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ABSTRACT

Background. This study sought to evaluate the acceptance of two brief psychological interventions
for depressed individuals, contacted through a community survey, and to look for predictors of
adherence at the patient level.

Method. The authors used data from the Outcomes of Depression International Network (ODIN)
study, which included a randomized controlled trial in which depressed individuals from five
European countries, and nine geographical areas were assigned to one of three groups: individual
problem-solving treatment, group psychoeducation, or control group. In this analysis, we included
all of the individuals who had been assigned to one of the psychological interventions. Compliance
with intervention was defined in two different ways. Multiple logistic regression was used to see
which variables might predict an individual’s compliance with psychological treatment.

Results. Psychological intervention was offered to 236 subjects. Treatment was completed by 128
subjects and not by 108 (compliance definition A). Three variables were found to have an effect on
compliance A : the presence of a confidant, the use of antidepressant medication during the previous
6 months, and the previous use of any social or health services. On the other hand, 164 subjects had
agreed to at least start the treatment, and 72 had not (compliance definition B). The three factors
associated with compliance B were presence of a confidant, previous use of services, and the ‘desire
for change’ score.

Conclusions. Social support and previous use of services are the main predictors of compliance with
a psychological treatment in depressed individuals from the community. Implications for clinical
practice and community programs are discussed.

INTRODUCTION

Many studies have vouched for the effectiveness
of both psychotherapy and pharmacotherapy
in depression (Simon, 2002). However, such
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interventions reach only a relatively small
number of depressed people. A high percentage
of those suffering from depression in the
community never consult specifically for it; in
primary care, only a certain proportion of de-
pressed patients ever receive a depression diag-
nosis, and of those who do, only an even smaller
proportion is correctly treated (Wilhelm & Lin,
2000). Moreover, when depressed patients are
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offered treatment, not all will comply and finish
it. This scenario is a far from positive one for the
secondary prevention of depressive disorders.

A number of studies have dealt with adherence
to pharmacological treatments in depressed sub-
jects (Lingam & Scott, 2002). Adherence has
also been well studied in some medical diseases,
such as HIV infection (Gordillo et al. 1999) and
diabetes mellitus (Lustman & Clouse, 2002), as
well as in some other psychiatric disorders (Steel
et al. 2000; Mataix-Cols et al. 2002). Since all of
these studies have paid special attention to
psychological variables, it seems surprising that
few studies dealing with depressed individuals
have examined compliance with psychological
treatments, and its predictors. This is even more
surprising if we take into account the fact that
depressive symptoms are, in themselves, factors
which predispose to non-adherence in other
medical and mental disorders (Ciechanowski
et al. 2000; DiMatteo et al. 2000).

Few studies have examined predictors of com-
pliance with psychological treatments in de-
pressed individuals (Rabin ef al. 1985; Persons
& Burns, 1988; Oei & Kazmierczak, 1997;
Derisley & Reynolds, 2000). Of these, none has
studied this issue in a community sample. It has
been documented that more than half of de-
pressed individuals do not seek help from any
health service. If we better understood the reason
why depressed individuals fail to comply with
a recommended treatment, we could introduce
programmes in the community incorporating
strategies aimed at reducing non-compliance.
Therefore, our group was interested in detecting
depressed individuals in the community, and
offering them two different, brief psychological
interventions. In the present paper, we use the
analysis of our compliance results to examine
(1) the acceptance of two brief psychological
interventions for depressed individuals con-
tacted through a community survey; and (2)
predictors of compliance with this intervention,
using two different definitions of compliance.

METHOD

In this analysis we have used data from the
Outcomes of Depression International Network
(ODIN) study, details of which have been
published elsewhere (Dowrick et al. 1998;
Ayuso-Mateos et al. 2001). Briefly, it is a
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European-wide project aimed at studying the
prevalence and outcomes of depression in five
countries and nine geographical areas. It was
designed as a two-phase study, in which the
Beck Depression Inventory (BDI) was used in
the community to screen for potential cases of
depression (Beck et al. 1961). All of those scor-
ing at or above 12 (Lasa et al. 2000) were
interviewed with the Schedules for Clinical
Assessment in Neuropsychiatry (SCAN), which
generated ICD-10 and DSM-IV depressive di-
agnoses (WHO, 1994). To assess for disability,
the short form of the Medical Outcome Study
(MOS) General Health Survey (SF36) was used
(Ware & Sherbourne, 1992). Cognitive style was
assessed using the Problem Solving Inventory
(PSI) (Heppner & Peterson, 1982) and the
Automatic Thoughts Questionnaire (ATQ)
(Hollon & Kendall, 1980). The Client Service
Receipt Inventory (CSRI) was used to assess
service use among subjects (Beecham & Knapp,
1992). Social support (Miller & Ingham, 1976)
and negative life-events (Brugha et al. 1985)
were also evaluated.

