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SUMMARY

Aim. Many authors consider motivation as an important factor influencing psychotherapy outcome. there 
is a discussion, whether motivation is a stable construct or a dynamic process. 
Material and methods. the purpose of the study was to investigate the dynamics of motivation and the 
relationship between motivation and clinical improvement during the inpatient integrative psychotherapy. 
the data was collected from 274 patients. the Questionnaire of Motivation, measuring: helplessness, ac-
tivity, sense of wrongness, sense of threat, was a key tool. Measures for assessing the clinical and per-
sonality change were also applied: Symptoms Check List, Adjective Check List, Sense of Coherence. 
they were distributed at: the placement on the waiting list, the admission to the department and at the 
end of the 10-weeks therapy. 
results. Motivation showed the strongest influence on symptoms’ level at the time of admission. the per-
sonality variables had stronger influence at the end of the treatment. All factors of motivation changed both 
during the waiting list period and the therapy. Helplessness, sense of wrongness and threat showed a 
steady decline. the level of activity rose significantly during the treatment, parallel to the clinical improve-
ment. the helplessness motivational factor was predominant at both pre-treatment occasions. 
Conclusions. Assessment of motivation should be recognized as a standard procedure at the different 
stages of therapy. the most efficient way of strengthening the internal motivation is active participation of 
the patient in his/her therapy process.

 integrative psychotherapy / motivation / activity / helplessness / change

INTrOdUCTION

Motivation is a polymorphic, complex and dif-
ficult to conceptualize phenomenon, described 
in detail elsewhere [1, 2, 3]. Sifneos [4] defined 
motivation to psychotherapy as “process of solv-
ing the problems, in the purpose of controlling 
the painful feelings and of achieving gratifica-
tion”. He underlined that adequate motivation 

is required in order to facilitate the patient in 
enduring active participation in the process of 
therapy. Frequent experiencing of motivation-
al conflicts and incompetence of resolving them 
may lead to anxiety, depression or psychoso-
matic symptoms. Motivation was found as an 
important factor influencing the psychothera-
py process and outcome [5, 6, 7, 8, 9, 10]. Many 
studies report a significant correlation between 
initial motivation and psychotherapy outcome 
[11, 12, 13]. 

AIM OF THE STUdy

The authors understand motivation to psy-
chotherapy as a complex and multidimension-
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al phenomena, where such factors as activity, 
helplessness, sense of wrongness and sense of 
threat play the most significant role. The aim of 
the study was to investigate the dynamics of mo-
tivation and the relationship between motiva-
tion to psychotherapy and clinical improvement 
during the inpatient integrative psychotherapy, 
rooted in psychodynamic, cognitive, behavioural 
and humanistic theories. Three hypotheses were 
formulated:

 Motivation is a dynamic process both during 
therapy and during the waiting list period.

 There exists a relationship between the symp-
toms decline and motivation dynamics during 
the treatment. The role of motivation in gaining 
the symptomatic change is the most significant 
at the beginning of treatment. 

 There exists a relationship between motivation 
and the sense of coherence and between motiva-
tion and some personality factors. 

MATErIAL ANd METHOdS

Participants

The authors distributed the questionnaires to 
all 322 patients successively starting the inpa-
tients treatment between 1999 and 2002. 274 of 
them finished therapy and returned all the tests 
completed. 18 patients finished the treatment, 
but they returned the test uncompleted. 30 pa-
tients dropped-out from the treatment and did 
not return the questionnaires from the last stage 
of the project. Results in this study were calcu-
lated for N=274. Among 274 patients, there were 
72.6% women and 24.7% men. As for the age: 
38.32% were younger than 24 years old; 31.75% 
were aged between 25 and 34 years old, 14.23% 
between 35 and 44 and 15.7 % were between 45 
and 55. 51.5% of the patients were diagnosed 
with anxiety, somatoform and stress related dis-
orders; 27.0 % with eating disorders; 15.7% with 
personality disorders and 5.8% with dysthymia. 
The diagnostic process was based on the Interna-
tional Classification of Diseases – 10. 

Procedure

The questionnaires were administered three 
times: T 1 - during the initial interview before 

placement on the waiting list: MQ and HSCL; T 
2 - on the admission to the Clinic: MQ, HSCL, 
SOC and ACL; T 3 - at discharge (the end of the 
10-weeks therapy): MQ, HSCL, SOC and ACL. The 
average waiting time between the initial interview 
and the beginning of treatment was six months.

