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Abstract 

Aim: To explore the perspectives and practice of psychotherapy of family physicians, and 

analyze Ontario’s mental health policy documents within the context of psychotherapy. 

Methods: In the first study descriptive qualitative methodology was used. Eighteen family 

physicians were interviewed and the results were presented thematically. In the second study, 

a policy analysis of Ontario’s mental health policy documents was conducted. The qualitative 

policy analytic methodology of Peter et al. was used. 

Findings: Psychotherapy is an effective treatment of mental illness and is practiced by 

family physicians. Lack of training and time are barriers, while patient needs and shared care 

are facilitators for their practice of psychotherapy. Access to insured psychotherapy in 

Ontario is poor. However, there is neither a discussion of psychotherapy in the mental health 

policy documents, nor a plan to improve it. 

Conclusions: More collaborative mental health care, equitable access to psychotherapy and 

family physician training in psychotherapy are needed.  

 

Keywords 

Family Medicine, Psychotherapy, Counseling, Primary Care, Shared Primary Mental Health 

Care, Collaborative Mental Health Care. 
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Chapter 1  

1 Synopsis of the Thesis 

1.1  Introduction 

In modern psychiatry, there are three approaches to treating mental illness: 1) 

psychotropic medications, 2) psychotherapy, and 3) psychosocial 

rehabilitation.(1)(2)(3)(4) The main focus of this thesis is on psychotherapy. 

Psychotherapy has historically been seen as a “softer science”, and due to its highly 

contextual and specialized delivery, is challenging to research. Most of extant literature 

supports the effectiveness of psychotherapy for the treatment of mental illnesses; 

however, there are many variables that affect the outcomes of 

psychotherapy.(5)(6)(7)(8)(9) As health care systems become more fiscally aware, more 

research on the cost effectiveness of psychotherapy in the management and prevention of 

mental illness has been emerging with promising results.(10)(11)(12) 

Psychotherapy can be provided to patients by many mental health professionals. For 

example, by non-medical professionals such as psychologists, social workers, counselors 

and religious healers or leaders and by medical professionals, such as physicians and 

psychiatrists. In a recent survey of family physicians, almost 70% of them responded that 

they provided psychotherapy to their patients.(13) However, according to the results of 

the Canadian Community Health Survey in 2012, one third of Canadians reported having 

unmet mental health needs. Counseling was the most common type of mental health care 

need cited by Canadians aged 15 and older, yet counseling was also the need that was 

least often reported as met.(14)  
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Insured services are those health care services that are funded by the public health system 

and in Ontario is called Ontario Health Insurance Plan (OHIP). Psychotherapy is an 

uninsured service in Ontario, unless provided through hospitals, special community 

programs, or Family Health Teams. Family Health Teams have trained professionals who 

provide therapy free of cost to patients.(15)1 These services are not universally available 

to all Ontarians, creating an accessibility and equity challenge with respect to 

psychotherapeutic services in Ontario. Limited information is available about 

psychotherapy in primary health care with regard to the practice of psychotherapy, the 

factors affecting the practice of psychotherapy (both barriers and facilitators), and how 

psychotherapy is affected by health policy. 

1.2 Objectives 

This thesis aimed to explore psychotherapy in family medicine (or primary health care) 

by designing two complimentary studies using qualitative methods of inquiry. 

The objective of the first study was to explore the perspectives and practice of 

psychotherapy of family physicians, from London and Southwestern Ontario. 

Specifically, the study explored: 1) family physicians’ definitions of psychotherapy; 2) 

participants’ perceived scope of practice with respect to psychotherapy; 3) factors 

affecting the practice of psychotherapy in family medicine; and 4) the physician as a 

psychotherapist. 

                                                 

1
 Mental health services can also be available free of cost through different ministries in Ontario, such as 

the Ministries or Child and Youth Services or Education. 
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The objective of the second study was a policy document analysis though the 

examination of Ontario’s mental health policy documents within the context of the 

provision of psychotherapy. The study was guided by the critical theory approach of 

Duncan and Reutter(16), and the qualitative policy analytic methodology of Peter et 

al.(17)(18)  

1.3 Overview of the thesis 

Chapter one is a synopsis of the thesis. Chapter two is a literature review examining the 

burden of mental illness and management. The lack of a common definition for 

psychotherapy and counseling is elaborated and for the purpose of simplicity, the term 

“psychotherapy” is used in the thesis to include both psychotherapy and counseling. The 

literature demonstrates that psychotherapy is effective(5)(6)(7)(8)(19) and despite 

methodological challenges, there has recently been an increase in well-developed 

research on psychotherapy. There are many variables that affect the outcomes of 

psychotherapy including therapeutic alliance, therapist training and expertise, patient 

factors and therapy techniques.(20)(21) The literature suggests that the outcomes of 

psychotherapy are better when the therapist is well-trained, the patient is well suited to 

therapy and the right therapeutic technique is applied.  

