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Lay Summary

Outcome expectations are beliefs patients hold about the consequences of engaging in
psychological treatment. They exist on a continuum from positive beliefs that treatment will
be helpful, to beliefs that treatment will have negative consequences. Evidence-to-date suggests
that more optimistic outcome expectations are associated with improved clinical outcomes.
This thesis aimed to explore the association between outcome expectations, attendance in

therapy, dropout and clinical outcomes.

Firstly, a systematic review of the literature was conducted to answer the question of
whether the therapeutic alliance mediates the association between outcome expectations and
clinical outcomes. Ten studies met the inclusion criteria and were included in the review. A
narrative synthesis of studies was conducted and found that the therapeutic alliance partially
mediates the association between outcome expectations and clinical outcomes. Findings
suggest that more optimistic outcome expectations facilitate a stronger therapeutic alliance,
which in turn contributes to patients experiencing improved outcomes. Current evidence
suggests the alliance does not fully mediate this association, indicating other mediator variables

are involved.

Secondly, an empirical study was conducted to investigate whether pre-treatment
outcome expectations predict attendance at subsequent psychological therapy appointments
and dropout from therapy. Investigations were undertaken to determine whether variability in
patient pre-treatment expectancy is attributable to the assessing therapist after controlling for
patients’ characteristics. Results found that patients’ outcome expectations assessed at an initial
(pre-treatment) assessment appointment significantly predicted attendance at the first therapy
session when controlling for the effect of the assessing therapist. Contrastingly, pre-treatment

outcome expectations did not predict subsequent dropout from treatment. There was significant



VI
variability in patient outcome expectations across assessing therapists after controlling for

patients’ characteristics. Results suggest that individual therapists influence patient outcome

expectations after one initial assessment and this has a subsequent impact on patient attendance

in therapy.
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Section One: Literature Review

Does the therapeutic alliance mediate the relationship between outcome expectations

and therapeutic outcomes? A systematic review



Abstract

Background: The association between outcome expectations and therapy outcomes is well
established in the literature (Constantino et al., 2011; Constantino, Visla et al., 2018). However,

there is emerging evidence to suggest that the therapeutic alliance may mediate this association.

Aim: This systematic review aimed to investigate whether the therapeutic alliance mediates

the association between outcome expectations and post-therapy outcomes.

Methods: A systematic review of the literature was conducted across three databases:
PsycINFO, Scopus and Web of Science. Forward and backward citation methods were used
and studies were assessed for risk of bias. A narrative synthesis was conducted using eligible

studies which met the predefined inclusion/ exclusion criteria.

Results: Ten eligible studies were included in the narrative synthesis (N = 2,276 participants).
All included studies were rated as having low or moderate risk of bias. Two studies in the
review found evidence for full mediation, seven found evidence of partial mediation and one
study found no evidence to suggest the therapeutic alliance mediates the association between

outcome expectations and therapy outcomes.

Conclusions: Evidence suggests that the therapeutic alliance partially mediates the relationship
between outcome expectations and therapeutic outcomes, however, the evidence is less clear

for anxiety specific disorders.

Key words: Therapeutic Alliance; Outcome Expectations; Outcomes



1. Introduction

1.1 Therapeutic alliance

The therapeutic alliance refers to the collaborative relationship between the client and
therapist within the context of psychotherapy, and is one of the most investigated factors
associated with therapeutic outcomes (Flickiger et al., 2018). Historically, there have been
differing definitions for the concept of the ‘alliance’ (Freud, 1912; Greenson, 1965; Zetel,
1956). One generally accepted definition of the alliance is a pantheoretical version proposed
by Bordin (1979) referred to as the “working alliance”. This definition proposes that the
alliance is based on a collaborative stance in therapy and is underpinned by three components:
agreement on therapeutic goals, agreement on the tasks comprising therapy and the bond

between therapist and client.

There is evidence to suggest that the therapeutic alliance is associated with improved
post-therapy outcomes (Constantino et al., 2005; Vogel et al., 2006; Webb et al., 2014) and
that the alliance has long-term predictive effects on outcomes up to three years after terminating
treatment (Hersoug et al., 2013). A number of meta-analyses have demonstrated that a strong
therapeutic alliance is associated with positive clinical outcomes within both adult and youth
samples (Horvath & Symonds, 1991; Karver et al., 2006; Martin et al., 2000; Shirk &
Karver, 2003). A recent meta-analysis by Flickiger et al. (2018) including 295 independent
studies found significant associations between therapeutic alliance and outcomes for face-to-
face psychotherapy (r = .278, Cl = .256 to .299, or d = .579) and similar results found for
internet-based psychotherapy (r = .275, k= 23). Overall, there is robust evidence for an
association between stronger therapeutic alliance and improved clinical outcomes, which occur

across different treatment approaches and clinical presentations.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3198542/#B34
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3198542/#B38
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3198542/#B51
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3198542/#B75

1:2 Outcome expectations

Patient expectations are defined as a set of expectancies patients have about the process
of treatment (Greenberg et al., 2006) and are a long-established common factor for successful
psychotherapy (Frank, 1961; Goldfried, 1980; Kirsch, 1985). Three types of psychotherapy
expectancies are detailed in the literature: outcome expectancies, role expectancies and control
expectancies (Delsignore & Schnyder, 2007). Outcome expectations are beliefs patients hold
about the consequences of engaging in psychological treatment. They exist on a continuum
from positive beliefs that treatment will be helpful, to beliefs that treatment will have negative
consequences (Constantino et al., 2011). Contrastingly, role expectations are “patterns of
behaviour viewed as appropriate or expected of a person who occupies a particular position”
(Arnkoff et al., 2002). These refer to client expectations around their role and their therapist’s
role within the context of psychotherapy. Meanwhile, control expectancies are conceptually
linked to locus of control (Rotter, 1966). They are prognostic beliefs that a specific action will
lead to a specific outcome within therapy and involve an attribution of responsibility, for
example the client’s perceptions of whether they or the therapist holds the responsibility for

change.

There is some evidence to suggest that outcome expectations are associated with the quality
of the therapeutic alliance. Specifically, that more positive outcome expectations are associated
with higher ratings of the alliance within non-clinical samples (Yoo et al., 2014) and clinical
samples (Connolly-Gibbons et al., 2003; Constantino et al., 2005; Hersoug et al., 2013; Tsai et
al., 2014; Webb et al., 2014; Westra et al., 2011). This observed association may be explained
through goal theory, (Austin & Vancouver, 1996) which suggests individuals will apply greater
resources to achieve a goal if they perceive the goal is attainable. Goal theory posits that

patients who have more optimistic outcome expectations are more likely to engage in a positive



working relationship with their therapist. Consequently, a positive alliance promotes better

clinical outcomes.

Meta-analytic results have found a significant association between optimistic early
treatment outcome expectations and improved clinical outcomes (weighted r = .12 or d = .24;
Constantino et al., 2011). These findings were replicated in an updated meta-analysis (weighted
r=.18 or d =.36; Constantino, Visla et al., 2018). Whilst only a small effect size, the replicated

findings demonstrate the reliability of this association.

1.3 Review aims

There are a growing number of studies investigating the relationship between therapeutic
alliance, outcome expectations and post-therapy outcomes (Joyce et al., 1998; Ploderl et al.,
2017). A systematic review of the literature was conducted with the aim of determining whether
the therapeutic alliance mediates the relationship between outcome expectations and post-

therapy outcomes.

Baron and Kenny (1986) propose a series of steps for investigating mediation. Firstly, the
predictor variable (outcome expectations) must be significantly associated with the outcome
variable (therapy outcomes). Replicated meta-analyses show that this small but significant
association exists (Constantino et al., 2011; Constantino, Visla et al., 2018). Secondly, the
predictor variable (outcome expectations) must be significantly correlated with the potential
mediator variable (therapeutic alliance) which has been evidenced (Yoo et al., 2014). Finally,
examination of the association between the mediator variable (therapeutic alliance) and
outcome variable (therapy outcomes) whilst controlling for the impact of the predictor variable
(outcome expectations) on the mediator variable is conducted. Full mediation is indicated if

the association between predictor and outcome is non-significant once the mediator is



introduced, whereas partial mediation is indicated if the predictor-outcome association is

reduced but still significant.

2. Method
2.1. Protocol and registration

A systematic review protocol was registered with the international prospective register
of systematic reviews (PROSPERO) database on the 27" February 2020 prior to the study
commencing and is available at https://www.crd.york.ac.uk/prospero/display_record.

php?RecordID=166474

2.2. Search strategy and study selection

The inclusion and exclusion criteria applied to the selection process of eligible studies
is summarised in Table 1. Systematic searches were conducted on the 17" March 2020 across
three databases: PsycINFO, Scopus and Web of Science. Key search terms related to
psychotherapy, therapeutic alliance and outcome expectations were combined using Boolean
operators (see Appendix A). The search was restricted to peer-reviewed articles published in

the English language. There were no date restrictions applied.


https://www.crd.york.ac.uk/prospero/display_record.%20php?RecordID=166474
https://www.crd.york.ac.uk/prospero/display_record.%20php?RecordID=166474

Table 1.

Research question and related inclusion / exclusion criteria

Does therapeutic alliance mediate the relationship between outcome expectations and therapy

outcomes?
Inclusion criteria Exclusion criteria
Population Adults (18 years +) who received a form of  Children/ Adolescents (Under 18
psychotherapy for a mental health problem  years)
Clinical samples only Non-clinical samples
Intervention  Psychological interventions inclusive of all  Non-psychotherapy interventions (ie.
common modalities (individual, group, pharmacotherapy)
computerised) and theoretical orientations
for the purpose of treating the mental health
problem
Comparator  Not applicable® Not applicable
Outcomes Statistical significance of the therapeutic Non-standardised psychotherapy
alliance as a mediator between outcome outcome measures
expectations and therapy outcomes
Standardised post-treatment psychotherapy  Studies reporting qualitative
outcome measures for mental health outcome measures
problems
Studies reporting quantitative outcome
measures
Setting Any usual setting where psychological
interventions are delivered to adults in any
country.
Study design  Randomised controlled trials, prospective

and retrospective cohort studies.

Studies published in the English language

Studies published in peer-reviewed
scientific journals

Studies not published in the English
language

Grey literature, research theses and
articles that are not published in a
peer-reviewed scientific journal.
Editorials, newspaper articles and
other forms of popular media

! No comparator necessary due to investigating the association between variables and mediation

analysis.



The study selection process followed preferred reporting items for systematic reviews
and meta-analyses guidelines (PRISMA; Moher et al., 2009) and is displayed in Figure 1.
Appendix B includes a PRISMA checklist for the systematic review. Results from searching
the three databases were combined and duplicates removed using the automatic duplicate
removal function in EndNote. Further duplicates were removed by hand. Results were screened
by title and abstract and excluded if they did not meet the pre-defined criteria. The remaining
articles were subject to a full-text review. Studies that did not meet the inclusion criteria
following a full-text review were excluded; see Appendix C for a list of these studies with
reasons for exclusion. Additional hand searches of reference lists and reverse citation searches
using Web of Science were conducted for the eligible studies. Authors of the relevant studies
were contacted via email requesting access to new and/or recommended articles that were
eligible for inclusion based on the pre-defined inclusion criteria. A total of ten studies met the

inclusion criteria and were included in the narrative synthesis.

2.3. Quality and risk of bias assessment

Risk of bias assessments were conducted on all eligible studies by the first author using
the Critical Appraisal Skills Programme (CASP) cohort study checklist (CASP, 2018) and the
revised Cochrane risk-of-bias tool for randomised trials (Stern et al., 2019). A second reviewer
independently assessed all studies to increase reliability of the risk of bias assessment. Ratings
were compared and there was agreement across all studies, so an interrater reliability index was
considered redundant and is therefore not reported. The full risk of bias tables are reported for

cohort studies (see Appendix D) and randomised trials (see Appendix E).



Identification

Screening

Eligibility

Included

Identification of potentially relevant
studies (title, abstract and keywords)
by searching electronic databases.
Web of Science (n =545)

Identification of potentially relevant
studies (title, abstract and keywords)
by searching electronic databases.
PsycINFO (n = 392)

Identification of potentially relevant
studies (title, abstract and keywords)
by searching electronic databases.
Scopus (n = 491)

Records after duplicates removed
(n =957)

v

Records screened: Stage 1 title and abstract (n = 957)

l

Records excluded: Stage 1
(n =884)

Records assessed for eligibility: Stage 2 full-text (n = 73)

l

Hand-searched papers identified via reference lists and
reverse-citing of Stage 2 records (n = 0)

Studies included in the quantitative synthesis (n = 10)

Figure 1: PRISMA flow diagram of the systematic study selection

2.4. Data analysis

Records excluded, with
reasons: Stage 2 (n = 63)

No standardised alliance
measure (n = 3)

No measure of outcome
expectations (n = 13)
Not in English language
(n=5)

No mediation analysis of
alliance (n = 10)
Physical health focus (n = 6)
No psychotherapy
intervention (n = 8)
Grey literature (n = 11)
Not investigating therapy
outcomes (n = 6)
Non-clinical sample (n = 1)

A narrative synthesis was conducted of all the reviewed studies. Narrative synthesis is

“an approach to the systematic review and synthesis of findings from multiple studies that relies

primarily on the use of words and text to summarise and explain the findings” (Popay et al.,

2006). Guidance for conducting a narrative synthesis proposes four main elements: (1)

developing a theory, (2) developing a preliminary synthesis of findings from the included

studies, (3) exploring relationships in the data, (4) assessing the robustness of the synthesis.
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Data extraction was undertaken and findings tabulated summarising study
characteristics (see Table 2) and key findings (see Table 3). The review reports the statistical
significance of mediation tests and results about partial or full mediation where this data is
available in the primary studies. Studies demonstrating lower risk of bias were given greater

weighting in the final synthesis.

3. Results

3.1. Study characteristics

Design and sample characteristics. Ten studies all using unique samples met the
inclusion criteria and were included in the narrative synthesis. Most studies were randomised
controlled trials (n = 6) with the remaining being cohort studies (n = 4). The sample sizes across
studies ranged from 54 to 1,089 participants. The mean age of samples ranged from 24.1 to

45.7 years. Additional study characteristics are displayed in Table 2.

Measures. A variety of measures were used across the studies to assess outcome
expectations, therapeutic alliance and therapy outcomes. The most frequently used (n = 2)
measure of outcome expectations were the Credibility/ Expectancy Scale (CES; Borkovec &
Nau, 1972) and the Credibility/ Expectancy Questionnaire (n = 2; CEQ; Devilly & Borkovec,
2000). Other measures of outcome expectations included the Outcome Expectancy Scale (n =
1; OES; Ogrodniczuk & Sochting, 2010) and the Expectations About Counselling-Brief Form
(n = 1; EAC-B; Tinsley et al., 1980). The remaining studies (n = 4) used a study specific
measure of outcome expectations (Abouguendia et al., 2004; Joyce et al., 2003; Meyer et al.,

2002; Zagorscak et al., 2020).

The most commonly used measure of the therapeutic alliance (n = 3) was the Working

Alliance Inventory (WAI; Horvath & Greenberg, 1989); Working Alliance Inventory Short
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Form (n = 3; WAI-S; Tracey & Kokotovic, 1989) and the Working Alliance Inventory-Revised
(n =1; WAI-R; Hatcher & Gillaspy, 2006). The Vanderbilt Therapeutic Alliance Scale (n = 1;
VTAS; Hartley & Strupp, 1983) was also used. Two studies used a study specific measure of
the alliance, which was administered in a standardised process across all study participants
(Abouguendia et al., 2004; Joyce et al., 2003). Therapy outcome measures varied widely
between studies due to the different mental health problems being treated. Details of the

outcome measures used are displayed in Table 2.

