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Abstract 

 

Individuals with personality disorders (especially paranoid personality disorder) tend to 

be reluctant to engage in treatment.  This paper aimed to elucidate the role of personality 

disorder in predicting engagement with psychological treatment for depression.  The 

Outcomes of Depression International Network (ODIN) involves six urban and three 

rural study sites throughout Europe at which cases of depression were identified through 

a two-stage community survey.  One patient in seven who was offered psychological 

treatment for depression had a comorbid diagnosis of personality disorder (most 

commonly paranoid personality disorder).  Forty-five percent of patients who were 

offered psychological treatment for depression did not complete treatment.  The odds of 

completion were higher for patients with a comorbid diagnosis of personality disorder, 

especially paranoid, anxious or dependent personality disorder.  The relatively low 

number of cases with some specific personality disorders (e.g. schizoid personality 

disorder) limited the study’s power to reach conclusions about these specific disorders.  

This study focused on a community-based sample which may lead to apparently lower 

rates of engagement when compared to studies based on treatment-seeking populations. 

Episodes of depression in the context of personality disorder may represent a valuable 

opportunity to engage with patients who might otherwise resist engagement. 

 

 

Keywords:  Personality disorder; depression; treatment. 
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1.   Introduction 

 

In 2001 the World Health Organization estimated that unipolar depression was the 

leading cause of years lived with disability in both sexes, at all ages, worldwide [20].  

Despite the personal, social and economic consequences of depression, many depressed 

people do not receive the interventions they need [9, 14].  Moreover, even when 

treatment is offered, engagement with treatment is often suboptimal, with up to 33% of 

patients discontinuing antidepressant medication within the first month [11] and up to 

44% discontinuing treatment within three months [13]   

 

Individuals with personality disorders, especially paranoid and schizoid personality 

disorders, tend to be particularly difficult to engage with treatment [19].  This paper aims 

to examine the characteristics of ‘difficult to reach’ patients with depression in order to 

identify predictors of engagement with psychological treatment for depression and, in 

particular, to clarify the role of personality disorder in predicting engagement with 

psychological treatment for depression. 

 

2   Methods 

 

2.1   Recruitment and diagnosis 

 

The Outcomes of Depression International Network (ODIN) is a European project 

studying the prevalence and outcomes of depression in rural and urban communities [7].  
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Details of the ODIN study methodology have been published elsewhere [2, 7].  The 

ODIN network involves six urban and three rural study sites in Finland, Republic of 

Ireland, Norway, Spain and the United Kingdom, at which cases of depression were 

identified through a two-stage community survey, based on census registers and lists of 

patients registered with primary care doctors, between 1996 and 1998 [7, 15].  We used 

the Beck Depression Inventory to screen potential cases [3], followed by a standardized 

diagnostic interview, including the Schedule for Clinical Assessment in Neuropsychiatry 

(SCAN, version 2.0) [21] to assign caseness according to the Diagnostic and Statistical 

Manual of Mental Disorder, fourth edition [1] or the International Classification of 

Diseases, tenth edition [22].  Personality was also assessed using the Personality 

Assessment Schedule (PAS) [18].  Disability was assessed using the short form of the 

MOS General Health Survey (SF-36) [17]; this includes ratings of physical functioning, 

physical role limitation, mental role limitation, social functioning, mental health, 

energy/vitality, pain, general health perception and change in health.  Problem-solving 

abilities were assessed using the Problem Solving Inventory (PSI) [10]; this is a 35-item 

questionnaire assessing problem-solving behaviour and attitudes, with higher scores 

indicating more dysfunctional problem-solving behaviour.  We also asked patients about 

life events occurring in the six months prior to participation in the study. 

 

2.2 Intervention groups 

 

As detailed elsewhere [8], cases were randomly assigned to one of three trial groups, 

receiving either six individual sessions of individual problem-solving treatment, eight 
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sessions of a group depression prevention course, or treatment as usual (controls).  

