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Patientt characteristics and brief treatment outcome 

Abstrac t t 

Background:Background: Although brief psychological treatment (EST) is widely practised in mental health 
care,, it is far from clear for which patients these treatments are (in)sufficient or (in)appropriate. 
Thee aim of this study is to investigate the patients characteristics related to outcome of BT. 

Methods:Methods: Prediction whether BT was (in)sufficient (in terms of the number of treatment sessions 
andd patient rating of BT outcome), for patients allocated to BT, was based on patient 
characteristicss assessed by both patients and clinicians before the start of BT. After analysing the 
differentt predictors separately, a multi-variate model was built to predict whether or not BT was 
(in)sufff icient for a particular patient. 

Results:Results: The multiple logistic regression model based on patients self-ratings showed that the 
probabilityy that BT is insufficient, is higher for those patients that have a less problem-focused 
copingg style and want more structure in treatment. The model based on clinician-ratings showed 
thatt BT was more insufficient for patients with lower GAF-scores (functioning less) and with a 
higherr number of problem areas (more than three). Both models showed that the chance that BT 
iss insufficient is greater for older patients (>30 years) than younger ones. 

Conclusions:Conclusions: When clinicians doubt whether or not they should allocate a patient to BT, the 
numberr of problems areas, the competences and resources of the particular patient and the 
requestt for type of intervention of the patient should be taken into consideration. 
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Introductio n n 

Sincee the early 1960s there has been a progressive movement towards the development of 
brieferr psychological therapies. More recently investigators found that the median length of 
psychologicall treatment varied from three to fifteen sessions, clustering around a median of about 
fivee to eight [1, 2]. Currently brief treatment increasingly gets attention in many countries because 
patientss ask for brief and focussed treatments while at the same time health care financiers aim at 
cost-effectivenesss [3]. Although already widely practised, it is far from clear for which type of 
patientt these short-term types of treatment are sufficient [4]. The last holds in particular for the 
moderatee severe cases treated in community mental health care. 

Inn spite of the fact that many clinicians recognise the benefits of brief treatment, they differ in their 
viewss on the essential characteristics of this type of treatment. Brief treatment encompasses a 
diversityy of treatment durations as well as intervention models [5]. Short-term treatment, for 
example,, can range from symptom-centred, single-session treatments on the one hand [6, 7, 4] to 
aboutt 25 sessions in focal psychotherapy on the other [8, 9]. Some brief treatments are time 
limited,, setting fixed duration parameters at the outset of treatment, while others are brief within 
flexiblee parameters [10]. Talley [11] as well as Barkham et al. [12] suggested the term "very brief 
psychologicall treatment" for treatment episodes of six to eight sessions or even fewer, reserving 
thee term "brief psychological treatment" for treatment episodes between eight and twenty 
sessions. . 

Althoughh a considerable amount of research has been done on the potential predictors of time-
unlimitedd or long-term treatment outcome [13], studies of the validity of selection criteria in case of 
plannedd brief treatment are scarce [3, 4]. Because clinicians have very different approaches to 
brieff psychological treatment, it is plausible that given this diversity there are differences in patient 
selectionn criteria as well. Interestingly, there have been few empirical studies undertaken to 
identifyy patient characteristics that are thought to bode well for the success of the different 
approachess in the field of brief treatment [4]. 

Inn the Netherlands "very brief psychological treatment programmes" are found to be very popular 
withinn specialized mental health care [14]. This type of BT gradually developed in Community 
Mentall Health Centres (CMHC's) since the late eighties, mostly because of practical and 
budgetaryy reasons. Our nationwide survey showed that at the end of the nineties more than 
three-quarterss of all 58 CMHC's provided such a standardised six-sessions treatment program 
[14]. . 

CMHC-patientss are referred by their general practitioners to the CMHC because they are too ill to 
bee treated in primary care. In most CMHC's about 10 to 20% of these patients will be allocated to 
BTT [14]. Clinicians expect that they can help these patients within six sessions or fewer. However, 
theirr selection criteria are primarily based on clinical experience and lack any empirical data to 
supportt them. Research [14] shows that for about 10% of the CMHC-patients (those with mild 
problems,, and/or capabilities and resources) BT should be sufficient, and that there is consensus 
amongg clinicians that for about 50% of new CMHC-patients {mostly patients with severe, multiple 
andd complicated problems) BT is really contraindicated. For the third group of patients, some 
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40%,, clinicians disagree whether or not BT will be sufficient enough. When CMHC's refer more 
thann 10% of their patients to BT, they risk that BT will not be sufficient for a part of these patients. 

Inn our study we want to explore for which patient BT is (in)sufficient when the allocation 
percentagee for BT is raised to some 30%. The aim of the study is to assess patient characteristics 
thatt are related to the outcome of BT. We will do this by defining BT as (in)sufficient in terms of 
thee number of treatment sessions and patient rating of BT outcome, in a large heterogeneous 
samplee of patients allocated to BT. To increase generalizability, a naturalistic study design was 
usedd and the study was conducted in six different CMHC's. We included in our study only those 
CMHC'ss that have an allocation process that will provide us with such a large and heterogeneous 
groupp of patients with whom clinicians are aiming to end treatment within six or fewer sessions. 

Althoughh treatment outcome is influenced by patient and patient-clinician interaction variables, 
thiss study focuses exclusively on patient characteristics since we want to detect basic predictors 
usefull for clinicians who have to decide whether or not to allocate a patient to BT. The following 
potentiall predictors were assessed before the start of BT by patients themselves and their 
clinicians:: sociodemographic characteristics, psychological complaints and symptoms, stress and 
support,, personality and coping, request for type of intervention by the patient and suitability for 
treatmentt according to the clinician. After analysing the different predictors separately, we will 
buildd a model that predicts whether or not BT will be sufficient for a particular patient. 