Psychotherapy falls within the scope of practice for family physicians (and specialist 

physicians) who, by virtue of their medical training, are allowed to perform certain 

controlled acts specified by the College of Physicians and Surgeons of Ontario 

(CPSO).(22) Most family medicine training programs in Ontario provide very little 

training in psychotherapy compared, for example, to programs in psychology or social 
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work.(23)(24)(25) Despite this, 70% of family physicians in the National Physicians’ 

Survey reported that they practice psychotherapy on a regular basis.(13) 

Chapter three is a qualitative study with a sample of family physicians in Southwestern 

Ontario. This chapter provides the findings of face-to-face interviews with family 

physicians to explore the perspectives and practice of psychotherapy of family 

physicians. Specifically, the study explores: 1) family physicians’ definitions of 

psychotherapy; 2) participants’ perceived scope of practice with respect to 

psychotherapy; 3) factors affecting the practice of psychotherapy in family medicine and 

4) the physician as a psychotherapist. 

Chapter four is a policy document analysis through the qualitative examination of 

Ontario’s mental health policy documents within the context of the provision of 

psychotherapy. The study is guided by the critical theory approach of Duncan and Reutter 

(16), and the qualitative policy analytic methodology of Peter et al. which includes three 

forms of analyses: descriptive, conceptual and normative.(17)(18) The aim is to 

understand the values and principles underpinning national and provincial mental health 

and addictions policies. Specifically, the study critically examines how these polices are 

affecting the access and practice of psychotherapy in Ontario. 

Chapter five integrates the findings from both studies and discusses the common themes 

that emerged. 
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Chapter 2 

2 Psychotherapy in Family Medicine 

2.1 Introduction 

Mental illness is characterized by alterations in thinking, mood or behavior (or some 

combination thereof) and is associated with significant distress and impaired functioning 

potentially over an extended period of time. The symptoms of mental illness vary from 

mild to severe, depending on the type of mental illness, the individual, the family and the 

socio-economic environment.(1)(2) Mental health is as important as physical health to 

daily living. Mental health and physical health are fundamentally linked. People living 

with a serious mental illness are at higher risk of experiencing a wide range of chronic 

physical conditions. Conversely, people living with chronic physical health conditions 

experience depression and anxiety at twice the rate of the general population.(1) 

Americans with major mental illness die 20 to 25 years earlier than the general 

population.(3) It is common for people to have multiple concurrent mental illnesses, such 

as mood, anxiety, or substance use disorders. In one US study, 54% of those with a 

lifetime history of at least one mental illness also had at least one other mental illness or 

addiction to substances.(1) Some common mental illnesses include: mood and anxiety 

disorders, personality disorders, schizophrenia, eating disorders, addiction disorders, 

post-traumatic stress disorders, bipolar disorders and other mental illnesses associated 

with special populations for example immigrants, children, special needs individuals and 

seniors. 
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Mental illnesses are caused by a complex interplay of genetic, neurochemical, biological, 

personality and environmental factors(4), and can affect anyone regardless of occupation, 

education, income level, and culture. The distribution is not uniform; some mental 

illnesses are more prevalent in people with poor access to social determinants of health, 

for example, poverty, housing and employment.(2) However, no one is immune, and at 

some point in their lives, all Canadians are likely to be affected by a mental illness in 

themselves, a family member or friend or colleague. 

In 2002, Statistics Canada conducted the 2002 Mental Health and Well-being Survey 

(Canadian Community Health Survey (CCHS), Cycle 1.2), which provided for the first 

time, national and provincial level data on mental illness in Canada.(5) One in five 

participants (20.6%) in the 2002 Mental Health and Well-being Survey (CCHS 1.2) met 

the criteria for a mood or anxiety disorder or substance dependence at some point during 

their lifetime - 24.1% of women and 17.0% of men.(2) Strict Diagnostic and Statistical 

Manual of Mental Disorders IV (DSM IV) definitions for generalized anxiety disorder 

and substance use disorders were not used. 

