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Abstract

The distribution of treatment sessions (number of
interruptions, weeks without psychotherapy, and session
number) during the first three months of psychodynamic
psychotherapy (PD), cognitive behavioral therapy (CBT), and
psychoanalytic psychotherapy (PA) was analyzed prospectively
during two-years In a sample of 256 outpatients.
Number of weeks without psychotherapy in early treatment was
predicted by initial helping alliance in PD and by quality of
interpersonal relations in CBT. Level of initial psychological
or physical impairment showed no effect on distribution of
sessions during early treatment. In PD and CBT, session
distribution early iIn treatment did not predict subsequent
course of improvement. Only iIn PA, weeks without psychotherapy
and session number affected rate of symptom change in that
participants showed better outcome when treatment started
continuously at a rather slow pace.
Implications for psychotherapy practice and research are

discussed.

Keywords:
Outpatient psychotherapy, mid- and long-term psychotherapy,
treatment interruptions, early treatment phase, course of

improvement.
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Treatment Intensity and Regularity in Early Outpatient
Psychotherapy and Its Relation to Outcome

The handling of time, i1.e. the number of sessions, their
frequency and regularity, is a central aspect of
psychotherapeutic treatment (Kordy, Rad, & Senf, 1988; Kordy &
Kachele, 1995). The amount and spacing of sessions during a
given treatment period could be influenced by several factors
including therapist®s theoretical orientation, third party
payors® reimbursement regulations, time management of the
therapist or the patient, patient®s treatment motivation and
symptom distress, and/or the quality of the patient-therapist-
relationship. Empirical studies suggest a relationship of
symptom distress and treatment intensity (Beutler et al.,
2004) . Thus, In times when the patient is i1n a crisis and
plagued by high symptom distress, sessions are possibly
applied more frequently: "Often, the more intense the
symptoms, the greater the need for support during the early
phases of treatment and until symptom intensity abates™
(Beutler & Clarkin, 1990, p. 152).

In turn, the handling of time can be iImportant for
treatment outcome. In general, a positive relationship was
reported between session number and outcome (Howard, Kopta,
Krause, & Orlinsky, 1986; Seligman, 1995; Lambert & Ogles,
2004) . A few studies dealt with frequency or treatment

intensity, but yielded mixed results. While Kordy et al.
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(1988), using the dominant number of weekly sessions as
intensity parameter, did not find an advantage for more
intensive therapies, Freedman, Hoffenberg, Vorus, and Frosch
(1999) and Fettes & Peters (1992) found that higher session
frequency was associated with better outcome.

Analyzing the interaction between duration and frequency
in long-term psychoanalysis and (psychoanalytic)
psychotherapy, Sandell, Blomberg, and Lazar (2002) observed
that long, high-frequency as well as short, low-frequency
treatments showed the best post-treatment outcome.
Investigating the interaction of treatment duration and
session number, Reardon, Cukrowicz, Reeves, and Joiner (2002)
found that for patients with up to 11 sessions, more months in
therapy were associated with worse outcome. This finding
implies an unfavorable influence of long Inter-session-
intervals or interruptions.

It could be assumed that the beginning of psychotherapy is
a critical phase because symptom distress is high, and a
stable therapeutic alliance, which is generally emphasized as
crucial for treatment success (Orlinsky, Rgnnestad, and
Willutzki (2003), has not yet been established. In this phase,
long treatment interruptions might have an unfavorable Impact
on the therapeutic process and outcome. However, empirical
evidence regarding this question is scarce. The only study on

this issue known to the authors yielded that interruptions
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during the first three months of psychoanalytic treatment had
no impact on different outcome variables (Kordy et al., 1988).
In a prospective naturalistic longitudinal study, we will
analyze for psychodynamic psychotherapy, cognitive behavioral
therapy and psychoanalytic psychotherapy, (a) the handling of
time during early treatment, (b) whether and how interruptions
and session number during early treatment are affected by
initial impairment (psychological, physical, and social) and
the quality of the helping alliance, and (c) whether and how
interruptions and session number early in treatment affect the
subsequent course of symptomatic improvement.
Method
Design
Participants were recruited In co-operation with a major
German health insurance company (‘'‘Deutsche
Krankenversicherung™, DKV). All insurees (N = 3804) who
requested reimbursement of outpatient psychotherapy
(psychodynamic psychotherapy--PD, cognitive behavior therapy--
CBT, or analytic psychotherapy--PA) between fall 1998 and
spring 2000 (a formal application for reimbursement is
required 1T psychotherapy of more than 25 sessions i1s taken
into consideration) were asked to participate in the study
"Transparency and Outcome Orientation in Outpatient

