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Allocationn to brief treatment 

Abstract t 

Objective:Objective: Assessing self-rated items that might have an impact on clinicians recommending brief 
treatmentt (BT) over unlimited or long-term treatment (ULT). 

Method:Method: On the basis of patient self-report data we compared patients referred by clinicians to BT 
(n=71)) with those referred to ULT (n=145). 

Results:Results: The final multiple logistic regression model indicates that the chance of being allocated 
too BT increases with: more satisfaction with support, higher self-esteem, primary education or 
less,, and high desire for support as an intervention. With regard to desire to confess in treatment, 
loww and high scores make the chance of being allocated to BT lower. This is also the case for 
dailyy hassles. Finally, some specific target complaints, in particular anxiety, lower the chance of 
beingg allocated to BT. 

Conclusion:Conclusion: Using data about patient's complaints and symptoms, stress and support, personality 
andd coping, and request for type of intervention, we built a regression-model that classified 80% 
off the patients correctly with regard to allocation to BT or ULT. 
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Introduction n 

Mostt patients are seeking psychological treatment for specific and focal problem resolution and 
holdd that their problems will require only a few sessions at most (1). While studies have shown 
thatt the majority of therapies consist of ten or fewer sessions, these treatments are mostly not 
brieff by design (i.e. planned beforehand to be short-term) (2). Given the fact that mental health 
caree is under mounting pressure to reduce treatment duration as a result of the increasing 
demandd and limited resources (3), it would be interesting to know which patient characteristics 
makee clinicians decide to allocate patients to a short-term intervention. 

Inn this article we focus on planned brief treatments in which the clinician already at the start has 
thee intention to limit the treatment to six sessions or fewer. Since the late eighties this kind of 
treatmentt is given to an increasing number of patients in the ambulatory services in The 
Netherlands.. In a national survey we found that in 1998 about three-quarters of all 58 Community 
Mentall Health Centres (CMHC's) provide a standardised six-sessions treatment program for 
whichh 15 - 30% of their patients are selected (4). 

Dose-effectt literature suggests that much progress is possible in the first treatment sessions (5). 
Meta-analysess of treatment outcome studies suggest that the largest gains are made during the 
initiall six to eight sessions of treatment (6). Clinically useful criteria for the selection of patients 
thatt will benefit from six sessions have, to the best of our knowledge, not been identified. 
Althoughh there are some common selection criteria for brief treatment reported in the literature 
(1),, it is plausible that given the diversity of treatment lengths within the different brief treatment 
modelss -ranging from symptom-centred, single-session treatments (7, 8) to about 25 sessions in 
focall psychotherapy (9,10)- there are differences in these selection criteria. In our national survey 
wee found that there were no specific manuals or guidelines for (brief) treatment recommendation 
inn CMHC's (4). Because the six session treatment programs are implemented for quite a few 
yearss now, clinicians must have gained some expertise as to whether or not a patient is suitable 
forr this kind of treatment. 

Aimss of the study 

Thee aim of this study is to identify what patient characteristics play a roll in the decision and 
allocationn process where clinicians are confronted with the choice of (A) brief treatment or (B) 
longer-termm treatment models. Using patient self-report data we will compare a group of patients 
allocatedd by clinicians to brief treatment (six sessions or fewer) with those who were not. After 
assessingg different predictors separately, we will build a model that predicts whether or not 
clinicianss will allocate a patient to brief treatment. 
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Materiall and methods 

Setting g 

Inn the Netherlands, GP's can refer their patients with psychological or psychiatric problems to 
CMHC's,, to out-patient departments of psychiatric or general hospitals or to an independent 
psychiatristt or psychotherapist (11). All these are working under the same insurance system and 
soo in all cases patients do not have to pay for mental health services. About two third (65%) of the 
peoplee seeking treatment are seen in CMHC's, a quarter (27%) in out-patient departments, 8% by 
psychiatristss and only 3% by psychotherapists (12). 

Wee executed this study in two CMHC's in different Dutch regions. In both regions all mental 
healthh services were available. Meaning that beside the CMHC's also mental hospital services 
includingg an out-patient department of psychiatry as well as independent psychiatrists and 
psychotherapistss were available. The difference between both regions is that one is a rural area 
andd the other is an urban area. Because of these two types of regions and the fact that in 
principlee all CMHC's have more or less the same structure, there is an acceptable level of 
generalizabilityy to the whole of the Netherlands. 

Inn a CMHC a multidisciplinary group of professionals (allocation committee) is responsible for 
intakee interviews. The patient usually meets only one clinician. This clinician advises the 
committeee who finally decides whether a patient is accepted for treatment in the CMHC and 
allocatess patients to a particular type of treatment within the centre. In this study a total of 18 
clinicianss were responsible for intake assessments and treatment allocation. Most of them also 
administeredd both brief and unlimited or long-term treatments. 

