Predictors of disengagement from Cognitive Behavioural Therapy for psychosis in a
National Health Service setting: A retrospective evaluation
Abstract
Objectives: To evaluate whether demographic and clinical variables are related to
disengagement rates in Cognitive Behavioural Therapy (CBT) for psychosis in a clinical
setting.
Methods: The medical records and symptom severity data (from Health of the Nation
Outcome Scales (HONOS)) were analysed retrospectively for 103 referrals for CBT for
psychosis in National Health Service (NHS) secondary care and Early Intervention in
Psychosis teams.
Results: Overall 42.7% (n=44) disengaged from CBT. There was no impact of gender or
ethnicity, and no impact of clinical variables such as risk history and comorbid diagnosis.
However risk of disengagement was significantly higher for those who were younger,
F=6.89, partial #°=.064, p=<.05; had greater total HONOS scores, F=4.22, partial #?=.04,
p<.05; and more severe symptoms on the HONOS items of overactive, aggressive, disruptive
or agitated behaviour, y2=6.13, p<.01; problem drinking or drug taking, y2=7.65, p<.05;
depressed mood, y2=7.0, p<.01; and problems with occupation and activities: y2=3.68, p<.05.
There was a non-significant trend for shorter waiting times to be associated with greater
levels of disengagement.
Conclusions: These results indicate that it may not be psychosis per se that disrupts
engagement in CBT, but linked behavioural and emotional factors. A more assertive
approach to these factors — overactive, aggressive, disruptive or agitated behaviour, problem
drinking or drug taking, and depressed mood, and problems with occupation and activities,
particularly in younger people — may be valuable prior to or early on in therapy as a means of

increasing engagement in CBT for psychosis.
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Practitioner Points
Risk of disengagement from CBT for psychosis increases with overactive, aggressive,
disruptive or agitated behaviour (54.9% vs. 30.8%), problem drinking and drug taking
(61.1% vs. 32.8%), depressed mood (56% vs. 30.2%), and problems with occupation
and activities (53.3% vs. 34.5%), with a trend for younger age.
An assertive and motivational approach to engagement and a focus on addressing low
mood and problematic behaviours, prior to or early in therapy may be warranted,
particularly for younger people.
This evaluation is limited by small sample size and being retrospective.
These results speak to the question of whether psychosis itself renders people
inappropriate for CBT for psychosis, or whether problems arise due to behavioural
and emotional factors that might be addressed to increase access to CBT for

psychosis.



Predictors of disengagement from Cognitive Behavioural Therapy for psychosis in a
National Health Service setting: A retrospective evaluation
Introduction
Cognitive Behavioural Therapy (CBT) is recommended for people with psychosis (NICE,
2014). However, high levels of disengagement from multi-disciplinary services (Doyle et al.,
2014; Kreyenbuhl, Nossel, & Dixon, 2009) raise questions about engagement rates for CBT
for psychosis.

Doyle et al. (2014) sought to explain disengagement rates of around 30% from First
Episode Psychosis (FEP) services, and found that substance misuse and lack of involvement
of a family member were consistent predictors of disengagement across studies. These
authors found conflicting results for symptom severity and duration of untreated psychosis,
and limited or no evidence for impact of demographic variables — age, ethnicity, gender and
marital status. Kreyenbuhl et al. (2009) found similar rates of disengagement for people with
a diagnosis of schizophrenia from a range of services, and that this was more likely in those
who were male, younger, from an ethnic minority, had poor social functioning, early onset
and comorbid mental health or substance use problems.

Importantly, there is very little research examining predictors of disengagement from
psychological therapies for psychosis. Fanning et al. (2012) investigated disengagement from
group CBT for FEP, finding that those with higher educational levels and fewer negative
symptoms were more likely to complete therapy. A service evaluation of an Increasing
Access for Psychological Therapies (IAPT) pilot site for CBT for psychosis found no
differences in therapy completion based on gender or ethnicity (Jolley et al., 2015).

