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Premature termination is a substantial problem with significant adverse effects for clients, 

therapists, and treatment organizations. Unfortunately, it is also a relatively common 

phenomenon within mental healthcare settings. Across varied mental healthcare settings, rates of 

premature termination have reportedly ranged from 19.7 % to 40 %. Perhaps not surprisingly, the 

rate of premature termination in training clinics is substantially higher than in community mental 

health settings and private practice, with 75 to 80 % of clients ending treatment services 

prematurely. 

The purpose of this study was to explore the combined effect of intake therapist 

continuity or discontinuity, and quality of the therapeutic relationship on premature termination. 

Intake therapist continuity, measures of working alliance, and termination outcome from 524 

clients at the University of North Texas Psychology Clinic were utilized for adults receiving 

individual therapy services between August 2008 and August 2013. Results of the study suggest 

intake therapist continuity did not predict subjective termination status (X2(2, n = 524) = 1.61, p 

= 0.45), nor did it predict change in symptomology status (X2(3, n = 453) = 1.14, p = 0.77). 

Additionally, working alliance predicted subjective termination status (X2(6, n = 212) = 21.17, p 

< 0.01), but not change in symptomology status (X2(9, n = 208) = 6.27, p = 0.71). The findings 

of the current study are discussed, as well as suggestions for further research related to client, 

therapist, treatment, and procedural variables and their impact on premature termination.  
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CHAPTER I 

INTRODUCTION 

When an individual is interested in seeking therapeutic services, he/she might follow an 

ideal chain of events that looks something like this: searching for therapy providers, calling to 

schedule an intake appointment, filling out pre-session paperwork before seeing the therapist, 

participating in an intake - including assessment that informs a treatment plan, obtaining the 

therapeutic services he/she sought -which includes completing assessments throughout, and 

terminating services after meeting therapeutic goals. At the University of North Texas (UNT) 

Psychology Clinic, a university-based student-training clinic, the experiences of an individual 

seeking therapeutic services differ only slightly from this prototype.  

In most cases, an individual seeking services at UNT calls or walks into the clinic, 

provides brief information regarding their problem, and is scheduled an intake with a student 

therapist. The client then comes back to the clinic to fill out more in-depth background 

information, the Psychiatric Diagnostic Screening Questionnaire (PDSQ; Zimmerman  & Mattia, 

2001a) and completes his or her intake interview. Once the initial intake report is complete, the 

clinic director assigns the case to a permanent therapist. The permanent therapist then calls to 

schedule the initial therapy appointment, and the client attends therapy to obtain the therapeutic 

services he or she sought. Clients fill out the Outcome Questionnaire-45 (OQ45.2; Lambert et al., 

2004), prior to every session, and every 3 weeks clients fill out the Working Alliance Inventory - 

Short Revised (WAI-SR; Horvath & Greenberg, 1986; Tracey & Kokotovic, 1989; Hatcher & 

Gillaspy, 2006) and the Assessment for Signal Clients (ASC; Lambert et al., 2007),and the 

OQ45.2. Finally, once goals of therapy are met, the therapist and client terminate. Alternatively, 

in some cases, the client is immediately assigned to his/her permanent therapist who completes 
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the intake report. The clinic director assigns the case after reading the brief information the client 

provided regarding his/her problem during the initial call or walk-in. These courses of treatment 

are consistent with those followed by many clients receiving services at training clinics. 

This is the way therapy works for everyone – in a fantasy world! In reality, many steps in 

this ideal chain are often broken. For example, beyond the initial paperwork (if that is collected), 

few clinicians collect standardized assessment data in order to inform treatment decisions – 

including choices about termination (Hatfield & Ogles, 2004).  This paper focuses on attrition, or 

premature termination; the statistics in this area are far from ideal. Only 50% of individuals who 

schedule an initial outpatient mental health appointment actually attend that appointment 

(Garfield, 1994; Lorion & Felner, 1986; Sparks, Daniels, & Johnson, 2003; Wierzbicki & 

Pekarik, 1993). Of those completing the intake, approximately 35% fail to attend the first therapy 

session (Phillips, 1985), and roughly 40% attend fewer than three sessions (Pekarik, 1983a). 

Barrett and colleagues (2008) gave the following illustration:  “Of 100 prospective clients 

contacting a mental health clinic, only 50 will attend the initial evaluation, 33 will attend the first 

treatment session, 20 will remain by Session 3, and fewer than 17 will remain by Session 10” (p. 

253). This is particularly troublesome, as it often takes some time for treatment to work. 

According to Howard, Kopta, Krause, and Orlinsky (1986) 10% to 18% of clients improved, as 

indicated by therapist or client report, prior to the first session of psychotherapy, 48% to 58% of 

clients were considered improved after 8 sessions, about 75% of clients were considered 

improved at six months of treatment (26 sessions), and about 85% of clients were considered 

improved at one year of treatment (52 sessions).  

In addition to people not following up on sought treatment, there is a decrease in 

individuals seeking mental health services. Mojtabai (2011) assessed trends in mental health 
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disability in the US non-elderly adult population and found individuals who said they could not 

perform everyday tasks or engage in social and leisure activities due to a mental illness increased 

from 2% in 1999 to 2.7% in 2009; that approximates to 2 million more people reporting 

disability due to a mental illness in the past decade. Despite an increase in mental health 

disability, there was a decrease in the number of individuals who reported seeking help from a 

psychiatrist, therapist, or other mental health care professional. In 1999, 3.2% of those 

experiencing mental health disabilities reported seeking help, while in 2009 only 2 %reported 

seeking help from any type of mental health care professional. Fewer individuals are utilizing 

mental health care; and, as previously noted, only approximately half of those seeking mental 

health services are continuing services accordingly while the other half terminates services 

prematurely (Howard et al., 1986). There appears to be a discrepancy between the need for 

mental health services and the number of individuals utilizing the services; this discrepancy 

suggests a need to understand the factors affecting service utilization and client retention.  

When a client discontinues therapy before substantial improvement or before completing 

therapy goals and/or leaves therapy without the therapist‘s agreement based on the therapeutic 

contract, the client is considered to have terminated services prematurely (Hatchett & Park, 

2003). Swift and Greenberg (2012) conducted the most recent review of premature termination 

across treatment settings, which included 669 studies, yielding a total sample size of 83,834 

clients. The individuals included in the study were adult clients who initiated a psychological or 

psychosocial intervention. Their review did not include child or adolescent clients, drug or 

alcohol clients, clients who were seeking services for a health concern, interventions that were 

self-help or technology-based, or couples or family-based interventions. The weighted premature 

termination rate was 19.7% across studies. Previously, Pekarik and Wierzbicki (1986) reported 
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that 40% of clients in community mental health centers and 20% in private practice settings 

terminated therapy prematurely within 2 visits, and by the 10th session, 75% of clients in 

community mental health centers and 50% in private practice settings terminated therapy 

prematurely. The rate of premature termination in training clinics is substantially higher than in 

other outpatient settings, with an astounding 75 to 80% of client ending treatment services 

prematurely (Aubuchon-Endsley & Callahan, 2009; Callahan et al., 2009; Swift et al., 2009).  

The relatively inflated rate of premature termination in psychology clinics begs the 

question: what about the training clinic setting may be impacting client retention? It seems as if 

individuals are reporting more distress, seeking help less, and terminating treatment in training 

clinics much more frequently. Premature termination has aversive effects for all those involved – 

clients and therapists. It is a significant problem that limits the effectiveness of treatments for 

individuals seeking help for mental and behavioral health problems (Barrett et al., 2008; 

Garfield, 1994; Hatchett & Park, 2003; Reis & Brown, 1999; Swift et al., 2009; Wierzbicki & 

Pekarik, 1993). More research is needed to understand factors that impact premature termination, 

especially in training facilities. One such factor potentially contributing to the problem of 

premature termination is the intake therapist discontinuity occurring in some mental health 

facilities (Nielsen et al., 2009). The current study proposes that premature termination is indeed 

affected by intake therapist continuity and discontinuity as well as the therapeutic relationship.  
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CHAPTER II 

REVIEW OF THE LITERATURE 

What is Premature Termination? 

The term premature termination is one of many used to describe situations in which a 

client starts an intervention but discontinues before recovering from the problems that led him or 

her to seek treatment (Garfield, 1994; Hatchett & Park, 2003; Swift et al., 2009). This 

discontinuation of therapy is enacted without the therapist’s agreement and is independent of the 

number of sessions completed prior to the premature termination (Berrigan & Garfield, 1981; 

Pekarik, 1992; Richmond, 1992; Swift et al., 2009; Tutin, 1987). Terms, such as dropout, 

attrition, premature discontinuation, and unilateral termination may be used interchangeably with 

the phrase premature termination in the treatment literature. Premature discontinuation, for 

example, simply refers to quitting therapy before recovering from presenting problems. 

Sometimes, though, these terms refer to differing courses of termination. Dropping out of 

therapy typically implies that therapy was started and discontinued before the client completed a 

predetermined number of sessions. Unilateral termination refers to one party (i.e., the client) 

initiating the end of treatment, without mutual agreement (Swift & Greenberg, 2012). With such 

varying definitions of premature termination, measuring this construct has been a difficult feat. 

The measurement of premature termination is inconsistent across studies. For example, 

Kolb et al. (1985) identified clients missing two consecutive sessions as dropout clients. In a 

study by Frayn (1992), when an individual terminated therapy within a specific time frame (9 

months), the client was considered to have prematurely terminated therapy. Longo, Lent, and 

Brown (1992) defined dropout as a failure to return to therapy after an intake session. Hatchett et 

al. (2002) defined premature termination as the failure to attend the last scheduled appointment.  
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While there has been some debate about which definition is most appropriate (Hatchett & 

Park, 2003; Swift et al., 2009; Swift, Greenberg, Whipple, & Kominiak, 2012), there are implicit 

overlapping ideas among all of the definitions. For instance, the client has not completed a full 

course of treatment and has unilaterally decided to stop attending sessions without the therapist’s 

agreement and/or without discussing the decision with the therapist. Swift and Greenberg (2012) 

further delineate five ways premature termination has been commonly defined and measured in 

the literature.  

The first definition identifies clients who attend less than the specific number of sessions 

agreed upon by the therapist and client as premature terminators. Their rationale incorporates the 

dose–effect literature (Lambert, 2007) and is based on the idea that in order for clients to show 

improvement in therapy, a minimum number of sessions are required. The second definition of 

premature termination is the failure to complete a treatment protocol. In other words, the client is 

ending therapy before receiving the entire treatment (Swift & Greenberg, 2012). This definition 

is problematic, however, as it is possible that the client feels enough relief independent of 

completing the treatment protocol. Additionally, these two methods of defining premature 

termination may misclassify clients who recover after a few sessions, and those who make no 

progress after many sessions than the protocol or set number agreed upon (Swift and Greenberg, 

2012). 

A third definition refers to premature termination as a client missing scheduled 

appointments without rescheduling or attending any future appointments (Swift & Greenberg, 

2012). When this occurs, the client fails to schedule the next appointment. Other times, the 

therapist may attempt to contact the client, but the client is either unreachable or does not return 

phone calls, emails, and/or letters.  
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The fourth definition relies on the therapist’s judgment when defining premature 

termination. In this case, the therapist decides whether or not the end of treatment was premature 

after the client terminates therapy. In the early premature termination literature, therapist 

judgment was considered to be the preferred way to operationalize premature termination, 

because therapists are involved in the therapeutic experience and know the changes that have 

occurred for their clients throughout the course of therapy (Pekarik, 1985b). It was thought that 

therapists could discern between clients who discontinue treatment prematurely but demonstrate 

sufficient treatment gains (and therefore would not be considered premature terminators) from 

clients who also terminate prematurely and do not show sufficient treatment gains (Pekarik, 

1985b). This approach comes with its own limitations, specifically regarding the different goals 

and expectations therapists and clients may have regarding when to terminate treatment (see 

Hunsley, Aubry, Verstervelt, & Vito, 1999; Lorion & Felner, 1986; Todd, Deane, & Bragdon, 

2003). For example, a client may have been in treatment to receive just enough relief to function 

at his or her typical levels and may terminate therapy, while a therapist may have expected the 

client to remain in treatment until achieving a higher level of functioning and therefore may 

judge that the client terminated prematurely (Hynan, 1990; McKenna & Todd, 1997; Todd et al., 

2003). When relying on subjective reporting and clinical judgment on the part of the therapist, it 

is important to note the opinions of the therapist can be flawed (Garb, 2005; Grove, Zald, Lebow, 

Snitz, & Nelson, 2000). Hunsley et al. (1999) found that therapists were able to correctly identify 

the reasons for termination when the reasons were positive (e.g., accomplished goals), but were 

less likely to correctly identify client reasons for leaving treatment when the reason was negative 

(e.g.., feeling that the therapy was going nowhere, feeling that therapy was making things worse, 

and having no confidence in the therapist).  
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Hatchett and Park (2003) introduced the most recent definition of premature termination, 

which is based on clients’ scores on objective measures of therapy outcome. Premature 

termination is defined as termination before achieving clinically significant change and/or prior 

to obtaining a score within the normal range on an outcome measure. In other words, if a client 

terminated therapy before making a clinically significant change he or she would be considered a 

premature terminator. If a client made a clinically significant change but was not within the 

normal range on an outcome measure, the client would be considered a premature terminator. If, 

however, the client started treatment outside the normal range on an outcome measure, but ended 

treatment having made a clinically significant change and scoring within the normal range on the 

outcome measure, then he or she would not be considered a premature terminator. Cahill and 

colleagues (2003) report that most depressed clients leaving cognitive behavioral therapy 

prematurely, without the clinician’s support, achieved reliable improvement (70%) on the Beck 

Depression Inventory (BDI, range of scores = 0-63; Beck & Steer, 1987), with a small number 

(13%) reaching clinically significant change. In this study, clients showed clinically significant 

change on the BDI if their intake score on the BDI was 14 or higher, and their final session BDI 

score had changed by at least 7 points and dropped to 13 or below. Basing the definition of 

premature termination on significant change in symptoms fails to take into account the personal 

and subjective experiences noted by the therapist and client that outcome measures do not assess 

(Swift & Greenberg, 2012). This is especially the case if all assessment measures are problem-

focused, and no measures of growth or positive functioning are factored in the determination of 

termination status.  

There are obvious advantages and disadvantages to each of the five delineated ways of 

defining premature termination. Inconsistencies in the definition of premature termination are not 
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often considered when generalized statements on premature termination are made in the 

literature. This further complicates interpretation of findings, and implications for addressing 

premature termination (Hatchett & Park, 2003). Because of variability in the operationalization 

in studies, it is important to attend to each study’s definition in attempting to understand the 

overall phenomenon of premature discontinuation of therapy (Garfield, 1994; Hatchett & Park, 

2003; Swift et al., 2009; Swift & Greenberg, 2012; Wierzbicki & Pekarik, 1993).  

Troubles with Defining Premature Termination 

Inconsistent definitions and ways of measuring premature termination impact utility and 

generalizability of information about the construct.  Specifically, it is difficult to identify at-risk 

clients and to develop intervention and prevention practices to decrease rates of premature 

termination (Harris, 1998). Wierzbicki and Pekarik (1993) conducted a meta-analysis including 

125 studies examining psychotherapy dropout. The definitions of dropout in the studies included 

in the meta-analysis were: failure of a client to attend the next scheduled appointment, 

incomplete treatment based on therapist judgment, and incomplete treatment based on the 

number of sessions attended. The overall dropout rate was approximately 47%, consistent with 

the previous literature on premature termination. However, the definition of dropout impacted 

reported rates. For example, when premature termination was defined as failure to appear at the 

next scheduled appointment, the rate of premature termination was 36%. However, when 

premature termination was based on therapist judgment or the number of sessions attended 

before ending treatment, the rate was 48%.  As previously mentioned, Swift and Greenberg 

(2012) conducted a large review, through a series of meta-analyses and meta-regressions. They 

found that dropout rates were higher when determined by therapist judgment (37.6%) as 
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compared to the other methods of operationalization, including completion of a set number of 

sessions (18.3%) or completion of a treatment protocol (18.4%).  

Consequences of Premature Termination 

Premature termination can have various adverse effects for both the therapist who 

experiences a prematurely-terminating client and the client who prematurely terminates. It can 

also negatively impact the institution in which the therapy is occurring. Many therapists do not 

receive adequate training in dealing with clients who prematurely terminate treatment and are 

then unprepared for this challenging problem (Pekarik & Finney-Owen, 1987). When therapists 

experience a client prematurely terminating therapeutic services it may impact their self-efficacy. 

Sledge, Moras, Harley, and Levine (1990) found that many therapists feel demoralized and 

rejected by the client who prematurely terminated therapy (Beckham, 1992). Others have found 

similar patterns of therapists experiencing a sense of failure when their clients prematurely 

terminate treatment (Klein et al., 2003; Piselli, Halgin, & MacEwan, 2011).  

Therapist consequences. In training clinics, premature termination also impedes 

therapists’ training. It limits the effectiveness of the interventions utilized by clinicians in 

training because they are unable to complete the specific therapy protocol or manual, hindering 

the development of more advanced therapeutic skills (Barrett et al., 2008; Garfield, 1994; 

Hatchett & Park, 2003; Reis & Brown, 1999; Swift et al., 2009; Wierzbicki & Pekarik, 1993). 

Therapists’ time is also affected when clients prematurely terminate. When a client fails to show 

up to a session, valuable time is not used for the intended purpose. The therapist will also call 

and spend days, if not weeks in some instances, holding an open appointment time waiting to 

hear back from a client. In training clinics, this is time that could be spent doing other training 

activities and gaining other experiences. Trainees carry small caseloads and continually reserving 
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a time for a client that has failed to return to therapy and has not informed the clinician means an 

even smaller case load and wasted time. In practice settings, the therapist loses income from 

unbilled hours each week before assuming the client will not be back for services (Reis & 

Brown, 2006). Lastly, the therapist conducting research with clients is impacted by the premature 

termination of a client. Research data, especially outcome research data, is limited in its 

interpretability because of clients that did not stay for the duration of the treatment for various, 

sometimes unknown, reasons (Beckham, 1992). Institutions collecting research data on 

therapeutic outcome are adversely effected by clients that do not return for therapeutic services. 

 Client consequences. Another adverse effect of premature termination is potential 

reinforcement of a client’s belief that his or her problem cannot be helped with therapy; in 

reality, terminating therapy prematurely may actually exacerbate the current problem and 

decrease the likelihood of seeking assistance for future problems because of this reinforcement 

(Sherman & Anderson, 1987). If, however, the client goes to therapy and feels as if his or her 

problems are not severe enough to warrant therapeutic services, that can also reinforce the 

perception that treatment would be ineffective because things are “not that bad,” and lead to 

premature termination (Gunzburger, Henggeler, & Watson, 1985). The consequential belief that 

therapy will not help can lead to clients not returning to therapy. Clearly, terminating therapy 

prematurely can impact clients’ feelings towards current and future health seeking behavior. 

Furthermore, studies found that only 8.5% to 17.1% of clients ending therapy before a set 

number of sessions were doing well after premature termination (Straker, Devenloo, & Moll, 

1967), meaning 82.9 % to 91.5% of clients that came in for help but ended too soon were not 

doing well, potentially because they did not receive the full benefit from treatment (Beckham, 

1992; Sherman & Anderson, 1987). Premature termination is associated with poor client 
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outcomes (Archer, Forbes, Metcalfe, & Winter, 2000). There may be a mediating factor that 

explains the relationship between premature termination and poor client outcomes, such as the 

severity of the presenting problem. For example, people with more severe presenting problems 

may be more likely to terminate prematurely than those with less severe presenting problems 

(see psychopathology subsection in this document for more information).  

There is a striking discrepancy between the number of therapy sessions by which most 

clients see improvement and the number of sessions which most therapy clients actually attend 

(Affleck & Medwick, 1959; Brandt, 1965; Garfield, 1994; Hiler, 1958; Rogers, 1951). The 

length of treatment was positively correlated with treatment outcome for some individuals 

(Howard et al., 1986; Sherman & Anderson, 1987).Research suggests approximately 11 to 13 

sessions of evidence-based interventions are needed for 50% – 60% of clients to be considered 

recovered (Hansen, Lambert, & Forman, 2002; Lambert, 2007). It is evident that many clients 

are beginning therapy and not staying long enough to obtain the desired symptom relief.  

 Institution consequences. Premature termination at an institution impacts staff salaries, 

increases financial burden, and impacts staff turnover rates (Klein, Stone, Hicks, & Pritchard, 

2003; Tantam & Klerman, 1979). When a client misses an appointment, it wastes staff time, 

denies access to others in need, and limits the number of clients an agency or practice can serve 

(Joshi, Maisami, & Coyle, 1986). In addition, clients that fail to appear for their scheduled 

appointments and are not responsive to therapists’ contact contribute to long waiting lists, which 

lead to more wait time for individuals wanting help and in some cases, worsening of problematic 

symptoms. This delay in services can potentially negatively impact the perception others in the 

community have of the effectiveness of the institution in providing quality mental health care 

services to the public (Barrett et al., 2008). This indirectly creates a negative reputation and 
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decreases productivity within the institution. Other times, individuals waiting on services at the 

institution can directly mar the reputation of the facility if they have been waiting for services or 

are unhappy with services. Premature termination also impacts research institutions that are 

conducting treatment outcome studies. Clients that fail to return for therapy impact research 

results and interpretation of findings, the reputation of the treatment being researched, and the 

research institution’s reputation for conducting and completing treatment outcome studies. 

Factors Contributing to Premature Termination 

There are many factors that contribute to premature termination. The literature on factors 

that contribute to premature termination will be separated and reviewed based on: client 

variables, client variables related to the psychotherapy process, therapist variables, treatment 

context variables, the therapeutic relationship, and procedural variables. First, it is important to 

acknowledge that there are many conflicting findings, replication failures, and small differences 

found in the premature termination literature (Brandt, 1965; Garfield, 1986; Pekarik, 1985a, 

1985b). By keeping this in mind, the reader can be a critical consumer of the reported findings.  

Client Variables Contributing to Premature Termination 

Lambert (2004) stated that there are “limitless client variables that inform the 

psychotherapy process and outcome” (p. 195). The most frequently studied client variables are 

related to demographic status, like sex, age, socioeconomic status and employment, education, 

and ethnicity (Barrett et al., 2008). Other client variables, including marital status and the client’s 

level and severity of psychopathology, have also been examined for their contribution to 

premature termination. A summary of findings related to the impact of client variables on 

premature termination follows. 
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Sex 

In Swift and Greenberg’s (2012) meta-analysis comparing individuals that prematurely 

terminated therapy services to those that completed the course of psychotherapy, no significant 

difference based on sex were found. Wierzbicki and Pekarik (1993) also found no associations 

between sex and premature termination.  

Age 

The early literature found a small relationship between premature termination and the age 

of the client (Cartwright, 1955; Craig & Huffine, 1976; Frank, Gliedman, Imber, Nash, & Stone, 

1957; Rubenstein & Lorr, 1956), with clients younger than 30 being more likely to prematurely 

terminate than older clients. Wierzbicki and Pekarik (1993) also found that younger clients were 

more likely to prematurely terminate (d = .34). More recent studies provide evidence that this 

trend continues to exist (Edlund et al., 2002; Thormählen et al., 2003); however, the age range 

defining a younger client has shifted to younger than 25 instead of younger than 30. Swift and 

Greenberg (2012) found a small effect  (d = 0.16) in the same direction.  

Socioeconomic Status/Employment 

Findings related to socioeconomic status and employment are more mixed. Initial 

premature termination studies reported that economically disadvantaged clients are the most 

likely to disengage from treatment (Hollingshead & Redlich, 1958; Lorion & Felner, 1986; 

Rennie, Srole, Opler, & Langner, 1957; Baekland & Lundwall, 1975; Garfield, 1994; Wierzbicki 

& Pekarik, 1993; Williams, Ketring, & Salts, 2005) due to contextual factors like finances and 

limited availability. Wierzbicki and Pekarik (1993) found a moderate effect size (d = 0.23 to d = 

0.37) indicating clients in lower socioeconomic statuses were more likely to end treatment 

prematurely than those higher in economic status. This finding may reflect the formulation of the 
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hypothesis that those who are economically challenged seek mental health services when there is 

a dire need, but when the crisis has been resolved or attenuated, they withdraw from treatment 

because their immediate purposes for seeking treatment have subsided (Barrett et al., 2008). In a 

more recent study, Swift and Greenberg (2012) found no significant difference based on 

socioeconomic status when comparing individuals that prematurely terminated therapy services 

to those that completed the course of psychotherapy. This conflicting finding could be a 

testament to changing times. Wierzbicki and Pekarik’s meta-analytic review utilized studies from 

1974 to 1990, while Swift and Greenberg reviewed literature published within the last 20 years.  

Education 

The findings regarding education level seem to be more consistent across meta-analytic 

reviews. While effect size differences tend to be small (d = 0.28, Wierzbicki & Pekarik, 1993; d 

= 0.29, Swift & Greenberg, 2012), clients with lower education levels tend to prematurely 

terminate therapy more often than those with higher education levels.  

Ethnicity 

Previous findings related to minority racial status and premature termination indicate 

minority clients (i.e., non-White) have higher premature termination rates than their ethnic 

majority counterparts (i.e., White), who tend to stay in treatment longer (Hollingshead & 

Redlich, 1958; Lorion & Felner, 1986; Rennie, Srole, Opler, & Langner, 1957; Greenspan & 

Kulish, 1985; Sue, Fujino, Hu, Takeuchi, & Zane, 1991; Sue, McKinney, Allen, & Hall, 1974; 

Vail, 1978). Wierzbicki and Pekarik (1993) found a small effect size (d = 0.23) with minority 

clients terminating therapy prematurely compared to non-minority clients. In Swift and 

Greenberg’s (2012) more recent meta-analysis, this finding was not confirmed. Instead, they 
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found no significant difference based on minority status when comparing individuals that 

prematurely terminated therapy services to those that completed the course of psychotherapy. 

Marital Status 

Swift and Greenberg (2012) reported no significant difference based on relationship 

status between individuals that prematurely terminated therapy services and those that completed 

the course of psychotherapy. Clients that reported being married or in a committed relationship 

while receiving therapeutic services were compared with those who did not indicate such a 

relationship. 

