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1. MAIN ABBREVIATIONS    

 

MTP Multimodal Training Programme 

BSFT Brief Strategic Family Therapy 

BST Brief Systemic Therapy 

CBT Cognitive behavioural therapy 

CCMs Collaborative Care models 

DSM-IV-TR The text revision of the fourth edition of the Diagnostic and Statistical Manual 

of Mental Disorders  

ESTR Empirically Supported Therapeutic Relationships 

ETSs Empirically supported treatments 

FPS CPD Focussed Psychological Strategies Continuing Professional Development 

FPS ST Focussed Psychological Strategies Skills Training 

GPs General practitioners 

IAPT Improving Access to Psychological Therapies 

IBST Integrated Brief Systemic Therapy 

PFBT Problem-Focused Brief Therapy 

SCID-I Structured Clinical Interview for DSM-IV Axis I Disorders  

SFBT Solution-Focused Brief Therapy 
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2. THESIS STRUCTURE 

This document provides a report on original primary published research, and is structured 

according to the traditional reporting guidelines required by journals’ editorial policies. 

The focus first revolves around making sense of IBST research across different 

therapeutic domains, with a special emphasis on primary care, and secondly looks into its 

feasibility and usefulness for clinical purposes. 

Two main chapters are highlighted: Introduction and General Discussion: (a) the 

Introduction contains a first section devoted to the epistemological bases of Integrated 

Brief Systemic Therapy (IBST), the psychotherapeutic model that formed the essential 

base of all the publications. Later, in the second section, there is a general bibliographic 

review of IBST’s research evidence and practice, with a final focus on IBST in primary 

care. (b) In General Discussion, the main second chapter, there is an explanation and 

discussion of the observations, criticism and considerations regarded as key aspects for 

the objectives of this thesis.  

There is also a Method section and a Results section, where references are made to two 

scientific articles that constitute the compilation of the scholarly articles that justify and 

make up the core of this thesis Another article has been attached in the appendix to 

provide a better overview of the survey’s development, as well as showing greater detail 

and how the thesis’s objectives have been fulfilled. In order to avoid redundancy with 

already published articles, their methodology has been summarized, alongside an 

extensive disclosure of their justifications, results and limitations. The contents of this 

manuscript aim to show a clear and coherent general perspective of all the research 

conducted and its implications in practice.  

Finally, the document includes a compilation of the scholarly articles that constitute the 

basis of this thesis.  
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3. COMPILATION OF SCHOLARLY ARTICLES REFERENCE LIST 
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In order to easily identify which article is being referred to throughout the text, the article 

identifier will be provided in parentheses (Art-1, Art-2 ). 
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4. INTRODUCTION   

 

Recent calls to action on global mental health were predicated on the high prevalence and 

disability of mental disorders [1]. These findings highlighted for the first time the central 

position that mental disorders take in population health. Hopefully, efforts like the 

Comprehensive Mental Health Action Plan 2013–2021, proposed by the World Health 

Assembly, will have great potential to change the direction of mental health in countries 

around the world [2, 3].  

 

As the global burden of mental disorders continues to grow, health systems throughout 

the world are struggling to respond adequately [3]. In this context, primary care will 

surely exercise a key role. Primary healthcare is the access point to the mental health 

system for the vast majority of the population in Europe, and this is also the case in our 

clinical context [4, 5]. The number of patients could increase in the near future, taking 

into account the widespread benefits and acceptance of primary care-oriented health 

systems in terms of greater effectiveness, efficiency and equity [6]. Even though they 

remain under-detected, in 2016 1.4 million primary care patients sought assistance for a 

mental health problem in Catalonia (Spain), which represents 24% of total primary care 

visits [7]. In a cross-sectional study with a large representative sample of primary care 

patients and good external validity, Fernandez and colleagues found a 29.5% annual 

prevalence of mental disorders [8], in line to other related studies. In fact,  compared with 

the pre-Spanish financial crisis period of 2006, a 2010 survey revealed substantial and 

significant increases in the proportion of patients with mood disorders (19.4% prevalence 

rate in major depression), anxiety (8.4% in generalized anxiety disorder), somatoform 

disorder (7.3%) and alcohol-related disorders (4.6% in alcohol dependence) among those 

visiting primary care centres [9]. So, given that roughly one in four primary care patients 

presented with multi-morbidity [10] and up to 30% met criteria for a psychiatric disorder 

[11], patient complexity in the primary care setting is high. As a result, the demand for 

changing mental healthcare systems towards a greater community focus and 

deinstitutionalisation may have caused a rise in the workload of general practitioners 

(GPs), increasing their mental health concerns and the need for solutions.  
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With regard to primary care, the assumption is that primary care physicians may provide 

a poorer quality of care for specific diseases than specialists, yet paradoxically, primary 

care is associated with higher value healthcare for the patient as a whole, as well as better 

health, greater equity, lower costs, and better quality of care when you look at the entire 

population [12]. In terms of mental health treatment, there is a need to surpass traditional 

approaches, based on assistance and recovering the functional capacities of the 

biomedical model, with others based on a biopsychosocial model that integrates the 

different levels in which disorders can present themselves (biological, personal and 

social), with a profound effect on societal inclusion and the right to equal opportunities 

[13]. The availability and integration of mental health services in communities can 

encourage the accessibility, acceptability, affordability and scalability of services, as well 

as promoting adherence to treatment and increasing the likelihood of positive clinical 

outcomes [14, 15]. From this perspective, in a clinical context, health services are also 

being rebalanced towards primary and community-based care; they seek people-centred 

health and integrated care models where decision-making is shared [7, 16]. To achieve 

these goals and make them feasible and adaptable throughout the territory, it is essential 

to define, implement and carry out a homogeneous evaluation of all the key care processes 

that are carried out in the vicinity, including mental health and drug addiction.  

 

A good advance towards the aforementioned biopsychosocial approach paradigm occurs 

when psychologists and other behavioural health clinicians are incorporated as essential 

team members in these emerging models of primary care [17, 18]. The psychological 

interventions for mental health and health conditions will play a central role in our 

primary health model, as in other environments [19]. Nonetheless, as these psychological 

therapies are being more firmly established as bona fide interventions within mainstream 

mental health services, there is a greater case for evidence-based practice and scrutiny of 

public resources. In fact, patients' mental health can deteriorate if therapies are 

inappropriate or carried out incompetently [20]. So far, the evidence on the efficacy and 

cost effectiveness of many different psychotherapies is patchy [21]. With a range of 

evidence for each mental disorder in consideration, several psychotherapy models have 

gained support for their application; among others, a special mention goes to Cognitive 

behaviour therapy, Family therapy, Interpersonal therapy, Assertive community 

treatment, psychoeducation; Short-term psychodynamic therapy; Eye movement 
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desensitization and reprocessing, Dialectical behaviour therapy and Mindfulness [22–

27]. It should be taken into account that these reviews do not usually contain a 

comprehensive critique of the research undertaken. In any case, Cognitive Behavioural 

Therapy (CBT) still has a prominent status among academic programs and practitioners, 

although it has been challenged as many of the studies are of low quality and/or the 

comparison conditions are weak (i.e., wait list rather than active interventions)[28]. In 

addition, many other psychological treatments still remain unevaluated in relation to 

many conditions [29].  

Independently of the psychotherapeutic model in question, there are huge concerns about 

psychotherapy as a scientific discipline: first the limited reproducibility of psychological 

science [30]. Secondly, psychotherapy research must address critical methodological 

issues [31], for instance: high exclusion rates [32], and the significant proportion of 

patients who successfully respond to psychotherapy and who leave trials still with 

residual symptoms [33], or the dearth of long-term data [34]. Thirdly, meta-analytic 

studies support a more nuanced view of treatment efficacy than the one implied by a 

dichotomous classification of supported versus unsupported, suggesting a shift from 

validating treatment packages to testing intervention strategies and theories of change that 

clinicians can integrate into empirically-informed therapies [34, 35].  

