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Abstract. Lack of motivation for the treatment of drug addiction is associated with dropout and relapses. Further,
personality disorders (PD) have traditionally been linked to low motivation and therapeutic failure. Thus, the present
study aims to analyze the structure of the Motivation for Treatment Questionnaire (MTQ–8), as well as to determine
differences in motivation due to the presence of PD and the impact of psychological adjustment on motivation. The
sample included 125 patients (84%male) who started a treatment for their addiction to cocaine and alcohol. Rasch analysis
was applied for thefirst objective, andmeans contrast and regression analysis for the others. The two subscales of theMTQ–

8 fit the Rasch model, with appropriate psychometric characteristics whenmerging Items 5 and 7. The presence of PDwas
not associated with reducedmotivation. Motivation for treatment was greater when abstinence was less than three weeks,
and psychological distress predicted motivation for treatment. The present study confirms that MTQ–8 subscales are
suitable for measuring motivation for treatment and readiness for change in drug-dependent patients. It is noted that the
presence of PD should not be associated with a lower level of motivation, and that psychological distress influences
motivation.

Received 15 May 2019; Revised 9 April 2020; Accepted 13 April 2020

Keywords: drug dependence, motivation, personality disorders, psychological adjustment, treatment

Motivation is an essential variable to consider in the
treatment of drug addictions (Kizilkurt & Giynas,
2019; Miller & Rollnick, 2012; Rubenis et al., 2018), as
low motivation is associated with higher rates of treat-
ment dropout (Ball et al., 2006), and motivational inter-
vention is associated with higher retention rates
(Ostergaard et al., 2018; van den Bosch & Verheul,
2007), which is clearly linked to better intervention
results (Cox & Klinger, 2002; DiClemente et al., 2017).
In fact, motivation has become a crucial factor in the
reformulation of the cognitive-behavioral model of
relapse in drug use (Hendershot et al., 2011). It is now
considered as one of the phasic factors, that is, variables
closer in time to the final consumption behavior, which
can fluctuate in time and context.
When substance abuse coexists with a personality dis-

order (PD), motivation is a particularly relevant thera-
peutic objective (Martínez-González & Verdejo-García,
2014). In fact, treatments that have shown effectiveness in
this type of patients have in common motivational inter-
vention (Hadjipavlou & Ogroduiczuk, 2010), assuming

that it must be an essential part of the treatment, espe-
cially in the first phases (Bateman & Fonagy, 2000; van
den Bosch & Verheul, 2007; Verheul et al., 2005).
Although the presence of PD has traditionally been
linked to low motivation and therapeutic failure, which
can justify the small number of investigations on this
issue, other studies have shown results that are discrep-
ant with this view (Verheul, 2001). Not only may PD not
be associated with a lower level of motivation but
instead, a higher level of motivation has been found in
patients with PD when initiating treatment compared to
patients without this psychopathology (van Beek & Ver-
heul, 2008).
The motivational level of the patient who initiates

treatment seems to be influenced by the degree of
psychological discomfort or distress, as a factor that
impels him/her to seek therapeutic help (Martínez-
González et al., 2013). In the case of drug treatment,
distress is associated with drug consumption, so the
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disappearance of the discomfort that accompanies
abstinence can substantially decrease motivation for
treatment, even precipitating therapeutic dropout
(Miller, 1985; Mulder et al., 2014).
Investigating the basic components of motivation

could improve the prognosis of and approach to drug
addiction.Wilkinson and LeBreton (1986) propose two
differentiated dimensions, motivation for treatment
itself and readiness for change. Of these two, some
authors consider that readiness for change is the deter-
mining dimension and with greater relevance for
future behavior (van den Bosch & Verheul, 2007; Ver-
heul et al., 2005). However, other authors focus on
motivation for treatment, considering that the factor
readiness for change depends to a large extent on the
way therapists interact with patients, and as being
susceptible to treatment (Miller & Rollnick, 2012). In
any case, both aspects of motivation are of great ther-
apeutic interest, so instruments to measure them a
differentially, such as the Motivation for Treatment
Questionnaire (MTQ–8; van Beek & Verheul, 2008),
have been developed. The original validation study
of the MTQ–8 was carried out with a broad sample of
patients with PD, allowing a detailed analysis of moti-
vation in the different subtypes of this population.
Bartak et al. (2010, 2011) used this questionnaire to
study patients with PD of Cluster A in greater depth.
The questionnaire, which has excellent psychometric
properties, making it a short and very useful instru-
ment, is specifically designed for the evaluation of
motivation in patients with PD.
Given the importance of motivation and the need to

measure its components, the objectives of this study
were: (a) To determine construct validity and the psy-
chometric properties of the MTQ–8 to evaluate motiva-
tion; (b) to study differences in motivation at the
beginning of treatment in groups with and without
PD; and (c) to analyze the impact of psychological dis-
tress on motivation in drug-dependent patients.