Psychopathology 

There are generally consistent findings in the literature regarding the severity and 

complexity of clients’ psychopathology and their willingness to remain in treatment. However, 

findings are conflicted regarding the association between lower levels of distress and premature 

termination. Trepka (1986) found that clients with low levels of distress were more likely to 

terminate treatment prematurely than those reporting higher levels of distress. Tutin (1987) 

found the opposite; clients with low levels of distress were less likely to terminate treatment 

prematurely than those reporting higher levels of distress. These findings illustrate the 

complexity of defining premature termination, and predicting and understanding premature 

termination based on one factor. With regards to individuals with more severe diagnoses, the 

literature reveals consistent patterns related to premature termination. Individuals with a 

psychotic disorder or related diagnosis are more likely to end treatment early in the 

psychotherapy process than individuals without a diagnosed psychotic disorder (Craig & 

Huffine, 1976; Dodd, 1970; Hoffman, 1985; Sue et al., 1974).  

Individuals with a personality disorder diagnosis are also likely to terminate treatment 



 

17 

prematurely than individuals without a personality disorder diagnosis (Chiesa, Wright, & Neeld, 

2003; Persons, Burns, & Perloff, 1988; Thormählen et al., 2003). In a meta-analysis of 25 

empirical studies of individuals with personality disorders by McMurran, Huband, and Overton 

(2010), a median non-completion of treatment rate of 37% was found across studies. Swift and 

Greenberg (2012) reported that individuals with either a personality disorder diagnosis or an 

eating disorder diagnosis were also more likely to prematurely end treatment than individuals 

without a personality disorder or an eating disorder diagnosis. Individuals in treatment after 

completing an offense and with no specified diagnostic disorder were found to end treatment 

with an average premature termination rate of 27.1% per Olver, Stockdale, and Wormith’s 

(2011) meta-analysis of 114 studies of offender treatment. Lastly, higher rates of premature 

termination were found among individuals with severe diagnoses and more complex diagnoses 

(i.e., comorbidity; Barrett et al., 2008). Individuals who were more isolated, aggressive, or 

passive-aggressive were more likely to prematurely end treatment (Baekeland & Lundwall, 

1975), as were those that were more hostile in general (Smith, Koenigsberg, Yeomans, Clarkin, 

& Selzer, 1995). Albott (1982) found that individuals who abused drugs and alcohol and who 

had a comorbid disorder were more likely to end therapy prematurely and individuals who were 

paranoid or considered sociopaths had higher rates of premature termination. Client 

characteristics including poor motivation, low insight, low self-esteem and high need for 

approval also tend to be associated with higher rates of premature termination of therapy 

(Baekeland & Lundwall, 1975).  

 The literature related to client variables and characteristics is just one aspect of 

understanding the contributing factors that lead to premature termination. The existing literature 

provides strong support for a multi-factorial etiology of premature termination. That is, a 
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combination of variables within the client may make premature termination more likely to occur. 

It is important to be aware of a range of characteristics when attempting to thwart premature 

termination.  

Client Variables and the Psychotherapy Process Contributing to Premature Termination 

When an individual begins the therapy process, there are different variables that could 

help or hinder the therapeutic process. The client’s perception of the therapist, psychological 

mindedness, motivation, and expectations can contribute to the problem of premature 

termination.  

Client’s Perception of the Therapist 

There are some characteristics ascribed by clients to their therapists which can increase 

the likelihood of premature termination. Clients who end therapy services prematurely are more 

likely to rate their therapists as less competent, less trustworthy, and lacking in experience 

(Acosta, 1980; Dyck, Joyce, & Azim, 1984; Grimes & Murdock, 1989; Kokotovic & Tracey, 

1987). McNeill, May, and Lee (1987) retrospectively studied 56 clients who prematurely 

terminated services and 148 clients who mutually terminated treatment at a university counseling 

center. They found that individuals who prematurely terminated perceived counselors as being 

significantly less experienced and less attractive than clients who continued in treatment and 

mutually terminated. Others have also found that clients who rated their therapists as less 

attractive were also more likely to prematurely terminate therapy services (Acosta, 1980; 

Beckham, 1992; Mohl, Martinez, Ticknor, Huang, & Cordell, 1991).  

Hynan (1990) found that when clients were asked to rate their experience with their 

therapist, clients who prematurely terminated services rated their therapists as less respectful, 

less warm, and less competent than clients who mutually terminated services. It is important to 
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keep in mind that these studies were retrospective in nature and may be affected by biased client 

perceptions after the course of treatment. Regardless, the perception of therapists being less 

competent, in particular, is problematic for therapists in training who, when starting therapy, may 

in fact feel insecure and be less competent. It is evident that when clients perceive these 

characteristics, they are more likely to end services with the clinician.  

Psychological Mindedness 

When a client is able to recognize his or her psychological problems, acknowledge the 

effect that psychological issues have on his or her functioning, and understand psychological 

terminology related to the therapy process, he or she is considered psychologically minded 

(Barrett et al., 2008). A client’s psychological mindedness has been consistently related to 

premature termination (Barrett et al., 2008). Reis and Brown’s (2006) review of the literature 

revealed that being psychologically minded predicted clients’ continuation in therapy, while 

clients who had a low frustration tolerance, were poorly motivated, and were impulsive were 

more likely to terminate therapy services. In Baekeland and Lundwall’s (1975) review of factors 

related to premature termination, they found that clients who were more defensive, less willing to 

report symptoms and characteristics on a personality inventory, and more likely to endorse 

socially desirable statements were more likely to end therapy prematurely.  

Motivation 

There are different variables that impact whether or not a client is motivated to persist in 

treatment or end treatment. The ease of access to therapeutic services impacts how motivated a 

client is to seek mental health help. If finding a mental health service provider is too arduous of a 

task, once found, a client is more likely to prematurely terminate those services (Parker & 

McDavis, 1983). If getting to the physical service institution is deemed too difficult because the 
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distance is too great, the client is less likely to remain in treatment and more likely to 

prematurely terminate (Fraps, McReynolds, Beck, & Heisler, 1982). However, obstacles such as 

difficulty finding transportation and taking time off of work and school to seek mental health 

services are not related to premature termination (Beck et al., 1987; Cross & Warren, 1984).  

Contacting a client after a missed appointment or before an upcoming appointment 

decreases the likelihood of another missed appointment and premature termination (Panepinto & 

Higgins, 1969; Turner & Vernon, 1976). In an alcohol clinic serving those with an addiction, 

Panepinto and Higgins (1969) were able to reduce premature termination rates in the first month 

of clients’ treatment from 51% to 28% by sending appointment letters to the clients whenever 

they missed a scheduled visit. By making treatment more salient via a letter for missing an 

appointment, clients are likely held responsible for taking action in their mental health 

recoveries, which in turn motivates them to change. In addition, the person or agency referring 

clients impacts the client’s retention in treatment. For instance, when a client is referred to a 

therapist or other mental health institutions via a crisis hotline, the individual is more likely to 

fail to show up to the first session than when the individual is referred to treatment by friends, 

family, insurance companies, or religious groups (Hampton-Robb et al., 2003).  

One way to enhance motivation is through motivational interviewing, “a patient-centered, 

directive method for enhancing intrinsic motivation to change by exploring and resolving 

ambivalence” (Miller & Rollnick, 2002, p.25). The use of motivational interviewing to reduce 

premature termination has proven fruitful in that clients are more engaged in the therapeutic 

process and engaging in treatment (Joe, Simpson, Greener, & Rowan-Szal, 1999). The use of 

motivational interviewing has been most consistently successful within the treatment of 

substance abuse (Chanut, Brown, & Dongier, 2005) but less useful in preventing premature 
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termination in non substance abuse populations (Baker, Kochan, Dixon, & Heather, 1994; Colby 

et al., 1998; Feld, Woodside, Kaplan, Olmsted, & Carter, 2001; Smith, Heckemeyer, Kratt, & 

Mason, 1997). 

Expectations 

Attitudes and expectations held by an individual about mental health treatment impact 

whether or not an individual attempts to seek mental health services (Edlund et al., 2002; Lorion 

& Felner, 1986; Mojtabai, Olfson, & Mechanic, 2002; Sue et al., 1994). Once the client has 

made the initial attempt, the hurdles to the therapeutic process are far from surpassed. The 

expectations a client holds regarding the process of therapy impact the likelihood that an 

individual will stay or terminate treatment before making intended gains; therefore, addressing 

client expectations and misconceptions about the process of therapy can help reduce the 

likelihood of premature termination (Barrett et al., 2008). Research consistently finds that 

premature termination is strongly linked to unmet patient expectations (Arnkoff, Glass, & 

Shapiro, 2002; Aubuchon- Endsley & Callahan, 2009; Garfield, 2004; Greenberg, Constantino, 

& Bruce, 2006; Hansen, Hoogduin, Schaap, & de Haan, 1992; Nock & Kazdin, 2001; Orlinksy, 

Grawe, & Parks, 1994; Reis & Brown, 1999; Walitzer, Dermen, & Connors, 1999).  

Some common misconceptions about treatment include the idea that the client will play a 

passive role in treatment (Nunnally, 1961), the therapist will be directive and give the client 

advice on what to do (Nunnally, 1961), and that the pace of treatment will be fast and problems 

will be solved within 10 sessions (Garfield & Wolpin, 1963). More recently, the American 

Psychological Association (2013) has aimed to dispel some misconceptions for clients including 

the myths that talking to a family member or a friend is just as beneficial because psychologists 
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are paid to listen to clients vent, or that therapists will blame all problems on the client’s parents, 

and clients will be in therapy indefinitely.  

When misconceptions and expectations about psychotherapy are not addressed, clients 

may feel unhappy with services and discontinue treatment because they are not getting the 

services they anticipated. Pekarik (1983b) found that 26% of the 46 assessed clients that 

terminated therapeutic services prematurely left because they were dissatisfied with services. 

Acosta (1980) also found clients terminated prematurely because they believed the services were 

no longer beneficial. Gunzburger, Henggeler, and Watson (1985) prospectively studied 30 clients 

that mutually terminated treatment versus 15 clients that prematurely terminated. Premature 

termination was defined as termination before the 4th session at a training clinic. Client 

expectations were assessed before the first session and after the first session, and clients 

indicated whether those expectations had been met. Pre-session expectations did not differ 

between clients who mutually terminated and those who prematurely terminated. However, 

clients in the premature termination group were less likely to report that the first session 

generally fulfilled their expectations and were less likely to rate the session as helpful. 

One such way to address client expectations is through the use of pre-therapy trainings. 

Pre-therapy trainings simulate and replicate events likely to occur in therapy by providing the 

client with examples of actual therapy sessions via audio or videotape (Walitzer et al., 1999). 

The client vicariously experiences therapy and learns about the therapy process. Walitzer et al. 

(1999) reviewed studies that incorporated pre-therapy training and found that 11 of 16 studies 

that incorporated pre-therapy training had reduced rates of premature termination. Another way 

to clarify roles and address the process of therapy is through role induction. Role induction 

educates the client about the nature of treatment through didactic instruction via interview, 
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lecture, or film. This has also been proven to be effective in reducing the rate of premature 

termination (Annis & Perry, 1978; Corder, Haizlip, Whiteside, & Vogel, 1980; Doster, 1972; 

Orlinsky, Grawe, & Parks, 1994; Reis & Brown, 2006; Scamardo, Bobele, Biever, 1999; Wilson, 

1985; Walitzer, Dermen, & Connors, 1999; Zwick & Attkisson, 1985). 

Expectations about duration of treatment also predict premature termination (Beck et al., 

1987; Sledge, Moras, Hartley, & Levine, 1991). A client who expects to attend a set number of 

sessions will often attend only that number of sessions and may end services after attending the 

set number previously expected, regardless of the progression of treatment (Jenkins, Fuqua, & 

Blum, 1986; Pekarik & Wierzbicki, 1986). Pekarik and Wierzbicki (1986) examined the 

expected treatment length in 148 outpatient clients. Before starting treatment, clients were asked, 

“How many visits do you think you’ll attend?” They were given the options of 1-2, 3-5, 6-10, 

11- 15, 16-20, 21-25, and 26 or more sessions. The clients in the study were also asked to clarify 

what type of treatment they preferred - brief versus longer-term treatment. Twenty percent of 

clients expected to attend only 1-2 sessions, 28% expected to attend 3-5 sessions, and 24.3% 

expected to attend 6-10 sessions of treatment. Mueller and Pekarik (2000) asked 230 clients, 

seeking treatment at private practice settings, their expectations for treatment durations and 

found 3% of clients expected to attend 1-2 sessions, 15.8% of clients expected to attend 3-5 

sessions, 25.0% of clients expected to attend 6-8 sessions, and 26.8% of clients expected to 

attend 9-12 sessions. Moreover, Swift and Callahan (2008) found that when university students 

were asked about length of treatment, they found that 25% expected recovery by the end of two 

sessions, 44% by four sessions, and 62% by eight sessions.  

Given what is known about client expectations on the length of treatment, it is important 

to note that therapists usually expect treatment to last longer than clients do (Garfield, 1994; 
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Pekarik & Finney-Owen, 1987). Mueller and Pekarik (2000) also asked the therapists in their 

study to indicate their expected treatment duration with each of their clients. Therapists expected 

client duration in treatment to be longer than clients expected it to be. Communicating about the 

expectations held regarding treatment is highly important, because the client’s estimated 

treatment duration is a more consistent predictor of the actual length of time the client remains in 

treatment than the therapist’s expectation (Pekarik, 1985a).  

To address this disconnect between unrealistic client expectations and realistic recovery 

time, Reis and Brown (2006) had some clients discuss their expectations regarding the duration 

of treatment with a therapist prior to beginning treatment. Therapists were told to encourage 

expectations for a greater number of sessions if the clients’ estimates were unrealistically low 

(less than three treatment sessions). Reis and Brown (2006) found no differences in premature 

termination rates between those who did and those who did not discuss their expectations 

regarding the duration of treatment. This could be due to the lax definition of an “unrealistically 

low” number of sessions (three sessions), given that even four times that number of sessions is 

still unrealistic for most clients to gain significant benefits from treatment (Reis & Brown, 2006).  

Swift and Callahan (2011) also conducted a study addressing client expectations 

regarding duration of treatment and likely outcomes. They randomized 63 clients into duration 

education and control groups. Both groups were given a handout with information about therapy 

services in the clinic. Individuals in the duration education group were given additional 

information regarding the dose-effect literature, which indicates it takes approximately 13 to 18 

sessions for 50% of clients to recover (Hansen et al., 2002). Specifically, they were told  

An extensive body of research looking at psychotherapy outcomes indicates that on 
average it takes approximately 13-18 therapy sessions for 50% of clients to recover. 
Some clients may recover in a shorter amount of time while other clients may take 
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longer, depending on a number of factors. However, on average it takes approximately 
13-18 sessions for 50% of clients to recover. (p. 196)  

Afterward, individuals were asked to indicate the number of therapy sessions they expected to 

attend. Individuals in the education groups expected to attend approximately 15 sessions, while 

those in the control group only expected to attend six sessions. Those in the education group 

attended an average of almost 11 sessions, while those in the control group only attended about 

six sessions. With regards to premature termination, therapists were blind to the experimental 

conditions, and therapists rated only nine of the 29 clients who received the education as 

premature terminators; meanwhile, 24 of the 31 clients in the control group were rated as 

premature terminators. These findings indicate an emphasis on helping clients to develop 

realistic expectations regarding treatment duration at the start of therapy may decrease rates of 

premature termination. In comparing the findings of Swift and Callahan (2011) to those of Reis 

and Brown (2006), it is clear that the provision of specific, evidence-based information regarding 

likely treatment duration may be essential to help clients develop realistic expectations for 

therapy and thus decrease premature termination. Simply encouraging clients to attend more 

sessions than three may not be adequate intervention where treatment duration education is 

concerned.  

A potential way to address the disconnect between client expectations of therapy duration 

and the average number of sessions attended is through a delayed discounting model.  Delayed 

discounting refers to the tendency for individuals to diminish the perceived value of a reward 

that will be received later relative to an equal reward which will be received sooner. The larger 

reward is subjectively appraised by each individual to have more value than a smaller immediate 

reward (Critchfield & Kollins, 2001). As related to mental health, the delayed discounting model 

can be used to examine client preference in choosing the treatment model that best suits his or 
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her needs by comparing different aspects of various treatments. For example, therapists can 

explain to their clients the effectiveness and length of treatment for different modalities of 

treatment. The client can understand how large an increase in effectiveness is needed for various 

treatment modalities given any number of sessions (Swift & Callahan, 2008). Clients can then 

choose a treatment that best meets their needs in the time they have and be an active participant 

in their treatment process from the start.  

In conclusion, there are patterns of client characteristics and experiences associated with 

the process of psychotherapy that impact likelihood of terminating treatment prematurely, 

including perceptions of the therapist, openness to psychological awareness (psychological 

mindedness), motivation, and expectations. It is clear that addressing client expectations can 

impact the ratio of clients that stay in treatment until significant gains are made to those that 

decide to terminate prematurely. The more therapists know about the factors that impact 

premature termination, the more ways there are to help keep clients in treatment long enough to 

achieve significant gains. 

Therapist Variables Contributing to Premature Termination 

The literature related to therapist variables that impact premature termination has 

generally examined therapists’ race, sex, experience, emotional well-being, and perceptions 

regarding treatment. There are some mixed findings regarding the contributing variables; as with 

client factors, the impact of therapist variables should be interpreted in the larger context rather 

than by each individual factor. 

Ethnicity 

Swift and Greenberg’s (2012) meta-analysis found no effect of therapist ethnicity on 

premature termination rates. Findings on whether matching the ethnic background of the 
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therapist to the ethnic background of the client reduces premature termination and/or improves 

treatment outcomes have been conflicting. In a study of individual psychotherapy for clients with 

a presenting problem of cocaine use, Gottheil et al. (1994) found no significant effect of 

matching on premature termination. Sterling and colleagues (1998) found similar results in 

adults with cocaine use problems, with no significant effect on treatment retention of ethnically 

matching client and therapist in individual, group, or both forms of psychotherapy. However, 

Sue et al. (1991) found that adult clients who were matched with ethnically similar therapists 

stayed in therapy longer and prematurely terminated less often than clients who were not 

matched. Yeh, Eastman, and Cheung (1994) found similar results among adolescents. 

Apparently, there are some circumstances in which matching a client and therapist based on 

ethnic background is helpful to reduce the likelihood of a client terminating treatment 

prematurely. However, there are some circumstances in which matching does not make a 

difference. More research is needed to better understand the relationships among ethnic matching 

and premature termination, including other variables that might indirectly impact the relationship 

between these two variables.  

Sex 

The literature related to the effects of a therapist’s sex on premature termination 

consistently finds no significant effect of therapist sex on premature termination, as well as no 

effect of matching a client and therapist based on their sex (Swift & Greenberg, 2012). It does 

not seem to matter what the presenting problems are (Orne & Boswell, 1991; Gottheil et al., 

1994), or in what format the treatment is provided (Sterling et al., 1998). However, in university-

based training clinics, there are contradictory findings. Some studies in university-based training 

clinics or counseling centers do not find that the therapist’s sex affects premature termination 
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(Krauskopf, Baumgardener & Mandracchia, 1981; Martin, McNair & Hight, 1988; Rudolfa, 

Rapaport & Lee, 1983); however, Betz & Shullman (1979) found that when male and female 

students in a counseling center were interviewed by a male therapist for the intake session, 

clients were more likely to prematurely terminate services by not coming in for the next 

appointment than when they were interviewed by a female therapist. Epperson, Bushway, and 

Warman (1983) found the opposite results in a counseling center: when male therapists 

conducted the intake session, clients were more likely to continue treatment than when a female 

therapist conducted the intake session. While therapist sex appears unrelated to termination rates 

in many settings, the nature of the environment in training clinics may in some way influence the 

relationship between therapist sex and premature termination rates. 

Experience 

There has been little research conducted on the relationship between therapists’ 

experience and premature termination rates. The work that has been done seems to suggest there 

is a relationship. For example, Swift and Greenberg (2012) found higher rates of premature 

termination occurred in therapy conducted by student therapists when compared to post-degree 

therapists, with rates of 26.2% and 17.2% respectively. In their meta-analysis, experience was 

coded as studies conducted with trainees (pre-degree attainment), experienced therapists (post-

degree attainment), and mixed (studies with both trainees and experienced therapists). There has 

been little research investigating premature termination rates based on a therapist’s specific 

credentials or educational background (e.g., Ph.D., Psy.D., M.D., lay counselor, clergy, social 

worker, etc.). There is also a paucity of research defining experience based on clinician’s hours 

of direct-client experience. However, it has been found that therapists who are experienced 
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enough to have similar therapy goals and duration expectations as their clients were more likely 

to retain their clients rather than have clients terminate prematurely (Barrett et al., 2008). 

Emotional Well-Being 

The emotional health of a therapist plays a role in premature termination. Greenspan and 

Kulish (1985) reported that therapists with a history of personal therapy had lower rates of 

premature termination among their clients than therapists with no history of personal therapy. 

McGuff, Gitlin, and Enderlin (1996) found therapists whose clients reported higher perceived 

self-confidence of the therapist at the initial session retained clients in treatment longer than 

those whose clients rated them as lower in self-confidence. Additionally, being aware of and 

attuned to one’s own emotions is associated with lower rates of premature termination, while 

being an ethnocentric therapist (a therapist overly focused on his or her own experience and 

perspective) is associated with higher rates of clients terminating therapy prematurely 

(Baekeland & Lundwall, 1975). Finally, lack of therapist awareness of personal biases and 

assumptions can lead to premature termination because these issues may impact the therapist’s 

ability to select and execute the most appropriate and effective interventions (Smith, 2005).  

Perceptions Regarding Treatment 

There is a dearth of research on the impact of the perceptions and prejudice of mental 

health providers on premature termination rates (Barrett et al., 2008).  It is established, though, 

that the perceptions of mental health care service providers influence client utilization of services 

(Comas-Diaz & Griffith, 1988; Kouyoumdjian, Zamboanga, & Hansen, 2003) because 

therapists, like all people, are not immune from prejudice and stigmatizing of clients (Lauber, 

Nordt, Braunschweig, & Rössler, 2006). As people, therapists’ prejudices, stigmas, and/or 

attitudes may affect the ways they act with clients, and clients can feel more or less engaged in 
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the therapy process as a result (Beckham, 1992; Garfield, 1963). Attitudes about clients held by 

therapists have a major impact on the therapist-client relationship after the initial phone call or 

intake evaluation (Gunzburger, Henggeler, & Watson, 1985). This further highlights the 

importance of professionalism at mental health institutions.  

Treatment Context Variables Contributing to Premature Termination 

Researchers have investigated certain aspects of the treatment and the context in which 

the treatment occurs to demonstrate their contribution (or lack of contribution) to premature 

termination. These factors include theoretical orientation of the clinician, method of therapy, 

length of treatment, and treatment setting.  

Theoretical Orientation 

Much of the literature on psychotherapy compares effectiveness of one style of therapy to 

another style of therapy (i.e., cognitive behavioral therapy versus psychodynamic therapy), but 

not much is stated regarding premature termination and client retention specifically. In a meta-

analysis regarding treatment for adults with depression, premature termination rates were higher 

among those receiving traditional cognitive behavioral treatment as compared to nondirective 

supportive treatment, behavioral activation treatment, psychodynamic treatment, problem-

solving therapy, interpersonal psychotherapy, and social skills training (Cuijpers, van Straten, 

Andersson, & van Oppen, 2008). Premature termination was the lowest in problem-solving 

therapy which included the therapist and client defining the problem, generating multiple 

solutions, choosing the best solution, working out plans to execute the solution, and evaluating 

the resolution of the problem. With regards to effectiveness of treatment on client outcome, 

Cuijpers and colleagues found that interpersonal psychotherapy was more efficacious than other 
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psychological treatments when treating depression and that nondirective supportive therapy was 

less efficacious compared to the other treatments.  

At times, the interaction between the client’s characteristics and the therapist’s chosen 

theoretical orientation can predict premature termination. Beutler, Harwood, Alimohamed & 

Malik, (2002) found clients who are introverted, withdrawn, socially isolated or restrained, and 

who are lacking in confidence did not terminate prematurely when they were with insight-

oriented therapists who focused on interpersonal interactions.  When clients had narcissistic 

traits, were impulsive, grandiose, and/or expansive, they were less likely to prematurely 

terminate when they were with therapists that were behavioral and skill-focused. This shows the 

importance of acknowledging the interacting effect between the client and therapist because 

these and other factors do indeed impact the likelihood of premature termination. 

More generally, clients that receive their preferred format of psychotherapy are more 

likely to stay in treatment (Swift, Callahan, & Vollmer, 2011). Elkin et al. (1989) examined 

client predictions about the types of therapy strategies they believed would be helpful to them in 

their treatment. Clients whose treatment assignment matched what they thought would be helpful 

were more likely to continue beyond 4 sessions than clients who received a treatment that was 

not congruent with their beliefs. 

It is important to note that the style of treatment does impact retention and premature 

termination for some clients. However, Swift and Greenberg’s (2012) meta-analysis revealed  no 

significant differences among treatment orientation groups (cognitive behavioral therapy [CBT], 

cognitive therapy, behavioral therapy, integrative, psychodynamic, solution-focused, 

supportive/client-centered) or treatment format (group, individual, or a combination of group and 

individual) with regards to premature termination. It appears that there are indirect effects, such 
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as presenting problem, client preference and the like that impact the relationship between 

premature termination (or retention rates) and treatment style. 

Method of Treatment 

The method of treatment pertains to manner of service. Individuals that take medication 

and go to therapy are more likely to stay in treatment and not terminate prematurely than 

individuals that either receive medication treatment or psychotherapy alone (Arnow et al., 2007; 

Edlund et al., 2002). Furthermore, manualization of treatment reduces premature termination 

rates (Swift & Greenberg, 2012). It is important to note that expectations of the course of 

treatment, as previously mentioned, impact premature termination, and it is likely that 

expectations are more concrete and possibly even discussed more in manualized than non-

manualized treatments, although future research is needed to clarify that hypothesis.  

Clinicians may be able to prevent some clients from prematurely terminating treatment 

by incorporating clients’ preferences into the treatment decision-making process. Swift, 

Callahan, and Vollmer (2011) conducted a meta-analysis including 18 studies which investigated 

whether clients who received their preferred therapy conditions were more or less likely to end 

treatment prematurely compared with clients who either had no choice or received a 

nonpreferred condition. Swift et al. (2011) found clients who had their preferences 

accommodated were almost half as likely to drop out of treatment prematurely compared with 

clients whose preferences were not taken into account. Perhaps when clients have a choice in 

therapy, they may be more involved in their own treatment and more overtly active in their 

attempt to regain healthy functioning. Though incorporating client preference may be desirable, 

working together to find a balance between what the client is willing to do and what the therapist 
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feels is in the best interest of the client may still be more beneficial than selecting treatments 

based on client preference alone. 