This evaluation aimed to examine predictors of disengagement from CBT for

psychosis in two National Health Service (NHS) teams. Given the modest and mixed



literature regarding therapy, demographic and clinical variables to date, and the routinely
collected data available, we explored the following evaluation questions:

(i) What is the impact of therapy variables (waiting time; whether low or high intensity CBT)
on disengagement?

(if) What is the impact of demographic variables (gender; age; ethnicity) on disengagement?
(iif) What is the impact of clinical variables (diagnosis; comorbid diagnosis; EIP / CMHT,;
positive psychotic symptoms at last nurse or psychiatrist assessment before referral; acute
service input in 12 months prior to referral; history of physical aggression to others; history
of self-harm or suicidal behaviour; history of substance misuse) on disengagement?

(iv) What is the impact of current problem severity on disengagement?

Methods

Design

The evaluation used a case-controlled design via a retrospective examination of existing data.

The dependent variable was disengagement from CBT. The predictor variables were:

e Therapy variables: Time spent waiting for therapy, Low Intensity (LI) vs. High-
Intensity (HI) CBT.

e Demographic variables: Gender, age, ethnicity.

e Clinical variables: Diagnosis, comorbid diagnosis, EIP / CMHT, positive psychotic
symptoms at last nurse or psychiatrist assessment before referral, acute service input in
the 12 months prior to referral, history of physical aggression to others, history of self-
harm or suicidal behaviour, historical substance misuse.

e Health of the National Outcome Scales (HONOS, Wing et al., 1998): This is a 12-item
clinician-rated assessment of current complexity / severity of mental health problems.

Example items include “problems associated with hallucinations and delusions” and



“problem drinking and drug taking.” Items are rated from 0-4 (“no problem,” “minor
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problem,” “mild problem,” “moderately severe problem” and “severe to very severe
problem”). Amin et al. (1999) demonstrated concurrent and inter-rater reliability of the
HONOS for people with FEP. The measure had acceptable reliability in the current

sample: a=.75.

Participants

We examined data from referrals for CBT for psychosis via an NHS Community Mental
Health Team (CMHT) and Early Intervention in Psychosis (EIP) team in the south of
England, UK. All referrals over a 4 year 9 month period (March 2014 to December 2018)

were included.

Procedure
Psychologists and psychological therapists work as integrated members of the CMHT and
EIP teams, and support engagement through working closely with care co-ordinators and
arranging flexible initial contact where needed. All referrals are entered onto a Microsoft
access database, which includes demographic information, therapy referred for, waiting time
and reason for discharge from therapy. Routinely collected data from medical records was
also analysed. As the evaluation used existing routine data anonymously, the project was
approved by the local NHS research and service evaluation team as a service evaluation, who
confirmed that NHS ethical approval was not required. Those that were referred multiple
times during the time frame were only entered into the analysis once using their first referral.
CBT included High Intensity (HI) therapy with a psychologist or CBT therapist, of at
least 16 sessions, in line with NICE guidance (NICE, 2014). All staff had specific training in

CBT for psychosis as part of their CBT diploma or doctorate training and most had attended



post-qualification training on CBT for psychosis at the Oxford Cognitive Therapy Centre. All
therapists were accredited or accreditable by the British Association of Behavioural and
Cognitive Psychotherapy and received regular one-to-one or peer group supervision.

Low Intensity (LI) therapy was also available with a social worker, nurse or
occupational therapist who had experience working clinically with people with psychosis as
well as training in an introduction to CBT and symptom specific psychosis interventions such
as worry and sleep, in line with the cognitive model of the maintenance of persecutory
delusions (Freeman, 2016). Service guidelines recommended approximately eight sessions
for LI CBT.

Therapy was usually conducted in the service in an outpatient hospital, although for
some participants therapy was conducted in their home or other community settings.

