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Treatment non-completion in personality disorder (PD) treatments is prevalent and non-
completers show poorer treatment outcomes than completers. Identifying risk factors for
non-completion, and particularly causal risk factors, is important to inform criteria for treat-
ment selection, design treatments that are responsive to non-completion risk, and design
interventions to minimise non-completion. Risk factors lie in a number of domains, including
individual, treatment, and environmental characteristics. A model of Readiness to Engage in
Treatment for Personality Disorders is presented to guide research and assessment. Pre-therapy
preparation is one potentially valuable approach to improving treatment engagement and re-
tention, and examples of interventions are described. Throughout this review, the relevance of
research to forensic services is specifically highlighted.
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INTRODUCTION

Improving readiness to engage with services for people
with personality disorder (PD) is important in terms of both
clinical outcomes and service cost-efficiency. This is true for
forensic and non-forensic services alike. One research pro-
gram investigating treatment readiness across services is the
CLAHRC-NDL. CLAHRC: are Collaborations for Leader-
ship in Applied Health Research and Care and are jointly
funded by the UK National Health Service’s (NHS) National
Institute for Health Research (NIHR), universities, and local
NHS organisations. The aim of CLAHRC s is to “undertake
high-quality applied health research focused on the needs of
patients and support the translation of research evidence into
practice in the NHS” (see www.nihr.ac.uk/infrastructure/
Pages/infrastructure_clahrcs.aspx). CLAHRC-NDL operates
across Nottinghamshire, Derbyshire, and Lincolnshire (see
www.clahrc-ndl.nihr.ac.uk/clahrc/index.aspx). CLAHRC-
NDL has five research themes, one of which focuses on
mental health. Within the mental health theme, there are four
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research projects, one of which is on readiness to engage
in treatment of people with PDs. This article provides a
summary of our work to date. The project does not focus
specifically on forensic services, although it does include
them. The aims in this article are to consider why treatment
completion is important, to identify risk factors for treatment
non-completion, to present a model of readiness to engage
in treatment for PD, and to suggest how pre-treatment
preparation might improve engagement.

Treatment Non-Completion

Treatment non-completion of persons in PD treatment pro-
grams is a significant problem with, on average, 37% of those
recruited to treatment finishing prematurely (McMurran,
Huband, & Overton, 2010). In a forensic mental health ser-
vice for personality disordered offenders, a non-completion
rate as high as 73% has been recorded (McCarthy & Duggan,
2010). Clearly, non-completion is a matter of concern
inasmuch as it compromises service efficiency and cost-
effectiveness. There are monetary costs to services of car-
rying an empty place and opportunity costs to waiting-list
patients who could have had a place in treatment; therapy
groups can dwindle in number to the point of necessary dis-
solution, to the disadvantage of patients who may be engaged
in treatment; and non-completion can lower staff morale
and impact adversely on the organisation’s professional
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reputation. Furthermore, there are societal costs of untreated
PD to other people, for example the patient’s family mem-
bers, and other agencies, such as social services and criminal
justice. Importantly, overall, treatment non-completers show
poorer treatment outcomes than do treatment completers.

In a follow-up study of completers and non-completers of
day treatment programs at one year, Karterud et al. (2003)
found that non-completers had significantly higher hospitali-
sation rates (22% compared with 11%). Webb and McMurran
(2009) also found higher rates of hospitalization and more
hospital days for non-completers of a day program for people
with borderline PD (151 days versus 379 days over a 9 month
period after acceptance into therapy). Non-completers of an
inpatient treatment program for legally detained personality
disordered offenders committed more offences in a 5-year
follow-up period than did completers (McCarthy & Duggan,
2010). Similarly, in offender treatments, poorer recidivism
outcomes have been observed for non-completers compared
not only with treatment completers but also with untreated
offenders with similar risk profiles (McMurran & Theodosi,
2007).

The adverse outcomes associated with treatment non-
completion translate into actual monetary costs. In the study
by Webb and McMurran (2009), the hospital costs for
non-completers over a 9-month period were three times
higher than those for completers (£122,444 compared with
£39,187). In a study modelling the economic costs of treat-
ment non-completion of personality disordered offenders
treated under the conditions of mental health legislation,
Sampson and colleagues (2012) found that, on average,
in the first 10 years following discharge, those who did
not complete treatment incurred £144,000 more in costs
to the NHS and criminal justice system than those who
completed treatment. The clinical, service, and societal
costs associated with treatment non-completion are strong
grounds for attending to this issue, both in research and
treatment.

