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Two studies on the effectiveness of Transactional Analysis 
Psychotherapy in an inpatient setting.  
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In this lecture I will present two studies on the 
effectiveness of TA Psychotherapy in an inpatient 
setting. 

Long-term prognosis of and 
aftercare after short-term inpatient 
psychotherapy for personality 
disorders. 
This first study was performed in the years 2000-2007 
and in it I explored the long term results of a 3 months 
inpatient program, based on TA Psychotherapy.  

Background of the 3 months TA program 
in De Viersprong 
The inpatient program in Center of Psychotherapy ‘De 
Viersprong’ in Halsteren, the Netherlands, has been 
developed in 1979 for patients with personality 
disorders. At that time, several psychiatric hospitals in 
the Netherlands had inpatient or day-treatment 
programs for patients with personality disorders and co-
morbid Axis I disorders, mostly depressive or anxiety 
disorders. Most patients admitted to these programs 
had unsuccessful outpatient psychotherapy first. In 
general those programs had no limitation in time; the 
median length of stay was 9-12 months during which an 
integrated treatment program within a group and a 
therapeutic milieu aimed towards structural personality 
change. Research (Bolten, 1984) showed that a certain 
number of patients dropped out from those programs 
but nevertheless improved substantially at follow-up. 
This was the reason a short-term inpatient program was 
developed with duration of 3 months. As the short 
duration of this program asked for an active treatment 
modality involving the participation of the patients, 
transactional analysis was chosen as the preferred 
model for this program.  

Patients with personality disorders 
Patients with personality disorders often had a 
traumatic childhood: 

• Early death of one of the parents  

• Parents need a lot of caring of the child 
(parentification) 

• Neglect, abuse (physical, emotional or sexual) 

• handicap of the him- or herself or a sibling  

• Often also talents present 

They made early  “survival decisions” and often had a 
quite successful life with them. But, in the end these 
decisions had a contra-productive effect and resulted in 
problems in relationships and in work.  

Content of the TA Program 
As 3 months is not a very long period for psychotherapy, 
the TA Psychotherapy Program in the Viersprong is quite 
intense. It consists of different forms of therapy: 

• group psychotherapy  

• different non-verbal therapies  

• sociotherapy  

• in a therapeutic milieu 

• Transactional Analysis as method of psychotherapy 
and language  

 

When a patient is admitted he or she makes a treatment 
contract after several days of introduction in the group 
and all the therapies. In this contract the focus of the 
repetitive problems, which the patient meets in his life, 
is stated with a decision of how to change this into a 
more autonomous and healthy life.  

An example of a contract is: “I leave my loophole, I 
become friends” in a patient whose father was in the 
army and with whom he had an authority conflict since 
his youth what kept him from having intimate 
relationships with women and men. In the next three 
months the contract is leading in all the interactions: in 
the psychotherapy group sessions where the redecision 
model is used to change early decisions; and also in the 
non-verbal therapies.  

One of the non-verbal therapies is archery where 
patients learn to experiment with safety and aggression, 
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with aiming and succeeding, with using strength and 
precision. Another therapy is puppet play where 
patients create a doll that often symbolises a non-
acknowledged part of their self like the little girl or the 
macho-man. In the house where the patients live 
together, cook their meals and spent the evenings with 
group members, nurses attend the meals, discuss the 
weekends which are mostly spend outside the hospital, 
and hold daily contract meetings in which each patient 
evaluates together with the group members how he or 
she worked that day on the therapeutic goals stated in 
the contract.  

The treatment groups, consisting of eight patients, are 
half-open, which means that every six weeks four out of 
eight patients end their treatment and four new 
patients are admitted, so the group consists of eight 
patients again.  

Background of this research 
At the moment of this study, the program already 
functioned during more than 20 years; well over 600 
patients finished the program successfully: 75% of the 
patients showed symptomatic improvement. 
Nevertheless, only 33% of the patients were working 
and nearly 40% of them still received psychotherapeutic 
treatment at follow-up after one year (SWOPG, 2002). 
This result was confirmed in a pilot study we did among 
ex-patients of the program (Thunnissen, Duivenvoorden, 
& Trijsburg, 2001): patients showed symptomatic 
improvement, but often still received psychotherapeutic 
treatment and had difficulties in finding work or, if 
working, handling stressful situations. 

Research questions 
In this study we had two research questions: 

• Does a specific method of aftercare promote the 
functional improvement of patients, especially: do 
more people have a job 2 years after the program? 
To answer this question, we performed a 
randomised clinical trial into two methods of 
aftercare. 

