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PART ONE

AN OVERVIEW OF MALINGERING
In the beginning…
I. DEFINITIONS

A. The word malingering derives from the Latin word “malum” that means bad or harmful, in this context refers to the bad intent of the offender’s actions.

B. DSMIV definition-the intentional production of false or grossly exaggerated physical or psychological symptoms, motivated by external incentives such as:

a. avoiding military duty

b. avoiding work;

c. obtaining financial compensation

d. evading criminal prosecution

e. obtaining drugs

C. “Types” of malingering:

1. Simulation-feigning positive symptoms that do not exist

2. Dissimulation-the concealment of minimization of existing symptoms.

D. Non deliberate distortions
1. Omission-the non deliberate leaving out of information

2. Confabulation-the unintentional filling in of information with what the person believes to have happened, when, in fact, it did not happen at all.

E. Deliberate distortions-deception-presentations provided by individuals for the purposes of convincing others of a false reality.

1. Secrecy-deliberate omission

2. Lying-verbal statement denying the truth or making up a story

F. Factitious disorder:  the voluntary production of symptoms to assume the “patient role” and is not otherwise understandable in view of the individuals environmental circumstances.

G. Ganser’s syndrome: 
1.  Approximate answers (examples:  2+2=5, an elephant has 5 legs, etc).  Approximate answers is the symptom that has been classified as pathognomonic of Ganser’s syndrome;

a. Clouding of consciousness;

b. Somatic conversion (particularly sensory symptoms);

c. Hallucinations.

2  The symptoms often follow a severe psychological stress, are of brief duration with subsequent amnesia for the episode.

2. Ganser’s Syndrome has often been viewed as an inmate’s attempt to exhibit their own generic concept or interpretation of mental illness without accurately having knowledge of the symptoms that are associated with mental illness.

3. Debate has ranged from the classification of Ganser’s Syndrome as a type of Malingering, Fictitious Disorder, or Dissociative Disorder.  Classified in the DSM-IV as Atypical Dissociative Disorder.

II. PREVALENCE

A. In a study of malingered mental illness in a metropolitan emergency department, 13% of patients were suspected or considered to be malingering.

B. In a survey of forensic mental health experts, approximately 17% of the individuals evaluated in forensic settings were assessed as malingering.

C. In a study of individuals referred for evaluation of insanity, more than 20% of the defendants received diagnoses of suspected or definite malingering.

III. PURPOSES OF MALINGERING

A. Common reasons to malinger outside of a correctional environment include:

1. Avoid punishment by pretending to be incompetent to stand trial, insane at the time of the act, worthy of mitigation of penalty, or too ill (incompetent) to be executed.

2. Malingerers may seek to avoid conscription into the military to be relived from undesirable military assignments, or avoid combat.

3. Malingers may seek financial gain from social security disability, veterans’ benefits, workers’ compensation, or damages for alleged psychological injury.

4. Malingers may seek admission to a psychiatric hospital as a haven from the police, or to obtain free room and board.

B. Commons reasons to malinger inside a correctional or forensic hospital environment:

1. Avoid punishment by pretending to be incompetent to stand trial, insane at the time of the act, worthy of mitigation of penalty, or too ill (incompetent) to be executed.

2. Obtain medications to help with sleep/insomnia.

Anecdotal reports from clinicians and staff estimate that as many of 30% of inmates seen in psychiatric services at the Los Angeles County Jail report malingered psychotic symptoms (typically endorsing “hearing voices” or ill-defined “paranoia.”) in order to obtain quetiapine.  In addition to oral administration, the drug is also taken intranasally by snorting pulverized tablets.  The drug has been observed to have street value and is sometimes referred to as “Quell.” (Pierre et al, September 2004)

3. Obtain medications to continue pattern of drug abuse.

4. Obtain medication as item to barter and trade.

5. Seek relief from frightening situation, such as threatening cell mate or other inmate.

6. Method to receive psychological assistance/evaluation.

IV. GENERAL ISSUES IN THE DETECTION OF MALINGERING

A. The better you understand the phenomenology of the genuine disease, the easier it will be to detect faked symptoms.

B. In deciding if a specific symptom is faked, you must look beyond general credibility issues.

V. DETECTION STRATEGIES FOR MALINGERING-The Magnificent Seven!

Validated detection strategies for feigned mental disordered are outlined:

A. Rare Symptoms.  Malingerers are often unaware of which symptoms occur infrequently among patients with genuine disorders. The rare-symptoms strategy works can be used to detect feigning inmates, who endorse a substantial proportion of these highly infrequent symptoms. 

B. Improbable Symptoms.  Approximately one-third of malingerers dramatically overplay their presentations and present improbable symptoms that have a very bizarre or fantastic quality (Rogers 2001).  As an example, an inmate’s report of seeing Satan and his wife as conjoined twins would be an improbable symptom. 

C. Symptom Combinations.  Many malingerers do not consider which symptoms are unlikely to occur together (i.e., symptom combinations). One approach is the use of unlikely symptom pairs in which each symptom is common by itself. For example, generalized anxiety and restful sleep are unlikely to occur together.

D. Symptom Severity.  Most genuine patients experience symptoms on a continuum from mild to moderate or even extreme. Malingerers often do not appreciate this continuum and report many symptoms as severe or extreme (i.e., symptom severity). As a caution, some inmates believe (rightly or wrongly) that exaggeration of symptom severity is essential for clinical intervention. For instance, a male inmate may believe that his recurrent yet controllable thoughts about suicide will not result in treatment. Therefore, he may exaggerate their frequency and severity of suicidal ideation in order to ensure treatment.

E. Indiscriminant Symptom Endorsement. When given a structured format covering many disorders, some malingerers endorse two-thirds or more of the symptoms presented (i.e., indiscriminant symptom endorsement). Genuine patients typically do not report such an array of diverse symptoms. However, correctional staff should be cautious in using this detection strategy. As seasoned psychiatrists know, multiple diagnoses are common in correctional populations.

F. Obvious vs. Subtle Symptoms. Malingerers tend to focus on “obvious” symptoms clearly indicative of a mental disorder and overlook “subtle” symptoms that are not immediately associated with that disorder. In feigning schizophrenia, positive symptoms (e.g., hallucinations) may be emphasized and negative symptoms (e.g., avolition) entirely ignored.

G. Reported versus Observed Symptoms. Many genuine patients lack insight into their own symptomatology (Neumann et al. 1996); their presentations may be highly inconsistent with clinical observations. In using this detection strategy (Reported versus Observed Symptoms), both the type and magnitude of observed inconsistencies must be evaluated. To avoid errors, blatant inconsistencies must be evaluated for the current time only, since past symptoms are not directly observable. Some clinicians choose to mention these observed inconsistencies (e.g., reportedly poor concentration but the capacity to focus on an extended interview) to the patient. As a benchmark, genuine patients are unlikely to deteriorate suddenly in their functioning after a simple remark about observed inconsistencies. 

Look for inconsistency in symptoms that suggests malingering.  Types if inconsistencies include:

1. Inconsistency in what the person reports.  For example, a malingerer may intelligently and clearly discuss his difficulty speaking and thinking.

2. Inconsistency in what the person reports and observed symptoms.

Example:  a malinger may state that they cannot sit in a chair without looking under it many times to see if anything is there even though they do not demonstrate this behavior during the interview.

3. Inconsistency of observed symptoms.  An inpatient or inmate may behave in a befuddled way during the interview with a clinician, but play brilliant chess on the ward with other patients.

Malingers may be suggestible when they feel that endorsing a symptoms could make them look mentally ill.  

VI. STUDIES EXAMINING MALINGERING OF PSYCHOTIC SYMPTOMS

A. Rosenhan study (1973)-often cited to provide evidence in court that psychiatrists are unable to distinguish between the “sane” and “insane” and between “normal” and “abnormal.”

