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  Abstract
  BackgroundPrevious community surveys of the drop out from mental health treatment have been carried out only in the USA and Canada.

AimsTo explore mental health treatment drop out in the World Health Organization World Mental Health Surveys.

MethodRepresentative face-to-face household surveys were conducted among adults in 24 countries. People who reported mental health treatment in the 12 months before interview (n = 8482) were asked about drop out, defined as stopping treatment before the provider wanted.

ResultsOverall, drop out was 31.7%: 26.3% in high-income countries, 45.1% in upper-middle-income countries, and 37.6% in low/ lower/middle-income countries. Drop out from psychiatrists was 21.3% overall and similar across country income groups (high 20.3%, upper-middle 23.6%, low/lower-middle 23.8%) but the pattern of drop out across other sectors differed by country income group. Drop out was more likely early in treatment, particularly after the second visit.

ConclusionsDrop out needs to be reduced to ensure effective treatment.



 


   
    
	
Type

	Papers


 	
Information

	The British Journal of Psychiatry
  
,
Volume 202
  
,
Issue 1
  , January 2013  , pp. 42 - 49 
 DOI: https://doi.org/10.1192/bjp.bp.112.113134
 [Opens in a new window]
 
  


   	
Copyright

	
Copyright © Royal College of Psychiatrists, 2013 




  

 Previous papers from the World Health Organization's (WHO's) World Mental Health (WMH) Survey Initiative
Reference Kessler, Haro, Heeringa, Pennell and Üstün1
 have described the pattern of mental health service use,
Reference Wang, Aguilar-Gaxiola, Alonso, Angermeyer, Borges and Bromet2
 unmet need for treatment
Reference Demyttenaere, Bruffaerts, Posada-Villa, Gasquet, Kovess and Lepine3
 and delays in seeking help for mental health problems.
Reference Wang, Angermeyer, Borges, Bruffaerts and Chiu4
 The current paper focuses on drop out, defined here as stopping treatment for mental health problems before the treatment provider thought that treatment was complete. Drop out is known to be a common and important contributing factor to poor outcomes and results in inefficient use of limited resources.
Reference Wang5,Reference Wang, Gilman, Guardino, Christiana, Morselli and Mickelson6
 Although mental health treatment drop out is common, patterns and predictors of drop out are poorly understood and are based on a small number of studies from high-income countries (Canada and the USA) with comparatively well-resourced health and specialist mental health sectors.
Reference Wang5,Reference Edlund, Wang, Berglund, Katz, Lin and Kessler7,Reference Olfson, Mojtabai, Sampson, Hwang, Druss and Wang8
 This study explores patterns and predictors of mental health treatment drop out in 24 countries that carried out WMH surveys. These countries vary widely in economic status, health service structure and resourcing. The countries are stratified into high, upper-middle and low/lower-middle income groups based on criteria established by the World Bank (http://data.worldbank.org/about/country-classifications). As with earlier studies from national samples in Canada and the USA, a uniform definition of treatment drop out was applied to the representative samples of adults. Mental disorders and patterns of health service use across health sectors were ascertained with the Composite International Diagnostic Interview (CIDI).
Reference Kessler and Üstün9
 The behavioural model of access to care
Reference Andersen10
 used in previous studies of treatment drop out
Reference Edlund, Wang, Berglund, Katz, Lin and Kessler7,Reference Olfson, Mojtabai, Sampson, Hwang, Druss and Wang8
 provided the framework for considering the person-level predictors of drop out that included predisposing demographic (age, gender) and social factors (marital status, educational level), enabling factors (household income, health insurance, type and number of treatment providers) and indicators of need for treatment (type of mental disorder, number of mental disorders, past treatment of mental disorder).


 Method


 Samples

 Data from 24 countries are included in this paper, 6 of them low/lower-middle, 6 upper-middle and 12 high-income countries (see online Table DS1 for WMH sample charateristics by World Bank income categories). Trained lay interviewers conducted all interviews face to face in multistage clustered area probability samples of household respondents. Part I of the interview was administered to everyone, whereas Part II, in most countries, was administered to only a subsample consisting of those who met criteria for any Part I disorder and a random subsample of other participants. Core disorders were in Part I. Health service use was in Part II of the interview in most countries. The current analyses are limited to Part II respondents (n = 63 678). The data have been weighted to adjust for the undersampling into Part II of Part I respondents without Part I disorders.

 Details about the standardised survey methods (interviewer training procedures, WHO translation protocols for all study materials, quality control procedures for interviewers and data accuracy) employed in all WMH surveys are available elsewhere.
Reference Kessler and Üstün11
 Informed consent was obtained prior to the beginning of all interviews. Informed consent procedures and human subject safeguards were approved by the institutional review boards of the organisations coordinating the survey in each country.




 Measures


 Diagnostic assessments

 The WHO's Composite International Diagnostic Interview (CIDI) Version 3.0
Reference Kessler and Üstün9,Reference Kessler and Üstün11
 was used to assess mental disorders using DSM-IV criteria.
12
 Disorders considered in this paper include only 12-month disorders: mood disorders (major depressive episode, dysthymia, bipolar I or II disorder, subthreshold bipolar disorder), anxiety disorders (panic disorder, specific phobia, social phobia, generalised anxiety disorder, agoraphobia, post-traumatic stress disorder, separation anxiety), impulse disorders (conduct disorder, intermittent explosive disorder, attention-deficit hyperactivity disorder, oppositional-defiant disorder) and substance use disorders (alcohol and drug misuse with and without dependence). Lifetime prevalence and age at onset were assessed separately for each disorder.
Reference Kessler, Angermeyer, Anthony, de Graaf, Demyttenaere and Gasquet13
 All diagnoses were considered with organic exclusions and without diagnostic hierarchy rules.




 Mental health service sectors

 Sources of care were classified into five sectors: psychiatrist; other mental health specialty (psychologist or other non-psychiatrist mental health professional in any setting or social worker/counsellor in a mental health specialty setting, or use of a mental health hotline); general medical services (primary care doctor, other general medical doctor, nurse, any other health professional not previously mentioned); human services (religious or spiritual advisor or social worker/counsellor in any setting other than a specialty mental health setting); and complementary and alternative medicine (CAM) (treatment from healers and self-help groups).