Length of Treatment 

The amount of time in therapy impacts premature termination. When an individual is 

receiving treatment for long periods of time, there are more opportunities for other factors to 

impact his or her motivation to maintain treatment services. Premature termination is positively 

related to therapy with no specified time limits (Swift & Greenberg, 2012). An individual cannot 

prematurely terminate therapy unless they are actually in therapy, so the length of stay is an 

important variable to consider when discussing premature termination (Barrett et al., 2008).  

The literature on treatment outcome discusses different models of client progress in 

psychotherapy, one of which is the dose-effect model (Howard, Kopta, Krause, & Orlinsky, 

1986). The model states that when increasing the dose of psychotherapy, more clients are likely 

to show improvements in functioning and decreases in symptoms. Howard and colleagues (1986) 

reported 85% of clients that stay in treatment for a year report improvement; however, the issue 

of diminishing returns is expected when increasing the amount of therapy provided to clients 

(i.e., more opportunities to prematurely terminate). Kopta, Howard, Lowry, and Beutler (1994) 

found approximately 75% of clients improved after 58 sessions. 

Kadera, Lambert, and Andrews (1996) tracked the progress of 64 clients seen in a 

university-based outpatient clinic; of these, 21 made clinically significant change per Jacobson 

and Truax’s (1991) definition of clinically significant improvement and reliable change as 

measured by the Outcome Questionnaire-45 (OQ45.2), a self-report measure of symptom 

distress. The authors used outcome data gathered session by session. They found 14% of the 

clients with a clinically significant change recovered by session 4, 43% recovered by session 8, 
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and 76% recovered by session 13. Interestingly enough, in counseling centers, students seeking 

services stay in treatment for an average of three sessions (Draper et al., 2002). However, it is 

important to note that many counseling centers have a maximum length of sessions allotted to 

students, usually eight sessions.  

The methodologies of Kadera and colleagues’ (1996) study differed in many ways from 

those of Howard and colleagues (1986) and Kopta and colleagues (1994). One difference was the 

inclusion of only clients with a clinically significant change, rather than all 64 clients. More 

recently, Callahan and Hynan (2005) used a session-by-session analysis to test the dose-effect 

model in a training clinic. They examined outcome data from 61 clients treated by 21 trainee 

clinicians. Using the OQ45.2 (Lambert et al., 1996) as the outcome measure, they found 8% of 

clients were categorized as improved after 8 sessions, 31% of clients were categorized as 

improved after 26 sessions, and 38% were categorized as improved after 52 sessions. These 

statistics are reported to illustrate the variability in the literature and highlight the importance of 

understanding the variability when interpreting treatment outcome and premature termination 

results.  

Treatment setting. Gunzburger, Henggeler, and Watson (1985) reported that the setting 

and facility serving the client might have the most impact on whether or not a client returns to 

treatment after an intake. Swift and Greenberg (2012) reported university-based clinics 

(psychology department training clinics and university counseling centers) had the highest 

average rates of premature termination compared to hospitals, private practices, outpatient public 

service providers, and research/specialty clinics after controlling for therapist experience. In 

addition, it is interesting to note that the overall appearance of the setting may impact the rates of 

premature termination. For example, there was a 10% increase in client attendance after an urban 
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community mental health clinic received cosmetic and interior decorating changes (Chua & 

Barrett, 2007).  

The Therapeutic Relationship Contributing to Premature Termination 

The therapeutic relationship is the relationship or bond between the therapist and client 

(Martin, Graske, & Davis, 2000). It is also known as therapeutic alliance or working alliance. 

Working alliance is a widely studied construct; as such, it has been defined in many ways. Most 

definitions of the working alliance have three common themes: a) the collaborative nature of the 

relationship, b) the affective bond between client and therapist, and c) client-therapist agreement 

on therapy goals and tasks (Bordin, 1979; Horvath & Symonds, 1991).  

The most consistent finding related to the therapist and client relationship is that a strong 

working alliance predicts treatment outcome even when client symptoms are controlled for 

(Baldwin, Wampold, & Imel, 2007; Horvath & Symonds, 1991; Martin et al., 2000; Siqueland et 

al., 2000), and the alliance accounts for 5% of outcome variability (Castonguay et al., 1996; 

Horvath & Bedi, 2002). When there is a weak relationship between the therapist and the client, 

the client is more likely to terminate services (Johansson & Eklund, 2005; Lingiardi, Filippucci, 

& Baiocco, 2005; Meier, Donmall, McElduff, Barrowclough, & Heller, 2006; Mohl et al., 1991; 

Samstag, Batchelder, Muran, Safran, & Winston, 1998; Sharf, Primavera, & Diener, 2010; Tryon 

& Kane, 1993).  

Garcia and Weisz (2002) compared the reasons for ending treatment given by parents of 

youth seen for outpatient treatment. In this study, 39% of the 344 youth were classified as 

premature terminators. They found that problems within the therapeutic relationship accounted 

for 16% of the variance in reasons for ending treatment among those that terminated prematurely 
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or mutually, with individuals that ended treatment prematurely giving that response more than 

individuals that terminated mutually. 

Sharf and associates (2010) conducted a meta-analysis across 11 studies that examined 

the relationship between premature termination and therapeutic alliance in adults that sought 

individual psychotherapy. They found a moderately strong relationship (d = 0.55) between 

premature termination and working alliance, with a weaker therapeutic relationship associated 

with greater likelihood of treatment ending prematurely. The authors also found that the 

educational history of the client, length of treatment, and treatment setting moderated the 

relationship between alliance and premature termination.  

Occasionally, there may be ruptures in the therapeutic relationship for various reasons 

such as a misunderstanding of events or a therapist rescheduling a session on short notice. When 

there is a therapeutic conflict, it may jeopardize or weaken the working alliance built by the 

therapist and client. In turn, this may impact the client’s likelihood of return to therapy. The 

response of the therapist to a rupture can impact whether or not the client returns for services. If 

a therapist responds in a flexible, non-defensive, and direct manner to the conflict, it can improve 

the therapeutic relationship and decrease the likelihood the client terminates services prematurely 

(Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996; Foreman & Marmar, 1985; Rhodes, Hill, 

Thompson, & Elliott, 1994). Given that working alliance is consistently, strongly related to 

premature termination, it is important for future research on the factors that contribute to 

premature termination to integrate working alliance (Wierzbicki & Pekarik, 1993).  

Procedural Variables Contributing to Premature Termination 

There are procedures within an institution providing mental health services that impact 

premature termination. These procedural variables include waitlist status and wait time before 
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seeing a clinician, continuity of intake therapist, and transfer of client care from one therapist to 

another.  

Waitlist Status and Wait Time 

For some clients, seeking mental health services is challenging and stress-inducing. Not 

being able to talk with a therapist immediately or having to wait for services can be deciding 

factors in whether or not a client appears for the first and subsequent appointments (Festinger, 

Lamb, Marlowe, & Kirby, 2002; Stasiewicz & Stalker, 1999). Barrett, Chua, and Thompson 

(2007) found that the longer clients waited for treatment on a waitlist (i.e., one week or longer), 

the more likely they were to remove themselves from the waitlist. Swift, Whipple, and Sandberg 

(2012) also found that clients were less likely to attend therapy sessions the longer they were on 

a waitlist; more specifically, for each additional day of wait, clients were approximately 1.5 

times less likely to show up to the first appointment. This finding and similar findings (Reitzel et 

al., 2006; Sparks et al., 2003) illustrate the importance of scheduling clients for an intake as soon 

as possible. Furthermore, if there was a long waiting period between the intake session and the 

first appointment for therapy, clients were more likely to prematurely terminate treatment 

(Rodolfa, Rapaport, & Lee, 1983).  

There are times when a delay in communication can impact premature termination. For 

example, even when clients have been seeing therapists for some time, if therapists fail to return 

phone calls promptly, clients may decide to leave treatment (Saporito et al., 2003). 

Continuity of Intake Therapist 

In some mental health settings, clients are scheduled to meet with an intake therapist to 

discuss what brought them into therapy. This process helps directors assign the clients to mental 

health providers who are able to provide the most competent services. Sometimes, the intake 
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therapist and the assigned treatment therapist are the same; this is called intake therapist 

continuity. However, the intake therapist and the assigned treatment therapist are sometimes 

different; this is referred to as intake therapist discontinuity. At the UNT Psychology Clinic, 

clients are assigned to their treatment therapists after meeting with intake therapists. When there 

is a waitlist, clients are directly assigned to their treatment therapist, who is then responsible for 

conducting the initial intake and writing the intake report. Nielsen and colleagues (2009) 

compared discontinuity clients with continuity clients at a university counseling center. In their 

sample, they found that discontinuity clients were twice as likely as continuity clients to 

terminate services prematurely after the intake session. What is perhaps more surprising is that 

the authors found a two-session delay in improvement among the discontinuity clients relative to 

the continuity clients. In other words, discontinuity clients needed an extra two sessions to 

experience the same amount of improvements experienced by the continuity clients, as measured 

by the OQ45.2 (Lambert et al., 2004). Financially, treatment costs for these discontinuity clients 

were 19% more than the costs for continuity clients because they were in treatment longer to 

achieve similar gains (Nielsen et al., 2009). This pattern has also been found among individuals 

at a community mental health center; discontinuity clients were three times as likely as 

continuity clients to terminate services prematurely (i.e., before the fourth session in this study; 

Wise & Rinn, 1983). However, this pattern of relationship between premature termination and 

therapist discontinuity did not exist for individuals with cocaine dependence at an inner-city 

treatment facility (Gottheil, Sterling, Weinstein, & Kurtz, 1994).  

Transfer of Client Care 

In university-based settings where students are being trained, it is common to transfer a 

client from one student therapist to another to have the client continue treatment. However, not 
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much is known about how this transfer impacts the client and whether or not this may be 

contributing to premature termination. There is at least some evidence that client transfer may be 

unfavorable. Tantam and Klerman (1979) found that in a community mental health center, when 

clients were transferred, they were twice as likely to terminate therapy prematurely by the eight 

session of treatment as compared to clients that did not transfer. More research is needed to 

better understand the impact that transfer from one clinician to another has on the client’s 

continuation in treatment and therapeutic gains.  

It is important to reiterate the complexity of factors that contribute to premature 

termination and the inherent folly that exists to study one factor independent of all the other 

factors. The complexity of the client variables, therapist variables, the therapy context, the 

setting, and the therapeutic relationship could help explain the existence of conflicting findings 

related to premature termination.  When just one factor is examined, the potential interactions 

among these variables and how they impact premature termination is missed.  

The Proposed Project and Rationale 

Given the complexity and intertwined nature of the aforementioned factors associated 

with premature termination, it can be difficult to determine the relative contribution of each 

factor. However, there are some relationships that are clear despite the complexity. The impact 

of a good therapeutic relationship on client outcome and rates of premature termination is 

apparent (e.g., Sharf et al., 2010). The relationship between intake therapist discontinuity and 

premature termination after the intake session is also evident (Nielsen et al., 2009). However, 

research prior to this study had yet to explore the combined effect of intake therapist continuity 

or discontinuity and quality of the therapeutic relationship on premature termination. In the 

current study, premature termination is defined as any instance in which treatment was not 
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mutually agreed upon by the therapist and client or in which there was not a reliable change in 

symptoms, independent of session number, protocols, or treatment goals. 

Hypotheses 

Based on the existing literature on premature termination, the following hypotheses were 

proposed: 

A.  There would be a systematic relationship among demographic variables and factors of 

client, therapist, treatment, and procedure associated with premature termination. 

A1. Client age would be associated with premature termination such that younger 

clients would terminate treatment prematurely significantly more often than older 

clients. 

A2. Client socioeconomic status would be associated with premature termination. 

Those with lower socioeconomic status would be significantly more likely to end 

treatment prematurely than those with higher socioeconomic status. 

A3. Client education level would be associated with premature termination such that 

those with lower education levels would be significantly more likely to 

prematurely terminate treatment compared to clients with higher levels of 

education. 

A4. Client race would be associated with premature termination such that minority 

clients (i.e., non-White) would be significantly more likely to prematurely 

terminate treatment than their ethnic majority counterpart (i.e., White). 

A5. Whether or not the client and therapist are ethnically matched would be associated 

with premature termination such that clients who are ethnically matched to their 
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therapists would be significantly less likely to end treatment prematurely than 

clients not ethnically matched to their therapists. 

A6. Client initial degree of psychopathology would be associated with premature 

termination. Clients with more severe pathology, as measured by symptom 

endorsement on measures of symptomology, would be significantly more likely to 

terminate treatment prematurely than clients with less pathology. 

A7. Therapist level of experience would be associated with premature termination 

such that clients with less experienced therapists would be significantly more 

likely to terminate prematurely than clients with more experienced therapists. 

A8. Whether or not a client is on psychotropic medication would be associated with 

premature termination. Clients who are not taking medication would be 

significantly more likely to terminate treatment prematurely than clients taking 

medication. 

A9. The amount of time a client was on the waitlist would be associated with 

premature termination. The longer a client was on the waitlist, the more likely he 

or she would be to terminate treatment prematurely. 

A10. Client transfer would be associated with premature termination such that those 

who have been transferred would be more likely to terminate treatment 

prematurely than those who have not been transferred.  

B. Intake therapist continuity would predict a stronger therapeutic relationship, while intake 

therapist discontinuity would predict a weaker therapeutic relationship. 

C. Intake therapist continuity would predict mutual termination while intake therapist 

discontinuity would predict client premature termination. 
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D. A strong therapeutic relationship would predict a mutual termination while a weaker 

therapeutic relationship would predict premature termination. 

E. There would be a significant relationship between intake therapist and therapeutic 

relationship on premature termination. It is hypothesized that intake therapist 

discontinuity and a weak relationship would predict premature termination, while intake 

therapist continuity and a stronger therapeutic relationship would predict mutual 

termination. 
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CHAPTER III 

METHODOLOGY 

Participants 

All participants were student therapists and adult individual therapy clients at the UNT 

Psychology Clinic. Therapists at the clinic are trainee clinicians enrolled in scientist-practitioner-

oriented accredited doctoral programs in psychology (clinical, counseling, and clinical health). 

The student therapists represent a wide range of demographics and therapeutic approaches.  

The clinic serves a variety of individuals, including UNT students and individuals in the 

greater Dallas/Fort-Worth Metroplex. The clinic operates on a sliding scale where fees are 

determined by the client’s annual income and number of dependents. In a recent census of the 

UNT Psychology Clinic (the summer 2011 academic year), clients receiving services identified 

as: 65.2% Caucasian, 14.1% Hispanic, 6.0% biracial, 5.3% African-American, 3.8% Asian and 

Pacific Islander, 1.9% other, .6% Native American and Alaskan, .6% Native African, and .3% 

Middle Eastern. In 2011, the average age of clients receiving services was 30 years (SD = 13.09). 

The UNT Psychology Clinic serves more females than males, like many mental health service 

providers (in 2011, 56.7% of clients were female).  

Clients ages 18 and older who received attended at least one individual therapy session at 

the UNT Psychology Clinic between August 2008 and August 2013, and have since terminated 

services, were considered for inclusion for this study. Their therapists were also recruited. The 

only other inclusion criterion was that individuals must have filled out the appropriate pre-

therapy session measures. 
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Measures 

Client Demographic Information 

Upon arrival at the UNT Psychology Clinic, clients complete intake forms regarding their 

background, current life stressors, and family, educational, social, medical, mental health, 

employment, and legal history. For the purpose of this study, the following demographic 

information was collected from the client’s initial intake information: sex, age, socioeconomic 

status, education level, ethnicity, marital status, and active medication use. 

Therapist/Therapy Process Identifying Information 

Important therapist demographic variables were also collected in association with 

identified clients meeting criteria for this study. The therapist’s sex, ethnicity, and level of 

experience were collected. The length of time the clients sought treatment with respective 

clinicians, the time they were on a waitlist, and the clients’ levels of pathology as indicated by 

the Global Symptom Index of the Symptom Checklist-90-Revised (SCL-90-R) or the total T-

score on the Psychiatric Diagnostic Screening Questionnaire (PDSQ) were also collected. 

Outcome Questionnaire 45 (OQ45.2) 

The OQ45.2 (Lambert et al., 2004) was used to measure client symptom distress. It is a 

45-item, self-report measure which instructs clients to rate items regarding their symptoms over 

the past week on a categorical scale ranging from 0 (never) to 4 (almost always). A total score 

(ranging from 0 to 180) is generated, along with 3 sub-scores representing different domains:  

psychological symptom distress (e.g., symptoms of depression, anxiety, etc.), interpersonal 

functioning (e.g., relationships with others), and social role performance (e.g., school and/or 

work performances). When clients score above specified cut-offs on the scales, they are deemed 

to be in the “clinical range.” A total score above the cut-off of 63 is considered to be in the 
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clinical range. Scores above 36 on the symptom distress scale, above 14 on the interpersonal 

functioning scale, and above 12 on the social role scale indicate a score in the clinical range. 

Reliable change is designated by a decrease of 14points (Lambert et al., 1996; Lambertet al., 

1998). 

The OQ45.2 has demonstrated adequate reliability and validity in previous studies. The 

OQ45.2 administration manual reports no significant differences between male and female 

samples and notes that the measure shows a test–retest reliability of α = .87 for the total score 

and α = .78 to α = .82 for the domains. Further in the validation studies, the measure evidenced 

an internal consistency of α = .93 for the total and α = .70 to α = .92 for the domains (Lambert et 

al., 1996). It has high concurrent validity with other measures of symptom distress, such as the 

Symptom Checklist-90-Revised (SCL-90-R; Derogatis, 1977). The specificity and sensitivity to 

change during treatment of the OQ45.2 is deemed good (Vermeersch, Lambert, & Burlingame, 

2000), with the OQ45.2 manual reporting a sensitivity of .84 for the clinical cutoff score of 63. 

Similarly, the OQ45.2 is shown to distinguish between clinical and non-clinical samples but not 

between non-patient groups, demonstrating adequate construct validity. There are no differences 

in the scores of the OQ45.2 based on ethnicity (Nebeker, Lambert, & Huefner, 1995). There are 

moderate to high correlations between the OQ45.2 total score and measures of anxiety, 

depression, social functioning, and interpersonal relationship functioning, ranging from .71 to .84 

in samples of individuals in community treatment centers (Chapman, 2003). 

The OQ45.2 will be one of two definitions and measures of premature termination in this 

study. For the purpose of the study, a client’s first and last OQ45.2 scores before termination will 

be examined as an objective measure of change in symptomology. Clients were determined to 

have clinically significant change, “recovered,” if they began treatment in the clinical range 
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(OQ45.2 score ≥ 63), demonstrated reliable change from pre- to post- therapy (a reduction of at 

least 14 points on the OQ45.2), and ended treatment with a score outside the clinical range. 

Clients were categorized as “reliably changed” if they demonstrated a reduction of at least 14 

points on the OQ45.2 but 1) did not begin treatment in the clinical range or 2) total score 

continued to be in the clinical range after a 14 point reduction. Clients were categorized as “no 

change” if they did not demonstrate a reliable change (no reduction or increase of at least 14 

points on the OQ45.2). Lastly, clients were categorized as “deteriorated” if they demonstrated an 

increase of at least 14 points on the OQ45.2.  

Working Alliance Inventory - Short Revised (WAI-SR) 

The 12-item WAI-SR (Hatcher & Gillaspy, 2006; Horvath & Greenberg, 1986; Tracey & 

Kokotovic, 1989) was used to assess quality of working alliance between client and therapist. It 

is based on the original 36-item scale (Horvath & Greenberg, 1986, 1989) and it was developed 

using the four highest-loading items from each of three subscales. The WAI-SR thus has three 

subscales: goals (agreement on the goals of treatment), tasks (agreement about the steps toward 

meeting the client’s goals), and bond (the relationship between the therapist and client). The 

WAI-SR adequately measures overall alliance as well as these components (Hatcher & Gillaspy, 

2006). Items are rated on a 5-point scale ranging from 1 (strongly disagree) to 5 (strongly agree). 

Scores are summed to provide a global rating of the working alliance. Total scores range from 60 

(high working alliance) to 12 (low working alliance).  

The new WAI-SR and the original WAI are highly correlated (r = .94 and r = .95, in two 

samples), suggesting that the WAI-SR can serve as an adequate stand-in for the full WAI 

(Hatcher & Gillaspy, 2006). The WAI-SR subscales also correlate strongly with the 

corresponding subscales of the WAI, with the strongest correlation being between the WAI and 
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WAI-SR Bond scales (r =.94, r =.91). The Goal scales (r =.91, r =.86) and the Task scales 

(r=.83, r =.87) showed substantial but somewhat lower correlations. Hatcher and Gillaspy (2006) 

reported internal consistency scores ranging from α =.91 to α =.92 for the total WAI-SR score, α 

=.85 to α =.87 for Goals, α =.85 to α =.87 for Tasks, and α =.85 to α =.90 for Bond.  

Symptom Checklist-90-Revised (SCL-90-R) 

The SCL-90-R (Derogatis, 1994) was used to measure level of pathology. It is a 90-item 

self-report measure designed to identify a range of psychological problems. Each item is rated on 

a Likert-type scale of distress ranging from 0 (not at all) to 4 (extremely). Each item contributes 

to a score on one of nine categories of symptoms: Somatization, Obsessive-Compulsive, 

Interpersonal Sensitivity, Hostility, Depression, Anxiety, Paranoid Ideation, Phobic Anxiety and 

Psychoticism. There are also three global indices measuring overall psychological distress: the 

Global Severity Index (GSI), the Positive Symptom Total (PST) and the Positive Symptom 

Distress Index (PDSI; Derogatis, Rickels, & Rock, 1976). 

The reliability and validity of the GSI has been well established (Derogatis, 1994; 

Derogatis, Lipman, & Covi, 1973; Derogatis, Rickels, & Rock, 1976). The scores on the nine 

symptom dimensions are expressed as a profile of symptoms, and scores greater than 1 suggest 

possible psychopathology. The GSI is calculated as the average score of the 90 items on the 

questionnaire. Martinez, Stilerman, and Waldo (2005) reported the measure has good internal 

consistency for the individual subscales; however the GSI was not investigated. They reported 

Cronbach’s alpha that ranged from .65 to .81 for each of the subscales of the SCL-90-R, in a 

sample of 205 college students. The SCL-90-R has an adequate test-retest reliability that ranged 

from .78 to .90 after one week for a sample of 94 mixed psychiatric outpatients; again, the test-

retest reliability for the GSI was not reported (Derogatis, 1983). The SCL-90-R also showed 
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adequate convergent validity with measures of personality, including the Minnesota Multiphasic 

Personality Inventory (MMPI; Derogatis et al., 1976) and the Middlesex Hospital Questionnaire 

(Boleloucky & Horvath, 1974). It shows adequate discriminant validity with the SCL-90-R being 

able to distinguish between individuals with dysthymia, anxiety disorders, and anorexia nervosa 

(Rief & Fichter, 1992). Overall, the literature supports the reliability of the SCL-90-R, but the 

validity is more controversial, especially the discriminant validity (Holi, 2003). The 

psychometric properties mentioned previously apply to the nine categories of symptoms rather 

than the GSI, which was utilized in this study. Moreover, the psychometric properties for the GSI 

have not been previously reported. The items were appropriately scored to create the GSI of the 

SCL-90-R, which was utilized in the current study to measure the participants’ level of 

pathology. For the purpose of the current study, a z-score was computed from the GSI (t-score) 

for each participant. 

Psychiatric Diagnostic Screening Questionnaire (PDSQ) 

The PDSQ was used as a measure of clinical psychopathology. It is a self-report 

questionnaire on which clients indicate whether or not they have experienced each of 125 

psychological symptoms during the past 2 weeks. It is used to assess for the presence of 13 of the 

most common DSM-IV Axis I disorders, including: major depressive disorder, bulimia, 

posttraumatic stress disorder, panic disorder, agoraphobia, social phobia, generalized anxiety 

disorder, obsessive-compulsive disorder, alcohol abuse/dependence, drug abuse/dependence, 

somatization disorder, hypochondriasis, and psychosis (Zimmerman & Mattia, 2001b). Given 

that Callahan and Hynan (2005) found that approximately 75% of the diagnoses found in 

university psychology clinics fall within those 13 disorders, the PDSQ is a useful tool to measure 

pathology within this setting. 
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The strong reliability and validity of the PDSQ have been well established. Each of the 

13 subscales has excellent internal consistency and good test-retest reliability (Zimmerman & 

Mattia, 2001b). Analyses of cross-validation found that each subscale of the PDSQ is a valid 

measure of the symptom domain when compared to other self-report diagnostic measures such as 

the Structured Clinical Interview for the DSM-IV. The factor structure of the PDSQ is consistent 

with the DSM-IV (Sheeran & Zimmerman, 2004). Furthermore, the subscales have good 

sensitivity and specificity, and high negative predictive values (Zimmerman & Chelminski, 

2006; Zimmerman & Mattia, 2001a). For the purpose of the current study, a z-score was 

computed from the total PDSQ t-score. 

Subjective Termination Reasons 

Premature termination was also defined and measured subjectively, as a one-time 

assessment based on self-report may not capture the full description of the therapeutic work. 

When therapists close files at the UNT Psychology Clinic, they must choose from a list of 

reasons to indicate why the file is being closed. The list contains the following reasons:  

administrative close ([clinic director] only), assessment complete, assessment not complete 

(administrative close), assigned to permanent clinician, client initiated termination (not supported 

by clinician), client moved, client would like to return at a later date, clinician caseload full, 

clinician initiated termination (not supported by client), no court-ordered evaluations, no longer 

interested in services, no show for intake, not appropriate for clinic, not appropriate for group, 

not seen (never attended), premature termination (assessment), received services elsewhere, 

supervisor returned case, termination (mutual agreement), termination (reason not specified), 

therapy to resume in summer with same clinician, transfer to new clinician (green sheet), transfer 

of supervision (white sheet), and unable to reach client. Premature termination was recorded 
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when therapists chose the following reason for closing their files: client initiated termination (not 

supported by clinician). Mutual termination was considered when therapists chose the following 

reason for closing their files: termination (mutual agreement). If the following reasons were 

chosen, further clarification by reading progress notes and/or termination reports was needed to 

distinguish between premature termination, mutual termination, or other/neither: client would 

like to return at a later date, no longer interested in services, unable to reach client, assigned to 

permanent clinician, clinician caseload full, not seen (never attended), received services 

elsewhere, therapy to return in summer with same clinician, transfer to new clinician (green 

sheet), client moved, clinician initiated termination (not supported by client), termination (reason 

not specified). When clinicians select the following reasons to close a file, it was deemed not 

applicable for premature termination or mutual termination: assessment complete, assessment 

not complete (administrative close), no court-ordered evaluations, not appropriate for clinic, not 

appropriate for group, premature termination (assessment), no show for intake, supervisor 

returned case, transfer of supervision (white sheet). 