Method

Participants

The sample was made up of 125 patients (84% male)
who started treatment at a Provincial Drug Addiction
Center of Granada between January 2011 and January
2017. They were randomly allocated to one of the treat-
ment teams at the center in which the author JMMG
works. Comorbid psychopathology was evaluated, dis-
carding the expected effects of substance use.
Mean age was 41.18 years (DT = 10.698; range: 20–

70 years). 65.6% (n = 82) presented primary alcohol
addiction, with an average age of 45.59 years (DT =
9.826), and 34.4% (n = 43) addiction to cocaine, with

an average age of 32.77 years (DT = 6.43). Forty percent
(n = 50) of the patients had been previously treated, and
42.7% (n = 53) presented PD. and 53.6% (n = 67) a
psychopathology other than PDPatients' comorbid psy-
chopathology at the initial evaluation can be found in
Table 1.
Average withdrawal time of consumption at the

time of evaluation was 35.29 days (SD = 86.42);
30.12 days (SD = 41.03) for patients with alcohol addic-
tion (SD = 138.08), and 45.49 days for patients with
cocaine dependence. The evaluation of patients' psy-
chopathology, which is carried out in the first month of
treatment, excludes from the study patients who may
present psychopathology induced by consumption.
The duration of the withdrawal ranged from 1 to
900 days.

Instruments

Structured Clinical Interview for DSM IV Axis I (SCID–I;
First et al., 1996). It evaluates the presence of Axis I
psychopathology according to the criteria of the Diag-
nostic and Statistical Manual of Mental Disorders –IV–TR
(American Psychiatric Association [APA], 2013).
International Personality Disorder Examination (IPDE;

López-Ibor et al., 1996). It assesses PD in drug addicts,
satisfactorily resolving the overlap of the symptoms of
the two psychopathologies.
Motivation for Treatment Questionnaire (MTQ–8; van

Beek & Verheul, 2008) (see Appendix). It evaluates the
level of motivation for treatment in people with drug
addiction, with and without PD. It evaluates the moti-
vational dimensions for treatment and readiness for
change with two subscales of four items each. Partici-
pants must indicate the degree to which they identify
with each item by means of a Likert-type scale ranging
from 1 (strongly disagree) to 7 (strongly agree). The inter-
nal consistency of the subscales is α = .77 and α = .63,
respectively. To develop the Spanish version used in
this study, we conducted a process of: (a) Translation of
the original questionnaire into Spanish; (b) back-
translation of this Spanish version into English; and
(c) comparison of the equivalence of both versions.
The initial translation into Spanish was made by a
member of the research team (José M. Martínez-Gonz-
ález), based on previous formulations of the items pre-
sented in van Beek and Verheul (2008).
General Health Questionnaire (GHQ–28; Goldberg &

Hiller, 1979). It evaluates non-psychotic psychopathol-
ogy, establishing a severity index of psychological
adjustment constructed from the sum of four subscales:
Somatic Symptoms, Anxiety, Social Dysfunction, and
Depression (González-Saiz et al., 1997). Sensitivity and
specificity parameters showed optimal values of 60.7%
and 73.7%, respectively (Pérez et al., 2010).
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The number of previous treatments and the number
of sessions attended by the patients in the treatmentwas
obtained from the computer registry of incidents that

exists in the Information System of the Andalusian Plan
on Drugs and Addictions.

Procedure

The patients were treated by a team of made up of a
social worker, a doctor, and a psychologist. During
the first consultation with the psychologist, the psycho-
pathological evaluationwas carried outwith the SCID–I
and the IPDE, and the GHQ–28 and MTQ–8 question-
naires to be completed at home anddelivered in the next
session in 15 days were explained and handed out. The
participants did not present any psychotic psychopa-
thology or cognitive alterations that could prevent the
correct comprehension of the questionnaires. Patients
who did not provide the completed questionnaires at
the next session were excluded from the study. All
125 participants in the study were abstinent at the time
of the first evaluation.
The patients signed an informed consent. The

research was approved by the Ethics Committee for
Research at the University of Granada.

Analysis

For the first goal, Rasch analysis (RA), based on the
Partial Credit Model (Masters, 1982), was performed
using the RUMM2020 software and, for the following
goals, Student's t-tests and linear regression, respec-
tively, were performed with SPSS v24.

