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Evolving Knowledge 

Any treatment vs “Neglect as usual”: 

Symptomatic 

recovery 

Social 

recovery 

Personal 

recovery 

Context Effects  Responder Subgroups Outcome Gap 



Evolving Knowledge: “Neglect as Usual” Effect 

Currently, for those with schizophrenia willing to receive CBT, 

access to this treatment approach is associated with a 

substantially reduced risk of relapse.  

Trial-based evidence suggests no clear and convincing advantage 

for cognitive behavioural therapy over other and sometimes much 

less sophisticated therapies for people with schizophrenia.  

Cochrane Database 2000: 

Cochrane Database 2011: 

Currently, trial-based data supporting the wide use of CBT for people with 

schizophrenia or other psychotic illnesses are far from conclusive. More trials 

are justified, especially in comparison with a lower grade supportive approach.  

Cochrane Database 2004: 



Intensive CM for severe mental illness 

“It is not clear…..what gain ICM provides on 

top of a less formal non-ICM approach”. 

 

Cochrane review, Dieterich et al, 

2010 



Responder Subgroup Effect: Severity Context 

JAMA, 2010 



Service Context: Assertive Outreach and Bed Use 
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Are we asking the right questions?        

What Patients Want……… 

“I want to be able to do things that other people 

do, like have a boyfriend and a job …” 

“I want to have friends” 

“I want to be able to cook and eat when I want” 

“I want to live in my own place not a hostel” 

 “I want to be a person, not a diagnosis” 

      

Vocational functioning 

Social functioning 

Life skills 

Independent living 

Personal recovery 



What the AO “Model” Wants (IFACT) 

Staff/patient ratio 
Team size 
Psychiatrist, and nurse on team 
Team is primary service provider 
Own office 
Shared case load 
Daily team meetings 
Team leader sees patients 
24 hour coverage 
Time unlimited services 
In vivo contacts 
Low % office contacts 
Number of contacts / month 

Job 

Friends 

Skills 

Independence 

Participation 

? 



AO Dimensions 

Crisis management, 

medication-based 

symptom reduction 

Empowerment and 

Social participation 

Admission prevention Social Participation 

Team organisation Treatment content 
? 



AO vs. Standard Care (LEO): Uptake of Interventions 
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Craig et al, BMJ, 2004 



Public Mental Health Model – or not? 

Population AO Need 

 
Assertive 
Outreach 

 

Population AO Need 

 

 

Assertive Outreach 

 

 

 

Rolls Royce vs. NAU Replacing NAU 

 

Non-AO 1 

 

 

Non-AO 2 

 

 
 

Non-AO 3 

 

 

Non-AO 4 

 

Country A Country B 

Certified for form AND content (CCAF) 



FACT in the Netherlands 

 
 

FACT (NL ) AO (UK practice) 

case load 1:20 1:10/15 

total team case load 200 100 

target group SMI SMI + 

daily  team meeting yes (15% discussed) yes (all discussed) 

in vivo contact 80% 33% 

assertive yes to a certain extent 

psychiatrist 100% 50-64% 

psychologist 100% 20-50% 

integrated health/social care  yes majority: yes 

vocational, SA specialist 100% 0-10% 

specific treatment  (voc rehab, subst 
abuse, CBT, etc.) 

yes (moderately 
implemented) 

no 

research focus functioning hospital use 

team work, shared caseload yes yes 



(F)ACT Evaluated by Psychiatric Case 
Registers in the Netherlands 

NN 

SL 

MN, Utrecht 

Rijnmond 
Rotterdam,  

Function-ACT “Traditional” ACT 

Marjan Drukker, later today 



(F)ACT in the Netherlands: Traditional Outcomes 

More outpatient contacts 

More continuity of care 

Rise in costs 

Cost effectiveness not yet demonstrated 

Drukker et al, in preparation 



Treatment Content and Outcome 



No remission 

Remission 

Pre-assertive outreach 

1998–2001 

No remission 

Remission 

Post-assertive outreach 

2002–2005 

Transition 

probability 

19% Transition 

probability 

31% 

Remission: higher with Assertive Outreach? 

OR=2.21 (1.03 - 4.78) 

Bak M et al. SSPE 2007  



FACT and Treatment Uptake 
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Drukker et al, in preparation 

Leisure time 

intervention 

Psycho-

therapy 
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AO Dimensions 

Crisis management, 

medication-based 

symptom reduction 

Empowerment and 

Social participation 

“Admission Prevention” Social Participation 

Team organisation Treatment content 

? 