Psychotherapy' (TRANS-OP).
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All insurees who considered participation (N = 939)
received a questionnaire for themselves and another one for
their therapist. Since gathering of complete service
utilization data proved to be extremely laborious, of the
participants who were recruited before December 1999 (PD: N =
402; CBT; N = 236; PA: N = 123), 100 of each form of
psychotherapy were randomly selected. Of these, 259 sent back
the first questionnaire (T1l) and gave their written consent to
participate. Participants received further questionnaires 1.5
years (T4) and two years thereafter (T5). Intermediate
measurement points (T2 and T3) were administered randomly at
two out of seven (4, 8, 16, 28, 40, 52, and 64 weeks after
intake) points in time. This design--optimized for the
application of Hierarchical Linear Models--allows for a large
number of measurements (total of 10 for the sample) while
participants were asked to provide data at only five times.
Response rates for the second to Fifth questionnaires were 93%
(N = 240), 88% (N = 229), 82% (N = 211), and 78% (N = 203).
For further analysis, only participants with a treatment
duration of more than three months (N = 256) were included.
Measures
Psychological symptomatic impairment was measured via the
German version (Franke, 1995) of Derogatis® (1986) '*Symptom-
Check-List"™ (SCL-90-R), a widely used self-report scale

comprising 90 items, each rated on a five-point Likert scale
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('not at all™ ... "very much™). In this paper, the Global
Severity Index (GS1) indicating a participant™s mean
impairment over all 90 1tems was used. The SCL-90-R was
assessed at all measurement points.

The "'Giessener Beschwerdebogen™ (GBB-24;Brahler & Scheer,
1995) was used to assess the patient®"s view of his or her
physical impairment (headache, dizziness, etc.) at Tl1. Of the
24 items, each rated on a 5-point-Likert scale (“'not impaired”
... "very much impaired™), a sum score was calculated.

Quality of interpersonal relations at Tl was measured via
the subscale "interpersonal relations” (0Q-IR) of the German
version of the "Outcome Questionnaire”™ (0Q-45.2; Lambert,
Hannover, NisslImiller, Richard, & Kordy, 2002)), consisting of
11 r1tems. Higher scores on this scale represent a lower
quality of interpersonal relations.

The patients® view of the quality of the helping alliance
was measured via the German adaptation (Bassler, Potratz, &
Krauthauser, 1995) of Alexander and Luborsky®s (1986) '‘Helping
Alliance Questionnaire”™ (HAQ). This inventory consists of 11
items of which a sum score was calculated.

Information on SES was provided in the first patient
questionnaire.

Sample

OFf the 256 participants, 47.7% were male. At study entry,

participants®™ mean age was 42.8 + 11.4 years, 42.7% were
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married, 74.5% held a high track degree of education
("Abitur™), and 58.7% were university graduates.

For 209 participants, therapists provided main diagnoses
coded according to ICD-10 (WHO, 1993) in their intake
questionnaires and/or application for reimbursement to the
DKV. These comprised mainly neurotic, stress-related and
somatoform disorders (F4: 41.1%) and affective disorders (F3:
47.8%), while behavioral syndromes (F5: 4.3%) and personality

disorders (F6: 6.2%) were rarely diagnosed.

Mean scores at intake were 1.02 + 0.54 for SCL-90-R GSI,
1.73 £+ 0.66 for HAQ total score, 26.56 + 15.14 for GBB-24 total

score, and 16.33 + 6.91 for OQ-IR. Quality of interpersonal
relations at Tl was significantly lower in PA than in CBT
(two-sample t-test: t = -2.60; df = 160; p = 0.01). No further
differences on intake measures between forms of treatment were
observed.

Information about total number of sessions during the two-
year observation period and date of each number were provided
by the DKV. Treatments of 146 (57.0%) subjects (PD: 51.1%;
CBT: 81.0%; PA: 39.0%) were terminated within the two-year
observation time; these had a mean duration of 14.2 + 5.9' (PD:
15.5 £+ 4.7; CBT: 13.8 £ 6.4; PA: 13.4 + 6.4) months, the mean

number of sessions was 35.6 + 22.5 (PD: 37.5 + 20.9; CBT: 29.6

+ 14.9; PA: 45.5 £ 32.7).
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Procedure

Three indicators of organization of treatment time during
the first three months of therapy were applied: (a) number of
treatment interruptions (Tl) of at least three weeks; (b)
number of weeks without treatment (WWT); and (c) session
number (SN) during that time. Since none of these indicators
was normally distributed in the total sample, Median-Tests
were applied in order to scrutinize differences between forms
of treatment.