Onee of the treatment options in the two CMHC's was brief treatment (BT) in which the clinician 
alreadyy at the start has the intention to limit the treatment to six sessions or fewer. For the 
purposee of this study we consider two groups of patients. First those considered by the committee 
too be suitable for BT and secondly those who are not. We shall refer to this latter group as the 
'unlimitedd or long-term treatment (ULT) group'. Crisis intervention is often administered by a 
separatee team within the CMHC's and is neither part of ULT nor BT. 

Brieff treatment 

Becausee the group of patients referred to BT is quite heterogeneous, there is not something like a 
strictt six-session treatment protocol. However brief treatments have several elements in common. 
Thee clinician starts the BT with the intention to end it within six or fewer sessions and they almost 
alwayss inform the patient at the start of BT of this time limitation. Frequently the clinician tries to 
workk with a clear focus and well defined (limited) therapeutic goals. BT focuses in the majority of 
casess on amelioration of the most disabling problems. 
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Thee aim of BT is hardly ever a total cure, but often to enable patients to deal with their problems 
onn their.own in order to restore their autonomy. Most of the time this means the re-establishment 
off a previous level of functioning. Treatment is therefore often aimed at stimulating a solution 
focusedd orientation and reminding the patients of their (neglected) strengths and competences. 
Anotherr main focus of BT is to help patients to cope with their problems. The clinician teaches the 
patientss to recognise their vulnerabilities and to anticipate on difficult situations. Psycho education 
aboutt the role and value of coping and social support in stressful situations is an ingredient in 
mostt of the BT's. Offering structure and clarification (placing thoughts and feelings in a new kind 
off perspective) are often used as conversational-techniques, but supportive (motivational and 
emphatic)) techniques are also very important in BT. 

Thee clinicians providing BT have different professional backgrounds; most of them are 
psychotherapists,, but there are also clinical psychologists, community psychiatric nurses and 
sociall workers (there is a psychiatrist on consultation basis available). Often these clinicians also 
administerr unlimited or long-term treatments. 

Too administer BT it is often recommended to have much treatment experience because in BT it is 
extremelyy important to distinguish essentials from side issues, to decide on the right treatment 
focuss and to maintain this focus throughout the BT. Maintaining a focus often requires clinicians 
too participate more actively in the therapeutic process than is the case in many unlimited or long-
termm treatments. According to Koss and Shiang (1), being 'active' means 'directing the 
conversationconversation when necessary, actively explore areas of interest, offering support and guidance, 
formulatingformulating plans of action for the patient to follow, assigning homework, teaching problem 
solving,, and encouraging a constructive life philosophy' (page 672-673). Given the heterogeneity 
off the BT-patients, clinicians that administer BT often need experience with a greater variety of 
interventionss often also of different therapeutic orientations than clinicians that administer a 
specificc kind of unlimited or long-term treatment. 

Unlimitedd or long-term treatment 

Thee ULT-group includes a broad spectrum of treatment modalities. They are never planned 
beforehandd to be short-term, they are either open-ended or have a limit which is higher than six 
sessions.. Many ULT's consist of 10 to 20 sessions and are usually time unlimited at the start. 
Thesee treatments are often behavioural or cognitive-behavioural but can also be system 
therapeuticc or psychodynamically oriented. In addition the ULT-group also includes specific 
treatmentss according to manuals for patients with specific problems (i.e. major depression, 
specificc anxiety disorders, traumata). A relatively small group of patients are offered long-term 
psychotherapy.. Finally there are supportive treatments that mostly range from 10 to 20 sessions 
butt may be longer for long-term psychiatric patients. 
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Tablee 3.1 Sociodemographic characteristics of patients allocated to brief treatment and 
unlimitedd or long-term treatment in two Community Mental Health Centres 

Sociodemographicc variables 
Totall sample 

(n=216) ) 
Patientss allocated 

toBT(n=71) ) 
Patientss allocated 

toULT(n=145) ) 

Agee [No. {%)] 
<< 50 years 
>> 50 years 

Genderr [No. (%)] 
Male e 
Female e 

Educationn [No. (%)] 
Primaryy education or less 
Secondaryy education low 
Secondaryy education high 
Tertiaryy education and more 

Livingg arrangements [No. (%)] 
Alone e 
Withh partner (with or without child) 
Withh child without partner 
Withh parent (s) 
Withh other people 

Maritall status [No. (%)] 
Neverr married 
Married d 
Divorced d 
Widowed d 

184(85) ) 
322 (15) 

67(31) ) 

149(69) ) 

24(11) ) 
811 (37) 
666 (31) 
455 (21) 

466 (21) 
1366 (63) 
111 ( 5) 
188 ( 8) 