3.2. Quality assessment

Using the revised Cochrane risk-of-bias tool for randomised trials, all studies were
identified as either low (n = 2) or moderate risk of bias (n = 4). The CASP checklist for cohort
studies indicated low (n = 1) and moderate (n = 3) risk of bias. None of the studies included in
the review were rated high risk of bias. A second reviewer independently assessed all studies.
There was 100% agreement between reviewers on the overall ratings for all studies. Common
sources of bias were potential deviations from the intended interventions through a lack of
reporting on treatment fidelity measures, unclear randomisation procedures, missing outcome
data and lack of consideration for confounding variables. Summary tables detailing risk of bias
ratings for cohort studies (see Appendix D) and randomised controlled trials (see Appendix E)

are reported.



Table 2.

Summary of study characteristics

12

First author Study Country  Primary Overall Demographics  Intervention Expectancy  Therapeutic Outcome Intervention
(year) design disorders/ (N) Mean age (M), measure alliance measure(s) duration
target gender measure
condition
Johanssonet RCT Norway DD 100 M =36.9 Dynamic CES WAI PFS 45-minute
al. (2011) AD 56% female psychotherapy HUS GAF sessions
PD 11P-64 weekly for 1
IP SCL-90-R  year
Meyer et al. RCT United MDD 250 M =NR CBT Ss? VTAS BDI 16 weeks with
(2002) States Gender NR IPT HAM-D range of 16-20
IMI-CM sessions
PLA-CM
Constantino, RCT Canada GAD 85 M =33.3 CBT, MI-CBT CEQ WAI-S PSWQ 15 weekly 1:1
Aviram et al. 88% female sessions
(2020)
Visla, Cohort  Canada MDD 91 M =NR CBT OES WAI BDI-1I 10 weekly
Constantino study Gender NR BAI groups; 2-hour
et al. (2018) 11P-28 sessions
Sauer-Zavala RCT United PD/A 179 M =NR UP or SDPs CEQ WAI-S ADIS 50-90 minute
et al. (2018) States GAD Gender NR HAM-A sessions; 12-
OCD 16 weekly
SAD sessions
McClintock et  Study United AD 177 M=24.1 NR EAC-B WAI 0Q-45 NR
al. (2015) used States DD 70% female
archiv- IP

al data
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Draheim & RCT United SAD 54 M =NR VRE group CES WAI-S PRCS Four trials of
Anderson States Gender NR therapy FNE-B exposure; total
(2019) LSAS-SR 120 min
Zagorscak et RCT Germany  Mild to 1,089 M =457 Internet-based  SS? WAI-R PHQ-9 6-8 weekly
al. (2020) moderate 66% female CBT PHQ-S sessions
depression
Abouguendia  Clinical Canada Complicated 107 M =40.0 Interpretive Ss? SSs® PGS 90 minutes
et al. (2004) trial grief 77% female and IES weekly for 12
supportive TRIG weeks
group therapy
Joyce et al. Clinical Canada DD 144 M =34.0 Interpretative ~ SS? SSs® ITO 50 minute
(2003) trial Dysthymia 61% female and supportive weekly for 20
AD STIP weeks
PD

Randomised Controlled Trial (RCT); Depressive disorders (DD); Anxiety disorders (AD); Personality disorders (PD); Interpersonal problems (IP); Credibility and
Expectancy Scale (CES); Working Alliance Inventory (WAI); Help and Understanding Scale (HUS); Psychodynamic Functioning Scales (PFS); Global assessment of
functioning (GAF); Inventory of interpersonal problems (11P-64); Symptom Checklist-90-Revised (SCL-90-R); Major depressive disorder (MDD); Not Reported (NR);
Cognitive behavioural therapy (CBT); Interpersonal psychotherapy (IPT); Imipramine plus clinical management (IMI-CM); Placebo plus clinical management (PLA-
CM); SS? (Study specific measure); Vanderbilt Therapeutic Alliance Scale (VTAS); Beck Depression Inventory (BDI); Hamilton Rating Scale for Depression (HAM-
D); Bipolar Disorder-I (BD-1); Family therapy (FT); Bech-Rafaelsen Mania Scale (BRMS); Modified Hamilton Rating Scale for Depression (MHRSS); Generalised
anxiety disorder (GAD); CBT integrated with motivational interviewing (MI-CBT); Credibility and Expectancy Questionnaire (CEQ); Working Alliance Inventory-
Short Form (WAI-S); Penn State Worry Questionnaire (PSWQ); Outcome Expectancy Scale (OES); Beck Depression Inventory- Second Edition (BDI-II); Beck
Anxiety Inventory (BAI); Inventory of Interpersonal Problems-28 (11P-28); Panic disorder with or without agoraphobia (PD/A); Obsessive-compulsive disorder
(OCD); Social anxiety disorder (SAD); Unified Protocol (UP); Single diagnosis CBT protocols (SDPs); Anxiety disorders Interview Schedule (ADIS); Hamilton
Anxiety Rating Scale (HAM-A); Expectations About Counselling-Brief Form (EAC-B); Outcome Questionnaire-45 (OQ-45); Virtual reality exposure (VRE); Personal
Report of Confidence as a Speaker (PRCS); Fear of Negative Evaluation-Brief Form (FNE-B); Liebowitz Social Anxiety Scale (LSAS); Working Alliance Inventory—
Revised (WAI-R); Patient Health Questionnaire-9 (PHQ-9); Patient Health Questionnaire—Stress Module (PHQ-S); Pathological Grief Scale (PGS); Impact of Events
Scale (IES); Texas Revised Inventory of Grief (TRIG); Short-term, time-limited individual psychotherapy (STIP); Individualised target objectives (ITO).




Table 3
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Summary table of key findings.

Author and
year

Main findings Evidence for
mediation?

Johansson et
al. (2011)

Meyer et al.
(2002)

Outcome expectations were directly associated with post-therapy residual gain scores on the Psychodynamic Evidence for
Functioning Scale (PFS; predicted R? = .073, F(1, 93) = 7.31, p = .008) and Global Assessment of Functioning full mediation
measure (GAF; predicted R?= .05, F(1, 93) = 5.0, p = .030).

Outcome expectations were correlated with client-rated Help and Understanding Scale (HUS) at session one (r =
41, p <.001) and this association reduced at session seven (r = .20, p =.06); session 16 (r = .24, p = .03) and the
final session (r = .29, p =.03).

Outcome expectations were directly associated with the quality of the therapeutic alliance measured using the
Working Alliance Inventory (WAL predicted R? = .11, F(1, 86) = 10.6, p = .002) and the HUS (predicted R? = .13,
F(1,93) =14.2, p <.001).

Patient-rated alliance measure HUS was significantly correlated with residual gain scores on the outcome measure
PFS (r =.36, p <.01) and GAF (r =.30, p <.01).

The WAL was significantly correlated with residual gain scores on the PFS (r = .40, p <.01) and GAF (r = .46, p <
.01).

When mediator variables WAL or patient-rated HUS were included in the regression model, the association
between outcome expectations and residual gain scores on the PFS and GAF became non-significant, which is
indicative of full mediation.

Outcome expectations were associated with post-therapy outcomes on the Beck Depression Inventory (BDI) and Evidence for
Hamilton Rating Scale for Depression (HAM-D) composite score (r = .22, p <.01). Outcome expectations were full mediation
significantly correlated with the quality of the therapeutic alliance (r = .27, p < .01) and the alliance was

significantly correlated with BDI and HAM-D composite scores (r = .49, p <.01).



Constantino,
Aviram et al.
(2020)

Visla,
Constantino et
al. (2018)

Sauer-Zavala
et al. (2018)

The effect of the alliance on clinical outcome remained significant when controlling for patient expectations (B =
47, sr? = .20), t(148) = 6.33, p < .01). Expectancy was no longer a significant predictor of outcome when alliance
ratings were entered simultaneously into the regression model (B = .09, sr* = .01), t(148) = 1.20, p = .23).

Patients who reported more optimistic outcome expectations at session one, reported a stronger therapeutic
alliance at the next session, and this was associated with lower levels of self-reported worry (indirect effect = -
0.02, SE =0.008, CI =-0.04 to -0.007). When therapists reported higher outcome expectations for their client,
they were more likely to report higher alliance ratings, which in turn was associated with lower client-reported
worry (indirect effect = - 0.03, SE = 0.009, CI = -0.05 to -0.02).

The direct effect between client-rated outcome expectations and post-therapy worry scores was significant when
controlling for client and therapist-rated alliance (direct effect = - 0.23, SE =-0.03, CI = -0.28 to -0.16). The direct
effect of therapist-rated outcome expectations on clinical outcomes was non-significant when controlling for
patient and therapist-rated alliance (direct effect = 0.05, SE = 0.04, CI = -0.04 to 0.14).

There were significant associations between baseline outcome expectations and post-therapy outcomes, including
depression scores (indirect effect = -1.294, SE = .719, Cl = -2.933 to -0.159) and anxiety scores (indirect effect = -
1.629, SE =.933, Cl =-3.764 to -0.166), mediated by mid-treatment therapeutic alliance.

An indirect effect of session 3 outcome expectations on post-therapy anxiety was mediated through session 5
alliance (indirect effect = -2.314, SE = .1.241, Cl =-5.086 to -0.266).

The indirect effect of baseline outcome expectations on post-therapy interpersonal problems was mediated by the
early alliance and then session 3 outcome expectations in turn (indirect effect = -.049, SE =.046, Cl =-.2136 to -
.0004). There was a significant indirect effect of session 1 alliance on post-therapy interpersonal problems through
session 3 outcome expectations (indirect effect = -.121, SE = .055, Cl =-.221 to -.042).

Significant association between outcome expectations and the alliance (r = .42, p <.01) and between the alliance
and change in anxiety symptoms post-therapy (r = .28, p <.01).

Outcome expectations significantly predicted patient-rated alliance ratings at session 4 (5 =0.21, Cl =.08 to 0.33,
p = .001). Outcome expectancy significantly predicted change in anxiety symptoms from session 4 to post-therapy
(#=0.11, Cl =.003 to 0.22, p = .008) but working alliance did not (4 =0.14 CI =-0.03 to 0.32, p =.076).
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McClintock et
al. (2015)

Zagorscak et
al. (2020)

Abouguendia
et al. (2004)

Significant indirect effect of outcome expectancy on change in anxiety scores post-therapy through the therapeutic
alliance (4 = 0.03, SE = 0.02, CI =.003 to 0.09). This indirect effect accounted for 6% of the variance in post-
therapy anxiety symptoms (R%neq = 0.06 [.004, 0.17]).

Effect of client outcome expectations on clinical outcome is mediated firstly by the therapeutic alliance and then
by client-rated session positivity (# = -0.89, Cl =-2.06 to -0.05). The effect of outcome expectations on outcomes
was nonsignificant when client-rated session positivity was entered into the model first, followed by the
therapeutic alliance (5 = -0.15, Cl = -0.65 to 0.39).

Outcome expectations measured at pre-assessment were positively associated with mid-treatment goal/task ratings
(b =0.25, p <.001) and bond ratings (b = 0.23, p <.001) on the Working Alliance Inventory- Revised (WAI-R).
Task/ goal ratings of the alliance assessed at session 5 were negatively associated with depressive symptom
change between session 7 and end of therapy (b = -0.06, p = .004). All direct effects of outcome expectations on
change in depressive symptoms were nonsignificant (p > .050).

Indirect effect of outcome expectations on post-therapy outcomes was mediated by mid-treatment goal/task
ratings of the alliance (b =-0.015, CI = -0.03 to -0.004).

Outcome expectations were significantly associated with post-therapy outcome factors measuring general
symptoms (r =-.31, p <.01) and life dissatisfaction (r =-.32, p <.01). Outcome expectations were not
significantly associated with grief symptoms (r =-.18, p > .10).

Outcome expectations were directly associated with the client-rated alliance (5 = .24, p < .05) but not the
therapist-rated alliance (p = .06).

A significant indirect effect of client outcome expectations on outcomes including general symptoms (5 = -0.131,
p <.01) and life dissatisfaction (# = -0.156, p < .01) was found. The indirect effect of outcome expectations on
grief symptoms was non-significant (5 = -0.036, p > .05).

Including client rated alliance scores in the model resulted in the direct relationship between outcome expectations
and post-therapy outcomes decreasing significantly on measures of general symptoms (f =-.18 to f =-.13,p <
.05), grief symptoms (f =-.11to = -.04, p <.05) and life dissatisfaction (# = -.20 to f = -.16, p <.05).
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Outcome expectations were significantly associated with patient reported improvement post-therapy (r = .24, p=  Evidence for
.006) and therapist-rated improvement post-therapy (r = .32, p = .003). Outcome expectations were significantly partial

and directly associated with client-rated therapeutic alliance (r = .27, p = .001) and therapist-rated alliance (r = mediation
.30, p = .001).

Therapist rated outcome expectations were not significantly associated with patient-rated alliance (r = .09, p >
.05) or therapist-rated alliance (r = .13, p > .05).

Client-rated alliance was significantly associated with client-rated improvement post-therapy (r = .38, p <.001)
and the therapist rated improvement post-therapy (r = .30, p <.001). Client-rated alliance mediated the association
between outcome expectations and post-therapy improvement rated by both the client (8 = .335, p <.001) and
therapist (8 = .236, p < .01). Therapist-rated alliance was also found to mediate the association between client
outcome expectations and post-therapy improvement rated by the client (5 = .261, p < .01) and therapist (f = .288,
p <.001).

The indirect effect of the therapeutic alliance at all timepoints (sessions 1 to 8) on post-therapy outcomes was No evidence
nonsignificant. for mediation

Bayes factors were estimated for the relationship between therapeutic alliance and symptom reduction, controlling
for the effect of outcome expectancy and therapist effects. The calculated Bayes factors were between 0.33 and
3.00 for all of the post-therapy outcome measures (Fear of Negative Evaluation-Brief Form; FNEB: 0.61-1.9;
Personal Report of Confidence as a Speaker; PRCS: 0.49- 1.29; Liebowitz Social Anxiety Scale; LSAS: 0.59-
2.73).
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3.3. Narrative synthesis of main findings

Of the ten studies included in the review, two found evidence for full mediation, seven
found evidence for partial mediation and one found no evidence to suggest the therapeutic

alliance mediates the association between outcome expectations and post-therapy outcomes.

Evidence of full mediation. Two studies found evidence suggesting that the therapeutic
alliance fully mediates the association between outcome expectations and post-therapy
outcomes. Both of these studies demonstrated moderate risk of bias, due to missing reported
outcome data (Meyer et al., 2002) and risk of bias in the measurement of the outcome

(Johansson et al., 2011).

Following guidelines for mediation analysis proposed by Baron and Kenny (1986),
Johansson et al. (2011) firstly found that outcome expectations were directly associated with
post-therapy outcomes on the Psychodynamic Functioning Scale (PFS; predicted R? = .07, F(1,
93) = 7.31, p = .008) and Global Assessment of Functioning measure (GAF; predicted R? =
.05, F(1, 93) = 5.0, p =.030). Similarly, Meyer et al. (2002) found outcome expectations were
associated with post-therapy outcomes on the Beck Depression Inventory (BDI) and Hamilton

Rating Scale for Depression (HAM-D) composite score (r =.22, p <.01).