Procedure 

Data Collection Process for the Current Project 

First, clinicians seeing clients in the UNT Psychology Clinic from August 2008 to August 

2013 were asked to participate in the current study. If interested, clinicians signed an electronic 

consent form (see Appendix). In order to obtain all of the necessary data needed to test the 

hypotheses, client files and client information in the clinic databases (i.e., Riverstick and 

Titanium) were reviewed. The following information was collected: client’s intake date, client’s 

intake clinician name, client’s permanent therapist name, client’s first therapy session date, 

client’s demographic information, client’s SCL-90-R or PDSQ score (whichever measure they 
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were administered at intake), client’s termination date, reason for termination (as indicated by 

the therapist via progress notes, termination report, and/or closing file subjective option 

described above), client’s OQ45.2 scores, client’s WAI-SR scores, number of sessions 

completed, number of transfers and dates of transfers (if applicable), therapist’s demographic 

information, and therapist’s experience as measured by years seeing clients and approximate 

hours seeing clients. All participants and their data were treated in accordance with the American 

Psychological Association Ethical Code (APA, 2002) and the institutional review board. 
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CHAPTER IV 

RESULTS 

Clinician Demographics and Clinician Variables 

Of the 127current and former trainee clinicians at the UNT Psychology Clinic within the 

last 5 years who were contacted to participate in the study, 97 agreed to participate. Of those 97, 

75 trainees and their clients met the inclusion criteria for the study and were ultimately used in 

analyses. The majority of participants were current graduate students (89.3%). Participating 

clinicians were mostly female (69.4%), of White/Caucasian ethnicity (72.0%), and ranged in 

hours of client contact from 0 to 598.5 hours (M = 122.25, SD = 102.55). Further demographic 

characteristics for the participant sample are reported in Table 1. 

Table 1  

Descriptive Statistics for Clinician Demographic Variables (n = 75) 

Frequency Percent 
Sex 
      Male 23 30.6 
      Female 52 69.4 
Ethnicity1,2 
      White/Caucasian 54 72.0 
      Hispanic/Latino 11 14.67 
      Black/African American 2 2.67 
      Biracial 2 2.67 
      Asian/Pacific Islander 4 5.33 
Graduating Status 
      Current Student 67 89.33 
      Graduate 8 10.67 
1 = Ethnic categories based on predetermined categories in the archival data. 2 = Frequencies less than 2 removed 
from table.  

Client Demographics and Client Variables 

Data from adult clients who received individual psychotherapy at the UNT Psychology 

Clinic during the past 5 years who consented to the use of their data for research purposes were 
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used in analyses. There were a total of 2,389 clients with clinicians that consented to this study. 

Of the 2,389 clients, 524 clients met the inclusion criteria. This sample was primarily 

Angle/European American/White (70%); 13.0% of the clients in the sample reported being 

Hispanic, and 5% were African American/Black. Other racial/ethnic groups were less 

represented. The clients were mostly female (64.9%). Clients’ ages ranged from 18 to 81 (M = 

29.31, SD = 11.18), and yearly income ranged from approximately $0 to $180,000 (M = 

15,184.09, SD = 19,996.89). Most of the clients in this study (67.0%) were single/never married. 

The clients were generally quite educated. Approximately 65.5% of clients had some college 

education, and 20.5% had obtained a bachelor’s degree level or higher education. Lastly, 

approximately 35% of the clients reported taking psychotropic medication. Further 

characteristics for the clients in this sample are reported in Table 2. 

Table 2 
 
Descriptive Statistics for Client Demographic Variables (n = 524) 
 

 Frequency Percent 
Sex2   
      Male 183 34.9 
      Female 340 64.9 
Ethnicity1.2   
      African American/Black 26 5.0 
      American Indian/Native Alaskan 8 1.5 
      Anglo/European American/White 367 70.0 
      Asian/Pacific Islander 13 2.5 
      Biracial 25 4.8 
      Hispanic/Latino 68 13.0 
      Middle Eastern 6 1.1 
      Multiracial 6 1.1 
      Other 3 0.6 
Education Level   
      Less than High School 8 1.5 
      Completed High School/GED 43 8.2 

 
(table continues) 
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Table 2 (continued). 

Frequency Percent (continued) 
Education Level 
    Technical School 3 0.6 
      Associate’s Degree 11 2.1 
      Some College 344 65.6 
      Bachelor’s Degree 66 12.6 
      Some Graduate Training 26 5.0 
      Graduate Degree 15 2.9 
      Missing/Not reported 8 1.5 
Marital Status 
      Divorced 53 10.1 
      Married 88 16.8 
      Partnered 15 2.9 
      Separated 11 2.1 
      Single 351 67.0 
      Widowed 6 1.1 
Taking Psychotropic Medication 
      Yes 183 34.9 
      No 341 65.1 
1 = Ethnic categories based on predetermined categories in the archival data. 2 = Frequencies less than 2 removed 
from table.  

Therapeutic Variables 

Clients in this study were on a waitlist before seeing an intake clinician from 0 to 171 

days (M = 19.41, SD = 26.03). Clients waited to see their assigned therapy clinicians from 0 to 

189 days (M = 19.34, SD = 18.08). Approximately 62% of clients were assigned different 

therapy clinicians than their intake clinicians. The majority of clients and therapists were 

matched based on both sex (i.e., male client with male clinician, etc.) and on ethnicity (i.e., 

African American/Black client with African American/Black clinician, etc.).  

Of the 524 clients, 73 (13.9%) were transferred to a different clinician while seeking 

services at the UNT Psychology Clinic. The number of times these clients were transferred 

ranged from one to six. Additionally, 15.1% of the transferred clients met the newly assigned 



 

55 

clinician before beginning treatment. Of the 524 clients, 82 (15.6%) received a formal 

psychological evaluation at the UNT Psychology Clinic. 

Both therapist judgment and objective symptom change definitions of premature 

termination indicate that most cases were prematurely terminated before recovery. It should be 

noted that using each definition there is about 13.0% of the data that is unclear, either because 

the case was terminated for reasons that were considered neither premature nor mutual 

termination or because data was not reported. Further detailed characteristics for the therapy-

related variables in this sample are reported in Table 3.  

Table 3 
 
Descriptive Statistics for Therapeutic Variables 
 

 Frequency Percent 
Intake Continuity Status   
      Continuity 201 38.4 
      Discontinuity 323 61.6 
Sex Matching   
      Yes 311 59.4 
      No 213 40.6 
Ethnicity Matching   
      Yes 268 51.1 
      No 256 48.9 
Transfer Status   
      Transferred 73 13.9 
      Not Transferred 451 86.1 
Transfer: Met Clinician   
      Yes 11 15.1 
      No 62 84.9 
Subjective Termination   
      Premature 331 63.2 
      Mutual 125 23.9 
      Other 68 13.0 
Objective Change in Symptomology   
      Deteriorated 43 8.2 
      No Change 223 42.6 
      Reliably Changed 100 19.1 
      Recovered 87 16.6 
      Not Reported 71 13.5 
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The agreement between therapist judgment and the objective symptom change definition of 

premature termination denotes there was approximately 27% of agreement in termination 

definition. This means that therapist judgment of termination status matched the objective 

change in symptoms definition of termination (i.e., mutual termination with reliably changed or 

recovered and premature termination with no change and deterioration in symptoms) in less than 

one-third of the cases examined. There was approximately 32% disagreement between therapist 

judgment and the objective symptom change definition of premature termination (i.e., premature 

termination with reliably changed or recovered and mutual termination with no change and 

deterioration in symptoms). Lastly, almost 41% of the overlap was unclear and difficult to label 

as either agree or disagree with the objective change in symptoms definition given the subjective 

reasons for termination were neither mutual nor premature termination, but rather other reasons 

such as a client moved, received services elsewhere, or a client was referred for other services. 

Table 4 highlights the agreement between therapist judgment and the objective symptom change 

definition of premature termination. 

Table 4 

Correspondence Rate Between Objective Change in Symptomology Status and Subjective 
Termination Status 

Frequency Percent Correspondence 
Deteriorated and Premature Termination 31 6.84 Match 
Deteriorated and Other Termination 6 1.32 Unclear 
Deteriorated and Mutual Termination 6 1.32 Not 
No Change and Premature Termination 28 6.18 Match 
No Change and Other Termination 151 33.33 Unclear 
No Change and Mutual Termination 44 9.71 Not 
Recovered and Premature Termination 36 7.95 Not 
Recovered and Other Termination 11 2.43 Unclear 
Recovered and Mutual Termination 40 8.83 Match 
Reliably Changed and Premature Termination 58 12.80 Not 
Reliably Changed and Other Termination 17 3.75 Unclear 
Reliably Changed and Mutual Termination 25 5.52 Match 
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Initial Data Cleaning and Analysis 

The data was analyzed using the Statistical Package for the Social Sciences, Version 20 

(SPSS). Prior to data analyses, the data was assessed for missing data and outliers following 

general screening guidelines set forth by Tabachnick and Fidell (2012). Additionally, 

standardized scores and frequency histograms were examined for univariate and multivariate 

outliers on variables relevant to hypothesis testing. Identified outliers were first checked for data 

entry error, and errors were corrected. Extreme values for therapists’ direct client-contact 

intervention hours, and clients’ days on the intake waitlist and days on the therapy waitlist were 

not removed from analyses as they were within the possible range of responses and provided 

useful information. Assumptions corresponding to each statistical test were assessed via graphic 

exploration and/or through statistical analysis. In order to conduct the regression analyses, 

preliminary analyses were conducted to ensure that there were no violations of the assumptions 

of linearity, homoscedasticity, and homogeneity of error variance. A series of correlations were 

conducted to test the assumption of multicollinearity (see Table 5). No variables utilized in 

hypothesis testing were found to have correlations large than 0.7, which suggests no 

multicollinearity among the variables in the current study (Tabachnick & Fidell, 2001). 

Additionally, the correlation coefficients, tolerance, and variance inflation factor (VIF) were 

examined. The tolerance coefficient was found to be greater than 0.20 and VIF was found to be 

below 4, indicating that the assumption of multicollinearity was not violated (Howell, 2010). 

Data transformations were utilized as the following variables were not normally distributed: 

yearly income, therapist client intervention hours, days on the intake waitlist, and days on the 

therapy waitlist. Once transformations were performed (square root transformation for income 

and intervention hours, and natural log for days on intake and therapy waitlists), all variables of 
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interest met the assumptions necessary to run the corresponding statistical test. See Table 6 for 

reported mean, standard deviation, and range of variables of interest. 

Table 5 

Testing Multicollinearity among Variables of Interest 

Measure 1 2 3 4 5 6 

1 First WAI-SR Total
Score -- 

2 Therapist Hours 0.001 -- 

3 Level of Pathology -0.013 -0.076 -- 

4 Intake Waitlist 0.089* 0.154*** -0.072 -- 

5 Therapy Waitlist -0.021 -0.011 0.011 -0.427*** -- 

6 Change in OQ45.2 -0.093* -0.038 -0.052 0.003 -0.057 -- 

Note.  *p < 0.05,  ***p < 0.001 

Table 6 

Descriptive Statistics for Variables of Interest 

Scale N Min. 
(observed) 

Max 
(observed) Mean SD 

First WAI-SR Total Score 212 15 60 46.01 9.29 

Therapist Hours 516 0 598.5 123.59 103.04 

Level of Pathology 485 32 82 50.78 10.59 

Intake Waitlist 523 0 171 19.41 26.03 

Therapy Waitlist 524 0 189 19.34 18.08 

Change in OQ45.2 453 -118 50 -11.23 21.69 

Number of Therapy Sessions 524 1 88 12.32 13.91 
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Hypothesis Testing 

Hypothesis A 

The first hypothesis investigated the systematic relationships among demographic 

variables and factors of client, therapist, treatment, and procedure associated with premature 

termination via chi square analyses and one-way analysis of variance (ANOVA).  

Hypothesis A1 

Hypothesis A1 stated client’s age would be associated with premature termination such 

that younger clients would terminate treatment prematurely significantly more often than older 

clients. A one-way ANOVA with client age as the dependent variable and the subjective 

termination status (mutual, premature, other) as the fixed factor variable was used. Levene’s F 

test for homogeneity of variances (p = 0.07) indicated homogeneity of variance (see Table 7).  

The one-way ANOVA of client’s age on the subjective termination status revealed no main 

effect for termination status, F (2, 521) = 1.50, p = 0.22. A one-way ANOVA with client age as 

the dependent variable and the objective change in symptomology status (deteriorated, no 

change, reliable changed, recovered) as the fixed factor variable was used. Levene’s F test for 

homogeneity of variances (p = 0.03) indicated heterogeneity of variance; therefore, the Welch’s 

F test was interpreted. The one-way ANOVA of client’s age on the objective change in 

symptomology status revealed no main effect, Welch’s F (3, 138.72) = 1.23, p = 0.30 (see Table 

8). Overall, Hypothesis A1 was not supported. 

Table 7 

One-Way ANOVA Comparisons of Client Age by Subjective Termination Group 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68 

M SD M SD M SD F p 
Age 29.62 11.46 27.78 9.58 30.58 12.34 1.50 0.22 
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Table 8 

One-Way ANOVA Comparisons of Client Age by Objective Change in Symptomology Group 

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87 

M SD M SD M SD M SD F p 
Age 32.86 13.84 28.52 10.30 29.32 10.69 29.29 12.47 1.23 0.30 

Hypothesis A2 

Hypothesis A2 stated client socioeconomic status would be associated with premature 

termination. Those with lower socioeconomic status were expected to be significantly more 

likely to end treatment prematurely than those with higher socioeconomic status. A one-way 

ANOVA with client yearly income as the dependent variable and the subjective termination 

status (mutual, premature, other) as the fixed factor variable was used. Levene’s F test for 

homogeneity of variances (p = 0.49) indicated homogeneity of variance. The results of the 

ANOVA indicated no significant effect of yearly income on the subjective termination status, F 

(2, 461) = 0.54, p = 0.59 (see Table 9).  

Table 9 

One-Way ANOVA Comparisons of Total Yearly Income by Subjective Termination Group 

Variable Premature 
N = 290 

Mutual 
N = 112 

Other 
N = 62 

M SD M SD M SD F p 
Yearly 
Income 15,594 20,135 15,708 21,697 12,317 15,748 0.54 0.59 

A one-way ANOVA with client yearly income as the dependent variable and the objective 

change in symptomology status (deteriorated, no change, reliably changed, recovered) as the 

fixed factor variable was conducted. Levene’s F test for homogeneity of variances (p = 0.43) 

indicated homogeneity of variance. The results of the ANOVA indicated no significant effect of 
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yearly income on the objective change in symptomology status, F (3, 404) = 0.53, p = 0.66 (see 

Table 10). Overall, Hypothesis A2 was not supported. 

Table 10 

One-Way ANOVA Comparisons of Total Yearly Income by Objective Change in Symptomology 
Group 

Variable Deteriorated 
N = 38 

No Change 
N = 200 

Reliably Changed 
N = 92 

Recovered 
N = 78 

M SD M SD M SD M SD F p 
Yearly 
Income 12,668 18,922 15,649 19,186 14,704 18,254 17,007 25,958 0.53 0.66 

Hypothesis A3 

Hypothesis A3 stated client education level would be associated with premature 

termination such that those with lower education levels would be significantly more likely to 

prematurely terminate treatment compared to clients with higher levels of education. A Pearson’s 

chi-square test of independence (X2) was performed to examine the relationship between client 

education level and subjective termination status (mutual, premature, other). There was a 

significant association between client education level and subjective termination status, X2(14, n 

= 516) = 30.64, p < 0.01, Cramer’s V = 0.17. The proportion of clients who had only completed 

a GED or high school education who terminated mutually was less than statistically expected 

whereas the proportion of clients who terminated neither prematurely nor mutually (i.e., other) 

was more than expected. The proportion of clients who terminated mutually when they had some 

graduate college education was more than expected (see Table 11). A Pearson’s chi-square test 

of independence (X2) was performed to examine the relationship between client education level 

and objective change in symptomology status (deteriorated, no change, reliable changed, 

recovered). There was no significant association between client education level and objective 

change in symptomology status, X2(21, n = 447) = 27.20, p = 0.16, Cramer’s V = 0.14 (see Table 
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12).Given no significant difference in the objective definition analysis and the significant but not 

entirely consistent with hypothesized direction results as related to the subjective status, 

Hypothesis A3 was partially supported. 

Table 11 

Pearson’s Chi Squares Analyses of Education Level by Subjective Termination Group 

Variable Premature 
N = 328 

Mutual 
N = 121 

Other 
N = 67 

N % N % N % X2 
Education Level 30.64** 

Less than High School 4 0.8 1 0.2 3 0.6 
Completed High 

School/GED 36 7.0 3 0.6 4 0.8 

Technical School 3 0.6 0 0.0 0 0.0 
Associate’s Degree 10 1.9 1 0.2 0 0.0 

Some College 219 42.4 84 16.3 41 7.9 
Bachelor’s Degree 38 7.4 16 3.1 12 2.3 

Some Graduate School 11 2.1 12 2.3 3 0.6 
Graduate Degree 7 1.4 4 0.8 4 0.8 

Note. **p < .01. 

Table 12 

Pearson’s Chi Squares Analyses of Education Level by Objective Change in Symptomology 
Group 

Variable Deteriorated 
N = 43 

No Change 
N = 219 

Reliably Changed 
N = 99 

Recovered 
N = 86 

N % N % N % N % X2 
Education 

Level 27.20 

Less than 
High School 0 0.0 3 0.7 0 0.0 1 0.2 

Completed 
High 

School/GED 
5 1.1 15 3.4 9 2.0 6 1.3 

Technical 
School 2 0.4 1 0.2 0 0.0 0 0.0 

Associate’s 
Degree 2 0.4 4 0.9 0 0.0 3 0.7 

Some College 24 5.4 155 34.7 70 15.7 55 12.3 
Bachelor’s 

Degree 6 1.3 26 5.8 13 2.9 10 2.2 

Some 
Graduate 
School 

1 0.2 11 2.5 4 0.9 7 1.6 

Graduate 
Degree 3 0.7 4 0.9 3 0.7 4 0.9 
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Hypothesis A4 

Hypothesis A4 stated client ethnicity would be associated with premature termination 

such that minority clients (i.e., non-White) would be significantly more likely to prematurely 

terminate treatment than their ethnic majority counterpart (i.e., White). A Pearson’s chi-square 

test of independence (X2) was performed to examine the relationship between client ethnic 

minority status and subjective termination status (mutual, premature, other). There was no 

significant association between client ethnic minority status and subjective termination status 

(mutual, premature, other), X2(2, n = 524) = 0.68, p = 0.71, Cramer’s V = 0.04 (see Table 13).  

Table 13  

Pearson’s Chi Squares Analyses of Minority Status by Subjective Termination Group 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68 

N % N % N % X2 
Minority 

Status 0.68 

No 228 43.5 91 17.4 48 9.2 
Yes 103 19.7 34 6.5 20 3.8 

A Pearson’s chi-square test of independence (X2) was performed to examine the relationship 

between client ethnic minority status and objective change in symptomology status (deteriorated, 

no change, reliable changed, recovered). There was no significant association between client 

ethnic minority status and objective change in symptomology status (deteriorated, no change, 

reliable changed, recovered), X2(3, n = 453) = 5.36, p = 0.15, Cramer’s V = 0.11 (see Table 

14).Overall, Hypothesis A4 was not supported. 
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Table 14  
 
Pearson’s Chi Squares Analyses of Minority Status by Objective Change in Symptomology 
Group 
 

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87  

 N % N % N % N % X2 
Minority 

Status         5.36 

No 32 7.1 155 34.2 78 17.2 55 12.1  
Yes 11 2.4 68 15.0 22 4.9 32 7.1  

 

Hypothesis A5 

Hypothesis A5 stated whether or not the client and therapist are ethnically matched 

would be associated with premature termination such that clients who are ethnically matched to 

their therapists would be significantly less likely to end treatment prematurely than clients not 

ethnically matched to their therapists. A Pearson’s chi-square test of independence (X2) was 

performed to examine the relationship between ethnic matching of client and therapist and 

subjective termination status (mutual, premature, other). There was no significant association 

between ethnicity matching and subjective termination status, X2(2, n = 524) = 0.10, p = 0.95, 

Cramer’s V = 0.01 (see Table 15). A Pearson’s chi-square test of independence (X2) was 

performed to examine the relationship between ethnic matching of client and therapist and 

objective change in symptomology status ((deteriorated, no change, reliable changed, recovered). 

There was no significant association between ethnic matching and objective change in 

symptomology status, X2(3, n = 453) = 0.17, p = 0.95, Cramer’s V = 0.02 (see Table 16).Overall, 

Hypothesis A5 was not supported. 
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Table 15  
 
Pearson’s Chi Squares Analyses of Therapist-Client Matching by Subjective Termination Group 
 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68  

 N % N % N % X2 
Therapist-

Client 
Matching 

      0.10 

No 160 20.5 62 11.8 34 6.5  
Yes 171 32.6 63 12.0 34 6.5  

 
Table 16 
 
Pearson’s Chi Squares Analyses of Therapist-Client Matching by Objective Change in 
Symptomology Group 
  

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87  

 N % N % N % N % X2 
Therapist-

Client 
Matching 

        5.36 

No 20 4.4 111 24.5 50 11.0 43 9.5  
Yes 23 5.1 112 24.7 50 11.0 44 9.7  

 

Hypothesis A6 

Hypothesis A6 stated the degree of initial client psychopathology would be associated 

with premature termination. Clients with more severe pathology at the start of treatment, as 

measured by symptom endorsement on the SCL-90-R or PDSQ, would be significantly more 

likely to terminate treatment prematurely than clients with less pathology. A one-way ANOVA 

with the calculated z-score of pathology as the dependent variable and the subjective termination 

status (mutual, premature, other) as the fixed factor variable was used. Levene’s F test for 

homogeneity of variances (p = 0.99) indicated homogeneity of variance. The results of the 

ANOVA indicated no significant effect of degree of psychopathology on the subjective 

termination status, F (2, 482) = 1.48, p = 0.23 (see Table 17).  A one-way ANOVA with the 
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calculated z-score of pathology as the dependent variable and the objective change in 

symptomology status (deteriorated, no change, reliable changed, recovered) as the fixed factor 

variable was used. Levene’s F test for homogeneity of variances (p = 0.93) indicated 

homogeneity of variance. The results of the ANOVA indicated a significant main effect of 

degree of psychopathology on the objective change in symptomology status, F (3, 422) = 3.65, p 

< 0.05. A Tukey post-hoc test revealed that the degree of psychopathology was statistically 

different between the no change group (M = -0.062, SD = 0.98; t-score M = 49.38, SD = 9.87) 

and the reliably changed group (M = 0.33, SD = 1.04; t-score M = 53.34, SD = 10.45, p < 0.01), 

such that those in the no change group reported less symptoms than those in the reliably changed 

group. There were no statistically significant differences between the deteriorated group (M = 

0.05, SD = 0.95; t-score M = 50.47, SD = 9.46) and the no change group (p = 0.93), the 

deteriorated group and the recovered group (M = -0.02, SD = 0.98; t-score M = 49.84, SD = 

9.81,p = 0.99), and the deteriorated group and the reliably changed group (p = 0.45). There were 

no statistically significant differences between the no change group and the recovered group (p = 

0.98). Lastly, there were no statistically significant differences between the recovered group and 

the reliably changed group (p = 0.09) (see Table 18). Overall, Hypothesis A6 was partially 

supported. 

Table 17 
 
One-Way ANOVA Comparisons of Degree of Psychopathology by Subjective Termination Group 
 

Variable Premature 
N = 310 

Mutual 
N = 114 

Other 
N = 61  

 M SD M SD M SD F p 
Degree of 
Pathology 
(t-score) 

51.28 10.71 50.5 10.56 48.89 10.04 1.48 0.23 
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Table 18 
 
One-Way ANOVA Comparisons of Degree of Psychopathology by Objective Change in 
Symptomology Group 
 

Variable Deteriorated 
N = 36 

No Change 
N = 213 

Reliably Changed 
N = 97 

Recovered 
N = 80  

 M SD M SD M SD M SD F p 
Degree of 
Pathology 
(t-score) 

50.47 9.46 49.38 9.87 53.34 10.45 49.84 9.81 3.65 < 0.05 

 

Hypothesis A7 

Hypothesis A7 stated therapist level of experience would be associated with premature 

termination such that clients with less experienced therapists would be significantly more likely 

to terminate prematurely than clients with more experienced therapists. A one-way ANOVA was 

used with therapist client contact hours at start of treatment as the dependent variable and the 

subjective termination status (mutual, premature, other) as the fixed factor variable. Levene’s F 

test for homogeneity of variances (p = 0.84) indicated homogeneity of variance. The results of 

the ANOVA indicated no significant main effect of therapist client contact hours on the 

subjective termination status, F (2, 513) = 0.76, p = 0.47 (see Table 19). A one-way ANOVA 

was used with therapist client contact hours as the dependent variable and the objective change 

in symptomology status (deteriorated, no change, reliable changed, recovered) as the fixed factor 

variable. Levene’s F test for homogeneity of variances (p = 0.62) indicated homogeneity of 

variance. The results of the ANOVA indicated no significant main effect of therapist client 

contact hours on the objective change in symptomology status, F (3, 445) = 0.78, p = 0.51 (see 

Table 20). 

  



 

68 

Table 19 
 
One-Way ANOVA Comparisons of Therapist Client Contact Hours by Subjective Termination 
Group 
 

Variable Premature 
N = 326 

Mutual 
N = 122 

Other 
N = 68  

 M SD M SD M SD F p 
Therapist 

Client 
Contact 
Hours 

117.78 97.96 134.44 110.99 131.58 111.22 0.76 0.47 

 

Table 20 
 
One-Way ANOVA Comparisons of Therapist Client Contact Hours by Objective Change in 
Symptomology Group 
 

Variable Deteriorated 
N = 42 

No Change 
N = 221 

Reliably Changed 
N = 99 

Recovered 
N = 87  

 M SD M SD M SD M SD F p 
Therapist 

Client 
Contact 
Hours 

149.04 109.47 122.40 103.06 124.10 96.07 133.14 102.9
6 0.78 0.51 

 

Additionally, therapist level of experience was measured by therapist’s year in the 

doctoral program. A Pearson’s chi-square test of independence (X2) was performed to examine 

the relationship between therapist’s level of experience based on his or her year in the doctoral 

program and subjective termination status (mutual, premature, other). There was no significant 

association between year in the doctoral program and subjective termination status, X2(10, n = 

524) = 5.21, p = 0.87 Cramer’s V = 0.07 (see Table 21). A Pearson’s chi-square test of 

independence (X2) was performed to examine the relationship between year in the doctoral 

program and objective change in symptomology status (deteriorated, no change, reliable 

changed, recovered). There was no significant association between year in the doctoral program 
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and objective change in symptomology status, X2(15, n = 453) = 18.95, p = 0.22, Cramer’s V = 

0.12 (see Table 22).Overall, Hypothesis A7 was not supported. 