Treatment non-completion by offenders is often viewed
as just one behavioral expression of those factors that are as-
sociated with risk of antisocial behavior generally. Treatment
non-completers in criminal justice programs do indeed score
higher on risk measures than do completers (Olver, Stock-
dale, & Wormith, 2011; Wormith & Olver, 2002). A narrow
risk-based approach to treatment non-completion may, how-
ever, lead to the exclusion of high-risk offenders; that is, those
who are at risk of dropping out are not offered treatment in
the first place, even though they are high risk for reoffending.
This is clearly undesirable and contrary to the evidence-based
risk principle, which states that intensive interventions should
be offered to high-risk offenders (Andrews, Bonta, & Hoge,
1990). Furthermore, while there is evidence that high-risk
offenders are less likely than lower-risk offenders to start or
complete treatment, there is also evidence that recidivism is
reduced in very high-risk offenders who do complete treat-
ment (Palmer et al., 2009).

The next sections in this article summarize research that
takes a broad perspective on risk factors for treatment non-
completion among people in treatment for PD. Integrating
these findings so that they make sense for both research and
clinical purposes is important, and this will be attempted,
with selective emphasis on information of relevance to foren-
sic services.

RISK FACTORS FOR TREATMENT
NON-COMPLETION

Before embarking on a review of risk factors, it is worth
briefly defining what these are. Murray, Farrington, and Eis-
ner (2009) explain that risk factors are a particular type of
correlate. Whereas correlates are variables that are associated
with each other in a population at one point in time, risk fac-
tors are correlates that predict the outcome of interest. Lon-
gitudinal studies are needed to show if the risk variable pre-
cedes the outcome. In non-completion research, most vari-
ables under study are assessed at recruitment into treatment
and later, when people drop out or are expelled from treat-
ment, differences between completers and non-completers
are identified. Thus, correlates of non-completion are usu-
ally risk factors. However, they are not necessarily causal
risk factors, which are risk factors that, when changed, cause
a change in risk for the outcome. In this section, the focus is
on risk factors for non-completion.

In their systematic review of non-completion of person-
ality treatments, McMurran, Huband, and Overton (2010)
identified 25 studies in which factors predicting completion
status of psychological and psychosocial interventions for
PD were studied empirically. They aimed to organize these
factors using a framework for understanding attrition out-
lined by Barrett et al. (2008). This framework defines six
broad categories of influence: (1) patient characteristics (e.g.,
gender, age, sociodemographic factors); (2) barriers to treat-
ment (e.g., accessibility of services, time on waiting list); (3)
need factors (e.g., diagnosis, symptom complexity, distress,
psychological-mindedness); (4) environmental factors (e.g.,
treatment type, clinic setting, staff attitudes); (5) perceptions
of mental health problems (e.g., the person’s understanding
of their disorder, cultural attitudes to mental health prob-
lems); and (6) beliefs about mental health treatment (e.g.,
expectations of treatment duration, estimates of therapist
competence, expectations of treatment effectiveness).

The first point of note was that none of the identified
studies examined service-related barriers to treatment or the
client’s beliefs about treatment. Only one study examined
the service users’ perceptions of stigma surrounding men-
tal health problems, but no association with completion sta-
tus was identified (Riisch et al., 2008). This tells us very
strongly that researchers focus squarely on what the client
“is” or “has” in relation to non-completion; researchers ap-
pear largely to ignore factors relating to the kinds of treatment
on offer, the qualities of the people who are offering them,
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and the nature of the context in which treatments are offered,
and they also largely ignore matters to do with how service
users think and feel about their problems and the treatment
they are expected to undertake. This is reminiscent of the in-
vidious approach to understanding motivation for treatment
outlined by Miller in 1985. He noted that treatment failures
were commonly explained as deriving from negative dispo-
sitional characteristics of the client, whereas successes were
conveniently attributed to the good qualities of the program
or therapist. This trait model of motivation leads not only to
blaming the client for poor progress in treatment but also to
the failure to examine engagement objectively and empiri-
cally as a “dynamic, interpersonal process involving therapist
and environmental as well as client determinants” (Miller,
1985, p. 100). Looking at treatment readiness and engage-
ment more broadly directs efforts to improve engagement to
a wider range of variables, many of which are amenable to
change.

