
Community treatment for
offenders with personality disorder

Item Type Article

Authors Duggan, Conor; Khalifa, Najat

Citation Duggan, C. & Khalifa, N. (2007). Community treatment
for offenders with personality disorder. Psychiatry, 6 (11),
pp.470-473.

Download date 22/05/2023 15:12:51

Link to Item http://hdl.handle.net/20.500.12904/9672

http://hdl.handle.net/20.500.12904/9672


 
 
 
 
Title: Community treatment for offenders with personality disorder 
 
 
Duggan, C. & Khalifa, N. (2007). Community treatment for offenders with personality disorder. 
Psychiatry, 6 (11), pp. 470-473. 
 
 
Link to repository:  
https://repository.nottinghamshirehealthcare.nhs.uk/handle/123456789/1517 
 
Additional information: 
Article as accepted for publication in Psychiatry published by Elsevier available 
at http://dx.doi.org/10.1016/j.mppsy.2007.08.007  
 
© 2007. This manuscript is made available under the CC-BY-NC-ND 4.0 
license http://creativecommons.org/licenses/by-nc-nd/4.0/ 
 
Publisher: Elsevier 
 
Version note: 
The version presented here may differ from the published version or from the version of record.  If 
you wish to cite the following item, it is advised to consult the publisher version.  Access to the 
publisher version can be found via the repository URL listed above. 
 
For more information about this article, or the research repository, please 
contact repository@nottshc.nhs.uk  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please cite the published version 

Nottinghamshire Healthcare NHS Foundation Trust 
Institutional Repository 
repository.nottinghamshirehealthcare.nhs.uk 

https://repository.nottinghamshirehealthcare.nhs.uk/
https://repository.nottinghamshirehealthcare.nhs.uk/handle/123456789/1517
http://dx.doi.org/10.1016/j.mppsy.2007.08.007
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:repository@nottshc.nhs.uk


 

 

Community Treatment for Offenders with Personality Disorder 

 
AUTHORS  
 
Conor Duggan *   FRCPsych 
 
Professor of Forensic Mental Health 
The School of Community Health Science 
The University of Nottingham 
Duncan Macmillan House 
Porchester Road 
Nottingham NG3 6AA 
Tel: 01159555361 
Fax: 01159535370 
Email: conor.duggan@nottingham.ac.uk 
 
 
Najat Khalifa   MRCPsych 
 
Clinical Lecture in Forensic Psychiatry 
The School of Community Health Science 
The University of Nottingham 
Duncan Macmillan House 
Porchester Road 
Nottingham NG3 6AA 
Tel: 01159555361 
Fax: 01159535370 
Email: najat.khalifa@nottingham.ac.uk 
 
 
* correspondence  
 
 
Key words 
 
Personality disorder, community treatment, offending, mental disorder, 
forensic 
 
Word count 
 
Abstract: Main article:  
 
 
Conflicts of interest  

Community treatment for offenders with personality disorder    Duggan & Khalifa    Page 1 of 19 

mailto:conor.duggan@nottingham.ac.uk
mailto:najat.khalifa@nottingham.ac.uk


 

The first author works in a secure unit designed to treat personality disordered 

offenders even though he is advocating that this is likely to be a less effective 

option than working in the community.  
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ABSTRACT 

 

Although there are sound theoretical and practical reasons for providing 

treatments for offenders with personality disorder in the community, many 

practitioners are reluctant to do so, concentrating their endeavours rather in 

specialised in-patient units.  This is both iniquitous and an ineffective way of 

delivering treatment.  Although there are a number of impediments that 

discourage practitioners from working with this patient group in the community 

that we shall discuss, these need to be overcome if the treatment needs of 

this population are to be properly met.  Specifically, there needs to be a 

consensus on both the objective of the intervention and how this can be 

achieved.  We propose a model that considers both of these issues.   A more 

open and critical approach to our current service provision needs to be 

adopted if the very radical transformation of current service provision is to 

occur.        
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INTRODUCTION  

 