Participants had to have been offered an appointment to start therapy; those who
disengaged from the service or asked to be removed from the waiting list whilst waiting were
not included in the analysis. Those who were discharged for reasons other than disengaged or
therapy completed (for example moved out of area or where therapy was not indicated at
assessment) were also excluded from the analysis. Thus disengagement here is defined as
being offered an appointment having been accepted for therapy (following assessment or
written referral and discussion with team member), and not attending the initial appointments
offered, or starting therapy and then not attending further appointments offered by the
therapist. For all patients that did not initially attend or start attending, a number of contacts
were attempted or further appointments offered prior to discharging for disengagement.
Alternatively some were discharged as disengaged due to telling the therapist or another
member of staff that they did not wish to continue, or when the patient and therapist agreed to

end therapy due to poor attendance.



Statistical Analysis

The only missing data for demographic and clinical information from medical records was
for ethnicity where five individuals declined to provide this information for their medical
records. For the HONQOS, ten individuals did not have all questions answered: six had a single
item missing and one had four items missing. For individual missing items of the HONOS the
mean for the sample was used. To ensure statistical power given sample size all categorical
variables were converted to two levels. For example, ethnicity (based on self-reported
categories from British census on medical records) was categorised into White British vs.
Black and Minority Ethnic (BME). The HoNOS total and individual items were analysed. For
individual HONOS items the categories were pooled into two groups (due to low sample
size), based on the median response, for example “No problem or minor problem” to “Mild to
severe problem.”

Chi Square analyses were used for all categorical variables. No cells had an expected
size of less than five for any of the analyses suggesting it was possible to conduct the analysis
though there may have been low statistical power given the sample size. A Multivariate
Analysis of Variance (MANOVA) was conducted for continuous variables. Data was

analysed using Statistics Package for the Social Sciences version 25.

Results
Participant Characteristics
A sample of 103 patients with a diagnosis of psychosis was included in the evaluation. Table
1 displays the demographic and clinical characteristics of the overall sample. The sample was
61.2% (n=63) male and 74.7% (n=77) of white British ethnicity with a mean age of 37.6
years. Fifty-two per cent (n=53) of referrals were EIP cases. In terms of clinical diagnoses,

25.2% (n=26) had a diagnosis of schizophrenia, 22.3% (n=23) first episode psychosis, 8.7%



(n=9) drug-induced psychosis, 9.7% (n=10) schizoaffective disorder, 7.8% (n=8) delusional
disorder, 4.9% (n=5) bipolar disorder with psychotic symptoms / psychotic mania, 6.8%
(n=7) depression with psychotic symptoms, 8.7% (n=9) psychosis not otherwise specified,
3.9% (n=4) acute psychotic episode or acute transient psychotic episode, 1% (n=1) post-natal
psychosis, and 1% (n=1) recurring brief psychosis unspecified.

Due to the small sample size for individual diagnoses, it was not possible to examine

disengagement rates by diagnosis, though descriptive statistics are shown in table 1.

**Insert Table 1 about here**

Factors associated with Disengagement
Overall, 57.3% (n=59) of people completed therapy, and 42.7% (n=44) disengaged. For LI-
CBT completers the mean number of sessions attended was 9.5, for HI-CBT this was 16.5.
For those who disengaged from LI-CBT, the mean number of sessions attended was 1.5 with
20% (n=2) not attending any appointments. For those who disengaged from HI-CBT the
mean number of sessions attended was 3.2 with 29.4% (n=10) not attending any
appointments.

For those who disengaged, the mean number of sessions cancelled or not attended was
3.3. In terms of how the final reason to discharge as disengaged was taken: 38.6% (n=17) did
not make contact when requested or could not be contacted; in these cases a mean of three
contacts (text, email, phone or letter) were made to seek re-engagement. In 22.7% (n=10) of
cases the therapist discussed concerns about engagement with the patients’ psychiatrist or
care coordinator and came to a joint decision to discharge. In 11.4% (n=5) the patient told
another member of staff that they did not wish to continue CBT. In 11.4% (n=5) the patient

told the therapist they wanted to stop. Finally, in 15.9% (n=5) of cases the therapist and



patient agreed together to discharge due to the number of sessions missed, homework not
being completed or agreeing that it was not the right time to engage in therapy.

