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The format of this treatment selection synopsis has two major subdivisions:  assessment items and therapy decisions.  The assessment items section contains items targeted toward five areas of patient characteristics.  Once these areas have been assigned specific values, treatment selection decisions can be addressed logically and algorithmically.  The therapy decision section is divided into two parts:  level of care and treatment approaches.  Level of care covers basic patient functionality, safety, treatment setting, and the potential for medical consultation (mode).  In the section of treatment approaches,  a combination of the quantities derived from the assessment items are used to target and hone matched treatment selection.





ASSESSMENT 


Here are five basic domains of patient characteristics that can be rapidly assessed to capture an optimal range of variance for matched treatment effectiveness and differential psychotherapy.  These five domains are:  (1) Severity and functionality; (2) patient and problem complexity; (3) distress; (4) the patient's overall level reactance or resistance; (5) the patient's general coping style.   Findings from our research shows that items used to capture these patient characteristic areas can be answered reliably by a clinician during the course of an intake session, or by a clinician viewing a tape of the intake session.  The items presented here are not comprehensive and exhaustive scales that approach psychometric nirvana.  They are ideal representatives extracted from our research on clinician estimation of patient characteristics for matched treatment selection, and should be seen as guides and suggestions to help the clinician, rather than as standardized psychological tests.  Based on the relative levels of these characteristic dimensions, the clinician should be better able to select matched targeted therapeutic approaches tailored to specific patients.


These assessment and treatment dimensions , and the decisions that they portend are derived  from a set of 18 research-informed principles that suggest the conditions for treatment matching were originally hypothesized by Beutler and Clarkin (1990).  The interested clinician can obtain a demonstration of a more complete process of relating patient characteristics to treatment decisions at the website www.systematictreatmentselection.com .  A more detailed discussion of the STS model and the internet-deployed system, respectively, is in Beutler & Harwood (2000) and Harwood & Williams (2003).





Severity/Functionality 


The safety of the patient, and the safety of those around her/him, are central to the issue of level of care.  Additionally, the patient's ability to conduct primary tasks necessary to physical and social living determine functionality, and are also central to level of care.  The factors of severity and functionality prescribe the treatment setting and environment, the amount of restriction imposed upon the patient necessary to maintain his safety and/or the safety of others.


Answer the following questions:


S1.  Has the patient just recently suffered severe loss due to prolonged use of alcohol and/or other drugs?


S2.  Is the patient disoriented in time, place, or person?


S3.  Within the past year, has this patient ever been explosive, charged with criminal conduct, threatened harm to another, or destroyed property in a fit of anger or retribution?


S4.  Does the patient currently demonstrate extremely violent behavior?


S5.  Is the patient grossly disabled, or unable to care for herself/himself?


Add Items 1-5. Call this score Severity.





Patient/Problem Complexity


The depth, history, and thematic nature of the patient's profile provide important indicators to prognosis and length of treatment.  Situational problems suggest a more acute symptom architecture where brief and targeted psychotherapeutic procedures are indicated.  More complex profiles are reflected in long-standing and thematic complaints that recur in almost all facets of the patient's life.  A 'Yes' response to each of the following questions suggests greater complexity and chronicity.  Call the total number of 'Yes' responses Complexity.


C1.  Has there been more than one similar episode of the presenting problem, or of major depression?


C2.   Does this patient merit more than one Axis I diagnosis?


C3.  Does the patient have recurrent and distressful thoughts and feelings about his/her nuclear family (mother, father, close relatives)?


C4.  Can the patient also be diagnosed with an Axis II disorder?


Add Items 1-4. This score is Complexity.





Distress  


We conceptualize Distress along three contributing factors:  (1) comfort level as the patient would report it; (2) how the clinician perceives the patient's distress level; (3) the patient's self-esteem, where low self-esteem is indicative of psychological distress.  These distress factors are independent of diagnoses, and are manifested as "psychological pain" (which translates to motivating distress) no matter what the presenting problem.


Answer the following criteria to guide your estimate of patient distress.  Based on your evaluation of these distress items, total the number of 'Yes' responses.  Call this sum Distress.


