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Introduction 

In this final chapter the main findings of this thesis are summarized and discussed. First we present 

the aims and main results reported in each chapter of this thesis, followed by discussion of the main 

findings. In particular we discuss the role of mental health nurses in Collaborative Care (CC). We will 

also discuss what can be learned about implementation of complex interventions in mental health 

practice. Methodological considerations will be elaborated on. Recommendations for future research 

as well as for clinical practice are given. Finally, conclusions are presented. 

 

Bipolar disorder (BD) is a severe mental disorder, with serious consequences for the daily life of 

patients and relatives. Despite treatment, patients remain symptomatic for approximately 50% of the 

time (1;2). Patients suffer most of the time from depressive symptoms. Even during euthymic 

periods, i.e. when patients do not fulfill the formal criteria of a mood episode, many suffer from 

subsyndromal symptoms that increase the risk of relapse and negatively influence their functioning 

and quality of life (3-5). CC is a multi-component intervention that was found to be effective in the 

treatment of chronic somatic disorders and in major depression, and has in particular been studied in 

primary care. CC was tested in bipolar patients in a limited number of studies (6-9), in specialized 

mental health care. Although these studies have shown promising results, the majority demonstrated 

only effect on manic, but not on depressive symptoms. Given the impact of persistent depressive 

symptoms, we added Problem Solving Treatment (PST) (10) to our CC-program, to address 

depressive symptoms in particular. The effectiveness of this CC program was tested in a randomized 

controlled trial.  

 

Main findings 

In chapter 1 we describe the study protocol for the pragmatic cluster randomized controlled trial we 

planned. It helps readers to ascertain to what extent the investigators adhered to the study protocol, 

once results of the study are being reported. In our CC-program for patients with bipolar disorder 

(11) all plans and decisions concerning treatment were made in a Collaborative Care team, including 

the patient, a relative of the patient, the nurse and the psychiatrist. The CC-team could be extended 

with other professionals if required for optimum treatment. The team met at least three times in a 

year. Coordination of care was provided by the nurse in his/her role as care manager. Care needs 

were systematically assessed, using the Camberwell Assessment of Needs (12), that formed the basis 

for an individualized treatment plan. This plan was formulated as a contract, in which goals and 

treatment activities were recorded, and signed by all team members. All activities and results of 

treatment were monitored and evaluated in the CC-team. Patients were encouraged to chart their 

mood by means of the Life Chart Method (13). A relapse prevention plan was constructed, containing 



a description of early warning signs of relapse, and early interventions to be carried out in case of an 

impending relapse. Psycho education was provided in groups to patients and their relatives (14). 

Nurses performed Problem Solving Therapy (PST). PST is a comprehensive therapy, in which patients 

learn to effectively solve problems in daily life, which may result in enhanced mood. Next to this, 

pharmacotherapy and somatic care were provided as usual. We studied the effect of the CC-program 

in a one-year cluster-randomized trial in The Netherlands, in outpatient treatment teams providing 

specialized mental health care. Teams in the control condition provided care as usual (CAU) to 

patients. CAU in The Netherlands is assumed to be of high quality. Teams in CAU provided elements 

of CC to their patients, in varying degrees, however not systematically and not to all patients. None 

of the CAU-teams provided PST. Teams in the CC condition were trained in CC, and received coaching 

and supervision during the period they provided the intervention. We used questionnaires with 

established psychometric properties to determine the effects of the intervention program, with 

measurements at baseline, and at 6 and 12 months, in patients, relatives and care-providers. Primary 

outcomes were depressive and manic symptoms, functioning and quality of life. A secondary 

outcome was medication adherence. Furthermore, we studied whether improvement of depressive 

symptoms mediated improvement of functioning. 

