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With respect to the treat-
ment of psychiatric disor-
ders, nonadherence may

be defined as failure to enter a treat-
ment program, premature termina-
tion of treatment, or incomplete im-
plementation of instructions, includ-
ing filling prescriptions (1). Nonad-
herence to treatment has a major im-
pact on the effectiveness of therapeu-
tic interventions and presents many
problems in clinical practice (1,2). In
a managed behavioral health care set-
ting, Nelson and colleagues (3)
demonstrated that patients who did
not attend an outpatient appointment
after discharge were two times as
likely as those who kept at least one
outpatient appointment to be rehos-
pitalized in the same year. Patients
who adhere to treatment recommen-
dations have a lower relapse rate,
which demonstrates the need for spe-
cial attention and interventions de-
signed to enhance adherence (4). Pa-
tients who do not attend their ap-
pointments after hospital discharge
are at risk of being rehospitalized or
relapsing, sometimes with serious
symptoms that may endanger them-
selves or others (5,6).

The factors potentially associated
with nonadherence are numerous,
but the results of research in this area
are somewhat inconsistent (7,8). In
one study, five significant predictors
of missed first appointments were
being younger, being Hispanic, hav-
ing a poorer family support system,
not taking psychotropic drugs, and
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Objective: This study was conducted to determine the practical, read-
ily accessible predictors of missed first outpatient appointments in a
community mental health setting after psychiatric hospitalization.
Methods: Data were collected from treatment team members and from
charts of 234 consecutively discharged patients from two inpatient
units in a large, urban, county hospital. Data on whether the patient
attended the first scheduled outpatient community mental health ap-
pointment were gathered by telephone contact with outpatient clinics.
Outcome data were available for 221 patients. Bivariate tests exam-
ined a variety of demographic, psychosocial, and clinical characteris-
tics that may be associated with nonadherence. Significant predictors
were entered into a logistic regression model to determine effect esti-
mates (adjusted odds ratios). Results: In bivariate tests, a number of
variables were predictive of nonadherence with the first scheduled
outpatient appointment. In the logistic regression model, the four
characteristics that were independently significant predictors includ-
ed involuntary legal status at discharge or leaving against medical ad-
vice, not having an established outpatient clinician, axis IV problems
related to the primary support group (for example, death of a family
member or health problems in the family), and number of days from
hospital discharge to the follow-up appointment. Conclusions: Clini-
cal, policy, and programmatic implications may be elaborated by
studying risk factors for nonadherence in a community mental health
setting. Given the multitude of problems associated with nonadher-
ence, interventions should be tailored around specific characteristics
that elevate the risk of nonadherence, especially nonadherence in the
form of failure to attend the first appointment after psychiatric hospi-
talization. (Psychiatric Services 57:531–537, 2006)
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having health insurance (5). A longer
period from contact to appointment
may be another factor associated
with nonadherence (3). Nosé and
coworkers (1) cited lack of insight,
positive symptoms, younger age,
male gender, history of substance
abuse, unemployment, and low social
functioning as factors associated with
nonadherence.

In this study, we sought to deter-
mine the predictors of an important
aspect of nonadherence—failure to
keep the first outpatient appointment
after psychiatric hospitalization. We
were particularly interested in deter-
mining practical, readily available
predictors from the patient’s chart
and the treatment team during hospi-
talization, without the use of rating
scales that are not routinely used in
clinical practice. In addition to ana-
lyzing predictors that were significant
in bivariate tests, we determined
which risk factors were independent-
ly predictive when the analysis con-
trolled for the other factors.

Methods
Charts were examined for consecu-
tively discharged patients hospital-
ized either on the inpatient unit or
the crisis stabilization unit of a large,
urban, public-sector hospital. This
county hospital serves a predomi-
nantly low-income, urban population,
a majority of which is African Ameri-
can. Both the longer-stay inpatient
unit (average length of stay of approx-
imately 14 days) and the crisis stabi-
lization unit (average length of stay of
about seven days) admit patients pri-
marily for evaluation and treatment of
first episodes of illness or acute exac-
erbations of severe and persistent
mental illnesses. These units do not
routinely admit patients with mental
retardation or dementia. Patients for
whom substance use or withdrawal is
the primary clinical focus are usually
referred to other facilities.