The patient...


D1. Would probably frequently report, "I often feel nervous, anxious, or restless even when things are going OK.


D2.  Overreacts to disappointments and discouragement..


D3.  Feels guilty, unworthy, or self-dislike most of the time.


D4.  Is very uncertain about the future.


D5.  Feels unhappy or sad.


D6.  Has many symptoms of emotional distress.





Resistance potential


The domain of resistance potential or reactance level connotes an individual's relative sluggishness or alacrity to accept the therapist's direction.  Reactance can be conceptualized as a kind of "psychological inertia".  Analogously, the more inertia an object has, more effort is required to move it, or change its course and direction.  Consider the following questions about the patient.  Add the number of 'Yes' responses, and call the total Reactance.


R1.	Is not likely to accept and follow the directions of those in authority.


R2.	Has trouble being a follower.


R3.	Is prone to criticize others.


R4.	Is controlling in relationships.


R5.	Is distrustful and suspicious of others' motives.


R6.	Often breaks "the rules".


R7.	Is passive-aggressive.





Coping Style


Coping style is the predominant manner in which an individual manages anxiety and stress.  Anxiety can be exhibited through outward expression into one's physical and social environment, called Externalization.  It can also be focused inwardly by containment of feelings and thoughts, called Internalization.  Individuals are not uniformly one dimension or the other, but rather a composite of internalization and externalization.  The degree and ratio of the two coping style factors facilitates an almost infinite variety of coping characterizations.


Externalizing


Answer the following questions and call the total number of 'Yes' responses Externalization.


E1.  Is socially gregarious and outgoing.


E2.  Has used alcohol/drugs excessively at one time


E3.  Gets frustrated easily


E4.  Often gets into trouble because of his/her behavior


E5.  Gets bored easily


E6.  Has an inflated sense of importance.


Internalizing


Answer the following questions and call the total number of 'Yes' responses Internalization.


I1.  More likely to feel hurt than angry.


I2.  Worries or ruminates a lot.


I3.  Feels more than passing guilt, remorse, or shame about minor things.


I4.  Is more interested in ideas than taking action.


I5.  Is timid.


I6.  Likes to be alone.





THERAPY DECISIONS


Treatment decisions are complex, and accordingly, are developed from weighting and integrating a number of separate patient and treatment dimensions.  Weighting and balancing various factors in clinical practice is usually done through an idiosyncratic process that relies heavily on one's personal, clinical experience.  Even expert clinicians are limited in how many and how effectively they can objectively integrate the many patient and environmental dimensions that have implications for treatment planning.  This section contains a suggested method of weighting variables identified in the course of assessment, and to combine them in a systematic way to make general decisions about the level of care and an approach to treatment that might be effective.  These are suggestions, rather than guidelines, however.  More specific recommendations than those presented here are possible, but require more psychometrically sound assessment procedures, and the use of more complex weightings of patient and treatment variables than those suggested for consideration.  A computer-based version of this assessment process derives complex algorithms that include many dimensions and interactions in order to help clinicians select appropriate therapists, identify particular models of treatment that fit the patient, and to select particular techniques that are likely to be effective.  The abbreviated and psychometrically impure items presented here do not allow this level of specificity.   





Level of Care


Severity = 0:


Treatment in a restrictive setting does not appear warranted for this patient at this time.  Optional treatment settings could include the site of difficulty, office treatment, the home, or any combination of these environments during the course of treatment.  The clinician may want to consider how the present environment optimally affects and facilitates treatment outcome.





S1 is Yes Or S2 is Yes or S3 is Yes and S5 is No:


Treatment is indicated for this patient.  The level of problem severity suggests that the patient will be manageable as an out-patient.





S1 and S5 are Yes:


The patient may require protective controls against harming himself/herself.  Acute hospitalization should be considered while the patient becomes stabilized on a treatment regimen.





Severity >=3:


Serious consideration must be given to providing a protective environment along with medical management and consultation.