Values & Concepts Underlying Treatment 



Victimization Stigmatization Cycle 

Victimisation 

Self-stigma 

Care dependence 

Van Zelst et al, 2009 



Trauma and 

Psychosis 

Varese & Smeets       
et al, submitted 



(Family) Stereotype Awareness 
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cases

van Zelst et al, in preparation 

DCS = Devaluation of Consumers Scale 

DCFS = Devaluation of Consumers Families Scale 

 



Randomized Controlled Trial: Psycho-education coping 

skills training vs. Newspaper reading group 

Goal: Evaluating the effectiveness of a new psycho-

education coping skills training 

Sample: People in FACT with one or more psychotic 

episodes, age 18-65. (N=140) 

Evaluation: Baseline, post-treatment & follow-up 

Outcome variables: Quality of life, social functioning and 

care needs 

 

 

 

D-STIGMI: Stigma Intervention 

van Zelst et al, in preparation 



Existential Recovery:  

User-run Recovery Programmes 



Dutch National RCT of User-run Recovery Program 

Boevink, Kroon, van Vugt, Delespaul, van Os, submitted 



 Fortnightly recovery self-help working 

groups (1 year) 

 A one-day „recovery‟ training course  

 Training course Starting with Recovery  

 

TREE (HEE): Toward Recovery, 

Empowerment and Experiential Expertise   

Run by renumerated experts 

by experience 



User-run Recovery Programme 

Boevink, Kroon, van Vugt, Delespaul, van Os, submitted 
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Psychiatric Rehabilitation: Evidence? 



Dutch National RCT of the Boston 

Psychiatric Rehabilitation approach  

Swildens, van Busschbach, Michon, Kroon, Koeter, Wiersma & van Os, in press 



 Diagnosis: helping patients gain insight into their 

future goals in the rehabilitation areas of 

work/study, social contacts and living 

environment, and into the skills and resources 

needed to attain these goals  

 Planning: describing the necessary interventions, 

such as skill training and  resource coordination  

 Intervention: carrying out these interventions  

 

Boston Psychiatric Rehabilitation Approach  

Swildens, van Busschbach, Michon, Kroon, Koeter, Wiersma & van Os, in press 



Psychiatric Rehabilitation (PR) vs Control Condition (CC) 
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Swildens, van Busschbach, Michon, Kroon, Koeter, Wiersma & van Os, in press 



Mobile Self-management: 
Situated Therapeutics 

Philippe Delespaul, Inez Myin-Germeys, Marieke Wichers 



Illness episode 1 Illness episode 2 

Reward reactivity 

Stress-
reactivity 

month1 month12 
Salience 
reactivity 

Van Os et al, Nature, 2010 

Core Vulnerability/Resilience Targets 



ESM procedure 
Day 1 Day 2 Day 3 Day 4 Day 5 
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A single ESM day 

7.30 22.30 

Assessment of daily life 
person-context interactions 

Emotional 
response 

(Un)pleasant       
situation 

Daily life 
context 

Ik voel me

Enthousiast

3 4

Helemaal niet

1 2 5 6 7

Ik voel me

Enthousiast

3 4

Helemaal niet

1 2 5 6 7

PsyMate Person-Context Interactions 



Web-based Feedback 

Lancet, 2011 



From Implicit to Explicit 

Implicit Explicit 

affect 

Environment 

Lancet, 2011 



Linking Affect and Psychosis 
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Studying Paranoia Episodes 
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Episode = uninterrupted series of occurence of paranoia >=3 

1 
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7 

Thewissen et al. Br J Clin Psych 2010 

n=155 



0

1

Anxiety Down Anger Self-esteem

*** 

*** 

Paranoia in daily life: onset of episode 

Thewissen et al. Br J Clin Psych, 2010 

*** 

*** 

n=155 



Medication Side Effects 



MBCT impacts on PA-

related momentary 

outcomes: RCT 

Geschwind et al, J. Consulting & Clinical Psychology, 2011 



Wichers et al, in press 

A Focus on Reslience 

PA (t)  PA (t+1) 

90 min 

beep beep beep beep 

PA  PA PA  PA PA  PA PA  PA 

90 min Momentary PA 
transfer 



Reward Cycle: Negative symptoms 

Experience of 

positive affect 

Incentive 

Motivation 

Reward-

directed 

behaviour 
Wichers et al, in press 



AO Dimensions: not one without the other 

Crisis management, 

medication-based 

symptom reduction 

Empowerment and 

Social participation 

“Admission Prevention” Social Participation 

Team organisation Treatment content 

? 



Fin 



NA increase          

compared to beep before 

Feelings of 

paranoia 

Depressed  

Non-depressed 

How Does Altered Mood Induce Psychosis? 

Ingrid Kramer et al, Psychol Med, 2011 

Time (day) 
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Thewissen et al. Br J Clin Psych 2010 



Web-based Feedback: From Implicit to Explicit 

Implicit Explicit 

Salience 

Environment 



ESM: Measures of Affect 
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ESM Time Relationships 
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ESM Time Relationships 
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ACT and FACT in the Netherlands 

ACT (35) FACT (130) 

ACT intensive care 

20% most severely affected 

100 patients / team 

Caseload 1:10 

Psychiatrist 1/100 

Psychologist: not required 

Job Coach /Expert by Exp: no 

All patients daily discussed 

Contact frequency 3-4x / week 

Job Coach: not required 

ACT intensive + Individual extended 

Entire SMI population in area 

220-250 patients / team 

Caseload 1:20 

Psychiatrist 1/200 

Psychologist: 0.8/200 

Expert by experience: 0.8/200 

20%-30% daily discussed 

If required up to 4x / week possible 

Job Coach: 0.6/200 



Prevalence Mental Disorders – 20% 

Capacity Mental Health Services – 4% 

population 

No clear demarcation between “common 

mental disorder” and “severe mental illness” 

Assertive Outreach needed by many 

 

 

 

 

Assertive Outreach:The Challenge 

How to Introduce Assertive Outreach? 