In McMurran, Huband, and Overton’s (2010) review of
PD treatment non-completion, the risk factors that were iden-
tified fell into the three remaining categories identified by
Barrett et al. (2008): (1) patient characteristics, (2) need fac-
tors, and (3) environmental factors. These are presented in
Table 1. From this list, one might identify the following
factors as possibly causally related to treatment completion
status among people in treatment for PD: age; education
level; childhood experiences; severity of PD; certain person-
ality traits; affective state; problem solving abilities; social
competence; intrapsychic defenses; level of experience with
therapy; level of community support; and continuity of ther-
apist. Of course, some of these risk factors are static; that is,
they are unchangeable, although they perhaps preventable for
future generations. Nonetheless, these factors may need to be
taken into account as they affect responsivity to treatment.
From a treatment point of view, our interest lies with dynamic
(i.e., changeable) causal risk factors. Dynamic causal risk
factors are those that, when addressed effectively, will lead
to a reduction in the likelihood of treatment non-completion.

The wide range of variables under study suggests a some-
what random approach to identifying what is relevant to treat-
ment non-completion. Drawing this information together
would assist with the identification of factors that are log-
ically connected to the outcome (i.e., completion status)
such that a causal connection could be hypothesized. This
would allow hypothesis-driven research into treatment non-
completion. Research could also address contradictory find-
ings between studies with regards to risk factors.

THE TREATMENT READINESS MODEL FOR
PERSONALITY DISORDER

In an attempt to gather information about risk factors for
treatment non-completion both comprehensively and sys-
tematically, we carried out a Delphi survey of clinicians
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(N = 55) and service users (N = 76) in specialist personality
treatment programs to identify what factors they considered
to be important in helping and hindering treatment engage-
ment (Tetley et al., 2012). These services were forensic and
non-forensic, community and residential. Our initial inter-
view drew on the literature on treatment non-completion,
and the Multifactor Offender Readiness Model (MORM) of
Ward et al. (2004). The MORM identifies factors in a range
of domains that impact upon therapeutic engagement. Indi-
vidual factors include: (1) Cognitive factors, such as problem
recognition, beliefs about the efficacy of therapy, and change
self-efficacy beliefs; (2) Volitional factors, such as motivation
to engage and motivation to change; (3) Behavioral factors,
such as having the competencies to engage in therapy; (4) Af-
fective factors, such as distress, emotional dsyregulation, or
difficulty experiencing or accessing emotions; and (5) Iden-
tity factors, such as self-concept, values, desired lifestyle.
External factors include: (1) The circumstances in which
the treatment is being offered (e.g., mandated or voluntary);
(2) The location of treatment, (e.g., distance of treatment
from place of residence); (3) Opportunities to engage in ap-
propriate therapy (e.g., time on waiting list); (4) Availabil-
ity of resources for treatment, including skilled experienced
staff, and adequate therapy rooms; (5) Program character-
istics, namely interventions that suit the individual’s needs;
and (6) Interpersonal support, that is others who support the
individual in treatment.

The Delphi method aims to achieve consensus on the opin-
ions of experts by employing iterative rounds of structured
surveys (Hasson, Keeney, & McKenna, 2000). In this study
we opted for two rounds. Participants were initially invited
to take part in a semi-structured interview in which they were
provided with a definition of treatment engagement and were
then asked about the barriers to and facilitators of treatment
engagement in their service (Round 1). Prompts were given
to ensure their views on a range of domains were accessed.
The views expressed in Round 1 were collated into a check-
list and returned to the same participants, who were asked to
rate their level of agreement with each item (Round 2).

