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Factors Associated With Treatment
Continuation:  Implications for the
Treatment of Drug Dependence

Gregory G. Kolden, Kenneth I. Howard, Elizabeth A. Bankoff,
Michael S. Maling, and Zoran Martinovich

INTRODUCTION

It is well known and problematic that a significant number of people who
suffer from a diagnosable disorder do not seek out and receive the mental
health services they need (e.g., Vessey and Howard 1993).  Even among
those who do seek treatment, many do not accept the recommended
regimen.  For example, the majority of people who initiate psychotherapy
terminate relatively early in the process (Craig and Huffine 1976; Garfield
1994; Sue et al. 1976).  In Garfield’s (1994) review, the median duration of
treatment was between five and eight sessions in studies where patients had
received at least one session of psychotherapy.

For some time, premature termination has been considered a major problem
(Straker 1968), one that occurs with all forms of treatment.  Considerable
time and resources are spent in the attempt to engage patients in the
psychotherapeutic venture (Garfield 1986; Howard et al. 1986) and potential
benefits are not realized (Schafer 1973).

Researchers have responded to this ubiquitous problem by examining such
patient factors as demographic characteristics, pretherapy training,
psychological test scores, and expectancies concerning therapy in efforts to
find correlates of continuation in treatment (see Garfield 1994 for a review).
Time parameters for therapy have also been examined.  For example, in one
study, time-limited therapy was found to be associated with fewer dropouts
than either time-unlimited or brief treatment models (Sledge et al. 1990).
From numerous efforts to date, only small percen-tages of variance have
been accounted for in premature termination or continuation in
psychotherapy.

In summarizing the literature on patient characteristics, Garfield (1994) has
concluded that variables pertaining to social class (low social class was related
to premature termination) were most consistently, but not invariably,
implicated by empirical evidence.  Education showed some relationship to
therapy duration, while age, sex, and diagnosis seem to have no relationship
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to treatment compliance.  Pretherapy training for patients was
inconsistently associated with premature termination.  Psychological test
variables were also not successfully predictive of continuation; however,
three studies have documented that compliance with a research protocol
(e.g., completion of pretherapy questionnaires) predicted continuation.
Finally, the degree of congruence between patient’s and therapist’s
expectations about therapy duration has shown some evidence of playing a
role in patient retention, but this evidence is not substantial.

Investigators and clinicians alike have been interested in ascertaining which
patient, therapist, or dyadic interaction variables influence contin-uation in
psychotherapy.  Many studies have attempted to address this issue and the
findings (summarized above) have been documented in several reviews (e.g.,
Baekeland and Lundwall 1975; Garfield 1994; Reder and Tyson 1980;
Wierzbicki and Pekarik 1993).  Few consistently replicable results have
emerged that point to any specific characteristic that would facilitate
differentiation between those who stay in psycho-therapy and dropouts to
any significant degree.  Wierzbicki and Pekarik (1993, p. 194) offered the
following summary of this situation: "...[T]he types of simple variables
typically investigated in dropout research are not strongly associated with
dropout; hence, future research should use more complex psychological
variables."  This clearly highlights the importance of the systematic
identification and subsequent examination of complex psychosocial input
and process variables via methods that extend beyond the analysis of single,
simple patient characteristics as they relate to therapy engagement and
retention.

A MODEL OF RELEVANT PSYCHOSOCIAL VARIABLES

Based on extensive literature reviews (Howard and Orlinsky 1972; Orlinsky
and Howard 1978, 1986a), a conceptual framework was developed that
describes patient characteristics that might influence use of individual
psychotherapy.  This model posits four categories of psychosocial variables:

• psychopathology (presenting symptoms or syndromes) refers to
manifest psychiatric symptomatology; it is concerned with the types and
intensity of distressing experiences and behaviors as well as functional
impairment;

• pathology proneness (psychological vulnerabilities or predis-
positions) entails the concept of psychological vulnerability or
predisposition to the development of psychopathology; it may stem
from biological, personal, or situational factors.  People who are
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pathology prone have relatively pervasive handicaps or deficits that
make it difficult for them to cope with the challenges and stresses of a
wide variety of life situations;

• environmental stress involves the presence and frequency of
negative or problematic life experiences; and

• feasibility and attitudes toward treatment (patient motivation,
psychological resources, and related characteristics) refers to practical
barriers (e.g., schedule, fees), psychological resources (e.g., ability to
delay gratification), and attitudes (e.g., confidence that treatment will
help) that characterize a patient’s approach to the therapy enterprise.