Participating community mental
health clinics included the main out-
patient clinic affiliated with the hospi-
tal, located two blocks away; an adja-
cent specialized community outreach
clinic; an intensive day treatment pro-
gram; three county-operated clinics
in the south central, south, and west
catchment areas of the county; and an

intake and initial assessment clinic for
these three outlying county clinics.
Charts of patients discharged with
follow-up appointments to clinics
other than these designated clinics—
for example, to private practices or to
community mental health clinics lo-
cated in other counties—were ex-
cluded. Charts of patients who were
hospitalized more than once during
the period of data collection were not
included a second time. Although
support services before the first ap-
pointment, such as reminder calls,
may have an impact on adherence
rates, these services are not provided
in this setting. On their discharge pa-
pers, patients routinely are given the
clinic name, address, and telephone
number along with the time and date
of the first appointment.

Basic demographic, socioeconom-
ic, psychosocial, and clinical data
were obtained both by abstracting
from the medical charts and by con-
sulting with the social worker, the
psychiatry resident or psychology in-
tern, and the attending psychiatrist
caring for the patient during hospital-
ization. A variety of continuous and
categorical variables were recorded in
a systematic way by using a data col-
lection form designed by the research
team. The outcome variable was
whether the patient attended the first
scheduled community mental health
appointment after hospital discharge.
This information was obtained by
calling the established contact person
at each of the mental health clinics
within a week after the scheduled ap-
pointment to determine whether the
patient had attended. Predictor and
outcome information was gathered
for 234 patients between December
2003 and July 2004. The research was
approved by Emory University’s insti-
tutional review board and the Grady
Health System’s research oversight
committee.

A concerted effort was made to
minimize missing data. Upon com-
pletion of data collection, approxi-
mately one-third of the variables con-
tained at least one missing value
among the 234 patients. Among these
19 variables, 15 contained three or
fewer missing values. Of the remain-
ing four variables with more than
three missing values, the variable for

the Global Assessment of Function-
ing score upon admission contained
four missing values, 22 values were
missing for the variable for the years
of education, 23 values were missing
for the variable estimating duration
(in months) of prior outpatient treat-
ment with an established clinician
contained, and 32 values were miss-
ing for the variable for the number of
prior psychiatric hospitalizations. To
prevent biases in the sample, these
four variables were excluded from
subsequent analyses. Although dou-
ble data entry was not performed, the
accuracy of data entry was checked
for a random sample, with acceptable
results.

Bivariate analyses were performed
on the potential predictors in relation
to the outcome variable of interest—
adherence with the first scheduled
community mental health appoint-
ment after psychiatric hospitalization.
Continuous variables were analyzed
by using t tests for independent sam-
ples. Dichotomous and categorical
predictor variables were analyzed by
using chi square tests of association.
The bivariate analyses were conduct-
ed to exclude covariates and predic-
tors from the logistic regression mod-
el that were not significantly associat-
ed with a missed appointment Logis-
tic regression modeling was per-
formed by using variables that were
significantly associated (p≤.10) with
a missed appointment in the bivariate
tests. A backward stepwise selection
method was used in which the re-
moval testing is based on the proba-
bility of the likelihood-ratio statistic,
which is based on the maximum par-
tial likelihood estimates. In the final
model, all remaining predictors were
independently significant at p<.05.
Adjusted odds ratios and 95 percent
confidence intervals were computed
to determine effect estimates for vari-
ables that were significantly, inde-
pendently predictive (p<.05) of a
missed appointment when the analy-
sis controlled for the other covariates.
SPSS 12.0 software was used for all
statistical tests.

