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Motivation for Treatment and
Motivation for Change in

Substance-Dependent Patients with
Co-Occurring Psychiatric Disorders

Gerdien H. de Weert-van Oene, Ph.D., M.P.H.a ; Vanesa Gongora, Ph.D.b; Kirk von Sternberg, Ph.D.c

& Cor A. J. de Jong, Ph.D., M.D.d

Abstract —The aims of this study were to examine the relationship between motivation for treatment
and for change, and to explore their role in the prediction of treatment completion. The sample was
composed of 560 predominantly polydrug-using inpatients with co-occurring psychiatric disorders.
Motivation for treatment was assessed with the Motivation for Treatment Scales, and motivation for
change was measured with the Readiness to Change Questionnaire. Patients indicated strong motiva-
tion to change illegal drug and alcohol use. In initial factor analysis, motivation for treatment and for
change did not load on the same factors, confirming that these are distinct domains. Four categories
were discerned with respect to readiness for treatment and for change, with low agreement between
the two. In performing survival analysis, we found that being in readiness category 4 (RT↑RC↑) was
associated with a greater chance of remaining in treatment for a period of 105 days without premature
attrition (Log Rank chi-sq = 5.000; p = 0.02). To a limited extent, intake measures of motivation can
be used to predict attrition from treatment. Clinicians can use motivation assessment both for clinical
purposes and in the prediction of those who need extra monitoring due to increased risk of premature
attrition.

Keywords — motivation for change, motivation for treatment, substance dependence, treatment
adherence

The concept of motivation is central to understand-
ing the process of change for a substance-dependent
patient attempting to reduce or quit use (Prochaska and
DiClemente 1992). When substance abuse treatment is
involved in or interacting with the larger process of
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change, there are two related types of motivation to con-
sider: motivation for change and motivation for treatment
(DiClemente 1999). These two types of motivation seem
to be related, but are different expressions of a patient’s
appraisal that something has to change. According to
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DiClemente (1999), treatment is a time-limited event that
interacts with the larger process of change. For many
patients, the process of change is more extensive in time
than any single treatment of the individual’s formal treat-
ment history (DiClemente, Schlundt, and Gemmell 2004;
DiClemente, Kofeldt, and Gemmell 2011).

Motivation for change has been related to treat-
ment seeking, treatment attendance, treatment retention,
and treatment participation (DiClemente and Prochaska
1998; DiClemente 1999; Longshore and Teruya 2006;
DiClemente, Kofeldt, and Gemmell 2011). It was also
found to be the most significant predictor of long-term suc-
cessful modification of alcohol consumption for outpatient
participants (DiClemente and Hughes 1990; DiClemente
1999; Demmel et al. 2004). On the other hand, several stud-
ies found that the contribution of motivation for change is
low in the prediction of treatment outcome in patients with
drug and alcohol dependence (Burke and Gregoire 2007;
Field et al. 2009; Nosyk et al. 2010).

Motivation for treatment at intake seems to be related
to retention in treatment and early therapeutic engagement
in outpatient methadone, long-term residential, and outpa-
tient drug-free treatments. Treatment readiness was found
to be more important than socio-demographics, drug use,
and other background variables in the prediction of reten-
tion in treatment (Simpson, Joe, and Rowan-Szal 1997;
Hiller et al. 2009; Broome, Joe, and Simpson 2001; Hiller
et al. 2002; Kelly et al. 2011). Patient treatment motiva-
tion at intake in patients with drug dependence was also
associated with the formation of better therapeutic rela-
tionships, more favorable perceptions of counselor compe-
tence, support from peers, and increases in session atten-
dance (Simpson, Joe, and Rowan-Szal 1997; Simpson et al.
1997; Broome, Simpson, and Joe 1999; Meier et al. 2005).
However, other studies found no association between pre-
treatment motivation and treatment engagement, subjective
reasons for drop-out, or with treatment outcomes in patients
in methadone maintenance programs (Gryczynski et al.
2009a, 2009b).

