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Early termination of treatment in personality

disorder treated in a psychotherapy hospital

Quantitative and qualitative study!

MARCO CHIESA, CARLA DRAHORAD and SILVIA LONGO

Background Factorsunderlying
premature discontinuation of psychosocial
in-patient treatment are still unclear.

Aims Investigation of early
discontinuation of specialised in-patient
psychosocial treatment in a sample of

people with personality disorder.

Method Outof |34 consecutive
admissions to the Cassel Hospital, 42 early
drop-outs and 92 patients who remained
were compared on demographic and
clinical variables. Early drop-outs were
invited for in-depth interviews, to explore

their hospital experiences.

Results The early drop-out group and
the group which remained showed
significant differences in occupational
status, borderline personality disorder
(BPD) and the treatment programme to
which they were allocated. All three
independent variables predicted early
discontinuation of treatment. The
qualitative analysis of interview
transcripts identified significant problems
in institutional dimensions.

Conclusions Important subjects and
process variables contributing to early
drop-out in people with personality
disorder were identified, with potential

implications for clinical practice.
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It is universally recognised that the treat-
ment of personality disorder is a difficult
and challenging task. The severity of
psychopathology, characterised by a mix-
ture of low tolerance for frustration,
frequent acting-out behaviour, chaotic
patterns of relating, affective instability
and high degree of passive aggression
(Kernberg, 1975), makes treatment compli-
ance notoriously difficult to obtain. In this
study we analysed data from subjects with
a diagnosis of personality disorder accord-
ing to DSM-III-R criteria
Psychiatric Association, 1987) who were
consecutively admitted to the Adult Unit
of the Cassel Hospital over a 5-year period.

(American

A combined quantitative and qualitative
approach was used, in order to reach an
in-depth understanding of the possible
factors underlying early termination of
treatment. First, we compared a sample of
early drop-outs with a sample of patients
who continued their treatment, on demo-
graphic and clinical variables. Second, we
analysed transcripts of in-depth interviews
with a subsample of early drop-out patients
to identify problem areas in their experi-
ence while in hospital. In recent years atten-
tion has been paid to the advantages of
combining quantitative and qualitative ele-
ments for a better, and complementary,
understanding of phenomena under study
(Mays & Pope, 1996; Buston et al, 1998).

Previous studies

The literature on personality disorder
high drop-out rates (44-66%) in
hospital-based treatments (Skodol et al,
1983; Gunderson et al, 1989; Kelly et al,
1992). These comparative studies found
that attrition in borderline personality
disorder (BPD) is significantly higher than

shows

in non-borderline personality disorder
(NBDP), but some of their findings were
contradictory. While Skodol et al (1983)
found that drop-outs have had significantly
more prior treatment, and had more severe
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symptoms at baseline, Gunderson et al
(1989) and Kelly ez al (1992) showed oppo-
site findings in their samples.

Systematic analysis of data which takes
into account the views of the users of the
service is included in only three studies of
generic psychotherapy out-patient popu-
lations (Acosta, 1980; Hynan, 1990;
Pekarik, 1992). To our knowledge, attri-
tion studies that include a qualitative ana-
lysis have not yet been carried out in
specialised in-patient psychotherapy units.
We feel that this is a considerable gap in
the literature, and that more studies in this
area are needed to achieve a better under-
standing of early drop-out.

Hospital setting

The Cassel Hospital is renowned for
employing a psychodynamically based
approach to the treatment and management
of personality disorder in adults, adoles-
cents and whole families. Medium-term
residential treatment in in-patient psycho-
therapy units may be indicated for person-
ality disorder for which previous general
psychiatric and out-patient  psycho-
therapeutic treatment has failed. The
advantages of in-patient treatment include
better compliance with treatment, fostering
of the therapeutic alliance, a systematic
challenge to destructive behaviour, and
containment of suicidal gestures (Waller-
stein, 1986; Norton & Hinshelwood,
1996). The combination of a specific socio-
therapeutic programme (Chapman, 1984),
and individual twice-weekly psychotherapy
delivered by medical and non-medical
psychotherapists is the cornerstone of treat-
ment at the Cassel. The hospital functions
according to modified therapeutic com-
munity principles based on a ‘culture of
enquiry’ (Main, 1989).
admitted to two different programmes,
based on geographical considerations:
those residing within the Greater London
Area (GLA) are allocated to a two-stage
model (6 months in hospital followed by
18 months’ psychosocial outreach work),
while subjects residing outside the GLA
are allocated to a one-stage model (1-year