 

Chapter 2 presents the results of this trial, concerning the outcome variables depressive and manic 

symptoms and medication adherence. The trial was carried out in 16 outpatient mental health clinics 

in the Netherlands. In intention to treat analyses, data of 138 patients were analysed. Collaborative 

Care had a significant and clinically relevant effect on number of months with depressive symptoms, 

both at six months and at twelve months, as well as on severity of depressive symptoms at twelve 

months. There was no effect on manic symptoms, nor on medication adherence.  We concluded that, 

since persistent depressive symptoms are difficult to treat and contribute to both disability and 

impaired quality of life in patients with BD, collaborative care may be an important treatment 

modality for patients with BD. We assumed that PST added to a considerable extent to this effect. 

 

In chapter 3, results of CC on functioning and quality of life were reported. In addition, the mediating 

role of depression severity on these outcome variables was investigated. Patients randomized to CC 

showed more improvement in overall functioning when compared to patients in the CAU group, with 

a small effect size. In the domains of autonomy, cognitive functioning, and leisure time (refering to 

the capability of performing physical activities and maintaining hobbies) a medium effect was found 

in favor of CC. No differences between conditions were found in the other domains of functioning. 

Concerning quality of life, patients in CC improved more in the domain of physical health if compared 

to CAU. No differences were found in overall quality of life, nor in the other domains of quality of life. 



Fifty percent of the effects on functioning were mediated through the effects of CC on depression 

severity. This suggests that, besides positive effects on depressive symptoms, CC has direct beneficial 

effects on various aspects of functioning and quality of life.  

 

Chapter 4 reports on an epidemiological study using data of participants of the Netherlands Study on 

Depression and Anxiety (NESDA) (15). We investigated whether patients with single episode MDD 

(MDD-s), recurrent MDD (MDD-r) and BD differ in functional impairment, whether time since last 

episode (syndromal state) contributes to impairment, whether this association is moderated by 

diagnosis, and what is the role of depressive symptoms in these associations. Data were derived from 

1664 participants of the NESDA study (MDD-s n=483; MDD-r n=1063; BD n=118). In additional 

analyses 530 healthy controls were included. Diagnosis and information about syndromal state were 

based on the Composite International Diagnostic Interview (CIDI). Psychosocial impairment was 

assessed with the World Health Organization Disabilities Assessment Schedule 2.0 (WHODAS  2.0). 

Adjusted associations between diagnosis, syndromal state, impairment and  depression severity were 

investigated. We found that functional impairment in patients with MDD-s, MDD-r or BD decreased 

with increasing time since last episode. Patients with BD experienced more functional impairment 

than patients with MDD-s or with MDD-r. However, considering the impact of syndromal state on 

functioning, a different course between these diagnostic groups was found. Functional recovery in 

patients with MDD-r and patients with BD took longer than in patients with MDD-s. Depression 

severity accounted for these differences. Besides this, functioning in patients who were in remission 

longer than one year remained impaired when compared to healthy controls. This implicates that 

functional recovery may take up to one year after syndromal remission in recurrent depressive and 

bipolar disorder, mainly due to persistent depressive symptoms.  

 

Chapter 5 reports on a grounded theory study which was conducted in the framework of the clinical 

trial, in which we investigated the working alliance between patients and their nurses. We explored 

which elements of the working alliance support recovery from depression, and which elements 

hinder recovery. Fourteen patients who participated in the experimental condition of the CC-trial 

were interviewed. Three core themes characterize the nurses’ support during recovery: Creating a 

safe and supporting environment, assistance in clarifying thoughts and feelings, and support in 

getting physically active. This study shows that, according to patients, the process of recovery from a 

depressive episode benefits from a good working alliance with the health care professional.  

 

In chapter 6 we described the results of a previously conducted grounded theory study (16), in which 

we investigated burden in spouses living with a partner with bipolar disorder, explored how they 



cope with the experienced burden, and what support they need. Fifteen spouses and ex-spouses 

were interviewed and reported to experience heavy burden. A grounded theory was developed in 

which the following process was described. The spouses  appraised their situation as being  ‘alone 

together’. Their coping strategies were further explored. The spouse first tried to appraise the 

situation, to be able to understand if he or she should hold the patient responsible for his or her 

behavior. Subsequently, spouses attempted to achieve a balance between self-effacement and self-

fulfillment. While support can clearly reduce experienced burden, the spouses surprisingly received 

virtually no professional support. This grounded theory  constitutes a starting point for the 

development of adequate support for spouses. 

