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  Background:  A primary challenge in mental health services is a high rate of non-attendance 
(i.e. no-show and drop-out) for patients referred to treatment for psychiatric disorders.  Aim : The 
aim of the present study was to assess the infl uence of demographic and clinical variables on 
mental health treatment attendance and to investigate differences in predictors for no-shows and 
drop-outs.  Methods:  A naturalistic study of 2473 non-psychotic consecutive patients offered psy-
chotherapeutic treatment at a community mental health centre in Denmark. Fifteen demographic 
and clinical variables were recorded at assessment. Bivariate and multiple logistic regression 
analyses were conducted to investigate the associations between these variables and no-show and 
drop-out.  Results:  Of the 2473 participants, 668 (27.0%) did not show up for treatment, whereas 
290 (11.7%) dropped out of treatment. Regression analysis showed that the signifi cant predic-
tors of treatment no-show were: age below 25, no more than the compulsory 9 years of school 
education, no sick leave, a diagnosis of personality disorder, a Global Assessment of Function-
ing score (GAF) below 40 or above 70, no previous psychiatric/psychological treatment, no use 
of antidepressants and substance abuse. The signifi cant predictors of treatment drop-out were: 
age below 45, no more than the compulsory 9 years of school education or up to 11 years of 
school education, no vocational/university education, unemployment and substance abuse. 
 Conclusion:  No-show was predicted by both demographic and clinical factors, whereas drop-out 
was predicted by demographic factors and substance abuse as the only clinical factor. Results 
and strategies to reduce non-attendance are discussed.   
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 A primary challenge in mental health services is high 

rates of patients who are referred to and offered 

treatment, but fail to show up or fail to stay in treatment. 

Large-scale studies in clinical and psychiatric settings 

have found that between 30% and 40% of the patients 

referred to mental health treatment never showed up (1, 2). 

In a meta-analysis of drop-out in psychotherapeutic treat-

ment ( n  � 125) the average number of patients who started 

treatment, but dropped out, was estimated to be 47% (3). 

Because of the availability of patient data, the character-

istics of drop-out patients are much more investigated 

than that of no-show patients and only a few studies have 

investigated whether predictors of no-show are different 

from predictors of drop-out. Furthermore, these studies 

are diffi cult to compare, as they have included different 

diagnostic groups, treatment modalities and settings, pre-

diction variables and differ in the way patient absence is 

labelled, categorized and assessed. Attrition can occur 

anywhere in the treatment process — at referral, at assess-

ment, at the fi rst appointment, at treatment start, some-

where in the treatment course and at follow-up (3, 4). 

Having these uncertainties in mind, we have categorized 

studies investigating predictors of attrition in those focus-

ing on patients who fail to show up to treatment start 

(no-shows) and those focusing on patients who drop out 

prematurely after treatment start (drop-outs). 
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in a sample of 1101 consecutive mental health patients. 

No-shows, consisting of both discharged patients (15%) 

and patients failing to show-up (8%), typically had a lower 

level of symptom severity, a non-psychosis diagnosis and 

a lower level of education both in comparison with drop-

outs and with completers. Drop-outs were not compared 

with completers. In an outpatient sample of 287 patients 

with social phobia, Lincoln and colleagues (28) conducted 

an analysis of variance between attrition and 25 demo-

graphic and clinical predictors. They found that no-shows 

only differed signifi cantly from completers by having a 

higher number of comorbid diagnoses, having higher 

comorbidity symptom scores and being married or having 

a partner. No differences between drop-outs and completers 

were found. Finally, Self and colleagues (29) compared the 

degree of social deprivation (employment and economic 

resources) between no-shows, early drop-outs, late drop-outs 

and completers at a district psychiatric service in the UK 

( n  � 676). Both no-shows and early drop-outs had a higher 

level of social deprivation than late drop-outs and com-

pleters. Among  “ early drop-outs ” , patients with high social 

deprivation were twice as likely to drop out as non-deprived 

patients. The authors concluded that socio-economic factors 

had a signifi cant infl uence on attrition and stated that no 

studies on attrition should be considered as valid if socio-

economic factors were not reported. 

 In summary, no clear differences of neither demo-

graphic nor clinical predictors of no-show versus drop-out 

in psychotherapeutic treatment have been observed. Few 

studies are focusing directly on comparing predictors of 

the two types of non-attendance, but the fi ndings from 

the four studies reported here indicate that the degree of 

social deprivation may differentiate drop-outs from com-

pleters and that severity of symptoms and comorbid diag-

nosis may differentiate no-shows from show-ups.  

