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Abstract
Objective—Compare patient-reported outcomes for health plan members who did or did not
return after an initial psychotherapy visit.

Methods—Routinely administered member surveys (n=2666) were used to assess satisfaction
with care, patient-rated therapeutic alliance, and patient-rated clinical improvement following an
initial psychotherapy visit.

Results—34% of those making an initial therapy visit did not return within 45 days. The
distribution of satisfaction, therapeutic alliance, and self-rated improvement scores differed
significantly between those who did and did not return (p<.001 for all comparisons). Patients not
returning were both more likely to report favorable outcomes (high satisfaction, strong therapeutic
alliance, maximum improvement) and more likely to report unfavorable outcomes (low
satisfaction, weak alliance, no improvement).

Conclusion—Failure to return after an initial psychotherapy visit can represent either successful
and satisfying treatment or unsuccessful and unsatisfying treatment. Systematic outreach and
outcome assessment will be necessary to distinguish these two groups of patients.

Up to one third of adults beginning psychotherapy do not return for a second visit (1–3).
Early dropout from therapy has been associated with younger age, lower income or
educational attainment, less social support, and substance use disorders (4–8).

Surprisingly few data are available regarding outcomes of those who attend only a single
psychotherapy visit. We have reported that adults who drop out after a first visit had milder
symptoms at time of telephone triage (2), but no data were available regarding treatment
outcomes. Among patients continuing treatment, many do experience sustained
improvement after a single visit (9–12). However, findings from patients continuing
treatment may not apply to those who do not return. We are not aware of any published data

Author address: Gregory Simon Group Health Research Institute 1730 Minor Ave. #1600 Seattle, WA 98101 simon.g@ghc.org
Phone: 206-287-2979 Fax: 206-287-2871.

The authors have no relevant financial interests to disclose

NIH Public Access
Author Manuscript
Psychiatr Serv. Author manuscript; available in PMC 2013 July 11.

Published in final edited form as:
Psychiatr Serv. 2012 July ; 63(7): 705–707. doi:10.1176/appi.ps.201100309.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



regarding outcomes of patients in community practice who discontinue psychotherapy after
one visit.

Here we used routinely collected satisfaction survey data from a mixed-model prepaid
health system to examine self-reported outcomes in a sample of health plan members who
did or did not return after an initial psychotherapy visit.

METHODS
Group Health Cooperative is a not-for-profit, mixed-model prepaid health system serving
approximately 650,000 members in Washington and Idaho. Members are demographically
similar to the area population and are enrolled through a mixture of employer-sponsored
coverage, individual insurance, and publicly-funded programs. Group Health provides
specialty mental health care at seven group model mental health clinics (serving members in
or near the cities of Bellevue, Bremerton, Olympia, Seattle, Spokane, and Tacoma) and
through a network of approximately 300 external fee-for-service providers.

Group Health members may directly request specialty mental health care without referral or
authorization. Members requesting mental health services call a centralized screening
program and complete a brief structured assessment of primary problem, recent mental
health treatment, perceived urgency, screening for substance use disorders, and risk of harm
to self or others. In 2008, the most common presenting problems were depression (34%),
adjustment/interpersonal problems (19%), anxiety (14%), and attention deficit disorder
(7%). Members living in areas served by Group Health clinics are offered appointments with
internal therapists and those living in other areas are offered referrals to external providers.

Group Health's Behavioral Health Service routinely mails satisfaction surveys to a random
sample of members visiting mental health providers (13). Health plan billing records are
used to select a random sample of up to 10 visits each month for each mental health provider
(including both internal and external providers). For each visit sampled, the member is
mailed a two-page survey concerning satisfaction with care from the individual provider, the
facility, and the mental health department. Although only approximately 40% of surveys are
completed, our previous research found no significant evidence of response bias (13). In
March, 2008, the satisfaction survey was expanded to assess patient-rated therapeutic
alliance and patient-rated improvement since starting treatment. Overall satisfaction with
treatment was rated on a 0-to-10 scale ranging from “Worst possible mental health care” to
“Best possible mental health care”(14). A single item regarding self-rated improvement
since starting treatment was rated on a five-point scale ranging from “much worse” to
“much improved” (15). Three items were selected from the patient-rated version of
Horvath's Working Alliance Inventory (16), a standard measure of therapeutic alliance: one
from the Bond subscale (“I feel my therapist appreciates me.”), one from the Goal subscale
(“We collaborate on setting goals.”), and one from the Task subscale (“The way we are
working with my problem is correct.”). Each was rated on a five-point scale ranging from
“Seldom” to “Always”.

We selected all surveys regarding initial psychotherapy visits occurring between March 10,
2008 and September 30, 2010. Survey results were linked to computerized records data
regarding prior treatment, diagnosis at the index visit, and return visits to the same provider.
Analyses compared survey responses for patients who returned or did not return for a second
visits, using chi-square statistics for unadjusted comparisons and logistic regression to adjust
for potential confounders.

The Group Health Human Subjects Review Committee approved a waiver of consent for
this use of de-identified records data.