Secondly, Johansson et al. (2011) found significant associations between outcome
expectations and the Help and Understanding Scale (HUS), a client-rated alliance measure at
session one (r = .41, p <.001). However, this association reduced at session seven (r = .20, p
=.06); session 16 (r =.24, p =.03) and the final session (r = .29, p =.03). Outcome expectations
were directly associated with the quality of the therapeutic alliance measured using the
Working Alliance Inventory (WAI; predicted R? = .11, F(1, 86) = 10.6, p = .002) and the HUS

(predicted R? = .13, F(1, 93) = 14.2, p <.001). Similar results were found by Meyer et al. (2002)
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whereby outcome expectations were significantly correlated with the quality of the therapeutic

alliance (r = .27, p <.01).

Both studies found that the alliance measure was significantly correlated with outcome
measures. Johansson et al. (2011) found the patient-rated alliance measure HUS was
significantly correlated with residual gain scores on the outcome measure PFS (r = .36, p <
.01) and GAF (r =.30, p <.01). The WAI was also significantly correlated with residual gain
scores on the PFS (r = .40, p < .01) and GAF (r = .46, p < .01). Whilst Meyer et al. (2002)
found the alliance was significantly correlated with BDI and HAM-D composite scores (r =
49, p <.01). Finally, when mediator variables WA\ or patient-rated HUS were included in the
regression model, the association between outcome expectations and residual gain scores on
the PFS and GAF became non-significant, which is indicative of full mediation (Johansson et
al., 2011). Comparably, Meyer et al. (2002) found the effect of the alliance on clinical outcome
remained significant when controlling for patient expectations (R = .47, sr? = .20, t(148) = 6.33,
p <.01). However, expectancy was no longer a significant predictor of outcome when alliance
ratings were entered simultaneously into the regression model (8 =.09, sr? = .01, t(148) = 1.20,

p =.23) which is evidence for full mediation.

Evidence of partial mediation. Seven studies found evidence to suggest that the
therapeutic alliance partially mediates the association between outcome expectations and post-
therapy outcomes. Partial mediation is indicated when the outcome expectation-clinical
outcome association is reduced but still significant after the mediator variable of the alliance is
entered into analysis. Three of the seven studies demonstrated low risk of bias (Constantino,
Aviram et al., 2020; McClintock et al., 2015; Zagorscak et al., 2020) and were subsequently

given greater weighting in the narrative synthesis.
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Constantino, Aviram et al. (2020) found patients who reported more optimistic outcome
expectations at session one, reported a stronger therapeutic alliance at the next session, and this
was associated with lower levels of self-reported worry (indirect effect = - 0.02, SE = 0.008,
Cl = -0.04 to -0.007), suggesting alliance quality is a mediator of the relationship between
outcome expectations and clinical outcomes. Similarly, McClintock et al. (2015), demonstrated
that the effect of client outcome expectations on clinical outcome is mediated firstly by the
therapeutic alliance and then by client-rated session positivity (8 = -0.89, Cl = -2.06 to -0.05).
Session positivity in this study was a measure of clients’ positive or negative mood when
completing the therapy session. Likewise, Zagorscak et al. (2020) found outcome expectations
measured at pre-assessment were positively associated with mid-treatment goal/task ratings (b
= 0.25, p <.001) and bond ratings (b = 0.23, p < .001) on the Working Alliance Inventory-
Revised (WAI-R; Hatcher & Gillaspy, 2006). Additionally, task/ goal ratings of the alliance
assessed at session 5 were negatively associated with depressive symptom change between
session 7 and end of therapy (b = -0.06, p = .004). There were no significant associations
between bond ratings of the alliance and clinical outcomes, suggesting there are some aspects

of the alliance that have a stronger association with treatment outcome than others.

Constantino, Aviram et al. (2020) found the direct effect between client-rated outcome
expectations and post-therapy worry scores was significant when controlling for client and
therapist-rated alliance (direct effect = - 0.23, SE = -0.03, CI = -0.28 to -0.16). This finding is
evidence of partial mediation and suggests there may be mediator variables other than the
alliance which influences this relationship. Meanwhile, McClintock et al. (2015), found the
effect of outcome expectations on outcomes was nonsignificant when client-rated session
positivity was entered into the model first, followed by the therapeutic alliance (8 = -0.15, CI

=-0.65 to 0.39). The presence of both the alliance and session positivity as mediator variables
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in this study suggests that alliance alone only partially mediates the relationship between

outcome expectations and clinical outcomes.

Overall, the results from these three studies, all rated as having low risk of bias suggest
that more optimistic outcome expectations facilitate a stronger therapeutic alliance, specifically
more positive ratings on the goal/task measure of alliance. This is in turn associated with a
reduction in psychological distress and improved functioning. Evidence from these studies
suggests that other mediating variables are involved in this association and therefore only

partial mediation can be concluded from the results.

Four additional studies demonstrated moderate risk of bias and also found evidence to
suggest that the therapeutic alliance partially mediates the association between outcome
expectations and outcomes (Abouguendia et al., 2004; Joyce et al., 2003; Sauer-Zavala et al.,

2018; Visla, Constantino et al., 2018).

Sauer-Zavala et al. (2018) found a significant indirect effect of outcome expectancy on
change in anxiety scores post-therapy through the therapeutic alliance (f = 0.03, SE = 0.02, CI
=.003 to 0.09). This indirect effect accounted for 6% of the variance in post-therapy anxiety
symptoms (R%meq = 0.06 [.004, 0.17]), suggesting that the therapeutic alliance only partially
mediates this association. Meanwhile, Visla, Constantino et al. (2018) found a significant
association between baseline outcome expectations and post-therapy outcomes, including
depression scores (indirect effect =-1.294, SE =.719, Cl =-2.933 to -0.159) and anxiety scores
(indirect effect = -1.629, SE = .933, Cl = -3.764 to -0.166) which was mediated by mid-
treatment therapeutic alliance. An indirect effect of session 3 outcome expectations on post-
therapy anxiety was mediated through session 5 alliance (indirect effect = -2.314, SE =.1.241,
Cl =-5.086 to -0.266) suggesting outcome expectations are a fluid construct which can change

over the course of therapy.
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Similarly, Abouguendia et al. (2004) found when client-rated alliance scores were
included, the direct relationship between outcome expectations and post-therapy outcomes
decreased on measures assessing general symptoms (f = -.18 to g = -.13, p < .05), grief
symptoms (f =-.11to g =-.04, p <.05) and life dissatisfaction (# = -.20 to f = -.16, p < .05).
However, the relationship between outcome expectations and outcomes remained significant
when the alliance mediator variable was included, suggesting that the alliance partially
mediates this association. Finally, Joyce et al. (2003) found client-rated alliance mediated the
association between client outcome expectations and post-therapy improvement rated by both
the client (f# = .335, p < .001) and therapist (5 = .236, p < .01). The mediational effect of the
alliance accounted for approximately one third of the direct effect of outcome expectations on
outcome, providing evidence for partial mediation. Overall, evidence from three studies
demonstrating low risk of bias and four studies demonstrating moderate risk of bias suggest
that the alliance only partially mediates this association, indicating there are likely other

variables involved.

No evidence for mediation. One study found no evidence for the mediational role of the
therapeutic alliance between outcome expectations and post-therapy outcomes. Draheim and
Anderson’s (2019) study demonstrated moderate risk of bias due to a lack of reported results.
Analysis of direct effects demonstrated that alliance was not associated with symptom
reduction and consistent null results were found in this study. Bayes factors were estimated for
the relationship between therapeutic alliance and symptom reduction, whilst controlling for the
effect of outcome expectancy and therapist effects. The calculated Bayes factors were between
0.33 and 3.00 for all of the post-therapy outcome measures which is indicative of insensitive
data. Results suggest that the therapeutic alliance does not mediate the association between
outcome expectations and post-therapy outcomes across exposure-based treatments (group

therapy and virtual reality exposure) for patients with social anxiety disorder.
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4. Discussion

4.1. Summary of the evidence

This systematic review aimed to determine whether the therapeutic alliance mediates
the association between outcome expectations and clinical outcomes. A review of current
published literature found some evidence to suggest that the therapeutic alliance fully mediates
this association. However, only two out of the ten studies included in the review found evidence
for full mediation, meanwhile, seven studies found evidence to suggest the alliance partially
mediates this association. The replicated findings documented in this review that the
relationship between outcome expectations and post-therapy outcomes is reduced, but still
significant when the alliance mediator variable is included suggests there are other variables

involved in mediating this relationship.

The conclusion that the alliance partially mediates the association between outcome
expectations and outcome supports the findings of a recent review published by Constantino,
Coyne et al. (2020). Evidence from the three studies demonstrating low risk of bias suggested
that patients who have more optimistic outcome expectations are able to develop a stronger
therapeutic alliance with their therapists, which in turn impacts on post-therapy outcomes.
Findings from studies which demonstrated moderate risk of bias provide further evidence for
the mediational role of the alliance. It is possible, that patients who expect therapy to help them
achieve their desired outcome, engage more fully in the tasks of treatment (Meyer et al., 2002;
Zagorscak et al., 2020). Alternatively, it may be that expectations of improvement lead patients
to focus on the positive aspects of the therapeutic alliance to confirm their expectation (Kirsch,
1997). This working alliance seems to be subsequently associated with improvement in

functioning and reduction in disorder-specific symptoms.
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There was evidence to suggest that specific aspects of the therapeutic alliance are
associated with improved clinical outcomes. In one study, the task/ goal component of the
working alliance was a significant predictor of post-therapy symptom change. Whereas, there
were nonsignificant associations observed between the bond rating of the WAI-R and symptom
improvement (Zagorscak et al., 2020). Similar results have been found by Webb et al. (2014).
These findings suggest there may be specific components of the alliance that predict clinical
improvement and that future studies should differentiate between components of the alliance

when conducting their analysis.

Whilst this systematic review provides evidence to suggest the therapeutic alliance
partially mediates the association between outcome expectations and post-therapy outcomes,
there is a body of research suggesting there are some interventions and disorders where this
pathway is less clear. Draheim and Anderson (2019) found evidence suggesting that the
alliance does not mediate the association between outcome expectations and outcomes for
patients participating in exposure-based treatments for social anxiety disorder. However, this
was the only study in the review that found no evidence for partial mediation, and it was rated

as having moderate risk of bias.

Similar evidence from studies not specifically conducting mediation analysis have
found comparative results to Draheim and Anderson (2019). Strauss et al. (2018) found
evidence to suggest that post-therapy outcomes following exposure and response prevention
treatment for obsessive compulsive disorder (OCD) is not influenced by common factors such
as outcome expectations and the therapeutic alliance. Together, these studies suggest that the
mediating role of the alliance is less consistently evidenced within the context of anxiety
disorders including social anxiety and OCD. Therefore, further research is needed to
investigate the mediating role of the alliance when treating anxiety disorders to strengthen the

evidence and conclusions that can be drawn from the data.
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4.2. Methodological considerations

The inclusion criteria specified only studies published within peer-reviewed journals
would be included in the review, and studies were subject to a risk of bias assessment. All
studies demonstrated low or moderate risk of bias. However, only three out of the ten included
studies demonstrated low risk of bias. All of the studies which were rated as having low risk
of bias found evidence to suggest that the therapeutic alliance partially mediates the association
between outcome expectations and outcomes. Four additional studies found evidence for
partial mediation and demonstrated moderate risk of bias whilst a further two studies found
evidence for full mediation and were rated as having moderate risk of bias. Only one study,
which was rated as having moderate risk of bias found no evidence that the therapeutic alliance
partially or fully mediated this association. However, methodological considerations described
below highlight this area of research is in its infancy and has so far been restricted by consistent

methodological flaws.

Research investigating outcome expectations is influenced by poor measurement of the
construct. Firstly, outcome expectations have often been considered a static construct and
measured at a single timepoint at the start of therapy (Constantino, Visla et al., 2018). However,
evidence suggests that outcome expectations change as therapy progresses (Tsai et al., 2014;
Visla, Flickiger et al., 2018; Webb et al., 2014). In a number of studies, outcome expectations
were assessed using a study specific measure, often involving a single question. Meanwhile,
other studies have used measures of outcome expectations which confound outcome
expectations and other constructs. Outcome expectations are different to client treatment
expectations which reflect patients’ beliefs about what will occur during treatment and
encompasses role expectations, process expectations (subjective experiences of
psychotherapy) and duration expectations about how long therapy will last (Constantino, Visla

et al., 2018).
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Outcome expectations are also conceptually separate from treatment credibility, which
reflect clients’ perceptions of the how logical, suitable and efficacious treatment seems (Devilly
& Borkovec, 2000) and therapist credibility which refers to how competent the practitioner is
percieved (Strong, 1968). Historically, there has been debate over whether outcome
expectations and credibility are overlapping or distinct constructs. Hardy et al. (1995)
suggested the strength of positive outcome expectations develop based on how credible the
treatment is perceived; indicating conceptual overlap. However, outcome expectations exist
prior to the client having any information about the proposed intervention (Constantino, Coyne
et al., 2018). Measures of outcome expectations and treatment credibility have shown
significant correlations (Ametrano et al., 2017). However, they are now considered

conceptually distinct concepts (Constantino, Coyne et al., 2018).

Borkovec and Nau’s (1972) measure of outcome expectations was used in two of the
primary studies. However, this scale does not differentiate between outcome expectations and
perceptions of treatment credibility. Consequently, these two constructs are confounded within
this measure. Devilly and Borkovec’s (2000) Credibility/Expectancy Questionnaire does
distinguish outcome expectations from treatment credibility and was used by two primary
studies within the review. It is a limitation of the current literature in this field that the concepts
of outcome expectations and credibility are often confounded due to the measures used. This

has implications for the conclusions that can be drawn from this review.

Expectancy is also associated with a number of other constructs including: generalised
hope, self-efficacy and motivation. Generalised hope has been hypothesised to play a role in
clients’ outcome expectations for treatment and evidence has shown outcome expectations
measured at referral significantly correlate with general levels of hope (Swift et al., 2012).
Additionally, low levels of hopelessness correlate positively with greater outcome expectations

(Goldfarb, 2002).
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Bandura (1994) defined self-efficacy as “people’s beliefs about their capabilities to
produce designated levels of performance that exercise influence over events that affect their
lives”. Self-efficacy beliefs can have a motivational influence within psychotherapy, as patients
who do not believe they have the capabilities to successfully achieve a desired outcome are
less likely to put in the required levels of effort needed to produce change. Focus on
expectancies are one strategy used to enhance motivation to change within the context of CBT
(Ryan et al., 2011). In support of this, evidence has shown expectancy predicts homework
compliance within CBT which consequently resulted in symptom reduction, suggesting that

expectancy is associated with motivation and outcomes (Westra et al., 2007).

Finally, there is increasing agreement that the placebo effect is enhanced by care
provider characteristics. Placebo-rapport is a term used to describe the psychosocial factors of
the healthcare encounter which have a positive effect on the client outside of the therapeutic
intervention used (Sussex, 2018). Characteristics of the alliance including active listening,
empathy and genuineness are known to enhance the alliance (Blasini et al., 2018). Evidence
suggests that client perceptions of the therapist as non-judgemental, caring and supportive can
be deemed therapeutic in itself (Kornhaber et al., 2016). Perceived warmth and competence in
addition to positive expectations of treatment have been shown to enhance the placebo response
within an experimental medical setting (Howe et al., 2017). Expectancy theory of the placebo
effect posits that “a placebo produces an effect because the recipient expects it to” (Stewart-
Williams & Podd, 2004). Furthermore, Lambert (2017) suggests approximately 15% of the
effect of psychotherapy is attributable to the placebo effect which is defined as expectancy of
improvement. Therefore, patients attending therapy with positive outcome expectations may
demonstrate a greater placebo effect which is enhanced by the strength of the therapeutic
alliance. It may be that outcome expectations and the therapeutic alliance are specifically

related to the placebo effect in psychotherapy.
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4.3. Strengths and limitations

This review adhered to good practice guidelines including the pre-registration of a
review protocol prior to conducting searches and searching multiple databases with no date
boundary, allowing for a more comprehensive search of the literature. Forward and backward
citation searches and a detailed risk of bias assessment using a second reviewer to increase

reliability of the process were conducted.