 

Discussion of main findings 

Symptoms, functioning and quality of life 

CC has been tested in several treatment settings and in a diversity of patient populations (17). Most 

studies found CC to be effective, albeit with small effect sizes (18;19). We implemented CC to 

enhance the organization and content of care, and by doing so, to improve outcomes in patients with 

bipolar disorder. We added PST to our program, to specifically address depressive symptoms. We 

found significant improvements in depressive symptoms, functioning, and in one domain of quality of 

life, with small to medium effect sizes, compared with CAU. Studies reporting effects of CC on 

functioning and quality of life in patients with bipolar disorder are scarce. In the study of Bauer and 

colleagues (6), improvements were found on functioning as well as quality of life. In our CC-trial, we 

found functioning was for 50% mediated by improvement of depressive symptoms. In a pilot study of 

a CC program developed for patients with cardiovascular risks and BD (20), a very small but 

significant effect was found on functioning. Another CC program, extended with interventions aimed 

at improving medical problems in patients with BD, found an effect on quality of life, though with a 

small effect size (9).  

Since (sub-threshold) depressive symptoms are known to pose a considerable burden on 

patients, we included Problem Solving Treatment in our CC program, specifically aimed at improving 

depressive symptoms. PST may in part account for the positive effect we found on depressive 

symptoms, and via this effect, also on functioning. The rationale of PST is that by increasing problem-

solving skills, first, the patients’ understanding of the relationship between everyday problems and 

mood increases. The patient feels capable of setting attainable goals and of actively working on 

achieving these goals. This may finally result in enhanced self-efficacy and regaining control over his 

or her life, which may have a positive effect on diminishing depressive symptoms. In the grounded 

theory study on the working alliance (this thesis, chapter 6) in patients who participated in the CC-



condition of the trial, several patients stated that the systematic approach of PST was helpful in 

overcoming their depression and in increasingly becoming involved in activities.   

In addition to improvement of depressive symptoms, we found improvement of psychosocial 

functioning. These effects on functioning were for 50% mediated by effects on depression. This 

implicates that CC affected functional impairments not only via alleviating depression, but directly as 

well. The domains of functioning that improved significantly are autonomy, cognitive functioning and 

leisure-time. Moreover, global functioning was enhanced in patients in the CC-condition. We assume 

various possible explanations for the effects on these domains of functioning. PST can result in better 

ability to make decisions in daily live, which in turn may improve perceived competence and 

autonomy. In addition, PST most likely improves the ability of solving problems by a more rational 

way of reasoning, which could have a positive effect on cognitive functioning. The effect on leisure-

time may be influenced by the actual performing of activities in sport or hobbies, that was stimulated 

by the execution of plans that resulted from PST-sessions.  

Another factor that may have led to progress in functioning is the fact that CC was organized 

as a manual-based and systematic method. This may have encouraged patients to become actively 

involved in treatment, and by doing so, improving their self-management skills. Furthermore, we 

added various other interventions aimed at ameliorating self-management skills, such as monitoring 

mood by use of the life chart, formulating relapse prevention plans, and psycho-education.  

It is surprising that we did not find an effect on overall quality of life, which one might expect to find 

when depressive symptoms improve (4;21). A possible explanation can be the fact that patients with 

a long duration of illness are used to a diminished quality of life, and need more time to become 

aware and confident of  feelings of improved quality of life. Thus, improvements in perceived quality 

of life can possibly only be determined in the longer term, may have a delayed effect, in comparison 

with the improvement of symptoms. 