Table 21 

Pearson’s Chi Squares Analyses of Therapist Year in Program by Subjective Termination Group 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68 

N % N % N % X2 
Therapist 
Year in 
Program 

5.21 

1 23 4.4 6 1.1 4 0.8 
2 175 33.4 67 12.8 37 7.1 
3 113 21.6 41 7.8 22 4.2 
4 17 3.2 10 1.9 4 0.8 
5 2 0.4 1 0.2 0 0.0 
6 1 0.2 0 0.0 1 0.2 

Table 22 

Pearson’s Chi Squares Analyses of Therapist Year in Program by Objective Change in 
Symptomology Group 

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87 

N % N % N % N % X2 
Therapist 
Year in 
Program 

18.95 

1 4 0.9 10 2.2 3 0.7 9 2.0 
2 20 4.4 128 28.3 50 11.0 39 8.6 
3 13 2.9 73 16.1 39 8.6 34 7.5 
4 5 1.1 10 2.2 8 1.8 5 1.1 
5 1 0.2 1 0.2 0 0.0 0 0.0 
6 0 0.0 1 0.2 0 0.0 0 0.0 

Hypothesis A8 

Hypothesis A8 stated client medication status, i.e. whether or not the client is on 

psychotropic medication, would be associated with premature termination. Clients who were not 

taking medication were expected to be significantly more likely to terminate treatment 
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prematurely than clients taking medication. A Pearson’s chi-square test of independence (X2) 

was performed to examine the relationship between client medication status and subjective 

termination status (mutual, premature, other). There was no significant association between 

medication status and subjective termination status, X2(2, n = 524) = 4.56, p = 0.10, Cramer’s V 

= 0.09 (see Table 23). A Pearson’s chi-square test of independence (X2) was performed to 

examine the relationship between medication status and objective change in symptomology 

status (deteriorated, no change, reliable changed, recovered). There was no significant 

association between medication status and objective change in symptomology status, X2(3, n = 

453) = 2.79, p = 0.43, Cramer’s V = 0.08 (see Table 24).Overall, Hypothesis A8 was not 

supported. 

Table 23 
 
Pearson’s Chi Squares Analyses of Psychotropic Medication by Subjective Termination Group 
 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68  

 N % N % N % X2 
Psychotropic 
Medication       4.56 

No 217 41.4 87 16.6 37 7.1  
Yes 114 21.8 38 7.3 31 1.5  

 
Table 24 
 
Pearson’s Chi Squares Analyses of Psychotropic Medication by Objective Change in 
Symptomology Group 
 

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87  

 N % N % N % N % X2 
Psychotropic 
Medication         2.79 

No 26 5.7 151 33.3 59 11.9 54 11.9  
Yes 17 3.8 72 15.9 41 9.1 33 7.3  
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Hypothesis A9 

Hypothesis A9 stated the amount of time a client was on the waitlist would be associated 

with premature termination. The longer a client was on the waitlist, the more likely he or she 

would be to terminate treatment prematurely. A one-way ANOVA was conducted with number 

of days on the intake waitlist as the dependent variable and the subjective termination status 

(mutual, premature, other) as the fixed factor variable. Levene’s F test for homogeneity of 

variances (p = 0.40) indicated homogeneity of variance. The results of the ANOVA indicated no 

significant effect of the number of days on the intake waitlist on the subjective termination 

status, F (2, 515) = 1.80, p = 0.16 (see Table 25).  A one-way ANOVA was used with the 

number of days on the intake waitlist as the dependent variable and the objective change in 

symptomology status (deteriorated, no change, reliable changed, recovered) as the fixed factor 

variable. Levene’s F test for homogeneity of variances (p = 0.04) indicated heterogeneity of 

variance; therefore, the Welch’s F test was interpreted. The one-way ANOVA of the number of 

days on the intake waitlist on the objective change in symptomology status revealed no 

statistically significant main effect, Welch’s F (3, 141.77) = 0.13, p = 0.94 (see Table 26). 

Table 25 
 
One-Way ANOVA Comparisons of Total Number of Days on Intake Waitlist by Subjective 
Termination Group 
 

Variable Premature 
N = 330 

Mutual 
N = 125 

Other 
N = 68  

 M SD M SD M SD F p 
Days on 
Intake 

Waitlist 
18.14 24.68 21.70 27.19 21.37 29.99 1.80 0.16 
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Table 26 
 
One-Way ANOVA Comparisons of Total Number of Days on Intake Waitlist by Objective 
Change in Symptomology Group 
 

Variable Deteriorated 
N = 43 

No Change 
N = 222 

Reliably Changed 
N = 100 

Recovered 
N = 87  

 M SD M SD M SD M SD F p 
Days on 
Intake 

Waitlist 
19.77 21.95 20.40 27.75 18.01 25.28 19.90 28.48 0.13 0.94 

 

Next, a one-way ANOVA was conducted with number of days on the therapy waitlist as 

the dependent variable and the subjective termination status (mutual, premature, other) as the 

fixed factor variable. Levene’s F test for homogeneity of variances (p = 0.22) indicated 

homogeneity of variance. The results of the ANOVA indicated no significant main effect of the 

number of days on the therapy waitlist on the subjective termination status, F (2, 520) = 0.40, p = 

0.67 (see Table 27).  A one-way ANOVA was conducted with the number of days on the therapy 

waitlist as the dependent variable and the objective change in symptomology status (deteriorated, 

no change, reliable changed, recovered) as the fixed factor variable. Levene’s F test for 

homogeneity of variances (p = 0.81) indicated homogeneity of variance. The one-way ANOVA 

of the number of days on the therapy waitlist on the objective change in symptomology status 

revealed no statistically significant main effect, F (3, 448) = 0.88, p = 0.45 (see Table 28). 

Overall, Hypothesis A9 was not supported. 

Table 27 
 
One-Way ANOVA Comparisons of Total Number of Days on Therapy Waitlist by Subjective 
Termination Group 
 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68  

 M SD M SD M SD F p 
Days on 
Therapy 
Waitlist 

19.08 16.41 20.75 22.77 18.00 16.11 0.40 0.67 
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Table 28 
 
One-Way ANOVA Comparisons of Total Number of Days on Therapy Waitlist by Objective 
Change in Symptomology Group 
 

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87  

 M SD M SD M SD M SD F p 
Days on 
Therapy 
Waitlist 

17.12 15.54 18.56 16.23 19.79 16.18 21.84 26.53 0.88 0.45 

 

Hypothesis A10 

Hypothesis A10 stated client transfer would be associated with premature termination 

such that those who have been transferred would be more likely to terminate treatment 

prematurely than those who have not been transferred. A Pearson’s chi-square test of 

independence (X2) was performed to examine the relationship between transfer status (i.e., 

transferred or not transferred) and subjective termination status (mutual, premature, other). There 

was no significant association between transfer status and subjective termination status, X2(2, n = 

524) = 1.16, p = 0.56, Cramer’s V = 0.05 (see Table 29). A Pearson’s chi-square test of 

independence (X2) was performed to examine the relationship between transfer status and 

objective change in symptomology status (deteriorated, no change, reliable changed, recovered). 

There was no significant association between transfer status and objective change in 

symptomology status, X2(3, n = 453) = 1.61, p = 0.66, Cramer’s V = 0.06 (see Table 30). 

Table 29 
 
Pearson’s Chi Squares Analyses of Transfer Status by Subjective Termination Group 
 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68  

 N % N % N % X2 
Transfer 
Status       1.16 

No 289 55.2 105 20.0 57 10.9  
Yes 42 8.0 20 3.8 11 2.1  
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Table 30 
 
Pearson’s Chi Squares Analyses of Transfer Status by Objective Change in Symptomology 
Group 
 

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87  

 N % N % N % N % X2 
Transfer 
Status         1.61 

No 35 7.7 190 41.9 89 19.6 74 16.3  
Yes 8 1.8 33 7.3 11 2.4 13 2.9  

 

Additionally, of the clients that were transferred, a Pearson’s chi-square test of 

independence (X2) was performed to examine the relationship between whether or not a client 

met his/her new clinician and subjective termination status (mutual, premature, other). There was 

no significant association between whether or not a client met his/her new clinician and 

subjective termination status, X2(2, n = 73) = 2.47, p = 0.29, Cramer’s V = 0.16 (see Table 31). 

A Pearson’s chi-square test of independence (X2) was performed to examine the relationship 

between whether or not a client met his/her new clinician and objective change in symptomology 

status (deteriorated, no change, reliable changed, recovered). There was no significant 

association between whether or not a client met his/her new clinician and objective change in 

symptomology status, X2(3, n = 65) = 1.53, p = 0.68, Cramer’s V = 0.19 (see Table 32).Overall, 

Hypothesis A10 was not supported. 

Table 31 
 
Pearson’s Chi Squares Analyses of Clinician Meeting by Subjective Termination Group 
 

Variable Premature 
N = 35 

Mutual 
N = 19 

Other 
N = 9  

 N % N % N % X2 
Clinician 
Meeting       2.47 

No 34 46.6 17 23.3 11 15.1  
Yes 8 11.0 3 4.1 0 0.0  
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Table 32 
 
Pearson’s Chi Squares Analyses of Clinician Meeting by Objective Change in Symptomology 
Group 
 

Variable Deteriorated 
N = 6 

No Change 
N = 28 

Reliably Changed 
N = 11 

Recovered 
N = 11  

 N % N % N % N % X2 
Clinician 
Meeting         1.53 

No 8 12.3 28 43.1 9 13.8 11 16.9  
Yes 0 0.0 5 7.7 2 3.1 2 3.1  

 

Hypothesis B 

The second hypothesis investigated whether intake therapist continuity would predict a 

stronger therapeutic relationship, while intake therapist discontinuity would predict a weaker 

therapeutic relationship. A two-stage hierarchical multiple regression was conducted with total 

score for the first reported working alliance administration used as the dependent variable. The 

session number at which the working alliance inventory was administered was entered at stage 

one of the regression to control for the variability in session number at which the working 

alliance inventory was given (i.e., not all clients completed the working alliance on the same 

session number). The intake therapist status (continuity versus discontinuity) was entered at 

stage two of the regression. The session number at which the working alliance inventory was 

administered explained 6.0% of the variance in the working alliance total score, (R2 = 0.06, Adj 

R2 = 0.06, β= 0.25, p < 0.001). In the second stage of the regression, the intake therapist 

continuity status was entered into the model. It did not account for a statistically significant 

amount of variance in the working alliance total score (Adj. R² = 0.05, Δ R² = 0.03, β= 0.05, ΔF 

= 0.62, p = .43). While the model as a whole was significant, the intake therapist continuity 
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status did not explain a significant proportion of the variance in alliance scores, thus Hypothesis 

B was not supported (see Table 33).  

Table 33 
 
Summary Regression Analysis for Intake Therapist Continuity Status Predicting the Therapeutic 
Relationship 
 

 Stage 1 Stage 2 

Variable B SE B β B SE B β 

Session Number 0.33 .09 .25*** 0.33 0.09 0.25 

Intake therapist status    0.99 1.26 0.05 

R2 0.06 0.063 

Adj. R2 0.056 0.054 

R2 Change  0.06 0.003 

F for change in R2 13.48*** 0.62 

 Note. ***p < .001. 
 

Hypothesis C 

 The third hypothesis stated intake therapist continuity would predict mutual termination 

while intake therapist discontinuity would predict client premature termination. A multinomial 

logistic regression was conducted to predict subjective termination status (premature, mutual, 

other) using intake therapist continuity status (continuity versus discontinuity) as the predictor. A 

test of the model against a constant-only model was not statistically significant, indicating that 

the intake therapist continuity status did not predict subjective termination status, X2(2, n = 524) 

= 1.61, p = 0.45. Nagelkerke’s R2 of 0.004 indicated a weak relationship between intake therapist 

continuity status and subjective termination status. Intake continuity status did not significantly 
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separate clients that terminated due to an “other” reason from those that terminated prematurely, 

Wald statistic (1) = 0.00, p = 0.99, (B) = -0.004, SE = 0.28, Exp(B) = 1.00. Additionally, intake 

continuity status did not significantly separate clients that terminated prematurely from those that 

terminated mutually, Wald statistic (1) = 1.54, p = 0.77, (B) = -0.27, SE = 0.21, Exp(B) = 0.77, 

nor did it significantly separate clients that terminated because of an “other” reason from those 

that terminated mutually, Wald statistic (1) = 0.75, p = 0.39, (B) = -0.27, SE = 0.31, Exp(B) = 

0.76 (see Table 34). 

A multinomial logistic regression was conducted to predict objective change in 

symptomology status (deteriorated, no change, reliable changed, recovered) using intake 

therapist continuity status (continuity versus discontinuity) as the predictor. A test of the model 

against a constant-only model was not statistically significant, indicating that the intake therapist 

continuity status did not predict change in symptomology status, X2(3, n = 453) = 1.14, p = 0.77. 

Nagelkerke’s R2 of 0.003 indicated a weak relationship between intake therapist continuity status 

and change in symptomology status. Intake continuity status did not significantly separate clients 

who deteriorated from those who had no change, Wald statistic (1) = 0.013, p = 0.91, (B) = -0.04, 

SE = 0.34, Exp(B) = 0.96. Next, intake continuity status did not significantly separate clients who 

deteriorated from those who recovered, Wald statistic (1) = 0.33, p = 0.56, (B) = -0.22, SE = 

0.38, Exp(B) = 0.80, or from those who had reliably changed, Wald statistic (1) = 0.38, p = 0.80, 

(B) = 0.10, SE = 0.40, Exp(B) = 1.10. Intake continuity status did not significantly separate 

clients who reliably changed from those who recovered, Wald statistic (1) = 1.11, p = 0.29, (B) = 

-0.32, SE = 0.30, Exp(B) = 0.73, or from those who had no change, Wald statistic (1) = 0.29, p = 

0.59, (B) = -0.13, SE = 0.25, Exp(B) = 0.87. Lastly, intake continuity status did not significantly 

separate clients who had no change from those who recovered, Wald statistic (1) = 0.51, p =0.48, 
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(B) = -0.18, SE = 0.26, Exp(B) = 0.83, (see Table 35).Overall, Hypothesis C was not supported. 

Table 34 
 
Multinomial Logistic Regression of Intake Therapist Continuity Status Predicting Subjective 
Termination Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

Mutual1 Continuity Status -0.27 1.54 0.77 0.77 (0.50-1.17) 
Premature2 Continuity Status -0.004 0.00 0.99 1.00 (0.58-1.71) 

Mutual2 Continuity Status -0.27 0.75 0.39 0.76 (0.42 –1.40) 
Note. Reference category: Premature Termination Status1 or Other Termination Status2,  Continuity Status: 0 = 
discontinuity, 1 = continuity 
 
Table 35 
 
Multinomial Logistic Regression of Intake Therapist Continuity Status Predicting Objective 
Change in Symptomology Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

No Change1 Continuity Status -0.04 0.01 0.91 0.96 (0.49-1.89) 
Reliably Changed1 Continuity Status 0.10 0.38 0.80 1.10 (0.52-2.31) 

Recovered1 Continuity Status -0.22 0.33 0.56 0.80 (0.38-1.67) 
No Change2 Continuity Status -0.32 1.11 0.29 0.73 (0.40 – 1.31) 
Recovered2 Continuity Status -0.13 0.29 0.59 0.87 (0.54 – 1.43) 
Recovered3 Continuity Status -0.18 0.51 0.48 0.83 (0.50 – 1.38) 

Note. Reference category: Deteriorated Status1, Reliably Changed2, No Change3  Continuity Status: 0 = 
discontinuity, 1 = continuity 
 

Hypothesis D 

 The fourth hypothesis stated a stronger therapeutic relationship would predict mutual 

termination while a weaker therapeutic relationship would predict premature termination. A 

multinomial logistic regression was conducted to predict subjective termination status 

(premature, mutual, other) using the first score of the WAI-SR as the predictor and controlling 

for the session number at which the working alliance measure was administered. A test of the 

model against a constant-only model was statistically significant, indicating that the working 

alliance did predict subjective termination status, X2(2, n = 212) = 18.68, p < 0.001. 

Nagelkerke’s R2 of 0.10 indicated a moderate relationship between the first working alliance and 
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subjective termination status. Working alliance scores significantly separated clients that 

terminated prematurely from those that terminated mutually, Wald statistic (1) = 7.35, p <0.01, 

(B) = 0.05, SE = 0.02, Exp(B) = 1.05, after controlling for the session at which the working 

alliance was administered, Wald statistic (1) = 4.031,p < 0.05,(B) = 0.05, SE = 0.03, Exp(B) = 

1.05. Additionally, working alliance scores significantly separated clients that terminated 

prematurely from those that terminated for other reasons, Wald statistic (1) = 4.33, p <0.05, (B) 

= 0.05, SE = 0.03, Exp(B) = 1.05, after controlling for the session at which the working alliance 

was administered, Wald statistic (1) = 0.44, p = 0.51, (B) = 0.02, SE = 0.04, Exp(B) = 1.02, but 

not clients that terminated because of an “other” reason from those that terminated mutually, 

Wald statistic (1) = 0.002, p = 0.97, (B) = -0.001, SE = 0.03, Exp(B) = 1.00, after controlling for 

the session at which the working alliance was administered, Wald statistic (1) = 0.90, p = 0.34, 

(B) = 0.03, SE = 0.03, Exp(B) = 1.03, (see Table 36). 

A multinomial logistic regression was conducted to predict objective change in 

symptomology status (deteriorated, no change, reliable changed, recovered) using the first score 

of the WAI-SR as the predictor and controlling for the session number at which the WAI-SR was 

administered. A test of the model against a constant-only model was not statistically significant, 

indicating that working alliance did not predict change in symptomology status, X2(6, n = 208) = 

6.00, p = 0.42. Nagelkerke’s R2 of 0.031 indicated a weak relationship between working alliance 

and change in symptomology status. Working alliance did not significantly separate clients who 

deteriorated from those who had no change, Wald statistic (1) = 1.11, p = 0.29, (B) = -0.04, SE = 

0.04, Exp(B) = 0.96, even after controlling for the session at which the working alliance was 

administered, Wald statistic (1) = 0.03, p = 0.87, (B) = 0.01, SE = 0.05, Exp(B) = 1.01. Next, 

working alliance did not significantly separate clients who deteriorated from those who had 
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recovered, Wald statistic (1) = 0.001, p = 0.98, (B) = -0.001, SE = 0.04, Exp(B) = 1.00, even after 

controlling for the session at which the working alliance was administered, Wald statistic (1) = 

0.16, p = 0.69, (B) = 0.02, SE = 0.05, Exp(B) = 1.02,or from those who had reliably changed, 

Wald statistic (1) = 0.38, p = 0.53, (B) = -0.02, SE = 0.40, Exp(B) = 0.98, even after controlling 

for the session at which the working alliance was administered, Wald statistic (1) = 0.46, p = 

0.49, (B) = 0.04, SE = 0.05, Exp(B) = 1.04. Working alliance did not significantly separate 

clients who reliably changed from those who recovered, Wald statistic (1) = 0.92, p = 0.34, (B) = 

0.02, SE = 0.02, Exp(B) = 1.02, even after controlling for the session at which the working 

alliance was administered, Wald statistic (1) = 0.28, p = 0.59, (B) = -0.01, SE = 0.03, Exp(B) = 

0.97, or from those who had no change, Wald statistic (1) = 0.49, p = 0.48, (B) = -0.01, SE = 

0.02, Exp(B) = 0.97, even after controlling for the session at which the working alliance was 

administered, Wald statistic (1) = 1.09, p = 0.30, (B) = -0.03, SE = 0.03, Exp(B) = 0.97. Lastly, 

working alliance did not significantly separate clients who had no change from those who 

recovered, Wald statistic (1) = 3.32, p = 0.07, (B) = 0.04, SE = 0.02, Exp(B) = 1.04, even after 

controlling for the session at which the working alliance was administered, Wald statistic (1) = 

0.24, p = 0.62, (B) = 0.01SE = 0.03, Exp(B) = 1.01(see Table 37). Overall, Hypothesis D was 

partially supported. 

Table 36 
 
Multinomial Logistic Regression of Working Alliance Predicting Subjective Termination Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

Mutual1 Session # 0.05 4.03 < 0.05 1.05 (1.01-1.09) 
 Total WAI Score 0.05 7.35 < 0.01 1.05 (1.00-1.11) 

Other2 Session # 0.02 0.44 0.51 1.02 (0.96-1.10) 
 Total WAI Score 0.05 4.33 <0.05 1.05 (1.00-1.11) 

Mutual2 Session # 0.03 0.03 0.34 1.03 (0.97-1.09) 
 Total WAI Score =0.001 0.03 0.97 1.00 (0.95 – 1.05) 

Note. Reference category: Premature Termination Status1 or Other Termination Status2. WAI = Working Alliance 
Inventory 
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Table 37 
 
Multinomial Logistic Regression of Working Alliance Predicting Objective Change in 
Symptomology Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

No Change1 Session # 0.01 0.03 0.87 1.01 (0.91-1.11) 
 Total WAI Score -0.04 1.11 0.29 0.96 (0.90-1.03) 

Reliably Changed1 Session # 0.04 0.46 0.49 1.04 (0.94-1.14) 
 Total WAI Score -0.02 0.38 0.53 0.98 (0.91-1.05) 

Recovered1 Session # 0.02 0.16 0.69 1.02 (0.92-1.13) 
 Total WAI Score -0.001 0.001 0.98 1.00 (0.93-1.07) 

No Change2 Session # -0.03 1.09 0.30 0.97 (0.93 – 1.02) 
 Total WAI Score -0.01 -.49 0.48 0.97 (0.95 – 1.03) 

Recovered2 Session # -0.01 0.28 0.59 0.97 (0.94 – 1.04) 
 Total WAI Score 0.02 0.92 0.34 1.02 (0.98 – 1.07) 

Recovered3 Session # 0.01 0.24 0.62 1.01 (0.96 – 1.07) 
 Total WAI Score 0.04 3.32 0.07 1.04 (1.00 – 1.08) 

Note. Reference category: Deteriorated Status1, Reliably Changed2, No Change3 

WAI = Working Alliance Inventory 
 

Hypothesis E 

The fifth hypothesis stated intake therapist continuity status and the therapeutic 

relationship would predict termination status. A multinomial logistic regression was conducted to 

predict subjective termination status (premature, mutual, other) using intake therapist continuity 

(continuity versus discontinuity) in the first step, and the first score of the working alliance 

inventory as the predictor (controlling for the session number at which the working alliance 

measure was administered, third and second steps, respectively). In order to examine whether 

intake therapist discontinuity and a weak relationship would predict premature termination, while 

intake therapist continuity and a stronger therapeutic relationship would predict mutual 

termination, the interaction between the predictor variables was also entered into the 

model(fourth step).  

 In step 1 of the model, intake continuity status did not significantly separate clients that 

terminated due to an “other” reason from those that terminated prematurely, Wald statistic (1) = 

0.06, p = 0.80, (B) = 0.11, SE = 0.43, Exp(B) = 1.11. Additionally, intake continuity status did 
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not significantly separate clients that terminated prematurely from those that terminated 

mutually, Wald statistic (1) = 1.97, p = 0.16, (B) = -0.45, SE = 0.32, Exp(B) = 0.64, nor from 

those that terminated for an “other” reason from those that terminated mutually, Wald statistic 

(1) = 1.53, p = 0.22, (B) = -0.56, SE = 0.45, Exp(B) = 0.57.  

 In the second and third steps, working alliance significantly separated clients that 

terminated prematurely from those that terminated mutually, Wald statistic (1) = 6.94, p < 0.01, 

(B) = 0.05, SE = 0.02, Exp(B) = 1.05, after controlling for the session at which the WAI was 

administered, Wald statistic (1) = 4.591,p < 0.05, (B) = 0.06, SE = 0.03, Exp(B) = 1.06. 

Additionally, working alliance significantly separated clients that terminated prematurely from 

those that terminated for “other” reasons, Wald statistic (1) = 4.39, p <0.05, (B) = 0.05, SE = 

0.03, Exp(B) = 1.05, after controlling for the session at which the working alliance was 

administered, Wald statistic (1) = 0.41, p = 0.52(B) = 0.02, SE = 0.04, Exp(B) = 1.02. Lastly, 

working alliance did not significantly separated clients that terminated for an “other” reason 

from those that terminated mutually, Wald statistic (1) = 0.01, p = 0.91, (B) = -0.003, SE = 0.03, 

Exp(B) = 1.00, after controlling for the session at which the working alliance was administered, 

Wald statistic (1) = 1.20, p = 0.27 (B) = 0.03, SE = 0.03, Exp(B) = 1.04. 

  The fourth step could not be completed in the model because the intake continuity status 

was not a significant predictor in the model. The interaction analysis was unnecessary and the 

analysis was discontinued for that reason. Given that the last step of the model was not 

completed, the overall model with intake therapist continuity status and working alliance was 

statistically significant against a constant-only model, but working alliance accounted for the 

relationship, X2(6, n = 212) = 21.17,  p < 0.01. This model accounted for 11.1% of the variance 

in termination status (Nagelkerke’s R2, see Table 37). 
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A multinomial logistic regression was conducted to predict objective change in 

symptomology status (deteriorated, no change, reliable changed, recovered) using intake 

therapist continuity (continuity versus discontinuity) in the first step, and the first score of the 

WAI as the predictor (controlling for the session number at which the working alliance measure 

was administered, third and second steps, respectively). In order to examine whether intake 

therapist discontinuity and a weak relationship would predict deterioration, while intake therapist 

continuity and a stronger therapeutic relationship would predict recovery, the interaction between 

the predictor variables was entered into the model (fourth step).  