The results of this study were integrated into a ver-
sion of the MORM model augmented for people in PD
treatment—the Treatment Readiness Model for PD. The
additional factors not included in the MORM were: (1)
Trait factors, including having avoidant personality traits,
higher levels of psychopathy, and lower levels of impulsivity;
(2) Relating factors, including an inability to trust others and
the ability to build a therapeutic alliance; (3) Comorbidity
factors, such as having co-occurring Axis I disorders; and
(4) Physical factors, which related to physical wellbeing,
and included sleep deprivation, feeling physically unwell,
and having a poor diet. Looking specifically at the informa-
tion provided by those in forensic services, the following
specific barriers and facilitators were seen as relevant: A re-
source factor of being offered treatment in an oppressive ther-
apeutic environment; Affective factors of limited emotional
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TABLE 1
Variables Associated with Treatment Non-Completion

Patient characteristics e Younger age (Ogrodniczuk et al., 2008; Smith et al., 1995; Thorméhlen et al., 2003)
e Lower education level (Karterud et al., 2003; Ogrodniczuk et al., 2008)

e Lower level of occupation (Chiesa et al., 2000)

e Unemployment (Karterud et al., 2003)

o Having a juvenile conviction (Copas et al., 1984)

e Having parents who divorced before the client was aged 10 (Karterud et al., 2003)
e Emotional neglect in childhood (Perry et al., 2007)

e Spending less time alone (Gunderson et al., 1989)

e Being in a relationship for less than 6 months (Gunderson, 1989)

Need factors

(a) Diagnoses e Having more PD diagnoses (Webb & McMurran, 2009)
e Meeting a higher number of PD criteria (Karterud et al., 2003)
e Personality disorder diagnoses other than borderline (Chiesa et al., 2000) AND more severe borderline PD (Ogrodniczuk

et al., 2008)

e Diagnosis of obsessive-compulsive PD (Perry et al., 2007)
e Severe histrionic or antisocial PD (Ogrodniczuk et al., 2008)

e No specific PD (Perry et al., 2007)

e Diagnosis of dependent PD (Ogrodniczuk et al., 2008) AND dependent PD not associated (Perry et al., 2007).
e Having a PD in Cluster A or B (Thorméhlen et al., 2003)

e Higher levels of narcissism (Horner & Diamond, 1996)

o Higher levels of impulsivity (Yeomans et al., 1994)

Note:

Diagnosis of avoidant PD was associated with treatment completion (Ogrodniczuk et al., 2008)

(b) Emotions e Less depressed (Gunderson et al., 1989)
e No mood disorder (Karterud et al., 2003)
e Fewer suicide attempts (Riisch et al., 2008)

e Lower levels of interpersonal distress (Thorméhlen et al., 2003) AND higher levels of interpersonal distress (Ogrodniczuk

et al., 2008)
e Higher trait anxiety (Riisch et al., 2008)
(c) Problem recognition e Being in the pre-contemplation stage of change (Soler et al., 2008)
and competencies e Lower levels of persistence (Alarcén et al., 2005)

e Higher levels of avoidance (Alarcon et al., 2005; Riisch et al., 2008)
e Poor rational social problem solving abilities (McMurran et al., 2008)
e Higher impulsiveness and carelessness problem solving style (McMurran et al., 2008)

e Better social competence (Zorn et al., 2008)

(d) Ego and defences e Poor ego structure (Copas et al., 1984)

e Less primitive defences (Gunderson et al., 1989)
o Weaker adaptive defence style (Perry et al., 2007)
o Greater denial of need for closeness, conflicts around engagement and abandonment, fear of impulsive breakthrough of
negative affect, externalizing defense, projective identification, and depressive self-image (Loffler-Statska et al., 2008).
(e) Co-occurring problems e Lower general level of functioning (Karterud et al., 2003)
e Current or previous substance use (Karterud et al., 2003)
o Problems focused in one area (Thormihlen et al., 2003)
o Increase in antisocial aggressiveness scores over treatment (Ravndal & Vaglum, 1991)
Environmental factors e Allocation to a one-stage hospital-based treatment (i.e., 1 year inpatient treatment only) compared with a two-stage
treatment (i.e., 6 months inpatient treatment followed by 18 months community support) (Chiesa et al., 2000)
e Being in a 41-week program compared to an 18-week one (Karterud et al., 2003)
o Having little experience with services in the past and having used services less (Ogrodniczuk et al., 2008)
e Having spent less time in treatment, and having had fewer previous therapists (Gunderson et al., 1989)
e Prior psychiatric hospitalizsation (Ogrodniczuk et al., 2008)
o Not being referred from a long-term inpatient unit (Smith et al., 1995)
o Not continuing with a hospital therapist after discharge to the community (Smith et al., 1995)
e Poorer quality of treatment contracting (Yeomans et al., 1994)
e Poorer therapeutic alliance (Lingiardi et al., 2005; Spinhoven et al., 2007; Yeomans et al., 1994)
e Dropping the first therapist allocated (Linehan et al., 2006)