Material ss  and method s 

Settin gg and procedur e 

Inn the Netherlands, GP's can refer their patients with psychological or psychiatric problems to 
Communityy Mental Health Centres (CMHC's), to out-patient departments of psychiatric or general 
hospitalss or to an independent psychiatrist or psychotherapist [15]. All these services are under 
thee same insurance system and in all cases patients do not have to pay. About two third (65%) of 
referredd patients are seen in CMHC's, a quarter (27%) in out-patient departments, 8% by 
psychiatristss and 3% by psychotherapists [16]. 

CMHC'ss were established in 1982 to guarantee a diversified set of ambulatory services, from 
curativee psychotherapy to supportive community psychiatric care, for patients of all age groups 
withinn a specific catchment area ranging from 75.000 to 250.000 inhabitants. In a CMHC a 
multidisciplinaryy group of professionals is responsible for treatment allocation. First a patient 
meetss one clinician who does the intake interview and assessment. Second this clinician advises 
thee multidisciplinary allocation committee about whether or not the patient should be accepted for 
treatmentt at the CMHC, and if so for what type of treatment. The committee makes the final 
decision. . 
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Withinn most CMHC's there is consensus that BT is really contra-indicated for new patients who 
havee severe, multiple and complicated problems (around 50% of the CMHC-population). We did 
nott want to assess these patients but aimed to include as many as possible patients of the 
remainingg 50% of the CMHC-patients. For that reason the study was executed in CMHC's that in 
ourr nationwide study had shown to allocate as much as possible patients to BT (round 30-35% of 
neww patients) and could provide us an as large and heterogeneous as possible group of patients 
withh whom clinicians are willing to try to end treatment within six or fewer sessions. The six 
CMHC'ss are distributed over the Netherlands in both rural and urban areas, thus making them 
quitee representative for all CMHC's in the Netherlands. Patients not referred to BT were allocated 
too another type of treatment which is either open-ended or has a limit which is higher than six 
sessionss (for more details about the allocation process see Schaefer et al. [17]). 

Patientss referred to BT were asked to participate in the study. Those who gave informed consent 
(IC)) were asked to complete baseline questionnaires before the first BT session. Thereafter they 
weree assessed at two, four, and eight months after the start of the BT. For this article only the 
baselinee and eight-month follow-up data will be used. The clinician responsible for the intake 
intervieww was also asked to complete a questionnaire before the first BT session. 

Patient s s 

Inn total 594 of about 1950 new patients (30%) were allocated to BT. Of these 594 patients, 135 
(23%)) were not asked for Informed Consent (IC) for different reasons: 39 patients, mostly from 
ethnicc groups, had problems with reading, writing or understanding the questions; 50 were too ill 
orr too vulnerable according to the clinician who did the intake to be asked to complete the 
questionnaires;; another 46 were missed because of logistic reasons. Of those 459 patients asked 
too participate 80 (17%) refused, while 379 (83%) gave IC, of which 118 (31%) did not return their 
baselinee questionnaire. Of the 261 patients who did return the baseline questionnaire 191 (73%) 
alsoo completed the eight-month follow-up questionnaire. Clinicians completed a baseline 
questionnairee for 245 (94%) of the 261 participating patients. From 176 of the 191 patients who 
completedcompleted the eight months follow-up, data could be used to assess whether or not BT was 
(in)sufficient.. Finally some patients (see below) were removed from the analysis because of (1) 
missingg some baseline data or (2) filling out the baseline questionnaire after the start of BT 
(mostlyy due to logistic reasons). 

Twoo models will predict the sufficiency of BT, one based on patient self-report baseline data and 
onee on the baseline data as assessed by clinicians. For the model based on patient ratings, data 
fromm 133 of the 176 patients could be used for analyses. For the model based on clinician ratings, 
dataa from 153 of the 176 patients could be used for analyses. Finally, for a combined model there 
weree adequate baseline data from both the patient and the clinician for 115 of the 176 patients. 
Thee patient characteristics of these 115 patients are described in Table 4.1. 
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Tablee 4.1 Patien t characteristic s 
(n=115;;  patient s for whom coul d be assesse d whethe r or not BT was sufficien t and for whom 
baselin ee patien t informatio n was availabl e from both patien t and clinician ) 

Sociodemographi cc variable s 

Genderr  [%] 

Age e 

Educatio nn [%] 

Livin gg situatio n [%] 

Marita ll  statu s [%] 

399 men, 61 women 

MM = 40 years, S.D. = 11 years (range 20 - 76) 

144 Primary education or less 
300 Secondary education low 
300 Secondary education high 
266 Tertiary education and more 

211 Alone 
666 With partner (with or without child) 
44 With child without partner 
33 With parent(s) 
44 With other people 
22 Other 

311 Never married 
544 Married 
111 Divorced 
44 Widowed 

Clinica ll  variable s 

Prio rr  help (in past 5 years ) [%] 

Totall  scor e on the 
Sympto mm Checklist-9 0 

DSM-IV,, firs t diagnosi s on 
Axi ss  I [%] 

DSM-IV,, Axi s II [%] 
Personalityy problems 

Disorderss or traits in clusters 

Globa ll  Assessmen t of Functionin g 
Scalee (GAF) DSM-IV 

522 No 
222 1 -8 sessions 
111 9-15 sessions 
155 More than 15 sessions and/or 

admissionn as psychiatric inpatient or day patient 

M== 182.5, S.D. = 57.6 

88 No disorder 
366 Adjustment disorder 
255 Mood disorder 
133 Anxiety disorder 
55 Somatoform disorder 
33 Sexual or gender identity disorder 

100 Other disorders 

44 One or more Axis II personality disorders 
499 No disorder on Axis II, but one or more traits 
477 No Axis II disorder or traits 

11 Cluster A (paranoid, schizoid or schizotypal personality problem)1 

111 Cluster B (antisocial, borderline, histrionic or narcissistic personality problem)1 

433 Cluster C (avoidant, dependent or obsessive-compulsive personality problem) 

MM = 63, S.D. = 8 (range 41 - 80) 