Results
Thirteen patients did not have an out-
come that was recorded as “yes, did
keep first follow-up appointment” or
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“no, did not keep first follow-up ap-
pointment.” Analyses were conduct-
ed by using data only from patients
with an “adherent” or “nonadherent”
outcome (N=221). In this sample of
221 patients, 80 (36 percent) kept
their first scheduled follow-up ap-
pointment, whereas 141 (64 percent)
did not.

The mean±SD age of the entire
sample was 38.4±12.3 years, and the
mean number of years of education
was 12.0±2.4 years; no difference was
found between the two groups for ei-
ther variable (data not shown). So-
ciodemographic characteristics of the
sample are consistent with those of
the population of patients served by
the two inpatient units and by the
hospital in general. Basic sociodemo-
graphic data for the two groups are
shown in Table 1. Just over half the
patients (124 patients, or 56 percent)
were female, and 185 (84 percent)
were African American. A total of
209 (95 percent) were unemployed,
and the difference between the per-
centage of adherent patients who
were employed part- or full-time (9
percent) compared with the percent-
age of nonadherent patients who
were employed (4 percent) ap-
proached significance (p=.10). For
the majority of patients the largest
source of payment was either Medic-
aid (86 patients, or 39 percent) or
Medicare (27 patients, or 12 per-
cent), and for 105 (48 percent) the
category was uncompensated or self-
pay. No significant differences were
found between the two groups on
these variables.

Overall, 141 patients (64 percent)
had a primary diagnosis of schizo-
phrenia or another psychotic disor-
der, 36 (16 percent) had a primary di-
agnosis of major depressive disorder,
and 28 (13 percent) had a primary di-
agnosis of bipolar disorder. A total of
100 (45 percent) were documented to
have a diagnosis of a substance use
disorder, and 35 (16 percent) were
documented to have a diagnosis of a
personality disorder. The diagnostic
distributions of the two groups are
shown in Table 1. The two groups did
not differ with regard to any of these
diagnostic categories.

Psychosocial characteristics of the
two groups are shown in Table 2.

None of the psychosocial variables as-
sessed were found to be significantly
different between the two groups.
The difference in the percentage of
patients documented as having axis
IV problems related to the primary
support group (for example, death of
a family member or health problems
in the family) approached statistical
significance (54 percent in the adher-
ent group compared with 66 percent
in the nonadherent group; p=.07).

Table 3 shows the broad variety of
clinical variables that were evaluated.
The two groups differed on four of
the 12 clinical variables. Compared
with the adherent group, the nonad-
herent group had a lower percentage
of patients rated as experiencing

medication side effects at the time of
discharge (25 percent compared with
15 percent; p=.06). Nonadherent pa-
tients were more likely to be rated
“poor” by the treatment team at dis-
charge with regard to likelihood of
entering follow-up care (38 percent
compared with 19 percent) and less
likely to be rated “good” (25 percent
compared with 48 percent; χ2=13.94,
df=2, p<.01). Only 26 percent of non-
adherent patients had an established
outpatient clinician, compared with
44 percent of the adherent group
(χ2=7.77, df=1, p<.01). Involuntary
legal status at discharge was signifi-
cantly different between the two
groups (48 percent of the nonadher-
ent group compared with 30 percent
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Sociodemographic and diagnostic characteristics of 221 patients discharged from
inpatient psychiatric units, by adherence with the first community mental health
follow-up appointment

Adherent Nonadherent
(N=80) (N=141)

Characteristic N % N % χ2 df p

Sociodemographic
Female 47 59 77 55 .355 1 .55
Racea 1.78 1 .18

African American 62 79 123 88
White 13 17 15 11

Current marital status .34 2 .85
Single or never married 54 68 93 66
Married or living as though married 8 10 12 9
Separated, divorced, or widowed 18 23 36 26

Living with children 18 years
or younger 8 10 14 10 0 1 .99

Working part-time or full-time 7 9 5 4 2.65 1 .10
Receiving disability payments during

the past three months (Supplemen-
tal Security Income or Social Sec-
urity Disability Insurance) 39 49 73 52 .19 1 .67

