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ABSTRACT OF THE DISSERTATION

Psychotherapy Engagement Across Phases of Care: Predictors of Disengagement and

Preliminary Evaluation of a Pre-Treatment Intervention

by

Rddhi Moodliar
Doctor of Philosophy in Psychology
University of California, Los Angeles, 2026

Professor Lauren C. Ng, Chair

Despite the availability of effective psychotherapeutic interventions for mental health
concerns, many individuals who seek mental health services experience substantial barriers to
accessing and remaining engaged in care (Andrade et al., 2014; SAMHSA, 2023). Although
psychotherapy engagement has often been examined through discrete indicators such as
attendance, missed appointments, or premature termination, engagement can be conceptualized
as a dynamic, multi-phase process unfolding across the transition from help-seeking to treatment
access, initiation, ongoing participation, and termination (Dixon et al., 2016; Holdsworth et al.,
2014). This dissertation examined psychotherapy engagement processes within a university-

based training clinic providing evidence-based psychotherapy services to the general community.
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Study 1 used archival electronic health record data from adult psychotherapy clients to examine
associations among client demographic factors, wait times, psychotherapy attendance behaviors,
and engagement outcomes. Results indicate that demographics and wait times were not
associated with engagement following treatment initiation, while missed appointment rates
during active treatment were associated with increased likelihood of premature treatment
termination. Building upon these findings, Study 2 employed a mixed-methods quasi-
experimental pilot design to develop and conduct a preliminary evaluation of the Pre-treatment
Engagement Program adapted from the Unified Protocol (PREP-UP), a brief pre-treatment
engagement preparation intervention designed to support psychotherapy engagement during the
transition from waitlist to care. Preliminary findings supported the acceptability, appropriateness,
and feasibility of PREP-UP. Qualitative findings further suggested that participants perceived
PREP-UP as helpful for increasing readiness for therapy and clarifying treatment goals, while
exploratory quantitative findings indicated promising trends in psychotherapy attendance
outcomes among PREP-UP participants. Collectively, findings from this dissertation highlight
the importance of conceptualizing psychotherapy engagement as a multi-phase process and
suggest that the pre-treatment period may represent a clinically meaningful opportunity for

engagement-focused intervention.
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General Introduction

Psychotherapy engagement has most commonly been studied through discrete behavioral
outcomes such as treatment initiation, session attendance, and premature termination (i.e.,
dropout). Each of these outcomes has generated substantial empirical literature identifying rates,
predictors, and intervention approaches, yet these literatures have often developed relatively
independently from one another. As a result, engagement-related difficulties occurring before
treatment begins, during active participation in care, and at treatment termination are frequently
conceptualized as separate clinical phenomena rather than as potentially related processes
unfolding across the broader course of care. Increasingly, however, theoretical and empirical
perspectives within psychotherapy and mental health services research suggest that engagement
may be more usefully understood as a longitudinal process extending across multiple phases of
treatment participation rather than as a single isolated event.
Conceptual Frameworks for Understanding Psychotherapy Engagement

Several theoretical frameworks are broadly consistent with this perspective and provide
conceptual context for examining engagement across phases of care. Howard and colleagues’
(1993) phase model of psychotherapeutic change proposed that therapeutic progress unfolds
sequentially across multiple phases characterized by differing clinical tasks and processes over
time. Although originally developed to describe symptom change rather than engagement
specifically, the model highlights the broader principle that therapeutic processes may not remain
uniform across the course of treatment. Similarly, Prochaska and DiClemente’s (1983)
transtheoretical model conceptualized behavior change as progressing across stages
characterized by differing levels of readiness and motivation. Applied to psychotherapy

engagement, this framework suggests that the factors relevant to entering treatment may not fully



overlap with those associated with sustaining participation once treatment has begun. Empirical
work applying the transtheoretical model to psychotherapy has further demonstrated that stage of
change predicts treatment participation, alliance, and premature termination (Derisley &
Reynolds, 2000; Krebs et al., 2018).

Broader health services theories likewise conceptualize treatment utilization as a dynamic
process unfolding over time. Andersen’s (1995) Behavioral Model of Health Services Use
proposes that treatment utilization reflects interactions among predisposing, enabling, and need-
related factors across the course of care. This model has been widely applied within mental
health services research and consistently demonstrates that structural and enabling factors play
an important role in determining whether perceived need translates into actual treatment access
(Graham et al., 2017; Simo et al., 2018). Pescosolido’s (1991) network episode model similarly
conceptualizes help-seeking as an evolving social process shaped by social networks, community
resources, and health care systems rather than as a single discrete decision point (Green &
Pescosolido, 2024). These frameworks support the broader conceptualization of psychotherapy
engagement as a dynamic and evolving process rather than a static treatment outcome.
Empirical Research on Engagement and Disengagement Across Phases of Care

Empirical research on psychotherapy engagement has nevertheless remained largely
segmented by engagement indicator. Studies examining pre-treatment attrition, treatment
initiation, attendance patterns, and premature termination have often developed as separate
literatures, each with distinct operationalizations, predictors, and intervention targets (Krendl &
Lorenzo-Luaces, 2022; Rancher et al., 2025; Swift & Greenberg, 2012). More broadly,
psychotherapy engagement itself has been described as relatively under-theorized, with

attendance frequently treated as a proxy for engagement despite concerns that attendance alone



may inadequately capture clients’ broader involvement in treatment (Holdsworth et al., 2014).
Holdsworth and colleagues (2014) argued for more comprehensive conceptualizations of
engagement that consider clients’ participation and involvement across the course of
psychotherapy rather than relying exclusively on isolated attendance indicators. Still, relatively
little work has examined multiple engagement indicators within the same clinical context or
considered how engagement-related behaviors occurring at different points in care may relate to
one another across the treatment pathway. This fragmentation has practical implications. If
engagement-related difficulties emerge differently across phases of care, interventions focused
narrowly on one engagement outcome may fail to address vulnerabilities arising elsewhere in the
treatment process. Conversely, examining engagement across multiple phases may help clarify
where intervention opportunities are most clinically meaningful. Consistent with this perspective,
the present dissertation conceptualizes psychotherapy engagement as unfolding across multiple
phases of care characterized by distinct engagement-related indicators (Table 1).

Table 1

Behavioral Engagement Indicators Across Phases of Psychotherapy

Phase of Care Example Engagement Indicators

Pre-treatment Initial intake completion

Treatment initiation Attended at least one therapy session

Active treatment Number of sessions attended; rate of missed appointments
Termination Treatment completion vs. premature termination

Note. This table presents the organizing framework used in the present dissertation for
conceptualizing psychotherapy engagement across phases of care.

Disengagement from psychotherapy is both prevalent and clinically consequential across

multiple points in care. Between approximately 20% and 57% of individuals who schedule or



complete an intake appointment never attend a psychotherapy session (Garfield, 1994; Sherman
et al., 2008), and longer wait times are consistently associated with increased risk of pre-
treatment attrition (Carpenter et al., 1981; Reitzel et al., 2006; Sherman et al., 2008, 2009). Meta-
analytic evidence further suggests that approximately one in five adult psychotherapy clients
prematurely discontinues treatment across outpatient settings broadly (Swift & Greenberg,
2012), though rates are substantially higher in some service contexts, including university-
affiliated psychology training clinics (Al-Jabari et al., 2019; Callahan et al., 2014; Swift &
Callahan, 2011). Premature termination is clinically important because clients who discontinue
treatment early are less likely to receive an adequate therapeutic dose or achieve intended
treatment gains. Research further suggests that many clients require approximately 11 to 13
psychotherapy sessions to demonstrate reliable clinical improvement (Hansen et al., 2002;
Lambert, 2007). Importantly, dropout risk is concentrated early in treatment, with most
premature termination occurring after the first several sessions (Olfson et al., 2009; Wells et al.,
2013).

A broad range of client-level, structural, and treatment-process factors have been
associated with psychotherapy disengagement, though findings have varied considerably across
studies and engagement outcomes. Structural and logistical barriers represent some of the most
consistently identified obstacles to mental health treatment engagement, including financial
burden, inadequate insurance coverage, transportation difficulties, scheduling constraints, and
provider shortages (Gao et al., 2024; Walker et al., 2015). These barriers disproportionately
affect individuals from low-income, rural, and racially minoritized communities and contribute
substantially to unmet mental health treatment need (Cummings et al., 2017; Reininghaus et al.,

2024; Walker et al., 2015). Within psychotherapy specifically, longer wait times and insurance-



related barriers are associated with reduced treatment initiation and increased dropout risk
(Benjet et al., 2022; Edlund et al., 2002; Sherman et al., 2008, 2009). Demographic
characteristics including younger age, racial and ethnic minority status, and lower socioeconomic
position have also been associated with disengagement across at least some phases of care
(Barrett et al., 2008; Swift & Greenberg, 2012), though findings are not fully consistent across
studies.

Research examining presenting concerns and symptom severity has similarly produced
mixed findings. Diagnostic category appears to moderate dropout risk, with higher premature
termination rates observed among clients with personality disorders, eating disorders, and
substance use disorders (De Salve et al., 2025; Fernandez et al., 2015; Swift & Greenberg, 2012).
However, the relationship between baseline symptom severity and disengagement has been
notably inconsistent, with some studies finding that higher symptom severity predicts greater
dropout risk and others finding the opposite or no association at all (da Silva Machado et al.,
2022; Gmeinwieser et al., 2020; van Dijk et al., 2023). Increasingly, process-level variables such
as therapeutic alliance, treatment expectations, and perceived therapist cultural competence
appear to demonstrate more reliable associations with treatment retention than symptom severity
alone (Anderson et al., 2019; Roos & Werbart, 2013). Collectively, these findings highlight the
potential importance of examining more proximal behavioral and relational processes alongside
static pre-treatment characteristics when studying psychotherapy engagement following
treatment initiation.

The Pre-Treatment Period as an Opportunity for Engagement Intervention
A related line of research has focused on treatment readiness, including client motivation,

outcome expectancy, and perceived barriers to psychotherapy participation. Clients who hold



negative expectations regarding psychotherapy, perceive treatment as burdensome, or doubt the
credibility or relevance of treatment are more likely to disengage prematurely (Callahan et al.,
2014; Constantino et al., 2018; Nock & Kazdin, 2001). More positive treatment expectations are
likewise associated with increased likelihood of treatment initiation and continuation (Bowker et
al., 2022). These findings are clinically important because such factors are potentially modifiable
and may be particularly salient before psychotherapy formally begins, when clients are
anticipating treatment but have not yet had direct therapeutic experiences shaping expectations
regarding care. Consequently, several researchers have proposed that the pre-treatment period
may represent a clinically meaningful opportunity for engagement-focused intervention (Cooper
et al., 2023; Hurlocker et al., 2023; Snell-Johns et al., 2004). Meta-analytic evidence suggests
that preparatory interventions involving motivational enhancement, role induction, expectation
clarification, and appointment support produce improvements in psychotherapy attendance and
retention (Oldham et al., 2012).
The Present Dissertation

The present dissertation examines psychotherapy engagement across multiple points in
the treatment pathway within a university-affiliated outpatient psychology training clinic. Rather
than treating treatment initiation, attendance patterns, and premature termination as entirely
independent outcomes, the dissertation applies a phase-based conceptualization in which these
engagement-related behaviors are examined as related indicators occurring across different
stages of treatment participation. Study 1 uses archival electronic health record (EHR) data to
characterize engagement across multiple phases of care and to examine whether client-level and
structural characteristics are associated with treatment initiation, active treatment participation,

and premature termination within the same clinical sample. This study builds upon prior work



conducted within the same clinic examining predictors of pre-intake attrition (Brar et al., in
preparation). Whereas this earlier work focused on disengagement behaviors prior to treatment
access, Study 1 extends the engagement pathway beyond intake by examining engagement
outcomes following treatment access, beginning with psychotherapy initiation (i.e., attending at
least one therapy session post-intake) through treatment termination. Study 2 examines the
preliminary evaluation of PREP-UP, a brief pre-treatment engagement intervention adapted from
the Unified Protocol for Transdiagnostic Treatment of Emotional Disorders (Barlow et al., 2004,
2017) and designed to support clients during the transition from waitlist to care by targeting
treatment expectations, motivation, and readiness for participation. Together, these studies
approach psychotherapy engagement from complementary perspectives — one descriptive and
predictive, the other intervention-focused — with the shared goal of examining how engagement-
related difficulties emerge across the treatment pathway and where clinically meaningful
opportunities for intervention may exist.
Aims

Study 1 used archival longitudinal data from adult clients who completed an initial intake
appointment and accessed individual psychotherapy at the UCLA Psychology Clinic between
2016 and 2023 to examine patterns and predictors of psychotherapy engagement following

treatment initiation (IRB #23-001312).

Study 1, Aim 1: To characterize patterns of psychotherapy engagement among adult
clients who completed intake and accessed psychotherapy services at the UCLA Psychology
Clinic. Descriptive analyses examined frequency of attendance in at least one therapy session in

the treatment initiation phase, mean sessions attended and missed, as well as the rate of missed



appointments during active treatment, and rates of planned versus premature treatment
termination.

Study 1, Aim 2: To examine whether structural and client-level factors predict

psychotherapy engagement across multiple phases of care following treatment access.
Specifically, analyses examined whether age, sex, race/ethnicity, annual income, prior
psychotherapy history, reason for seeking treatment, and wait time predicted: (a) therapy
attended (treatment initiation phase), (b) missed appointment rate (a treatment phase), and (c)
premature termination versus planned treatment completion (termination phase). Analyses
predicting treatment termination additionally examined whether missed appointment rate during
active treatment was associated with premature termination.

Study 2 examined the development and preliminary evaluation of PREP-UP (Pre-
treatment Engagement Preparation adapted from the Unified Protocol), a motivation-enhancing
pre-treatment intervention designed to support treatment readiness and improve psychotherapy
engagement among adults seeking services at the UCLA Psychology Clinic (IRB #24-000868).

Study 2, Aim 1: To examine the implementation outcomes associated with PREP-UP

from client and clinic personnel perspectives. Quantitative and qualitative methods were used to
evaluate intervention reach, acceptability, appropriateness, feasibility, and fidelity.

Study 2, Aim 2: To examine preliminary differences in psychotherapy engagement

outcomes across cohorts of clients. Engagement outcomes were compared across three client
cohorts: (1) adult clients who initiated services during the 2023—-2024 academic year prior to
PREP-UP implementation (i.e., 2023 service-as-usual (SAU) cohort), (2) adult clients during the
2024-2025 academic year who were offered but did not participate in PREP-UP (i.e., 2024 SAU

cohort), and (3) adult clients during the 2024-2025 academic year who participated in PREP-UP



(2024 PREP-UP cohort). Engagement outcomes included attendance of at least one therapy
session post-intake in the treatment initiation phase, missed appointment rates during active
treatment, and premature versus planned treatment termination in the final phase of care.

Study 2, Aim 3: To examine differences in treatment motivation and changes in

motivation from phone screen to intake between clients in the 2024 SAU and 2024 PREP-UP
cohorts, as well as within the PREP-UP cohort over time.

Study 2, Aim 4 (Exploratory): To examine exploratory descriptive associations among

PREP-UP participation, treatment motivation at intake, and treatment termination status among
clients offered PREP-UP. Exploratory analyses examined whether PREP-UP participation and
treatment motivation scores were associated with planned versus premature treatment
termination. Given the exploratory nature and limited sample size, these analyses are intended to
generate preliminary effect size estimates and inform future research.
Setting

This dissertation was conducted within the UCLA Psychology Clinic, a university-
affiliated outpatient psychology training clinic that provides low-cost psychotherapy services to
primarily nonstudent adults, children, couples, and families from the broader Los Angeles
community. The clinic serves as both a clinical training setting for doctoral students in clinical
psychology and a site for psychotherapy research. Individual and group psychotherapy services
are provided under the supervision of UCLA faculty and licensed community psychologists.
Referrals originate from multiple sources, including community mental health centers, private
practitioners, and self-referrals. Adult clients seeking individual psychotherapy services are
placed on a waitlist following initial contact with the clinic and subsequently complete a phone

screening and initial intake evaluation prior to beginning treatment. Due to the academic



calendar and annual clinician transitions, the clinic typically experiences its highest volume of
adult individual psychotherapy intakes during Summer Intake Team meetings held from July
through September.

Psychology training clinics represent important settings for examining psychotherapy
engagement because they share many characteristics with real-world outpatient mental health
settings while also supporting systematic clinical research (Borkovec, 2004; Dyason et al., 2019).
Compared to randomized controlled trials, training clinics typically serve clients with a broad
range of presenting concerns, involve multiple therapists with varying levels of experience, and
exhibit substantial variability in treatment duration and therapeutic approach (McNeil & Repetti,
2021). These features may introduce methodological complexity, but they also provide an
opportunity to examine psychotherapy engagement within a naturalistic outpatient treatment
setting.

Research conducted within psychology training clinics has consistently documented
elevated rates of premature termination. Early studies reported premature termination rates
exceeding 75% among adult psychotherapy clients in training clinic settings (Callahan et al.,
2009; Swift & Callahan, 2011; Swift et al., 2009), whereas subsequent larger-scale research
reported rates closer to 70% (Callahan et al., 2014). These estimates substantially exceed the
overall premature termination rate of approximately 20% reported across broader outpatient
psychotherapy settings in a meta-analysis conducted by Swift & Greenberg (2012). In addition,
many premature terminations within university training clinics occur without prior notification to
the clinician or clinic, often referred to as dropout (Renk & Dinger, 2002). Several factors may
contribute to the elevated rates of disengagement observed within these settings. Meta-analytic

findings suggest that younger client age and lower therapist experience are both associated with
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increased risk of premature termination (Swift & Greenberg, 2012), characteristics commonly
present within university-based training clinics that frequently serve younger adult populations
and rely on trainee clinicians. In addition, training clinics often contend with extended waitlists,
multiple transitions in care, and therapist turnover associated with training cycles, all of which
may increase logistical and relational barriers to sustained engagement (Callahan et al., 2014;
Swift et al., 2009). In turn, training clinic processes may delay perceived therapeutic benefit
while increasing the practical and emotional demands associated with entering care, potentially
contributing to disengagement (Swift et al., 2012). Although these factors may contribute to
particularly elevated rates of premature termination within training clinics, the underlying
processes associated with disengagement, including treatment expectations, attendance
behaviors, therapeutic alliance development, and barriers to care, are likely relevant across
outpatient psychotherapy settings more broadly (Swift & Greenberg, 2012; Wierzbicki &
Pekarik, 1993). As such, university-affiliated training clinics represent particularly informative

settings for understanding factors associated with psychotherapy disengagement.
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Study 1: Examining Client-Level and Structural Predictors of Behavioral Disengagement

Outcomes Across the Mental Health Treatment Pathway in an Qutpatient Psychology
Training Clinic

Premature termination, defined as the unilateral discontinuation of psychotherapy by
clients after initiating treatment, remains a prevalent and persistent issue in clinical practice.
Meta-analytic evidence indicates that approximately 20% of adult clients terminate treatment
prematurely across a range of mental health care settings, treatment modalities, and formats
(Swift & Greenberg, 2012). Rates may be substantially higher in university-affiliated training
clinics, with studies reporting premature termination rates ranging from 70% to 75% in this
setting (Al-Jabari et al., 2019; Callahan et al., 2014; Swift & Callahan, 2011).

Premature termination has significant clinical and systemic implications. Clients who
terminate early are less likely to receive an adequate dose of therapy to achieve meaningful
symptom improvement or attain treatment goals (Simon et al., 2012). This is clinically
significant, as research indicates that 50-60% of clients require approximately 11 to 13 sessions
of evidence-based treatment to achieve reliable improvement (Hansen et al., 2002; Lambert,
2007). At the systems level, premature termination contributes to inefficiencies in service
delivery, including underutilized appointment availability, financial strain on the clinic, and may
negatively impact training opportunities for clinicians, particularly with respect to developing
competencies in later stages of treatment (Pekarik, 1985; Spruill et al., 2004; Swift & Greenberg,
2012).

Although premature termination represents a particularly severe form of disengagement
as it reflects complete withdrawal from psychotherapy, disengagement may emerge earlier in

treatment through missed appointments during ongoing care. Missed appointments are common
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in outpatient settings and are associated with disruptions in treatment continuity, reduced
efficiency in service delivery, and poorer clinical outcomes (Berrigan and Garfield, 1981; Edlund
et al., 2002; Holdsworth et al., 2014; LaGanga and Lawrence, 2007; Miller & Ambrose, 2019).
Although research on psychotherapy-specific attendance patterns remains limited, existing
evidence suggests substantial variability in missed appointment rates and highlights the need to
better understand factors contributing to these behaviors (DeFife et al., 2010). Emerging
evidence further suggests that missed appointments during active treatment may signal elevated
risk for later treatment dropout (Krendl & Lorenzo-Luaces, 2022). Collectively, these findings
suggest that psychotherapy disengagement may unfold progressively across the course of care
and underscore the importance of identifying factors associated with engagement following
treatment initiation.

One challenge in the psychotherapy disengagement literature has been substantial
variability in how engagement outcomes are conceptualized, defined, and operationalized.
Premature termination alone has been defined using a range of approaches, including therapist
judgment, session count thresholds, missed termination appointments, and symptom-based
criteria (Hatchett & Park, 2003; Levy et al., 2018). Each approach carries methodological
limitations. Session thresholds may fail to account for variability in the number of sessions
required for clinically meaningful improvement (Robinson et al., 2020), whereas therapist
judgment may be influenced by bias and low interrater reliability (Hannan et al., 2005; Lilienfeld
et al., 2014; Walfish et al., 2012). Although symptom-based approaches have been proposed as
more objective alternatives (Dunn et al., 2023; Lambert et al., 1996), these methods are not
always feasible within routine outpatient treatment settings due to inconsistent implementation of

longitudinal symptom monitoring, substantial variability in treatment duration, and incomplete
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outcome data. Beyond definitional variability, prior research has also tended to examine
psychotherapy disengagement through isolated outcomes, with comparatively less attention
given to how behavioral indicators of engagement may unfold across treatment following
initiation of care. Attendance behaviors during active treatment, including missed appointments
and inconsistent participation, may represent observable indicators of disengagement that
precede later treatment dropout. However, considerably less is known regarding how these
attendance behaviors relate to broader patterns of psychotherapy engagement over the course of
treatment. Although some studies suggest that missed appointments may signal elevated risk for
premature termination (Krendl & Lorenzo-Luaces, 2022), findings have remained inconsistent
(McGovern et al., 2024). Collectively, these methodological inconsistencies and fragmented
approaches to studying psychotherapy engagement limit understanding of how disengagement
develops across the course of care.