MM = mean; S.D. = standard deviation 
DSM-IV:: Diagnostic and Statistical Manual of Mental Disorders 4th Edition (1994) 
11 Percentages of the total sample (some patients were diagnosed with more than one disorder or trait) 
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Thee mean age of the total sample was 40 years (S.D. = 11), 61% of subjects being women. The 
meann total score of the SCL-90 [18] (mean score = 182.5; S.D. = 57.6) lies slightly below the 
meann score of a patient population seen in psychiatric out-patient departments in general or 
academicc hospitals (203.5; S.D. = 61.6) and above the mean score of patients seen by clinical 
psychologistss in primary care (177.8; S.D. = 52.6) [19]. Considering DSM-IV (1994) diagnoses 
[20],, 8% had no Axis I diagnosis but a V-code. Most patients had an Axis I disorders in the 
categoriess adjustment, mood or anxiety disorder. Few patients were diagnosed with personality 
disorders,, but half of the patients had traits, mostly of Cluster C personality disorders. 
Consideringg the most important target complaint, those involving mood (30%), anxiety (26%), 
relationall (18%), and somatoform problems (10%) were mentioned most. These findings, along 
withh scores on the Global Assessment of Functioning Scale of the DSM-IV, led us to conclude 
thatt this group of BT-patients had mostly moderate symptoms and/or had moderate difficulties in 
sociall or occupational functioning. Some of them had serious symptoms or serious impairment in 
sociall or occupational functioning, but no one had impairments in reality testing. 

Brie ff  treatmen t 

Thee in total 62 clinicians providing BT within the six centres had different professional 
backgrounds.. Most of them were psychotherapists (with an university degree followed by a post-
doctorall study of four years) or clinical psychologists (with at least an university degree with 
regardd to clinical psychology), and some of them were community psychiatric nurses (nurses with 
ann advanced professional study specialised in working within community mental health settings). 
Alll were quite experienced and were trained in brief treatment. In each centre clinicians 
participatedd in a multidisciplinary team, in which progress of the BTs was discussed. Each team 
alsoo had a psychiatrist on consultation basis available, who sometimes provided BTs themselves. 
Inn most cases the same clinician provided the intake interview and the BT. 

Thee clinician always started BT with the intention to end it within six, or fewer, sessions and they 
informedd the patient of this time limitation at the start of BT. BT usually is ended within four or five 
months,, but it had no strict limitation with regard to length in number of months. Most clinicians 
weree trained to work with a clear focus and well-defined limited therapeutic goals. They are able 
too formulate 'explanation hypothesis' and goals in such an attractive way that the patient is willing 
andd able to quickly take responsibility for the work that must be done in treatment. Therapeutic 
goalss are often focussing on the reestablish ment of a previous level of functioning. Treatment is 
thereforee aimed at reminding the patients of their (neglected) strengths and competences as well 
ass stimulating a solution-focused orientation (see also Berg and de Shazer [21], Walter and Peller 
[22],, and O'Hanlon and Weiner Davis [23]). Maintaining the chosen focus and goals required 
clinicianss to quickly distinguish essentials from side issues and to participate actively in the 
therapeuticc process. The description of an active approach from Koss and Shiang [3] holds also 
forr the BT-clinicians of this study; being active means 'directing the conversation when necessary, 
activelyy explore areas of interest, offering support and guidance, formulating plans of action for 
thee patient to follow, assigning homework, teaching problem solving, and encouraging a 
constructivee life philosophy' (page 672-673). Further most clinicians are trained in recognising 
signss that can lead to more unnecessary consumption of treatment sessions and how to act on 
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thesee signs. They learned also techniques that keep the patient active and motivated during and 
afterr BT to continue the changing process (also in difficult times) and prevent relapse. Given the 
heterogeneityy of BT-patients, BT can consist of a great variety of interventions. Most clinicians 
havee much treatment experience with two or more psychotherapy approaches, which enables 
themm to be flexible and creative in choosing the right techniques for the particular patient. 
Althoughh BT can be a very eclectic approach, BT is primarily 'short-term directive, 
cognitive/behaviourall and solution focused psychotherapy'. For more information about BT see 
Schaeferr et al. [17]. 

Assessin gg the sufficienc y of BT 

Whetherr BT was sufficient or not was determined by a combination of two criteria: 
1.. Number of sessions: this criterion was rated negative when BT ended in more than six 

sessions.. The moment the follow-up was done (eight months after the start of BT), there were 
somee patients that had not ended their BT. When these patients had consumed more than 
sixx BT-sessions, they were rated as negative on this criterion, and when these patients had 
fewerr than six sessions, they were excluded from further analysis. 

2.. Treatment outcome: eight months after the start of the BT the patient was asked: 
-- To rate the treatment result on a 10-point scale, ranging from 1 ('bad') to 10 ('good') 
-- How much of the most important goal, he/she had decided on at the start of BT, was 

achievedd on a 4-point scale (1 ='not at all', 2='slightly', 3='pretty much', and 4='entirely'). 
Treatmentt outcome was scored negative if: 
-- The patient scored < 6 on the 10-point scale or 
-- The patient scored 6 on the 10-point scale but rated the most important goal as 'not at all' 

orr 'slightly' achieved. 
BTT was scored as insufficient when one or both criteria (number of sessions and treatment 
outcome)) were scored as negative. 

Instrument s s 

PatientPatient baseline ratings: 

SociodemographicSociodemographic checklist. Age, gender, education, living situation and marital status (only the 
firstt three were used for analysis). 

SymptomSymptom Checklist-90 (SCL-90) [18, 19]. 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 analyses we used the totalscore. 