Severity =1 And AxisI Count < 4 And Complexity = 1:


The patient presents problems of mild to moderate severity. Most of the symptomatic presentations probably can be expected to resolve within a period of six months of regular treatment. If the problems prove to be complicated by personality disorder or multiple problems, a reconsideration of this projection will be indicated.





Severity > 1 And C3 = Yes And Complexity >= 2:


This patient presents with chronic and difficult problems. These difficulties are likely to resolve slowly.  While one may expect some increased optimism and some dissipation of some symptoms within a period of less than six months, substantial change may require both long term care and periods in which the frequency of visits and varieties of care are increased.





S2 is Yes and S5 is Yes:


The patient is prone to aggressive acts and these may involve risk to other people.  Protections against these acts are indicated.  At least short-term hospitalization or legal management may be indicated.





Treatment Approaches





(Complexity = 1 or 2) And Distress >=  3:


Chronicity and acuteness are indicated, where acuteness has exacerbated long-standing problems.


First goal should be narrow focus and symptom removal;  second goal should be long-term behavioral management.


There are indications that this patient's problems reflect persistent and long-term conflicts. Thus, the long-term goals of treatment should not be constrained to symptom removal.  This patient is likely to have conflicts and recurrent dysfunctional behaviors in interpersonal relationships that prevent the long-term resolution of symptoms.  An understanding of the patient's intrapersonal dynamics and interpersonal problems is necessary in addressing these problems.  It often helps to: (1) define the dominant interpersonal needs or desires that motivate the initiation of interpersonal relationships, (2) the avoided and feared responses that are expected to come from others as the patient tries to meet these needs or achieve these wants, and (3) the acts of the patient to attempt a compromise between personal desires and feared consequences.





Distress >=  3 and Complexity = 0:


Indicators suggest focus and outcome objectives should be on symptom removal.  There is little indication of a persistent and continuing problem beyond situational disturbance.  


Since this patient's presenting problems are relatively situational, this should not pose a major difficulty for the treatment.  Good and even lasting outcomes have been noted with procedures that are designed to induce rapid symptom change.  Indeed, insight oriented treatments are often more time consuming than warranted by the problems presented by patients such as this.


It may be possible to restrict the goals of treatment to symptom removal.  If so, treatment can be expected to produce some diminution of the major symptoms of depression and anxiety within twenty to thirty sessions or weeks.  If there are more focal symptoms being presented, such as sleep, sexual, or impulse control problems, they may require a somewhat longer period of time.  Treatment should be addressed to symptom removal, to the reduction of subjective distress, and to the increase in objective life adjustment.  Cognitive control strategies, contingency programs for symptomatic control, and response prevention interventions should be considered.





Complexity >= 2 And Distress > 3


Complexity suggests chronic and long-standing symptoms. Treatment objectives and focus should be on long term behavioral management.  There are indications that this patient's problems reflect persistent and long-term conflicts.  Thus, the long-term goals of treatment should not be constrained to symptom removal.  


This patient is likely to have conflicts and recurrent dysfunctional behaviors in interpersonal relationships that prevent the long-term resolution of symptoms.  An understanding of the patient's intrapersonal dynamics and interpersonal problems is necessary in addressing these problems.  It often helps to: (1) define the dominant interpersonal needs or desires that motivate the initiation of interpersonal relationships, (2) the avoided and feared responses that are expected to come from others as the patient tries to meet these needs or achieve these wants, and (3) the acts of the patient to attempt a compromise between personal desires and feared consequences.





Distress < 3 and Complexity < 2:


Given the low level of personal distress, this raises a question as to why this person is seeking  treatment at this time.  Careful consideration must be given to the need and advisability of treatment, and especially of the motivations that are determining a referral for treatment at the present time.





C3 = Yes and Complexity > 1:


Family therapy appears to be indicated. This therapy should focus on conflicts in the patient's current family. The role of other symptoms and problems may either be ancillary or primary in the family problems, but the significance of family disruption nonetheless warrants direct attention.