 Treatment drop out

 For each treatment provider, respondents were asked whether they received treatment in the past 12 months for ‘problems with your emotions, nerves, mental health or your use of alcohol or drugs?’ If so, they were asked whether treatment had stopped or was ongoing. Those who had stopped treatment with a provider were asked ‘Did you complete the full recommended course of treatment? Or did you stop before the [provider] wanted you to stop?’ Respondents who reported quitting were classified as having dropped out from a treatment sector if they had quit all providers they had seen in that sector. A separate variable denotes dropping out from all sectors. Because self-help groups have no providers, it was not possible to determine whether drop out occurred before the provider wanted.




 Predictors of treatment drop out


Sociodemographic predictor variables. Sociodemographic predictors included age (18–34, 35–49, 50–64, 65+), gender, marital status (married/cohabitating, separated/widowed/divorced, never married), educational attainment (no education, some primary, primary finished, some secondary, secondary finished, some college, college finished or more) and household income. The per capita income of the respondent's household was divided by the median income of the country the respondent was from. Based on this ratio, household income was categorised as either low (0.5 or less), low-average (0.5+ to 1), high-average (1+ to 2) and high (2+).


Health service predictor variables. A history of mental healthcare utilisation prior to the past 12 months included in-patient care, out-patient counselling/psychotherapy or prescription of psychotropic medications. The number of different provider groups seen in the past 12 months for mental health treatment, treatment stage (the number of visits in that period) and health insurance for treatment of mental disorders were also included as predictors of drop out.


Diagnostic predictor variables. Four groups of mental disorders were used as predictors: mood, anxiety, substance use and impulse disorders. The number of mental disorders was used as an indicator of comorbidity. Severity was included in some additional analyses. Severity in the past 12 months was categorised as severe, moderate or mild, depending on the mental disorders experienced and the extent of disability reported.
Reference Demyttenaere, Bruffaerts, Posada-Villa, Gasquet, Kovess and Lepine3








 Analysis procedures

 As noted above, Part-II data (n = 63 678) were weighted to adjust for the undersampling of respondents without Part I disorders and to make the Part II sample representative of the initial Part I sample. All analyses also used weights to adjust for differential sample selection probabilities and differential non-response and to post-stratify to population sociodemographic characteristics.

 Twelve-month treatment episodes were aggregated into the five treatment sectors. Kaplan–Meier curves were used to examine drop out by number of visits. Predictors of drop out were examined with discrete-time survival analysis. Differences in predictors across sectors were examined with interaction terms between predictors and dummy variables for sector. Standard errors were estimated using the SUDAAN software system on Unix to adjust for stratification, clustering and weighting. Multivariable significance tests were conducted using Wald χ2 tests based on coefficient variance–covariance matrices adjusted for design effects using the Taylor series method. Statistical significance was evaluated using two-sided design-based tests (α = 0.05). Nonetheless, for the many additional comparisons made in the online tables, only those with P<0.01 are reported here.






 Results

 Over all the countries combined, the prevalence of any treatment in the past 12 months for ‘emotions, nerves, alcohol or drug problems’ was 9.0% (s.e. = 0.2). Treatment was more common in high-income (12.0%, s.e. = 0.2) than in higher-middle-income (8.7%, s.e. = 0.3) or in low/lower-middle-income (3.4%, s.e. = 0.2) countries. All further results are based on the 8482 participants who reported any mental health treatment in the 12 months prior to interview.


Table 1 indicates that the general medical sector was the sector in which treatment was most likely to occur (58.7%), but the median number of visits (1.6) was the lowest in this sector and the upper quartile of visits was particularly low. When countries were grouped by income level (online Table DS2), general medical services were the most common source of treatment in all groups: high income (61.2%), upper-middle income (56.8%) and low/lower-middle income (45.9%). Similarly, the median number of visits in this sector was low (high income, 1.5; middle income, 2.1; low income, 1.4).

 Across all countries, about a fifth of patients (22.0%) saw a psychiatrist and this varied little by country income level (19.7 to 22.8%). In contrast, the percentage of patients seen by other mental health services rose from 13.7% in low/lower-middle-income countries to 29.1% in high-income countries. The number of visits was for the most part positively related to country income level in each of the sectors, apart from general medical services. Nonetheless, because general medical services were the most common source of treatment, the median number of visits across all sectors was similar in high- and upper-middle-income countries (2.4 and 2.5 respectively), although the upper quartile was higher in high-income countries (9.0 v. 5.3). Low/lower-middle-income countries had a lower median (1.6) and a lower upper quartile (3.1).


 Treatment status at time of interview

 At the time of interview, respondents who had been treated in the past 12 months were classified as having ended treatment prematurely, having completed treatment or still being in treatment (Table 2). Overall, 48.0% were still in treatment, 20.3% had completed treatment and 31.7% had dropped out. Drop out was least likely from psychiatrists (21.3%) and most likely from general medical services (40.5%). Online Tables DS3a–c present treatment status at time of interview for high-, upper-middle- and low/lower-middle-income countries. Drop out overall was higher in upper-middle- (45.1%) than in low/lower-middle- (37.6%) and high-income countries (26.3%). This pattern was also seen for human services and for CAM, but drop out from treatment by a psychiatrist was similar for all three country groups (20.3 to 23.8%). In contrast, drop out from general medical services was higher for the two lower-income groups (52.5% for both) than for the high-income group (33.4%). Completion of treatment was similar across the income groups (19.5 to 24.2%). The percentage of patients still in treatment was higher in high-income countries (53.7%) than in upper-middle-income countries (35.4%) or low/lower-middle-income countries (38.2%), largely reflecting the pattern seen for general medical services (44.1%, 27.2%, 24.9%).