 Aim 
 The aim of the present study was to investigate the infl u-

ence of demographic and clinical variables on treatment 

no-show and drop-out and to identify differences between 

the two types of non-attendance. Based on previous stud-

ies, we expected that no-show would be associated with 

the severity of symptoms/distress and comorbidity, and 

that treatment drop-out would be associated with lower 

socio-economic status.   

 Material and methods  
 Design and setting 
 The study was a naturalistic cross-sectional study of 

patients consecutively offered psychotherapy at Stolpe-

gaard Psychotherapy Centre, Mental Health Services, 

Capital Region of Denmark, during the period from 1 

April 2004 to 1 April 2008. The Centre provides treat-

ment for adults suffering from non-psychotic conditions. 

 With regard to drop-out studies, the analysed predictors 

can be divided into clinical and demographic variables. 

Among the demographic variables, young age (5 – 9), 

being unmarried (7, 10) or living alone (7, 11), low edu-

cation (3, 11), low income (3, 5, 6, 11) and being unem-

ployed (8, 12) have been found to be signifi cant 

predictors of drop-out. Some of these predictors seem to 

be linked together. Thus, Norwegian surveys have shown 

that a low level of education and unemployment is asso-

ciated with both mental problems (13) and with low 

rates of attendance (14). Likewise, reviews of drop-out 

studies found that lower social class variables were most 

strongly associated with drop-out (3, 4). With regard to 

clinical factors in drop-out studies, the results are 

more diverse. Among the factors commonly investigated, 

substance abuse (4, 9, 15), personality disorder (4, 12, 15), 

comorbid psychiatric disorders (5, 16) and higher severity 

of symptoms/distress (9, 15), as well as lower severity 

of symptoms/distress (17, 18) have all been found to be 

signifi cant predictors of drop-out. Other clinical variables 

predicting high rates of drop-out are previous psychiatric 

admittance (19) and current psychopharmacological treat-

ment (15, 18), although results from systematic reviews 

give evidence for better adherence when medicine and 

psychotherapy are combined compared with psychop-

harmacological treatment alone, but not compared with 

psychotherapy (20, 21). 

 Since relatively few studies focus on the characteristics 

of no-show patients generalisation is problematic. How-

ever, the available fi ndings point at the same predictors 

as in the drop-out studies. Younger age, being unmarried, 

unemployed and less educated have been found to be sig-

nifi cant demographic predictors of no-show (10, 22 – 24). 

With respect to the clinical variables, substance abuse, 

personality disorder, psychopharmacological treatment 

and previous psychiatric treatment are among the signifi -

cant predictors (10, 23 – 27). 

 Only a small number of studies have compared pre-

dictors of no-show and drop-out in the same sample (1, 

23, 28, 29). In a sample of 731 consecutive patients treated 

at an outpatient clinic for anxiety disorders, Issakidis  &  

Andrews (1) compared no-shows (30.4%) with show-ups 

and drop-outs (10.4%) with completers. They found that 

lower severity of symptoms and being female was asso-

ciated with drop-out but not with no-show, whereas a 

primary diagnosis of depression and having a child at 

home was associated with no-show but not with drop-

out. Psychiatric comorbidity was associated with both 

no-show and drop-out. The authors concluded that nei-

ther demographic nor clinical variables were strong 

determinants of attendance. 

 Three studies investigated no-show and drop-out at vari-

ous stages of contact with mental health services. Rossi 

and colleagues (23) compared no-show patients (23%) with 

early drop-out patients (40%) and completer patients (37%) 



   Table 1 . Diagnostic data.  

Psychiatric diagnostic categories 

(ICD-10)

Primary diagnosis, 

 n  � 2273 *  (%)

Comorbidity, †  

 n  � 513 (%)

Mood disorders (F30 – 39)  452 (19.9%)  79 (15.4%)

Neurotic disorders (F40 – 49) 1106 (48.6%) 170 (33.1%)

Behavioural syndromes (F50 – 59)  447 (19.7%) 43 (8.4%)

Disorders of personality (F60 – 69)  268 (11.8%) 221 (43.1%)

    * The number of patients is smaller than the complete sample because of 

missing information.   

  † Only the fi rst comorbid diagnosis is referred to. Sixty-six patients had a 

second comorbid condition.   

NO-SHOWS, DROP-OUTS AND COMPLETERS IN PSYCHOTHERAPY

NORD J PSYCHIATRY·VOL 65·NO 3·2011 185

patients received written information about the project 

and gave their consent to participate.   