Several client-level and structural factors have been associated with psychotherapy
disengagement, although findings have varied across engagement outcomes and treatment
settings (Al-Jabari et al., 2019; Barrett et al., 2008; Swift & Greenberg, 2012). Younger age has
consistently been associated with increased likelihood of premature termination (Swift &
Greenberg, 2012), whereas findings regarding sex have been more mixed (Barrett et al., 2008;
Swift & Greenberg, 2012). Structural barriers may also influence treatment engagement. Longer
wait times prior to treatment have repeatedly been associated with increased likelihood of pre-
treatment attrition (Brar et al., in prep.; Carpenter et al., 1981; Reitzel et al., 2006; Sherman et
al., 2008; Sherman et al., 2009). Prior psychotherapy experience may likewise shape engagement
by influencing familiarity with treatment expectations and willingness to remain in care

following treatment challenges (Nock & Kazdin, 2001; Swift & Callahan, 2011). Critically,
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disengagement is not uniformly distributed across the population. Research consistently
documents that racial and ethnic minority individuals, those from lower socioeconomic
backgrounds, and individuals with limited social support are disproportionately likely to
disengage from treatment across multiple phases of care (Fortuna et al., 2010; Kalibatseva &
Leong, 2011; Organista et al., 1994). These patterns underscore that improving engagement is
not only a clinical imperative but also a matter of equity in the distribution of effective
psychological care. However, it remains unclear whether these factors consistently predict
engagement across psychotherapy treatment.

Examining multiple behavioral indicators across the course of treatment may help clarify
whether client-level and structural factors represent general risk factors for disengagement or are
differentially associated with specific stages of care. Accordingly, the present study examined
psychotherapy engagement among adult clients receiving services within a university-affiliated
outpatient psychology training clinic. Specifically, the study descriptively characterized
engagement across multiple phases of care following treatment access (i.e., intake completion),
including attending at least one therapy session post-intake during treatment initiation, missed
appointments during active treatment, and premature termination during the termination phase of
care. In addition, the study examined whether client-level and structural factors previously
associated with psychotherapy disengagement, including age, sex, race/ethnicity, prior
psychotherapy history, reason for seeking treatment, annual income, and wait time, were
consistently associated with engagement across these treatment phases. Consistent with the
study’s aim of examining engagement as a dynamic process unfolding over the course of care,
missed appointment rate during active treatment was examined as a potential behavioral

indicator of subsequent premature termination.
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Method
Study Sample and Procedure

Archival data were available for clients in the UCLA Psychology Clinic from 2016—
2025; analyses were restricted to those who contacted the clinic between 2016 and 2023 to allow
sufficient follow-up (N = 972). This includes any individual over the age of 18 who made contact
with the clinic in search of adult individual psychotherapy services and was added to the clinic
waitlist. The full sample for this study is restricted to those that completed intake between 2016-
2023 (n = 273). Clients seen at the psychology training clinic were part of the general
community population and primarily self-referred. Exclusion criteria for clients seeking therapy
at the training clinic included suicidality requiring a higher level of care than weekly outpatient
therapy, psychiatric hospitalization within the past 6 months, anorexia, a primary substance use
disorder, unmedicated bipolar or psychotic illness, or active positive psychotic symptoms. The
Clinic is an American Psychological Association (APA) and Psychological Clinical Science
Accreditation System (PCSAS) accredited university training clinic. Mental health services are
provided by graduate students in the university’s clinical psychology PhD program. All trainees
and their individual cases were closely supervised by licensed clinical psychologists recruited
from the training program and the local community. The study was approved by the UCLA
Institutional Review Board (IRB #23-001312).

When interested clients initially contacted the Clinic, they were asked to provide
information about the type of service requested, impetus for requesting the service, whether they
had previously received psychotherapy, preferred language, and contact information. Interested
clients were also provided an income-based fee estimate and an estimated wait time for services.

After this initial contact, clients were placed on a waitlist. When nearing the top of the waitlist,
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interested clients underwent a standard phone screening by clinic staff, where they were asked
about their primary reasons for seeking therapy, briefly assessed for mood and other symptoms
(e.g., depression, anxiety, posttraumatic stress disorder, obsessive-compulsive and related
disorders, substance use, personality disorders, general life stress, etc.), current suicidal and
homicidal ideation, and treatment history. According to clinic procedures, therapy intake
appointments were ideally scheduled within 2-4 weeks following the phone screen. The intake
appointment was conducted by a clinician trainee who gathered in-depth information on the
presenting concerns, history of the presenting problem, coping strategies, diagnostic information,
psychotherapy history, relevant family and medical history, suicide and homicide risk, and client
goals for treatment. Diagnoses and treatment plans were made in consultation with the licensed
supervisor. After this, the clinic director assigned clients to trainee clinicians for active treatment
based on caseload availability and fit. Once treatment began, clients were offered weekly
treatment sessions. All treatment sessions were either live observed or video recorded, and
supervision occurred on a weekly basis. Beginning with the intake, the number of sessions
attended, cancellations, and no-shows were recorded for all clients. For all clients, termination
was determined in conjunction with the client (when possible), the clinician trainee, and the

licensed supervisor. Fig. 1 outlines the sequence of Clinic procedures and services delivered.
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Figure 1

Timeline of Clinic Procedures from Client’s Initial Contact to Treatment Termination

Estimated time: Estimated time: Estimated time: 1 Estimated time:
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Note. Each event on the timeline corresponds to a note type by the same title used to document
each client encounter in the electronic health record system. TX Adult Screening refers to the
standard phone screening conducted by clinic staff. Estimated time intervals reflect
approximate durations based on clinic staff report and standard clinic procedures.

Measures
Outcomes
Therapy Attended

Whether therapy was attended post-intake was used as an indicator of engagement during
the treatment initiation phase of care. This variable captured whether clients attended at least one
individual psychotherapy session following completion of their initial intake evaluation at the
UCLA Psychology Clinic. Per routine clinic procedures, attendance behaviors were recorded in
the EHR management system for all clients beginning with intake. Clients were coded as having
attended a therapy session if documentation indicated completion of at least one scheduled
individual psychotherapy appointment following intake. Clients who completed intake but did
not attend any subsequent psychotherapy sessions were coded as not attending therapy. The
variable was operationalized dichotomously (0 = did not attend therapy; 1 = attended therapy).
Missed Appointments

Missed appointments were used as a behavioral indicator of engagement during the active

treatment phase of care. Attendance data were obtained from the EHR. Missed appointments
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were initially conceptualized using two indicators: session cancellations and session no-shows.
These were defined as the number of sessions cancelled by the client and the number of sessions
missed without prior notice to the provider or clinic, respectively, following intake.

However, due to a low frequency of recorded no-show appointments in the dataset,
separate analyses of cancellations and no-shows were not feasible. The low number of
documented no-shows likely reflects limitations in how attendance was recorded in the EHR
rather than true absence of no-show behavior. Although attendance behaviors were routinely
recorded, variability in documentation practices may affect the precision with which different
types of missed appointments are captured. Accordingly, these indicators were combined to
create a single measure of missed appointments, operationalized as the total number of missed
sessions (i.e., sum of cancellations and no-shows) post-intake. Higher values reflected larger
counts of missed appointments during active treatment.

To provide a clearer representation of attendance patterns during active treatment, a
missed appointment rate was also calculated. This variable was operationalized as the proportion
of missed psychotherapy appointments (cancellations and no shows) relative to the total number
of scheduled psychotherapy appointments following treatment initiation. Higher values reflected
greater rates of missed appointments during active treatment.

Premature Termination

Premature termination was used as an indicator of engagement during the termination
phase of care. Considering the range of approaches available to measure this outcome, premature
termination was initially conceptualized using two operationalizations: 1) Symptom outcome-
based client termination prior to achieving reliable change (RC) or clinically significant change

(CSC), and 2) Clinician-reported termination status.
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1. Symptom Outcome-Based Termination Status (Planned but Not Implemented)

The Outcome Questionnaire—45.2 (0OQ-45.2; Lambert et al., 1996) was initially intended
to serve as the measurement tool for RC and CSC. Comprising 45 items, the OQ-45.2 is a self-
report instrument designed to assess client functioning across subjective distress, interpersonal
interactions, and social role performance domains. Scores on the OQ-45.2 range from 0 to 180,
with values of 64 or higher indicating clinically significant distress levels. Lambert et al. (1996)
reported robust psychometric properties for the OQ-45.2, including strong test-retest reliability
(o =.84) and internal consistency (o =.93). Clients in the UCLA Psychology Clinic were asked
to complete the OQ-45.2 at intake, during the fourth treatment session post-intake, every fifth
treatment session thereafter, and at termination, when possible (i.e., if the final session was
identified as a termination session). In line with the approach of a recent study on premature
termination in training clinics (Dunn et al., 2023), the markers of change for RC and CSC were
to be defined using Jacobson and Truax’s (1991) criteria for meaningful change:

RC: A client achieved RC if their final OQ-45.2 score was at least 14 points less than their OQ-
45.2 score at intake.

CSC: A client achieved CSC if (1) their OQ-45.2 score at intake was in the clinical range (i.e., a
score of 64 or higher), (2) RC was achieved at some point in therapy, and (3) they transitioned
from the clinical range to the functional range on the OQ-45.2 (i.e., a score of 63 or lower).
Clients with intake OQ-45.2 scores in the functional range were excluded from analyses
examining CSC.

Following these criteria, I planned to construct two binary variables to indicate premature
termination based on RC or CSC. Each variable would be assigned codes wherein 0 = successful,

planned treatment completion and 1 = premature termination. Clients who attended three or
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fewer treatment sessions post-intake and consequently did not have at least two OQ-45.2 scores,
were to be categorized as premature terminators within the RC and CSC groups (Dunn et al.,
2023). However, due to limitations in the EHR system, OQ-45.2 data could not be reliably linked
to individual client records using unique patient identifiers. As a result, it was not possible to
determine RC or CSC at the individual level, and this operationalization of premature
termination was not feasible at the time of writing this dissertation.

2. Clinician’s report of client’s termination status.

Premature termination was therefore operationalized using clinician’s reports of clients’
termination status documented in the EHR. For all clients, clinicians were required to indicate
the reason for termination in the ‘TX Case Closure Summary’ note before the case file could be
closed in the EHR system. Reasons include (1) Therapy goals attained, (2) Client no longer
wishes to continue therapy, (3) Therapist leaving the clinic, (4) Client logistical barriers (e.g.,
cost, location, scheduling), (5) Client found services elsewhere, (6) Unknown (unable to contact
client), and (7) Other. Though ‘Other’ was available in the EHR as a response category, no cases
in the present sample were classified under this category, and it was therefore not included in
analyses. ‘Therapist leaving the Clinic’ was used to denote cases in which treatment was
discontinued due to clinician-initiated factors, most commonly the end of a trainee’s rotation,
and involved transfer of care to another provider within the clinic. Cases coded as ‘Therapist
leaving the Clinic’ were manually reviewed to confirm whether they reflected transfer of care.
The majority of these cases represented transfers; however, a small subset (n = 2) reflected
mutually agreed-upon termination at the end of the clinician’s rotation rather than continuation
of care. These cases were recoded as “Therapy goals attained.” Transfer cases were conceptually

distinguished from both planned treatment completion and premature termination, as they reflect
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administrative or structural transitions in care rather than client-driven disengagement or
attainment of treatment goals. For analyses using premature termination as the outcome, transfer
cases were excluded', as these transitions were largely driven by clinician rotation changes
within the clinic and did not constitute a definitive treatment endpoint within the study’s focus
on individuals’ first episode of care in the study period.

Clients will be considered premature terminators (binary variable = 1) if the reason for
termination on their case closure report is indicated as ‘Client no longer wishes to continue
therapy,” ‘Client logistical barriers (e.g., cost, location, scheduling),” ‘Client found services
elsewhere,” or ‘Unknown (unable to contact).” Although obtaining services elsewhere may
reflect continued engagement in mental health care, these cases were classified as premature
termination in the present study, as treatment was not completed within the clinic during the
defined episode of care. Clients will be considered to have planned treatment completion (binary
variable = 0) if the reason for termination on their case closure report is indicated as ‘Therapy
goals attained.’

Predictors

Predictor variables were selected based on theoretical and prior literature identifying
client-level and structural factors associated with psychotherapy engagement and disengagement.
Primary predictors included age, sex, race/ethnicity (White non-Hispanic versus

racially/ethnically minoritized), annual income, prior psychotherapy experience, primary reason

! Clients who transferred to another provider were excluded from analyses examining premature termination
because transfer of care does not necessarily reflect disengagement or noncompletion of treatment. Rather, transfers
often occurred for reasons related to clinic operations (e.g., trainee graduation or therapist availability) and therefore
represent a conceptually distinct outcome from premature termination. At the same time, transferred clients may
reasonably be considered engaged in care because they continued treatment with another provider. Accordingly, a
sensitivity analysis was conducted using the broader Engaged in Care outcome, which classified transferred clients
as engaged. The pattern of results and substantive conclusions remained unchanged, indicating that the findings
were robust to the treatment of transferred clients.

22



for seeking services, and wait time prior to treatment. Initial analytic plans also included intake
symptom severity measures, including the Patient Health Questionnaire—9, Generalized Anxiety
Disorder—7, and Outcome Questionnaire—45.2, as well as therapeutic process variables assessed
via the Working Alliance Inventory—Short Revised, Client Version, as potential predictors of
treatment engagement outcomes. However, as of the writing of this dissertation, these
assessment data could not be reliably linked to individual client EHR data across the study
period and therefore were not included in the present analyses. Future research would benefit
from integrating routinely collected symptom and therapeutic process measures with longitudinal
clinical records to more comprehensively examine predictors of psychotherapy engagement and
disengagement.

Age: Age was calculated as the difference, in years, between the client’s date of birth and
the date of the First Contact Note in the EHR, representing age at the time of addition onto the
clinic waitlist.

Sex: The clinic’s EHR included multiple sex-related variables. “Legal Sex” was used as
the primary variable due to its completeness. For cases with missing data, values were
supplemented using “Sex Assigned at Birth,” which clinic staff began recording consistently

around 2020. Sex was coded dichotomously (0 = female, 1 = male).

Race/Ethnicity: Race and ethnicity data were derived from information routinely
collected in the EHR. Eight initial categories were identified: American Indian, Asian/Pacific
Islander, Black, Hispanic, Multi-Racial, White, Declined to Answer, and Unknown. Due to small
cell sizes across several racial groups, race was dichotomized for analytic purposes as White

non-Hispanic versus racially/ethnically minoritized (0 = racially/ethnically minoritized; 1 =
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White non-Hispanic). Participants with responses coded as “Unknown” or “Declined to Answer”
were treated as missing.

History of Psychotherapy: History of psychotherapy was assessed using the question,

“Have you been in therapy before?” from the First Contact Note in the EHR. Responses were
initially recorded as open-ended and subsequently recoded into a dichotomous variable where
yes = 1 and no = 0. For cases with missing data at first contact (n = 125), responses to the same
question from the phone screening or intake notes were used. The First Contact Note served as
the primary reference point, with supplemental data incorporated to maximize completeness.

Primary Reason for Seeking Services: At the time of first contact, clients were asked to

describe their “reason or impetus for requesting services.” The research team (comprising this
author, a Clinic Associate, and an undergraduate research assistant) conducted a content analysis
of these free-text responses from the First Contact Note to identify overarching categories. All
team members independently coded an initial subset of responses. Through iterative discussions,
discrepancies were resolved and the coding scheme was refined. Once consensus on coding
definitions was achieved, interrater reliability was assessed on a subset of responses (k = .80).
The finalized coding scheme was applied to the full dataset. The research assistant then coded
the full dataset, with ambiguous cases reviewed in weekly consensus meetings. Dependability
and confirmability were supported by a codebook and iterative refinement of coding categories.
Each response could be assigned multiple codes (maximum of seven per case). Individual
concerns were organized into six overarching domains: (1) internalizing symptoms (e.g., anxiety,
depression, trauma-related concerns); (2) high-acuity or complex clinical presentations (e.g.,
psychosis, bipolar disorder, suicidal ideation, personality pathology); (3) psychosocial and

contextual stressors (e.g., relationship difficulties, academic or occupational stress, grief,
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identity-related stress); (4) clinic-specific service needs (e.g., desire for specific treatments or
providers); (5) neuropsychological concerns; and (6) other (e.g., insomnia, cult-related
experiences, paraphilic concerns). These domains were designed to group conceptually related
presenting concerns while distinguishing between clinical symptom presentations and service-
related factors influencing help-seeking.

Income: Annual income was derived from free-text responses in the Adult Therapy
Screening Note and First Contact Note, prioritizing phone screening data as it reflected more
recent self-report. Reported monthly and weekly incomes were converted to annual estimates by
multiplying by 12 or 52, respectively. For clients with missing income data, the service fee
quoted during the phone screen was used to estimate annual income based on the clinic’s sliding-
scale fee structure. Because fees vary by number of dependents (up to three), an average of two
dependents was assumed, and the midpoint of the corresponding income range was used as the
estimate. When phone screening data were unavailable, the same procedure was applied to First
Contact Note data.

Waiting Time: The waiting period was calculated as the time elapsed, in days, between
the date of the client’s initial contact with the clinic (date of ‘Reception First Contact’ note in the
EHR) and the date of their intake appointment (date of ‘TX Adult Intake’ note in the EHR).
Given clinic procedures, which often involve additional delay between the intake appointment
and the first treatment session (Fig. 1), a second variable reflecting the total wait time was
computed as the number of days between the client’s initial contact and their first treatment
session (date of ‘First TX Adult Visit” note in the EHR). Since this variable is only defined for
clients who initiated treatment, it was used descriptively to characterize the full duration of the

pre-treatment period and to quantify delays between intake and treatment initiation.
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Analytic Plan

All analyses were conducted in R Version 2025.09.0 (R Core Team, 2025). Aim 1
utilized the full sample of clients who completed intake (n = 273). For Aim 2, analyses
predicting psychotherapy initiation following intake also utilized the full sample. In contrast,
analyses examining missed appointment rate and premature termination were restricted to clients
who attended at least one therapy session following intake (n = 218), thereby initiating an
episode of treatment.

Preliminary Analyses

Prior to primary analyses, study variables were examined for accuracy, missingness, and
distributional characteristics. Attendance and case disposition variables were reviewed to
operationalize psychotherapy engagement outcomes. Missingness patterns were examined prior
to inferential analyses.

For inferential analyses in Aim 2, primary reason for seeking services was initially coded
into six categories. However, several categories contained small cell sizes within the
psychotherapy initiator sample, including high-acuity or complex clinical presentations, service-
seeking and treatment factors, and “other” categories, which raised concerns regarding sparse
data and model stability in regression analyses. Accordingly, categories were collapsed into three
broader domains reflecting (a) internalizing symptoms, (b) psychosocial and contextual stressors,
and (c) other or complex presentations. This approach was used to improve interpretability and
support more stable parameter estimation. The original categories were retained for descriptive

analyses in Aim 1.
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Aim 1: Descriptive Characterization of Psychotherapy Engagement

For Aim 1, descriptive statistics were used to characterize the full study sample (N =273)
and patterns of treatment engagement. Sample characteristics included age, sex, race/ethnicity,
history of prior psychotherapy, primary reason for seeking services, income, wait time from first
contact to intake, and wait time from first contact to first therapy session. Descriptive analyses
were conducted to characterize engagement across phases of care, including rates of treatment
initiation, mean number of psychotherapy sessions attended, mean number of missed
appointments, mean missed appointment rate, and rates of premature termination, planned

treatment completion, and transfer of care.

Aim 2: Predictors of Psychotherapy Engagement Outcomes Across Phases of Care

For Aim 2, regression models were used to examine client-level and structural predictors
of engagement outcomes. Specifically, three outcomes were examined to capture distinct
manifestations of engagement: therapy attended, missed appointment rate, and premature
termination. Missingness on predictor variables ranged from 0% to 8.92%, with the greatest
proportion of missing data observed for the annual income variable. Missing data were addressed
using multiple imputation by chained equations (MICE; van Buuren & Groothuis-Oudshoorn,
2011) using the mice package in R. Twenty imputed datasets (m = 20) were generated under the
assumption that data were missing at random (MAR). The imputation model included the
engagement outcome and all predictor variables included in the corresponding regression model.
Missing values were imputed only for predictor variables; engagement outcome variables were
retained as observed and were not imputed. Regression models were fit separately within each

imputed dataset, and parameter estimates and standard errors were pooled using Rubin’s rules
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(Rubin, 1987). Multiple imputation was used to reduce bias and preserve statistical power
relative to complete-case analysis (Enders, 2010).

Therapy attended was examined using logistic regression, with clients coded as 1 if they
attended at least one psychotherapy session following intake and O if they did not initiate
psychotherapy following intake. In Aim 2, missed appointment rate and premature termination
were examined among clients who initiated psychotherapy (n = 218). Missed appointment rate
was analyzed using linear regression. Premature termination was examined using logistic
regression, with premature termination coded as 1 and planned treatment completion coded as 0.
In the premature termination model, missed appointment rate was additionally included as a
predictor to examine whether in-treatment attendance behaviors were associated with premature
termination.

Predictor variables included client-level characteristics (age, sex, race/ethnicity, history
of psychotherapy, primary reason for seeking services), structural factors (annual income, wait
time prior to intake), and in-treatment engagement behavior (missed appointment rate). All
predictors were entered simultaneously into each model, as the aim was to identify individual
factors associated with different engagement outcomes rather than to test domain-level effects.
Categorical predictors were dummy coded prior to inclusion in regression models. Reference
groups were female sex, racially/ethnically minoritized identity, and internalizing symptoms for
primary reason for seeking services.

