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Foreword and acknowledgements 

The following thesis is written as part of a MSc degree in clinical psychology at 

Reykjavík University. The data used in the study were part of a previously conducted study 

by Hafrún Kristjánsdóttir and others, where the aim was to examine the effectiveness of 

transdiagnostic cognitive behavioural group therapy (TCBGT) among Icelandic primary 

health care patients. The main aim of the current study was to examine dropout from TCBGT 

in terms of symptom severity and background variables. A transdiagnostic alternative to 

diagnosis-specific treatments could potentially help increase the availability of evidence-

based treatment because it allows patients with different diagnoses to be treated together. 

This is particularly relevant for small communities where a homogenous group of patients 

with the same diagnoses is not easily assembled. In addition to providing available treatment, 

it is also important to make sure patients do not quit before they have completed treatment. 

Dropout is a common problem in mental health treatment, and research on this phenomenon 

is important in order to understand and prevent it.  

The work on this thesis began in December 2015 and ended in May 2017. The first 

step was to examine the existing literature on the subject of dropout and TCBGT. A literature 

review was written as a basis for gathering information and getting an overview of prior 

knowledge on these subjects. The next step was deciding on the methods and statistical 

processing that would be appropriate for this kind of study, and a first draft for a methods 

chapter was written. Finally, the statistical processing was carried out. The data had already 

been entered into SPSS in the original study. The results and the discussion were written 

based on the outcome of the statistical analysis during the spring of 2017. The end goal is to 

publish the results of the study with the authors of the published article being Sólrún 

Scheving Egeberg, Hafrún Kristjánsdóttir and Jón Friðrik Sigurðsson.  

I would like to thank my supervisors, Jón Friðrik Sigurðsson and Hafrún 

Kristjánsdóttir at Reykjavík University for sharing their knowledge with me and providing 

valuable guidance. In addition, I would like to express my gratitude to my family for 

encouragement and support during the writing process.  

  



DROPOUT FROM TRANSDIAGNOSTIC GROUP CBT 3 

 

 
 

Abstract 

 
Dropout from psychological therapy is a common problem in clinical settings. The 

participants in the current study are patients who were offered transdiagnostic group CBT in 

Icelandic primary health care centers. Of the 283 participants included in the study 42.8% 

completed treatment, 17.7% dropped out and 39.6% completed the intake interview but failed 

to show up for the treatment sessions (“no show”). The three groups were compared in terms 

of symptom severity, number of diagnoses and background variables. None of the groups 

differed significantly in outcome on four different self-assessment scales assessing symptoms 

of anxiety and depression, indicating that the severity of these symptoms does not explain 

why the patients did not show up for therapy or dropped out of treatment. The results also 

suggest that the dropouts did not experience a decrease in symptoms when the score from the 

intake interview was compared to the score from the last attended session. Thus, dropouts do 

not seem to terminate treatment due to a marked decrease in symptoms. Dropouts were more 

likely to smoke, and “no shows” were more likely to be younger than 40 years old and have 

fewer than two children.  

     Key words: transdiagnostic, CBT, group therapy, dropout, depression, anxiety 
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Dropout from Transdiagnostic Cognitive Behavioral Group Therapy 

Mood and anxiety disorders account for a large amount of the cases of mental illness 

in western society today, and are two of the most commonly encountered disorders in adult 

primary care (Ansseau et al., 2004).  Depression is associated with a number of societal 

issues, such as low work performance, marital problems, low earnings and low educational 

achievement (Kessler, 2012). In addition, largely due to lost productivity and resources spent, 

depression and other mental health problems are costing society a considerable amount of 

money each year (Layard, 2013). The same can be said for anxiety disorders (Hoffman, 

Dukes, & Wittchen, 2008; Layard & Clark, 2014). However, despite the toll these disorders 

take on both the economy and the general quality of life, studies have shown that the majority 

of people experiencing depression in the United States are not receiving any treatment 

(Layard & Clark, 2014; Olfson et al., 2002). In addition, studies suggest that many of the 

patients receiving treatment are not receiving treatment that is evidence-based (McHugh & 

Barlow, 2010), and that training in providing psychological treatment needs to include more 

training in evidence-based treatments (Layard & Clark, 2014; Weissman et al., 2006).  

