication Source: National Health Care Institute 26

Unprescribed medication Source: Health Care Institute 26

Costs outside healthcare

Organized activities

Day activity center and drop in center

Other

213.81 (per day)

68.54 (per daily period)

Social support 23.96 (60 mins)

Informal home care 12.79 (60 mins)

Out of pocket expenditures N.A. (exact costs were reported in questionnaire)

Indirect costs

Productivity loss unpaid work 14.13 (60 mins)

Productivity loss paid work 35.07 (60 mins)

1 Same rate but supervision costs in BPR were somewhat higher
2 Additional support such as external job coaching
3 Rent is directly paid by patients, therefore the rate used is 0

Table 1. Continued



153





General discussion and summaries

PART III





General Discussion

CHAPTER �



|  Chapter 8

158

General discussion

This thesis had two overarching aims. The first was to gain more insight into the factors that 
influence engagement in, and needs for social participation1, among individuals with SMIs, 
and into the factors that predict rehabilitation goal attainment. This topic was explored by 
describing the characteristics of individuals with SMIs in relation to the problems they 
experience when trying to participate in society. Furthermore, the role of the helping alliance 
was explored in attaining rehabilitation goals. The second aim was to examine whether the 
Boston University Approach to psychiatric rehabilitation (BPR), is an effective and cost-
effective method to improve the social participation of individuals with SMIs, compared to 
an active control condition. 

Summary of main findings

In chapter 2, factors that influence participation in and needs for work and other daytime 
activities among individuals with SMIs were investigated. To that end, routine outcome 
monitoring data from 1069 individuals with SMIs who received care from FACT2 teams were 
analyzed using a latent class analysis (LCA). The results showed that four different subgroups 
could be distinguished based on employment situation, daytime activities, and needs for 
care in these areas (chapter 2). First, an inactive group without daytime activities or paid 
employment and many needs for care in these areas (involuntarily inactive). Second, a 
moderately active group with some daytime activities, no paid employment, and few needs 
for care (moderately active without needs). Third, an active group with more daytime activities, 
no paid employment, and mainly met needs for care (active with fulfilled needs). Fourth, a 
group engaged in paid employment without needs for care in this area (active in paid 
employment). These subgroups differed significantly on patient characteristics and each 
subgroup presents specific challenges, which underlines the need for tailored rehabilitation 
interventions. Involuntarily inactive individuals seem to be a particularly vulnerable subgroup 
of individuals with severe psychiatric symptoms and problems in psychosocial functioning, 
and therefore need special attention.

Psychiatric rehabilitation aims to support individuals with SMIs in fulfilling their needs 
and personal rehabilitation goals. However, it is not yet clear which factors predict psychiatric 
rehabilitation success in terms of successful goal attainment; are these factors related to 
the working alliance between client and practitioner, illness specific factors, or personal 
characteristics? Also, more empirical evidence is needed to support the general premise 

1 Defined as engaging in paid work, unpaid work, education, and other meaningful daily activities

2 Flexible Assertive Community (FACT) targets all patients with SMIs including those who are relatively stable. FACT 
teams provide medical, psychiatric, social, financial and vocational support which can be intensified according to 
patients’ needs.
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underlaying rehabilitation efforts, namely that goal attainment improves quality of life (QOL). 
Therefore, secondary analyses were conducted on data from a Dutch randomized clinical 
trial on goal attainment among individuals supported with the Boston University approach 
to psychiatric rehabilitation (BPR) (N=80) or a generic approach (N=76) 1 (chapter 3). In this 
study, goals were not limited to social participation, but encompassed all rehabilitation 
areas, including living situation. The results showed that aspects of the working alliance 
were predictive of rehabilitation goal attainment after 24 months. More specifically, 
agreement on goals between client and practitioner significantly predicted rehabilitation 
goal attainment, but agreement on tasks or the bond between client and practitioner did 
not. This means that a good bond between client and practitioner or agreement on the 
tasks that need to be done is not enough to attain successful rehabilitation outcomes, 
whereas a mutual agreement on the changes strived for is essential. Furthermore, the data 
showed that attaining rehabilitation goals does indeed improve the subjective QOL of 
individuals with SMIs. These findings suggest that it is important to focus on personal 
rehabilitation goals, and to discuss clients’ wishes and ambitions in order to form an 
agreement on the goals that the client will be supported with. 

The aforementioned Boston University Approach to Psychiatric Rehabilitation (BPR) 
incorporates those requirements in its methodology and may be an effective method to 
help individuals with SMIs reach their goals. In order to fully profit from its effectiveness, it 
is important that the method is applied conform model standards. The degree to which a 
particular approach is delivered in accordance with model standards, is described as fidelity. 
Assessing program fidelity is an important part of successful implementation of rehabilitation 
approaches. Therefore, a fidelity measure was developed by a group of national and 
international BPR experts, to assess fidelity of working with BPR in Dutch mental health 
care. The final instrument was called Fidelity of Rehabilitation (FiRe), and chapter 5 reports 
on its psychometric properties and feasibility. 

FiRe assesses BPR fidelity on a scale ranging from 1 (lowest level of model adherence) to 
5 (highest level of model adherence). The results showed that FiRe was a valid and reliable 
instrument with which to gain insight into the quality and fidelity of individual practitioners’ 
rehabilitation practices. An interesting finding was that during the study, the average level 
of BPR adherence according to our fidelity model was low, which suggests that many 
practitioners find it difficult to apply BPR according to model standards. Consequently, the 
instrument raises questions about the definition of good BPR, and about the assumption 
that a linear relation exists between the level of fidelity and the extent to which personal 
goals are attained. This is a topic that should be explored more extensively in future 
research.

In the main study investigating the effectiveness of BPR as a method to enhance the 
level of social participation of individuals with SMIs (chapter 6), FiRe was used as a fidelity 
measure. BPR was compared to an active control condition (ACC), in which practitioners 
also received the explicit instruction to work on personal rehabilitation goals. In the control 
group however, no explicit training on how to work on these goals was given whereas in 
the BPR group, all practitioners had received additional training in BPR.  Except for the BPR-
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training, practitioners in both conditions had similar backgrounds (social workers, nurses, 
and employment specialists). Practitioners in both conditions were allowed to call in support 
from specialized vocational services if needed. The results showed that participants in both 
groups improved their level of social participation, QOL and social functioning during the 
study. BPR however, was not more effective than ACC on any of the primary or secondary 
outcomes. The per-protocol analysis3 showed the same results. Previous work experience 
and a lower level of psychiatric symptoms predicted a higher level of social participation 
during the study period. Interestingly, ACC practitioners significantly more often called in 
help from specialized vocational services than BPR practitioners. In conclusion, ACC was as 
effective as BPR in improving the social participation of individuals with SMIs, in this study 
sample. However, in both groups, the percentages of participants that found (paid) work 
or other meaningful activities were much higher than in observational studies without 
specific support for social participation. This suggests that focused rehabilitation efforts are 
needed and can be beneficial, irrespective of the specific methodology used. Nevertheless, 
efforts should be made to clarify what methods work for which groups of people and under 
which conditions.

Finally, the cost-effectiveness and budget impact of BPR were investigated in chapter 
7. The results showed that the differences between the conditions were not significant 
regarding total costs per participant at 12-month follow-up (€ 12886 in BPR and € 12012 in 
ACC). Types of expenditure with the highest costs were supported and sheltered housing, 
inpatient care, outpatient care, and organized activities. For social participation as well as 
QALYs, BPR was not cost-effective compared to ACC at 12 months follow-up. Estimated 
budget impact of wider implementation of BPR, ranged from cost savings to 190 million, 
depending on which implementation scenario was used. This was the first study to 
investigate the cost-effectiveness and budget impact of BPR. As we limited BPR to the area 
of social participation for which it was not specifically designed, more studies are needed 
before definite conclusions can be made on the cost-effectiveness of the method as a whole.

Discussion of main findings

From the main findings in this thesis, six themes for discussion arise. First, the ongoing need 
for support with social participation for the target group, second, the relation between social 
participation and community integration, third, the attention for psychiatric rehabilitation 
in mental health care, fourth, the influence of the economic and legal context in which the 
study on BPR effectiveness was conducted, fifth, BPR itself as a rehabilitation method to 
improve social participation, and sixth, the strengths and limitations of the studies described 
in this thesis. These themes will be discussed, and implications for clinical practice, and 
recommendations for future research will be given. This chapter will end with a conclusion.

3 Analysis including only participants  with at least 3 contacts, and additionally in the BPR condition sufficient BPR 
model fidelity indicated by a score of  ≥3.5.
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Ongoing need for support with social participation for individuals with SMIs
Over the past 30 years, research on social participation has led to an accumulation of studies 
describing the need for, and many benefits of, engaging in paid and unpaid work, education, 
and other meaningful daily activities, as well as possible barriers to and methodologies to 
improve social participation. Most of these studies have focused on competitive employment. 
Despite a growing body of knowledge on the importance of social participation, and 
competitive employment in particular, the actual percentages of individuals with SMIs that 
are employed have remained low over this period of time, when compared to the general 
population 2, and when compared to people with physical disabilities 3. 

In this paragraph, studies from 30 years ago until more recently are presented to 
illustrate that the percentages of people with SMIs that are engaged in social participation 
have not changed much during this period. The first studies to be discussed originate from 
the USA, where a much wider definition of SMIs has been adopted than in the Netherlands, 
and where the social security system is less elaborate. For instance, a study conducted in 
1987 by Harding et al.,4 described that 44 of the 168 (26%) individuals with SMIs in their 
study had competitive employment. Half of them were working in unskilled jobs. Ten years 
later, Drake et al. (1996) 5, described data from a nationwide survey (n = 1536) among 
individuals with SMIs. In this survey, 9.4% of individuals reported to be in competitive 
employment, 15.9% were working in sheltered workshops, and 8.3% were active as 
volunteer, homemaker or student. From 2001 - 2003, Rosenheck et al.6 conducted a study 
on barriers to employment among 1438 individuals with schizophrenia. Of their study 
participants, 14.5% were in competitive employment, 12.6% were in other, non-competitive 
employment, and 72.9% were not in employment. Finally, a study conducted by Carstens 
et al. in 2015 7 among 917 individuals with SMIs showed that 14.3% were in competitive 
employment, 11% where unemployed but looking for employment, 3.4% in sheltered 
employment, and 70.3% were unemployed.

Although the context is somewhat different than in the USA, similar numbers are found 
in the Netherlands. A series of studies conducted in 1988 – 1989 among several subgroups 
of people with SMIs, showed that 32.8% of the total study group was in paid employment 
(also including government-run sheltered workshops), 8.9% in unpaid work, 8.0% received 
education, and 50.4% did not have any meaningful daily activities 8. A Dutch monitor on 
social participation from 20039 (n=2845) showed that approximately 50% of individuals with 
SMIs were engaged in a form of social participation (competitive employment, unpaid 
employment, education, or other meaningful daily activities). Only 7% of these had 
competitive employment of more than 12 hours per week, 12% had unpaid work and 4% 
were following education. More recently, in 2018, Kortrijk et al.10 conducted an observational 
study on employment in FACT teams. Of the 2150 people with SMIs in their sample, 15% 
were in competitive- or supportive employment, and 85% were unemployed. A fairly 
representative Dutch panel of individuals with SMIs (n=919) showed that in 2019, 85% of 
panel members experienced problems with work and education at the moment of 
enrollment in the panel. Furthermore, 22% of panel members had a paid job, 40% had 
unpaid work, and 7% were engaged in education11. 
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All in all, the numbers from the USA and the Netherlands are quite similar, despite the 
different definitions of SMIs and the differences in societal context and legislation. And, on 
the whole, the percentages of people engaged in social participation have not changed 
much over time. Participation in competitive employment remains particularly low4, and 
much can be gained in that respect by providing targeted support with social participation.  

The percentages found in the studies described here, are comparable to those found 
in the samples that were analyzed for this thesis. For instance, the main effect study 
described in chapter 6, showed that, at baseline, only 7% of study participants were engaged 
in competitive employment, 36.4% were engaged in unpaid work, and 4.3% were following 
education. It should be noted that this study group was included based on a wish to increase 
social participation, so perhaps these percentages are on the low side. However, the large 
group of individuals with SMIs that was studied in chapter 2, also showed low levels of social 
participation with 16.2% in competitive employment, and 29.5% in unpaid employment, 
and these people were not selected based on a wish to increase social participation. These 
figures are worrying because social participation is an important facilitator of quality of life 
and recovery 12, and associated to benefits such as fewer psychiatric symptoms 13, increased 
self-esteem 13-15, more empowerment 16, enhanced feelings of self-efficacy 16, social 
inclusion17, general life satisfaction 18, and a feeling of purpose and being connected to 
society 16-18. The negative relation between “the amount of time spent doing nothing” and 
outcome was already acknowledged in 1970 by Wing and Brown 19, which makes it poignant 
that in this day and age, still so many people with SMIs engage in few meaningful daily 
activities. Furthermore, not having daily occupations is often accompanied by increased 
sedentary behaviors, such as watching television 20, which have detrimental consequences 
on physical health as they increase the risk of mortality, cardiovascular disease, cancer, and 
type-2 diabetes 21,22. 

The low levels of participation in competitive employment also translate into large 
costs for society. The Organization for Economic Co-operation and Development (OECD) 
and the European Union estimated that the total costs of mental illness across 28 European 
countries, were at more than 4% of the Gross Domestic product (GDP), which is over 600 
billion euros , in 201523. More specifically, in the Netherlands, total social costs caused by 
mental illnesses amount to 22 billion Euros, which is 3% of the GDP. When these costs are 
split into categories, 43% is spent on healthcare costs such as treatment or use of social 
services and support. The remaining 57% is spent on indirect costs such as productivity 
losses, higher unemployment rates and higher social security benefits. 

Although most research regarding social participation has focused on participation in 
competitive employment, other areas of social participation show similar problems. The 
percentages of people with SMIs that are engaged in unpaid work vary between 8.3% and 
12.6% in the studies described above, with one outlier of 40%. In the general population, 
on average 49.1% was engaged in unpaid work between 2012 and 2017 24. Also, the 

4  Between 7% and 26% in the studies described above with an outlier of 32.8%, which also included sheltered work.
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previously described studies showed that between 3.8% and 7.4% are in education, which 
is considerably lower than the 19% that is found in the general population 25. These low 
levels of participation also impact the social relations of people with SMIs, as people mostly 
meet friends through school, work, and voluntary groups 26. The fact that people with SMIs 
often have fewer opportunities to meet people is one of the reasons they have relatively 
small social networks with fewer friends compared to the general population 27. Clear 
numbers concerning other meaningful daily activities are lacking because this category can 
encompass many different activities such as taking care of a family or participating in active 
leisure activities (e.g. sports). Nevertheless, several studies indicate that people with SMIs 
also tend to spend less time in these kinds of activities 28-34. 

Social participation is associated with many benefits, and most people with SMIs want 
to increase their participation. On the other hand, the participation rates of individuals with 
SMIs are still low compared to the general population, and also compared to people with 
other serious or chronic health problems 3. Furthermore, unemployment rates are 
accompanied by enormous costs for society. This suggests that there is still a high demand 
for support with social participation in this target group.

Social participation and community integration
Social participation is an important aspect of community integration, which refers to full 
participation in society with regard to independent living, work, and social contacts. 
Improving social participation and promoting community integration are core characteristics 
of psychiatric rehabilitation methods. Often, three dimensions of community integration 
are distinguished: physical (e.g. participating in daily activities in the community), social 
(contacts with other community members) and psychological (one’s sense of belonging to 
the community) integration 35. For individuals with SMIs, community integration is intertwined 
with recovery, meaning that recovery can promote community integration and vice-versa 
36. Community integration can be hampered by various personal as well as environmental 
factors such as psychiatric symptoms, health and functioning,  availability of services, safety 
of the neighborhood, supportiveness of the neighborhood, and perceived as well as 
experienced stigmatization 35,36.

Moving individuals with SMIs from closed mental institutions to mental health care in 
the community is at the heart of deinstitutionalization. The Dutch government continues 
to promote an increase in community mental health services, which focus on recovery-
oriented care, social inclusion and participation 37. In theory, this move to community 
integration should be a shared task between individuals with SMIs, services and professionals 
from mental health care (MHC) and the social domain, and society at large. However, a large 
part of the general public is not at all welcoming to individuals with SMIs and ascribe various 
negative characteristics to them. This process of negatively labeling, condemning and 
excluding a group of individuals, is known as stigmatization. In order to convert negative, 
stereotypical and prejudicial beliefs into action, social, economic and political power are 
necessary 38.  Stigma has serious consequences such as social distance between people with 
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SMIs and those in the general public 39. Stigma can be further divided into public stigma, 
self-stigma, and structural stigma, and each form has specific consequences 40,41. 

Public stigma refers to negative beliefs the general public holds about individuals with 
SMIs. Examples of such negative beliefs: individuals with SMIs are prone to unpredictable 
and violent behavior, they should not work because it is bad for their health, or that they 
cannot meet the requirements of competitive employment 42-44. Public stigma can be 
expressed through stereotyping of individuals with mental illness in the media and in film 
and television. For instance, individuals with mental illnesses are depicted as unpredictable 
homicidal maniacs in films such as ‘Psycho’, ‘the Shining’ and more recent films such as 
‘Joker’ and ‘Split’. But also non-fictional media such as newspapers or magazines tend to 
depict individuals with SMIs in a negative and stereotypical way45. Take for instance the 
recent media attention and discussions about ‘confused behavior’ in public in the 
Netherlands. In those reports, the confused persons concerned (including a mixture of 
people with dementia, substance abuse, personal crises, intellectual disabilities, and long-
term mental illnesses) are more often than not linked to dangerous and violent behavior46. 
While in reality, they have a much higher chance of being victim of a crime than individuals 
from the general public47. Public stigma can also be expressed through behavior, for example 
in the form of discrimination of individuals with SMIs. For instance, people with SMIs can 
experience difficulties in getting suitable housing or employment because of prejudice on 
the end of home owners or employers 48,49. 

