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This study examines the role of the patient–
provider relationship (alliance) and patient 
satisfaction in early patient withdrawal 
from mental health therapy in rural Peru. 
A prospective comparison of 60 patients 
demonstrated that early withdrawal was 
associated with the clinician’s, but not the 
patient’s, evaluation of the patient–provider 
alliance. This suggests that the satisfaction 
and alliance questionnaires typically used in 
high-income countries may not be effective in 
evaluating patient attitudes in this population, 
but may be useful for clinician evaluations of 
the alliance. Clinicians can use the Working 
Alliance Inventory to indicate the need for early 
intervention to prevent patient drop-out in 
middle- and low-income countries.

Early patient withdrawal from mental health 
therapy is a common problem in middle- and low-
income countries (Lhullier et al, 2000). Patients 
who have access to mental healthcare often discon-
tinue treatment before improvement of symptoms 
and quality of life. Patients who leave therapeutic 
programmes early have poorer outcomes; there-
fore, it is essential to find methods to reduce 
early patient withdrawal (Rossi et al, 2008).

Although there are no data for low-income 
countries, research in high-income countries sug-
gests that 57.6–67.2% of patients will require a 
minimum of 12.7 sessions of evidence-based inter
ventions in order to recover (Hansen et al, 2002). 
Many patients do not fulfil this minimum, as indi-
cated in a recent review, which found that 20–70% 
of patients terminate their therapy after the first 
session, 50% by the third session and up to 65% by 
the tenth session, giving an overall estimated attri-
tion rate of 47% (Barrett et al, 2008).

Premature patient withdrawal results from 
a variety of factors, ranging from the qualities of 
the treatment programme to patient and clin
ician characteristics. Patient characteristics that 
affect premature termination include gender, age, 
income level, minority status, substance misuse, 
occupational stability, psychiatric diagnosis, ex-
pectations regarding therapy and academic 
achievement. Characteristics of the treating 
clinician that influence premature termination 
include patient–provider gender match, expecta-
tion of patient improvement, empathy for the 
patient and skill level. Other factors that affect 

patient withdrawal include the type of therapy (e.g. 
pharmacological versus behavioural), strength of 
the patient–provider relationship, length of delay 
to first appointment and accessibility of clinics. 
The majority of these factors are cross-cultural 
and have been found to be important in multiple 
studies worldwide (Edlund et al, 2002; Barrett et 
al, 2008; Morlino et al, 2009; Reneses et al, 2009).

The strength of the patient–provider relation-
ship we here term therapeutic alliance, a concept 
characterised by how comfortable the patient 
and treating clinician are with one another and 
the therapy plan (Martin et al, 2000; Santibáñez 
Fernández et al, 2009). This factor has not been 
well studied outside of high-income countries. 
The present study explores this aspect as a factor 
in early patient withdrawal from a rural Peruvian 
mental health clinic.

Method

Setting and sampling strategy
The study was conducted at a free mental 
health out-patient clinic in the rural Andes city 
of Ayacucho, Peru, which serves a low-income 
population. The study participants consisted of 
60 Spanish-speaking patients, aged 18–66 years, 
completing their first out-patient consultation with 
a psychologist or psychiatrist. After giving their 
informed consent, participants completed the 
Spanish-language client versions of the Working 
Alliance Inventory (WAI) and the Satisfaction with 
Services (SWS) questionnaire following their first 
out-patient therapy session. To prevent biases in 
questionnaire responses or behavioural changes 
in attendance, clinicians did not discuss the study 
with participants. 

The participants’ treating clinicians (six psy-
chologists and four psychiatrists) completed the 
Clinician Questionnaire and the Spanish-language 
therapist version of the WAI. 

Three months following questionnaire comple-
tion, the participants’ attendance at treatment 
sessions was evaluated through the clinic’s 
database. Participants who did not attend their 
second treatment session within 3 months of their 
first therapy session were categorised as early with-
drawers. 

Additional data gathered from patient clinical 
records included age, gender, religion, income, 
substance misuse history, occupation, diagnosis 
and education.
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Working Alliance Inventory (WAI)
The WAI is a 36-item questionnaire regarding 
patient and clinician attitudes to their bond and 
agreement on goals and treatment tasks (Horvath 
& Greenberg, 1989). Both the patient and the clin
ician score each item on a seven-point Likert scale. 
The Spanish version of the questionnaire (Inven-
tario de Alianza de Trabajo) has been validated by 
Santibañez (2003).

Satisfaction with Services questionnaire (SWS)
The SWS is a 25-item patient questionnaire devel-
oped at Yale University in Spanish (Satisfacción 
con los Servicios) to evaluate patient satisfaction 
with clinic services and accessibility. The items are 
presented as yes/no responses and as five-point 
Likert scales (Paris et al, 2005).

Clinician questionnaire
Clinicians completed a six-question survey that re-
corded the therapist’s gender, age, profession (e.g. 
psychiatrist), years active in providing therapy, 
treatment style/theory (e.g. cognitive therapy) and 
primary language. It was created for the present 
study to gather basic data.