• Does cluster personality disorder predict the effect 
of the treatment? 

Design of the aftercare 

The total group of 128 patients was randomised in 2 
groups: 

One group of 64 patients received, after the primary 
treatment of 3 months as described above, a 
Reintegration training. This training consisted of 6  half 
days of three hours, monthly between 3 and 9 months 
after the end of the program. Three afternoons were 
focussed on work, and threes on (social) relationships. 

The other group of 64 patients received Booster 
sessions: two days, after 3 and 9 months, with the same 
staff, and the same program. 

Subjects and methods 

Patients 
On average, 50% of the patients applying for treatment 
in the TA-program were admitted. Selection criteria 
were longstanding personality problems, often second- 
or third degree injunctions, and unsuccessful previous 
psychotherapeutic treatment(s). Additionally, patients 
had to be motivated and willing to sign a treatment-
contract, and have sufficient ego strength to participate 
in an intensive psychotherapeutic program. The majority 
of patients used no medication; if medication was used, 
in most cases it involved antidepressants. Exclusion 
criteria were: substance use disorder, history of 
psychosis, and other severe disorders like depression or 
acute anxiety disorder that could potentially interfere 
with the treatment. 

Nearly all the patients had a personality disorder, mainly 
cluster C, B and personality disorder NOS - Not 
Otherwise Specified.  This is an identification of 
personality disorders using the Diagnostic and Statistical 
Manual DSM system, whereby cluster A points at the 
eccentric disorders (paranoid, schizoid and 
schizotypical), cluster B to the dramatic (histrionic, 
narcissistic, borderline and antisocial), cluster C to the 
anxious (avoidant, dependent and obsessive-
compulsive) and NOS to those who suffer from 
longstanding personality problems and show 
characteristic of different personality disorders without 
meeting one of the earlier mentioned diagnoses. 
Furthermore, they often had a diagnosis on Axis I, 
mainly anxiety or depressive disorders. The majority of 
patients had received psychotherapeutic treatment in 
the past, mostly as outpatients, but 10-15% of patients 
had been admitted to a mental hospital or had received 
day-treatment.  

Outcome assessment 
Symptoms were measured using the Symptom Check 
List (SCL-90 (Derogatis, 1977; Arrindell & Ettema, 1981) 
and expressed in terms of the Global Severity Index (GSI, 
range 0 to 4). The reliability of the SCL-90 is good 
(Cronbach’s α = 0.97, test-retest reliability ranging from 
0.78 to 0.91, depending on the sample). 

Having a paid job, absence from work and impediments 
at (paid) work were measured using the Health and 
Labour Questionnaire (Hakkaart-van Roijen, Essink-Bot, 
Koopmanschap, Bonsel & Rutten, 1996; Hakkaart-van 
Roijen, van Straten, Donker, 2002). Employment was 
defined as having a paid job, irrespective of the number 
of hours. The HLQ is a validated instrument for collecting 
data on productivity losses. In this study, we applied 
three modules of the HLQ, one on absence from work, 
and two on impediments at work: reduced efficiency at 
work and difficulties with job performance respectively. 
Absence from work during the two weeks preceding the 
interview was measured in half-days; any absence of a 
half day or more was taken as absent. Work 
impediments (e.g. having problems in concentrating or 
in making decisions, working more slowly, having to 
isolate oneself, postponing work, having others do one’s 
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own work) were rated as follows, 0 = no impediments, 1 
= some impediments, 2= serious impediments.  

Baseline characteristics of the patients were measured 
at intake with a self-report questionnaire (biographical 
data, earlier psychotherapeutic treatment, educational 
level). Personality disorders were measured using the 
Structured Interview for DSM-IV Personality disorders 
(SIDP-IV) (Pfohl, Blum & Zimmerman, 1995). Axis-I 
diagnoses were based on clinical assessments. 

Procedure 
In the first week of the primary treatment, patients were 
requested to provide written informed consent to 
participate in the study. At the end of the primary 
treatment patients were randomised to either the re-
integration training program or booster sessions; the 
randomisation was performed by an independent site 
per group of 4 patients. We established 20 groups of 2x4 
patients: 10 groups for re-integration training and 10 
groups for booster sessions. The aftercare started 3 or 4 
½ months after the primary treatment.  

Measurement took place at the start (baseline) of the 
primary treatment, at the start of aftercare (6 months 
after the start of primary treatment) and at the end of  
aftercare (12 months), and at follow-up (24 months).  