PriorPrior help. Patients were asked if they had seen a professional for their psychological or social 
problemss over the past five years. If so, they had to rate how many sessions they in total 
consumedd by choosing among four categories: 1. one to three sessions, 2. four to eight sessions, 
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3.. nine to fifteen sessions, 4. more than fifteen sessions. Further patients were also asked if they 
hadd been admitted as psychiatric inpatient or day patient during the past five years. 

SurveySurvey of Recent Life Experiences (SRLE) [24]. The SRLE is a 51-item questionnaire measuring 
minorr environmental stressors. Items contain descriptions of six kinds of daily hassles that people 
mayy have encountered. The respondents were asked to rate the extent to which each had been 
partt of their lives over the last month, ranging from 1 ('not at all') to 4 (Very much'). For the 
presentt study we used the totalscore. 

SociaiSociai Support List Discrepancies (SSL-D) [25]. The SSL-D assesses the amount of 
(dis)satisfactionn with received social support. The SSL-D comprises descriptions of social support 
pertainingg to six kinds of social support. Descriptions were evaluated as follows: 1 ('I miss this'), 2 
('II do not miss it really, but more would be better'), 3 ('exactly good in this way') and 4 ('happens 
tooo much'). For analytical purposes, items were receded (1=3; 3,4=1), resulting in high scores 
indicatingg a lack of support. For the present study patients only completed the eight items 
pertainingg to emotional support (when encountering problems). 

GroningenGroningen Social Behavior Questionnaire (GSBQ) [26]. This questionnaire measures eight 
dimensionss of social functioning. The subscale 'leisure time' (i=7) was used for this study. The 
respondentss were asked to rate six statements about their leisure time on a 4-point scale. Lower 
ratingss indicate more satisfaction with leisure time. 

UtrechtUtrecht Coping List (UCL) [27]. The UCL is a 47-item questionnaire assessing seven 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 
thee present study patients only completed the questions of the scales Avoidant coping (i=8) and 
Problem-focusedd coping (i=7). 

MasteryMastery scale. Mastery [28, 29] 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) [30, 31]. 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 phrased negatively. 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. 

PatientPatient Request Evaluation Scale (PRES) [32]. The PRES is an adjusted Dutch version of the 
Patientt Request Form [33], which was used to identify patients' requests for treatment. The PRES 
consistss of 51 items spread over 11 clusters: structure (i=4), insight (i=3), clarification (i=8), 
controll (i=5), support (i=3), social intervention (i=5), medical (i=4), confession (i=6), advice (i=2), 
comfortt (i=6), and ventilate one's feelings (i=5). Patients were asked to rate how applicable the 
itemss were on a 3-point scale rating from 1 ('exactly what I want') to 3 ('not at all'). 
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ClinicianClinician baseline ratings: 

TargetTarget complaints. A standardised screening list of thirteen complaints was used on which 
clinicianss rated the target complaints and the most important one. The number of different 
complaintss was counted and for the five most rated complaints {mood problems, anxiety 
problems,, somatoform problems, relational problems and working problems) we determined for 
eachh patient if this complaint was rated by the clinician as most important complaint. 

GlobalGlobal Assessment of Functioning (GAF). The clinician rated the Global Assessment of 
Functioningg Scale (GAF, Axis V from the DSM-IV [20]). The score can range from 1 'very bad' to 
1000 'very good'. 

PersonalityPersonality traits and disorders. The clinicians were asked to rate the items of the different Axis II 
disorderss from the DSM-IV [20]. For this study we use only scores on the cluster B and cluster C 
personalityy problems. 

PatientPatient characteristics and suitability for treatment. For this study we constructed a list of patients 
characteristicss that are often associated with suitability for psychotherapy [34, 35]. The clinicians 
weree asked to rate all statements on a 5-point scale ranging from 1 ('not at all') to 5 ('very much'). 
Usingg factor analysis we defined three subscales: (1) strengths (five items, e.g. does the patient 
havee healthy attributes, and does the patient have some ability to bear; a=0.83), (2) urgency (two 
items:: does the patient suffer from the burden of the complaints, and does the patient need 
immediatee help; a=0.62), and (3) therapy skilfulness (seven items, e.g. is the patient willing to 
workk actively on problems, and does the patient have some insight as to what is the problem; 
a=0.92). . 

Statistica ll  analyse s 

Predictorss of the sufficiency of BT were assessed using logistic regression analysis. A two-step 
proceduree based on Hosmer and Lemeshow [36] was followed to identify the predictors and build 
aa prediction model. At the first step we checked all continuous potential predictors for linearity in 
thee logit. If this was not the case the variable was recoded. With regard to categorical variables 
wee checked if it was possible to merge categories based on odds ratio values. Subsequently the 
univariatee relation between each potential predictor and treatment success was assessed (P-
valuee < 0.05). 

Inn the second step multiple logistic regression analysis was used to build a model to predict 
whetherr BT would be sufficient. Gender, age and treatment centre were entered first and kept in 
thee model; the first two as potential confounders and the third to control for the multicenter 
characterr of our sample. To reduce the number of potential predictors, only those with a 
univariatee P-value < 0.25 were entered in a stepwise procedure with backward elimination. This 
resultedd in an intermediate prediction model. Finally we checked if interactions between variables 
fromm this intermediate model could significantly improve the model (P-value < 0.05) to obtain a 
finall model. We used this procedure to build a model with patient baseline ratings as potential 
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predictorss and a model with clinician baseline ratings. Finally, we checked whether predictors 
fromm the model based on patient ratings could improve the model based on clinician ratings (P-
valuee < 0.05). 