Largest single source of payment
for hospital servicesb 4.00 2 .14

Medicaid 25 32 61 44
Medicare 9 11 18 13
Uncompensated or self-pay 45 57 60 43

Diagnostic
Primary diagnosis 4.94 3 .18

Schizophrenia or other
psychotic disorder 56 70 85 60

Major depressive disorder 9 11 27 19
Bipolar disorder 12 15 16 11
Other (anxiety disorder, substance-

related disorder, other) 3 4 12 9
Secondary diagnosis

Substance use disorder 38 48 62 44 .26 1 .61
Personality disorder 9 11 26 18 1.98 1 .16

a “Other” category not included because of small cell sizes (N=6)
b “Other” category not included because of small cell sizes (N=3)
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of the adherent group; χ2=6.48, df=1,
p=.01). The group characterized as
having an involuntary legal status at
the time of discharge included six pa-
tients who had voluntary legal status
but were discharged against medical
advice.

Length of stay in days and interval
from discharge date to follow-up ap-
pointment in days were also predic-
tors of a missed appointment (data
not shown). Nonadherent patients
had a shorter mean length of stay
(10.5±6.5 days compared with 13.2±
9.3 days in the adherent group;
t=2.49, df=219, p=.01). Nonadherent
patients had a longer mean interval
from discharge date to follow-up ap-
pointment (16.0±13.9 days compared
with 10.6±9.3 days in the adherent
group; t=3.10, df=218, p<.01).

Eight variables that were associated
with the outcome at the p≤.10 level
were entered into a logistic regression
model. Exact definitions and opera-
tionalizations of these eight variables
are provided in Table 4. As shown in

Table 5, four of eight predictors were
independently associated with out-
come when the analysis controlled for
the other variables. Patients who had
an involuntary legal status at hospital
discharge or those who were dis-
charged against medical advice had
an odds of nonadherence nearly three
times that of those with a voluntary
legal status at discharge. Patients
without an established outpatient cli-
nician had an odds of nonadherence
more than twice that of those with an
established outpatient clinician. Pa-
tients with axis IV problems related to
their primary support group had an
odds of nonadherence nearly twice
that of their counterparts. The inter-
val from discharge date to follow-up
appointment date (continuous vari-
able) was also independently predic-
tive of nonadherence, with each addi-
tional day increasing the odds of non-
adherence by about 4 percent. For
this model, the Cox-Snell R2 statistic
was .12.

The relationship between the out-

patient clinic site and follow-up rates
was examined. Of the 148 patients
with a scheduled follow-up at a clinic
affiliated with the hospital, 61 (41
percent) kept their first appointment,
and of the 73 patients with a sched-
uled follow-up at a county clinic not
affiliated with the hospital, 19 (26
percent) kept their first appointment
(χ2=4.88, df=1, p=.03). When this
variable was included in the logistic
regression model, it did not remain in
the final model, and the remaining
four independently predictive vari-
ables therefore did not change.

Discussion
Several recent studies have focused
increased attention on the issue of
nonadherence with psychiatric outpa-
tient visits (5,7), although research on
missed clinical appointments is much
less extensive than research on med-
ication nonadherence. Adherence to
treatment among psychiatric patients,
at least in terms of medication adher-
ence, is clearly associated with risk of
rehospitalization and the overall eco-
nomic costs of mental illnesses
(9–12). It is likely that patients who
do not attend their outpatient ap-
pointments after hospitalization will
become nonadherent to prescribed
medications. This study may be of
particular value because it focused on
patients with serious mental illnesses
with a very high rate of nonadherence
being treated in an urban community
mental health setting with limited re-
sources available for strategies that
enhance adherence. Thus under-
standing the predictors of a missed
first outpatient appointment is espe-
cially crucial. Furthermore, all pre-
dictors were readily available vari-
ables from the patient’s hospital chart
and treatment team.