Limitations of the review include the screening of relevant studies by a single reviewer.
Introducing a second reviewer into the screening process would increase the reliability of this
process. The exclusion criteria stated articles not published in the English language or grey
literature were not included within the review. Positive publication bias may therefore have
inflated the association between outcome expectations and therapy outcomes and is a limitation

of this review.

4.4. Clinical implications

This systematic review provides consistent evidence that the therapeutic alliance
partially mediates the association between outcome expectations and post-therapy outcomes.
These findings have clinical implications, as patients who attend initial psychotherapy
appointments with higher outcome expectations have a solid foundation to build a stronger
therapeutic relationship with their therapist. The stronger alliance is, in turn associated with
improved clinical outcomes. However, not all patients attend therapy with positive outcome
expectations. More pessimistic outcome expectations are associated with more severe
symptomatology (Cohen et al., 2015; Elliott et al., 2015; Safren et al., 1997) and could be

influenced by previous treatment failures.
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Attempting to enhance initial outcome expectations could result in patients investing
more within the therapeutic alliance. Together, positive outcome expectations and stronger
alliance result in improved post-therapy outcomes. One strategy for improving initial outcome
expectations could be brief interventions preceding formal therapy, which aim to instil higher
outcome expectations in preparation for formal therapy. There is a growing evidence-base for
the use of motivational interviewing (MI) at the start of treatment to enhance motivation to
change and commitment to the intervention (Westra & Dozois, 2006; Westra et al., 2009;
Randall & McNeil, 2017). It may be that MI or other preluding interventions could improve

clients’ outcome expectations, although this is yet to be investigated.

4.5. Conclusions and future directions

This review provides evidence that the therapeutic alliance partially mediates the
relationship between outcome expectations and therapeutic outcomes. Future research should
continue to specifically assess whether the therapeutic alliance mediates the outcome
expectations-outcome association and add to the small evidence-base to date. Research would
benefit from using measures that have demonstrated good psychometric properties, particularly
in relation to assessing outcome expectations, and which consider outcome expectations as a
distinct construct to treatment credibility. Future research should treat outcome expectations as
a fluid, not static construct and consider measuring outcome expectations at multiple points
during therapy. Finally, this field would benefit from research whereby outcome expectations
are manipulated within controlled settings to investigate a causal rather than correlational

relationship.
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Appendix A

Search strategy

Scopus search strategy:

1. (psychotherap* OR therap* OR counsel* OR treatment OR "Psych* intervention")

2. (expecta* OR "patient expectations™)

3. ("therapeutic alliance™ OR "working alliance” OR "helping alliance” OR "therapeutic
relationship™ OR "psychotherap™* alliance” OR alliance W/2 therap™ )

Web of Science search strategy:

TS=(Psychotherap* OR Therap* OR counsel* OR Treatment OR “Psych* intervention”)
TS=(Expecta* OR “patient expectations”)

TS=(*“therapeutic alliance” OR “working alliance” OR “helping alliance” OR “therapeutic
relationship” OR “psychotherap™ alliance” OR alliance NEAR/O "therap*")

PsycINFO search strategy:

exp Psychotherapy/ or Psychotherap*.mp  OR

exp Psychotherapy/ or Therap*.mp OR
exp Counseling/ or counsel*.mp OR
Treatment.mp. or exp Treatment/ OR

exp Intervention/ or "psych* intervention™.mp.

AND
exp Expectations/ or expectation.mp. OR
exp Expectations/ or expectancy.mp OR

exp Expectations/ or "patient expectations”.mp
AND

therapeutic alliance.mp. or exp Therapeutic Alliance/
exp Therapeutic Alliance/ or helping alliance.mp
working alliance.mp. or exp Therapeutic Alliance/

exp Therapeutic Alliance/ or therapeutic relationship.mp.
psychotherapy alliance.mp.

exp Therapeutic Alliance/ or "alliance in therapy".mp.
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Reported on

Section/topic # | Checklist item
page
TITLE
Title 1 | Identify the report as a systematic review, meta-analysis, or both. 1
ABSTRACT
Structured 2 | Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, participants, 2
summary and interventions; study appraisal and synthesis methods; results; limitations; conclusions and implications of key findings;
systematic review registration number.
INTRODUCTION
Rationale 3 | Describe the rationale for the review in the context of what is already known. 3-6
Obijectives 4 | Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, outcomes, and | 7 (Table 1)
study design (PICOS).
METHODS
Protocol and 5 | Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide registration 6
registration information including registration number.
Eligibility 6 | Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, language, 7 (Table 1)
criteria publication status) used as criteria for eligibility, giving rationale.
Information 7 | Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify additional studies) in 6-9
sources the search and date last searched.
Search 8 | Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated. 50
(Appendix A)
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Study selection 9 | State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, included in the 9
meta-analysis). (Figure 1)
Data collection | 10 | Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes for obtaining and | 8-9

process

confirming data from investigators.

Data items 11 | List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and simplifications 12-16 (Table 2
made. & 3)
Risk of bias in 12 | Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at the study 8, 11, 58, 59
individual or outcome level), and how this information is to be used in any data synthesis.
studies
Summary 13 | State the principal summary measures (e.g., risk ratio, difference in means). 10
measures
Synthesis of 14 | Describe the methods of handling data and combining results of studies, if done, including measures of consistency (e.g., 13 foreach | 9-10
results meta-analysis.
Risk of bias 15 | Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, selective reporting within 8&11
across studies studies).
Additional 16 | Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating which were pre- | N/A
analyses specified.
RESULTS
Study selection | 17 | Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, 9
ideally with a flow diagram. (Figure 1)
Study 18 | For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and provide the 12-16
characteristics citations. (Table 2 & 3)
Risk of bias 19 | Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12). 11, 58, 59
within studies
Results of 20 | For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each intervention group (b) 18-22
individual effect estimates and confidence intervals, ideally with a forest plot.
studies
Synthesis of 21 | Present results of each meta-analysis done, including confidence intervals and measures of consistency. N/A
results
Risk of bias 22 | Present results of any assessment of risk of bias across studies (see Item 15). 18-22
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across studies

Additional 23 | Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]). N/A

analysis

DISCUSSION

Summary of 24 | Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to key groups (e.g., | 23-24

evidence healthcare providers, users, and policy makers).

Limitations 25 | Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of identified 25-28
research, reporting bias).

Conclusions 26 | Provide a general interpretation of the results in the context of other evidence, and implications for future research. 29

FUNDING

Funding 27 | Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the systematic N/A

review.
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Appendix C

Reasons for exclusion

First Author Reasons for exclusion DOI or Web address

Andrews, M. No measure of outcome https://doi.org/10.1097/NMD.0000000000
expectations 000585

Arnow, B. No measure of outcome https://doi.org/10.1037/a0031530

expectations

Barber, J. No measure of outcome https://doi.org/10.1080/10503307.2013.87
expectations 1080
Bassler, M. Full text not in English language https://europepmc.org/article/med/779238
4
Bergman- No measure of outcome https://doi.org/10.2196/resprot.2292
Nordgren, L. expectations
Burlingame, G. No measure of outcome https://doi.org/10.1080/00207284.1996.11
expectations 491505
Burns, J. Physical health problem https://doi.org/10.1097/AJP.00000000000
00141
Burns, J. Physical health problem https://doi.org/10.1037/a0037208
Callahan, J. Exploring therapy attendance https://doi.org/10.1037/a0012901
not therapy outcomes
Clinton, D. Exploring therapy attendance https://doi.org/10.1159/000289028
not therapy outcomes
Cloitre, M. No measure of outcome https://doi.org/10.1037/0022-
expectations 006X.72.3.411
Connolly Gibbons, No mediation analysis https://doi.org/10.1093/ptr/kpg007
M.
Constantino, M. Physical health problem https://doi.org/10.1080/154020007012639
32
Constantino, M. No mediation analysis https://doi.org/10.1037/0022-

006X.73.2.203

Day, M. Physical health problem https://doi.org/10.1097/AJP.00000000000
00277


https://doi.org/10.1097/NMD.0000000000000585
https://doi.org/10.1097/NMD.0000000000000585
https://doi.org/10.1037/a0031530
https://dx.doi.org/10.1080%2F10503307.2013.871080
https://dx.doi.org/10.1080%2F10503307.2013.871080
https://europepmc.org/article/med/7792384
https://europepmc.org/article/med/7792384
https://doi.org/10.2196/resprot.2292
https://doi.org/10.1080/00207284.1996.11491505
https://doi.org/10.1080/00207284.1996.11491505
https://doi.org/10.1097/AJP.0000000000000141
https://doi.org/10.1097/AJP.0000000000000141
https://doi.org/10.1037/a0037208
https://psycnet.apa.org/doi/10.1037/a0012901
https://doi.org/10.1159/000289028
https://doi.org/10.1037/0022-006X.72.3.411
https://doi.org/10.1037/0022-006X.72.3.411
https://doi.org/10.1093/ptr/kpg007
https://doi.org/10.1080/15402000701263932
https://doi.org/10.1080/15402000701263932

de Greef, M.

Emmerling, M.

Fontao, M.

Fuertes, J.

Gaudiano, B.

Goetter, E.

Greif, D.

Heins, M.
Hersoug, A.

Hoffman, J.

Hogan, L.

Iwanaga, K.

Joyce, A.

Kim, S.

Kuusisto, K.

Lee King, P.

Leibert, T.

No psychotherapy intervention
No measure of outcome
expectations

Full text not in English language

Physical health problem

No standardised outcome
measure

No psychotherapy intervention

Grey literature

Physical health problem
No mediation analysis

Grey literature

Full text not in English language

No psychotherapy intervention

No standardised alliance
measure
No psychotherapy intervention

No standardised alliance
measure

No measure of outcome
expectations

No psychotherapy intervention
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Appendix D

Risk of bias assessment adapted from CASP checklist for cohort studies

First Author Clearly Cohort Accuracy of  Accuracy Identification Taking Completeness Precision of ~ Believability Applicability Fit the Implications Overall risk
& Year focussed recruitment expectation/ of of important confounding of results results of results to intended wider of study of bias
issue alliance therapy confounding factors into population evidence rating
measure outcome factors account
McClinktock Low Low Low Low Low Low Low Low Low Low Low Low Low
etal. (2015)
Visla, Low Low Low Low Moderate Moderate Low Low Low Low Low Low Moderate
Constantino
etal. (2018)
Abouguendia Low Low Moderate Low Low Low Low Moderate Moderate Low Low Low Moderate
etal. (2004)
Joyce et al. Low Low Moderate Moderate Low Low Low Moderate Low Low Low Low Moderate

(2003)
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Risk of bias assessment adapted from revised Cochrane risk-of-bias tool for randomised

trials (RoB 2)

First Author Risk of bias Risk of bias Risk of bias Risk of bias in Risk of bias Overall
and Year arising from the due to due to measurement in selection Rating
randomisation deviations missing of the outcome of the
process from the outcome data reported
intended results
interventions
Constantino, Low Low Low Low Low Low
Aviram et al.
(2020)
Draheim & Low Low Low Low Moderate Moderate
Anderson
(2019)
Johansson et Low Low Low Moderate Low Moderate
al. (2011)
Meyer et al. Low Low Moderate Low Moderate Moderate
(2002)
Sauer- Zavala Low Moderate Low Low Low Moderate
etal. (2018)
Zagorscak et Low Low Low Low Low Low

al. (2020)
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Section Two: Empirical Research

‘Great expectations’: Outcome expectations and therapist effects in predicting therapy

attendance and dropout.
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Abstract

Objective. Patient dropout is common in the field of psychological interventions and it is
associated with poorer treatment outcomes. To date, evidence has shown that patients’
expectations about therapy influence their treatment attendance and response, such that more
optimistic expectations are associated with improved engagement and outcomes. This study
aimed to investigate whether patient attendance and dropout in therapy is associated with pre-
treatment expectancy ratings provided at the end of their initial assessment contact with a
therapist, and whether expectancy ratings vary systematically depending on which therapist

conducts the assessment.

Method. Multilevel modelling (MLM) was used to determine if patients’ expectations at
initial assessment in a psychological therapy service predicted subsequent attendance at a first
therapy session. The sample comprised n = 6051 patients nested within k = 148 assessing
therapists. The association between outcome expectations and patient dropout was also
examined. Variability in patient expectations across different assessing therapists was

investigated using MLM.

Results. Patient expectancy was a significant predictor of attendance at the first therapy
session after controlling for the effect of the assessing therapist. However, expectancy did not
predict later dropout from the scheduled treatment. There was a significant therapist effect of
15.87% on patient expectancy. Analysis of therapist residuals showed substantial variability in

expectancy ratings across assessing therapists after controlling for case-mix variables.

Conclusions. Outcome expectations at initial assessment significantly predict attendance
at a first therapy session, once controlling for the effect of the assessing therapist. However,
outcome expectancy ratings taken at an initial assessment do not predict treatment dropout,

once patients commence treatment. There is significant variability in outcome expectancy
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ratings across different assessing therapists’ caseload which is greater than that expected by

chance after controlling for patients’ characteristics.

1. Introduction

1.1 Background

In England, psychological therapy is frequently accessed through Improving Access to
Psychology Therapy (IAPT) services. The National Health Service (NHS) in England aims to
increase the number of patients seen within IAPT services to 1.9 million by 2023/24 (NHS
England, 2021). Considerations for ways to improve this service is an ongoing focus of research.
Data from referrals made to IAPT between 2017-2018 found that 60% of those referred did not
complete treatment, when treatment completion was defined as completing two sessions or more
(Moller et al., 2019). These figures highlight the ongoing problem of patient dropout within

primary care services in the United Kingdom (UK).

1.2 Patient engagement and dropout

Dropout occurs when a patient unilaterally ends therapy by not attending sessions before
the planned endpoint (Westmacott et al., 2010). Patient dropout is an issue within psychotherapy
that limits the effectiveness of psychological interventions (Barrett et al., 2008; Hatchett & Park,
2003; Swift et al., 2009) as patients are not receiving an “adequate dose” of therapy to result in a
reduction of symptoms (Kadera et al., 1996). Consequently, dropout is associated with poorer
treatment outcomes in the wider psychotherapy literature (Cahill et al., 2003; Klein et al., 2003;
Lampropoulos, 2010) and also within IAPT services (Delgadillo et al., 2014).

Historically, dropout has been operationalised in different ways. For example, dropout
defined by two consecutive missed sessions (Kolb et al., 1985), failure to attend the final
scheduled therapy session (Hatchett et al., 2002), failure to return after an initial assessment

session (Longo et al., 1992) or patient-initiated termination without the agreement of the therapist
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irrespective of the number of sessions completed (Berrigan & Garfield, 1981). These variations
in dropout definitions have a subsequent impact on research findings (Barrett et al., 2008). More
recently, distinctions have been made between early dropout or rejecting therapy, defined as
patients engaging in an initial assessment and being eligible for psychotherapy but never
commencing their treatment. This is compared to treatment dropout or early discontinuation in
therapy, which occurs when a patient starts an intervention but discontinues prior to recovering
from problems for which they sought treatment (Swift & Greenberg, 2012).