The few previous studies concerning the interrelation
between motivation for change and some related con-
cepts of motivation for treatment, such as motivation for
help or receptivity for treatment, have been carried out
only with alcohol-dependent patients. In a study that com-
pared readiness to change with receptivity for treatment
in alcohol-dependent outpatients, DiClemente and Hughes
(1990) found that participant’s readiness to change was
more important as a predictor of post-treatment drinking
than was readiness for treatment. However, the participants
who expressed readiness for treatment as well as for change
had the best outcomes. Lau et al. (2010) studied motivation
for change and motivation for seeking help in general hos-
pital inpatients with drinking problems during 12 months of
treatment. They concluded that while motivation to change
drinking behavior remained stable within the 12 months of

hospitalization, motivation to seek help decreased. In other
words, motivation for change and motivation to seek help
progressed differently during treatment.

Freyer-Adam et al. (2005) studied both readiness
for treatment and readiness for changing alcohol-drinking
behavior in non-treatment-seeking, alcohol-dependent,
general hospital inpatients. They found agreement between
readiness for treatment and for change in 58% of patients.
Low scores on both motivation measures were associ-
ated with lower alcohol problem severity and high scores
with higher alcohol problem severity. Furthermore, higher
change readiness was associated with being older and hav-
ing a partner. This resulted in the recommendation that
readiness to change and readiness to seek help should be
assessed separately among treatment seekers for alcohol
detoxification.

The picture that arises from these studies is that both
domains of motivation—treatment motivation and change
motivation—have not been studied extensively together,
and only in alcohol-dependent patients. Among the studies
mentioned, only DiClemente and Hughes (1990) was con-
ducted in a substance-dependence treatment setting. The
studies of Lau et al. (2010) and of Freyer-Adam et al.
(2005) were conducted among general hospital patients.
Furthermore, it seems that motivation in some studies is
narrowed to readiness (either for treatment or for change)
without further specification.

In the present study, motivation reflects the whole pro-
cess as described in the Transtheoretical Model (TTM)
(Prochaska and DiClemente 1992). This counts for both
motivation for treatment and for change. Readiness—either
for treatment or for change—refers to the last stage of the
TTM, and is a direct predecessor of action. So, when in the
article we speak of “motivation,” we mean the whole con-
cept of motivation, with all its stages. When speaking of
readiness, we aim at the predecessor of action.

In the present study, motivation for treatment and
motivation for change are studied in inpatient treatment
programs for patients with polydrug use and co-occurring
disorders (COD) in the Netherlands. As far as we know,
this is the first time that both domains of motivation have
been studied in this type of population. The aims of the
study are to evaluate the association between motivation
for treatment and motivation for change and, secondly, to
explore the role of readiness for treatment and for change
in the prediction of treatment adherence.

METHODS

Sample and Setting
The study is based on data that were gathered during

a routine outcome monitoring project during 2009–2011.
Patients who were admitted during that period to one
of 10 inpatient treatment facilities for COD patients in
the Netherlands were included in the study. Treatment
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consisted of an inpatient program of around three months
(for the purpose of this study maximized to 105 days).
These programs were common in the Netherlands, at the
time of the study, for the treatment of patients with co-
occurring disorders. Dual diagnosis facilities were estab-
lished in the second half of the 1990s in the Netherlands.
They are focused on patients with both substance depen-
dence and psychiatric disorders, in which there is often
a situation of multiple problems. The 10 dual diagnosis
clinics participating in this study offer a wide range of
interventions, such as integrated diagnosis, detoxification,
pharmacotherapy, cognitive behavioral therapy, group and
individual treatment, providing structure, day care, rehabil-
itative work, debt restructuring, and vocational and lifestyle
training.

A total of 560 patients participated in the study. These
patients all completed a Motivation for Treatment question-
naire (MfT) during their first week of treatment, and at least
one Readiness to Change Questionnaire (RCQ-D) (that is,
for at least one substance).

