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The charts of patients who re-
ceived an initial assessment at a
rural mental health center were
reviewed to identify patient, sys-
tem, and clinical characteristics
that predicted return to the cen-
ter for at least one treatment visit
in the following three months.
Among 112 patients, the overall
rate of return was 46 percent. Pa-
tients who were seen for assess-
ment within one week of their ini-
tial request for services were sig-
nificantly more likely to return, as
were those who had lower scores
on the Global Assessment of
Functioning scale. Patients re-
ferred for assessment by agencies
of social control were the least
likely to return for treatment.
(Psychiatric Services 50:1634–
1636, 1999)

The majority of patients with diag-
nosable disorders do not seek

mental health treatment, and those
who do frequently fail to follow
through (1,2). The identification of pa-
tient variables that predict attendance
and treatment adherence and of sys-
tem factors that constitute barriers to
care has become of greater concern as
managed care increases pressure on
providers to demonstrate cost-effec-
tiveness and as researchers apply treat-

ments of known efficacy to more di-
verse “real-world” populations. 

The influences of patient charac-
teristics, system characteristics, and
illness characteristics in predicting
who uses clinical mental health ser-
vices have all been emphasized (3).
Some studies suggest a relationship
between treatment attendance and
demographic variables; other authors
suggest that factors related to the ac-
cessibility of the treatment system,
such as location, length of wait lists,
and hours, are crucial (4–6). 

Most studies addressing attendance
problems have been based in acade-
mic medical centers, and very few
have investigated rural services, de-
spite the fact that almost 21 percent
of Americans live in nonmetropolitan
areas and 55 percent of U.S. counties
are rural (7). The nature of the men-
tal health service system in rural areas
remains largely unknown (8,9). A bet-
ter understanding of characteristics
of rural patients seeking mental
health services and of predictors of
treatment engagement in this popula-
tion is clearly needed.

The purpose of this chart review
study was to determine whether pa-
tient, system, and illness characteris-
tics predicted patients’ return for at
least one treatment visit after an as-
sessment appointment at a rural com-
munity mental health center. 

Methods
Setting and subjects
The base service unit of Beaver
County (Penn.) Mental Health and
Mental Retardation assesses all pa-
tients requesting mental health ser-
vices and refers patients to a related
clinic. The assessment is an interview

with an experienced clinician and a
psychiatrist who addresses the pre-
senting complaint, past history, social
history, and current contributing fac-
tors and uses DSM criteria to arrive at
a diagnosis. Assessment results are
recorded in the patient’s clinical chart
using standardized forms supple-
mented by a narrative description.
Treatment attendance at the referral
clinic is also recorded in the chart. 

Charts of adult patients consecu-
tively interviewed between August
1995 and June 1996 who consented to
inclusion in the study were reviewed.
Variables reviewed included demo-
graphic characteristics, previous
treatment history, clinical diagnosis,
illness severity, dates of patient con-
tacts, and referral source. All proce-
dures were approved by the Universi-
ty of Pittsburgh institutional review
board. Intake clinicians recommend-
ed treatment in all cases. 

The sample consisted of 112 pa-
tients. Fifty-one patients (46 percent)
were women, and 97 patients (87 per-
cent) were white. Average education-
al attainment was 11.4 years. Eighty
patients (71 percent) were insured
with medical assistance. A subset of
the charts (N=11) were reviewed by
two independent raters to ensure re-
liability of the recording form. Three
discrepancies were found; overall
agreement between raters was 99.4
percent. Data on all items were not
recoverable from every file, resulting
in some differences in the sample size
for different statistical tests.

Patients who returned for a second
appointment were compared with
those who did not return on several
variables using between-group t tests or
chi square comparisons as appropriate. 
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Results
Of 112 patients whose charts were ex-
amined, 51 (46 percent) returned for
at least one treatment visit within
three months. Table 1 summarizes the
comparisons between the 51 patients
who returned and the 61 who did not. 