There are inconsistent findings regarding the predictors of patient dropout. In some
studies, there is some evidence to suggest client demographic variables such as age, gender and
socioeconomic status predict treatment dropout (Baekeland & Lundwall, 1975), whilst others
have found no consistent association between patient demographic variables and dropout
(Clarkin & Levy, 2004; Garfield, 1994; Wierzbicki & Pekarik, 1993). Meta-analytic findings
from Swift and Greenberg (2012) found only client diagnosis and age were consistently
associated with patient dropout whilst no other patient demographic variables consistently
predicted dropout.

Whilst there is inconsistent evidence linking patient demographic variables with
treatment dropout, there is emerging evidence to suggest treatment dropout is associated with
patients’ expectations (Arnkoff et al., 2002; Aubuchon-Endsley & Callahan, 2009; Greenberg
et al., 2006). Experimental research has found that addressing patients’ expectations about the
duration of psychological treatment had a significant impact on patient dropout (Swift &
Callahan, 2011). These results indicated that patients given information about the dose-effect
model, specifying that on average it takes between 13-18 therapy sessions for 50% of patients
to recover, were significantly more likely to complete treatment compared to patients in the
control group. This evidence suggests that enhancing patient expectations at the early stages of

treatment can maximise patient engagement and minimise dropout.
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1.3 Outcome expectations

Outcome expectations are another type of patient expectation which reflects “patients’
prognostic beliefs about the consequences of engaging in treatment” (Constantino et al., 2011).
These expectations exist on a continuum from positive expectations that engaging in the therapy
will lead to future improvement through to negative expectations, that engaging in the therapy
will not result in improvements. Replicated meta-analytic results have found that more positive
outcome expectations are associated with improved clinical outcomes (Constantino et al., 2011;
Constantino et al., 2018). In the UK, research from IAPT services has found that patient
characteristics, including low expectations about the potential benefit of therapy at pre-
treatment assessment were associated with depression and anxiety treatment outcomes and
dropout rates (Delgadillo et al., 2016).

These findings can be understood through goal theory, which suggests that people will
devote more resources to achieve a goal if they believe they have a chance of attaining it
(Austin & Vancouver, 1996). Goal theory posits that patients with more positive outcome
expectations are more likely to engage in a collaborative working relationship with their
therapist which fosters clinical improvement. There is emerging evidence to suggest that the
association between optimistic outcome expectations and improved patient outcomes is
partially mediated by the quality of the therapeutic alliance (Abouguendia et al., 2004;
Constantino, Aviram et al., 2020; Constantino, Coyne et al., 2020; Johansson et al., 2011; Joyce
et al., 2003; McClintock et al., 2015; Meyer et al., 2002; Sauer-Zavala et al., 2018; Visla et al.,
2018; Zagorscak et al., 2020;). These studies suggest that patients with more optimistic
outcome expectations are more likely to engage in a positive working relationship with their

therapist, which subsequently results in better clinical outcomes.

Whilst the association between outcome expectations and clinical outcomes has been

the focus of emerging research in this field, there are currently few studies investigating the



65

association between outcome expectations, treatment attendance and dropout. One study by
Swift et al. (2012) found no significant relationship between pretherapy outcome expectations
and attendance at an initial therapy appointment. A second study by Norberg et al. (2011) also
found patients that did not attend therapy had equally high outcome expectations as those who
attended, suggesting that early outcome expectations may not be important in determining
whether a patient attends their first therapy appointment. However, within both of these studies,
the role of the therapist in potentially influencing patient outcome expectations was not
addressed. In theory, it is plausible to assume that patients’ outcome expectations could be
influenced by the initial interaction they have with therapists at an initial assessment, which
could either persuade or dissuade them from pursuing further appointments. Furthermore,
given the well-documented variability in treatment outcomes between different therapists
(Baldwin & Imel, 2013), it is possible that therapists doing initial assessments could influence

patients’ expectations in different ways.

1.4 Study aims

The present study aimed to investigate if patients’ pre-treatment expectancies differ
systematically between assessing therapists (as potential evidence that the assessment contact
influences expectations) and if pre-treatment expectancies might influence subsequent
attendance at therapy appointments. Accordingly, the study will address two research questions:

1) Does pre-treatment outcome expectancy at an initial assessment predict attendance at

subsequent psychological therapy appointments?

2) Is some of the variability in pre-treatment outcome expectancy attributable to the

assessing therapist after controlling for patients’ characteristics?

The study aims to test the following hypotheses: (1) Patients with more optimistic outcome

expectations will have a higher probability of attending the first therapy session. (2) Patients with
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more optimistic outcome expectations will have a higher probability of completing an episode of
therapy (rather than dropping out). (3) There will be systematic variability in outcome expectancy
ratings across different therapists” assessment caseloads, which will be greater than that expected
by chance, after controlling for patients’ characteristics (case-mix variables). The above research
questions will be answered using multilevel modelling (MLM), which is the recommended
method for investigating variability in outcomes across patients and therapists when there is a

nested relationship (Baldwin & Imel, 2013).

2. Method
2.1 Setting

The National Institute for Health and Care Excellence (NICE) guidelines recommend
common mental health problems are treated with evidence-based psychological interventions
within a model of stepped care (NICE, 2011). In 2008, these guidelines were implemented in
the UK through the development of the IAPT programme. IAPT services deliver psychological
inventions following principles of stepped care (Bower & Gilbody, 2005). Patients are initially
offered brief (< 8 sessions), low intensity sessions using guided self-help following cognitive
behavioural therapy (CBT) principles. If guided self-help is unsuccessful for reducing
symptoms, patients are stepped up to high-intensity psychological therapy which includes
formal CBT and other therapies such as eye movement desensitization and reprocessing therapy
(EMDR) or interpersonal psychotherapy (IPT) delivered over a longer time-frame (16 to 20
sessions). Psychological interventions provided by IAPT services are evidenced-based and
protocol-driven, in line with competency frameworks and delivered under regular clinical
supervision (Kellett et al., 2021). Within IAPT services, patients are offered an initial
assessment to determine suitability for the treatment and to establish which treatment pathway
is indicated within the stepped-care model. These assessments are usually carried out by a

therapist that is not the same person as the therapist that delivers the actual psychological
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intervention, which commences after the initial assessment contact. Routine outcome
monitoring of treatment response using validated symptom measures enables clinical outcomes
to be tracked and large-scale evaluation of IAPT services to be undertaken (Wakefield et al.,

2021).

2.2 Data sources

Fully-anonymised archival data were collected for this study from an IAPT service in the
north of England which systematically collects expectancy measures at the end of every initial
assessment appointment. Ethical approval for secondary analyses of this dataset was obtained
from an NHS research ethics committee within North East-Newcastle & North Tyneside and
was approved by the Health Research Authority (REC Reference: 15/NE/0062). An
amendment for re-analysis of the original dataset was submitted and subsequent ethical

approval was confirmed.

2.3 Sample selection criteria

For the current study, only patients meeting the inclusion criteria were included in the
sample. Inclusion criteria was as follows: (1) Patients who were aged 18 years and older; (2)
Patients who accessed the IAPT service between February 2012 to November 2015; (3)
Patients who answered a question about outcome expectancy during their first assessment
appointment with a therapist. Exclusion criteria was as follows: (1) Patients who were recorded
by clinicians as being unsuitable for therapy within the IAPT service; (2) Patients who were
referred to another service following assessment; (3) Patients who did not complete the
expectancy question at initial assessment. A priori power calculations were conducted using
guidelines proposed by Schiefele et al (2017), which suggest an overall sample size of 1,200

patients are needed with variable number of therapists and patients per therapist. The sample sizes
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of n = 6,051 in the primary dataset and n = 4,633 in the dropout subsample are above this cut off,
suggesting that the study was adequately powered. The primary datasets included therapists who
had seen a minimum of two patients and sensitivity analyses were conducted using only
therapists who had seen 30 patients or more.

The original dataset including patients suitable for the IAPT service comprised clinical
records for n = 10829 patients assessed by k = 160 therapists. The primary dataset used for
this study comprised clinical records for n = 6051 patients initially assessed by k = 148
therapists. Therapists’ initial assessment caseload size ranged from 2 to 211. In this sample the
mean patient age (SD) was 37.23 (13.65) years; 64.2% (n = 3,887) were female. A total of
39.7% (n = 2401) were unemployed and 8.9% (n = 537) identified as minority ethnic. Mean
(SD) baseline scores on the Patient Health Questionnaire (PHQ-9) were 14.96 (6.19) and 13.52
(4.98) for the Generalised Anxiety Disorder Assessment (GAD-7). Analysis of baseline PHQ-
9 scores showed that 79.7% (n = 4820) patients had depression scores within the moderate to
severe range and 72.3% (n = 4375) patients had anxiety scores within the moderate to severe

range on the baseline GAD-7.

2.4 Dropout subsample

A dropout dataset was established using a subsample of patients who attended at least
one therapy session after the initial assessment session. This dataset comprised n = 4,633
patients. The mean (SD) age of patients was 37.61 (13.67) years; 64.6% were female. Within
this subsample, 38.1% (n = 1764) were unemployed and 8.8% (n = 407) were from an ethnic
minority. Mean (SD) baseline PHQ-9 scores were 14.69 (6.17) and GAD-7 scored were 13.41
(4.96). A flow chart describing how the samples were derived from the original dataset are

displayed in figure 1.
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2.5 Measures

Outcome variables for the three hypotheses are outlined below.

1)

2)

3)

Attendance in therapy. For hypothesis one, attendance at a minimum of one therapy
session after an initial pre-treatment assessment was established. A binary outcome of
whether a patient attended ‘assessment only’ or ‘assessment and treatment’ was used
as a dependent variable. This information was contained in clinical records for all
patients.

Dropout of therapy. For hypothesis two, within the group of patients that attended at
least one therapy appointment, a binary outcome of whether they ‘completed scheduled
treatment’ or ‘dropped out of therapy’ was established. This information was contained
in clinical records for all patients.

Outcome expectancy rating. For hypothesis three, a continuous variable of outcome
expectancy rating was used. Patient outcome expectations were measured at the end of the
first assessment session using the standardised question “At this point in time how
confident are you that this kind of treatment will work for you on a scale of 0 to 10?”
(Lutz et al. 2007). Respondents rated on a 10-point Likert scale (0 = low outcome
expectancy and 10 = high outcome expectancy). This measure was found to be a reliable
predictor of depression and anxiety treatment outcomes in an IAPT setting (Delgadillo et

al., 2016).

2.6 Statistical analysis

2.6.1 Pre-processing of categorical data

Data was first analysed in IBM SPSS Statistics (version 25). In the original dataset, patient

employment and prescribed medication status had a number of response options. These were

merged into fewer categories to assist with the multilevel model interpretation. For the
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unemployment variable, a binary outcome of ‘unemployed’, comprising unemployed job seeker
(n =1127), long term sick or disabled (n = 1070), unemployed, not seeking work (n = 204) was
compared to ‘other’ comprising employed (n = 2582), retired (n = 250), student (n = 378),
voluntary worker (n = 60), homemaker (n = 331). Patients with missing employment status data
(n = 49) were included in the dataset. Similarly, a binary variable of ‘prescribed medication’,
comprising patients prescribed and taking medication (n = 2641) and prescribed but not taking
medication (n = 3183) was compared to ‘not prescribed’, comprising patients not prescribed

medication (n = 151).

2.6.2 Regression models

For each of the hypotheses being tested, a single-level regression model containing patient
variables was developed first before extending this to a multilevel model using MLwiN software
v3.05 (Charlton et al., 2020). Continuous variables were grand mean centred (Wampold &
Brown, 2005). The significance of predictor variables was determined using z-ratios, calculated
by multiplying the standard errors by 1.96; if this calculation was less than the coefficient the
results were considered significant at the 5% level. The single-level regression model was
extended to a multilevel model where patients (level 1) were nested within assessing therapists
(level 2). This allows the overall variance to be partitioned between patient (level 1) and therapist
(level 2).

For multilevel models with binary outcomes, the variance partition coefficient (VPC)
measure was obtained using a linear threshold model (Snijders & Bosker, 1999). The default
estimation procedure 1% order marginal quasi-likelihood (MQL) was used first. However, this
procedure can lead to inflated estimates of therapist effects and 2" order predictive quasi-
likelihood (PQL) is preferred (Rasbash et al., 2020). Multilevel model analysis using 1% order

MQL and 2" order PQL were conducted separately, the results from the primary and sensitivity
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analyses are reported using 2" order PQL. Analysis of random slopes were conducted to
determine whether the relationship between expectancy and attendance varied significantly
between therapists.

Random intercept multilevel models were developed by adding a random intercept at the
therapist level. The only therapist variable available within the dataset was a unique therapist
identifier, no additional therapist-level variables were included in the multilevel model. A
significant random intercept indicates significant variability at the therapist-level. MLwiN
software was used to establish whether the multilevel model was a better fit for the data compared
to the single-level regression model. This was assessed by comparing the change in -
2*loglikelihood ratios derived from the single and multilevel models against the chi-squared
statistic for the additional degrees of freedom.

Therapist effect is defined as the percentage of the overall variance that is attributable to
the therapist (level 2). To calculate the percentage of the overall variance attributable to the
therapist, the therapist level variance is divided by the total variance to establish an intraclass
correlation coefficient (ICC). The ICC is multiplied by 100 to determine an estimate for therapist
effect. The significance of the therapist effect is calculated using z-ratios. Caterpillar plots are used
to display therapist residuals and their 95% confidence intervals (CIs) which represent how much
outcome expectations of each therapist deviates from the average, after controlling for patient
case-mix variables. This enables three groups of therapists to be identified. Therapists whose Cls
cross the average (residual = 0) are not producing significantly different expectancy ratings to the
average therapist. Therapists whose Cls do not cross the average, are either above or below

average and producing significant differences in their patients” outcome expectancy ratings.
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2.7 Sensitivity analyses

Sensitivity analyses were carried out on data from a subsample of therapists who had
assessed a minimum of 30 patients. Estimates of therapist variability are considered to be more
reliable when 30 or more patients are seen per therapist (Soldz, 2006). Additionally, guidelines
for the number of therapists needed for reliable testing of therapist effects in multilevel
modelling suggest a minimum of 50 therapists at level 2 (Maas & Hox, 2005). The number of

therapists needed for MLM was adhered to within the sensitivity analysis (n = 71).

Full dataset:
N =13961

Excluded cases:
Unsuitable for IAPT (n =
3132)

v

Suitable for IAPT
dataset
(n =10829)

Excluded cases:

No therapist ID (n = 4680)
Under 18 years old (n =
88)

v

Expectancy dataset

(n=16061) Excluded cases:
Therapists seen < 2
patients (n = 10)

\4

Primary dataset
(n=6051)

Exclude patients attending
assessment session only (n
= 1418)

Dropout subsample
(n = 4633)

Figure 1. Flowchart showing how the study samples were selected from the full data sample.
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3. Results
The results of the analyses are presented in three sections according to the three
hypotheses being tested. All three sections include a summary of descriptive statistics of the
samples, followed by multilevel model analysis and therapist effects. Sensitivity analyses for

each of the three hypotheses are presented in the appendices.

3.1 Hypothesis 1: Patients with more optimistic outcome expectations will have a higher
probability of attending the first therapy session.