Table 1 Number in treatment and number of visits, by service
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		In treatment	Number of visits
	Service provider	
n
Footnote 
a

	%Footnote 
b

	s.e.	Median	IQR
	Psychiatrist	2014	22.0	0.6	2.8	1.1–7.9
	Other mental health	2097	24.7	0.7	3.5	1.2–11.3
	General medical	5147	58.7	0.7	1.6	1.0–2.8
	Human services	1091	13.8	0.5	2.3	1.1–4.4
	Complementary and alternative medicine	1126	14.0	0.5	2.4	1.2–10.2
	AnyFootnote 
c

	8482	–	–	2.3	1.2–6.8





a.
 Unweighted number of respondents who received treatment in the sector.





b.
 The percentages in treatment with each service provider sum to more than 100% because some patients saw multiple providers. Percentages are weighted to adjust for differences in selection probabilities, differential non-response, oversampling of Part II cases and residual differences on sociodemographic variables between the sample and the population.





c.
 The median number of visits for any sector represents the median across all sectors, not within any one sector, among patients treated in one or more sectors.









Table 2 Treatment status by sector among World Mental Health Survey respondents who had received mental health treatment in the past 12 months (all countries)
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		Treatment status at the time of interviewFootnote 
a


		Premature termination			Completed treatment			Still in treatment		
		
n
Footnote 
b

	%	(s.e.)	χ2
	
P
	
n
Footnote 
c

	%	(s.e.)	χ2
	
P
	
n
Footnote 
d

	%	(s.e.)	χ2
	
P

	I. Among service providers															
	    Psychiatrist	405	21.3	(1.3)			414	21.8	(1.2)			1195	56.9	(1.4)		
	    Other mental health	488	24.1	(1.2)			522	27.4	(1.3)			1087	48.5	(1.3)		
	    General medical	2115	40.5	(0.9)			979	20.6	(0.8)			2053	38.9	(1.0)
	    Human services	307	29.5	(2.1)			249	23.4	(1.8)			535	47.1	(2.1)		
	    Complementary and alternative medicine	249	25.8	(1.8)			141	12.7	(1.4)			736	61.6	(2.0)		
	    Any	2699	31.7	(0.7)			1541	20.3	(0.6)			4242	48.0	(0.8)
																
	II. Significance tests															
	    Statistical test across providers, 4 degrees of freedom				174.3	<0.001				55.2	<0.001				196.4	<0.001





a.
 The three proportions in each row sum to 100%. Percentages are weighted to adjust for differences in selection probabilities, differential non-response, oversampling of Part II cases and residual differences on sociodemographic variables between the sample and the population.





b.
 Unweighted number of respondents who dropped out of treatment in the sector.





c.
 Unweighted number of respondents who completed treatment in the sector.





d.
 Unweighted number of respondents who were still in treatment in the sector.










 The cumulative probability of drop out by visit number

 Drop out was most likely to occur after the second visit, with 21.6% dropping out after the second visit. Figure 1 shows the cumulative probability of treatment drop out by the number of visits within the past 12 months. Each curve rises steeply and then tends to flatten out.
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Fig. 1 Cumulative percentage that dropped out of treatment by visit, for each treatment provider sector.

 CAM, complementary and alternative medicine.




 The cumulative probability of drop out varied across the five sectors (P<0.0001). More than half (55.6%) of patients dropped out of general medical sector treatment by the fifth visit (online Table DS4). The next highest drop out by the fifth visit was from the human services sector (38.9%), followed by the CAM sector (28.6%), psychiatrists (23.0%) and other mental health providers (22.0%). Over all health sectors combined, approximately a third (34.8%) of patients dropped out of treatment by the fifth visit.





Table 3 Predictors of treatment drop out among World Mental Health Survey respondents who had received mental health treatment in the past 12 months, over all sectors (all countries)Footnote 
a
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		Across all sectors (n = 8482)
		OR (95% CI)	χ2
	d.f.	
P

	Number of visits in past 12 months				
	    1–2	17.7 (15.0–20.9)			
	    3+	1.0	1177.4	1	<0.0001
	Prior mental health treatment (ever)				
	    Yes	0.7 (0.6–0.8)	18.8	1	<0.0001
	Number of providers				
	    1 or 2	1.0	68.6	1	<0.0001
	    3 or 4	0.2 (0.1–0.3)			
					
	Service provider				
	    Psychiatrist	0.0 (0.0–0.1)			
	    Other mental health profession	0.2 (0.2–0.3)			
	    General medical	1.0	648.7	4	<0.0001
	    Human services	0.7 (0.5–0.9)			
	    Complementary and alternative medicine	0.6 (0.4–0.8)			
					
	Insurance				
	    Yes	1.1 (0.9–1.5)	1.1	1	0.290
	Mental disorders		7.4	4	0.120
	    Any mood	1.1 (0.9–1.3)			
	    Any anxiety	1.1 (0.9–1.3)			
	    Any substance use	1.4 (1.1–1.9)			
	    Any impulse	1.1 (0.7–1.5)			
					
	Number of disorders				
	    Only 1	1.0	2.2	1	0.140
	    2 or more	0.8 (0.6–1.1)			





a.
 The multivariable model was based on a discrete time survival framework with a person-visit file. Sociodemographic predictors – age group, gender, marital status, education and household income – were also included but were all non-significant with P≥0.40 (full model in online Table DS4).










 Predictors of treatment drop out

 Drop out across all sectors was investigated in a model that included sociodemographics (age group, gender, marital status, education and household income), clinical and treatment information as the predictors. Sociodemographic predictors were all non-significant (minimum P = 0.40, online Table DS5). Results for the other predictors are shown in Table 3.

 Drop out was much more likely after only one or two rather than more visits (odds ratio (OR) = 17.7) and was less likely for those with prior mental health treatment (OR = 0.7) and for those seen by three or four v. only one or two types of providers (OR = 0.2). Drop out was highest among those seen in the general medical sector (OR = 1.0), lower among those seen in the human services (OR = 0.7) and CAM (OR = 0.6) sectors, and lowest among those seen by psychiatrists (OR = 0.0) and other mental health specialists (OR = 0.2). Neither health insurance for mental health treatment nor number of disorders was a significant predictor of treatment drop out, although patients with substance use disorders had elevated odds of drop out (OR = 1.4).