All the questions and mixed results related to the efficacy and cost-effectiveness of 

psychological interventions, as if they were not enough , are even more pronounced in 

primary care [36]. Among other reasons, it must be considered that, although most 

patients with mental disorders (for instance depressive disorders) are seen in primary care, 

most randomised controlled trials are carried out in more specialised settings [37]. 

Secondly, the meta-analysis of psychological interventions in primary care points out the 

absence of high-quality evidence from controlled trials [36]. For instance, there are no 

carefully-conducted evaluated studies of pragmatic trials conducted in usual practice 

conditions.  

In spite of the aforementioned weaknesses and controversies surrounding psychotherapy, 

guidelines based on evidence-supported reviews are emerging that back up psychological 

therapies to treat a range of mental health conditions in primary care [38, 39]. In this 

context, research outcomes suggest first that clinical psychologists must provide 

evidence-based psychotherapies that are more suitable for the primary care environment 
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[40]; secondly, they have to be delivered within a framework of Collaborative Care 

Models (CCMs) in which the interaction between primary care and mental health 

providers is structured and multi-disciplinary [36, 41, 42].  
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4.1. Epistemological bases for Integrated Brief Systemic Therapy (IBST) 

 

Several previous authors have managed to integrate different models from the Brief 

Family Therapy  framework in their clinical practice [43–46]. In this dissertation, we have 

also tried to accommodate and evaluate two of these key approaches, based especially on 

Geyerhofer & Komori’s empirical integration proposal, as well as Beyebach’s 

proposition, among others [45, 47–50]:  

(a) Problem-Focused Brief Therapy (PFBT) had its beginnings at the Mental 

Research Institute in Palo Alto [51–54]. PFBT is a goal-directed collaborative 

approach to psychotherapeutic change that is conducted through direct 

observation of client responses to a series of carefully constructed questions. 

(b) Solution-Focused Brief Therapy (SFBT) was developed by Steve de Shazer, 

Insoo Kim Berg and their team at the Milwaukee Brief Family Therapy Center 

(BFTC) in Milwaukee [55–60]. It concentrates on finding solutions in the 

present and exploring one’s hopes for the future to find quicker resolutions of 

one’s problems. SFBT was later enriched through O'Hanlon and Weiner-

Davis’s developments of this approach [61], among others [62].  

(c) Narrative Therapy introduces some narrative techniques and procedures [63–

65], although this approach was not fully structurally incorporated in our IBST 

given the limitations to our psychologist’s skills: for instance with regard to 

the Reframing techniques, Externalisation of problems and "Deconstruction- 

and reconstruction questions". 

 

The aforementioned Brief Family Therapy models have been a modal form of treatment 

for some time [66, 67]. Nonetheless, there is a principally academic debate around the 

pros/cons of their integration, as well as on how to handle it.  

 

On one hand we are aware that eclectic approaches in psychotherapy are and have been 

questioned [68]. On the other hand, however, a common method among clinical 

psychologists in our routine clinical praxis is to choose one theoretical model and apply 

it in a flexible and integrated way [69]. In fact, despite the availability of evidence-based 

clinical handbooks for psychological disorders, the choice of the most effective 

psychotherapy for each patient is complicated. As Krumboltz (1966) phrased it: "What 
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we need to know is which procedures and techniques, when used  to  accomplish  what  

kinds  of  behaviour  change,  are  most  effective  with  what  kind  of  client  when  applied  

by  what  kind  of  counsellor” . So, the balance between integration and purity should be 

seen as part of a developmental process that encompasses  understanding, coherence, 

tolerance, flexibility and communication [70]. In this context, we have to distinguish 

technical eclecticism, in which a therapist chooses interventions because they work, from 

the psychotherapy integration approach, which looks at the relationship between theory 

and technique [71]. Since the 1990s, the integration approach has been gaining wider 

acceptance [67, 72]. In fact, a new research field is evolving towards the search for 

common goals, aiming at selecting theories and techniques among psychotherapy models 

and developing a new field in a collaborative and integrative manner [73]. 

 

From our understanding, the PFBT, SFBT and Narrative approaches are complementary 

because, first from a clinical perspective, they open up new possibilities for treatment and 

raise the option of meeting clients' needs and expectations. IBST decreases the risk of 

these models being applied in an excessively rigid manner when carried out individually; 

Geyerhofer & Komori (2004) consider that “a purely problem focused course often runs 

danger to get stuck in the complaints and the stories around problems and symptoms. A 

pure focus on exceptions, resources and solutions often does not meet the clients' needs 

for complaining, their expectations to finally be able to tell the whole story of suffering 

to an expert, who hopefully will be able to understand it all”. Secondly, merging the 

approaches is theoretically feasible once the key domains of conceptualising and 

conducting the integration in psychotherapy have been analysed: theoretical integration, 

technical eclecticism, assimilative integration and common factors theory [72, 74–76]: 

 

(1) The theoretical integration approach requires bringing together theoretical 

approaches from different psychotherapeutic models to develop a major unified theory. 

This new model has to reconcile different and sometimes contradictory assumptions. Our 

goal was not to produce a new psychotherapeutic model, but to bring about more 

supporting evidence that the PFBT, SFBT and Narrative alliance works theoretically and 

clinically, enhancing the range and impact of the Brief Family Therapy framework. From 

a clinically rooted need, we wanted to overcome the limitations and restraints of each 

model. We are aware that when therapists try to work across various perspectives, therapy 
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is too often provided in a disorganised “eclectic” way that is neither grounded nor 

structured. Nonetheless, despite the obstacles, we consider integrative practice and 

training to be crucial in the 21st century as the field embraces the growing diversity and 

complexity of families in different situations, which means we need a comprehensive and 

organised system of care that can effectively treat diverse and complex problems [77].  

 

The IBST offers a flexible and broad framework in which the PFBT, SFBT and Narrative 

approaches can be brought together. At the same time, the IBST respects the fundamental 

premises of the models. We regard IBST as more suitable and fitting for brief family 

therapies than other proposals developed later, such as the Integrative Systemic Therapy 

formerly known as Integrative Problem Centred Metaframeworks [78, 79]. Instead, it is 

a theoretical integration proposition, offering metaframeworks or overarching constructs 

for multiple family therapy schools. Besides, contrary to IBST, this Integrative Systemic 

Therapy originally came out of Minuchin’s traditional Structural–strategic approach. 

Nonetheless, both meta-theoretical clinical approaches offer guiding principles for 

working across theories that are both applicable to a wide variety of mental disorders and 

specific in providing key signposts for therapeutic decision-making. 

 

Regarding the therapeutic Change process inside IBST, the model is committed to 

identifying and organising the influential and active ingredients of psychotherapy that 

play a key role in treatment outcome. In the case of IBST, they are to some extent 

originally grounded in co-constructivist approaches to communication and social 

interactional theories, along with post-structural thinking and its heavy emphasis on 

language such as Wittgenstein’s [80–82]. From this historical perspective, we can see 

that, as in the 1970s, the understanding of systems theory was central to the structural 

(Minuchin) and strategic (Haley, Selvini Palazzoli) schools of family therapy which 

would later develop into systemic therapy; they endorsed a postmodern understanding of 

reality as socially and linguistically constructed. Despite the different therapeutic models 

developed within the systemic framework, it is possible to infer fundamental proposals 

and subsequent principles from them (governing the action of systemic therapists) . In 

fact, some authors called this set of theoretical principles Integrated Brief Systemic 

Therapy (IBST) [83]. In our case on the other hand (as with other authors supported prior 

to Hendrick), we apply this “IBST” concept to a concrete intervention model [48], instead 
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of an active attempt at synthesis and confrontation in the systemic field. Some of the key 

premises or basic assumptions about both the nature and resolution of human problems 

that guide our therapeutic work are as follows [83–87]: 

- Competence: the client already has the resources, skills and self-healing capacities 

required to produce change.  

- The primacy of relations: the issues that people bring to therapists develop and 

are maintained in the context of human interaction. It is within the schemas of 

relationships that there lies both the keys to a problem and its solution. 