5(( 3) 

866 (40) 
103(48) ) 
222 (10) 

5(( 2) 

555 (77) 

166 (23) 

19(27) ) 

522 (73) 

14(20) ) 
233 (32) 
211 (30) 
13(18) ) 

17(24) ) 
455 (63) 

4(( 6) 
5(( 7) 

255 (35) 
36(51) ) 
8(11) ) 
2(( 3) 

129(89) ) 
16(11) ) 

488 (33) 
977 (67) 

100 ( 7) 
588 (40) 
455 (31) 
322 (22) 

299 (20) 
911 (63) 

7(( 5) 
133 ( 9) 
5(( 3) 

611 (42) 
677 (46) 
14(10) ) 
3(( 2) 

BT=brieff treatment, ULT=unlimited or long-term treatment. 

Patients s 

Off a total of 660 consecutively screened patients (who were suitable for treatment within the 
centre)) the committee decided that 172 (26%) were suitable for BT and 488 (74%) for ULT. 
Howeverr of these 660 patients, a group of 158 (24%; 15% of BT-group vs. 27% of ULT-group) 
weree not asked to participate in the study because of ethical reasons (e.g. too unstable at the 
momentt of the intake interview). Of the 502 patients asked to participate, 387 (77%; 75% of the 
1466 BT-patients vs. 78% of the 356 ULT-patients) gave informed consent. Of the 110 patients 
allocatedd to BT, 71 (65%) questionnaires were returned and suitable and this holds for 145 (52%) 
off the 277 ULT-patients. The mean age of the total sample of 216 patients (71 BT-patients and 
1455 ULT-patients) was 36 years (SD = 11; range 19-61), 69% of subjects being female. Additional 
sociodemographicc and clinical characteristics are given in Tables 3.1 and 3.2. 
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Tablee 3.2 Clinical characteristics of patients allocated to brief treatment and unlimited or long-term 
treatmentt in two Community Mental Health Centres 

Clinicall variables 
Totall sample Patients allocated 

(n=216)) toBT(nr71) 
Patients s 

allocated d 
toULT(n=145) ) 

Durationn of most distressing target complaint [No. (%)] 

<< 1 year 
aa 1 year 

Priorr help (in past 5 years) [No. (%)] 
No o 
Yes s 

Iff the patient got prior help; how much [No. (%)] 
1-88 sessions 
9-155 sessions 
Moree than 15 sessions and/or admission as 
Psychiatricc inpatient or day patient 

Thee eight scales of the Symptom Checklist-90 [%]1 

Somatization n 
Sleepingg problems 
Hostility y 
Phobicc anxiety/ Agoraphobia 
Anxiety y 
Insufficientt thinking and acting 
Depression n 
Suspiciousnesss and interpersonal sensitivity 

788 (36) 
138(64) ) 

119(55) ) 
977 (45) 

499 (50) 

222 (23) 
266 (27) 

38 8 
45 5 
29 9 
24 4 
23 3 
38 8 
36 6 
33 3 

322 (45) 
399 (55) 

36(51) ) 
355 (49) 

233 (66) 

6(17) ) 
6(17) ) 

38 8 
45 5 
28 8 
23 3 
20 0 
34 4 
31 1 
24 4 

466 (32) 
99(68) ) 

833 (57) 

622 (43) 

266 (42) 

166 (26) 
200 (32) 

37 7 
45 5 
30 0 
25 5 
25 5 
41 1 
39 9 
37 7 

BT=brieff treatment, ULT=unlimited or long-term treatment. 
11 Percentage of patients with a score a the mean of a psychiatric out-patient norm sample (14) adjusted for gender. 

Instruments s 

Afterr the intake interview, patients were asked to complete the following questionnaires before the 

secondd appointment at the CMHC: 

Sociodemographics Sociodemographics 

SociodemographicSociodemographic checklist Age, gender, education, living arrangements and marital status. 

ComplaintsComplaints and symptoms 

SymptomSymptom checklist-90 {SCL-90; 13, 14). The SCL-90 is a 90-item self-report symptom inventory 

basedd on respondent rating of symptom distress during the previous seven days. Items are rated 

fromm 1 ('not at all') to 5 ('very much'). For the analysis we used the total score. 
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TargetTarget complaint inventory (TC; 15). The TC calls for patients to identify one, two or three main 
problems/complaintss for which they are seeking treatment and list these in order of decreasing 
importance.. Each individual complaint was rated on a 7-point scale with higher ratings indicating 
moree distressing complaints. In addition to the TC we asked the patients to rate for each 
individuall complaint how long they suffered from it: 1 ('fewer then 6 months'), 2 {'6 months to 12 
months')) and 3 ('12 months or longer'). 