Instruments
Motivation for Treatment (Mft)
The MfT version for alcohol and drug abusers adapted

in the Netherlands was used in this study (Simpson and
Joe 1993; De Weert-Van Oene et al. 2002). This scale
is based on the Stages of Change Model (Prochaska
and DiClemente 1992). The scale assesses motivation
for treatment by 24 items that are distributed over four
scales: General Problem Recognition (PRGEN; e.g., does
your substance use mean more trouble than it’s worth),
and Specific Problem Recognition (PRSPEC; e.g., does
your substance use mean the risk of losing contact
with your children), both reflecting the transition from
precontemplation to contemplation; Desire for Help (DH;
e.g., I am sick and tired of all problems caused by my
drug use), which refers to the transition from contempla-
tion to action; and Treatment Readiness (TR; e.g., this
treatment program may be my last chance to solve my
drug problem), referring to the actual engagement into
treatment. The responses are scored on a five-point Likert
scale ranging from strongly disagree to strongly agree.
Higher scores reflect greater motivation. The scale has
shown adequate factorial validity (exploratory and con-
firmatory), construct validity, and internal consistency in
drug abusers and alcohol-dependent patients. Reliability of
the scales in the Dutch validation were: Cronbach’s α for
PRGEN = 0.55, PRSPEC = 0.76, DH = 0.56, TR = 0.70.
The MfT is now widely used in the Netherlands as part
of the routine assessment procedure (Measurement of the
Addictions for Triage and Evaluation, MATE; Schippers,
Broekman, and Buchholz 2011).

Readiness to Change Questionnaire
The Dutch version of the Readiness to Change

Questionnaire (RCQ-D) was used in this study (Heather,

Gold, and Rollnick 1991; Rollnick et al. 1992; DeFuentes
Merillas, De Jong, and Schippers 2002). Three stages were
assessed: Precontemplation (PREC; e.g., I don’t think I
drink too much), Contemplation (CON; e.g., I enjoy my
drinking, but sometimes I drink too much), and Action
(ACT; e.g., I am actually changing my drinking habits right
now), referring to the Stages of Change Model. All items
are rated along a five-point scale ranging from Strongly
Disagree to Strongly Agree, and assigned a score rang-
ing from 0 to 4. The factor structure of the RCQ-D for
an alcohol-dependent population was consistent with the
three-factor structure established for the original RCQ.
The reliability of each scale was found to be satisfac-
tory (Cronbach’s α for PREC = 0.68, CON = 0.70,
ACT = 0.81 in the RCQ-D). In our study, we adapted
the RCQ-D, which was originally developed for use in
alcohol-dependent patients, to a population of polydrug
users (Raes et al. 2010). Patients filled out a RCQ-D for
each substance separately, resulting in substance-specific
motivation to change.

Treatment Completion
Clinicians were asked to complete a form for each

patient leaving the treatment program, regardless of
whether he/she completed the 105 days of treatment. This
timeframe is congruent with the program’s intended dura-
tion of around three months; we added half a month’s time
for delays. In the form, the clinician indicated whether
the patient was a treatment completer or non-completer.
Patients who were considered non-completers all termi-
nated treatment against medical advice. Patients who left
treatment earlier than originally intended, but in agreement
with their therapist—for instance, because both agreed that
the patient benefitted from treatment sufficiently—were
considered completers.

Procedure
Data were collected by the therapist during the first

week of admission. All scales were completed in a
web-based application, called BergOp (www.bergop.info).
Patients signed a written informed consent for the use of
their data for scientific purposes. The study was approved
by the institutional review boards (IRBs) of all participating
facilities.

Data Analyses
The SPSS 20.0 program was used for data analy-

ses. All patients completed the MfT; therefore, mean scale
scores were calculated for this scale for the whole pop-
ulation. For the calculation of RCQ-D scores for each
substance separately—either alcohol, cocaine, opiates, or
cannabis—only those patients who were diagnosed at treat-
ment entry as alcohol-, cocaine-, opiate-, and/or cannabis-
dependent, respectively, were included. A patient who
used, for example, both alcohol and heroin filled out the
RCQ-D for alcohol and the RCQ-D for heroin, but not
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for the other substances. Since most patients used nicotine,
the total population was considered for the calculation of
RCQ-D-nicotine scores.

To explore the associations between motivation for
treatment and motivation for change, we performed
exploratory factor analysis (EFA) with oblique rotation
over the subscales of both questionnaires for each subpop-
ulation of users separately. New factors could thus emerge
consisting of sub-scales of both questionnaires.