The ODIN study design included a random-
ized controlled trial (RCT) comparing outcomes
of individual problem-solving treatment in six
sessions or group psycho-education in eight
sessions, with depressed controls receiving no
intervention. Follow-up after the intervention
was conducted at 6 and 12 months. Results from
the effectiveness study have already been pub-
lished (Dowrick et al. 2000).

This is a secondary analysis, in which com-
pliance with intervention was defined in two dif-
ferent ways, as shown by Dunn and co-workers
(2003). Adherence to the allocated treatment
was measured originally on a four-point nominal
scale: attended/refused/discontinued/did not at-
tend. This scale was dichotomized in one of two
ways:

(1) Compliance definition A: attended was
coded 1 and the rest 0.

(2) Compliance definition B: attended and dis-
continued were both coded 1 and the rest 0.

In this way, we can answer to two different
questions:

(1) Which variables may predict that a person
will attend and complete a brief psycho-
logical intervention?
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(2) Which variables may predict that a person
will agree to and begin a brief psychological
intervention?

Also, we wanted to know which variables
could predict whether patients would complete
the intervention once they had accepted it (i.e.
what determines completion once a patient has
started treatment?). To do this, we dropped
from the analysis all those subjects who had ref-
used treatment or failed to keep their appoint-
ments, and looked at differences between those
who completed the sessions and those who dis-
continued them.

Variables that were thought to be possible
predictors of adherence, and therefore included
in the analysis, were selected because they
had proved their predictive capacity in other
studies, or because we wanted to test them
specifically, which is the case of the cognitive
style variables. All of these were patient level
variables.

(a) Sociodemographic variables: these have
been studied most in-depth, above all in
studies that address compliance with treat-
ment in medical diseases. Older age, marital
status (married), and higher socioeconomic
status (Hillis et al. 1993), as well as gender
(female), have been associated with com-
pliance, although these associations have
been inconsistent across the studies.

(b) Clinical variables: subtype of depression
and current use of antidepressants (Sirey
et al. 1999) have shown their usefulness
as compliance predictors in some studies.

(¢) Severity of depression (BDI) has been tested
in almost all studies, showing some evidence
that higher scores are associated with worse
compliance in psychological treatment of
depression (Persons & Burns, 1988) and
in other psychiatric disorders (Steel et al.
2000). Research in other medical fields
has indicated that severity of co-morbid de-
pression is a predictor variable of adherence
to dietary recommendations for diabetes
(Ciechanowski et al. 2000) and of adherence
to antiretroviral therapy in HIV disease
(Gordillo et al. 1999).

(d) Disability (SF36): perceived health status
has been associated with compliance in
some studies (Lenze et al. 2001).
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(e) Cognitive style: PSI and ATQ.

(f) Contact with services in the previous 6
months: CSRI. We wanted to examine
whether previous contact with any service
predicted current compliance with a psy-
chological intervention.

(g) Social support and negative life-events,
which have been consistently associated
with compliance in HIV disease (Ammasari
et al. 2002).

Statistical analyses

Data were analysed using SPSS version 12.0
(SPSS Inc., Chicago, IL, USA). After some
preliminary univariate analysis, each possible
predictor was tested separately, taking into ac-
count the effect of country-specific character-
istics, and the possible interaction between each
variable and country. Afterwards, all the vari-
ables that had shown some effect on the depen-
dent variables (Compliance A or B) were used to
create a model by means of a multiple logistic
regression.

RESULTS

Psychological intervention was offered to 236
subjects: 128 (54-2%) were included in the in-
dividual intervention group, and 108 (45-8 %)
in group intervention. Comparing the accept-
ance of these two modalities of psychological
treatment, individual intervention was more
likely to be followed. Of those subjects in the
individual-treatment set 62-5 % versus 44-4% of
those in the group-treatment set attended all
the sessions (y*=7-69, df=1, p<0-01). Also,
79-7% of those participants in the individual
modality of psychotherapy, versus 57-4% of
those in the group modality, attended at least
one session (y2=137, df=1, p<0-001). How-
ever, once a subject had started the treatment
programme, the number of completers was
no higher among those subjects who had been
given an individual modality of treatment
(78:4% of those offered an individual problem-
solving intervention completed the sessions,
versus 77-4% of those offered a psychothera-
peutic group). Type of intervention (individual
versus group) and country were included in
the models in order to control them statistically.
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Compliance definition A

Treatment was completed by 128 subjects, and
not by 108 (including those subjects who ref-
used, discontinued or did not attend the inter-
vention).