In the epidemiological study we performed in participants of the NESDA-study (chapter 4 of 

this thesis), we found that recovery of functioning lags behind syndromal recovery, in particular in 

patients with recurrent MDD or BD, and remains relatively impaired when compared to healthy 

controls even after a year. We also found that residual depressive symptoms account for this delayed 

recovery of functioning. Several other studies also found that sub-threshold depressive symptoms 

account for functional impairment (3;4;22-26), although the association between depressive 

symptoms and functioning may be bi-directional (27). Various factors have been suggested as an 

explanation for functional recovery lagging behind syndromal recovery, such as cognitive 

dysfunction, even after controlling for sub-threshold symptoms (4), and having experienced multiple 

mood episodes (28). Moreover, it has been suggested that patients with bipolar disorder are more 

vulnerable for the psychosocial consequences of mood episodes than patients with MDD, as is 



evident from receiving reduced social support, not being able to find or keep a job, and having less 

financial resources (29). It also has been hypothesized that the longitudinal course of recurrent mood 

disorders reflects a process of neuroprogression, in which cognitive dysfunction, treatment 

resistance, medical co-morbidities, and neurobiological abnormalities increase with the number of 

prior illness episodes (30) . 

 

The working alliance  

Our study on the quality of the working alliance (WA) between the patient and the nurse during a 

depressive episode showed that CC provides the nurse with tools to support the patient to cope 

more effectively with depressive symptoms, thereby contributing to the process of recovery of the 

patient (chapter 5 of this thesis). Our findings confirm those of other studies on the working alliance 

(31). The central question is how the activities of the nurse, being part of the CC-program, could have 

contributed to the quality of the WA and subsequently to the recovery of the patient. The program 

was structured and systematically performed, aimed at goals set by the patient, and following the 

clear steps of the manual. The patients in this study confirmed the main elements of CC to be 

valuable in supporting the WA: planning of care based on the patient’s needs; the position of the 

nurse as care manager, with the nurse clearly being available to the patient in the treatment process; 

and taking responsibility for the coordination and continuity of care. Patients appreciated PST, 

stating it helped them to regain a sense of control. PST supported the establishment of a good WA, 

offering both the nurse and the patient the opportunity to collaborate on solving personal problems. 

In a number of cases it clearly led to the patient feeling more optimistic and empowered.  

 

Spouses of patients with BD 

Concerning partners of patients with BD, we developed a grounded theory based on their 

experiences (chapter 6 of this thesis). The results confirm those of several other studies (32-34). In 

general, increased caregiver burden was found to be associated with mental health disorders in 

caregivers, and increased use of mental health care (35), which has negative consequences not only 

on relatives but on patients as well. In our CC-program we added the active involvement of relatives 

as an element of treatment, in order to: 1. make effective use of relatives’ knowledge and 

experiences concerning the patient’s illness, e.g. in making a relapse prevention plan, 2. support the 

relative in coping with the burden he or she experienced, and 3. diminish expressed emotion in the 

relationship with the patient (14). In our CC-trial, the number of relatives involved in treatment 

increased in the experimental condition between baseline and T12, from 68% to 86%, illustrating 

there is room for improvement concerning family participation.  

 



Implementation of a complex intervention  

We carefully planned the implementation of the intervention, to enhance the adoption by the teams, 

since it is widely known that the implementation of innovation in healthcare is not being established 

by itself (36). First, in the phase of developing the intervention and writing the manual, we involved 

expert nurses, psychiatrists, a patient and a relative in the process. Second, we obtained the 

commitment of various team managers in the organizations of participating teams. They stated to 

support implementation of the intervention and participation in the trial, and to create conditions in 

which actual execution of CC was possible. Third, we invited nurses and psychiatrist who were 

motivated to participate. Fourth, teams in the experimental condition received coaching and 

supervision during the execution of CC, tailored to their needs, but also obligatory during the year CC 

was executed. Feedback and reminders were provided by the principal investigator (TV). Several 

nurses reported that the manual of the CC program as well as the coaching during the trial gave them 

guidance in their work with patients, which they valued as supportive. Timeframes were clear, and 

activities were planned within these timeframes. This is in contrast with care as usual, where working 

methods in general are less structured and organized. We assessed treatment fidelity, using a 

checklist filled in by the participating nurses about their activities, and found not all nurses adhered 