The results for differences in disengagement rates by categorical variables identified
from clinical notes are shown in table 1. Table 2 shows differences in disengagement by
categorical variables from individual HONOS items. Table 3 shows the differences in

disengagement based on continuous variables.

**|nsert Tables 2 and 3 about here**

None of the clinical variables (except HONOS scores — see below) predicted
disengagement, and there was no impact of demographic variables of ethnicity or gender.
Risk of disengagement was significantly higher for those of younger age (M=40.5 years for
completers and 33.8 years for those disengaged): F=6.89, partial #?=.064, p=<.05.

Total HONOS score did predict disengagement, with higher scores associated with
greater likelihood of disengagement (M=14.5 versus 11.7): F=4.22, partial #?=.040, p<.05.
There was a non-significant trend for shorter waiting times in those who disengaged (M=14.1
vs. 18.3 weeks).

Individual HONOS items were also significant with higher disengagement more likely
for those with more severe symptoms on overactive, aggressive, disruptive or agitated
behaviour (54.9% vs. 30.8%): y2=6.13, p<.01; problem drinking or drug taking (61.1% vs.
32.8%): x2=7.65, p<.01; depressed mood (56% vs. 30.2%): y2=7.0, p<.01; and those with

greater problems with occupation and activities (53.3% vs. 34.5%): y2=3.68, p<.05..
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Discussion

This service evaluation aimed to determine predictors of disengagement from CBT for people
with psychosis. This builds on the modest literature examining disengagement from multi-
disciplinary services for this group, and adds to the literature for CBT specifically in routine
NHS settings. Just over half of all referrals completed therapy. This is a higher rate of
disengagement than has been found for Early Intervention Services in general (Doyle et al.,
2014), possibly because of the motivation required to engage in CBT compared to other
interventions such as medical reviews. Disengagement rates were also higher than for an
IAPT Serious Mental Iliness (SMI) service evaluation (Jolley et al., 2015), this may be
because the inclusion criteria differed in the current service. The high proportion of people
who failed to attend any sessions suggests that facilitating initial commitment to CBT may be
a significant issue.

Most of the demographic and clinical variables identified from the clinical notes were
not associated with disengagement. There were no differences based on gender or ethnicity,
consistent with some (Doyle et al., 2014) but not all previous studies (Kreyenbuhl et al.,
2009). Younger people were more likely to drop out, again consistent with some (Kreyenbuhl
et al.,, 2009) but not other past studies (Doyle et al., 2014). It is possible that age is
confounded with other variables which may increase risk of disengagement such as substance
misuse. A larger sample size would be required to conduct a multiple regression to see if this
is the case.

There was a non-significant trend for those who disengaged to have waited less time
for therapy. This is perhaps in the opposite direction to what might be expected. Previous
research has shown that adolescents are more likely to decline family therapy if they face
longer waiting times (Westin, Barksdale & Stephan, 2014). Another study found that those

attending outpatient psychological therapy were more likely not to attend the initial
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appointment if there was a longer delay, though there was no impact on engagement once
therapy had started (Reitzel et al (2006). Further research is needed to explore the impact of
waiting times on engagement in CBT for psychosis.

Total HONOS and four specific items also predicted disengagement: overactive,
aggressive, disruptive or agitated behaviour; problem drinking or drug taking, problems with
depressed mood; and problems with occupation and activities. The link with disturbed
behaviour is a new finding and requires replication before any firm conclusions can be
drawn. The systematic review completed by Doyle et al. (2014) found that substance misuse
consistently predicted increased risk of disengagement from EIP services (Doyle et al., 2014).
The current findings suggest that this is also the case for CBT specifically, but for current
rather than historical misuse. The link between disengagement and depressed mood is
consistent with previous work suggesting that symptoms of depression may be related to
psychosis symptom severity and risk of relapse, and should be therefore be targeted in
therapy (Hartley, Barrowclough, & Haddock, 2013). The current findings add to this and
suggest that addressing depression early on may increase engagement in therapy.