For the attendance at first therapy session sample (n = 6051), the proportion of patients
who attended assessment only was 16.3% (n = 985). The proportion of patients who attended
assessment and at least one therapy session was 83.7% (n = 5066). The mean expectancy rating
for the subsample that attended assessment only was 7.20 (SD=2.03), and for the subsample

that attended subsequent treatment appointments it was 7.31 (SD=1.83).

3.2 Attendance at therapy single-level regression model

A single-level logistic regression model which contained significant predictors of
attendance (assessment only or assessment and treatment) at the patient level was developed
first. Table 1 shows the patient level variables which were identified as significant predictors
of attendance with odds ratios (ORs) and 95% confidence intervals (ClIs) reported. Patient
expectancy was not a significant predictor of attendance at first therapy session. All other
variables not reported in Table 1 were nonsignificant predictors of attendance. Patients who
were older than average were more likely to attend than patients younger than average. Patients
who were unemployed were less likely to attend the first therapy session compared to those

who were employed, retired or students. Patients prescribed medication were less likely to
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attend the first therapy session compared to patients not prescribed. There was a significant

interaction at the patient level between unemployment and prescribed medications.

Table 1.

Odds ratios for significant predictor variables of attendance and expectancy in the logistic
regression model (level 1), with 95% confidence intervals (CIs).

S Standard Odds Lower 95%  Upper 95% p
error ratio Cl Cl

Age-grand 0.015 0.003 1.02 1.01 1.02 <.001
mean
centred
Unemployed -1.165 0.072 0.31 0.27 0.36 0.017
Prescribed -0.897 0.316 0.41 0.22 0.76 0.005
medication
Expectancy- 0.030 0.019 1.03 0.99 1.07 0.114
grand mean
centred

Sensitivity analysis was undertaken on a sample of (n = 5022), representing patients
who had been assessed by a therapist with a caseload of 30 patients or more. A single-level
logistic regression model produced by this smaller sample found the same significant predictors
of attendance (see Appendix A). There were minimal differences between ORs from the
primary and sensitivity analyses for the age and prescribed medications variable. The greatest
difference between the primary and sensitivity analyses was the ‘unemployment’ variable with
an OR (95% CI) of 0.85 (0.73, 0.99) in the sensitivity analysis compared to 0.31 (0.27, 0.36)
in the primary analysis. Further analysis of the unemployment variable between the primary
and sensitivity analyses revealed that those within the primary analysis (n = 2401) were
unemployed compared to (n = 1984) within the sensitivity analysis. Differences in sample sizes
may explain the observed differences in ORs between the primary and sensitivity analyses for
the ‘unemployment’ variable. Comparable with the primary analysis, the sensitivity analysis

found patient expectancy at the single-level was not a significant predictor of attendance.
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3.3 Therapist effects for attendance in a multi-level model

The model was then extended to a multilevel model to assess therapist variability.
Significant predictor variables from the single-level model remained significant in the
multilevel model. Expectancy, which was not a significant predictor of attendance at the single-
level, became a significant predictor of attendance in the multilevel model. Meaning that
patients with more optimistic outcome expectations were more likely to attend the first therapy
session, and this became significant when the therapist is accounted for in the model. Table 2
displays the ORs and Cls for all significant variables in the multilevel model.

There was a significant interaction between unemployment and prescribed medication
status. This was explored further using chi squared analysis which revealed a significant
relationship between unemployment status and prescribed medication status X2 (1, N = 5936)
= 7.383, p = 0.007. Figure 2 displays the percentage of patients who attended based on
employment and prescribed medication status. Of patients who were prescribed medication,
those who were also employed were marginally more likely to attend the first therapy session
compared to patients who were prescribed medication and unemployed. For patients not
prescribed medication, it was more likely that employed patients would attend the first therapy
appointment compared to those patients not prescribed medication and unemployed. Results
suggest that employment status matters most in predicting attendance at the first therapy

session when the patient is not prescribed medication.
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Odds Ratios for significant predictor variables of attendance in the multilevel model,

with 95% confidence intervals (Cls) calculated using 2" order PQL.

p Standard  Odds ratio Lower Upper p
Error 95% CI 95% CI

Age-grand 0.016 0.003 1.02 1.01 1.02 <.001
mean centred
Unemployed -1.697 0.684 0.18 0.05 0.70 0.013
Prescribed -1.440 0.553 0.24 0.08 0.70 0.009
medication
Expectancy- 0.052 0.021 1.05 1.01 1.10 0.012
grand mean
centred
Unemployed x 1.540 0.688 4.66 1.21 17.97 0.025

Prescribed

There was a significant therapist effect of 11.15% using the default estimation

procedure 1%t order MQL (see Appendix B). Using 2" order PQL, a significant therapist effect

was found of 10.65% suggesting that individual therapists had a varying impact on attendance

at first therapy session once patient level predictors were controlled for (see Appendix C).

Analysis of random slope for expectancy was nonsignificant, suggesting the relationship

between expectancy and attendance does not vary significantly between therapists.

Calculations for therapist effects for 1% order MQL and 2" order PQL can be found in

Appendix D.



77

100

80

&0

40

Percentage of Cases Attended

20

Prescribed + Prescribed + Other Mot prescribed + Mot prescribed + Other
Unemployed (employed, retired) Unemployed (employed, retired)

Medication x Unemployment Interaction

Figure 2. Percentage of patients who attended the first therapy session by group.

Sensitivity analysis of therapist effects using data from only therapists who had seen 30
patients or more (n = 5022) found significant therapist effects with 1% order MQL (6.64%) and
2" order PQL (6.53%). Calculations for sensitivity analysis therapist effects can be found in
Appendix E. Multilevel models for the sensitivity analysis were conducted using both 1 order
MQL (see Appendix F) and 2" order PQL (see Appendix G). Using the preferred 2" order
PQL multilevel model, the variable ‘prescribed medication’ was no longer a significant
predictor of attendance (OR = 0.44; 95% CI = 0.18, 1.07). The variable ‘expectancy’ was also
no longer a significant predictor of attendance (OR = 1.04; 95% CI = 1.00, 1.09). There was
no longer a significant interaction between unemployment and prescribed medication
variables. Appendix H displays the ORs and Cls for the multilevel model sensitivity analysis

using 2" order PQL.
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3.4 Hypothesis 2: Patients with more optimistic outcome expectations will have a higher
probability of completing an episode of therapy (rather than dropping out).

A subsample of patients who attended one assessment session and at least one therapy
session was established (n = 4633). Of this sample 29.5% (n = 1366) dropped out of the
scheduled treatment and 70.5% (n = 3267) completed the scheduled treatment. The mean (SD)
expectancy rating for the subsample that dropped out of treatment was 7.28 (1.86) and the

subsample that completed scheduled treatment was 7.38 (1.78).

3.5 Therapy dropout model development

A single-level logistic regression model which contained significant predictors of
dropout (dropped out of scheduled treatment or completed scheduled treatment) at the patient
level was developed first. Table 3 shows the patient level variables which were identified as
significant predictors of drop out. Patients who were older than average were less likely to drop
out of scheduled treatment. Patients who were unemployed were more likely to drop out of
scheduled treatment. Finally, patients with higher initial depression scores on the PHQ-9 and
patients with higher baseline functional impairment on the Work and Social Adjustment Scale
(WSAS) were more likely to dropout rather than complete scheduled treatment. Within the
single-level model, patient expectancy was not a significant predictor of dropout with an OR
(95% CI) of 0.99 (0.95, 1.02). There were no significant interactions between significant

predictor variables at the single level.
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Table 3.

Odds ratios for significant predictor variables of dropout and expectancy in the logistic
regression model (level 1), with 95% confidence intervals (CIs).

S Standard  Odds  Lower 95% Upper p
Error ratio Cl 95% ClI

Age-grand mean -0.025 0.003 0.98 0.97 0.98 <.001
centred
Unemployed 0.271 0.068 1.31 1.15 1.50 <.001
Baseline PHQ-9 0.038 0.007 1.04 1.02 1.05 <.001
— grand mean
centred
Baseline WSAS 0.016 0.005 1.02 1.01 1.03 0.001
— grand mean
centred
Expectancy- -0.014 0.018 0.99 0.95 1.02 0.433
grand mean
centred

Note. Patient Health Questionnaire-9 (PHQ-9); Work and Social Adjustment Scale (WSAS).

Sensitivity analysis was undertaken on a sample of (n = 3806), representing patients
who had attended assessment and at least one therapy session and been assessed by a therapist
with a caseload of 30 patients or more. A single-level logistic regression model produced by
this smaller sample found the same significant predictors of dropout (see Appendix I). An
additional variable (baseline GAD-7 score) was a significant predictor of dropout within this
analysis. There were minimal differences between ORs from the primary and sensitivity
analyses for the four predictor variables present in both analyses (age, unemployment, baseline
PHQ-9, baseline WSAS). Comparable with the primary analysis, the sensitivity analysis found
patient expectancy at the single-level was not a significant predictor of dropout with OR (95%

CI) of 0.99 (0.95, 1.03).
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3.6 Therapist effects for dropout

The model was then extended to a multilevel model to assess therapist variability.
Significant predictor variables of dropout within the single-level model remained significant in
the multilevel model. Expectancy, which was not a significant predictor of dropout at the
single-level was also non-significant in the multilevel model (OR = 0.98; 95% CI1 = 0.95, 1.02).
Table 4 displays the ORs and Cls for all significant variables and expectancy. There were no

significant interactions between variables in the multilevel model.

Table 4.

Odds ratios for significant predictor variables of dropout and expectancy in the multilevel
model, with 95% confidence intervals (Cls) using 2" order PQL.

i Standard Odds ratio Lower 95%  Upper 95% p
Error Cl Cl

Age-grand -0.025 0.003 0.98 0.97 0.98 <.001
mean centred
Unemployed 0.269 0.069 1.31 1.14 1.50 <.001
Baseline 0.039 0.007 1.04 1.03 1.05 <.001
PHQ-9 -
grand mean
centred
Baseline 0.015 0.005 1.02 1.01 1.03 0.001
WSAS —
grand mean
centred
Expectancy — -0.017 0.019 0.98 0.95 1.02 0.376
grand mean
centred

Note. Patient Health Questionnaire-9 (PHQ-9); Work and Social Adjustment Scale (WSAS).

There was a significant therapist effect of 2.08% using the default estimation procedure
1% order MQL. Using 2™ order PQL, a significant therapist effect was found of 2.14%

suggesting that individual therapists had a varying impact on patient dropout once patient level
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predictors were controlled for. Calculations for therapist effects using 1% order MQL and 2™
order PQL can be found in Appendix J. Multilevel models for 1% order MQL (see Appendix
K) and 2" order PQL (see Appendix L) are reported. Due to the small therapist effect observed,
a Wald test (Rasbash et al., 2020) was conducted to determine whether adding the therapist
improved the data fit to the model. A chi squared analysis demonstrated the therapist effect for
2" order PQL was significant X2 (1, N = 4633) = 7.063, p = 0.008.

Sensitivity analysis of therapist effects using data from only therapists who had seen 30
patients or more (n = 3806) found significant therapist effects with 1% order MQL (1.64%) and
2" order PQL (1.67%). Calculations for therapist effects can be found in Appendix M. A Wald
test was conducted due to the small size of the therapist effect and demonstrated this was
significant X (1, N = 3806) = 4.725, p = 0.030. The variable ‘baseline GAD-7’ which was a
significant predictor of dropout in the single-level sensitivity analysis, remained a significant
predictor in the multilevel model sensitivity analysis. As ‘baseline GAD-7’ variable was not a
significant predictor of dropout within the primary analysis, no further analysis was
undertaken. There were no significant interactions between variables within the multilevel
model sensitivity analysis. Sensitivity analysis multilevel models for 1% order MQL (see
Appendix N) and 2" order PQL (see Appendix O) are reported. ORs and Cls for the sensitivity

analysis using 2" order PQL can be found in Appendix P.

3.7 Hypothesis 3: There will be systematic variability in outcome expectancy ratings
across therapists’ assessment caseloads after controlling for case mix variables.

The original sample (n = 6051) was used for the analysis for hypothesis 3. The sample
comprised (n = 148) therapists including psychological wellbeing practitioners (PWP; n = 62),

cognitive behavioural therapists (CBT; n = 54), primary care mental health practitioners (MHP;
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n = 31) and counsellors (n = 1). The mean (SD) size of caseload for therapists was 79.98

(51.31).

3.8 Expectancy model development

A single-level linear regression model containing significant predictors of expectancy
was developed first (see Appendix Q). This was then extended to a multilevel model assessing
therapist effects. Table 5 shows the significant patient level variables which were predictors of
expectancy. There were no significant interactions between variables in the model. Female
patients, and those with higher pre-treatment anxiety severity had higher than average
expectancy scores reported at the end of their initial assessment. While unemployed patients,
and those with higher pre-treatment depression and functional impairment (WSAS) had lower
than average expectancy scores. The largest associations were observed for gender and
employment status. Compared to males, females' expectancy scores were 0.24 points higher.
Compared to others (employed, retired, students), unemployed patients' expectancy scores

were 0.27 points lower.

Sensitivity analysis was conducted on a sample (n = 5022) of therapists who had seen
30 patients or more. A single-level linear regression included the same significant predictor
variables as the primary analysis (see Appendix R). Coefficients and confidence intervals for

the single-level linear regression sensitivity analysis can be found in Appendix S.



Table 5.

Significant predictors of expectancy in the linear regression model with 95% confidence

intervals (CIs).

) Standard Error 95% ClI p
Fixed Part?
Constant® 7.255 0.043 7.171-7.339 <.001
Female 0.243 0.050 0.144 —0.342 <.001
Unemployed -0.272 0.049 -0.369 - -0.175 <.001
Baseline PHQ-9 - 0.021 0.006 0032--0010 <001
grand mean centred
Baseline GAD-7 - 0.024 0.006 0012-0037 <001
grand mean centred
Baseline WSAS - 10008 0.003 0,015 - -0.002 013
grand mean centred
Patient-level Variance
(n = 5989) 3.397 0.062
-2*loglikelihood: 24319.450

Note. Patient Health Questionnaire-9 (PHQ-9); Generalised Anxiety Disorder Assessment

(GAD-7); Work and Social Adjustment Scale (WSAS).

& Case-mix model

b Expectancy measure collected at the end of the first assessment session

3.9 Therapist effects for expectancy
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Individual therapists had varying impact on patient outcome expectations after

controlling for patient-level predictors. Table 6 displays the results of the multilevel model

analysis. Multilevel model analysis revealed female patients, and those with higher pre-

treatment anxiety severity had higher than average expectancy scores. While unemployed

patients and those with higher pre-treatment depression had lower than average expectancy

scores. It should be noted that the variable ‘baseline WSAS’ was no longer a significant

predictor of expectancy once the therapist was controlled for in the model and so was removed.

The largest associations were observed for gender and employment status. Compared to males,
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females' expectancy scores were 0.24 points higher. Compared to others (employed, retired,
students), unemployed patients' expectancy scores were 0.21 points lower when controlling for
the effect of the assessing therapist. There were no significant interactions between variables

in the model.

Data regarding therapist characteristics were not available within the dataset; therefore,
the final expectancy model contains patient variables only. Primary multilevel model analysis
is reported in Appendix T. There was a significant therapist effect of 15.87% within the primary
analysis and a similar therapist effect within the sensitivity analysis of more of 18.74%.

Calculations for therapist effects can be found in Appendix U.