Psychopathology tends to arise in people as a function of the influence of
environmental stress on pathology proneness.  Pathology proneness is a
proximal contributor to psychopathology, while environmental stress is a
more distal contributor.  It is important, therefore, to consider these factors
when examining patient characteristics predictive of psychotherapy con-
tinuation.  Feasibility and attitudes toward treatment are also important as
they are relatively proximal contributors to treatment utilization.

THERAPEUTIC PROCESS:  THE GENERIC MODEL OF PSYCHOTHERAPY

Theory and research involving psychotherapy process has suffered generally
from the lack of more universal conceptualizations of therapy to guide the
formulation of ideas and studies.  This is certainly one factor contributing to
the meager amount of empirical research that examines process in relation
to continuation in psychotherapy.  The generic model of psychotherapy
(Orlinsky et al. 1994; Orlinsky and Howard 1986a, 1987) provides a
transtheoretical conceptual framework that describes the relationships
among contexts, processes, and outcomes common to all treatments.

Five therapeutic processes are identified in the generic model— therapeutic
contract (e.g., keeping appointments, paying fees, cooperative
participation), therapeutic operations (intervention techniques and proce-
dures), therapeutic bond (empathy, affirmation, collaborative alliance),
therapeutic openness (psychological availability and lack of defensive-ness),
and therapeutic realizations (e.g., in-session impacts such as unburdening,
encouragement, and insight).  Subsequent empirical work has highlighted the
importance of these processes as well as having documented the model’s
validity (Ambühl 1991, 1993; Ambühl and Grawe 1988; Grawe 1989; Kolden
1991, 1993; Kolden and Howard 1992; Saunders et al. 1989).
Psychotherapy process variables constitute another important category of
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variables to examine in the pursuit of characteristics predictive of
psychotherapy continuation.

ENGAGEMENT, RETENTION, AND DOSAGE

Most research related to continuation in psychosocial interventions has
focused on dropout or attrition.  The current analyses focused on the process
of engagement and retention in psychotherapy.  Patient engage-ment in
treatment was defined as a sum of the patient’s responses to six multiple
choice questions, some filled out by patients before treatment, others after
the first session.  Thus, this concept captures the personal perceptions of
patients who attended at least one session of psycho-therapy.  (See appendix
A for a list of these questions.)  Retention in psychotherapy was
operationally defined as remaining in treatment for at least three sessions.

A third focus of this study involved the examination of process variables in
relation to continuation in therapy.  Continuation was conceptualized
according to the likelihood of having been exposed to a dose of therapy
(dosage is a construct involving a unit of analysis operationalized according
to the probability of bringing about an impact from a particular intervention
(e.g., pesticide, drug, session of psychotherapy)).  Howard and associates
(1986) estimated that six to eight sessions were required for a psychotherapy
patient to have a 50 percent chance of improving.  Thus, dosage was
conceptualized dichotomously as remaining in treatment for one to five
sessions versus six or more sessions; a patient continuing in therapy for six
or more sessions has a reasonable probability of having been exposed to a
dose sufficient to bring about clinical improvement.

METHODS AND PROCEDURES

A large, systematic, naturalistic study of psychotherapy utilization provided
the database for this study.

Patients

Psychotherapy outpatients (N = 450) who sought individual psycho-therapy
at Northwestern University’s Institute of Psychiatry participated in this
study.  Participation was voluntary, informed consent was obtained, and
confidentiality of responses was ensured.

The number of sessions attended by individual patients ranged from zero to
more than 300; the median number of sessions was about 15.  The typical
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patient was single, white, female, between the ages of 22 and 35, and had
completed at least some college.  In general, patients were self-referred for a
variety of mild to moderate disorders.  In terms of demographic
characteristics, this patient sample is reasonably representative of the
psychotherapy outpatient population (cf., Taube et al. 1984; Vessey and
Howard 1993).

Therapists

Seventy-seven therapists participated in collecting data on which the current
analyses were based.  The majority were in some stage of training—
psychology practicum students, psychology interns, psychiatry residents—
although most had had considerable additional experience.  Forty-seven
percent of the therapists were psychiatrists, 28 percent were social workers,
and 25 percent were psychologists.  Eighty-six percent were between 20 and
39 years of age, 51 percent were female, and 45 percent were married.