- Time-limited interventions: the idea that therapy change takes place in a relatively 

short time, and in any case, one that is never undefined. The therapist integrates 

time into treatment planning.  

- Pragmatism: these three models embrace (to a greater or lesser extent) integration 

in a natural way. They hold a balanced position between each model’s 

assumptions and the non-normativism principle, which makes it easier for the 

therapist to bring together apparently contradictory procedures.  

- The focus on (to a greater or lesser extent) circularity, context, and pattern 

interruption; these features imply a greater concern with how problems are 

maintained interpersonally, rather than how and why they originated.  

The resolution of problems is accomplished by getting the client to do something 

different. 

- Change: it is assumed that it is achieved more easily when the treatment goal is 

small and clearly stated; otherwise, that change in one part of the interactional 

system will lead to a change in the system as a whole 

 

So, we can see that there is a conceptual relationship and a developmental connection 

between these systemic models [88].  

 

(2) The assimilative integration approach means that a solid grounding in one 

theoretical approach is accompanied by a willingness to incorporate techniques from 

other therapeutic approaches; it is important that this seamless quality be present so that 

the patient's experience is an easy flow of consistent treatment. Assimilative integration 

is useful because it provides integrative methods for tailoring therapy to individual clients 
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and their singular contexts [89]. The assumption is that there is not a one-size-fits-all 

therapy. 

 

Along these lines, the IBST decision-making process framework is a versatile, 

continuously evaluated process. The therapist tries to maintain an open mind, not being 

too wedded to his or her own hypothesis. Depending on the clinical circumstances (type 

of mental disorder, level of family support and involvement, motivation to change, 

number of past psychological treatments, so on), PFBT or SFBT is chosen as the principal 

therapeutic approach to guide the procedure. They are “closest cousin” related approaches 

[43] that can complement one another if they are integrated diligently [87]. It should be 

kept in mind that the benefits that can be gained through IBST could go to waste if a 

premature integration of the models takes place, as it might detract from the process [90]. 

From this point onwards, we employ interventions that allow us to maintain a coherent 

position in therapy. It would not make sense, for instance, to start with SFBT (a non-

normative model, where the therapist tries to adopt a non-expert position), move on to 

PFBT (a more directive model, with the therapist in the role of expert), and later use a 

Narrative format (again constructivist and non-normative). So, there are certain 

guidelines that inform our decision-making process; this way, in IBST the assimilative 

integration takes place by generating what Beyebach called a sequential model, because 

at different therapeutic stages we can introduce different procedures and techniques (each 

carry with them certain values, concepts, and premises) without coming into conflict with 

our initial basic therapeutic orientation (PFBT or SFBT) [47].  

 

Remaining coherent with each PFBT, SFBT and Narrative approach decision-making 

programme, while at the same merging them in a complementary way, is not always easy. 

If we succeed, this integration could improve or broaden the spectrum of clinical 

situations it can be applied to, depending on two dimensions [48]:  

1. "problem" versus "solution": PFBT By getting a concrete description of 

the problem behaviour  -"Who does what?"-  and the attempted solutions 

of everybody involved, PFBT therapists are lead towards a possible 180 

degree intervention which is utilised in sessions or given to clients as a 

homework task. On the other hand, SFBT therapists are less interested, or 
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not at all interested in a clear problem description, but from the very first 

session are looking for exceptions and solutions.  

2. "behaviour" versus "cognition": PFBT and SFBT do not work 

exclusively, but mainly focus on the behaviour of the people involved in 

the problem interaction, whereas White and Epston are more interested in 

their cognition. 

 

In conclusion, we see IBST represents a diligent platform to bring together these three 

therapeutic models not only as far as their premises is concerned, but also in terms of their 

procedures. Given the characteristics of IBST, a set of practical guidelines to help us to 

structure the variable process of treatment is provided [47, 48] instead of a formal, closed 

intervention protocol: 

-  First, the therapist tackles the problems practically rather than analytically, 

addressing current stagnant interaction patterns of behaviour between family 

members and their stories around the problem [81, 91, 92], rather than 

analysing the alleged causes of any given mental disorder (such as 

subconscious impulses or childhood trauma) or its biological bases. It is  

focused on the present and future, going back to the past only to the degree 

necessary for communicating empathy and accurate understanding of the 

client's concerns [93].    

- It is encouraged to proceed as simply as possible in therapy. So, initially only 

techniques and procedures related to SFBT or PSFT framework are favoured; 

the option to resort to other therapeutic models should only be considered if it 

is believed that they cannot achieve the same positive effect.  

- It is intended to fit the clients' characteristics (situation, language, or world 

views) as much as possible.   

- Clients’ competence and resources: it is intended to mobilise their resources 

and hand control back to them (for instance, reversing being more interested 

in getting advice than in listening to his/her own).  

- Change: a key concept for these approaches, considered to be constant. Within 

a cooperative stance and by adaptating to the client’s idiosyncratic use of 

language, the IBST therapist is aware of their changing goals during the 

therapy process, helping clients to construct a concrete vision of a preferred 

https://en.wikipedia.org/wiki/Subconscious
https://en.wikipedia.org/wiki/Psychological_trauma
https://en.wikipedia.org/wiki/Empathy


        4.1 Epistemological bases for Integrated Brief Systemic Therapy (IBST)    

 

13 

 

future for themselves. The mental health professional continuously helps 

people identify small positive changes that are currently in process, because 

this is enough (as long as it is noticed) to foster sustained improvements.  

- Use of language: a future-oriented language is adopted, offering new 

perspectives to client problems. The aim is to create a cooperative 

relationship, putting the client in control of the change process. 

- Therapist stance: as explained earlier, we adopt the assimilative integration 

framework; nonetheless, depending on whether the PFBT or SFBT pathway 

is chosen as a mainstream therapist model, the therapist’s stance will vary. In 

the case of SFBT, the clinical psychologist will attempt to stay "behind" the 

clients, taking a "not-knowing stance" [81], following the client's lead and 

avoiding the imposition of his or her own ideas on the client. The therapist 

does not lecture clients or tell them what to do, but tries to help them figure 

out which course of action to follow [84] on their own. In contrast, if PFBT is 

embraced, we get to know a problem through the solution implied by change. 

This involves working at a perceptive-emotive and behaviour level, with the 

final result that there will be a change in cognition, but it is assumed that this 

takes place only once the pathology has been unblocked.  

In certain therapy situations there is a risk of continually shifting positions 

from PFBT and SFBT, which can confuse, derail and compromise the therapy 

outcome. For instance, if we begin from a direct and expert position (using 

techniques such as symptom prescription, externalize the problem, and so on), 

then later we cannot rush to adopt a "not-knowing stance" (performing for 

example the “miracle question”, analysis of “pre-treatment changes” or 

“exceptions”, and so on). Whether SFT or PSFT is used for the case, it is 

important to proceed in line with the model, avoiding ready-made "recipes". 

So, our integration requires a great deal of procedural discipline. Although we 

can import other techniques, the therapist should return to the starting therapy 

model as soon as possible.  

- Interpretations: PSBT, SFBT and Narrative therapists’ deliberately refrain 

from making interpretations and rarely confront their clients; instead, they 

focus on identifying the client's goals, generating a detailed description of 
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what life will be like when the goal is accomplished and the problem is either 

gone or has been coped with satisfactorily [82].  

 

(3) The technical eclecticism approach introduces different techniques, without a 

binding theoretical understanding. The therapist does not necessarily investigate why the 

positive change occurred in order to develop a generalizable model of treatment. In 

contrast, the Integration approach we encourage considers that the assembling process 

requires not only taking some techniques from different models and applying them as 

needed, but maintaining the link between theory, evidence, and technique [72]. While 

adopting the Integration approach, the therapist keeps in mind that importing certain 

therapeutic procedures might jeopardise the epistemological integrity of the base model, 

inadvertently leading to the adoption of different premises or to a different therapeutic 

position vis-à-vis the client [94]. The risk raises taking into account our pragmatic 

emphasis on using whatever might "work." When therapists try to work across numerous 

perspectives, therapy is too often performed in a disorganised ‘eclectic’ way that is neither 

grounded nor structured. 