Statistical analysis  
The study was powered to detect ‘moderate differences’ 
of 0.5 effect size (Cohen, 1988) on the outcome ‘having 
a paid job’ with ß at 0.80 and α = 0.05, two-tailed. The 
statistical analysis was based on the intention-to-treat 
principle. Logistic regression analysis was applied with 
binary outcome variables i.e. having paid work (0=no, 
1=yes), absence from work (0=not absent, 1=absent) 
and impediments at work (0=no impediments; 1= 
impediments). In the logistic regression analyses, the 
odds ratio (OR) was used as a measure of performance; 
in the case of linear regression analysis the 
unstandardised regression coefficient (b) was used as 
the measure of importance. ANCOVA was used to test 
the statistical probability of a difference between the 
two conditions in terms of severity of symptoms. T-tests 
for two independent samples were applied with 
continuous data in order to detect statistical differences. 

Comparisons between the re-integration training 
program and booster sessions were adjusted by 
multivariate modelling of the following variables: sex, 
type of personality disorder, having paid work at 
baseline, severity of symptoms in the period before the 
start of aftercare, psychotherapeutic help in the two 
years before baseline and participation in aftercare. All 
analyses were performed following the CONSORT 
statement (Moher, Schulz, & Altman, 2001). 

Results on the first research question: do 
more people have a job 2 years after the 
program? 
All patients participating in the treatment between May 
1999 and December 2001 (n = 160) were asked to 
provide written informed consent to participate in the

aftercare study. Of the original 160 patients, 32 did not 
participate: 7 patients refused to cooperate, and 25 
patients dropped out of the inpatient program. 
Comparison between the 25 dropouts and the 128 
patients included in the study group showed that the 
percentage of males was higher in the dropout group 
(66.7%) than in study patients (34.4%; χ2 = 9.86; p < 
0.01). Dropouts were significantly older (40.3 years ± 
9.6) than study patients (35.6 years ± 8.1; t = 2.6; df = 
151; p < 0.01).   

Compliance 
On average, 64.6% of patients attended the 6 half-day 
sessions in the re-integration training program. 
Attendance decreased from 78.1% in the first session to 
56.3 in the fifth and 64.6% in the sixth session. In the 
booster sessions, 90.6% of the patients participated on 
the first day and 76.6% on the second day (average 
83.6%). Participation was significantly higher in the 
booster sessions (t=3.20, df =126, p=0.002, two-tailed).  

Baseline measurements 
In this study, finally 128 patients participated: 44 men 
(34.4%) men and 84 (65.6%) women.. The average age 
was 35.6 years (SD=8.1, range 20-53 years). Their 
educational level was medium to high. 90.6% of the 
patients were diagnosed with at least one Axis-I disorder 
the symptom level. They mainly suffered from anxiety 
and/or depression.  

97% of the patients had a personality disorder, mainly 
cluster C and cluster B.  

They often had unsuccessful outpatient psychotherapy  
before the inpatient program: 93.0% of the patients had 
undergone psychotherapeutic treatments during the 
two years preceding admission to the inpatient 
treatment, mostly as outpatients; 9.4% had been 
admitted to a mental hospital and 3.9% had received 
day-treatment. 71.1% of the patients were employed; 
50% were living alone and 19.5% had children.  

Results 1: Response on the questionnaires 
The response on the questionnaires was outstanding: 

• admission:      128 patients; 100% 

• discharge:       128 patients; 100% 

• start aftercare: 122 pt             95%;  

• End aftercare:  116 pt            90%; 

• follow-up (2 years): 108 pt     84% 

This means that the data in this research are reliable. 

Results 2: Adherence in the aftercare. 
Here we see the first huge difference; the adherence in 
the booster sessions was much better (84% of the 
patients participated) compared to the adherence in the 
reintegration training (65% adherence). 

Results 3: How many people had a job after 2 
years? 
As ‘getting back to work again’ was one of the main 
goals of the reintegration training, we were very curious 
to find out what the results in this area were.  
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We were surprised to find out that there was a big 
difference –in the opposite direction as we expected: 
the booster sessions had better results regarding having 
a job compared to the reintegration training! 

On admission the patients who had a job worked in 
general 32.7 hours a week (5-40 hours); two years later 
at follow-up patients worked 30.0 hours a week (5-40 
hours). 

The percentage of patients with a paid job did not 
change for patients in the re-integration training 
program (75.9% and 75.9% respectively). The 
percentage increased however for those attending the 
booster sessions from 64.2% to 86.8%. The difference 
between the two treatments is significant only at the 
end of aftercare.  

Looking more closely to what made the difference, we 
saw the results shown in Figure 1.  

As shown in Figure 2, the number of people who had a 
job before the TA Program and after 2 years was about 
the same in the two conditions: about 60%.  