 Variables 
 At the assessment interview, demographic and clinical 

data were registered.  Demographic data  included the fol-

lowing binary variables: gender, children at home, employ-

ment status and sick leave status. Additionally, age, 

marital status, and school education was registered in four 

categories and vocational/university education in three 

categories (the categories are presented in Table 2).  Clini-
cal data  included the following binary variables: previous 

psychiatric/psychological treatment, use of antidepressants 

and substance abuse. Additionally, primary and comorbid 

psychiatric diagnoses and duration of symptoms were reg-

istered in four categories, and Global Assessment of Func-

tioning (GAF score) was registered on a continuous scale 

and recoded into three intervals ( � 40, 40 – 70,  � 70). GAF 

is an observer scale (range 1 – 100) used for rating a 

patient ’ s lowest level of psychosocial functioning during 

the preceding month. A split version of GAF, separately 

measuring social functioning and psychological symptoms, 

was used. A GAF score below 40 indicates severe symp-

toms and impairment and a GAF score above 70 indicates 

a non-psychiatric condition. The smallest of the two scores 

was used to assess psychosocial functioning (30).   

 Statistics 
 All data were analysed using Statistical Package for the 

Social Sciences (SPSS) for Windows, Versions 15 and 

18. No-show and drop-out were cross-tabulated with the 

demographic and clinical data to assess the bivariate asso-

ciations, which were evaluated with chi-square tests of 

signifi cance. All signifi cant variables ( P  � 0.05) were then 

included in multiple logistic regression models that pre-

dicted no-show and drop-out, respectively. Thus, the 

logistic regression models ensured mutual adjustment for 

the effects of all predictor variables with signifi cant bivar-

iate associations with one or both of the outcome vari-

ables. Number of patients, odds ratios, confi dence intervals 

and  P -values for categories in each variable are reported. 

The no-show model compared no-show patients with 

show-up patients, whereas the drop-out model compared 

drop-out patients with treatment completers.    

 Results  
 Cross-tabulation 
 Tables 2 and 3 present data from cross-tabulation for no-

shows versus show-ups as well as drop-outs versus com-

pleters against the independent demographic and clinical 

variables. 

 For no-shows versus show-ups, age, school education 

and current sick leave, primary diagnosis, psychiatric 

 The patients are referred from general practitioners 

and psychiatric units in the region. On average, the 

patients have to wait 3 – 5 months between initial assess-

ment and start of treatment. If antidepressants are pre-

scribed before referral, the prescription is re-evaluated at 

initial assessment, treatment start and during the treat-

ment. Patients were excluded if they were suicidal, had 

serious substance abuse or organic mental symptoms. 

 The Centre offers outpatient (80%) and inpatient 

(20%) treatment in a 5-day unit, primarily group psycho-

therapy. A typical format of group therapy is 16 – 20 ses-

sions of 2.5 h duration. Cognitive – behavioural group 

therapy is offered to patients suffering from anxiety and 

depression, whereas narrative group therapy is offered to 

patients with eating disorders. Patients with personality 

disorders primarily participate in psychodynamic group 

therapy. Inpatient treatment also includes milieu therapy. 

Patients not suitable for group therapy receive short-term 

individual therapy for a mean of 10 sessions.   

 Sample 
 The sample consisted of 2473 patients (Table 1). The 

average age for the total sample was 33.0 years (standard 

deviation � 10.4); 2025 (83.2%) patients were females, 

whereas 432 (16.8%) were males. The main diagnostic 

group was the ICD-10 categories F40 – F49: Neurotic, 

stress-related and somatoform disorders, which comprised 

48.6% of the sample. Psychiatric comorbidity was 

observed in 513 (20.7%) patients, primarily personality 

disorders (8.9% of the sample). More than one third 

(36.8%) of the patients were using prescribed antidepres-

sants before referral. Twenty-seven per cent of the sam-

ple (668 patients) never showed up for treatment, whereas 

11.7% (290 patients) dropped out of treatment and 61.3% 

(1515 patients) completed their treatment. A slightly 

lower number of valid cases were seen for some vari-

ables because of missing information.   

 Ethics 
 This study was registered at the Danish Data Protection 

Agency. Since the study was non-invasive, it did not 

require approval from the local ethics committee. All 



M FENGER ET AL.

186 NORD J PSYCHIATRY·VOL 65·NO 3·2011

 Table 5 shows the results of the regression analysis of 

drop-out versus treatment completion. In summary, four 

demographic variables and one clinical variable were sig-

nifi cant. Drop-out was signifi cantly predicted by: age below 

45 years, only the compulsory 9 years of school education 

or up to 11 years of school education, no vocational/

university education, unemployment, and substance abuse.    