to the protocol to the same extent. Moreover, this was confirmed by the results of the 

questionnaires the patients filled in, concerning the elements of treatment they received during the 

year of the trial. Besides this, CC had to be provided to the patient as a personalized treatment, fit to 

the patients needs, so we did not formulate a minimum amount of activities. We found a minority of 

nurses in the CC condition not to be inclined to use the manual to guide their work at all, although 

initially they consented in participating in the trial, with reasons unknown to us. These findings are in 

line with a previous study (37). Despite this, overall implementation of CC was satisfactory. Since we 

found an increase in applying the various elements of CC in the experimental condition, the 

participating nurses in general adhered to the protocol.  

 

The role of mental health nurses in CC  

The mental health nurse had a central role in the CC program, in coordinating the various elements 

of CC and providing care to patients and their families. Mental health nurses, working in outpatient 

clinics, tend to provide care that is not strictly evidence-based (38), or manual-based. They are used 

to have a great amount of freedom in how they organize their work with patients and provide care 

and treatment. On the one hand this is an important and valuable characteristic of nursing care to 

patients with complex psychiatric disorders. Nurses need to be flexible in their work, in order to vary 

the scope or intensity of interventions if the current situation asks for it. On the other hand, this 

freedom may lead to diminished quality of care if effective interventions stay unused. Nurses need to 



be trained in establishing high-quality working alliances with patients, and within these alliances, 

provide evidence-based care. In part, this training should be part of the initial education for nurses. 

In addition, nurses need to be challenged in clinical practice in their role as professionals to perform 

on a high level concerning the establishing of a WA, and the use of evidence-based interventions. 

Possibly, nursing education has shortcomings in teaching the execution of complex interventions 

such as CC. However, an important part of training attitudes, competencies, and working styles 

should be provided in daily practice, after initial nursing education when the nurse enters the field of 

health care as a professional. During their professional career this should be followed by continuing 

training, peer-to-peer coaching and supervision. Strikingly, although the importance of this 

continuing training and intervision will be acknowledged by most nurses, team managers, and other 

professionals in mental health care, to my knowledge this is not always being practiced. In my 

opinion, more efforts should be made to enhance the quality of care delivered by nurses. Our CC-

program, aiming at improving self management skills of patients, is strongly in line with the 

professional profiles for nurses and clinical nurse specialists, recently formulated for the near future 

(39), stating that enhancing self management is a central concept of nursing: Nursing is “supporting 

self management of individuals, their relatives and their social network, aimed at maintaining or 

improving daily functioning in relation to health, illness, and quality of life”. This encompasses among 

others “risk assessment, detect early signs and symptoms, recognize problems, provide evidence-

based interventions, monitoring, and evaluations”, executed in a “continuous, cyclic process”. 

Moreover, nurses provide care in collaboration with colleague care providers, and “based on 

partnership with patients, their relatives, and informal care-providers”.  Thus, nurses are increasingly 

challenged to be working according to evidence-based guidelines, using manuals and other tools, 

collaborating with patients, relatives and colleagues, monitoring effects of treatment, enhancing self-

management, and all this in a patient-centered, flexible, and systematic way. Nursing education and 

nursing practice have challenging tasks to perform in the coming years. 

 

The added value of collaborative care 

CC is a flexible program, aimed at prevention as well as treatment, and aimed at diminishing 

symptoms as well as at the consequences of the disorder. Expectedly, patients who learn to self-

manage the disorder, succeed in preventing a minor mood-change from developing into a full-blown 

mood episode. In our study we found that patients who received CC spent less time with depressive 

symptoms than patients in the control condition, indicating that CC prevents or at least shortens 

depressive episodes. In addition, the fact that a patient feels confident being able to influence his or 

her own mood, is not only preventing mood episodes, but in addition strengthens the patients’ self-

confidence and feeling of being in control, and by this, most likely enhances functioning (40).  



Is CC truly an innovative intervention? To our opinion, the answer to this question should be positive. 