Simon et al. Page 2

Psychiatr Serv. Author manuscript; available in PMC 2013 July 11.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



RESULTS
The procedures described above identified 2666 member surveys satisfying our inclusion
criteria (2030 regarding visits to internal staff therapists and 636 regarding visits to
contracted network therapists). These members had a mean age of 48 years (± 15 yrs) and
71% were female. The primary diagnosis at the initial psychotherapy visit was depressive
disorder in 56%, anxiety disorder in 26%, substance use disorder in 4%, bipolar disorder in
4%, schizophrenia or other psychotic disorder in 2%, and some other condition in 8%. In
906 (34%) of these episodes, there was no return visit to the same therapist within 45 days
of the initial visit.

Those returning and not returning had roughly similar mean scores for overall satisfaction
(8.67 ± 1.41 vs. 8.28 ± 2.45), Working Alliance Inventory Bond ratings (4.62 ± .70 vs. 4.50
± .96) and self-rated global improvement (4.07 ± .74 vs. 4.17 ± .91). The distributions of
these ratings, however, differed significantly between the two groups. As shown in Figure 1,
those not returning were both more likely to report the lowest possible satisfaction ratings
(8% vs. <1%) with ratings of 0 through 4) and more likely to report the highest possible
ratings (37% vs. 31% with rating of 10) compared to those returning. This difference in
distribution far exceeded that expected by chance (X2=98.6, df=6, p<.001). Similarly, those
returning and not returning differed significantly in distribution of self-rated improvement
(X2=89.5, df=3, p<.001) and Working Alliance Inventory Bond ratings (X2=44.6, df=4, p<.
001). As shown in Figure 1, those not returning were more likely to report both the lowest
level (8% vs. 2%) and highest level (44% vs. 30%) of self-rated improvement and more
likely to report the lowest level of therapeutic alliance (5% vs. <1%). Results for Working
Alliance Inventory Goal and Task items showed the identical pattern (see online appendix).

Because the associations between various predictors (satisfaction, therapeutic alliance, self-
rated improvement) and returning for a second visit might be confounded by other patient
characteristics, logistic regression models were used to examine the association between
each of these predictors and likelihood of return. Given the non-linear relationships seen in
Figure 1, each predictor was represented by a series of indicator variables (e.g. three
indicator variables to represent four levels of self-rated improvement). In each of these
models, adjustment for potential confounding variables (patient age and sex, primary
diagnosis at the index visit, internal vs. external therapist, and duration of enrollment in the
health plan) had no meaningful effect on the patterns of association shown in Figure 1 (see
online appendix).

DISCUSSION
We find that approximately one third of adult health plan members attending an initial
psychotherapy visit did not return for a second visit. Compared to those returning for a
second visit, those failing to return were more likely to report care experiences at the
positive extreme (high satisfaction, strong therapeutic alliance, large clinical improvement)
and at the negative extreme (low satisfaction, poor therapeutic alliance, and clinical
worsening). Comparison of mean scores obscured these significant differences in
distributions of scores. These differences were not explained by patients' pre-treatment
characteristics.

The primary limitations of these findings include the low response rate for mailed
satisfaction surveys and the brief assessments of self-rated improvement and therapeutic
alliance. Our previous research (13) found that response to satisfaction surveys was
associated with female sex, older age, and longer health plan enrollment; but none of these
predictors of response led to bias in assessment of provider-level satisfaction ratings. We

Simon et al. Page 3

Psychiatr Serv. Author manuscript; available in PMC 2013 July 11.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



cannot determine, however, if the associations we examine in this report differed between
those who did and did not return satisfaction surveys. The routinely administered survey
included only a one-item assessment of self-rated clinical outcome and only three items
adapted from the 48-item Working Alliance Inventory. Self-rated improvement may not
necessarily agree with clinical assessment, but it is probably more relevant to patients'
decisions about continuing treatment.

These findings indicate that dropout after a first therapy visit can sometimes reflect
satisfying treatment and a good clinical outcome. As shown in Figure 1, approximately one
third of patients not returning for a second visit gave the highest possible satisfaction rating,
over 60% gave the highest rating for therapeutic alliance, and over 40% reported that
symptoms or problems were much better since starting treatment. Fifteen percent of those
not returning gave the highest possible ratings on all three of these measures. While these
outcomes may represent spontaneous recovery rather than true treatment effects, outreach to
promote engagement in additional therapy would seem unnecessary for this group.

These findings, however, also support the need for routine outcomes monitoring in
psychotherapy. Failure to return after a first psychotherapy visit was also associated with the
most unfavorable experience of care, and over 25% of those not returning reported that the
symptoms or problems that prompted seeking treatment were unimproved or worse. For this
group, outreach to promote re-engagement in treatment might help to prevent unfavorable
outcomes.

The pattern we observe here is similar to that seen in previous studies of early dropout from
antidepressant pharmacotherapy (17). Patients who fail to refill an initial antidepressant
prescription included a sizable group with good outcomes and a sizable group with
unfavorable outcomes. Successful interventions to improve antidepressant pharmacotherapy
were built around systematic outreach to assess outcomes and intensify services according to
need (18). Our findings point toward a similar approach to address early dropout from
psychotherapy.
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Figure 1.
Comparison of overall satisfaction, patient-rated therapeutic alliance, and patient-rated
global improvement for adult health plan members returning and not returning after an
initial psychotherapy visit.
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