Inclusion criteria were (a) age 18 to 65 years; (b) depressive disorders according to the 

International Classification of Diseases (tenth edition), dysthymia, or adjustment 

disorder; (c) depressive disorders according to the Diagnostic and Statistical Manual of 

Mental Disorder (fourth edition) [1], dysthymia, adjustment disorder, bereavement, or 

other depressive disorders.  Cases with a comorbid psychotic illness, current alcohol or 

drug related disorder, or major suicide risk were excluded.  This paper focuses on those 

cases who were offered some form of intervention, either individual problem-solving 

treatment (n=128) or a group depression prevention course (n=108), and excludes those 

who were randomized to the control group (n=189). 

 

2.3 ‘Difficult to reach’ patients 

 

For the purpose of this analysis, the group of ‘difficult to reach’ patients includes cases 

who were offered treatment but refused (‘refused’); cases who were offered treatment but 

did not attend an initial session (‘did not attend’); and cases who were offered treatment 

but did not complete the full course of treatment (‘discontinued’). 

 

2.4 Statistical analysis 

 

Data were analyzed using the Statistical Package for the Social Sciences, version 11.5 

[16].  We used the Pearson Chi-Square test and the Student t-test for uni-variable testing.  

We used multi-variable, binary logistic regression analysis to examine predictors of 
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engagement with treatment.  To facilitate the generation of odds ratios, level of 

engagement was recoded into a binary variable, with ‘engagement’ defined as treatment 

completion and ‘non-engagement’ defined as refusal of treatment, failure to attend an 

initial session, or failure to complete treatment.  Possible predictor variables were also 

recoded into binary form: age was coded as ‘less than or equal to mean age (45 years)’ 

and ‘greater than mean’; marital status was coded as ‘ever married’ and ‘never married’; 

employment status was coded as ‘employed’ or ‘not employed’ (including unemployed 

and unemployed owing to disability); accommodation status was coded as ‘living in own 

home’ or ‘not living in own home’ (including living in rented accommodation); symptom 

score on Beck Depression Inventory was coded ‘less than or equal to mean’ and ‘greater 

than mean,’ using the mean Beck Depression Inventory score for the entire study group 

(mean score 22.79) as a cut-off point; problem-solving ability was coded ‘less than or 

equal to mean’ and ‘greater than mean,’ using the mean problem-solving ability total 

score on the Problem Solving Inventory (mean score 62.2) as a cut-off point; personality 

disorder was coded as ‘personality disorder present’ or ‘no personality disorder present’; 

and life events in the previous six months were coded as ‘one or no life events in the 

previous six months’ and ‘more than one life event in the previous six months.’  

Treatment centre was also included in the regression model as an unordered qualitative 

variable.  For each possible predictor variable, an odds ratio, 95% confidence interval and 

significance value were calculated.   

 

3. Results 
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Two-hundred and thirty-six subjects were identified as cases and offered treatment for 

depression: 78.0% of cases had mild depression; 18.1% had moderate depression; 4.0% 

had severe depression.  Mean symptom score at outset on the Beck Depression Inventory 

was 22.79 (S.D.=8.32; range 6-49; n=236).  Thirty-two cases (13.6%) had a comorbid 

diagnosis of personality disorder: 12 had paranoid personality disorder; 9 had anxious 

personality disorder; 6 had dependent personality disorder; 2 had emotionally unstable 

personality disorder (impulsive type); 1 had anankastic personality disorder; 1 had 

dissocial personality disorder; and 1 had schizoid personality disorder.   

 

Fifty-two cases (22.0%) refused the offer of treatment; 20 (8.5%) accepted the offer of 

treatment but did not attend the initial session; 36 (15.3%) attended at least one session 

but did not complete the full course of treatment; and 128 (54.2%) attended for the full 

course of treatment.  Demographic and socioeconomic characteristics of cases in these 

four groups are shown in Table 1.  There were no significant differences across these 

groups in terms of marital status (Pearson Chi-Square 10.78, P=0.29), employment status 

(Pearson Chi-Square 6.65, P=0.67) accommodation (Pearson Chi-Square 7.24, P=0.30) 

or urban/rural residence (Pearson Chi-Square 0.79, P=0.85).  There was a minor 

difference across groups in terms of gender with 58.4% of female patients and 46.3% of 

male patients completing treatment (Pearson Chi-Square 7.90, P=0.05). 