Interestingly, while global symptom severity / complexity was associated with
disengagement, the presence of psychotic symptoms at the point of referral and severity of
hallucinations and delusions were not. These negative results combined with the finding of
greater disengagement in those with problems with occupation and activities, suggest that it is
not the symptoms of psychosis, such as delusions, which hinder engagement with CBT, but
rather linked behavioural, emotional and possibly social and occupational factors.

The mean number of sessions of 9.5 for LI-CBT was similar to the mean of 9 in a
meta-analysis of LI-CBT for psychosis (Hazell, Hayward, Cavanagh, & Strauss, 2016). The
finding that L1 CBT was not linked to higher levels of disengagement supports the utility of

non-psychologist therapists delivering focused, manualised interventions targeting specific
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maintenance factors for distressing psychosis, in line with cognitive models of persecutory
delusions (Freeman, 2016). However, it is also likely that those referred for HI-CBT had
more severe difficulties which may have impacted on engagement. Greater use of such LI
interventions where this is indicated by an individual’s presentation may help increase access

to CBT-based interventions for psychosis.

Clinical implications

If it is not psychosis per se but secondary or concurrent factors that increase the risk of
disengagement from CBT, these variables could be routinely screened at the point of referral
/ assessment to identify those at greater risk of disengaging, and then targeted prior to therapy
or early in therapy to increase likelihood of engagement. This might be most efficiently done
with the person’s care co-ordinator or support worker whilst waiting for therapy to
commence.

Given the impact of disturbed behaviour and depression, assertive engagement may
be valuable for people struggling with chaotic lifestyles and low mood, particularly for
younger people accessing services. This might include practical prompts such as phone calls
and liaising closely with the person’s care co-ordinator (Lal & Malla, 2015). CBT has shown
promise for the negative symptoms of psychosis (Staring, ter Huurne, & van der Gaag, 2013),
which may include low mood, and so prioritising this early in CBT may be beneficial both in
terms of improving symptoms of depression, and increasing likelihood of completing
therapy.

Motivational work is an important component of CBT adapted for those with
psychosis and substance use problems (Baker et al., 2006), and is likely to be essential in
facilitating inital engagement for those struggling with substance misuse alongside their

psychosis. More broadly, this may also include reconsidering models of service delivery to
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improve engagement and access, for example being flexible about timing of contacts and
offering online or telephone interventions. Mulligan et al. (2014) found comparable client
rated therapeutic alliance for telephone and face-to-face CBT for psychosis, suggesting that
alternative models may be welcomed, particularly by young people with psychosis, identified
here as being more likely to disengage.

The association between substance misuse and disengagement is probably the most
consistent finding across the literature to date. This highlights the importance of assessing for
substance use prior to CBT referrals, and focusing on engagement of the person and family
members as per the NICE (2014) guidelines.

The impact of problems of occupation and activities requires further investigation.
Given the outcomes for occupational therapy with people with psychosis (Lutgens, Gariepy,
& Malla, 2017), and the NICE guideline (2014) recommending that vocational / occupational
support be provided routinely, this intervention might have the additional benefit of

improving engagement if offered prior to CBT.

Limitations and Future Research

While this evaluation has the advantage of being based in routine clinical practice, it is
limited by a relatively small sample size and being retrospective. A prospective research
study collecting self-reported clinical data and using standardised measures of symptoms
severity would be more effective in determining predictors of dropout. It is important to note
that some of the patients included here had primary affective disorder diagnoses; the content
of therapy sessions may have therefore focused on mood as well as psychotic symptoms.
Additionally, the evaluation adopted a pragmatic definition of disengagement; the lack of a
well operationalised and broadly agreed definition of disengagement remains problematic for

research in this area (Doyle et al., 2014), though the difference between the number of
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sessions attended between those who completed and those who disengaged suggests a clear
distinction between the two groups.

Though all staff were suitably qualified and received regular supervision, there was
no monitoring of therapy adherence using standardised measures as has been done in CBT
trials (Garety et al., 2008).