Statistical Equations:
Model 1: Therapy Attended (Logistic Regression)

1, attended at least one therapy session

i = {0, did not attend any therapy sessions

28



logit[P(Yyi = 1)]
= Bo + P1(Agei) + B2(Sexi) Bs(Race/Ethnicity;)
+ P4(Prior Psychotherapy Experience;)
+ Bs(Primary Reason for Services;) + Bs(Income;) + [7(Wait Time;)

Model 2: Missed Appointments (Linear Regression)
Y,; = proportion of missed appointments

Yoi = Po + B1(Agei) + [2(Sex;)) + PBz(Race/Ethnicity;)
+ B4(Prior Psychotherapy Experience;)
+ [s(Primary Reason for Services;) + Bes(Income;) + B,(Wait Time;)
+ &

Model 3: Premature Termination (Logistic Regression)

V. = {1, premature termination
31 0, planned treatment completion
logit[P(Y3; = 1)]
= o + P1(Agei) + B2(Sex;) + L3(Race/Ethnicity;)
+ [4(Prior Psychotherapy Experience;)
+ [s(Primary Reason for Services;) + [s(Income;) + [7(Wait Time;)
+ fg(Missed Appointment Rate;)

Definitions:
Y; = The dependent variable for participant i
o = Intercept
B1 — Bs = Regression coefficients
&; = Residual error term
Age (continuous) = Client age at first contact
Sex (binary): 0 = female; 1= male
Race/Ethnicity (categorical): 0 = racially/ethnically minoritized; 1 = White non-Hispanic
Prior Psychotherapy Experience (binary): 0 =no, 1 = yes
Primary Reason for Services (categorical): 1 = internalizing symptoms, 2 = psychosocial and
contextual stressors, and 3 = other or complex presentations, where internalizing symptoms
was the reference group
e Income (continuous) = Annual income
e Wait Time (continuous) = Number of days between first contact and intake appointment
e Missed Appointment Rate (continuous) = Proportion of scheduled psychotherapy sessions
missed following treatment initiation

Results

Client Flow Through the Clinic
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Figure 2 illustrates the flow of participants through the UCLA Psychology Clinic from initial
contact to treatment outcomes. A total of 970 individuals contacted the clinic seeking adult
individual psychotherapy services during the study period. Of these, 912 individuals (94.0%)
were added to the adult therapy waitlist, while 58 individuals were not added due to factors such
as staffing limitations, declining services at initial contact, or referral to alternative services.
Among those added to the waitlist, a substantial proportion (n = 547) did not complete the phone
screening process. The most common reason for non-completion was failure to respond to
scheduling attempts (n = 263), followed by declining services due to lack of interest (n = 92) or
having secured services elsewhere (n = 79). Other reasons included financial concerns,
procedural barriers, relocation, and logistical constraints, with a smaller number of cases
categorized as deceased or unknown.

Of the 365 individuals who completed a phone screen, 273 (74.8%) subsequently
completed an intake assessment, thereby establishing access to care, whereas 92 individuals did
not complete intake. Reasons for not completing intake reflected a combination of failure to
respond to scheduling attempts, cancellations without rescheduling, referral to alternative
services, and structural barriers such as financial or logistical constraints.

Following intake, 218 individuals (79.9% of those completing intake) attended at least
one therapy session, thereby initiating an episode of treatment. The remaining 55 individuals did
not initiate psychotherapy following intake and were considered as having prematurely
terminated treatment based on the study’s operational definition. Among those who initiated
treatment, outcomes were variable.

There were 59 individuals who were transferred to another clinician for continued care
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Figure 2

Flow Diagram of Patient Progression Through the UCLA Psychology Clinic
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[

n=115

A —

Care was transferred to another clinician for continued
care (n=159)

Prematurely terminated
treatment (n = 170)

Completed treatment
(n=44)
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within the clinic system. Of the remaining cases, 115 (52.8%) prematurely terminated treatment
and 44 (20.2%) completed treatment. Including individuals who did not initiate psychotherapy
following intake, 170 of 273 clients (62.3%) did not complete the planned course of treatment
within the clinic.

Sample Characteristics

Table 2 presents the demographic and clinical characteristics of the full study sample,
participants who completed an intake evaluation (N = 273). Participants were, on average, 35.4
years old (SD = 13.6). The sample was predominantly female (63.4%), with 35.9% identifying as
male and a small proportion of missing data (0.7%).

With respect to race/ethnicity, 51.3% of participants identified as White non-Hispanic,
40.7% were categorized as racially/ethnically minoritized, and 8.1% had missing data. The
majority of participants reported a history of prior psychotherapy (67.8%), whereas 22.7%
reported no prior treatment and 9.5% had missing data.

Participants reported a mean annual income of $33,143 (SD = $35,177). The average wait
time from first contact to intake was 210 days (SD = 198.7). Among those who attended at least
one treatment session (n = 218), the mean total wait time from first contact to the first follow-up
treatment session was 239.1 days (SD = 201.9).

Table 2

Sample Characteristics

Full Sample (N = 273)

Age, M (SD) 35.4 (13.6)
Sex, n (%)
Female 173 (63.4%)
Male 98 (35.9%)
Missing 2 (0.7%)

Race/ethnicity, n (%)
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Full Sample (N = 273)

Racially/Ethnically Minoritized 111 (40.7%)
White Non-Hispanic 140 (51.3%)
Missing 22 (8.1%)
Prior psychotherapy, n (%)
Yes 185 (67.8%)
No 62 (22.7%)
Missing 26 (9.5%)
Annual income, M (SD) $33,143 ($35,177)
Wait to intake (days), M (SD) 210 (198.7)
Total wait to first therapy session (days), M (SD) 239.1(201.9)

Note. ns reflect available data for each variable due to missingness. Wait to first therapy session
is calculated for n = 218.

Clients who initiated psychotherapy did not significantly differ from those who did not
initiate treatment following intake across demographic, clinical, or structural characteristics
examined (see Appendix A).

As shown in Table 3, the majority of participants reported internalizing symptoms as
their primary reason for seeking services (57.9%), most commonly anxiety, depression, and
trauma-related concerns. Psychosocial or contextual concerns were the next most frequently
endorsed domain (27.8%), with relationship concerns and general life stress most prominent.
Less commonly, participants reported clinic-specific service needs (8.1%), primarily seeking a
specific evidence-based treatment. High-acuity or complex clinical presentations (4.4%) and
neuropsychological concerns (1.8%) were relatively infrequent.

Table 3

Primary Reasons for Seeking Services Collapsed into Five Domains

Domain Specific Concern n (%)

Internalizing symptoms 158 (57.9%)
Anxiety 65 (41.1%)
Depression 49 (31.0%)
Trauma 30 (18.9%)
OCD and related disorders 5(3.2%)
Unspecified mental health concern 4 (2.5%)
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Panic disorder 3 (1.9%)

Specific Phobia 2 (1.3%)

Psychosocial or contextual concerns 76 (27.8%)
Relationship/family/interpersonal issues 27 (35.5%)
General life stress 16 (21.1%)
Academic or work stress 5(6.6%)
Self-improvement 14 (18.4%)
Physical health 4 (5.3%)
Grief 5(6.6%)
Self-concept 1 (1.3%)
Current events 2 (2.6%)
Other (e.g., sexual identity-based stress, race- 2 (2.6%)
based stress, cult experiences)

Clinic-specific service needs 22 (8.1%)
Seeking specific evidence-based treatment 18 (81.8%)
Continuing treatment or referred by another 4 (1.8%)
provider

High-acuity or complex clinical presentations 12 (4.4%)
Emotion dysregulation 6 (50%)
Personality Disorder 3 (25%)
Psychosis 2 (16.7%)
Bipolar disorder 1 (8.3%)

Neuropsychological disorders 5 (1.8%)

Note. The sample includes clients who completed intake (N = 273).

Engagement patterns

Among participants who completed intake (N = 273), engagement in treatment varied
(Table 4). A majority of participants (79.9%) effectively initiated treatment by attending at least
one therapy session after intake. Among those with available attendance data (n = 218),
individuals attended a mean of 17.92 (SD = 16.52) sessions and missed a mean of 19.5 (SD =
30.83). The mean missed appointment rate was 43.3% (SD = 18.4%), indicating that clients
missed, on average, nearly half of scheduled psychotherapy appointments following treatment
initiation. With respect to treatment outcomes, the majority of participants prematurely
terminated treatment (62.3%), whereas 27.1% were transferred to another clinician for continued

care and 20.1% completed treatment. Among clients classified as prematurely terminating
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treatment, the median number of psychotherapy sessions attended was 7 (M = 12.02, SD =
13.37; range = 1-76).
Table 4

Engagement Outcomes Among Those Who Completed Intake

Full Sample (N =273)

Attended Therapy, n (%) 218 (79.9%)
Attendance, M (SD)
Sessions Attended 17.92 (16.52)
Sessions Missed 19.50 (30.83)
Missed Appointment Rate, Mean % (SD) 43.3% (18.4)
Treatment Termination Status, n (%)
Prematurely Terminated 115 (52.8%)
Completed Treatment 44 (20.1%)
Transferred Care 59 (27.1%)

Note. The sample includes clients who completed intake (N = 273). Missed appointment rate was
calculated as the proportion of missed psychotherapy appointments (cancellations and no-shows)
relative to total scheduled psychotherapy appointments following treatment initiation. Percentages
for treatment termination status are based on those who initiated treatment (n = 218).
Factors predicting treatment initiation

A logistic regression model examined whether demographic, clinical, and treatment-
related factors predicted attendance at a minimum of one therapy session post-intake (Table 5).
None of the predictors were significantly associated with psychotherapy initiation following
intake. Specifically, age (OR =0.99, p =.596), sex (OR = 0.66, p = .185), race/ethnicity (OR =
1.28, p = .458), prior psychotherapy experience (OR = 1.12, p = .759), primary presenting
concern category (ps = .525-.557), annual income (OR = 1.00, p = .933), and wait time prior to
intake (OR = 1.00, p = .510) were not significant predictors of therapy attendance. Overall,
findings suggest that the pre-treatment client-level and structural factors examined in the present

study were not strongly associated with treatment initiation following intake.

Table 5
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Logistic Regression Predicting Therapy Attended Among Intake Completers

Predictor B SE OR 95% CI p
Intercept 1.69 0.53 5.45 [1.93, 15.34] <.001
Age -0.01 0.01 0.99 [0.97, 1.02] 596
Male -0.42 0.32 0.66 [0.35, 1.22] 185
White non-Hispanic 0.25 0.33 1.28 [0.67, 2.46] 458
Prior therapy 0.11 0.37 1.12 [0.54, 2.33] 759
Psychosocial/contextual 53 36 080  [0.40, 1.60] 525
concerns

I())rteh:ert/l‘t’;’:g‘i’ll:x 0.27 0.46 1.31 [0.53, 3.25] 557
Income <0.001  0.001 1.00 [1.00, 1.00] 933
Wait time 0.001  0.001 1.00 [1.00, 1.00] 510

Note. Outcome coded as 1 = attended at least one psychotherapy session following intake.
Reference groups were female sex, non-White/minoritized race/ethnicity, and internalizing
symptoms for primary reason for seeking services. Estimates reflect pooled multiple imputation
results (m = 20). OR = odds ratio; CI = confidence interval.
Factors predicting missed session rate

A linear regression model was conducted to examine predictors of missed session rate
among clients who initiated treatment (Table 6). None of the examined predictors were
significantly associated with missed session rate. Specifically, age (B =-0.002, p =.336), sex (B
=-0.006, p =.9006), race/ethnicity (B = -0.02, p = .669), prior psychotherapy experience (B =
0.03, p = .584), primary presenting concern (ps = .161-.912), annual income (B <0.001, p =
.735), and wait time prior to intake (B < -0.001, p =.101) were not significant predictors of
missed session rate. Overall, findings suggest that the pre-treatment client-level and structural

factors examined in the present study were not strongly associated with attendance consistency

following psychotherapy initiation.
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Table 6

Linear Regression Predicting Missed Session Rate Among Psychotherapy Initiators

Predictor B SE 95% CI p
Intercept 0.49 0.08 [0.34, 0.64] <.001
Age -0.002 0.002 [-0.005, 0.002] 336
Male -0.006 0.049 [-0.101, 0.089] 906
White non-Hispanic -0.02 0.05 [-0.12, 0.08] .669
Prior therapy 0.03 0.06 [-0.09, 0.16] 584
Psychosocial/contextual 0.01 0.06 -0.10, 0.12] 912
concerns

I())rteh:;/lf;’tri‘éilsex -0.09 0.06 [-0.22,0.04] 161
Income <0.001 <0.001 [-0.000001, 0.000002] 735
Wait time <-0.001 0.001 [-0.0004, 0.00004] 101

Note. Outcome variable was missed session rate among clients who initiated psychotherapy.
Reference groups were female sex, non-White/minoritized race/ethnicity, and internalizing
symptoms for primary reason for seeking services. Estimates reflect pooled multiple imputation
results (m = 20). B = unstandardized coefficient; CI = confidence interval.
Factors predicting premature termination

Logistic regression models examined predictors of premature termination among clients
who initiated treatment (Tables 7). Missed session rate was significantly associated with
premature termination. Specifically, higher missed session rates were associated with greater
odds of premature termination (OR = 2.72, 95% CI [1.06, 6.98], p = .038). Interpreted
proportionally, a 10% increase in missed session rate corresponded to approximately a 11%

increase in the odds of premature termination. In contrast, pre-treatment client-level and

structural factors, including age, sex, race/ethnicity, prior therapy experience, primary presenting
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concern, annual income, and wait time prior to intake were not significantly associated with
premature termination (ps = .083-.861).
Table 7

Logistic Regression Predicting Premature Termination Among Psychotherapy Initiators

Predictor B SE OR 95% CI p
Intercept 0.19 0.78 1.21 [0.26, 5.62] .807
Age 0.00 0.02 1.00 [0.97, 1.04] 817
Male -0.18 0.41 0.83 [0.37, 1.87] 656
White non-Hispanic 0.29 0.45 1.34 [0.56, 3.22] 517
Prior therapy -0.09 0.49 0.92 [0.35,2.41] .861
Psychosocial/contextual —_, 53 0.49 059  [0.23,153] 279
concerns

l?rzhseerlﬁ;’t?;‘i’llsex -0.30 0.56 0.74 [0.25,2.24] 598
Income <0.001 <0.001 0.999 [0.999, 1.000] .083
Wait time 0.001 0.001 1.001 [0.999, 1.003] 349
Missed session rate 1.00 0.48 2.72 [1.06, 6.98] .038*

Note. Outcome coded as 1 = premature termination and 0 = planned treatment completion among
clients who initiated psychotherapy. Reference groups were female sex, non-White/minoritized
race/ethnicity, and internalizing symptoms for primary reason for seeking services. Estimates
reflect pooled multiple imputation results (m = 20). B = log-odds coefficient; OR = odds ratio;
CI = confidence interval. *p < .05

As a sensitivity analysis, the premature termination model among psychotherapy
initiators was re-estimated including total number of sessions attended as an additional predictor
(see Appendix B). In this model, greater number of attended sessions was associated with lower

odds of premature termination, OR = 0.89, 95% CI [0.82, 0.97], p = .010, whereas missed

appointment rate was no longer significantly associated with premature termination, p = .723.
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However, number of sessions attended was not included in the primary analyses because
treatment completion status is conceptually intertwined with total session attendance. As such,
including total attended sessions may introduce a circular or tautological relationship that
obscures interpretation regarding predictors of premature termination.

Additionally, a sensitivity analysis examined a broader operationalization of premature
termination in which clients who completed intake but never initiated psychotherapy were also
classified as prematurely terminated (see Appendix C). In this model, client-level and structural
characteristics generally remained unrelated to premature termination. Income demonstrated a
trend-level association, such that higher income was associated with lower odds of premature
termination, OR = 1.00, 95% CI [1.00, 1.00], p = .051. Collectively, findings from these
sensitivity analyses were generally consistent with the primary analyses and suggest that stable
pre-treatment client characteristics demonstrated limited associations with disengagement
outcomes relative to more proximal indicators of ongoing treatment participation.

Discussion

The present findings suggest that psychotherapy engagement is best understood as a
process that unfolds across multiple phases of care rather than as a single event marked by
treatment completion or discontinuation. Attrition was greatest prior to treatment initiation, yet
more than half of clients who initiated psychotherapy subsequently terminated treatment before
clinicians considered treatment complete. Among clients who entered psychotherapy, missed
appointment patterns during treatment emerged as the only significant predictor of later
premature termination, whereas client-level and structural characteristics assessed prior to
treatment initiation were not associated with post-initiation engagement outcomes. Collectively,

these findings indicate that different factors may influence engagement at different points along
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the treatment pathway. Rather than reflecting a single phenomenon, psychotherapy engagement
appears to be a dynamic process in which predictors of treatment access, treatment initiation, and
sustained participation differ across phases of care.

Of the 970 individuals who contacted the clinic, only 4.5% ultimately reached planned
treatment completion, reflecting attrition accumulating across multiple phases of care rather than
occurring at any single transition point. The steepest losses occurred prior to treatment initiation,
consistent with literature suggesting that structural and logistical barriers play a substantial role
in limiting access to mental health services (Armoon et al., 2025). Among clients who initiated
psychotherapy, 52.8% were classified as prematurely terminating treatment. Although this rate
exceeded the pooled estimate reported for university-based outpatient clinics (Swift &
Greenberg, 2012), it was lower than the average rate observed across six psychology training
clinics in Callahan et al.’s (2014) multisite study, in which premature termination averaged
69.4% and ranged from 58.5% to 80.0% across sites. These comparisons should be interpreted
cautiously because each study used different operational definitions of premature termination.
Nevertheless, the findings suggest that clinician-based report of premature termination was
common within this psychology training clinic, but it does not appear to be unusually elevated
relative to comparable training settings.

Interpretation of these findings should consider the operationalization of premature
termination used in the present study. The present study classified clients according to clinician-
documented treatment noncompletion rather than the number of sessions attended or symptom
improvement. In contrast, Callahan et al. (2014) classified clients as prematurely terminating
treatment if they discontinued therapy before achieving recovery on the Outcome Questionnaire,

a more outcome-based definition. Among clients classified as prematurely terminating treatment
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in the present study, the median number of psychotherapy sessions attended was seven (M =
12.02, SD = 13.37, range = 1-76), indicating that although many clients discontinued relatively
early in treatment, there was substantial variability in when treatment ended. Clients in the clinic
attended a mean of 17.92 psychotherapy sessions overall, whereas those classified as
prematurely terminating treatment attended an average of 12.02 sessions, a duration comparable
to the approximately 11-13 sessions that prior dose-response research suggests are sufficient for
many clients to achieve clinically meaningful improvement (Hansen et al., 2002; Lambert,
2007). Because longitudinal symptom outcome data could not be linked to electronic health
records, it was not possible to determine whether these clients had achieved meaningful clinical
improvement before treatment ended. Accordingly, the present findings are best understood as
reflecting clinician-documented noncompletion of the planned course of treatment rather than
insufficient therapeutic exposure or a failure to benefit from psychotherapy.

This distinction has particular relevance for psychology training clinics. The present
study relied on a therapist-defined conceptualization of premature termination, consistent with
recommendations that therapist judgment represents one of the most clinically meaningful
approaches to defining treatment dropout (Swift & Greenberg, 2012). At the same time,
therapist-defined noncompletion may not fully capture the client's perspective regarding whether
treatment was complete or beneficial. For example, clients may elect to discontinue treatment
after experiencing meaningful improvement or achieving their highest-priority goals, whereas
therapists may conceptualize additional treatment as necessary to consolidate gains or address
broader clinical concerns. Furthermore, structural features of psychology training clinics,
including trainee turnover and academic calendar transitions, may also influence clinician-

documented treatment completion. Accordingly, clinician-documented premature termination
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within training clinics can reflect multiple circumstances, including client disengagement, client-
perceived treatment completion, and structural features of the treatment context. Although the
term disengagement is used throughout this dissertation to align with the broader psychotherapy
engagement literature, the present study directly examined clinician-documented treatment
noncompletion rather than the psychological process of disengagement itself. Future research
should integrate therapist reports, client-reported reasons for ending treatment, and longitudinal
symptom outcomes to more fully characterize why psychotherapy ends before planned
completion.

The mean missed appointment rate of 43.3% was notable, with clients missing nearly half
of scheduled psychotherapy sessions on average. More importantly, missed appointment rate
emerged as the only significant predictor of premature termination in the primary regression
model, with each 10-percentage-point increase in missed appointment rate associated with
approximately an 11% increase in the odds of premature termination. These findings suggest that
missed appointments may function as more than isolated scheduling difficulties and may instead
reflect emerging disengagement from treatment. This interpretation is consistent with prior
research indicating that attendance instability often precedes dropout from psychotherapy
(Krendl & Lorenzo-Luaces, 2022). Importantly, attendance instability may become observable
prior to treatment discontinuation, making it a potentially actionable indicator for clinical
intervention. Structured outreach following missed appointments, proactive re-engagement
efforts, and ongoing monitoring of attendance patterns may therefore represent clinically
meaningful opportunities to intervene before disengagement culminates in treatment termination

(Becker & Chorpita, 2023; Lindsey et al., 2014). Although the effectiveness of such
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interventions within training clinic settings remains unclear, the present findings identify missed
appointment patterns as a potentially important behavioral marker of disengagement risk.

The absence of significant associations between pre-treatment client-level and structural
variables, including age, sex, race/ethnicity, income, prior therapy history, presenting concern,
and wait time, and post-initiation engagement outcomes warrants interpretation. Prior meta-
analytic work has identified demographic characteristics, including age, income, and
racial/ethnic minority status, as predictors of premature termination in outpatient settings (Acosta
et al., 2020; Joiner et al., 2022; Swift & Greenberg, 2012), making their absence in the present
study notable. One possible interpretation is that these variables may operate differently across
phases of care. Specifically, client-level and structural characteristics may play a larger role in
shaping whether individuals access and initiate treatment, whereas different mechanisms may
become more salient once treatment is underway. Support for this interpretation comes from
findings within the same clinic context: Brar et al. (in preparation) found that wait time predicted
pre-intake attrition, whereas wait time was not associated with post-initiation engagement
outcomes in the present study. This finding suggests that predictors of engagement may not
generalize uniformly across phases of care and that phase of treatment may meaningfully shape
which variables are most relevant to engagement outcomes. It is also possible that ongoing
engagement in psychotherapy is more strongly influenced by dynamic within-treatment
processes, such as therapeutic alliance, treatment expectations, motivation, or early symptom
change, rather than by static pre-treatment characteristics alone (Roos & Werbart, 2013). These
variables could not be examined in the present study because process and outcome measures

were not linkable to EHR data, representing an important limitation of the current design.
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Interpretation of these findings should also account for the structural features of training clinic
settings. Clients in the present study waited an average of nearly 7 months between initial contact
and intake, and treatment occurred within a setting characterized by trainee clinician turnover,
academic calendar transitions, and varying levels of therapist experience. The 52.8% premature
termination rate observed among psychotherapy initiators substantially exceeds the
approximately 20% dropout rate estimated across broader outpatient psychotherapy settings
(Swift & Greenberg, 2012), suggesting that some portion of disengagement may reflect
contextual features specific to training clinics. At the same time, the broader processes
implicated in the present findings, including attendance instability as an indicator of
disengagement risk and the limited predictive utility of static pre-treatment variables for ongoing
engagement, likely extend beyond training clinic settings. Attendance instability, motivational
ambivalence, and treatment expectation mismatches may represent transdiagnostic processes
relevant across outpatient contexts and clinical populations (Oldham et al., 2012), even if the
magnitude of disengagement differs by setting.