Results

Structure and Properties of theMTQ-8 according to RA

An initial RA on the set of the 8 items of the MTQ–8
showed a lack of fit of the questionnaire to the Rasch
model (χ2 = 34.78, p< .004).All items showeddisordered
thresholdswith similar patterns. Ordering of thresholds
was achieved through uniform rescoring through col-
lapsing response categories to a four-point scale (0 =
totally disagree, 1 = disagree, 2 = agree, and 3 = totally
agree). Rescoring did not improve the lack of fit indicat-
ing that the motivation construct of theMTQ is not one-
dimensional. As thisfirstfinding supported the factorial
structure proposed by van Beek and Verheul (2008),
represented by the subscales of Motivation for Treat-
ment (Items 1 to 4) andReadiness for Change (Items 5 to
8), RA was performed separately for each subscale. To
determine the fit of each subscale to the model, we
obtained the habitual statistics in the literature (Elder
et al., 2017; Pallant & Tennant, 2007).
First, we determined the chi-square of the item-trait

interaction, whose value is statistically nonsignificant if
a subscale fits the model, indicating that all its items
invariably measure the different levels of motivation,

Table 1. Psychopathology at the Time of Initial Evaluation

Axis I Psychopathology
at the time of evaluation Frequency Percentage

Does not present
psychopathology

59 47.2

Adaptation D 1 .8
Amnesic D 2 1.6
Induced amnesiac D 3 2.4
Impulse control D 7 5.6
Impulse control D/Sleep D 1 .8
Adaptation D 2 1.6
Adaptation D/Anxiety
D/Mood D

1 .8

Anxiety D 11 8.8
Anxiety D/Induced Amnesic D 3 2.4
Anxiety D/Impulse control D 1 .8
Anxiety D/Post-traumatic D 1 .8
Induced anxiety D 1 .8
Anxiety D 1 .8
Language D 1 .8
Sleep D 4 3.2
Sleep D/Post-traumatic stress
D/Sexual response D

1 .8

Sleep D/Post-traumatic stress D 1 .8
Mood D 13 10.4
Mood D/Adaptation D 1 .8
Mood D/ Eating D 1 .8
Mood D/Anxiety D 1 .8
Mood D/Post-traumatic stress D 1 .8
Induced mood D 1 .8
Post-traumatic stress D 2 1.6
Post-traumatic stress
D/Adaptation D

1 .8

Psychotic D 1 .8
Sexual response D 1 .8
Sexual Response D/ Sleep D 1 .8
Total 125 100.0
Personality disorder Frequency Percentage
Incomplete evaluation 1 0.8
Does not present PD 73 58.4
Antisocial PD 1 0.8
Histrionic personality D 9 7.2
Borderline PD 2 1.6
Obsessive-compulsive PD 24 19.2
Obsessive-compulsive
PD/Histrionic PD

1 0.8

Dependency PD 5 4.0
Avoidant PD 4 3.2
Schizoid PD 1 0.8
Unspecified PD 3 2.4
Unspecified PD/
Dependency PD

1 0.8

Total 125 100.0
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low, medium, or high. Table 1 indicates that only Sub-
scale 1 fit the model. In parallel, the values of the resid-
uals of each item were reviewed to determine their
individual fit to the subscale. All items showed ade-
quate fit values (mean of the residual within the �
2.50 range and nonsignificant individual chi-square
value after Bonferroni adjustment). These results indi-
cated that the 4 items of each subscale contribute to
forming the latent construct. Then, in order to find the
source of global misfit of Subscale 2, the values of the
correlations between the residuals of its items were
calculated, finding that those of Items 5 and 7 had a
correlation of .683with each other,muchhigher than the
acceptable value of .3. This high correlation violates the
assumption of independence of the items, indicating
that the response to one of the items conditions the
response to the other. As both items contribute to the
construct, they were merged into a single super-item,
and a new RAwas applied, which showed a good fit of
the subscale (see Analysis 2 in Table 2).
Secondly, itwas found that the residuals for items and

for people in each subscale achieved the generally
accepted values of around 0 for the mean and 1 for the
standard deviation (Bond & Fox, 2015). Third, the unidi-
mensionality of the subscales was determined following
the procedure considered more robust and demanding
(Tennant & Pallant, 2006) consisting of three steps:
(a) Analysis of principal components of the residuals of
each subscale, defining two subsets of items—one with
the items of positive charge and the other with the nega-
tive charge (Smith&Miao, 1994); (b) checking thefit to the
Rasch model of each subscale separately and obtaining
the estimation of the participants' location in each of the
subsets; and (c) comparing the estimates using a paired t-
test. The criterion that guarantees the one-dimensionality
of each subscale requires that the percentage of significant
t-tests remaining outside the 95% confidence interval
should not exceed 5% of the total (Tennant & Conaghan,

2007). Both subscales fulfilled this criterion, showing that
they are one-dimensional (see Table 2).

Differential Item Functioning (DIF) of Each Subscale

The analyses ruled out the presence of DIF attributable
to any of the qualitative factors of the study: Sex, pres-
ence of PD or dual pathology, type of main consump-
tion substance (alcohol or cocaine), presence of DSM
Axis I symptomatology, or having received treatment
previously.

Response Categories Functioning

RA allows determining whether participants can ade-
quately and consistently discriminate the seven Likert-
type response options presented to them. It was found
that the response thresholds were disordered in all the
items, indicating a malfunction of the seven response
categories because the participants could not consis-
tently distinguish so many degrees of motivation.