 Discussion 
 The aim of the study was to examine potential predictors 

of attendance for patients referred to psychotherapeutic 

treatment. In agreement with most of the existing litera-

ture on drop-out and no-show, the study confi rms that 

certain demographic and clinical factors predict treatment 

attendance. A clear difference between prediction of no-

show and prediction of drop-out was observed. No-show 

was predicted by both clinical and demographic variables, 

whereas drop-out was solely predicted by demographic 

comorbidity, GAF score, previous psychiatric/psychologi-

cal treatment, prescribed antidepressants and substance 

abuse showed statistically signifi cant differences between 

the two categories. 

 For drop-outs versus completers, age, school education, 

vocational/university education and employment status as 

well as substance abuse turned out to show a statistically 

signifi cant difference between drop-outs and completers.   

 Logistic regression 
 The results of the regression analysis of no-show patients 

versus show-up are presented in Table 4. In summary, 

three demographic variables and fi ve clinical variables 

were signifi cant. No-show was signifi cantly predicted by: 

age below 25 years, only the compulsory 9 years of 

school education, no current sick leave, personality disor-

der, a GAF score either above 70 or below 40, no previ-

ous psychiatric/psychological treatment, no prescribed 

antidepressants, and substance abuse. 

   Table 2 . Cross-tabulation for demographic variables: no-shows versus show-ups and drop-outs versus completers.  

Demographic variables and 

categories

No-shows, 

 n  � 668

Show-ups, 

 n  � 1805  P  * 

Drop-outs, 

 n  � 290

Completers, 

 n  � 1515  P  * 

Gender 0.450 0.664

Female 81.5% 82.8% 81.9% 82.9%

Male 18.5% 17.2% 18.1% 17.1%

Age  0.003  0.034 

 � 45 years 12.3% 14.6%  9.5% 15.6%

35 – 44 years 20.9% 24.2% 23.9% 24.3%

25 – 34 years 34.2% 36.0% 37.2% 35.7%

 � 25 years 32.6% 25.2% 29.5% 24.4%

Marital status 0.237 0.061

Married/co-habitant 35.2% 38.6% 35.5% 39.1%

Single 47.4% 43.6% 41.8% 44.0%

Separated/widow 17.4% 17.8% 22.6% 16.9%

Children at home 0.324 0.088

No 65.3% 63.1% 58.7% 64.0%

Yes 34.7% 36.9% 41.3% 36.0%

School education  0.005  0.000 

High school 41.7% 47.7% 36.0% 50.0%

Up to 11 years 35.3% 35.2% 40.6% 34.1%

9 years (compulsory) 20.3% 15.4% 20.5% 14.4%

Attending school now  2.8%  1.7%  2.9%  1.5%

Vocational/university education 0.188  0.000 

Student 22.3% 19.4% 17.1% 19.9%

No education 30.0% 29.3% 39.0% 27.5%

Completed education 47.6% 51.3% 43.9% 52.7%

Employment status 0.881  0.014 

Unemployed 64.8% 65.1% 71.5% 63.9%

Employed 35.2% 34.9% 28.5% 36.1%

Current sick leave  0.000 0.227

No 74.8% 66.4% 69.7% 65.8%

Yes 25.2% 33.6% 30.3% 34.2%

   The number of patients in the groups of no-show, show-up, drop-out and completion is shown in the top of the columns, though the exact number in 

the different variables varies slightly because of missing information.   

  * Signifi cant  P -values ( P  � 0.05) for the variables are emphasized in bold.   
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because a sick leave better allows patients to take their 

time to comply with treatment as opposed to patients 

who remained in job. 

 The impact of the psychiatric diagnosis on not show-

ing up is in agreement with other studies (10). The fact 

that patients with personality disorder had the highest 

rate of no-show, compared with other diagnostic groups 

may refl ect that they tend to experience their pervasive 

dysfunctional mental patterns of behaviour, thoughts and 

feelings as ego-syntonic, and therefore may have an 

ambivalent attitude towards treatment. 

 In contrast to the existing literature (1, 28) psychiatric 

comorbidity was not associated with a greater risk for not 

showing up in the present study. This fi nding demands 

further investigation, but a tentative explanation will be 

that our centre provides several modalities of treatment, 

which may better encompass and suit more complex 

patients. 

 Patients rated as slightly impaired (GAF � 70) or 

severely impaired (GAF � 40) were more likely not to 

show up. This result suggests that there is a window for 

variables and substance abuse. This fi nding may reveal 

an important and relevant distinction between the two 

types of non-attendance.  

 Who do not show up for treatment? 
 Three statistically signifi cant demographic and fi ve clini-

cal predictors for no-show were found. 