Although diagnosis specific cognitive behavioural therapy (CBT) has been proven 

effective and potent for several disorders, including anxiety and depressive disorders, some 

issues arise when trying to make these treatments readily available to the public. For instance, 

some treatment facilities do not have the resources to provide this treatment to the vast 

number of patients requiring it. This is a problem for which transdiagnostic approaches can 

be a solution (Erickson, Janeck, & Tallman, 2009). Comorbidity is quite common in primary 

care, and about 30% of people who have a diagnosis are diagnosed with one or more 

additional disorders (Roca et al., 2009). Overlaps in symptoms are also common between 

different disorders, such as selective attention, recurrent memories, over-general memory, 

expectancy bias, safety behaviours and avoidance (Mansell, Harvey, Watkins, & Shafran, 

2009). Transdiagnostic CBT for groups (TCBT) aims to target these common features in 
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order to provide treatment to a larger and more diverse collection of patients (Taylor & Clark, 

2009). Studies have found transdiagnostic CBT for groups to be effective in treating different 

kinds of disorders (Espejo et al., 2015; Kristjánsdóttir et al., 2016), also when compared to 

diagnosis specific CBT  (Norton et al., 2013; Norton & Barrera, 2012), which suggests that 

this is a viable option. In small communities, it can save time, as assembling a homogenous 

group of patients who all have the same diagnosis may prove difficult in places with few 

inhabitants. Another strength of transdiagnostic treatment is that it can be easily learned and 

implemented by professionals who have a more general clinical training, rather than training 

in one specific approach (Erickson et al., 2009).  

Although dropout is a problem in several kinds of treatment, it is almost twice as 

common in mental health treatment as in other kinds of medical specialties (Mitchell & 

Selmes, 2007b). Several studies have reported high dropout rates from treatment, both in 

group treatment and individual treatment. For instance, Kruse, Rohland and Wu (2002) found 

the dropout rate to be 36% for the initial appointment. Bados, Belaguer and Saldaña (2007) 

found dropout rates in their study to be 43,8% from individual therapy at the Behavioral 

Therapy Unit of the University of Barcelona. Another study by Espejo et al. (2015) in which 

war veterans received a transdiagnostic treatment for anxiety disorders, reported a dropout 

rate of 25%. Patients who drop out before the treatment is at an end is a phenomenon the 

majority of psychologists are likely to have experienced, and it is costing society a significant 

amount of money each year, both in the United States and the United kingdom (Mitchell & 

Selmes, 2007b).  Research on dropout is thus clearly important because if we can find out 

why people are dropping out, there might be something we can do to predict and prevent it.  

The consequences of dropping out of treatment can be dire, as deterioration of 

symptoms are common and the patient might relapse more quickly and be readmitted to 

hospital (Mitchell & Selmes, 2007b). When group therapy is concerned, making up for 

missed appointments becomes especially difficult, as the treatment has to continue with or 
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without the patient. Studies have suggested that dropout rates from group CBT may be lower 

than the dropout rates for individual CBT (Hans & Hiller, 2013). However, the definitions of 

dropout vary widely in the different studies conducted on this phenomenon, which makes it 

difficult to get a clear view of how extensive this problem truly is (Bados et al., 2007). Some 

of the different definitions of dropout are: missing at least four sessions (Graff, Griffin, & 

Weiss, 2008), beginning treatment but not finishing the entire program (Davis, Hooke, & 

Page, 2006), and premature non-mutual termination of treatment (Carter et al., 2012).  