CC adds various elements to care as usual, by organizing  interventions in a new way: the methodical 

collaboration with not only all care-providers involved, but also the patient and his or her relative, 

guided by a manual, providing a package of self management interventions, carefully planned and 

monitored. Besides this, to our knowledge, we are the first to use PST in patients with BD.  

 

Methodological considerations 

We applied various study designs in the studies described in this thesis, to be able to answer our 

research questions appropriately, and by this, add to existing knowledge to improve quality of 

treatment for patients with BD and their caregivers.  

The quality of the CC trial is enhanced in several ways (chapter 1, 2 and 3 of this thesis). First, 

the expertise of patients, informal caregivers, psychiatrists and nurses was included during the 

process of developing the CC-program. Second, we optimized implementation of the intervention by 

structured implementation of CC in the experimental group, with three days of training, individual 

coaching for the nurses, and fidelity assessments. Implementation succeeded to a satisfactory 

degree. Third, the total number of contacts with the nurse and psychiatrist did not differ between 

the two treatment conditions, suggesting that extra costs for the execution of CC will be limited. 

Finally, attrition of respondents was limited, since 84.8% of respondents completed the assessments.  

Several limitations have to be mentioned. First, baseline differences concerning illness characteristics 

were present between treatment conditions. This might be explained by our method of including 

participants. After having obtained consent to approach eligible patients, the investigator provided 

them with more details about the study. When informed about the CC program, some patients 

declined participation, expecting that this program would to be too intensive for them given their 

care needs. If less instable patients did not participate in the experimental condition, this may have 

led to the differences between groups. If and how these baseline differences influenced the results 

of our study is not straightforward. One possible hypothesis is that patients who are more severely ill 

at baseline are expected to improve more. In contrast, another possible hypothesis is that patients 

who are more severely ill at baseline are expected to remain more severely ill. Although these are 

contradicting views, both could be true. Still, after adjusting for these baseline differences, the 

results concerning time spent with depressive symptoms and depression severity remained 

significant. Concerning functioning, after adjusting for baseline differences the results were no longer 

significant, although a trend for significance remained for overall functioning, and for the domain 

physical health of quality of life. A second limitation was the fact that blinding was not possible in the 

Life Chart interviews, and in the analyses. However, the retrospective Life Chart is highly structured, 

and was administered on the basis of patient’s self-report, and not on the basis of clinical judgment 



of the interviewer, which limits the risk of bias. Besides this, for pragmatic reasons blinding was not 

possible during the stage of data analyses, herewith violating the study protocol. The third limitation 

was dropout of two teams in the CC condition, due to organizational circumstances unrelated to this 

study. Since we expect that characteristics of these drop out-teams did not differ from those of the 

participating teams, there is little reason to assume that this has biased the results. We did not 

include the patients from these teams in the ITT analyses, given the fact that these teams as a whole 

did not start with the execution of the intervention. The drop-out of these teams did reduce the 

statistical power of the analyses.  

We aimed to study the potential benefits of CC for bipolar patients in real-world clinical 

practice, which enables us to generalize our findings, but also implied that full implementation of CC 

could not be achieved in every patient, which is the fourth limitation. Daily practice is in accordance 

with that, since complete implementation of complex interventions will never be reached. Moreover, 

CC was tailored to the specific needs of the patient and his or her caregiver, resulting in not all 

elements of the program being delivered to all patients. Still, the overall implementation of the 

collaborative care program was successful to a satisfactory degree. In the CC group at T12, there was 

a clear increase in the use of a relapse prevention plan, the use of a life chart, having followed psycho 

education and the involvement of relatives in treatment, if compared to baseline. PST showed the 

best degree of implementation, which supports the presumption that PST was primarily accountable 

for the effect we found on depression. The epidemiological study with participants of the NESDA 

study (chapter 4 of this thesis) has several strong points. To our knowledge this is the first study to 

examine the associations between functional impairment and the time since syndromal remission in 

patients with MDD-s, MDD-r, or BD. The large sample size gave us the opportunity to compare these 

three groups of patients.  Data were collected from various treatment settings, which increases the 

generalizability of our findings.  Several limitations have to be mentioned also. The subgroup of 

patients with BD was relatively small, which decreased statistical power. Patients with the diagnosis 

of BD were originally excluded from NESDA. They entered the study with a diagnose of depression, or 

as healthy controls, and during the study this changed.  As a consequence, the patients with BD who 

were included in our study may not be fully representative for the overall population of patients with 