Further analyses concern a specific stage of motiva-
tion: readiness, either for treatment or for change. In order
to allocate patients to the different stages of motivation for
change, the standard procedure recommended for RCQ-D
was followed (DeFuentes Merillas, De Jong, and Schippers
2002). Patients were considered to be ready for change
(RC) when they were in the action stage for changing
either alcohol, cannabis, cocaine, or heroin use. In addi-
tion, patients who had scores ≥ 3.8 (the scale’s mean
value, as well as the median value) on the MfT–Treatment
Readiness scale were considered ready for treatment (RT),
while patients who had scores < 3.8 were considered not
ready for treatment. Agreement and disagreement between
the two domains of readiness were computed. Patients were
allocated to one of four groups thus formed, following
Freyer-Adam et al. (2005): (1) not ready for treatment nor
for change (RT↓RC↓); (2) ready for change but not for
treatment (RT↓RC↑); (3) ready for treatment but not for
change (RT↑RC↓); and (4) ready for both treatment and
change (RT↑RC↑). Cohen’s kappa (p) was computed to
determine the level of agreement between the two measures
of readiness. Differences between groups were assessed for
patient baseline characteristics. Finally, a Kaplan Meyer
survival analysis was performed for premature attrition
during 105 days of treatment.

RESULTS

Patients were predominantly male (79.8%) and of
Dutch ethnic origin (80.1%). Mean age was 37.2 (sd = 9.1),

and most (72.1%) reported using substances for more than
10 years. Of the patients, 42.3% were diagnosed with alco-
hol dependence, 37.7% with cocaine dependence, 31.9%
with opioid dependence, 31.1% with cannabis depen-
dence, and 30.2% with dependence on other substances.
Patients were predominantly polydrug users; the mean of
dependence and misuse diagnoses was 2.19 (sd = 1.3),
varying between 1 and 10 (nicotine not included). Over
one-third (35.3%; n = 190) had one diagnosis of depen-
dence or misuse, in 31.1% of cases relating to alco-
hol dependence. Among 64.7% who had more than one
diagnosis of dependence or misuse, the most frequently
observed combinations were dependence of cocaine and
opioids (30.2%), alcohol and cannabis (24.1%), alcohol
and cocaine (22.4%), and cocaine and cannabis (21.3%).

Most patients (80%) had a co-occurring Axis I dis-
order (20.9% anxiety disorder, 17.2% mood disorder,
23.4% psychotic disorder, 18.7% developmental disor-
der), and 40.6% had a personality disorder. On Axis IV
of DSM-IV, 62% had problems with primary support
group, 62.0% with occupation, 54.8% in relation to hous-
ing, 51.7% financial, 41.0% with social environment, and
37.3% with legal system/crime. Mean Global Assessment
of Functioning (GAF) score at intake was 44.9 (SD 7.4),
which indicates the existence of serious symptoms or
serious impairments in social or occupational function-
ing (APA 2000). Only 1.4% of patients were involuntarily
admitted. Total treatment drop-out before three months
was 55%.

Mean scores on all scales of the MfT and RCQ-D
are presented in Table 1. The results show that patients
expressed a strong treatment motivation at treatment entry.
Mean motivation for change scores for illegal substances
(cocaine, heroin) were higher than those for legal sub-
stances such as alcohol and nicotine, especially with
respect to the CON and ACT scores. Motivation scores for
changing cannabis use were comparable to those for alco-
hol use. For all substances, with respect to motivation for
change, ACT scores were the highest, with the exception of

TABLE 1
Mean Scores (sd) on Scales of Motivation for Treatment (MfT) List and Readiness for Change (RCQ) for Total