1. In this study, eight normal, sane people gained admission to twelve different mental hospitals.  These eight are referred to in the article as “pseudo patients.”

2. The eight included a psychology graduate student in his 20’s, three psychologists, a pediatrician, a painter and a housewife.  Three were women and five were men.

3. None had ever suffered symptoms of serious psychiatric disorders.  All were functioning well in their family, interpersonal and occupational lives.

4. To gain admission, the pseudopatient arrived at the Admissions Office complaining that he or she had been hearing voices.  When asked what the voices said, they replied that they were often unclear, but as far as they could tell they said, “Empty,” “Hollow,” and “Thud.”

5. Immediately upon admission to the Psychiatric Ward, the pseudo-patient ceased simulating any symptoms of abnormality.

6. All of these psuedopatients were diagnosed as schizophrenic based on this one reported symptom except for one patient who was diagnosed as bipolar disorder.  There were never found out and were eventually discharged with the diagnosis of “schizophrenia in remission.”

7. The range of stay was from 7 to 52 days with the average being 19 days72 to 5

B. Powell (1991)-compared 40 mental health facility employees instructed to malinger schizophrenic symptoms with 40 schizophrenic inpatients.

1. The principal measure was the Mini Mental State (MMS), measure of basic cognitive functioning.  Malingerers showed exaggerated cognitive deficits.

2. Malingerers were significantly more likely than schizophrenics to give approximate answers on the MMS.

3. Malingerers reported a higher incidence of visual hallucinations, dramatic exaggerated visual hallucinations, and atypical content (not ordinary human beings)

4. Malingerers more often called attention to their delusions.

VII. MALINGERED VS. TRUE HALLUCINATIONS

A. It is important when assessing potentially malingered hallucinations, to begin with very open ended questions in reference to what the person reports experiencing.  Individuals with genuine hallucinations more commonly can describe various details of their auditory hallucinations.  Details can include:

1. Content

2. Clarity

3. Loudness

4. Vividness

5. Duration

6. Frequency

7. Continuous or intermittent

8. Single or multiple voices

9. Male or female

10. Inside or outside of the head

11. Tone of voice of hallucinations

12. Voices speak in second or third person

13. Insight into unreality of voices

14. Belief that others could hear voices

15. Relationship to person speaking

16. Associated hallucinations of other senses

17. Patient alone or with others

18. Converse back with the voices

19. Ability to put the voices out of m mind

20. Mood during hallucinations

21. Relationship to delusions

22. Concomitant confusion

23. Patient’s reaction to the voices

24. Direction to do things from voices

25. Consequences for failure to obey

26. Effort not to obey voices

27. Alternative rational motive for the acts

28. What makes the better or worse

29. The number of voices

B. Be careful not to educate the evaluee regarding what exact signs and symptoms you are expecting to make an accurate diagnosis.  Over time, the person can anticipate answers to give based on prior questioning.  Some have called this education “Clinician Assisted Deception.”

C. Phenomenology of Hallucinations

1. Hallucinations occur in 7-25% of normal people (Coleman, 1984)

2. Hallucinations are generally associated with delusions (88%) (Lewinsohn, 1970), but only 35% of patients with delusions have hallucinations.

3. In schizophrenia (Mott, Small, and Andersen, 1965):

a. Auditory hallucinations-66%

b. Visual hallucinations-33% (In non organic mental illness, visual hallucinations almost always occur along with other hallucinations)

4. In manias, hallucinations occur as follows:

a. Auditory hallucination -47%

b. Visual hallucinations 23%-Visual hallucinations alone occur in approximately 7% of affective disorders

D. Auditory hallucinations

1. Auditory hallucinations are usually perceived as words or sentences heard by the patient or as remarks or comments concerning him.

2. Command hallucinations:

a. Command hallucination instructions (Hellerstein, Frosch and Koenigsberg, 1987).

1) Suicide



52%

2) Non violent acts

14%

3) Injury to self or others

12%

4) Homicide

  
  5%

5) Unspecified


17% 

3. Commands are less likely to be obeyed if they are dangerous.

4. Commands are more likely to be obeyed if (Junginger, 1990):

a. There is a hallucination-related delusion.

b. The voice is familiar 

5. In a study of 100 consecutive patients with hallucinations (61%) were schizophrenic, detailed phenomenology was studied (Nayani and David, 1996)

a. Internal vs. external hallucinations:

49% of the sample heard the voices through their ears as external stimuli.

38% heard them in internal space.

12% heard them in both variably.

b. The most common encountered hallucinated utterances were simple terms of abuse (60%)

Female subjects described words of abuse conventionally directed at women (e.g. slut).

Male subjects described “male” insults such as those imputing homosexuality.

6. Strategies to decrease hallucinations-Ask what the person does to make the voices go away.  In a study by Leudar, et al, 1997, 76% of patients were able to identify at least one activity, either cognitive or behavioral-which helped them in dealing with auditory hallucinations.

Frequent coping strategies in actual schizophrenics are (Falloon and Talbot, 1981)

a. Specific activities (working)

b. Changes in posture (lie down or walk)

c. Seeking out interpersonal contact

d. Taking medication

Activities that have been shown to make voices worse:

a. 80% of those with hallucinations stated that being alone worsened their hallucinations (Nayani and David, 1996)

b. The two things that made voices worse were listening to the radio or watching television (Leudar et al., 1997)

TV programs were particularly hallucinogenic.  Voices sometimes comment about the program.

7.  Malingered hallucinations are more likely to have a stilted quality in their language.

8. Summary of suspect auditory hallucinations

a. Continuous rather than intermittent

b. Vague or inaudible hallucinations

c. Not associated with delusions

d. Stilted language

e. No strategies to diminish voices

f. Claim that all instructions are obeyed

E. Visual hallucinations

1. Visual hallucinations (46% vs. 4%) were found more often with malingerers than genuinely psychotic individuals (Cornell and Hawk, 1989)

2. Visual hallucinations were usually of normal-sized people (Goodwin, Alderson, and Rosenthal, 1971), animals or other objects (Assaad, 1990)

3. Occasionally small (Lilliputian), especially in alcoholics, organic (Cohen et al., 1994), or toxic psychoses (Lewis, 1961), especially anticholinergic (Atropine) toxicity (Assaad, 1990).

Lilliputian hallucinations are rare in schizophrenia (Leroy, 1922).

4. Visual hallucinations are usually consistent with auditory hallucinations and with delusional thinking (Asaad, 1990).

5. Psychotic hallucinations do not change if the eyes are open or closed.

6. Drug induced visual hallucinations are more readily seen with the eyes closed (Assad and Shapiro, 1986).

7. Dramatic, atypical visual hallucinations should arouse suspicions of malingering (Powell, 1991).

8. Summary of suspect visual hallucinations

a. Visual alone in schizophrenia

b. Black and white

c. Dramatic, atypical

d. Change with eyes closed

e. Miniature or giant figures

f. Visions unrelated to delusions or auditory hallucinations

VIII. MALINGERED VS. TRUE DELUSIONS

A. Delusion-a false statement made in an inappropriate context with inappropriate justification.  A fixed false belief.

B. Most delusions involve the following general themes (Spitzer, 1992)

1. Disease

2. Nihilism, poverty, sin and guilt

3. Grandiosity

4. Jealousy

5. Love (erotomania)

6. Persecution

7. Reference

8. Religion

9. Being poisoned

10. Being possessed (Cacodemonomania)

11. Being the descendant of royal family

12. Having insects under the skin (delusional parasitosis)

13. Significant others have been replaced by doubles (Capgras syndrome)

C. Clues to malingered delusions:

1. Abrupt onset or termination

2. Eagerness to call attention to delusions

3. Conduct not consistent with delusions

4. Bizarre content without disordered thoughts

5. Delusions with exaggerated cognitive deficit.

IX. CLINICAL CLUES TO MALINGERED PSYCHOSIS

A. Malingerers may overact their part (Jones and Lllewellyn, 1917; Wachspress et al., 1953)

B. Malingerers are eager to call attention to their illnesses in contrast to schizophrenics, who are often reluctant to discuss their symptoms (Ritson and Forest, 1970)

C. It is more difficult for malingerers to successfully imitate the form, than the content of schizophrenic thinking (Sherman, Trief, and Sprafkin, 1975)

D. Malingerers' symptoms may fit no known diagnostic entity.
E. Malingerers may claim the sudden onset of a delusion.  In reality, systematized delusions usually take several weeks to develop (Spitzer, 1992).