 

Along the same vein, IBST can be regarded as a kind of flexible umbrella under which 

different historically and conceptually linked practices within the Brief Family Therapy 

framework could find shelter. It includes basically all post-structuralist therapy models 

[45] and Systemic Therapies [86]. Sharing the aforementioned premises and procedures 

paves the way to introduce techniques that follow a coherent route-map and methodology 

[47, 87, 95]; Each technique is used according to the procedure and route-map of the 

ruling model that is initially embraced:  

(a) In the SFBT route-map the process usually begins with finding times or attempts 

when the issue or problem cycle does not occur, called "exceptions". These are then 

they are amplified, showing how they might contribute towards the resolution to the 

client's problem, so the client attributes their control to themselves. In contrast with 

the PFBT model, SFBT spends considerably less, if any, time investigating the 

problem. In order to develop effective solutions, SFBT also introduces techniques 

such as Miracle questions, coping questions, scaling questions, indirect (relationship) 

questions, metaphors and short stories in therapy [96].      
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(b) The PFBT route-map attempts to identify the thoughts, attitudes, beliefs, and/or 

behaviours assumed to maintain the problem or problem cycle and then work within 

these thoughts, attitudes, beliefs, and/or behaviours to create small shifts that are then 

amplified to resolve the client's problem. PFBT is used to reframe some problematic 

behaviours [50, 97] through: close-ended questions; to paraphrase; circular 

questioning; metaphors; aphorisms; Milton H. Erickson’s symptom prescription; and 

so on.  

(c)The Narrative approach helps clients not only towards symptom reduction, but also 

to transform true stories of problems into true stories of adaptation and 

meaningfulness [98]. To achieve this goal, different techniques are used such as the 

Reframing techniques,  the Externalisation of problems or "Deconstruction- and 

reconstruction questions" [63–65]. 

Links between the Narrative approach and SFBT have been made in particular, 

although M. White and S. de Shazer differ in terms of therapeutic intent (redefining 

persons vs redefining contexts), and stance towards the problem (against the problem 

approach vs utilisation approach). In any case, they are theoretically compatible, 

representing second cybernetic models that aim to empower clients [43].  

(d) Other systemic techniques: some Structural family therapy [99, 100] tasks that 

aim to realign family alliances can be considered, along the use of ordeals or 

individual/family rituals.  

 (4) The common factors approach refers to aspects of psychotherapy that are present in 

most, if not all, approaches to therapy. Although there is no fixed established list of 

common factors (as e.g. therapeutic alliance, client expectations, therapist empathy), it 

is likely that they account for more outcome variance than the specific effects attributed 

to each psychotherapeutic approach (e.g., interpretations in dynamic therapies or 

cognitive restructuring in cognitive behavioural therapies) [101]. 

From one side, PFBT and SFBT hold and promote all the common factors that have been 

associated with positive outcomes and therapeutic changes that include: the ability of the 

therapist to inspire hope and to provide an alternative and more plausible view of the self 

and the world; the ability to give patients a corrective emotional experience that helps 

them remedy the traumatic influence of previous life experiences; the therapeutic 

alliance; positive change expectations; and beneficial therapist qualities, such as attention, 
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empathy and positive regard [35, 73, 102]. From another side, contrary to the Common 

factors approach, PFBT and SFBT do not downplay the importance of the specific 

techniques applied in psychotherapy, and  they do not resort to working only with the 

common factors known to be related to positive outcomes [71].  

 

In conclusion, given the aforementioned proposed key domains of integration, we 

consider that this IBST is not only feasible and useful, but also desirable. This 

convergence is aligned not only with systemic therapies’ evolution from “pure” or 

singular approaches to more integrative ones [86], but also with all the supporting 

evidence for psychotherapy integration [71]. After 20 years of practice, from a researcher-

academic perspective the integration of therapeutic models is still a problematic issue, 

while from the clinical perspective it is not only current clinical practice but also desirable 

situation [84]. 

 

Regarding the level at which integration works, in our case, integration (if needed) takes 

place mainly within an assimilative integration framework, generating a sequential 

model. We are not simply proposing putting together a set of unsupported, unconventional 

techniques. Of course, therapists are guided by consistent clinical theory throughout the 

sessions (whether the SFBT or PFBT pathway is chosen) and our treatment plan 

undergoes continuous revision.  
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4.2. Research evidence for Integrated Brief Systemic Therapy (IBST)  

 

Before summarising IBST’s research evidence, we would like to clarify:  

 

1. First, we do not aim to undertake a systematic analysis of available research or 

develop clinical guidelines. Rather, our aim in this document is to report on the 

outcomes of research findings, giving information about the strengths, limitations, 

and quality of the research available in this field.   

 

2. Secondly, we have ruled out research studies focused on analysing SFBT, SFBT 

and the Narrative approach separately. In this context, we just would like to point 

out that SFBT is probably the approach that has assembled the largest body of 

literature as an evidence-based intervention, given the results from systematic 

reviews and meta-analysis of randomised controlled trials [103, 104]. This has 

paved the way for SFBT being recommended by recent reviews of research 

literature that guide best practice in clinical application [27]. Moreover, beyond 

federal registries, two states in the United States have also included SFBT on their 

websites as evidence-based interventions [104]. In any case, a full discussion of 

the quality and distinguishing research features of the three systemic therapies 

evaluated separately is beyond the scope of this document. In contrast, we have 

focused only on the empirical studies in which all or part of these approaches were 

jointly applied.  

 

3. In our review we have ruled out studies focused only on “Brief” psychotherapy. 

This broad concept brings together other different psychotherapy models [105] 

besides the systemic or (to be more precise) Brief Family Therapies.   

 

4. We also discarded studies that target “Systemic” therapies, globally [86]. They 

offer a far too global perspective. For instance, in several research studies, Brief 

Strategic Family Therapy (BSFT) has proven to be effective for adolescent 

substance use and behavioural problems. The structural components of BSFT 

treatment draw on the work of Salvador Minuchin, and the strategic aspects are 

based on work by Haley and Madanes [106]. 
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5. We are aware that the structure and procedure for IBST therapy sessions do not 

provide a detailed manual, or the standardised, clear-cut models traditionally 

required from fist-line journal articles. Although it could cause a problem for the 

biomedical research paradigm, we regard this circumstance as somewhat of an 

asset. In fact, some authors argue that principally adopting drug trial methodology 

in psychotherapy research has contributed, to some extent, to clinical 

psychology’s lack of routine clinical practice innovations and poor mental health 

outcomes [107].  

 

6. Finally, we consider that there is currently reasonable clinical experience and 

research knowledge about PFBT, SFBT and the Narrative approach (which is not 

to say that there is enough), in order to continue to foster and support them being 

merged. Some argue that integration might contribute to muddying the waters for 

outcome and effectiveness research even further. However, what we really want 

to assess are the challenges of delivering IBST in everyday circumstances, and its 

effects in ideal circumstances.  

 

Although for some time now, research shows that practicing therapists pick and choose 

from a variety of approaches when conducting treatment, few attempts have been made 

to systematically integrate existing brief therapy models and methods [20]. In our case, 

perhaps the ongoing discussion around a theoretical integration of these three models of 

Brief Family Therapy does not help to build bridges. So, in this context it is unsurprising 

that the bulk of IBST research evidence emerges from analysing PFBT [108–110], SFBT 

[111–113] and Narrative approaches [114–116] separately.  