In contrast to WWT and SN, the distribution of Tl was also
skewed within treatment groups. Thus, for further analyses
within groups, a dichotomous variable (0 = no interruption, 1
= one or more interruptions) was created.

The 1mpact of therapeutic alliance, of psychological and
physical impairment as well as of the quality of interpersonal
relations at T1 on Tl, WWT, and SN was analyzed separately for
the three forms of treatment. For the prediction of TI,
logistic regression analyses were applied, while for WWT and
SN, linear multiple regression analyses were carried out.

The influence of Tl, WWT, and SN early iIn treatment on
subsequent course of 1mprovement was analyzed via Hierarchical
Linear Modeling (HLM; e.g. Raudenbush & Bryk, 2001). Given
unbalanced longitudinal data, HLM allows to use all available

data from all participants, even if they missed a number of
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measurement points and/or took part at differently spaced
assessment points.
Results
Organization of Treatment Time during the Early Phase of
Treatment
Features of Tl, WWT and SN during the first three months
of PD, CBT or PA are displayed in Table 1. No significant
differences between forms of treatment were observed regarding
Tl (Median-Test: X2 = 2.02; df = 2; p > .05) and WWT (X2 =
2.32; df = 2; p > .05). Although in PA, SN was somewhat higher
than in the other forms of therapy, differences were not
significant (X2 = 1.08; df = 2; p > .05).
### Table 1 ###
Effects of Patient Pre-Treatment Characteristics on
Organization of Treatment Time during the Early Phase of
Treatment
In neither form of treatment, Tl or SN during the first
three months of treatment could be predicted by psychological
or physical impairment, quality of interpersonal relations, or
the helping alliance at T1l. However, in PD, number of WWT was
higher when the patients® i1nitial appraisal of the quality of
the therapeutic alliance was low. Furthermore, in CBT, number
of WT was higher in patients with a higher initial (self-
reported) quality of interpersonal relations. The parameters

of the multiple regression models for the prediction of the
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number of WNT for the three forms of treatment are displayed
in Table 2.

### Table 2 ###

Organization of Treatment Time during the Early Treatment
Phase and Subsequent Course of Improvement

The course of psychological impairment after three months
of treatment and i1ts prediction by TI, WNT, and SN during
early treatment was analyzed separately for each form of
treatment via HLM.

In Table 3 it can be seen that in all three forms of
treatment, from the end of the third month after start of
treatment until the end of the two-year assessment period,
patients on average improved significantly.

Intercept indicates the mean level of impairment three
months after the start of treatment, while slope denotes the
average monthly rate of symptom change during the subsequent
study period. E.g. patients In PD on average started off with
0.735 GSI-points and improved by 0.015 GSI-points per month.
"Value™ indicates the HLM fixed effect coefficients, 1. e. for
predictors the deviation in the criterion variables (intercept
or slope) from their mean values.

HLM yielded that for patients in PD and CBT, neither
intercept nor slope could be predicted by any of the three
indicators of organization of treatment time. However,

participants in PA with more WWT and higher SN subsequently



Treatment Intensity
12

improved at a lower rate of change. To be more specific: with
one more week without treatment, slope increased (i. e.
improvement decelerated) by 0.003 GSI-points per month, with
an additional session this rise was 0.001 GSIl-points per
month. Including the interaction of these two variables in the
model yielded no additional effects.

### Table 3 ###

Discussion

Organization of treatment time - number of treatment
interruptions of at least three weeks (Tl), number of weeks
without treatment (WWT), and session number (SN) - during the
first three months iIn outpatient treatment and its effect on
subsequent course of symptom distress was analyzed in a two-
year prosepective study for three forms of subsidized
outpatient psychotherapy (psychodynamic psychotherapy - PD,
cognitive behavioral treatment - CBT, and psychoanalytic
psychotherapy - PA) widely practiced in German routine
specialist care.