 

There was significant variation across groups in terms of age (Pearson Chi-Square 21.75, 

P=0.001), with patients aged 46 to 65 years significantly more likely to complete 

treatment than patients aged 18 to 25years.  However, when data were arranged into 
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ordered groups of increasing engagement with treatment (starting with those who refused 

treatment, followed by those who failed to attend the initial session, followed by those 

who failed to complete the full course of treatment, followed by those who completed the 

full course of treatment), the association between increasing age and increasing 

adherence did not follow a significant linear pattern across groups (linear-by- linear 

association 2.39, P=0.12).  There was no significant difference in the mean number of life 

events experienced over the previous six months in those who completed treatment 

(n=128, mean number of life events 1.37, S.D.=1.58) compared to those who either 

refused treatment, did not attend or did not complete treatment (n=108, mean 1.33, 

S.D.=1.31; P=0.83).   

 

There was no difference in engagement rates across diagnostic groups (overall Pearson 

Chi-Square 3.80, P=0.15).  Symptom scores at outset on the Beck Depression Inventory 

appeared to be highest amongst those who failed to attend the initial course of treatment 

(mean 26.15, S.D.=8.81) compared to those who discontinued treatment (mean 23.19, 

S.D.=8.75), those who completed treatment (mean 23.15, S.D.=8.27) and those who 

refused treatment (mean 20.33, S.D.=7.50); there was, however, no significant linear 

trend across groups (linear-by-linear association 2.24, P=0.13).  Moreover, when data 

were arranged into two groups, one group comprising cases who completed treatment 

(n=128) and one group comprising those either refused treatment, did not attend or did 

not complete treatment (n=108), there was no significant difference between the two 

groups in terms of symptom scores (mean score 23.15, S.D.=8.27, and mean score 22.36, 

S.D.=8.40, respectively; P=0.47).  There were no differences between groups who 
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refused treatment, did not attend treatment, discontinued treatment or attended treatment 

in terms of any of the disability scores (including social functioning) or problem-solving 

abilities scores (comprising problem-solving confidence and approach-avoidance sub-

scores) at baseline (P>0.05 on Pearson Chi Square testing in all cases; Table 2).   

 

Rates of refusal, non-attendance and treatment non-completion were significantly higher 

amongst cases assigned to the group depression prevention course than those assigned to 

individual problem-solving treatment (overall Pearson Chi-Square 14.15, P=0.003), 

despite similar symptom scores on the Beck Depression Inventory in both treatment 

groups (mean score 22.41, S.D.=9.08, and mean score 23.11, S.D.=7.65, respectively; 

P=0.52). 

 

Rates of treatment completion varied between study centres: for individual problem-

solving treatment, urban Finland recorded the highest rate of completion (73.9%) and 

urban United Kingdom recorded the lowest rate (40.4%); while for the group depression 

prevention course, urban Norway recorded the highest rate of completion (52.4%) and 

rural Ireland recorded the lowest rate (37.5%; Table 3). 

 

Cases with personality disorder were more likely to complete treatment than those 

without personality disorder: 23 cases with personality disorder (71.9% of those with 

personality disorder) completed treatment and 105 without personality disorder (51.5% of 

those without personality disorder) completed treatment (Pearson Chi-square 4.64, 
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P=0.03).  In particular, the majorities of those with paranoid personality disorder, anxious 

personality disorder and dependent personality disorder completed treatment (Table 4). 