The present findings also have implications for the organization and delivery of
psychotherapy within psychology training clinics. Although clients attended an average of nearly
18 psychotherapy sessions, those classified as prematurely terminating treatment still attended an
average of approximately 12 sessions, a duration comparable to the 11-13 sessions that prior
dose-response research suggests are sufficient for many clients to experience clinically
meaningful improvement (Hansen et al., 2002; Lambert, 2007). At the same time, more than half
of clients who initiated psychotherapy were classified as prematurely terminating treatment
based on clinician documentation. Taken together, these findings raise important questions

regarding how treatment completion is conceptualized and managed within psychology training
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clinics. Although symptom outcome data were unavailable to determine whether these clients
had achieved meaningful clinical improvement prior to ending treatment, the findings suggest
that clinician-defined treatment noncompletion may, in some cases, reflect differences between
therapist and client expectations regarding when treatment has achieved its intended goals rather
than insufficient therapeutic exposure alone.

These findings also highlight broader policy considerations regarding the allocation of
limited psychotherapy resources within psychology training clinics. The present clinic
experienced extensive wait times prior to treatment initiation while simultaneously providing
relatively lengthy courses of psychotherapy for clients who entered care. The coexistence of
prolonged waitlists, lengthy treatment episodes, and substantial rates of clinician-documented
premature termination suggests that this clinic may benefit from more intentional approaches to
treatment planning throughout the course of care. Rather than allowing treatment to continue by
default, psychology training clinics may consider implementing structured treatment reviews at
regular intervals to evaluate symptom change, functional improvement, progress toward
collaboratively established treatment goals, and the anticipated value of continued
psychotherapy. Such decision points could facilitate collaborative discussions regarding whether
treatment goals have been achieved, whether priorities have evolved, or whether additional
treatment remains clinically indicated.

From a training perspective, these findings further suggest that recognizing readiness for
treatment termination should be considered a core clinical competency. Although graduate
training appropriately emphasizes assessment, case conceptualization, and evidence-based
intervention, comparatively less attention is often devoted to determining when psychotherapy

has achieved its intended aims and how to collaboratively conclude treatment. Psychology
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training clinics may therefore benefit from incorporating more explicit supervision focused on
ongoing treatment planning and termination decision making, including the integration of
symptom trajectories, functional recovery, and client-defined goal attainment into decisions
regarding treatment continuation. Routine outcome monitoring may further support these efforts
by providing therapists and supervisors with objective information to guide discussions
regarding clinical progress and readiness for termination, rather than relying primarily on
therapist judgment or administrative timelines.

Finally, the present findings suggest that psychology training clinics may benefit from
viewing attendance patterns as an important component of ongoing treatment planning. Missed
appointment rate was the only significant predictor of clinician-documented premature
termination, indicating that attendance instability may serve as an early behavioral indicator of
disengagement. Rather than treating missed appointments solely as scheduling difficulties,
clinics may benefit from implementing systematic procedures for reviewing attendance patterns,
initiating proactive outreach following repeated missed appointments, and incorporating
attendance trends into routine supervision. Together, these approaches may facilitate earlier
intervention when engagement begins to decline while promoting more intentional,
collaborative, and data-informed decisions regarding the course and completion of
psychotherapy.

Several limitations should be considered when interpreting the present findings. First, the
archival EHR data were collected for clinical rather than research purposes, and variability in
documentation practices across clinicians and administrative staff likely introduced measurement
inconsistency into several study variables. Relatedly, cancellations and no-shows were combined

into a single missed appointment variable because documentation of no-shows was not
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sufficiently consistent to permit reliable differentiation between these attendance behaviors.
Although this decision was necessary to maximize data quality, cancellations and no-shows may
reflect distinct underlying processes (e.g., logistical barriers versus disengagement), and
combining them may have obscured meaningful differences in their associations with treatment
engagement.

Second, several potentially important contributors to psychotherapy engagement could
not be examined. Clinician-level characteristics, including therapist training level, theoretical
orientation, supervisory relationships, and caseload, were unavailable within the EHR and
therefore could not be evaluated as predictors of engagement. Likewise, process variables such
as therapeutic alliance, treatment expectations, motivation, and longitudinal symptom and
functional outcomes could not be linked to the clinical record. As discussed previously, the
absence of routine outcome data limits interpretation of clinician-documented premature
termination, as it was not possible to determine whether clients who ended treatment before
clinician-defined completion had nonetheless experienced meaningful clinical improvement or
achieved their treatment goals. Future studies integrating administrative records with routinely
collected outcome measures and process data would provide a more comprehensive
understanding of how engagement evolves throughout psychotherapy.

Finally, the present findings should be interpreted within the context of a single
university-based psychology training clinic. Although this setting provides an important
opportunity to examine engagement within an understudied service context, clinic-specific
characteristics, including lengthy wait times, trainee clinician turnover, and academic calendar
transitions, may limit the generalizability of engagement rates and effect size estimates to other

outpatient settings. In addition, clients who remained engaged long enough to initiate
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psychotherapy despite extended wait times may represent a highly selected subgroup
characterized by greater persistence, motivation, symptom severity, or fewer competing barriers
to care. Consequently, findings regarding post-initiation engagement may not generalize to
individuals who disengaged earlier in the treatment pathway or to outpatient settings with
substantially different organizational structures.

Overall, Study 1 provides support for a phase-based conceptualization of psychotherapy
engagement in which treatment access, initiation, and sustained participation may be influenced
by different mechanisms across the care pathway. Missed appointment instability emerged as a
clinically observable and temporally proximal indicator of later disengagement, whereas pre-
treatment client-level and structural characteristics demonstrated limited associations with post-
initiation engagement outcomes. These findings highlight the importance of monitoring
attendance patterns as a clinically observable signal of emerging disengagement. At the same
time, the present findings also point toward the pre-treatment period as a potentially
consequential window for engagement-focused intervention. The largest point of attrition in the
present sample occurred prior to treatment initiation, and the absence of associations between
stable pre-treatment demographic and structural characteristics and post-initiation engagement
suggests that sow clients are prepared to engage may matter more than who they are when they
arrive. If missed appointments function as behavioral signals of emerging disengagement during
active treatment, a natural upstream question is whether intervening before treatment begins can
reduce the likelihood that those patterns emerge over the course of care. Collectively, these
findings support the importance of extending engagement-focused intervention efforts earlier in
the treatment pathway, prior to the initiation of psychotherapy. Future research should

incorporate dynamic process variables, including therapeutic alliance, treatment expectations,
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symptom trajectories, and motivation, within longitudinal designs capable of examining how
engagement evolves over time. In addition, multilevel approaches that account for both therapist-
and client-level influences may help clarify the extent to which disengagement reflects individual

client processes versus characteristics of the treatment context and therapeutic relationship.
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Study 2: Development and Preliminary Evaluation of an Engagement-Enhancing

Intervention for Adults Awaiting Psychotherapy in an Outpatient Psychology Clinic
Navigating the pathway to psychotherapy services presents significant challenges for
many individuals, particularly within high-demand outpatient and training clinic settings where
wait times for care can extend for months (Peipert et al., 2022). Although psychotherapy offers
critical support for addressing mental health concerns, clients often receive little structured
clinical contact between initial help-seeking and treatment access. Research across healthcare
settings has consistently found that longer wait times are associated with lower satisfaction with
services, increased missed appointments, and reduced treatment participation following referral
(Bjorngaard et al., 2008; Jones et al., 2000; Kinnan et al., 2019; Molfenter, 2013; Punton et al.,
2022; Williams et al., 2008). While rates of missed appointments vary widely across clinical
services and settings (Dantas et al., 2018), outpatient mental health clinics experience nearly
double the missed appointment rates observed in other specialties (Mitchell & Selmes, 2007).
Moreover, these missed appointments exact a toll on both the healthcare system and individual
well-being. They contribute to the inefficient use of resources (Rusius, 1995), cost the United
States an estimated $150 billion annually (Gier, 2017), delay treatment (Marbouh et al., 2020),
and are associated with worse health outcomes (Hwang et al., 2015). In an effort to discern
reasons for patient-initiated missed psychotherapy appointments, DeFife and colleagues (2010)
found that motivational issues rank as the third most frequently cited reason by clinicians, behind
clinical problems (e.g., illness) and practical matters (e.g., limited transportation). Additionally,
studies conducted within psychotherapy waitlist settings have found that between one-third and
over half of clients report that they are no longer interested in or seeking services by the time

treatment becomes available (Brown et al., 2002; Szafranski et al., 2017). Prior work conducted
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at the UCLA Psychology Clinic similarly found that longer wait times significantly predicted
higher rates of pre-intake attrition among adults seeking psychotherapy services between 2016
and 2024 (Brar et al., in preparation), suggesting that the transition from waitlist to treatment
may represent a particularly vulnerable period for disengagement from care.

A range of strategies have been developed to improve engagement in mental health
treatment, particularly in response to high rates of missed appointments and premature
termination observed across outpatient settings (Greene et al., 2016; Swift & Greenberg, 2015).
These approaches have included appointment reminders, administrative outreach,
psychoeducation, motivational interviewing strategies, and pre-treatment preparation
interventions (Drabkin et al., 2019; Gandy et al., 2019; McLean et al., 2016). Among these
approaches, pre-treatment preparation interventions have demonstrated particular promise for
improving psychotherapy attendance and reducing premature termination (Delgadillo & Groom,
2017; Greene et al., 2016; Reis & Brown, 2006; Strassle et al., 2011; Swift & Greenberg, 2015).
These interventions commonly incorporate role induction strategies designed to clarify
expectations regarding the psychotherapy process, orient clients to treatment, and define
therapist and client roles within care (Orne & Wender, 1968; Swift & Greenberg, 2015). The
available literature indicates that a bundle or combination of engagement improvement
interventions tends to be more effective than individual interventions; however, no research
identifies a specific bundle or combination of interventions that consistently yield optimal results
(Gandy et al., 2019; Lefforge et al., 2007).

Despite evidence supporting pre-treatment preparation interventions, limited research has
examined whether these pre-treatment approaches may help address engagement-related

difficulties associated with prolonged wait times for psychotherapy services (Peipert et al., 2022;
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Schleider et al., 2021). Brar et al.” s (in prep.) findings suggest that prolonged wait times are
associated with reduced initial intake appointment attendance. Findings from Study 1 of this
dissertation further demonstrated that missed appointments during ongoing psychotherapy were
associated with increased likelihood of premature termination among adults receiving services at
the same clinic. Existing research has additionally shown that pre-treatment preparation and role
induction interventions can improve both psychotherapy attendance and reduce premature
termination (Delgadillo & Groom, 2017; Greene et al., 2016; Reis & Brown, 2006; Strassle et
al., 2011; Swift & Greenberg, 2015). Together, these findings suggest that interventions
delivered during the transition from waitlist to treatment initiation may represent one approach
for supporting engagement as psychotherapy begins and over the course of care.

Treatment motivation has long been recognized as a factor associated with engagement in
mental health treatment, including psychotherapy attendance and attrition (DeFife et al., 2010,
2013; Drieschner et al., 2004). Theoretical models of treatment motivation such as the Integral
Model of Treatment Motivation (Drieschner et al., 2004; Jochems et al., 2018) suggest that
expectations regarding psychotherapy, perceived barriers or costs of treatment, and recognition
of the need for change may each influence willingness to participate in care (Figure 3). These
processes may be particularly relevant during prolonged wait periods, during which clients may
experience fluctuations in motivation due to uncertainty regarding what psychotherapy will
involve, encounter logistical or emotional barriers to participation, or doubts about the utility of
treatment (Brown et al., 2002; Szafranski et al., 2017). At the same time, pre-treatment
preparation interventions often target broader engagement-related processes beyond motivation
alone, including clarifying expectations for psychotherapy, orienting clients to treatment, and

increasing preparedness for participation in care (Orne & Wender, 1968; Swift & Greenberg,
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2015). Accordingly, the Pre-treatment Engagement Program adapted from the Unified Protocol
(PREP-UP) was developed as a brief pre-treatment engagement preparation intervention
intended to support clients transitioning from psychotherapy waitlists into care through the
combination of motivational enhancement and role induction strategies (Barlow et al., 2017;
Orne & Wender, 1968).

Figure 3

The Integral Model of Treatment Motivation

/ Internal Determinants of MET \

Problem Perceived Costs of
Recognition Treatment
> MET TE
(behavior)
QOutcome
Expectancy

A 4
\ / Treatment OQutcome

Note. Empirically supported internal determinants of the Integral Model are shown. Adapted
from Drieschner et al. (2004). MET = Motivation to engage in treatment. TE = Treatment
engagement.

PREP-UP Intervention

The Pre-treatment Engagement Program adapted from the Unified Protocol (PREP-UP)
was adapted to be a 60-minute, single-session, pre-treatment engagement preparation
intervention for adults awaiting psychotherapy services at the UCLA Psychology Clinic.
Delivered prior to intake, the intervention was designed to support clients during the transition
from psychotherapy waitlist to treatment access by targeting processes associated with poor

engagement with care. Sessions were conducted virtually using the clinic’s approved telehealth
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platform, Zoom for Healthcare (Humer et al., 2020; Leuchtenberg et al., 2023). PREP-UP
sessions were delivered by the author of this dissertation, who was a fourth-year doctoral student
in clinical psychology at the UCLA Clinical Psychology program at the time of intervention
development and delivery. The author had prior training in psychotherapy assessment and
intervention, including experience with motivational interviewing and cognitive-behavioral
approaches within outpatient clinical settings. PREP-UP delivery was supervised by a licensed
clinical psychologist through weekly supervision meetings focused on intervention delivery,
clinical decision-making, client engagement concerns, and appropriateness of services.
Supervision also supported adherence to the PREP-UP framework while allowing flexibility to
respond to individual client needs and presenting concerns.

The intervention adapted and combined motivational enhancement strategies from
Module 1 of the Unified Protocol for the Transdiagnostic Treatment of Emotional Disorders
(Unified Protocol; Barlow et al., 2017) with role induction strategies designed to clarify
expectations regarding psychotherapy, orient clients to clinic procedures and the intake process,
and increase preparedness for treatment participation (Orne & Wender, 1968; Swift &
Greenberg, 2015). Adaptations were informed by the Integral Model of Treatment Motivation
(Drieschner et al., 2004), which proposes that treatment engagement may be influenced by
internal motivational determinants including problem recognition, perceived costs of treatment,
and outcome expectancy (Table 8). Motivational enhancement components from the Unified
Protocol included treatment goal clarification (see Appendix E) and decisional balance (see
Appendix D) exercises intended to enhance readiness for treatment participation (Barlow et al.,
2017). Broadly, the session focused on increasing preparedness for treatment participation by

clarifying expectations regarding psychotherapy, reviewing clinic procedures, identifying
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treatment goals, and exploring potential barriers to engagement in care. Sessions were conducted

collaboratively and emphasized open discussion regarding clients’ expectations, concerns, and

potential barriers related to psychotherapy participation.
Table 8

PREP-UP Intervention Elements

Intervention Elements

Internal Determinant of
Motivation

Role Induction (25mins)

1. Logistical Information
a. Clinic/Staff Overview
b. Procedure & Goals of Intake Session
c. Treatment Session Information
2. Client Role Expectations
a. Importance of effort
b. Encouragement of open communication
3. Therapist Role Expectations
a. Focus on listening, understanding, and earning trust
b. Goal is to assist clients in navigating concerns
c. Therapists have different approaches
4. Treatment Rationale
a. Evidence-based treatments
b. Specific treatment modality depends on presenting
concerns and treatment goals

Outcome Expectancy
(expectations of treatment)

Enhancing Motivation (35mins)

1. Clarifying Top Problems & Setting Treatment Goals

a. Activity: Develop concrete goals using the Treatment

Goals Form
2. Building Motivation
a. Activity: Explore pros/cons of changing using the
Decisional Balance Form

Outcome Expectancy
(perceived effectiveness)

Problem Recognition
Perceived Costs of
Treatment

Note. Internal determinants of motivation were outlined by Drieschner et al. (2004). Text
written in green indicates intervention elements that I developed myself. Text written in blue
indicates intervention elements that I adapted from the Unified Protocol.

Consistent with the iterative nature of early-stage intervention development, role

induction components were later adapted for more flexible delivery based on participant
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feedback obtained during the first two PREP-UP sessions. Early client feedback suggested that
the perceived relevance of some informational role induction content varied across participants
depending on prior therapy experience, familiarity with psychotherapy, and individual
informational needs. As a result, subsequent PREP-UP sessions adopted a more flexible,
modular approach in which role induction topics could be tailored to clients’ interests, questions,
and preferences. Motivational enhancement components (i.e., treatment goal clarification and
decisional balance exercises) were delivered consistently across participants throughout the pilot
period.

Following PREP-UP sessions, relevant session materials were uploaded to the client’s
EHR including the collaboratively completed goal-setting worksheet and decisional balance
exercise completed during the session. Treatment motivation scores from the Treatment
Motivation Scale for forensic outpatients (TMS-f; Drieschner et al., 2004), which were
administered by clinic staff as part of standard clinic procedures at phone screen and intake, were
also available within the chart. Brief chart notes summarizing the encounter and themes
discussed during PREP-UP, including treatment goals, barriers to engagement, and questions or
concerns regarding therapy, were additionally documented to support continuity of care. Intake
therapists were notified when a client assigned to them had completed a PREP-UP session so
that these materials could be reviewed prior to intake. These materials were intended to facilitate
rapport-building, provide contextual information regarding client readiness and treatment goals,
and support continuity between pre-treatment engagement and intake services.
Present Study

The present study examined the appropriateness, acceptability, and efficacy of PREP-UP,

a brief pre-treatment engagement preparation intervention designed to support psychotherapy
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engagement during the transition from waitlist to treatment access among adults receiving
services through the UCLA Psychology Clinic. Broadly, the study evaluated the perceived
usefulness and fit of PREP-UP within the clinic setting while also examining preliminary
associations between PREP-UP participation and psychotherapy engagement across phases of
care. In addition, the study explored whether participation in PREP-UP was associated with
increased treatment motivation at intake. Collectively, these aims were intended to provide
preliminary data regarding the potential utility of PREP-UP as an intervention targeting
engagement.

Method
Study Design

The present study is a mixed-method, quasi-experimental implementation-effectiveness
pilot evaluation of PREP-UP. The study examined preliminary implementation and
psychotherapy engagement outcomes associated with PREP-UP participation using quantitative,
qualitative, and EHR data. A quasi-experimental cohort design was used to compare
psychotherapy engagement outcomes across three groups: (1) a historical 2023 services-as-usual
(SAU) cohort prior to PREP-UP implementation, (2) a contemporaneous 2024 SAU cohort
consisting of clients offered but not participating in PREP-UP, and (3) clients who completed
PREP-UP in 2024 prior to intake.

Quantitative analyses evaluated preliminary implementation outcomes including reach,
acceptability, appropriateness, feasibility, and fidelity, as well as psychotherapy engagement
outcomes across phases of care, including intake completion, binary therapy attended, count of
session attendance and missed appointments during active treatment, and premature versus
planned treatment termination status. Qualitative interviews with clients and clinic personnel

were conducted to further evaluate perceptions of the intervention and identify areas for
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refinement. This study was reviewed and approved by the University of California, Los Angeles
Institutional Review Board as a quality improvement initiative (IRB #24-000868).
Participants and Procedures
Clients

Adult clients (>18 years of age) scheduled to come off the individual psychotherapy
waitlist between July 2024 and March 2025 and determined to be eligible for adult outpatient
psychotherapy services during the clinic phone screening process were eligible for participation
in PREP-UP. Exclusion criteria were consistent with standard clinic eligibility requirements for
outpatient psychotherapy services and included acute suicidality requiring a higher level of care,
recent psychiatric hospitalization, active psychosis, anorexia nervosa, or primary substance use
concerns requiring specialized treatment. Clients are selected to come off the waitlist based on a
combination of clinician availability, training needs, and chronological order. Clients seen at the
psychology training clinic are part of the general community population and primarily self-
referred. Clinic clients are on average 34 years of age (SD = 11.62), predominantly White
(56.9%), single (54.4%), and equally likely to identify as male or female (Chen & Keenan-
Miller, 2019). The most common diagnoses for those seeking services at the clinic are anxiety
disorders (75.86%), depressive disorders (67.24%), obsessive-compulsive and related disorders
(13.79%), and trauma and stressor-related disorders (10.34%) (Chen & Keenan-Miller, 2019).

Clients determined to be eligible for clinic services during the phone screening process
were offered the opportunity to participate in PREP-UP prior to intake by the clinic staff member
conducting the phone screen. PREP-UP was described as an optional single-session quality
improvement intervention intended to provide information about psychotherapy and clinic

procedures while helping clients clarify treatment goals and potential barriers to engagement.

58



Clients who expressed interest in participating provided permission for their contact information
to be shared with the study team for scheduling prior to intake. Clients who declined
participation continued through standard clinic procedures and were provided services as usual.
Clients who completed PREP-UP (n = 20) were invited to complete brief post-session
intervention evaluation measures and optional follow-up qualitative interviews conducted by a
clinic staff member regarding their experiences with the intervention. A total of 17 clients
participated in follow-up qualitative interviews regarding their experiences with the intervention.

In addition, this study included a retrospective historical comparison cohort (n = 27) of
adult individual psychotherapy clients who completed intake and initiated services at the clinic
during the 2023-2024 academic year, prior to the PREP-UP pilot.
Clinic Personnel

Clinic personnel participants included clinic staff and leadership (n = 3), doctoral trainee
clinicians serving on the clinic intake team, advanced doctoral trainees supervising intake
clinicians and advanced trainees providing psychotherapy services within the clinic (r =9), and
licensed clinical supervisors (7 = 6) overseeing clinic training and patient care during the PREP-
UP pilot period. Clinic staff are responsible for addressing new client inquiries, managing the
waitlist for therapy services, conducting phone screens for prospective clients, scheduling
therapy intakes, and assisting clients during their involvement with the Clinic. Clinic leadership
includes the clinic director who oversees and approves all clinic procedures.