Patients are

hospital stay, with no out-patient follow-
up). Most patients admitted are on psycho-
tropic medication; this is continually moni-
tored and gradually withdrawn as treatment
progresses.

Although some components of treat-
ment are unique, the hospital programme
cultural

shares core structural and
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dimensions with other therapeutic commu-
nities and in-patient psychotherapy units.
In these settings, the impact of high drop-
out rates is considerable for various rea-
sons. First, there is evidence that the longer
the patient stays in treatment the more
likely they are to benefit from it (Waldinger
& Gunderson, 1984; Kelly et al, 1992). Sec-
ond, the high demand made on health and
social services (Chiesa et al, 1996; Dolan
et al, 1996) by these patients would con-
tinue if specialised treatment failed. Third,
the higher turnover resulting from patients
terminating their treatment prematurely is
considered to be unsettling for the stability
of the milieu, the cohesion of the patients’
group and their sense of belonging. A high
incidence of early drop-out leads to low
staff morale and a sense of worthlessness
of the treatment offered, and to insecurity
in the larger patients’ community.

METHOD

Definition of early drop-out

Discontinuation of treatment is defined by
a time frame that varies according to the
expected length of treatment. In our study,
early drop-out was defined as any pre-
mature termination of treatment, not
mutually negotiated and agreed upon by
staff and patient, that occurred within 14
weeks of admission. Previous findings indi-
cate that early drop-outs do not benefit
from psychosocial treatment
1990; Baruch et al, 1998).

(Hynan,

Study sample

Out of 134 consecutive patients admitted to
the Cassel Hospital from January 1993 to
July 1997, 42 (32%) left the hospital within
14 weeks. Only 14 patients (11%) dropped
out of treatment after 14 weeks (but before
completion of the course), two (1.5%)
committed suicide while still in hospital
and 76 (57%) completed the course of
treatment.

Quantitative data collection

As part of a prospective outcome study
(Chiesa & Fonagy, 2000) systematic infor-
mation on all patients was obtained at
intake, and at 6, 12 and 24 months. The
following instruments were used: the Struc-
tured Clinical Interview for DSM-III-R
(Spitzer et al, 1990); the Symptom Check-
list-90 (Derogatis, 1983); the Social Adjust-
ment Scale (Weissman, 1975) and the
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Global Assessment Scale (Endicott et al,
1976).

Statistical analysis

The statistical analyses were performed in
SPSS for Windows (release 6.1). Chi-square
was used to compare categorical variables
between the early drop-out group and the
group remaining; when the expected fre-
quencies were below five, Fisher’s exact test
was used. Means were compared using the
t-test for independent samples, except when
distribution was not normal; then the
Mann-Whitney U-test was performed.
Logistic regression was used to determine
the independent contribution of variables
to early termination of treatment. Signifi-
cance rested on a log likelihood test be-
tween the full model and one in which the
main effect was removed.

Qualitative data collection

The 42 patients who left the hospital within
14 weeks were invited for a meeting with
one of the researchers, to explore their ex-
periences during their contact with the
hospital. Nine patients refused the offer of
a meeting, two were no longer alive, and
nine could not be traced, while four de-
clined to be interviewed on the grounds
that they felt that they had little to contri-
bute to the study. Eighteen patients (43%)
accepted the invitation to meet with one
of two researchers (C.D. and S.L.).