control and poor recognition of emotions; A cognitive fac-
tor of denial of offending; Physical factors of health and
wellness; Trait factors of higher levels of psychopathy and
impulsivity; and a Relating factor of an inability to trust
others. The findings from our Delphi study have been incor-

porated into treatment readiness model for PD, as shown in
Figure 1.

The model incorporates a range of factors identified
through quantitative and qualitative research as associated
with treatment engagement. This model may clarify the
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Readiness Factors

READINESS TO ENGAGE

CLIENT FACTORS

Thinking
Ability to recognise problems
Belief in own ability to engage
Belief in own ability to change
Positive or negative perceptions of services, treatment, and
staff

Feelings
Level of emotional arousal
Ability to recognise and express emotions
Ability to regulate emotions

Goals
Goals chosen by self rather than others
Realistic goals

Skills
Ability to get on with others
Ability to concentrate

Identity
Beliefs about what kind of person s/he is

Personality traits
Problematic traits, such as impulsivity
Positive traits, such as agreeableness

Relating to others
Ability to trust others
Ability to form a therapeutic alliance

Other problems
Other mental health problems
Physical health issues

EXTERNAL FACTORS
CLIENT’S CIRCUMSTANCES

Good or bad previous treatment experiences
Experiencing other life stressors

Practical barriers to attendance

Level of support and encouragement from others
Stigma around ‘personality disorder’

SERVICE ISSUES

Location
Accessibility of services
Appropriate and appealing premises

293

Opportunities

Availability of treatments when required
|: Treatment engagement

Organizational factors

Positive or negative atmosphere
Adequately skilled, supported, and motivated staff

Program factors
Client preparation for treatment
Client involvement in choosing treatments
Treatments appropriate for people with personality
disorders

FIGURE 1 Treatment Readiness Model for Personality Disorders

agenda for empirical research examining which factors are
predictive of engagement, and which factors, when changed,
improve engagement. Meanwhile, the model could be clini-
cally useful in guiding individual assessment and formulation
of engagement.

THE RELEVANCE OF PERSONALITY
DISORDER TO TREATMENT
NON-ENGAGEMENT

The preceding sections summarize the factors implicated in
non-engagement and engagement in PD treatments identified
in a systematic review and a Delphi survey. The purpose in
this section is to selectively focus on the relevance of these
risk factors to professional practice in forensic settings.

Personality Disorder

Having a PD diagnosis, and in particular having more com-
plex PD, is identified as a risk factor for non-completion
of personality disorder treatments, yet there is variability
in relation to which specific PDs are more strongly associ-
ated with treatment non-completion. If we turn to predictors
of non-completion of offender treatments, a meta-analysis
by Olver et al. (2011) showed strong associations between

personality disorder and treatment non-completion. The dif-
ference in attrition rates between those with any personality
disorder compared with those without was 20%, and the dif-
ference for a psychopathy diagnosis was 29%, a PCL-R-score
psychopathy 18%, and antisocial personality disorder 14%.
Personality disorders were among the most strongly corre-
lated factors in this meta-analysis, which included previous
offending, substance use, and unemployment.

There is clearly a role for educating criminal justice and
forensic mental health staff in how to work with offenders
with personality disorder. In England and Wales, the joint De-
partment of Health and Ministry of Justice ‘Personality Dis-
order Knowledge and Understanding Framework’ program
aims to do just this (see www.personalitydisorderkuf.org.uk).
However, categorical diagnoses tell us little about why people
do not engage in treatment and what we might do to improve
engagement. To do this, it is more useful to study traits and
the processes by which traits might hinder engagement.