Population and Discerned Substance Categories

MfT RCQ
PRGEN PRSPEC DH TR PREC CON ACT

Total population (N = 560) 3.88 (0.9) 3.40 (0.9) 3.81 (0.6) 3.82 (0.6)
Nicotine (N = 560) 3.88 (0.9) 3.40 (0.9) 3.81 (0.6) 3.82 (0.6) 12.6 (3.8) 12.7 (3.3) 10.2 (4.1)
Alcohol (N = 321) 3.97 (0.8) 3.46 (0.9) 3.85 (0.6) 3.84 (0.6) 13.1 (4.8) 15.0 (3.6) 15.8 (3.6)
Cannabis (N = 181) 3.87 (0.9) 3.43 (0.9) 3.86 (0.6) 3.83 (0.6) 12.8 (4.4) 14.2 (3.8) 15.7 (3.5)
Cocaine (N = 189) 3.99 (0.9) 3.52 (0.9) 3.88 (0.6) 3.93 (0.6) 13.5 (5.1) 16.0 (2.9) 17.0 (3.1)
Opioids (N = 120) 4.07 (0.8) 3.69 (0.9) 3.95 (0.6) 3.96 (0.6) 13.2 (5.2) 15.6 (3.1) 16.9 (3.2)

Legend: PRGEN = Problem Recognition, general; PRSPEC = Problem Recognition, specific; DH = Desire for Help; TR = Treatment Readiness.
RCQ = Readiness to Change Questionnaire. PREC = Precontemplation; CON = Contemplation; ACT = Action.
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TABLE 2
Readiness Groups Based upon the Stages of Motivation for Change and Motivation for Treatment

(Ntotal = 560); Percentages (N) are Presented

Readiness for
treatment

Readiness to change alcohol
use

Readiness to change
cannabis use

Readiness to change
cocaine use

Readiness to change
opioid use

Not ready Ready Not ready Ready Not ready Ready Not ready Ready
Not ready 23.3 (72) 32.4 (100) 18.3 (48) 37.3 (98) 13.3 (37) 36.9 (103) 12.7 (20) 34.2 (54)

agr disagr agr disagr agr disagr agr disagr
Ready 16.9 (52) 27.5 (85) 16.7 (44) 27.8 (73) 11.8 (33) 38.0 (106) 12.0 (19) 41.1 (65)

disagr agr disagr agr disagr agr disagr agr
kappa 0.038 (0.487) −0.045 (0.424) 0.027 (0.625) 0.045 (0.521)

Not ready: patients in precontemplation or contemplation (RCQ) or score < 4.0 on Treatment Readiness scale (MfT). Ready: patients in Action (RCQ)
or score ≥ 3.8 on Treatment Readiness scale (MfT). Agr: Agreement between motivation for change and motivation for treatment.

nicotine, where PREC and CON scores were equally high,
and both higher than ACT scores.

To further explore the association between motivation
for change and for treatment, an exploratory factor analysis
was performed. Including the scales of both MfT and RCQ-
D into the EFA resulted in a 2-, 3-, or 4-factor solution,
depending on the substance (data not shown). In cocaine
users, a 2-factor solution seemed to be the best fit, explain-
ing 58% of variance. In opioid users, a 4-factor solution
was the best fit for the data, explaining 87% of variance. For
alcohol, nicotine, and cannabis users, a 3-factor solution
was found, explaining between 71% and 75% of variance.
In none of the five discerned substances were scales of the
RCQ-D and of the MfT loaded on the same factor.

In the following step, patients were divided into sub-
groups, based on their individual scores on both Treatment
Readiness and Readiness for Change (Table 2). Twenty-
eight percent of alcohol-dependent and of cannabis-
dependent patients showed high RT as well as high RC.
This percentage was higher in cocaine- and in opioid-
dependent patients: 38% and 41%, respectively. Kappa’s
for all substances were low and non-significant, indicat-
ing no agreement between the two measures of readiness.
In assessing differences in patient baseline characteristics
or outcome parameters between the four groups (Table 3),
we found no associations between readiness-group alloca-
tion and gender, age, and years of substance use. Patients
of non-Dutch ethnicity were almost absent in the RT↑RC↓
category. A diagnosis of anxiety disorder was associated
with RT↑RC↓, and diagnosis of psychotic disorder with
RT↓RC↓. Financial problems on Axis IV were associated
with RT↑RC↑, while problems with the social environment
were associated with RT↓RC↓. Lower GAF score at intake
was related to RT↓RC↓.