If a visitor from outer space were to examine our current provision for 

personality disordered offenders, he would surely be surprised by its current 

service configuration.  He might ask, for instance, why there is such a heavy 

concentration of services in a few costly in-patient units while the vast 

majority, detained in either prison or living in the community, are unlikely to 

receive any intervention from mental health services. He might also be 

surprised at how tenaciously practitioners hold on to specialised forms of 

intervention and discount the effectiveness of others, even though good 

quality evidence for either is either minimal or non-existent.  Finally, he/she 

might be surprised that further expansion of costly in-patient services are 

planned without any corresponding development of community-based 

interventions.  

 

A historical perspective is one way in which our current service configuration 

could be rationalised to our visitor. First, up to very recently, there was little 

interest in providing any mental health service for offenders with personality 

disorder outside of high secure hospitals. Although this situation has recently 

begun to improve, there is still a major shortfall in workforce capacity to meet 

this need.  Hence, it is understandable that the few practitioners that are 

interested in working in this area might wish to remain together for peer 

support. Second, even though there is a clear need for some form of 

intervention for personality disordered offenders, there remains uncertainty as 

to what this ought to be or even what is it is designed to achieve? This is 
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partly because the practitioner has a wide array of interventions to choose 

from with little guidance as to which works best for whom and to what 

purpose? Third, as the risk of an adverse outcome is substantially increased 

in the community (as compared with a secure setting); it is understandable 

that practitioners would choose to offer treatment in locations where such a 

risk is less likely.     

 

While these are well recognised and persistent challenges, it is clear that 

recent policy initiatives, together with evidence from research, encourages a 

different approach. So while the debate continues on such fundamentals as 

the nosology of personality disorder and which treatments are most effective, 

we would argue that there is now sufficient or ‘good enough’ knowledge to 

make some sensible suggestions as to how the field ought to develop.  Hence 

in this article we will review briefly what we know (or do not know) in this area 

and suggest a model for the management of personality disordered offenders 

in the community.  

 

The evidence base in support of interventions for those with personality 

disorder:  

 

Service development and its provision ought to have a proper evidence base 

so that the interventions used are both effective and efficiently administered.  

Evidence in support of efficacy is best produced by a systematic review of the 

data so that an unbiased estimate of the effect can be obtained.  This in turn 

depends on clear definitions of the population being served (P), the 
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intervention (I), the comparator (C) and the outcome (O); summarised by the 

acronym (PICO). Unfortunately, for those with personality disorder (and 

particularly those who, in addition, have an offending history) all of these are 

the subject of controversy.  (This has been reviewed by Duggan et al 1 from 

which the following is a distillation.)  

 

The Population: Defining the population is the first step in any systematic 

review – yet for personality disorder ‘…it remains the biggest problem’ 2. This 

continues and is a particular problem when trying to disentangle antisocial 

personality characteristics from criminality 3 giving rise to, perhaps, an 

artificially high rate of ASPD in prison 4, 5. The Intervention:  A practical 

difficulty for the mental health professional is that there are a very large 

number of both pharmacological and psychological interventions that are used 

in the treatment of personality disorder. As Livesley 6 acidly points out, the 

current evidence on effectiveness of treatments for personality disorder 

‘…calls to mind the medical adage that when multiple treatments are 

proposed to treat a condition, none is very effective’.  While current 

interventions are not substantially effective, they do have some modest effect.  

However, this effect is mediated largely through factors that are common to all 

therapies rather than through their specific components. Despite this lack of 

evidence for specific effects (or perhaps because of it), practitioners 

nonetheless hold tenaciously to specific therapies. The Comparator: A 

criticism of the (relatively few) randomised controlled trials in personality 

disorder is that the experimental arm is evaluated against treatment as usual.  