Item Calibration or Difficulty

The items of both scales can be sorted according to the
difficulty for people to choose high values from among
the response options. This difficulty represents the
amountof themotivation construct contained in the item.
Table 3 shows the hierarchy of each subscale, where the
first items are those inwhich the participantsmore easily
choose the higher responses on the scale of 1 to 7, indicat-
ing that these items measure simple aspects of the moti-
vation construct. The last items of the hierarchy are those
that represent the highest levels of the construct, so the
participants who choose responses close to 7 are those
who have more robust motivation. This hierarchy is of
great clinical interest for evaluation. The estimation of
itemdifficulty is stablewith a 95% confidencewhen, as in

Table 2. Summary of Results of Rasch Analyses of the Subscales

Subscale
Order of
the
analysis

Item-Trait
Interaction
χ2 (p)

Combined
Items

Number
of items

Residuals of

Reliability
(IPS)

Unidimensional: % of
significant T-tests
95% CI

Items
Mean
(SD)

Persons
Mean
(SD)

Need for
treatment

1st 11.37 (.18) - 4 .009
(1.5)

–.316
(0.95)

.78 2.5 [.06, 7.6]

Readiness
for change

1st 17.57 (.02) - 4 .152
(1.195)

–.215
(.686)

.77 Not applicable

2nd 6.54 (.37) 5 and 7 3 –.622
(.823)

–.280
(.467)

.77 0 [.0, .0]

Note. IPS = Person Separation Index; % percentage of significant t-tests with a 95% confidence interval; CI = Confidence interval
(lower limit – upper limit, in percentages).

4 J. M. Martínez-González et al.

https://doi.org/10.1017/SJP.2020.13 Published online by Cambridge University Press

https://doi.org/10.1017/SJP.2020.13


this study, the samples are larger than 100 and there is a
reasonable fit of people's residuals (Linacre, 1994).

Adequacy of the Sample to Item Difficulty

The visual inspection of Figures 1 and 2 helps to deter-
minewhether the hierarchical distribution of the items in
each subscale allowsus tomeasureall the construct levels
present in the sample studied. Figure 1 shows 11 partic-
ipants, who represent 8.8% of the sample (represented at
the top of the figure), to the right of the last response
option of the items (at the bottom). This result indicates
that part of the sample has a higher degree of motivation
for treatment than can be measured with the items
included in Subscale 1. For these participants, there is a
ceiling effect that prevents them from being evaluated
precisely. The same phenomenon occurs in the subscale
Readiness for Change (Figure 2), inwhich 23participants
(18.4% of the sample) are located to the right of the last
item that appears at the bottom of the figure.

Reliability

The index of person separation (IPS) is the Rasch model
statistic that represents the reliability of the results and

is considered equivalent to the Cronbach alpha coeffi-
cient. The values obtained (see Table 2) are very close to
the value of .80, indicating that an instrument is useful
for classifying people in at least three levels of the
construct (low, medium, and high motivation)
(Linacre, 2002).

Differences in Motivation in Drug Dependent Patients
depending on the Presence or Absence of PD

For the entire sample, neither of the two MTQ–8 sub-
scales obtained statistically significant differences
between the groups of patients with and without
PD. In order to determine the impact that a shorter
abstinence time may have, we analyzed a subsample
of patientswho had been abstinent less than 20 days, the
recommended reference for dual diagnosis in addic-
tions. This subsample of 61 patients was made up of a
subgroup of 25 people with PD and a subgroup of
36 people without PD. The level of motivation of the
subgroup with PD compared to non-PD patients was
significantly higher in the Motivation for Treatment
subscale. No significant differences were found in the
second subscale (Table 4).

Figure 1. Distribution of Items (Top) and Participants (Bottom) on the Construct of the Subscale Need for Treatment.

Table 3. Difficulty Hierarchy of the Items of the Ordered Subscales Starting with where it is more Likely for Participants to Choose Response
Options Close to 7

MTQ–8 Item number
Difficulty/
Place SD Fit residuals Probability of χ2

Subscale Need for treatment 3 –.491 .074 –0.880 .364
4 –.027 .063 2.157 .305
2 .153 .060 –1.197 .095
1 .366 .058 –0.043 .321

Subscale Readiness for Change 6 –.415 .087 –0.673 .200
8 .145 .058 0.226 .362

5 + 7 .270 .049 –1.419 .526

Evaluation of motivation 5
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Relationship between Psychological Distress andPrior
Treatments on the Level ofMotivation at the Beginning
of Treatment

The linear regression models show that the Psycholog-
ical Adjustment score of the GHQ–28 positively pre-
dicted the score in the subscale of Motivation for
Treatment (R2 = .183, β = .074, p < .001) but not in the
Readiness for Change subscale. There were no signifi-
cant differences in the level of motivation in relation to
previous treatments.