Respect, Consideration, and Mutuality

It is noteworthy that the majority of the risk factors for treat-
ment non-completion relate to matters other than PD diag-
noses per se. People diagnosed with PD who are offered
treatment want to receive appropriate treatment when they
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actually need it, in a convenient location, in a pleasant en-
vironment, and from adequately skilled, supported and mo-
tivated staff. Barriers to attendance and engagement require
attention, and these include practical problems as well as
physical and mental health problems that may interfere with
engagement. Engagement is impeded if there is lack of clar-
ity about the treatment on offer, no negotiation of treatment
options, and poor treatment contracting. These matters ought
to be attended to in therapies with any client group, yet fail-
ure to give them due recognition may produce particularly
disruptive outcomes with antisocial or psychopathic individ-
uals. Those people with constellations of traits that include
anxiety, impulsivity, irritability, and narcissism are likely to
respond to perceived disrespect, lack of control in a situ-
ation, and confusion about what is expected of them with
anger, blame, and summary termination of therapy. Creating
the conditions that may elicit such responses clearly jeopar-
dises engagement with therapy.

Therapeutic Alliance

Evident too from the research is that certain personality disor-
der traits interfere with the processes of therapy. The capacity
to build a therapeutic alliance is one important aspect of the
treatment of antisocial or psychopathic individuals. The qual-
ity of the therapeutic alliance is associated with therapy out-
come in general (weighted r = .22; Martin, Garske, & Davis,
2000). One identified class of barrier to treatment engage-
ment among people with personality disorder was difficulty
relating to others, which included problems trusting others
and forming a therapeutic alliance, and there is evidence that
a poor therapeutic alliance is associated with non-completion
of personality disorder treatments (Barnicot et al., 2011).

Ross, Polaschek, and Ward (2008) have produced a mul-
tifactorial model of the therapeutic alliance in offender treat-
ment. Factors that influence the therapeutic alliance include
systemic factors as well as characteristics of both the thera-
pist and client. In offender treatments, the actual or perceived
mandatory nature of treatment is one potential obstacle to
developing an alliance and engaging in treatments. A meta-
analysis of treatment outcomes in mandatory versus volun-
tary offender treatments showed that voluntary treatments
produce the best recidivism outcomes (Parhar et al., 2008).
Ross et al. (2008) suggest that clients may not separate the
therapist from the ‘system’ and hence, in mandatory treat-
ments, the ability to form a bond is impeded. However, in a
study of high-risk psychopathic male prisoners convicted of
violent offences, Polaschek and Ross (2010) have produced
evidence that the therapeutic alliance can improve over time
and that improvements are associated with change on the
Violence Risk Scale (Wong & Gordon, 2006). Thus, steps
need to be taken to ensure that interventions that are entered
into on terms that may not be entirely voluntary become truly
collaborative enterprises through negotiating goals, methods,
and outcomes.

The difficulties in forming a collaborative therapeutic al-
liance with violent men with antisocial personality disorder
are articulated by Davidson et al. (2010). In their treatment
group, childhood abuse or neglect often was often seen to
lead to beliefs of vulnerability and powerlessness, and com-
pensatory behavioral strategies of aggression and blame were
adopted. Maladaptive beliefs needed to be challenged so that
clients began to recognise that the way forward was to take
responsibility for their own difficulties and accept that their
current coping strategies were not helpful. However, chal-
lenging maladaptive beliefs was often taken as a criticism,
which led to therapists feeling that they were being punitive.
Enquiries about violence could lead to emotionally-charged
therapy interactions, which had to be carefully managed.
Furthermore, when a therapeutic alliance began to develop,
this was an unusual degree of intimacy for many of the men
and professional boundaries were hard to manage. Forget-
ting the risk of violence was a potential pitfall for thera-
pists, resulting from the creation of an empathic formulation
of the individual’s problems within a positive therapeutic
relationship. These therapy issues need to be addressed
through therapist education, training and supervision. That
is, the therapist needs to have the knowledge and skills nec-
essary for conducting therapy with antisocial individuals.
However, the client also needs essential therapy skills.