In step 1 of the model, intake continuity status did not significantly separate clients who 

deteriorated from those who had no change, Wald statistic (1) = 0.01, p = 0.93, (B) = -0.06, SE = 

0.62, Exp(B) = 0.95. Next, intake continuity status did not significantly separate clients who 

deteriorated from those who had recovered, Wald statistic (1) = 0.07, p = 0.80, (B) = -0.17, SE = 

0.65, Exp(B) = 0.85, or from those who had reliably changed, Wald statistic (1) = 0.01, p = 0.80, 

(B) = 0.05, SE = 0.66, Exp(B) = 1.05.Intake continuity status did not significantly separate clients 

who reliably changed from those who recovered, Wald statistic (1) = 0.26, p = 0.61, (B) = -0.21, 

SE = 0.42, Exp(B) = 0.81, or from those who had no change, Wald statistic (1) = 0.08, p = 0.78, 

(B) = -0.10, SE = 0.37, Exp(B) = 0.90. Lastly, intake continuity status did not significantly 

separate clients who had no change from those who recovered, Wald statistic (1) = 0.10, p = 

0.75, (B) = -0.11, SE = 0.35, Exp(B) = 0.89. 

In the second and third steps, working alliance did not significantly separate clients who 

deteriorated from those who had no change, Wald statistic (1) = 1.12, p = 0.29, (B) = -0.04, SE = 

0.04, Exp(B) = 0.96, even after controlling for the session at which the WAI was administered, 

Wald statistic (1) = 0.03, p = 0.87, (B) = 0.01, SE = 0.05, Exp(B) = 1.01.  Next, intake continuity 
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status did not significantly separate clients who deteriorated from those who had recovered, 

Wald statistic (1) = 0.002, p = 0.97, (B) = -0.002, SE = 0.04, Exp(B) = 1.00, even after 

controlling for the session at which the working alliance was administered, Wald statistic (1) = 

0.18 p = 0.67, (B) = 0.02, SE = 0.05, Exp(B) = 1.02. Intake continuity status also did not 

significantly separate clients who deteriorated from those who had reliably changed, Wald 

statistic (1) = 0.39, p = 0.53, (B) = -0.02, SE = 0.40, Exp(B) = 0.98, even after controlling for the 

session at which the working alliance was administered, Wald statistic (1) = 0.44, p = 0.50, (B) = 

0.04, SE = 0.05, Exp(B) = 1.03. Working alliance did not significantly separate clients who 

reliably changed from those who recovered, Wald statistic (1) = 0.92, p = 0.34, (B) = 0.02, SE = 

0.02, Exp(B) = 1.02, even after controlling for the session at which the working alliance was 

administered, Wald statistic (1) = 0.22, p = 0.64, (B) = -0.01, SE = 0.03, Exp(B) = 0.99, or from 

those who had no change, Wald statistic (1) = 0.51, p = 0.48, (B) = -0.01, SE = 0.02, Exp(B) = 

0.99, even after controlling for the session at which the working alliance was administered, Wald 

statistic (1) = 1.09, p = 0.30, (B) = -0.03, SE = 0.03, Exp(B) = 0.98. Lastly, working alliance did 

not significantly separate clients who had no change from those who recovered, Wald statistic 

(1) = 3.25, p = 0.07, (B) = 0.04, SE = 0.02, Exp(B) = 1.04, even after controlling for the session 

at which the working alliance was administered, Wald statistic (1) = 0.27, p = 0.60, (B) = 0.01 

SE = 0.03, Exp(B) = 1.01. 

  The fourth step was not completed in the model because the intake continuity status was 

not a significant predictor in the model. Given that the last step of the model was not completed, 

the model with intake therapist continuity status and working alliance on objective change in 

symptomology status was not statistically significant against a constant-only model, X2(9, n = 
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208) = 6.27, p = 0.71. This model only accounted for 3.3% of the variance in change in 

symptomology status (Nagelkerke’s R2, see Table 38). Overall, Hypothesis E was not supported. 

Table 38 
 
Multinomial Logistic Regression of Intake Therapist Continuity Status and Working Alliance 
Predicting Subjective Termination Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

Mutual1 Continuity Status -0.45 1.97 0.16 0.64 (0.34-1.20) 
 Session # 0.06 4.591 < 0.05 1.06 (1.00-1.11) 
 Total WAI Score 0.05 6.94 < 0.01 1.05 (1.01-1.09) 

Other2 Continuity Status 0.11 0.06 0.80 1.11 (0.48-2.61) 
 Session # 0.02 0.41 0.52 1.02 (0.96-1.10) 
 Total WAI Score 0.05 4.39 <0.05 1.05 (1.00-1.11) 

Mutual2 Continuity Status -0.56 1.53 0.22 0.57 (0.24-1.39) 
 Session # 0.03 1.20 0.27 1.04 (0.97-1.10) 
 Total WAI Score -0.003 0.01 0.91 1.00 (0.95-1.05) 

Note. Reference category: Premature Termination Status1 or Other Termination Status2WAI = Working Alliance 
Inventory, Continuity Status: 0 = Discontinuity, 1= Continuity 
 
Table 39 
 
Multinomial Logistic Regression of Intake Therapist Continuity Status and Working Alliance 
Predicting Objective Change in Symptomology Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

No Change1 Continuity Status -0.06 0.01 0.93 0.95 (0.28-3.22) 
 Session # 0.01 0.03 0.87 1.01 (0.91-1.12) 
 Total WAI Score -0.04 1.12 0.29 0.96 (0.90-1.03) 

Reliably Changed1 Continuity Status 0.05 0.01 0.80 1.05 (0.29-3.84) 
 Session # 0.04 0.44 0.50 1.03 (0.94-1.15) 
 Total WAI Score -0.02 0.39 0.53 0.98 (0.91-1.05) 

Recovered1 Continuity Status -0.17 0.07 0.80 0.85 (0.24-3.04) 
 Session # 0.02 0.18 0.67 1.02 (0.92-1.13) 
 Total WAI Score -0.002 0.002 0.97 1.00 (0.93-1.13) 

No Change2 Continuity Status -0.10 0.08 0.78 0.90 (0.44 - 1.86) 
 Session # -0.03 1.09 0.30 0.98 (0.93 – 1.03) 
 Total WAI Score -0.01 0.51 0.48 0.99 (0.95 – 1.03) 

Recovered2 Continuity Status -0.21 0.26 0.61 0.81 (0.36 -1.83) 
 Session # -0.01 0.22 0.64 0.99 (0.94 – 1.04) 
 Total WAI Score 0.02 0.92 0.34 1.02 (0.97 – 1.07) 

Recovered3 Continuity Status -0.11 0.10 0.75 0.89 (0.45 – 1.79) 
 Session # 0.01 0.27 0.60 1.01 (0.96-1.07) 
 Total WAI Score 0.04 3.25 0.07 1.04 (1.00-1.08) 

Note. Reference category: Deteriorated Status1, Reliably Changed2, No Change3, WAI = Working Alliance 
Inventory, Continuity Status: 0 = Discontinuity, 1= Continuity 
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Exploratory Analyses 

 In addition to the main hypotheses, several exploratory analyses and hypotheses with 

alternate statistical analyses were conducted to examine termination status. The following 

variables were investigated further: client and therapist sex matching; therapist’s number of 

client contact hours; the total number of sessions; and time on a waitlist. The following analyses 

were conducted to address these exploratory analyses.  

First, given the relationship between ethnic matching clients and therapist was not as 

expected in this sample, further exploration was conducted in order to investigate whether client 

and therapist sex matching would be associated with termination status in this sample. A 

Pearson’s chi-square test of independence (X2) was performed to examine the relationship 

between sex matching and subjective termination status (mutual, premature, other). There was no 

significant association between sex matching and subjective termination status, X2(2, n = 524) = 

0.77, p = 0.68, Cramer’s V = 0.04 (see Table 40).  A Pearson’s chi-square test of independence 

(X2) was performed to examine the relationship between sex matching and objective change in 

symptomology status (deteriorated, no change, reliable changed, recovered). There was a 

significant association between client and therapist sex matching and objective change in 

symptomology status, X2(3, n = 453) = 16.48, p = 0.001, Cramer’s V = 0.19.The proportion of 

clients who recovered when they were not sex matched was less than the statistically expected 

proportion. However, the proportion of clients who reliably changed when they were not sex 

matched was more than expected (see Table 41). 
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Table 40 
 
Pearson’s Chi Squares Analyses of Therapist-Client Sex Matching by Subjective Termination 
Group 
 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68  

 N % N % N % X2 
Therapist-
Client Sex 
Matching 

      0.77 

No 134 25.6 54 10.3 25 4.8  
Yes 197 37.6 71 13.5 43 8.2  

 
Table 41 
 
Pearson’s Chi Squares Analyses of Therapist-Client Sex Matching by Objective Change in 
Symptomology Group 
 

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87  

 N % N % N % N % X2 
Therapist-
Client Sex 
Matching 

        16.48*** 

No 20 4.4 88 19.4 55 12.1 23 5.1  
Yes 23 5.1 135 29.8 45 9.9 64 14.1  

Note *** p = 0.001 

Additionally, the relationship between a therapist’s number of direct client-contact hours 

and the therapeutic relationship was explored. A two-stage hierarchical multiple regression was 

conducted with total score for the first reported WAI-SR administration as the dependent 

variable. The session number at which the WAI-SR was administered was entered at stage one of 

the regression to control for the variability in session at which the WAI-SR was given (i.e., not 

all clients completed the WAI-SR on the same session number). The number of client contact 

hours accrued at the semester the clinician began working with a client was entered at stage two 

of the regression. The session number at which the WAI-SR was administered explained 6.0% of 

the variance in the working alliance total score, (R2 = 0.06, Adj R2 = 0.06, β= 0.24, p < 0.001). In 
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the second stage of the regression, the number of client contact hours was entered into the model. 

There was a statistically significant proportion of the variance in the first reported working 

alliance score explained by the number of client contact hours accrued by a clinician (see Table 

42). The number of client contact hours accounted for an additional 2.8 % of the variance in the 

working alliance total score, (Adj. R² = 0.08, Δ R² = 0.03, β= 0.17, ΔF = 0.01, p < 0.05).  

Table 42  
 
Summary Regression Analysis for Number of Client Contact Hours Predicting the Therapeutic 
Relationship 
 

 Stage 1 Stage 2 

Variable B SE B β B SE B β 

Session Number 0.32 .09 .25*** 0.34 0.09 0.26 

Number of Client 
Contact Hours    0.28 0.11 0.17 

R2 0.06 0.086 

Adj. R2 0.054 0.078 

R2 Change  0.06 0.028 

F for change in R2 13.09*** 6.27* 

Note. * p <0.05, *** p <0.001 
 

No a priori hypotheses were made regarding termination status and the total number of 

sessions a client attended. A one-way ANOVA with the total number of sessions a client 

attended entered as the dependent variable and the subjective termination status (mutual, 

premature, other) as the fixed factor variable was used. Levene’s F test for homogeneity of 

variances (p < 0.001) indicated heterogeneity of variance; therefore, the Welch’s F test was 

interpreted. The one-way ANOVA of total number of sessions on the subjective termination 

status revealed a statistically significant main effect, Welch’s F (2, 150.30) = 44.35, p < 0.001. A 

Tukey post-hoc test revealed that the difference in average number of sessions was statistically 
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significant between those that were subjectively noted to terminate prematurely (M = 8.23, SD = 

9.89) and those that were noted to terminate mutually (M = 24.04, SD = 17.76, p < 0.001), such 

that those in the premature termination group attended fewer treatment sessions than those in the 

mutually terminating group. There was no statistically significant difference between those that 

terminated prematurely and those that terminated for a different reason (M = 10.69, SD = 10.24, 

p = 0.29). Additionally, there was a statistically significant difference between those that 

terminated mutually and those that terminated for another reason in the number of sessions they 

attended (p < 0.001), such that those that terminated mutually attended more sessions than those 

that terminated for another reason (see Table 43). 

Next, a one-way ANOVA with the total number of sessions a client attended entered as 

the dependent variable and the objective change in symptomology status (deteriorated, no 

change, reliable changed, recovered) as the fixed factor variable was conducted. Levene’s F test 

for homogeneity of variances (p < 0.05) indicated heterogeneity of variance. Therefore, the 

Welch’s F test was interpreted. The results of the one-way ANOVA of total number of sessions 

on the objective change in symptomology status indicated a significant main effect, Welch’s F 

(3, 142.26) = 5.97, p < 0.001. A Tukey post-hoc test revealed that the total number of sessions 

attended was not statistically different between the deteriorated group (M = 12.47, SD = 0.13.34) 

and the no change group (M = 11.01, SD = 13.04, p = 0.93). There was no statistically significant 

difference between the deteriorated group and the recovered group (M = 18.91, SD = 16.93, p = 

0.07). There was no statistically significant difference between the deteriorated group and the 

reliably changed group (M = 15.09, SD = 14.05, p = 0.74). There was a statistical difference 

between the no change group and the recovered group, p < 0.001, such that those that were 

classified as having no change attended fewer sessions than those that were classified as 



 

90 

recovered. The total number of sessions attended was not statistically different between those 

classified as having no change and those classified as having a reliable change, p = 0.08. Lastly, 

there was no statistically significant difference in the total number of sessions attended between 

the recovered group and the reliably changed group, p = 0.25 (see Table 44). 

Table 43 
 
One-Way ANOVA Comparisons of Total Number of Sessions by Subjective Termination Group 
 

Variable Premature 
N = 331 

Mutual 
N = 125 

Other 
N = 68  

 M SD M SD M SD F p 
Total 

Number of 
Sessions 

8.23 9.87 24.04 17.76 10.69 10.24 44.35 <0.001 

 
Table 44 
 
One-Way ANOVA Comparisons of Total Number of Sessions by Objective Change in 
Symptomology Group 
 

Variable Deteriorated 
N = 43 

No Change 
N = 223 

Reliably Changed 
N = 100 

Recovered 
N = 87  

 M SD M SD M SD M SD F p 
Total 

Number 
of 

Sessions 

12.47 13.34 11.01 12.04 15.09 14.05 18.90 16.23 5.97 0.001 

 

Given that therapist level of experience and termination outcomes has typically been 

studied with experience as a dichotomized variable (i.e., therapists in training and therapists post-

degree; Swift & Greenberg, 2012), exploratory analyses were completed examining the 

relationship between the number of client contact hours accrued by the clinician at the start of 

treatment and change in initial to last reported OQ45.2 score. A linear regression was conducted 

with change in OQ45.2 scores used as the dependent variable. The number of client contact 

hours accrued at the semester the clinician began working with a client was entered as the 



 

91 

predictor variable. The number of client contact hours explained 0.1% of the variance in the 

change in OQ45.2 scores, (R2 = 0.001, Adj R2 = -0.001, β= -0.15, p = 0.42). This was not a 

statistically significant proportion of the variance in change in initial to last reported OQ45.2 

score explained by the clinician’s level of experience (see Table 45).  

Table 45 
 
Summary Regression Analysis for Number of Client Contact Hours Predicting the Change in 
Reported Symptoms 
 

 Stage 1 

Variable B SE B β 

Number of Client 
Contact Hours -0.15 0.19 -0.04 

R2 0.001 

Adj. R2 -0.001 

F for change in R2 0.66 
 

Based on findings reported by Swift, Whipple, and Sandberg (2012), the relationship 

between the length of time the client waited on a waitlist and therapy outcome was explored 

further. A multinomial logistic regression was conducted to predict subjective termination status 

(premature, mutual, other) using the amount of time a client was on the intake waitlist in the first 

step, and the degree of psychopathology as the predictor.  Additionally, the interaction between 

the predictor variables was entered into the model (third step).  

 In step 1 of the model, the amount of time a client was on the intake waitlist did not 

significantly separate clients that terminated due to an “other” reason from those that terminated 

prematurely, Wald statistic (1) = 0.17, p = 0.68, (B) = -0.05, SE = 0.12, Exp(B) = 0.95. 

Additionally, the amount of time a client was on the intake waitlist did not significantly separate 

clients that terminated prematurely from those that terminated mutually, Wald statistic (1) = 

1.83, p = 0.18, (B) = 0.13, SE = 0.09, Exp(B) = 1.13. The amount of time a client was on the 
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intake waitlist did not significantly separate clients that terminated due to an “other” reason from 

those that terminated mutually, Wald statistic (1) = 1.65, p = 0.20, (B) = 0.18, SE = 0.14, Exp(B) 

= 1.19. 

 In the second step, the degree of psychopathology did not significantly separate clients 

that terminated prematurely from those that terminated for other reasons, Wald statistic (1) = 3.0, 

p = 0.08, (B) = -0.25, SE = 0.14, Exp(B) = 0.78. Additionally, the degree of psychopathology did 

not significantly separate clients that terminated prematurely from those that terminated 

mutually, Wald statistic (1) = 0.42, p = 0.56, (B) = -0.07, SE = 0.11, Exp(B) = 0.93. The degree 

of psychopathology did not significantly separate clients that terminated mutually from those that 

terminated for other reasons, Wald statistic (1) = 1.23, p = 0.27, (B) = 0.18, SE = 0.16, Exp(B) = 

1.19. 

  The third step could not be completed in the model because the time a client was on the 

intake waitlist and the degree of psychopathology were not significant predictors in the model. 

The overall model with the time a client was on the intake waitlist and the degree of 

psychopathology was not statistically significant, X2(4, n = 480) = 5.54, p = 0.24. This model 

only accounted for 1.4% of the variance in termination status (Nagelkerke’s R2, see Table 46). 

A multinomial logistic regression was conducted to predict objective change in 

symptomology status (deteriorated, no change, reliable changed, recovered) using the amount of 

time a client was on the intake waitlist in the first step, and the degree of psychopathology as the 

second predictor.  Additionally, the interaction between the predictor variables was entered into 

the model (third step). 

In step 1 of the model, the amount of time a client was on the intake waitlist did not 

significantly separate clients who deteriorated from those who had no change, Wald statistic (1) 
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= 0.60, p = 0.44, (B) = -0.12, SE = 0.15, Exp(B) = 0.89. Next, the amount of time a client was on 

the intake waitlist did not significantly separate clients who deteriorated from those who had 

recovered, Wald statistic (1) = 0.50, p = 0.48, (B) = -0.12, SE = 0.17, Exp(B) = 0.88, or from 

those who had reliably changed, Wald statistic (1) = 0.45, p = 0.50, (B) = -0.11, SE = 0.16, 

Exp(B) = 0.90.The amount of time a client was on the intake waitlist did not significantly 

separate clients who reliably changed from those who recovered, Wald statistic (1) = 0.005, p = 

0.95, (B) = -0.01, SE = 0.13, Exp(B) = 0.99, or from those who had no change, Wald statistic (1) 

= 0.003, p = 0.96, (B) = -0.006, SE = 0.11, Exp(B) = 1.00. Lastly, the amount of time a client was 

on the intake waitlist did not significantly separate clients who had no change from those who 

recovered, Wald statistic (1) = 0.001, p = 0.98, (B) = -0.003, SE = 0.11, Exp(B) = 0.1.00. 

In the second step, the degree of psychopathology did not significantly separate clients 

who deteriorated from those who had no change, Wald statistic (1) = 0.54, p = 0.46, (B) = -0.14, 

SE = 0.19, Exp(B) = 0.87. Next, the degree of psychopathology did not significantly separate 

clients who from those who had recovered, Wald statistic (1) = 0.21, p = 0.66, (B) = -0.09, SE = 

0.21, Exp(B) = 0.91, or from those who had reliably changed, Wald statistic (1) = 1.87, p = 0.17, 

(B) = 0.27, SE = 0.20, Exp(B) = 1.31.The degree of psychopathology did significantly separate 

clients who reliably changed from those who recovered, Wald statistic (1) = 5.40, p < 0.05, (B) = 

-0.36, SE = 0.16, Exp(B) = 0.70, and from those who had no change, Wald statistic (1) = 10.65, p 

< 0.001, (B) = -0.41, SE = 0.12, Exp(B) = 0.67. Lastly, the degree of psychopathology did not 

significantly separate clients who had no change from those who recovered, Wald statistic (1) = 

0.11, p = 0.74, (B) = 0.05, SE = 0.14, Exp(B) = 1.05. 

The third step could not be completed in the model because time a client was on the 

intake waitlist and degree of psychopathology were not significant predictors in the model. The 
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overall model with the time a client was on the intake waitlist and the degree of psychopathology 

was not statistically significant, X2(6, n = 422) = 11.98, p = 0.06. This model only accounted for 

3.1% of the variance in change in symptomology status (Nagelkerke’s R2, see Table 47). 

Table 46 
 
Multinomial Logistic Regression of Days on Intake Waitlist and Degree of Pathology Predicting 
Subjective Termination Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

Mutual1 Intake Waitlist -0.05 0.17 0.68 0.95 (0.95-1.36) 

 Degree of 
Pathology 0.13 1.83 0.18 1.13 (0.76 -1.15) 

Other2 Intake Waitlist -0.25 3.0 0.08 0.78 (0.75-1.21) 

 Degree of 
Pathology -0.07 0.42 0.56 0.93 (0.59-1.03) 

Mutual2 Intake Waitlist 0.18 1.65 0.20 1.19 (0.91 – 1.55) 

 Degree of 
Pathology 0.18 1.23 0.27 1.19 (0.87 – 1.63) 

Note. Reference category: Premature Termination Status1 or Other Termination Status2 
 
Table 47 
 
Multinomial Logistic Regression of Days on Intake Waitlist and Degree of Pathology Predicting 
Objective Change in Symptomology Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

No Change1 Intake Waitlist -0.12 0.60 0.44 0.89 (0.66-1.20) 

 Degree of 
Pathology -0.14 0.54 0.46 0.87 (0.61-1.26) 

Reliably Changed1 Intake Waitlist -0.11 0.45 0.50 0.90 (0.65-1.24) 

 Degree of 
Pathology 0.27 1.87 0.17 1.31 (0.89-1.92) 

Recovered1 Intake Waitlist -0.12 0.50 0.48 0.88 (0.64-1.24) 

 Degree of 
Pathology -0.09 0.21 0.66 0.91 (0.61-1.37) 

No Change2 Intake Waitlist -0.006 0.003 0.96 1.00 (0.81 – 1.22) 

 Degree of 
Pathology -0.41 10.65 < 0.001 0.67 (0.52 – 0.85) 

Recovered2 Intake Waitlist -0.01 0.005 0.95 0.99 (0.77 – 1.28) 

 Degree of 
Pathology -0.36 5.40 < 0.05 0.70 (0.52 – 0.95) 

Recovered3 Intake Waitlist -0.003 0.001 0.98 0.1.00 (0.80 – 1.24) 

 Degree of 
Pathology 0.05 0.11 0.74 1.05 (0.80 – 1.37) 

Note. Reference category: Deteriorated Status1, Reliably Changed2, No Change3 
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Next, a multinomial logistic regression was conducted to predict subjective termination 

status (premature, mutual, other) using the amount of time a client was on the therapy waitlist in 

the first step and the degree of psychopathology in the second step. Additionally, the interaction 

between the predictor variables was entered into the model (third step).  

 In step 1 of the model, the amount of time a client was on the therapy waitlist did not 

significantly separate clients that terminated due to an “other” reason from those that terminated 

prematurely, Wald statistic (1) = 0.49, p = 0.48, (B) = -0.14, SE = 0.20, Exp(B) = 0.87. 

Additionally, the amount of time a client was on the therapy waitlist did not significantly 

separate clients that terminated prematurely from those that terminated mutually, Wald statistic 

(1) = 0.03, p = 0.87, (B) = -0.03, SE = 0.15, Exp(B) = 0.98. The amount of time a client was on 

the therapy waitlist did not significantly separate clients that terminated due to an “other” reason 

from those that terminated mutually, Wald statistic (1) = 0.26, p = 0.61, (B) = 0.12, SE = 0.22, 

Exp(B) = 1.26. 

 In the second step, the degree of psychopathology did not significantly separate clients 

that terminated prematurely from those that terminated for other reasons, Wald statistic (1) = 

2.78, p = 0.09, (B) = -0.23, SE = 0.14, Exp(B) = 0.79. Additionally, the degree of 

psychopathology did not significantly separate clients that terminated prematurely from those 

that terminated mutually, Wald statistic (1) = 0.38, p = 0.54, (B) = -0.06, SE = 0.10, Exp(B) = 

0.94. The degree of psychopathology did not significantly separate clients that terminated 

mutually from those that terminated for other reasons, Wald statistic (1) = 1.17, p = 0.28, (B) = 

0.17, SE = 0.16, Exp(B) = 1.19. 

  The third step could not be completed in the model because the time a client was on the 

therapy waitlist and the degree of psychopathology were not significant predictors in the model. 



 

96 

The overall model with the time a client was on the therapy waitlist and the degree of 

psychopathology was not statistically significant, X2(4, n = 484) = 3.51, p = 0.48. This model 

only accounted for 0.9% of the variance (Nagelkerke’s R2, see Table 48). 

Lastly, multinomial logistic regression was conducted to predict objective change in 

symptomology status (deteriorated, no change, reliable changed, recovered) using the amount of 

time a client was on the therapy waitlist in the first step, and the degree of psychopathology in 

the second step.  Additionally, the interaction between the predictor variables was entered into 

the model (third step).  

In step 1 of the model, the amount of time a client was on the therapy waitlist did not 

significantly separate clients who deteriorated from those who had no change, Wald statistic (1) 

= 1.43, p = 0.23, (B) = 0.32, SE = 0.27, Exp(B) = 1.34. Next, the amount of time a client was on 

the therapy waitlist did not significantly separate clients who deteriorated those who had 

recovered, Wald statistic (1) = 2.35, p = 0.13, (B) = 0.45, SE = 0.30, Exp(B) = 1.57, or from 

those who had reliably changed, Wald statistic (1) = 2.64, p = 0.10, (B) = 0.47, SE = 0.29, 

Exp(B) = 1.60. The amount of time a client was on the therapy waitlist did not significantly 

separate clients who reliably changed from those who recovered, Wald statistic (1) = 0.006, p = 

0.94, (B) = -0.02, SE = 0.21, Exp(B) = 0.99, or from those who had no change, Wald statistic (1) 

= 0.732, p = 0.86, (B) = -0.15SE = 0.17, Exp(B) = 0.86. Lastly, the amount of time a client was 

on the therapy waitlist did not significantly separate clients who had no change from those who 

recovered, Wald statistic (1) = 0.52, p = 0.47, (B) = 0.13, SE = 0.18, Exp(B) = 1.14. 