 Predictors of drop out within sectors

 To investigate the consistency of predictors of drop out within and across sectors, separate models were run to predict drop out within each sector and, in an overall model, interaction terms between predictor and sector were used to assess the heterogeneity of ORs across sectors (online Table DS6).

 Drop out was more likely after the first or second than later visits within each sector (OR = 3.1 to 3.8), except for human services (sector heterogeneity P<0.0001). Prior treatment for mental disorders was consistently associated with lower drop out across sectors (OR = 0.6 to 0.8).

 With three or more treatment providers, drop out was less likely from a psychiatrist (OR = 0.6) or from general medical services (OR = 0.4) but having multiple providers was unrelated to drop out from other sectors (sector heterogeneity P<0.0001). Insurance for mental health problems was unrelated to drop out within each sector.

 Drop out within each sector was unrelated to the mental disorders experienced. Likewise the number of disorders was unrelated to drop out, except for human services for which those patients with two or more disorders were much less likely to drop out (OR = 0.3) (sector heterogeneity P = 0.003). As in the overall analysis, age group, gender, marital status and education were consistently unrelated to treatment drop out in the disaggregated analysis. Household income was related only to drop out from human services (OR = 1.8 to 1.9 for all groups relative to the high-income group (sector heterogeneity, P = 0.01)).

 In summary, the predictors found to matter overall were mostly also found to predict within sectors, but there was some heterogeneity.




 Predictors of drop out in high-, middle- and low-income countries


Table 4 shows the results for predictors of drop out within each country income group. Drop out was significantly more likely after the first two than later visits in all country groups but the extent differed, with ORs of 25.7 in high-income countries, 6.4 in upper-middle-income countries and 18.4 in low/lower-middle-income countries. There was also diversity across the country groups in the association of prior treatment with drop out: upper-middle-income countries (OR = 0.5), high-income countries (OR = 0.8), low/lower-middle-income countries (OR = 0.9). Three or more providers was associated with reduced drop out in high- and upper-middle-income countries (ORs of 0.1 and 0.3 respectively) but there were insufficient data to test for this in low/lower-middle-income countries.





Table 4 Predictors of treatment drop out among World Mental Health Survey respondents in high-, upper-middle-, low/lower-middle-income countries who had received mental health treatment in the past 12 months (over all sectors)Footnote 
a
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		High-income countries	Upper-middle-income countries	Low/lower-middle-income countries
		OR (95% CI)	χ2
Footnote 
c

	
P
	OR (95% CI)	χ2
Footnote 
c

	
P
	OR (95% CI)	χ2
Footnote 
c

	
P

	Number of visits in past 12 months		1069.8	<0.0001		101.7	<0.0001		125.1	<0.0001
	    1–2	25.7 (21.2–31.3)			6.4 (4.5–9.3)			18.4 (11.0–30.6)		
	    3+	1.0			1.0			1.0		
										
	Prior mental health treatment (ever)		3.2	0.070		16.2	<0.0001		0.1	0.770
	    Yes	0.8 (0.7–1.0)			0.5 (0.4–0.7)			0.9 (0.5–1.6)		
										
	Number of providers		39.3	<0.0001		31.3	<0.0001			
	    1 or 2	1.0			1.0			–Footnote 
b

		
	    3 or 4	0.1 (0.1–0.2)			0.3 (0.2–0.4)			–Footnote 
b

		
										
	Type of provider		525.4	<0.0001		178.2	<0.0001		63.2	<0.0001
	    Psychiatrist	0.1 (0.0–0.1)			0.0 (0.0–0.1)			0.1 (0.0–0.1)		
	    Other mental health profession	0.2 (0.1–0.2)			0.4 (0.3–0.7)			0.7 (0.3–1.6)		
	    General medical	1.0			1.0			1.0		
	    Human services	0.6 (0.4–0.9)			1.0 (0.6–1.6)			0.4 (0.2–0.7)		
	    CAM	0.2 (0.1–0.3)			1.5 (0.9–2.2)			1.1 (0.4–3.3)		
										
	Insurance		1.5	0.230		3.7	0.053		0.0	0.950
	    Yes	0.8 (0.5–1.2)			1.4 (1.0–1.9)			1.0 (0.5–2.3)		
										
	Mental disorders		9.9	0.040		16.8	0.002		6.0	0.200
	    Any mood	1.0 (0.8–1.3)			1.5 (1.0–2.3)			0.9 (0.4–1.9)		
	    Any anxiety	1.3 (1.1–1.6)			0.8 (0.5–1.2)			1.8 (0.9–3.5)		
	    Any substance use	1.1 (0.8–1.5)			2.2 (1.4–3.6)			1.4 (0.6–3.2)		
	    Any impulse	1.3 (0.8–2.1)			0.8 (0.4–1.6)			0.6 (0.3–1.4)		
										
	Number of disorders		0.6	0.460		0.9	0.340		0.4	0.540
	    Only 1	1.0			1.0			1.0		
	    2 or more	0.9 (0.6–1.2)			0.7 (0.4–1.4)			0.7 (0.2–2.3)		




 CAM, complementary and alternative medicine.





a.
 Models are multivariable (all predictors in each column were entered at once) and based on a survival framework (with a person-visit file). Each column represents a separate multivariable model of drop out from care in a group of countries. Age group, gender, marital status, education and household income were included in each model but were all non-significant (minimum P = 0.14) except for an age effect in low-income countries (P = 0.04).





b.
 Results not shown because of small cell size. Small cell size determined by calculating the expected number of cases based on the percentage of people with the outcome and the total number of people with the condition. If the expected value was less than five, then the OR is dashed out.





c.
 Degrees of freedom (d.f.): number of categories minus one, except for mental disorders for which d.f. = 4 as the four groups of disorder were each entered as a binary variable.







 Type of provider was significantly associated with drop out in each of the three country income groups but the pattern varied. The lowest drop-out rate was consistently for psychiatrists. High-income countries had a low drop out for other mental health services (OR = 0.2), as did upper-middle-income countries (OR = 0.4) but not low/lower-middle-income countries (OR = 0.7). The results for CAM were very different, with a low drop out relative to general medical services in high-income countries (OR = 0.2) but not in upper-middle-income countries (OR = 1.5) and low/lower-middle-income countries (OR = 1.1).