Statistical analysis
Participant and clinician characteristics and WAI 
and SWS responses were compared between early 
withdrawers and participants who attended at 
least one additional session in the 3 observation 
months. Statistics were analysed with Spearman’s 
r, c2 and Wilcoxon tests. Statistical significance 
was set at P = 0.05.

Results
The overall attrition rate for the 60 participants 
was 42%. No statistically significant differences 
between groups were found for patient character-
istics (age, gender, occupation, income, education, 
diagnosis and substance misuse) or clinician 
characteristics (profession, age, gender, years 
practising, treatment style and gender match with 
the patient). Participants’ level of education was 
categorised as completion of primary only for 8%, 
secondary 46% and university 46%. Clinicians had 
an average of 5.8 years of actively providing therapy, 
and treatment styles included cognitive, systemic, 
behavioural, interpersonal, cognitive–behavioural 
and gestalt therapy.

Only one of the 25 SWS questions had a statistic
ally significant difference in response between 
groups: ‘How would you rate the quality of services 
you have received?’ (c2 = 9, P < 0.05). Of the return-
ing participants, 68% rated the quality as ‘good’ 
and 26% ‘excellent’; of the early withdrawers, 33% 
rated it as ‘good’ and 44% ‘excellent’ (Fig. 1).

Participant WAI scores in all three categories 
(bond, goals and tasks) were not statistically dif-
ferent between groups. However, clinician WAI 
scores were statistically different between groups 
in all three categories (Fig. 2): tasks, F1,56 = 4.5, 
P < 0.05; bond, F1,56 = 5.7, P < 0.05; and goals, 
F1,56 = 5.7, P < 0.05. There was a correlation 
between the participant and clinician WAI scores 
in the category ‘tasks’ for returning participants 
only (r = 0.31, P < 0.05), but not for ‘bond’ or ‘goals’.

Discussion
This study provides an initial understanding of 
factors influencing patient attrition from mental 
health treatment in middle- and low-income 
countries. Our examination of early patient 
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Fig. 1
Patient responses on the Satisfaction with Services (SWS) questionnaire, question 18: 
‘How would you rate the quality of services you have received?’

Fig. 2
Clinician scores on the Working Alliance Inventory (WAI) questionnaire, scored in 
categories of tasks, bond and goals (error bars indicated 1 s.d.)
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withdrawal indicates an attrition rate of 42% after 
one session of therapy for this population. This 
figure is consistent with previous studies in high-
income countries indicating an overall attrition 
rate of approximately 47% (Barrett et al, 2008).

The SWS responses were mostly not related to 
patient attrition. This suggests that satisfaction is 
not related to premature termination; however, 
we suspect that the Likert-based questions were 
unsuited to this population. The only significantly 
different response between the two groups on the 
SWS (Fig. 1) was in fact counter to what might 
have been expected: the early withdrawers rated 
their satisfaction ‘excellent’ more often than ‘good’, 
whereas the returning group rated it ‘good’ more 
often than ‘excellent’.

The participants’ ratings of patient–provider 
alliance on the WAI were also a poor indicator of 
premature termination; there were no differences 
between groups in the three categories of tasks, 
bond and goals. However, clinicians prospectively 
gave early withdrawers lower scores for alliance on 
tasks, bonds and goals on the WAI after only one 
treatment session. In addition, the scores of the 
returning participants were correlated with those 
of the clinicians in the category ‘tasks’, suggest-
ing that agreement on treatment tasks may affect 
patient retention.

These results suggest that satisfaction and al-
liance questionnaires developed in high-income 
countries may not be effective in evaluating 
patient attitudes in this population, but are effec-
tive for clinician evaluation of alliance. One factor 
affecting their effectiveness for patients may be 
the Likert format of the questionnaires; in the 
present study this is exemplified by participants 
responding very positively to most questions and 
consequently producing an overall ceiling effect 
for both the SWS and the WAI data. 

Another important consideration is cultural 
values: participants may feel inhibited from 
reflecting negatively on the charitable services 
provided by the clinic. Education level should also 
be considered; however, this likely had minimal 
impact on questionnaire comprehension, as a 
large majority of participants had completed at 
least secondary education. Nonetheless, multiple 
participants did comment on their unfamiliarity 
with the Likert-scale format. Given the present 
results, we feel that further examination is neces-
sary to determine the validity of this questionnaire 
style for this population. 

Additionally, the overall sample size should be 
kept in mind when interpreting the data, as well 
as other explanations for early termination, such 

as the participants’ belief that an adequate level of 
benefit was reached in their first session.

This study does, however, suggest that clinician 
scores on the WAI can be used in middle- and low-
income countries, at least in rural populations, for 
estimates of patients’ likelihood of early treatment 
termination. Barrett et al (2008) provide a thor-
ough summary of effective methods of preventing 
patient attrition in high-income countries, particu-
larly in relation to patient–provider alliance. The 
attrition rate in our study and the demonstrated 
predictive value of the clinician WAI for premature 
termination are similar to findings in high-income 
countries. Therefore, we believe that many of the 
intervention strategies used in high-income coun-
tries, as noted by Barrett et al (2008), may also be 
effective for patients in low- and middle-income 
countries.
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