The method used was one of semi-
structured in-depth interviews. The inter-
views were immediately dictated and subse-
quently transcribed. The three researchers
subjected each transcription to content
analysis, modelled on the method described
by Miles & Huberman (1994), which con-
sists of highlighting sentence fragments that
may indicate the presence of significant
problem areas which the subject encoun-
tered during their stay at the hospital.
Highlighted passages were subsequently or-
ganised according to problem area themes,
which in turn were grouped into six general
problem area categories. These categories
represent a list of structural, cultural and
process dimensions characteristic of the
Cassel Hospital psychosocial approach.
The transcripts were finally scored sepa-
rately by two raters (C.D. and S.L.). An
average 91% interrater agreement was
reached.
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RESULTS

Quantitative analysis

Univariate analysis showed a significant
difference between early drop-outs and
those remaining in level of occupation,
borderline personality disorder status and
the treatment programme to which they
were allocated, and a nearly significant
(P<0.07)
(Table 1). Patients who were employed in
a skilled manual, partly skilled or unskilled

trend in educational status

occupation (the lower 3 levels) were signif-
icantly more likely to leave the hospital
within 14 weeks of admission than those
who held a higher and lesser professional
or skilled non-manual occupation (top 3
levels) (y?>=6.11, P<0.01). A significantly
lower attrition rate was found in patients
meeting criteria for borderline personality
disorder (BPD) when compared with those
not having borderline personality disorder
(NBPD) (x*>=6.91, P<0.01). Subjects allo-
cated to the two-stage model of treatment
showed a significantly lower early drop-
out rate than subjects in the one-stage pro-
gramme (y?=4.73, P<0.03). A logistic
regression model (Table 2) showed that all
three terms in the equation (level of occu-
pation, treatment allocation and borderline
status) make a significant independent con-
tribution to the prediction of early drop-out.
The odds ratios of early drop-outs are 3.31
(95% CI 1.36-8.03), 2.50 (95% CI 1.01-
6.25) and 2.50 (95% CI 1.35-7.69) for the
lower v. the higher levels of occupation,
for the one-stage v. the two-stage subjects,
and for NBPD v. BPD respectively. Contin-
gency tables showed that 36% (n=17) of
those with BPD in the one-stage pro-
gramme dropped out, compared with only
8% (n=3) in the two-stage programme. In
the logistic regression model, a significant
treatment allocation by BPD interaction
was found (p=-—1.72, s.e.=0.88, d.f.=1,
P<0.05). The odds ratios of early drop-
out show that those with BPD in the one-
stage programme are 5.5 (95% CI 0.99-
31.20) times more likely to drop out early
in treatment than those with BPD in the
two-stage programme.

Qualitative analysis

The analysis of the 18 available transcripts
resulted in 50 positive scores on the area
categories experienced as problematic
(Table 3). Of these, 41 (82%) applied to
three categories: institutional culture and
structure, organisation of treatment and
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Table |

variables

Comparison between early drop-outs and those continuing treatment on demographic and clinical

Independent variables

Early drop-outs, n=42  Continuers, n=92

Age: mean (s.d.) 33(8.1) 31 (7.5)
Gender (female): n (%) 31 (73.8) 71 (77.2)
Education (above GCSEs): n (%) 23 (54.8) 65 (70.7)
Occupation (lower 3)*: n (%) 20 (52.6) 2] (28.8)
Symptom Checklist-90': mean (s.d.) 1.92 (0.69) 1.91 (0.77)
Social Adjustment Scale?: mean (s.d.) 2.64 (0.49) 2.65 (0.51)
Serious suicide effort: n (%) 7(16.7) 9(98)
Drug & alcohol abuse: n (%) 14 (31.1) 31 (68.9)
Externally directed aggression: n (%) 27 (30.0) 9(21.4)
Length of previous hospitalisation (days): mean (s.d.) 60.8 (85.5) 49.7 (79.5)
Number of previous hospitalisations: mean (s.d.) 1.2(1.9) 0.7 (0.9)
Time on medication (weeks): mean (s.d.) 8.1 (5.1 8(5.1)
Number of personality disorders: mean (s.d.) 3.65 (1.69) 3.39(1.82)
Borderline personality disorder**: n (%) 22 (44.0) 18 (22.2)
Treatment allocation*
One-stage programme: n (%) 29 (39.2) 45 (60.8)
Two-stage programme: n (%) 13 (21.7) 47 (78.3)
*P <0.03, **P <0.01.
|. Derogatis (1983).
2. Weissman (1975).
Table 2 Logistic regression predicting early drop-out v. continuation of treatment
Independent variable Standardised coefficient s.e. of standardised 2% d.f=I
B) coefficient
Level of occupation 1.197 0.453 7.28*
Borderline personality disorder —1.192 0.452 7.30%
Treatment allocation —0.914 0.465 4.11%*
Treatment allocation by BPD —1.72 0.882 4.10%*