Assessment Instruments

The Motivation Questionnaire (MQ) [14] was de-
signed to assess motivation of patients treated 
with integrative inpatient therapy. Using factor 
analysis, the authors of the MQ separated four 
factors: activity – defined by expectations and at-
titudes, based on readiness to learn, with a high 
value achieved by patients conscious that the 
illness negatively influenced their life and with 
a low level due to external motives, e.g. fami-
ly pressure; sense of wrongness – high among 
people who have external motivation, tendency 
to view themselves as permanent victims, often 
aggravating their symptoms and tending to sep-
arate symptoms from the psychological context; 
helplessness – often the main motive to start the 
therapy, it is high when a patient is convinced 
that it is impossible to deal with his/her discom-
fort and frustration on his/her own; sense of 
threat – understood as being endangered by ill-
ness, it is high when a patient doesn’t acknowl-
edge the psychological background and he/she 
is expecting merely medical help.

MQ was normalized in the population of the 
Department of Neurotic Disorders patients, on 
the sample of 488 people in years 1982-1986. 
Norms of MQ were expressed in the stanin 
standard scale, based on STANdard score and 
NINE levels. Statistical stability of MQ is ex-
pressed by mean correlation = 0.50. The span 
of possible results is: for activity 70 (14-84), for 
sense of threat 55 (11-66), for helplessness 40 
(8-48), for sense of threat 30 (6-36).

Symptoms Check List (SCL-90) [15] measures 
seven groups of symptoms: agitated depression, 
retarded depression, somatization, aggression-
hostility, obsession–compulsiveness, phobia-anx-
iety, interpersonal sensitivity. Polish version of 
SCL [16] was normalized on a group of 40 peo-
ple. As normative studies, we accepted also data 
from papers describing application of the list to 
other populations. Internal congruency calcu-
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lated with α-Cronbach coefficient for particular 
subscales differs from 0.82-0.90. Test-retest re-
liability revealed the correlation for seven sub-
scales between 0.7273 and 0.8711 (p<0.0001). In-
ter-rater reliability indicated high congruency in 
symptoms estimation and patients behaviour, 
coefficient ranges from 0.64 to 0.80 [15].

Sense of Coherence Questionnaire (SOC-29), [17] 
measures three components: sense of compre-
hensibility, sense of manageability and sense 
of meaningfulness. Polish adaptation of SOC 
is characterized by good psychometric quali-
ties: stability 0.83 in duration of 2 weeks, inter-
nal congruency alpha = 0.87 studied in the sam-
ple of 1066 persons. α-Cronbach – for the whole 
scale: 0.852, for the subscales: 0.724-0.747. Test-
retest reliability proved that test-retest correla-
tions for 3 components of SOC were ranged be-
tween 0.723–0.834 (p<0.001). Normative data 
is as follow: scatter 63-203; mean 132.4-160.4; 
standard deviation 16.7-26.5; variance coeffi-
cient 0.104-0.199.

The Adjective Check List (ACL) [18] and it’s 
Polish adaptation [19] measures various as-
pects of the personality, also as a the psycho-
therapy outcome, corresponding with self-con-
fidence, self-control, autonomy, creativity and 
personal adjustment. ACL provides also addi-
tional information of about motivation through 
the scale of “counseling readiness”. Internal con-
gruence based on coefficient α-Cronbach for the 
population of 588 women, for particular sub-
scales, ranged from 0.53 to 0.94. Correlations of 
test-retest reliability for the 37 subscale ranged 
0.45-0.86, the mean correlation was 0.65. Reliabil-
ity and stability of scales was 0.6-0.77. The Test 
was normalized on the group of 5238 men and 
4144 women. As an average, the results were rec-
ognized in means between 41-59 [18].

The psychotherapeutic programme

The psychotherapy process took place at the 
inpatient ward of the Department of Neurotic 
Disorders and Psychotherapy of the Institute of 
Psychiatry and Neurology in Warsaw. The the-
oretical approach and therapeutic techniques of 
the integrative short term intensive psychother-
apy applied there are based mainly on social-
learning, psychodynamic, cognitive-behavioural 
theories and humanistic approaches. This inte-
grative procedure was not based on any manual. 
The ten week treatment course provides a wide 
spectrum of methods provided to each patient: 
individual (1 session/week) and group psycho-
therapy (3 sessions/week), psychodrama, music 
therapy, choreotherapy, art therapy, occupation-
al therapy (all of them 1 session/week). In some 
cases of obsessive-compulsive disorders, eating 
disorders and borderline personality pharmaco-
logical treatment is applied simultaneously [20]. 
This factor was not taken into consideration in 
this research.