Too identify the problem-areas described by the patients on the TC, three experts classified the 
complaintss in problem-area clusters. The nine clusters used for this study were: 1. anxiety, 2. 
burn-outt problems, 3. problems in social contacts in general 4. identity problems, 5. trauma, 6. 
depression,, 7. somatoform, sleeping and eating problems, 8. relational problems, and 9. other 
problemss including temper problems and addiction. The following variables of the TC were used 
inn the analyses: 1. number of different target complaints, 2. kind of most distressing target 
complaint,, 3. severity of the most distressing target complaint and 4. duration of the most 
distressingg target complaint. 

PriorPrior help. Patients were asked if they had seen a professional for their psychological or social 
problemss over the past five years before entering the CMHC. 

StressStress and support 

SurveySurvey of recent life experiences (SRLE; 16). The SRLE is a 51-item questionnaire measuring 
minorr environmental stressors. Items contain descriptions of various kinds of daily hassles that 
peoplee may have encountered. The respondents were asked to rate the extent to which each has 
beenn part of their lives over the last month, ranging from 1 ('not at all') to 4 ('very much'). For the 
presentt study we used the total score. 

NumberNumber of social activities (17). This was measured by four questions asking the respondent to 
ratee how often they undertook an activity with local residents, friends or family. Respondents were 
alsoo asked if they were a member of a group of people that meet frequently and how much time 
theyy spent with these group-members. Higher ratings indicate undertaking more social activities 
(minimall score on the scale is 4; maximum is 12). 

SocialSocial support list discrepancies (SSL-D; 18). The SSL-D assesses the amount of 
(dis)satisfactionn with received social support. The SSL-D comprises descriptions of social support 
pertainingg to various kinds of social support. Descriptions were evaluated as follows: 1 ('I miss 
this'),, 2 ('I do not miss it really, but more would be better'), 3 ('exactly good in this way') and 4 
('happenss too much'). For analytical purposes, items were recoded (1=3; 3,4=1), resulting in high 
scoress indicating a lack of support. For present purposes only the eight items pertaining to 
emotionall support (when encountering problems) have been used. 

SatisfactionSatisfaction with social network (17). This was measured by three questions asking the 
respondentt to rate how satisfied they were about the contact with local residents, friends and 
family,, ranking from 1 ('very satisfied') to 5 ('very dissatisfied'). 
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GroningenGroningen social behavior questionnaire (19). From this questionnaire we used the subscale 
leisuree time. The respondents were asked to rate six statements about their leisure time on a 4-
pointt scale. Lower ratings indicate more satisfaction with leisure time. 

PersonalityPersonality and coping 

UtrechtUtrecht coping list (UCL; 20). The UCL is a 47-item questionnaire assessing various kinds of 
copingg strategies. Subjects were asked to rate the use of a certain strategy when confronted with 
aa problem or unpleasant situation. Items were rated from 1 ('hardly ever') to 4 ('very often'). For 
presentt purposes, only the scales avoidant coping (i = 8) and problem-focused coping (i = 7) have 
beenn used. 

MasteryMastery scale (21, 22). Mastery as measured with this scale reflects the extent to which one feels 
too be in control over one's own life-chances. The respondents were asked to rate their agreement 
withh the seven statements on a 5-point scale. Higher ratings indicate more mastery. 

RosenbergRosenberg self-esteem scale (RSE; 23, 24). The RSE is used in this study as a one-dimensional 
indexx of global self-esteem. The RSE consists of ten statements, five are phrased in a positive 
directionn and five are negatively phrased. The statements were rated on a 4-point scale. After 
recodingg the five positive items, a high score stands for a more positive attitude toward oneself. 

RequestRequest for type of intervention 

PatientPatient request evaluation scale (PRES; 25). The PRES is an adjusted Dutch version of the 
Patientt Request Form (26), which was used to identify patients' requests for services. The PRES 
consistss of 51 items spread over 11 clusters: ventilate one's feelings (i = 5), confession (i = 6), 
advicee (i = 2), insight (i = 3), support (i = 3), comfort (i = 6), clarification (i = 8), social intervention 
(ii = 5), control (i = 5), medical (i = 4), and structure (i = 4). Patients were asked to rate how 
applicablee the items are to them on a 3-point scale rating from 1 ('exactly what I want') to 3 ('not at 
all'). . 