There was an age difference between the
groups, since the subjects who complied entirely
with treatment were older (mean age 459 years,
s.D.=9-6) than the subjects who did not attend
all the sessions (mean age 43-4 years, s.D.=
11-7); however, this difference did not reach
statistical significance (t=—1-8, p=0-07). The
two groups were also different in their previous
use of services, and use of antidepressant medi-
cation. Those in the compliance group were
more likely to have used any service during
the previous 6 months (78:9 % among the com-
pliers, versus 63% among the non-compliers;
=73, df=1, p<0-01), and to be taking
antidepressants (344 % versus 20:4%; y*=5"7,
df=1, p<0-05). Compliers were also more likely
to have a confidant (¥*=66, df=1, p<0-01).
Although women were better compliers than
men, this result did not reach statistical signifi-
cance (y*=316, df=1, p=0-07). No significant
differences were found between compliers and
non-compliers regarding mean scores on the
scales used (BDI, SF-36, ATQ and PSI), nor
were there any differences between the groups
in marital status, income, or the presence of
life events. Lastly, we found striking differences
among the five countries (32=11:02, df=4,
p<0-05). Therefore, the country effect was
tested along with all of the variables, and in
interaction with them. When a variable was
still significant or when it was significant in in-
teraction with country, it was used in the con-
struction of the best predictive model of
compliance in the multiple logistic regression
analysis.

In the multiple logistic regression analysis,
the best predictive model for compliance A
(Table 1) included having used any health ser-
vice, the presence of a confidant, and use of
antidepressant medication during the previous
6 months. Subjects who had previously used any
health service [odds ratio (OR) 2-1] and were on
antidepressants (OR 1-93) were more likely
to adhere to the treatment offered. Better com-
pliance was also associated with the presence
of a confidant (OR 3-1).

J. L. Ayuso-Mateos et al.

Table 1.  Predictors of compliance: A, multiple
logistic regression
Exp

Variables B* (s.E.) Wald Sig. (B) 95% CI
Country

Eire (reference) 898 0-06

Finland 0-19 (0:97) 004 ~.s. 121 0-18-8:04

Norway 0-30 (0-59) 025 N.s. 1:34 042432

Spain —0:04 (1-:04) 0002 n~.s. 096 0-12-7-38

UK —0-86 (0-86) 099 nN.s. 042  0-08-2:30
Type of intervention ~ —1-21 (0-70) 2-80 0-09 0-30 0-07-1-23
Having a confidant 1-13 (0-49) 527 002 310 1-18-8-09
Use of antidepressants ~ 0:66 (0-33) 3-85 0-05 1-93 1-001-3-70
Use of services 0-74 (0-32) 519 0:02 210 1-11-3:97

2 B=log (odds ratio).
CI, Confidence interval.

Compliance definition B

This time, we grouped the subjects according to
the following definition of compliance: subjects
who attended all the sessions or discontinued
the treatment were considered compliers, whilst
subjects who refused or did not attend any ses-
sions were considered non-compliers. Following
this definition, 164 subjects were compliers and
72 were non-compliers.

In the univariate analysis, the presence of a
confidant (x*=5-2, df=1, p<0-05), use of
health services (¥>=5-6, df=1, p<0-05), and
use of antidepressants (y*=3-7, df=1, p=0-05)
differentiated the group of compliers from the
group of non-compliers. No differences were
found between the two groups in any of the
scales used except for the score in the subscale
‘desire for change’ of the ATQ (r=-—19,
p=0-05), where the score of the compliers was
higher than that of the non-compliers. Again,
there were significant differences between the
five countries (y*=13-4, df=4, p<0-01). As
with compliance A, the country effect was tested
along with all of the variables and in interaction
with them.