Statistical procedures

The programme SPSS-PC-10 was used. The fol-
lowing statistical tools were applied: T-Student 
test, step wise regression and one way analysis 
of variation. The research group fulfilled the cri-
teria of normal distribution.

rESULTS

dynamics of motivation

Activity is the only factor, which increased 
during the therapy (mean difference: 0.9337). 
During the period between the initial interview 
and admission to the clinic – the activity dimin-

table 1. Means of motivational factors (MQ) at t1, t2,t3 

Mean Sd t (1–2) T (1–3)  t (2–3)

Activity

T 1 64.3373 8.4002

1.483 -1.88 -.501T 2 63.7578 7.3589

T 3 64.6914 8.2445

Helplessness

T 1 36.9040 6.1297

2.742 1.422 3.448T 2 35.9883 6.3533

T 3 35.4375 6.2519
continuation of the table on the next page
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ished (mean difference: -0.5795). The other mo-
tivational factors: helplessness, sense of wrong-
ness and sense of threat declined both during 
the psychotherapy and the waiting list. Sense of 
wrongness had an exceptionally prominent de-
cline (mean difference: -1.8633). All the motiva-
tional factors changed significantly, both during 
the therapy time and waiting list period (in each 
case p<0.0001).

relationship between symptom change  
and dynamics of motivation 

The intensity of all groups of symptoms di-
minished significantly (in each case p<0.0001). 
This refers both to waiting list period (T1-T2) 
and psychotherapy (T2-T3). Most of them di-
minished more during psychotherapy than dur-

ing the waiting list period. Aggression-hostili-
ty is the only exception. This group of symp-
toms diminished more during the waiting list 
period than during therapy. Aggression-hostil-
ity declined the least during psychotherapy. In-
terestingly, interpersonal sensitivity and agitated 
depression diminished a great deal during psy-
chotherapy, while there was nearly no decline 
during the waiting list period.

The combination of a decline in helplessness 
and an increase in activity is the most common 
motivational factor explaining the symptom de-
cline during the psychotherapy (between admis-
sion and discharge from the clinic). The sense 
of wrongness decline has some influence in the 
case of aggression-hostility elevation, and the 
sense of threat in the case of somatization. All 
the symptoms, except obsession–compulsive-

SD – standard deviation; t – Student’s test (difference between means)

sense  
of wrongness

T 1 40.5221 8.3396

3.727 4.598 7.407T 2 38.6797 7.9537

T 3 36.8164 8.1972

sense of threat

T 1 28.3840 4.1716

3.700 3.668 6.245T 2 27.5000 4.5890

T 3  26.6875 4.5988

N=274. p<0.0001

table 2. Means of symptom groups levels (SCL) at t1, t2, t3.

Mean Sd t (1–2) t (1–3)  t (2–3)

global score

T 1 24.7571 5.4049

5.583 12.204 8.611t 2 23.3779 5.6682

t 3 20.9165 5.2400

aggression-hostility

t 1 23.2762 6.5461

4.542 4.209 7.518t 2 21.7275 6.3289

t 3 20.3041 5.4670

retarded depression

t 1 27.6390 6.9367

5.504 6.038 9.800t 2 25.7159 6.9898

t 3 23.2257 6.7915 

agitated depression 

t 1 26.5503 6.3005

2.804 7.479 9.207t 2 25.6123 6.6426

t 3 22.8629  6.2828

continuation of the table on the next page
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table 3. relationship between symptoms decline and motivation (based on step wise regression).