Clinic personnel were invited via email distributed through the clinic listserv to
participate in qualitative interviews regarding acceptability, appropriateness, and feasibility of
PREP-UP and areas for refinement. Participation additionally included completion of brief self-

report questionnaires assessing the same outcomes. Interested personnel contacted the study team
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via email regarding participation. Recruitment of clinic personnel participants ended once

saturation was reached within qualitative data collection.

Measures

Outcomes

Quantitative and qualitative data were collected from multiple sources to evaluate PREP-

UP and associated psychotherapy engagement outcomes. Data sources include client- and clinic

personnel-reported measures and qualitative interviews, as well as data extracted from the EHR.

Outcomes are grouped into three categories for organization: (a) intervention implementation

outcomes, (b), treatment motivation, and (c) psychotherapy engagement outcomes. Client self-

report measures were collected at multiple timepoints as part of standard clinic procedures and

PREP-UP evaluation activities (see

Figure 4
Flow of Client Data Collection
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Intervention Implementation Outcomes

Implementation outcomes were informed by the RE-AIM framework (Glasgow et al.,
1999), which provides a structure for evaluating the public health and implementation impact of
interventions across dimensions including Reach, Effectiveness, Adoption, Implementation, and
Maintenance. Given the pilot nature of the present study and early stage of intervention
development, the current evaluation primarily focused on Reach and Implementation-related
outcomes, including acceptability, appropriateness, feasibility, and fidelity. This framework was
used to guide evaluation of both the practical integration of PREP-UP within a university
training clinic and its potential to support psychotherapy engagement.

Reach: Reach was operationalized as the proportion of eligible clients offered PREP-UP
who participated in the intervention.

Acceptability: Acceptability of PREP-UP was assessed quantitatively using the
Acceptability of Intervention Measure (AIM; Weiner et al., 2017). The AIM is a brief four-item
self-report questionnaire rated on a 5-point Likert scale ranging from 1 (completely disagree) to
5 (completely agree), with higher mean scores indicating greater perceived acceptability of the
intervention. This measure was administered to the 2024 PREP-UP cohort and clinic personnel
participants. Clients who participated in PREP-UP completed the AIM immediately following
the session. In addition, clients who participated in follow-up qualitative interviews were asked
about their perceptions of the intervention’s acceptability during the interview. Clinic personnel
were similarly asked to shared perceptions of PREP-UP acceptability during qualitative
interviews and completed the AIM following participation in the interview. The AIM

demonstrated excellent internal consistency in the current client sample (o = .95).
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Appropriateness: Appropriateness of PREP-UP was assessed using the Intervention

Appropriateness Measure (IAM; Weiner et al., 2017). The IAM is a brief four-item self-report
questionnaire rated on a 5-point Likert scale ranging from 1 (completely disagree) to 5
(completely agree), with higher mean scores indicating greater perceived appropriateness of the
intervention. This measure was administered to the 2024 PREP-UP cohort and clinic personnel
participants. Clients who participated in PREP-UP completed the IAM immediately following
the session. In addition, clients who participated in follow-up qualitative interviews were asked
about their perceptions of the intervention’s appropriateness during the interview. Clinic
personnel were similarly asked to discuss perceptions of PREP-UP appropriateness during
qualitative interviews and completed the IAM following participation in the interview. The IAM
demonstrated good internal consistency in the current client sample (o = .89).

Feasibility: Feasibility of PREP-UP was assessed using the Feasibility of Intervention
Measure (FIM; Weiner et al., 2017). The FIM is a brief four-item self-report questionnaire rated
on a 5-point Likert scale ranging from 1 (completely disagree) to 5 (completely agree), with
higher mean scores indicating greater perceived feasibility of the intervention. This measure was
only administered to clinic personnel participants. Clinic personnel were asked to discuss
perceptions of PREP-UP’s feasibility during qualitative interviews and completed the FIM
following participation in the interview. The FIM demonstrated excellent internal consistency in
the current clinic personnel sample (o = .91).

Fidelity: Fidelity was assessed using a structured session checklist developed for the
study to document completion of planned PREP-UP intervention components (see Appendix F).
Following each session, the intervention provider completed the fidelity checklist to indicate

which intervention elements were delivered. In addition, a trained research assistant
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independently reviewed video recordings of all PREP-UP sessions and completed the same
fidelity checklist to evaluate adherence to intervention content. Session-level fidelity scores were
calculated by dividing the number of completed intervention components by the total number of
planned components for that session and multiplying by 100. Given the modular delivery
approach that was adopted, planned intervention components were defined as the two core
motivational enhancement components delivered across all sessions in addition to the role
induction components selected for inclusion based on each client’s identified interests, questions,
and informational needs. Fidelity ratings therefore reflected adherence to both required
intervention elements and session-specific modular content. Average fidelity percentage across
sessions are reported.

Treatment Motivation

Treatment Motivation: Treatment motivation was measured using the self-report client

version of the Treatment Motivation Scale for forensic outpatients (TMS-f; Drieschner et al.,
2004). Though the TMS-f was originally developed for use in a forensic psychiatric setting, it
has since been used in general outpatient mental health settings (Jochems et al., 2011; Jochems et
al., 2012; Jochems et al., 2014) given that the items are sufficiently general for application
outside a forensic setting (Jochems et al., 2014). The TMS-f has been found to be a reliable and
valid operationalization of the constructs in the Integral Model of Treatment Motivation across
forensic and non-forensic outpatient populations with a variety of psychiatric disorders
(Drieschner, 2005; Drieschner & Boomsma, 2008a, 2008b; Jochems et al., 2012; Jochems et al.,
2014). The TMS-f demonstrated good internal consistency in the current client sample (o = .84).
In addition to the total score, the TMS-f includes six subscales for each internal

determinant of motivation. To reduce participant burden and maintain relevance to a pre-
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treatment context and the study goals, only the MET, problem recognition (PR), perceived costs
of treatment (CT), and outcome expectancy (OE) subscales were administered.

The total TMS-f score (26-items) measures overall treatment motivation by assessing
commitment for treatment engagement, session attendance, treatment completion and readiness
to make sacrifices necessary for treatment (e.g. money, emotional burden, and lifestyle changes)
(Drieschner & Boomsma, 2008b). The PR subscale is an 8-item measure of two cognitions
relevant to treatment: recognition of having a concern that requires change and needing treatment
to achieve this change (Drieschner & Boomsma, 2008b). The CT subscale is a 9-item measure of
the perception of sacrifices needed for treatment and the aversiveness of treatment (Drieschner &
Boomsma, 2008b). The OE subscale is a 9-item measure of three treatment-related expectancies:
ability to complete treatment, that treatment leads to intended change, and that treatment will
result in a better life (Drieschner & Boomsma, 2008b).

All response options are rated on a 5-point Likert scale from 1 (“completely agree”) to 5
(“completely disagree”). Several items are reverse scored after which the items are summed.
Total scores can range from 5 to 130, with higher scores indicating greater overall motivation to
engage in treatment. Scores on the PR subscale range from 5 to 40, with higher scores reflecting
greater recognition of experiencing concerns that require change and a stronger perceived need
for treatment. Scores on the CT subscale range from 5 to 45, with higher scores indicating
greater perceived barriers, burdens, or costs associated with engaging in treatment. Scores on the
OE subscale range from 5 to 45, with higher scores indicating more positive treatment

expectations and greater confidence in therapy.

Psychotherapy Engagement Qutcomes
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Client psychotherapy engagement outcomes were assessed for the 2023 SAU, 2024 SAU,
and 2024 PREP-UP cohorts using attendance and case disposition data extracted from the EHR.
Consistent with the conceptualization of psychotherapy engagement as a multi-phase process,
outcomes were examined across the pre-treatment, treatment initiation, active treatment, and
treatment termination phases of care.

Completed Intake Appointment (Pre-treatment): Intake completion was extracted from

the clinic EHR and coded as a binary outcome variable, where 0 = did not complete intake and 1
= completed intake appointment.

Therapy Attended (Treatment initiation): Therapy attended captured whether clients

attended at least one individual psychotherapy session following completion of their initial intake
at the UCLA Psychology Clinic. Per routine clinic procedures, attendance behaviors were
recorded in the EHR for all clients beginning with intake. Clients were coded as having attended
a therapy session if documentation indicated completion of at least one scheduled individual
psychotherapy appointment following intake. Clients who completed intake but did not attend
any subsequent psychotherapy sessions were coded as having not attended therapy. The variable
was operationalized dichotomously (0 = did not attend therapy; 1 = attended therapy).

Sessions Attended (Ongoing treatment): Session attendance was extracted from the EHR

and counted to derive the total number of attended psychotherapy sessions following intake.
Higher values reflect larger counts of attended psychotherapy sessions.

Missed Appointments (Ongoing treatment): Attendance data were obtained from the

EHR. Missed appointments were initially conceptualized using two indicators: session
cancellations and session no-shows. These were defined as the number of sessions cancelled by

the client and the number of sessions missed without prior notice to the provider or clinic,
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respectively, following intake. However, due to a low frequency of recorded no-show
appointments in the dataset, separate analyses of cancellations and no-shows were not feasible.
The low number of documented no-shows likely reflects limitations in how attendance was
recorded in the EHR rather than true absence of no-show behavior. Although attendance
behaviors were routinely recorded, variability in documentation practices may affect the
precision with which different types of missed appointments are captured. Accordingly, these
indicators were combined to create a single measure of missed appointments, operationalized as
the total number of missed sessions (i.e., sum of cancellations and no-shows) post-intake. Higher
values reflect larger counts of missed appointments during active treatment.

To provide a clearer representation of attendance patterns during active treatment, a
missed appointment rate was also calculated. This variable was operationalized as the proportion
of missed psychotherapy appointments (cancellations and no shows) relative to the total number
of scheduled psychotherapy appointments following treatment initiation. Higher values reflected
greater rates of missed appointments during active treatment.

Premature Termination (Termination phase): Premature termination was operationalized

using clinician’s reports of clients’ termination status documented in the EHR. For all clients,
clinicians were required to indicate the reason for termination in the ‘TX Case Closure
Summary’ note before the case file could be closed in the EHR management system. Reasons
include (1) Therapy goals attained, (2) Client no longer wishes to continue therapy, (3) Therapist
leaving the clinic, (4) Client logistical barriers (e.g., cost, location, scheduling), (5) Client found
services elsewhere, (6) Unknown (unable to contact client), and (7) Other. Though ‘Other’ was
available in the EHR as a response category, no cases in the present sample were classified under

this category, and it was therefore not included in analyses. ‘Therapist leaving the Clinic’ was
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used to denote cases in which treatment was discontinued due to clinician-initiated factors, most
commonly the end of a trainee’s rotation, and involved transfer of care to another provider within
the clinic. Cases coded as ‘Therapist leaving the Clinic’ were manually reviewed to confirm
whether they reflected transfer of care and all cases were confirmed as representing transfers.
Transfer cases were conceptually distinguished from both planned treatment completion and
premature termination, as they reflect administrative or structural transitions in care rather than
client-driven disengagement or attainment of treatment goals. For analyses using premature
termination as the outcome, transfer cases were excluded, as these transitions were largely driven
by clinician rotation changes within the clinic and did not constitute a definitive treatment
endpoint within the study’s focus on individuals’ first episode of care.

Clients were considered premature terminators (binary variable = 1) if the reason for
termination on their case closure report is indicated as ‘Client no longer wishes to continue
therapy,” ‘Client logistical barriers (e.g., cost, location, scheduling),” ‘Client found services
elsewhere,” or ‘Unknown (unable to contact).” Although obtaining services elsewhere may
reflect continued engagement in mental health care, these cases were classified as premature
termination in the present study, as treatment was not completed within the clinic during the
defined episode of care. Clients will be considered to have planned treatment completion (binary
variable = 0) if the reason for termination on their case closure report is indicated as ‘Therapy
goals attained.’

Primary Predictor

Group Status: Group status served as the primary predictor variable for psychotherapy

engagement analyses and was operationalized as a three-level categorical variable representing

cohort membership: (1) 2023 SAU cohort, consisting of adult psychotherapy clients who
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initiated services in the 2023-2024 academic year prior to PREP-UP implementation; (2) 2024
SAU cohort, consisting of clients offered PREP-UP who did not participate in the intervention;
and (3) 2024 PREP-UP cohort, consisting of clients who completed the PREP-UP intervention
prior to intake.

Demographic and Background Variables

For descriptive purposes, age, sex, race/ethnicity (White vs. non-White), annual income,
prior psychotherapy experience, primary reason for seeking services, and wait time prior to
treatment were used to characterize the sample. Routine client self-report symptom outcomes at
intake were also included for descriptive purposes.

Age: Age was calculated as the difference, in years, between the client’s date of birth and
the date of the First Contact Note in the EHR, representing age at the time of addition onto the
clinic waitlist.

Sex: The clinic’s EHR included multiple sex-related variables. “Legal Sex” was used as
the primary variable due to its completeness. For cases with missing data, values were
supplemented using “Sex Assigned at Birth,” which clinic staff began recording consistently
around 2020. Sex was coded dichotomously (0 = female, 1 = male).

Race/Ethnicity: Race and ethnicity data were derived from information routinely

collected in the EHR. Eight initial categories were identified: American Indian, Asian/Pacific
Islander, Black, Hispanic, Multi-Racial, White, Declined to Answer, and Unknown. Due to small
cell sizes across several racial groups, race was dichotomized for analytic purposes as White
non-Hispanic versus racially/ethnically minoritized (0 = racially/ethnically minoritized; 1 =
White non-Hispanic). Participants with responses coded as “Unknown” or “Declined to Answer”

were treated as missing.
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History of Psychotherapy: History of psychotherapy was assessed using the question,

“Have you been in therapy before?”” from the First Contact Note in the EHR. Responses were
initially recorded as open-ended and subsequently recoded into a dichotomous yes/no variable by
research staff. For cases with missing data at first contact, responses to the same question from
the phone screening or intake notes were used. The First Contact Note served as the primary
reference point, with supplemental data incorporated to maximize completeness.

Primary Reason for Seeking Services: At the time of first contact, clients were asked to

describe their “reason or impetus for requesting services.” The research team (comprising this
author, a Clinic Associate, and an undergraduate research assistant) conducted a content analysis
of these free-text responses from the First Contact Note to identify overarching categories. All
team members independently coded an initial subset of responses. Through iterative discussions,
discrepancies were resolved and the coding scheme was refined. Once consensus on coding
definitions was achieved, interrater reliability was assessed on a subset of responses (k = .80).
The finalized coding scheme was applied to the full dataset. The research assistant then coded
the full dataset, with ambiguous cases reviewed in weekly consensus meetings. Dependability
and confirmability were supported by a codebook and iterative refinement of coding categories.
Each response could be assigned multiple codes (maximum of seven per case). Individual
concerns were organized into six overarching domains: (1) internalizing symptoms (e.g., anxiety,
depression, trauma-related concerns); (2) high-acuity or complex clinical presentations (e.g.,
psychosis, bipolar disorder, suicidal ideation, personality pathology); (3) psychosocial and
contextual stressors (e.g., relationship difficulties, academic or occupational stress, grief,
identity-related stress); (4) clinic-specific service needs (e.g., desire for specific treatments or

providers); (5) neuropsychological concerns; and (6) other (e.g., insomnia, cult-related
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experiences, paraphilic concerns). These domains were designed to group conceptually related
presenting concerns while distinguishing between clinical symptom presentations and service-
related factors influencing help-seeking.

Income: Annual income was derived from free-text responses in the Adult Therapy
Screening Note and First Contact Note, prioritizing phone screening data as it reflected more
recent self-report. Reported monthly and weekly incomes were converted to annual estimates by
multiplying by 12 or 52, respectively. For clients with missing income data, the service fee
quoted during the phone screen was used to estimate annual income based on the clinic’s sliding-
scale fee structure. Because fees vary by number of dependents (up to three), an average of two
dependents was assumed, and the midpoint of the corresponding income range was used as the
estimate. When phone screening data were unavailable, the same procedure was applied to First
Contact Note data.

Waiting Time: The waiting period was calculated as the time elapsed, in days, between
the date of the client’s initial contact with the clinic (date of ‘Reception First Contact’ note in the
EHR) and the date of their intake appointment (date of ‘TX Adult Intake’ note in the EHR).
Given clinic procedures, which often involve additional delay between the intake appointment
and the first treatment session (Fig. 1), a second variable reflecting the total wait time was
computed as the number of days between the client’s initial contact and their first treatment
session (date of ‘First TX Adult Visit’ note in the EHR). Since this variable is only defined for
clients who initiated treatment, it was used descriptively to characterize the full duration of the
pre-treatment period and to quantify delays between intake and treatment initiation.

Patient Health Questionnaire, Nine-Item (PHQ-9): The PHQ-9 (Kroenke et al., 2001) is a

well-established and widely used self-administered 9-item measure of depressive symptom
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severity in the previous 2 weeks. The PHQ-9 comprises nine core symptom items (e.g., “Feeling
down, depressed, or hopeless”) referencing the nine diagnostic criteria for major depression in
the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American

29 ¢

Psychiatric Association, 2013). Response options were “not at all,” “several days,” “more than
half the days,” and “nearly every day,” scored as 0, 1, 2, and 3, respectively, on a 4-point rating
scale. PHQ-9 scores of 5, 10, 15, and 20 represent mild, moderate, moderately severe, and severe
depression, respectively, with scores of 10 or above falling into the clinical range (Kroenke et al.,
2001). The scale’s psychometric properties have been evaluated across a range of settings and
populations, which has demonstrated the PHQ-9’s consistently high sensitivity and specificity as
well as a breadth of data on its reliability and validity (Beard et al., 2016; Costantini et al., 2021;
Kroenke et al., 2001; Levis et al., 2019; Reynolds et al., 2017). Per standard clinic procedures,

the PHQ-9 is intended to be administered to all clients at intake.

Generalized Anxiety Disorder, Seven-Item (GAD-7): The GAD-7 (Spitzer et al., 2006) is

a 7-item brief, self-administered scale of symptoms of anxiety (e.g., “Feeling nervous, anxious,
or on edge”) referencing the core diagnostic criteria for generalized anxiety in the DSM-5
(American Psychiatric Association, 2013). Response options are “not at all,” “several days,”
“more than half the days,” and “nearly every day,” scored as 0, 1, 2, and 3, respectively, on a 4-
point rating scale. Scores of 5, 10, and 15 may be interpreted as representing mild, moderate, and
severe levels of anxiety, respectively, with scores of 10 and above falling into the clinical range
(Spitzer et al., 2006). A recent systematic review and meta-analysis found that the GAD-7
demonstrates favorable psychometric properties across a range of settings and populations
(Plummer et al., 2016). Per standard clinic procedures, the GAD-7 is intended to be administered

to all clients at intake.
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Working Alliance Inventory, Short-form, Revised (WAI-SR): The WAI-SR is a 12-item

client-report survey (Hatcher & Gillaspy, 2006) used to measure the client’s perspective of
therapeutic alliance. The three subscales measure agreement about the goals of therapy,
agreement about the tasks of therapy, and the bond between the therapist and client. Clients rate
each item on a scale from 1 (“seldom”) to 5 (“always”). Total scores range from 12 to 60 and
higher scores may be interpreted as a stronger therapeutic alliance. Adequate reliability and
validity of the measure have been demonstrated across diverse groups of psychotherapy clients
(Hatcher & Gillaspy, 2006; Munder et al., 2010). Per standard clinic procedures, the WAI-SR is
intended to be administered to all clients at treatment termination.

Qualitative Procedures

Semi-structured qualitative interviews were conducted with both client and clinic
personnel participants to obtain additional perspectives regarding PREP-UP. Client follow-up
interviews explored participants’ experiences with PREP-UP, perceived usefulness of the
intervention, relevance of intervention components, and perceptions regarding its impact on
treatment preparation and engagement (see Appendix G). Clinic personnel interviews explored
perceptions of PREP-UP’s acceptability, appropriateness, feasibility, and recommendations for
future refinement and integration into clinic procedures after they were given information about
PREP-UP (see Appendix H).

Qualitative interviews were conducted virtually using Zoom for Healthcare and were
facilitated by the treatment developer. Interviews followed semi-structured interview guides
developed for the study. All interviews were audio recorded and transcribed for analysis. Field
notes were additionally maintained by the treatment developer to document emerging

observations and considerations relevant to intervention refinement.
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Note on Sample Size

In this pilot study, I acknowledge that the sample size may not provide adequate power
for traditional hypothesis testing. However, this study aims to discern any trends or signals of
effect related to PREP-UP. Pilot trials, by their nature, often prioritize detecting these signals
rather than achieving statistical significance (Pearson et al., 2020; Taylor & Kowalkowski,
2021). Thus, while analyses may not yield statistically significant findings, they may offer
valuable insights into the potential impact of PREP-UP on engagement outcomes.
Analytic Plan

All analyses were conducted using R Version 2025.09.0.387 (R Core Team, 2025). Given
the modest sample sizes across cohorts and stakeholder groups, analyses were selected to
prioritize descriptive interpretation, and estimation of preliminary associations rather than

hypothesis testing intended to establish intervention efficacy.

Preliminary Analyses

Prior to addressing the primary study aims, preliminary analyses were conducted to
characterize the sample and evaluate cohort comparability. The full client sample included 66
adult clients across three cohorts. Participant flow for the 2024 cohort was summarized
descriptively using a CONSORT-style flow diagram.

Descriptive statistics were calculated for the full sample and separately by cohort.
Continuous variables were summarized using means and standard deviations, and categorical
variables were summarized using frequencies and percentages. Preliminary analyses examined
whether cohorts differed on client-level and structural characteristics prior to conducting

exploratory outcome analyses. Variables examined included age, sex, race/ethnicity, prior
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psychotherapy history, annual income, primary reason for seeking treatment, and wait time from
first contact to intake. Group differences on categorical variables (e.g., sex, race/ethnicity, prior
psychotherapy history, primary presenting concern categories) were examined using Fisher’s
exact tests due to small cell sizes. Group differences on continuous variables (e.g., age, income,
wait time) were examined using nonparametric Kruskal-Wallis tests. Baseline symptom severity
variables, including PHQ-9, GAD-7, and OQ-45.2 scores collected at intake, were also compared
across cohorts to assess whether groups differed in clinical presentation at baseline. Missing data
were minimal for demographic and treatment variables extracted from the EHR. Consistent with
the exploratory and pilot nature of the study, analyses were conducted using available data for

each variable.