Externalization > 3 And Reactance > 3 And S2 is Yes:


The patient exhibits possible explosive outbursts.  Thus, caution is advised and treatment should include behavioral protections such as the initiation of non-violence contracts, monitoring of impulsivity, and ongoing assessment of escalating emotional intensity.  Training in emotional recognition, identification of risk environments, and of cognitive management skills are indicated.





(Severity > 0 And Severity < 3 ) And Distress > 3 And Externalization > Internalization:


The patient appears to be in sufficient distress to provide motivation for ongoing psychotherapy.  Nonetheless, treatment progress is often slow with such individuals. They tend to work inconsistently in treatment, even withdrawing from treatment prematurely when their distress lessens.  They have difficulty seeing their own contribution to their problems, they tend to blame others and to attribute their difficulties to forces that are outside of their personal control.  Treatment would do well to reinforce assumptions of personal responsibility.  Sometimes, group therapies have been useful in providing a level of confrontation that encourages the assumption of personal responsibility for initiating change.





Externalization > 3 And Reactance > 3:


Behaviorally focused and cognitive change therapies may be particularly helpful for this patient.  However, because the patient tends to be more resistant to direction than usual, modifications of the treatments may be necessary.  Such modifications may employ self-help manuals and efforts to make homework assignments more flexible than usual. 





Severity = 1 And Distress >2 And Internalization > Externalization:


Treatment is indicated for this patient, and the level of problem severity suggests that the patient will be manageable as an outpatient.  Moreover, the patient appears to be in sufficient distress to provide motivation for ongoing psychotherapy.  Such individuals tend to work quite well in psychotherapy relationships, especially if they have a history of being able to form social attachments.  Their motivation for treatment is typically to reduce stress, however, and rapid change of symptoms may reduce their motivation.


 


Severity = 0 And Distress >= 3 And Externalization > Internalization: 


While the patient has little impairment functionally, the level of internal distress indicates the desirability of treatment.  This distress level is sufficient to provide motivation for treatment and indicates that engagement in an outpatient treatment is possible.  Engaging such patients in the process of therapy is difficult because they often have difficulty assessing their role in causing or maintaining their problems.  A focus on problematic behaviors and cognitions with short term, measurable  objectives  is  more  likely  to  be effective than insight oriented treatments.





Severity = 0 And Distress >= 3 And Internalization > Externalization: 


While the patient has  little impairment functionally, the level of internal distress indicates the desirability of treatment.  This distress level  is sufficient to provide motivation for treatment and indicates that engagement in an outpatient treatment is possible.  The patient is self-reflective, suggesting that insight is possible and even desirable as a treatment goal. Insight into unwanted feelings may prove to be advantageous.





Severity =0 And Distress < 3 And Externalization > Internalization


This patient apparently has minimal impairment of functioning.  Coupled with the low level of personal distress, this raises a question as to why this person is seeking treatment at this time.  Careful consideration must be given to the need and advisability of treatment, and especially of the motivations that are determining a referral for treatment at the present time.


Engaging such patients in the process of therapy is difficult because they often have difficulty assessing their role in causing or maintaining their problems.  A focus on problematic behaviors and cognitions with short term, measurable objectives is more likely to be effective than insight oriented treatments.





Severity = 0 And Distress < 3 And Internalization > Externalization:


This patient also apparently has minimal impairment of functioning.  Coupled with the low level of personal distress, this raises a question as to why this person is seeking treatment at this time.  Careful consideration must be given to the need and advisability of treatment, and especially of the motivations that are determining a referral for treatment at the present time.


However, The patient is self-reflective, suggesting that insight is possible and even desirable as a treatment goal. Insight into both hidden motives and into unwanted feelings may prove to be advantageous.





Severity > 2:


This patient may require a very structured and concrete approach to treatment including pre-treatment preparation, clearly established goals, and an outline of in-treatment and outside of treatment expectations.
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Information about stand-alone or network versions of the computer program, Systematic Treatment Selection for Windows (3.1 or Win95) may be obtained from New Standards, Inc., 1080 Montreal Avenue, Suite 300, St. Paul, MN, 55116, (800) 755-6299.
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