Therapy Skills

An interaction between personality traits and the social en-
vironment over the lifespan can create problems or lead to
deficits that impede engagement in therapy. For example,
Linehan’s (1993) theory of borderline personality disorder
(BPD) holds that there are biologically-based vulnerabilities
in the emotion regulation system which, in an environment
that pervasively punishes, invalidates, or neglects this emo-
tional vulnerability, will, over time, result in BPD. Similarly,
impulsivity is hypothesized to interact with poor behavioral
management over the lifespan to interfere with the acquisi-
tion of good social problem-solving skills, which leads to
dysfunctional ways of operating in everyday life, and may
contribute to a diagnosis of PD (McMurran, Egan, & Duggan,
2005). Problems such as these are often the targets of therapy
itself (Huband et al., 2007; Linehan, 1993). However, there is
scope for preparatory work that addresses deficits that arise
from lack of knowledge and experience of therapy (Ogrod-
niczuk et al., 2008). This will be covered in the next section
on pre-treatment preparation.

PRE-TREATMENT PREPARATION

Pre-treatment preparation is one approach to reducing treat-
ment non-completion. While many therapies explicitly incor-
porate strategies aimed at keeping people engaged in treat-
ment (e.g., Bornovalova & Daughters, 2007), it is clear that
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preparing people before treatment begins also has the poten-
tial to improve engagement. Indeed, pre-treatment prepara-
tion may help individuals who are at risk of non-completion
feel that they have some control over therapy by starting
only when they feel ready. If this reduces treatment non-
completion, then it may serve to avoid potential adverse out-
comes. We do not know if treatment non-completion is a
causal risk factor for poorer treatment outcomes, but there
are plausible logical connections between non-completion
and poor outcomes for some groups (McMurran & Theodosi,
2007). Removal from a treatment program may, in some
cases, lead to anti-therapy attitudes and a reaction against
change. For example, expelling people whose behavior is
difficult or who cannot engage sufficiently well may be to
expel people for exhibiting the very problems that led them
into treatment in the first place, and this may damage their
confidence in the ability of therapy to help them. Interrup-
tion of a treatment program may mean that difficult issues
have been raised but the individual has not yet learned the
skills for coping with these issues, consequently leaving them
vulnerable to distress. When a person elects to discontinue
treatment prematurely, this may mean that he or she has been
confused, lacking in confidence, or feeling worthless. All of
these possibilities could lead to deterioration in psychologi-
cal and behavioral wellbeing.

A variety of strategies can be used prior to entry into treat-
ment proper. Ogrodniczuk, Joyce and Piper (2005) list role
induction, where referrals are educated about the rationale of
the therapy, the nature of the treatment process, expectations
for improvement, and the patient and therapist responsibil-
ities; vicarious therapy pre-training, where recorded exam-
ples of therapy are discussed with the potential patient; and
experiential pre-training, where the individual is engaged in
a simulation of therapy. In addition to this are brief psychoe-
ducational interventions to develop skills and attitudes that
will help the person make best use of therapy.

Despite the potential value of pre-treatment preparation
in reducing treatment non-completion, there are few evalua-
tions of these specifically in PD treatments. Only two studies
were identified in a recent review (McMurran, Huband, and
Overton, 2010), and both related to residential therapeutic
communities (Birtle et al., 2007; Chiesa, Wright, & Neeld,
2003). Birtle et al. (2007) described an open-ended weekly
preparation group prior to admission during which partici-
pants were informed about the therapeutic community ex-
perience, built a therapeutic alliance, and strengthened peer
support. After the introduction of the preparation group, the
proportion of those dropping out reduced from 20% to 5%
in the first week and from 48% to 18% within a month, and
the mean stay increased from 107 to 145 days. Chiesa et al.
(2003) addressed the problem through pre-admission treat-
ment target setting, visiting the unit, a new admissions group,
and allocation of a patient ‘buddy.” The dropout rate of 31%
within the first 14 weeks after admission was subsequently
reduced to 24%.
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Other interventions have been tested for acceptability,
but not yet their effect on retention in treatment. Educa-
tion about PD, instilling beliefs about capability for change,
and building a therapeutic rapport has been found to im-
prove pre-treatment knowledge and working alliance with
detained personality disordered offenders (Banerjee et al.,
2006). McMurran and Jinks (2012) have developed and pi-
loted a pre-treatment intervention for people high on alex-
ithymia. The aims are to teach how emotions can be useful
in solving problems; to teach how emotions are identified;
to help people to begin recognising their own and other peo-
ple’s emotions through guided experiential components and
mindfulness techniques; and to practise the skills of dis-
cussing emotions in preparation for therapy. A pilot study
with detained personality disordered offenders showed im-
proved interest in emotions as a source of useful information
(McMurran & Jinks, 2012).