Sensitivity analysis on the smaller dataset of therapists who had seen a minimum of 30
patients or more found that the variable ‘baseline WSAS’ was still a significant predictor of
expectancy within the multilevel model (see Appendix V). All other variables not included in
the model were non-significant. There were no significant interactions between variables in the
model used for the sensitivity analysis. Coefficients and confidence intervals for the multilevel

model sensitivity analysis can be found in Appendix W.
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Table 6
Multilevel model with significant predictors of expectancy, with 95% confidence intervals
(Cls).

) Standard Error 95% ClI p
Fixed Part?
Constant 7.135 0.076 6.987 - 7.283 <.001
Female 0.236 0.046 0.145 - 0.327 <.001
Unemployed -0.213 0.046 -0.302 - -0.123 <.001
Baseline PHQ-9 - 0.028 0.005 0,037 - -0.018 <.001
grand mean centred
Baseline GAD-7 - 0.020 0.006 0.008 - 0.031 001
grand mean centred
Random Part*
Patient-level Variance
(n = 6007) 2.815 0.052
Therapist-level
Variance (n = 148) 0.531 0.077
ICC 0.159
-2*loglikelihood: 23533.806

Note. Patient Health Questionnaire-9 (PHQ-9); Generalised Anxiety Disorder Assessment
(GAD-7); Intraclass correlation (ICC).

& Case-mix model

b Expectancy measure collected at the end of the first assessment session

¢ Multilevel model

Analysis of whether the multilevel model was a better fit for the data compared to the
single-level model was conducted by comparing the difference in -2*loglikelihood ratios from
the single and multilevel models and conducting chi squared analysis. This found that the
multilevel model was a better fit for the data compared to the single-level model. The g-q plots
at the patient level and therapist level were fairly linear, suggesting that normality can be

assumed.

Figure 3 displays the therapist intercept residuals with 95% Cls produced by the

multilevel model. Therapists are ranked from worst on the left, to best on the right in terms of



Therapist residuals with 95% Cls
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patient expectations. The figure shows that most therapists (70.9%) had patient expectancy
ratings that were not significantly different to the average therapist (shown by the dashed line
with the residual of zero). A total of 23 (15.5%) therapists on the left of the figure had
significantly lower than average patient expectations and 21 therapists (14.2%) on the right of
the figure had significantly higher than average patient expectancy ratings. The mean (SD)
expectancy rating for below average therapists was 6.12 (.42) and for above average therapists
8.37 (.65). Sensitivity analysis of therapist residuals using only therapists who had a caseload

of 30 patients or more can be found in Appendix X.
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Figure 3. Plot of therapist residuals, with 95% confidence intervals (Cls) for patient
expectations.

4. Discussion
4.1 Summary of main findings

This study aimed firstly to investigate whether pre-treatment outcome expectations
predict attendance at subsequent psychological therapy appointments, and dropout from

therapy. Secondly, it aimed to determine whether variability in patient pre-treatment
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expectancy is attributable to the assessing therapist after controlling for case-mix. Three
hypotheses were tested in this study, the results of which are described below. Overall, the
results indicate that patients with higher pre-treatment expectations are more likely to start
therapy after an initial assessment and that their level of expectancy is partly explained by
variability between assessing therapists. This means that some therapists are more likely to
induce a sense of positive expectations in patients who they assess, which influences treatment
initiation, but does not have an effect on dropout once patients start their therapy. Given that
the therapy sessions in the service were most often with therapists (other than the assessing
therapist), it is possible that dropout is more strongly influenced by processes that occur within
the treatment and related to the therapist-patient dyad. In what follows, the findings related to

each of the three hypotheses will be discussed with reference to the wider literature.

4.2 Early attendance

Patient expectancy was not a significant predictor of attendance at subsequent therapy
sessions within a single-level model, supporting the findings from previous studies including
Norberg et al. (2011) and Swift et al. (2012). However, unlike these studies, the present study
investigated the impact of therapist effects on attendance and patient outcome expectations.
When the model was extended to a multilevel model, a significant therapist effect of 10.65% was
found, suggesting that individual therapists had varying impact on attendance once patient level
predictors of attendance were controlled for. These results support findings from Xiao et al.
(2017) who found therapist effects of 1.1 — 1.4% for early non-attendance (up to the third
appointment) and Kivlighan et al. (2019) who found therapists accounted for 14% of the
variability in patients’ non-attendance. Additionally, Firth et al. (2020) found a significant
therapist effect of 9.9% for qualified therapists on attendance at a follow-up appointment after

an initial assessment, comparable with the current study findings.
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In summary, results of this study support the hypothesis that patients with more optimistic
outcome expectations have a higher probability of attending the first therapy session, however,
this is only when the effect of the therapist is controlled for. Findings support previous studies in
this area, suggesting that the assessing therapists are having an influence on attendance and that
outcome expectations are impacting on the likelihood that a patient attends subsequent therapy

appointments.

4.3 Treatment dropout

Within the multilevel model, expectancy did not significantly predict treatment
completion compared to treatment dropout. This may be due to patients with low expectancies
having already dropped out of the service by not attending their first scheduled therapy session
after initial assessment. Therefore, the dropout subsample used for testing hypothesis two may
have less variability in expectancy ratings, resulting in non-significant findings. There was a
small but significant therapist effect of 2.14%, which is lower than previous studies which
reported therapist effects on dropout at 5.7% (Zimmermann et al., 2016) and 12.6% (Saxon et
al., 2016). However, the results of the present study suggest individual therapists have a varying
impact on patient dropout once patient level predictors were controlled for.

Results are comparable to research by Berke et al. (2019) who found expectancy did not
significantly predict dropout in veterans with post-traumatic stress disorder. However, results of
the present study contrast those of Schindler et al. (2013) who found that dropout from a
cognitive behavioural therapy (CBT) intervention for depression in adults was predicted by
less positive outcome expectancies. Furthermore, Snippe et al. (2015) replicated findings from
Schindler et al. (2013) and found low outcome expectations increased the likelihood of dropout
before the last treatment session of CBT or mindfulness-based cognitive therapy (MBCT) for

depressive symptoms in patients with diabetes. However, patient expectations were not
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associated with dropout before the sixth treatment session in the study, due to too few patients
dropping out before session six to be able to observe an association. These results support the
hypothesis that expectancy did not significantly predict dropout within the present study as
patients with low expectancies had already dropped out of the service by not attending the first
appointment after an initial assessment, resulting in less variability in expectancy ratings within

the dropout subsample.

4.4 Therapist effects on patient expectancy

Multilevel model analysis revealed that gender and baseline anxiety were predictive of
more optimistic expectancy ratings, whilst baseline depression and unemployment predicted
lower than average expectancy. A substantial therapist effect of 15.87% on patient outcome
expectations was found, suggesting therapists conducting the initial assessment influence patient
expectancy after just one session. Analysis of therapist residuals showed that 15.5% therapists
produced below average expectancy ratings whilst 13.5% were above average. This equates to a
difference of approximately four points between the least and most effective therapists on an
expectancy scale ranging from 0 to 10. These findings have important implications as therapists
who are below average in terms of consistently lower patient outcome expectations may not be
aware that these early interactions influence outcome expectations and subsequent attendance at
therapy. Therefore, remedial action should be taken by offering support, training and supervision
to least effective therapists with the aim of improving outcome expectations for the patients they
assess.

Currently, there is little known about the characteristics of the highly effective therapists.
It may be that these therapists are able to foster hope, which is one determinant of outcome
expectations (Goldfarb, 2002). Swift et al (2012) found that outcome expectations are positively

related to higher levels of hope. These results suggest that a patient’s positive or negative views
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about their ability to reach their goal are in turn associated with positive or negative beliefs
about how likely therapy will help them to achieve this goal. The positive relationship between
hope and optimistic outcome expectations is linked to later therapy outcomes (Constantino et
al., 2011; Constantino et al., 2018). This process can be understood using the phase model for
psychotherapy (Howard et al., 1993), which posits that an increased sense of subjective well-
being (remoralization) occurs early in therapy as patients become more hopeful about recovery.
Following remoralization, there is a decrease in symptoms (remediation) and an increase in
functioning (rehabilitation). Alternatively, it may be that outcome expectations are influenced
by treatment credibility, which are beliefs about how logical and convincing a treatment is
perceived to be (Kazdin & Wilcoxon, 1976; Mooney et al., 2014). Currently, the mechanisms of
how outcome expectations are influenced by therapists is unclear. Once the therapy has
commenced however, patient expectancy is no longer a significant predictor of treatment
completion or dropout. It may be that from this point onwards, the treating therapist and the
quality of the alliance influence the likelihood of treatment completion or dropout over and above
outcome expectations.

The findings of the present study demonstrated that females are significantly more
likely to have optimistic outcome expectations compared to males. This may explain in part
the observed differences between genders regarding help-seeking behaviour. There is
established literature documenting that men are more reluctant to seek help than women
(Thom, 1986), that male attitudes towards help-seeking are less favourable than female (Elhai
et al., 2008; Kessler et al., 2005; Wang et al., 2005) and that these gender differences may be
due in part to perceptions of masculinity (Levant et al., 2009; Nam et al., 2010). The results of
this study suggest that there are also gender differences in terms of outcome expectations
established as early as an initial assessment session, with males having lower than average

expectations compared to females. These results can be interpreted through goal theory (Austin
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& Vancouver), which suggests people will devote more resources to achieve a goal if they
believe they have a chance of attaining it. Therefore males, who have lower than average
outcome expectations and believe that engaging in therapy will not result in improvement are

less likely to devote resources to achieve their goal compared to females.

4.5 Study limitations

A limitation of the current study is that outcome expectations were measured at the end
of an initial assessment using a single question “At this point in time how confident are you
that this kind of treatment will work for you on a scale of 0 to 10?” This measure of outcome
expectations has been found to be associated with clinical outcomes (Delgadillo et al., 2016;
Lutz et al. 2007) suggesting it has prognostic validity. However, it may not be as reliable as
multiple-item measures of expectancy including the Credibility/ Expectancy Questionnaire
(CEQ; Devilly & Borkovec, 2000); Outcome Expectancy Scale (OES; Ogrodniczuk &
Sochting, 2010) and Expectations About Counselling-Brief Form (EAC-B; Tinsley et al.,

1980).

Further limitations include the lack of available information about the therapists within
the sample. Other than a therapist unique identifier, the dataset had no further information about
therapist characteristics which may influence patient expectations. This limits the extent of the
conclusions that can be drawn from the data. Whilst there is evidence to suggest that different
clinicians influence patient outcome expectations in remarkably different ways, the results are
unable to establish which therapist features contribute to this phenomenon. Additionally, there
were no available session audio recordings as these were not used during the initial assessment
appointments, resulting in a lack of process data. Currently, very little is known about the
processes that occur between highly effective therapists and their patients which results in

higher patient expectations after one assessment.
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4.6 Future research

Currently, research using large datasets from IAPT services tends to include patient
variables only. There is a lack of available data pertaining to therapist characteristics which
might explain why some therapists are more capable of fostering credibility and instilling hope
in their patients. Future research in this area would benefit from collecting data regarding
therapist characteristics and process data from these initial assessments so that the skills of
highly effective therapists can be observed and good practice guidelines for mental health

assessments developed.

4.7 Clinical implications

The findings from this study suggest that initial assessments within IAPT services may
be more than an information gathering exercise which focus on risk management and clinical
recommendations for treatment. Instead, findings indicate that early interactions can influence
patient outcome expectations which has a subsequent impact on attendance at the first therapy
session. However, this study is not able to determine which therapist characteristics or
processes contribute to some therapists having patients with higher-than-average outcome

expectations.

These research findings show that outcome expectations influence attendance in
therapy, therefore clinicians may wish to assess outcome expectations within an assessment to
clarify these (Constantino, Coyne et al., 2020). Patients with more pessimistic outcome
expectations may benefit from remedial action. There is emerging evidence to suggest steps
can be taken to increase patient’s outcome expectations. Pre-treatment preparation or induction

training is based on psychoeducation principles and is one way of clarifying outcome
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expectations alongside other patient expectations to decrease the risk of dropout and increase
the benefit derived from therapy (Walitzer et al., 1999). Evidence suggests that CBT
interventions with pre-treatment induction training improves patient retention in therapy and
reduces unscheduled dropout (Delgadillo & Groom, 2017). Pre-treatment preparation within

IAPT services may be one way that therapists can improve patient outcome expectations.

Furthermore, practice recommendations for improving patient outcome expectations
suggest that therapists express confidence that an intervention will work and discuss with the
patient about the efficacy of psychotherapy for their mental health problem (Constantino et al.,
2011). Meanwhile, DeFife and Hilsenroth (2011) suggest outcome expectations can be
influenced by the therapeutic alliance, specifically through collaborative understanding of the
patients presenting problems, and agreement on therapy goals and tasks. Therefore, assessing
and responding to feedback about the alliance may be another way of influencing patient

outcome expectations.

4.8 Conclusions

In conclusion, patients’ outcome expectations assessed at an initial (pre-treatment)
assessment appointment significantly predicted attendance at the first therapy session. These
findings can be interpreted through goal theory (Austin & Vancouver, 1996) which suggests
patients will devote more resources to achieve their goal of recovery, if they believe they have
a chance of attaining it. Contrastingly, pre-treatment outcome expectations did not predict
subsequent dropout from treatment. This may be due to patients with lower outcome
expectancies having already dropped out of the service by not attending the first scheduled
session after an initial assessment; resulting in less variability in expectancy ratings within the
dropout subsample. There was significant variability in patient outcome expectations across

assessing therapists, suggesting that some therapists are able to instil a greater sense of positive
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expectation compared to others. The exact mechanism for how this occurs remains unclear and
should be the focus of future research. It may be that highly effective therapists are able to instil
a greater sense of hope or treatment credibility, resulting in more optimistic outcome
expectations. Overall, this study illustrates that the assessment process is more than an
information gathering exercise and that initial interactions between patient and therapist

influences patient expectations for treatment and subsequent attendance to therapy.
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Odds ratios for significant predictor variables of attendance and expectancy in a single-
level model, with 95% confidence intervals (CI) for sensitivity analysis

S Standard  Odds ratio Lower Upper p
Error 95% ClI 95% ClI

Age-grand 0.015 0.003 1.02 1.01 1.02 <.001
mean
centred
Unemployed -0.160 0.077 0.85 0.73 0.99 0.039
Prescribed -0.854 0.397 0.43 0.20 0.93 0.031
medication
Expectancy- 0.027 0.020 1.03 0.99 1.07 0.182(ns)
grand mean
centred

Note. Nonsignificant (ns)
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Appendix B

Primary multilevel model analysis including significant predictors of attendance using
1t order MQL

Attendancey. ~ Binomial(DenomU. JTU.)

logit(rrfj) =)8qj.cons + 0.015(0.003)(Age-gm)y + -1.654(0.643)Unemployed (2‘4'6)U +
-1.403(0.534)Prescribedg + 0.050(0.021)(Expectancy-gn)y +
1.504(0.647)Unemployed (2,4.6).Prescribedrj

By = 3.215(0.532) + 1,
4] ~N©. @) : @,=[0.4130.08D)]

var(Attendance y‘lr{y') = I{U(l - HU.)/DenomU.

(5936 of 6051 cases in use)
UNITS:

Worker ID_(@Assessment: 148 (of 148) in use
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Appendix C

Primary multilevel model analysis including significant predictors of attendance using
2" order PQL

Attendancey. ~ Binomial(DenomU. .‘rrU)

logit(:rg) = ﬂoj,cons + 0.016(0.003)(Age-gm)g +-1.697(0.684)Unemployed (2'4‘6)8 -
-1.440(0.553)Prescribedy. + 0.052(0.021)(Expectancy-g;m)y +
1.540(0.688)Unemployed (2,4,6).Prescribedy .