 

When the PFBT, SFBT and the Narrative approach are considered together, we can 

mostly find essentially academic and theoretical studies about Brief Family Therapy 

integration (as a whole or in part) [43, 47, 48, 87, 95, 112, 117]. Focusing only on 

empirical studies, as far as we know, Jordan and Quinn’s transversal observational study 

is one of the pioneers that evaluated whether there is a difference between PSBT and 

SFBT approaches [118] in terms of treatment impact in a single session process. The 

process of problem identification (starting with the formula of the first session task) 
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through the process of goal specification was evaluated using three self-reporting 

measures and one observational measure. Multivariate analysis of the variance in results 

indicated a significant difference between the two approaches when dealing with the 

client's perceived problem improvement, outcome expectancy, session depth, session 

smoothness, and session positivity. In general, both models achieved roughly similar 

outcomes, but authors suggested that when the unique features of each model were 

matched to particular client characteristics, the outcome might be enhanced. 

 

From 1996 onwards, after preliminary evaluations (reported in conference presentations, 

book chapters, so on), Rodríguez-Arias and colleagues carried out a pre-post study 

without a control group, evaluating the results generated during the application of a Brief 

Family Therapy model (considering PFBT and SFBT) in a psychologist’s office at the 

mental health unit of a rural hospital [119]. After a 20 month monitoring period assessing 

785 patients, there were 19% relapses; while the problem had been solved for 66% of 

dropout cases and for 46% of failure cases. Later, in another pre-experimental study, this 

Brief Family Therapy model (considering PFBT and SFBT) was evaluated in a sample of 

65 cases from a private clinic, applying Rodríguez-Arias and colleagues’ methodology 

[120].  

 

In early 2000 Geyerhofer & Komori conducted a non-experimental study (post-

intervention assessments with no control group) to evaluate the effectiveness of IBST, 

combining PFBT, SFBT and the Narrative approach [48]. Using a similar methodology 

as the one used by contemporary related Brief Family Therapy studies [52, 91, 121, 122], 

they evaluated the treatment outcomes through clients' satisfaction with treatment 

outcomes, along with their own personal and subjective evaluation of the process. In this 

case, assessments took place 6 months after the last session, and they generally reported 

significant improvements. Despite the limitations in methodology, this was a naturalistic 

study carried out in a real clinical practice.  

 

To sum up, we can observe that (so far) not all SFBT, PFBT and Narrative techniques are 

equally supported by research evidence when analysed separately. Moreover, when they 

are integrated into the IBST model, a serious lack of empirical data is observed, in terms 
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of both quantity and quality. Future clinical and empirical studies are needed to assess 

and guide this ongoing integration.  
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4.3. Primary care applications of Integrative Brief Systemic Therapy (IBST) 

Worldwide, there is significant policy interest in improving the quality of care for patients 

with mental health disorders and who are under distress. Improving quality of care means 

addressing not only the effectiveness of interventions, but also the issue of limited access 

to care [123]. In fact, despite the availability of effective evidence-based treatments for 

depression and anxiety, many 'harder-to-reach' social and patient groups experience 

difficulties accessing treatment [124]. Primary care based psychosocial interventions 

have the potential to effectively alleviate mental disorders while simultaneously reducing 

barriers such as the stigma of using mental health services and the financial burden of 

commuting to mental health outpatient clinics.  

In the vast majority of this primary care intervention research CBT is used, in up to 70% 

of studies. It is one of the most extensively utilised, examined and supported types of 

psychosocial interventions [125, 126] and it shows moderate treatment impacts [127]. 

Nonetheless, the findings related to the efficacy of primary care psychotherapy 

interventions should be understood under the light of biases [128]. This means the 

potential of other psychotherapies being used in primary care should be further evaluated.  

Brief systemic interventions in primary care, such as IBST, could be a useful  therapeutic 

alternative to CBT and other related behavioural models for several reasons: they are 

time-limited focused interventions, in the context of the ongoing relationship between 

patient and family; they can be implemented through a variety of primary care team 

members; they encourage the patient to be responsible for healthful living; and finally, 

evidence supports brief interventions in primary care [129], although their potential needs 

to be further evaluated.  

In the case of IBST specifically, when first analysing the SFBT, PFBT and the Narrative 

approaches separately, there is again limited research evidence, as less attention has been 

paid to primary care compared to other mental health settings. Among these, SFBT is 

probably the approach that has a similarly growing body of literature demonstrating its 

effectiveness as an evidence-based therapy in primary care [128].  

As far as we know, if we focus only on studies in which SFBT and the Narrative approach 

are partly or totally integrated, one of the first empirical studies is the one carried out by 

Real and colleagues in 1996. They applied Brief Family Therapy (considering PFBT and 

https://www-sciencedirect-com.are.uab.cat/topics/medicine-and-dentistry/mental-health-service
https://www-sciencedirect-com.are.uab.cat/topics/medicine-and-dentistry/brief-therapy
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SFBT) to treat 18 patients who had suffered somatoform disorder for at least a year [130]. 

In this pre-post study with no control group, a GP trained in Brief Family Therapy applied 

this treatment, with good results, under the supervision of a specially trained psychologist 

in scheduled primary care consultations. Moreover, in 2000, Real and colleagues again 

pointed out a cost reduction when applying Brief Family Therapy to somatoform 

pathology [131]. 

Later, Schade and colleagues (2009) showed symptomatology and patient autonomy 

improvements in a case study in which Brief Family Therapy (again, considering PFBT 

and SFBT) was delivered by a psychologist and a family doctor to a patient with 

somatisation disorder [132]. Afterwards, these authors evaluated the cost-efficiency of 

this brief family intervention for patients with somatoform disorder in a quasi-

experimental study with 256 somatoform patients from Chile. The brief family 

intervention was compared with TAU (treatment as usual), offering a significant cost 

reduction both 6 months and 12 months after the intervention  [133].  

Beyond empirical support for IBST, considering the polyhedral and complex nature of 

mental health disorders, we would like to stress that it is unlikely that a single approach 

from any given discipline (such as clinical psychology, independently of its theoretical 

approach) will be enough to treat them. In this context, Collaborative Care Models 

(CCMs) could provide a framework in which related disciplines can be combined. CCMs 

are team-based, multicomponent interventions that have proven to be cost-efficient for 

improving mental and physical outcomes for a range of mental health conditions across 

diverse populations and a range of primary care settings [41].  
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5. RESEARCH JUSTIFICATION  

IBST is a challenging, comprehensive, integrative, systemic, and research-informed 

approach that aggregates three post-structuralist brief therapy approaches [48] that are 

well-known separately from a clinical perspective. It is a versatile, pragmatic and 

empowering intervention with its emphasis on people's strength, competence and 

potential, helping people resolve problems quickly and efficiently. Nonetheless, it still 

lacks empirical evidence, both together and separately. Comparing IBST to other 

psychotherapy models, we consider that the use of such an integrated approach may be 

advantageous for clinicians by, first, helping them to embrace and better tailor the 

treatment to the specific patient’s needs; and secondly, through its focus on the desired 

changes for the immediate future, which separates it from other approaches that seek for 

instance to identify and explain problems and their origins. It is a process that helps people 

change by constructing solutions rather than dwelling on problems, and finally, this type 

of therapy tends to promote more short-term changes than traditional psychotherapy. 

Given the advantages of IBST assets and all the considerations previously covered in the 

Introduction, we considered it was worthy to examine the effectiveness of IBST in depth, 

evaluating its feasibility and usefulness for different clinical purposes. We expected to 

observe at least similar clinical outcomes when compared to gold standard therapies such 

as CBT. First of all, because there is no universally acceptable treatment for all kind of 

patients and situations. Secondly, because we know that there are certain groups of 

patients for whom CBT might not be the first choice treatment. It may not be suitable for 

people who have more complex mental health needs (a severe mental disorder such as 

schizophrenia) or learning difficulties (for instance, mental retardation) [134], although it 

can also be applied to IBST. Thirdly, given the structured nature of CBT, it might be less 

effective for those patients who are more prone to over-intellectualising problems as a 

psychological mechanism by which reasoning is used to avoid feelings associated with 

emotional stress. As already explain in epistemological bases, IBST does not focus on re-

training maladaptive thoughts in order to make changes in how you feel. Finally, CBT 

might be less suitable for those patients where it is crucial to address current stagnant 

interaction patterns of behaviour between family members and their stories around the 

problem. 
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In this dissertation we focused on primary care settings because it is where the scarce 

research on IBST is particularly tangible. It is also, from our point of view, the platform 

in which this model has the greatest potential, given its credentials. This evaluation had 

to take place with high ecological validity standards, and the interventions had to be 

carried out within a Collaborative Care Model (CCM) framework. 