Ten years later, the 2012 Canadian Community Health Survey (CCHS) results showed 

the prevalence of mental illness had risen to include one in three (33%) Canadians. 

However, the 2012 survey included substance use disorder and generalized anxiety 

disorder, making the results from the two not comparable. In the last 15 years depression 

and bipolar disorders rates have remained the same, while substance abuse disorders have 

increased. Generalized anxiety disorder (GAD) is half as prevalent as depression in 

Canadians and more common in women, but unlike depression, GAD is prevalent across 
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all age groups equally.(6) By these estimates, mental illness is very pervasive and a 

significant problem in our society. 

Impact of mental illness: 

In developed countries, mental illnesses account for four of the leading 10 causes of 

disability.(1) Mental illnesses have a significant impact on the family as families may 

have to make difficult decisions about treatment, hospitalization, housing and contact 

with the family member with mental illness. Individuals with mental illness and their 

families face the anxiety of an uncertain future and the stress of what can be a severe and 

limiting disability.(1) The heavy demands of care may lead to burnout. Families may feel 

guilty about being the cause of illness.(1) The cost of medication, time off work, and 

extra support can create a severe financial burden for families. Both the care requirements 

and the stigma attached to mental illness often lead to isolation of individuals and family 

members from the community and their social support network, which may even lead to 

suicide.(1)(2)(7) Mental illness has a major impact on youth, being ranked as the second 

highest hospital care expenditure in Canada, surpassed only by injuries. Suicide is among 

the leading causes of death in 12-24 year old Canadians, second only to accidents.(4) 

Four thousand people die prematurely each year by suicide.(4) 

On a fiscal level, the economic burden of mental illness is enormous. Health Canada’s 

2002 report, Economic Burden of Illness in Canada, using 1998 data, identified $4.7 

billion in direct costs for mental disorders. This does not include workplace costs, third-

party insurance costs or the cost of services by mental health professionals who are not 

covered by health insurance plans.(2) In another Canadian study based on Health Canada 
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data, the estimated annual economic impact of mental health problems in Canada is $14.4 

billion.(8) Another study estimated the incremental economic burden of mental illness in 

Canada which incorporated the use of medical resources and productivity losses due to 

short term and long term disability as well as reductions in health-related quality of life 

(HRQOL), for the diagnosed and undiagnosed population with mental illness. This 

analysis was based on the population based Canadian Community Health Survey cycle 

2.1(2003) and reported the economic burden at $51 billion.(9) These numbers provide an 

idea of the enormous impact of mental illness and the challenges in fully assessing the 

fiscal impact. 

From a more positive perspective, most mental illnesses are treatable.(2)(4)(10)(11). 

Some are even preventable.(11) Most of the extant literature on treatment of mental 

illness calls for a balanced combination of three fundamental approaches: medication (or 

pharmacotherapy), psychotherapy and psychosocial rehabilitation.(2)(7)(11)(12) Yet only 

a small minority of the millions of people suffering from a mental or behavioral disorder 

worldwide receive treatment.(7) 

2.1 Managing mental illness 

Historically, patients with mental illness were treated in “lunatic asylums” and mental 

care institutions. Mental illness was assumed to be a faulty trait in a person, which had to 

be broken and mended. The treatment philosophy was to coerce and use forceful 

measures; the methods were irrational and meant to correct a person’s faulty reasoning. 

In the last 150 years many people in such asylums developed disabilities secondary to 

social isolation. Due to public and academic criticism of these barbaric practices the “de-

institutionalization movement” began.(13) This was a complex process proposing that, 
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like any other illness, management of mental illness needed to be conducted within the 

community. Primary care was seen as the place where this care would ideally be 

delivered. It was clearly stated in the World Health Organization (WHO) Alma-Ata 

Declaration in 1978 that primary care had the most fundamental role in the entire health 

system in any country. This basic level of care acts as a filter between the general 

population and specialized health care.(1) In the last half century or so, many countries, 

including Canada, have integrated mental health care within primary care in the 

community with varying success. In Ontario, the transition is still ongoing with hospital 

expenditure on mental illness gradually declining and community mental care 

expenditure mounting steadily higher.(14) However, as the numbers of psychiatry beds 

(which are tied to provincial funding) have been cut back, a reciprocal increase in 

funding for community mental health services has been lacking.(13) 