 The results from the present study support the consis-

tent fi nding that young people have adherence problems, 

e.g. missed appointments (31), drop-out (4, 6, 9) and no-

show (32). Both the less stable personal and social situa-

tion of young patients and lack of experience with 

therapy may contribute to these problems (4). Further-

more, our study confi rmed that patients with a short 

school education are most likely not to show up for 

treatment. Previous studies have shown that low levels 

of education are associated with various other problems 

and a low feeling of mastery, which might entail a 

reduced ability to structure your life and fully adhere to 

treatment (13). Finally, current sick leave predicted sig-

nifi cantly higher treatment show-up frequency, maybe 

   Table 3 . Cross-tabulation for clinical variables: no-shows versus show-ups and drop-outs versus completers.  

Clinical variables and 

categories

No-shows, 

 n  � 668

Show-ups, 

 n  � 1805  P *  
Drop-outs, 

 n  � 290

Completers, 

 n  � 1515  P *  

Primary diagnosis  0.001 0.102

Mood disorders 15.5% 21.2% 19.0% 21.6%

Neurotic disorders 51.0% 48.0% 48.5% 47.9%

Behavioural syndromes 18.0% 20.1% 17.9% 20.6%

Disorders of personality 15.5% 10.7% 14.6% 10.0%

Psychiatric comorbidity  0.013 0.935

Mood disorders  2.1%  3.6%  3.1%  3.7%

Neurotic disorders  5.2%  7.5%  6.6%  7.7%

Behavioural syndromes  1.2%  1.9%  1.7%  2.0%

Disorders of personality  7.6%  9.4%  9.7%  9.4%

No comorbidity diagnosis 83.8% 77.6% 79.0% 77.3%

Duration of symptoms 0.604 0.342

 �  1/2  year  9.4%  9.8% 12.4%  9.3%

 1/2  – 2 years 27.9% 29.3% 26.6% 29.9%

3 – 5 years 15.8% 17.0% 16.3% 17.1%

 � 5 years 46.9% 43.9% 44.7% 43.7%

GAF score  0.000 0.471

40 – 69 88.2% 94.1% 95.6% 93.9%

 � 70  4.6%  2.0%  1.8%  2.0%

 � 40  7.3%  3.8%  2.6%  4.1%

Previous psych. treatment  0.000 0.697

No 34.4% 25.7% 26.7% 25.6%

Yes 65.6% 74.3% 73.3% 74.4%

Prescribed antidepressants  0.000 0.362

Yes 29.9% 39.3% 36.8% 39.7%

No 70.1% 60.7% 63.2% 60.3%

Substance abuse  0.038  0.001 

No 94.1% 96.1% 92.6% 96.8%

Yes  5.9%  3.9%  7.4%  3.2%

   The number of patients in the groups of no-show, show-up, drop-out and completion is shown in the top of the columns, though the exact number in 

the different variables varies slightly because of missing information.   

  * Signifi cant  P -values ( P  � 0.05) for the variables are emphasized in bold.   
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our study was signifi cantly associated with a higher rate 

of showing up for treatment. We think that previous 

treatment experiences lower the barrier for requesting 

and participating in a new treatment and that may 

explain the result. 

 It was surprising that patients on prescribed antide-

pressants were more likely to show up for treatment than 

non-medicated patients. Meta-analytic studies have shown 

that drop-out rates are higher for the combination of psy-

chotherapy and medicine compared with single psycho-

logical treatments (20,21). In our study, medication 

started before and independently of the psychotherapeutic 

treatment. The results may imply that medication made 

it easier for the patients to endure the waiting time or it 

may refl ect that compliance with the use of medication 

may be associated with compliance with other forms of 

treatment (24). Another possibility is that motivation for 

psychotherapy is higher because of insuffi cient effects of 

the medication. 

 Finally, our study confi rms previous fi ndings that 

patients with substance abuse are less likely to show-up 

(10, 27). It has been estimated that more than 50% of 

substance abusers have a comorbid mental disorder, but 

few seek help or want treatment as they are not prepared 

to change their abuse (33).   

psychotherapeutic treatment equivalent to a GAF score 

in the interval 40 – 70. Previous studies have shown that 

mild conditions (i.e. high GAF scores) predict no-show 

(23), maybe because the patients have remitted during 

the waiting time before treatment (18). In the other end, 

a GAF score below 40 signifi es severely impaired 

patients unable to function without support (30). Thus, 

such patients might have been too sick to show up and 

participate in treatment or the patients may even have 

been referred to an acute psychiatric department. 

 In contrast to the results of another Danish study 

(27), previous psychiatric or psychological treatment in 

   Table 4 . Logistic regression analysis for no-shows versus show-ups.  