Social Cognition Predicts Community Functioning 

Fett et al, Neuroscience and Biobehavioral Reviews, 2010 



Social Cognition Predicts Community Functioning 

Fett et al, Neuroscience and Biobehavioral Reviews, 2010 

 
Diff 

 



Non-hierarchical goals 

Symptomatic 

recovery 

Social 

recovery 

Personal 

recovery 



ACT and 

CMHT 

Killaspy et al, 2006 



D-STIGMI: Study design 

Questionnaires & interviews 

Optional: PsyMate (ESM) 

Questionnaires & interviews 

Questionnaires & interviews 

Optional: PsyMate (ESM) 

Intervention:  

Psycho-education or 

Newspaper reading group 

10 weekly 

sessions of  

1-1,5 hours 

2 months after 

intervention 

van Zelst et al, in preparation 



D-STIGMI: Feasibility 

 Inclusion: People have to commit themselves to the study 

for 5-6 months, including the intervention of 10 weeks. 

 Expectations: Depending on the type of intervention people 

will actively learn how to cope with stigma (Psycho-

education) or other skills (Newspaper reading group), while 

they may be interested in learning the first.  

 Logistics: Enough trainers (both health care professionals 

and experts by experience), resources, time and locations 

needed. 

 There is enthusiasm and acknowledgement of the need 

for attention for stigma, from participants, trainers and 

mental health professionals. 



AO and Outcomes 

AO 

Symptomatic 

recovery 

Social 

recovery 

Personal 

recovery 

? Increased 

treatment exposure 



Are Treatments 

Available? 



Intensive CM for severe mental illness 

“It is not clear…..what gain ICM provides on top of a 

less formal non-ICM approach.We do not think that 

more trials comparing current ICM with standard 

care or non-ICM are justified, but currently we know 

of no review comparing non-ICM with standard care 

and this should be undertaken.” 

 

Cochrane review, Dieterich et al, 2010 

   Satisfaction 

   Continuity of care 



Plasticity: neurocognition? 

Arch Gen Psychiatry, 2004 



Plasticity: Cognitive Remediation 

Hogarty GE et al. Arch Gen Psychiatry 2004;61:866-76. 
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Psychiatric hospital beds per 100000

Psychiatric beds - Western Europe 

Source: WHO  



Assertive Outreach Early Intervention 

“There is some support….but further trials 

would be desirable, and there is a question of 

whether gains are maintained.”  

 

Cochrane Review,                      

Marshall & Rathbone, 2011 



Where There Is No Data…… 

Onset Death 

RCT Rest of Life 

Drukker et al, Soc. Psychiatr & 
Psychiatr. Epidemiol, 2009 



CBT: Evolving Knowledge 



Treatment Psychosis 

Lataster et al, 2011 



ESM Time Relationships 
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ESM Time Relationships 
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ESM Time Relationships 
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Momentary Approaches GxE: 
Environmentally Reactive Phenotypes 

 

 

 

Stress 

Year 1 Year 2 Year 3 Year 4 

Hour 1 Hour 2 Hour 3 Hour 4 



“PsyMate”: Experience Sampling Method 

www.PsyMate.eu 



Situated Therapy 

Patient makes own diagnosis 

Patient assesses change 

Implicit (dysfunctional) patterns of 

experience made explicit 

Learning about experience in 

reaction to daily life circumstances 

 



FU 6 months 

FU 12 months 

MindMaastricht RCT 

Sample: 130 participants with residual symptoms of  

depression, not currently depressed 

 

6 days Experience 
Sampling  

6 days Experience 
Sampling  

Mindfulness 
Training 

Control 

Geschwind et al, J. Consulting & Clinical Psychology, 2011 



*                * 

* = replicated in both subsamples 

*               

“Inoculation” by Physical Exercise:               

Within-Study Replication Twin Design 

Twin sample: n=504 (252 complete pairs) 

(Wichers, Peeters, Lothman, Simons et al, in press) 



Situated Therapeutics 



Self-Management 



Somatic Outcomes: AP Monitor 

Bak et al, submitted 
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Patients do not attribute satisfaction with 
services to somatic outcomes 
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CBT: Evolving Knowledge 



The Ultimate Global Sample 



Recovery: Illness plasticity   
(illness changeability in response to treatment) 
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Graphic summary-free after Wiersma D et al. Schiz Bull,1998;24:75-85. 

15-year follow-up 

15-year follow-up of first episodes 
2 out of 3 had relapse 



Good outcome Poor outcome 0% 50% 100% 
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Van Os & Kapur, Lancet, 2009 



Pajonk, F.-G. et al. Arch Gen Psychiatry 2010;67:133-143. 

Plasticity: Hippocampal Volume and Aerobic Exercise 

+12% 

+16% 



There is more to treatment than symptoms 

Burns et al, Lancet, 2007 

Proportion at least one day worked 

IPS=Individual Placement & Support 