In the 2001, a WHO World Health Report recognized the major impact of mental health 

on humankind. The report put forth 10 recommendations to de-stigmatize mental illness 

and develop a workable plan to provide people with mental illness, effective and lasting 

treatment. These recommendations include the following: a) provide treatment in primary 

care; b) make psychotropic drugs available; c) provide care in the community; d) educate 

the public; e) involve communities, families and consumers; f) establish national policies, 

programs and legislation; g) develop human resources; h) link with other sectors; i) 

monitor community mental health and j) support more research.(15)(16) Most countries 

and jurisdictions including Canada and Ontario put forward revised mental health 

strategies in the wake of the World Health Report recommendations which are discussed 

in more detail in Chapter 4. 
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2.2 Treatment approaches 

The comprehensive and ongoing management of mental illness for an individual requires 

a combination of medicines, psychotherapy and psychosocial rehabilitation. However, the 

two main approaches used in family medicine or primary care to treat different mental 

illnesses are psychopharmacotherapy and psychotherapy. 

2.2.1 Psychopharmacotherapy 

Pharmacotherapy with the use of psychotropic medications has brought about a 

revolution in the treatment of mental disorders. They are classified as: 1) anti-

depressants; 2) anti-psychotics; 3) anxiolytics; 4) mood stabilizers and 5) hypnotics. 

Their mechanism of action is thought to be a reversal of biochemical pathways that lead 

to symptoms of certain diagnosis, although actual mechanisms are not known 

completely.(17)(18) Most of these medications work effectively and if prescribed and 

monitored appropriately.(17) (19)(20)(21)(22)(23)(24)(25) They are specially effective 

when they are combined with psychotherapy.(25)They have given clinicians the ability to 

speedily bring symptoms of most mental illness under control and stabilize 

patients.(26)(19)(20)(21)  

Most family physician have the knowledge and experience to prescribe these medications 

except for some mood stabilizers and anti-psychotics which may be best prescribed by 

psychiatrists.(27) However, medications do not work for all mental illnesses and as such, 

have their limitations.(11)  

As with all medications, psychotropic medications have side effects that have to be 

balanced with their effectiveness. Psychotropic medications can be associated with partial 
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remissions, frequent relapses or recurrence, persistent residual symptoms, distress and 

side effects.(28) Factors that affect how medications work in people include: 1) type of 

mental disorder; 2) age, sex and body size; 3) physical illness; 4) habits like smoking and 

drinking; 5) liver and kidney function; 6) genetics; 7) other medications like 

herbal/vitamin supplement; 8) diet, and 9) whether medications are taken as 

prescribed.(26) Thus, medications are effective in symptom reduction, although they fall 

short of being miracle drugs. Ideally, they should be prescribed along with life coaching 

and psychotherapy, which is supported by the literature.  

2.2.2 Psychotherapy/counseling 

The purpose of psychotherapy is to improve an individual’s sense of his or her own well 

being and for exploring thoughts, feelings and behaviors. It is also employed for problem 

solving or achieving higher levels of functioning. There are many techniques that can be 

employed by different practitioners with different qualifications. Mostly, therapy is done 

by verbal communication (which is the mode that is assumed in this thesis) between the 

practitioner and the individual. There are other forms of therapy for example dance 

therapy, music therapy, drama therapy, art therapy and hypnotherapy. 

Psychotherapy and counseling are practiced by different disciplines and as such 

definitions of psychotherapy and counseling vary, depending on discipline or group. In an 

exhaustive literature search on issues relating to psychotherapy regulation, the Health 

Professions Regulatory Advisory Council (HPRAC) of Ontario compiled and presented a 

discussion guide in 2005 that provided a list of different definitions of psychotherapy and 

counseling from different jurisdictions in Canada and the world, including the United 

Kingdom, Australia, New Zealand and the United States. (29) (for the actual definitions 
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please see Appendix 1). Most definitions are process based and refer to the use of specific 

techniques in psychotherapy to bring about change in thinking of the patient and 

alleviation in symptoms. Some definitions, such as the ones used by the Canadian 

Psychiatric Association, United Kingdom Council for Psychotherapy and the Canadian 