In the second step, the amount of time a client was on the therapy waitlist did not 

significantly separate clients who deteriorated from those who had no change, Wald statistic (1) 

= 0.34, p = 0.56, (B) = -0.11, SE = 0.19, Exp(B) = 0.90. Next, the amount of time a client was on 
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the therapy waitlist did not significantly separate clients who deteriorated from those who had 

recovered, Wald statistic (1) = 0.09, p = 0.77, (B) = -0.06, SE = 0.21, Exp(B) = 0.94, or from 

those who had reliably changed, Wald statistic (1) = 1.92, p = 0.17, (B) = 0.27, SE = 0.20, 

Exp(B) = 1.32. The degree of psychopathology did significantly separate clients who reliably 

changed from those who recovered, Wald statistic (1) = 4.93, p < 0.05, (B) = -0.34, SE = 0.15, 

Exp(B) = 0.72, and from those who had no change, Wald statistic (1) = 9.77, p < 0.01, (B) = -

0.38, SE = 0.12, Exp(B) = 0.68. Lastly, the degree of psychopathology did not significantly 

separate clients who had no change from those who recovered, Wald statistic (1) = 0.12, p = 

0.73, (B) = 0.05, SE = 0.14, Exp(B) = 1.05. 

 The third step could not be completed in the model because the time a client was on the 

therapy waitlist and the degree of psychopathology were not significant predictors in the model. 

The overall model with the time a client was on the therapy waitlist and the degree of 

psychopathology was statistically significant, X2(6, n = 425) = 13.79, p = 0.03. This model 

accounted for 3.5% of the variance in objective change in symptomology status (Nagelkerke’s 

R2, see Table 49). 

Table 48  
 
Multinomial Logistic Regression of Days on Therapy Waitlist and Degree of Pathology 
Predicting Subjective Termination Group 
 

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

Mutual1 Therapy Waitlist -0.14 0.49 0.48 0.87 (0.72-1.32) 

 Degree of 
Pathology -0.23 2.78 0.09 0.79 (0.77 -1.15) 

Other2 Therapy Waitlist -0.03 0.03 0.87 0.98 (0.59-1.28) 

 Degree of 
Pathology -0.06 0.38 0.54 0.94 (0.60-1.04) 

Mutual2 Therapy Waitlist 0.12 0.26 0.61 1.26 (0.72 – 1.74) 

 Degree of 
Pathology 0.17 1.17 0.28 1.19 (0.87 – 1.61) 

Note. Reference category: Premature Termination Status1 or Other Termination Status2 
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Table 49 
 
Multinomial Logistic Regression of Days on Therapy Waitlist and Degree of Pathology 
Predicting Objective Change in Symptomology Group 
  

Variable  B Wald p-value Odds Ratio (95% 
Confidence) 

No Change1 Therapy Waitlist 0.32 1.43 0.23 1.34 (0.81-2.34) 

 Degree of 
Pathology -0.11 0.34 0.56 0.90 (0.62-1.29) 

Reliably Changed1 Therapy Waitlist 0.47 2.64 0.10 1.60 (0.91-2.81) 

 Degree of 
Pathology 0.27 1.92 0.17 1.32 (0.89-1.94) 

Recovered1 Therapy Waitlist 0.45 2.35 0.13 1.57 (0.88-2.80) 

 Degree of 
Pathology -0.06 0.09 0.77 0.94 (0.63-1.41) 

No Change2 Therapy Waitlist -0.15 0.732 0.86 0.86 (0.62 – 1.21) 

 Degree of 
Pathology -0.38 9.77 < 0.01 0.68 (0.54 – 0.87) 

Recovered2 Therapy Waitlist -0.02 0.006 0.94 0.99 (0.65 – 1.48) 

 Degree of 
Pathology -0.34 4.93 < 0.05 0.72 (0.53 – 0.96) 

Recovered3 Therapy Waitlist 0.13 0.52 0.47 1.14 (0.80 – 1.63) 

 Degree of 
Pathology 0.05 0.12 0.73 1.05 (0.80 – 1.37) 

Note. Reference category: Deteriorated Status1, Reliably Changed2, No Change3 
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CHAPTER V 

DISCUSSION 

The main purpose of the current study was to explore the combined effect of intake 

therapist continuity or discontinuity and quality of the therapeutic relationship on premature 

termination. The proposed model predicted there would be a significant relationship between 

intake therapist and therapeutic relationship on premature termination. However, results failed to 

support this hypothesis in this sample. The results of hypothesis testing, general implications, 

limitations, and future directions for research are explored below. 

Client, Therapist, and Treatment Variables and Termination 

Client Variables 

The following client variables and their association with premature termination will be 

discussed: age, socioeconomic status based on yearly income, level of education, ethnicity, and 

initial level of pathology and distress.  

Previous findings suggest clients younger than 30 may be more likely to prematurely 

terminate than older clients (Cartwright, 1955; Craig & Huffine, 1976; Frank, Gliedman, Imber, 

Nash, & Stone, 1957; Rubenstein & Lorr, 1956).Swift and Greenberg (2012) found a small effect 

(d = 0.16) of age such that younger clients were more likely to terminate prematurely than older 

clients. In the current sample there was no difference in termination status based on the age of 

the client, regardless of whether termination was defined subjectively by the therapist’s judgment 

or defined by objective change in symptomology. This null finding could possibly be explained 

by a restriction of variability in age. Although the sample included clients from ages 18- 81, the 

overall mean age of this sample was approximately 29-years-old and the standard deviation was 

fairly small (M = 29.31, SD = 11.18). 



 

100 

 In the current sample, socioeconomic status was not associated with premature 

termination when it was defined subjectively or when it was defined by the objective change in 

symptomology. Findings in previous literature related to socioeconomic status and employment 

were mixed. Some researchers have reported economically disadvantaged clients are the most 

likely to terminate prematurely (e.g., Garfield, 1994; Wierzbicki & Pekarik, 1993), while more 

recent work suggests no difference in termination outcome based on socioeconomic status (Swift 

& Greenberg, 2012). The current results are in line with the more recent findings.  

 Client education was associated with premature termination when it was defined 

subjectively, but not when it was defined by the objective change in symptomology. Fewer 

clients than expected terminated mutually when they had only completed high school or had a 

GED, more clients than expected with less than a high school education terminated neither 

mutually nor prematurely, and more clients than expected with some graduate college education 

terminated mutually in the current sample. Prior literature suggests clients with lower education 

levels tend to more often prematurely terminate therapy than those with higher education levels 

(Wierzbicki & Pekarik, 1993; Swift & Greenberg, 2012). In Wierzbicki and Pekarik’s (1993) and 

Swift and Greenberg’s (2012) meta analyses, premature termination was defined as failing to 

complete a course of treatment, attending less than a specific number of sessions, and failure to 

return to treatment. Important to interpretation of the findings of this study, premature 

termination status was based on the therapist’s judgment of how treatment ended, not based on 

change in symptoms on an outcome measure.  It may be that clinicians have higher expectations 

from their more educated clients that may impact the course of treatment and their subjective 

definition of termination. A potential explanation for the lack of significant association between 

education level and objective change in symptomology is that the nature of the relationship is not 
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as hypothesized when termination is defined as a clinically significant change in symptoms. It 

could be that more educated clients are better able to discuss both positive and negative changes 

that they have made throughout the course of treatment. Therapists then subjectively report 

termination status based on such verbal reports. Clients, however, when they are endorsing 

symptoms on self-report measures do so regardless of how they describe changes to their 

clinicians. The internal sensations clients experience may or may not match what the therapist 

perceives. The implications of this finding signify the importance of operational definitions in 

premature termination work. Interpretations made should take into consideration the way in 

which premature termination was defined. 

Termination status, by either definition, and ethnic minority status were not associated in 

this sample of clients. Similar to the finding on socioeconomic status, earlier studies report that 

minority clients terminate therapy prematurely compared to non-minority clients (Wierzbicki & 

Pekarik, 1993), while more recent findings suggest no difference based on minority status (Swift 

& Greenberg, 2012). The current results are in line with the more recent findings. One 

explanation for this finding in this sample could be related to the degree of openness of the client 

who is willing to be seen in a training clinic, regardless of ethnic minority status. Someone who 

was unwilling to be seen by a student clinician would not seek services at a training clinic. 

Perhaps another explanation for this finding pertains to the fact that approximately 70% of the 

client and therapist sample were of Anglo/European American/White background. Therefore, the 

variability of ethnic minority status accounted for approximately 30% of the sample.  

 The current literature is also mixed with regard to intake distress level, pathology, and 

termination outcome. Some researchers have found an association between low levels of 

reported distress and premature termination (Trepka, 1986); other research suggests that clients 
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with low levels of initial distress were less likely to terminate prematurely (Tutin, 1987). In the 

current study, findings were mixed as well. The initial degree of psychopathology was associated 

with the objective change in symptomology, but not with the therapist judgment of termination 

status. Individuals that saw no change (as defined as less than 14 point difference between total 

scores on the first and last OQ45.2) reported less initial symptom distress than those in the 

reliably changed group, who reported more symptoms at their intake. There were no other 

statistically significant differences between groups and their reported level of pathology. One 

explanation could be that more distressed clients found relief, although they were still reporting a 

level of distress in the clinical range, and then terminated therapeutic services. Another 

explanation could be that clients that endorsed more symptomatic distress had more opportunity 

to decrease the 14 points necessary to fall into the reliably changed category. It is important to 

note that these clients in the reliably recovered group did not fall out of the clinical range (total 

OQ45.2 score at or above 63), even with at least a 14 point decrease in distress, or they did not 

endorse initial distress in the clinical range. Given this information, it would be inaccurate to 

conclude clients with more distress terminated either prematurely or mutually more often than 

clients with lower distress. It can be concluded that in this sample, those that saw a reliable 

change did endorse more distress and symptomology at their intake than those that ended 

therapeutic services with no change in symptomology or distress.  

Therapist Variables 

Therapist variables were also investigated (i.e., therapist level of experience and the 

matching of client-therapist demographics).  

There is a paucity of research investigating therapist level of experience and termination 

outcome. Experience has typically been dichotomized into therapists in training and therapists 
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post-degree (Swift & Greenberg, 2012). Swift and Greenberg (2012) found that the highest rates 

of premature termination occurred in therapy conducted by student therapists when compared to 

post-degree therapists. In the current study, all therapists were student clinicians at various levels 

of training. When therapist experience was defined as year in training at the doctoral level, there 

was no association of therapist’s year in the doctoral training program with termination status, 

regardless of how termination was defined. 

When therapist experience was defined as the number of direct client-contact hours 

accrued before starting therapy with the client, there was also no association between therapist 

direct client-contact hours and termination status regardless, of how termination was defined. 

Furthermore, the degree of change in distress and pathology based on the first and last OQ45.2 

scores and therapist experience as measured by direct client-contact hours were also not 

significantly related. A potential explanation for these novel findings could be related to clients 

that contact training clinics. These clients already know the clinicians they are working with are 

graduate students in training, thus those that do not wish to be seen by a clinician in training 

would likely not begin treatment at the UNT Psychology Clinic. Furthermore, those who do not 

mind being seen by a student might be more patient with a newer clinician while he or she is 

learning, even if symptoms are worsening or not changing much.  

Additionally, psychologists supervise students at the UNT Psychology Clinic. The quality 

of supervision may impact how student-therapists conduct treatment. For example, a trainee may 

seek supervision and advice on what steps to take in session with clients when they feel they 

need guidance. This is information that could reasonably be expected to impact client retention 

and therapy outcome, and which year in training and client-contact hours do not get taken into 

consideration. Lastly, there may be reporting error in the number of hours therapists reported. 



 

104 

Therapist records were accessed to obtain client-contact hours. If therapists did not submit hours 

for client-contact, those hours were not included. Similarly, if estimates were provided rather 

than a more precise number, that may impact findings. Future research may reassess this 

relationship using more precise methods of reporting direct client-contact hours.  

Another therapist-related variable is if the client and therapist matched on different 

demographic variables. There are some circumstances, for example individuals seeking treatment 

in community health settings, in which matching a client and therapist based on ethnic 

background is helpful to reduce the likelihood of premature termination (Sue et al., 1991; Yeh et 

al., 1994). However, there are times, like when individuals are seeking outpatient services for 

addiction, when there is no association between premature termination and ethnic matching of 

the client and the therapist (Gottheil et al., 1994; Sterling et al., 1998). In this sample, there was 

no association between ethnic matching of client and therapist and the termination of services, 

whether based on therapist judgment or change in symptomology. Specifically, 70% of the client 

sample classified themselves as Anglo/European American/White and 72% of therapists 

classified themselves similarly. Interestingly, there was approximately an even number of clients 

that were and were not matched ethnically to their therapist (51%). However, given the non-

significant finding in this sample, it is important to note that this could be due to most of the 

clients and therapists identified as Anglo/European American/White. It could also suggest that 

matching a client and therapist based on ethnicity does not necessarily equate to a cultural match 

between the two individuals (Zane et al., 2004).  

Clients, therapist, and the way they express and view their ethnicity may be more 

heterogeneous regardless of whether or not they are of similar ethnic backgrounds. Furthermore, 

if clients sought therapeutic services for culture related distress, it does not mean the clinician 
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matched in perspective with regards to the issue the client is distressed about, so in a sense, a 

“match” does not always mean a “match” (Zane et al., 2004). In previous studies in which a 

difference in termination outcome was found to be related to ethnic matching, it was not clear 

whether the presenting problems were related to ethnicity or cultural issues (Sue et al., 1991; 

Yeh et al, 1994). Given the lack of significant findings related to ethnic matching of clients and 

therapists in this sample, client and therapist sex matching was investigated to see if previous 

findings are replicated in the current sample. The general finding in the literature is that there is 

no effect when matching a client and therapist based on their sex (Swift & Greenberg, 2012).  

However, there are some findings that suggest sex is a factor to consider. One such study was 

conducted by Betz and Shullman (1979), who found clients in counseling centers were more 

likely to prematurely terminate services when they were interviewed by a male therapist at intake 

than when interviewed by a female therapist. Contrarily, Epperson, Bushway, and Warman 

(1983) found that, in counseling centers, when male therapists conducted the intake session, 

clients were more likely to continue treatment than if a female therapist conducted the intake 

session. Although this relationship did not specifically match therapists and clients based on sex, 

this finding is complex as well as conflicting. It warranted the examination of sex as a predictor. 

In this sample, there was no association between sex-matching of client-therapist dyads and 

subjective termination status, but there was an association in change in symptomology. 

Specifically, there were fewer clients found in the recovered group when they were mismatched 

than expected and there were more clients that reliably changed than expected when they were 

mismatched. It is difficult to make conclusions and generalize implications based on this finding, 

especially since previous findings find no association between the sex-matching of clients and 

therapists.  
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Treatment Variables 

Aspects of treatment, including whether or not a client was prescribed psychotropic 

medication and the length of treatment were additional variables of interest in this project.  

In the current sample, there was no association between client medication status (i.e., 

whether or not a client was on psychotropic medication during the course of therapy) and 

subjective termination as reported by the therapist or defined by the objective change in 

symptomology. However, previous findings suggest individuals that take medication and go to 

therapy are more likely to stay in treatment and not terminate prematurely compared to those that 

either receive medication treatment or psychotherapy alone (Arnow et al., 2007; Edlund et al., 

2002). Although the current study did not find a pattern similar to that reported in previous 

research, information regarding compliance with prescribed medication was not obtained, which 

may explain the lack of association. For example, a client could be prescribed a psychotropic 

medication, but they could be not taking it as prescribed or could even have stopped taking it by 

the time they terminated treatment. Additionally, in the current study, clients were asked if they 

were prescribed medication at the time of intake. There may be clients that sought 

pharmacological care later in the course of therapy, skewing the results. Another aspect of 

treatment that has been related to termination outcome is the amount of time a client is receiving 

therapeutic services. Generally, the longer the client is in treatment, the more opportunity he or 

she may have to end prematurely (Barrett, 2008). However, there is variability in the literature 

regarding therapy outcome and the number of attended sessions. The current literature reports 

clients expect to attend fewer sessions than clinicians in order to see a clinically significant 

change in reported symptomology and distress (Kadera, Lambert, & Andrews, 1996; Draper et 

al., 2002; Callahan & Hynan, 2005). The current study found a significant association between 
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the number of sessions clients attended and termination status as defined by therapist judgment. 

Specifically, clients that terminated prematurely attended fewer treatment sessions than clients 

that terminated mutually. The average number of sessions attended by clients that terminated 

prematurely was eight, while it was 24 sessions for clients that terminated mutually. 

Additionally, clients attended more therapy sessions when they terminated mutually than when 

they terminated neither mutually nor prematurely (e.g., clients that moved). Clients such as these 

attended approximately 11 therapy sessions. Overall, clients that continued attending treatment 

technically did have more opportunities to terminate without the support of their clinician; 

however, results indicate they were more likely to leave treatment with the support of their 

therapist. It is also important to note that therapists generally expect treatment to last longer than 

clients do (Garfield, 1994; Pekarik & Finney-Owen, 1987). Keeping this finding in mind when 

interpreting the current result is important given that termination is based on therapist judgment.  

Furthermore, there was a significant association between the number of treatment 

sessions clients attended and termination based on the objective change in symptomology. 

Clients’ classified as having no change in OQ45.2 scores attended fewer sessions than those that 

were classified as recovered. At the time of termination, clients in the no change group had 

attended approximately 11 therapy sessions on average, while those in the recovered group 

attended approximately 19 sessions. Interestingly there were no other significant differences 

between groups. Previous findings suggest that for some, symptoms reduction accrues the longer 

clients are in treatment (Barrett, 2008). In the current sample, it could be that some clients saw 

no change and then terminated services before changes occurred. It would have been interesting 

to explore client expectations of lengths of treatment and how they relate to the number of 

sessions attended in this sample. When client expectations are not discussed, clients may feel 
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unhappy or even misunderstand the course of their own treatment, which may lead to termination 

before a reliable change has occurred (Swift & Callahan, 2011). Moreover, the client’s estimate 

of treatment duration is a more consistent predictor of the actual length of time the client remains 

in treatment (Pekarik, 1985a).  

Therapeutic Relationship and Termination 

The most consistent finding regarding therapeutic relationship and termination is that a 

strong relationship predicts mutual termination and a weak therapeutic relationship predicts 

premature termination (e.g., Sharf et al., 2010). As hypothesized, the current findings are 

consistent with previous literature, but only when termination was defined by therapist judgment 

and not by a client’s change in symptoms.  

The total working alliance score significantly separated clients that terminated 

prematurely from those that terminated mutually based on therapist judgment. Specifically, 

initial working alliance was stronger in clients that terminated mutually based on therapist 

judgment and weaker in clients that terminated prematurely. In addition, total working alliance 

score significantly separated clients that terminated prematurely from those that terminated for a 

different reason (neither premature nor mutual). In particular, initial working alliance was 

stronger for clients that terminated for a different reason, per therapist judgment, and weaker for 

clients that terminated prematurely.  

Interestingly, there was no relationship between working alliance and symptom change 

according to the OQ45.2. Previous findings have not defined premature termination in this way, 

and instead utilized dropout to indicate termination outcome (Sharf et al., 2010). When change in 

symptoms was the defining factor, there was no difference in initial working alliance for 

individuals that terminated therapeutic services with their therapist after they recovered, reliably 
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changed in symptoms, did not change reliably, or deteriorated. This may further fuel the 

argument that subjective termination and termination based on change in symptoms measure 

different aspects of termination outcome and they should not be used interchangeably. As such, 

careful and clear definition of termination is vital in understanding factors that impact clients’ 

decisions to seek and discontinue services. Future research should attempt to replicate the lack of 

relationship between symptom change and initial working alliance.  

Exploratory analyses were conducted to investigate the relationship between clinicians’ 

hours of direct client-contact and initial client perspective of the therapeutic relationship. In this 

sample, more experienced clinicians had clients that reported stronger therapeutic relationships at 

the start of treatment. Only, 2.8% of the variance in working alliance was accounted for by the 

experience level of the therapist. Perhaps this suggests that as therapists gain experience, clients’ 

initial view of the therapeutic relationship is stronger than when clinicians are less experienced. 

There may be many other variables that can explain the working relationship, including 

individual therapist and client differences. Nonetheless, the level of experience of the therapist 

plays an important role in the development of the therapeutic relationship.  

For the previous findings related to the therapeutic alliance, alliance was only measured 

by client perspective. There was no information regarding the therapist perspective of the 

therapeutic relationship. It would be interesting to see if these findings are replicated when 

therapeutic alliance is measured from the therapist perspective.  

Procedural Variables and Termination 

Certain policies and procedures are followed to help institutions function more smoothly 

when providing therapy services. The following procedural variables will be discussed further: 
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time on waitlists, transfer of client care from one therapist to another, and continuity of intake 

therapist.  

Time on Waitlists 

The importance of scheduling and seeing clients for intakes and therapy is clear. 

Generally, the longer clients wait to receive services after initiating contact, the more likely 

clients are to not show up to an appointment (Swift, Whipple, & Sandberg, 2012), or remove 

themselves from the waitlist altogether (Barrett, Chua, & Thompson, 2007). The direct 

association between the length of time a client waited to be seen for an intake and termination 

outcome was not found in this sample of clients, regardless of definition of termination. 

Additionally, there was no association between the length of time a client waited to be seen for 

an individual therapy appointment and termination outcome in this sample of clients, regardless 

of the definition of termination.  

The amount of time a client was on the waitlist and the level of reported 

psychopathology, based on the SCL-90-R or PDSQ scores were used to predict termination 

outcome to mirror previous findings (Swift, Whipple, & Sandberg, 2012). The length of time on 

the intake waitlist and the level of psychopathology did not predict termination outcome, nor did 

the length of time on the therapy waitlist and degree of change clients reported at their initial 

therapy appointment and at their last therapy appointment predict termination outcome.  

Results regarding waitlists were initially surprising given previous findings that suggest 

clients do not respond well to long waitlists (i.e., do not show up to sessions or take themselves 

off of the waitlist). However, one potential reason for the current finding relates to the initial 

inclusionary criteria. Clients in this study had to have attended at least one therapy session in 

addition to their intake session. Information related to clients that did not attend either an intake 
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or a therapy session was not included. There may be some differences related to these clients that 

future research should investigate. Clients that are willing to wait, regardless of the time it takes, 

do not differ significantly in the ultimate termination outcome. Clients seeking services at the 

UNT Psychology Clinic are told of the approximate wait list time even before their information 

is attained, thus they have a general idea of the amount of time they will wait before being seen. 

If clients are unwilling to wait, they are given referral information for other mental health 

facilities. Another potential reason for this finding is that clients know the UNT Psychology 

Clinic is a training clinic at the onset of seeking services, and individuals that continue with 

services at a training clinic may differ from those that do not seek services in a training setting. 

This may perhaps help explain the lack of relationship found between the time on a waitlist and 

termination outcome in this training clinic. It is important to note that the UNT Psychology 

Clinic provides services on a sliding scale that may be more affordable than other settings, thus 

clients are more willing to wait on a waitlist until they can receive affordable care. Lastly, this 

study did not take into consideration the therapist’s first attempt at contacting the client to 

schedule the appointment. For example, maybe some clients felt some sense of relief because 

they were contacted soon after they requested services, while others may not have been 

contacted and thus took themselves off the waitlist or failed to show up to an appointment that 

was made weeks or months after they requested services. Future research may investigate what 

role the length of time until the first contact is made to set up an appointment with a client 

impacts whether or not a client attends the next appointment and subsequent sessions.  

Transfer of Client Care 

There are various reasons for the need to transfer client care to another clinician. For 

instance, client transfers can occur when therapists take an extended vacation, have emergencies 
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that render them unable to perform services, or take maternity leave, to name a few. In some 

training settings, it may be a common occurrence for clients to be transferred when the clinician 

moves on to other training experiences. Not much is known about the effects of transferring 

client care to another clinician. In a community mental health center, Tantam and Klerman 

(1979) found transferred clients were twice as likely to terminate therapy prematurely by the 

eighth session of treatment as compared to clients that did not transfer. There have been no 

findings regarding transfer status in training clinics, but Tantam and Klerman evidence that 

transferring clinicians may be unfavorable for some clients. In the current study, there was no 

association between client transfer status and termination outcome. Additionally, among the 

clients that did transfer, there was no association of termination outcome with whether or not 

they met their new clinician prior to being transferred.  

Although these findings are interesting, it is important to put them in context. Again, the 

clients consenting for therapeutic treatment are aware that they are seeking services at a training 

clinic. They may have prior expectations of the likelihood of transfer of care that clients who are 

unwilling to seek services at a training clinic do not. Next, in some training settings, clients are 

told in advance about the option of being transferred in an effort to continue their care. 

Additionally, clients may be warned ahead of time that they are being transferred rather than 

ambushed or surprised by the news; however, that can and does indeed happen. Another factor to 

keep in mind when considering these results is the fact that clinician notes were read to 

determine whether or not clients met new clinicians. There may be some error in that some 

clinicians may not have included that information in their notes. There were a total of 73 clients 

that were transferred in this sample. Of those 73, 11 clinician notes indicated that the client met 
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with the new clinician and 62 notes did not. It was therefore assumed that there were no meetings 

before client transition in the latter 62 cases.  

Future research related specifically to transfer of client care may benefit from 

investigating variables such as client perception of continuity of care from one clinician to 

another, the work the therapist put in to maintain continuity of care (read progress notes, talked 

to previous counselor, watched recordings of previous sessions, etc.,), if applicable, and the 

quality of the therapeutic relationship (both old and new) to better understand the role it plays in 

a client’s overall therapeutic process. Additionally, it may be important to continue investigating 

whether or not the type of setting impacts termination after transfer.  

Continuity of Intake Therapist 

A different aspect of transfer of client care relates to intake therapists and treatment 

therapists. In some situations, clients arrive for an intake session with one clinician and are later 

assigned a different permanent treatment care provider. This occurs in many settings, training 

and non-training alike. Some researchers have found that clients with intake therapist 

discontinuity were more likely to terminate services prematurely than clients whose permanent 

therapist was also their intake therapist (Nielsen et al., 2009; Wise & Rinn, 1983). In the current 

sample, there was no relationship between intake therapist continuity status and treatment 

outcome, regardless of definition of termination employed. This finding was not expected given 

that previous research completed in a training setting (counseling center) found that clients were 

two times as likely to terminate prematurely by missing the next appointment after their intake 

when the intake and therapy clinician differed (Nielsen et al., 2009). Although both settings have 

clinicians that are in training, the present study used only clinicians in training, while Nielsen 

and colleagues (2009) used a mix of trainees and professionals. Additionally, most counseling 
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centers provide free services to students within the university/school, while the UNT Psychology 

Clinic is open to students and the greater community at large and clients pay a fee based on their 

annual income. These factors may help explain the difference in findings. In addition, individual 

differences may account for some clients being more understanding of the process of being seen 

by one clinician for an intake and a different clinician for therapeutic services. Lastly, Nielsen 

and associates (2009) found that clients did not return to their first therapy session when they 

were meeting with a different clinician than their intake clinician. This study again required that 

clients attended their first therapy session as one of the inclusionary criteria. Doing so precludes 

an investigation of whether clients assigned a different therapist than their intake clinician drop 

out before formal treatment begins. 