Discussion

The first objective of the study was to determine the
properties of the MTQ–8. The RA confirmed the ade-
quate construct validity and the structure of the

questionnaire in two dimensions represented by the
subscales proposed by van Beek and Verheul (2008),
also identified by deWeert-van et al. (2015): Motivation
to initiate Treatment and Readiness for Change. The
analyses carried out showed that both subscales are
adequate measurement instruments, although it was
necessary to merge Items 5 and 7 in the latter subscale.
In addition, the analyses suggested possible changes to
improve the psychometric properties of the question-
naire. The first advisable change would be to reduce the
current seven response options, as people cannot sys-
tematically discriminate between more than 4 or
5 ordered thresholds of most constructs (Hagquist
et al., 2009). Second, if we want to accurately measure
high levels of motivation in patients, there should be at
least one item on each subscale that is more difficult.

Figure 2. Distribution of Items (Top) and the Participants (Bottom) on the Construct of the Subscale of Readiness for Change.

Table 4. Differences in Motivation in the MTQ–8 Subscales as a Function of the Presence or Absence of Personality Disorders and Previous
Treatments

MTQ–8 M SD df t p

95% CI

Cohen's dLL UL

Subscale 1 Presents PD 4.96 1.36 122 1.402 .163 –.150 .882 .259
Does not present PD 4.59 1.49

Subscale 2 Presents PD 5.59 1.26 122 –.406 .685 –.509 .336 .076
Does not present PD 5.68 1.10

Subscale 1 Has been in treatment 4.58 1.54 123 –1.169 .245 –.833 .214 .281
Has not been in treatment 4.89 1.37

Subscale 2 Has been in treatment. 5.77 1.30 123 1.130 .261 –.184 .675 .207
Has not been in treatment. 5.52 1.10

Subgroup of patients with less
than 20 days of abstinence
Subscale 1 Presents PD 5.43 1.11 59 2.022 .048 .006 1.265 .539

Does not present PD 4.79 1.26
Subscale 2 Presents PD 4.74 1.37 59 –1.332 .188 –1.241 .249 –.346

Does not present PD 5.23 1.46

Note. Subscale 1 =Motivation for Treatment; Subscale 2 = Readiness for Change; CI = 95%Confidence interval; d =Cohen's Delta.
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As for the second goal, no differences were found
in motivation associated with the presence of
PD. Although the traditional conceptions of PD have
established a relationship between PD and lowmotiva-
tion (Martínez-González & Verdejo-García, 2014), our
results suggest that the variable psychological adjust-
ment is the one that significantly influences motivation,
rather than the categorical diagnosis of PD. These
results are consistent with the postulates of van Beek
and Verheul (2008) and Miller and Rollnick (2012). In
addition, the results in the subsample of patients with
less than 20 days of abstinence indicate that motivation
for treatment is even greater in patients with PD than in
those who do not present PD. These results were
already found by van Beek and Verheul (2008), so it is
evident that motivation for treatment should be
addressed especially in the first weeks of abstinence.
These results are clinically relevant, as they find that

the diagnosis of PD in drug-dependent patients should
not be associated with significantly decreased motiva-
tion compared to non-PD patients when initiating treat-
ment (van Beek & Verheul, 2008). The highest levels in
the dimension motivation for treatment in the group of
patients with PD show that these patients can engage in
the treatment as much as or more than the rest. In
addition, this finding has theoretical implications, sup-
porting the postulates of authors who indicate that
absence or low levels of motivation should not be con-
ceptualized as a personality trait, but instead that moti-
vation is a state characteristic that is susceptible to
modification through specific interventions to that
effect (Marlatt, 1985; Miller & Rollnick, 2012).
Although van den Bosch and Verheul (2008) assumed

that the motivational factor of greater weight was read-
iness for change, the results of the study indicate that, in
drug-dependent patients with PD, the factor motivation
for treatment is also relevant. Taking into account that
the patient'smotivation to start treatmentwill help treat-
ment initiation, the time when the patient will be able to
benefit from different psychotherapeutic strategies—
among which the motivational interview is worth men-
tioning—can substantially improve the second dimen-
sion, readiness for change (Miller & Rollnick, 2012).
As a last goal, it is noted that psychological distress is

relevant to understand the dimension of motivation,
focused on patients' motivation for treatment when
initiating the therapeutic process. As in previous studies
(Martínez-González et al., 2013; van Beek & Verheul,
2008; van Manen et al., 2011), we confirmed that psy-
chological distress plays a relevant role in motivation
for treatment, to the extent that it predicts a high per-
centage of the variance of motivation for treatment, the
precursor of the demand for therapeutic attention.
However, psychological distress does not predict prep-
aration or readiness for change. This finding supports

the habitual clinical practice of attributing great impor-
tance to the presence of distress in patients and it is in
tune with the fact that the reduction of psychological
discomfort significantly affects the motivation of drug-
dependent patients with PD (Martínez-González &
Verdejo-García, 2014). The clinical implication of the
psychological distress-motivation relationship should
lead professionals to keep inmind throughout the entire
intervention thatmanypatients drop out of treatment as
soon as the level of related distress (mainly related to
addiction) has disappeared, so it is necessary to antici-
pate this effect and take measures to avoid it.
Among the limitations of the study is the small sam-