In Hans and Hiller’s (2013) meta-analysis of nonrandomized effectiveness studies of 

treatment for adult unipolar depression, 34 studies were examined in order to investigate 

dropout and effectiveness of CBT. The researchers examined both individual and group CBT, 

and used a variety of key words to identify relevant nonrandomized clinical trials. The 

weighted mean dropout rate was 24.63%, and the results from the meta-analysis indicate that 

CBT treatment is effective for completers and moderately effective for the intention-to-treat 

sample. However, the researchers stress that the high dropout rate in CBT treatments for 

depression must be tackled and reduced.  

Several studies have examined the reasons for patient dropout from various kinds of 

treatment. Reasons given were for instance feeling that the therapy was not meeting the 

individual’s needs or conflicting with the patient’s schedule (Wilfley et al., 1993), and one 

study found factors such as being younger, having a poor support system, not taking 

psychotropic medication and having health insurance to be predictors of dropout (Kruse et 

al., 2002). One study by Lacy, Paulsman, Reuter and Lovejoy (2004) suggested that patients 

who dropped out of medical treatment experienced anxiety and fear of the symptoms and the 

treatment procedures, and worried about receiving bad news. Studies on treatment for bipolar 

and substance use disorders have also found cigarette smoking, a recent mood episode and 

not having a college education to be predictive factors of treatment dropout (Graff et al., 

2008). In addition, a study examining dropout from treatment for eating disorders found that 
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patients who had spent a longer time on a wait-list were more likely to drop out of treatment 

than those who had not (Carter et al., 2012).   

A study by Mitchell and Selmes (2007a) suggests that the highest rate of non-

attendance in treatment can be found in patients with substance abuse related disorders, and 

that attendance for several kinds of treatment for different kinds of presenting problems was 

higher on Fridays and during the winter months. Studies have also been conducted on 

dropout from CBT treatment for children with anxiety, and found that dropouts were strongly 

related to a lack of treatment credibility from both the child and the parent (Wergeland et al., 

2015).   

In a large meta-analysis by Fernandez et al. (2015) with data from 115 studies, 

dropouts from CBT treatment were examined. The results showed an average weighted 

dropout rate of 15,9% at pre-treatment, and an average weighted dropout rate of 26.2% 

during treatment. Thus, although the dropout rate is higher during treatment, dropouts also 

occur quite frequently before treatment has even begun, which indicates that interventions to 

prevent dropout may have to begin before treatment commences, perhaps on a wait-list stage. 

The average total dropout rate in the study, for both pre-treatment and treatment dropout was 

around 35%. The patients with a diagnosis of depression showed the highest rate of dropouts 

compared to the other disorders. The researchers suggest that this may be because of 

symptoms such as diminished hope, slowing of psychomotor processes and social 

withdrawal, which are likely to reduce motivation for treatment and might disrupt the 

therapeutic alliance. Thus, patients with depression may need additional attention and 

encouragement. The study found treatment dropout to be higher for treatments that were 

conducted through the internet, phones or CD-based treatments compared to individual or 

group therapies. Dropout rates for inpatient therapies were lower than dropout rates for 

outpatient therapies, which is likely to be because patients are more closely monitored and 
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receive more supervision, and thus avoiding treatment is more difficult. In addition, dropout 

rates were reduced as the number of sessions increased.   

Dropout rates and reasons for terminating treatment early has also been examined for 

CBT treatments for eating disorders, such as anorexia nervosa and bulimia nervosa 

(Schnicker, Hiller, & Legenbauer, 2013). Dropouts are a common problem in treatment for 

these disorders, and patients with eating disorders are twice as likely to drop out of treatment 

as patients with other mental disorders. In the study, 104 female patients with either anorexia 

nervosa or bulimia nervosa as their primary diagnosis participated, and were offered CBT 

treatment. The researchers found that patients with bulimia nervosa who dropped out scored 

higher on depression scales prior to treatment than those who completed treatment. Dropouts 

from the anorexia nervosa treatment were more likely to score higher on an outcome scale 

measuring drive for thinness, and were slightly less likely to be in a domestic partnership 

than those who completed the treatment. Treatment outcomes in the bulimia nervosa group 

were better for those who completed treatment, yet even the dropouts showed moderate 

therapy effects. Surprisingly, in the anorexia nervosa treatment, some of the dropouts showed 

better therapy effects than the completers. The researchers conclude that this may be due to 

an increase in BMI achieved prior to the termination of treatment, and comment that 

premature dropout may not necessarily signify failure of the treatment.  