When individuals with SMIs agree with and internalize such negative beliefs, they 
develop what is called self-stigma50,51. This is associated with lowered self-esteem, decreased 
self-efficacy, and an important barrier to seeking professional help and to treatment 
adherence 38,52,53. Self-stigma could lead people with SMIs to believe that they are neither 
deserving nor capable of pursuing employment or other meaningful daily activities and 
social contacts 54. Eventually, it may cause individuals with SMIs to cease all efforts to 
undertake activities, engage in social interactions, or strive for other life-goals. This 
phenomenon is known as anticipated discrimination or the ‘why-try effect’55. 

Finally, structural stigma refers to legislations or policies that limit or disadvantage the 
opportunities of individuals with SMIs in a society. For instance, fewer financial resources 
are allocated to MHC than to somatic care56,57. Quite shockingly, a study investigating voting 
rights among 193 member States of the United Nations, found that only 11% of those 
countries do not place restrictions on the right to vote by people with mental illnesses 58. 
More than one-third (36%) of the studied U.N. member countries completely deny people 
with mental illnesses their right to vote. People with SMIs also encounter problems with 
extending driver’s licenses or obtaining life insurance 59,60. Another example of structural 
stigma is that it is customary that employers ask for a recent curriculum vitae (cv) in a job 
selection process. However, when someone has a gap in their cv because of having 
experienced mental illness, that person is faced with the difficult decision of disclosing the 
illness or submitting an incomplete cv, which both may decrease the chances of being invited 
for a job interview 61.
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An individual strategy to prevent stigmatization in the workplace may be to not tell 
employers and coworkers about one’s psychiatric problems. On the other hand, it can be 
a very empowering experience to share one’s struggles with psychiatric problems with 
others 53. Furthermore, -partial- disclosure can be necessary to receive workplace 
adjustments and support from the supervisor 62. As being open about mental illnesses is 
associated with benefits as well as drawbacks, the question what to disclose to whom and 
when can be a tricky one, and should be discussed in psychiatric rehabilitation. The Conceal 
Or Reveal (CORAL) decision aid – which has also been translated in Dutch- was developed 
to support individuals with mental illnesses with making these decisions 63. Henderson et 
al., 63 showed that individuals who used CORAL showed less decisional conflict, and further 
research into the instrument is currently being conducted. 

Approximately 75% of members of a Dutch panel of individuals with SMIs, indicated 
they had experienced a form of stigma in the past two years64. Self-stigmatization was 
indicated as being the biggest problem by panel members as well as MHC professionals. 
Because self-stigmatization is about internalizing negative beliefs held by the general public, 
these numbers also give some clues about the level of public stigma65. Furthermore, 29% 
of panel members felt discriminated because of their psychiatric problems, in the past year11. 
Two recent Dutch studies showed that 33% - 70% of people in the general public would not 
mind living next door to someone with mental illnesses 66,67. These percentages drop to 11% 
- 30% when asked whether they would accept someone with mental illnesses in their private 
sphere, e.g. as a son in law, friend or babysitter. These numbers clearly indicate that stigma 
is a frequently encountered problem for people with mental illnesses.

Stigma in general is a serious barrier to the community integration of people with SMIs. 
Therefore, efforts need to be made to eliminate stigmatization of individuals with SMIs, in 
order to successfully promote their community integration and social participation. 
Psychiatric rehabilitation may help reduce self-stigmatization because working on personal 
goals increases self-esteem and the development of a more positive self-image, and 
decreases the fear of rejection or negative reactions from other people 61. It could also help 
decrease public stigma by showing the general public that people with SMIs can function 
satisfactorily in various social roles. This works both ways, battling public stigma may 
promote the potential outcomes of psychiatric rehabilitation because society at large will 
give these individuals more chances to show their potential 61.

In addition to psychiatric rehabilitation, it is very important that initiatives aimed at 
decreasing stigma and improving acceptance and social inclusion involve service users and 
service user movements. As Harriet Martineau wrote in 183768, “The progression of 
emancipation of any class usually, if not always, takes place through the efforts of individuals 
of that class.” Historical examples are the -ongoing- emancipation of women, individuals of 
color and LGBTH individuals where champions have paved the way for future generations. 
A similar development is taking place among individuals with SMIs, but at a slow pace, 
perhaps because the vulnerabilities caused by SMIs and a long history in MHC have taken 
away individuals’ ability to speak up for themselves. Initiatives such as the ‘Mad pride’ 
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movement attempt to fight stigmatization by claiming the right to be different, without being 
seen as inferior citizens69. Incorporation of peer experts in battling stigma is also one of the 
key ingredients of modern anti stigma interventions70,71. In the past 20 years, the necessity 
of combatting stigma has increasingly been recognized by different stakeholders, and the 
topic has found its way to global policy agendas71 .

Attention for psychiatric rehabilitation in mental health care
As argued earlier, targeted support is of vital importance in order to improve the social 
participation of individuals with SMIs. The validity of this statement becomes clear when 
the percentages of social participation goals that were attained in the studies described in 
this thesis, are compared with the results of naturalistic studies on social participation 
among individuals with SMIs. These naturalistic studies show that many want to engage in 
employment, be it paid or unpaid, but only few are able to fulfill this wish on their own. 

In chapter 6, we found that after 12 months, 43.9% of participation goals were attained 
in BPR as opposed to 42.2% in ACC. This percentage of attained goals is comparable to the 
results found in other psychiatric rehabilitation interventions with a follow-up period of 
around a year. For instance, several studies on Individual Placement and Support (IPS) found 
percentages around 40% 72,73. However, it should be noted that the goals in these studies 
did not vary much as they were all focused on paid employment, whereas in our study, we 
investigated all sorts of social participation goals. On the other hand, the naturalistic study 
by Nordt et al., 74 that was previously described, showed that -when no specific interventions 
are offered- vocational status remains relatively stable over the years and that it was strongly 
predicted by previous vocational status and previous work experience. So those that already 
were employed, or received education before admission, tended to keep it over time, 
whereas those that did not have work did not gain any. Something similar was found in the 
earlier mentioned study by Kortrijk et al., 10 who monitored employment in FACT teams that 
lacked specialized vocational services5. They found that only 3.9% of individuals with SMIs 
had found paid employment at follow-up. In other words, if targeted support to achieve 
goals related to social participation is not provided, nothing will change: patients’ 
employment status will certainly not improve, and some will even lose their jobs. 

So, rehabilitative support is urgently needed to increase social participation, but does 
it receive sufficient attention in MHC? Also in chapter 6, we compared our findings to an 
RCT on BPR effectiveness that was conducted ten years earlier 1 to illustrate that the small 
differences between BPR and ACC may have been caused by increasing attention for 
recovery and rehabilitation in MHC. In that earlier study, goal attainment was approximately 
twice as high in BPR compared to ACC after 12 months whereas in the current study, both 
conditions had a comparable number of attained goals. Moreover, in the total 2009 study 

5 According to the FACT model, specialized vocational services are an integral part of FACT teams, however, a recent 
analysis of the fidelity of the FACT model in the Netherlands, revealed that although basic fidelity criteria were met, 
FACT teams offer insufficient support with recovery and participation 75.
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sample (BPR and ACC together), 26.6% of social participation goals were attained after 12 
months, as opposed to 43.1% in the current study. So the overall percentage of achieved 
participation goals after 12 months, has almost doubled in our study. This gain could be 
explained by a so called period-effect77 of increasing attention for recovery and rehabilitation 
among MHC professionals. For instance, websites of Dutch universities for applied sciences 
that offer training to be a social worker, explicitly state that they underline a recovery-
oriented vision and that increasing individuals’ social participation is a key objective for 
future social workers. Organizations for MHC explicitly state on their websites that they 
have a recovery-oriented vision and provide support with regaining roles in society. This 
explicit attention for a recovery-oriented vision, and the resuming of social roles, in 
professional education as well as in clinical practice, may have changed the general attitudes 
of MHC professionals. 

However, despite these intentions, the study by Van Vugt et al.,75 showed that in daily 
practice, support with recovery and participation is not always an integral part of the services 
FACT teams provide. In this regard, it is crucial that MHC professionals not only become 
aware of the importance of social participation, but are also given the opportunity and time 
to offer the support needed. If necessary skills or knowledge are lacking, it is important that 
there is a possibility to involve or refer to more specialized vocational services. As noted 
before, in the main study described in chapter 6, the ACC practitioners were explicitly 
instructed to offer support with social participation goals and, encouraged to call in 
additional support when needed. ACC professionals indicated in personal communications 
with the researcher, that they would normally not be able to focus on social participation 
goals for a prolonged period of time, but that the study created a context in which they 
could.

The need for more professional support with realizing participation goals in mental 
healthcare, is underlined by the earlier observation in this chapter, that the participation 
rates of people with SMIs have remained relatively stable over the past 30 years. This 
suggests that a growing awareness for recovery and rehabilitation among MHC professionals 
is not enough to counteract social exclusion of individuals with SMIs. This is further 
highlighted by the study in chapter 2, where the most vulnerable subgroup, the involuntarily 
inactive individuals, expressed alarmingly high percentages of unmet needs in the areas of 
daytime activities (67%), competitive employment (39.7%), and social contacts (57.1%). These 
numbers are disturbing in themselves, but even more so considering that this is not a small 
subgroup, as it consists of approximately a fifth of service users in FACT teams. Therefore, 
more is needed in terms of structural implementation of evidence-based psychiatric 
rehabilitation methods, as well as financial and administrative support on the part of MHC 
organizations. Something these organizations can only do when the necessity of psychiatric 
rehabilitation is fathomed by local and national governments, and translated into appropriate 
policy and funding.
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Influence of the economic and legal context of the study on BPR effectiveness 
and cost-effectiveness
Apart from personal and environmental factors, social participation is also influenced by 
economic and legislative factors, which may be difficult to control. This influence became 
apparent during the study on BPR-effectiveness, which was conducted from March 2014 to 
August 2017. In this period, the Netherlands were still recovering from an economic 
recession as a consequence of the world wide credit crisis that started in 2007. The fall of 
the Lehman Brothers bank in 2008 set into motion a chain reaction of events that eventually 
led to the Euro crisis in 2010 78,79. The percentage of unemployed workers was relatively high 
during the study period. For comparison: the Dutch unemployment rate was 4.2% at the 
start of the economic crisis in 2007, but had risen to 7.4% during the start of the study in 
2014. The following years showed a steady decline in unemployment rates with 6.9% in 
2015, 6% in 2016 and 4.9% in 2017 80. These numbers make clear that the study started in 
a period of high national unemployment rates. More opportunities did not become available 
until later, when the study was already in the stage of follow-up measurements and data-
analyses. 

Those that have a pre-existing distance from the labor market become particularly 
vulnerable during an economic downturn,6 because there was a general difficulty in finding 
jobs, and they were unable to benefit from better economic conditions 81. Furthermore, 
individuals with mental illnesses who also have a low educational level (possibly due to early 
onset of mental illness), become particularly disadvantaged because they lack the skills 
needed to succeed in a modern western economy 81. As we have seen in chapter 2, almost 
half of the individuals with SMIs in the sample had a lower educational level, and the most 
vulnerable group (involuntarily inactive), stood out as having the lowest educational level, 
and most limitations in functioning due to psychiatric symptoms.

Parallel to these economic developments, changes to Dutch legislation occurred, 
starting with the introduction of the Participation Act (NL: Participatiewet), and the new 
social support act (Dutch: wet maatschappelijke ondersteuning (wmo)) in 2015. The aim of 
these acts was to enhance the level of social participation of individuals with vocational 
handicaps due to physical and mental disabilities (Participation Act), and to offer social 
support to help people to live and function independently and take part in society, for as 
long as possible (wmo). As a result of these acts, tasks that traditionally belonged to mental 
health care, shifted to local governments with extensive transitions in both finances and 
services 82,83. Because local governments were often ill-prepared for their new tasks, there 
were many cases in which the shift caused problems for individuals with SMIs. Examples of 
such problems were cuts in personal budgets for meaningful daily activities and the 
proverbial “runaround”, in which it was not clear who was responsible for providing support, 

6 The current COVID-19 crisis may pose similar or even greater challenges to the social participation of people with 
SMIs than the economic crisis. Particularly the added burden of ‘social distancing’ may be difficult for people with 
SMIs as it is the complete opposite of trying to integrate into society.
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leading to unnecessary delays. Also, new rules came into effect concerning the type and 
intensity of support to achieve rehabilitation goals. Recently published evaluations of the 
participation act 84 and the new social support act 85, showed that financial structures make 
it beneficial to local governments to focus their efforts on those individuals with the smallest 
distance to the labor market, abandoning those who are more vulnerable. Furthermore, 
cooperation between local governments and other stakeholders is often sub-optimal. For 
our study participants, the legislation changes could result in inabilities to spend more hours 
in organized daily activities, or to enroll in education because of lacking finances. These 
developments could seriously hamper the attainment of personal rehabilitation goals, in 
some cases. Nevertheless, the parties involved in these acts, and particularly the ministry 
of Social Affairs and Employment (Dutch: SZW), continue to make an effort to increase the 
social participation of people with SMIs. An example of their initiative is the covenant “Samen 
werken aan wat Werkt” (“Working together on what works”). The covenant aims to 1) prevent 
early dropout of people with mental illnesses from employment, 2) increase chances on the 
labor market for people with mental illnesses, and 3) increase sustainable employment of 
people with mental illnesses 86.

In conclusion, not only characteristics of clients and practitioners are decisive factors 
in improving social participation, but also economic developments, and changes in legal 
and social policy. A meta-regression analysis of 80 studies on supported employment (SE)87, 
showed that the effectiveness of SE expressed as competitive employment rates, has 
declined in the period 1990 – 2015, although SE programs still performed significantly better 
than active control conditions88. The decline was exceptionally large in the period from 2008 
to 2015, the period of economic recession. The authors conclude that, also internationally, 
the labor market is becoming increasingly challenging to individuals with SMIs, and that SE 
programs need to adapt accordingly. For instance, SE programs that were augmented with 
social and cognitive skills training, performed better. 

BPR as a method to improve social participation
Considering all the challenges that people with SMIs face regarding their social participation, 
it is not surprising that they are often reluctant or uncertain to try something new. A strength 
of BPR is the fact that it is a wide approach to offer support in all rehabilitation areas, and 
that patients do not need to have a clearly defined goal at the start. This broad perspective 
was chosen to make the method particularly suited to individuals who do not have a clear 
idea of what they wish to change, and those that have lost confidence in their own ability 
to initiate change. A possible downfall of such a wide approach is that it is less suited for 
goals in very specific areas such as competitive employment or education, as these may 
require specific expertise. More specialized methods such as IPS89 or Supported education 
90 -which has its roots in BPR- may be more effective for individuals with these sorts of goals.

As described earlier, the RCT on BPR effectiveness (chapter 6) showed that practitioners 
in ACC significantly more often called in help from external resources such as external job 
coaches, than BPR practitioners. This may be caused by them having wider networks and 
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being more used to call in specialist support than BPR practitioners. On the other hand, 
developing insight into the resources needed to help a client attain his/her goal is also an 
integral part of BPR. However, this is an advanced part of the BPR training and not all BPR 
practitioners involved in the main study had completed this module. Also, it could be that 
BPR practitioners were less inclined to call in additional resources because they felt they 
should be able to provide the needed support themselves, being rehabilitation 
professionals. Perhaps BPR training should adopt the concept of the T-shaped professional. 
This means having both deep, specialist knowledge about rehabilitation, but also have the 
abilities and competencies to connect to professionals from other disciplines 91, without 
abandoning BPR’s core principle that the individual with SMIs should be leading the 
rehabilitation process.

An interesting finding in the studies described in chapters 5 and 6 was that one-third 
to two-thirds of BPR processes were not conducted according to model guidelines. Reasons 
for this lack of fidelity are elaborately described in chapter 5. In summary, it could be a 
reflection of program drift, or a lack of time to write full progress reports, which was 
important as these provide the information for the fidelity assessments with FiRe. BPR has 
also been criticized for being too complicated with its distinct jargon, its layered nature and 
high level of detail 92. 

In response to this critique, and the results of this study, Rehabilitation ‘92, the 
organization that provides training in and support with BPR implementation in the 
Netherlands, has begun adapting and updating the existing educational materials. For 
instance, various modules have been developed for specific problem areas such as finances, 
loneliness, choosing a job, or sustaining education. These modules may increase BPR 
effectiveness with regard to these specific goals. Furthermore, the material increasingly 
uses normal language instead of jargon, as well as different colors to mark specific topics. 
These changes better correspond with the fact that BPR is now increasingly used by 
practitioners with secondary vocational education (Dutch: mbo), although it was originally 
developed for practitioners with a higher professional educational (Dutch: hbo) or academic 
(Dutch: wo) background. MHC organizations and organizations for supported and sheltered 
housing still employ BPR experts with a university degree or BA from a university of applied 
sciences, but they increasingly fulfill a more coordinating role instead of directly supporting 
patients. Whether these developments will have an effect on BPR fidelity and effectiveness 
will have to be subject of future evaluations.

Strengths and limitations
The studies presented in this thesis provide more insight into the social participation of 
individuals with SMIs and into the effectiveness of BPR as a method to improve their social 
participation. A first strength of these studies is the wide definition of social participation, 
which not only included competitive employment, but also unpaid employment, education, 
and other meaningful daily activities. This is important because competitive employment 
has many advantages, yet it is not always a realistic option for individuals with SMIs. It is 
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also not always desired. Community integration including social participation in all its variety 
is often positioned as the naturally preferred opposite of social isolation. However, the truth 
is that many individuals with SMIs prefer a position that is somewhere in between those 
two extremes and that preferences can change over time 93. Furthermore, community 
integration is not just about how much someone participates in daily activities and social 
contacts (physical and social components), but just as much about one’ sense of belonging 
to the community (psychological component). The circumstances under which someone 
feels a sense of belonging are highly personal. On the scale between full community 
integration and social isolation, this can be felt at various positions. As a consequence, the 
social status attached to various forms of participation should be addressed and participation 
in both segregated or sheltered and mainstream forms of activity should be valued93. A 
second strong point is that factors predicting social participation (chapter 2) and rehabilitation 
success (chapter 3) were identified. This information is needed to optimize rehabilitation 
programs to the needs of different kinds of service users. It also gives pointers for optimizing 
existing psychiatric rehabilitation methodologies. A third strong point is that the studies 
described in chapter 6 and 7 add to the body of knowledge about BPR. Despite its worldwide 
implementation in MHC and influence on the way recovery is viewed upon, surprisingly little 
research has been conducted regarding the effectiveness of BPR, and until now, none on 
its cost-effectiveness. A final strength is that we conducted the only cost-effectiveness study 
on BPR effectiveness to date. The cost-effectiveness study also provides insight into the 
various costs associated with the care for individuals with SMIs, which may be particularly 
of use for those making policy that affects the target group.

