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Why care about ASPD?



Why care about ASPD?

. Common conditiorr general prevalence-3%;
up to 70% prison population

. Associated with considerable morbidity and
mortality

A Costly both to the individual and to society

. Preventable and treatable (NICE Guidelines,
2009) but current lack of effective treatments and
services

. Political interest in higlisk offenders: PD
Offender Strategy



Demand on health services

A People with ASPD access many services

A Most in contact with primary care but
needs often not recognised

. Secondary mental health services treat some
cbut often only for other mental disorders

Forensic mental health services often only
take if ceomorbid psychotic iliness
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Current treatment approaches

A Not specifically for ASPD, but anger
management, violence, general and sexual
offending

A Most based in Criminal Justice System
AMostly CBT

A Focus on high risk offenders e.g. DSPD,
Offender PD Pathway

A Lack of treatment provision in the
community



Not in ourneighbourhood



Untreatable or untreated?



The treatment debate

A Political context; public protection versus individual
rights

A Treatment aims- risk reduction versus health
Improvement

A Difficulties in engagemerg ASPD patients
tend to be treatment rejecting and In turn are

rejected by service providers

A Diagnostic confusioq different subgroups of ASPD:
psychopathic versus anxious



Punish or treat?



OCIAL PERSONALITY DISORDER




NICE recommendations for treatment
of adult ASPD (2009)

A General principles: Be aware of poor
concordance, high dreput, misuse of
prescribed medication and drug and alcohol
abuse.

A Psychological interventions: group based
cognitive andoehaviouraltreatments.

A Pharmacological interventions: only for-co
morbid disorders, not for primary traits of
ASPD (anger, aggression and impulsivity)

A Staff training, supervision and support



Lack of evidence base for ASPD

A Only small number of studies have been conducted
among people with ASPD

A Challenges of working with ASBBngagement, risk,
substance misuse, emorbidity

A Confusion over diagnostic criteria and conceptualisations
of psychopathyersus ASPD

A Differences in defining and measuring outcome

A Focus on behavioural and symptomatic change rather
than personality traits.



Cochrane review (2010)

. No study reported change in any antisocial
behaviour

_ Insufficient trial evidence to justify any
psychological intervention for adults with
ASPD
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DSMYV criteria for ASPD

vib Ao OF A O A G AN
Failure to conform to social norms
Decelitfulness

Impu

sivity or failure to plan ahead

Irritability and aggressiveness

Reck

ess disregard for safety of self and other

Consistent irresponsibility

Lack of remorse

. At least 18 years

. Conduct disorder < 15 years |

. Antisociabehaviournot due to SZ or mania



Diagnostic confusion

. ICD10 and DSM describe constellations of
behaviours that may be the outcome of different
aetiological pathways

. Psychopathyand ASPD not synonymous

. Assespsychopathyindependently as a separate
dimension

. Higherpsychopathyscores predict poorer response
to treatment

. Presence of anxiety and depression predict better
response to treatment



Why MBT?



Why MBT?

. Psychodynamic treatment developed by Bateman
and Fonagyfor Borderline Personality Disorder,
shown to be effective In trials

_ Mentalization model based on attachment theory

. Increasing evidence that a sufproup of ASPD is a
disorder of attachment, particularly thosevho are
less psychopathic

. Abllity to mentalizeprotects against violence






Why MBT?

A Trials of MBT for BPD have included patients witt
ASPD.

A In a trial comparing MBT with structured clinical
management (SCM) which included problem
solving and social skills, MBT was found to be
more effective than SCM in patients with ASPD
for reduction in hospital admissions, sbdlrm
and suicide incidents and use of psychotropic
medication.

A However, effectiveness of both was reduced
when compared with BPD patients without ASPD



What ismentalizatior?

. A focus on mental states in oneself and others,

especially in explanations of behaviotoOagy
2002)

L. ACKS LINPOSaa 0é& 9KAOK g
ourselves and others in terms of underlying
intentional states such as personal desires, needs,
FSSt Ay3daz 0 S tFangagiaad Batgntan, NX
2008).

. An essential human capacity underpinning
Interpersonal relations



Normal development

o Developmental processznormal
mentalizatiam develops i the flirst fiew
years of life iin tihe context of sateaand
secure chittcaregiver relationships

® The infant finds its mind representetimtthe
mind of the other, and developsaassanseof
self asassotiahagent|dearnsdaidifienentiaie
and represent states, antreegldate
his impulse corttrol.



Abnormal development

o Childhood neglleat, @metional, physicelor
sexual ahué.g’ﬁﬁsmpp&misddwampmamal
process.

¢ Inadequate maternal responsesaatd
disorganized attachment undenmine the
capacity to mentalize, sotthat internal
states remain corfiusing, wnsynieolizethand
difficull: tooreguilaie:.



The antisocial mind

® Primitive affects, defences, antirmoiies6f
thiinkding;
¢ Inadequate affect reguilation

® Emotions of toddler z envy, shame,
boredom, rage amndl eexctiementt

o Lack of imore mstiie eemafions: guilt, fieat,
depression, remarsesaialdcs gy peitiy



Treating toddlers?



Mentalizingin ASPD

Antisocial characteristics stabilins®entalizingby
rigidifying relationships e.g. gang hierarchies

But when relationships are challengedentalization
collapses and violence can result

Feelings of shame, vulnerability and humiliation
cannot be controlled by representational and
emotional processing, but only by violence and
control of the other person



Mentalization and violence

A Violence in ASPD is a defensive response to feelings
of shame and humiliation, which have their roots In
disorders of attachment.

A Violence occurs when there is an inhibition in the
capacity formentalization

A Mentalizationprotects against violence.



Pilot trial over 2 community sites



Research hypothesis and question

o MBT improvesihtenpersondlffuncitoningantceapaciiytdo
thiink ratherr tham act, resulting in improvements in

frequency of vielence, jpsythatitcssymptomsand
psychosodidlfiunciion

o Does patticipation in anWHBTASPD programmeftor.E8
montihs result in

® A) reduction in aggressivezacts
o B) improvement in indicesofpsybbologiealfuntteiniag
o C) lower wseodtserviees



Participants

Inclusion criteria

Men over 25
SOID2 diagnosis ofAxSRD
Evidence dfaggeessiva:asts

in 6 months prior to
assessment

Willing t@ accept treatment

Able and willing to provide
writtem informedi cansent

Exclusion criteria

Current diagnosis for
schizophrenia or bipolar
disorder

Substance or alcohol
dependence

Psychopathyscore above 25
Learning disability or
significant cognitive
Impairment

Inadequate English to

participate in informed
consent and group therapy



The patients

©® Agec thirty to fifty
©® Depression and amietyproninent

® Moderate psychopatiyscores

©® History @f ddtygrand latcahababeise,somé still
abusing

0 All report difficutiiesitnintespersenal
relationships

® Many aressociallysisolatedfrafraid o gotaut for
fear they wiillzacton vielenthtmpedses



MBT-ASPD treatment programme

o Initial assessmeantrincdicingsesyereducation

o Weekly group tiherapy (Slow @pensgsoaupplus
monthly individual therapy for 12 months

| ciisic and risk manazervens andlpoyeiatric revies 8

® Psychotropic medication only for gonorbid
conditions, not ASPD per se

® Manualisedtreatment, video recording of sessions
and supervision to ensure adherence to model