In the current study, dropout from a transdiagnostic cognitive behavioural group 

therapy (TCBGT) will be explored. As some previous research has indicated that symptom 

severity may increase the likelihood of dropping out, self-report scales will be used to explore 

the connection between symptoms and dropout. In addition, therapy effects for completers 

and dropouts will be compared in order to establish whether termination of treatment could 

be a result of a perceived decrease in symptoms and thus a feeling that more treatment is not 

necessary. Several background variables will also be explored to see if any of them predict 

dropout.   
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Method 

This study is based on data collected in a previously conducted study for which the 

main aim was to examine the effectiveness of a brief six-session transdiagnostic group CBT 

treatment (TCBGT) in Icelandic primary care. The methods used in the original study are 

explained in more detail elsewhere (Kristjánsdóttir, 2015).  

Participants 

In total 315 participants attended the TCBGT during the research period. Of them, 32 

(10.2%) lacked sufficient data to be included in the study, this included participants who had 

no data for the intake interview or who only had data for one of the last three treatment 

sessions. Of the remaining 283 participants, 230 (81.3%) were females and 53 (18.7%) were 

males. The mean age of the participants in the study was 41,1 years (SD: 13.2, range: 21 to 

81). Five participants did not report their age. Exclusion criteria were being younger than 18 

years of age, currently experiencing psychotic symptoms, self-reported substance use 

dependence, obvious signs of dementia and cognitive impairment.  

The most common diagnoses according to the Mini International Neuropsychiatric 

Interview (MINI) were GAD (37%) and depression (16.2%), and only 14 (5.3%) of the 

patients did not meet any diagnostic criteria.  

Out of the 283 participants, 121 (42,8%) completed the treatment, 50 (17.7%) 

dropped out of treatment and 112 (39.6%) completed the intake interview but did not show 

up for any of the treatment sessions.  

Instruments 

Mini International Neuropsychiatric Interview (MINI; Sheehan et al., 1998): The 

MINI is a short structured diagnostic interview which includes questions pertaining to 

symptoms of 17 different mental disorders. Studies on the validity and reliability of the MINI 

have generally indicated good or very good validity and reliability (Lecrubier et al., 1997), 

and it has been shown to have good patient acceptance (Pinninti, Madison, Musser, & 
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Rissmiller, 2003). The MINI was translated into Icelandic by Pétur Tyrfingsson, and one 

study pointed to the Icelandic version being more valid than the Composite International 

Diagnostic interview (CIDI) (Sigurðsson, 2008).  

Penn State Worry Questionnaire (PSWQ; Meyer, Miller, Metzger, & Borkovec, 

1990): The PSWQ evaluated pathological worry, and several studies have shown that it is 

able to discriminate between patients with GAD and other anxiety disorders. The scale 

includes 16 items, and each item is scored on a five-point scale. The possible range of scores 

is 16-80, with a score of above 40 indicating moderate worry and a score of above 60 

indicating high worry. Jakob Smári and Drífa Jónsdóttir translated the questionnaire into 

Icelandic.  

Liebowitz Social Anxiety Scale (LSAS; Liebowitz, 1987): The LSAS is a scale that 

measures social anxiety symptoms and contains 24 items. Each item is scored on a four-point 

scale for fear and another four-point scale for avoidance. Higher scores indicate a more 

severe problem. The scale has been found to be reliable, valid and treatment sensitive 

(Heimberg et al., 1999). The scale was translated into Icelandic by Guðrún Íris Þórisdóttir.  