One other pre-treatment intervention that is currently be-
ing evaluated in a PD service is a goal-based motivational
interview (McMurran, Cox, et al., 2010; McMurran et al.,
2012). This is based upon the identification of the client’s
valued goals, obstacles to goal attainment, and clarification
of how therapy might help overcome obstacles and so at-
tain goals. The theoretical framework used is the Theory
of Current Concerns (Klinger & Cox, 2011), in which each
goal pursuit corresponds to an internal state called a ‘cur-
rent concern.” Current concerns are identified in an inter-
view called the Personal Concerns Inventory (PCI)(Cox &
Klinger, 2011). The PCI identifies 11 life areas in which
most people aim for satisfaction through goal-setting and
striving: (1) Home and household matters, (2) Employment
and finances, (3) Partner, family and relatives, (4) Friends
and acquaintances, (5) Love, intimacy and sexual matters,
(6) Self changes, (7) Education and training, (8) Health and
medical matters, (9) Substance use, (10) Spiritual matters,
and (11) Hobbies, pastimes, and recreation. These life areas
are highly similar to the ‘primary human goods’ (i.e., valued
aspects of human functioning and living) identified in Ward
and colleagues’ good lives model of offender rehabilitation
(Ward & Brown, 2004; Ward & Stewart, 2003).

Current concerns are rated on scales of value, attainabil-
ity, control and commitment, which provides information
about a person’s motivational structure, which may be adap-
tive(i.e., characterised by high perceived likelihood of goal
attainment, expected happiness when goals are attained, and
commitment to goal striving), or maladaptive (i.e., charac-
terised by high commitment to goals low in importance or
low commitment to goals high in importance, or expecting no
great amount of happiness at goal achievement), and which
are predictive of readiness to change and change in problem
behaviors. This motivational structure has been replicated
with offenders (Sellen et al., 2009).

Although the PCI is an assessment of goals and motiva-
tional structure, the experience of clarifying one’s goals and
values can be beneficial in itself, and there is some evidence
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that engaging in the interview may motivate offenders to
enter treatment (Theodosi & McMurran 2006). We aimed to
capitalize on this effect by developing the PCI procedure into
a more fully rounded motivational interview and evaluating
its effect on treatment non-completion. Our research aimed
to test the acceptability of the PCI among service users and
staff in a PD treatment service and to gather information to in-
form the design of a randomized controlled trial (McMurran,
Cox et al., 2010). There are indications from our study that
those who received an interview of about 90 minutes duration
show greater clarity in their therapy goals, better attendance
at therapy sessions, and better treatment engagement as rated
by staff (McMurran et al., 2012). Views gathered from par-
ticipants in this study indicated that they benefited from the
specific effects of the PCI, namely goal clarification, and also
from the general effects, such as becoming familiar with the
therapy venue and personnel and having a chance to discuss
engagement issues.

CONCLUSION

Treatment non-completion by people in PD treatment is asso-
ciated with poorer clinical outcomes. Identifying risk factors
for treatment non-completion is important. The Treatment
Readiness Model for Personality Disorder presented here
may help guide this work. These risk factors may be static or
dynamic, with different implications for how the information
is used. Static risk factors may be used to inform selection cri-
teria, and they bear implications for the design and delivery of
treatments to meet responsivity needs. By contrast, dynamic
risk factors are open to change. Pre-treatment preparation is
one approach to changing risk factors and evaluations of such
programs are necessary to establish their impact. There re-
mains the question of whether dynamic risk factors are at least
contributory causal factors in producing poorer outcomes. It
may be that those with greater levels of pathology do not
complete treatment and it is the level of pathology, not treat-
ment non-completion, which explains poorer outcomes. This
question can be addressed by examining whether improved
retention in treatment leads to improved outcomes for those
at high risk of non-completion. Of course, the beneficial ef-
fects of treatment engagement and treatment completion are
predicated on the understanding that treatment is effective,
which is a separate and crucial research area.
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