 

Binary logistic regression analysis of the predictors of engagement (defined as 

completion of treatment) indicated that the odds of engagement with treatment were 

higher in patients with personality disorder compared to patients without personality 

disorder (odds ratio 2.69, 95% CI 1.05 – 6.90), after controlling for age, gender, marital 

status, employment status, accommodation status, urban/rural residence, symptom score, 

Beck Depression Inventory score, problem-solving ability, life events in the previous six 

months, treatment centre, and type of intervention offered (Table 5).  Being offered 

individual problem-solving treatment, as opposed to a group depression prevention 

course, was also associated with increased odds of engagement (odds ratio 5.47, 95% CI 

1.15 – 25.95). 

 

4. Discussion 

 

In this study, 13.6% of cases offered treatment for depression had a comorbid diagnosis 

of personality disorder (most commonly paranoid personality disorder).  Casey et al [4] 

have previously reported a 22% prevalence of personality disorder in a sample of 302 

individuals from the ODIN programme who had single or recurrent depressive episodes, 

bipolar or persistent mood disorders, or adjustment disorder with depressive features.  

The present analysis differs from that of Casey et al [4] by including individuals with 

diagnoses of depressive disorders, dysthymia, adjustment disorder, bereavement or other 
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depressive disorders.  In addition, the present analysis focuses only on individuals who 

were offered treatment (n=236) and excludes those assigned to the control group, in order 

to better examine the effects of personality disorder on engagement with treatment; the 

analysis by Casey et al [4], in contrast, included individuals assigned to the control group. 

As participants were assigned to treatment or control groups in a random fashion, the 

differing prevalence of personality disorder in these two analyses can be attributed to (a) 

chance allocation of a disproportionately low number of individuals with personality 

disorder to treatment groups during the randomization process, and/or (b) the differing 

diagnostic profiles of participants in the two analyses. 

 

We found that 45% of those who were offered treatment for depression proved ‘difficult 

to reach’, with almost half of this group refusing the offer of treatment, and the remainder 

either failing to attend the initial session of treatment or failing to complete the full 

course of treatment.  Those who were ‘difficult to reach’ did not differ from those who 

completed treatment in terms of marital status, employment status, accommodation, 

urban/rural residence, number of recent life-events, disability scores or problem-solving 

abilities scores.  Overall, the odds of engagement with treatment were higher for those 

with a comorbid diagnosis of personality disorder; in particular, the majorities of cases 

with paranoid personality disorder, anxious personality disorder, dependent personality 

disorder and emotionally unstable personality disorder (impulsive type) completed 

treatment. 
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The strengths of this paper include the recruitment of subjects in both urban and rural 

settings through a two-stage community survey, based on census registers and lists of 

patients registered with primary care doctors – methods which have equal validity in 

terms of the reliability of the data-sets [15]; the international, multi-centre structure of the 

ODIN study [7]; and the use of recognized, validated tools to assess depressive symptoms 

[3], diagnosis [1, 21, 22], disability [17] and problem-solving abilities [10].  Subjects 

with depression were randomly assigned to the three trial groups (individual problem-

solving treatment, group depression prevention course, or no intervention), to optimize 

comparability across groups. 

 

The limitations of this paper include the relatively low number of cases with personality 

disorder (n=32), which limited our power to examine the effects of specific personality 

disorders (e.g. schizoid personality disorder, with n=1) on engagement with treatment for 

depression.  The recruitment methodology (a community-based, two-stage screening 

process) means that the study sample is not a treatment-seeking population, which may 

lead to apparently lower rates of engagement when compared to studies based on 

treatment-seeking populations.  In addition, the association between personality disorder 

and increased likelihood of treatment completion in this study was weakly statistically 

significant, with a P value of 0.03 on uni-variable testing (without adjustment for 

multiple testing).  While this finding retained its weak statistical significance on multi-

variable testing (P=0.04), it remains possible that chance accounts for this association; 

this finding requires replication in independent samples. 
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The prevalence of specific personality disorders in our sample of patients with depressive 

disorders differs from that reported in general community samples.  For example, a recent 

community-based study in Great Britain reported a weighted prevalence of 1.6% (95% CI 