Patient Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001): The 

PHQ-9 is a self-report scale which is widely used in measuring the severity of depressive 

symptoms. It includes 9 items which can be scored from 0 to 3. A higher score indicates a 

more severe problem. Studies have supported the scale’s construct validity, and indicated that 

it recognizes both major depressive disorder and subthreshold depression in the general 

population (Martin, Rief, Klaiberg, & Braehler, 2006). The Icelandic translation seems to 

have similar psychometric properties as the original version (Jónsdóttir & Sigurðardóttir, 

2016). 

Generalized Anxiety Disorder-7 (GAD-7; Spitzer, Kroenke, Williams, & Löwe, 

2006): The GAD-7 is a brief self-report scale measuring symptoms of GAD. The scale 

contains 7 items which are rated on a 4-point scale which pertain to how often the symptoms 
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are experienced. The higher score, the more severe anxiety. Research has shown that the 

scale has good reliability and validity, and that it is an efficient tool for screening for GAD 

(Spitzer et al., 2006). The scale has been translated into Icelandic and one study found the 

Icelandic version of this scale to have satisfactory psychometric properties (Ingólfsdóttir, 

2014).  

In addition to these instruments, a list with the following background variables was 

included in the study: gender, age, work status, education, employment ratio, marital status, 

number of children, prior knowledge of CBT, prior treatment experience, belief in the ability 

to learn ways to cope, admittance to psychiatric hospital, the use of alcohol and other drugs, 

regular exercise and smoker/non-smoker.  

Procedure 

Patients were referred to the treatment by a GP if a clinical evaluation indicated 

emotional problems (anxiety and/or depression) and they did not meet the exclusion criteria 

(being younger than 18 years of age, currently experiencing psychotic symptoms, self-

reported substance use dependence, obvious signs of dementia and cognitive impairment). 

After being referred, the patients underwent a thorough evaluation by a clinical psychologist 

with the MINI diagnostic interview and the relevant psychological self-report scales listed 

above. If the patient met diagnostic criteria for more than two disorders, the psychologist 

would conduct further evaluations to decide which of them was the main diagnosis.  

Two qualified clinical psychologists carried out the six-week TCBGT treatment at 

each primary care centre, which included components that the disorder-specific protocols for 

the different anxiety and depressive disorders had in common. Treatment fidelity was 

monitored by authors of the treatment and the first author of the original study.  

The self-report scales PHQ-9 and GAD-7 were administered to all patients at the 

intake interview and in each therapy session. Five other self-assessment scales were 

administered to the patients, depending on their MINI diagnosis. Patients with a primary 
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diagnosis of GAD answered the PSWQ, patients with a primary diagnosis of SAD answered 

the LSAS and patients with a primary diagnosis of depression answered the PHQ-9. In the 

original study, patients with a primary diagnosis of OCD and PTSD filled out questionnaires 

relevant to their diagnoses, however these questionnaires will not be included in the current 

study due to the small number of participants with these diagnoses.  

Permission for the original study was obtained from the National Bioethics 

Committee in Iceland (VSNb2005090003/03-15) and the study was approved by the 

Icelandic Data Protection Authority (S2602/2005).  

Dropout definition 

In this study, the definition of dropout is the patient attending the first or second 

treatment session but not attending the last two sessions (fifth and sixth sessions) of the brief 

TCBGT. This definition was chosen due to research indicating that a definition based on the 

patient not attending the last booked appointment is reliable and has acceptable face validity, 

and that definitions based on the number of attended sessions are unreliable (Hatchett & Park, 

2003). Dropout definitions based on the therapist’s judgment of when the patient has 

completed treatment are recommended in some studies (Pannekoek et al.,2013), however, 

due to this study being based on a group treatment for which there is a set number of 

sessions, this definition seemed unsuitable for the study. The rationale behind including both 

the fifth and sixth sessions in the definition was that some research indicates that patients 

who do not attend the last treatment session tend to still view themselves as treatment 

completers (Oei & Kazmierczak, 1997). Patients who only attended the intake interview and 

the initial assessment are not included as dropouts, rather they are viewed as having failed to 

commence treatment, and will be examined as a “no-show” group.  