SD – standard deviation; t – Student’s test (difference between means)

obsession–compul-
siveness

t 1 24.9662 6.9541

4.877 7.491 10.766t 2 23.3577 6.9679

t 3 20.9215 6.5479

phobia-anxiety

t 1 23.8325 8.4069

6.854 7.024 13.036t 2 21.4274 8.1804

t 3 18.7672 7.3046

interpersonal  
sensitivity

t 1 24.1740 7.6851

7.525 7.257 7.038t 2 23.9937 7.6724

t 3 21.0949 6.8795

somatization

t 1 23.0630 6.8780

2.942 7.315 10.422t 2 22.0438 7.1852

t 3 19.3900 6.6144

N = 274.  p < 0.0001

↑ - increase, ↓ - decline

Decline ↓ during  
psychotherapy (T2-T3) of

... is explained by the motivational factors dynamic 
during therapy (t2–t3), (based on adjusted r)

Standardized  
Coefficient beta

t

global score  23.1% helplessness↓ . activity ↑ 0.51 / -0.19 8.83 / -3.27
aggression-hostility  19.4% helplessness↓ . activity ↑. wrongness↓ 0.41 / -0.25 / 0.161 6.84 / -4.07 / 2.63
retarded depression      12.7% helplessness↓ . activity ↑ 0.50 / -0.21 8.72 / -3.65
agitated depression      22.8% helplessness↓ . activity ↑ 0.38 / -0.18 6.14 / - 2.90
obsession–compulsive-
ness

       9.7% helplessness↓ . 0.32 5.34

phobia-anxiety        6.5% helplessness↓. 0.26 4.34
interpersonal sensitivity      13.5% helplessness↓ . 0.37 6.40
somatization      10.4% helplessness↓. threat ↓ 0.24 / 0.16 3.63 / 2.50

N = 274, p < 0.0001

ness and phobia-anxiety were explained by mo-
tivational factors with R2>10%. All the results 
are statistically significant at the level p<0.0001.

At the admission time – majority of symp-
tom levels are dominantly explained by moti-
vational factors. Only aggression-hostility and 
agitated depression are explained by coherence 
(manageability). Obsession-compulsiveness is 
the only group explained dominantly by per-
sonality factors. At the time of discharge – mo-
tivational factors play dominant role only in the 
case of phobia-anxiety and somatization. Coher-

ence is dominantly influencing retarded depres-
sion and agitated depression. Majority of symp-
toms at discharge are explained by personali-
ty factors.

Motivation and coherence – and motivation 
and personality factors

Only one motivational factor decline in help-
lessness is explained by an increase of coherence 
or personality needs with R2>10%, and with em-
inently statistic significance. 
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table 4. Dominant influence of motivation, coherence and personality factors on the symptom level at t 2 and t 3 (based on 
step wise regression and on adjusted r)

the most dominant variables were bolded and italicized.
Standardized Coefficient beta – ranges from -0.28 to 0.62. t– ranges from -4.52 to 9.03