We found that the rate of nonad-
herence (64 percent) in our commu-
nity mental health setting was partic-
ularly high, higher than rates report-
ed in other studies (5,13). However,
the rate was consistent with the 50
percent or more that we had estimat-
ed a priori, based on clinical experi-
ence. Several factors may account for
the especially high rate of nonadher-
ence in our sample, including demo-
graphic characteristics (for example,
94 percent of our sample was unem-
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Psychosocial characteristics of 221 patients discharged from inpatient psychiatric
units, by adherence with the first community mental health follow-up appointment

Adherent Nonadherent
(N=80) (N=141)

Characteristics N % N % χ2 df p

Homeless on admission 18 23 37 26 .38 1 .54
Discharge living arrangement 3.21 3 .36

Supervised environment 16 20 18 13
Living with others 43 54 73 52
Living alone 8 10 21 15
Living arrangements unstable 13 16 29 21

Axis IV problems related to
Primary support group 43 54 93 66 3.21 1 .07
Social environment 26 33 47 33 .02 1 .90
Educational 19 24 30 21 .18 1 .67
Occupational 58 73 101 72 .02 1 .89
Housing 35 44 67 48 .29 1 .59
Economic 44 55 80 57 .06 1 .80
Access to health care 12 15 30 21 1.31 1 .25
Involvement with the legal system

or crime 17 21 22 16 1.12 1 .29
Number of relatives or friends who
attended inpatient family meeting 2.73 2 .26

0 55 69 109 77
1 12 15 19 14
2 or more 13 16 13 9

Social worker’s perception of level
of family support 3.62 2 .16

Poor 23 29 55 39
Fair 18 23 35 25
Good 39 49 51 36

com.qxd  3/20/2006  12:12 PM  Page 534



ployed), the diagnostic distribution
(primarily severe and persistent men-
tal illnesses), and the fact that our en-
tire sample consisted of hospitalized
patients. The high rate of nonadher-
ence also may be suggestive of sys-
tem-level barriers to adherence.

Clearly, the missed appointment
rate of more than 60 percent in this
population deserves further research.
In terms of predictors of nonadher-
ence, the results are consistent with
prior findings on the relationship be-
tween nonadherence and a poorer
family support system, a longer wait-
ing period from contact to appoint-
ment, unemployment, and lack of in-
sight (if involuntary legal status at dis-
charge is taken as a proxy of insight).
This study did not replicate prior re-
sults of an association between non-
adherence and younger age, male
gender, and insurance status. Differ-
ences in study populations may ac-
count for differences in risk factors
identified as significant predictors of
nonadherence, although it is not alto-
gether clear why, for example, length
of stay was associated with adherence
in our study (at least in bivariate tests)
and not in other studies.

Involuntary legal status at dis-
charge or leaving against medical ad-
vice was the strongest of the four in-
dependent predictors of outpatient
nonadherence. This variable may be a
marker of poor treatment alliance and
impaired insight, both of which are
associated with treatment nonadher-
ence (1,8). This finding supports the
need for research into psychothera-
peutic and psychoeducational strate-
gies designed to strengthen the treat-
ment alliance and enhance insight.
An alternative explanation for the as-
sociation of involuntary legal status at
discharge or leaving against medical
advice with nonadherence could be
that people with a particularly strong
aversion to the hospital (as indicated
by their unwillingness to be hospital-
ized voluntarily or their checking out
against medical advice) skip follow-up
visits to avoid the possibility of rehos-
pitalization. Prior research supports
the idea that fear of hospitalization
can lead to avoidance of outpatient
treatment among some patients
(14,15), although the specific connec-
tion to involuntary status at discharge

requires further research. Interven-
tions aimed at encouraging the treat-
ment team to put the patient’s goals at
the center of their discharge planning
and to have the patient’s choices drive
the discharge plan also may have a
strong effect on therapeutic alliance
and resulting adherence to discharge
plans.