Statistical analysis 

The 24th version of SPSS was utilized to analyse the data. Missing values for the 

scores of self-assessment scales were used to determine which patients completed treatment 
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and which patients met the definition for dropout. The goal was to compare the three groups 

in terms of symptom severity, diagnosis and background variables.  

One-way ANOVA was used to compare the mean number of diagnoses for the three 

groups. Number of diagnoses was entered as the dependent variable and the grouping 

variable (completer, dropout or “no show”) was entered in the factor box. Another one-way 

ANOVA was carried out to compare the mean score of the three groups on the psychological 

scales from the intake interview. This was done in order to see if specific symptoms and 

symptom severity significantly affected the likelihood of dropping out of treatment. The 

mean scores on the four self-assessment scales (PHQ-9, GAD7, PSWQ and LSAS) were 

entered as the dependent variable, and the grouping variable (completer, dropout or “no 

show”) was entered in the factor box.  

Repeated measures ANOVA was used to compare the mean difference in score for the 

initial assessment and the post-treatment assessment between the completer group and the 

dropout group. The “no show” group was excluded from this comparison using the select 

cases feature as they have no post treatment measure. The PHQ-9 and the GAD7 were used 

in this comparison because all participants answered these scales. The mean score on the 

scales for the initial assessment was entered as the first measure and the last observation 

carried forward (LOCF) method was used to obtain the participants’ post score which was 

entered as the second measure.  

Chi square tests were performed using the background variables in order to examine 

whether these characteristics differed significantly between the three groups. Chi square tests 

were performed for all 14 background variables comparing the completers and dropouts, and 

then comparing the completers and “no shows”.  

 

Results 

 The completers, dropouts and “no shows” were compared in terms of number of 

diagnoses with a one-way ANOVA. The mean number of diagnoses was 1.98 for the 
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completers, 2.43 for the dropouts and 2.22 for the “no shows”. The results show that the 

mean number of diagnoses for the three groups did not differ significantly F(2, 282) = 1.420, 

P =.244. 

The three groups’ mean scores on the four questionnaires from the intake interview 

were also compared with one-way ANOVA. As can be seen in Table 1, none of the 

comparisons were significant at the .05 level. The groups thus did not differ significantly on 

measures of anxiety and depressive symptoms at the intake interview. The difference 

between the groups’ mean scores on the LSAS were marginally significant.   

 

Table 1. Analysis of variance (ANOVA), means and standard deviations for self-assessment 

scales on groups. 

 Completer Dropout “No show”   

 Mean (SD) Mean (SD) Mean (SD) F p 

PHQ-9 18.67 (5.2) 20.19 (6.2) 18.88 (5.5) 1.360 .258 

GAD7 15.06 (4.6) 16.58 (5.8) 15.29 (4.5) 1.800 .167 

PSWQ 62.05 (10.0) 56.72 (12.5) 61.44 (7.9) 1.847 .164 

LSAS 97.07 (25.9) 100.5 (3.5) 71.16 (21.1) 3.464 .055 

 

In order to see if the dropouts improved as much as the completers, a repeated 

measures ANOVA was carried out. The results show that the completer group has improved 

more from the initial assessment to the last attended session than the dropouts on the GAD7 

(F(1, 157) = 7.639, P = 0.006) and the PHQ-9 (F(1, 162) = 9.092, P = 0.003), which means 

that symptoms of anxiety and depression as measured by the PHQ-9 and GAD7 have 

decreased significantly more for the completers than the dropouts. The means can be seen in 

Table 2.   
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Table 2. The means and standard deviations for the completers and the dropouts at intake 

interview (pre-treatment) and last attended session (post-treatment).  