0.8-2.9) for cluster A personality disorders (which include paranoid personality disorder) 

and 1.2% (95% CI 0.7-2.2) for cluster B personality disorders (which include dissocial 

personality disorder) [6].  Our study, by way of contrast, reports a relatively high 

prevalence of paranoid personality disorder and a relatively low prevalence of dissocial 

personality disorder, amongst patients who were offered treatment for depressive 

disorders.  The comparability of prevalence rates across studies may, however, be 

complicated by the fact that the prevalence rates may vary between countries: Casey et al 

[4], for example, have already used ODIN data to demonstrate such variation between 

several European countries, with Spain reporting the highest rate of personality disorder 

and Great Britain reporting the lowest.  This may account, at least in part, for the 

differing distributions of personality disorder in our study (which included individuals 

with depressive disorders from five countries) compared to the study by Coid et al [6] 

(which was based on a community sample from a single country, Great Britain). 

 

Interestingly, the community-based study by Coid et al [6] also found that cluster B 

personality disorders were particularly associated with affective/anxiety disorders.  This 

finding, again, contrasts with the relatively high prevalence of paranoid personality 

disorder and relatively low prevalence of dissocial personality disorder reported in our 

study.  While this comparison may, again, be confounded by the effect of the countries in 

which the studies were performed [4], this inconsistency across studies also serves to 
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highlight the need for further study of the complex relationships between personality 

disorder, affective illness and country of origin. 

 

Overall, the results of the present study suggest that individuals with personality disorder 

may be more likely to complete psychological treatment for depression compared to 

individuals without personality disorder.  Such a finding would be consistent with that of 

Centorrino et al [5] who studied 896 scheduled outpatient clinic visits at a major 

psychiatric teaching hospital and found that personality disorder was associated with 

greater compliance with outpatient visits.   Our results contrast, however, with those of 

certain other groups, including Matas et al [12] who examined 874 referrals to the 

outpatient psychiatry department of a large teaching hospital and found that 

noncompliant patients were significantly more likely to be diagnosed with personality 

disorder or substance abuse.   

 

Tyrer et al [19] outlined a distinction between Type R (treatment rejecting) and Type S 

(treatment seeking) personality disorders, with paranoid and schizoid personality 

disorders being significantly more likely to be Type R.  They went on to suggest a 

questionnaire for separating Type R from Type S personality disorders; the questionnaire 

examines whether or not the individual believes there is something about their personality 

that needs to be changed, and, if so, whether or not they would be willing to receive such 

treatment.  This distinction between Type R and Type S is, then, focused on the 

individual’s perceived need for treatment for personality disorder, and the findings of 

Tyrer et al [19] indicate that individuals with paranoid and schizoid personality disorders 
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are less willing to engage with such treatment, compared to those with other personality 

disorders.   

 

Our study, in contrast, focuses on psychological treatment for depression and our 

findings indicate that individuals with personality disorder (especially paranoid 

personality disorder) may be more likely to engage with such treatment, compared to 

those without personality disorder.  One possible explanation is that individuals with a 

paranoid mind-set may tend to attribute depression to external rather than internal sources 

and, as a result, may find treatment for depression more acceptable and less self-

stigmatizing.  Such an explanation remains speculative, however, and there is a need for 

independent replication of our findings prior to further speculation on this point. 

 

5. Conclusion 

 

Taken together, these findings suggest that even though individuals with personality 

disorder (especially paranoid personality disorder) may be reluctant to engage with 

treatment for personality disorder, they may prove more willing to engage with treatment 

for depression (if and when they develop depression).  This, in turn, suggests that 

episodes of depression occurring in the context of personality disorder may represent a 

valuable opportunity for therapeutic teams to engage with patients who might otherwise 

resist engagement.  For such an approach to succeed, treatment programmes would need 

to focus, in the first instance, on the psychological treatment of depression, but might 

then widen their remit to address the broader and more enduring issues and 
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psychopathologies associated with personality disorder.  This two-stage approach to 

intervention, using the episode of depression as an opportunity to optimize engagement, 

merits further evaluation in this ‘difficult to reach’ and ‘difficult to treat’ group of 

patients. 
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Table 1  Demographic and socioeconomic characteristics of cases offered treatment. 