Demographic variables and 

categories  n  * 

Odds 

ratio

CI 95% 

(lower – upper)  P  † 

Age

 � 45 years 248 1.000 (Reference)

35 – 44 years 422 1.008 (0.675 – 1.506) 0.967

25 – 34 years 650 1.213 (0.813 – 1.771) 0.318

 � 25 years 511 1.512 (1.016 – 2.249)  0.041 

School education

High school 863 1.000 (Reference)

Up to 11 years 634 1.415 (0.696 – 2.878) 0.338

9 years (compulsory) 295 1.497 (1.090 – 2.056)  0.013 

Attending school now 39 1.119 (0.865 – 1.448) 0.391

Current sick leave

Yes 575 1.000 (Reference)

No 1256 1.466 (1.115 – 1.927)  0.006 

Clinical variables and 

categories  n  * 

Odds 

ratio

CI 95% 

(lower – upper)  P  † 

Primary diagnosis

Mood disorders 361 1.000 (Reference)

Neurotic disorders 930 1.119 (0.815 – 1.537) 0.487

Behavioural syndromes 335 0.860 (0.574 – 1.290) 0.467

Disorders of personality 205 1.829 (1.211 – 2.762)  0.004 

Psychiatric comorbidity

Mood disorders 60 1.000 (Reference)

Neurotic disorders 129 1.360 (0.587 – 3.153) 0.473

Behavioural syndromes 32 0.731 (0.231 – 2.310) 0.593

Disorders of personality 157 1.308 (0.574 – 2.981) 0.523

No comorbidity diagnosis 1394 1.313 (0.622 – 2.770) 0.475

GAF score

40 – 69 1715 1.000 (Reference)

 � 70 37 2.018 (1.016 – 4.009)  0.045 

 � 40 79 2.735 (1.651 – 4.529)  0.000 

Previous psych. treatment

Yes 1319 1000 (reference)

No 512 1.372 (1.077 – 1.748)  0.011 

Prescribed antidepressants

Yes 679 1.000 (Reference)

No 1152 1.487 (1.152 – 1.918)  0.002 

Substance abuse

No 1744 1.000 (Reference)

Yes 87 1.131 (1.843 – 2.956)  0.014 

    * The number of cases in each category in the variable.   

  † Signifi cant  P -values ( P  � 0.05) for the categories are emphasized in bold.   

   Table 5 . Logistic regression analysis for drop-outs versus 
completers.  

Demographic variablesand 

categories  n  * 

Odds 

ratio

CI 95% 

(lower – upper)  P  † 

Age

 � 45 years 235 1.000 (Reference)

35 – 44 years 409 1.655 (1.010 – 2.713)  0.046 

25 – 34 years 602 1.741 (1.070 – 2.831)  0.026 

 � 25 years 432 1.908 (1.112 – 3.276)  0.019 

School education

High school 800 1.000 (Reference)

Up to 11 years 593 1.595 (1.163 – 2.187)  0.004 

9 years (compulsory) 257 1.933 (1.309 – 2.854)  0.001 

Attending school now 28 1.835 (0.756 – 4.455) 0.180

Vocational/university 

education

Student 316 1.000 (Reference)

Completed education 868 1.166 (0.737 – 1.846) 0.511

No education 494 1.599 (1.043 – 2.452)  0.031 

Employment status

Employed 597 1.000 (Reference)

Unemployed 1081 1.432 (1.049 – 1.955)  0.024 

Clinical variables and 

categories  n  * 

Odds 

ratio

CI 95% 

(lower – upper)  P  † 

Substance abuse

No 1611 1.000 (Reference)

Yes 67 2.704 (1.548 – 4.721)  0.000 

    * The number of cases in each category in the variable.   

  † Signifi cant  P -values ( P  � 0.05) for the categories are emphasized in bold.   
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the target group, different technologies may be used. In 

general, studies have shown that telephone calls (27, 

36) and letters (35) give a considerable higher adher-

ence rate. For younger patients, the treatment unit 

could use e-mails (36) or text messages (37) to remind 

and inform the patients. Strategies may also focus on 

specifi c predictors of no-show. Patients may be 

informed about the risk of not showing up for fi rst 

treatment and be informed about preventive steps like 

starting antidepressant medication and considering sick 

leave. 

 For drop-outs, the challenge is different as the prob-

lem may be caused by social deprivation (3, 4, 29). 