Mental Health Association, also add the pre-requisite that psychotherapy be practiced by 

a “properly trained professional”. Their definition also recommends that duration of 

therapy sessions be an hour or a fraction of. Some definitions are classifications that 

delve into the different theories and techniques of psychotherapy, such as individual 

therapy, group therapy and psychoanalysis. However, these definitions do not mention 

the criteria for choosing patients for the application of these therapies. The definition 

from The United Kingdom Council for Psychotherapy also specified end points or goals 

for psychotherapy: “individual becomes more autonomous and self-determined”. Other 

definitions also include diagnosis of a mental illness as a requisite to practicing 

psychotherapy but the majority defines it as a “talking cure” to bring about “positive 

change”. The New Zealand Standard of classification of occupations defines 

psychotherapy as a job description. Similar variation was found for definitions of 

counseling which encompassed a plethora of different techniques and competencies to 

bring about change in the patient or client (see Appendix 2). 

In family medicine, the guidelines on the practice of psychotherapy by physicians (who 

are non-psychiatrists), published in 2010 by the General Practice Psychotherapy 

Association (GPPA) Professional Development Committee Guidelines Task Force(30), 

provides three different definitions of psychotherapy: 1) physician psychotherapy, 2) 

medical psychotherapy and 3) general practitioner (GP) psychotherapy: 
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 “Physician psychotherapy is the deliberate establishment by licensed physicians 

of a professional relationship with patient for the purpose of communication and 

collaboration to address potential or actual health impacting problems.” 

(31)(p.12-13) 

“GP psychotherapy is the use of communication skills and use of self (the 

capacity to be empathic, genuine and transparent) to foster a therapeutic alliance 

with a patient in order to facilitate change, to cure illness, to relieve pain and to 

comfort,”(31)(p.12-13) 

“Medical psychotherapy always entails continuing medical diagnostic evaluation 

and responsibility and may be carried out in conjunction with drug and other 

physical treatments. Medical psychotherapy recognizes that the psychological 

and physical components of an illness are intertwined and that at any point in the 

disease process, psychological symptoms may give rise to substitute for, or run 

concurrently with physical symptoms and vice versa.”(31)(p.12-13) 

2.3 Effectiveness of psychotherapy  

According to the American Psychological Association (APA): 

“the effects of psychotherapy are noted in the research as follows: The general or 

average effects of psychotherapy are widely accepted to be significant and large, 

(Chorpita et al., 2011; Smith, Glass, & Miller, 1980; Wampold, 2001). These 

large effects of psychotherapy are quite constant across most diagnostic 

conditions, with variations being more influenced by general severity than by 

particular diagnoses—That is, variations in outcome are more heavily influenced 

by patient characteristics e.g., chronicity, complexity, social support, and 

intensity—and by clinician and context factors than by particular diagnoses or 

specific treatment "brands" (Beutler, 2009; Beutler & Malik, 2002a, 2002b; 

Malik & Beutler, 2002; Wampold, 2001)”.(32)  
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The evidence from rigorous clinical research studies show, what experts in the field 

consider, large beneficial effects for psychotherapy in comparison to no treatment, 

confirming the efficacy of psychotherapy across diverse conditions and 

settings.(33)(34)(35)(36)(37) There is a growing body of evidence that psychotherapy is 

cost-effective, reduces disability, reduces morbidity and mortality, improves work 

functioning, decreases use of psychiatric hospitalization, and at times also leads to 

reduction in the unnecessary use of medical and surgical services, including for those 

with serious mental illness.(32) Successful models of the integration of psychotherapeutic 

services into primary care have demonstrated a 20% to 30% reduction in medical costs 

above the cost of care that included psychotherapy. In addition, psychological treatment 

of individuals with chronic disease in small group sessions resulted in medical care cost 

savings of $10 for every $1 spent.(32) Current literature has established the effectiveness 

of psychotherapy irrevocably. 

Recent advances in neuroimaging are clarifying that learning and environmental 

experiences, such as psychotherapy, change brain circuits as do drugs.(38) Hence, 

psychotherapies are being conceptualized as epigenetic drugs, potentially leading to a 

paradigm shift in psychiatry in that various standardized, brief, goal directed 

psychotherapies are being integrated with drug treatment of psychiatric disorders by 

physicians who have traditionally relied on a drugs only approach.(38)(39) 

However, not all psychotherapeutic techniques fall under the rubric of empirically 

supported treatments (ESTs). Early poorly conducted research found psychotherapy to be 

no better than placebo,(40) or showed no difference in efficacy based on type of therapy 

used.(41)(42) Current ESTs are based on highly structured, brief, manual driven 
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interventions, primarily cognitive behavior therapy (CBT), frequently offered in a group 

setting, for treatment of specific disorders.(43) Hence, these therapies have become the 

most practiced and evidence based psychotherapy techniques in clinical 

psychology.(43)(44) Additionally, various types of family therapy(45)(46)(47), play(48), 

parent child(49), and other therapies, such as problem solving therapy(50) have also 

demonstrated positive efficacy results. 