Statisticall analyses 

Usingg logistic regression (P-value £ 0.05), we assessed the univariate relation between each 
predictorr and patient's allocating to BT or ULT. For continuous variables we first checked whether 
theyy were linear in the logit and made the variable categorical if this was not the case. With 
regardd to categorical variables we checked if it was possible to merge categories on the basis of 
oddss ratio values. To reduce the number of potential predictors in order to obtain a parsimonious 
model,, we followed a procedure proposed by Hosmer and Lemeshow (27). Gender and age were 
enteredd as potential confounders in a multiple logistic regression model, together with all 
remainingg variables with an univariate P-value s 0.25. The number of selected variables was then 
reducedd by using a stepwise logistic regression with a backward elimination method (gender and 
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agee were fixed in the model). This gave an intermediate model. Finally, we checked if interactions 
betweenn variables from the intermediate model could significantly improve this model (P-value £ 
0.05)) to obtain the final model. 

Results s 

Thee check for linearity in the logit resulted in the adjustment of six variables. Three variables were 
dichotomised:: age {younger than 50 years vs. 50 years and older), education (primary education 
orr less vs. more than primary education) and duration of most distressing target complaint (one 
yearr and fewer vs. more than a year). The other three variables were classified in three groups 
(low,, middle and high): daily hassles (< 70, 71-79, a 80), number of social activities (s 5, 6-7, > 8) 
andd desire to confess in treatment (< 13,14-17, 18). 

Thee results of the univariate analyses are presented in Table 3.3. There are 12 predictors with a 
P-valuee ^ 0.05. With regard to age, patients older than 50 years have more chance of being 
referredd to BT. This also holds for patients with primary education or less. With regard to the 'kind 
off most distressing target complaint' some specific target complaints lower the chance of 
allocationn to BT (see Table 3.4). Low as well as high scores involving daily hassles also lower the 
chancee of allocation to BT compared with moderate scores. The opposite is true for number of 
sociall activities, moderate scores lower the chance of allocation to BT compared with low and 
highh scores. Further, the chance of being referred to BT increases with more emotional support, 
moree satisfaction with social network, more satisfaction with leisure time, less avoidant coping, 
moree self-esteem and an increasing desire to ventilate one's feelings in treatment. Finally, with 
regardd to the desire to confess in treatment, low as well as high scores lower the chance of 
allocationn to BT compared with moderate scores. 

Tablee 3.3 also shows that for building a multiple logistic model, in addition to gender and age, 17 
outt of 27 variables were used because of a univariate P-value < 0.25. After stepwise logistic 
regressionn the intermediate model contains nine variables, including gender and age (Table 3.5). 
Becausee not one interaction term had a P-value £ 0.05, the intermediate model is also the final 
modell (x2 = 71.34; df = 18; P = 0.00). The Hosmer and Lemeshow Test showed a good overall 
modell fit (P= 0.34; df = 8; x2 = 9-08). In total 80% of cases could be correctly classified by means 
off this regression model. 
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Tablee 3.3 Univariate logistic regression models for predicting allocation to brief treatment. 
Brieff treatment (n=71) vs. unlimited or long-term treatment (n=145) 

Potentiall predictors OR R 95%% CI F-value e 
Sociodemographicc information 

1.Age1 1 

2.. Gender' 
3.. Education 1 

Complaintss and symptoms 
4.. Total score of the Symptom Checklist-90 
5.. Number of different target complaints 
6.. Kind of most distressing target complaint2 

7.. Severity of most distressing target complaint 
8.. Duration of most distressing target complaint1 

9.. Prior help1 

Stresss and support 
10.. Daily hassles2 

11.. Number of social activities2 

12.. Emotional support 
13.. Satisfaction with social network 
14.. Leisure time 

Personalityy and coping 
15.. Avoidant coping 
16.. Problem-focused coping 
17.. Mastery 
18.. Self-esteem 

Requestt for type of intervention 
19.. Ventilate one's feelings 
20.. Confession2 

21.. Advice 
22.. Insight 
23.. Support 
24.. Comfort 
25.. Clarification 
26.. Social intervention 
27.. Control 
28.. Medical 
29.. Structure 

2.35 5 
1.35 5 
0.30 0 

1.00 0 
0.78 8 

--
0.91 1 
0.57 7 
0.75 5 

. . 
--

0.93 3 
0.83 3 
0.91 1 

0.92 2 
0.98 8 
1.04 4 
1.05 5 

0.86 6 

--
0.82 2 
1.12 2 
0.91 1 
0.96 6 
0.98 8 
0.97 7 
1.03 3 
1.02 2 
1.00 0 

1.10/5.02 2 
0.72/2.54 4 
0.13/0.72 2 

0.99/1.00 0 
0.52/1.17 7 

--
0.72/1.17 7 
0.32/1.02 2 
0.42/1.32 2 

. . 
--

0.87/0.99 9 
0.71/0.97 7 
0.84/0.98 8 

0.85/0.99 9 
0.91/1.06 6 
0.98/1.11 1 
1.00/1.11 1 

0.76/0.98 8 

--
0.66/1.01 1 
0.97/1.31 1 
0.77/1.07 7 
0.89/1.05 5 
0.92/1.04 4 
0.88/1.07 7 
0.93/1.13 3 
0.89/1.17 7 
0.89/1.12 2 