Patients who struggle with low education, unemploy-

ment, low income and low sense of mastery (13, 29) are 

perhaps more in need of social intervention than psycho-

logical intervention. Second, when psychological inter-

vention is administered, it should be specifi cally tailored 

to the needs of this patient group. It has been suggested 

that patients at risk of drop-out should participate in 

motivational and psycho-educational groups before enter-

ing psychotherapy (38). 

 Seen from the perspective of reducing the socio-

economic costs and utilize the limited resources in the 

mental health services in an effi cient way, another strat-

egy to overcome both no-show and drop-out is to imple-

ment stepped care. In this framework, simpler and 

lower-cost interventions are tried fi rst, before the patient 

progresses to more complex and costly intervention. It 

has been suggested that patients use Internet-based self-

help programmes before entering psychotherapy (39).   

 Limitations 
 The study has a number of limitations. First, our study 

was accomplished in a naturalistic setting. None of the 

patients was selected specifi cally for this study, which 

contributed to an inhomogeneous patient sample. All 

diagnoses from mood disorders (F30) to personality dis-

orders (F69) and comorbid conditions were included. 

This may partly explain if our non-attendance rates were 

high compared with specialized treatment units focusing 

only on one diagnostic group. 

 Second, our study included demographic and clini-

cal data, but no detailed clinical assessment. Other 

studies have shown that waiting time (40), travel dis-

tance (31) and time of appointment (41) are signifi cant 

predictors of attendance. In addition, no data on treat-

ment type, satisfaction with treatment and the patients ’  

subjective reasons for non-attendance were collected. 

Thus, if we had investigated data on accessibility of 

treatment, subjective reasons for non-attendance (2, 9, 

23, 42) and detailed clinical assessments, we might 

have been able to make better predictions of no-show 

and drop-out. 

 Who drop out of treatment? 
 The most consistent fi nding in previous studies is that 

age, marital status and socio-economic status is highly 

associated with the drop-out rate (3) and that low socio-

economic status more than anything else differentiates 

drop-outs from completers as well as no-shows (29). 

Thus, it appears that demographic variables may be 

more important predictors of drop-out than variables 

related to the clinical status of the patients. Interest-

ingly, in the present study four demographic variables 

but only one clinical variable were signifi cant predictors 

for drop-out. 

 Drop-out patients were signifi cantly more likely to be 

under the age of 45 years. We have already discussed 

various reasons why younger age may be associated with 

a higher rate of non-attendance. 

 Consistent with previous research (3, 29), the present 

study showed that having only 9 or up to 11 years of 

school education having no vocational/university educa-

tion, and being unemployed were all factors associated 

with increased risk of dropping out. A nationwide Nor-

wegian survey (13) found these factors to be highly cor-

related with each other and with other parameters such 

as low sense of mastery. Two points are of relevance 

here. First, psychotherapy is a talking cure and requires 

a certain level of verbal intelligence to be able to 

understand, refl ect and benefi t from the dialogue (34). 

Patients with no further education and patients with 

only 9 or up to 11 years of school education may be 

unaccustomed to self-refl ection and may even lack the 

intellectual ability required for meta-cognitions. This 

may partly explain why they tend to give up therapy 

and should be further investigated through studies of 

the association of verbal intelligence with attendance 

and outcome. Second, as discussed by Dalgaard and 

colleagues (13), low education and unstable employ-

ment may be associated with less ability to manage and 

control your life, including the ability to be compliant 

with a treatment regime. 

 The only signifi cant clinical predictor of drop-out was 

substance abuse. Substance abuse is consistently found 

to be associated with high risk for drop-out (9, 15) and 

it is generally agreed that patients with double diagnosis 

need to be treated for their addiction fi rst as the sub-

stance abuse often hinders and complicates the treatment 

of the mental disorders (4, 33).   

 Strategies to reduce no-show and drop-out 
 Therapeutic clinics could make efforts to improve 

show-up for the referred patients, assuming they are in 

actual need of treatment. Several strategies may be used. 

One simple strategy is to keep in touch with and remind 

the patients about the treatment. The literature agrees 

that any kind of reminder is useful (35). Depending on 



M FENGER ET AL.