*P <0.05, **P <0.01.

relationship with other patients. The main
problems as perceived by patients can be
summarised as follows.

Cultural and structural set-up and general
treatment approach

(a) Staff misunderstand patients’ behav-
iour. Specifically, staff fail to appreciate
the fears and vulnerabilities behind
acting-out, aggressive behaviour and
alcohol-related problems, which are
approached in a moralistic and punitive
fashion.

(b) The decision-making processes do not
take patients’ views sufficiently into
account. Hospital staff ‘hide behind
their role’ and are difficult to reach on
a human level.

(c) Staff expect too much too soon from
newly admitted patients, who are not
given enough time to settle and get
used to the pace of community life.

Treatment organisation and delivery

(a) Community life is incompatible with
the need for privacy. Attempts to seek
individual space are ‘frowned upon’
and challenged as a resistance to full
involvement in treatment.

(b) Participation in hospital activities is felt
as a compulsory duty, rather than a
therapeutic tool.

(c) Small and large group meetings become
all too often persecutory.

(d) Treatment delivery is not sufficiently
flexible. Patients ‘are not treated as
individuals’ with different backgrounds
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and individual needs, but are treated in
a ‘standardised way’.

(e) The treatment approach and philo-
sophy are not made sufficiently clear
at admission; patients do not know
‘what to expect in therapy sessions or

group meetings’.

Dimensions of living together in a therapeutic
community

(a) Too much responsibility is placed on
some patients to support acting-out
patients. They become like ‘emotional
sponges soaking up all the suicidal
depression around them’.

(b) An anti-therapeutic patients’ subculture
was reported, including intimidation,
bullying and backbiting from a domi-
nant subgroup of patients.

DISCUSSION

The results from our sample show that a
higher occupational status,
borderline diagnosis and belonging to the

having a

two-stage programme are predictors of
continuation of treatment. Education also
shows a trend towards significance. Poss-
ibly, better educational and occupational
status equips patients with greater resilience
to withstand difficulties in the short term,
in the hope of later positive results. This
finding is consistent with Garfield’s review
(1994), which identified social class vari-
ables as most consistently correlated with
continuation in psychotherapy.

Borderline personality disorder
and early drop-out

The superior in-patient treatment compli-
ance showed by subjects with borderline
personality disorder in the two-stage pro-
gramme is an interesting finding. Since
geographical factors and differences in the
two populations have been excluded in
two recent studies (Chiesa, 1997; Chiesa
& Fonagy, 2000), considerations of the
treatment model may provide a possible
explanation. A two-phase model may allow
a better working-through of emotionally
laden conflicts to do with termination
and separation from treatment, which is
established as a crucial feature in the
treatment of BPD. The prospect of a shorter
in-patient stay and an assured longer-term
continuation of treatment as an out-
patient may render more tolerable the
claustrophobic and persecutory anxieties

109


https://doi.org/10.1192/bjp.177.2.107

CHIESA ET AL

Table 3 Qualitative analysis of in-depth interviews with drop-out sample (h=18)

Problem area categories Problem area themes Total score
Institutional culture and structure (overall Not feeling understood 16
treatment approach and philosophy of Undemocratic attitude
treatment) Premature high expectations
Rigid attitudes, lack of flexibility
Separation from the outside world
Overconfrontative attitude
Overanalytical behaviour
Organisation of treatment (how the treatment Time management 14
is structurally delivered on a day-to-day basis) Domestic chores
Usefulness of group activities
Too much responsibility
Allocation to treatment programme
Accommodation arrangements
Relationship with other patients (living together, ~ Other patients’ disturbance 1
and patients’ subculture) Lack of private space
Scapegoating and backbiting
Exclusion from the main group
Relationship with key nurse Not sufficiently available 4
Lack of confidentiality
Relationship with therapist Therapist’s gender 4

Other

Lack of trust
Lack of confidentiality

Fear of research programme |

stirred by the intensely challenging and
confrontational nature of the hospital
psychosocial approach.