Tablee 4.2 Univariat e logisti c regressio n model s for predictin g 'sufficiency ' of brie f treatmen t (BT) based on 
patien tt  baselin e rating s (n=!33: 'BT was sufficient ' (n=60) vs. 'BT was insufficient ' (n=73)) 

Potentiona ll  predictor s OR R 95%% CI P-value e 

Sociodemographi cc informatio n 
11 Age1 

22 Gender1 

33 Education1 

Complaint ss  and symptom s 
44 Total score of the Symptom Checklist-90 
55 Prior help1 

Stresss and suppor t 
66 Daily hassles 
77 Emotional support1 

88 Leisure time 

Personalit yy  and copin g 
9 9 
10 0 
11 1 
12 2 

Avoidantt coping 
Problem-focusedd coping 1 

Mastery y 
Self-esteem m 

Reques tt  fo r typ e of interventio n 
13 3 
14 4 
15 5 
16 6 
17 7 
18 8 
19 9 
20 0 
21 1 
22 2 
23 3 

Structure e 
Insight1 1 

Clarification2 2 

Control l 
Support t 
Sociall intervention 
Medical l 
Confession n 
Advice e 
Comfort t 
Ventilatee one's feelings 

0.21 1 
1.42 2 
1.95 5 

1.00 0 
0.38 8 

1.00 0 
0.37 7 
0.92 2 

0.97 7 
2.94 4 
1.08 8 
1.06 6 

1.18 8 
2.24 4 

--
1.08 8 
1.12 2 
1.06 6 
1.09 9 
1.09 9 
1.09 9 
1.04 4 
1.05 5 

0.08/0.57 7 
0.69/2.92 2 
0.96/3.94 4 

0.99/1.00 0 
0.13/1.13 3 

0.98/1.02 2 
0.18/0.78 8 
0.84/1.01 1 

0.88/1.06 6 
1.45/5.97 7 
1.00/1.18 8 
0.99/1.13 3 

1.01/1.38 8 
1.03/4.85 5 

--
0.96/1.22 2 
0.92/1.36 6 
0.94/1.21 1 
0.91/1.29 9 
0.90/1.32 2 
0.85/1.41 1 
0.93/1.16 6 
0.91/1.21 1 

0.00 0 
0.34 4 
0.06 6 

0.16 6 
0.08 8 

0.91 1 
0.01 1 
0.08 8 

0.47 7 
0.00 0 
0.05 5 
0.12 2 

0.04 4 
0.04 4 
0.12 2 
0.21 1 
0.27 7 
0.32 2 
0.35 5 
0.37 7 
0.49 9 
0.53 3 
0.53 3 

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

Age:: < thirty years = 0 versus > thirty years = 1. 
Gender:: male = 0 versus female = 1. 
Education:: secondary education low or less = 0 versus secondary education high or more = 1. 
Priorr help: fifteen sessions or fewer and no inpatient or day patient admissions = 0 versus > fifteen sessions 

orr inpatient or day patient admissions = 1. 
Emotionall support: < 11 = 0 versus > 12 = 1. 
Problem-focusedd coping: < 16 = 0 versus > 17 = 1. 
Requestt for Insight: < 7 = 0 versus > 8 = 1. 

22 This variable is categorical. A Low score was the reference category in this variable. The OR, 95% CI and P-value 
forr the score 'middle' are respectively, 0.26, 0.07/1.00, 0.05 and for the 'high' score 0.60, 0.20/1.82, 0.37 

77 7 



Patientt characteristics and brief treatment outcome 

Result s s 

Predictio nn of BT sufficienc y based on patien t rating s 

Forr 60 (45%) of the 133 patients, of whom self-rating baseline data could be used to build a 
predictionn model, BT was sufficient. The check for linearity in the logit resulted in the adjustment 
off seven variables. Six variables were dichotomised: age {younger than 30 years versus 30 years 
andd older), education (secondary education low or less versus secondary education high or 
more),, prior help {15 sessions or fewer and no inpatient or day patient admissions versus more 
thann 15 sessions or inpatient or day patient admissions), emotional support (< 11 versus > 12), 
problem-focusedd coping {< 16 versus > 17), and desire for insight as an intervention in treatment 
(<< 7 versus > 8). The variable 'clarification as an intervention in treatment' was classified in three 
groupss {low, middle and high): (< 11, 12-15, > 16). 

Resultss of the univariate analysis are presented in Table 4.2. There are six predictors with a P-
valuee <0.05. The probability that BT is sufficient is higher for those patients that are younger (< 30 
years),, are more satisfied with the emotional support they get {score < 11), have a more problem-
focusedd coping style (score > 17), and are feeling more in control over their own life-chances 
(mastery).. Regarding their request for specific characteristics of the intervention, they want less 
structuree and less insight (score > 8) compared to those for whom the BT was insufficient. 

Tablee 4.3 Multipl e logisti c regressio n model to predic t 'sufficiency ' of brie f treatmen t (BT) based on 
patient ss baselin e rating s (n=133: 'BT was sufficient ' (n=60) vs. 'BT was insufficient ' (n=73)) 

Predictor ss OR 95% CI P-value 

Fixed d 
Age1 1 

Gender1 1 

Personalit yy  and copin g 
Problem-focusedd coping 1 

Reques tt  for type of interventio n 
Structure e 

0.24 4 
2.00 0 

4.63 3 

1.25 5 

0.07// 0.82 
0.79// 5.10 

1.84/11.67 7 

1.03// 1.51 

0.02 2 
0.15 5 

0.00 0 

0.03 3 

Thee model after multivariate logistic regression with the 13 variables with a univariate P-value <0.25 (see Table 4.2), 
genderr and centre (with age, gender and centre fixed in the model). 

ORR = odds ratio, 95% CI = 95% confidence interval for OR (lower/upper) 

Thesee variables are dichotomous. A score 0 is used as reference category. 
Age:: < thirty years = 0 versus > thirty years = 1. 
Gender:: male = 0 versus female = 1. 
Problem-focusedd coping: < 16 = 0 versus > 17 = 1. 