Aim 1: Examine the Reach, Acceptability, Appropriateness, Feasibility, and Fidelity of PREP-
UP Across Stakeholder Groups

Aim 1 examined preliminary intervention evaluation outcomes associated with PREP-
UP, including reach, acceptability, appropriateness, feasibility, and fidelity. Reach was
calculated descriptively as the proportion of eligible clients offered PREP-UP who completed the
intervention. Fidelity was summarized descriptively using session-level adherence percentages
derived from fidelity checklists completed by both the intervention provider and an independent
research assistant. Acceptability, appropriateness, and feasibility questionnaire data collected
from clients and clinic personnel were summarized descriptively using means and standard
deviations.

Qualitative interview data were analyzed using a hybrid directed and inductive qualitative

content analysis approach (Hsieh & Shannon, 2005). Initial coding domains were informed by
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the study’s preliminary intervention evaluation constructs, including acceptability,
appropriateness, and feasibility. Additional codes and categories were developed inductively to
capture emergent concepts identified within the data, including perceived impact of PREP-UP
and recommendations for future refinement.

The primary coder initially reviewed and coded all interview transcripts and developed a
preliminary codebook through an iterative review process. A team of five undergraduate research
assistants at the University of California, Los Angeles subsequently independently reviewed and
double-coded transcripts using the developing codebook. Prior to coding, all research assistants
completed HIPAA and CITI training and participated in a one-hour training on qualitative
content analysis led by Dr. Lauren Ng, which reviewed the principles and procedures of content
analysis coding. Additional training and calibration occurred during ongoing team meetings,
during which relevant methodological literature was reviewed, and coding procedures were
discussed collaboratively prior to beginning formal coding. Regular consensus meetings were
conducted throughout the analytic process to review coding discrepancies, refine code
definitions, and discuss emergent themes and categories. The codebook was iteratively revised
until consensus regarding coding structure and category definitions was achieved across coders.

Following coding, themes were organized within implementation outcome domains for
each stakeholder group. Frequencies and percentages were calculated descriptively to reflect the
proportion of participants endorsing or discussing each theme. Because participants could

endorse multiple themes, percentages were not expected to total 100%.

Aim 2: Examine Preliminary Treatment Engagement Outcomes Across Cohorts
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This aim examined preliminary differences in treatment engagement outcomes across the
2023 SAU cohort, the 2024 SAU cohort, and the 2024 PREP-UP cohort among clients who
completed intake. Given the small sample size and non-normal distribution of count-based
attendance variables, nonparametric analyses were used. Because treatment attendance variables
were positively skewed and violated assumptions of normality, Kruskal-Wallis tests were
conducted to compare the number of treatment sessions attended and missed across cohorts.
Effect sizes for Kruskal-Wallis analyses were calculated using epsilon-squared (€?). Fisher’s
exact tests (Freeman-Halton extension) were conducted to examine cohort differences for
premature termination status (Freeman & Halton, 1951). Effect sizes for categorical analyses
were calculated using Cramer’s V.

Exploratory negative binomial regression models were subsequently conducted to further
examine cohort differences in treatment attendance. Negative binomial regression was selected
due to overdispersion in the count outcome and the skewed distribution of treatment attendance
data. Incidence rate ratios (IRRs) and 95% confidence intervals were reported to facilitate
interpretation of relative treatment attendance rates across cohorts. Given the exploratory nature
of these analyses and limited statistical power, findings were interpreted cautiously as
preliminary indicators of possible treatment engagement patterns associated with PREP-UP

participation.

Aim 3: Examine Associations Between PREP-UP Participation and Treatment Motivation
This aim examined whether PREP-UP participation was associated with changes in
treatment motivation and related motivational constructs from phone screen to intake among

clients in the 2024 cohorts. Prior to regression analyses, baseline treatment motivation scores at
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phone screen were compared between the 2024 SAU and PREP-UP groups to evaluate
preexisting group differences. Because group sizes were unequal and variance assumptions could
not be assumed, Welch’s independent samples t-test was used to examine baseline group
differences in phone screen treatment motivation scores.

To examine change in motivation over time, difference scores were calculated by
subtracting phone screen motivation scores from intake motivation scores, such that positive
values reflected increases in motivation between phone screen and intake. Welch’s independent
samples t-tests were conducted to examine whether changes in treatment motivation differed
between clients who participated in PREP-UP and those who received standard care.
Additionally, within the PREP-UP cohort, paired samples t-tests were conducted to examine
whether treatment motivation significantly changed from phone screen to intake following
participation in PREP-UP.

A linear regression model was conducted to examine whether PREP-UP participation
predicted intake treatment motivation scores after controlling for baseline treatment motivation
assessed at phone screen. Unstandardized regression coefficients (B), standard errors, t-statistics,
and p-values were reported. Given the pilot nature of the study and modest sample size, analyses
were interpreted as exploratory examinations of preliminary associations between PREP-UP

participation and treatment motivation.

Aim 4: Exploratory Associations Between PREP-UP Participation, Intake Treatment Motivation
Scores, and Subsequent Treatment Termination Status
This exploratory aim examined whether two factors hypothesized to be related to

engagement — participation in PREP-UP and treatment motivation scores assessed at intake —
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were individually associated with subsequent treatment termination status among clients offered
the preparatory session. Fisher’s exact test was used to examine associations between PREP-UP
participation and treatment termination status because of small cell sizes. Odds ratios were
calculated as effect size estimates for categorical associations. Welch’s independent samples t-
test was used to compare intake treatment motivation scores between clients with planned
termination and clients with premature termination. Cohen’s d was calculated using pooled
standard deviations to estimate effect size. Given the modest sample size among clients offered
PREP-UP, all analyses under this aim were considered exploratory and interpreted cautiously as
preliminary descriptive associations rather than confirmatory findings.

Statistical Equations:

Aim 2
Negative binomial regression predicting sessions attended (count):
Y, ~ NB(u;, 9)
log(u;) = By + f1(2023 Cohort;) + B,(2024 PREP-UP Cohort;)
where the 2024 SAU cohort served as the reference group.
Aim 3
Linear regression predicting intake treatment motivation scores (continuous):
Y; = Bo + B (PREP-UP Participation,) + f,(Baseline Treatment Motivation;) + ¢;
where:
Y; = intake TMS-f MET score
PREP-UP Participation, = {Y , 2928500
Aim 4
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Fisher’s exact test examining the association between PREP-UP participation and
treatment termination status. For a 2 X 2 contingency table, the probability of the
observed cell configuration, conditional on the marginal totals, was calculated as:

_(@+bh)l(c+d!(a+)(b+d)!

P alb!cld!'n! ’

where a, b, ¢, and d represent the four cell frequenciesandn =a + b + ¢ + d.
The odds ratio estimating the odds of premature termination among PREP-UP
participants relative to nonparticipants was calculated as:

_b/a

R=-1=
0 d/c

Welch’s independent samples t —test was used to compare intake treatment motivation

scores between clients with planned and premature termination:

XPT - )?PrT

t =

Cohen’s d was calculated using the pooled standard deviation:

XPT - XPTT
-

Sp

(npr — Dspr + (prr — 1shr

Npr + Nppr — 2

Definitions:
e Y; = The dependent variable for participant i
e p;=expected number of sessions attended for participant i
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e 0 = negative binomial dispersion parameter

e [ = Intercept

e (1 — B, =Regression coefficients

&; = Residual error term

Xpr, Xpyr = mean motivation scores for the planned and premature termination groups
Spr, Sprr = standard deviations for the two termination groups

Npr, Npr = sample sizes for the two termination groups

sp = pooled standard deviation

Results
Sample Characteristics

The full client sample included 66 adult clients who belonged to one of three groups: the
2023 SAU cohort (n = 27), the 2024 SAU cohort (n = 19), and the 2024 PREP-UP cohort (n =
20). Participant flow for the 2024 cohort is presented in Figure 5. Of 39 clients assessed at phone
screen, 31 expressed interest in PREP-UP and 20 ultimately completed the session. Across the
2024 cohort, 35 clients completed intake (19 PREP-UP; 16 SAU) and were therefore included in
the analyses for aims 2-4.

Descriptive statistics for the full sample and by group are presented in Tables 9 and 10.
Across the full sample, participants were on average 35.4 years old (SD = 16.2), and the majority
identified as female (72.3%) and reported a history of prior psychotherapy (77.3%).
Approximately 56.1% of the sample identified as non-White. Anxiety (25.8%) was the most
frequent reason for treatment, followed by interpersonal difficulties (10.6%) and seeking a
specific evidence-based treatment (10.6%). Average wait time from first contact to intake was

516.5 days (SD = 275.9), and income levels demonstrated substantial variability.
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Figure 5

Flow Diagram of 2024 Cohort Patient Progression Through the UCLA Psychology Clinic

Assessed for eligibility at phone
screen (N = 39)

/\

Interested in PREP-UP (n =31)

Declined PREP-UP (n = 8)

Unable to schedule (n =11)
- Unable to contact (n = 5)

- Lack of availability (n =5)
- Technology difficulties (n = 1)

Consented to PREP-UP (n =20)

A 4

Completed PREP-UP (n = 20) Did not complete PREP-UP (n = 19)

Cancelled intake w/o intent to

reschedule (n = 1)

Cancelled intake w/o intent to
reschedule (n = 3)

Completed intake (n = 19) Completed intake (n = 16)
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Table 9

Full Sample Characteristics

Full Sample (N = 66)

Age, M (SD)

Sex, n (%)
Female
Male
Missing

White or Non-White, n (%)
Non-White
White Non-Hispanic
Missing

Primary reason for seeking therapy, n (%)
Internalizing symptoms
Psychosocial/contextual concerns
Clinic-specific service needs
High-acuity/complex presentations
Neuropsychological disorders
Other

Prior psychotherapy, n (%)
Yes
No

Annual income, M (SD)
Annual income, median (IQR)
Wait to intake (days), M (SD)

35.4(16.2)

47 (72.3%)
18 (27.3%)
1 (1.52%)

37 (56.1%)
26 (41.3%)
3 (4.6%)

32 (48.5%)
24 (36.4%)
7 (10.6%)
1(1.5%)

1 (1.5%)
1(1.5%)

51 (77.3%)

15 (22.7%)

$32,157 ($39,777)
$23,736 ($6,000-$42,000)
516.5 (275.9)

Preliminary analyses examining baseline differences across cohorts indicated that groups

did not significantly differ on demographic characteristics, including age, sex, race, prior

psychotherapy, or income (all ps > .05). However, there was a significant difference in wait time

to intake across groups, H(2) = 6.44, p = .04, with the 2024 PREP-UP cohort experiencing longer

wait times on average compared to the other cohorts. The distribution of primary presenting

concerns did not significantly differ across groups, Fisher’s exact test p =.15. There were no

significant differences in symptom severity measured at intake across groups, including PHQ-9,

GAD-7, and OQ-45.2 scores (all ps > .05).



Table 10

Sample Characteristics by Cohort

2023 Cohort (n = 2024 SAU Cohort (n 2024 PREP-UP

27) =19) Cohort (n = 20)
Age, M (SD) 36.8 (19.6) 33.9(13.4) 35.1(13.9)
Sex, n (%)

Female 21 (77.8%) 11 (61.1%) 15 (75.0%)

Male 6 (22.8%) 7 (36.8%) 5(25.0%)

Missing 1 (5.3%)

White or Non-White, n (%)

Non-White 17 (63.0%) 8 (42.1%) 12 (60.0%)

White Non-Hispanic 8 (29.6%) 10 (52.6%) 8 (40.0%)

Missing 2 (7.4%) 1 (5.26%)

Primary reason for seeking
therapy, n (%)

Internalizing symptoms 13 (48.1%) 10 (52.6%) 9 (45.0%)

Psychosocial/contextual 12 (44.4%) 3 (15.8%) 9 (45.0%)

concerns

Clinic-specific service needs 2 (7.4%) 4 (21.1%) 1 (5.0%)

High-acuity/complex 1 (5.0%)

presentations

Neuropsychological disorders 1 (5.3%)

Other 1 (5.3%)

PHQ-9, M (SD) 9.2(5.2) 9.7 (5.6) 9(6.4)
GAD-7, M (SD) 9.8(5.4) 9.6 (5.3) 11(5.5)
0Q-45.2, M (SD) 67.8 (25.7) 79.2 (17.1) 81.9 (19.6)
Prior psychotherapy, n (%)

Yes 20 (74.1%) 15 (78.9%) 16 (80.0%)

No 7 (25.9%) 4 (21.1%) 4 (20.0%)
Annual income, M (SD) $30,396 (§40,423) $38,564 ($50,998) $28,548 ($24,794)
Annual income, median (IQR)  $18,000 ($6,500-  $23,736 ($15,600- $30,000 ($6,000-

$38,100) $48,000) $40,800)

Wait to intake (days), M (SD)

445.1 (264.5)

498.3 (308.2)

639.8 (231.0)

Note. Percentages are calculated within each cohort.
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Missing data were minimal for client-level and structural variables. As expected in EHR
data, a subset of participants had missing self-report data (e.g., motivation and symptom
measures). Analyses were conducted using available data for each variable.

Reach

Of the 39 clients assessed at phone screen and determined eligible for Clinic services and
offered PREP-UP, 31 (79.5%) expressed interest in participating in the PREP-UP session. Of
those, 20 (64.5%) completed the session, representing a reach of 51.3% of the total eligible
sample. Qualitative findings suggested that logistical barriers, including limited availability and
short scheduling windows between phone screen and intake, may have reduced participation in
PREP-UP. Of the 20 PREP-UP participants, 17 completed follow-up qualitative interviews.
Fidelity

Fidelity to the PREP-UP intervention protocol was high. Across sessions, the facilitator
completed an average of 94.5% (SD = 4.2) of planned intervention components based on
adherence checklist ratings completed through facilitator self-report and independent recording
review.

Acceptability

Quantitative Acceptability Findings

Acceptability ratings for PREP-UP were high across stakeholder groups (Table 11).
Among clients who completed the PREP-UP session and post-session measures (z = 19), the
mean AIM score was 4.63 out of 5 (SD = 0.54). Acceptability ratings were similarly high among
clinicians (M = 4.67, SD = 0.43), licensed supervisors (M =4.71, SD = 0.25), and clinic
leadership/staft (M = 4.62, SD = 0.38), suggesting broad support for PREP-UP across

stakeholder groups.
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Factors Supporting Acceptability

Qualitative findings across stakeholder groups further supported the acceptability of
PREP-UP (Tables 12-14). Clients consistently described the session as clear, supportive, and
worthwhile, with many emphasizing the value of role induction, psychoeducation, expectation-
setting, and opportunities to clarify treatment goals prior to intake (Table 12). Nearly all
interviewed clients (16/17, 94%) indicated that they would recommend PREP-UP to future
clients. One participant stated that the session “[helped] me think more specifically about what I
wanted to work on” (Table 12).

Clinicians and supervisors similarly described PREP-UP as a clinically thoughtful and
valuable intervention. In particular, stakeholders highlighted the motivational enhancement and
psychoeducational components of the intervention, as well as its potential utility within a
university training clinic context characterized by prolonged waitlists, elevated disengagement
risk, and novice trainee therapists (Table 13-14). Supervisors additionally emphasized PREP-
UP’s alignment with evidence-based practice and described the intervention as clinically
sophisticated and responsive to a meaningful gap in services during the pre-treatment period
(Table 14).

Factors Limiting Acceptability and Areas for Improvement

Despite overall high acceptability, several participants identified areas for refinement.
Some clients with extensive prior psychotherapy experience described portions of the session as
repetitive or less personally relevant, particularly information related to therapy structure or
clinic orientation (Table 12). Others noted that portions of the session felt somewhat dense or
lengthy and suggested greater flexibility in pacing and tailoring based on prior therapy exposure

and client needs (Table 12). These findings suggest that although PREP-UP was broadly
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experienced as acceptable, perceived usefulness may vary based on familiarity with
psychotherapy and mental health services.

Table 11

Implementation Outcomes Across Respondent Groups

Clients (n = 19) Cliilicians Licensgd - gisnti;fhe;iegs)hip
(n=9) Supervisors (n = 6)
AIM, M (SD) 4.63 (0.54) 4.67 (0.43) 4.71 (0.25) 4.62 (0.38)
IAM, M (SD) 4.66 (0.47) 4.53(0.42) 4.54(0.43) 4.45(0.43)
FIM, M (SD) 4.36 (0.52) 4.43 (0.46) 4.32(0.42)

Note. AIM = Acceptability of Intervention Measure; IAM = Intervention Appropriateness
Measure; FIM = Feasibility of Intervention Measure. Values are presented as mean (SD).
Sample sizes reflect the number of respondents with available data for each measure.

Appropriateness

Quantitative Appropriateness Findings

Stakeholders generally perceived PREP-UP as highly appropriate for the clinic setting
and client population (Table 11). Clients reported high appropriateness ratings on the IAM (M =
4.66, SD = 0.47). Ratings were similarly high among clinicians (M = 4.53, SD = 0.42), licensed
supervisors (M = 4.54, SD = 0.43), and clinic leadership/staff (M = 4.45, SD = 0.43).

Factors Supporting Appropriateness

Qualitative findings further suggested that PREP-UP was perceived as a strong fit for this
university-affiliated training clinic setting. Clients frequently described the intervention as
particularly useful for individuals new to therapy or returning to treatment following prolonged
wait periods, emphasizing the value of clarifying therapy expectations, learning about treatment

modalities, and reducing uncertainty prior to intake (Table 12).
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Clinicians and supervisors similarly viewed PREP-UP as well-suited for the clinic’s long-
waitlist context and elevated disengagement risk (Table 13-14). Stakeholders described the
intervention as particularly beneficial for clients who were ambivalent, overwhelmed, unfamiliar
with psychotherapy, or uncertain about treatment goals. Supervisors additionally emphasized the
intervention’s alignment with evidence-based behavioral approaches and highlighted the
importance of providing clients with earlier orientation and preparation before initiating
treatment with trainee therapists (Table 14).

Factors Limiting Appropriateness and Areas for Improvement

Although perceptions of appropriateness were highly positive overall, some participants
noted that perceived fit varied depending on prior therapy experience. Several clients with
extensive prior exposure to psychotherapy reported that some session components felt less
relevant or duplicative of prior knowledge (Table 12). In addition, a small number of supervisors
raised concerns regarding potential overlap between PREP-UP content and material addressed
during intake or early treatment sessions, particularly within a clinic model involving multiple
provider transitions (Table 14). These findings suggested that greater tailoring of PREP-UP
content and clearer delineation of intervention roles within the broader clinic workflow may
improve perceived fit across clients and providers.

Feasibility

Quantitative Feasibility Findings

Feasibility ratings were generally high across stakeholder groups (Table 11). Clinicians
reported a mean FIM score of 4.36 (SD = 0.52), licensed supervisors reported a mean of 4.43
(SD = 0.46), and clinic leadership/staff reported a mean of 4.32 (SD = 0.42), suggesting that

PREP-UP was perceived as manageable to implement within the clinic setting.
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Table 12

Client-Reported Themes Related to PREP-UP Implementation Outcomes (n = 17)

Domain Theme Description Exemplar Quote n (%)
Acceptability Positive and helpful | Participants described PREP-UP as | “Very easy to understand, and it 16 (94%)
session experience clear, helpful, and worthwhile. went at a good pace.”
Broad endorsement Most participants would recommend | “Yeah, I would recommend it... 16 (94%)
PREP-UP to future clients. it’s helpful to think about those
questions before going in.”
Appropriateness Strong fit for new PREP-UP was particularly relevant | “I think it’s good for everyone that | 4 (24%)
clients for individuals new to therapy. is starting therapy.”
Variable relevance Participants with prior therapy “I already knew about [Clinic] 7 (41%)
based on prior experience found some content information... but it was good to
experience repetitive. have the goals.”
Feasibility Manageable logistics | Scheduling and structure were “It was very manageable because 13 (76%)
manageable, especially via mine was via Zoom.”
telehealth.
Timing within clinic | Some participants noted challenges | “I only had one day to schedule.” | 5 (29%)
services with scheduling in the short window
between phone screen and intake.
Perceived Impact | Preparation for Participants felt more prepared and | “So you're not going in blind.” 13 (76%)
of PREP-UP therapy less uncertain before therapy. “Especially since I was a bit
confused, ... I was able to ask her
questions [ had.”
Goal clarification and | Participants described increased “It was helpful to think about what | 9 (53%)
reflection clarity around therapy goals. goals I have for therapy.”
Understanding of Participants gained knowledge about | “I enjoyed understanding the 13 (76%)
therapy available treatment modalities and treatment options they have and
therapy expectations. what the purpose of the intake is.”
Trust in clinic Participants reported increased trust | “It made me trust the clinic more 3 18%)

services

in the clinic’s services

to know about the types of
therapies and that there’s almost a
team thinking about me.”
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Recommendations | Tailor for client

and pacing

to pacing and session length.

Participants recommended adapting | “Two different sets of protocols 5(29%)
needs PREP-UP for different client groups, | would probably be helpful,
namely those with prior therapy especially for someone who
history and those without. doesn’t know therapy.”
Enhance materials Participants suggested adding “Having the slides sent over 4 (24%)
and communication | follow-up materials and clearer afterwards would be helpful.”
communication.
Refine session timing | Participants suggested adjustments “It went a little bit over an hour.” 6 (35%)

Note. N =17 clients. n (%) reflects the number and percentage of participants who endorsed each theme. Participants could endorse
multiple themes; therefore, percentages do not sum to 100%. Exemplar quotes are presented verbatim.
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Factors Supporting Feasibility

Qualitative findings suggested that PREP-UP was generally experienced as feasible and
relatively low burden to participate in and implement (Tables 12-14). Clients frequently
described the scheduling process and session structure as manageable, particularly as sessions
were conducted via telehealth (Table 12). Clinicians and supervisors additionally reported that
PREP-UP documentation and materials were relatively easy to review and could provide
clinically useful information with minimal additional burden when integrated into supervision
and intake planning workflows (Table 13-14).