 Drop out showed some minor relationship to which particular mental disorders were experienced in high-income countries (P = 0.04), a clearer relationship in upper-middle-income countries (OR of 1.5 for mood disorders and 2.2 for substance use disorders, P = 0.002 across all four disorder groups), and no relationship in low/lower-middle-income countries (P = 0.20). The number of disorders was not related to drop out in any of the income groups. Insurance was marginally associated with higher drop out in upper-middle-income countries (OR = 1.4, P = 0.053) and not associated elsewhere.

 In all three country income groups sociodemographic predictors were non-significant except for a marginally significant non-ordinal association of age with drop out in low/lower-middle-income countries (P = 0.04) (results for the full model are available on request from the authors).

 Severity was added as a predictor of drop out in some analyses (detailed results are available on request from the authors). For all countries combined there were no main effects for severity (moderate OR = 1.1 (95% CI 0.8–1.3) and severe OR = 1.1 (95% CI 0.9–1.4) compared with mild; χ2 = 0.4, d.f. = 2, P = 0.81) but a significant interaction effect whereby those with moderate or severe disorder(s) and three or more visits were less likely to drop out than expected from the main effects (moderate severity 3+ visits OR = 0.7 (95% CI 0.5–1.0); severe 3+ visits OR = 0.7 (95% CI 0.5–0.9); overall interaction χ2 = 8.8, d.f. = 2, P = 0.01). Results were similar within each income group.

 Further analyses investigated predictors of drop out within sectors separately for country income groups (detailed results are available on request from the authors). Some sociodemographic predictors reached significance for some income groups for some sectors (possible type 1 errors).




 Predictors of drop out after 1–2 visits or after 3 or more visits

 Because so much drop out occurred very early, analyses were carried out with separate models for overall drop out after one or two visits, or after three or more visits (online Table DS7) (detailed results for each sector are available from the authors on request). In general the patterns were similar in both models. However, human services (OR = 0.3) and CAM (OR = 0.5) had lower drop out early on but similar (OR = 1.4) or slightly higher (OR = 1.9) drop out later. Drop out was higher for patients with substance use disorders only after three or more visits (OR = 2.1). Further analyses fitted the same sets of models within country income groups (detailed results available from the authors on request).






 Discussion


 Main findings

 In this paper, using data from the WHO WMH surveys, the overall percentage who dropped out of treatment for mental health problems in the past 12 months was 31.7%. Even when looked at by treatment sector and by the income group of the country it was never trivial. Over all countries combined, the psychiatric sector had the lowest drop out (21.3%). The drop out from the psychiatric sector was similar across high-income, upper-middle-income and low/lower-middle-income countries but, for any treatment, upper-middle-income countries had higher drop out (45.1%) than high-income (26.3%) and low/lower-middle-income (37.6%) countries.

 The results of the WHO WMH surveys differ in important respects from those of previous national surveys from Canada and the USA in which similar analyses were carried out.
Reference Wang5,Reference Edlund, Wang, Berglund, Katz, Lin and Kessler7,Reference Olfson, Mojtabai, Sampson, Hwang, Druss and Wang8
 The overall drop-out rate in the current study (31.7%) is higher than found in the early 1990s in the Ontario Health Survey (OHS) (17%) and the US National Comorbidity Survey (NCS) (19%)
Reference Edlund, Wang, Berglund, Katz, Lin and Kessler7
 as well as in the 2003–2004 Canadian Community Health Survey (CCHS) (22.3%).
Reference Wang5
 Slightly different definitions of drop out were used in these earlier studies
Reference Wang5
 but these seem unlikely to have produced such large differences. Even the US National Comorbidity Survey Replication (NCS-R),
Reference Olfson, Mojtabai, Sampson, Hwang, Druss and Wang8
 one of the high-income countries in the WMH surveys, had a somewhat lower level of drop out (22.4%) than that for the high-income countries as a group (26.3%).

 In the entire set of WMH surveys included here, drop out in the past 12 months was more likely after only one or two visits, and less likely if there had been prior treatment at any time, and if there were three or more providers. These findings may reflect severity and chronicity whereby patients with more need for services are less likely to drop out. However, the specific disorders experienced by the patients had little relationship to drop out and what associations were seen were inconsistent across sectors and across high-, middle- and low-income groups. Nor was the number of disorder groups associated with drop out. Moreover, analyses of severity indicated that drop out was lower for moderate and severe cases only among those with three or more visits. As drop out can occur because patients think that treatment is ineffective, or conversely, because they think it has been effective even though their provider does not think that they have completed treatment, these two very different reasons for treatment drop out
Reference Westmacott and Hunsley14
 may explain the failure to find measures of need for treatment to be strong predictors of drop out. An important implication of the findings for drop out by the number of visits is that more attention needs to be paid to the early stages of treatment, as one or two visits are unlikely to provide much benefit to patients.

 There were some clear differences in drop out across treatment sectors. In contrast to the results from Canada,
Reference Wang5
 drop out was less common from the mental health sectors, particularly from psychiatric care. This finding held across high-, higher-middle- and low/lower-middle-income countries. The pattern for other sectors, however, was not consistent across country income groups and is undoubtedly related to what services are provided and how they can be accessed. Results for CAM were the most different.

 Insurance was generally not related to drop out in the WMH surveys, in contrast to the OHS, NCS and the NCS-R, in which mental health insurance was associated with lower odds of drop out. The WMH failure to find a similar pattern may arise from significant heterogeneity in the structure and resources of the health systems of the countries surveyed, even within the income-level groups. For instance, the USA and New Zealand are both high-income countries, yet in the USA, for the majority of the population, access to care is dependent on health insurance, whereas in New Zealand most mental healthcare by professionals is accessed through a publically funded system, with very limited private insurance-funded mental healthcare available.