ple, as a larger sample of patients diagnosed with PD
could have allowed us to analyze in depth the differ-
ences between the groups of disorders. The small sam-
ple size also affects the negative results of theDIF,which
should therefore be considered as an estimate and not as
definitive. On another hand, we do not have any
repeated measures, which could have shown us the
evolution of motivation and of the influential variables
inmotivation throughout the treatment and of variables
that would have allowed us to study the predictive
capacity of the questionnaire.
In conclusion, the MTQ–8 motivation questionnaire

consists of two subscales to appropriately measure
motivation for treatment and readiness for change, but
several improvements suggested in the article could be
included. The presence of PD is not associated with a
lower level of motivation for treatment in this type of
drug-dependent patients. In addition, thosewith a short
time of abstinence and PD feel higher motivation for
treatment. The level of psychological distress is posi-
tively related to the need for treatment.
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F1000Research, 6, Article 1034. https://doi.org/10.12688/
f1000research.11500.1

First, M., Spitzer, R., Gibbon, M., & Williams, J. (1996).
Structured clinical interview for Axis I Disorders-patient edition.
New York Biometrics Research.

Goldberg, D. P., & Hiller, V. F. (1979). A scaled version of the
General Health Questionnaire. NFER Publishing Company.

González-Saiz, F. M., Carulla, S., Martínez J. M., López, A.,
Ruiz, J., & Guerra, D. (1997). Indicador del tratamiento de la
adicción a opiáceos [Indicator of opioid addiction treatment].
Servicio de Publicaciones de la Universidad de Cádiz.

Hadjipavlou, G., & Ogroduiczuk, J. S. (2010). Promising
psychotherapies for personality disorders. The Canadian
Journal of Psychiatry, 55(4), 202–2210. http://doi.org/
10.1177/070674371005500403

Hagquist, C., Bruce, M., & Gustavsson, J. P. (2009). Using the
Rasch model in nursing research: An introduction and
illustrative example. International Journal of Nursing Studies, 46
(3), 380–393. http://doi.org/10.1016/j.ijnurstu.2008.10.007

Hendershot, C. S., Witkiewitz, K., George, W. H., & Marlatt,
G. A. (2011). Relapse prevention for addictive behaviors.
Substance Abuse Treatment, Prevention and Policy, 6, Article 17.
http://doi.org/10.1186/1747-597X-6-17

Kizilkurt, O. K., & Giynas, F. F. (2019). Factors affecting
treatment motivation among Turkish patients receiving
inpatient treatment due to alcohol/substance use disorder.
Journal of Ethnicity in Substance Abuse. Advance online
publication. http://doi.org/10.1080/15332640.2018.1548324

Linacre, J.M. (1994). Sample size and item calibration stability.
Rasch Measurement Transactions, 7(4), 328–329.

Linacre, J. M. (2002). Understanding Rasch measurement:
Optimizing rating scale category effectiveness. Journal of
Applied Measurement, 3(1), 85–106.

López-Ibor, J. J., Pérez, A., &Rubio, V. (1996). I.P.D.E. Examen
Internacional de los Trastornos de la Personalidad [The
International Personality Disorder Examination (IPDE)].
Organización Mundial de la Salud: Meditor.

Marlatt, G. A. (1985). Relapse prevention: Theoretical rationale
and overview of the model. In G. A. Marlatt & J. R. Gordon
(Eds.). Relapse prevention. Guilford Press.

Martínez-González, J. M., Munera, P., & Becoña, E. (2013).
Drogodependientes vs. usuarios de salud mental con
trastornos de personalidad: Su relación con la calidad de
vida, la psicopatología en Eje I, el ajuste psicológico y
dinámica familiar [Drug addicts vs. mental health users with
personality disorders: Their relationship with quality of life,
psychopathology on the I–Axis, psychological adjustment
and family dynamics].Anales de Psicología, 29, 48–54. http://
doi.org/10.6018/analesps.29.1.161901

Martínez-González, J. M., & Verdejo-García, A. (2014).
Drogodependientes con trastornos de la personalidad. Guía de
intervenciones psicológicas [Drug addicts with personality
disorders. Guide to psychological interventions]. Desclée de
Brower.

Masters, G. N. (1982). A rasch model for partial credit scoring.
Psychometrika, 47(2), 149–174. https://doi.org/10.1007/
BF02296272

Miller, W. R. (1985). Motivation for treatment: A review with
special emphasis on alcoholism. Psychological Bulletin, 98,
84–107. http://doi.org/10.1037/0033-2909.98.1.84

Miller, W. R., & Rollnick, S. (2012). Motivational interviewing.
Helping people change (3rd Ed.). Guildford Press.