Research is far more limited on psychotherapy efficacy or effectiveness provided by 

family physicians. Most research in primary care settings evaluated psychotherapy 

provided by trained psychotherapists and not family physicians. Of the studies that have 

included family physicians, findings have shown mixed results. Most often family 

physician care is used for the control condition. For example, Freidli et al.(51) examined 

the efficacy of and patient satisfaction with family practice-based psychotherapists 

compared to family physicians in providing treatment to people with emotional 

difficulties. Family physician care was as effective as brief psychotherapy for patients, 

although patients preferred brief psychotherapy from a counselor. Similarly, Ward et al. 

found in a clinical trial that therapy conducted by counselors or psychologists was a more 

effective treatment for depression than usual family physician care in the short term, but 

after one year there was no difference in outcome.(52) Shandley et al. compared patient 

outcomes of therapist assisted, internet based panic disorder treatment for either patients 

referred by and supported by specially trained family physicians or for self-referred 

patients supported by psychologists.(53) Significantly more patients dropped out of the 

physician supported treatment. Better outcome was found for quality of life and for high 

end-state functioning post-treatment for the psychologist supported treatment, but no 
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other between-group differences were found for outcomes.(53) Alternatively, Huibers et 

al. conducted a Randomized Controlled Trial (RCT) to evaluate the efficacy of CBT by 

family physicians using a treatment manual for unexplained fatigue by employees and 

found no significant difference on primary and secondary outcomes between the 

treatment and control groups. They concluded that family physicians would be unlikely 

to successfully conduct CBT in routine clinical practice since they were unable to deliver 

the therapy effectively during the study.(54) Other studies have examined family 

physician effectiveness in treating depression with poor results although these studies 

supported family physician use of pharmacotherapy and not psychotherapy, e.g., Rollman 

et al.(55) However, some studies have considered short therapies, such as Motivational 

Interviewing as more applicable to primary care and chronic disease management. Rubak 

et al.(56) report significant outcomes through Motivational Interviewing by family 

physicians in effecting body mass index changes, total cholesterol, systolic blood 

pressure and blood alcohol concentration. However, the effects for hemoglobin A1c 

(blood test for the estimate of diabetes control) and number of cigarettes smoked in a day 

was equivocal. Using Motivational Interviewing for 15 minutes showed an affect. Anstiss 

(2009) opines that, “Motivational Interviewing is a proven and practical front-line 

approach which can help deliver goals in chronic disease management, whilst also 

helping to deliver such policy objectives and intermediate outcomes as increased levels of 

patient centered care, participatory or shared decision making, evidence based health care 

and improved clinical patient relationships”.(57)(p.89)  

To sum, current literature asserts that psychotherapy works, and has moved on to the 

debate of how and for whom it works.(58) However, there have been growing concerns 
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about the future of psychotherapeutic services; this is in the context of more 

accountability and cost containment in healthcare spending, and hence a desire to clarify 

the scientific basis of psychotherapy treatments.(59) Recent effectiveness studies have 

also examined patient factors such as patient characteristics, age, environment factors, 

treatment approach and therapist characteristics, to better understand how psychotherapy 

works.(60) Researchers like Wampold, have identified empirically supported therapeutic 

relationships (ESTR) as a parallel concept to empirically supported treatments 

(EST).(42)(36) Patients’ characteristics are said to predict outcome, and that some of 

these characteristics can be used to define an optimal or particularly good fit between the 

patient and the interventions used.(61) Some of these predictors will be discussed in the 

next section. 

2.4 Predictors of psychotherapy outcome 

There are numerous predictors or variables that affect the outcome of psychotherapy. 