In terms of problems with the pri-
mary support group, the aim of inter-
ventions in this area would be to work
with the primary support group both
in and out of the hospital, as is done
with family psychoeducation pro-
grams, or to strengthen support
groups, such as by introducing the pa-
tient to consumer support groups. An
example of the latter would be the
Peer Bridger Project of the New York
Association of Psychiatric Rehabilita-
tion Services in which consumers
come into the hospital to meet with
patients and then continue to support
them after discharge. This and similar

programs aim to help individuals who
are being discharged from psychiatric
hospitalization by easing the transi-
tion into community life and by sig-
nificantly decreasing their need for
readmission (16,17).

In addition to these clinical issues,
our findings also are important from
a policy and programmatic perspec-
tive, especially because not having
an established outpatient clinician
and the interval from discharge date
to follow-up appointment were inde-
pendent predictors of nonadher-
ence. Interventions to improve con-
tinuity of care between the outpa-
tient and inpatient settings may have
an impact on adherence to follow-up
care (6,13,18). For example, if the
patient has an outpatient clinician,
this provider could be included in
discharge planning meetings with
the patient in the hospital. If the pa-
tient has no established clinician, in-
troducing him or her to the sched-
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Clinical characteristics of 221 patients discharged from inpatient psychiatric units,
by adherence with the first community mental health follow-up appointment

Adherent Nonadherent
(N=80) (N=141)

Characteristic N % N % χ2 df p

Prior psychiatric hospitalization 60 76 104 74 .07 1 .79
Medical problems requiring

medicines at discharge 39 49 66 47 .08 1 .78
Number of psychiatric
medications upon discharge .04 2 .98

1 32 40 57 40
2 31 39 52 37
3 or more 17 21 29 21

Experiencing side effects upon
discharge 20 25 21 15 3.45 1 .06

Unit treatment plan adherence in the
week before discharge 3.31 2 .19

Poor 5 6 13 9
Fair 16 20 41 29
Good 59 74 87 62

Treatment team’s opinion of
likelihood of follow-up 13.94 2 <.01

Poor 15 19 53 38
Fair 27 34 52 37
Good 38 48 35 25

Patient has an established outpatient
clinician 35 44 36 26 7.77 1 <.01

Involuntary legal status on admission 63 79 102 72 1.11 1 .29
Involuntary legal status on discharge

or left against medical advice 24 30 67 48 6.48 1 .01
Required seclusion 11 14 21 15 .05 1 .82
Required restraints 5 6 15 11 1.19 1 .27
Required PRN (as needed) medication 25 31 54 38 1.19 1 .28
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uled outpatient clinician and provid-
ing a tour of the assigned outpatient
facility before discharge may be ben-
eficial. Because 54 of the patients in
this sample did not have an outpa-
tient treatment history, further
analyses should be conducted to de-

termine differences in predictors of
nonadherence between those with
and without an outpatient treatment
history.

In this sample, the interval in days
from discharge date to follow-up ap-
pointment was a predictor of nonad-

herence. Other studies also have
found that longer intervals between
visits are associated with higher
missed appointment rates, even after
multivariate adjustment (7,19). Af-
tercare programs that provide follow-
up appointments as soon after dis-
charge as possible may confer overall
cost savings to local mental health
systems by decreasing the risk of
nonadherence and subsequent re-
hospitalization. Further research is
needed to determine the effective-
ness of this and other potential inter-
ventions for improving adherence in
this population.

Several methodological limitations
of this study should be recognized.
First, diagnostic and other variables
were based on the hospital chart and
clinicians’ reports, without the use of
rating scales administered directly to
patients. However, the purpose of
this research was to study clinically
meaningful predictors that do not re-
quire patient assessment beyond that
done as part of routine evaluation and
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Definitions and operationalizations of the eight variables associated at the p≤.10 level with adherence with the first commu-
nity mental health outpatient appointment after psychiatric hospitalization

Working part-time or full-time Patient’s current paid employment status, within one month before hospitalization; rated
as “working full-time” (at least 35 hours per week) or “working part-time” (less than 
35 hours per week). “Not working” applies to a patient who has a disability which
prevents him or her from maintaining employment; if the patient is unemployed
because he or she is currently enrolled in an academic institution; if the patient is
not employed but is responsible for raising children or the upkeep and maintenance
of a household; or if the patient is unemployed for a reason other than those men-
tioned above—for example, the patient is unemployed and looking for work or does 
not need or want to worka