at T 2
is mainly explained by

at T 3
                  is mainly explained by

Symptom motivational 
factor personality factor coherence motivational 

factor personality factor coherence

global score

helpless-
ness, sense of 

wrongness,  
activity
42.1%

affiliation, autonomy, 
abasement, creative 

personality
28.5%   

coherence, 
meaningful-

ness 
39.1%

helplessness, 
sense of wrong-

ness, activity
28.6%

ideal self image, af-
filiation, abasement, 

dominance, autonomy, 
nurturance, personal 

adjustment, order 
35.8%

coherence
32.7%

aggression-
hostility

helplessness, 
sense of  

wrongness 
19.8%

affiliation,
introspection,  
dominance,

exhibitionism,  self 
control, ideal self im-

age
26.3%

managea-
bility,  

coherence 
30.4%

helplessness, 
sense of wrong-

ness, activity
20.2%

ideal self image,   
self control, affiliation, 

achievement 
26.4%

managea-
bility, com-
prehensibil-
ity 25.3%

retarded 
depression

helplessness, 
activity, sense 
of wrongness, 

40.4%

affiliation, abasement, 
exhibitionism, intro-

spection,     
self control 

35.1%

coherence 
45.2%

helplessness, 
activity 30.0%

ideal self image, affilia-
tion, abasement, auton-

omy        34.5% 

coherence 
39.3%

agitated 
depression 

helplessness, 
sense of threat 

25.8%

abasement, affiliation, 
dominance, creative 

personality
17.5%

coherence, 
meaningful-
ness 23.8%

helplessness, 
activity, sense 
of wrongness 

14.2%

ideal self image, affilia-
tion, endurance 

16.7% 

coherence 
20.3%

obsession–
compulsive-

ness

helplessness 
26.7%

ideal self image, 
change, abasement, 

affiliation 
28.2% 

coherence 
26.3%

helplessness, 
activity, sense 
of wrongness 

14.6%

ideal self image, coun-
selling readiness, 

abasement 
25.7%

coherence 
21.4%

phobia- 
anxiety

helplessness, 
sense of threat 

23.7%

creative personality, 
affiliation, abasement,  
achievement 13.4%

comprehen-
sibility, man-

ageability 
14.3%

helplessness, 
sense  

of threat,  
activity, sense 
of wrongness 

16.9%

ideal self image, order, 
personal adjustment 

11.8%

compre-
hensibility 

13.4%

interpersonal 
sensitivity

helplessness 
38.0%

affiliation, abasement, 
introspection, endur-

ance, counselling 
readiness 

33.3%

coherence 
33.2%

helplessness, 
sense of threat, 
activity, sense 
of wrongness 

27.2%

ideal self image,  
personal adjustment, 

succorance 
28.4%

coherence, 
meaningful-
ness 26.5%  

somatization

sense of 
threat, help-

lessness 
22.0% 

creative personality,
affiliation, nurturance, 

autonomy 
13.2%  

manageabil-
ity, compre-
hensibility 

11.0% 

sense of 
threat, help-

lessness,   
activity, sense 
of wrongness 

21.6%

ideal self image, endur-
ance 

13.4%

compre-
hensibility 

11.4%
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dISCUSSION

dynamic of motivation

All the motivational factors (activity, helpless-
ness, wrongness, threat) have changed signifi-
cantly both during therapy and waiting list pe-
riods, which corresponds with other studies [4, 
9, 10, 20, 21]. Dean [23] claimed on the contrary, 
that motivation is a stable pattern of the patient. 
However, he based his assumption on quite a 
small sample.

Our results show interesting findings: the ac-
tivity factor increased, while the helplessness, 
sense of wrongness and sense of threat – all de-
clined. This may be interpreted as desirable psy-
chotherapy outcome due to the process of active 
learning [20]. Also, the reduction of the sense 
of threat is sometimes understood as a positive 
psychotherapy outcome, at least for those indi-
viduals for whom motivation for change is acti-
vated by the sense of threat [24], and who learn 
during therapy how to predict and subsequently 
reduce the threatening stimulus [25, 26].

Techniques, which help the patient to feel un-
derstood and relieved, which support him in un-
dertaking new behavioural strategies – strength-
en the motivation to participate actively in the 
therapy. They are crucial for the final thera-
py outcome [27, 28, 29]. This process may be 
achieved through considering together with the 
patient, what is the real problem and how it is 

experienced, whether it is possible to achieve the 
desirable state, if there are any competitive mo-
tives. Still, it ought to be remembered that, as 
Luborsky [7] underlined, although motivation 
is a significant predictor of the successful psy-
chotherapy outcome, it can’t be treated as the 
only one.

The remarkable increase of the activity factor 
was already shown to be the most influential de-
terminant of psychotherapy outcome [30, 31, 32], 
and an active engagement aspect of motivation 
may predict both successful and unsuccessful 
cases, as indicated by Hoglend [33]. Therefore 
his conclusion, that patients should be told why 
it is important for them to actively test alterna-
tive problem-solving strategies during and af-
ter therapy, seems to be of special clinical im-
portance. 

The decline of the sense of helplessness factor 
and increase of the activity factor may be un-
derstood as a result of shift in patients beliefs 
and attitudes from a helpless belief of being in 
a “trap” situation, towards an experience of ca-
pability to influence his/her own life. Helpless-
ness at admission may be considered as a mo-
tivation, as it was conceptualized by Deci and 
Ryan [21]. Not acknowledging the connections 
between behaviour and its consequences, may 
lead to the lack of sense of any activity and to 
helplessness. The higher level of the helpless-
ness factor at the beginning of treatment, may 
just be connected with a sense of weakness in 

table 5. Motivation – coherence and personality factors (based on step wise regression) 

↑ - increase, ↓ - decline

dynamic of motivational factor  
during psychotherapy (T2-T3)

... is explained by 
(base on adjusted r).