 Sociodemographic characteristics are important prediposing factors for mental disorder
Reference Demyttenaere, Bruffaerts, Posada-Villa, Gasquet, Kovess and Lepine3
 and are associated with access to treatment.
Reference Wang, Aguilar-Gaxiola, Alonso, Angermeyer, Borges and Bromet2
 Once an individual has accessed treatment, however, sociodemographic characteristics were found here to have little association with drop out. Both the OHS and NCS
Reference Edlund, Wang, Berglund, Katz, Lin and Kessler7
 found that younger people were more likely to drop out.




 Strengths and limitations

 The WMH survey results are strengthened by the fact that they are based on large national or regional probability samples and include middle-income and low-income countries, not just the high-income countries previously studied. Standard measures were used across the surveys and there was joint analysis of data. Nonetheless, there are several important limitations. One is that there is heterogeneity across the countries in health system service structure, funding and resourcing
15
 and prevalence of disorders.
Reference Demyttenaere, Bruffaerts, Posada-Villa, Gasquet, Kovess and Lepine3
 This heterogeneity means that caution is needed in interpreting results based on pooled analyses, even though pooling was necessary to avoid sparse data. A second limitation is that all data are based on self-report (as for all the other surveys discussed). Not only are there issues of recall over the past 12 months,
Reference Rhodes and Fung16
 but the definition of treatment drop out is based on the patient's report that they terminated treatment prematurely, which might not always be the judgement of the provider. Also, analyses are based on visits in the past 12 months and may not correspond to an episode of care. Other limitations are that detailed characteristics of care and the matching of patient and treatment provider could not be considered. Despite these limitations, the findings from this study show that drop out is quite common regardless of the broader economic, health resourcing and health service structure in which the care is being provided, that drop out is most likely to occur early in the treatment process and that drop out is widely distributed in the sense that it is not strongly related either to sociodemographic or to clinical characteristics of patients. Drop out from general medical services is high and requires particular attention.

 There have been many clinical studies of drop out from out-patient treatment in a variety of settings such as psychiatric or general mental health services, psychotherapy services and substance use services, mostly in high-income countries. These studies are able to define episodes of care. Many,
Reference Wierzbicki and Pekarik17
 especially large studies of routinely collected data,
Reference Beynon, McMinn and Marr18,Reference Mitchell and Selmes19
 have few predictors apart from sociodemographic characteristics.
Reference Reneses, Munoz and Lopez-Ibor20
 These are useful for indicating which groups of patients are hardest to retain in treatment but have not been particularly consistent across studies.
Reference Barrett, Chua, Crits-Christoph, Gibbons and Thompson21
 Other smaller clinical studies have a richer set of predictors including more clinical details,
Reference Rossi, Amaddeo, Bisoffi, Ruggeri, Thornicroft and Tansella22
 views of patients and staff
Reference Rossi, Amaddeo, Bisoffi, Ruggeri, Thornicroft and Tansella22–Reference Westmacott, Hunsley, Best, Rumstein-McKean and Schindler24
 and measures of the therapeutic alliance.
Reference Johansson and Eklund25






 Implications

 The results reported here, other survey results and clinical studies all show that we have a good deal of work to do to address the important and widespread problem of treatment drop out. Not only is it important to provide access to treatment for mental health problems but it is also necessary to retain patients in treatment long enough for them to benefit.

 Strategies for retention in psychotherapy have been reviewed
Reference Barrett, Chua, Crits-Christoph, Gibbons and Thompson21,Reference Ogrodniczuk, Joyce and Piper26
 with a call for more research, especially into strategies other than pretherapy preparation.
Reference Ogrodniczuk, Joyce and Piper26
 Barrett et al

Reference Barrett, Chua, Crits-Christoph, Gibbons and Thompson21
 provide recommendations for role induction, motivational interviewing, therapist feedback and careful attention to the therapuetic alliance to reduce drop out. In an impoverished patient group, drop out was reduced by adding case management to therapy.
Reference Miranda, Azocar, Organista, Dwyer and Araene27



 Attempts to address drop out have been made in other settings. For example a prompt to encourage first attendance at psychiatric out-patient clinics,
Reference Kitcheman, Adams, Pervaiz, Kader, Mohandas and Brookes28
 and strategies like this may assist with reducing early drop out. Patient–physician communication has been shown to influence use of antidepressants.
Reference Bull, Hu, Lee, Ming, Markson and Fireman29
 Strategies to address drop out from general medical services are required and most likely require further education and training, particularly for general practitioners, plus opportunities for them to refer patients on to other services. A salutory tale comes from a study of a change in case management for patients with substance misuse that found that the new centralised system reduced attendance and completion, indicating the need for careful evaluation of new systems.
Reference Rohrer, Vaughan, Cadoret, Carswell, Patterson and Zwick30



 As we found predictors of drop out to be similar across country income-level groups, these strategies to address drop out may also be applicable regardless of the broader economic and health service structure in which the care is being provided.
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 Table 1 Number in treatment and number of visits, by service

 

 


View in content
 [image: Figure 1]

 Table 2 Treatment status by sector among World Mental Health Survey respondents who had received mental health treatment in the past 12 months (all countries)
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 Fig. 1 Cumulative percentage that dropped out of treatment by visit, for each treatment provider sector.CAM, complementary and alternative medicine.
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 Table 3 Predictors of treatment drop out among World Mental Health Survey respondents who had received mental health treatment in the past 12 months, over all sectors (all countries)a
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 Table 4 Predictors of treatment drop out among World Mental Health Survey respondents in high-, upper-middle-, low/lower-middle-income countries who had received mental health treatment in the past 12 months (over all sectors)a

 

 

 [image: Supplementary material: PDF] Wells et al. supplementary material
 Supplementary Table S1-S7


 [image: Download Wells et al. supplementary material(PDF)] 
     
         
         
             
             
        
    



 
 
  

  
 
PDF
63.3 KB





      
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 
 	60
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
60




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Basu, Aniruddha
and
Arya, Sidharth
2013.
Drop out from treatment in the World Mental Health Survey
initiative.
British Journal of Psychiatry,
Vol. 202,
Issue. 5,
p.
383.