F. A malingerers’ behavior is unlikely to conform to his alleged delusions; acute schizophrenic behavior usually does.  However, the “burned out” schizophrenic may no longer demonstrate agitation over his delusions.  Common actions due to persecutory delusions are:

1. Changes of residence

2. Long trips to evade persecutors

3.  Barricading their rooms

4. Carrying weapons for protection

5. Asking the police for protection

G. Malingerers are likely to have contradictions in their accounts of their illness.

H. Malingerers are more likely to try to take control of the interview and behave in an intimidating manner.

I. Malingerers are more likely to evasive, repeat questions or answer questions slowly, to give themselves more time to make up an answer (Powell, 1991)

J. Malingerers are likely to have non-psychotic alternative motives for their behavior, such as killing to settle a grievance.

K. It is rare for malingerers to show perseveration (Anderson, Trethwoan and Kenna, 1959)

L. Malingerers are unlikely to show negative symptoms and the subtle signs of residual schizophrenia, such as impaired relatedness, blunted affect, concreteness, or peculiar thinking.

M. Persons malingering psychosis often pretend cognitive deficit (Bash & Alpert, 1980; Powell, 1991; Jaffe and Sharma, 1998)

N. Malingerers are more likely to give approximate answers

O. Psychotic symptoms occur only when the person knows he is being observed or when being interviewed.

P. Persons who have true schizophrenia may also malinger auditory hallucinations or psychotic symptoms for other reasons, such as to escape criminal responsibility.

X. PSYCHOLOGICAL TESTING AND ASSESSMENT OF MALINGERED PSYCHOSIS

A. Richard Rogers et al. (1990) designed this specifically for use with suspected malingerers.  The SIRS is based on thirteen strategies that provide an excellent overview of the crucial areas of interest in the detection of deception.  These thirteen strategies consider and assess:

1.  The individual’s degree of defensiveness about everyday problems, worries, and negative experiences;

2. How the individual has attempted to alleviate or solve his or her psychological problem;

3. How many of eight bona-fide but rare symptoms the individuals endorses;

4. Whether the individual will endorse any fantastic or absurd symptoms;

5. The symptom pairs that are likely to coexist in real clinical syndromes;

6. How precisely the individual describes the symptoms since, in reality, precision in unlikely;

7. How the individual’s description of the onset of symptoms compares with actual symptoms onset;

8. Whether the individual has a stereotypical or “Hollywood” view of psychological problems;

9. The number of symptoms the individual reports that have an extreme or unbearable quality;

10. Whether the individual’s endorsement of symptoms ahs a random quality;

11. How stable the individual’s self-reports of symptoms are;

12. The level of honest and completeness in the individual’s report;

13. The SIRS then asks the subject to report on behaviors that can be observed by the evaluator, and the report is then compared with the actual observations.

B. Miller Forensic Assessment of Symptoms Test (MFAST) (Miller, 2001)

1. Was developed to provide the evaluator with a brief reliable and valid screen for mental illness.

2. The M-FAST consists of 25 items that are presented in a structured interview format designed to screen for malingered psychopathology.

3. Each item is scored either 0 1.

4. The majority of items require that the examinee report true or false, always-sometimes-never, or yes or no.  

5. The 25 items can be administered in approximately 5 minutes.

6. Research indicates that a total cut score of 6 was most effective for correct classification with a prison sample and forensic psychiatric patients no competent to stand trial.

XI. MALINGERED MEMORY
A. Offenders often claim amnesia for their crime.  25-45% of criminals found guilty of homicide claim amnesia for the event (Kopelman, 1995).  As a rule of thumb, 20-30% of offenders of violent crimes claim amnesia for their crime.

B. Strategies to detect malingered amnesia or memory problems:

1. Floor effect.  Most genuine patients with cognitive impairment can answer correctly very simple items. Some malingerers “try too hard” and miss these items. For example, asking, “which has four legs, a human or a dog?” is an example of using the floor effect. This strategy is used by a number of scales: the Rey 15-item test (Lezak 1983), the Test of Memory Malingering (TOMM; Tombaugh 1996) and the Hiscock Digit Memory Test (HDMT; Hiscock and Hiscock 1989)

2. Symptom Validity Testing (SVT). The fundamental element of all SVT procedures is the presentation of a set of stimuli, followed by a forced-choice recognition test.  With multiple-choice responses, SVT evaluates whether the inmate is failing at “below-chance” levels. Typically, 25-100 stimuli are presented individually followed by two-alternative forced-choice recognition.  With two alternatives, a person without any ability should still achieve close to 50% on a two-choice cognitive test. Several scales use SVT, although many feigners avoid detection by not failing on more than 50% of the items. 

This method can be applied to purported amnesia for a crime (Frederick, Carter, and Powell 1995) although great care must be taken that the alternatives have an equal likelihood of being selected (Rogers and Shuman 2000).  Typical questions in a SVT procedure for an offense include:

1. Did you use a pistol or a knife?

2. Was the person known to sell ecstasy or crack?

3. Was the victim black or white?

4. Was the street made of cobblestones or asphalt?

You could consider having similar SVT questions for offenses within a prison or a forensic setting.  For example:

1. Was the victim a staff member or another client?

2. Did the offense involve gassing or use of a shank?

3. Did the offense happen in the day or night?

4. Was the victim black or white?

5. Did the offense happen on the unit or outside?

6. Were there others involved or were you the only perpetrator?

7. Was there blood on the victim or not?

Can clever defendants figure the SVT approach out?  Perhaps.  But one study by Merckelbach, Hauer, and Rassin (2001b) tested this idea.  In this study, 20 students were instructed to steal an envelope with some money.  Next, students were told to simulate amnesia in a way that would convince experts.  To explore how well the SVT could identify this feigned amnesia, students took 15 true-false item SVT.  More than half (53%) of the student sample had less than 4 correct answers and , thus , they were identified as malingerers.  The other students succeed in performing at chance level and thus, seemed to be able to simulate in a convincing way.  

One type of SVT test developed by Brandt et al (1985) is known as the Recall-Recognition Test.  Here, researchers presented a 20 word list to 42 participants:  12 normal adults, 14 patients with Huntington’s disease, 5 patients with traumatic brain injury, 10 simulators, and 1 criminal defendant claiming memory impairment as a mitigating circumstance at his trial.  Participants read each word that was presented and immediately thereafter attempted free recall.  Once the recall phase was complete, a two-alternative recognition test was administered.  

Results:  

1) free recall scores of simulators and suspected malingerers were comparable to those of the brain disordered patients.

2) On recognition testing, normal adults and both patient groups performed above chance, simulators performed within chance, and the criminal defendant recognized only 3 of 20 target words, worse than his free-recall performance.
PART TWO

WHAT HAPPENS WHEN MALINGERERS FOOL EVALUATORS?
Who is insane here?