Detailed limitations have already been addressed in chapters 2 to 7 of this thesis. In 
the following, we will elaborate on limitations related to the design of the main study, and 
the research process. 

First limitation: inclusion problems
The main study (chapters 6 and 7) faced serious problems with regard to the inclusion of 
participants. As a consequence, it took eight months longer than expected to complete the 
inclusion period. These problems were caused by ongoing reorganizations and budget cuts 
in the participating MHC centers and organizations for supported and sheltered housing 
during the study period. For instance, it occurred that agreements on participation in the 
study of a team were made with employees who were later no longer working at the 
organization. The whole process of informing employees and gaining cooperation for the 
study would then have to start all over again with subsequent serious delays in inclusion. 
The inclusion problems could be solved by incorporating two additional organizations that 
were not included in the initial application, and by maximizing efforts to prevent drop-out 
of study participants. This would include driving long distances (by Dutch standards) for a 
single interview, or tracking down individuals that had moved abroad. Furthermore, in the 
two participating organizations for supported and sheltered housing, inclusion was 
hampered by the fact that many of their service users already had various activities during 
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the week. However, these often comprised fragmented activities that each took a small 
number of hours, and several service users wanted to attain more structured activities such 
as paid employment or education.

Inclusion problems are a known issue with RCTs. Howard et al., 94 investigated factors 
that hampered inclusion for their trial on supported employment in patients with SMIs. 
They found five main reasons for recruitment difficulties: (1) misconceptions about trials; 
which means not understanding how the concepts of treatment arms and randomization 
work; (2) lack of equipoise, in which the control arm is presented as a rejection; (3) 
misunderstanding of the trial arms, which means that it is not clear what constitutes the 
intervention and control condition; (4) variable interpretations of eligibility criteria, which 
means that it is not clear who is eligible for participation in the trial and that participation 
may cause participants to relapse; and (5) paternalism, in which clinicians primarily see 
themselves as their patients caregivers and find it difficult to give patients the opportunity 
to decide for themselves whether they would like to participate in the trial or not. These five 
reasons for recruitment difficulties are very recognizable and also restricted inclusion in 
the study on BPR effectiveness. Participants were initially recruited through their primary 
clinicians who often said that participants who were randomized to ACC were ‘not allocated’ 
(in Dutch: uitgeloot), which is an example of lack of equipoise. This misconception was 
corrected by the investigators by stressing that participants would receive help in both 
conditions and that it was not yet known which form of support would be the best. 
Furthermore, some primary clinicians were concerned that participation would disrupt 
stability and cause relapses and decompensation (variable interpretations of eligibility 
criteria). This was also discussed directly with clinicians and through intervision in which 
participants were discussed who worked on their goals without experiencing relapses. 
Finally, it also happened that primary clinicians were not even willing to approach certain 
patients because participating in the trial “would not be suitable for them anyway” 
(paternalism). This problem was bypassed by directly informing individuals of participating 
MHC teams about the study. Directly addressing potential participants also revealed that 
more people with SMIs had a wish regarding social participation than was known by their 
primary clinicians.

Second limitation: difficulties establishing contact
When participants were included and randomization had taken place, some BPR and ACC 
practitioners found it hard to establish contact with their assigned participant, or vice-versa. 
As a result, not all rehabilitation trajectories were initiated. In some cases, these difficulties 
were caused because participants were hesitant to work with a new MHC professional. On 
the other hand, participants were aware of this fact when they enrolled in the study, and 
many participants also looked forward to working with a new MHC professional whose sole 
task was helping them with reaching their participation goals. The difficulties in establishing 
contact may also be related to the Dutch system for reimbursements on medical contacts. 
Since initial calls for an appointment cannot be reimbursed, practitioners’ efforts into making 
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the first appointment are limited. This can become particularly problematic when someone 
with SMIs is hesitant to engage in an intensive psychiatric rehabilitation process with a new 
practitioner, and some persistence on the part of the practitioner is needed to get the 
process started.

Third limitation: short follow-up period
Psychiatric rehabilitation takes time and a one-year follow-up period may have been too 
short, particularly for the cost-effectiveness study 95. As mentioned previously, the percentage 
of attained goals in the study on BPR effectiveness (chapter 6) was 43%. Studies on BPR 
effectiveness with longer follow-up periods report larger percentages of goal attainment. 
For instance, Svedberg et al. 96, found that 65% of the clients reported that they had mainly 
or almost completely achieved their self-formulated rehabilitation goals at the two-year 
follow-up. Swildens et al. 1, found that goal attainment rose from 31% after one year, to 48% 
after two years, for patients supported with BPR. The Dutch SCION study on IPS effectiveness, 
showed that the percentage of people that attained paid employment kept rising from 
month 6 to month 30 in both IPS and traditional vocational rehabilitation (TVR): month 6: 
21% IPS, 13% TVR; month 18: 39% IPS, 20% TVR; month 30 44% IPS, 25% TVR 97. The additional 
effect of IPS over TVR was found specifically from month 6 to 18. In a study on vocational 
rehabilitation programmes, Reker at al. 98, found that 74% achieved their subjective 
rehabilitation goals as expressed at baseline after 3 years. Many practitioners in our study 
described in chapter 6 indicated that they felt like they had just gotten started at 12-month 
follow-up, especially when it was difficult to initiate the rehabilitation process. Maybe, a 
longer follow-up period of at least 24 months would have enabled the realization of more 
rehabilitation goals.

Implications for clinical practice
The low participation rates as found in the different studies make clear that clinical practice 
still needs to pay more attention to the social participation of people with SMIs and offer 
more structural support. Although MHC organizations seem to have become increasingly 
aware of their responsibility regarding the recovery and social participation of people with 
SMIs, structural facilities to support this are still insufficiently embedded 75. This is particularly 
true for the most vulnerable individuals with SMIs who participate in almost no daytime 
activities or paid employment and also display severe psychiatric symptoms, problems in 
psychosocial functioning and low QOL (involuntarily inactive, chapter 2).

In providing this support, it is vital to pay attention to specific personal rehabilitation 
goals instead of using a more general and open approach towards rehabilitation. This notion 
was supported in chapter 3, which showed that agreement on goals between practitioner 
and client is an important predictor of rehabilitation success. Furthermore, attaining 
personal rehabilitation goals improved the subjective QOL of individuals with SMIs. A study 
by Moran et al., 99 among 2121 people with mental illnesses who were living in supported 
or sheltered housing, showed that 75% of participants reported having personal goals. 
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Those who had personal goals had better personal recovery and rehabilitation outcomes 
compared to those without personal goals. Furthermore, staff assistance with personal 
goals was significantly associated with better personal recovery. Listening to clients’ goals 
and forming an agreement on the goals that will be worked upon, seems to be an important 
facilitator of goal attainment among people with SMIs and in turn boosts their QOL.

As a key aspect of BPR is its focus on personal goals, one could argue that it is a good 
candidate approach to provide the much needed rehabilitative support. However, this could 
not be supported with evidence, as the main study (chapter 6) showed that BPR performed 
no better than ACC with regard to attaining social participation goals. The lack of an effect 
of BPR compared to ACC on increasing the social participation of individuals with SMIs, and 
the lack of cost-effectiveness (chapter 7), could thus lead to negative conclusions about its 
further implementation in Dutch MHC. However, when making decisions on reimbursements 
or implementation, it is important to realize that we have evaluated BPR within the very 
specific context of social participation, whereas BPR was originally intended to address all 
rehabilitation areas. Moreover, part of BPR’s strength lies in its attention to exploring goals. 
This is an important step, because individuals with SMIs have often been in a situation in 
which decisions have been made for them and about them for so long, that they find it 
difficult to know exactly what they want, let alone to formulate specific goals. The fact that 
forming an agreement on goals is important for successful rehabilitation outcome, was 
shown in chapter 3. By explicitly focusing on social participation in the effectiveness study, 
we have removed part of the room for exploration that BPR normally offers and maybe 
diminished its effect. Perhaps participants also had other wishes, for instance related to 
housing, for which there was no room within the study context. Therefore, the specific 
context within which BPR was evaluated limits simple translation of the study results to 
decisions on reimbursements of implementation. 

BPR may not be significantly better than other rehabilitation approaches when it comes 
to exclusively supporting social participation goals, and paid employment goals in particular. 
Nevertheless, 31% of paid employment goals were fully achieved in the main study, which 
is fair compared to the 40% that is on average achieved in studies that investigate a 
specialized method as IPS. Furthermore, it should not be forgotten that the developers and 
practitioners of BPR have played a significant role in bringing the importance of psychiatric 
rehabilitation to the attention of those working in MHC. Where recovery in general is 
primarily a personal journey, psychiatric rehabilitation offers the necessary tools to support 
this process100. Previously, MHC focused primarily on supporting clinical or symptomatic 
recovery, whereas now there is increasing attention for support with functional and personal 
recovery 101. Social participation is an important component of functional recovery and also 
influences personal recovery as the types of recovery influence and complement each other 
102. Paid employment in particular could also promote mental and physical health 103. 
Therefore, increasing social participation through psychiatric rehabilitation, may be an 
important tool in aiding the recovery process. This is corroborated by the percentages of 
attained goals in this study in contrast to those found in naturalistic studies on social 
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participation, which suggest that psychiatric rehabilitation has added value as opposed to 
not providing support with participation goals. 

Therefore, psychiatric rehabilitation should be widely implemented and available to 
all MHC consumers. Psychiatric rehabilitation and improving social participation are explicitly 
described as components of good quality care for people with SMIs in the Dutch Care 
Standard for psychotic disorders104, and the Generic Module for severe mental illnesses105. 
At this moment however, systematic, wide-scale implementation of psychiatric rehabilitation 
seems to be lacking. As a consequence, not all patients in Dutch MHC have access to 
rehabilitative services. Improving the implementation of psychiatric rehabilitation methods 
so that clinical and social recovery receive the same attention in MHC 75, requires close 
collaboration between scientific research and clinical practice. Ten years ago, Michon and 
Van Weeghel 106 suggested that an overarching research program is necessary in order to 
develop the required knowledge on which interventions are effective and how these can 
be implemented. In their turn, MHC organizations should promote implementation by using 
well-established implementation methods such as “Breakthrough” 107. The importance of 
thorough implementation was brilliantly summarized by Bond 108 who stated: “modest 
implementation efforts, lead to modest fidelity, which in turn leads to modest outcomes. 
We can do better”.

Recommendations for future research
So how can we do better and what can scientific research add to this mission? In the previous 
section we referred to the necessity of an overarching research program for psychiatric 
rehabilitation. When developing such a program, the knowledge cycle can be used as an 
important tool for guidance. The knowledge cycle consists of five phases: 1) problem 
exploration, 2) intervention development, 3) evaluation, 4) systematic implementation, and 
5) wider dissemination 106. Interestingly, none of the available rehabilitation interventions 
that have been evaluated in RCTs such as BPR, IPS, or supported living, have gone through 
all phases of the knowledge cycle 106. Phase 4 and 5 seem to be the most difficult ones to 
realize, as implementation and wider dissemination are often lacking, even for well-evaluated 
interventions. As going through all phases of the knowledge cycle is a vital process for the 
development an dissemination of knowledge, a comprehensive research program should 
make sure that psychiatric rehabilitation interventions go through all of these phases 106. 
Otherwise, implementation, and thus, availability of psychiatric rehabilitation will remain 
problematic.

Involving consumers should be an important part of the development of this 
overarching research program 109,110. Their involvement should be secured in all phases of 
the knowledge cycle. This is in line with the earlier argument on the involvement of 
consumers and consumer movements in counteracting stigma. The emancipation of people 
with SMIs needs to be driven by these individuals themselves, and this also entails involving 
them in designing and conducting scientific research that concerns them. Particularly, peer 
experts could play an important role in this process of emancipation by inspiring hope and 
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encouraging others. Crane et al., 111 identified three areas in which peer experts could be 
most helpful: 1) empowering consumers, 2) promoting consumers’ educational growth, and 
3) supporting personal development. Furthermore, peer experts could function as valuable 
role models. Therefore, it should be investigated how to fully utilize the added value of peer 
experts in all aspects of care, including rehabilitation services for individuals with SMIs.

A methodological recommendation for future research, is the use of a longer follow-
up period, particularly when cost-effectiveness is being studied. Longer follow-up periods 
are often difficult to realize because of lack of funding. However, since rehabilitation 
processes take time, and their effects may not be limited to the short-term, longer follow-
up periods are recommended in future research. In the BPR cost-effectiveness study in 
this thesis, the follow-up period of one year may have been too short to obtain social 
participation goals, particularly in times of economic recession. This notion is corroborated 
by the studies by Swildens et al.,1, Svedberg et al., 96 Michon at al.,97 and Reker at al. 98,  - 
elaborately described under the section about strengths and limitations-, which all used 
longer follow-up periods and showed that rehabilitation goal attainment kept increasing 
after one year. With regard to cost-effectiveness, Sharfstein and Clark 112 emphasize the 
importance of assessing costs over a sufficient period of time, although they do not specify 
a time period. This is important in order to include both short-term and long-term 
outcomes. The National Health Care Institute, even recommends a lifelong time horizon 
for economic evaluations in healthcare 95.

Another methodological recommendation is that rehabilitation research in general 
should focus more on setting and achieving personal goals as an outcome measure, and 
ways to measure goal attainment should be optimized. This is illustrated by the study in 
chapter 3, which showed that setting and achieving personal goals has been identified as 
an important predictor for quality of life. Furthermore, having personal goals is essential 
for experiencing life as meaningful and worthwhile 113. Various tools have been developed 
that may aid in elucidating patients’ goals, and support collaborative goal setting. Examples 
are the 2-COM (2-way communication) 114, GAS (goal attainment scaling) 115, and CASIG 
(Clients Assessment of Strengths, Interests, and Goals) 116.

With regard to personal goals, many studies on psychiatric rehabilitation approaches 
that focused on competitive employment or other forms of social participation, find goal 
attainment rates of around 40%. This number seems to represent a sort of ceiling effect. 
Perhaps more drastic measures are needed to break through this ceiling. Augmenting 
psychiatric rehabilitation methods with elements of cognitive training may further improve 
outcomes, as individuals with SMIs often experience problems in cognitive functioning 117. 
This suggestion is confirmed by a recent systematic review and meta-analysis on combining 
psychiatric rehabilitation with cognitive remediation. The findings showed that augmentation 
of psychiatric rehabilitation with cognitive training, significantly improved employment rate, 
hours worked, quality of performance in work or education, and social skills118. Cognitive 
Adaptive Training (CAT) may also be a promising addition in this regard, as it improved daily 
functioning, executive functioning, and visual attention 119. CAT has not yet been studied in 
a vocational context. Future studies should investigate the effect of other add-ons.
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The effectiveness of psychiatric rehabilitation approaches could be further improved 
by gaining more insight into their working mechanisms. The study described in chapter 3 
showed that many factors in the mechanism determining rehabilitation goal attainment 
remain unknown. The same holds true for knowledge on the effectiveness of BPR. Although 
the study in chapter 6 has added to this knowledge, many questions remain unanswered. 
Randomized controlled trials in rehabilitative research often yield ambiguous results, 
because they have their limitations when it comes to investigating these complex, 
multicomponent approaches. For instance, RCTs often provide little information on which 
combination of elements is responsible for outcome, and under which conditions 120. 
Furthermore, the outcome of interventions, including psychiatric rehabilitation, is dependent 
on more factors than just the direct effect of the intervention. Examples of this can be found 
in the studies described in chapters 3 and 6, where less than 20% of the variance in goal 
attainment, social participation, QOL, personal recovery, self-efficacy, and psychosocial 
functioning respectively, was explained by the models that were investigated. Nevertheless, 
an RCT remains a powerful tool for studying intervention effects, especially when paired 
with information on program fidelity.

In light of elucidating the working mechanisms of psychiatric rehabilitation approaches, 
and the increasing demand for tailored care, methods investigating what works for whom 
may be of added value. For instance, adding a process evaluation to RCTs may be a good 
method to gain valuable insights on the implementation, receipt, and setting of interventions 
121. More theory driven evaluation methods such as realist evaluation 122, may also provide 
information on whether a program failed or succeeded, and on why, in order to improve 
the program in the future 123. Combining quantitative with qualitative methods may also 
help in clearing up these issues.  

With regard to research topics, more research should concentrate on factors that 
impact social participation. For instance, finding effective interventions to combat stigma 
and self-stigma is much needed, as these negatively impact social participation. With regard 
to interventions, special attention should also be given to interventions targeting social 
relations and meaningful daily activities, as there are many unmet needs for support in 
these areas, and at the moment they receive relatively little scientific interest. 

Eating disorders
A final and very important topic for future research, concerns individuals with severe and 
enduring eating disorders. These individuals experience serious impairments in functioning 
and social participation, comparable to those observed in individuals with other SMIs, as 
well as personality disorders 124-126. Furthermore, people with severe and enduring eating 
disorders are most often relatively young, and have a whole life ahead of them in which 
they will be confronted with an illness that will very probably pose a lifelong struggle. This 
makes it all the more important to focus on their strengths and what they can do, instead 
of focusing on what they cannot do. In this regard, it is crucial to help them attain personally 
important goals, particularly with regard to social participation as this may play an important 
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role in their recovery, which will be explained later in this paragraph. However, as most 
specialized centers for eating disorders do not offer BPR or other psychiatric rehabilitation 
approaches, psychiatric rehabilitation has never before been investigated among these 
vulnerable patients. 