	CrossRef
	Google Scholar






Yoshioka-Maeda, Kyoko
and
Kuroda, Mariko
2014.
Risk factors for interruption of psychiatric treatment in mentally ill people living in a Japanese community: a cross-sectional study.
Asian Pacific Journal of Disease Management,
Vol. 8,
Issue. 1-2,
p.
9.


	CrossRef
	Google Scholar






Wölfling, K.
Beutel, M. E.
Dreier, M.
and
Müller, K. W.
2014.
Treatment Outcomes in Patients with Internet Addiction: A Clinical Pilot Study on the Effects of a Cognitive-Behavioral Therapy Program.
BioMed Research International,
Vol. 2014,
Issue. ,
p.
1.


	CrossRef
	Google Scholar






Palazzo, M. Carlotta
Dell'Osso, Bernardo
Altamura, A Carlo
Stein, Dan J
and
Baldwin, David S
2014.
Health literacy and the pharmacological treatment of anxiety disorders: a systematic review.
Human Psychopharmacology: Clinical and Experimental,
Vol. 29,
Issue. 3,
p.
211.


	CrossRef
	Google Scholar






Ezquiaga, Elena
García-López, Aurelio
de Dios, Consuelo
Agud, Jose Luis
Albillo, David
and
Vega-Piris, Lorena
2014.
Seasonality, Smoking and History of Poor Treatment Compliance are Strong Predictors of Dropout in a Naturalistic 6 Year Follow-Up of Bipolar Patients.
Psychiatric Quarterly,
Vol. 85,
Issue. 4,
p.
467.


	CrossRef
	Google Scholar






Swan, John S.
MacVicar, Robert
Christmas, David
Durham, Rob
Rauchhaus, Petra
McCullough, James P.
and
Matthews, Keith
2014.
Cognitive Behavioural Analysis System of Psychotherapy (CBASP) for chronic depression: Clinical characteristics and six month clinical outcomes in an open case series..
Journal of Affective Disorders,
Vol. 152-154,
Issue. ,
p.
268.


	CrossRef
	Google Scholar






Klimas, Jan
Neary, Anna
McNicholas, Claire
Meagher, David
and
Cullen, Walter
2014.
The prevalence of common mental and substance use disorders in general practice: a literature review and discussion paper.
Mental Health and Substance Use,
Vol. 7,
Issue. 4,
p.
497.


	CrossRef
	Google Scholar






Haan, Anna M.
Boon, Albert E.
Jong, Joop T.v.M.
Geluk, Charlotte A.m.L.
and
Vermeiren, Robert R.j.M.
2014.
Therapeutic relationship and dropout in youth mental health care with ethnic minority children and adolescents.
Clinical Psychologist,
Vol. 18,
Issue. 1,
p.
1.


	CrossRef
	Google Scholar






Staccini, Laura
Tomba, Elena
Grandi, Silvana
and
Keitner, Gabor I.
2015.
The Evaluation of Family Functioning by the Family Assessment Device: A Systematic Review of Studies in Adult Clinical Populations.
Family Process,
Vol. 54,
Issue. 1,
p.
94.


	CrossRef
	Google Scholar






Oflaz, Serap
Guveli, Hulya
Kalelioglu, Tevfik
Akyazı, Senem
Yıldızhan, Eren
Kılıc, Kasım Candas
Basyigit, Sehnaz
Ozdemiroglu, Filiz
Akyuz, Fatma
Gokce, Esra
Bag, Sevda
Kurt, Erhan
and
Oral, Esat Timucin
2015.
Illness perception of dropout patients followed up at bipolar outpatient clinic, Turkey.
Asian Journal of Psychiatry,
Vol. 15,
Issue. ,
p.
68.


	CrossRef
	Google Scholar






Sagayadevan, Vathsala
Subramaniam, Mythily
Abdin, Edimansyah
Vaingankar, Janhavi Ajit
and
Chong, Siow Ann
2015.
Patterns and Predictors of Dropout from Mental Health Treatment in an Asian Population.
Annals of the Academy of Medicine, Singapore,
Vol. 44,
Issue. 7,
p.
257.


	CrossRef
	Google Scholar






Kasteenpohja, Teija
Marttunen, Mauri
Aalto-Setälä, Terhi
Perälä, Jonna
Saarni, Samuli I
and
Suvisaari, Jaana
2015.
Treatment received and treatment adequacy of depressive disorders among young adults in Finland.
BMC Psychiatry,
Vol. 15,
Issue. 1,


	CrossRef
	Google Scholar






Oexle, Nathalie
Ajdacic-Gross, Vladeta
Müller, Mario
Rodgers, Stephanie
Rössler, Wulf
and
Rüsch, Nicolas
2015.
Predicting perceived need for mental health care in a community sample: an application of the self-regulatory model.
Social Psychiatry and Psychiatric Epidemiology,
Vol. 50,
Issue. 10,
p.
1593.


	CrossRef
	Google Scholar






Slade, Tim
Degenhardt, Louisa
Wang, Philip S.
Tohen, Mauricio
Bromet, Evelyn J.
Angst, Jules
and
Kessler, Ronald C.
2015.
Psychiatry.
p.
407.


	CrossRef
	Google Scholar






Aldib, Iyas
Gelbcke, Michel
Soubhye, Jalal
Prévost, Martine
Furtmüller, Paul G.
Obinger, Christian
Elfving, Betina
Alard, Ibaa Chikh
Roos, Goedele
Delporte, Cédric
Berger, Gilles
Dufour, Damien
Zouaoui Boudjeltia, Karim
Nève, Jean
Dufrasne, Francois
and
Van Antwerpen, Pierre
2016.
Novel bis-arylalkylamines as myeloperoxidase inhibitors: Design, synthesis, and structure-activity relationship study.
European Journal of Medicinal Chemistry,
Vol. 123,
Issue. ,
p.
746.