Mulder, C. L., Jochems, E., & Kortijk, H. (2014). The
motivation paradox: Higher psychosocial problem levels in
severely mentally ill patients are associated with less
motivation for treatment. Social Psychiatry and Psychiatric
Epidemiology, 49, 541–548. http://doi.org/10.1007/s00127-
013-0779-7

Ostergaard, M., Jatzkowski, L., Seits, R., Speidel, S., Weber,
T., Lübke, N., Höcker, W., & Odenwald, M. (2018).
Integrated treatment at the first stage: Increasing motivation
for alcohol patients with comorbid disorders during
inpatient detoxification. Alcohol and Alcoholism, 53, 719–727.
http://doi.org/10.1093/alcalc/agy066

Pallant, J. F., & Tennant, A. (2007). An introduction to the
Rasch measurement model: An example using the Hospital
Anxiety and Depression Scale (HADS). British Journal of
Clinical Psychology, 46(1), 1–18. http://doi.org/10.1348/
014466506X96931.

Pérez Moreno, P., Lozano Rojas, O. M., & Rojas Tejada, A. J.
(2010). Propiedades psicométricas del GHQ–28 en pacientes
con dependencia a opiáceos [Psychometric properties of the
GHQ–28 in patients with opiate depencency]. Adicciones, 22,
65–72.

Rubenis, A. J., Fitzpatrick, R. E., Lubman, D. I., & Verdejo-
García, A. (2018). Sustained attention but not effort-based
decision-making predicts treatment motivation change in
people with methamphetamine dependence. Journal of
Substance Abuse Treatment, 95, 48–54. http://doi.org/10.1016/
j.jsat.2018.09.007

Smith, R. M., & Miao, C.Y. (1994). Assessing
unidimensionality for Rasch measurement. In M. Wilson
(Ed.), Objective measurement: Theory into practice (Vol. 2,
pp. 316–327). Ablex.

Tennant, A., & Conaghan, P. G. (2007). The Rasch
measurement model in rheumatology: What is it and why
use it? When should it be applied, and what should one look

8 J. M. Martínez-González et al.

https://doi.org/10.1017/SJP.2020.13 Published online by Cambridge University Press

http://doi.org/10.1080/02791072.2015.1079669
http://doi.org/10.1037/adb0000318
http://doi.org/10.1037/adb0000318
https://doi.org/10.12688/f1000research.11500.1
https://doi.org/10.12688/f1000research.11500.1
http://doi.org/10.1177/070674371005500403
http://doi.org/10.1177/070674371005500403
http://doi.org/10.1016/j.ijnurstu.2008.10.007
http://doi.org/10.1186/1747-597X-6-17
http://doi.org/10.1080/15332640.2018.1548324
http://doi.org/10.6018/analesps.29.1.161901
http://doi.org/10.6018/analesps.29.1.161901
https://doi.org/10.1007/BF02296272
https://doi.org/10.1007/BF02296272
http://doi.org/10.1037/0033-2909.98.1.84
http://doi.org/10.1007/s00127-013-0779-7
http://doi.org/10.1007/s00127-013-0779-7
http://doi.org/10.1093/alcalc/agy066
http://doi.org/10.1348/014466506X96931
http://doi.org/10.1348/014466506X96931
http://doi.org/10.1016/j.jsat.2018.09.007
http://doi.org/10.1016/j.jsat.2018.09.007
https://doi.org/10.1017/SJP.2020.13


for in a Rasch paper? Arthritis Care and Research, 57,
1358–1362. http://doi.org/10.1002/art.23108.

Tennant,A., &Pallant, J. F. (2006). Unidimensionalitymatters!
Rasch Measurement Transactions, 20, 1048–1051.

vanBeek,N.,&Verheul, R. (2008).Motivation for treatment in
patients with personality disorders. Journal of Personality
Disorders, 22, 89–100. http://doi.org/10.1521/
pedi.2008.22.1.89

van den Bosch, L., & Verheul, R. (2007). Patients with
addiction and personality disorder: Treatment outcomes and
clinical implications. Current Opinion in Psychiatry, 20, 67–71.
http://doi.org/10.1097/YCO.0b013e328011740c

vanManen, J. G., Helene, A., van den Eijnden, E., Meerman,
A. M., Thunnissen, M. M., Hamers, E. F., Huson, N.,
Ziegler, U., Rtijnen, T., Busschabach, J. J., Timman, R., &
Verheul, R. (2011). Relationship between patient

characteristics and treatment allocation for patients with
personality disorders. Journal of Personality Disorders, 25,
656–667. http://doi.org/10.1521/pedi.2011.25.5.656.

Verheul, R. (2001). Comorbidity of personality disorders in
individuals with substance use disorders. European
Psychiatry, 16, 274–82.

Verheul, R., van den Bosch, L. M. C., & Ball, S. A. (2005).
Substance abuse. In J. M. Oldham, A. E. Skodol, & D. S.
Bender. (Eds.), The American Psychiatric Publishing textbook of
personality disorders (pp. 463–477). American Psychiatric
Publishing.