Mean length of stay in the RT↓RC↓ category was
52.89 (sd 29.4) days, in the RT↓RC↑ category: 54.88 (sd
27.8), in the RT↑RC↓ category: 53.22 (sd 30.1), and in

the RT↑RC↑ category: 59.92 (sd 28.8) days. In performing
survival analysis, we found that being in readiness cate-
gory 4 (RT↑RC↑) was associated with a greater chance of
remaining in treatment for a period of 105 days without
premature attrition (Log Rank chi-sq = 5.000; p = 0.02;
see Figure 1).

DISCUSSION

This study investigated motivation for change and
motivation for treatment in patients with drug addiction and
co-occurring disorders in the Netherlands. These patients
form a diverse population from naturalistic inpatient set-
tings. The first aim of this study was to evaluate the
association between the two types of motivation.

With respect to motivation for change, we found
patients to have the highest mean scores on the action
scale for all substances, with the exception of nicotine.
For nicotine, contemplation and precontemplation scores
were equally high. This shows that patients indicated rather
strong motivation to change their illegal drug use and, to
a somewhat lesser extent, their alcohol use, but they were
far less motivated to change smoking behavior. These find-
ings were in support of discriminating between substances
when assessing motivation for change (Raes et al. 2010).
These results partly contradicted, however, previous find-
ings by Abellanas and McLellan (1993), who found almost
identical profiles for motivation for change among a sample
of patients in methadone maintenance treatment for opioid,
cocaine, and nicotine use. A possible explanation for our
different outcomes may be found in the greater number, as
well as in the larger diversity, of our sample. The majority
of patients in the present study reported being in the action
stage with respect to motivation for change.

We found that both aspects of motivation are inde-
pendent domains. This finding was confirmed by the EFA
and by the differential scores on treatment motivation for
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TABLE 3
Baseline Characteristics of the Four Readiness Categories

RT↓ RC↓ RT↓RC↑ RT↑RC↓ RT↑RC↑
N = 41 N = 147 N = 49 N = 226 F/chi-sq (p)

Sociodemographics
− Gender (male) % 80.5 81.6 85.7 77.4 2.17 (0.537)
− Age (M, sd) 39.12 (10.1) 36.00 (9.5) 37.38 (9.3) 37.50 (8.7) 1.54 (0.204)
− Ethnicity (non-Dutch) % 20 26.2 4.2 18.6 11.43 (0.01)

Use of substances >10 yrs % 76.3 71.7 77.1 71.4 4.87 (0.846)
Axis I/II disorders %

− Anxiety disorder 14.6 7.5 22.4 11.5 8.38 (0.04)
− Mood disorder 19.5 8.8 12.2 8 5.76 (0.124)
− Psychotic disorder 31.7 16.3 2 8 25.59 (<0.001)
− Axis II disorder 38.5 28.7 31.9 34.4 8.81 (0.184)

Axis IV disorder %
− Primary support group 64.1 63.8 51 65 3.47 (0.324)
− housing 48.7 55.3 49 58.3 2.28 (0.517)
− financial 38.5 50.4 42.9 57.8 7.71 (0.05)
− legal system 33.3 36.9 38.8 36.3 0.29 (0.963)
− social environment 53.8 34.8 30.6 45.7 9.14 (0.03)
− education 7.7 10.6 2 7.6 3.76 (0.289)
− occupational 69.2 62.4 49 65.5 5.39 (0.145)
− access to services 5.1 2.8 2 4.9 1.63 (0.653)
− other 15.4 17.7 8.2 13.9 2.84 (0.417)

GAF score at intake (M, sd) 42.08 (8.1) 45.78 (6.7) 46.94 (9.4) 45.03 (6.9) 3.51 (0.015)

FIGURE 1
Survival Analysis of Retention in Treatment for

105 Days for Four Motivational Categories.
Category 1: RT↓RC↓; category 2: RT↓RC↑;
category 3: RT↑RC↓; category 4: RT↑RC↑.

patients who are in one of three motivation for change
stages. In only 50% of patients was agreement found for
motivation for treatment and for change. These results are
in line with DiClemente (1999), who pointed out that moti-
vation for change and motivation for treatment are different
processes that do not always co-occur. However, our find-
ings contradict Simpson and Joe (1993), who hypothesized
particular relations between these two concepts. It seems
more appropriate to conclude that they are two independent
measures of motivation which are, contrary to expecta-
tions, not related. Furthermore, we found that motivation
for changing substance use differs for the various sub-
stances. In line with previous research (Raes et al. 2010),
we conclude that it is important to assess motivation for
change for each substance separately.