Two main surveys were scheduled to evaluate the potential of IBST: 

- The first one (Art-1) was devoted to analysing IBST’s effectiveness in primary 

care with patients, comparing IBST and CBT in routine clinical practice. 

- The other investigations concerned IBST’s utility in primary care for GPs. We 

chose GPs (as well as patients) because both in coordination meetings and 

internal qualitative surveys of primary care centres, GPs reported worsening 

levels of burnout, job satisfaction and psychological well-being. In this 

context, they explained that dealing with musculoskeletal infections along 

with increasing mental disorders were the factors that most contributed to this 

situation. Given these circumstances, an initial transversal observational study 

with 38 GPs was carried out (Appendix I).  

We would like to mention that this research does not properly constitute the 

compilation of scholarly articles that justify and conform the core of this 

thesis. It has been attached as an appendix to provide a better long-term 

development perspective and goals, and a justification for the IBST’s 

effectiveness in a survey in with GPs in primary care. This study was aimed 

at determining the following in a sample of GPs from our adult ambulatory 

mental-health sector: (a) their current level of burnout, professional 

satisfaction, psychological well-being and attitudes towards mental health; (b) 

the influence of burnout, professional satisfaction and certain socio-

demographic variables on their level of psychological well-being. Given the 

aforementioned warning indicators of GPs’ work-related health and 

psychological, we felt compelled to conduct this initial transversal 

observational study. Results showed that burnout (median= 38, IQR = 29, 54) 

and job satisfaction levels (median = 75.5, IQR = 73, 79) were moderate. Only 

5.26% of GPs reported high burnout levels. Anxiety, depression and somatic 

concerns were the predominant psychiatric symptoms. 55.26% presented 
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(moderate - extremely severe) symptoms for at least one psychiatric symptom. 

Regression models reflected that burnout played a key role on psychiatric 

symptoms. So, GPs presented heterogeneous (generally moderate) levels 

across the different work-related health parameters analysed, as well as high 

levels of psychiatric symptoms.  

 

Given the importance of work-related health and the mixed results detected in 

our sample, later, in a second survey, we tested the effectiveness of a 

multimodal training program (MTP) with an IBST approach for GPs (Art-2). 
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6. OBJECTIVES AND HYPOTHESES   

The overall aim of this dissertation is to examine the effectiveness of Integrated Brief 

Systemic Therapy (IBST) for both patients and GPs in primary care settings. Through this 

dissertation, we have attempted to undertake a rigorous theoretical reflection, and have 

evaluated a promising therapy programme. Our research was carried out in primary care 

centres, through clinical rooted interventions and within a Collaborative Care Model 

(CCM) framework. 

 

Two studies were organised to achieve the above mentioned general objective. The first 

(Art-1) was aimed at testing the potential of IBST as an effective and efficient treatment 

in a public mental health setting, by comparing it to Cognitive-Behavioural Therapy 

(CBT) in routine clinical outpatient practice. In a pre-post study we followed up a sample 

between one and three years later.  

 

Taking into account the noninferiority trial designs[135], we hypothesised that patients 

would not show worse outcomes when treated with IBST than when treated with CBT, 

in terms of:  

(a) percentages of therapeutic discharges, dropouts, relapses, and use of other 

mental health services during the follow-up period.  

(b) length of psychotherapy treatment.  

 

The objective of our second study (Art-2) was to investigate the effectiveness of a 

multimodal training programme (MTP) with an IBST approach for GPs, given the 

burnout problems, low job satisfaction and low psychological well-being detected in 

primary care settings in a previous study. The aim of this second study was twofold: a) to 

determine the effectiveness of an intensive multimodal training program for GPs designed 

to improve their management of mental-health patients; and b) to ascertain whether the 

programme could be also useful to improve how the GPs managed their own burnout, job 

satisfaction and psychological well-being. 

 

We hypothesised better outcomes in the experimental group that underwent the clinical 

routine programme for primary care plus the ad-hoc MTP, when compared to the control 

group (which was only applied to the first one), in terms of:  
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(a) Management of indicators for mental health patients: 

- Administrative and healthcare indicators: (1) Total annual visits for all 

pathologies; (2) Rate (percentage) of annual visits linked to Mental 

Health; (3) Rate of Accessibility. 

- Opinions about Mental Illness  

(b) Burnout, job satisfaction and psychological well-being indicators: 

- Job satisfaction 

- Burnout 

- Psychological well-being 

-  Psychopharmacology use 
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7. METHOD SUMMARY  

In our first study (Art-1) we conducted a quasi-experimental, pre-post study with two 

non-randomised groups. Participants were 419 patients referred by GPs from six primary 

care units. 212 participants were allocated to a routine cognitive-behavioural therapy 

programme and 207 to a new IBST programme. Patients were followed between one and 

three years. The main outcome measures used were therapeutic discharges, dropouts, 

relapses and the use of other mental health services during the follow-up period. A 

detailed description of the programme is provided in the article.  

Similarly, the second study (Art-2) carried out was also a quasi-experimental research 

with two non-randomised groups. In this case, 18 GPs made up a control group that 

underwent the routine clinical mental health support programme for primary care. A 

treatment group (N=20) additionally received a Multimodal Training Programme (MTP) 

with an IBST approach. Through questionnaires and a clinical interview, level of burnout, 

professional satisfaction, psychopathological state and various indicators of the quality of 

administrative and healthcare management were analysed at baseline and then ten months 

after the programme, between January 2016 and February 2017. Again, an exhaustive 

explanation of the programme is provided in the article.  
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8. RESULTS: ORIGINAL RESEARCH  
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9. SUMMARY OF RESULTS  

In our first study (Art-1), the results showed that both therapy models were found to be, 

in general, equivalent in treatment outcome measures (in terms of the percentage of 

therapeutic discharges, drop-outs, relapses and the use of other mental health services 

during the follow-up period). The similarity between the groups was also confirmed, 

when analysing the data through psychiatric diagnosis. Nonetheless, in our sample, IBST 

did not prove to be any shorter than CBT.  

In the second study (Art-2), we first evaluated the indicators relating to how patients 

managed their  mental health problems. The results obtained indicated that MTP, when 

compared with the routine clinical mental health support programme for primary care, 

produced statistically significant improvements in certain administrative health 

parameters, but not in opinions and attitudes toward mental illness.  

Secondly, regarding the GPs management of their own burnout, job satisfaction and 

psychological well-being, the MTP participants showed better scores on global 

psychopathological state and better evolution of work satisfaction. Psychopharmacology 

use dropped in both groups; in contrast, the MTP did not improve burnout levels 
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8. GENERAL DISCUSSION  

Since 2001, the World Health Organisation (WHO) has made recommendations to reduce 

the huge gap between the number of patients suffering from anxiety and depression and 

the number seeking and receiving minimal adequate treatment. The organisation 

indicated that treatments should be made more readily available in primary care, and 

training of mental health professionals should be increased [136]. In connection to this, 

in our dissertation two compiled scholarly articles were devoted to examining the 

effectiveness of IBST in primary care for (a) patients and (b) GPs, respectively. We 

wanted to investigate IBST’s feasibility and usefulness for clinical purposes through 

clinically-based studies. Our general results show the potential of IBST in primary care 

for both collectives. Nonetheless, IBST still lacks solid research overall, which means it 

is therefore so far unattainable to make any strong statement in the sense that IBST is 

somehow necessary or preferable. 

