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Introduction

The evidence-based literature on treatments for people with a personality disorder has tended to focus on psychological or mental health need, with little reference to offending behaviour (Bateman and Tyrer: www.doh.gov.uk/mentalhealth/batemantyrer.pdf).  Indeed, traditionally in mental health services, there has been a lack of confidence that treatment can have an impact on offending behaviour.  In contrast, the “what works” literature on offenders has almost exclusively addressed offending behaviour and the diminution of risk to others.  The Policy Guidance for Services for People with a Personality Disorder (Department of Health, 2003) clearly lays out a model for personality disordered offenders which should address three areas of functioning:

· Mental health need

· Offending behaviour (and risk)

· Social functioning

The key treatment model for reducing offending – see below – may indirectly influence social functioning, insofar as there is an emphasis on skills development (often interpersonal) and intimacy deficits (in terms of longer term sex offender treatment).

In compiling this brief review, the authors have aimed to complement the review on personality disorder treatments compiled by Bateman and Tyrer. Our selection criteria were simple: widely used and standardised treatment programmes, with a published evidence base for offenders in England and Wales.  We have therefore excluded a body of evaluated – and potentially effective - work which is derived from small sample sizes or has not been replicated.

As with the Bateman and Tyrer review, we have attempted to categorise the programmes in terms of efficacy (0=ineffective, 1=unknown efficacy, 2=efficacy demonstrated in small studies (<50 patients) only, 3=efficacy demonstrated in large studies); and generalisability (0=highly selective and not generalisable, 1=selective and generalisability uncertain, 2=some limited selection precluding full generalisability, and 3=typical offenders with condition who are representative).  These ratings were made on the basis of criminogenic evidence, not on efficacy in relation to personality disordered offenders specifically.

Review of Treatments for Dangerous and Severe Personality Disorder (Warren et al, 2001)

The aim of this review was to update the work of Dolan and Coid (1993) in their book, ‘Psychopathic and Antisocial Personality Disorders: Treatment and Research Issues’.  The authors reviewed studies of any design, evaluating any treatment or regime for people identified as having any personality disorder, or identified as psychopathic – using the PCL-R – or detained under that category of the Mental Health Act (1983).

Treatment models, and associated research, focussed on a variety of outcomes.  These included targeting:

· offending behaviour to reduce the risk of re-offending

· symptoms associated with personality disorder (aggression, self-harm or substance misuse)

· core personality structure and functioning

With particular reference to antisocial personality disorder and psychopathic disorder, the authors found that the outcome variables most commonly studied were substance misuse and psychological changes such as mood or cognitive functioning.  They conclude that cognitive behavioural therapy may produce some decrease in substance abuse, and pharmacological treatment can effect a decrease in anxiety.  Long term therapeutic community treatment in high secure settings seems promising, although therapeutic communities are subject to criticisms that they are highly selective.

Key Treatment Models

Thinking Skills (efficacy = 3, generalisability = 2)

A review by Vennard, Hedderman and Sugg (1997) concluded that cognitive-behavioural methods combined with training in social skills and problem solving give the most positive results with both juvenile and adult offenders, in terms of recidivism.  However, even these approaches do not achieve large reductions in reoffending with mixed groups of offenders – on average reconvictions are 10-15% lower than for matched comparison groups.

The range of theoretical and practical training for cognitive behavioural approaches varies enormously across professions and agencies.  Currently the main thrust in relation to offender programmes, is an emphasis on brief focussed training of multi-professional groups in order to ensure treatment integrity and consistent programme delivery.

Cognitive skills programmes have been developed and accredited for use in prison, in the community and with probation clients.  These include Enhanced Thinking Skills (prison service), Think First (probation service) and Reasoning and Rehabilitation (multiple use).  The group programmes comprise between 40 and 80 hours of treatment contact, their target being to enhance self-control, inter-personal problem solving skills, social perspective taking, critical reasoning skills, cognitive style, and an understanding of the values which govern behaviour.

A recent evaluation study (Friendship et al, 2002) compared 670 adult male offenders serving a custodial sentence of two years or more who had voluntarily participated in one of two cognitive skills programmes run by the prison service between 1992 and 1996, with 1,801 matched offenders who had not participated in a programme.  Two year reconviction rates fell considerably after cognitive skills treatment, particularly in those who were deemed to pose a medium risk – up to 14% reduction.  Furthermore, both ETS and R&R packages produced a unique effect in significantly reducing the probability of reconviction, whilst controlling for other related variables.

Dialectical Behaviour Therapy (Linehan, 1993) with offenders (efficacy = 1, generalisability = 2)

DBT is a variant of cognitive behavioural therapy.  Whilst the model has traditionally been applied to women with a diagnosis of borderline personality disorder, it is currently being evaluated for use with women in three prisons in England and Wales.  A modified version of DBT, for use with men with a diagnosis of antisocial personality disorder, has been evaluated in a secure forensic service in Colorado, USA, and is currently being adapted for use by the Personality Disorder service at Rampton High Secure Hosptal.