Therefore, it was originally intended to conduct a pilot study on the effectiveness of 
BPR among people with these kinds of disorders, alongside the main study investigating 
BPR effectiveness. However, because the number of participants with eating disorders that 
could be included in the research period was too low, it was not feasible to analyze them 
as a separate group. The difficulties with including these individuals in our study had to do 
with the fact that BPR was already offered at the participating specialist center. Although 
BPR was offered, it was not directly available to all patients, as the center required that a 
certain stable situation regarding weight and physical health had to be reached before BPR 
could be deployed. Something that was not easily achieved with this group with severe and 
enduring problems. Therefore, participating in the study could have the advantage of 
receiving BPR right away, if the patient would be randomized to the BPR condition. However, 
because participation would also mean that they could be randomized to receive ACC, many 
potential participants did not want to participate in the study, but rather wait until they 
could receive BPR as part of the standard treatment.

Our study confirmed that individuals with eating disorders show impairments in 
functioning and social participation comparable to those seen in people with other SMIs. 
The participants in our small sample (n = 13) had an average score of 124.38 (SD = 22.57) 
with regard to psychosocial functioning measured with the Birchwood social functioning 
scale127. This is comparable to the 126.54 (SD = 21.87) that was found in the total group of 
people with SMIs (see table 1 in chapter 6). Four of the participants with severe and enduring 
eating disorders wanted to attain paid employment, three unpaid employment, one person 
wanted other meaningful daily activities. Five people in this target group had a goal related 
to education (38.5%). This is a relatively large group compared to the 16.8% that was found 
in the total SMI group (including the group with eating disorders), which is not surprising 
as it is a group of relatively young people (mean age = 24.31; SD = 7.00) that is most often 
still engaged in school or study at the moment of onset and during the illness. 

These numbers illustrate that psychiatric rehabilitation is also warranted for people 
with severe and enduring eating disorders. In fact, psychiatric rehabilitation may be 
particularly helpful for individuals with eating disorders because it helps to increase 
autonomy, self-esteem and a sense of being in control of their lives, the lack of which are 
often found to be key mechanisms for the development and persistence of eating disorders 
128,129. Social participation, and meaningful social contacts have been uncovered as key factors 
for successful recovery from eating disorders 130. Engaging in- and pursuing activities that 
are in line with personal values and commitments will increase feelings of volition, autonomy 
and self-determination which are also of critical importance in order to prevent drop-out 
from treatment programs 131. Additionally, engaging in personally meaningful activities such 
as work or education could give individuals with eating disorders extra motivation to improve 
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their eating behaviour and focus on aspects of life that lie beyond the eating disorder. As 
Harrison 132 stated, “Improved vocational and relational status after recovery may be a 
consequence, but also a causal mechanism for recovery”. 

It needs to be acknowledged that there is a large group of individuals that will never 
fully recover from their eating disorders. Psychiatric rehabilitation aimed at personal goals 
may help this group find new identity and meaning in life beyond the eating disorder 133. 
Considering the high rates of chronicity and relapse among individuals with severe and 
enduring eating disorders, several authors have acknowledged that research on eating 
disorders should move beyond targeting weight restoration and primary pathology, and 
focus more on reducing personal and social costs of chronic illness134, as well as increase 
psychological well-being135. 

Conclusion

Individuals with SMIs still experience many problems with social participation, even though 
the beneficial effects of work, education and social contacts have been recognized in 
scientific literature dating back to the 18th century136,137. Several rehabilitation methods have 
been developed in order to promote the social participation of individuals with SMIs. That 
these methods are effective and necessary, can be concluded from the fact that studies on 
rehabilitative methods show significantly higher percentages of participants with SMIs having 
paid employment, unpaid employment, education and social contacts, than observational 
studies where individuals receive no support at all in this respect. However, the percentages 
of attained goals in these studies remain relatively low, indicating that much remains to be 
improved. 

The results from the studies described in this thesis suggest that individuals with SMIs 
who are involuntarily inactive, with severe psychiatric symptoms and problems in 
psychosocial functioning, may need special attention, as this seems to be a particularly 
vulnerable subgroup with many unmet needs in the area of social participation. Furthermore, 
support with social participation should be available to a wider target group of individuals 
with SMIs. Individuals with long and enduring eating disorders also meet the criteria of SMIs 
and could particularly benefit from assistance with social participation.

In previous research, BPR was found to effectively promote social participation in 
individuals with SMIs. However, in this study, BPR was not found to increase social 
participation more than ACC, nor was the intervention cost-effective compared to ACC. The 
timing of the main study, the changing views on the importance of recovery in MHC, the 
short follow-up period, and narrowing the intervention to social participation, may have 
negatively impacted the probability of BPR being superior to ACC. With regard to this last 
point, the high number of individuals wanting to attain regular paid employment was 
challenging as the study was conducted in a time of economic recession, and BPR was not 
specifically designed for these sorts of goals. Rather, BPR was designed as a wide approach 
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to offer support in all rehabilitation areas. This wide focus can be beneficial for people who 
do not have a clear idea of what they want to achieve, but can be disadvantageous when 
BPR practitioners refrain from calling in help from experts in a certain target area.    

Psychiatric rehabilitation outcomes could be improved by ensuring agreement on goals 
between MHC practitioner and patient, as this was uncovered as an essential component 
of successful goal attainment. This should be an ongoing dialogue instead of a one-time 
process, as goals may change over time. On a higher level, improvements could be made 
through systematic implementation strategies of interventions targeting social participation 
but also stigma and cognition, after completing all steps of the knowledge cycle. After all, 
as Aesop already said around 600 BC: “Implementation beats oration”.
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Introduction (Chapter 1)

In the Netherlands, approximately 281,000 people (1.7% population prevalence) meet the 
criteria for serious mental illness (SMI). This group is characterized by 1) a mental disorder 
as described in the DSM (current version 5), 2) a long duration of treatment, and 3) severe 
limitations in functioning. Most people with SMIs have a diagnosis of schizophrenia or 
another psychotic disorder but the definition is not limited to these diagnoses. Comorbidity 
with other mental illnesses and somatic conditions is common. Because of the complex 
interactions between psychiatric symptoms, physical complaints and functional limitations, 
these individuals need access to a broad array of services including rehabilitation support 
with daily living and social participation.

People with SMIs have been segregated from society through a large part of history. 
This gradually changed during the process of deinstitutionalization, a process driven by 
several interacting and mutually reinforcing factors. Some of these were ethical or ideological 
in nature, such as criticism from the anti-psychiatry movement and the desire to reform 
psychiatry into a more humane practice. Others stemmed from practical considerations or 
developments, such as the introduction of psychotropic medication in the 1950s, as well as 
various financial and political considerations. As a result of the deinstitutionalization process, 
more and more people with SMIs began to lead their lives in the community. However, living 
in the community does not automatically equal being a full member of that community. 
Indeed, it has been shown that people with SMIs experience many problems with regard 
to their social participation. Examples include unemployment, stigmatization and a general 
lack of opportunities for education, other meaningful daily activities and social contacts.

In the Netherlands, the deinstitutionalization process took place at a slower pace than 
in many other parts of the world. In the early 1980s, the Dutch government took the initiative 
to establish 57 Regional Institutions for Mental Health Care (RIAGG). In these, various 
formerly separate ambulatory services were merged. In the 1980s, various facilities for 
supported and sheltered housing also came into being. However, these developments did 
not lead to a drastic reduction in the number of beds. Starting in 1993, RIAGGs merged with 
psychiatric hospitals and organizations for supported and sheltered housing to form 
integrated mental health care (MHC) organizations that provide both outpatient and 
inpatient services. The Dutch government continues to promote a decrease in the number 
of beds. This reduction in beds should be accompanied by an expansion in community 
mental health services with a focus on recovery-oriented care including attention for social 
inclusion and participation.

Anno 2021 the social participation of people with SMIs is still severely hampered: most 
are not in paid employment or education, only a few have unpaid work or otherwise 
meaningful daytime activities and many have a very modest number of social contacts. This 
is a serious issue as social participation is seen as an important facilitator of recovery, quality 
of life, and health. Furthermore, most people with SMIs want to increase their social 
participation. The problems that people with SMIs experience with social participation are 
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caused by a complex interplay of mutually reinforcing factors in the individuals’ environment 
as well as in the individuals themselves. Examples of environmental obstacles are lack of 
opportunities or support, or underestimation of one’s potential by potential employers and 
others in the environment, and stigmatization by society. Examples of internal obstacles 
include psychiatric symptoms, cognitive impairments, lack of skills and education (e.g. 
psychotic episodes and admissions), fear of losing social benefits and income, and 
anticipated discrimination and self-stigma.

In Dutch mental health care, a recovery-oriented view has become the most prominent. 
A recovery-oriented view focuses on key concepts such as empowerment, respect, inclusion, 
normalization, resilience, hope, and environmental strengths such as having meaningful 
activities and relationships. In the Netherlands, treatment of individuals with SMIs is 
primarily organized within Flexible Assertive Community Treatment (F-ACT) teams. These 
teams provide medical, psychiatric, social, financial and vocational support, which can be 
intensified according to patients’ needs. Despite their intentions, F-ACT teams are often 
unsuccessful at providing all the support that is needed for  recovery and participation. 
Partly as a result of this, the social participation of individuals with SMIs remains limited. 
In order to promote social participation of people with SMIs, specialized rehabilitative 
support is required. Several methodologies have been developed to this end. One of these 
methodologies - and the one that is central to this thesis - is the Boston University Approach 
to Psychiatric Rehabilitation (BPR).

The Boston University approach to Psychiatric Rehabilitation (BPR) is a method for 
improving the social participation of people with SMIs. With BPR, support can be offered 
with personal goals in all rehabilitation areas: housing, education, work (paid and unpaid) 
and social contacts. Its goal is to help people with psychiatric disabilities achieve their goals 
in these areas, with the least amount of professional support. A central aspect of BPR is that 
the goals and wishes of the individual with SMIs are leading in the rehabilitation process. 
Within BPR, four phases are distinguished: exploring, choosing, getting and keeping 
rehabilitation goals. Each phase consists of several techniques and sub-techniques that can 
be used by the BPR practitioner to optimally help individuals with SMIs through the 
rehabilitation process. Previous studies about the effectiveness of BPR showed that the 
approach had a positive effect on psychiatric symptoms, quality of life, personal and 
psychosocial functioning, health, empowerment, social contacts, and social participation. 
Also, people who were supported with BPR attained their personal goals more often than 
those who were supported with regular care.

These positive outcomes led to recommendation of BPR in several Dutch guidelines 
and care standards. Nevertheless, it did not lead to wide-scale implementation of BPR in 
the Netherlands. A possible barrier to further implementation might be the lack of insight 
into the cost-effectiveness (the ratio between the cost of a method and the result achieved) 
of BPR, particularly in the area of social participation. Therefore, a cost-effectiveness study 
is needed to provide more insight into this matter.
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Aim thesis

The aim of this thesis is twofold: The first aim is to gain more insight into the factors that 
predict social participation and rehabilitation goal attainment among individuals with SMIs. 
The second aim is to gain more insight into the effectiveness and cost-effectiveness of BPR 
as a method to improve the social participation of individuals with SMIs. 

With regard to the first aim, it was first investigated whether subgroups of individuals 
with SMIs can be distinguished based on their actual level of social participation and 
expressed needs for support in this area, and whether these subgroups differ with regard 
to psychiatric symptoms, quality of life, and sociodemographic factors. Second, it was 
investigated which aspects of the working alliance between patient and practitioner predict 
rehabilitation goal attainment and whether rehabilitation goal attainment leads to 
improvements in the quality of life of people with SMIs. 

With regard to the second aim of this thesis, the effectiveness of BPR was examined 
in comparison to an active control condition with regard to improving social participation, 
subjective rehabilitation goal attainment, subjective quality of life, personal recovery, self-
efficacy, and social functioning in individuals with SMIs. Also, it was examined whether BPR 
is more cost-effective than an active control condition with regard to the improvement of 
social participation in people with SMIs, and what mental healthcare costs are related to 
this group of service users. To ensure that BPR was implemented according to model 
guidelines in these studies, a model fidelity instrument was developed called Fidelity of 
Rehabilitation (FiRe), and its feasibility and psychometric properties were evaluated.

Results (chapter 2-7)

To gain more insight into the factors that influence the social participation of people with 
SMIs, chapter 2 investigated which factors influence participation in and needs for work 
and other daytime activities among individuals with SMIs. A latent class analysis (LCA) using 
routine outcome monitoring data from 1069 patients of FACT teams from Altrecht Institute 
for Mental health Care was conducted, to investigate whether subgroups of people with 
SMIs can be distinguished based on participation in work or other daytime activities and 
needs for care in these areas. Furthermore, differences between these subgroups were 
analyzed.

The results showed that four subgroups could be distinguished: (1) an inactive group 
without daytime activities or paid employment and many needs for care in these areas. This 
group was labeled as involuntary inactive (20.9% of participants); (2) a moderately active 
group with some daytime activities, no paid employment, and few needs for care. This group 
was labeled moderately active without needs (42.6%); (3) an active group with more daytime 
activities, no paid employment, and mainly met needs for care. This group was labeled active 
with fulfilled needs (21.5%); and (4) a group engaged in paid employment without needs for 
care in this area. This group was labeled as active in paid employment (14.9%). 
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 These subgroups differ from each other with respect to age, duration in MHC, living 
situation, educational level, the presence or absence of a life partner, needs for care 
regarding social contacts, quality of life, psychosocial functioning, and psychiatric symptoms. 
No differences were found with respect to clinical diagnosis or gender. Each subgroup 
presents specific challenges, which underlines the need for tailored rehabilitation 
interventions. Special attention is needed for people who are involuntarily inactive, with 
severe psychiatric symptoms and problems in psychosocial functioning as this seems to be 
a particularly vulnerable subgroup. 

Supporting people with SMIs in reaching personal goals is a core aspect of psychiatric 
rehabilitation. This core aspect is addressed in chapter 3, which aims to find which aspects 
of the working alliance are predictive of successful rehabilitation goal attainment in 
individuals with SMIs. Also, the underlying assumption that rehabilitation goal attainment 
improves quality of life was tested on its validity. To investigate this, secondary multiple 
logistic and multiple regression analyses were conducted of data from the randomized 
controlled trial (RCT) on goal attainment by people supported with BPR (N=80) versus a 
generic approach (N=76), that was performed previously by members of the research 
group. 

The current study showed that rehabilitation goal attainment at 24 months was 
significantly predicted by a specific aspect of the working alliance, namely the agreement 
on goals. No effects were found for agreement on tasks or the bond between patient and 
practitioner. Furthermore, successful goal attainment significantly predicted quality of life 
at 24 months. These effects were independent of the rehabilitation approach used (i.e. 
independent of the positive effect of BPR on rehabilitation goal attainment). The conclusion 
of the study was that a good bond between patient and practitioner is not enough to 
successfully work on rehabilitation goals. The findings suggest that it is important to discuss 
patients’ wishes and ambitions and form an agreement on the goals to be achieved. Also, 
attaining rehabilitation goals directly influenced the subjective quality of life of individuals 
with SMIs, which underscores the importance of psychiatric rehabilitation for this group of 
people.

To investigate whether BPR would be an effective and cost-effective method to improve 
the social participation of people with SMIs, a randomized controlled trial was designed and 
conducted. In chapter 4, the design and methods of the trial are elaborately outlined (Trial 
registration: Current Controlled Trials: ISRCTN88987322. Registered 13 May 2014). The study 
was designed as a multi-site RCT, in which 250 adults (18–64 years of age) with SMIs would 
be randomly allocated to the experimental (BPR) or the active control condition (ACC). All 
participants were offered support aimed at personal rehabilitation goals and monitored 
over a one-year period. Outcomes were measured at baseline, and at 6 and 12 months after 
enrolment. The results of the study are described in Chapter 6.
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Chapter 5 describes the feasibility and psychometric analysis of an instrument 
developed to assess the model fidelity of working with BPR in Dutch mental health care. 
The instrument is intended to measure and improve the degree of BPR model fidelity and 
the competence of the BPR practitioner at an individual level and within individual 
rehabilitation processes. It is based on two previous versions of instruments for measuring 
BPR model fidelity and was developed with (inter)national BPR experts. The final instrument 
has been named Fidelity of Rehabilitation (FiRe). With FiRe, the extent to which individual 
practitioners correctly apply the different BPR techniques is derived from written progress 
reports about the sessions, and assessed on a scale ranging from 1 (lowest level of model 
adherence) to 5 (highest level of model adherence). In this study, the content of 114 individual 
rehabilitation processes was documented by the 27 rehabilitation practitioners who 
delivered the approach. Rotating pairs of four BPR specialists used FiRe to evaluate the 
degree of BPR model fidelity as described in these written progress reports.  

The results showed that interrater reliability was good (.66) as were correlations 
between the first and second assessments (.74). FiRe was able to distinguish between IRB 
experts and non-experts, expressing concurrent validity. Scores on FiRe were also related 
to rehabilitation attitude, a potentially similar construct. In this study, the average level of 
BPR model fidelity was low (in almost 70% of the trajectories, practitioners received FiRe 
scores of 1 - 2.5). Overall FiRe scores improved slightly during the 10.5-month study period, 
but this effect was not significant. Nevertheless, practitioners reported that the FiRe-based 
feedback they received helped them improve their BPR skills.

It was concluded that this first version of FiRe is a valid and reliable instrument with 
which to gain insight into the quality and fidelity of individual BPR practitioners’ rehabilitation 
practices. The instrument used in this study will be further developed in line with study 
results. More importantly, FiRe raises questions about the definition of “good BPR”, a topic 
that should be explored more extensively in future research. 

Chapter 6 investigated the effectiveness of BPR with respect to improving the social 
participation of people with SMIs. BPR was compared to an active control condition (ACC), 
in which practitioners had also been explicitly instructed to work on personal rehabilitation 
goals (see the description of the study in Chapter 4). A randomized controlled trial was 
conducted among 188 people with SMIs (BPR=98; ACC=90) at Altrecht Institute for Mental 
health Care, Parnassia Psychiatric Institute (formerly Dijk and Duin), Cosis (formerly Promens 
Care), Lister and Brijder. Multilevel modeling showed that participants in both groups 
improved their level of social participation, quality of life and psychosocial functioning during 
the study period. BPR however, was not found to be more effective than ACC on any of the 
primary or secondary outcome measures. Greater social participation was predicted by 
prior work experience and a lower intensity of psychiatric symptoms. 