0.03 3 
0.35 5 
0.01 1 

0.33 3 
0.23 3 
0.01 1 
0.46 6 
0.06 6 
0.32 2 

0.01 1 
0.02 2 
0.02 2 
0.02 2 
0.02 2 

0.03 3 
0.58 8 
0.22 2 
0.05 5 

0.02 2 
0.05 5 
0.06 6 
0.13 3 
0.24 4 
0.38 8 
0.44 4 
0.58 8 
0.61 1 
0.77 7 
0.99 9 

ORR = odds ratio, 95% CI = 95% confidence interval for OR (lower/upper). 
Boldd typeface denotes P-value s 0.25. 
11 These variables are dichotomous. A score 0 is used as reference category. 

Age:: < 50 years = 0 vs. a 50 years = 1. 
Gender:: male = 0 vs. female = 1. 
Education:: £ primary education = 0 vs. > primary education = 1. 
Durationn of most distressing target complaint: < 1 year = 0 vs. a 1 year = 1. 
Priorr help: yes = 0 vs. no = 1. 

22 This variable is categorical with more than two categories; the OR and 95% CI from the different categories are 
presentedd in Table 3.4. 
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Tablee 3.4 Results of the univariate logistic regression 1 of the categorical variables and the percentages 
off patients allocated to brief treatment for the different categories of these variables 

Categoricall variables OR 95% CI P-value Percentage of patients 
Allocatedd to brief 

treatmentt (n)2 

Kindd of most distressing target complaint 
Anxietyy 3 

Burn-outt problems 
Problemss in social contacts in general 
Identityy problems 
Trauma a 
Depression n 
Somatoform,, sleeping and eating problems 
Relationall problems 
Otherr problems 

Dailyy hassles 
Low3 3 

Middle e 
High h 

Numberr of social activities 
Low3 3 

Middle e 
High h 

Requestt for confession as intervention 
Low3 3 

Middle e 
High h 

--
1.52 2 
2.46 6 
3.56 6 
4.74 4 
5.61 1 
8.00 0 

10.67 7 
11.33 3 

--
1.96 6 
0.60 0 

--
0.32 2 
0.73 3 

--
2.16 6 
1.06 6 

--
0.14/16.90 0 
0.44/13.82 2 
0.79/15.96 6 
0.89/25.17 7 
1.37/22.98 8 
1.97/32.45 5 
2.68/42.53 3 
2.89/44.43 3 

--
0.90/4.29 9 
0.31/1.18 8 

--
0.14/0.77 7 
0.33/1.62 2 

--
0.80/5.83 3 
0.37/3.01 1 

--
0.73 3 
0.31 1 
0.10 0 
0.07 7 
0.02 2 
0.00 0 
0.00 0 
0.00 0 

--
0.09 9 
0.14 4 

--
0.01 1 
0.44 4 

--
0.13 3 
0.92 2 

9%% (n=35) 
13%(n=8) ) 
19%(/T=16) ) 
25%% (n=24) 
31%(n=13) ) 
34%% (n=29) 
43%% (n=28) 
50%% (n=30) 
52%% (n=33) 

35%% (n= 66) 
51%(n=43) ) 
24%% (n=107) 

45%% (n= 33) 
21%(n=80) ) 
38%(r?=103) ) 

24%% (n= 25) 
41%(n=111) ) 
25%% (n= 80) 

ORR = odds ratio, 95% CI = 95% confidence interval for OR (lower/upper). 
11 Brief treatment (n=71) vs. unlimited or long-term treatment (n=145). 
22 Percentage of patients allocated to brief treatment from all patients (n= total number of patients; 

brieff and unlimited or long-term treatment) that belong to the particular category of the variable. 
33 Reference category within the variable. 

Besidee seven variables that had an univariate P-value ^ 0.05 (age, education, kind of most 
distressingg target complaint, daily hassles, emotional support, self-esteem and desire to confess 
inn treatment), the final model also contains one variable, request for support as therapeutic 
intervention,, with an univariate P-value of 0.24. After correction for all the other variables in the 
modell this variable became a significant predictor in the final model, meaning that a request for 
moree support as a therapeutic intervention increases the chance of allocation to BT. The same 
appliess to gender. The univariate P-value was 0.35 and the P-value for gender in the final model 
becamee 0.06, meaning there is a trend that women have a somewhat higher chance of being 
referredd to BT in this model. 
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Tablee 3.5 Predictors for brief treatment allocation (Multiple logistic regression model). 
Brieff treatment (n=71) vs. unlimited or long-term treatment (n=145) 