BD and may be at the less severe end of the bipolar spectrum. Furthermore, we were not able to 

identify the precise nature of the last episode experienced in BD patients, since manic symptoms 

were not assessed in detail in NESDA. Although one can expect that depressive episodes largely 

prevail over (hypo-)manias (1), this would have provided us with valuable insights into the 

contribution of (hypo-)manic and depressive episodes to functional impairment.   

The grounded theory study to study the working alliance (chapter 5 of this thesis) has various 

strong features. Insight is being provided in the perspective of the patient regarding important 



elements in the WA with the primary nurse. We included 14 of 18 eligible patients in the study, thus 

minimizing the risk of selection bias. The interviews took place in the privacy of the participants’ 

homes, promoting comfort and safety to openly discuss their perspectives on the working alliance. 

This increases the credibility and trustworthiness of our findings. Some limitations should be 

reported also. Given the relatively small number of eligible patients, that is, patients who suffered 

from moderate to severe depressive symptoms during the execution of the randomized clinical trial, 

we were not able to apply the principle of theoretical sampling, thus limiting the possibilities to fully 

develop our theoretical model and reach data saturation. Therefore our theoretical model must be 

regarded as of a tentative nature.  

The grounded theory study in spouses (chapter 6 of this thesis) has various strengths. To our 

knowledge this is the first study to investigate burden in spouses of patients with BD, how they cope, 

and how they can be supported to decrease their burden. The process of constant comparison led to 

the assumption that spouses are coping by searching for a balance between self effacement and self 

fulfilment. Many of them had at some point in their live considered to leave their partner with BD. 

We managed to include ex-spouses, to get more in-depth information about this process, which is 

another strong feature of this study. This study has several limitations. For practical reasons, 11 of 

the 15 participants were recruited via the Dutch Society for Manic Depressives and Caregivers, which 

limits the transferability of the results. Membership of such an organization is assumed to increase 

the amount of relevant knowledge and sources of support. In general, the characteristics of family 

association members have been found to differ from the characteristics of non-members (41).  

One of the criteria for inclusion in the present study was that the patient had a type I or II bipolar 

disorder diagnosis according to DSM IV. The presence of the diagnosis was specified by the 

participating spouse and not confirmed by the investigator, implicating the possibility that diagnostic 

information was not always correct. The interviews with the ex-spouses were difficult to interpret, as 

divorce is generally a swift process with emotional reactions. Therefore, it was hard to distinguish if 

what is reported about the relationship is mainly attributable to the disorder, or to other unrelated 

causes. While the member checks showed that the participants saw their own experiences reflected 

in the interpretations provided, these results might reflect a predisposition on the part of the 

participants to supply the answers that they thought the investigator might want to hear. All of the 

participants, for example, applauded the opportunity to share their stories and were all positive 

about the research being undertaken, which may have made it hard to express a critical view. 

 

Implications for clinical practice 

First, in our studies we demonstrated that collaborative care can enhance quality of care for patients 

with bipolar disorder, so it is recommended to implement CC in current practices. Since we are not 



able to distinguish which elements of the program account for the effects found, it should preferably 

be implemented as a whole. Notably, the program itself emphasizes the need to tailor interventions 

to the individual needs of patients and their relatives. We assume that the fact that CC is described in 

a manual and includes clear instructions for execution, contributes to the positive effects we found. 