I.
BACKGROUND

A. The insanity defense is a legal construct that, under some circumstances, excuses mentally ill defendants from legal responsibility for their criminal behavior.
B. Legal definitions of insanity vary from state to state. In California, Proposition 8, the so-called “Victim’s Bill of Rights”, went into effect in 1982, abolished the diminished capacity defense, and codified the current definition of insanity used in California. 
C. In California, The insanity defense as defined in California Penal Code Section §25 (b) reads,

In any criminal proceeding, including any juvenile court proceeding, in which a plea of not guilty by reason of insanity is entered, the defense shall be found by the trier of fact only when the accused person proves by a preponderance of the evidence that he or she was incapable of knowing or understanding the nature and quality of his or her act and [(or)] of distinguishing right from wrong at the time of the commission of the offense.

D. The finding of insanity is predicated on the presence of a mental illness or defect.  The definition of mental disease or defect that qualifies for the insanity defense in California reads as follows,
“Mental disease” denotes a condition that can improve or deteriorate. 

“Mental defect” denotes a condition that cannot improve or deteriorate, and which may be congenital, the result of injury, or the residual effect of a physical or mental illness.  (In re Ramon M. (1978) 222 Ca. app. 3d 419, 149 Cal.Rptr. 387.)

According to California Penal Code §25.5,

In any criminal proceeding in which a plea of not guilty by reason of insanity is entered, the defense shall not be found by the trier of fact solely on the basis of a personality or adjustment disorder, a seizure disorder, or an addiction to, or abuse of intoxicating substances.  This section shall apply only to persons who utilize this defense on or after the operative date of the section. (Added by Stats.1993-4, 1st Ex.Sess., C. 10 (S.B.40), § 1.)

E. The California Supreme Court has held that a person may be found legally insane because of long term voluntary intoxication when the intoxication causes a mental disorder which remains after the effects of the intoxicant have worn off.  While this mental disorder need not be permanent, it must be of settled nature.  (People v. Kelly (1973) 10 Cal. App. 3d 565, 111 Ca. Rptr. 171).  However, as noted in California Penal Code §25.5, the defense of insanity cannot be based solely on the basis of an addiction to, or abuse of intoxicating substances. 
II. NGRI AND MALINGERING-IS THERE A PROBLEM?

A. Individuals who are found Not Guilty by Reason of Insanity (NGRI) are generally involuntarily hospitalized at a forensic psychiatric facility for an indefinite period of time at an estimated cost of approximately $125,000 per year.  Hospitalization is appropriate for individuals with a mental illness or defect who meet the legal criteria for insanity.  However, persons who are found NGRI and do not have a mental illness or defect or who do not meet the legal criteria for insanity represent a significant challenge when placed in a hospital setting.  These challenges include a diversion of mental health resources away from those clients with legitimate mental illness, potential risk of harm to staff or other clients from individuals whose only diagnosis is a personality disorder, and substantial financial costs resulting from an inappropriate commitment.  The 10 year financial cost per NGRI commitment exceeds one million dollars. 

B. In 1997, the University of California, Davis began a collaborative relationship with Napa State Hospital to provide forensic education, consultation, and to research forensic issues relevant to this population.  Between 1997 and 2002, Charles L. Scott, MD was responsible for providing second opinion consultations for clients found NGRI and hospitalized at NSH.  During this five year period, several cases were reviewed where clients did not appear to have a mental disease or defect as defined in the California statute governing insanity.  For example, some clients’ history indicated that they were actively intoxicated at the time of the offense but had no evidence of a non substance induced mental illness.  A review of other clients’ police reports on the day of the offense demonstrated clear evidence of a rational non psychotic alternative motive that showed the client knew the nature and quality of their actions and/or could distinguish between right and wrong. 

C.  Two obvious questions arose:

1.  How frequently are individuals found NGRI that do not meet the legal criteria for insanity?

2. Why are some individuals found NGRI who do not appear to meet legal criteria for insanity?

C. To answer these questions, Dr. Scott applied for a UC Davis Faculty Alumni Research Development Grant (FARDF) to conduct an archival record review of 500 clients found NGRI and involuntarily committed to NSH.  In 2002, Dr. Scott was awarded a $36,000 Faculty Alumni Research Development Grant (FARDF) for his research project titled “An Archival Review of Substance Use in Not Guilty by Reason of Insanity Acquittees.”  The aims, methodology, results, and implications of this research study are described below. 
III.
AIMS OF STUDY
The aims of this research study were to answer the following questions:

A.  Determine prevalence of substance intoxication at the time of the instant offense in individuals found NGRI at NSH;
B. Evaluate court reports of those found NGRI to assess strengths and potential weaknesses of mental health evaluations;
C. Examine presence or absence of rational (non psychotic) motive at the time of the offense that would not meet NGRI statutory criteria;

IV.  
METHODOLOGY AND RESULTS
A. The researchers applied for and received Human Subjects Approval from Napa State Hospital Institutional Review Board, State of California Board for the Protection of Human Subjects, and the UC Davis Institutional Review Board to conduct an archival record review of all NGRI acquittees hospitalized at NSH.
B. The research team examined the records of 500 NGRI clients hospitalized at NSH between 7/15/02 and 5/15/03.  The records that were required for a subject to be included in the study included the following:

1. Court reports evaluating sanity;

2. Police reports/witness statements;

3. California rap sheet;

4. Hospital records;

5. Probation reports;

6. Drug screens following instant offense when available.

C.  Of the 500 cases reviewed, 458 had sufficient records allowing study inclusion.  Of these 458 cases, there were 930 associated court reports.  Not all cases had the same number of associated court reports.  The breakdown of cases and associated court reports is as follows:


79 cases
x 1 report

=
79 reports

         302 cases
x 2 reports

=       604 reports


61 cases
x 3 reports

=       183 reports


16 cases
x 4 reports

=
64 reports

458 cases
 930 reports

D.  In regards to the educational background of the court evaluators, 56.6% (n=526) were MDs; 39.2% (n=365) were PhDs; and 2.2% (n=21) did not record any credential on their submitted report.
E.  All 458 cases were reviewed for evidence of intoxication at the time of the offense.  37% of the cases (n=169) had some or definite intoxication at the time of the offense.  However, when reviewing the court reports, only 33% of court evaluators noted whether or not substances were used at the time of the offense.  This indicates that because the majority of examiners did not mention whether or not substance use was present at the time of the offense, a greater percentage of NGRI acquittees were likely using some substance during the time of the alleged crime. 
F.  A scoring system was devised to determine whether five important areas were reviewed in the NGRI court reports.  The five areas included:


1.  Diagnosis noted;


2.  Police reports reviewed;


3.  Past substance use history taken (not including week or 24 hour period prior to instant offense);


4.  Substance use history at the time of the offense recorded;


5.  Correct insanity statute used by examiner.

G.  The review of the 930 reports found the following: 90% of examiners recorded a diagnosis; 66% reviewed the police reports for the instant offense; 76% took a past substance abuse history; but only 33% recorded whether or not they took a substance use history for the day of the instant offense. This means that 66% (two thirds) of evaluators failed to note or consider substance use symptoms/intoxication at the time of the offense. 
H. In examining whether the evaluator used the correct statute, five categories were noted in conducting this analysis.  These categories are:

1. Wrong statute used (i.e. completely different statute or made up statute);

2. No statute stated at all (examiner wrote that person was insane but provided no language consistent with the California statute);

3. Statute was significantly altered with incorrect wording;

4. One prong of the statute was mentioned and used correctly;

5. Both prongs of the statute were noted and used correctly.

Because these reports are used for legal purposes with potentially indefinite commitments resulting, the correct statute with an analysis of both prongs was felt critical.  Court evaluator’s application of the legal statute in this study is noted as follows:

	STATUTE ANALYSIS
	FREQUENCY

	Wrong statute
	10%

	No statute stated


	11%

	Statute altered


	12%

	Only 1 prong correct


	  7%

	Both prongs correct


	56%


I. These results indicate that nearly half (44%) of all court evaluators used either an incorrect statute when conducting their insanity analysis, stated no statute, altered the statute, or only used on part of the statute correctly.  In other words, only slightly more than half (56%) of all court examiners correctly applied the legal statute. 
J. In an analysis of the court reports and of police and witness reports at the time of the offense, 41% (188 subjects) had a rational alternative motive rather than a psychotic motive at the time of the offense.  In other words, although the person may have had a mental illness, the actual police record and witness reports revealed that there were clear motives for the criminal behavior that did not meet the criteria for insanity.  Common motives noted in these cases were robbing to obtain money for drugs, revenge or anger over a personal rejection, or getting into an argument that was based on a real life dispute.  For those subjects who were using substances at the time of the offense, 47% were noted to have a criminal motive as compared to 34% of subjects in which there was no evidence of substance intoxication.