Patient factors have been found to account for between 30% to 87% of the variance in 

treatment outcomes, while therapeutic factors (therapist based and process based 

predictors) have been found to account for 12% to 30%, depending on the 

study.(36)(62)(63)  

2.4.1 Patient-based factors of psychotherapy outcome 

Patient factors include but are not limited to demographics (age, gender, and educational 

level), culture (religious beliefs and beliefs about mental illness), diagnoses (Axes I and 

II, symptoms severity), individual (presenting problem and personality characteristics), 

attachment styles and patient perception of illness. For example, greater self-perceived 



21 

 

pathology and symptomatology were associated with greater improvement with 

psychotherapy(64), while the presence of personality disorders, chronicity and high initial 

severity of symptoms were negative predictors in short term therapy but were not 

associated with less favorable outcomes in long-term psychotherapy i.e., 2.5 years.(65) 

Avoidant coping style in patients predicted more negative symptoms and more 

psychological discomfort.(63) Non-English language speaking patients predicted worse 

outcomes (this effect was mediated by an avoidant coping style).(63) Examination of 

therapy dropout rates in the community found that early dropout rates were associated 

with being younger and being female, and having less severe symptoms of 

depression.(66) Dropout rate was slightly higher among clients form minority racial or 

ethnic groups.(66)  

2.4.2 Therapeutic factors of psychotherapy outcome 

Therapeutic factors include therapist-based factors, such as personal beliefs and traits, 

clinical expertise and professional training and process factors, such as psychotherapy 

technique and therapeutic relationship/alliance. 

Personal beliefs and traits 

There is some literature on the personal traits of therapists affecting the outcomes of 

psychotherapy. Sandell et al. found that the therapists who valued kindness, warmth and 

compassion as a curative factor and neutrality as a therapeutic style and who regarded 

psychotherapy as a form of artistry showed particularly positive long-term outcomes of 

psychotherapy.(67) Other literature shows that therapists’ interpersonal problems did not 

impact patients’ outcome.(64)(68) Therapists’ personal beliefs and traits affect outcomes 
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of psychotherapy. However, there is not enough research in this area to enable us to 

accurately understand how much and in what way. 

Clinical expertise and professional training 

Clinical expertise refers to competence attained by psychotherapists through education, 

training and experience that results in effective practice.(69) The individual therapist has 

substantial impact on outcomes, both in clinical trials and in practice 

settings.(70)(71)(72)(73) The fact that treatment outcomes are systematically related to 

the provider of treatment (above and beyond the type of treatment), provides strong 

evidence for the importance of understanding expertise in clinical practice as a way of 

enhancing patient outcomes. Clinical expertise encompasses a number of competencies 

that promote positive therapeutic outcomes. These include: 1) assessment, diagnosis, 

systemic case formulation and treatment planning; 2) clinical decision making and 

implementation, and monitoring of patient progress; 3) interpersonal expertise; 4) 

continual self-reflection and acquisition of skills; 5) appropriate evaluation and use of 

research evidence in both basic and applied psychological science; 6) understanding the 

influence of individual and cultural differences in treatment; 7) seeking available 

resources as needed; and 8) having a cogent rationale for clinical strategies.(69) Expertise 

develops from scientific training, theoretical understanding, experience, self-reflection, 

knowledge of research and continuing professional education and training.(69) 

Yet, other studies have found that professional psychotherapists’ and paraprofessional 

therapists’ therapy outcomes showed equal efficacy and effectiveness.(74) Professionals 

were defined as those therapists with baccalaureate degrees and extensive training.(75) 
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Appendix  9 Data Extraction Guide 

1-What is the reasoning, if any, given for the presence/absence of policy elements? 
 

Policy Elements: 
a-Definition of psychotherapy/counseling 
b-Reference to psychotherapy /counseling in treatment of mental illness (this can be 
regarding actual therapy or about the human resources needed for therapy-broad based) 
c-Framework, conditions  or importance of treating mental illness (especially in context 
of patient/family/community) 
d-Implementation or delivery of mental health services 
e-Any reference to justice, equity, entitlements, rights, responsibilities, citizenship, public 
participation and Canada Health Act 

 
2-What conception of justice is present explicitly or implicitly? 
 
3-What values are operating? 
 
4-What assumptions are operating regarding delivery of psychotherapy/counseling in mental 
health care? 
 
 
 
 
 
 
 
 
 
Definitions 
Assumptions: The moral dimension in policy may not be readily visible but can be made visible 
through the analysis of underlying assumptions and values. Unpacking terms loaded with values 
and questionable assumptions does that. 
 
Values: are views about what is important and in the political and policy arenas they are beliefs 
about the ends of goals of social institutions and structures. Values operate at the level of 
individuals, of institutions and or entire societies. Values can compete with each other. 
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