Twelvee out of the 21 variables had an univariate P-value <0.25 and were therefore in addition to 
genderr and age entered in the multiple logistic regression model. After fixing gender, age and 
centre,, two of these twelve variables remained in the intermediate model after stepwise 
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regressionn with backward elimination. Patients who at baseline described a more problem-

focusedd coping style had more chance that BT was sufficient, which also holds for those who 

weree low on the wish to have structure as an intervention characteristic (Table 4.3). Since no 

interactionn term had a P-value <0.05, the intermediate model is also the final model (x2 = 46.22; df 

== 9; P = 0.00). The Hosmer and Lemeshow Test showed a good overall model fit (P= 0.99; df = 

8;%22 = 1.79). 

Predictio nn of BT sufficienc y based on clinicia n rating s 

Tablee 4.4 Univariat e logisti c regressio n model s for predictin g 'sufficiency ' of brief treatmen t (BT) based on 
clinicia nn baselin e rating s (n=153: 'BTwa s sufficient ' (n=72) vs. 'BT was insufficient ' (n=81)) 

Potentiona ll  predictor s OR R 95%% CI P-value e 

Sociodemographi cc informatio n 
11 Age1 

22 Gender1 

Complaint ss  and symptom s 
33 Number of complaints1 

44 Somatoform problems2 

55 Mood problems2 

66 Working problems2 

77 Relational problems2 

88 Anxiety problems2 

Functionin g g 
99 Global Assessment of Functioning (GAF) score 

Personalit yy  problem s 
100 DSM-IV Axis II cluster B3 

111 DSM-IV Axis II cluster C 3 

Patien tt  characteristic s and suitabilit y for treatmen t 
122 Strengths 
133 Urgency 
144 Therapy skilfulness 

0.27 7 
1.76 6 

0.30 0 
2.75 5 
0.69 9 
1.94 4 
0.96 6 
0.97 7 

1.08 8 

1.71 1 
0.87 7 

1.11 1 
0.82 2 
1.02 2 

0.11/0.65 5 
0.90/3.44 4 

0.11/0.88 8 
0.81/9.35 5 
0.35/1.37 7 
0.45/8.42 2 
0.41/2.23 3 
0.48/1.97 7 

1.03/1.13 3 

0.61/4.74 4 
0.46/1.67 7 

1.00/1.24 4 
0.65/1.04 4 
0.97/1.06 6 

0.00 0 
0.10 0 

0.03 3 
0.11 1 
0.29 9 
0.38 8 
0.92 2 
0.93 3 

0.00 0 

0.31 1 
0.68 8 

0.06 6 
0.10 0 
0.52 2 

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

Age:: < thirty years = 0 versus > thirty years = 1. 
Gender:: male *= 0 versus female = 1. 
Numberr of complaints: three or fewer = 0 versus four and more = 1. 

22 If the patient had this problem as most important target complaint, a 1 was scored, if not a 0 was scored. A score 0 
iss used as reference category 

33 If the patient had a diagnosis or trait of the particular DSM-IV (Diagnostic and Statistical Manual of Mental 
Disorderss 4th Edition, 1994) personality disorder, a 1 was scored, if not a 0 was scored. A score 0 is used as 
referencee category. 

Forr 72 (47%) patients, of the 153 patients of whom clinician-rated baseline data could be used to 

buildd a prediction model, the BT was sufficient. The check for linearity in the logit resulted in the 

adjustmentt of two variables. These variables were dichotomised; age (younger than 30 years 

versuss 30 years and older) and number of complaints (3 or fewer versus 4 and more). 
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Resultss of the univariate analysis are presented in Table 4.4. There are three predictors with a P-
valuee <0.05. The probability that BT is sufficient is higher for those patients that are younger (< 30 
years),, are functioning better (have a higher GAF score), and have three or fewer different 
complaints. . 

Inn addition to gender and age, five out of twelve variables had a univariate P-value <0.25. After 
fixingg gender, age and centre, two variables of these five variables remained in the intermediate 
model.. Patients with a higher baseline score on the GAF and with a lower number of complaints 
hadd more chance that their BT was sufficient (Table 4.5). Since no interaction term had a P-value 
<0.05,, the intermediate model is also the final model (x2 = 47.07; df = 9; P = 0.00). The Hosmer 
andd Lemeshow Test showed a good overall model fit (P= 0.70; df = 8; %2 = 5.53). 

Tablee 4.5 Multipl e logisti c regressio n model to predic t 'sufficiency ' of brie f treatmen t (BT) based on 
clinicia nn baselin e rating s (n=153: 'BT was sufficient ' (n=72) vs. 'BT was insufficient ' (n=81)) 

Predictor ss OR 95% CI P-value 

Fixed d 
Age1 1 

Gender1 1 

Complaint ss  and symptom s 
Numberr of complaints 1 

Functionin g g 
Globall Assessment of Functioning (GAF) score 1.08 

Thee model after multivariate logistic regression with the seven variables with a univariate 
P-valuee <0.25 (see table 4.4) and centre (with age, gender and centre fixed in the model). 
ORR = odds ratio, 95% CI = 95% confidence interval for OR (lower/upper) 
11 These variables are dichotomous. A score 0 is used as reference category. 

Age:: < thirty years = 0 versus > thirty years = 1. 
Gender:: male = 0 versus female = 1. 
Numberr of complaints: three or fewer = 0 versus four and more = 1. 