V.  
SUMMARY AND IMPLICATIONS
A. The overall caliber of these 930 court evaluations for individuals found NGRI was shockingly poor.  Key deficits were:
1. Nearly half (44%) of all evaluators failed to use or mention the relevant legal insanity statute or used/made up a standard that was completely wrong.
2. One third (33%) of evaluators failed to mention, review, or incorporate available police and witness reports.  An insanity analysis requires that the examiner review the person’s mental state at the time of the offense. Police and witness statements are considered one of the most important collateral sources of information in making this analysis.  Failure to do so falls far below the standard expected for a NGRI evaluation.
3. Two thirds (66%) of evaluators failed to note the presence or absence of substance use at the time of the offense.  California excludes voluntary intoxication alone as a mental disease for purposes of a NGRI defense. Failure to take a substance use history creates a substantial likelihood that individuals will be found NGRI and indefinitely hospitalized for symptoms related to involuntary intoxication even though this scenario is excluded by statute.
4. 41% of cases were noted to have a rational alternative non psychotic motive at the time of their offense.  The police reports and records indicated that the individuals either knew the nature and quality of their actions or were able to distinguish right from wrong.  Because nearly half of examiners did not apply the insanity statute correctly, it is not surprising that a substantial number of subjects may have received a NGRI finding based on flawed court reports.
B.  The above findings indicate that a substantial number NSH NGRI acquittees inappropriately received a NGRI finding based on lack of an adequate evaluation and faulty application of the California insanity statute by court examiners.  The financial consequences are staggering considering the annual average hospital cost for an NGRI acquittee is approximately $125,000.  
C. Other consequences include: diversion of limited mental health resources from clients with mental illness rather than personality disorders (excluded by statute for a NGRI finding); risk of violence caused by individuals whose only diagnosis is antisocial personality disorder; and decreased morale in treatment providers responsible for managing individuals inappropriately committed. 

VI.
RECOMMENDATIONS:
A. Court evaluators should be required to submit reports that meet at least minimal standards for conducting a NGRI evaluation. To assist in this process, strong consideration should be given to mandating guidelines that court evaluators must follow for their report to be accepted.  Such mandated guidelines should include the following:
1. List of all sources of information and collateral contacts used in reaching NGRI opinion;

2. Review of police reports, defendant’s statement; and witness statements for the alleged crime;

3. Review of jail booking, screening, and mental health records following the alleged crime;

4. Summary of state’s version of the current offense (witness or victim account of crime);

5. Summary of defendant’s account of the offense reported to court examiner;

6. Summary of defendant’s substance abuse history to include alcohol and other substances used in the 24 hours leading up to the instant offense;

7. Summary of defendant’s past psychiatric history;

8. Summary of defendant’s past legal history;

9. Current mental status examination;

10. Mental disorder at the time of the offense that meets California’s statutory definition of a mental disease or defect.  Diagnoses should follow the DSM (Diagnostic Statistical Manual) or ICD (International Classification of Disorders) relevant at the time of the offense.  If a non DSM or ICD diagnosis is used, citations to the relevant literature should be provided.  If there is a differential diagnosis, the reason should be explained. If the diagnosis turns on a fact in dispute (for example, whether or not the defendant’s symptoms were induced by intoxication), there should be an explanation as to how the disputed fact affects the differential diagnosis.  Diagnoses excluded by California law should not be accepted by the court for purposes of finding a defendant NGRI.

11. Correct legal standard for sanity when conducting insanity analysis;

12. An insanity analysis for each alleged crime;

13. Direct answers to the following questions for each alleged crime:

a. Did the defendant suffer from a mental disorder at the time of the alleged crime? If yes, what was the diagnosis?

b. Was the defendant under the influence of alcohol or a substance at the time of the offense?

c. If the defendant was under the influence of alcohol or a substance at the time of the offense, did they have an additional mental disorder or defect? If yes, what was the diagnosis?

d. Was there a relationship between the mental disorder (not including intoxication) and the criminal behavior? If yes, describe.

e. As a result of a mental disease or defect, was the defendant unable to know or understand the quality of their actions? If no, provide supportive evidence and explain connection of mental disorder to inability to know nature and quality of act.

f. As a result of a mental disease or defect, was the defendant able to distinguish right from wrong? If no, provide supportive evidence and explain connection of mental disorder to defendant’s inability to distinguish right from wrong.
g. Was there a rational alternative motive for the alleged crime? If yes and if you conclude person meets insanity criteria, provide explanation why you conclude the person nevertheless meets criteria for insanity.

B. Additional information that should be strongly considered when making an insanity analysis includes:
1. Arrest history, rap sheets, and autopsy reports;

2. Psychiatric, substance abuse, and medical records;

3. Psychological testing as appropriate.

C. Other records to include school records, military records, work records, other expert evaluations and testimony, custodial records, and personal records should be utilized when relevant.
D. Court personnel to include judges, defense attorneys, and district attorneys should carefully review examiner’s reports to ensure that reports that do not adhere to mandated guidelines outlined above are not accepted.

PART THREE

MALINGERERS AND PYSCHOPATHS IN TREATMENT

They’re here!

I. OVERVIEW
A. DSM-IV -Antisocial Personality Disorder

1.  Definition-

a. Pervasive pattern of disregard for and violation of the rights of others occurring since age 15 years, as indicated by three or more of the following:

1) Failure to conform to social norms with respect to lawful behaviors

2) Deceitfulness, as indicated by repeated lying

3) Impulsivity or failure to plan ahead

4) Irritability and aggressiveness, as indicated by repeated physical fights or assaults

5) Reckless disregard for safety of self or others

6) Consistent irresponsibility, as indicated by repeated failure to sustain consistent work behavior or honor financial obligations

7) Lack of remorse as indicated by being indifferent to or rationalizing having hurt, mistreated, or stolen from another.

b. Must be at least age 18.

c. There is evidence of Conduct Disorder with onset before age 15 years.

d. Antisocial behavior does not occur exclusively during the course of Schizophrenia or a Manic Episode.

2.  Epidemiology

a. Prevalence of antisocial personality disorder has been documented at less than 7% in males and 2% in females.  (Robins, Tipp & Przybeck, 1991).  DSMIV notes prevalence at 3% in males and 1% in females.

b. Up to 75% of inmates in a typical prison setting are likely to meet DSM-IV criteria for APD (Hare, 1996).  