190 NORD J PSYCHIATRY·VOL 65·NO 3·2011

  Bandini S, Antonelli G, Moretti P, Pampanelli S, Quartesan R, 16. 
Perriello G. Factors affecting dropout in outpatient eating disorder 
treatment. Eat Weight Disord 2006;11:179 – 84.  
  Grunebaum M, Luber P, Callahan M, Leon AC, Olfson M, 17. 
Portera L. Predictors of missed appointments for psychiatric 
consultations in a primary care clinic. Psychiatr Serv 1996;47:
848 – 52.  
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with psychiatric outpatient visits. Psychiatr Serv 2001;52:
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treatment for personality disorder. Psychother Psychosom 2008;
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antidepressant for panic disorder with or without agoraphobia: 
Systematic review. Br J Psychiatry 2006;188:305 – 12.  
  Hay PP, Bacaltchuk J, Stefano S, Kashyap P. Psychological 21. 
treatments for bulimia nervosa and binging. Cochrane Database 
Syst Rev 2009;(4):CD000562.  
  Lester S, Harris SM. Factors associated with fi rst session nonattend-22. 
ance at a university-based family therapy clinic [References]. 
Am J Fam Ther 2007;35:363 – 76.  
  Rossi A, Amaddeo F, Sandri M, Marsilio A, Bianco M, 23. 
Tansella M. What happens to patients seen only once by 
psychiatric services? Findings from a follow-up study. Psychiatry 
Res 2008;157:53 – 65.  
  Kruse GR, Rohland BM. Factors associated with attendance at a fi rst 24. 
appointment after discharge from a psychiatric hospital. Psychiatr 
Serv 2002;53:473 – 6.  
  Rossi A, Amaddeo F, Sandri M, Tansella M. Determinants of 25. 
once-only contact in a community-based psychiatric service. Soc 
Psychiatry Psychiatr Epidemiol 2005;40:50 – 6.  
  Hofmann SG, Barlow DH, Papp LA, Detweiler MF, Ray SE, 26. 
Shear MK, et al. Pretreatment attrition in a comparative treat-
ment outcome study on panic disorder. Am J Psychiatry 1998;
155:43 – 7.  
  Glyngdal P, Sorensen P, Kistrup K. Non-compliance in community 27. 
psychiatry: Failed appointments in the referral system to psychiatric 
outpatient treatment. Nord J Psychiatry 2002;56:151 – 6.  
  Lincoln TM, Rief W, Hahlweg K, Frank M, Von Witzleben I, 28. 
Schroeder B, et al. Who Comes, Who Stays, Who Profi ts? 
Predicting refusal, dropout, success, and relapse in a short 
intervention for social phobia. Psychotherapy Research 2005;
15:210 – 25.  
  Self R, Oates P, Pinnock-Hamilton T, Leach C. The relationship 29. 
between social deprivation and unilateral termination (attrition) 
from psychotherapy at various stages of the health care pathway. 
Psychol Psychother 2005;78(Pt 1):95 – 111.  
  Karterud S, Pedersen G, L ø vdahl H, Friis S. Global Assessment 30. 
of Functioning — Split version (S-GAF): Background and 
scoring manual. Ullevaal, Oslo: Ullevaal University Hospital; 
1998.  
  Campbell B, Staley D, Matas M. Who misses appointments? An 31. 
empirical analysis. Can J Psychiatry 1991;36:223 – 5.  
  Kruse GR, Rohland BM, Wu X. Factors associated with missed 32. 
fi rst appointments at a psychiatric clinic. Psychiatr Serv 2002;53:
1173 – 6.  
  Harris KM, Edlund MJ. Use of mental health care and substance 33. 
abuse treatment among adults with co-occurring disorders. Psychiatr 
Serv 2005;56:954 – 9.  
  Doubleday EK, King P, Papageorgiou C. Relationship between fl uid 34. 
intelligence and ability to benefi t from cognitive – behavioural therapy 
in older adults: A preliminary investigation. Br J Clin Psychol 
2002;41(Pt 4):423 – 8.  
  Lefforge NL, Donohue B, Strada MJ. Improving session attendance 35. 
in mental health and substance abuse settings: A review of controlled 
studies. Behav Ther 2007;38:1 – 22.  
  Robertson L, Smith M, Tannenbaum D. Case management and 36. 
adherence to an online disease management system. J Telemed 
Telecare 2005;11 Suppl 2:S73 – 5.  

 Third, the fi ndings may only be generalized to psycho-

therapeutic settings similar to the Scandinavian welfare 

system. In the Scandinavian welfare system, health treat-

ment and sick leave exceeding 14 days is fi nanced by 

the state and is without cost for the patients, and this 

may infl uence the number of patients not showing up or 

dropping out of treatment.    
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ERRATUM

The Early Online version of this article published online ahead of print on 21 Sep 2010 contained an error on page 6. 

In Table 4, Lines 33 and 34 should have read:

Previous psych. treatment

Yes 1319 1000 (Reference)

No 512 1.372 (1.077–1.748) 0.011

And lines 38 and 39 should have read:

Substance abuse

No 1744 1.000 (Reference)

Yes 87 1.131 (1.843–2.956) 0.014

This has been corrected for the current version. The author apologises for these errors.
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