Before discussing our studies’ results and implications in more detail, we would like the 

reader to consider beforehand the controversies surrounding effectiveness and efficacy in 

psychotherapy. Although a deep analysis of this issue is beyond the scope of this research, 

it should be considered that results from randomised controlled trials (RCTs) are regarded 

to give the most reliable information on treatment outcome (efficacy); yet, the 

generalisability of efficacy results in terms of daily practice (effectiveness) might be 

diminished by the design of RCTs [137]. Along this line, we have favoured 

methodologies with a high ecological validity when evaluating their effectiveness in 

routine clinical practice. 

 

The effectiveness of IBST; comparison with existing literature 

First study (Art-1): with regard to IBST’s effectiveness in primary care with patients, we 

concluded that our results provided some preliminary data suggesting that IBST might be 

an effective and efficient treatment in public mental health practice, comparable to well-

established treatments like CBT. Nevertheless, despite these good results, the advances 

made by IBST are weak when compared with CBT’s empirical background [125, 127].  

Given current empirical evidence it is understandable that CBT is still the main treatment 

approach across the Improving Access to Psychological Therapies (IAPT) proposals for 

primary care, as is the case in Britain and Norway [138, 139]. This large-scale initiative 
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involved mass training of new therapists to provide stepped- care psychological treatment 

following the National Institute for Health and Care Excellence guidelines. In United 

Kingdom, after the full national rollout, the programme has continuously been monitored, 

with the latest annual report showing an average recovery rate of 50.8% [138]. Here we 

would like to notice that in our research sample, IBST also reached over 50% of 

successful therapeutic discharges (Art-1). In this context, we hope that in the future, as a 

result of theses on IAPT-like treatments, several other therapy models will gain more 

recognition such as the IBST, according to the new research data provided. In fact, the 

clinical reality is that no single psychotherapy is effective for all patients and situations, 

no matter how good it is for some; one-size-fits-all therapy is proving impossible [140]. 

Besides, it is indicated that the IAPT’s good results (such as in our research) should be 

interpreted with caution, as they may be prone to selection bias [139, 141]. 

Second study (Art-2): it seems that in the future the high prevalence and burden of 

disease associated with mental disorders will require more work towards prevention. This 

means that GPs will play a central role in providing evidence-based and patient-centred 

care, and will be recommended to expand their current (mainly) biomedical practices 

[142]. In this context, our research regarding IBST’s effectiveness in primary care with 

GPs shows promising findings for MTP (with an IBST approach) instruction for GPs. 

Nonetheless, as is the case for patients (Art-1), more evidence is also required (with larger 

samples and randomised controlled trials) to support the programme being officially 

adopted both as part of a continuing professional-training programme for the management 

of mental-health patients, as well as for GPs to manage their own work-related health 

problems. So far, although more robust empirical data is also required, it is currently 

included in “evidence-based” training packages for GPs in Australia: the Focussed 

Psychological Strategies Skills Training (FPS ST) and Focussed Psychological Strategies 

Continuing Professional Development (FPS CPD) [27, 143]. Each training course 

includes 10 (FPS CPD) to 20 hours (FPS ST) minimum of education (amongst other 

interactive activities, they use a combination of technology, peer learning groups and 

locally available resources). The aim is to develop skills related to providing evidence-

based psychological interventions as part of a GP mental health treatment plan for 

common mental health disorders. Similarly, although maybe more humble in purpose, in 

Great Britain, Health Education England will be offering the Health Awareness for GPs 

programme on a national basis, an e-learning resource that was initially launched with 3 
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sessions [144]. Besides interpersonal therapy, all the aforementioned interventions are 

mainly CBT based interventions, which means they face similar disadvantages as when 

they are applied to patients. For instance, CBT focuses on the individual’s capacity to 

change themselves (their thoughts, feelings and behaviours), and does not usually address 

wider problems in systems or families that often have a significant impact on an 

individual’s health and wellbeing. In any case, beyond the pros and cons of CBT, we hope 

that MTP (with an IBST approach) could end up being an appealing alternative for those 

GPs that did not have success with CBT based training.  

 

The feasibility and usefulness of ISBT for clinical purposes 

Our experience in the application of ISTB in primary care within a multidisciplinary 

collaborative care structure (which includes a multidisciplinary team with different 

preferences and sensibilities, where different interventions take place at the same time) 

has provided us with some challenges to our traditional therapeutic procedures and 

scientific development: 

(a) The structure of IBST therapy sessions: we introduced some changes into the 

therapy session structure that is usually proposed [45, 47–49]. Even though these 

adaptations could cause some controversy among brief systemic professionals, we again 

found them to be useful and worthwhile for the entire team involved. The most important 

differences relate to the first session, where new clinical information is recorded (from 

then onwards), providing a better case contextualisation for our understanding.  

As in all systemic therapies, our basic therapeutic scheme is to start any case with a 

deliberate effort at relationship-building, trying to work out a collaborative therapeutic 

project with the client. Nonetheless, from the very first session, we fill in an anamnesis 

that from our point of view it represents a positive step to more comprehensively define 

the case. This means we do not proceed directly to focus only on our client’s demands. 

This anamnesis contains the following data, aside from the IBST’s key therapeutic 

information: 

1. Client demands. 
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2. Personal history of medical diseases, personal history of psychiatric disorders and 

drug abuse, family history of psychiatric disorders. 

3. Psychological exploration. 

4. Diagnostic and Statistical Manual of Mental Disorders Text Revision (DSM-IV-

TR) usage. There is a debate around this manual’s limitations, its review process, 

and its goals and content. In any case, it has oriented and facilitated  

inter-professional case discussions, and it is another communication tool among 

others (frequent inter-professional meetings, joint inter-professional sessions with 

the patient, and so on), which we do not pose a barrier (the mental health label 

does not lead the session’s structural process). So, even though use of the DSM-

IV-TR might be controversial, we continue to favour a positive vision of mental 

disorders, prevailing a non-pathologising mental health discourse [112].  

5. Psychiatric and non-psychiatric medication that is currently being taken.  

Some authors could argue that it might not be necessary for a successful intervention to 

put together such an anamnesis. On the contrary, we think it is a worthwhile endeavour 

given our clinical experience: 

- Avoids or limits the psychotherapy process: instead of focussing on the 

client’s demands right from the beginning in our first clinical interview, 

gathering the anamnesis information has proved to be very useful in helping 

us identify a hypothyroidism case that was initially diagnosed as a major 

depression disorder; it was used to emphasise the need to assess a suspected 

obstructive sleep apnoea in a patient with obesity who was complaining about 

sleep problems, anxiety and depressive symptoms; and to reveal our client’s 

sole interest in pursuing social security benefits or other legal demands.  

- Reconstituting the treatment plan with our multidisciplinary team of mental 

health professionals: for instance, asking our clients delicately but 

thoughtfully about drug usage that was otherwise unrevealed resulted in 

discovering the presence of an addiction in many occasions, which 

undoubtedly reframed our intervention (we can recall a case of cocaine abuse 

when a patient, after years of psychiatric and psychological treatment for 

major depression disorder, finally admitted and announced his drug usage; 

there was also the case of a woman complaining about fatigue and depression 

where she actually fundamentally misused her opiate pain medication ).  
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- Low probability of jeopardising treatment adherence and outcome: if it is 

properly explained and the anamnesis information gathering proceeds 

smoothly, we don’t usually find strong opposition from clients. Along this 

line, Richmond and colleagues compared the effectiveness of an SFBT intake 

interview (a non-directive examination in which questions are not 

prearranged) and a problem-focused diagnostic intake interview based on the 

Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I) (a 

structured interview that offers a set amount of standardised questions). The 

sample was made up of 30 participants attending the intake interviews for 

counselling. Surprisingly, this study failed to show that the SFBT intake 

interview was superior on a measure of outcome optimism and goal clarity 

[145].  

 

Besides the anamnesis information, from the very first visit another clinical document is 

filled in: the IBST intervention protocol (see Appendix II). This is where the client’s 

goals, complaints and demands, aetiology attributions, and attempted solutions, amongst 

other therapy information, is recorded. The IBST intervention protocol will guide us 

through all therapy sessions. It should be noted that this protocol doesn’t necessary need 

to be filled in completely for each patient because we will only gather that information 

we consider fundamental to solve the problem. 