By, =3.374(0.552) + u,
1] ~N©. @) : @,=[039200080)]

var(Attendance ylfry') = rrf.j.(l - fry.)/Denomy.

(5936 of 6051 cases in use)
UNITS:

Worker_ID_(@Assessment: 148 (of 148) in use
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Appendix D

Therapist effect calculations using a linear threshold model (Snijders & Bosker, 1999)
for primary analysis for hypothesis one (attendance)

Primary analysis 1% Order MQL

Patient level variance = 3.29 (see Rasbash et al., 2020)

Therapist level variance = 0.413

3.29 + 0.413 = 3.703 (overall variance)

0.413/3.703 (therapist variance/ overall variance) = answer x 100 = 11.15
11.15% is the therapist effect

Primary analysis 2" Order PQL

Patient level variance always = 3.29 (see Rasbash et al., 2020)

Therapist variance from model = 0.392

3.29 + 0.392 = 3.682 (overall variance)

0.392/3.682 (therapist variance/ overall variance) = answer x 100 = 10.65
10.65% is the therapist effect
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Appendix E

Therapist effect calculations using a linear threshold model (Snijders & Bosker, 1999)
for sensitivity analysis for hypothesis one (attendance)

Sensitivity analysis 1% order MQL

Patient level variance = 3.29 (see Rasbash et al., 2020)

Therapist variance from model = 0.234

3.29 + 0.234 = 3.524 (overall variance)

0.234/3.524 (therapist variance/overall variance) = answer x 100 = 6.64
6.64% is the therapist effect

Sensitivity analysis 2" order PQL

Patient level variance = 3.29 (see Rasbash et al., 2020)

Therapist variance from model = 0.230

3.29 + 0.230 = 3.52 (overall variance)

0.230/3.52 (Therapist variance/ overall variance) = answer x 100 = 6.53
6.53% is the therapist effect
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Appendix F

Sensitivity analysis multilevel model using 1% order MQL

Attendance i~ Binomial(DenomU_ frU.)

logit(:ry.) = ﬁojcons + 0.015(0.003)(Age-gm) it -0.155(0.079)Unemployed (2,4,6)UA +
—0.806(0.445)Prescribedfj +0.04 l(O.OZZ)(Expectmlcy-gn)U

ﬁoj =2.467(0.445) + Hy;

1] ~NC©. @) : @,=[02330.059)]

var(AttendanceU.hrU) = Jl'y.(l - J{U)/Denomg
(4940 of 5022 cases 1n use)
UNITS:

Worker _ID_(@Assessment: 71 (of 71) 1in use
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Appendix G

Sensitivity analysis multilevel model using 2" order PQL

Attendance g Binomial(DenomU, :r;.j.)

logit(;rry.) = ﬁ’ojcons + 0.015(0.003)(Age-g111)y + -0.160(0.080)Unemployed (2.4.6)0. -
-0.82?(0.456)Prescribedy + 0.042(0.022)(Expectancy-g1n)y,

’BQf =2.561(0.456) + o,

[4,] ~N0©. 2) : 2,=[0.2300.060)]

\-‘ar(AttendanceU.Ier.) = Jl'{.f(l - Jr{.f.)fDenomﬁ.
(4940 of 5022 cases 1n use)
UNITS:

Worker ID_(@Assessment: 71 (of 71) mn use
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Appendix H

Odds ratios for significant predictor variables of attendance and expectancy in the
sensitivity analysis multilevel model, with 95% confidence intervals (ClI) calculated
using 2" order PQL

p Standard Odds ratio  Lower CI Upper CI p
Error

Age-grand 0.015 0.003 1.02 1.01 1.02 <.001
mean centred
Unemployed -1.600 0.080 0.20 0.17 0.24 0.044
Prescribed -0.827 0.456 0.44 0.18 1.07 0.069 (ns)
medication
Expectancy- 0.042 0.022 1.04 1.00 1.09 0.053 (ns)
grand mean
centred

Note. Nonsignificant (ns)



115

Appendix |

Odds ratios for significant predictor variables of dropout and expectancy in a single-
level sensitivity analysis model, with 95% confidence intervals (CIs).

S Standard Odds Lower 95%  Upper 95% p
Error ratio Cl Cl

Age-grand -0.026 0.003 0.97 0.97 0.98 <.001
mean centred

Unemployed 0.275 0.075 1.32 1.14 1.53 <.001

Baseline 0.026 0.009 1.03 1.01 1.04 0.003
PHQ-9 -

grand mean

centred

Baseline 0.016 0.005 1.02 1.01 1.03 0.001
WSAS —

grand mean

centred

Baseline 0.020 0.010 1.02 1.00 1.04 0.047
GAD-7 —

grand mean

centred

Expectancy- -0.011 0.020 0.99 0.95 1.03 0.576
grand mean
centred

Note. Patient Health Questionnaire-9 (PHQ-9); Work and Social Adjustment Scale (WSAS);

Generalised Anxiety Disorder Assessment (GAD-7); Nonsignificant (ns)
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Appendix J

Therapist effect calculations using a linear threshold model (Snijders & Bosker, 1999)
for primary analysis for hypothesis two (dropout)

Primary analysis 1% order MQL

Patient level variance = 3.29 (see Rasbash et al., 2020)

Therapist variance from model = 0.070

3.29 + 0.070 = 3.36 (overall variance)

0.070/3.36 (Therapist variance/ overall variance) = answer x 100 = 2.08
2.08% is the therapist effect

Primary analysis 2" order PQL

Patient level variance = 3.29 (see Rasbash et al., 2020)

Therapist variance from model = 0.072

3.29 + 0.072 = 3.362 (overall variance)

Therapist variance 0.072/3.362 (Therapist variance/ overall variance) = answer x 100 = 2.14
2.14% is the therapist effect
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Appendix K

Primary analysis multilevel model using 1% order MQL

Drop_Out_FinalU. ~ Binomial(Denomy. .rr!.j)

logit(;rg) = ﬂojcons + -0.025(0.003)(Age-gm)y + 0.266(0.068)Unemployed (2.4.6)},1 +
0.039(0.007)(PHQY_first-gm),, + 0.015(0.005)(WSAS_first-gm),

By; =-1.031(0.052) + uy,

["q,f] ~N(O. Q) : Q = [0.0?0(0.027)]

var(Drop_Out_Final |7 )= ;rg(l - frg)fDenom

gy i

(4600 of 4633 cases in use)
UNITS:
Worker ID_(@Assessment: 148 (of 148) in use
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Appendix L

Primary analysis multilevel model analysis using 2" order PQL

Drop_Out_FinalU. ~ Binomial(Denomg. JTU)

logit(:ty.) = ,BGJ.cons + -0.025(0.003)(Age-g111)g + 0.269(0.069)Unemployed (2.4.6)3 +
0.039(0.007)(PHQ_first-gm), +0.015(0.005)(WSAS_first-gm),

By; =-1.046(0.052) + uy,

4] ~N0. @) : @,=[0.07200.027)]

var(Drop Out Final |z

" B') = rra.(l - EU.)/Denom

.
(4600 of 4633 cases in use)
UNITS:

Worker_ID_(@Assessment: 148 (of 148) i use
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Appendix M

Therapist effect calculations using a linear threshold model (Snijders & Bosker, 1999)
for sensitivity analysis for hypothesis two (dropout)

Sensitivity analysis 1%t order MQL

Patient level variance = 3.29 (see Rasbash et al., 2020)

Therapist variance from model = 0.055

3.29 + 0.055 = 3.345 (overall variance)

0.055/3.345 (Therapist variance/ overall variance) = answer x 100 = 1.64
1.64% is the therapist effect

Sensitivity analysis 2" order PQL

Patient level variance = 3.29 (see Rasbash et al., 2020)

Therapist variance from model = 0.056

3.29 + 0.056 = 3.346 (overall variance)

0.056/3.346 (Therapist variance/overall variance) = answer x 100 = 1.67
1.67% is the therapist effect
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Appendix N

Sensitivity analysis multilevel model using 1% order MQL

Drop Out Binary =~ Binomial(DenomU, IIU)

logit(rrg.) = ﬁojcons + -0.026(0.003)(Age-gm)y + 0.269(0.076)Unemployed (2.4.6)0. -
0.027(0.009)(PHQ9_ﬁrSt—gm)g + 0.021(0.010)(GAD7_ﬁrst-gn)U +
0.015(0.005)(“’SAS_ﬁrst-gm){_f_

By; =-1.036(0.057) + uy,

[”oj-] ~N@O, Q) : Q, = [0.055(0.026)]

x‘ar(Drop_Out_BinalyUprU) = JrU(l - )TU.)/DenomU.
(3786 of 3806 cases in use)
UNITS:

Worker ID_@Assessment: 71 (of 71) in use
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Appendix O

Sensitivity analysis multilevel model using 2" order PQL

Drop_Out_BinaryU ~ Binomial(DenomU, :ry,)

lOgit(JTU.) = ﬁ’ojcons +-0.026(0.003)(Age-gm),, + 0.272(0.076)Unemployed (2.4.6),, +
0.028(0.009)(PHQY_first-gm), +0.021(0.010)(GAD?7_first-gm), +
0.015(0.00§)(“’SAS_ﬁrst-gm)g_

By, =-1.048(0.057) + uy,

[uﬂj.] ~N(0, Q) : Q,= [0.056(0.026)]

var(Drop_Out_Binmyy.prU.) = )TU(l - JTU)/DEDOIHU

(3786 of 3806 cases in use)
UNITS:

Worker ID_(@Assessment: 71 (of 71) in use
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Appendix P

Odds ratios for significant predictor variables of dropout in a multilevel model
sensitivity analysis, with 95% confidence intervals (Cl) using 2" order PQL

S Standard Odds ratio Lower 95%  Upper 95% p
Error Cl Cl

Age-grand -0.026 0.003 0.97 0.97 0.98 <.001
mean centred
Unemployed 0.272 0.076 1.31 1.13 1.52 <.001
Baseline 0.028 0.009 1.03 1.01 1.05 0.002
PHQ-9 -
grand mean
centred
Baseline 0.015 0.005 1.02 1.01 1.03 0.003
WSAS —
grand mean
centred
Baseline 0.021 0.010 1.02 1.00 1.04 0.036
GAD-7 -
grand mean
centred

Note. Patient Health Questionnaire-9 (PHQ-9); Work and Social Adjustment Scale (WSAS);

Generalised Anxiety Disorder Assessment (GAD-7).
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Appendix Q

Primary analysis single-level linear regression model

Expectancy, = 7.255(0.043) + 0.243(0.050)Female, + -0.272(0.049)Unemployed (2.,4.6), +
-0.021(0.006)(PHQ9_first-gm), + 0.024(0.006)(GAD7_first-gm), +
-0.008(0.003)(WSAS_first-gm), + ¢,

2 2
e,~N(0,c) o =3.397(0.062)
-2*loglikelihood = 24319.450(5989 of 6051 cases in use)
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Appendix R

Sensitivity analysis single-level linear regression model

Expectancy, = 7.297(0.047) + 0.267(0.055)Female, + -0.284(0.054)Unemployed (2.4.6). +

Xp Y, ( q ( ploy ’
-0.018(0.006)(PHQY_first-gm). + 0.023(0.007)(GAD7_first-gm), +
-0.011(0.004)(WSAS_first-gm), + e,

e,~N(0,0) o =3.378(0.068)
-2*loglikelihood = 20198.752(4981 of 5022 cases in use)
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Significant predictors of expectancy in the linear regression model sensitivity analysis
with 95% confidence intervals (ClIs).

S Standard Error Cl (95%) p
Fixed Part?
Constant® 7.297 0.047 7.205 — 7.389 <.001
Female 0.267 0.055 0.159 - 0.376 <.001
Unemployed -0.284 0.054 -0.390--0.178 <.001
Baseline PHQ-9 —grand -0.018 0.006 -0.030 - -0.005 005
mean centred
Baseline GAD-7 — grand 0.023 0.007 0.010 - 0.037 001
mean centred
Baseline WSAS — grand 0011 0.004 -0.018 - -0.003 004
mean centred
Patient-level Variance (n =
4981) 3.378 0.068
-2*loglikelihood: 20198.752

Note. Patient Health Questionnaire-9 (PHQ-9); Generalised Anxiety Disorder Assessment (GAD-7);

Work and Social Adjustment Scale (WSAS).

& Case-mix model

b Expectancy measure collected at the end of the first assessment session
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Appendix T

Primary multilevel model analysis for hypothesis three (expectancy)

Expectancyfj = ﬂ{)j + 0.236(0.046)Fema1eU +-0.213(0.046)Unemployed (2‘4'6)!}' -
-0.028(0.005)(PHQ9 _first-gm) g+ 0.020(0.006)(GAD7_ﬁrst-gm)y +e
By; = 7-135(0.076) + u,

uy, ~N(0, o3) Gy =0.531(0.077)
e,~N(0,0;) o, =2.815(0.052)
-2*loglikelihood = 23533.806(6007 of 6051 cases in use)
UNITS:
Worker_ID_@Assessment: 148 (of 148) in use



Appendix U

Calculation of therapist effects for hypothesis three (expectancy)

Primary analysis for therapy effects

Add together therapist and patient level effects together

0.531 (therapist level variance) + 2.815 (patient level variance) = 3.346 (overall variance)
0.531 (therapist level variance) / 3.346 (overall variance) x 100 = 15.87

15.87% is the therapist effect

Sensitivity analysis for therapist effects

0.631 (therapist level variance) + 2.737 (patient level variance) = 3.368 (overall variance)
0.631 (therapist level variance) / 3.368 (overall variance) x 100 = 18.74

18.74% is the therapist effect

127
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Appendix V

Sensitivity analysis multilevel model for hypothesis three (expectancy)

Expectancy, = ﬁ{}j + 0.254(0.050)Fema1eU. +-0.222(0.049)Unemployed (2‘4‘6):';' +
~0.022(0.006)(PHQ9_ﬁrst-g1n)g + 0.018(0.006)(GAD7_ﬂrst-n)y +
-0.007(0.003)(WSAS_first-gm), + e,

ﬁoj =7.219(0.104) + uy,

ty;~N(0, 0,0) Gz =0.631(0.114)
2 2 _
e, ~N(0.0) o, =2.737(0.055)
-2*loglikelihood = 19345.659(4981 of 5022 cases in use)
UNITS:
Worker ID_(@Assessment: 71 (of 71) in use
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Sensitivity analysis multilevel model with significant predictors of expectancy, with 95%

confidence intervals (ClIs).

S Standard Error Cl (95%) p
Fixed Part?
Constant® 7.219 0.104 7.015 - 7.423 <.001
Female 0.254 0.050 0.155-0.352 <.001
Unemployed -0.222 0.049 -0.318 - -0.125 <.001
Baseline PHQ-9 — grand 0.022 0.006 0.034 - -0.011 <.001
mean centred
Baseline GAD-7 - grand 0.018 0.006 0.006 - 0.031 004
mean centred
Baselines WSAS —grand 5 g7 0.003 0.013 - -0.000 050
mean centred
Random Part®
Patient-level Variance (n =
4981) 2.737 0.055
ThEraplst-IeveI Variance 0.631 0.114
(n=71)
ICC
-2*loglikelihood: 19345.659

Note. Patient Health Questionnaire-9 (PHQ-9); Generalised Anxiety Disorder Assessment (GAD-7);

Work and Social Adjustment Scale (WSAS); Intraclass correlation (ICC).

& Case-mix model

b Expectancy measure collected at the end of the first assessment session

¢ Multilevel model
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