Factors Limiting Feasibility and Areas for Improvement

At the same time, several implementation challenges emerged across stakeholder groups.
Clients described difficulties scheduling PREP-UP sessions within the short interval between
phone screen and intake appointments (Table 12). Clinicians and supervisors additionally
identified workflow integration challenges, including inconsistent communication across
providers, limited integration of PREP-UP materials into routine supervision practices, and
variability in whether intervention materials were systematically reviewed prior to intake
sessions (Table 13-14).

Stakeholders also raised concerns regarding the number of provider transitions involved
in the clinic process, noting that clients could interact with multiple clinicians between phone
screen, PREP-UP, intake, and ongoing therapy (Table 14). Although these concerns did not
appear to substantially reduce overall perceptions of feasibility, they highlighted important areas
for refinement in future implementation efforts, particularly regarding workflow integration,
communication across providers, and longitudinal incorporation of PREP-UP materials into

treatment planning and supervision.
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Table 13

Clinician-Reported Themes Related to PREP-UP Implementation Qutcomes (n = 9)

Domain Main Theme Description Exemplar Quote n (%)
Acceptability Broad Clinicians consistently described PREP- “I think it’s a really great idea and | 9 (100%)
endorsement UP as a valuable and worthwhile addition | strategy and I definitely see the
to the clinic. Role induction, expectation- | benefits of doing this.”
setting, and psychoeducation about
therapy processes were viewed as
especially beneficial for preparing clients
for treatment.
Appropriateness PREP-UP was | Clinicians described PREP-UP as well- “Especially with it being a 9 (100%)
perceived as a suited for a training clinic setting and training clinic... people come in
strong fit for the | particularly beneficial for clients who with preconceived notions. I think
training clinic were new to therapy, uncertain about this can help ensure expectations
context treatment, or returning after long wait are aligned.”
periods.
Feasibility Workflow Although clinicians generally viewed “It’s not being routinely and 8 (88.9%)
integration gaps | PREP-UP positively, they identified systematically incorporated into
barriers related to scheduling, clinical care.”
communication across providers,
inconsistent use of materials, and limited
integration into routine clinical workflow.
Perceived Impact | Client readiness | Clinicians reported that PREP-UP “I could just tell like when 9 (100%)
for intake and observably improved client preparedness | [clients] had done the session and
therapy for therapy by increasing clarity around when they hadn’t. If they did the
treatment goals and reducing uncertainty. | session, then they seemed more
ready to go and had a better idea
of what they wanted.”
Clinician intake | Clinicians stated that materials from “I feel like I am essentially like 9 (100%)

preparation and
treatment
planning

PREP-UP session EHR documentation
provided clinically useful information that

three steps ahead.”
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informed intake and early treatment
planning.

active treatment
and clinic
workflow

continuity between PREP-UP, intake, and
ongoing therapy, including revisiting
worksheets during treatment, improving
communication between providers, and
increasing clinician awareness of PREP-
UP materials.

amongst everyone so everyone
knows what’s happening there
and how to best use it throughout
treatment.”

Trust in clinic Clinicians observed that PREP-UP helped | In reference to a client who 7 (77.8%)
services clients feel heard, more comfortable with | completed PREP-UP and
the clinic, and safer engaging in treatment | attended intake: “He felt heard by
prior to beginning therapy. our clinic early on.”
Recommendations | Integration into | Clinicians recommended greater “Increase communication 8 (88.9%)

Note. N =9 clinician participants. Percentages reflect the proportion of clinician participants who endorsed or discussed each theme.
Themes were identified using hybrid directed and inductive content analysis. Participants could contribute to multiple themes;
therefore, percentages do not sum to 100%.
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Perceived Impact of PREP-UP

Although initial coding domains were informed by prespecified implementation
outcomes, an additional domain related to the perceived impact of PREP-UP emerged
inductively across stakeholder interviews. Clients consistently described PREP-UP as increasing
their sense of readiness for therapy by improving understanding of treatment expectations,
clarifying therapy goals, and reducing uncertainty prior to intake (Table 12). Many participants
described feeling more prepared, focused, and emotionally ready to begin psychotherapy
following the intervention. As one participant reflected, the session helped them feel as though

they were “not going in blind” (Table 12).
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Table 14

Licensed Supervisor-Reported Themes Related to PREP-UP Implementation Qutcomes (n = 6)

Domain Main Theme Description Exemplar Quote n (%)
Acceptability PREP-UP was Supervisors consistently described PREP-UP | “I think this is brilliant. I 6 (100%)
viewed as highly as theoretically grounded, clinically think this should be in all
valuable, evidence- sophisticated, and strongly aligned with the clinics.”
based, and clinically | evidence-based practice. Goal clarification,
thoughtful motivational enhancement, psychoeducation,
and role induction were viewed as
particularly valuable components.
PREP-UP helped Supervisors emphasized that PREP-UP “It’s also so good to 6 (100%)
normalize and reduced uncertainty and stigma by orienting | socialize them to therapy.”
socialize clients to clients to therapy expectations, clinic
therapy procedures, and the structure of evidence-
based treatment.
Appropriateness PREP-UP was Supervisors repeatedly described PREP-UP | “It feels like a very 6 (100%)
perceived as a strong | as addressing a major systems-level gap necessary step in helping
fit for the training created by prolonged clinic waitlists, people get ready for
clinic and long- changing client needs over time, and treatment.”
waitlist context disengagement risk within a trainee clinic
setting.
PREP-UP was Supervisors perceived PREP-UP as “For people who are new | 6 (100%)
viewed as especially | particularly beneficial for clients unfamiliar | to therapy, this probably is
helpful for therapy- with therapy, uncertain about treatment, or really great.”
naive, ambivalent, or | struggling to clarify treatment goals and
overwhelmed clients | readiness.
Feasibility Workflow integration | Although supervisors generally viewed “Three different clinicians | 6 (100%)
and multiple contact | PREP-UP positively, concerns emerged is a lot.”
points were the regarding multiple clinician transitions,
primary feasibility additional appointments, inconsistent
concerns workflow integration, and systematic review
of PREP-UP materials.
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stronger integration
into supervision and
active treatment

supervision, integrating forms longitudinally
throughout treatment, and embedding PREP-
UP more systematically into clinic
workflow.

to discuss it at each
supervision meeting.”

PREP-UP was Supervisors generally perceived PREP-UP “It doesn’t really have 5 (83.3%)
viewed as feasible materials as manageable to review and much, if any, burden on
and relatively low- clinically useful, particularly when the clinician.”
burden for clinicians | implementation procedures were clearly
integrated into supervision and intake
workflows.
Perceived Impact | PREP-UP improved | Supervisors perceived PREP-UP as “It would provide a really | 6 (100%)
readiness, goal increasing client readiness for therapy, fantastic roadmap for
clarity, and treatment | clarifying goals, improving case actually guiding
planning conceptualization, and providing clinically supervision.”
actionable information that supported
supervision and early treatment planning.
PREP-UP fostered Supervisors described PREP-UP as helping | “I actually just met witha | 5 (83.3%)
early engagement clients feel more comfortable, prepared, and | clinician and they were
and reduced therapy | connected to treatment prior to beginning nice and calm and friendly
anxiety formal psychotherapy. and it wasn’t scary.”
Recommendations | Supervisors Supervisors recommended routinely “Make sure students 6 (100%)
recommended reviewing PREP-UP materials in review it and are prepared

Note. N = 6 licensed supervisor participants. Percentages reflect the proportion of licensed supervisor participants who endorsed or
discussed each theme. Themes were identified using hybrid directed and inductive content analysis. Participants could contribute to
multiple themes; therefore, percentages do not sum to 100%.
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Overall Recommendations for Future Refinement

Across stakeholder groups, several recommendations for future refinement emerged
qualitatively. Clients suggested increasing flexibility in session pacing and tailoring intervention
content based on prior therapy experience and familiarity with psychotherapy. Clinicians and
supervisors recommended stronger integration of PREP-UP materials into intake supervision and
active treatment planning, greater continuity across provider transitions, and clearer
communication regarding how PREP-UP materials should be incorporated into ongoing care.
Stakeholders additionally suggested that intervention worksheets and goals could be revisited
longitudinally throughout treatment to reinforce motivation, treatment focus, and engagement

over time.

Preliminary treatment engagement and termination outcomes

Preliminary analyses examined treatment engagement and termination outcomes across
the 2023 cohort, 2024 SAU cohort, and 2024 PREP-UP cohort among clients who completed
intake (Table 15). A Kruskal-Wallis test revealed significant differences in total sessions
attended across cohorts, H(2) = 7.12, p = .028, €> = .087, indicating a modest effect size.
Exploratory negative binomial regression models were conducted to further examine cohort
differences in treatment attendance, using the 2024 SAU cohort as the reference group (Table
16). Relative to the 2024 SAU cohort, clients in the 2023 cohort attended treatment sessions at a
rate approximately 3.63 times greater (IRR =3.63, 95% CI [1.37, 9.03], p = .006). Similarly,
clients in the 2024 PREP-UP cohort attended treatment sessions at a rate approximately 2.95
times greater than the 2024 standard care cohort (IRR =2.95, 95% CI [1.06, 8.03], p = .033).

Descriptively, treatment attendance among clients who participated in PREP-UP more closely
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Table 15

Preliminary Treatment Engagement Outcomes by Cohort

2024 SAU 2024 PREP- Test p Effect
Cohort UP Cohort Statistic Size
(n=16) (n=19)

2023 Cohort
(n=27)

Attendance, M (SD)
Sessions attended ~ 13.89 (13.64) 3.81(6.56) 11.32(15.34) H(2)=7.12 .028* ¢&2=.087
Sessions missed 0.67 (1.21)  1.12(4.50) 0.84 (2.12) H(2)=3.55 .169 e2=.026

Treatment outcome, n/N (%)

Prematurely 18/25(72.0  10/12 10/16 Fisher's 533 V=17
terminated %) (83.3%) (62.5%) exact ’ )
Retained in care, n/N (%)
6/16 Fisher's
0 0 =
Yes 8/26 (29.6%) (37.5%) 8/18 (44.4%) exact 705 V=11

Note. The sample includes clients from the 2023 and 2024 cohorts who completed intake. Values
are presented as mean (SD) or n (%). Percentages were calculated using the number of clients
eligible for each outcome as the denominator. For premature termination, clients who transferred
care within the clinic or were referred to services elsewhere following intake were excluded
because these outcomes do not represent treatment discontinuation. Accordingly, the
denominators were 25 for the 2023 cohort (27 total; 1 transfer, 1 referred elsewhere), 12 for the
2024 SAU cohort (16 total; 4 transfers), and 16 for the 2024 PREP-UP cohort (19 total; 2
transfers, 1 referred elsewhere). For retained in care, clients who transferred to another clinician
within the clinic were classified as retained, whereas clients referred to services elsewhere were
excluded. Thus, the denominators were 26 for the 2023 cohort, 16 for the 2024 SAU cohort, and
18 for the 2024 PREP-UP cohort. Kruskal-Wallis tests were used for count outcomes and
Fisher’s exact tests (Freeman-Halton extension) were used for categorical outcomes. € =
epsilon-squared effect size; V = Cramer’s V. *p < .05.

resembled that of the 2023 SAU cohort than the 2024 SAU cohort. Cohorts did not significantly
differ in missed appointments, H(2) = 3.55, p = .169, €2 = .026. Similarly, Fisher’s exact tests
(Freeman-Halton extension) indicated no significant differences across cohorts in premature
termination status, p = .538, V= .17, or retained-in-care status, p =.705, V'=".11.

Table 16

Exploratory Negative Binomial Regression Models Predicting Treatment Sessions Attended
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Predictor IRR 95% CI p

Intercept 3.81 [1.92, 8.74] <.001
2023 cohort 3.63 [1.37,9.03] .006%*
2024 PREP-UP cohort 2.95 [1.06, 8.03] .033*

Note. The 2024 standard care cohort served as the reference group. IRR = incidence rate ratio; CI
= confidence interval. Incidence rate ratios greater than 1 indicate a higher rate of treatment visits
relative to the reference group. *p < .05; **p<.01

Associations between PREP-UP attendance and treatment motivation at intake

Descriptive statistics for treatment motivation scores at phone screen and intake are
presented in Table 17. At phone screen, treatment motivation scores were similar across the 2024
SAU and PREP-UP groups. Clients in the 2024 SAU group reported a mean treatment
motivation score of 95.50 (SD = 10.90) at phone screen, whereas clients in the PREP-UP group
reported a mean score of 94.44 (SD = 17.50). At intake, mean treatment motivation scores were
95.60 (SD = 12.70) for the 2024 SAU group and 90.81 (SD = 11.80) for the PREP-UP group.

Table 17

Descriptive Statistics for Treatment Motivation by Group

2024 SAU (n = 10) PREP-UP (n = 16)

Phone screen treatment motivation, M (SD) 95.50 (10.90) 94.44 (17.50)
Intake treatment motivation, M (SD) 95.60 (12.70) 90.81 (11.80)

Note. SAU = service-as-usual cohort. Treatment motivation scores reflect scores on the
Treatment Motivation Scale (TMS-f) overall motivation scale administered at phone screen and
intake.

Treatment motivation scores assessed at phone screen did not significantly differ between
the 2024 SAU and PREP-UP groups, #24) =0.19, p = .850 (Table 18).

Table 18
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Phone Screen Treatment Motivation Score Differences by Group

2024 SAU (1 = 10) 2024 P:Rf;-UP (n  Test Statistic p
Phone screen treatment 95.50 (10.90) 94.44 (17.50) #(24)=0.19 850

motivation, M (SD)

Note. SAU = service-as-usual. Treatment motivation scores reflect total scores on the Treatment
Motivation Scale (TMS-f) scale administered at phone screen. Welch’s independent samples z-
test was used to examine baseline group differences.

Among clients who were offered PREP-UP, exploratory analyses examined whether
changes in treatment motivation scores from phone screen to intake differed between clients who
attended PREP-UP and those who did not (Table 19). Welch’s independent samples t-tests
indicated no significant between-group differences in change scores for overall treatment
motivation, problem recognition, or outcome expectancy (ps = .328-.367). However, changes in
perceived costs of treatment approached significance, t(22.87) = 1.94, p = .065, such that PREP-
UP attenders demonstrated decreases in perceived costs of treatment between phone screen and
intake relative to non-attenders.

Within the 2024 PREP-UP cohort, paired samples t-tests were conducted to examine
changes in treatment motivation from phone screen to intake (Table 19). No significant changes
were observed in overall treatment motivation, t(15) = -1.41, p = .180, or problem recognition,
t(15) =-1.20, p = .251. However, PREP-UP attenders demonstrated a significant decrease in
their perceived costs of treatment from phone screen to intake, t(15) = -2.98, p = .009.
Additionally, outcome expectancy scores demonstrated a trend-level decrease from phone screen
to intake, t(15) = -2.04, p =.059. Collectively, findings suggest that PREP-UP participation may
have been associated more strongly with reductions in perceived costs of treatment and tempered

expectations about psychotherapy than with overall changes in treatment motivation.
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Table 19
Changes in Treatment Motivation Scores Among Clients Offered PREP-UP

Outcome 2024 2024 Between- p Within p
SAUM PREP-UP Group 2024
(SD) M (SD) t(df) PREP-UP

t(df)

MET 0.10 -3.63 1.00 328 -1.41 (15) 180

Change (8.52) (10.30) (21.96)

PR Change 0.50 -0.69 0.99 336 -1.20 (15) 251
(3.31) (2.30) (14.47)

CT Change -0.30 -3.19 1.94 .065 -2.98 (15) .009%*
(3.27) (4.28) (22.87)

OE Change -0.10 -2.00 0.93 367 -2.04 (15) .059
(5.67) (3.92) (14.41)

Note. SAU = service-as-usual. Change scores were calculated by subtracting phone screen scores
from intake scores, such that negative values reflect decreases from phone screen to intake.
Between-group analyses compared 2024 PREP-UP and 2024 SAU clients using Welch’s
independent samples t-tests. Within-group analyses examined changes from phone screen to
intake among 2024 PREP-UP clients using paired samples t-tests. MET = motivation for
treatment; PR = problem recognition; CT = perceived costs of treatment; OE = outcome
expectancy. **p < .01.

A linear regression model examined whether PREP-UP attendance was associated with
treatment motivation scores at intake after adjusting for baseline treatment motivation assessed at
phone screen (Table 20). Baseline treatment motivation significantly predicted treatment
motivation at intake, B =0.62, p <.001. PREP-UP participation was not significantly associated
with treatment motivation at intake after controlling for baseline motivation, B = -4.13, p = .204.
The overall model accounted for approximately 62% of the variance in intake treatment

motivation, R? = .62, adjusted R* = .58.

Table 20

Linear Regression Model Predicting Treatment Motivation at Intake

100



Predictor B SE t p

Intercept 36.71 10.27 3.57 .002
PREP-UP attendance -4.13 3.16 -1.31 0.204

Baseline treatment

.. 0.62 0.10 5.91 <.001***
motivation scores

Note. The 2024 SAU cohort served as the reference group. R? = .62, adjusted R? = .58, F(2, 23) =
18.61, p <.001. B = unstandardized regression coefficient; SE = standard error. ***p<.001.
Exploratory Associations Between PREP-UP Participation, Intake Treatment Motivation Scores,
and Subsequent Treatment Termination Status

Exploratory analyses examined whether participation in PREP-UP and intake treatment
motivation were associated with subsequent treatment termination among clients offered the
preparatory session (Table 21). For descriptive purposes, PREP-UP participation rates and mean
intake treatment motivation scores are presented separately for clients with planned versus
premature treatment termination. Among clients with planned treatment termination, 75.0%
participated in PREP-UP, compared to 50.0% of clients with premature termination. Still, PREP-
UP participation was not significantly associated with treatment termination status, Fisher’s
exact p = .401. Although nonsignificant, the observed pattern suggested lower odds of premature
termination among clients who participated in PREP-UP relative to those who did not. Findings
should be interpreted as preliminary and exploratory given the modest sample size.

Intake treatment motivation did not significantly differ between clients with planned treatment
termination and those with premature termination, #(19.77) =-0.44, p = .666, d = -0.16. Mean
intake treatment motivation scores were 90.14 (SD = 6.87) among clients with planned
termination and 92.07 (SD = 13.70) among clients with premature termination.

Table 21

Exploratory Associations Between PREP-UP Participation, Intake Treatment Motivation Scores,

and Subsequent Treatment Termination Status
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Planned Premature Test p Effect size

Termination = Termination (n =  Statistic
(n=28) 20)
PREP-UP o o Fisher’s OR =0.35
participation, n (%) 6 (75%) 10 (50%) exact 0.401
Intake treatment 90.14 (6.87) 92.07 (13.70) #19.77) .666 d=-0.16
motivation, M (SD) =-0.44

Note. Treatment motivation scores reflect the total Treatment Motivation Scale (TMS-f) score
administered at intake. Cohen’s d was calculated using pooled standard deviations. OR = odds
ratio. Percentages for PREP-UP participation were calculated within termination status groups.
Discussion

This study examined the preliminary evaluation of PREP-UP, a brief pre-treatment
engagement preparation intervention for adults waiting to begin psychotherapy at a university-
affiliated psychology training clinic. Across stakeholder groups and data sources, findings
consistently supported the acceptability, appropriateness, and feasibility of PREP-UP, and
qualitative findings suggested that the intervention was perceived as clinically meaningful by
clients and clinic personnel alike. Exploratory quantitative findings indicated that clients who
participated in PREP-UP attended treatment at rates more comparable to the historical 2023 SAU
cohort than to the 2024 SAU cohort, and that PREP-UP participation was associated with
reductions in perceived costs of treatment and tempered and realistic expectations about
psychotherapy by intake. Collectively, these findings provide strong support for the
acceptability, appropriateness, and feasibility of implementing PREP-UP within a psychology
training clinic. Evidence regarding its effectiveness, however, remains preliminary. Although
descriptive patterns suggested that PREP-UP may be associated with improved treatment
engagement and changes in selected treatment-related beliefs, the present study was not designed

or powered to determine whether PREP-UP improves engagement outcomes.
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Implementation findings were among the clearest and most consistent results of the
study. Acceptability, appropriateness, and feasibility ratings were high across clients, clinicians,
supervisors, and clinic leadership, reflecting broad stakeholder agreement that PREP-UP
addressed a meaningful clinical need and fit reasonably well within the clinic’s operational
context. This convergence across stakeholder groups is important given that interventions
perceived as burdensome, poorly integrated, or misaligned with existing workflows are less
likely to sustain beyond initial implementation efforts (Proctor et al., 2011). Stakeholders across
levels of the clinic system described PREP-UP as responsive to challenges associated with long
waitlists, treatment uncertainty, and early disengagement risk. Fidelity was also high across
sessions, suggesting that the intervention could be delivered consistently within the constraints of
a real-world training clinic environment.

Qualitative findings provided important insight into the processes through which PREP-
UP may influence early engagement experiences. Across client and clinician interviews, the most
consistently described benefit was increased preparedness for treatment. Clients described
entering intake with greater clarity regarding their treatment goals, more realistic expectations
about psychotherapy, and reduced uncertainty regarding the treatment process. Clinicians
similarly reported perceiving PREP-UP participants as more focused, more able to articulate
treatment goals, and more prepared to engage during intake sessions. These findings are
consistent with prior research suggesting that role induction, expectation clarification, and early
therapeutic orientation may reduce disengagement by helping clients develop a more coherent
understanding of psychotherapy and their role within treatment (Constantino et al., 2011; Westra
et al., 2009). Qualitative findings additionally suggested that PREP-UP may have facilitated

early trust and comfort with the clinic and therapeutic process, which aligns with broader
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psychotherapy literature emphasizing the importance of early relational engagement for
sustained participation in care (Anderson et al., 2019).

The TMS-f findings, although modest in magnitude, were broadly consistent with the
intervention’s proposed targets. Among PREP-UP participants, perceived costs of treatment
decreased significantly from phone screen to intake, and outcome expectancy scores
demonstrated a trend-level decrease, reflecting tempered or realistic expectations about
psychotherapy. This pattern is theoretically coherent given that PREP-UP explicitly targets
anticipated barriers, treatment concerns, and expectations regarding psychotherapy through
psychoeducation, motivational enhancement, and role induction strategies. In contrast, overall
treatment motivation scores did not significantly change over time. One possible explanation is
that clients who sought services, remained on a lengthy waitlist, completed phone screening, and
scheduled intake may already have represented a relatively motivated subgroup with limited
room for measurable improvement on broad motivation composites. Within this context, PREP-
UP may function less as a mechanism for generating motivation where it is absent and more as a
mechanism for supporting, clarifying, and sustaining existing motivation while specifically
addressing the perceived costs and uncertainties that may interfere with treatment initiation.
Although reductions in perceived costs and changes in outcome expectancy were observed
among PREP-UP participants, these findings should be interpreted cautiously given the modest
sample size, exploratory nature of the analyses, and number of statistical comparisons conducted.
Rather than providing definitive evidence of intervention mechanisms, these findings identify
potentially promising targets for future investigation.