The dominant theoretical orientation of these therapists was
psychodynamic; supervisors typically espoused this approach, case
presentations followed this model, and case conceptualizations were usually
made from this perspective.  Thus, the type of psychotherapy represented in
this study can be generally described as dynamic.  No treatment manuals were
followed explicitly.

Instruments

Independent variables included sociodemographic characteristics and a
battery of patient-reported and therapist-reported scales measuring various
aspects of psychopathology, pathology proneness, environmental stress, and
feasibility and attitudes toward treatment.  Patient and therapist ratings of
psychotherapy process variables were also examined.

Psychopathology.  The extent of psychopathology was measured using
patient self-report measures including the Symptom Checklist (40-item
version adapted from Derogatis 1977; internal consistency = 0.94), Current
Life Functioning (23-item measure; Howard et al. 1992; internal consistency
= 0.93), Subjective Well-Being (4-item measure; Howard et al. 1992; internal
consistency = 0.79), and a brief version of the Inventory of Interpersonal
Problems (IIP; 27-item version adapted from Horowitz et al. 1988; internal
consistency = 0.88).  The IIP has six subscales:  hard to be assertive (internal
consistency = 0.80), hard to be sociable (internal consistency = 0.70), hard
to be submissive (internal consistency = 0.47), hard to be intimate (internal
consistency = 0.63), too responsible (inter- nal consistency = 0.62), and too
controlling (internal consistency = 0.68).
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Therapist-reported measures included the Global Assessment Scale (Endicott
et al. 1976; test-retest = 0.68 in current sample; test-retest ranges from 0.66
to 0.92 according to Dworkin et al. 1990), Level of Functioning (Carter and
Newman 1980; test-retest = 0.60), and the Life Functioning Scales (Howard
et. al. 1992; internal consistency = 0.86).  The Life Functioning Scales
consist of six subscales: family functioning (test-retest = 0.60), health and
grooming (test-retest = 0.70), intimate relationships (test-retest = 0.64),
self-management (test-retest = 0.58), social relationships (test-retest =
0.68), and work, school, household functioning (test-retest = 0.70).

Pathology Proneness.  Patient-reported measures of pathology prone- ness
included a brief version the Dysfunctional Attitudes Scale (10-item version
adapted from Weissman 1979; internal consistency = 0.81), Interpersonal
Attitudes Scale (10-item measure; Bankoff and Howard 1988; internal
consistency = 0.70), Self-Esteem (Rosenberg 1979; inter- nal consistency =
0.89), and the Coping Strategies Inventory (CPI; 40-item measure of coping
resources developed by Tobin et al. 1989; internal consistency = 0.91).  The
CPI has four subscales: emotion-focused disengagement (internal consistency
= 0.86), emotion-focused engage-ment (internal consistency = 0.90),
problem-focused disengagement (internal consistency = 0.79), and problem-
focused engagement (internal consistency = 0.85).

Therapist-reported measures included scales from the Personality Assess-
ment Form (PAF; Pilkonis and Frank 1988).  Perry and associates (1991)
developed and psychometrically evaluated three subscales based on a factor
analysis of the PAF: aggressive (internal consistency = 0.77), anxious
(internal consistency = 0.73), and eccentric (internal consistency = 0.62).

Environmental Stress.  Patient-reported measures related to life stress
included an adaptation of the Life Stress Inventory (61-item measure
developed by Holmes and Rahe 1967) and Bankoff’s Social Support Scales
(Bankoff 1985).  The Social Support Scales contain six subscales:  nurturance
support (internal consistency = 0.85), patient role support (internal
consistency = 0.82), strength of network ties (internal consistency = 0.82),
pressure (from others) to seek treatment (internal consistency = 0.57),
density of friendship network (internal consistency = 0.27), and density of
overall network (internal consistency = 0.79).

The "Diagnostic and Statistical Manual of Mental Disorders," 3d ed. revised
Axis IV rating, Severity of Psychosocial Stressors (American Psychiatric
Association 1987), provided a therapist rating of life stress.
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Feasibility and Attitudes Toward Treatment.  Patient-reported measures of
feasibility and attitudes toward treatment included several selected items and
ratings from Saunder’s Process of Seeking Therapy Questionnaire (Saunders
1988).

Therapist-reported measures included five scales from the Therapeutic
Assets Questionnaire (Daskovsky 1988):  Delay of gratification (internal
consistency = 0.76), willingness to enter treatment (internal consistency =
0.77), degree of distress (internal consistency = 0.61), psychological
mindedness (internal consistency = 0.86), and level of object relations
(internal consistency = 0.81).