A number of statistical analyses were conducted so there is a risk of a type | error.
Due to small sample size it is also possible that some of the non-significant results are due to
low statistical power. A larger sample would have permitted the use of multiple regression to
determine which results remain significant when all are added to the analysis, for example
whether younger age remains predictive once substance use is added to the analysis.

The current evaluation drew on the therapy, demographic and clinical variables
routinely collected in the services, but these did not include all implicated in the literature.
Specifically, we did not measure family involvement, duration of untreated psychosis (Doyle
et al., 2014), negative symptoms and educational attainment (Fanning et al., 2012). Primary
care psychological services (IAPT) now routinely collect extensive standardised data which
can be used to examine engagement and outcomes in some detail. Outside research settings,
secondary care services may be relatively poor at collecting and reviewing comparable data.

In order to understand and address disengagement from psychological therapies for
people with psychosis, a clear consensus on the definition of disengagement is needed as a
priority. A prospective study using standardised measures and variables beyond those
routinely collected in secondary care settings is required, including a specific measure of

engagement in services for people with psychosis (O'Brien, White, Fahmy, & Singh, 2009).
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Conclusion

CBT is recommended for people with psychosis, yet disengagement rates are high and many
people do not attend initial appointments. A better understanding of the barriers to
engagement with psychological therapies is needed in order to improve outcomes. This
evaluation adds to the modest literature to date, and suggests that overactive, aggressive,
disruptive or agitated behaviour, substance misuse, depressed mood, problems with
occupation and activities, younger age and higher overall severity / complexity of problems,
predict disengagement. Importantly, severity of psychotic symptoms may not hinder access to
CBT. Linked behavioural, emotional and possibly social and occupational factors might be

targeted prior to or early in therapy to engage people in CBT for psychosis.
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Table 1

Differences in disengagement rates by categorical variables identified from routine clinical notes

Categorical variables from clinical notes

Proportion of

sample

Disengagement rates

(Overall: 42.7%, n=44)

Chi-square and

significance

Gender

EIP/CMHT

CBT intensity

Historical substance

misuse

Ethnicity

Diagnosis

Male

Female

EIP

CMHT

High intensity
Low intensity
Present

None

White British
BME

Not reported

Schizophrenia

61.2% (n=63)
38.8% (n=40)
51.5% (n=53)
48.5% (n=50)
79.6% (n=82))
20.4% (n=21)
67.0% (n=69)
33.0% (n=34)
74.7% (n=77)
19.4% (n=20)
5.8% (n=6)

25.2% (n=26)

41.3% (n=26)
45% (n=18)

48% (n=24)

37.7% (n=20)
41.5% (n=34)
47.6% (n=10)
46.4% (n=32)
35.3% (n=12)
42.9% (n=33)

50% (n=10)

26.9% (n=7)

42=.14, NS

%2=.1.11,NS

42=.26, NS

%2=1.14, NS

%2=1.12, NS

Not calculated

20



Co-Morbid
Diagnosis

Acute care in past
year

Positive symptoms

First episode psychosis
Drug-induced psychosis
Schizoaffective disorder

Delusional disorder

Bipolar / mania with psychosis
Depression with psychotic symptoms
Psychosis not otherwise specified
Acute psychotic episode or acute
transient psychotic episode
Post-natal psychosis

Recurring brief psychosis unspecified
Present

None

Yes

No

Yes

22.3% (n=23)
8.7% (n=9)
9.7% (n=10)
7.8% (n=8)
4.9% (n=5)
6.8% (n=7)
8.7% (n=9)

3.9% (n=4)

1% (n=1)
1% (n=1)
37.9% (n=39)
62.1% (n=64)
46.6% (n=48)
53.4% (n=55)

66.0% (n=68)

65.2% (n=15)
77.8% (n=7)
60% (n=6)
250 (n=2)
0% (n=0)
14.3% (n=1)
44.4% (n=4)

50% (n=2)