Second, since patients with recurrent mood disorders experience some degree of functional 

impairments even a year after syndromal recovery, we recommend continuation treatment to be 

prolonged to at least a period of a year. Third, nurses and other care-providers ought to be aware of 

the process that spouses of patients with BD are going through, and the specific problems and needs 

they experience. Nurses can support these spouses in coping effectively, and help them in effectively 

diminishing their burden.  Offering them psycho-education, helps appraising the situation and finding 

out how to cope with the patient’s disruptive behavior. Nurses can support spouses in making 

choices in their own interest, instead of ignoring their personal needs. If a patient is reluctant to have 

a relative involved, the nurse should investigate the motivation of this together with the patient and 

find a proper solution. If the patients persists in not consenting, this relative should be offered an 

alternative option for support in coping, e.g. via a family-worker who is specifically appointed for this 

task. Fourth, nurses need to become aware that their attitude and professional behavior is vital to 

achieve favorable treatment outcomes in depressed patients. Education programs should give ample 

attention to the development of required competencies for the establishment of good working 

alliances with their patients and train nurses to be self-reflective on this topic. Fifth, nurses ought to 

be challenged to use clinical guidelines and they should be evaluated concerning this, in education 

programs as well as in clinical practice. 

 

Implications for future research 

Currently, collaborative care for bipolar disorder was implemented in specialized mental 

health treatment. The Dutch guideline for treatment of bipolar disorder recommends these patients 

to be treated in specialized care. However, to reduce the costs of (mental) health care, there is 

currently a process to increasingly refer more stable patients to general practices. To provide a solid 

basis of evidence for the feasibility of these plans, a CC-program adapted for more stable patients 

with BD should be studied in general practice. Recently, several CC programs have been studied in 

The Netherlands, among others in general practices, with promising results (42). We recommend to 

study this in a randomized controlled trial once more.  

Concerning our finding that in recurrent mood disorders functional impairment still existed if 

an episode was more than a year ago, we recommend studying the effect of prolonged treatment in 

a randomized controlled trial. A randomized trial of a one-year continuation pharmacotherapy 

combined with CC compared to similar continuation pharmacotherapy with CAU, for patients who 



have responded to acute treatment for bipolar depression could show whether CC helps to improve 

residual depressive symptoms and psychosocial functioning, as suggested by our study.  

Regarding the working alliance between patients and nurses, another grounded theory study 

is recommended to be executed, to expand and validate the tentative theory we developed. In 

addition, patients with a moderate or low-level quality of the WA should be interviewed. 

Furthermore, nurses should be interviewed about this topic, followed by focus groups with both 

patients and nurses. This can enhance insight in the various strategies nurses apply during the 

therapeutic process, which enables them to learn to consciously deploy these strategies. In doing 

this, we combine the results of views of both parties in a comprehensive theory of the working 

alliance, which is a topic of major importance.   

 

Conclusions 

In this thesis we showed that Collaborative Care had positive results in patients with bipolar disorder, 

compared to CAU in The Netherlands. We assume that the systematic organization of CC, concerning 

content and process of care, accounted for these effects, as well as the fact that we added Problem 

Solving Treatment to our CC-program. We showed that we were able to improve depressive 

symptoms, which are known to pose a heavy burden on patients and their relatives, by CC. We found 

that the working alliance between nurse and patient within CC supported the process of recovery of 

a depressive episode. CC adds to improved functioning, known to be an important outcome for 

patients, and in one aspect of quality of life. Moreover, we found that patients with recurrent mood 

disorders suffer from functional impairment during the first year after syndromatic recovery from a 

depressive episode. Functional impairment appeared to be moderated by depressive symptoms, 

implicating that continuation treatment should be prolonged to at least 1 year. Moreover, we gained 

insight in the experiences of spouses of patients with BD, resulting in recommendations for practice 

to support these spouses.  

We emphasize the use of guidelines and protocols by mental health nurses in The Netherlands, to 

improve quality of care. To achieve this, implementation of complex interventions such as CC need to 

be carefully guided, since implementation is a complex process in itself.  

This thesis adds to existing knowledge, providing possibilities to improve quality of care for patients 

with bipolar disorder, and in particular, to diminish the burden of depression. 
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