 Completer Dropout 

 M (SD) M (SD) 

PHQ-9 pre 18.67 (5.21) 20.19 (6.24) 

PHQ-9 post 14.1 (4.23) 18.0 (5.84) 

GAD7 pre 15.06 (4.6) 16.58 (5.79) 

GAD7 post 11.62 (3.75) 15.02 (4.54) 

 

Table 3 shows the chi square tests for all the background variables. As the table 

shows, the only significant difference is on the age variable. There are proportionally more 

participants 40 years or younger in the “no show” group than in the other groups. When chi 

square tests were performed using only the completers and the dropouts smoking was also 

significant X²(1, 148) = 5.295, p=.021, i.e. the dropouts are more likely to be smokers than 

the completers. When chi square tests were performed using only the completers and the “no 

shows” number of children was significant X²(1, 228) = 5.337, p=.021, i.e. the “no shows” 

are more likely to have two or fewer children than the completers.   

Table 3. Chi square and characteristics of completers, dropouts and “no shows” based on 

the background variables.  

 Completer n (%) Dropout n (%) “No show” n (%) Chi² 

Gender 

  Female 

  Male 

 

102 (84.3%) 

19 (15.7%) 

 

42 (84%) 

8 (16%) 

 

86 (76.8%) 

26 (23.2%) 

2.464 

Age 

  40 or younger 

  Older than 40 

 

47 (39.2%) 

73 (60.8%) 

 

25 (50%) 

25 (50%) 

 

62 (55.9%) 

49 (44.1%) 

6.981* 

University degree 

  Yes 

  No 

 

40 (35.6%) 

76 (64.4%) 

 

12 (22.2%) 

37 (75.5%) 

 

38 (33.9%) 

74 (66.1%) 

1.717 

Number of children 

  Fewer than 3 

  3 or more 

 

83 (70.9%) 

34 (29.1%) 

 

36 (75%) 

12 (25%) 

 

93 (83.8%) 

18 (16.2%) 

5.806 

Prior knowledge of CBT 

  Little or none 

  Some or considerable 

 

52 (44.4%) 

65 (55.6) 

 

21 (43.8%) 

27 (56.3%) 

 

41 (36.9%) 

70 (63.1%) 

1.466 

Belief in ability to recover 

  Little or none 

  Some or strong 

 

19 (16.2%) 

98 (83.8%) 

 

7 (14.9%) 

40 (85.1%) 

 

24 (22%) 

85 (78%) 

1.681 
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Alcohol/other drugs 

to relieve symptoms 

  Yes 

  No 

 

 

14 (12.1%) 

102 (87.9%) 

 

 

8 (17%) 

39 (83%) 

 

 

23 (21.3%) 

85 (78.7%) 

 

3.555 

Employment ratio 

  60% or less 

  More than 60% 

 

16 (21.6%) 

58 (78.4%) 

 

5 (20%) 

20 (80%) 

 

14 (21.5%) 

51 (78.5%) 

.032 

Currently has paid job 

  Yes 

  No 

 

72 (61.5) 

45 (38.5%) 

 

26 (53.1%) 

23 (46.9%) 

 

68 (60.7) 

44 (39.3%) 

.744 

Relationship status 

Single 

Married/domestic partnership 

 

38 (32.5%) 

79 (67.5%) 

 

21 (43.8%) 

27 (56.3%) 

 

48 (42.9%) 

64 (57.1%) 

3.626 

Prior treatment for current  

symptoms 

  Yes 

  No 

 

 

67 (57.8%) 

49 (42.2%) 

 

 

28 (59.6%) 

19 (40.4%) 

 

 

56 (50.9%) 

54 (49.1%) 

 

2.949 

Ever admitted to 

psychiatric ward 

  Yes 

  No 

 

 

8 (6.8%) 

109 (93.2) 

 

 

7 (15.2%) 

39 (84.8%) 

 

 

8 (7.3%) 

102 (92.7) 

 

3.569 

Works out regularly 

  Yes 

  No 

 

92 (79.3) 

24 (20.7%) 

 

41 (87.2%) 

6 (12.8%) 

 

83 (76.9%) 

25 (23.1%) 

3.964 

Smoking 

  Yes 

  No 

 

22 (20.6%) 

85 (79.4%) 

 

16 (39%) 

25 (61%) 

 

25 (25.5%) 

73 (74.5%) 

4.024 

*= p<.05 

 

 

Discussion 

The present study examined dropout from an Icelandic TCBGT in terms of symptom 

severity and background variables. Less than half of the participants who attended the intake 

interview completed treatment (42.8%). A large number of participants did not show up for 

any treatment sessions (39.6%) and 17.7% dropped out after having commenced treatment.  