Predictors s 

Sociodemographicc information 
Age1 1 

Gender1 1 

1.. Education 1 

Complaintss and symptoms 
2.. Kind of most distressing target complaint2 

Burn-outt problems 
Problemss in social contacts in general 
Identityy problems 
Trauma a 
Depression n 
Somatoform,, sleeping and eating problems 
Relationall problems 
Otherr problems 

Stresss and support 
3.. Daily hassles3 

Middle e 
High h 

4.. Emotional support 

Personalityy and coping 
5.. Self-esteem 

Requestt for type of intervention 
6.. Confession3 

Middle e 
High h 

7.. Support 

OR R 

1.90 0 
2.23 3 
0.24 4 

--
2.27 7 
3.10 0 
7.59 9 
8.00 0 

13.89 9 
18.79 9 
15.81 1 
19.89 9 

--
2.54 4 
0.55 5 
0.90 0 

1.09 9 

--
1.45 5 
0.50 0 
0.73 3 

95%% CI 

0.66/5.54 4 
0.97/5.12 2 
0.07/0.81 1 

--
0.12/42.00 0 
0.40// 23.79 
1.24/46.53 3 
1.14/56.26 6 
2.49// 77.59 
3.54// 99.75 
3.09// 80.99 
3.75/105.45 5 

--
0.91/7.07 7 
0.21/1.45 5 
0.83/0.99 9 

1.00/1.18 8 

--
0.42/5.08 8 
0.12/2.05 5 
0.57/0.94 4 

P-value e 

0.24 4 
0.06 6 
0.02 2 

0.01 1 
0.58 8 
0.28 8 
0.03 3 
0.04 4 
0.00 0 
0.00 0 
0.00 0 
0.00 0 

0.01 1 
0.07 7 
0.23 3 
0.02 2 

0.05 5 

0.04 4 
0.56 6 
0.34 4 
0.01 1 

Thee model after multivariate logistic regression with the 18 variables with an univariate P-value < 0.25 
(seee Table 3.3) and gender (with age and gender fixed in the model). 
ORR = odds ratio, 95% C! = 95% confidence interval for OR (lower/upper). 
11 These variables are dichotomous. A score 0 is used as reference category. 

Age:: < 50 years = 0 vs. £ 50 years = 1. 
Gender:: male = 0 vs. female = 1. 
Education:: £ primary education = 0 vs. > primary education = 1. 

22 Anxiety as reference category. 
33 Low scores as reference category. 

Discussion n 

Accordingg to Miller (28), policies imposing time limits, incentives, or both to decrease the length of 

timee in psychological treatment are intended to overrule the judgement of the clinician and patient 

andd undermine the important safeguard of the clinical determination of treatment length. Little is 

known,, however, about those clinical judgements. In the present study we investigated what 

patientt characteristics play a role in the allocation process to treatment, if clinicians are 

confrontedd with the choice of allocation to either brief treatment or longer treatment models. To 

assesss what patient-variables predict this allocation process, patients referred to brief treatment, 
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coveringg six sessions or fewer (BT), were compared on the basis of patients' self-report data with 
thosee referred to unlimited or long-term treatment (ULT). Only patients that really needed 
treatmentt were included; patients who were too healthy for treatment in the CMHC were returned 
too the referring GP. All patients for whom BT was the treatment of choice were actually offered 
thiss treatment. 

Ass to the variables involving complaints and symptoms, only the kind of most distressing target 
complaintt predicted allocation, in particular anxiety. Unexpectedly, people with anxiety symptoms 
ass the most distressing target complaint where selected less often for BT then for ULT. Although 
anxietyy is mentioned by clinicians as a symptom cluster that often can be treated in a few 
sessionss (4), in the present study clinicians seem to choose treatments longer then six sessions 
forr those patients and this also holds for burnout problems and problems in social contacts in 
general.. We found no specific target complaints for which BT was more often chosen than ULT, 
whichh means that, there were no particular target complaints that make clinicians decides to 
chosee BT over ULT. Clinicians do, however, use certain target complaints as contraindications. 
Withh regard to this result it is important to remember that the patients themselves mentioned the 
targett complaints. It would be interesting to know how these target complaints relate to diagnoses 
givenn by clinicians. 

Interestingly,, allocation to BT was not related to having only one mild target complaint. Total 
numberr of target complaints, distress of the most distressing target complaint, and the total score 
onn the Symptom Checklist-90 were no predictors for allocation to BT. However, some caution is 
needed,, because the percentage of patients that were not asked to participate because of ethical 
reasonss (mostly because of too severe problems) was larger in the ULT-group than in the BT-
group. . 