Psychotherapy Process.  The patient version of the Therapy Session
Report (TSR) (see Orlinsky and Howard 1986b for a review of the
development and utilization of this instrument) provided the measures for
three of the process variables used in this study—therapeutic bond,
therapeutic openness, and therapeutic realizations.  The TSR is a 145-item
structured-response instrument that assesses experiences patients have during
a session of individual psychotherapy.  It is typically administered following
a session and usually requires 10 to 15 minutes to complete.  This study
utilized TSRs obtained from patients after the first session of psychotherapy.
The generic model of psychotherapy provided the guiding theoretical
framework for the development of the process scales.  Internal consis-tency
for these scales has been established:  0.62 for therapeutic bond (Saunders et
al. 1989), 0.69 for therapeutic openness, and 0.86 for therapeutic
realizations (Kolden 1991).  In addition, acceptable test-retest reliability has
also been demonstrated:  0.81 for therapeutic bond, 0.58 for therapeutic
openness, and 0.71 for therapeutic realizations.  All scales have been shown
to have predictive validity in relationship to termination outcome (Kolden
1988; 1991; Kolden and Howard 1992; Saunders et al. 1989), early change in
mental health status (Kolden 1993), and treatment duration (Kolden and
Howard 1987).

The Therapeutic Procedures Inventory-Revised (TPI-R) (Orlinsky et al.
1987) is a therapist-rated questionnaire that assesses interventions used in
therapy sessions.  McNeilly and Howard (1991) examined the internal
structure and psychometric properties of the section of the TPI-R address-
ing therapeutic operations.  Factor analysis suggested three scales:
directive/behavioral, psychodynamic/past-focused, and experiential.
McNeilly and Howard (1991) reported the internal consistency for these
scales:  0.82 for prescriptive, 0.74 for exploratory/past-focused, and 0.63 for
exploratory/experiential.  They also provided evidence for the external and
discriminative validity of these scales.
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The TPI-R also contains items addressing aspects of the therapeutic contract
(e.g., keeping appointments, paying fees, cooperative partici-pation).  The
measure of therapeutic contract used in this study assesses this construct over
a 1-month period.  Internal consistency for this variable has been
demonstrated to be only 0.26, a matter to be carefully considered when
interpreting findings involving this variable.

Dependent variables included three ways of conceptualizing psycho-therapy
continuation—engagement, retention, and dosage.  Retention and dosage
were derived from therapy-episode duration, as described previously.

Engagement.  The engagement scale was conceptually derived and composed
of six items.  All responses were Likert scaled, with choices ranging from 1
to 5 for all items (except for one item, which had a 4-point range).  Based
on a sample of 287 patients, Cronbach's alpha for the overall scale was 0.70.
Principal components factor analysis showed that 41 percent of item
variance was accounted for by a single factor, with loadings ranging from
0.46 to 0.71.

ANALYSES AND RESULTS

Tables 1 to 6 list the percent of variance in engagement and retention
explained by individual as well as by each set of patient-rated and therapist-
rated psychosocial variables.  The indices of retention and engagement
appeared to be orthogonal (r = 0.07).  Since about 50 con-trasts were
examined for engagement and retention, respectively, the criterion for
statistical significance was set at the 0.001 level.  Only two variables met
this significance criterion with respect to engagement, while four met this
criterion with respect to retention.  Moreover, the observed effect sizes for
nonsignificant results tended to be small (0 percent to 4 percent of variance
explained).

With respect to engagement, patients reporting positive feelings about
therapy tended to score higher on the engagement scale, t(186) = 4.93, p <
0.001.  In addition, patients reporting relatively high confidence in a
successful outcome were more likely to experience higher levels of
engagement, t(187) = 3.53, p < 0.001.

Multiple regressions were computed for each of the sets of variables
shown in tables 1 to 6.  For each set, the regression equation was used
to calculate a predicted engagement score for each patient.  Then the
six estimated scores were entered into a multiple regression.  The full
set accounted for 33.4 percent of the variance in engagement (p <
0.0001).
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TABLE 1. Percent of variance in retention and engagement
accounted for by demographic variables.

Retention (%) Engagement (%)
Education 0.9 0.0
Employment 1.2 1.4
Marital status 0.6 0.3
Living alone 0.1 0.4
Age 0.0 0.1
Gender 0.1 0.0
R2    2.7%    2.0%
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TABLE 2. Percent of variance in retention and engagement
accounted for by psychopathology.