Demographic characteristics con-
tributed little to the prediction of re-
turn to treatment. Sex, race, educa-
tional attainment, and type of insur-
ance did not predict whether patients
returned for at least one visit. Patients
who returned were slightly older than
those who did not. Unemployed pa-
tients were marginally more likely to
return for treatment than were em-
ployed patients. 

Exploratory analyses of the length
of time between the patient’s initial
phone call, the assessment appoint-
ment, the first-offered treatment ap-
pointment, and the first appointment
the patient attended showed that the
time of response to the initial phone
call was an important variable in pre-
dicting return for at least one treat-
ment visit. Patients who were as-
sessed within one week of their initial
request for services were more likely
to return for subsequent treatment
visits than patients who waited
longer. Other timing variables were
not associated with the likelihood of
returning for treatment. 

Referral from an agency of social
control such as the courts, probation
officers, or child protective services
negatively affected the likelihood of
return. Patients referred by their doc-
tors and by agencies that were not so-
cial control agencies such as rape cri-
sis centers and patients who were
self-referred were much more likely
to return for at least one treatment
visit. 

In keeping with the finding about
referral source, patients who present-
ed with criminal justice problems
were more likely than others to fail to
return for treatment. Eighteen pa-
tients presented with criminal justice
problems, including sexual offenses
with adults or minors, theft, drug use,
and violent behavior. Only one of
these patients (6 percent) attended
even one treatment session, the low-
est percentage of treatment engage-
ment for patients with any presenting
problem. 

Psychotic and cognitively impaired
patients had the highest rate of en-
gagement. Other presenting prob-
lems, which were collapsed for pre-
sentation in Table 1, included sub-
stance abuse, anxiety, and depression.
In these categories the percentage of
patients who returned for a second
visit closely mirrored the overall rate
of 46 percent. 

The Global Assessment of Func-
tioning ratings of patients who re-
turned for treatment were signifi-
cantly lower than those who did not.
Patients who had received previous
treatment were significantly more
likely to return for treatment. Pa-
tients who had a family member who
had received previous treatment were
also significantly more likely to return
(χ2=4.98, df=1, p<.03). Most patients
who reported that family members
had received treatment had also re-
ceived treatment themselves. Thus
this finding is not shown in Table 1. 

Discussion and conclusions
Our data suggest that engaging pa-
tients in treatment is a serious prob-
lem for clinicians working with clients
in rural mental health centers. How-
ever, the populations of relatively few
rural community mental health cen-
ters have been characterized in a way
that would promote understanding of
the use or rejection of services (9).
Providing cost-effective care and
transferring treatments of proven ef-
ficacy from academic centers to com-
munity settings are problems that re-
quire us to identify barriers to treat-
ment engagement. Better success in
engaging patients should reduce
overuse of expensive medical and cri-
sis services and reduce the need for
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Factors predicting return for at least one treatment session after an intake appointment at a rural mental health center

Did not re-
Returned (N=51) turn (N=61)

Test
Characteristic N % N % statistic df p

Patient characteristics
Age in years 34.5 30.2 t=2.23 110 .03
Unemployed 33 70 30 52 χ2=3.70 1 .06

System characteristics
Seen for assessment within one week

of initial phone call1 21 44 15 25 χ2=4.46 1 .03
Referred by an agency of social control2 6 12 22 36 χ2=8.75 1 .003

Illness characteristics
Presenting problem χ2=11.37 2 .005

Criminal activity 1  6 17 94 
Psychotic or serious cognitive disorder 11 85 2 15
All other diagnoses 32 45 39 55

Severity
Global Assessment of Functioning score 51.3 55.7 t=2.17 106 .04
Previous treatment 44 88 37 64 χ2=8.40 1 .004

1 The time-to-assessment variable was dichotomized (one week versus more than one week).
2 The referral source variable was dichotomized (social control agencies versus other agencies).
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clinicians to conduct time-consuming
and expensive psychiatric assess-
ments. 