B. ICD-10 Dyssocial Personality Disorder
1. Callous unconcern for feelings of others and lack of empathy

2. Gross and persistent irresponsibility, disregard for social norms, rules, obligations

3. Incapacity to maintain enduring relationships

4. Very low tolerance for frustration and low threshold for aggression

5. Incapacity to experience guilt and to profit from experience, particularly punishment

6. Marked proneness to rationalize and blame others for behavior in conflict with society

7. Persistent irritability

C. Psychopathy

0. General features:

a. Egocentric, arrogant, deceitful, shallow, impulsive individuals who callously manipulate others with no sense of shame, guilt, or remorse.

b. Unguided by morality or dictates of conscience.

c. Lack of empathy, only an abstract, intellectual awareness of feelings of others.

d. No loyalty to any person, group, code, organization, or philosophy, self-interest

e. Not “psychotic”

f. Not synonymous with criminality, or antisocial personality disorder.

1. Psychopathy Check List-Revised (PCL-R-1991)

a. Developed by Robert Hare in Canada originally testing white male prisoners.

b. Consists of 20 items scored from interview and files/records.

c. Each item is scored on a 3-point scale (0, 1, 2)

d. Total score ranges from 0-40; In North America, scores 30 or above are determined to be a psychopath.

2. 20 PCL-R (Hare, 1991) items include:

a. Glibness or superficial charm

b. “Grandiose” sense of self worth

c. Boredom or need for stimulation

d. Pathological lying

e. Conning and manipulation

f. Lack of remorse or guilt

g. Shallow affect

h. Callousness or absence of empathy

i. A “parasitic” lifestyle

j. Inadequate behavioral controls

k. Sexual promiscuity

l. Early behavior problems

m. Paucity of ‘realistic’ long-term goals

n. Impulsivity

o. Irresponsibility

p. Failure to accept responsibility

q. Multiple marital relations

r. Juvenile delinquency

s. Violations of conditional release

t. Criminal Versatility

3. Epidemiology

a. In forensic populations, base rate for psychopathy is 15-25%.  

b. Most psychopaths do meet criteria for antisocial personality disorder but most individuals who meet criteria for antisocial personality disorder do not meet criteria for psychopathy.

II.
ASSESSMENT:

A. Use established criteria for both antisocial personality disorder and psychopathy. 

B. Carefully review prior criminal history, to include the rap sheet.  

1. To appropriately assess individuals with a history of criminal offending, early on in the assessment phase you should examine the rap sheet for both charges and convictions.  

2. Ask the patient to describe to you his understanding of his prior criminal history. 

3. Ask the patient to describe each prior charge/conviction, etc on the rap sheet and identified through other sources to better understand not only a potential antisocial personality disorder/psychopathy diagnosis but also factors associated with each incident.  Try to determine the following:

a. Whether substances (to include alcohol) were associated with each incident, none of the incidents or some of the incidents.

b. The degree of planning versus impulsivity for each incident.

c. Presence or absence of mental health symptoms associated with each incident.

d. Problems with medication compliance prior to the incident resulting in psychiatric decompensation.

C. Carefully examine for comorbid diagnoses, particularly substance abuse. 

D. Conduct screens for neurocognitive deficits or injury

E. Consider use of other instruments to assess components of antisocial behavior.

1. Aggression-there are various scales that can be used to assess aggression.  
a. Overt Aggression Scale and Modified Overt Aggression Scale (MOAS)-These scales have staff rate aggressive acts of the patient in areas of verbal aggression, physical aggression against objects, physical aggression against self, and physical aggression against other people.

b. Barratt’s Aggressive Acts Questionnaire-this is a self-report questionnaire.  In this questionnaire, an aggressive act is defined as hitting and/or verbally insulting another person or breaking objects because you are angry or frustrated.  A series of 22 self-report answers are requested to describe reported aggressive acts that the patient identifies as “extreme or inappropriate.”  Questionnaire attempts to distinguish between planned or spontaneous acts, stressors resulting in the act and patient’s mood related to the act.

2. Impulsivity-Barratt’s (1994) research on impulsiveness suggests that the concept has motoric and cognitive components.  Impulsiveness is viewed as being responsible for aggression associated with a “hair-trigger” temper, that results in thoughtless violence, often followed afterwards by guilt and remorse and a resolution not to aggress again, which is not adhered to.  One measure of impulsivity currently in use includes the Barratt’s Impulsivity Scale-BIS-11.

3. Anger-Novaco (1994)-Anger is a subjective emotion that has a causal relationship to violence in that it operates as a mediator of the relationship between subjectively aversive events and behavior intended to harm. [picture here of angry man]-Violent offenders often appear to over label arousal so that their predominant emotional experience is anger.  

a. Specifically assess the person’s perception of being angry.  Some violent offenders find anger very satisfying, and may deliberately expose themselves to situations and cues that will arouse them.

b. Scales to assess anger include:

1) Novaco Anger Scale (1994)-assesses anger across cognitive, arousal, and behavioral domains and also provides an index of anger intensity in various provoking situations.

2) Buss-Durkee Hostility Inventory

3) State-Trait Anger Expression Inventory

4. Empathy

a. Empathy deficits can be pervasive and enduring or situation-or affect specific.  Assessment needs to establish which is the case for a particular offender since this will determine the type and extent of intervention required.

b. Four stage information-processing model suggested by Marshall, Hudson, Jones, and Fernandez (1995) has treatment implications in that it enables fine-grained analysis of the sources of empathy deficits.  The four steps are:

1) Recognizing the other’s emotion

2) Taking their perspective

3) Experiencing a matching or appropriate emotional response from that perspective;

4) Generating a well-formulated behavioral response.

c. Scales to measure empathy include:

1) Interpersonal Reactivity Index (Davis, 1983)

2) Hogan Empathy Scale (Hogan, 1969)

4. Social Competence-McFall (1990) proposes that social competence is a function of the adequacy of social task performance in a particular circumstance.  Social skills are the underlying component processes involved in competent task performance.  Three sequential processes are involved:
a. Decoding skills-includes correctly perceiving and interpreting incoming information such as social cues.

b. Decision skills as seen in generating possible responses, matching them to the requirement of the situation, choosing the most suitable, checking whether it is behaviorally available, and evaluating its likely outcome relative to other options.

c. Enactment skills such as carrying out the chosen behavioral routine, including smooth performance, monitoring and adjusting to achieve the intended impact.

III.
GENERAL OVERVIEW REGARDING NATURE OF APPROPRIATE TREATMENT:
A. Andrews et al. (1990) reported the largest treatment effects for programs that could be classified as “appropriate.”  Three principles were articulated for programs to be considered appropriate.

1. The Risk Principle-Proposes that higher levels of service should be reserved for higher-risk cases.  

2. The Need Principle-Targets of services are matched to the specific criminogenic needs of the offender.  

3. The Responsivity Principle-Specifies that the style and mode of service should be matched to the individual’s abilities and learning styles.  

IV.
PHARMACOTHERAPY

A.  No “antipsychopathic”  or “anti-antisocial” drug per se.  Some general guidelines regarding symptoms of anger and impulsivity leading to aggression and violence (Karper &Krystal, 1997)
1.  Antidepressants for individuals who are depressed, irritable, agitated, and impulsive;
2. Lithium or anticonvulsants for those with mood lability and impulsivity.  Lithium has been suggested to help reduce and manage aggression among a prison population. (Sheard, 1976; Tupin, 1973)
3. Low dose antipsychotics for anger and impulsivity related to cognitive-perceptual symptoms;
4. SSRI’s for those who are highly anxious and impulsive.
5. Consider use of medications to treat those with impulse problems from a valid diagnosis of ADHD.  Consider substance abuse history when selecting appropriate treatment.  
6. Use caution in prescribing long-term chronic use of benzodiazepines, particularly in individual with substance abuse history.
B. Pharmacological treatments show modest clinical effects, should be used for limited periods, and should not be seen as a “cure” for personality disorder. 