The second aim of this study was to see whether readi-
ness for change or for treatment was associated with reten-
tion in treatment. We found that patients who expressed
both readiness for change and for treatment were more
likely to remain in treatment for a period of 105 days, and
leave treatment in agreement with the therapist. This time-
frame is congruent with the program’s intended duration
of around three months, with time added for delays. So,
patients with high initial treatment readiness and readiness
for change were more likely to complete the program as
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planned. There were no differences between the three other
categories. By that, we conclude that lower readiness for
both change and treatment predicts, to a limited extent, a
stronger likelihood of premature attrition from treatment.

We note, however, that the difference in mean length
of stay in treatment between those in the RT↓RC↓ and
those in the RT↑RC↑ groups is only one week. Therefore,
although patients in the latter category have a greater
chance of completing treatment as planned, the prediction
of treatment adherence by initial measures of treatment
readiness remains limited.

One study limitation is that findings are based on
a three-month inpatient treatment with polydrug-using
patients. Replication of the study in other types of treatment
and types of addictions—for instance, in more homoge-
neous patient populations—is recommended. Second, as
a measure of treatment outcome, we chose total treat-
ment completion, and we found motivational variables to
be related to treatment completion. However, this asso-
ciation may be complicated by other covariates, such as
therapeutic relation, perception of peer support, and session
attendance. Future studies should look into those possibly
mediating associations. Third, our study aimed at a pop-
ulation of dual diagnosis patients, as 80% of the patients
had a co-occurring Axis I disorder and 40% had a co-
occurring Axis II disorder. Multiple problems were the rule
rather than the exception. This is a reflection of the total
population that suffers from severe SUD with co-occurring
psychiatric disorders, according to Minkoff’s (1989) fourth
quadrant. Whether or not the results are applicable to
other SUD populations remains a subject of further
study.

Fourth, we conducted exploratory factor analysis in
the various substance categories, which resulted in a
somewhat mixed pattern. In particular, the factors we
found for the RCQ-D were not equal among substance
groups. In cocaine-dependent patients, all three factors
of the RCQ-D loaded on the same factor, whereas
in the other categories a 2-factor solution was found.
Previously, Raes et al. (2010) found similar results,
with the factor structure in cocaine-dependent patients
being of a different nature than that for other substance
categories.

Finally, both measures used in this study are based
on the Transtheoretical Model (TTM) of Prochaska and
DiClemente (1992). This model has been under debate in
the past decennium, and we refer for details concerning the
discussion about the model to previous authors (e.g., West
2005; Littell and Girvin 2002).

In conclusion, this was a first study to explore the
relations between motivation for change and motivation
for treatment in a large inpatient consecutive sample of
polydrug-dependent patients with co-occurring psychiatric
disorders. Findings show that motivation for treatment and
motivation for change are independent concepts that merit
independent assessment and monitoring throughout treat-
ment. If clinicians do not consider both concepts, they
might overestimate or underestimate patients’ motivation
(Freyer-Adam et al. 2005). Furthermore, we found support
for the separate assessment of motivation for change for
different substances in the case of polydrug use. Strong ini-
tial readiness, both for treatment and for change, predicted
treatment adherence to a limited extent. This is relevant
for clinicians, who can use motivation assessment both for
clinical purposes and in the prediction of those who need
extra monitoring due to increased risk of premature attri-
tion. Last, the association between readiness for change and
for treatment and treatment adherence should be explored
further. For example, why is the strength of the associa-
tion weak, and in what way do both readiness domains
change during treatment? Could it be that the movement
from one motivational stage to another is more important
in the prediction of treatment result than the more static ini-
tial treatment motivation? An interesting clinical approach
may be to assess motivation for treatment and motivation
for change at the start of treatment, monitor both through
the course of treatment, and make the observed changes in
motivation a regular subject for discussion with the patient.
Whether or not this results in a better treatment adherence
should be the subject of future research.
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