Unfortunately, this automatically confers an inflated advantage to the 
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experimental treatment as it is likely that this will be more enthusiastically 

espoused by those conducting the trial as compared to the treatment as 

usual. Hence caution is needed when interpreting the outcome of such trials. 

The Outcome: This is a particular thorny issue in forensic mental health as 

practitioners have only recently accepted that a reduction in the risk of re-

offending is a legitimate outcome, in addition to improving an individual’s 

symptomatic well-being.   

 

The fact that there are problems with each component of PICO for the 

treatment of personality disordered offenders leads to two conclusions: (a) it 

ought to temper the enthusiasm of practitioners for any one modality of 

treatment over another but also (b) it ought to liberate service providers in not 

having to concentrate on any one therapeutic approach, as they are probably 

all equally effective (or ineffective). Hence treatment provision ought to be 

decided by the expertise available in the local work force rather than the 

allegiances to specific therapies. As we know that these capabilities are 

limited, this is important.  In order to give guidance to practitioners, we need to 

be clear on (a) the purpose of the therapy and (b) how various treatments can 

be integrated in a sensible manner.   

 

What ought to be the treatment outcome for personality disordered 

offenders in the community?  

 

There has been a major sea change in forensic mental health practice within 

the past decade with a much greater focus nowadays on the management of 
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risk.  This has arisen because of a realisation that mental disorder (and 

especially antisocial personality disorder) is positively related to re-offending, 

(b) that  the same criminogenic factors 7  predict re-offending in both mentally 

disordered and non-mentally disordered offenders, and (c) that rehabilitative 

programmes developed to reduce criminality have some positive effect.  

Interestingly, it is recommended that criminogenic programmes ought to be 

delivered in the community if they are to be effective 8. As the rate of re-

offending among personality disordered offenders in the community is high 9 

we argue that reducing the likelihood of re-offending in personality disordered 

offenders ought to be the primary outcome.  We will return to this later and 

discuss some of the additional problems in augmenting criminogenic 

programmes for those with co-occurent personality disorder; however, let us 

first consider currently accepted views on the treatment of personality disorder 

in general.   

 

Following the work of Livesley 6 who recommends an integrated approach in 

the treatment of those with personality disorder, we divide the provision of 

such treatment into three phases.  We will briefly describe each of these, 

together with the problems associated with each of them in this population.  

 

Phase 1: The assessment phase   

 

Purpose: This is to delineate the individual’s personality difficulties and to 

share these with the individual so as to provide a common understanding.  

This is essential in two respects: (a) it provides a focus for the ensuing 

Community treatment for offenders with personality disorder    Duggan & Khalifa    Page 8 of 19 



treatment that otherwise might be dissipated as these are individuals with 

multiple problems and (b) it helps build up therapeutic engagement.  (The 

latter is crucial as there is a high rate of drop-out in this group.) For instance, 

in an individual with a paranoid personality, the assessment might identify 

suspiciousness of others and a tendency to bear grudges as being core 

personality traits that generate problems in an interpersonal context.  This is 

helpful to the assessor in that it suggests that, not only should working 

towards a more trusting attitude be one of the foci of the therapeutic work but 

that, in addition, it is likely that a failure of trust is also likely to arise in 

relationship to the therapist. Being aware of this in advance is of benefit to the 

therapist in anticipating how ruptures are likely to arise within the therapeutic 

relationship.   

 

Problems: Assessing personality disorder is, unfortunately, not a straight 

forward matter with many different approaches, including clinical interview, 

self-report inventories (e.g. MCMI) 10 semi-structured interviews (e.g. SCID-

1111 and IPDE 12).  We have favoured the IPDE in our service, and while it is 

highly reliable 13 it is cumbersome and time consuming to administer and 

requires both experience and training on the part of the assessor.  What is 

urgently needed therefore is some simpler assessment that can be readily 

applied by many to provide an assessment that is adequate for what is 

required.  