V. 
PSYCHOLOGICAL/BEHAVIORAL THERAPIES

A. Motivation for treatment or change for antisocial personality disorder/psychopathy:

1. May feel pain but it is temporary and poorly remembered.

2. Anticipation of danger is more often a stimulation and not uncomfortable.

3. Motivation is not to get caught but odds are on their side.  Easily worth the “gamble.”

4. Normal patient motivators are the avoidance of pain and anxiety and APD has near absence of these.

B.  Criminal Sanctions and Punishment

1. Meta-analytic reviews are consistent in their conclusion that punishment and variations of criminal sanctions do not significantly reduce recidivism.  (Gendreau & Goggin, 1996; Andrew, 1995)

2. Punishment based approaches do not rehabilitate offenders.

C.  Psychodynamic models

1. Meta-analyses have confirmed earlier literature that treatment interventions based on psychodynamic models have little impact on reducing recidivism (Kassenbaum, Ward, &Wilner, 1971; Murphy, 1972)

2. Andrews et al. (1990) concluded that “Traditional psychodynamic and non directive client centered therapies are to be avoided with general samples of offenders.”  In fact, these approaches were found to increase recidivism.

D. Cognitive-behavioral treatments-meta-analyses of what works with offenders in general have revealed that structured, cognitive-behavioral approaches that address criminogenic needs hold most promise in reducing recidivism (Andrews et al, 1990).

1. Cognitive-behavioral interventions are based on the psychological principle that cognitive processes affect behavior; by modifying thoughts, attitudes, reasoning, and problem solving-and by helping to develop new behaviors, it is possible to influence the frequency and severity of criminal activities.

2. Relapse Prevention (Marlatt & Gordon, 1985)-One of the basic premises of cognitive-behavior therapy is that behaviors and the thoughts that accompany them are tightly linked.  The main target of relapse prevention has been on the analysis and restructuring of these cognitive-behavioral chains.
E. Anger management-the anger-aggression relationship is a dynamic one.  Anger is a significant activator of aggression but can also occur independently of anger for instrumental reasons.

1. Howells (1989) writes that anger treatment is not indicated for those whose violent behavior is not emotionally mediated, whose violent behavior fits their short-term or long-term goals, or whose violence is anger mediated but not acknowledged.

2. Anger management can mean different things and can include:

a. Stress inoculation approach-uses a progressive acquisition of self-control coping skills.

b. Psychoeducational approach

c. Brief cognitive behavioral approach-One example includes Novaco’s cognitive model of anger (Novaco 1975).  According to this model, anger and aggression are mediated by an individual’s perception of threat from others and his or her ability to formulate strategies for managing conflict in a nonaggressive manner.  Teaching individuals how to copy more effectively with their anger has the following components.

1) Training individuals to recognize their unique early signs of anger so they are more aware of when they need to use anger management skills.

2) Teaching patients to recognize potentially provocative situations and to identify nonaggressive responses, such as problem solving.

3) Providing a repertoire of behavioral skills for managing conflict, such as walking away.

3. Social skills training as a form of anger management that addresses inadequate interpersonal skills necessary to manage angry conflict situations and angry feelings resulting in aggressive behavior.  Social skills training is a structured approach to teaching skills to psychiatric patients that is grounded in social-learning theory (Bandura, 1969).  Social learning theory in groups is conducted in the following sequence:

a. Establish a rationale for learning the skill.

b. Break the skill into component steps.

c. Model the skill in a role-play for participating patients.

d. Review with the patients that they observed in the role-play.

e. Engage one patient in a role-play to practice the skill.

f. Provide positive feedback about components of the skill that were performed well.

g. Provide corrective feedback regarding how patients could do the skill better.

h. Engage patients in another role-play of the same situation, provide additional feedback, and conduct more role-plays as necessary.

i. Assign homework to practice the skill.

VI.
GENERAL OVERVIEW OF INPATIENT APPROACHES:

A.  Important issues related to treatment by inpatient staff:

1. “Human factor” is essential and staff must have the ability to keep a distance from the patients and not to get over involved in their problems, while being caring, empathic and enthusiastic about the prospects of recovery.

2. Staff must be specifically trained for the tasks they will carry out such as cognitive-behavioral intervention and strategies to anticipate, prevent and manage aggressive behavior.

3. Staff must interact frequently with patients and model pro-social values and non-aggressive ways of resolving conflicts.

4. Staff must be empathic while at the same time enforce rules.

5. A disciplined ward regime leads to more positive change in cognitive and social functioning and less offending than do therapeutic communities or programs which focus on education and counseling (Craft & Craft, 1984).   

B. Behavioral Treatment Programs for Antisocial Personality Disorder:

1. The best behavioral program outcomes appear to come from those that are rigidly consistent, with little or no room for excuses or rationalizations.  (Reid, 2000).

2. May require very strict training and supervision of staff, or rules that cannot be overridden by staff.  

VII.
REVIEW OF RESEARCH REGARDING TREATMENT EFFICACY AND PSYCHOPATHY


A. Psychopaths are often viewed as “untreatable.”  Aspects of psychopathy proposed to interfere with clinical treatment includes:

1.  Emotional detachment prevents them from establishing a strong, genuine alliance with a therapist;

2. Features such as manipulation, pathological lying, shallow affect, and denial of responsibility prevent effective psychotherapy;

3. Deficits in learning may impair their ability to integrate and benefit from treatment experiences.

C. Concerns regarding research of treatment outcome and psychopathy (D’Silva et al 2004):

1. Studies of outcome and psychopathy focus on heterogenous groups if individuals with antisocial personality disorder, not necessarily psychopaths;

2. Few studies are prospective;

3. Lack control groups;

4. “Treatment” program not described.

VIII. SPECIFIC RESEARCH STUDIES REGARDING TREATMENT AND PSYCHOPATHY:

A. The Penetanguishene Study-“Treatment makes psychopaths worse”

1. Harris, Rice, and Cormier retrospectively evaluated a Therapeutic Community (TFC) at a forensic hospital in Penetanguishene, Ontario.

2. Therapeutic community evolved in psychiatric settings in England during the late 1940s under the leadership of Maxwell Jones.  

3. Principles of therapeutic community include (Jones, 1956; 1968):

a. Citizens of this community care materially and emotionally for one another;

b. Citizens follow the rules of the community;

c. Citizens submit to the authority of the group;

d. Citizens suffer sanctions imposed by the group;

e. Honesty, sincerity and empathy for others are highly valued.

5. Hare (1970) suggested that a therapeutic community that reshaped the social milieu might change some of the basic personality characteristics and interpersonal behavior of psychopaths.

6. Study by Rice et al., (1992) evaluated maximum-security therapeutic community for psychopaths and other mentally disordered offenders.

a. Subjects:  176 patients who spent at least 2 years in the therapeutic community program.  Matched comparison subjects were selected.

b. Program:
1) Peer operated and involved intensive group therapy for up to 80 hours weekly.  

2) Patients participated in fixed and long-term daily sessions with one or two patients and sat on committees that monitored and structured all aspects of their lives. 

3) There was very little contact with professional staff, an organized recreation or vocational training program.  

4) No programs were specifically aimed at altering procriminal attitudes and beliefs, teaching social skills or social problem solving or training life skills.

5) Patients had very little opportunity for diversion.

6) Entry into the program was not voluntary and patients could leave only after they convinced staff they had made clinical progress.

c. Outcome:  Subjects were classified as failures if they had incurred any new charge for a criminal offense, or had their parole revoked or were returned to the maximum-security institution for behavior that could have resulted in a criminal charge.  Results showed:

Recidivism Rates of Treated and Untreated 

Psychopaths and Nonpsychopaths

____________________________________________






Treated
Untreated
x2 (1)



     _____________________________________________



Psychopaths



  Any failure
  81

  90

<1



  Violent failure
  78

  55

4.12



Non psychopaths



  Any failure  
  44

  58   

3.87



  Violent failure
  22

  39

6.97

1) Psychopaths who participated in the therapeutic community exhibited higher rates of violent recidivism than did the psychopaths who did not.