Standardized  
Coefficient beta

t

activity ↑ 
   2.1 %   coherence ↑ p 0.631

   6.8 % needs: deference↓, exhibitionism ↑
-0.14

0.28 / 0.20
-2.01

4.00 / 2.97

helplessness ↓
 18.6 % coherence ↑ 

 12.3 % needs: affiliation↑, abasement ↓
-0.44

-0.26 / 0.19
-7.55

-3.96 / 2.89

sense of wrongness ↓
   4.6 % manageability  ↑ 

   1.7 % needs: deference↓, p .027
-0.22
-0.15

-3.59
-2.22

sense of threat ↓
   6.3 % comprehensibility  ↑ 

   2.5 % needs: achievement ↑ p 0.011
-0.26
-0.17

-4.17
-2.57

N = 274, p < 0.0001 (if not indicated otherwise)
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the face of unresolved internal motivational con-
flicts [34]. The significant role of the helplessness 
factor at the beginning of treatment may be also 
explained as an external locus of control, quite 
common among patients before therapy [35]. 
Therefore some researchers [36] indicate that a 
decision concerning the type and course of ther-
apy should not be made until the assessment of 
helplessness is made.

Decline of the activity factor while waiting for 
the therapy is probably the result of a tendency 
to wait for external help, acquired by the patient 
during his life experience. Decline during the 
treatment in the sense of the wrongness factor is 
the biggest of all, probably due to patients gradu-
ally acknowledging their own contribution to the 
symptom formation and gaining an internal locus 
of control. It is probably supported by the process 
of strengthening the internal motivation. 

relationship between symptom change  
and dynamics of motivation

The correlation between the symptom decline 
and motivation dynamic during the treatment, 
was demonstrated and the role of motivation in 
gaining the symptomatic change was found as 
the most significant at the beginning of treat-
ment. Other researchers also observed a strong 
correlation between initial motivation and the 
psychotherapy outcome [11, 13] and between 
general motivation and psychotherapy results 
[4, 6]. A few studies which did not prove the sig-
nificant correlation between initial motivation 
and the psychotherapy outcome, were all con-
ducted on small research groups [37, 38]. 

Sense of helplessness seems to play a crucial 
role at the start of process of change. Change 
of activity and helplessness mostly influenced 
the global score of symptoms change and agi-
tated depression symptoms. To the smaller de-
gree, the change of helplessness and threat ex-
plain the change of somatization and a change 
of helplessness and activity - change of retard-
ed depression. 

Sense of threat factor and somatization are 
closely connected. The more the patient is aware 
of the illness and threatening dynamic of symp-
toms, probably the more he is willing to engage 
in effort of change, in spite of suffering and the 
uncertainty of the future.

The decline of sense of wrongness factor sig-
nificantly influences the changes in aggression-
hostility symptoms group. Probably people who 
were mistreated in the past have difficulties in 
controlling aggression-hostility. The decline of 
the sense of wrongness during psychotherapy 
may reflect the patient’s tendency towards no 
longer passive waiting for help and demand-
ing it. In such a case internal motivation plays a 
more important role than an external one.

The obsessions-compulsion is the only group of 
symptoms which is more correlated with person-
ality factors than other variables – both at the ad-
mission and discharge. It may be interpreted as a 
psychopathological tendency towards perfection-
ism, described partly as anancastic personality and 
probably indicates to the role of biological factors 
in these symptoms formation [39]. Also other stud-
ies [40] indicate that obsessive-compulsive symp-
toms are much more reflected by personality fac-
tors and are not significantly related to motivation-
al factors.

Strong initial correlation between motivation and 
the symptom level diminished during the psycho-
therapy process, and the role of personality factors 
increased. Such phenomena were also observed 
in short-term psychodynamic psychotherapy [41]. 
The initial high motivation seems to be a beneficial 
prognostic for gaining insight, emotional abreac-
tion and behaviour reorientation. Motivation still 
influenced the symptoms level at the end of treat-
ment, due to the relation between general motiva-
tion for life and/or for further psychotherapy after 
discharge from the clinic. 

Motivation and coherence – and motivation  
and personality factors

We found a strong correlation between moti-
vation and the sense of coherence – and between 
motivation and personality factors. However, 
only the decline of the sense of helplessness is 
statistically significantly explained by the coher-
ence components and personality factors. Prob-
ably helplessness contributes to a better under-
standing of the patient’s own situation (gaining 
insight) and facilitates an active search for re-
sources, described as coherence components: 
comprehensibility, manageability and meaning-
fulness in the relation to the external world. 
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Decline of the need for abasement (tendency 
to self-accusation) and increase of need for af-
filiation (searching for personal relationships) 
may (in a circular way) strengthen motivation 
for change, especially for those patients who de-
cide to undergo treatment mainly because of ex-
periencing helplessness.