	CrossRef
	Google Scholar






McIntyre, Cecily
Harris, Meredith G.
Baxter, Amanda J.
Leske, Stuart
Diminic, Sandra
Gone, Joseph P.
Hunter, Ernest
and
Whiteford, Harvey
2017.
Assessing service use for mental health by Indigenous populations in Australia, Canada, New Zealand and the United States of America: a rapid review of population surveys.
Health Research Policy and Systems,
Vol. 15,
Issue. 1,


	CrossRef
	Google Scholar






Thornicroft, Graham
Chatterji, Somnath
Evans-Lacko, Sara
Gruber, Michael
Sampson, Nancy
Aguilar-Gaxiola, Sergio
Al-Hamzawi, Ali
Alonso, Jordi
Andrade, Laura
Borges, Guilherme
Bruffaerts, Ronny
Bunting, Brendan
de Almeida, Jose Miguel Caldas
Florescu, Silvia
de Girolamo, Giovanni
Gureje, Oye
Haro, Josep Maria
He, Yanling
Hinkov, Hristo
Karam, Elie
Kawakami, Norito
Lee, Sing
Navarro-Mateu, Fernando
Piazza, Marina
Posada-Villa, Jose
de Galvis, Yolanda Torres
and
Kessler, Ronald C.
2017.
Undertreatment of people with major depressive disorder in 21 countries.
British Journal of Psychiatry,
Vol. 210,
Issue. 2,
p.
119.


	CrossRef
	Google Scholar






Shah, Sandip
Desai, Nimisha
Shah, Saurabh
Pathare, Soumitra
Chauhan, Ajay
and
Sharma, Elavatsla
2017.
Impact of Quality Rights Gujarat program on dropout rate of patients visiting outpatient psychiatry department of tertiary care hospital.
Asian Journal of Psychiatry,
Vol. 28,
Issue. ,
p.
4.


	CrossRef
	Google Scholar






Westmacott, Robin
and
Hunsley, John
2017.
Psychologists' Perspectives on Therapy Termination and the Use of Therapy Engagement/Retention Strategies.
Clinical Psychology & Psychotherapy,
Vol. 24,
Issue. 3,
p.
687.


	CrossRef
	Google Scholar






Koksvik, John Morten
Linaker, Olav Morten
Gråwe, Rolf Wilhelm
Bjørngaard, Johan Håkon
and
Lara-Cabrera, Mariela Loreto
2018.
The effects of a pretreatment educational group programme on mental health treatment outcomes: a randomized controlled trial.
BMC Health Services Research,
Vol. 18,
Issue. 1,


	CrossRef
	Google Scholar





Download full list
















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Drop out from out-patient mental healthcare in the World Health Organization's World Menta Health Survey initiative








	Volume 202, Issue 1
	
J. Elisabeth Wells (a1), Mark Oakley Browne (a2), Sergio Aguilar-Gaxiola (a3), Ali Al-Hamzawi (a4), Jordi Alonso (a5), Matthias C. Angermeyer (a6), Colleen Bouzan (a7), Ronny Bruffaerts (a8), Brendan Bunting (a9), José Miguel Caldas-de-Almeida (a10), Giovanni De Girolamo (a11), Ron De Graaf (a12), Silvia Florescu (a13), Akira Fukao (a14), Oye Gureje (a15), Hristo Ruskov Hinkov (a16), Chiyi Hu (a17), Irving Hwang (a7), Elie G. Karam (a18), Stanislav Kostyuchenko (a19), Viviane Kovess-Masfety (a20), Daphna Levinson (a21), Zhaorui Liu (a22), Maria Elena Medina-Mora (a23), S. Haque Nizamie (a24), José Posada-Villa (a25), Nancy A. Sampson (a7), Dan J. Stein (a26), Maria Carmen Viana (a27) and Ronald C. Kessler (a7)

	DOI: https://doi.org/10.1192/bjp.bp.112.113134





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Drop out from out-patient mental healthcare in the World Health Organization's World Menta Health Survey initiative








	Volume 202, Issue 1
	
J. Elisabeth Wells (a1), Mark Oakley Browne (a2), Sergio Aguilar-Gaxiola (a3), Ali Al-Hamzawi (a4), Jordi Alonso (a5), Matthias C. Angermeyer (a6), Colleen Bouzan (a7), Ronny Bruffaerts (a8), Brendan Bunting (a9), José Miguel Caldas-de-Almeida (a10), Giovanni De Girolamo (a11), Ron De Graaf (a12), Silvia Florescu (a13), Akira Fukao (a14), Oye Gureje (a15), Hristo Ruskov Hinkov (a16), Chiyi Hu (a17), Irving Hwang (a7), Elie G. Karam (a18), Stanislav Kostyuchenko (a19), Viviane Kovess-Masfety (a20), Daphna Levinson (a21), Zhaorui Liu (a22), Maria Elena Medina-Mora (a23), S. Haque Nizamie (a24), José Posada-Villa (a25), Nancy A. Sampson (a7), Dan J. Stein (a26), Maria Carmen Viana (a27) and Ronald C. Kessler (a7)

	DOI: https://doi.org/10.1192/bjp.bp.112.113134





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Drop out from out-patient mental healthcare in the World Health Organization's World Menta Health Survey initiative








	Volume 202, Issue 1
	
J. Elisabeth Wells (a1), Mark Oakley Browne (a2), Sergio Aguilar-Gaxiola (a3), Ali Al-Hamzawi (a4), Jordi Alonso (a5), Matthias C. Angermeyer (a6), Colleen Bouzan (a7), Ronny Bruffaerts (a8), Brendan Bunting (a9), José Miguel Caldas-de-Almeida (a10), Giovanni De Girolamo (a11), Ron De Graaf (a12), Silvia Florescu (a13), Akira Fukao (a14), Oye Gureje (a15), Hristo Ruskov Hinkov (a16), Chiyi Hu (a17), Irving Hwang (a7), Elie G. Karam (a18), Stanislav Kostyuchenko (a19), Viviane Kovess-Masfety (a20), Daphna Levinson (a21), Zhaorui Liu (a22), Maria Elena Medina-Mora (a23), S. Haque Nizamie (a24), José Posada-Villa (a25), Nancy A. Sampson (a7), Dan J. Stein (a26), Maria Carmen Viana (a27) and Ronald C. Kessler (a7)

	DOI: https://doi.org/10.1192/bjp.bp.112.113134





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