The lack of a significant effect of BPR could be due to the fact that practitioners in ACC 
were significantly more likely to engage help from specialist employment services including 
IPS job coaches, even though engaging additional help was allowed in both conditions. It is 
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also possible that ACC has become more focused on the importance of psychiatric 
rehabilitation in recent years and that this has reduced the difference between the two 
conditions. Low adherence to BPR model fidelity could also be a possible explanation for 
the lack of an effect. However, the per-protocol analysis did not confirm this. By extension, 
BPR might be difficult to implement due to its complex and layered nature. Furthermore, 
almost half of the study participants wanted paid work and BPR was not specifically 
developed to attain these types of goals. Finally, external factors such as changes in 
legislation and regulation during the study period and the economic recession may have 
had an influence.

It was concluded that in this study sample, ACC was as effective as BPR with respect to 
improving the social participation of individuals with SMIs. The percentages of study 
participants who found (paid) work or other meaningful activities were around 43% (paid 
work 31%) and this is much higher than in observational studies without specific support for 
social participation where percentages around 4% are found. Therefore, it is suggested that 
focused rehabilitation efforts are beneficial, irrespective of the specific methodology used. 

Chapter 7 presents the cost-effectiveness and budget impact of BPR based on data 
gathered in the RCT described in chapter 4 and 6. Costs were assessed with the Treatment 
Inventory of Costs in Patients with psychiatric disorders (TIC-P). Outcome measures for the 
cost-effectiveness analysis were incremental cost per Quality Adjusted Life Year (QALYs) 
and incremental cost per proportional change in social participation. Budget impact was 
investigated using four different implementation scenarios.

The results showed that total costs per participant at 12-month follow-up were €12,886 
in BPR and €12,012 in ACC, a non-significant difference. The types of expenditures in which 
the most costs were incurred were supported and sheltered housing, inpatient care, 
outpatient care, and participation in organized activities. Total intervention costs after 12 
months were €550 in BPR and €490 in ACC. BPR was not found to be cost-effective with 
regard to social participation or QALYs. Estimated budget impact ranged from cost savings 
to €190 million, depending on the exact implementation scenario.

It was concluded that BPR is not a cost-effective method for improving the social 
participation of people with SMIs, compared to ACC. As the cost-effectiveness of BPR was 
investigated in the area of social participation, while BPR is designed to offer support in all 
rehabilitation areas, the results should not be applied to the method as a whole.

Discussion (Chapter 8)

Finally, chapter 8 provides an integration of the results, and a general discussion placing 
the findings in a broader context. Six main themes are discussed. 

The first main theme for discussion is the ongoing need for support with social 
participation for the target population. Over the past 30 years, many studies have been 
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conducted demonstrating the need for and the many benefits of social participation, 
particularly paid employment. However, the rates of individuals with SMIs that actively 
participate in society have remained low during this period. Not only when compared to 
the general population, but also when compared to people with physical disabilities. This 
is worrying as social participation is an important facilitator of quality of life, and associated 
with many (mental) health benefits. Low participation levels also translate into high costs 
for society. This shows that there is still ongoing need for support with social participation 
for individuals with SMIs.

The second main theme for discussion is the relationship between social participation 
and community integration, and the role of stigma within this relationship. Both social 
participation and community integration are core aspects of psychiatric rehabilitation 
methods. Social participation is an important aspect of community integration. Community 
integration can be hampered by personal as well as environmental factors - stigmatization 
in particular. Stigmatization is the process of negatively labeling, condemning and excluding 
a group of individuals, in this case people with SMIs. It has serious consequences such as 
creating social distance between people with SMIs and the general public. That stigmatization 
is a frequently encountered problem is illustrated by the fact that approximately 75% of 
members of a Dutch panel of people with SMIs indicated they had experienced some form 
of stigma in the past two years. Psychiatric rehabilitation could play an important role in 
reducing stigmatization, as working on personal goals increases self-esteem and a positive 
self-image, and decreases fear of rejection or negative reactions from other people. It may 
also help decrease public stigma by showing the general public that people with SMIs can 
fulfill various social roles. Utilizing experiential knowledge is a key ingredient of modern 
anti-stigma interventions, for any target group. Fortunately, the necessity of combatting 
stigma is increasingly recognized by various stakeholders, and the topic has found its way 
into global research agendas.

The third main theme for discussion is the vital importance of targeted and expert 
support in order to improve the social participation of people with SMIs. This becomes clear 
when the rates of attained social participation goals described in chapter 6 are compared 
to naturalistic studies in which no targeted support with social participation is provided. 
Theses naturalistic studies show that although many people with SMIs want to increase 
their social participation, only few are able to do so without professional assistance. The 
question that arises from this fact is: does rehabilitative support receive enough attention 
in MHC? In recent years, MHC organizations have increasingly adopted a recovery-oriented 
vision, which includes attention to psychiatric rehabilitation. However, despite this 
development, support with recovery and social participation is not always integrated in daily 
practice. The fact that there is a need for more professional support in realizing social 
participation goals in mental healthcare, is underlined by the observation made earlier in 
this chapter that the participation rates of people with SMIs have remained relatively stable 
over the past 30 years. This suggests that a growing awareness for recovery and rehabilitation 
among MHC professionals is not enough to promote the social inclusion of people with 
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SMIs. It is critical that MHC professionals not only become aware of the importance of 
recovery and social participation, but also have the opportunity and time to provide the 
required support. If necessary skills or knowledge are lacking, it should be possible to involve 
or refer to more specialized services. Furthermore, structural implementation of evidence-
based psychiatric rehabilitation methods is needed, which is only possible with sufficient 
financial, administrative, and political support.

The fourth main theme for discussion is the influence of the economic and legal 
context in which the study on BPR effectiveness was conducted. The study on BPR 
effectiveness was conducted from March 2014 to August 2017. During this period, the 
Netherlands was still recovering from an economic recession caused by the global credit 
crisis, and the unemployment rate was relatively high. People with a pre-existing distance 
to the labor market -such as our study participants- became particularly vulnerable during 
the economic downturn, because there was a general difficulty in finding jobs, and they 
had not been able to take advantage of better economic conditions. Parallel to the economic 
recession, changes in Dutch legislation occurred, starting with the introduction of the 
Participation Act (NL: Participatiewet), and the new social support act (Dutch: wet 
maatschappelijke ondersteuning (wmo)) in 2015. These acts caused tasks that were 
originally the responsibility of the mental health sector to shift to local governments, with 
extensive transitions in both funding and services. In many cases, this shift caused problems 
for people with SMIs, including our study participants. For instance, study participants 
could be limited in their opportunities to spend more hours in organized daily activities, 
or to enroll in education, because funding was lacking. In some cases, this could seriously 
hamper the attainment of personal rehabilitation goals.

A fifth main theme for discussion is the suitability of BPR as a rehabilitation method 
to improve social participation. A strength of BPR is that it is a broad approach that can be 
used to provide support in all rehabilitation areas. However, a possible disadvantage of a 
broad approach is that it may be less suitable for goals in very specific areas such as 
competitive employment or education. More specialized methods such as IPS or supported 
education -which has its roots in BPR- may be more effective for individuals with these types 
of goals. An interesting finding in the RCT on BPR effectiveness (chapter 6), was that 
practitioners in ACC engaged external resources such as job coaches significantly more 
often than BPR practitioners. Involving other resources when needed is an important part 
of BPR. However, this component is only addressed in an advanced part of BPR training and 
not all BPR practitioners in our study had completed this part of training. In line with that, 
perhaps BPR training should adopt the concept of the T-shaped professional. This means 
having both deep, specialist knowledge about rehabilitation, but also the abilities and 
competencies to connect with professionals from other disciplines, without abandoning 
BPR’s core principle that the wishes of the individual with SMIs should be leading the 
rehabilitation process. 

The studies described in chapters 5 and 6 show that rehabilitation processes are not 
always conducted according to model guidelines. Possible reasons for this could be deviation 
from protocol (‘program drift’), lack of time to write full progress reports, or perhaps the 
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fact that BPR might be too complex for the average social worker with its distinct jargon, 
layered nature and high level of detail. In response to these criticisms and the results of this 
study, Rehabilitation ‘92, the organization that provides training in and support with BPR 
implementation in the Netherlands, continues to update and improve existing teaching 
materials. Whether their adaptations will have an effect on BPR fidelity and effectiveness 
will have to be subject of future evaluations.

As the sixth main theme for discussion, the strengths and limitations of the studies 
described in this thesis are discussed. The first strength is the use of a broad definition of 
social participation that includes not only competitive employment, but also unpaid 
employment, education, and other meaningful daily activities. This is important because 
competitive employment has many benefits but is not always a viable option for people 
with SMIs. It is also not always desired. The second strength is the identification of factors 
that predict social participation (chapter 2) and rehabilitation success (chapter 3). This 
information is needed to optimize existing psychiatric rehabilitation methodologies, and 
tailor rehabilitation programs to the different needs of service users. A third strength is that 
the studies described in chapters 6 and 7 contribute to the knowledge of BPR. Despite the 
fact that BPR has been implemented in MHC in several countries and has influenced the 
way recovery is viewed, little research has been conducted on its effectiveness, and until 
now, none on its cost-effectiveness. The fourth and final strength is that we have conducted 
the only cost-effectiveness study on BPR to date. The cost-effectiveness study provides 
insight into the various costs associated with the care for individuals with SMIs, which may 
be of particular use to those making policy that affects the target group.

The first limitation related to the design of the main study and the research process 
was inclusion problems. The main study (chapters 6 and 7) faced serious problems with 
regard to the inclusion of participants. As a consequence, it took eight months longer than 
expected to complete the inclusion period. The second limitation was difficulties in 
establishing contact between BPR practitioner and study participant. Some BPR and ACC 
practitioners found it hard to establish contact with their assigned participant, or vice-versa. 
As a result, not all rehabilitation processes were initiated.  The third limitation was the short 
follow-up period. Psychiatric rehabilitation takes time and a one-year follow-up period may 
have been too short, particularly for the cost-effectiveness study. The previous Dutch RCT 
on the effectiveness of BPR had a follow-up period of two years and the number of attained 
goals increased substantially between the first and second year.

Chapter 8 also provides implications for clinical practice and recommendations for 
future research, based on the study results. Implications for clinical practice are that 
attention and structural support should be given to the social participation of people with 
SMIs. This should include attention to specific personal rehabilitation goals rather than 
taking a more general and open approach towards rehabilitation. Because attention to 
personal rehabilitation goals is a central feature of BPR, this could be a good method of 
providing the needed support with social participation. However, the research in Chapter 
6 showed that BPR did not work better than ACC in this area. When making decisions on 
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reimbursement or implementation of BPR, it must be realized that we evaluated BPR within 
the very specific context of social participation, whereas BPR was originally intended to 
provide support in all rehabilitation areas. Therefore, the results cannot simply be applied 
to the method as a whole. In the main study in Chapter 6, 31% of all goals in the area of 
paid employment were achieved. This is much higher than the percentages (around 4%) 
found in studies where no psychiatric rehabilitation support is provided. It is, therefore, 
important that psychiatric rehabilitation is widely implemented and available to all MHC 
consumers.

Recommendations for future research are to develop an overarching research program 
for psychiatric rehabilitation using the knowledge cycle as a tool to aid this development. 
In developing such a program it is important to involve consumers / experts by experience 
in all phases of the knowledge cycle. A methodological recommendation for (funders of) 
future research is to enable the use of a longer follow-up period, especially when studying 
cost-effectiveness. This is important to capture both short and long-term outcomes. 
Rehabilitation research in general should focus more on setting and achieving personal 
goals as an outcome measure, and ways to measure goal attainment should be optimized. 
Several tools have been developed to better measure personal goals such as the 2-COM 
(2-way communication), GAS (goal attainment scaling), and CASIG (Clients Assessment of 
Strengths, Interests, and Goals). The effectiveness of psychiatric rehabilitation could be 
further improved by gaining a better understanding of the working mechanisms of BPR. 
This understanding could also help to further define exactly what good BPR entails. By 
extension, methods that clarify what works for whom, promote the tailoring of care to 
individual needs. Specific topics that deserve more research attention are factors that 
influence social participation, and interventions that focus on social contacts and meaningful 
daily activities other than paid employment. A separate section in the discussion is devoted 
to people with severe and enduring eating disorders. Future research should also focus on 
psychiatric rehabilitation for this group of people since they are often relatively young and 
exhibit impairments in functioning similar to those seen in people with other SMIs.

The chapter closes with a general conclusion, which stresses the importance of targeted 
support with social participation through psychiatric rehabilitation methods for people with 
SMIs. This support should be available to all people with SMIs. In the main study, BPR did 
not increase the social participation of people with SMIs more than ACC; both approaches 
were found to increase the social participation of people with EPA. Also, the intervention 
was not cost-effective compared to ACC. There may be several reasons for not finding a 
greater effect for BPR, for instance the fact that a large number of participants wanted paid 
employment, which may require more specific support. At the individual level, psychiatric 
rehabilitation outcomes could be improved by focusing on agreement between MHC 
practitioner and patient about the goals being worked on. At a higher level, outcomes could 
be improved through systematic implementation of strategies aimed at social participation.
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Introductie (Hoofdstuk 1)

In Nederland voldoen ongeveer 281.000 mensen (1.7% populatieprevalentie) aan de criteria 
van een ernstige psychische aandoening (EPA). Deze groep wordt gekenmerkt door 1) een 
psychische aandoening zoals beschreven in de DSM (huidige versie 5), 2) een lange 
behandelduur en 3) ernstige beperkingen in het functioneren. De meeste mensen met EPA 
hebben de diagnose schizofrenie of een andere psychotische aandoening maar ook andere 
diagnoses kunnen onder de definitie vallen. Comorbiditeit komt veel voor, zowel met andere 
psychische aandoeningen als met somatische aandoeningen. Door de complexe interacties 
tussen psychische symptomen, lichamelijke klachten en functionele beperkingen hebben 
mensen met EPA toegang nodig tot een breed spectrum aan zorg en begeleiding, waaronder 
ondersteuning op het gebied van het dagelijks leven en maatschappelijke participatie. 

Mensen met EPA zijn lang afgezonderd van de rest van de samenleving. Dit veranderde 
geleidelijk tijdens het proces van deïnstitutionalisering. Dit proces werd gedreven door 
diverse elkaar beïnvloedende en versterkende factoren. Dit waren deels ethische of 
ideologische factoren zoals de kritiek vanuit de antipsychiatrie en het streven om de 
psychiatrie te hervormen tot een meer humane praktijk. Andere factoren kwamen voort uit 
praktische overwegingen of ontwikkelingen, zoals de introductie van psychotrope medicatie 
in de jaren vijftig en diverse financiële en politieke overwegingen. Als gevolg van het 
deïnstitutionaliseringsproces gingen steeds meer mensen met EPA midden in de samenleving 
leven. Midden in de samenleving leven betekent echter niet automatisch dat iemand ook 
volwaardig deel uitmaakt van diezelfde samenleving. Het is immers gebleken dat mensen 
met EPA veel problemen ervaren met betrekking tot hun maatschappelijke participatie. 
Voorbeelden hiervan zijn werkloosheid, stigmatisering en een algeheel gebrek aan kansen 
voor opleiding, andere betekenisvolle dagelijkse activiteiten en sociale contacten.

In Nederland vond het deïnstitutionaliseringsproces plaats op een langzamer tempo 
dan in veel andere delen van de wereld. Begin jaren 80 van de 20e eeuw nam de Nederlandse 
regering het initiatief tot de oprichting van 57 Regionale Instellingen voor Ambulante 
Geestelijke Gezondheidszorg (RIAGG). Hierin werden verschillende ambulante diensten 
gefuseerd. In de jaren 80 ontstonden ook verschillende faciliteiten voor begeleid en 
beschermd wonen. Deze ontwikkelingen leidden echter niet tot een drastische afname in 
het aantal bedden. Vanaf 1993 fuseerden RIAGG’s met psychiatrische ziekenhuizen en 
organisaties voor begeleid en beschermd wonen tot geïntegreerde geestelijke 
gezondheidszorg (ggz) organisaties die zowel ambulante als intramurale diensten verlenen. 
De Nederlandse regering blijft zich inzetten voor een vermindering van het aantal bedden. 
Deze vermindering moet gepaard gaan met een uitbreiding van de ggz dienstverlening in 
de samenleving met een focus op herstelgerichte zorg, inclusief aandacht voor sociale 
inclusie en participatie. 

Anno 2021is de maatschappelijke participatie van mensen met EPA nog steeds ernstig 
beperkt: de meesten hebben geen betaald werk en volgen geen opleiding, slechts enkelen 
hebben onbetaald werk of anderszins zinvolle dagbesteding en velen hebben een heel 
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bescheiden aantal sociale contacten. Dit is een fors probleem omdat maatschappelijk 
participatie gezien wordt als een bevorderende factor voor herstel, kwaliteit van leven en 
gezondheid. De meeste mensen met EPA willen ook meer participeren in de maatschappij. 
De problemen die zij hierbij ervaren worden veroorzaakt door een complexe interactie van 
elkaar wederzijds beïnvloedende factoren. Deels heeft dit te maken met de omgeving van 
de persoon maar deels ook met de belemmeringen bij de persoon zelf. Voorbeelden van 
omgevingsfactoren zijn een gebrek aan kansen of steun, of onderschatting van iemands 
mogelijkheden door potentiele werkgevers en anderen in de omgeving en stigmatisering 
door de maatschappij. Interne obstakels zijn bijvoorbeeld psychische symptomen, cognitieve 
beperkingen, gebrek aan vaardigheden en opleiding (bijvoorbeeld psychotische episodes 
en opnames), angst voor het verliezen van uitkeringen en inkomen en geanticipeerde 
discriminatie en zelfstigma.