In the logistic regression analysis, three vari-
ables constituted jointly the best predictive
compliance B model (Table 2): use of services,
presence of a confidant, and score on the ‘desire
for change’ subscale on the ATQ. The presence
of a confidant increased the probability that a
subject would start psychological treatment
(OR 3-38), as well as the score on the ‘desire for
change’ subscale (OR 1-08) and previous use of
services in the past 6 months (OR 2-31).
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Table 2.  Predictors of compliance: B, multiple
logistic regression

Exp

Variables B* (S.E.) Wald Sig. (B) 95%CI
Country

Eire (reference) 722 Ns.

Finland —0-08 (1-02) 0006 ~N.s. 093 0-13-6-83

Norway —0-04 (0-61) 0-005 N.s. 096 0-29-3-16

Spain —090 (1-08) 069 N.s. 040 0-05-3-4

UK —120(0-82) 225 nNs. 029 0:06-1-46
Type of intervention —1-98 (0-7) 8:10 0:005 0-14 0-03-0-54
Presence of confidant 122 (0-51) 577 002 3-38 1:25-9-12
Use of service 0-84 (0-36) 547 002 231 1-14-4-67
Desire for change 0-07 (0-03) 433 0-04 1-08 1-004-1-15

2 B=log (odds ratio).
CI, Confidence interval.

Finally, we wanted to look at differences be-
tween those who completed the sessions and
those who discontinued them. To make sure
that these results were independent, we dropped
from the analysis those subjects who did not
attend a single session. A total of 128 subjects
completed the treatment, and 36 discontinued it.
In univariate analysis, these two groups were
different in the following aspects: age, with
completers being older than non-completers
(t=—2-2, p<0-05); gender, with more women
in the completers group than in the other group
(70-3% versus 47-2%; x*=66, df =1, p<0-01);
concern shown by others, in that more subjects
in the completers group considered the concern
shown by others to be in the categories of
‘some’ and ‘lots’, compared with the higher
frequency in the group of non-completers, who
rated the concern shown by others as ‘none’,
‘little’, or ‘uncertain’ (67-2% versus 61-1%;
¥2=9-5,df=1, p<0-005); presence of life events
in the past 6 months, since 82 % of subjects who
discontinued had experienced a life event, com-
pared with 64% of subjects who completed
treatment (y2=3-9, df=1, p<0-05); presence of
long-term illness (L/T illness) or disability
(51-2% of the subjects who completed had a
L/T illness or disability compared with 27-8 %
who discontinued it; y2=6-2, df =1, p<0-05).

Finally, once a subject was assigned to an
intervention group, the probability of attend-
ing all the sessions was not influenced by the
type of treatment (individual versus group
modality) (y*=0-02, df=1, p>0-05). Moreover,
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the country variable was no longer significant
(x*=5", df =4, p>0-05).

In the multiple logistic regression analysis, we
obtained a model that classified correctly 79-5 %
of the subjects (Table 3). Being female (OR
2:99), having a L/T illness or disability (OR
4-28), and rating the concern shown by others as
‘some’ or ‘lots’ (OR 3-13) increased the prob-
ability that a subject would complete treatment.

DISCUSSION

Our study has some limitations. First, it is a
secondary exploratory analysis of a multicentre
clinical trial. The main purpose of the original
study was not to detect predictors of adherence,
but to determine the effectiveness of two brief
psychological interventions. Also, adherence is
influenced by many variables, whose interaction
can also be a determining factor (patient, fam-
ily, clinician, the environment, and even the
kind of treatment). In the present study, we have
focused only on patient variables, thus limiting
our conclusions, because they do not take into
account other aspects also considered important
within the currently accepted theoretical models
of adherence (Nemeroff, 2003; Byrne et al.
2006). Moreover, we did not include in the
protocol some other factors that might be as-
sociated with adherence, such as the patient-
therapist relationship or patients’ personal
reasons for not complying with treatment;
therefore, our results do not reflect the patients’
attitudes and opinions about their illness and
the proposed interventions. Finally, we did not
assess the personality of the subjects in the first
stage of the ODIN project, the community sur-
vey. One of the reasons for not including a per-
sonality assessment at baseline was that the
protocol was quite exhaustive, and reliable per-
sonality tests are too long to be included in a
study whose main aim is to detect depression in
the community. Also, clinical evidence has
shown the unreliability of measuring personality
in depressed individuals, since scores on per-
sonality tests might be influenced by the affect-
ive state of the subjects at a given moment.
Taking into account these limitations, to date
there has been no study specifically addressing
adherence to psychological interventions in de-
pressed subjects detected through a community
survey. It is this particular aspect that makes
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Table 3.  Predictors of completing the treatment (conditional on having started it):
multiple logistic regression
Variables B* (s.E.) Wald Sig. Exp (B) 95% CI
Country
Eire (reference) 2:53 N.S.
Finland 0-65 (0-86) 0-56 N.S. 1-90 0-35-10-39
Norway 0-32 (0-86) 0-14 N.S. 1-37 0-26-7-37
Spain 7-34 (16-76) 0-19 N.S. 1548 0-2:9 x 10"
UK —0-18 (0-85) 0-04 N.S. 0-83 0-16-4-08
Gender 1-09 (0-45) 602 0-01 2:99 1-25-7-17
Long-term illness or disability 1-45 (0-47) 9-49 0-002 428 1-70-10-8
Concern shown by others 114 (0-43) 695 0-008 3-13 1-34-7-31