Predictio nn of BT sufficienc y based on combine d patien t and clinicia n rating s 

FinallyFinally we analysed the 115 patients of which patient as well as clinician rated baseline data 
couldd be used to build a prediction model. For 52 (45%) patients, of those 115 patients, the BT 
wass sufficient. After fixing gender, age and centre, it was possible to significantly improve the final 
modell based on clinician ratings (Global Assessment of Functioning score and number of 
complaints)) with the two predictors (problem-focused coping style and the wish to have structure 
ass an intervention characteristic) from the final model based on patient ratings (likelihood ratio 
test:: x2 - 10.44; df = 2; P = 0.01). This combined final model (x2 = 50.64; df = 11; P = 0.00) had a 
goodd overall model fit (P = 0.25; df = 8; %2 = 10.21). In total, 74% of cases could be correctly 
classifiedd by means of this regression model (Table 4.6). 
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0.24 4 
1.67 7 

0.23 3 

1.08 8 

0.08/0.67 7 
0.75/3.73 3 

0.06/0.87 7 

1.02/1.14 4 

0.01 1 
0.21 1 

0.03 3 

0.01 1 
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0.26 6 
1.73 3 

1.08 8 
0.07 7 

4.04 4 
1.22 2 

0.07/0.98 8 
0.60/4.96 6 

1.01/1.16 6 
0.00/1.16 6 

1.41/11.63 3 
0.98/1.52 2 

0.05 5 
0.31 1 

0.03 3 
0.06 6 

0.01 1 
0.07 7 

Tablee 4.6 Multipl e logisti c regressio n model to predic t 'sufficiency ' of brie f treatmen t (BT) 
basedd on baselin e rating s of both patient s and clinician s 
(n=11S::  'BT was sufficien t (n=52) vs. 'BT was insufficient ' (n=63)) 

Predictor ss OR 95% CI P-value 

Fixed 1 1 

Age2 2 

Genderz z 

Variable ss from clinicia n rating s 
Globall Assessment of Functioning (GAF) score 
Numberr of complaints2 

Variable ss from patien t rating s 
Problem-focusedd coping 2 

Structuree as request for type of intervention 

Thee model after multivariate logistic regression with information from both models (see Table 4.3 and 4.5) 
ORR = odds ratio, 95% CI = 95% confidence interval for OR (lower/upper) 
11 Also centre was fixed in the model to adjust for the multicentre character of our sample 
22 These variables are dichotomous. A score 0 is used as reference category. 

Age:: < thirty years = 0 versus > thirty years = 1. 
Gender:: male = 0 versus female = 1. 
Numberr of complaints: three or fewer = 0 versus four and more = 1. 
Problem-focusedd coping: < 16 = 0 versus > 17 = 1. 

Discussio n n 

Inn this study we investigated which patients characteristics are predictive for the fact that a brief 
psychologicall treatment (BT) in Community Mental Health Centres (CMHC's) is (in)sufficient. The 
BT-patientss were referred to the CMHC's by their GP's because they were too ill to be treated in a 
primaryy care setting. In a heterogeneous sample of CMHC-patients allocated to BT, this treatment 
appearedd to be insufficient (ended in more than six sessions or within six sessions but with a 
negativee treatment result) for about half of them. The two most important predictors were a 
problem-focusedd coping style and a wish for structure in treatment. For patients with a less 
problem-focusedd coping strategy (turning the matter over in one's mind, line up the problems and 
possiblee solutions, start solving the problem or unpleasant situation purposeful and with 
confidence)) BT is less sufficient. An active approach is also proposed as a selection criterion for 
brieff treatment by other writers [37, 38, 39]. When the clinician is able to find a clear focus and 
formulatee distinct plans of action, patients with an active coping style are perhaps more inclined to 
tryy out these plans and carry out homework assignments. This enables them on the one hand to 
benefitt from treatment and so they probably need fewer treatment sessions than patients who are 
lesss active in working on their problems. On the other this coping style might also help to accept 
thatt patients have to take over responsibilities over their own lives again after the limited number 
off six sessions. 
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AA wish for structure in treatment stands for the patient's wish that the professional takes over 
responsibility,, because the patient feels overwhelmed by feelings and is not longer able to keep 
controll over him/herself [32]. Patients who want more structure in treatment have less chance of a 
BTT that is sufficient. Although there was a substantial correlation between a wish for structure and 
symptomm distress (as measured by the SCL-90) (-.63, P<0.01), symptom distress was not a good 
independentt predictor. It is therefore more likely that a wish for structure in treatment is related to 
perceivedd ability to cope with the complaints or symptoms, than the actual level of symptom 
distress.. So probably it is not the amount of suffering from symptoms, but extent to which the 
patientt experiences helplessness that predicts whether or not BT will be sufficient. 

Off the clinician ratings before the start of BT, the Global Assessment of Functioning Scale (GAF) 
scoree and the number of target complaints were good predictors for BT sufficiency. Although 
patients'' rating of symptom distress was not found to be a good independent predictor in the 
presentt study, the GAF-score (a composite measure that assesses current symptomatic suffering 
andd social and occupational functioning) given by the clinician was. Patients for whom BT was 
insufficientt had lower baseline GAF-scores (i.e. were functioning on a lower level). GAF or its 
predecessorss [40] has also been found by others to be a good predictor of treatment success [41, 
42,, 43]. As Svanborg et al. [44] put it "not to surprising, since it is a general finding in medicine as 
welll that healthy patients usually have a better prognosis than those who are unhealthy" (page 
93).. Patients with lower levels of functioning probably need more help to achieve a level at which 
theyy can handle the problems themselves and have therefore a lower probability that BT is 
sufficientt for them. 

Ourr study further shows that patients with four or more target complaints have less chance that 
BTT is sufficient than those with three or fewer complaints. In order to keep the treatment brief, it is 
oftenn necessary that the clinician and the patient agree on a central focus for treatment [3, 14]. 
Whenn a patient has more than three problems it might be more difficult to find one central focus 
thatt will more or less affect all problems or it takes too much time to get satisfactory results in all 
differentt problem areas. 

Inn both the patient and the clinician prediction model it was found that patients of 30 years or 
olderr have less chance that BT is sufficient than those who are younger than 30 years. It has 
generallyy been assumed that patterns of behaviour of older people are relatively more resistant to 
change.. As a result older patients are often assumed to be less successful in therapy, but so far 
resultss on this age topic are inconclusive [1], In one of our earlier studies in two of the six centres 
thatt participated in the present study, we found that patients who were 50 years or older had 
moree chance to be referred to BT than younger patients [17]. However in this study we found that 
forr younger patients the probability that BT will be sufficient is higher than for older patients. 
Whetherr this is due to a possible difference between the older and younger generation in 
evaluatingg treatment results or a difference in the readiness of learning new skills should be 
furtherr investigated. 