In de Nederlandse ggz is een herstelgerichte visie de meest toonaangevende geworden. 
Een herstelgerichte visie richt zich op centrale concepten zoals empowerment, respect, 
inclusie, normalisatie, veerkracht, hoop en sterke punten in de omgeving zoals het hebben 
van betekenisvolle activiteiten en relaties. In Nederland is de zorg voor mensen met EPA 
voornamelijk georganiseerd binnen Flexible Assertive Community Treatment (F-ACT) teams. 
Deze teams verzorgen medische, psychische, sociale en financiële steun en hulp bij het 
vinden van werk of andere dagelijkse activiteiten. Deze steun kan op- en afgeschaald 
worden naar gelang de behoefte van de patiënt. Ondanks hun voornemens lukt het F-ACT 
teams vaak niet om alle benodigde steun bieden op het gebied van herstel en participatie. 
Mede als gevolg daarvan blijft de maatschappelijke participatie van mensen met EPA 
beperkt. Om de maatschappelijke participatie van mensen met EPA te bevorderen is 
gespecialiseerde rehabilitatieve ondersteuning nodig waarvoor diverse methoden zijn 
ontwikkeld. Eén van deze methodieken – en degene die centraal staat in dit proefschrift –  
is de Individuele Rehabilitatie Benadering (IRB).

De Individuele Rehabilitatie Benadering (IRB) is een methode om de maatschappelijke 
participatie van mensen met EPA te bevorderen. Met de IRB kan begeleiding geboden 
worden bij persoonlijke doelen op alle rehabilitatiegebieden: wonen, werken (betaald en 
onbetaald), leren en sociale contacten. Het doel van de IRB is om mensen met psychische 
aandoeningen te helpen om hun doelen te bereiken op deze gebieden met zo min mogelijk 
professionele hulp. Een centraal kenmerk van de IRB is dat de doelen en wensen van de 
persoon met EPA leidend zijn in het rehabilitatieproces. Binnen de IRB worden vier fasen 
onderscheiden: het verkennen, kiezen, verkrijgen en behouden van rehabilitatiedoelen. 
Iedere fase bestaat uit verschillende technieken en deeltechnieken die trajectbegeleiders 
kunnen inzetten om zo goed mogelijk aan te sluiten bij de patiënt. Eerdere onderzoeken 
naar de effectiviteit van de IRB hebben laten zien dat de methode een positief effect had 
op psychische symptomen, kwaliteit van leven, persoonlijk en psychosociaal functioneren, 
gezondheid, empowerment, sociale contacten en maatschappelijke participatie. Tevens 
behaalden mensen die met de IRB ondersteund werden vaker hun persoonlijke doelen dan 
degenen die met reguliere zorg ondersteund werden.



|  Chapter 10

204

Deze positieve uitkomsten hebben ertoe geleid dat de IRB wordt aanbevolen in diverse 
Nederlandse richtlijnen en zorgstandaarden. Desalniettemin is de IRB nog niet breed 
geïmplementeerd in Nederland. Een mogelijke belemmering hiervoor zou het gebrek aan 
inzicht in de kosteneffectiviteit (de verhouding tussen wat een methode kost en het 
opgeleverde resultaat) van de IRB kunnen zijn, met name op het gebied van maatschappelijke 
participatie. Een kosteneffectiviteitsstudie is dan ook nodig om hier inzicht in te verschaffen.

Doel proefschrift

Het doel van dit proefschrift is tweeledig: het eerste doel is meer inzicht te verkrijgen in de 
factoren die maatschappelijke participatie en het behalen van rehabilitatiedoelen voorspellen 
bij mensen met EPA. Het tweede doel is meer inzicht verkrijgen in de effectiviteit en 
kosteneffectiviteit van de IRB als methode om de maatschappelijke participatie van mensen 
met EPA te bevorderen. 

Met betrekking tot het eerste doel is onderzocht of er subgroepen van mensen met 
EPA onderscheiden kunnen worden gebaseerd op hun daadwerkelijke niveau van 
maatschappelijke participatie en zorgbehoefte op dit gebied en of deze subgroepen 
verschillen met betrekking tot psychische symptomen, kwaliteit van leven en 
sociodemografische factoren. Vervolgens is onderzocht welke aspecten van de werkalliantie 
tussen patiënt en hulpverlener het behalen van rehabilitatiedoelen voorspellen en of het 
behalen van rehabilitatiedoelen leidt tot verbeteringen in de kwaliteit van leven van mensen 
met EPA.

Wat betreft  het tweede doel van dit proefschrift is de effectiviteit van de IRB onderzocht 
in vergelijking tot een actieve controleconditie met betrekking tot het verbeteren van de 
maatschappelijke participatie, subjectief gevoel van doelen halen, subjectieve kwaliteit van 
leven, persoonlijk herstel, self-efficacy en sociaal functioneren van mensen met EPA. Ook 
is onderzocht of de IRB kosteneffectiever is dan een actieve controleconditie met betrekking 
tot het verbeteren van de maatschappelijke participatie van mensen met EPA en welke 
kosten verbonden zijn aan deze groep zorggebruikers. Om ervoor te kunnen zorgen dat de 
IRB in deze onderzoeken werd uitgevoerd zoals bedoeld, is een modelgetrouwheidsinstrument 
ontwikkeld genaamd Fidelity of Rehabilitation (FiRe) en zijn de haalbaarheid en 
psychometrische eigenschappen van dat instrument geëvalueerd. 

Resultaten (hoofdstuk 2-7)

Om meer inzicht te krijgen in de factoren die van invloed zijn op de maatschappelijke 
participatie van mensen met EPA is in hoofdstuk 2 onderzocht welke factoren bij mensen 
met EPA voorspellend zijn voor de deelname en behoefte aan betaald werk en andere 
betekenisvolle dagelijkse activiteiten. Een latente klasse analyses (LKA) is uitgevoerd waarin 
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gebruik gemaakt is van de Routine Outcome Monitoring (ROM) data van 1069 cliënten van 
FACT teams van Altrecht GGZ, om te onderzoeken of subgroepen van mensen met EPA 
onderscheiden kunnen worden gebaseerd op deelname aan werk en andere dagelijkse 
activiteiten en zorgbehoeften op deze gebieden. Ook zijn de verschillen tussen deze 
subgroepen onderzocht.

De resultaten van de LKA lieten zien dat vier subgroepen konden worden 
onderscheiden: (1) een inactieve groep zonder dagelijkse activiteiten of betaald werk en 
veel zorgbehoefte op deze gebieden. Deze groep werd gelabeld als onvrijwillig inactief 
(20.9% van de deelnemers); (2) een gematigd actieve groep met wat dagelijkse activiteiten, 
geen betaald werk en weinig zorgbehoeften. Deze groep werd gelabeld als gematigd actief 
zonder behoeften (42.6%); (3) een actieve groep met meer dagelijkse activiteiten, geen 
betaald werk en voornamelijk zorgbehoeften waaraan voldaan is. Deze groep werd 
benoemd als actief met behoeften waaraan voldaan is (21.5%); en (4) een groep die betaald 
werk heeft zonder zorgbehoefte op dit gebied. Deze groep werd benoemd als actief in 
betaald werk (14.9%). 

De groepen verschilden van elkaar met betrekking tot leeftijd, duur in zorg, woonsituatie, 
opleidingsniveau, het hebben van een levenspartner of niet, zorgbehoefte op het gebied van 
sociale contacten, kwaliteit van leven, psychosociaal functioneren en psychische symptomen. 
Er werden geen verschillen gevonden met betrekking tot klinische diagnose of gender. Elke 
subgroep brengt specifieke uitdagingen met zich mee wat de behoefte aan maatwerk op het 
gebied van psychiatrische rehabilitatie onderstreept. Speciale aandacht is nodig voor mensen 
die onvrijwillig inactief zijn met ernstige symptomen en problemen in psychosociaal 
functioneren omdat dit een bijzonder kwetsbare subgroep lijkt te zijn.

Het ondersteunen van mensen met EPA bij het behalen van persoonlijke doelen is een 
kernaspect van psychiatrische rehabilitatie. Dit kernaspect is aan de orde in hoofdstuk 3, 
waarin de vraag centraal staat welke aspecten van de werkalliantie voorspellend zijn voor 
het behalen van rehabilitatiedoelen. Ook werd de onderliggende aanname getoetst dat het 
behalen van rehabilitatiedoelen de kwaliteit van leven verbetert. Om dat te onderzoeken 
zijn secundaire multivariate logistische regressie en multipele regressie analyses uitgevoerd 
op data van een door leden van de onderzoeksgroep eerder uitgevoerde randomized 
controlled trial (RCT) over het behalen van doelen bij mensen die met de IRB ondersteund 
zijn (N = 80) of met een generieke benadering (N = 76). 

De studie liet zien dat het behalen van rehabilitatiedoelen na 24 maanden significant 
voorspeld werd door een specifiek aspect van de werkalliantie, namelijk de overeenstemming 
over het doel. Er werden geen effecten gevonden voor de overeenstemming over de taken 
of de band tussen patiënt en trajectbegeleider. Daarnaast was het behalen van 
rehabilitatiedoelen voorspellend voor de kwaliteit van leven na 24 maanden. Deze effecten 
waren onafhankelijk van de gebruikte rehabilitatiebenadering (d.w.z. onafhankelijk van het 
positieve effect van de IRB op het halen van rehabilitatiedoelen). De conclusie van het 
onderzoek was dat een goede band tussen patiënt en trajectbegeleider niet voldoende is 
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om succesvol aan rehabilitatiedoelen te werken. De bevindingen suggereren dat het 
belangrijk is om de wensen en ambities van de patiënt te bespreken en te komen tot 
overeenstemming over de te bereiken doelen. Tevens beïnvloedt het behalen van 
rehabilitatiedoelen direct de subjectieve kwaliteit van leven van mensen met EPA wat het 
belang van psychiatrische rehabilitatie voor deze groep mensen benadrukt. 

Om te onderzoeken of de IRB een effectieve en kosteneffectieve methode zou zijn om 
de maatschappelijke participatie van mensen met EPA te verbeteren, is een gerandomiseerd, 
gecontroleerd onderzoek opgezet en uitgevoerd (Eng: randomized controlled trial (RCT)). 
Hoofdstuk 4 gaat uitgebreid in op het ontwerp en de methoden van de trial (Trial registratie: 
Current Controlled Trials: ISRCTN88987322. Geregistreerd op 13 mei 2014). Het onderzoek 
werd opgezet als een RCT op meerdere locaties waarin 250 volwassenen (18-64 jaar) met 
EPA willekeurig toebedeeld zouden worden aan de experimentele (IRB) of de actieve controle 
conditie (ACC). Alle deelnemers werd begeleiding aangeboden gericht op persoonlijke 
rehabilitatiedoelen en ze werden gemonitord over een periode van een jaar. De 
uitkomstmaten werden gemeten op baseline en op 6 en 12 maanden na het begin van 
deelname aan het onderzoek. De resultaten van het onderzoek worden beschreven in 
hoofdstuk 6.

In Hoofdstuk 5 worden de haalbaarheid en psychometrische eigenschappen 
beschreven van een meetinstrument dat ontwikkeld is om de modeltrouw vast te stellen 
van het werken met de IRB in de Nederlandse gezondheidszorg. Het instrument is bedoeld 
om de mate van IRB modeltrouw en de competentie van de trajectbegeleider te meten en 
te verbeteren op een individueel niveau en binnen individuele rehabilitatietrajecten. Het is 
gebaseerd op twee eerdere versies van instrumenten om IRB modeltrouw te meten en werd 
ontwikkeld met (inter)nationale IRB experts. Het uiteindelijke instrument is Fidelity of 
Rehabilitation (FiRe) gedoopt. Met FiRe wordt de mate waarin individuele trajectbegeleiders 
de verschillende technieken van de IRB toepassen, afgeleid uit schriftelijke 
voortgangsverslagen van de sessies en vastgesteld op een schaal van 1 (laagste niveau van 
modeltrouw) tot 5 (hoogste niveau van modeltrouw). In deze studie is de inhoud van 114 
rehabilitatietrajecten gedocumenteerd door de 27 rehabilitatie-trajectbegeleiders die de 
trajecten hebben uitgevoerd. Roterende paren van vier IRB experts hebben FiRe gebruikt 
om de mate van IRB modeltrouw te evalueren zoals beschreven in deze schriftelijke 
voortgangsverslagen.

De resultaten lieten zien dat de interbeoordelaarsbetrouwbaarheid goed was (.66), 
evenals de correlaties tussen de eerste en de tweede beoordelingen (.74). FiRe was in staat 
om onderscheid te maken tussen IRB experts en niet-experts, wat een uiting is van 
concurrente validiteit. Scores op FiRe waren tevens gerelateerd aan rehabilitatie-attitude, 
een mogelijk gelijksoortig construct. In dit onderzoek was het gemiddelde niveau van IRB 
modeltrouw laag (in bijna 70% van de trajecten kregen trajectbegeleiders FiRe scores van 
1 – 2,5). De FiRe scores verbeterden over de gehele linie licht gedurende de onderzoeksperiode 
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van 10,5 maanden, maar dit effect was niet significant. Desalniettemin gaven de 
trajectbegeleiders aan dat de op FiRe gebaseerde feedback die ze kregen, hielp om hun 
IRB-vaardigheden te verbeteren.

De conclusie was dat deze eerste versie van FiRe een valide en betrouwbaar 
meetinstrument is om inzicht te krijgen in de kwaliteit en modeltrouw van individuele IRB 
trajectbegeleiders en de trajecten die zij uitvoeren. Het instrument zoals het in dit onderzoek 
gebruikt is, zal verder ontwikkeld worden in lijn met de resultaten van het onderzoek. Het 
belangrijkste is dat FiRe vragen oproept over de definitie van ‘goede IRB’, een onderwerp 
dat uitgebreid verder onderzocht zou moeten worden in toekomstig onderzoek. 

In hoofdstuk 6 is de effectiviteit van de IRB onderzocht met betrekking tot het 
verbeteren van de maatschappelijke participatie van mensen met EPA. De IRB werd 
vergeleken met een actieve controleconditie (ACC) waarin trajectbegeleiders ook de 
expliciete opdracht hadden gekregen om te werken aan persoonlijke rehabilitatiedoelen 
(zie de beschrijving van het onderzoek in hoofdstuk 4). Een gerandomiseerd gecontroleerd 
onderzoek werd uitgevoerd onder 188 mensen met EPA (IRB = 98; ACC = 90) bij Altrecht 
GGZ, Parnassia (voorheen Dijk en Duin), Cosis (voorheen Promens Care), Lister en Brijder. 
Multilevel analyses lieten zien dat deelnemers in beide groepen hun maatschappelijke 
participatie, kwaliteit van leven en psychosociaal functioneren verbeterden gedurende de 
studieperiode. De IRB bleek echter op geen van de primaire of secundaire uitkomstmaten 
effectiever te zijn dan de ACC. Meer maatschappelijke participatie werd voorspeld door 
eerdere werkervaring en minder ernstige psychische symptomen. Het uitblijven van een 
significant effect van de IRB zou veroorzaakt kunnen worden doordat de hulpverleners in 
de ACC significant vaker hulp inschakelden van specialistische diensten op het gebied van 
werk waaronder IPS jobcoaches, ook al was het betrekken van extra hulp in beide condities 
toegestaan. Het was ook mogelijk dat de ACC in de afgelopen jaren meer gericht is op het 
belang van psychiatrische rehabilitatie en dat dit het verschil tussen de twee condities heeft 
verkleind. Een lage IRB modelgetrouwheid zou ook een mogelijke verklaring kunnen zijn 
voor het uitblijven van een effect. De per-protocol analyse bevestigde dit echter niet. In het 
verlengde hiervan zou het misschien kunnen dat de IRB moeilijk te implementeren is door 
de complexe en gelaagde aard van de methode. Niet onbelangrijk was ook dat bijna de helft 
van de studiedeelnemers betaald werk wilde en de IRB hier niet specifiek voor ontwikkeld 
is. Tot slot zouden externe factoren zoals de veranderingen m.b.t wet en regelgeving 
gedurende de studieperiode en de economische recessie van invloed geweest kunnen zijn.

De conclusie was dat de ACC in deze onderzoeksgroep net zo effectief was als de IRB 
met betrekking tot het verbeteren van de maatschappelijke participatie van mensen met 
EPA. De percentages van deelnemers aan de studie die (betaald) werk of andere zinvolle 
activiteiten vonden waren rond de 43% (alleen betaald werk 31%) en dit is veel hoger dan 
in observationele studies zonder gerichte begeleiding bij maatschappelijke participatie 
waarin percentages rond de 4% gevonden worden. Daarom wordt geopperd dat de inzet 
van gerichte en deskundige rehabilitatie begeleiding effectief is, ongeacht de specifieke 
methode die gebruikt wordt. 
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Hoofdstuk 7 presenteert de kosteneffectiviteit en budget impact van de IRB gebaseerd 
op de data die verzameld zijn met de in hoofdstuk 4 en 6 beschreven RCT. Kosten werden 
gemeten met de Treatment Inventory of Costs in Patients with psychiatric disorders (TIC-P). 
Uitkomstmaten voor de kosteneffectiviteitsanalyse waren de toenemende kosten per Quality 
Adjusted Life Years (QALYs; NL: kwaliteit van leven gecorrigeerde levensjaren) en de 
toenemende kosten per evenredige verandering in maatschappelijke participatie. De budget 
impact werd onderzocht door middel van vier verschillende implementatie-scenario’s.

De resultaten lieten zien dat de totale kosten per deelnemer op 12 maanden follow-up 
€12.886 in de IRB en €12.012 in de ACC bedroegen, een niet significant verschil. De typen 
uitgaven waarin de meeste kosten werden gemaakt waren begeleid en beschermd wonen, 
intramurale zorg, ambulante zorg en deelname aan georganiseerde activiteiten. De totale 
interventiekosten na 12 maanden bedroegen €550 in de IRB en €490 in de ACC. De IRB werd 
niet kosteneffectief bevonden met betrekking tot maatschappelijke participatie of QALY’s. 
De geschatte budget impact van landelijke invoering van de IRB was zeer onzeker en 
varieerde van kostenbesparingen tot €190 miljoen, afhankelijk van het precieze 
implementatie scenario. 