 

Another matter that deserves to be mentioned is whether or not the presence of a clinical 

psychology team who have received Brief Family Therapy formation is required. 

Whenever it’s possible we clearly favour a therapeutic team alliance. If that is not 

possible, an external case supervision is recommended. In our case, only one other 

member of the clinical psychology staff had BST training at that time.     

 

Finally, regarding IBST’s contraindications, there are a number of problems or mental 

disorders that, from our point of view, merit the addition of different concepts and 

techniques to our usual approach; for instance, psychosis spectrum disorders, bipolar 

disorder, some personality disorders and mental retardation. So, while IBST appears to 

be an effective strategy in delivering a short-term intervention for many patients, further 
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work is necessary to target those mental disorders for whom a longer-term option should 

be sought as first treatment choices from the start. 

 

(b) IBST practice and replicability: in this dissertation we expected to have contributed 

towards a better operational definition in terms of strategic treatment management, 

although this is still insufficient. In this context, it would be also necessary to develop 

specialised IBST therapy manuals and research protocols, albeit not presented in a rigid 

manner, in order to facilitate the reproducibility of our clinical and research work. 

Replicability is a priority issue because accumulating reproducible evidence is the 

scientific community’s method of self-correction and is the best available option for 

achieving good quality knowledge.   

Moreover, with our humble original research contribution, we hope to have strengthened 

IBST as an evidence-based practice, as such therapies are associated with higher quality 

and greater accountability [146]. Despite all the controversies surrounding the 

identification and dissemination of Empirically Supported Treatments (EST) [147],  we 

consider that IBST can reach an acceptable compromise and balance between research 

constraints and the need to provide evidence-based practices for our clients (using the 

word ‘evidence’ in its broadest sense). Secondly, IBST is committed to providing more 

clinically-rooted, versatile and humanistic interventions, bending the therapy to the 

client’s situation and needs and not the other way around. Along these lines, we can find 

a broad framework in the biopsychosocial model of Empirically Supported Therapeutic 

Relationships (ESTR) [75, 148, 149]. The ESTR represents an appealing alternative to 

the biomedical approach, which for some authors has divided the field along scientist and 

practitioner lines [107].  

 

Strengths and limitations 

In terms of the limitations of our studies, first there are the modest sample sizes that 

influenced statistical significance and power, since statistically significant differences are 

more difficult to identify in smaller samples. Secondly, treatment integrity and fidelity 

were not assessed or supervised in Art-1. Thirdly, the therapist did carry out a strict 

adherence to a psychotherapy manual in Art-1 that might alleviate future replication 
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surveys. Instead, he showed fidelity to IBST’s premises and procedures throughout all 

clinical setting requirements. So, here we faced a dilemma better explained by Alberto 

Rodríguez: “In the same way that in a driving academy they teach to handle the different 

aspects involved in driving (traffic rules, changing gear, turning, braking), but they do 

not explain what to do if a truck comes up with another one front: accelerate? or stop ?; 

It will depend on the context, and this cannot be described because the possibilities are 

endless. We can conclude, then, that "manualization" is easier for some models than for 

others, creating bias in research results” [150].  

In terms of the strengths of our studies, we would like to emphasise, first, that they were 

conducted in real clinical practices with all the accompanying constraints: high service 

demand, work overload, restrictions on the frequency of follow-up meetings, etc. Second, 

our research involved different professionals, from the different institutions shown in Art-

2. Third, these surveys received no public or private funding.   

 

Implication for practice 

Although further research with methodological improvements is required, our 

preliminary findings suggest that IBST, when delivered within a CCMs model, could be 

potentially useful in primary care: first, it might be an effective and efficient treatment 

for public mental health practice, comparable to well-established treatments  

like CBT. Second, IBST, when applied within a multimodal training programme (MTP), 

could be adopted as part of a continuing professional-training programme for GPs to 

manage mental-health patients. Nonetheless, as yet no strong claim can be stated.  
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11. CONCLUSIONS AND FUTURE INVESTIGATIONS  

a) General conclusions  

• This dissertation provides insight into the effectiveness of promising 

psychotherapy treatment both for patients and GPs in primary care. In general, 

IBST provides satisfactory results.  

• We are still far from concluding that IBST has solid empirical evidence in primary 

care or in other clinical domains. We assume that this is an ongoing process, as is 

the case for other psychotherapeutic models. 

• It has been useful to adopt a CMM framework in our interventions in primary 

care.  

• There needs to be an improvement in the epistemological bases for IBST. Despite 

the pros and cons related to the integration of theories and techniques from 

different psychotherapy models, we strongly feel that IBST is a worthwhile 

endeavour that deserves more clinical and research analysis. 

 

b) Conclusions regarding IBST for patients 

• Our study provides preliminary data suggesting that IBST might be an effective 

and efficient treatment in public mental health practice, comparable to well-

established treatments like CBT in routine clinical practice. 

• We still do not know which ingredients in IBST are really effective, nor under 

which circumstances they operate, nor for what situations they are more or less 

useful.  

• The clinical operational guidelines for IBST need to be developed further. There 

are still no well-researched practices that could provide a sound ground for their 

integration over the course of psychotherapy sessions.  

 

C) Conclusions regarding IBST for GPs 

• Our encouraging data supports that MTP (with an IBST approach) might by a 

useful training programme for GPs who are managing mental health patients, as 

well as to manage their own work-related health problems. 
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Future Investigations  

We would like to mention that we are currently working on new investigations aimed at 

providing more empirical data to support the effectiveness of IBST in primary care and 

other clinical settings. This relates in particular to IBST in a group format, both for anxiety 

disorders in primary care systems, and long-term drug addiction at outpatient addiction 

centres.  

Finally, we hope this dissertation in some way boosts more clinical research into IBST in 

different domains, as well as encouraging further peer collaboration.  
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PROTOCOLO DE INTERVENCIÓN IBST 
 

 

 

Cambios                    -……………………………………………………………………. 

Pre-tratamiento        -……………………………………………………………………. 

                        -……………………………………………………………………. 

 

 

Excepciones       -……………………………………………………………………...…. 

                 -……………………………………………………………………...…. 

                           -……………………………………………………………...………….. 

 

 

 

 

Problemas                 1)………………………………………………..……..................... 

*Aportados por             …………………………………………..………………………. 

el propio paciente.        …………………..………………………..……………………… 

Indicar si/no son        2)………………...…………………………………........................ 

Quejas.                           ……………………………………………………….…………. 

                                        …………………………………………………………………. 

   3)……………………………………………………....................... 

                                      ………………………………………………………..…………. 

                                      ……………………………………………………………..……. 

                                     ....……………………………………………………………...…. 

 

 

Objetivos              - ……………………………………………………………………… 

* Del paciente       - …………………………………………….………………………… 

                              - ………………………………………………….…………………… 

 

 

 

Atribución        - Paciente:………………….…………………………………………… 

Etiológica      -  - Familiar (nombre y de tipo filiación): ………………………………… 

          ….……………………………………………………………………… 
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Soluciones        - …………………………………………………………………………. 

Intentadas        -….………………………………………………………………………. 

               -……………………………..…………………………………………… 

    -..………………………………………………………………………… 

               -.………………………………………………………………………… 

               -.………………………………………………………………………… 

               -.………………………………………………………………………… 

               -.………………………………………………………………………… 

    -.………………………………………………………………………… 

 

  

Denominador/es común              -.……………………………………………………… 

* En las Soluciones Intentadas      -.……………………………………………………… 

     

 

Tipo de lógica/s    - …...…………………………………………………………….…… 

                               - ...……………………………………………………………………. 

                                

 

Metáforas y demás analogías    - ………………………………………………………. 

* Usadas y/o de especial              - ……………………………………………………….. 

relevancia para el paciente          - .………………………………………………………. 

                      

 

Tipo de cliente: 

Intervención Modalidad de cumplimiento Resultado 
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