Values are numbers (percentages) 

 

Characteristic Refused 

(n=52) 

Did not attend 

(n=20) 

Discontinued 

(n=36) 

Attended 

(n=128) 

Gender Male 16  (30.8) 9  (45.0) 19  (52.8) 38  (29.7) 

Female 36  (69.2) 11 (55.0) 17  (47.2) 90  (70.3) 

Age 18-25 4  (7.7) 4  (20.0) 3  (8.3) 0  (0) 

26-45 19  (36.5) 10  (50.0) 17  (47.2) 57 (44.5) 

45-65 29  (55.8) 6  (30.0) 16  (44.4) 71  (55.5) 

Marital status Single  6  (17.3) 6  (30.0) 8  (22.2) 19  (14.8) 

Married or cohabitating 33  (63.5) 8  (40.0) 17  (47.2) 76  (59.4) 

Separated or divorced 9  (17.3) 4  (20.0) 11  (30.6) 27  (21.1) 

Widowed 1  (1.9) 2  (10.0) 0  (0) 6  (4.7) 

Employment 

status 

Employed 24  (46.2) 6  (30.0) 21  (58.3) 64  (50.0) 

Unemployed 4  (7.7) 2  (10) 4  (11.1) 12  (9.4) 

Unemployed (disability) 15  (28.8) 6  (30.0) 6  (16.7) 26  (20.3) 

Other 9  (17.3) 6  (30.0) 5  (13.9) 26  (20.3) 

Accommodation Owner occupied 25  (48.1) 8  (40.0) 16  (44.4) 74  (57.8) 

Rented  24  (46.2) 8  (40.0) 16  (44.4) 42  (32.8) 

Other 3  (5.8) 4  (20.0) 4  (11.1) 12  (9.4) 

Location Urban 32  (61.5) 13  (65.0) 20  (55.6) 73  (57.0) 

Rural 20  (38.5) 7  (35.0) 16  (44.4) 55  (43.0) 
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Table 2  Mean scores (standard deviations) for disability (including social function) and 

problem solving skills at baseline 

 

Characteristic Refused 

(n=52) 

Did not attend 

(n=20) 

Discontinued 

(n=36) 

Attended 

(n=128) 

Disability a Physical 

functioning 

69.2  (29.6) 71.2  (32.0) 77.4  (25.8) 71.5  (28.7) 

Physical role 

limitation 

45.9  (42.5) 63.8  (44.0) 64.6  (38.9) 55.6  (41.7) 

Mental role 

limitation 

34.0  (36.3) 33.3  (34.2) 42.6  (39.5) 36.8  (39.0) 

Social 

functioning 

48.3  (30.6) 48.3  (28.0) 54.0  (29.1) 49.9  (28.7) 

Mental health 42.4  (19.6) 42.4  (20.6) 40.6  (16.1) 42.4  (17.5) 

Energy/vitality 25.7  (18.7) 32.7  (21.1) 28.2  (18.1) 32.4  (18.4) 

Pain 53.9  (31.50 60.5  (31.1) 58.3  (26.7) 55.5 (27.9) 

General health 

perception 

51.2  (25.9) 60.5  (21.0) 56.6  (26.9) 50.1  (23.1) 

Change in 

health 

39.3  (26.0) 41.2  (24.7) 44.4  (25.4) 40.4  (23.5) 

Problem-solving 

abilities b 

Total score 61.3  (22.8) 63.9  (26.1) 64.6  (26.7) 61.7  (20.6) 

Problem-

solving 

confidence  

25.0  (11.7) 25.6  (13.2) 27.6  (11.0) 25.5  (10.5) 