A surprising result was in that the increase of 
activity motivational factor was not explained 
significantly by any coherence component. The 
authors expected the contrary findings, because 
Antonovsky [17] stated that sense of meaning-
fulness expresses a motivational part of coher-
ence. The discrepancy may be due to different 
conceptualization of general motivation as de-
scribed by Antonovsky and the motivation to 
psychotherapy. Probably Antonovsky and au-
thors of MQ [14] conceptualized motivation and 
its aspects differently. Also, Heine [42] indicat-
ed that meaningfulness as a component of co-
herence may be reflected more than in anything 
else, by existential variables such as self-esteem 
threats, or feelings of uncertainty.

Limitations

This study aimed to explore complex motiva-
tion dynamics which may be difficult to capture 
in the single study. It is important to admit that 
because of the absence of a control condition, 
any change observed cannot be definitively as-
cribed to the treatment and cannot be general-
ized to other populations of patients. Probably 
the complex nature of motivation requires the 
concentration not only on the patient variables, 
but on the therapist characteristics and psycho-
therapy process factors also. However, the rep-
lication of this particular study is seriously lim-
ited due to the therapy process not being based 
on a manual. In spite of the above limitations, 
this paper serves as an important opening to an 
understudied field of psychotherapy outcome 
research. 

rEFErENCES

  1. Cofer CN, Appley MH. Motivation: theory and research. New 
York: Wiley & Sons; 1964.

  2. Madsen Kb. Modern theories of Motivation. Copenhagen: 
Munksgaard; 1974.

  3. pervin LA. the Science of personality. New York: Wiley; 
1996.

  4. Sifneos pE. Motivation for change: A prognostic guide for 
successful psychotherapy. psychotherapy and psychoso-
matics. 1978, 3: 293–298. 

  5. Cartwright rD, Lerner b. Empathy, need to change and im-
provement with psychotherapy. Journal of Consulting psy-
chology 1963, 27: 138–144.

  6. Strupp HH. the outcome problem in psychotherapy revisit-
ed. psychotherapy 1963, 1: 1–13.

  7. Luborsky L, Auerbach AH, Chandler M, Cohen J. Factors In-
fluencing the Outcome of psychotherapy: a review of Quan-
titative research. psychological bulletin. 1971, 3: 145–161. 

  8. Keithly IJ, Samples SJ, Strupp HH. patient motivation as a 
predictor of process and outcome in psychotherapy. psycho-
therapy and psychosomatics 1980, 33: 87–97.

  9. Nickel C, trittK, Kettler C, Lahmann C, Loew t, rother W, 
Nickel M. Motivation for therapy and the results of inpatient 
treatment of patients with a generalized anxiety disorder: a 
prospective study. Wiener Klinische Wochenschrift. 2005, 10: 
359–363. 

10. Schweickhardt A, Larisch A, Wirsching M, Fritzsche K. Short-
term psychotherapeutic interventions for somatizing patients 
in the general hospital: a randomized controlled study. psy-
chotherapy and psychosomatics 2007, 76 (6): 339–346.

11. Schefft bK, Kanfer FH. the utility of a process model in ther-
apy: a comparative study of treatment effects. behavioral 
therapy 1987, 2: 113–134.

12. Frayn DH. Assessment Factors Associated with premature 
psychotherapy termination. American Journal of psychother-
apy 1992, 2: 250–261.

13. Keijsers Gp, Schaap Cp, Hoogduin CA, Hoogsteyns b, Kemp 
de EC. preliminary results of a new instrument to assess 
patient motivation for treatment in cognitive-behaviour ther-
apy. behavioural and Cognitive psychotherapy 1999, 27: 
165–179.

14. Wysokińska-Gąsior T, Matuszewski A. Neurotic Disorders. 
Questionnaire of Motivation for treatment [Nerwice. Kwestion-
ariusz motywacji do leczenia]. Warszawa: Ginter; 1991.

15. Derogatis Lr, Lipman rS, rickels K, Uhlenhuth EH, Covi 
L. the Hopkins Symptom Checklist. A Measure of primary 
Symptoms Dimensions psychological Measurements in psy-
chopharmacology. Modern problems of pharmacopsychiatry 
1974, 7: 79–110. 

16. Siwiak-Kobayashi MM. Cognition and emotion. Oxford: bp 
books; 1994.

17. Antonovsky A. Unraveling the mystery of health. How people 
manage stress and stay well. San Francisco: Jossey-bass 
publishers; 1987.