2) Non psychopaths who participated in the therapeutic community had lower rates of violent recidivism than those who did not.

3)  This finding shows that an inappropriate institutional environment can actually increase criminal behavior.

4) Authors hypothesize that abilities to gain perspective of others, use emotional language and act in a socially skilled manner facilitated the manipulation and exploitation of others and were then associated with novel ways to commit violent crime.


d. However, many aspects of the program may have been inappropriate for the treatment of psychopathy.

1) Program was highly coercive;

2) Chiefly peer operated;

3) Extreme “defense altering” techniques-for example, patients were required to spend up to 2 weeks in nude encounter groups in “total encounter capsule,” where they were fed through tubes in the walls, in order to “achieve true communication and discover their essential nature.”

4) Psychopaths were administered LSD, alcohol, and other drugs to disrupt their glibness, aloofness, and hostility, increase their anxiety, and make them “chemically cooled out and dependent” and therefore more accessible to their peers and treatment.

C. The Saskatoon Study:  Psychopaths Improve Less During Treatment

1. A prospective study (Ogloff, Wong, and Greenwood, 1990) that prospectively evaluated a more structured, professionally supervised, and traditional TC that was established in 1980 to mobilize positive peer group influences to treat personality disordered MDOs at a forensic hospital in Saskatoon.

2. During treatment, patients classified as psychopaths (PCL-R >  27) manifested less motivation and somewhat less clinical improvement than did the non psychopaths.

D. The English Prison Service Study:  “Treatment makes offenders with Factor 1 traits worse”

1. A nonrandomized control study of 278 male offenders involved in seven English prisons.  PCL-R ratings were completed as part of the admission process, and 2-year reconviction rates were analyzed as a function of inmates’ participation in “short term anger management and social skills training programs.”

2. The authors found that psychopathy did not moderate the effect of treatment on reconviction.  

3. However, after dichotomizing offenders solely on the basis of their Factor 1 scores, the authors found that treatment was associated with higher rates of recidivism for Factor 1 scores.  

4. Of those with high Factor 1 scores, 59% of untreated offenders recidivated compared to 86% of treated offenders.   A similar pattern of results was found for offenders’ participation in the prison’s educational and vocational training programs.

E. The Kingston Study-“Some psychopaths behave deceptively well in treatment.”

1. Seto and Barbaree (1999) retrospectively studied a group-based relapse prevention program for imprisoned sex offenders in Kingston, Ontario.  The investigators completed pretreatment Hare PCL-R ratings on 283 sex offenders, reviewed offenders’ institutional files to derive a composite measure of treatment behavior, and obtained data on recidivism.
2. Treatment behavior was scored according to the offender’s attendance, level of participation, interactions with other group members, quality of homework assignments, and therapist ratings of motivation for treatment and treatment progress.
3. Offenders who scored high in psychopathy (>15) and better in treatment behavior were more than four times more likely to seriously reoffend than those in the other three groups combined.
4. HOWEVER, recent reanalysis of this data by Barbaree (2005) of the same group of male sex offenders with additional recidivism data showed that psychopaths reoffend more often but did not show any significant interaction between psychopathy and treatment behavior.  
F. MacArthur Foundation Study-“More frequent treatment for psychopaths decreases criminal recidivism” (Skeem et al 2002 
1. Followed 871 patients who as part of the MacArthur Risk Assessment Study of violence on discharged civilly committed patients (followed over a one year period).

2. All were rated using the PCL-SV-screening version of the PCL-R.  

3. Patients were followed up at 10 week intervals for one year and violent and non violent acts were reported through self report, collateral reports, and police reports.

4. The primary measure of treatment involvement was the total number of session that patients attended during each 10-week follow-up period.  This measure was dichotomized into 0-6 sessions and 7 or more sessions, on the basis of the results of Monahan et al. (2001) who found that this split in the number of sessions attended during the first follow-up was maximally predictive of violence during the second follow-up.  

5. 195 patients were classified as a least potentially psychopathic based on the PCL-SV score.   Only 6% of potentially psychopathic patients who received seven or more treatment sessions during the first 10 weeks after hospital discharge were violent during the 10 subsequent weeks, whereas 213% of potentially psychopathic patients who received six or fewer sessions were violent.

6. 72 patients who were formally classified as psychopaths were also followed.  Although 8% of the psychopathic patients who received seven or more treatment sessions during the first 10 weeks after hospital discharge were violent during the 10 subsequent weeks, 24% of psychopathic patients who received six or fewer sessions were violent.

7. The authors conclude, “This suggests that specific forms of symptom-focused psychotherapy, psychotropic medication, and substance abuse programs are potentially of great interest for their effects on patients with psychopathy.”
IX. RECENT META ANALYSIS EXAMING TREATMENT OF THE PSYCHOPATH:

B. Salekin (2002) reviewed 42 treatment studies on psychopathy.  He states that conclusions that psychopaths are untreatable.

C. Salekin concludes that “a surprise finding was that psychoanalytic therapy appeared to be effective in the treatment of psychopathy with an average success rate of 59% based on 17 studies and 88 psychopathic individuals.  Problems with this conclusion include:

1. No uniform definition of psychopathy between the various studies examined.  Looked at 17 studies that combined included 88 “psychopathic” individuals.  Studies were conducted prior to development of PCL-R, some as far back as 1940.  Treatment success depended on what definition of psychopathy was used.  

2. “Psychopaths” successfully treated with psychoanalysis were as young as age 8.  

3. Outcome measures varied with very few examining recidivism.  “Improvement” was often measured as by ability to show increase in concern for others and a reported increase in ability to experience guilt.

D. Concluded that cognitive behavioral therapies had a success rate of 62% suggesting that this approach might be slightly more effective than psychoanalytic therapies.  These findings were based on 5 studies looking at 246 individuals.  Limitations to this meta analysis finding includes:

1. No uniform definition of psychopathy.

2. No uniform measure of outcome.

Advantages to this finding when compared to effect of treatment of psychoanalytic approaches:

1. More emphasis on measuring criminal recidivism as outcome measure.

2. Much larger sample size.

E. Therapeutic communities were the least effective methods for treating psychopathy with an average success rate of 25%.

F. Other findings:

1. Individual therapy for psychopaths improved when augmented with group therapy.

2. Treatment programs that incorporate family members may be more beneficial.

X. SUMMARY POINTS

A. Primary Objective:  reduction of the frequency and severity of violent behavior rather than the modification of psychopathic personality characteristics.   You must have an understanding of the patient’s past history of violence to design an appropriate treatment plan.

B. If the goal of treatment is to instill affect (love) and morality (guilt) in the psychopath, the treatment provider may be disappointed.  Traditional “Freudian” psychodynamic and “Rogerian” non-directive or client-centered therapies do not appear to work for offenders or psychopaths (Gendreau, 1996; Losel, 1998) and studies that suggest that they do have are poorly designed.  

C. Treatment should focus on reducing the risk of violence and destructiveness by modifying the cognitions and behaviors that directly precipitate the violent behavior.
D. Hare (2006) recommends the following:

1. Combination of relapse prevention and cognitive behavioral correctional program

2. Tight control and supervision;
3. Stringent safeguards to maintain integrity of program

4. Highly trained staff

5. Cooperation at all levels of administration;

E. Pilot program named Chromis is currently being conducted in two sites in Great Britain.  

Chromis is a complex and intensive program that aims to reduce violence in high risk offenders whose level or combination of psychopathic traits disrupts their ability to accept treatment and change.  
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