De conclusie was dat de IRB geen kosteneffectieve methode is om de maatschappelijke 
participatie van mensen met EPA te verbeteren vergeleken met de ACC. Omdat de 
kosteneffectiviteit van de IRB onderzocht was op het gebied van maatschappelijke 
participatie terwijl de IRB ontworpen is om begeleiding te bieden op alle rehabilitatie 
doelterreinen, kunnen de resultaten niet toegepast worden op de methode als geheel.

Discussie (hoofdstuk 8)

Tot slot omvat hoofdstuk 8 een integratie van de resultaten en een algemene discussie, 
waarbij de bevindingen in een bredere context worden geplaatst. Er worden zes 
hoofdthema’s besproken.

Het eerste hoofdthema voor de discussie is de blijvende behoefte aan ondersteuning 
bij maatschappelijke participatie voor de doelgroep. In de afgelopen 30 jaar zijn er veel 
studies uitgevoerd die de behoefte aan en de vele voordelen van maatschappelijke 
participatie aantonen, met name van betaald werk. De percentages personen met EPA die 
actief deelnemen aan de samenleving zijn in deze periode echter laag gebleven. Niet alleen 
in vergelijking met de algemene bevolking, maar ook in vergelijking met mensen met 
lichamelijke beperkingen. Dit is zorgwekkend omdat maatschappelijke participatie een 
belangrijke bevorderende factor is voor de kwaliteit van leven en gepaard gaat met veel 
(geestelijke) gezondheidsvoordelen. De lage participatiegraad vertaalt zich ook in hoge 
kosten voor de samenleving. Hieruit blijkt dat er nog steeds behoefte aan ondersteuning is 
bij de maatschappelijke participatie van mensen met EPA.

Het tweede hoofdthema voor de discussie is de relatie tussen maatschappelijke 
participatie en integratie in de samenleving en de rol van stigma daarbinnen. Zowel 
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maatschappelijke participatie als integratie in de samenleving zijn kerndoelen van 
psychiatrische rehabilitatiemethoden. Maatschappelijke participatie is een belangrijk aspect 
van integratie in de samenleving. De integratie in de samenleving kan worden belemmerd 
door zowel persoonlijke als omgevingsfactoren (met name stigmatisering). Stigmatisering 
is het proces van het negatief labelen, veroordelen en uitsluiten van een groep individuen, 
in dit geval mensen met EPA. Het heeft ernstige gevolgen zoals het creëren van sociale 
afstand tussen mensen met EPA en het algemeen publiek. Dat stigmatisering een veel 
voorkomend probleem is, wordt geïllustreerd door het feit dat ongeveer 75% van de leden 
van een Nederlands panel van mensen met EPA aangeeft de afgelopen twee jaar een vorm 
van stigmatisering te hebben ervaren. Psychiatrische rehabilitatie zou een belangrijke rol 
kunnen spelen bij het verminderen van stigmatisering. Het werken aan persoonlijke doelen 
verbetert namelijk het zelfvertrouwen en zelfbeeld en vermindert de angst voor afwijzing 
door of negatieve reacties van andere mensen. Het kan ook helpen het publieke stigma te 
verminderen door het algemeen publiek te laten zien dat mensen met EPA verschillende 
sociale rollen kunnen vervullen. Het benutten van ervaringskennis is een belangrijk 
ingrediënt van moderne anti-stigma interventies, voor elke doelgroep. Gelukkig wordt de 
noodzaak om stigmatisering tegen te gaan steeds meer erkend door verschillende 
belanghebbenden en heeft het onderwerp zijn weg gevonden naar wereldwijde 
onderzoeksagenda’s.

Het derde hoofdthema voor de discussie is het vitale belang van gerichte en deskundige 
steun om de maatschappelijke participatie van mensen met EPA te verbeteren. Het belang 
hiervan wordt duidelijk wanneer de in hoofdstuk 6 beschreven percentages van behaalde 
maatschappelijke participatiedoelen worden vergeleken met naturalistische studies waarin 
geen gerichte steun bij maatschappelijke participatie wordt aangeboden. Uit deze 
naturalistische studies blijkt dat veel mensen met EPA hun maatschappelijke participatie 
willen vergroten, maar dat het slechts weinigen lukt dat zonder (professionele) hulp te 
bereiken. De vraag die hieruit voortvloeit is: krijgt ondersteuning bij rehabilitatie voldoende 
aandacht in de ggz? In de afgelopen jaren hebben ggz-organisaties steeds meer een op 
herstel gerichte visie aangenomen, waarin ook aandacht voor psychiatrische rehabilitatie 
is opgenomen. Ondanks deze ontwikkeling is ondersteuning bij herstel en maatschappelijke 
participatie lang niet altijd geïntegreerd in de dagelijkse praktijk. Dat er in de ggz meer 
behoefte is aan professionele ondersteuning bij het realiseren van maatschappelijke 
participatiedoelen, wordt onderstreept door de eerder in dit hoofdstuk gemaakte 
constatering dat de participatiegraad van mensen met EPA de afgelopen 30 jaar relatief 
stabiel is gebleven. Dit suggereert dat een groeiend bewustzijn voor herstel en rehabilitatie 
onder ggz-professionals niet genoeg is om de sociale inclusie van mensen met EPA te 
bevorderen. Het is van groot belang dat ggz-professionals zich niet alleen bewust worden 
van het belang van herstel en maatschappelijke participatie, maar ook de kans en de tijd 
krijgen om de benodigde ondersteuning te bieden. Indien de hiervoor benodigde 
vaardigheden of kennis ontbreken, moet het mogelijk zijn om meer gespecialiseerde 
diensten te betrekken of daarnaar te verwijzen. Verder is een structurele implementatie 
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van evidence-based psychiatrische rehabilitatiemethoden nodig, wat alleen mogelijk is met 
voldoende financiële, bestuurlijke en politieke steun.

Het vierde hoofdthema voor de discussie is de invloed van de economische en 
juridische context waarin het onderzoek naar de effectiviteit van de IRB is uitgevoerd. Het 
onderzoek naar de effectiviteit van de IRB werd uitgevoerd van maart 2014 tot augustus 
2017. In deze periode was Nederland nog herstellende van een economische recessie als 
gevolg van de wereldwijde kredietcrisis en was het werkloosheidspercentage relatief hoog. 
Mensen die al een afstand tot de arbeidsmarkt hadden (zoals de deelnemers aan onze 
studie), werden tijdens de economische neergang extra kwetsbaar, omdat het over het 
algemeen genomen moeilijk was om een baan te vinden en ze niet hadden kunnen 
profiteren van betere economische omstandigheden. Parallel aan de economische recessie 
vonden er veranderingen plaats in de Nederlandse wetgeving, te beginnen met de invoering 
van de Participatiewet en de nieuwe Wet maatschappelijke ondersteuning (Wmo) in 2015. 
Deze wetten zorgden voor een verschuiving van taken die oorspronkelijk bij de ggz hoorden, 
naar lokale overheden. Deze verschuiving ging gepaard met uitgebreide transities in zowel 
financiering als dienstverlening. In veel gevallen veroorzaakte deze verschuiving problemen 
voor mensen met EPA, waaronder onze studiedeelnemers. Zo konden studiedeelnemers 
beperkt worden in hun mogelijkheden om meer uren te besteden aan georganiseerde 
dagbesteding, of om zich in te schrijven voor onderwijs vanwege een gebrek aan financiering. 
In sommige gevallen kon dit het bereiken van persoonlijke rehabilitatiedoelen ernstig 
belemmeren.

Een vijfde hoofdthema voor de discussie is de geschiktheid van de IRB als 
rehabilitatiemethode om maatschappelijke participatie te verbeteren. Een sterk punt van 
de IRB is dat het een brede aanpak is waarmee ondersteuning geboden kan worden op alle 
rehabilitatiegebieden. Een mogelijk nadeel van een brede aanpak is echter dat deze minder 
geschikt zou kunnen zijn voor doelen op zeer specifieke gebieden zoals betaald werk of 
opleiding. Meer gespecialiseerde methoden zoals IPS of Begeleid leren, dat zijn wortels 
heeft in de IRB, zouden effectiever kunnen zijn voor individuen met dit soort doelen. Een 
interessante bevinding in de RCT naar de effectiviteit van de IRB (hoofdstuk 6) was dat 
hulpverleners in de ACC significant vaker externe bronnen zoals jobcoaches inschakelden, 
dan hulpverleners in de IRB. Het inschakelen van externe hulpmiddelen (wanneer nodig) is 
een belangrijk onderdeel van de IRB. Dit onderdeel komt echter pas aan bod in een 
gevorderd deel van de IRB training en niet alle IRB trajectbegeleiders in onze studie hadden 
dit deel van de training afgerond. In lijn daarmee zou de IRB-opleiding misschien het concept 
van de T-vormige professional moeten toepassen. Dit betekent dat een hulpverlener zowel 
diepe, specialistische kennis over rehabilitatie moet hebben, maar ook de vaardigheden en 
competenties om verbinding te leggen met professionals uit andere disciplines, zonder het 
kernprincipe van de IRB los te laten dat de wens van de persoon met EPA leidend moet zijn 
in het rehabilitatieproces. 

Uit de in hoofdstuk 5 en 6 beschreven onderzoeken blijkt dat rehabilitatieprocessen 
niet altijd modelgetrouw worden uitgevoerd. Mogelijke redenen hiervoor kunnen zijn: 
afwijking van het protocol (‘program drift’), gebrek aan tijd om volledige voortgangs-
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rapportages te schrijven, of misschien is de IRB met zijn uitgesproken jargon, gelaagdheid 
en hoge mate van detail te ingewikkeld voor de gemiddelde hulpverlener. Naar aanleiding 
van deze kritiekpunten en de resultaten van dit onderzoek blijft Rehabilitatie ‘92 (de 
organisatie die training in en ondersteuning bij de implementatie van de IRB in Nederland 
verzorgt), de bestaande lesmaterialen actualiseren en verbeteren. Of hun aanpassingen 
effect hebben op de modelgetrouwheid en effectiviteit van de IRB zal in de toekomst 
onderzocht moeten worden.

Als zesde hoofdthema voor de discussie worden de sterke punten en beperkingen van 
de in dit proefschrift beschreven studies besproken. Het eerste sterke punt is dat er een 
brede definitie van maatschappelijke participatie wordt gehanteerd die niet alleen betaald 
werk omvat, maar ook onbetaald werk, opleiding en zinvolle dagbesteding. Dit is belangrijk 
omdat betaald werk veel voordelen heeft maar niet altijd een haalbare mogelijkheid is voor 
mensen met EPA. Het is ook niet altijd gewenst. Het tweede sterke punt is dat factoren die 
maatschappelijke participatie (hoofdstuk 2) en rehabilitatiesucces (hoofdstuk 3) voorspellen, 
in kaart worden gebracht. Deze informatie is nodig om bestaande psychiatrische 
rehabilitatiemethoden te optimaliseren en om rehabilitatieprogramma’s af te stemmen op 
de verschillende behoeften van zorggebruikers. Een derde sterk punt is dat de studies 
beschreven in hoofdstuk 6 en 7 bijdragen aan de kennis over de IRB. Ondanks dat de IRB 
in meerdere landen in de ggz geïmplementeerd is en van invloed is geweest op de manier 
waarop naar herstel wordt gekeken, is er weinig onderzoek gedaan naar de effectiviteit en 
tot nu toe geen enkel onderzoek naar de kosteneffectiviteit. Het vierde en laatste sterke 
punt is dat we het enige kosteneffectiviteitsonderzoek naar de IRB tot nu toe hebben 
uitgevoerd. Het kosteneffectiviteitsonderzoek geeft inzicht in de verschillende kosten die 
verbonden zijn aan de zorg voor mensen met EPA wat met name van belang zou kunnen 
zijn voor degenen die beleid maken voor de doelgroep.

De eerste beperking met betrekking tot de opzet van de hoofdstudie en het 
onderzoeksproces was inclusieproblemen. Het hoofdonderzoek (hoofdstukken 6 en 7) had 
aanzienlijke problemen met betrekking tot de inclusie van deelnemers. Als gevolg daarvan 
duurde het acht maanden langer dan verwacht om de inclusieperiode af te ronden. De tweede 
beperking was moeilijkheden bij het leggen van contact tussen trajectbegeleider en 
studiedeelnemer. Sommige IRB en ACC trajectbegeleiders vonden het moeilijk om contact te 
leggen met de aan hen toegewezen deelnemer, of omgekeerd. Als gevolg daarvan werden 
niet alle rehabilitatietrajecten in gang gezet. De derde beperking was de korte follow-up 
periode. Psychiatrische rehabilitatie kost tijd en een follow-up periode van een jaar kan te 
kort zijn geweest, met name voor het kosteneffectiviteitsonderzoek. De voorgaande 
Nederlandse RCT naar de effectiviteit van de IRB had een follow-up periode van twee jaar en 
het aantal doelen dat behaald werd nam nog fors toe tussen het eerste en het tweede jaar. 

Hoofdstuk 8 geeft ook implicaties voor de klinische praktijk en aanbevelingen voor 
toekomstig onderzoek gebaseerd op de onderzoeksresultaten. Implicaties voor de klinische 
praktijk zijn dat er aandacht en structurele ondersteuning gegeven moeten worden aan de 
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maatschappelijke participatie van mensen met EPA. Hierbij moet aandacht besteed worden 
aan specifieke persoonlijke rehabilitatiedoelen in plaats van een meer algemene en open 
benadering van rehabilitatie. Omdat aandacht voor persoonlijke rehabilitatiedoelen een 
centraal kenmerk is van de IRB zou dit een goede methode kunnen om ondersteuning bij 
maatschappelijke participatie te geven. Het onderzoek in hoofdstuk 6 liet echter zien dat 
de IRB op dit gebied niet beter werkte dan de ACC. Bij het nemen van beslissingen over 
vergoedingen of de implementatie van de IRB moet wel beseft worden dat we de IRB 
geëvalueerd hebben binnen de zeer specifieke context van maatschappelijke participatie, 
terwijl de IRB oorspronkelijk bedoeld was om steun te bieden op alle rehabilitatiegebieden. 
De resultaten kunnen dan ook niet zomaar toegepast worden op de methode als geheel.

 In de hoofdstudie in hoofdstuk 6 werd 31% van alle doelen op het gebied van betaald 
werk behaald. Dit is veel hoger dan de percentages (rond 4%) die in studies gevonden 
worden waarbij geen steun bij psychiatrische rehabilitatie wordt geboden. Het is daarom 
belangrijk dat psychiatrische rehabilitatie op grote schaal geïmplementeerd wordt en 
beschikbaar is voor alle zorggebruikers van de ggz.

Aanbevelingen voor toekomstig onderzoek zijn het ontwikkelen van een overkoepelend 
onderzoeksprogramma voor psychiatrische rehabilitatie, hierbij gebruikmakend van de 
kenniscyclus. Bij het ontwikkelen van een dergelijk programma is het van belang om 
zorggebruikers/ervaringsdeskundigen te betrekken in alle fasen van de kenniscyclus. Een 
methodologische aanbeveling voor (financiers van) toekomstig onderzoek is het gebruik 
van een langere follow-up periode mogelijk maken, vooral wanneer de kosteneffectiviteit 
wordt bestudeerd. Dit is belangrijk om zowel de resultaten op korte als op lange termijn in 
kaart te brengen. Rehabilitatieonderzoek in het algemeen moet meer gericht zijn op het 
stellen en bereiken van persoonlijke doelen als uitkomstmaat en manieren om het bereiken 
van doelen te meten moeten worden geoptimaliseerd. Er zijn diverse meetinstrumenten 
ontwikkeld om persoonlijke doelen beter in beeld te brengen zoals de 2-COM (2-way 
communication), GAS (goal attainment scaling), en CASIG (Clients Assessment of Strengths, 
Interests, and Goals). De effectiviteit van psychiatrische rehabilitatie zou verder verbeterd 
kunnen worden door meer inzicht te krijgen in de werkingsmechanismen. Inzicht in 
werkingsmechanismen van de IRB zou ook kunnen helpen om verder te definiëren wat 
goede IRB nu precies inhoudt. In het verlengde hiervan kunnen methoden die verhelderen 
wat werkt voor wie, het aanpassen van zorg aan individuele behoeften bevorderen. 
Specifieke onderwerpen die meer onderzoeksaandacht verdienen zijn factoren die van 
invloed zijn op maatschappelijke participatie en interventies die gericht zijn op sociale 
contacten en zinvolle dagbesteding anders dan betaald werk. 

Een aparte sectie in de discussie is gewijd aan mensen met ernstige en langdurige 
eetstoornissen. Toekomstig onderzoek moet zich ook richten op psychiatrische rehabilitatie 
voor deze groep mensen aangezien zij vaak relatief jong zijn en beperkingen in functioneren 
vertonen die vergelijkbaar zijn met die bij mensen met andere EPA’s.
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Het hoofdstuk wordt afgesloten met een algemene conclusie, waarin het belang wordt 
benadrukt van gerichte steun bij maatschappelijke participatie door middel van 
psychiatrische rehabilitatiemethoden voor mensen met EPA. Deze steun moet beschikbaar 
zijn voor alle mensen met EPA. In het hoofdonderzoek heeft de IRB de maatschappelijke 
participatie van mensen met EPA niet meer vergroot dan de ACC,  beide benaderingen 
bleken de maatschappelijke participatie van mensen met EPA te bevorderen. Ook was de 
interventie niet kosteneffectief in vergelijking met de ACC. Er kunnen verschillende redenen 
zijn voor het niet vinden van een groter effect voor de IRB, bijvoorbeeld het feit dat een 
groot aantal deelnemers betaald werk wilde, waarvoor meer specifieke ondersteuning nodig 
kan zijn. Op individueel niveau kan het resultaat van de psychiatrische rehabilitatie worden 
verbeterd door zich te richten op overeenstemming tussen trajectbegeleider en patiënt 
over de doelen waaraan gewerkt wordt. Op een hoger niveau kunnen de resultaten worden 
verbeterd door systematische implementatie van strategieën die gericht zijn op 
maatschappelijke participatie.
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Dankwoord

Het duurt even maar dan heb je ook wat. Ik weet niet wie deze woorden als eerste heeft 
uitgesproken, maar ze zijn me in het geval van dit proefschrift op het lijf geschreven. 
Natuurlijk schrijf je een proefschrift niet alleen en er zijn vele mensen geweest die hier een 
grote of minder grote bijdrage aan geleverd hebben. 