It was found that the distribution of sessions during the
initial phase of therapy was dealt with very similarly in the
three forms of treatment. During the first three months, about
eight sessions took place, 1. e. average session frequency was
less than one session per week. This finding surprises since
one might assume that psychoanalytic treatments start (and

continue) with higher treatment intensity.
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In the whole sample, neither participants® baseline
psychological, physical, or interpersonal impairment nor self-
rated quality of the helping alliance predicted session number
or number of iInterruptions during this early phase. However,
for participants In PD it was found that more weeks without
therapy were related to a lower initial quality of the helping
alliance. This finding Indicates that patients or therapists
in PD might hesitate to engage in therapy too intensely if
formation of the helping alliance is flawed, for instance
because they are not sure if they really want to work
together.

In CBT, patients who reported more serious interpersonal
problems had fewer weeks without therapy in early treatment,
1.e. they tended to see their therapist more often than
patients with fewer interpersonal problems. As they had a lack
of good relationships, these patients were probably very much
in need for someone to talk to. Compared to the analytically
oriented treatment forms (PD or PA), in CBT this perhaps makes
more of a difference since the earlier traditionally lend more
weight on talking ("talking cure') than CBT which rather
stresses the "action™ side. Contrary to expectations and
previous research (Beutler et al., 2004), initial
psychological and physical impairment had no influence on the

handling of time in early treatment. It seems that
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interpersonal factors, such as the relationship to significant
others or to the therapist, play a more important role.

Hierarchical linear models yielded that in the three forms
of therapy, early symptom improvement did not predict state
(intercept) of symptomatic impairment after three months of
treatment. More importantly, none of the three measures of
organization of early treatment time predicted subsequent
outcome in PD and CBT.

However, in PA, patients with more weeks without
psychotherapy in early treatment subsequently improved at a
slower rate. This is in line with the assumption that a
regular treatment has a favourable impact on the success
especially of psychoanalytic treatment. As in the Kordy et al.
(1988) study, patients without "long" treatment interruptions
of more than three weeks had no worse outcome than patients
with at least one interruption. However, this result
contradicts that of Reardon et al. (2002) who found that
higher density of treatment dose was associated with better
outcome. It should be noted, though, that our study differs to
that of Reardon et al. (2002) in a number of aspects which
might limit comparability. Different from the TRANS-OP study,
Reardon et al. (2002) used an archival outpatient clinic data
set of self-pay-patients, mean session number was much lower

(17.97), outcome assessment was carried out via a
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retrospective and rather crude (CGl) rating, and type of
outpatient psychotherapy has not been specified.

A second predictor in PA was session number: patients with
fewer sessions iIn early treatment showed somewhat better
outcome. This result iIs surprising as it contradicts the
general finding that higher session number iIs associated with
better outcome (Freedman et al., 1999; Lambert & Ogles, 2004).
Again, comparison between studies is not straightforward since
e.g.- Freedman et al. (1999) colleceted outcome data
retrospectively via an "Effectiveness Questionnaire' derived
from the Consumer Reports study (Seligman, 1995). Furthermore,
results only pertain to the early phase of treatment in
psychoanalytic psychotherapy, and not to psychotherapy in
general.

Bearing in mind these limitations - but also advantages of
the TRANS-OP study, above all prospective multi-wave
assessment of rather comprehensive patient-rated indicators of
outcome - these findings indicate that too intense treatment
in the beginning phase of psychoanalytic psychotherapy might
not be advantageous for most patients. Thus, starting
treatment continuously at a slow pace seems to be beneficial
for patients in PA. However, the interaction of these two
predictors was not significant, i.e. treatments with both low
session number and few weeks without psychotherapy were not

found to be especially effective.
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Some limitations of this study should be mentioned.
Besides the possibility that results may differ for other
outcome measures or subgroups of patients, it must be taken
into account that our sample consisted of privately insured
patients--a usually rather privileged group concerning their
social class and the treatment in the health care system.
Furthermore, there was no random assignment to the three forms
of outpatient treatment. On the other hand, at intake,
differences on outcome measures between treatment groups were
marginal .

In conclusion, in the two shorter forms of treatment, PD
and CBT, although interruptions (weeks without psychotherapy)
in early treatment were affected by interpersonal factors,
these do not seem to play a role for subsequent outcome. In
contrast, in PA, where the handling of time was independent of
patient characteristics at the start of treatment,
interruptions negatively affected later outcome to some
extent.