4 B=log (odds ratio).
ClI, Confidence interval.

our results unique, since the majority of studies
look at patients who attend specific health ser-
vices, and it has been established that a high
proportion of depressed subjects do not attend
any service whatsoever. Clearly, factors able to
predict attendance on a treatment programme
offered in the community will not be the same as
those predicting attendance in patients offered
such a programme in a primary care or special-
ized services context, because the population
given access to the intervention is broader in the
first case. On the other hand, few studies have
addressed adherence to psychological interven-
tions in depressed subjects, compared with the
relatively large amount of literature on adher-
ence to pharmacological treatments (Lingam &
Scott, 2002).

Of all the patients offered a psychological in-
tervention, 69 % started it and 54 % completed
the treatment. Although this rate of compliance
is low, it is similar to that found in studies on
compliance with antidepressant medications
(WHO, 2003). Moreover, this rate of com-
pliance might even be considered relatively high
if we take into account that our sample is taken
from the community, and therefore comprises
depressed patients who did not ask specifically
for psychotherapeutic help. Of those subjects
who started treatment, 78 % completed it, which
is a low drop-out rate, perhaps related to the
relatively brief length of the sessions. Regarding
this aspect, Simons and colleagues (1984) asked
patients their reasons for dropping out of their
particular therapy for depression. The main
reasons given were related to time, fees, and
problems with transportation. In the present
study, the latter two could not be causes for

non-compliance, since patients did not have to
pay for the sessions and the therapist visited
patients’ homes when they could not attend the
clinical site.

One of the most important findings from the
present study is that social support is a predictor
of better compliance with a psychological treat-
ment. Our results show that subjects who have a
confidant are more likely to accept a psycho-
logical treatment, and complete it. Also, those
subjects who consider that others feel concern
for them are more prone to complete the treat-
ment. However, the presence of a confidant does
not seem to have an impact on treatment com-
pletion when we take into account only those
subjects who agreed to start it. This lack of
influence might be related to the small size of
the discontinuation group, which reduced the
probability of finding differences. In any case,
the association between social support and com-
pliance is quite consistent across the analyses.
The importance of social support in the pre-
vention of a variety of pathologies, and its in-
fluence in reducing the amount of medication
required, accelerating recovery and facilitating
compliance with prescribed medical regimens,
has long been well known (Cobb, 1976). This
finding, that is, the influence of social support
on adherence, is in accordance with more
up-to-date studies of adherence to antiretroviral
medication in HIV (Gordillo et al. 1999;
Ammasari et al. 2002). To our knowledge,
studies trying to test variables able to predict
compliance with psychological treatments in
depression have not looked at social support;
this is surprising, when we consider that social
support is a psychosocial variable which should
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be considered in every psychological treatment,
regardless of the therapist’s orientation.

Previous use of health services might also
predict whether a subject would agree to start
a psychological treatment programme. In con-
nection with this variable is our finding that the
use of antidepressants in the previous 6 months
differentiates between subjects who completed
the sessions and those who did not. Sirey and
co-workers (1999), in a study aimed at finding
predictors of antidepressant prescription in out-
patients with major depression receiving treat-
ment in mental health clinics, found indirectly
that recent use of antidepressants was a signifi-
cant predictor of adherence to recommended
medication. It is not surprising that those in-
dividuals who use health services also have a
tendency to be compliers. The problem arises
when we think of those subjects who are not
good compliers. How can we engage them in
psychotherapy for depression if they do not use
any service? We need to develop new methods
in order to effectively connect with this group of
depressed individuals who are reluctant to be
treated. Local community services and media
campaigns might be used to reach these subjects
and to offer them educational messages about
depressive illness and the importance of seeking
help earlier for this tractable condition.