Althoughh all BT-patients were found by their GP's too ill to be treated in primary care, part of 
thesee patients can successfully be helped in six, or fewer, sessions within the CMHC's. However, 
thiss study also shows that not for all patients, allocated to BT, this treatment is sufficient. In 
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summaryy we can conclude that clinicians who decide whether or not to allocate a patient to BT, 
shouldd take into consideration the competences and resources of the particular patient, the 
numberr of problems areas and the request for type of intervention of the patient. The probability 
thatt BT is insufficient is higher for patients who's lives are too much affected by their problems 
andd who have little competences and resources (less satisfied with the emotional support they 
get,, are feeling less in control over their own life-chances, have a less problem-focused coping 
style,, are functioning less). Further BT for patients who have problems in more than three 
differentt problem areas will probably be insufficient. Also patients' treatment expectations play an 
importantt role. When they are too helpless and dependent on the therapist and want too much 
insightt (wanting to understand and search the subconsciousness, wanting to uncover problems 
thatt are believed to be rooted in youth) the chance that BT will be sufficient is low. Last but not 
least,, BT for older patients (^ 30 years) is more likely to be insufficient than BT for younger 
patients.. However insufficient does not automatically mean that BT failed completely for the BT-
patientss of this study. 

Onee of our criteria to rate sufficiency of BT was that it had to end in six sessions. When six 
sessionss were not enough, patients were offered more help within the CMHC's. When the 
prolongationn exists of only some sessions this was often done within the BT-programme, but 
whenn the patient needs substantially more 'extra' sessions the patient was offered treatment 
withinn another programme. For some patients, BT might have been prolonged and ended for 
examplee in eight sessions. When a patient rated the result of such an eight-session BT as 
positive,, the BT can be seen as successful, but for this study the BT was assessed as insufficient 
becausee of the six-session limit. We chose for this specific and rather conservative cut-off point 
becausee the results of our nation-wide survey [14] showed that about three quarters of the 
CMHC'ss had a BT-programme in which the clinicians started the BT with the intention to end it 
withinn six sessions. When the original goal is to end BT within this limit, prolongation of many BT's 
leadd to too much capacity loss within the team of clinicians that provide BT. 

Thee other criterion, the assessment of treatment outcome, which was used to decide whether or 
nott BT was sufficient, also needs some clarification. We chose a combination of rating treatment 
resultt and goal-attainment to evaluate the effect of treatment as perceived by the patient. We did 
nott chose, for example, the SCL-90 score as a criterion of outcome, because the items of the 
SCL-900 make it possible that progression is easier measured with problems of which the 
symptomss are good represented in the SCL-90 than problems that have symptoms that are not 
soo well represented within this questionnaire. This can lead to over- or underestimation of 
treatmentt outcome in a, in terms of diagnoses, heterogeneous sample, which our sample is. 
Anotherr reason why we did not chose the SCL-90 is that the goal of BT does not always have to 
bee immediate symptom reduction. More specific measures, which are often used in research, are 
nott chosen for this study because they assess specific problem areas, and our sample is too 
heterogeneouss for them to be used properly. 

Ourr method resulted in the finding that BT was sufficient for 83 (47%) patients and 'insufficient' for 
933 (53%). If sufficiency was only determined on the basis of number of sessions (<six) and goals 
achievedd ('pretty much' or 'entirely'), without considering the 10-point rating scale of treatment 
result,, the BT was sufficient for 78 (44%) patients and insufficient for 98 (56%) patients. This 
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smalll difference can be explained by the fact that for the patients, who ended BT in six sessions 

o rr fewer, three patients gave a score five or fewer on the 10-point scale but were 'successful' on 
achievingg their goal. Eight patients gave a score seven or more on the 10-point scale, but were 
'unsuccessful'' on the achievement of goals. So, although they did not achieve their treatment 
goal,, they were happy with the treatment result, and felt that their goal was not a realistic one. 

Althoughh we think this method was an adequate operationalization of assessing whether or not 
BTT was sufficient, we wondered whether patients for whom BT was scored as sufficient differed in 
symptomm reduction from patients who's BT was assessed as insufficient. Using the Symptom 
Checklist-900 totalscore we found a greater symptom reduction eight months after the start of BT 
inn the first group of patients compared to the later group (F= 21,811, df = 1 /126, P-value = 0.000, 
correctedd for baseline SCL-90 totalscore). 

Thee naturalistic study design, along with the participation of six CMHC's rather than university 
centres,, make the results generalizable to practice. However a naturalistic study design also 
posess limitations. Although we tried to include as many as possible patients in our sample, we 
weree dependent on the clinicians of the CMHC's for their selection process for BT. It is also 
importantt to note that not all patients allocated to BT could be used in analysis. Despite these 
limitations,, we believe that the results of this study can give clinicians in practice some first 
guideliness that they can use in their allocating process with regard to BT. However these 
guideliness need to be tested in further research. The study should be replicated with a larger 
samplee because this makes is possible to adjustment the a value, to account for large numbers of 
significancee tests made in stepwise regression procedures, without losing sufficient power to 
identifyy predictors. Finally, it is unclear whether the patients for whom we assessed BT as 
insufficientt would be better (or worse) off if they had started an unlimited (long-term) treatment. 
Thiss is also the case for patients for whom BT was rated as sufficient. Future study in which 
patientss are random allocated to limited brief treatment or unlimited treatment can perhaps give 
moree definite answers. However such studies, as well as studies using a waiting-list condition, are 
nott easy to conduct because of ethical constraints. 
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