Approach-

avoidance 

score 

36.2  (14.5) 38.0  (16.0) 37.1  (18.4) 36.6  (13.6) 

 

Notes 
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a Disability was assessed using the short form of the MOS General Health Survey (SF-

36) [17].   

b Problem-solving abilities were assessed using the Problem Solving Inventory (PSI) 

[10]; higher scores indicate more dysfunctional problem-solving behaviour.
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Table 3  Levels of patient engagement with treatment, by country and site.  Values are numbers (percentages) 

 

Centre Country Site Treatment Refused 

(n=52) 

Did not attend 

(n=20) 

Discontinued 

(n=36) 

Attended 

(n=128) 

Total 

(n=236) 

1 Finland Urban Problem solving 0  (0) 1  (4.3) 5  (21.7) 17  (73.9) 23  (100.0) 

2 Finland Rural Problem solving 3  (10.7) 1  (3.6) 4  (14.3) 20  (71.4) 28  (100.0) 

3 Ireland Urban Depression prevention 0  (0) 2  (28.6) 2  (28.6) 3  (42.9) 7  (100.0) 

4 Ireland Rural Depression prevention 0  (0) 4  (50.0) 1  (12.5) 3  (37.5) 8  (100.0) 

5 Norway Urban Depression prevention 15  (35.7) 0  (0) 5  (11.9) 22  (52.4) 42  (100.0) 

6 Norway Rural Depression prevention 12  (33.3) 2  (5.6) 5  (13.9) 17  (47.2) 36  (100.0) 

7 Spain Urban Problem solving 7  (36.8) 0  (0) 0  (0) 12  (63.2) 19  (100.0) 

8 United Kingdom* Urban Problem solving 10  (21.3) 10  (21.3) 8  (17.0) 19  (40.4) 47  (100.0) 

9 United Kingdom* Urban Problem solving 5  (19.2) 0  (0) 6  (23.1) 15  (57.7) 26  (100.0) 

 

* The study included two separate urban samples in the United Kingdom
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Table 4  Treatment completion in cases with personality disorder. Values are numbers 

(percentages) 

 

Type of personality disorder  Completed treatment 

n=23 

Did not complete 

treatment 

n=9 

Total 

n=32 

Paranoid  9  (75%) 3  (25%) 12 (100%) 

Anxious personality disorder 7  (78%) 2  (22%) 9  (100%) 

Dependent  5  (83%) 1  (17%) 6  (100%) 

Emotionally unstable (impulsive type) 2  (100%) - 2  (100%) 

Anankastic - 1  (100%) 1  (100%) 

Dissocial - 1  (100%) 1  (100%) 

Schizoid  - 1  (100%) 1  (100%) 
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Table 5  Binary logistic regression analysis of predictors of engagement 

 

Variable  Odds ratio 95% confidence 

interval 

p 

Age > 45 years 1.27 0.68 – 2.36 0.45 

Male gender 0.67 0.37 – 1.22 0.19 

Never married 0.93 0.42 – 2.09 0.86 

Not employed 0.94 0.51 – 1.71 0.84 

Does not live in own home 0.58 0.31 – 1.11 0.10 

Urban residence 0.88 0.29 – 2.67 0.82 

Beck Depression Score greater than mean 1.42 0.79 – 2.53 0.24 

Problem-solving ability greater than mean 0.88 0.50 – 1.60 0.66 

Personality disorder present 2.69 1.05 – 6.90 0.04 

More than one life event in past 6 months 1.45 0.80 – 2.62 0.22 

Offered individual intervention 5.47 1.25 – 25.95 0.03 

 

Note: 

The odds ratios presented in this table relate to the odds of engagement with treatment (defined as treatment 

completion).  For example, the odds of engagement amongst cases with a personality disorder were 2.69 

times the odds of engagement amongst cases without a personality disorder, with a 95% confidence interval 

of 1.05 to 6.90 and a statistical significance of p= 0.04.
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