0% (n=0)
0% (n=0)
51.3% (n=20)
47.5% (n=24)
43.8% (n=21)
41.8% (n=23)

38.2% (n=26)

due to sample

size

%2=1.88, NS

x2=.04, NS

%2=1.64, NS
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at referral

History of
aggression

History of self-harm

or suicide attempts

No

Yes

No

Yes

No

33.9% (n=35)
43.7% (n=45)
56.3% (n=58)
44.6% (n=46)

55.3% (n=57)

51.4% (n=18)
44.4% (n=20) %2=0.10, NS
4143% (n=24)

50% (n=23) %2=1.80, NS

36.81% (n=21)

NS= Non-Significant
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Table 2

Differences in disengagement rates by HONOS categorical variables

HoNOS categorical variables

Proportion of

sample

Disengagement rates

Overall= 42.7% (n=44)

Chi-Square and

significance

1. Overactive, aggressive, disruptive or

agitated behaviour

2. Non-accidental self-Injury

3. Problem drinking or drug taking

4. Cognitive Problems

5. Physical illness or Disability

No problem

Minor to severe problem
No problem
Minor to severe problem

No problem

Minor to severe problem
No problem
Minor to severe problem
No problem

Minor to severe problem

50.5% (n=52)

49.5% (n=12)
76.7% (n=79)
23.3% (n=24)

65.1% (n=67)

34.9% (n=36)
68.9% (n=71)
31.1% (n=32)
62.1% (n=64)

37.8% (n=39)

30.8% (n=16)

54.9% (n=28)
41.8% (n=33)
45.8% (n=11)

32.8% (n=22)

61.1% (n=22)
45.8% (n=32)
37.5% (n=12)
46.9% (n=30)

35.9% (n=14)

42=6.13, p<.01,

one-tailed.

%2=.12, NS

%2=7.65, p<.01,

one-tailed.

%2=.52, NS

%2=1.19, NS
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6. Problems associated with

hallucinations and delusions

7. Problems with depressed mood

8. Other mental and behavioural
problems

9. Problems with relationships

10. Problems with activities of daily
living

11. Problems with living conditions

12. Problems with occupation and

activities

No to mild problem

Moderate to severe problem

No to minor problem

Mild to severe problem

No to minor problem
Mild to severe problem
No to minor problem
Mild to severe problem

No to minor problem

Mild to severe problem

No problem

Minor to severe problem

No to minor problem

62.1% (n=64)
37.9% (n=39)

51.5% (n=53)

48.5% (n=50)
42.7% (n=44)
57.3% (n=59)
55.3% (n=57)
44.7% (n=46)
57.3% (n=59)
42.7% (n=44)
66.0% (n=68)
33.9% (n=35)

56.3% (n=58)

45.3% (n=29)
38.5% (n=15)

30.2% (n=16)

56% (n=28)
36.4% (n=16)
47.5% (n=28)
36.8% (n=21)
50% (n=23)
39% (n=23)
47.7% (n=21)
39.7% (n=27)
48.6% (n=17)

34.5% (n=20)

42=47,NS

x2=1.0, p<.01, one-

tailed

42=127,NS

x2=1.8, NS

x2=.79, NS

42=.74, NS

42=3.68, p<.05,

one-tailed
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Mild to severe problem

43.7% (n=45)

53.3% (n=24)

NS= non-significant
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Table 3

Differences in disengagement rates by continuous variables identified from routine clinical notes

Continuous variables ~ Whole sample Means for completers MANOVA and
from clinical notes and disengagers significance
Age Range: 18-66 Completers=40.5 F=6.89, partial
M=37.6 years Disengagers= 33.8 17%=.064, p<.05
Waiting time (weeks)  Range: 0-55, Completers=18.3 F=2.8, partial
M=16.5 Disengagers=14.1 n%=.027, p=.09
HoNOS Total Range: 0-35, Completers=11.7 F=4.22, partial
M=12.9 Disengagers= 14.5 7?=.040, p<.05

NS= non-significant
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