The results of this study suggest
possible ways to improve treatment
attendance. It is likely that ill patients
react positively to a rapid response to
their requests for assistance. For dis-
advantaged rural patients, flexible
time slots and easily accessible treat-
ment sites may be needed. The ob-
servation that unemployed patients
may be more likely to attend treat-
ment suggests that appointment
hours usually offered may not be suf-
ficiently flexible for patients who have
daytime work. 

The fact that patients referred by
agencies of social control were less
likely to return for treatment suggests
the need for extra efforts to connect
with patients who may perceive the
referral as coercive; other authors
have also commented on the role of
coercion in seeking mental health ser-
vices (10). 

The association between previous
treatment and better follow-up might
suggest the need for treatment orien-
tation for patients without previous
experience of mental health services.
Patients with past treatment experi-
ence may be less concerned about
stigma and have more positive expec-
tations, or they may have an increased
awareness of need based on a history
of illness. ♦

Acknowledgment

This work was supported by grant MH-
53817 from the National Institutes of
Health to Dr. Shear.

References

1. Howard KI, Cornille TA, Lyons JS: Patterns
of mental health service utilization. Archives
of General Psychiatry 53:696–703, 1996

2. Norquist GS, Regier DA: The epidemiolo-
gy of psychiatric disorders and the de facto
mental health care system. Annual Review
of Medicine 47:473–479, 1996 

3. Meichenbaum D, Turk DC: Facilitating
Treatment Adherence: A Practitioner’s

Guidebook. New York, Plenum, 1987 

4. Maynard C, Ehreth J, Cox G, et al: Racial
differences in the utilization of public men-
tal health services in Washington State. Ad-
ministration and Policy in Mental Health
24:411–424, 1997 

5. Diamond RJ, Factor RM: Treatment-resis-
tant patients or treatment-resistant sys-
tems? Hospital and Community Psychiatry
45:197, 1994 

6. Nicholson IR: Factors involved in failure to
keep initial appointments with mental
health professionals. Hospital and Commu-
nity Psychiatry 45:276–278, 1994 

7. Rural mental health work group calls for
better training, more flexibility in provision
of services. Psychiatric Services 49:261–
262, 1998 

8. Fox J, Merwin E, Blank M: De facto men-
tal health services in the rural south. Jour-
nal of Health Care for the Poor and Under-
served 6:434–468, 1995 

9. Yuen EJ, Gerdes JL, Gonzales, JJ: Patterns
of rural mental health care: an exploratory
study. General Hospital Psychiatry 18:14–
21, 1996 

10. Pescosolido BA, Gardner CB, Lubell KM:
How people get into mental health services:
stories of choice, coercion, and “muddling
through” from “first-timers.” Social Science
and Medicine 46:275–286, 1998 

RReesseeaarrcchh  oonn  MMeennttaall  IIllllnneessss  aanndd  SSuubbssttaannccee  AAbbuussee  FFooccuuss  ooff  NNeeww
CCoommppeennddiiuumm  FFrroomm  tthhee  PPssyycchhiiaattrriicc  SSeerrvviicceess  RReessoouurrccee  CCeenntteerr

A new compendium of articles from Psychiatric Services highlights findings from
an array of studies on substance abuse among patients with mental illness and of-
fers guidelines for planning services to meet their needs.

Entitled Treatment of Mental Illness & Substance Abuse, the compendium con-
tains 12 articles and an introduction by Lisa B. Dixon, M.D., M.P.H., associate pro-
fessor in the department of psychiatry at the University of Maryland Medical Sys-
tem in Baltimore. She is also a coauthor of the lead article, which reviews recent
research on mental illness and substance abuse that has contributed to knowledge
about effective assessment, diagnosis, course of illness, and treatment. Other arti-
cles describe approaches to identifying and treating substance abuse among inpa-
tient and outpatient populations and specific patient groups.

The compendium, published in October, is the latest in a series of Resource Cen-
ter publications on topics of special interest to the mental health field. Single
copies, regularly priced at $13.95, are $8.95 for staff in member facilities of the Psy-
chiatric Services Resource Center. For information on how to order this or other
Resource Center publications, call 800-366-8455 or fax a request to 202-682-6189.