Retentio
n

Engagemen
t

Patient-reported measures
Symptom checklist 0.1 0.2
Current life functioning 0.2 0.0
Subjective well-being 0.1 0.6
Interpersonal symptoms 0.4 1.5
Hard to be assertive 0.1 2.0
Hard to be sociable 1.2 0.0
Hard to be submissive 0.1 0.0
Hard to be intimate 0.1 3.9
Too responsible 0.5 2.5
Too controlling 0.1 0.0
Therapist-reported measures
Level of functioning 0.0 0.2
Global assessment scale 0.4 0.1
Life functioning scale 1.0 0.0
Family functioning 0.3 0.4
Health and grooming 0.1 0.0
Intimate relationships 0.0 1.4
Self-management 0.6 3.1
Social relationships 0.8 0.6
Work, school, household 2.6 0.1
R2    1.2%    4.0%

With respect to treatment retention, patients who continued
for three or more sessions of therapy tended to receive higher
therapist ratings on delay of gratification (t(354) = 3.90, p <
0.001) and willingness to enter treatment (t(360) = 3.31, p <
0.001).  They received lower ratings on
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TABLE 3.Percent of variance in retention and engagement accounted
for by pathology proneness.

Retention Engagemen
t

Patient-reported measures
Dysfunctional attitudes scale 0.3 2.0
Interpersonal attitudes scale 0.8 0.2
Self-esteem 0.0 1.4
Coping strategies inventory
Emotion-focused disengagement 0.0 0.5
Emotion-focused engagement 0.1 3.2
Problem-focused disengagement 0.8 0.1
Problem-focused engagement 3.1 0.4
Therapist-reported measures
Personality assessment form 0.0 0.2

Aggressive 3.3 4.0
Anxious 0.2 0.0
Eccentric 0.0 0.8

R2    6.6%  11.9%

TABLE 4. Percent of variance in retention and engagement
accounted for by environmental stress.

Retention Engagement
Patient-reported measures
Life stress inventory 0.5 1.8
Social support scale
Nurturance support 0.0 1.3
Patient role support 0.5 1.0
Strength of network ties 0.1 2.7
Pressure to seek treatment 0.8 2.1
Density of friendship network 0.0 0.0
Density of overall network 0.8 0.5
Therapist-reported measures
Severity of psychosocial stressors 1.0 0.0
R2    5.1%  10.6%

aggressiveness (t(335) = -3.38, p < 0.001) and work, school,
household functioning (t(334) = -3.34, p < 0.001).
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Again, multiple regressions were computed for each of the sets of
variables shown in tables 1 to 6.  For each set, the multiple-regression
equation was used to calculate a predicted retention score for each
patient.  Then the six estimated scores were entered into a multiple
regression.  The full set accounted for 18.7 percent of the variance in
retention (p < 0.0001).

TABLE 5. Percent of variance in retention and engagement
accounted for by feasibility and attitudes toward treatment.

Retention Engagement
Patient-report measues

Effort required to
begin therapy

1.1 0.1

Prior psychotherapy 0.0 0.1
Confidence in

successful outcome
0.0 11.6

Expected treatment
duration

0.8 0.9

Feelings about
eginning therapy

Positive 0.1 6.3
Negative 0.4 4.0

Therapist-reported measures
Therpy assets

questionnaire
Delay of

gratification
4.1 0.6

Willingness to
enter treatment

3.0 0.0

Degree of distress 0.4 0.1
Psychological

mindedness
0.2 0.1

Level of objet
relations

0.8 0.1

R2    9.6%  21.4%
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TABLE 6. Percent of variance in retention and engagement
accounted for by the process of seeking therapy.

Retention Engagement
Duration of presenting problem? 0.0 0.0
Have you talked to anyone about it? 0.5 1.0
# of other attempts to solve
problem?

0.2 0.2

(1) Realizing the problem existed
Time until (1)? 0.1 0.3
Others help you

identify (1)?
0.0 0.0

Difficulty
acknowledging (1)?

0.4 0.0

(2) Thinking that therapy might
help

Time between (1)
and (2)?

0.1 0.3

Others help you
decide (2)?

0.0 0.0

Difficulty
acknowledging (2)?

0.0 2.2

(3) Deciding to seek psychotherapy
Time between (2)

and (3)?
0.1 0.1

Others help you
decide (3)?

0.8 0.0

Difficulty with
(3)?

0.7 3.4

(4) Calling for an appointment
Time between (3)

and (4)?
0.0 0.1

Self- versus other-
referred?