18. Gough HG, Heilbrun Ab Jr. the Adjective Check List manu-
al. palo Alto: Consulting psychologist press; 1971.



60 Witold Simon, Maria Siwiak-Kobayashi

Archives of Psychiatry and Psychotherapy, 2008; 3 : 51–60

19. Płużek Z. Programs of clinical research. In: Łazowski J. ed. 
psychosomatic problems in ulcer disease. Warszawa: pZWL; 
1978. 74–100.

20. Leder S. Complex therapy of neurotic disorders. psychother-
apy. 1988, 4: 21–26.

21. Deci EL, ryan rM. Intrinsic motivation, self determination in 
human behavior. New York: plenum press; 1985.

22. Appelbaum A. A Critical re-examination of the Concept ‘Moti-
vation for Change’ in psychoanalytic treatment. International 
Journal of psychoanalysis 1972, 53: 51–59.

23. Dean SI. treatment of reluctant client. the American psy-
chologist 1958, 13: 627–630.

24. resnick J. Effects of switching conditions of threat on high- 
and now-anxious subjects mid-way through verbal condition-
ing. Journal of personality. 1969, 37 (4): 567–580.

25. pervin LA. the need to predict and control under conditions 
of threat. Journal of personality 1963, 31: 570–587. 

26. tamir M, robinson MD, Solberg EC. You May Worry, but 
Can You recognize threats When You See them? Neurot-
icism, threat Identifications, and Negative Affect. Journal of 
personality, 2006, 74 (5): 1481–1506. 

27. Enright JE. therapy without resistance In: Santorski J. 
(edit.) New strategies and techniques of psychological help. 
Warszawa: ptHp; 1984. p. 88–112.

28. rollnick S, Miller Wr. What is Motivational Interviewing? be-
havioral and Cognitive psychotherapy 1995, 23: 325–334.

29. Vitousek K, Watson S. Enhancing motivation for change in 
treatment-resistant eating disorders. Clinical psychology re-
view 1998, 18: 391–420.

30. treasure JL, Katzman M, Schmidt U, troop N, todd G, de 
Silva p. Engagement and outcome in the treatment of bulim-
ia nervosa: first phase of a sequential design comparing mo-
tivation enhancement therapy and cognitive behavioural ther-
apy. behaviour research and therapy 1999, 37: 405–418.

31. Wolk S, Devlin M. Stage of change as a predictor of response 
to psychotherapy for bulimia nervosa. International Journal 
of Eating Disorders 2001, 30: 96–100.

32. Feld r, Woodside Db, Kaplan AS, Olmsted Mp, Carter JC. 
pretreatment motivational enhancement therapy for eating 
disorders: a pilot study. International Journal of Eating Dis-
orders 2001, 29: 393–400.

33. Hoglend p. Motivation for brief dynamic psychotherapy. psy-
chotherapy and psychosomatics 1996, 65 (4): 209–215, 

34. Emmons rA, King LA. Conflict among personal striving: Im-
mediate and long-term implications for psychological and 
physical well being. Journal of personality and Social psy-
chology 1988, 54: 1040–1048.

35. rotter Jb, Chance JE, phares EJ. Applications of a social 
learning theory of personality. New York: Holt, reinhart and 
Winston; 1972.

36. Kuhl J. Volitional aspects of achievement motivation and 
learned helplessness: toward a comprehensive theory of ac-
tion control. progress in Experimental personality research 
1984, 13: 99–171,

37. Siegel JM. Mental health volunteers as a change agents. 
American Journal of Community psychology 1973, 1: 
138–158.

38. Mathews AM, Johnston DW, Shaw pM, Gelder MG. process 
variables and the prediction of outcome in behaviour thera-
py. british Journal of psychiatry 1974, 125: 256–264.

39. Insel tr. toward a neuroanatomy of obsessive-compul-
sive disorder. Archives of General psychiatry 1992, 49: 
739–744.

40. Vogel pA, Hansen b, Stiles tC, Gotestam KG. treatment mo-
tivation, treatment expectancy, and helping alliance as pre-
dictors of outcome in cognitive behavioral treatment of OCD. 
Journal of behavior therapy and Experimental psychiatry 
2006, 37 (3): 247–255. 

41. Malan DH. A study of brief psychotherapy. New York: ple-
num/rosetta; 1975.

42. Heine SJ, proulx t, Vohs KD. the Meaning Maintenance 
Model: On the Coherence of Social Motivations. personality 
And Social psychology review. 2006, 10 (2), 88–110. 