As strict regularity can also be a sign of inflexibility
and constraint, treatment interruptions must not necessarily
have negative implications. Unfortunately, we do not know how
treatment interruptions were initiated, nor do we have
information about either the patients®™ or the therapists”

motives to interrupt treatment. Further research should go
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beyond description of temporal patterns iIn psychotherapy and

focus on the underlying motives of handling of time.
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Footnotes

IMean + Standard Deviation
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Table 1
Number of Interruptions, Number of Weeks without
Psychotherapy, and Session Number During the first Three
Months of PD, CBT or PA
Number of Number of Number of

Interruptions Weeks without Sessions

Psychotherapy
PD Mean 0.79 6.29 7.47
(N = 90) md 1.00 7.00 6.00
SD 0.73 3.00 4.40
CBT Mean 0.85 6.30 7.83
(N = 84) md 1.00 7.00 7.00
SD 0.77 2.91 4.14
PA Mean 0.78 5.94 9.45
(N = 82) md 1.00 7.00 8.00
SD 0.65 2.92 6.23

Note: PD: psychodynamic psychotherapy; CBT: cognitive

behavioral therapy; PA: psychoanalytic psychotherapy
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Table 2
Number of Weeks without Psychotherapy During the Early Phase
of PD, CBT, or PA as Predicted by Patient-Rated Intake

Characteristics

Variables B SE Beta T p

in Equation

PD (Constant) 8.883 1.357 6.545 -000
HAQ -1.532 0.557 -.298 -2.752 -007
SCL-GSI -1.608 0.955 -.252 -1.684 -096
GBB 0.043 0.029 -203 1.480 -143
0Q-1IR 0.035 0.053 -079 0.667 -506

CBT (Constant) 8.634 1.371 6.298 -000
HAQ -0.295 0.474 -.071 -0.622 .536
SCL-GSI -0.303 0.807 -.060 -0.375 .709
GBB 0.012 0.027 -063 0.450 .654
0Q-1IR -0.119 0.059 -.262 -2.024 .047

PA (Constant) 4_236 1.475 2.871 -005
HAQ 0.405 0.538 -089 0.753 -454
SCL-GSI -0.609 0.863 -.115 -0.706 -482
GBB 0.045 0.027 .245 1.649 -103
0Q-1IR 0.033 0.054 .083 0.614 .541

Note: PD: psychodynamic psychotherapy; CBT: cognitive
behavioral therapy; PA: psychoanalytic psychotherapy;
HAQ: Helping Alliance; SCL-GSI: Symptomatic Impairment; GBB:

Physical Impairment; OQ-IR: Interpersonal Problems.
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Table 3
Hierarchical Linear Models for the Prediction of Course of
Symptom Distress (SCL-90-R, GSI1) in the Different Forms of
Treatment by Number of Interruptions, Number of Weeks without

Psychotherapy (PT) and Session Number During Early Treatment

Variables in Value SD DF t p
Equation
PD Intercept 0.735 0.376 261 1.956 0.0515
Interruptions -0.104 0.061 84 -1.706 0.0918

Weeks w/o PT 0.027 0.034 84 0.772 0.4421
Session Number 0.007 0.023 84 0.297 0.7670
Slope -0.015 0.016 261 -0.949 0.3433
Interruptions 0.002 0.003 261 0.981 0.3274
Weeks w/o0 PT 0.000 0.001 261 0.055 0.9563

Session Number 0.000 0.001 261 -0.027 0.9783

CBT Intercept 0.603 0.471 207 1.281 0.2015
Interruptions -0.039 0.073 77 -0.533 0.5953
Weeks w/o0 PT 0.013 0.042 77 0.320 0.7499
Session Number 0.023 0.029 77 0.800 0.4264
Slope -0.033 0.019 207 -1.769 0.0784
Interruptions 0.000 0.003 207 -0.160 0.8732
Weeks w/o PT 0.002 0.002 207 1.432 0.1538

Session Number 0.002 0.001 207 1.299 0.1953

table continues
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Table 3 continued:
Variables in Value SD DF t p
Equation
PA Intercept 0.943 0.328 223 2.874 0.0044

Interruptions -0.043 0.066 75 -0.652 0.5166
Weeks w/o PT 0.015 0.033 75 0.445 0.6576
Session Number -0.003 0.016 75 -0.199 0.8431
Slope -0.044 0.013 223 -3.378 0.0009
Interruptions -0.002 0.003 223 -0.612 0.5409
Weeks w/o0 PT 0.003 0.001 223 2.465 0.0144

Session Number 0.001 0.001 223 2.168 0.0312

Note: PD: psychodynamic psychotherapy; CBT: cognitive

behavioral therapy; PA: psychoanalytic psychotherapy
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