0.4 0.1

Difficulty with
(4)?

0.7 3.0

R2    3.5%    9.9%

Table 7 summarizes the findings of correlational analyses examining
the relationship of psychotherapy process to dosage.  These results
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TABLE 7. Percent of variance in dosage criterion accounted for by
first-session process variables.

Dosage criterion

Patient-reported measures
Therapeutic contract 0.8
Therapeutic bond 0.8
Therapeutic openness 0.0
Therapeutic realizations 0.8

Therapist-reported measures
Therapeutic interventions

Prescriptive 1.7
Past-focused 4.8
Experiential 4.8

R2  13.1%

demonstrated that the likelihood of remaining in therapy six sessions
or more was not associated with session one psychotherapy processes
to any consequential degree.  Frequency of therapist intervention
activity in session one appears to be the only significant association
with dosage.  Frequency of session one exploratory/past-focused and
exploratory/expe-riential operations were positively associated with
dosage.  The full set of process variables accounted for 13.1 percent
of the variance in dosage (p = 0.07).

DISCUSSION

As in previous work, identifying predictors of treatment compliance
has once again proved elusive.  A wide range of clinically relevant
variables was examined in this study, with a mere few emerging as
statistically significant as well as clinically interesting.

It was comforting, but not too surprising, to discover that optimistic
feelings about beginning therapy and confidence that therapy would be
helpful were positively associated with the process of engagement and
participation in the treatment enterprise.  Similarly, the capacity to
delay gratification, an absence of aggressive personality
characteristics, better occupational/vocational functioning, and
willingness to be in therapy emerged as correlates of therapy
participation beyond two sessions (i.e., retention).
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It was hypothesized that the nature of the psychotherapy process
would be positively associated with continuation in treatment:
reaching the dosage exposure criterion of six sessions.  Frequency of
session one therapist intervention activity was the only substantial
finding to emerge.

The use of exploratory/past-focused and exploratory/experiential
techniques was each positively associated with reaching the dosage cri-
terion for continuation.  Patients experiencing higher frequencies of
these interventions may stay in therapy because of the early active
establishment of an exploratory intervention focus.  Closer
examination of reasons for early therapy discontinuation might
further clarify this finding.

These conclusions must be considered in light of limitations inherent
in the current work.  This was a naturalistic study of dynamic
psychotherapy delivered in a training clinic to a relatively diverse
group of psychiatric outpatients.  The therapy was not manualized.
While naturalistic designs maximize generalizability and external
validity, limits to generalizability were introduced in this work by the
use of a nonmanualized, dynamic therapy in a training clinic.
Furthermore, the extent to which these findings generalize to
outpatient psychosocial drug treatment is a crucial question in the
context of the other chapters in this volume.

Predicting whether a patient will continue in an offered treatment
regimen, be it for depression or drug addiction, may be something like
predicting the final stopping place of a rock that begins rolling down a
mountainside.  A huge number (finite in the sense that the number of
grains of sand on a beach are finite) of factors influence continuation
in treatment.  The number of factors is not infinite in principle, but is
certainly too large for practical analysis.  One solution that appears
workable is to take an individualized (i.e., idiographic) case-
management approach in which the focus is on doing what is
necessary to increase the probability of keeping a particular individual
in the treatment enterprise.  This may require more active
interventive efforts and expansion of traditional psychotherapist role
behaviors.  These efforts might include  pretherapy
psychoeducational sessions in which steps toward recovery are
outlined and patients are taught about their role in treatment, more
extensive use of phone contacts between sessions or when sessions are
missed, and explicit discussions of the importance of mutual
agreement with regard to therapy goals and interventions as well as
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collaboration in the therapy relationship.  Home visits, assuming an
advocacy role with employers, and family psychoeducation and
involvement might be other adjunctive modifications promoting a
comprehensive approach to treat-ment.  All of these suggestions
speak to offering anything to ensure that a specific individual has the
opportunity to benefit from the treatment for the condition from
which he or she is suffering.
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APPENDIX A

Patient Self-Report Items Comprising the Engagement Scale

1. How important is it for you to be in psychotherapy at the
present time?
2. How much have you thought about therapy since your last
session?
3. During your last session, how much did you talk about

what you were feeling?
4. To what extent are you looking forward to your next
session?
5. At the present time, taking everything into consideration,

how close do you feel to your therapist?
6. To what extent is your therapist someone you can talk to

about your private feelings and concerns?
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