Resultss involving the 'complaints and symptoms' variables support the notion that BT can be 
givenn to patients with a wide range of psychological and health-related problems, including in part 
alsoo more severe problems, if treatment goals are kept reasonable (1). In an earlier study (4) we 
foundd that the clinicians in BT do not always aim at "total cure" at the end of treatment, but try to 
enablee patients to deal with their problems on their own. Gelso and Johnson (29) described 
patients'' tendency to continue the change process after brief counselling had been terminated, a 
phenomenonn that is described in various ways by other advocates of brief treatment (30). 

Regardlesss of symptom severity, patients who have assets and a number of aspects in their lives 
inn which they function well (especially good relationships) are considered to be better candidates 
forr BT then patients who have besides their target problem also other weaknesses and problems 
inn living (1, 4). The present study confirms this picture. It seems indeed that patients with higher 
self-esteem,, who enjoy their leisure time, have a greater satisfaction with received emotional 
support,, and who are more satisfied with their social network are more often allocated to BT than 
too ULT. 

Thee influence of social activities and daily hassles are more complex. Here we found "U" shaped 
relations.. Having a high but also having a low score on daily hassles lower the chance of being 
referredd to BT, so someone with a moderate score has the most change to get BT. For social 
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activitiess it is the other way around; here being moderate increase the change to get ULT, while 
eitherr low or high social activities are favouring allocation to BT. 

Althoughh it is often hold that an active approach by the patient is necessary to keep the treatment 
brieff (4, 31), in this study we found that problem-focused coping was not a predictor for BT. 
However,, avoidant coping contributed significantly. The chance of being allocated to BT became 
smallerr when the patient had a more avoidant way of coping. In BT the patients are often asked 
too do homework, explore and confront their problem, which is not easy for patients who, most of 
thee time avoid their problems. 

Inn assessment for treatment, one should address the expectations of treatment in addition to 
patient'ss strengths, weaknesses, and personal style (32). In this study we found that 'desire to 
confesss in treatment' (use of clinician as a confessor, want some relieve from feelings of guilt) 
wass a predictor; low as well as high scores on this variable lower the chance of being allocated to 
BT.. Furthermore, the chance of being referred to BT increases with an increasing desire to give 
ventt to one's feelings in treatment. Patients, who score high on this variable, are patients who 
mostlyy just want to tell a professional about their problems and want to know what this 
professionall thinks about the situation, to validate their own decisions. These patients only seem 
too need a few sessions of treatment. 

Educationn and age were also predictors for BT. Although Koss and Shiang (1) wrote that patients 
havingg less than a fifth-grade education are seen as unsuitable for brief therapy, we found that 
patientss with primary education or less have more chance of being allocated to BT. Maybe low 
educatedd people are neither good candidates for BT nor for ULT. Given the fact that they are in 
needd of help, clinicians might be inclined to choose BT over ULT. It is sometimes suggested that 
aa part of the patients that get brief interventions are those who are the traditional 'underprivileged' 
psychotherapy-patients:: low educated and older (33). Our findings confirm this hypothesis. With 
regardd to age we did indeed found that patients who are 50 years or older have more chance of 
beingg referred to BT. 

Regardingg all the variables that predict the allocation to BT, one might conclude that clinicians not 
onlyy select on the basis of kind of problems, but also on patient's strengths, specific aspects of 
theirr lives in which they function well, and on the request for specific types of interventions. The 
clinicianss in this study had no restrictions in allocating patients to BT. The results show that if one 
willl work with guidelines for treatment allocation, recommending BT only on the basis of kind and 
severityy of the target problem might not be justified according to clinicians. 

Whenn we look at the predictors, one should remember that the variables are selected from 
questionnairess that were completed by the patients. The results were not communicated with the 
clinicians.. This means that the fact that a variable predicts allocation to BT does not mean that 
thee clinician actually selects on this variable. On the other hand, if we had used data from the 
clinicianss to predict treatment allocation, we would probably be faced with a bias. Clinicians may 
tendd to give data that is consistent with their own ideas about treatment recommendations, which 
distortss the assessment of what is actually happening. 
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Too assess what wass actually happening in the CMHC's and to increase generalisability we used a 
naturalisticc study design. On the other hand a naturalistic study design also means that we do not 
knoww for sure whether outside factors (like for instance organizational or personal preferences of 
clinicians)) had influenced allocation to BT or ULT. However, we do know for sure that allocation to 
BTT for financial reasons did not occur. 

Finally,, it is important to note that we assessed predictors for selection for BT on the basis of the 
actuall allocation process. That a patient is referred to BT does not mean that the BT will be 
successful.. Possibly a patient was referred to BT, but the BT was not effective and the patient 
neededd additional help. Alternatively, it is also possible that a patient allocated to ULT could have 
beenn successfully helped in six sessions or fewer. Further studies are needed to empirically test 
thee selection criteria of our study and establish their contribution to overall treatment outcome. 
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