Anger/violence and management of challenging behaviours (efficacy = 2, generalisability = 1)

There are a wide range of programmes for the management of anger and violence, largely cognitive behavioural in orientation.  Recent evaluated programmes for personality disordered offenders in secure health settings include social problem solving (McMurran et al, 2001), and Wong’s (2000) Violence Risk Programme which is being evaluated at Rampton Hospital.

The RAID (“Reinforce Appropriate, Ignore Difficult and Disruptive”, Davies, 2001) approach for working with extreme behaviour is based on a positive philosophy.  As personality disorders are characterised by interpersonal difficulties, and RAID focuses upon improving and strengthening interpersonal relationships, it is expected that the model would have benefits for such patients.  The Personality Disorder Service at Ashworth Hospital have secured funding to introduce RAID training to staff, and to evaluate the outcome of this approach, as applied to a complete service for offenders detained under the Mental Health Act and held in conditions of high security.  

Sex Offender Treatment Programmes (efficacy = 3, generalisability = 2)

Accredited sex offender treatment programmes (SOTP) were developed in the 1990s as part of a national prison strategy for the integrated assessment and treatment of sexual offenders.  These programmes are now delivered in High Secure Hospitals.  Community based programmes – largely run by the probation service – have adopted recently accredited programmes such as the West Midlands programme, and are currently standardising their treatment approach.  The only community residential unit for adult male sex offenders – the Wolvercote Unit – has been run by the Lucy Faithful Foundation, and is also accredited. This is temporarily closed.  Other remaining standardised programmes are based on similar principals and models, and may be designed to meet the needs of adolescents (for example, G-MAP) or as a partnership between health and probation (for example, the Challenge Project).  Treatment, having been predominantly designed for child molesters, now incorporates the treatment needs of all sex offenders, largely utilising group treatment as the preferred model.

All the above programmes are based on a cognitive-behavioural model of treatment.  This involves recognising the patterns of distorted thinking which allow the contemplation of illegal sexual acts, understanding the impact which sexually abusive behaviour has on its victims, and identifying key triggers to offending as an aid to relapse prevention.  Support for the efficacy of cognitive behavioural treatments for sex offenders has been established by Hanson et al.’s meta-analytic review (2002).

The STEP team have evaluated both community and prison SOTP programmes since 1994, on behalf of the Home Office.  The team (Beech et al, 1998) evaluated 12 treatment groups in six prisons, comprising 82 child molesters.  They used a range of psychometric tests pre and post treatment, designed to measure four areas: denial of deviant sexual interests and offending behaviours, pro-offending attitudes, predisposing personality factors, and relapse prevention skills.  Overall the programmes were successful in achieving change in a positive direction, and 67% of the sample were judged to have shown a treatment effect.  Longer-term treatment (of about 160 hours) was more successful in achieving results which were maintained after release than shorter term therapy (of about 80 hours).

A STEP evaluation of community programmes (Beech et al, 2001) examined the reconviction data for 53 child molesters, who had undergone treatment and had been at risk in the community for six years.  They distinguished low deviancy child molesters from high deviancy child molesters on the basis of their psychometric profile (Beech, 1998).  A clear treatment effect was found, in that only 10% of the men who were classified as ‘benefiting from treatment’ were reconvicted in the six year follow up, compared with 23% of men who were classified as ‘not having responded to treatment’.  However, again, a brief dose of treatment was not found to be as effective with men measured at the pre-treatment stage as having being high deviancy compared with those who were low deviancy. 

Deviant sexual interest – identified as a key dynamic variable associated with risk – has attracted pharmacological interventions (American Psychiatric Association, 1999).  These include anti-libidinal hormonal treatments which can be effective in conjunction with cognitive behavioural approaches, but which have a range of significant side effects. Recent interest in selective serotonergic reuptake inhibitors suggests that SSRIs may be the drug treatment of choice for those offenders who seek to maintain legal, consenting intimate relationships, or whose deviant sexual interests are closely allied to anxiety and depressive disorders.

Therapeutic Communities (efficacy = 2, generalisability = 1)

Until recently there were two therapeutic facilities designed specifically for offenders: HMP Grendon Underwood and the Max Glatt centre at HMP Wormwood Scrubs.  The latter facility is now closed.  HMP Grendon is a specialist prison for males, designed to run on the lines of a therapeutic community for those with a personality disorder.  This is therefore the only offender treatment model which specifically targets personality disorder.  No one is transferred against their will; motivation to change and a willingness to participate in group work are important selection criteria.  Prisoners can return to the general prison system if they wish or can be sent back without consent.