Clinical implications
of qualitative analysis

The results from the analysis of the patients’
experience of the hospital setting may have
implications for clinical practice in thera-
peutic community settings. Most of the
problem areas identified implicated the
dimensions of the prevailing institutional
culture, the way treatment was delivered
and aspects of the patients’ living together.
A too uniform application of the treatment
programme, which does not take into
account individual differences, a rigidity in
applying the rules and an excessive con-
frontational attitude at the expense of
containment and understanding, constitute
the main findings. This emerging pattern
seems opposed to the declared hospital
philosophy of treatment, which stresses
understanding, enquiry into patient and staff
dynamics, flexibility, constant dialogue and
creative thinking. In therapeutic community
and group settings, the coexistence of an
unacknowledged (hence difficult to modify)

authoritarian, moralistic and rigid culture
with the therapeutic treatment philosophy
is a constant danger (Main, 1967; Chiesa,
1990). The presence of a patients’ subculture
that involves ganging-up on individual
patients, bullying, scapegoating and back-
biting may not be addressed sufficiently by
the staff. Indeed, published material only
stresses the therapeutic dimension of living
together in a group. This subculture also
has anti-therapeutic effects, and may be an
important contributing factor to patients
leaving treatment prematurely.

Patients on the whole did not find their
relationship with the individual therapist or
key nurse a source of difficulties. The belief
system developed over the years in hospital
staff places the relationship between the
psychotherapist and the patient’s key nurse
at the centre of the treatment strategy
(James, 1984). Specific supervisory arrange-
ments to monitor the working relationship
between nurse and therapist have been set
up over the years. This study shows that
those are not the problem areas as experi-
enced by patients, and that the establish-
ment of a non-problematic relationship
between patient, psychotherapist and
primary nurse does not ensure continuation
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in treatment. A change of focus may be
needed, in the direction of reviewing and
improving treatment structures, and the
cultural attitudes and expectations of the
staff.

Methodological considerations

Although we feel that this study makes an
original contribution to the literature on
early discontinuation of psychotherapeutic
treatment, some limitations ought to be
borne in mind when interpreting the results.
First, the study was carried out on a selected
sample of individuals with personality dis-
order admitted to a specialised in-patient
setting from a wide geographical area.
Although other therapeutic communities,
which share a similar treatment philosophy
and modality, may benefit from the results
of this study, the generalisability of the
findings to wider settings is limited.

Qualitative results are based on in-
depth interviews conducted with a drop-out
sample. To obtain a more comprehensive
picture, data on the hospital experiences
of the group remaining in hospital, for com-
parison with those of the drop-out group,
are also needed. Preliminary results from a
survey of treatment satisfaction of those
who remained shows a significant degree
of convergence of findings between them
and the drop-outs. These results make a
strong argument in favour of initiating a
process of revision of the structural, cul-
tural and organisational set-up of the
hospital.
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CLINICAL IMPLICATIONS

m A combined in-patient and out-patient model improves treatment compliance in

borderline personality disorder.

® Ongoing critical enquiry into the cultural aspects of the in-patient setting, into the

organisation of treatment delivery and into the subculture of the patients’ group is

required to improve the proportion of those who continue their treatment in a

therapeutic community setting.

B The results may be relevant for other hospital-based settings concerned with

personality disorder treatment and therapeutic communities.

LIMITATIONS

B Generalisability of results to a general psychiatric setting is limited.

B The qualitative part of the study needs to be extended to include a group of the

patients who did not drop out, in order to reach more robust conclusions to guide

clinical practice.

m The qualitative analysis is based only on the patients’ viewpoint.
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