The number of people without a job before and after 
was also the same: 12-14%. The largest difference was in 
the number of people who lost their job after two years; 
and in the number of people who found a job.  

As shown in Figure 3, in the reintegration training more 
people seemed to lose their job; in the booster sessions 
more people found a job! 

 
Table 1: Response on the questionnaires 
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Figure 2: Numbers with paid job 
 

 
 
 
 
 
 
 
 

 

 

 

 

 

Figure 3: Work comparison – Reintegration v Booster 

 

Results: symptom level 
The symptomatic change was impressive for both 
conditions. The main part of this improvement was 
reached during the 3 months inpatient TA Program. 

Conclusions 
To summarise the main conclusions: 

• Both types of aftercare stabilise the symptomatic 
improvement and decrease the psychotherapeutic 
treatment 2 years after the inpatient program 
substantially  

• Boosters score better regarding: 

• - adherence: 84% versus 65% in the reintegration 
training 

• - work: 87% versus 76% in the reintegration 
training.  

A possible explanation of this difference is that 
continuity in care in the booster sessions with the same 

program and same therapists seems to be more 
effective than reintegration training with a different 
program and  new therapists. Another aspect is that 
more people than expected had a job already which 
made ‘reintegration into work’ less necessary for them.  

Results on the second research 
question: Does cluster personality 
disorder predict the effect of the 
treatment? 
As you can see in Figure 4, different personality 
disorders have a different pattern of symptomatic 
improvement:  

• cluster A slowly and gradually  

• cluster B rapidly with relapse  

• in the end we see about the same improvement in 
each cluster 
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After two years all patients showed the same 
symptomatic improvement, even cluster A patients! 
Possible explanations are:  

• other variables like motivation, ego strength and 
psychological mindedness are more important 

• DSM-IV TR classification system differentiates 
insufficiently  

Second Study: SCEPTRE study (Study of 
Cost-Effectiveness of Psychotherapeutic 
Treatment). 
This study was a multi-centre study with 900 patients, 
conducted in 6 different hospitals in the Netherlands. 
One of the participating programs involved the 3 
months inpatient program based on Transactional 
Analysis, the same program I described in the first part 
of my lecture.  

In the SCEPTRE study the results were compared 
between different ‘dosages’ of psychotherapy for the 
group of Cluster C patients:   

• Outpatient longer than 6 months  (n=68) 

• Day clinic less than 6 months  (n=77) 

• Day clinic more than 6 months  (n=74) 

• Inpatient less than 6 months    (n=59) 

• Inpatient more than 6 months   (n=93) 

The TA-program was the inpatient less than 6 months 
program.  

The treatment was ‘treatment as usual’. 

After 12 months we compared the results between 
baseline and 12 months on the GSI (symptom level) – 
Figure 5. 

As you can see, the Effect Size of the sort-term inpatient 
treatment is the highest with 1.78, much higher than the 
other effect sizes –which are already medium (.63, -62 
and .71) or high (1.06). 

The conclusion of this study is:  

• Patients with cluster C personality-pathology 
improve during psychotherapy 

• Short-term inpatient programs (less than 6 months)  
show, after 12 months, the largest improvement, 
even after correction for the initial differences 
between patients. 

Looking at the costs of the different treatment programs 
compared to the benefit, we found the results in Table 
2. 

This also shows that short-term, intensive treatment 
might seem expensive but the long-term benefits far 
outweigh the costs! 

The overall conclusion is that for patients with cluster C 
personality disorders, short-term inpatient 
psychotherapy is first choice, and short-term day 
treatment is second choice. 

Long-term treatment –either inpatient or day 
treatment- is not cost-effective. 

The two modalities of psychotherapy in these short-
term treatments were TA and Intensive Short-term 
Davanloo therapy.  

 

Figure 4: Symptomatic improvement by PD Cluster 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

90

110

130

150

170

190

210

230

admission discharte start aftercare end aftercare follow-up

S
C

L

Time

Symptoms cluster A cluster B

cluster C NOS



2nd EATA TA Research Conference 2012: Proceedings published as 
International Journal of Transactional Analysis Research Vol 4 No 1, January 2013                                   www.ijtar.org                           page 105 

Figure 5 
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Table 2 

What does a recovered patiënt cost?

40

Psychotherapy dosage % recovery after 12 
mnth

Costs (€)

Longterm outpatient 19% 64.735
Shortterm day clinic 26% 46.131
Longterm day clinic 37% 45.442
Shortterm inpatient 61% 32.837
Longterm inpatient 41% 57.285
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