Continuity of Intake Therapist, the Therapeutic Relationship, and Termination 

There has been no research to date examining the relationship between the continuity of 

intake therapist and the therapeutic relationship, or the combined influence of these variables in 

predicting termination status. It was hypothesized that intake therapist continuity would predict a 

stronger therapeutic relationship, while intake therapist discontinuity would predict a weaker 

therapeutic relationship. However, this finding was not supported. Intake therapist continuity did 

not predict clients’ self-reported initial working alliance. One explanation is that the effect is not 

as hypothesized, and having a different therapist for intake and therapy does not impact the 

initial therapeutic relationship. Also, individual client variables could have impacted this 

relationship. Clients may know coming into a training setting that certain procedures are 

followed. Additionally, the purpose of the intake session is to gather information, thus there may 

be less of an emphasis on rapport building than there would be in a therapy session. If that is 
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indeed the case, then each client really starts building the therapeutic relationship at the first 

session, regardless of who did the intake.  

When the combined effect of intake therapist continuity and the quality of the initial 

therapeutic relationship are used to predict termination outcome, the initial therapeutic 

relationship is the only variable that explains a significant amount of the variance in termination 

outcome. Given that there was no relationship between intake therapist continuity and 

termination outcome, the combined effect did not predict termination outcome. Some might 

suggest that intake therapist discontinuity disrupts the beginning of therapy; this study attempted 

to assess how intake therapist discontinuity impacted the initial working alliance as well as the 

final treatment outcome. Overall, we found no relationship among these three variables. Notably, 

this study does not include the subset of people that failed to return after their intake 

appointment, nor does it include individuals that were never administered the WAI-SR. Future 

studies should attempt to replicate this study in training setting as well as in other settings as a 

source of comparison.  

Reducing Premature Termination 

 The overall purpose of this study was to better understand factors that lead to premature 

termination. As previously discussed, there are a number of adverse effects of premature 

termination on the client, the therapist, and the institution providing the therapeutic services. 

There are some ways to reduce premature termination and keep clients coming back to treatment. 

The following methods have been postulated or shown to be effective in reducing premature 

termination: clarifying client and therapist expectations about their roles in treatment, educating 

clients on realistic expectations regarding the duration of treatment, utilizing motivational 



 

116 

interviewing to create a desire for change in the client, actively involving the client, tracking the 

client’s progress and being open to feedback, and addressing the therapeutic relationship.  

Roles in Treatment 

The attitudes and expectations held by an individual about mental health treatment impact 

premature termination (Edlund et al., 2002; Lorion & Felner, 1986; Mojtabai, Olfson, & 

Mechanic, 2002; Sue et al., 1994). By addressing client expectations regarding therapy, the 

therapist can prepare the client for what the process of therapy could look like. Client attendance 

has been shown to improve when there has been an open discussion of misconceptions and 

feelings related to treatment (Walitzer, Dermen, & Connors, 1999). One such way to address 

client expectations is through the use of pre-therapy training. Pre-therapy trainings simulate and 

replicate events likely to occur in therapy. The client vicariously experiences therapy and learns 

about the therapy process. Walitzer et al. (1999) reviewed studies that incorporated pre-therapy 

training and found that in 11 of 16 studies that incorporated pre-therapy training, treatment 

centers had reduced rates of premature termination. Another method of clarifying roles and 

addressing the process of therapy is through role induction. Role induction educates the client 

about the nature of treatment via interview, lecture, or film. This has also been proven to be 

effective in reducing the rate of premature termination (Annis & Perry, 1978; Corder, Haizlip, 

Whiteside, & Vogel, 1980; Doster, 1972; Orlinsky, Grawe, & Parks, 1994; Reis & Brown, 2006; 

Scamardo, Bobele, Biever, 1999; Walitzer, Dermen, & Connors, 1999; Zwick & Attkisson, 

1985). 

In an examination of the impact of role induction, Reis and Brown (2006) used a 12-

minute video to prepare clients about what to expect in treatment. They randomly assigned 125 

outpatient clients to start their intake session by either watching a 12-min psychotherapy 
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orientation video or a 17-min control video. Rates of premature termination dropped for clients 

that watched the 2-min psychotherapy orientation video. Wilson (1985) showed a videotaped 

presentation to randomly assigned clients willing to participate in the study. The video was 

informational and modeled client behavior in the psychotherapy process. Clients that viewed the 

tape were more likely to continue treatment, and less likely to prematurely terminate, regardless 

of the clients’ self-reported severity of distress. Findings suggest that role clarification and 

preparing clients for what to generally expect in treatment help reduce the rate of premature 

termination. 

Realistic Length of Treatment 

As previously mentioned, clients often have unrealistic expectations regarding the 

duration of treatment. Many clients expect to be in treatment for less than six sessions (Mueller 

& Pekarik, 2000; Pekarik, 1991; Pekarik & Wierzbicki, 1986). Their expected session attendance 

is low when compared with the length of time therapists expect clients to be attending treatment 

(Mueller & Pekarik, 2000) and the actual time it takes for recovery, per the dose-effect literature 

(Hansen, Lambert, & Forman, 2002). To address this disconnect between unrealistic client 

expectations and realistic recovery time, Reis and Brown (2006) had some clients discuss their 

expectations regarding the duration of treatment with a therapist. Therapists were told to 

encourage expectations for a greater number of sessions if the clients’ estimates were 

unrealistically low (less than three treatment sessions). Reis and Brown (2006) found no 

differences in premature termination rates between those who did and those who did not discuss 

their expectations regarding the duration of treatment. This could be due to the unrealistically 

low number of sessions encouraged in the study (three sessions), given that most clients do not 
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gain benefits from treatment until they have attended at least 13-18 sessions (Hansen et al., 

2002).  

Swift and Callahan (2011) conducted a similar study addressing duration and outcome 

expectations. They randomized 63 clients into duration education and control groups. Individuals 

in the duration education group were told in paper format that research indicates it takes 

approximately 13 to 18 sessions for 50% of clients to recover, per the dose-effect literature 

(Hansen et al., 2002). Individuals in the education groups expected to attend approximately 15 

sessions, while those in the control group only expected to attend six sessions. Those in the 

education group attended an average of almost 11 sessions, while those in the control group only 

attended about six sessions. With regards to premature termination, therapists were blind to the 

experimental conditions, and therapists rated only nine of the 29 clients who received the 

education as premature terminators, while 24 of the 31 clients in the control group were rated as 

premature terminators. Based on these findings, it appears having clients develop realistic 

treatment duration at the start of therapy can impact premature termination. 

Motivational Interviewing 

When clients are unmotivated to come into treatment, they may not attend scheduled 

appointments or return phone calls related to missed sessions. By enhancing a client’s 

motivation, the assumption is that the client will begin, continue, and adhere to the change 

process in treatment (Barrett et al., 2008). One way to enhance motivation is through 

motivational interviewing, “a patient-centered, directive method for enhancing intrinsic 

motivation to change by exploring and resolving ambivalence” (Miller & Rollnick, 2002, p.25). 

Motivational interviewing relies on helping the client build motivation for change and strengthen 

his or her commitment to the change process. The use of motivational interviewing to reduce 
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premature termination has proved fruitful in that clients are more engaged and are less likely to 

terminate prematurely (Joe, Simpson, Greener, & Rowan-Szal, 1999). The use of motivational 

interviewing has been most consistently successful within the substance abuse literature (Chanut, 

Brown, & Dongier, 2005). However, other studies have not been as successful when using 

motivational interviewing to prevent premature termination (Baker, Kochan, Dixon, & Heather, 

1994; Colby et al., 1998; Feld, Woodside, Kaplan, Olmsted, & Carter, 2001; Smith, 

Heckemeyer, Kratt, & Mason, 1997). Given these findings, the impact of using motivational 

interviewing should continue to be researched as a way to reduce premature termination.  

Active Involvement of the Client 

Another way to help reduce premature termination relates to engaging clients in the 

therapeutic process. Wilford Hall Medical Center introduced a treatment services model aimed at 

increasing access to cost-efficient and effective services to those in need. The purpose was also 

to address the public needs, decrease premature termination, and decrease client dissatisfaction 

(Kelleher, Talcott, Haddock, & Freeman, 1996). The Wilford Hall model is a multidimensional 

approach to treatment that incorporates the client into the active treatment process, encourages 

client autonomy, enhances strengths the client has to offer, and places the client’s difficulties in 

perspective to help validate and normalize his or her struggle. The first part of this model is a 

group orientation session. Here, clients are welcomed and supported for their desire to seek 

treatment, and are given information about the clinic and the types of services offered. Then, 

each individual is given help to choose the most appropriate course of treatment. Treatments are 

time limited (4–16 sessions) and are problem focused, with topic areas that include but are not 

limited to grief, anxiety, stress management, or depression.  When one program has been 

completed, the client is able to choose to enter into another program. This client-chosen 
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treatment course has produced significant reductions in waitlists, increased patient satisfaction 

while in treatment, and increased retention rates (Kelleher et al., 1996). There have been no 

studies to assess the long-term effects of this program. By involving the client, he or she has 

more control, and potentially knows more about what to expect in his or her chosen course of 

treatment, which also decreases rates of premature termination.   

 Another way to get clients involved in treatment is for the therapist to incorporate the 

client’s preferred method of therapy (if he or she has one) into treatment. Swift, Callahan, and 

Vollmer (2011) conducted a meta-analysis including 18 studies investigating whether clients 

who received their preferred therapy conditions were more or less likely to end treatment 

prematurely compared with clients who either had no choice or received a non-preferred 

condition. Swift et al. (2011) found clients who had their preferences accommodated were 

almost half as likely to drop out of treatment prematurely compared with clients whose 

preferences were not taken into account. When clients have a choice in therapy, they are more 

involved in their own treatment and are more overtly active in their attempt to regain healthy 

functioning. Clinicians may be able to prevent some clients from prematurely terminating 

treatment by incorporating clients’ preferences into the treatment decision-making process. This 

does not mean clinicians should conduct therapy based solely on client desires; it means working 

together to find a balance between what the client is willing to do and what the therapist feels is 

in the best interest of the client.  

Therapists Tracking Client Progress and Being Open to Feedback 

A therapist’s ability to be in tune with his or her clients can affect the therapeutic 

relationship and in turn have an impact on premature termination. One way to objectively stay in 

tune with the client is by regularly tracking his or her progress. The most common way to do this 
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is through the use of self-report questionnaires like the OQ45.2, the Clinical Outcomes in 

Routine Evaluation system (Barkham et al., 2001) and Partners for Change Outcome 

Management System (PCOMS; Miller, Duncan, Sorrell, & Brown, 2005). The OQ45.2 is one of 

the most common measures used, and it tracks client progress along three domains: symptoms of 

distress, interpersonal problems, and social functioning. The OQ45.2 also produces an overall 

functioning score. Within the OQ45.2 system, therapists are given feedback on each client’s 

progress to indicate whether the client is “functioning in the normal range,” whether the change 

being made is “adequate” or “less than adequate,” or whether progress is not as expected and the 

client may leave treatment. When therapists consistently take the client’s symptomatic feedback 

into consideration, it has shown to increase the predictability of clients’ premature termination by 

20% (Lambert et al., 2005). Additionally, therapists that received feedback when their clients 

were identified as not progressing or worsening through the OQ45.2 Analyst system were able to 

alter the course of treatment and help clients improve in treatment and stay in treatment longer 

(effect sizes ranged from 0.34 to 0.92; Lambert et al., 2005).  

Furthermore, Lambert and Shimokawa (2011) reviewed the therapeutic outcome 

literature and examined studies in which therapists used the OQ Analyst feedback system while 

providing therapeutic services. They found clients whose therapists received regular feedback 

regarding their progress showed significantly higher average post-treatment outcome scores, 

were significantly more likely to make a reliable improvement while in therapy, and were 

significantly less likely to end therapy with a negative treatment outcome. Lambert and 

Shimokawa (2011) did not specifically take into consideration premature termination, but their 

results are helpful and informative when considering methods of achieving positive outcomes for 

clients in treatment. 



 

122 

Checking in with clients is also useful because, as previously mentioned, clients that 

terminate treatment prematurely report dissatisfaction with treatment (Bjork et al., 2009; Knox et 

al., 2011). If therapists are checking in with clients about how treatment is progressing, therapists 

may prevent or identify client dissatisfaction and make changes as appropriate before the client 

terminates services prematurely. In addition, by implementing a way to track client progress and 

addressing the potential therapeutic issues or lack of progress that may occur, therapists can 

provide clients with better, more attuned care that helps to prevent premature termination.  

Addressing the Therapeutic Relationship 

 As previously mentioned, there is a moderately strong relationship (d = .55) between 

premature termination and working alliance, with a weaker therapeutic relationship being 

associated with greater likelihood of treatment ending prematurely (Horvath, Del Re, Fluckiger, 

& Symonds, 2011; Sharf et al., 2010). The relationship between the client and the therapist 

becomes weaker after instances of ruptures and misunderstandings within the therapeutic 

working alliance (Hill & Knox, 2009). Tracey (2002) has outlined a model that aims to focus on 

the complementary relationship between the therapist and the client. At the onset of treatment, 

building the relationship is key, and is accomplished through the use of validation and 

acceptance of the client’s behavior. Early efforts should focus on making sure there is an 

agreement on the goals and tasks before beginning treatment interventions, which can be done by 

asking clients for their opinions, preferences, and reflections about different approaches to 

treatment and getting feedback from the client about the therapy process (Tryon & Winograd, 

2011).  

Next, at some inevitable point in treatment, the client and therapist will reach a point at 

which the therapist will challenge the client in order to address the client’s relational issues. At 
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this phase, when ruptures and misunderstandings are not addressed appropriately, weaknesses in 

the alliance have been suggested to occur (Gelso & Carter, 1994; Westerman & Foote, 1995). 

Clients may be at a higher risk of dropping out when they perceive a rupture or breakdown in the 

alliance (Knox et al., 2011). However, if the onset relationship was properly built and the cause 

of the rupture is amendable, the client and clinician can surpass the rupture and actually 

strengthen the therapeutic relationship (Tracy, 2002). It is important for the therapist to 

understand and empathize with clients’ negative feelings about the relationship, and then quickly 

seek ways to explore and resolve conflicts when they arise (Safran, Muran, & Eubanks-Carter, 

2011). Once ruptures are attended to, the relationship is enhanced and the client’s outcome is 

likely to improve, and he or she is less likely to end treatment prematurely (Castonguay et al., 

2004; Safran, Muran, Samstag, & Stevens, 2001; Strauss et al., 2006).  

Current Findings and their Implications for the 
Literature on Premature Termination 

The findings in the current study add to the existing literature on premature termination. 

The first, and perhaps most important, finding relates to the importance of clearly 

operationalizing premature termination. In this study, premature termination was defined in two 

ways – by subjective therapist judgment and objective change in symptoms from the onset to the 

end of treatment. It was evident in the current sample that these two definitions were not 

synonymous, did not provide similar results, and thus should not be used interchangeably. 

Among the significant findings found in this study, there was no overlap between the two 

definitions, suggesting the way in which premature termination is defined should be guided by 

the specific research question(s) being answered.  

More research is needed to understand the implications of procedural variables like intake 

therapist continuity, waitlists, and transfers. In addition, not only are the implications important, 
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but how these implications differ by setting, by therapist training, and by individual client 

differences are also important. This knowledge can impact how future clinicians are trained. 

When all of the possible implications and their interactions are taken into consideration, it is not 

surprising that the premature termination literature is complex and at times contradictory. What 

then becomes the real issue is determining what we can do, as service providers, to help our 

clients live meaningful lives, taking into account the reality of the complex factors affecting 

clients’ decisions to continue or discontinue treatment.  

Based on these findings, clients at the UNT Psychology Clinic, and perhaps other training 

clinics and non-training clinics alike, are not dissuaded from their therapist or from services 

when they have a separate intake and permanent therapy clinician. However, the therapeutic 

relationship between the therapist and client does matter. It may even be argued that the finding 

that clients’ perceptions of the initial working alliance are more positive when clinicians have 

accrued more experience is even more important for a developing clinician as he or she 

continues to grow in training. As long as learning is occurring, there is hope for improvement in 

building relationships with clients, even when clinicians are down about their clients’ low 

alliance scores or when clients terminate prematurely.  

Limitations  

A number of limitations are present in this study that should be considered when 

interpreting the findings. Some limitations were discussed when results were presented and will 

only be briefly mentioned, while others will be discussed in more detail. Limitations will be 

discussed in the following order –choice of measures, client and therapist variables, and study 

design. 
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As previously discussed, working alliance and symptoms of distress were assessed with 

self-report measures that are not immune to inaccuracies in the form of misinterpretation of 

questions, providing socially desirable answers, exaggerating symptoms, or even lacking 

sufficient insight to report symptoms accurately. For example, because clients know that their 

clinicians will be looking at the measures they complete, there may be times when they feel 

uncomfortable stating that they do not know what they and their therapist are doing in session. 

This lack of anonymity may impact how honest clients are in reporting their true feelings 

towards their relationship with their therapist. However, there may be no real way to combat the 

lack of anonymity, as this information is used to better inform treatment. There may be other 

cues (behaviorally, interpersonally, etc.) that make up for the inaccuracies in self-report that may 

occur; however, these could not be incorporated within the scope of the current study. Moreover, 

there were no measures regarding the clinician’s viewpoint of the therapeutic relationship. The 

analyses completed were based solely on the client’s perspective.  

Another aspect of the choice of measures relates to how the OQ45.2 was used to define 

change in symptom status. The first and last OQ-45.2 scores were used to classify clients in one 

of the four categories (recovered, reliably changed, no change, and deteriorated). The first and 

last scores may not take into account situational circumstances that impact an individual. For 

example, there could be a client who showed recovery in early sessions, but received negative 

news or was in distress before attending their termination session. If the client rated the OQ45.2 

based on their current feelings and not feelings for the past two weeks, they no longer qualify as 

“recovered.” This is important to keep in mind when understanding the findings and the 

importance of defining termination.  
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Client and therapist variables may also have impacted the current findings. First, clients 

in this sample are aware that they are receiving services from trainees. Clients that are not open 

to receiving services from trainees are not accounted for in these findings. When doing research 

in training settings, this will always be something to take into consideration when trying to 

generalize findings globally, to different non-training settings, or even other similar training 

settings. Next, clients must consent to have their files accessed for research purposes to receive 

services. Clients that do not agree to this policy are likely not seen at the UNT Psychology Clinic 

by trainees, nor were they included in this sample of individuals. It could be that clients who 

refuse to consent for research purposes have different characteristics that are not accounted for in 

this study. Therefore, clients may not be representative of the general population seeking 

psychological care. Additionally, the demographic variables of the sample of clients were as 

expected given the location; however, there was less variability than desired with regards to 

client age.  

In addition, therapists included in this study must have consented before their client- and 

training-related information was accessed. There were individuals that did not volunteer for 

participation, whose client information could not be incorporated in the present sample. A 

comparison of therapist characteristics between participators and non-participators could not be 

conducted. However, it is within the realm of possibility that clinicians who chose not to 

participate may differ from those who did participate, and that the variables differing between 

these groups may be related to client outcomes. Furthermore, there may have been some issues 

with the accuracy of therapist-reported direct client-contact hours. For example, there were some 

students that did not turn in updates of their progress in their training, which meant they were not 
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included in the analyses that required that information. Their inclusion would have increased the 

power of the study. 

Lastly, there were issues related to the design of the study that impacted the current 

findings. For one, previous findings included variables that were not collected due to specific 

inclusionary criteria. For example, clients that did not attend intake or first therapy appointments 

were not included; therefore, factors associated with very early dropout could not be examined. 

Next, inclusionary criteria implied clients must read and understand the English language 

because all of the measures administered were in English. A small number of clients for whom 

English was not the primary language could not complete pre-session questionnaires, and were 

not included in analyses that required that information.  

Another issue related to design pertains to the types of analyses chosen. Because the 

questions of interest were regarding general association and the prediction of categories, these 

types of analyses chosen had relatively low power. This was known at the onset, and the 

questions of interest were answered based on these analyses. In addition, the questions of interest 

did not account for the various moderating and mediating variables. Findings related to 

premature termination are complex, and there are many moderating and mediating variables to 

be included in future research. It is also important to consider that the current study was cross-

sectional and only captured information within a 5-year time frame. There was no information 

collected regarding whether or not clients came back to seek mental health services after initial 

termination and what impact therapy had on their lives in the long term. Long-term health is a 

goal in treatment, and whether or not therapist continuity, experience level, and many other 

factors impacts a client’s overall health is yet to be explored. 



 

128 

Future Directions 

 It may be interesting to replicate some of the current findings and elaborate on others in 

future studies. For example, exploring a sample with more age variability may be helpful in 

exploring potential association between age and termination outcome. Another variable to 

replicate from this study relates to client education level and termination status.  

Future researchers may wish to improve upon the methods utilized in the current study to 

investigate the following variables: experience and medication. For one, it may be helpful to ask 

clients their perceptions of their clinician’s level of experience and how that impacts the 

therapeutic relationship and ultimately termination outcome. In this study, we used the number 

of direct-contact hours and the year in the doctoral program to quantify level of experience. 

Perhaps using the client view may give insight into the always-complex issue of premature 

termination. Next, in the current study, psychotropic medication usage was assessed by checking 

to see whether any psychotropic medications were listed on clients’ initial intake paperwork. If 

clients had any change or if they were not complying with the medication as prescribed, that was 

not taken into consideration in the current findings.  

Another aspect of treatment outcome that may be helpful to investigate in the future is 

clients’ openness to change and motivation for treatment. It would be interesting to determine 

whether these variables are better predictors of termination outcome than procedural variables 

like transferring clinicians, intake therapist continuity, and even having to be put on a waitlist for 

a long period of time. These may be characteristics that are helpful in understanding the 

occurrence of premature termination.  

Lastly, in the current study, termination was defined in two different ways (therapist 

judgment and OQ45.2 symptom change) and information for the hypotheses of interest were 
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provided by two sources (client and therapist). For example, therapist judgment of termination is 

made by the therapist while the therapeutic relationship was assessed by the client. It would be 

interesting to investigate whether the pattern of findings would be replicated if therapists 

reported their perception of clients’ distress as they are placing the judgment on the ultimate 

reason of termination. Additionally, clients could be contacted post-termination, and those that 

responded could be asked their reason for not returning to therapy. This makes the source of 

information is consistently the same (therapist-therapist or client-client). It would be fascinating 

to observe changes, if any, that consistency of reporting would have on the observed 

relationships between client, therapist, and procedural variables and premature termination.  

Conclusion 

The prevalence of premature termination continues to be a significant problem that needs 

to be addressed, regardless of how research in the field defines premature termination. It occurs 

across many mental healthcare settings, and its prevalence differs from one setting to the next. 

Premature termination provides unintended negative effects for clients, therapists, and mental 

health institutions. The purpose of this study was to explore the combined effect of intake 

therapist continuity or discontinuity and quality of the therapeutic relationship on premature 

termination. This study is the first to investigate how these variables and procedures, which 

occur across many different settings, impact the problem of premature termination. Results 

within the current training clinic setting indicated intake therapist continuity did not predict 

subjective termination status, nor did it predict change in symptomology status. Additionally, 

working alliance predicted subjective termination status, but not change in symptomology status. 

This illustrates the importance of the operational definition of the term “premature termination.” 

In addition, by maintaining awareness of variables that may increase the likelihood of premature 
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termination, clinicians may be able to reduce its occurrence and thus prevent the potential 

negative effects it could have on their clients, themselves, and the institutions in which they 

practice.  



131 

APPENDIX 

INFORMED CONSENT FORM



132 

University of North Texas Institutional Review Board 
Informed Consent Form  

Before agreeing to participate in this research study, it is important that you read and understand 
the following explanation of the purpose, benefits and risks of the study and how it will be 
conducted.   

Title of Study: Therapist (Dis)Continuity, Therapeutic Relationship, and (Premature) 
Termination in a University-Based Psychology Training Clinic 

Principal Investigator:  Amy R. Murrell, Ph.D., University of North Texas (UNT) Department 
of Psychology.  

Purpose of the Study: You are being asked to participate in a research study looking at the 
relationship between intake therapist continuity, therapeutic relationship, and treatment outcome. 

Study Procedures: If you decide to volunteer, the researchers will review study-relevant 
variables for the period of interest, August 2008 to August 2013. The records included would be 
those which have been retained by the clinic staff and directors of training of applied graduate 
programs. Specifically, your student records and clinic files would be reviewed to attain 
information regarding your demographic information and number of direct client contact hours 
as well as process and outcome information on cases seen in the UNT Psychology Clinic during 
this period of time. No further action is necessary on your part. 

Foreseeable Risks: You may feel uncomfortable with others reviewing your records, although 
information will be de-identified prior to analysis.  

Benefits to the Subjects or Others: There will not be any direct benefits, however there is a 
potential benefit to our understanding of treatment process and outcome in a psychology training 
clinic.  

Compensation for Participants: There will be no compensation. 

Procedures for Maintaining Confidentiality of Research Records: The information gathered 
when reviewing files will be de-identified prior to running analyses and interpreting results. Your 
informed consent and the data from this experiment will be kept in the UNT Psychology Clinic, 
or in one of Dr. Murrell’s locked research rooms. Your name will not be used in any research 
reports or publications that result from this study, nor will your participation be disclosed to any 
unauthorized persons.  

Questions about the Study: If you have any questions about the study, you may contact the 
UNT Contexual Psychology Group at (940) 369-8826, or Rawya Al-Jabari at rawyaal-
jabari@my.unt.edu or Dr. Amy Murrell at amurrell@unt.edu. Dr. Amy Murrell is a faculty 
member of the UNT Psychology Department and the sponsor for this project. 
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Review for the Protection of Participants: This research study has been reviewed and 
approved by the UNT Institutional Review Board (IRB).  The UNT IRB can be contacted at 
(940) 565-3940 with any questions regarding the rights of research subjects.  
 
Research Participants’ Rights: 
Your authorization below indicates that you have read all of the above and that you confirm all 
of the following:  

• You have been told the possible benefits and the potential risks and/or discomforts of 
the study.  

• You understand that you do not have to take part in this study, and your refusal to 
participate or your decision to withdraw will involve no penalty or loss of rights or 
benefits.  

• You understand why the study is being conducted and how it will be performed.   
• You understand your rights as a research participant and you voluntarily consent to 

participate in this study.  
• You have been told you will receive a copy of this form.  

 
If you agree to participate, you may print this document for your records. 
 
By clicking below, you are confirming that you are giving your informed consent to participate 
in this study. 
 
□ I Agree 
 
□ I DO NOT Agree 
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