The fact that the ‘desire for change’ subscale
from the ATQ is related to starting treatment is
not difficult to explain. It is generally accepted
that the most important reason for starting a
psychological treatment is the desire for change.
Non-adherence, therefore, might in some way be
an expression of resistance to change. Derisley
& Reynolds (2000) studied the Transtheoretical
Model of Change to predict, in a group of 60
subjects referred for psychotherapy, the number
of sessions attended and rate of premature drop-
out. They found that low contemplation scores
predicted premature termination. The ‘contem-
plation phase’ is related, according to this model,
with awareness of the problem and eagerness to
talk about it, although there is a lack of com-
mitment to take necessary actions for change. It
is not difficult to explain why a subject with a
desire for change, who is aware of his or her
problem and suffers from it, has a tendency to
engage in treatment.

In our analysis, previous use of health services
is not so important in differentiating between
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completers and discontinuers once the first con-
tact has taken place. From that point on, there
are some other factors which play an important
role in maintaining a person in therapy until
planned termination. Among those, besides the
concern that others show in the patient, are the
presence of a long-term illness or disability and
gender. There might be different reasons why a
disabled person is most likely to complete the
treatment once it has been started. More avail-
ability of time, more suffering and different
ideas of what should be expected from the ses-
sions in terms of help might explain higher
adherence.

In the present analysis, we have found that
the factors of female gender and social support
can predict that a subject will complete a
psychological intervention. As Dalgard and
colleagues (2006) suggested, it might be that
women are more prone to sharing their problems
with other people, feeling that they obtain more
help from it. Women could also be more open
than men to psychotherapeutic help, as they
may see the process of sharing their problems as
more helpful than men do. The relationship be-
tween age and gender and compliance is contro-
versial. Regardless of type of treatment or
illness, some studies have shown that younger
subjects (Hillis et al. 1993; Gordillo et al. 1999)
and men (Fuciec et al. 2003) are more likely to
drop out from treatment, whilst others have not
found any effect of age (Steel et al. 2000) or
gender in adherence to treatment. As we have
stated before, we have found that women are
less likely than men to drop out. Regarding age,
although univariate analysis show that older age
is related with better compliance, when other
variables are introduced in the analysis, age loses
its effect.

As noted above, our findings are somewhat
different to those of other studies which have
focused on different samples. For example, we
did not find that severity of depression is related
to compliance. Oei and Kazmierczak (1997)
studied acceptance of group cognitive behaviour
therapy, and nor did they find that measures of
depressive symptoms discriminated between
drop-outs and completers. However, numerous
studies have found this correlation, that is, that
subjects who score higher on severity measures
(such as the BDI) show worse adherence to
psychological treatments in depression (Persons
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& Burns, 1988), with psychological treatments
in other psychiatric illnesses (Steel et al. 2000),
with pharmacological treatments in depression
(Sirey et al. 2001), or with adherence to treatment
and medical recommendations in other physical
diseases (Gordillo ef al. 1999; Ciechanowski
et al. 2000; DiMatteo et al. 2000). Moreover,
our findings do not indicate that SF-36 scores
are related to compliance, regardless of the
definition used. Lenze and colleagues (2001)
reported that lower self-rated health was a
predictor of early treatment discontinuation;
however, their sample included only seven drop-
outs, and was composed of subjects aged 60
and older. Therefore, their results and ours are
not comparable, because the reasons for non-
compliance in an older sample are likely to be
different than in a younger one.

There are two important conclusions that can
be drawn from these findings. First, social sup-
port and previous use of service are the main
predictors of compliance with a psychological
treatment. If we want to design a programme to
engage depressed individuals from the com-
munity in brief psychological therapies, we
should have in mind that the programme must
reach people who might be socially isolated and
do not attend any social or health service.
Campaigns which aim to reduce the burden of
depression in the community should use alterna-
tive ways to reach these individuals, as well as
the traditional ones. Secondly, the factors that
predict attendance at psychological therapy
sessions are different from those that predict
completion of treatment once it has been started.
Again, social support is important, but also we
should bear in mind that men and subjects who
do not show a disability, are more likely to
abandon treatment. Men might be less likely
to try verbal therapy than women, and might
question its usefulness. Also, those who do not
have a long-term illness or do not have a dis-
ability might see themselves as less sick, and
might think that their depression is not an illness
to be treated.
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