Wilkinson, D. A., & LeBreton, S. (1986). Early indications of
treatment outcome in multiple drug users. In W. R. Miller &
N. Heather (Eds.), Treating addictive behavior. Processes of
change (pp. 239–261). Plenum Publishing Corporation.

for in a Rasch paper? Arthritis Care and Research, 57,
1358–1362. http://doi.org/10.1002/art.23108.

Tennant,A., &Pallant, J. F. (2006). Unidimensionalitymatters!
Rasch Measurement Transactions, 20, 1048–1051.

vanBeek,N.,&Verheul, R. (2008).Motivation for treatment in
patients with personality disorders. Journal of Personality
Disorders, 22, 89–100. http://doi.org/10.1521/
pedi.2008.22.1.89

van den Bosch, L., & Verheul, R. (2007). Patients with
addiction and personality disorder: Treatment outcomes and
clinical implications. Current Opinion in Psychiatry, 20, 67–71.
http://doi.org/10.1097/YCO.0b013e328011740c

vanManen, J. G., Helene, A., van den Eijnden, E., Meerman,
A. M., Thunnissen, M. M., Hamers, E. F., Huson, N.,
Ziegler, U., Rtijnen, T., Busschabach, J. J., Timman, R., &
Verheul, R. (2011). Relationship between patient

characteristics and treatment allocation for patients with
personality disorders. Journal of Personality Disorders, 25,
656–667. http://doi.org/10.1521/pedi.2011.25.5.656.

Verheul, R. (2001). Comorbidity of personality disorders in
individuals with substance use disorders. European
Psychiatry, 16, 274–82.

Verheul, R., van den Bosch, L. M. C., & Ball, S. A. (2005).
Substance abuse. In J. M. Oldham, A. E. Skodol, & D. S.
Bender. (Eds.), The American Psychiatric Publishing textbook of
personality disorders (pp. 463–477). American Psychiatric
Publishing.

Wilkinson, D. A., & LeBreton, S. (1986). Early indications of
treatment outcome in multiple drug users. In W. R. Miller &
N. Heather (Eds.), Treating addictive behavior. Processes of
change (pp. 239–261). Plenum Publishing Corporation.

for in a Rasch paper? Arthritis Care and Research, 57,
1358–1362. http://doi.org/10.1002/art.23108.

Tennant,A., &Pallant, J. F. (2006). Unidimensionalitymatters!
Rasch Measurement Transactions, 20, 1048–1051.

vanBeek,N.,&Verheul, R. (2008).Motivation for treatment in
patients with personality disorders. Journal of Personality
Disorders, 22, 89–100. http://doi.org/10.1521/
pedi.2008.22.1.89

van den Bosch, L., & Verheul, R. (2007). Patients with
addiction and personality disorder: Treatment outcomes and
clinical implications. Current Opinion in Psychiatry, 20, 67–71.
http://doi.org/10.1097/YCO.0b013e328011740c

vanManen, J. G., Helene, A., van den Eijnden, E., Meerman,
A. M., Thunnissen, M. M., Hamers, E. F., Huson, N.,
Ziegler, U., Rtijnen, T., Busschabach, J. J., Timman, R., &
Verheul, R. (2011). Relationship between patient

characteristics and treatment allocation for patients with
personality disorders. Journal of Personality Disorders, 25,
656–667. http://doi.org/10.1521/pedi.2011.25.5.656.

Verheul, R. (2001). Comorbidity of personality disorders in
individuals with substance use disorders. European
Psychiatry, 16, 274–82.

Verheul, R., van den Bosch, L. M. C., & Ball, S. A. (2005).
Substance abuse. In J. M. Oldham, A. E. Skodol, & D. S.
Bender. (Eds.), The American Psychiatric Publishing textbook of
personality disorders (pp. 463–477). American Psychiatric
Publishing.

Wilkinson, D. A., & LeBreton, S. (1986). Early indications of
treatment outcome in multiple drug users. In W. R. Miller &
N. Heather (Eds.), Treating addictive behavior. Processes of
change (pp. 239–261). Plenum Publishing Corporation.

1.Mi funcionamiento en áreas significativas demi vida (ej. relaciones sociales, trabajo, estudios, etc.) se ve gravemente afectado por
mis problemas mentales y emocionales.
2. Tengo problemas mentales y emocionales que necesitan de la atención de un profesional.
3. Tengo que realizar cambios importantes para conseguir de nuevo recuperar mi vida.
4. Sería capaz de recuperar mi vida, incluso sin tratamiento.
5. Creo que estoy completamente preparado para trabajar sobre mímismo y mis problemas.
6. Estoy dispuesto a poner mi vida en orden.
7. Tengo la intención de buscar tratamiento en otros lugares si no recibo tratamiento aquí(en este centro).
8. Me hubiese puesto en tratamiento incluso sino no me presionaran (padres, pareja, jefe, juez, etc.).

Appendix

MTQ–8
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