The substantially poorer attendance outcomes observed in the 2024 SAU cohort relative

to both the 2023 SAU cohort and the 2024 PREP-UP cohort were unexpected and warrant
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cautious interpretation. Clients in the 2024 SAU cohort attended fewer than four sessions on
average and demonstrated the highest premature termination rate despite not differing
significantly from the comparison groups on observed demographic characteristics, symptom
severity, wait time, or baseline treatment motivation. Several possible interpretations merit
consideration.

One possibility is that non-participation in PREP-UP may itself reflect an early
behavioral indicator of engagement vulnerability rather than a neutral absence of intervention
exposure. Many clients expressed initial interest in PREP-UP during phone screening but did not
ultimately complete the session. It is possible that clients who completed PREP-UP differed from
those who did not in ways that extended beyond treatment motivation, including scheduling
availability, competing demands, or other unmeasured barriers that influenced both intervention
participation and subsequent treatment engagement. Because participation in PREP-UP was not
randomized, these selection processes cannot be disentangled from potential intervention effects.
Under this interpretation, poorer engagement outcomes among the 2024 SAU cohort may reflect
pre-existing differences in barriers to care rather than effects attributable solely to intervention
exposure.

A second possibility is that completing repeated motivation assessments without an
accompanying intervention may not have been psychologically neutral for some clients. The
TMS-f prompts reflection on treatment expectations, barriers, doubts, and perceived costs of
care. PREP-UP provided a structured context within which these themes could be explored and
normalized, whereas clients in the 2024 SAU cohort completed the same assessments without
additional support or discussion. It is therefore possible that the assessments increased awareness

of treatment ambivalence or barriers that remained unaddressed. However, these interpretations
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remain speculative given the study design and small sample size and should be understood as
hypotheses for future investigation rather than conclusions supported directly by the present data.
Future randomized studies with larger samples will be necessary to clarify whether these patterns
reflect intervention effects, selection processes, assessment effects, or broader cohort-related
contextual differences.

Several limitations constrain interpretation of the present findings. The quasi-
experimental design precludes causal inference and observed cohort differences may reflect
unmeasured contextual or temporal factors unrelated to PREP-UP itself. Although cohorts did
not significantly differ on measured baseline characteristics, selection effects remain possible,
particularly regarding which clients ultimately completed versus declined PREP-UP
participation. Sample sizes across cohorts and stakeholder groups were modest, limiting
statistical power and reducing the ability to detect small-to-moderate effects. Quantitative
findings should therefore be interpreted as preliminary and hypothesis-generating. The study was
conducted within a single university-affiliated psychology training clinic, limiting
generalizability to other outpatient settings, although the training clinic context is itself clinically
important given its structural characteristics and elevated disengagement risk. Finally,
intervention reach was constrained by the narrow scheduling window between phone screen and
intake, suggesting that earlier outreach and more flexible scheduling procedures may improve
participation in future implementation efforts.

At the same time, the mixed-methods design represents an important methodological
strength. Integrating quantitative implementation outcome measures with qualitative stakeholder
perspectives allowed for a more comprehensive understanding of how PREP-UP was

experienced across levels of the clinic system. Inclusion of clients, clinicians, supervisors, and

106



administrative staff and leadership as stakeholder groups strengthened the ecological validity of
the findings and provided insight into both client-level and systems-level implementation
processes. Evaluating PREP-UP within a real-world clinic environment characterized by genuine
operational constraints also enhances the translational relevance of the findings and strengthens
conclusions regarding feasibility.

Conceptually, the present findings contribute to a growing literature suggesting that
engagement processes begin before the first therapy session and may be meaningfully shaped
during the transition from help-seeking to treatment initiation (Cooper et al., 2023; Hurlocker et
al., 2023; Snell-Johns et al., 2004). The pre-treatment period has historically been treated
primarily as an administrative precursor to care rather than as a clinically meaningful
intervention window. The present findings suggest that clients waiting to begin psychotherapy
are actively forming expectations about treatment, evaluating anticipated costs and benefits, and
deciding whether to follow through on treatment participation. Interventions that target this
transitional period may therefore represent a potentially important avenue for improving
engagement before disengagement patterns become established during active treatment.

The study also contributes conceptually to the broader literature on mental health
treatment engagement. Much of the existing engagement literature focuses on dropout after
treatment has already begun (Swift & Greenberg, 2012; Wierzbicki & Pekarik, 1993). In
contrast, the present findings support the idea that engagement processes begin well before the
first therapy session and may be meaningfully shaped during the transition from help-seeking to
treatment initiation. As such, these findings serve as a reminder to conceptualize the pre-
treatment period as an active and clinically meaningful phase for engagement interventions

rather than solely an administrative precursor to care.
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Future research should continue to examine PREP-UP using larger and more diverse
samples across clinical settings. Randomized controlled trials would help clarify whether PREP-
UP contributes to improvements in treatment attendance, retention, and clinical outcomes
beyond standard care procedures. Future studies will also benefit from examining additional
mechanisms of change, including treatment expectancy, therapeutic alliance, self-efficacy for
therapy participation, and perceived readiness for treatment. Given the qualitative findings
suggesting that PREP-UP may help reduce uncertainty and increase preparedness, future work
should consider incorporating measures that more directly assess these constructs.

Future implementation efforts may also explore adaptations of PREP-UP across service
settings and delivery modalities. For example, abbreviated group-based versions, asynchronous
digital components, or intake+ models may increase scalability while preserving core
intervention elements. Additional work examining how PREP-UP can be integrated into routine
clinic workflows without increasing provider burden will also be important for long-term
sustainability.

In conclusion, the present study provides preliminary support for PREP-UP as an
acceptable, appropriate, and feasible pre-treatment engagement intervention within a university-
based psychology training clinic. Although findings related to treatment motivation and
treatment engagement outcomes were exploratory and do not permit conclusions regarding
intervention effectiveness, qualitative and quantitative findings together suggest that PREP-UP
may help clients feel more prepared, informed, and psychologically ready to begin therapy
during a vulnerable transition period. These findings support continued investigation of pre-
treatment engagement interventions as one potential strategy for strengthening continuity of care

and improving the transition into mental health treatment.
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Future research should examine PREP-UP in larger and more diverse outpatient samples
using randomized designs capable of disentangling intervention effects from selection processes
and cohort-related contextual factors. Identifying moderators of PREP-UP response, including
prior therapy experience, baseline ambivalence, and presenting concern, may help clarify which
clients benefit most from pre-treatment preparation interventions. Given that some therapy-
experienced clients described portions of PREP-UP as less personally relevant, future iterations
may benefit from greater tailoring based on prior psychotherapy exposure. Future work should
also examine specific mechanisms through which PREP-UP may influence engagement,
including preparedness for treatment, expectation clarity, perceived barriers, and early
therapeutic alliance. Finally, integrating PREP-UP materials more systematically into intake
preparation, supervision, and ongoing treatment planning, consistent with stakeholder
recommendations, may strengthen continuity across phases of care and enhance the

intervention’s long-term clinical utility.
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General Conclusion

The present dissertation was guided by the premise that psychotherapy engagement is
better understood as a process unfolding across multiple phases of care than as a single discrete
outcome. Although engagement is often operationalized through isolated behavioral indicators
such as pre-intake attrition, treatment initiation, attendance behaviors, or premature termination,
these behaviors occur within a broader longitudinal process through which clients access, enter,
participate in, and ultimately remain connected to care over time. By examining engagement
across treatment initiation, ongoing attendance, and treatment termination within the same
clinical context, and by developing and preliminarily evaluating a pre-treatment intervention
designed to support clients before formal psychotherapy begins, this dissertation sought to
advance both the conceptualization of psychotherapy disengagement and the identification of
intervention opportunities across phases of care.

Study 1 provided empirical support for a phase-based conceptualization of engagement.
Following treatment access, pre-treatment client-level and structural characteristics were not
consistently associated with post-initiation engagement outcomes, suggesting that factors
associated with accessing treatment may differ from those most relevant to sustaining
engagement once treatment begins. In contrast, missed appointments during active treatment
emerged as a significant predictor of premature termination. This finding suggests that
attendance instability may function not merely as a logistical issue but as a clinically observable
indicator of emerging disengagement that may become detectable before treatment dropout
occurs. Collectively, these findings highlight the importance of examining engagement

dynamically across phases of care and suggest that proximal behavioral indicators during
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treatment may provide more clinically actionable information than static pre-treatment
characteristics alone.

Study 2 extended this conceptual framework upstream by examining whether
engagement could be supported prior to treatment initiation through PREP-UP, a brief pre-
treatment engagement preparation intervention. Findings demonstrated that PREP-UP was
perceived as acceptable, appropriate, and feasible across multiple stakeholder groups within a
real-world psychology training clinic setting. Qualitative findings suggested that PREP-UP
helped clients enter treatment with greater preparedness, clearer expectations regarding
psychotherapy, and greater clarity regarding treatment goals. Exploratory quantitative findings
indicated that clients who participated in PREP-UP attended treatment at rates more comparable
to the historical 2023 SAU cohort than to the concurrent 2024 SAU cohort and demonstrated
reductions in perceived treatment costs and more realistic expectations about psychotherapy by
intake. Together, these findings build on previous suggestions that the pre-treatment period may
be a clinically meaningful phase of engagement during which clients are actively evaluating
treatment expectations, anticipated barriers, and readiness for participation in care. These
findings additionally suggest that targeted pre-treatment preparation may help clients enter
psychotherapy feeling better prepared to engage, although further evaluation is needed to
determine whether these changes translate into improvements in treatment engagement
outcomes.

Taken together, the two studies advance a common conceptual argument from
complementary perspectives. Study 1 demonstrates that disengagement may emerge through
observable behavioral patterns that unfold over time during treatment participation. Study 2

suggests that intervening earlier in the engagement process, before disengagement patterns
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become established, is both feasible and potentially clinically meaningful. These findings
identify broader opportunities for strengthening engagement within psychology training clinics.
Across studies, the results suggest that structured orientation to psychotherapy, collaborative
goal setting, and proactive discussion of treatment expectations and anticipated barriers during
the pre-treatment period may represent practical targets for improving continuity of care. As
such, the present work offers not only a conceptual framework for understanding engagement
across phases of care but also a foundation for informing clinic-level practices designed to
support engagement before and during psychotherapy.

Several directions for future research follow directly from these findings. Longitudinal
studies examining engagement processes across multiple phases of care within the same sample
would help clarify how disengagement develops over time and identify more proximal
intervention targets at different stages of treatment participation. Integrating process variables
such as therapeutic alliance, expectation accuracy, treatment preparedness, and motivation into
these longitudinal models may further improve understanding of how engagement is sustained or
disrupted over time. Randomized controlled trials of PREP-UP across more diverse outpatient
settings will be necessary to determine whether the intervention’s preliminary promise translates
into reliable improvements in attendance and retention and to identify moderators that may
inform more tailored implementation approaches. More broadly, the present findings suggest that
the period between initial help-seeking and psychotherapy initiation warrants greater clinical and
empirical attention. This transition period is often lengthy, minimally supported, and marked by
substantial attrition, yet it may represent an especially important and potentially tractable
opportunity for reducing disengagement before patterns of treatment withdrawal become

established.
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Appendices

Appendix A: Comparisons Between Clients Who Initiated Psychotherapy and Clients Who
Did Not Initiate Psychotherapy Following Intake

Variable Did Not Initiate Initiated Test Statistic p
(n=155) (n=218)
Age, M (SD) 36.45 (14.75) 35.10(13.33)  t(77.70)=0.62  .536
Wait time to intake, M (SD)  233.81(203.79) 205.23 (197.79) t(58.75)=0.84  .402
Income, M (SD) $34,470.26 $32,808.42 t(77.11)=0.30  .768
($36,848.66) ($34,826.11)

Female, n (%) 31 (56.4%) 142 (65.1%) v(1)=1.29 256
Prior psychotherapy history, 36 (70.6%) 149 (76.4%) v(1)=0.38 538
n (%)

White non-Hispanic, n (%) 27 (49.1%) 113 (51.8%) v*(2)=1.03 .596
Psychosocial/contextual 18 (32.7%) 55 (25.2%) r*(2) =1.66 436

concerns, 1 (%)

Note. Psychotherapy initiation was defined as attendance at least one psychotherapy session
following intake. Continuous variables were compared using Welch’s independent samples t-
tests and categorical variables were compared using chi-square tests. Percentages are reported
within psychotherapy initiation groups.
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Appendix B: Sensitivity Analysis of Logistic Regression Predicting Premature Termination
Including Number of Sessions Attended Among Psychotherapy Initiators

Predictor B SE OR 95% CI p
Intercept 2.86 1.34 1740 [1.26,240.81] 038
Age -0.01 0.02 0.99 [0.96, 1.03] 759
Male 0.02 0.47 1.02 [0.41, 2.55] 967
White non-Hispanic 0.21 0.51 1.24 [0.45, 3.39] 682
Prior therapy -0.17 0.58 0.84 [0.27,2.61] 769
Psychosocial/contextual - 4 0.54 0.64 [0.22, 1.84] 411
concerns

l?rtehs"‘err/l‘t’;’tri‘gl’llsex -0.16 0.67 0.85 [0.23,3.15] 811
Income <0.001  <0.001 1.00 [1.00, 1.00] 075
Wait time 0.001 0.001 1.00 [1.00, 1.00] 606
Missed session rate -0.42 1.17 0.66 [0.07, 6.53] 723
Total Attended 0.1 0.04 089  [0.82,0.97] 010
Sessions

Note. Outcome coded as 1 = premature termination and 0 = planned treatment completion among
clients who initiated psychotherapy. Reference groups were female sex, non-White/minoritized
race/ethnicity, and internalizing symptoms for primary reason for seeking services. Estimates
reflect pooled multiple imputation results (m = 20). B = log-odds coefficient; OR = odds ratio;
CI = confidence interval. **p <.01
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Appendix C: Sensitivity Analysis of Logistic Regression Predicting Premature Termination
Among Intake Completers

Predictor B SE OR 95% CI p
Intercept 1.27 0.61 3.57 [1.07, 11.84] .040
Age 0.002 0.015 1.00 [0.97, 1.03] 919
Male -0.29 0.38 0.75 [0.35, 1.57] 442
White non-Hispanic 0.38 0.40 1.46 [0.66, 3.23] 348
Prior therapy -0.16 0.44 0.85 [0.36, 2.04] 723
Psychosocial/contextual  -0.41 0.43 0.66 [0.28, 1.55] 345
concerns

Other/complex -0.49 0.52 0.61 [0.22, 1.70] 350
presentations

Income -0.00001 0.00001 1.00 [1.00, 1.00] 051
Wait time 0.001 0.001 1.00 [1.00, 1.00] 378

Note. Outcome coded as 1 = premature termination and 0 = planned treatment completion among
clients who initiated psychotherapy. Reference groups were female sex, non-White/minoritized
race/ethnicity, and internalizing symptoms for primary reason for seeking services. Estimates
reflect pooled multiple imputation results (m = 20). B = log-odds coefficient; OR = odds ratio;
CI = confidence interval.
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Appendix D: PREP-UP Decisional Balance Exercise Form

Use this form to explore all the pros and cons you can think of both for changing (or engaging
with therapy) and for staying the same.

Pros/Benefits Cons/Costs

Change

Stay the Same

Adapted from the Unified Protocol for Transdiagnostic Disorders (Barlow et al., 2017).
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Appendix E: PREP-UP Treatment Goal Exercise

Clarifying Top Problems Setting Concrete Goals

In what way have your emotions |What are some concrete goals for addressing your top problem? What would you be doing/not
(i.e., feeling sad, anxious, guilty) |doing if you achieved your goal?

caused problems in your life?

Top Problem Concrete Goal 1

Concrete Goal 2

Top Problem Concrete Goal 1

Concrete Goal 2

Adapted from the Unified Protocol for Transdiagnostic Disorders (Barlow et al., 2017).
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Appendix F: Overview of PREP-UP Fidelity Checklist Structure

materials/resources

Intervention Module Example Fidelity Items Rating Method
Element
Session Orientation to Explained purpose of PREP- | Presence/absence +
Introduction PREP-UP UP; identified and addressed | 0-3 quality rating
participant questions/concerns
Role Induction: Clinic/Staff Introduced clinic functions; Checklist + quality
Logistical Overview reviewed intake logistics and | rating
Information clinician roles
Role Induction: Evidence-Based Discussed treatment Checklist + quality
Treatment Treatment modalities, evidence base, and | rating
Rationale treatment matching process
Client Role Importance of Reviewed attendance Checklist + quality
Expectations Effort & Open expectations, homework, rating
Communication honesty, and feedback
processes
Therapist Role Building Trust & | Reviewed therapist role, Checklist + quality
Expectations Navigating therapeutic relationship, and rating
Concerns flexibility in treatment
approaches
Motivational Treatment Goal Identified therapy goals and Checklist + quality
Enhancement Setting & explored costs/benefits of rating
Exercises Decisional engaging in therapy
Balance
Session Wrap-Up | Completion Reviewed intake appointment | Checklist + quality
Confirmation and provided session rating

Note. Each module included multiple observer-rated adherence items corresponding to
intervention content delivered during the PREP-UP session. Each module included dichotomous
adherence items (completed/not completed) and a global quality rating ranging from 0 (“Not
Applicable”) to 3 (“Excellent”).
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Appendix G: Client Qualitative Interview Questions by Constructs and Domains

Construct Domain Question
Perception of Overall perception of Overall, how did you feel about the PREP-
PREP-UP PREP-UP UP session? [probes: What did you like
about it? What aspects did not work well for
you?]
Acceptability Overall acceptability How acceptable or helpful did the PREP-UP
session feel to you overall? [probe: Why?]
Helpful and unhelpful Were there any parts of the session that felt
components especially helpful or unhelpful?
Appropriateness Perceived fit with client | How well did the PREP-UP session fit your
needs needs at this stage of seeking therapy?
Relevance to presenting | Did the session feel relevant to the concerns
concerns that brought you to treatment? Why or why
not?
Feasibility Ease of participation How manageable was it for you to attend
and complete the PREP-UP session?
Barriers to participation | Were there any barriers that made
participation difficult (e.g., scheduling,
timing, technology)?
Telehealth experience How did the telehealth format affect your
experience, if at all?
Clarity About Understanding of therapy | Did the session change your understanding
Therapy Process process of what to expect from therapy or the intake

process?

Clarity regarding clinic
procedures

Were there aspects of therapy or the clinic
process that felt clearer after the session?

Motivation and
Readiness for
Therapy

Increased readiness for
therapy

Did the PREP-UP session affect your
motivation or readiness to begin therapy? In
what way?

Motivation for treatment
engagement

Did discussing your goals or reasons for
seeking treatment change how you were
thinking about therapy?

Treatment Goals
and Expectations

Goal clarification

What was it like to discuss your goals for
therapy during the session?

Treatment expectations

Did the session help clarify what you hoped
to get out of treatment?

Decisional Balance

Exploration of
ambivalence

Did the session affect how you thought
about the pros and cons of engaging in
therapy?

Concerns about treatment

Were there any concerns or hesitations
about therapy that became clearer during the
session?

Therapeutic
Alliance

Interpersonal comfort

How did you feel talking with the PREP-UP
therapist?
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Perceived support and

Did you feel listened to and understood

understanding during the session? Why or why not?
Suggestions for Recommendations for What changes, if any, would improve the
Improvement improvement PREP-UP session?
Final Thoughts Additional thoughts Is there anything else you’d like to share

about your thoughts on PREP-UP?

Note. Questions were designed to guide semi-structured qualitative interviews examining client
perceptions of PREP-UP across implementation and engagement-related domains. Interviewers
used follow-up prompts and probes as needed to clarify participant responses and explore

emerging themes in greater depth.
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Appendix H: Clinic Personnel Qualitative Interview Questions by Constructs and Domains

Construct

Domain

Question

Perception of PREP-UP

Overall perception of PREP-
UP

What have been your overall
impressions of the PREP-UP
intervention?

Perceived role within clinic

How would you describe the
purpose of PREP-UP within the
clinic?

Acceptability Clinician/ licensed supervisor/ | How acceptable does PREP-UP
clinic staff/ leadership seem from your perspective?
acceptability
Client receptivity How receptive have clients

appeared to the intervention?

Appropriateness Fit within clinic workflow How well does PREP-UP fit

within the clinic’s workflow and
training model?
Compatibility with existing In what ways does PREP-UP
procedures complement or overlap with
existing clinic procedures?
Feasibility Feasibility of implementation | How has it been to implement

PREP-UP within the clinic
setting?

Implementation barriers and
facilitators

What logistical barriers or
facilitators have affected
implementation?

Resource demands

How manageable has PREP-UP
been in terms of staffing,
scheduling, and clinic resources?

Impact on Treatment
Engagement

Observed differences in
engagement

What differences, if any, have you
observed between clients who
participated in PREP-UP and
those who did not?

Intervention Content

Most effective intervention
components

Which components of PREP-UP
do you view as most important or
effective?

Areas for revision

Are there components that feel
less useful or could be revised?

Sustainability

Sustainability considerations

What factors would influence
whether PREP-UP could be
sustained long-term in the clinic?

Needed supports/resources

What resources or structural
supports would be needed for
continued implementation?
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Suggestions for

Recommendations for

What recommendations would you

Improvement improvement make for improving PREP-UP
moving forward?
Future directions What future directions or
adaptations would you prioritize?
Final Thoughts Additional thoughts Is there anything else you’d like to

share about your thoughts on
PREP-UP?

Note. Questions were designed to guide semi-structured qualitative interviews examining clinic
personnel perceptions of PREP-UP across implementation and engagement-related domains.
Interviewers used follow-up prompts and probes as needed to clarify participant responses and
explore emerging themes in greater depth. Questions were asked and tailored to interviewee role
(e.g., trainee clinician, licensed supervisor, clinic staff, clinic director).
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