HMP Grendon was originally evaluated by Marshall (1997) and this study has been replicated by Taylor (2000).  The sample comprised 700 prisoners who had been admitted to Grendon between 1984 and 1989.  There were two comparison groups: the waiting list control group was 142 prisoners selected for Grendon during the same period but who did not actually go there; the general prison group were 1,800 male offenders released in 1987 and with similar characteristics to those admitted to Grendon.  The findings suggested that prisoners selected for Grendon tended to be high-risk; lower rates of conviction were found for those admitted than those on a waiting list.  Reconviction rates were lower for prisoners who stayed for at least 18 months, and this was particularly the case for life sentence prisoners in Grendon; there appeared to be some reduction in the reconviction rate for violent offences among the treatment group and for sexual and violent offences among repeat sexual offenders.

Forensic Psychoanalytic Psychotherapy (efficacy = 1, generalisability = 1)

The centre of assessment, treatment, consultation and training for forensic psychotherapy is located at the Portman Clinic in North West London. It accepts referrals from anywhere in the United Kingdom.  The Portman Clinic is an outpatient National Health Service psychotherapy clinic for people who suffer with problems from criminal or violent behaviour or from disturbing sexual behaviour or experiences.  The aim of treatment is to help free patients from the more self-destructive ways of feeling, thinking, and behaving and so to enable them to live and function more easily in the community. Treatment can include individual or group psychotherapy, or family or couple psychotherapy.   The staff are multi-disciplinary, but all have undertaken further training as psychoanalytic psychotherapists or psychoanalysts.  An extensive training programme includes the Diploma in Forensic Psychotherapeutic Studies which is a two year day release course for all disciplines, and a five year full time training in forensic psychotherapy for psychiatrists, integrated with the Three Bridges Regional Secure Unit at Ealing Hospital.

Although staff at the Portman Clinic have published widely in terms of theoretical perspectives and case studies, there are unfortunately no outcome studies which evaluate the efficacy of treatment in terms of psychological need or criminogenic behaviour.

Psychopathy

High scoring psychopaths – as measured by the Psychopathy Checklist (PCL-R, Hare, 1991) have been thought to perform poorly in therapeutic programmes.  More recent prison-based research (Clark, 2000) found that 13% of a representative sample of prisoners scored over the cut off point of 25.  A subsection of those individuals who had been discharged from prison for at least two years were examined for the impact of short offending behaviour programmes run by the Prison Service.  The most common forms of programmes were social skills training and anger management.  High PCL-R scorers re-offended at a higher rate (85%) if they had been in a programme than those high scorers who had not (58%).

However a meta-analytic review (Salekin, 2002) of 42 treatment studies on psychopathy – despite methodological limitations – suggested a more optimistic conclusion, as significant treatment effects were found for this group of patients.  Specifically, eclectic approaches, such as group and individual therapy, psychoanalytic and cognitive behavioural therapies, and the inclusion of family members in treatment programmes, were found to be most effective.  Furthermore, effective treatments were intensive and long term (at least one year).  Therapeutic communities were found to have the lowest success rate (25%), in contrast to combined CBT and insight-oriented approaches which had the highest success rate of 86%.  However, Salekin’s findings should be interpreted cautiously as not all the studies applied the same criteria for selection, and outcomes were not always measured in terms of offending behaviour as well as psychological change.

Summary

There is an impressive body of evidence, compiled over the past ten years, which lends support to the premise that programmes addressing criminogenic need in offenders do contribute to the management and reduction of risk.  Such programmes undoubtedly include offenders with a personality disorder, particularly with antisocial features, and this is evidently so with prison-based therapeutic communities.  However, a number of questions remain unanswered, and are a priority for future research and programme development:  

a) The controversy over psychopathic individuals remains unresolved, and poses professional and ethical dilemmas regarding the exclusion of such offenders from mainstream provision.

b) There is evidence that the presence of personality disorder in violent and sexual offenders aggravates their risk of future offending (for example, see actuarially based tools such as the Violence Risk Appraisal Guide, Quinsey et al. 1998), but it is not clear whether such offenders require

· A greater intensity or frequency of existing treatment

· A different model of treatment, or

· Additional treatments, run in parallel

c) Identified difficulties in treating personality disordered offenders – for example greater levels of attrition (Craissati and Beech, 1999) – may pose obstacles to treatment in the community which are not apparent or problematic in conditions of security.

d) Do there need to be different thresholds for psychological change in personality disordered offenders, which take into account their complex difficulties, and which will always need to be augmented by a management approach, of which treatment is only one aspect; and if so, which components of a management approach are demonstrably effective in promoting quality of life and reducing risk?

Developments in treatment approaches probably need to marry components of mainstream treatment provision for people with a personality disorder with the effective criminogenic literature, to provide a holistic framework for interventions which address a range of needs.
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