Axis IV problem related to primary For example, death of a family member; health problems in family; disruption of family
support group by separation, divorce, or estrangement; removal from the home; remarriage of parent;

sexual or physical abuse; parental overprotection; neglect of child; inadequate discipline;
discord with siblings; and birth of a siblinga

Experienced medication side effects Experienced medication side effects just before discharge, which refers to unpleasant,
at discharge distressing, or unexpected effects from prescribed medicationa

Treatment team’s opinion of likelihood Rating of “poor,” “fair,” or “good” on the basis of a general query during rounds with the
of follow-up treatment team, which included the social worker, the psychiatry resident or psychology

intern, and the attending psychiatrist
Patient has an established outpatient Answer of “yes” or “no” to the following question addressed to the hospital treatment
clinician team: “Is the patient already an established patient with the clinician to whom he/she is

being referred?”
Involuntary legal status at discharge or Discharges during an involuntary commitment, discharges upon expiration of an

left against medical advice involuntary commitment (for patients who did not meet criteria for longer-term
commitment and who refused to sign in voluntarily), and discharges of voluntary 
patients who left against medical advice

Length of stay in days Including the day of admission but not the day of discharge
Interval from discharge date to Including the day of discharge but not the day of the first follow-up appointment. “First

follow-up appointment in days available” appointments were scheduled by telephone contact between the inpatient 
social worker and the outpatient clinic

a Definitions based on the 1999 Study of Psychiatric Patients and Treatments from the Psychiatric Practice Research Network of the American Psychi-
atric Institute for Research and Education (20).

TTaabbllee  55

Independently significant predictors of nonadherence with the first scheduled
outpatient community mental health appointment among 221 inpatients after
hospital discharge

Adjusted
Predictor variable β SE ORa 95% CI

Involuntary legal status .98 .32 2.65 1.41–5.00
upon discharge or left against
medical advice

Patient without an established
outpatient clinician .86 .33 2.37 1.25–4.49

Axis IV problem related to primary
support group .6 .31 1.83 1.00–3.34

Interval in days from discharge
date to follow-up
appointment (continuous) .04 .01 1.04 1.01–1.07

a All adjusted ORs in this final model are statistically significant (p<.05).
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treatment. Second, generalizability
may be limited because of the so-
ciodemographic and diagnostic char-
acteristics of our sample. Third, we
cannot exclude the possibility that
some patients received care at a clin-
ic other than the assigned one or later
than the original scheduled appoint-
ment. However, this possibility is un-
likely, because community mental
health services are structured around
a catchment area model and resched-
uling of appointments tends to be
much rarer than missing appoint-
ments without rescheduling. Fourth,
because of the nature of the study,
some variables of importance to the
issue of missed outpatient appoint-
ments could not be assessed. For ex-
ample, therapeutic alliance was not
measured formally.

Additionally, aside from patient
characteristics, we did not examine
institutional characteristics that might
influence nonadherence, such as dis-
tance from the patient’s home to the
outpatient clinic. Other institutional
characteristics that could affect ad-
herence include the amount of client
input regarding the clinic and clini-
cian to which the client is assigned;
atmosphere, reputation, neighbor-
hood, attractiveness, or outreach ac-
tivities of the clinic; and the availabil-
ity of affordable and accessible trans-
portation to the clinic.

Conclusions
Identifying relationships between in-
stitutional characteristics and adher-
ence to follow-up care is an impor-
tant area for future research. Clearly,
there are many predictors of nonad-
herence other than those remaining
in our final logistic regression model.
Although data for these four vari-
ables are readily accessible in our

system, they might not be available
in other settings. Other inpatient
psychiatric services should use infor-
mation available to them that has
been shown in previous research to
predict adherence to assess and at-
tempt to improve adherence among
their patient populations.
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