Ten eerste wil ik alle deelnemers aan het onderzoek bedanken. Zonder jullie was er 
überhaupt geen onderzoek geweest. De interviews en gesprekken die ik met jullie heb gehad 
heb ik als heel waardevol ervaren en ik hoop dat we in elk geval een aantal van jullie op weg 
hebben kunnen helpen. 

Dank aan de ZonMw programma’s Geestkracht en Doelmatigheidsonderzoek voor het 
financieel mogelijk maken van de meeste studies in dit proefschrift en het promotietraject.

Prof. dr. Jaap van Weeghel, mijn promotor en dr. Wilma Swildens en dr. Jooske van 
Busschbach, mijn copromotoren, ontzettend bedankt dat jullie mij de kans hebben gegeven 
om na een vervelend afgebroken promotieonderzoek weer opnieuw te beginnen. Een 
promotieonderzoek moeten afbreken was een nare ervaring die mijn zelfvertrouwen flink 
heeft aangetast maar jullie hebben altijd vertrouwen in mij gehad. Daarnaast heb ik in de 
afgelopen jaren ontzettend veel van jullie geleerd. Jullie hebben alle drie een duidelijke visie 
op de langdurige ggz maar hebben mij ook de ruimte gegeven om mijn eigen mening te 
vormen. De gezamenlijke overleggen met jullie heb ik als ontzettend inspirerend ervaren 
ik ging er altijd met een goed gevoel en hervonden motivatie van weg. Ook jullie blijvende 
ondersteuning tijdens de periode dat ik ben uitgelopen waardeer ik ontzettend. 
Jaap, ook al ga je nu officieel ‘met pensioen’ zoals dat heet, ik hoop en verwacht dat je nauw 
betrokken zal blijven bij toekomstige onderzoeksprojecten. Je kennis en passie voor het 
vakgebied motiveren mij enorm om door te gaan met onderzoek waarmee we deze 
kwetsbare mensen kunnen helpen om hun plek in de maatschappij te vinden.

Jooske, jouw scherpe vragen en opmerkingen lieten me elke keer net dat stapje extra zetten 
waardoor het eindresultaat naar een nog hoger niveau is getild. Je had op een gegeven 
moment iets van 21 promovendi toch? Het is me werkelijk een raadsel hoe je met zoveel 
taken toch iedere keer uitgebreide feedback hebt kunnen geven op mijn stukken. Zeker in 
de periode dat ik officieel al promovendus af was. Ik ben je hier ontzettend dankbaar voor 
en hoop dat we in de toekomst nog vaker zullen samenwerken aan onderzoeksprojecten.

Wilma, jij bent als enige ook nauw betrokken geweest bij het dagelijkse reilen en zeilen van 
het onderzoek. Als hoofdaanvrager en penvoerder van dit onderzoeksproject heb je een 
enorme bijdrage geleverd aan het mogelijk maken van het project, alle administratie die 
daarbij komt kijken en ik heb dankbaar gebruik gemaakt van je inhoudelijke kennis en 
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onderzoekservaring. Van jou heb ik ook geleerd hoe belangrijk het is om alle processen 
doorlopend tot in detail in de gaten te houden en niks aan het toeval over te laten. Naast 
copromotor was je ook mijn leidinggevende of ‘baas’ zoals dat in de volksmond heet. We 
hebben tijdens mijn tijd bij Altrecht zelfs een kamer gedeeld en toch heb je mij de vrijheid 
kunnen geven om het onderzoek op mijn eigen manier in te vullen en uit te voeren. Dit vind 
ik heel knap en ik wil je nog apart bedanken voor alle ruimte die je mij hebt gegeven. En 
wat extra fijn was, is dat je dezelfde temperatuurhuishouding hebt als ik waardoor ik de 
verwarming in de kamer schaamteloos kon opstoken tot standje Vesuvius.  

Elly Sol, Jacqueline Zappay en alle interviewers en interviewsters van de Zorgmonitor, jullie 
wil ik heel erg bedanken voor het verzamelen van de onderzoeksdata. Het was een enorme 
klus en zonder jullie was het nooit gelukt. 

Datzelfde geldt voor de datamanagers: Sharla Hodselmans, Barbara Schaefer, Jori Henke, 
Saskia Beerden en Fleur van Grunsven. Het uitvoeren van een multisite RCT is geen sinecure 
en dankzij jullie had ik ogen en oren op de plekken waar ik niet zelf aanwezig kon zijn. 
Barbara, jou wil ik nog extra bedanken voor alle inspanningen die je geleverd hebt rondom 
de inclusie bij wat toen nog Dijk en Duin heette. Je enthousiasme en inzet lijken grenzeloos 
en daarnaast vind ik je ook gewoon een ontzettend leuk mens. Bedankt allemaal! 

Martha Messchendorp en de andere collega’s van het secretariaat ICPE/RGOc, hartelijk dank 
voor het randomiseren van de onderzoeksdeelnemers.

Onderzoeksassistenten Cindy Rosenkrantz, Nico Rosenkrantz en Fleur van Grunsven, heel 
erg bedankt voor jullie hulp bij de vele taken waar een promotieonderzoek uit bestaat. 
Speciale dank aan Nico, voor je hulp bij het schrijven van de syntaxen en het nakijken van 
de eindeloze stroom aan onderzoeksdata. Ik ben heel blij dat je nu zelf een leuke 
onderzoeksbaan hebt gevonden en wellicht sta je over enige tijd je eigen proefschrift te 
verdedigen.

De deelnemende instellingen Altrecht, Parnassia (voorheen Dijk en Duin), Cosis (voorheen 
Promens Care), Lister en Brijder en alle hulpverleners die aan het onderzoek hebben 
meegewerkt: heel erg bedankt voor jullie inzet, zonder jullie was het niet mogelijk geweest 
dit onderzoek uit te voeren. In het bijzonder wil ik hierbij de raad van bestuur van Altrecht 
bedanken als bestuurlijk verantwoordelijke voor dit onderzoek. Lex de Grunt, Marielle 
Ploumen en met name voormalig bestuurder Roxanne Vernimmen, bedankt dat jullie het 
mogelijk hebben gemaakt om dit onderzoek te laten plaatsvinden.

Ook dank aan mijn collega’s bij Altrecht FACT/Gebiedsteams GGZ: Judith Vuyk, Gerard de 
Valk, Laura van Goor, Leonieke Beverloo, Hans van Klaveren, Gert Schijven en Albert van 
Keijzerswaard voor al jullie hulp bij het mogelijk maken en uitvoeren van dit onderzoek. 
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Verder wil ik Sjef Odekerken en Geri Bres van de afdeling communicatie bedanken voor 
jullie hulp met betrekking tot de communicatie rond het onderzoek.

Altrecht ABC collega’s: Tom van Wel, Fred Marquenie, Venu Nieuwenhuizen, Sabina van den 
Hoek en collega’s, hartelijk dank dat ik bij jullie mee mocht lopen met de IRB werkbegeleiding. 
Ook heel erg bedankt voor jullie inhoudelijke en praktische bijdrage aan het onderzoek. Ik 
vind het heel erg mooi om te zien hoe jullie het oprecht belangrijk vinden dat iedereen mee 
kan doen in de maatschappij en dat jullie je hier keihard voor blijven inzetten. 

Sascha Kwakernaak en Lennart Gorter, mijn directe collega’s bij Altrecht. Heel erg bedankt 
voor alle gezelligheid binnen en buiten de muren van Altrecht. Zodra het Corona gedoe 
weer een beetje voorbij is hoop ik snel weer het glas (cola) met jullie te heffen. 

Collega’s van Wij 3.0 en in het bijzonder Menno van Piggelen en Colette van Duin, hartelijk 
dank voor jullie inzet voor het onderzoek en de begeleiding van een aantal 
onderzoeksdeelnemers.

Hartelijk dank aan de werkbegeleiders en docenten van Stichting Rehabilitatie ‘92 die zorg 
hebben gedragen voor de IRB werkbegeleiding en modelgetrouwheidsmetingen: Jos Dröes, 
Jacqueline Posthumus, Ute Hinz , Corola Weterings, Venu Nieuwenhuizen, Cees Witsenburg, 
Tom van Wel, Els Luyten, Sabina van den Hoek, Annemarie Zijlstra en Marike Doornbos.

Mirjam Moerbeek en Jeroen Vermunt, een promotieonderzoek bestaat niet alleen uit 
dataverzameling en schrijven maar ook voor een groot deel uit statistiek. Heel erg bedankt 
voor jullie advies rondom alle methodologische en statistische vraagstukken. Ik kon altijd 
bij jullie terecht en jullie hulp heeft de kwaliteit van het onderzoek flink verbeterd.

Dennis Stant en in het bijzonder Thea van Asselt en Talitha Feenstra, het correct uitvoeren 
van een kosteneffectiviteitsstudie is een vak apart en ik ben heel blij dat jullie me bij dat 
onderdeel geholpen hebben. Heel erg bedankt dat ik gebruik mocht maken van jullie 
expertise en rekenwerk en dat ik 100 keer dezelfde vragen mocht stellen.

Unna Danner en Isis Elzakkers, onderzoek naar rehabilitatie bij mensen met ernstige en 
langdurige eetstoornissen staat nog in de kinderschoenen en ik ben dankbaar dat we met 
jullie hulp een begin op dat gebied hebben kunnen maken. Ik hoop dan ook van harte dat 
we dit in de toekomst kunnen voortzetten en uitbreiden. 

Annemarie Zijlstra, Jos Droës en Stichting Rehabilitatie ‘92, ik noem jullie toch nog een keer 
apart. Heel erg bedankt voor jullie advies aangaande het onderzoek maar ook voor jullie 
geduld. De resultaten hebben door allerlei oorzaken langer op zich laten wachten dan 
gepland maar ik heb van jullie niks anders dan positieve steun ervaren. Zelfs toen de 



|  Appendices

222

resultaten anders uitpakten dan jullie misschien hadden verwacht of gehoopt. Ik hoop dat 
het het wachten waard was en kijk ernaar uit om ook in de toekomst de samenwerking 
opnieuw op te zoeken. 

Leden van de in de loop der jaren in samenstelling wisselende begeleidingscommissie onder 
voorzitterschap van prof. dr. Jim van Os: dr. Jos Dröes, dr. Lies Korevaar, Annemarie Zijlstra, 
dr. Talitha Feenstra, dr. Thea van Asselt, Leonieke Beverloo, dr. Barbara Schaefer, dr. Unna 
Danner, Jerry Allon, dr. Mirjam Moerbeek, dr. Tom van Wel, dr. Ellie Wekking, Lily Buurke, 
dr. Alma Akkerman, Laura van Goor, Willy Langenberg, Ria Schuurman, dr. Harry Michon 
en wie ik nog vergeet, hartelijk dank voor het meedenken over het onderzoek. Jullie frisse 
blik heeft een waardevolle bijdrage geleverd. Harry, jou wil ik ook nog heel hartelijk bedanken 
voor je waardevolle bijdrage aan het artikel over de werkalliantie als voorspeller voor 
rehabilitatiesucces.

Leden van de leescommissie, prof. dr. Wiepke Cahn, prof. dr. Hans Kroon, prof. dr. Berno 
van Meijel, dr. Lisette van der Meer en dr. Alie Weerman, hartelijk dank dat jullie bereid 
waren mijn proefschrift te lezen en te beoordelen.

Altrecht science (in het bijzonder de onderzoekslijn Schroeder van der Kolk EPA) en alle 
collega onderzoekers die daaronder vallen, hartelijk dank voor de fijne uitwisseling, het 
gebruik mogen maken van de faciliteiten en het meedenken over het onderzoek.

Tilburg University, Tranzo en met name de Academische Werkplaats Geestdrift, bedankt 
voor de mogelijkheden tot uitwisseling met andere onderzoekers en de cursussen die ik bij 
jullie heb kunnen volgen. In het bijzonder wil ik mijn kamergenoten Diana Roeg, Ilja Bongers, 
Jeroen Dewinter en Alexa Rutten bedanken voor alle gezelligheid, uitwisseling en steun. 

Rob Giel onderzoekscentrum, dank voor de steun, de fijne uitwisseling en de cursussen die 
ik heb kunnen volgen.

Collega rehabilitatie en herstel onderzoekers: Yolanda Nijssen, Neis Bitter, Wendy Albers, 
Diana Roeg, Lisette Janssen-de Ruijter en Juul Koene, bedankt voor alle gezelligheid en 
inhoudelijke uitwisseling. Ik hoop jullie snel weer ‘live’ te zien bij een congres of etentje.

Marianne Farkas, thank you very much for your valuable insights regarding psychiatric 
rehabilitation in general, and the studies in this thesis in particular.

Carol Stennes en David Alexander, hartelijk dank voor het redigeren van mijn artikelen.

Prof. dr. De Jongh en prof. dr. Van Minnen, Ad en Agnes, ontzettend bedankt dat jullie me 
bij Psytrec een kans wilden geven als postdoc onderzoeker terwijl ik nog niet klaar was met 
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mijn promotieonderzoek. Ik heb ontzettend veel van jullie geleerd en ben heel blij dat ik nu 
Eline Voorendonk mag ondersteunen in haar traject. Eline, ik vind je een ontzettend 
getalenteerd onderzoekster en kijk uit naar jouw promotie! Linda Rozendael, ik heb geloof 
ik nog nooit zoveel met een collega gelachen als met jou. Dank voor de gezelligheid en ik 
kom binnenkort je DVD teruggeven (beloofd).

Jaap van Weeghel en Jeanne Nitsche, ontzettend bedankt dat ik verder mag gaan met 
onderzoek naar participatie en herstel bij Kenniscentrum Phrenos. Ik ben heel erg blij dat 
dit proefschrift niet alleen een afsluiting is maar ook het begin van vele andere mooie 
projecten en onderzoeken. Een avontuur dat ik aanga met de Phrenos collega’s Cris 
Bergmans, Chrisje Couwenbergh, Lars de Winter, Dienke Boertien, Dorothé van Slooten, 
Kristien Harmsen, Sanne Baudoin, Suzan Oudejans, Danielle van Duin, Tinka Verweij, Joyce 
Huls, Marleen Oranje, Bea Smink, Jessica de Nijs, Mauricio Alvarez, Eric van den Bosch, Gert 
de Jager en Christine Kuiper en binnenkort onze nieuwe directrice wetenschap Floortje 
Scheepers. Bedankt voor jullie gezelligheid en het delen van jullie expertise. De kennis die 
ik via jullie heb opgedaan was niet alleen belangrijk voor mijn werk bij Phrenos maar heeft 
me ook geholpen om mijn promotieonderzoek in een bredere context te plaatsen.

NafNaf, de enige van wie ik zeker weet dat ze dit proefschrift nooit zal lezen en voor wie 
wortels en gras veel belangrijker zijn dan de grote problemen in onze wereld. Al ruim 25 
jaar mijn partner in crime en verantwoordelijk voor de broodnodige ontspanning. Niks werkt 
zo relativerend als drollen scheppen na een drukke werkdag. Ik zou willen dat je 100 jaar 
wordt en ben dankbaar voor elke dag die wij samen door mogen brengen. De hoefafdrukken 
die je na gaat laten zullen moeilijk te vullen zijn, maar Pimienta doet hard haar best om een 
waardige opvolger te worden.

Lieve vrienden en vriendinnen, wat fijn dat jullie er zijn! Bedankt voor jullie gezelligheid, 
geduld en steun tijdens dit toch wel lange traject. Sanne Duman-Lubberding, jij ging me al 
voor. Ik heb met plaatsvervangende zenuwen naar jouw verdediging gekeken maar wat 
deed je het waanzinnig goed. Nu ben ik eindelijk aan de beurt en ik hoop het net zo goed 
te doen als jij. En daarna, RELAXEN! Ilona van Buuren-van de Bildt en Sanne Couvreur, ik 
ben superblij dat mijn beste vriendinnen mij straks als paranimfen komen ondersteunen 
tijdens mijn verdediging. Mocht ik flauwvallen of dichtklappen, blijven lullen tot het uur 
voorbij is! Annelore van Heelsbergen, superleuk dat we niet alleen rehabilitatie en herstel 
maar ook de paarden als gemeenschappelijke interesse hebben. Ik hoop je in de toekomst 
over beide onderwerpen nog veel te spreken. Nick en Nancy Lim, we kennen elkaar al 
letterlijk mijn hele leven. Heel erg bedankt voor de broodnodige afleiding tijdens dit traject 
en op naar veel gezellige etentjes in de toekomst. Lara Esser, we hebben elkaar lange tijd 
niet gezien toen we allebei onze eigen weg volgden. Ik ben ontzettend blij dat onze wegen 
zich weer gekruist hebben en kijk uit naar alles wat de toekomst voor ons in petto heeft 
(vermoedelijk paarden, veel paarden!).



|  Appendices

224

Mama, ik wens ieder kind op aarde een moeder toe zoals jij. Je bent mijn steun en toeverlaat 
en staat werkelijk altijd en overal voor me klaar. Heel erg bedankt voor je steun tijdens dit 
proces en extra dank voor je geduld op de momenten dat ik niet altijd even gezellig was.
Papa, ik vind het jammer dat je deze kers op de taart niet meer mee hebt mogen maken 
maar ik weet zeker dat je heel erg trots op me geweest zou zijn. Wellicht zien we elkaar ooit 
weer.

John, last but not least. Jij hebt dit hele proces van dichtbij meegemaakt met alle hoogte- en 
dieptepunten die ermee gepaard zijn gegaan. Bedankt voor je onvoorwaardelijke liefde, 
steun en geloof in mijn kunnen. Ik kijk uit naar alle avonturen die wij samen nog mee gaan 
maken!

Het is nu toch echt afgerond dus op naar de volgende uitdaging!
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