The three groups did not differ on symptoms of anxiety and depression or number of 

diagnoses. However, the LSAS score was marginally significant, which indicates that there 

might be something worth examining further when it comes to symptoms of SAD. Only a 

small number of participants filled out this scale due to a relatively small number of 

participants meeting the diagnostic criteria for SAD in this study. It would be interesting to 

see if the LSAS could possibly be significant in a larger sample, especially considering that 
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SAD is one of the most common anxiety disorders (Kessler, Ruscio, Shear, & Wittchen, 

2009).  

The high rate of “no show”, attending the intake interview but none of the treatment 

sessions, suggests that it is important to intervene early. The “no show” group showed similar 

anxiety and depressive symptoms as the other groups at baseline, and it thus seems like they 

are a group that needed and could have benefited from treatment.  

The greater reduction in mean score on the PHQ9 and the GAD7 for the completers 

than the dropouts suggest that the dropouts did not terminate treatment due to a marked 

reduction in symptoms of depression and anxiety. The completers have improved more than 

the dropouts, which is consistent with some previous studies. For instance, research on CBT 

for bulimia nervosa indicated that completers had a better treatment outcome than dropouts 

(Schnicker et al., 2013). However, research has also suggested that the reason the patient 

gives for dropping out may be related to their treatment outcome, as the patients who 

reported not feeling that they needed the services showed better treatment outcomes than the 

other dropouts (Pekarik, 1983).  

A few background variables seem to influence the likelihood of dropout or “no 

show”. Smoking was the only variable that significantly affected the likelihood of dropping 

out of treatment, and this is a variable that has been suggested as a risk factor for dropping 

out in previous studies as well (Graff et al., 2008). Although smoking itself need not be the 

reason for terminating treatment, smokers may have certain characteristics or behaviours that 

make them more likely to drop out. For instance, studies have shown that smokers tend to 

make less healthy choices such as eating unhealthier diets than non-smokers (Wardle et al., 

2004). The participants who were “no shows” were more likely to be younger and have fewer 

children. Younger participants being more likely to not attend treatment is also a finding that 

is consistent with previous research (Walker & Clarke, 2001). The fact that they also had 

fewer children is likely to be related to their age.  
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Although this study provides some insight into dropout from TCBGT, there is a lack 

of clear and strong indicators. It is possible that individual differences in reasons for dropping 

out account for this, and there is generally a considerable variability in results reported in 

research on dropout. One of the reasons for this could be the variations in the definition of 

dropout. The fact that the definition of dropout varies greatly between studies is clearly a 

problem. The categorizing of participants could be influencing both the outcome and the 

perceived rate of dropout. Two studies using the same variables might have different 

outcomes if the definitions of dropout differ. As pointed out by Fernandez et al. (2015), it is 

particularly problematic that some studies do not differentiate between the participants who 

dropped out before treatment commenced and those who dropped out during treatment.  

In the present study, the participants who did not complete treatment were not asked 

why they dropped out, and the results are based on indirect measures of anxiety and 

depression, and some background variables. This is a potential disadvantage of the present 

study as directly addressing the reason for dropout could reveal valuable information. It 

would surely be beneficial if studies on effectiveness of treatment would not only closely 

monitor the progress of those who stay in treatment, but also reach out to the ones who drop 

out and ask detailed questions about their reasons for doing so, in addition to studying their 

data from the treatment. 

Further research is needed on dropouts from treatment as long as this continues to be 

such an extensive problem in mental health care. Guidelines for how dropout should be 

defined would be beneficial in order to minimize the problem that different definitions poses 

in this kind of research.  
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