 

Phase 2: The Skills Acquisition Phase    
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Purpose: This is especially relevant for mentally disordered offenders with 

personality disorder whose primary problem is best construed as in terms of 

deficits.  That is to say, either because of innate temperamental deficits or 

adverse environmental experiences (or more usually both), these individuals 

have failed to acquire the capacity to manage their emotional disturbance in a 

manner that is socially adaptable.  This also includes such secondary 

compensation as the misuse of drugs and alcohol.  

 

This is the basis of the preliminary phase of many of the recent therapies 

(such as DBT) where there is an explicit focus in providing the individual with 

a capacity to contain their disturbance rather than to act it out.  Although the 

containment of disturbance has always been a well recognised component for 

all therapies, what is new in recent provision is an explicit training in skills 

acquisition so that this can be achieved.  This is also so much a core 

component of criminogenic programmes that it does not need to be 

considered further.  One additional component of this phase that is frequently 

omitted is the use of prescribed medication that can be of significant benefit in 

this phase. In our experience, the use of medication is often neglected so that, 

for instance, individuals with emotional dysregulation have either been 

deprived entirely of drug interventions that could help them or being over-

medicated in prison with idiosyncratic prescribing that may continue into the 

community. 

 

Problems: At one level, this phase ought to be easily manageable within the 

community as these skills are easily available. However, because of structural 
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problems between the different services, a timorous approach to prescribing 

and a general lack of co-ordination, this often does not work as effectively as 

one might anticipate.  This is clearly an area that could repay any investment 

several fold. 

 

Phase 3: The Integration of Self  

 

Purpose: It is clear to anyone working with those with personality disorder 

that the problems that they suffer from are usually complex and of long 

duration; consequently, attempting to deal with such difficulties solely by a 

skills-based approach is likely to be insufficient so that one needs to proceed 

further and engage the individual in a process of self integration 14. 

Approaches to be considered here are Cognitive Analytic Therapy, Schema 

Focused Therapy, Transference Focused Therapy and the like.   

 

Problems: Although this a laudable aim, we believe that its applicability to 

those with personality disorder and an offending history in the community to 

be limited for the following reasons: (a) Clinical experience indicates that most 

of those in this population will have great difficulty in managing even Phase 2 

and hence are unlikely to proceed to Phase 3. (b) The numbers of therapists 

who are adequately trained to perform this Phase 3 function are extremely 

limited.  Hence, this combination of individual vulnerability together with a 

limited capacity in the work force suggests that this is unlikely to be realised, 

however desirable as an aspiration.   
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Applying such principles to an offending population.  

 

If one accepts that (a) the main object with personality disordered offenders is 

to reduce re-offending and (b) that criminogenic type programmes are the 

most proven way achieving that aim; then why not apply such programmes to 

personality disordered offenders?  Unfortunately, this is not straightforward. 

For instance, little is known about how personality disorder mediates 

offending behaviour. Current literature suggests that psychopathy, hostility, 

anger, lack of victim empathy and impulsivity amongst other factors increase 

the risk of offending in those with personality disorder 9. In addition, co-morbid 

axis 1 disorders (that are common) together with drug and alcohol misuse 

(again very common in this group) are important and need to be considered 

as treatment targets in their own right. Second, although criminogenic 

programmes do appear to be effective, this is modest with an effect size 

across programmes of 0.1 (i.e. those who engage in programmes are about 

10% less likely to re-offend than if they had not) 15. Third, it is likely that the 

co-occurrence of personality disorder in offenders is likely to diminish their 

response to criminogenic programmes further just as their co-occurrence 

diminishes the response to interventions in other psychiatric conditions. 

Hence, it is likely that unless criminogenic programmes are adapted to take 

account of the individual’s personality difficulties, that they are likely to fail.  

But, how is this to be done?  

 

One of the general criticisms of our current approaches to treatment in this 

area is that once a personality disorder is diagnosed, it appears to have little 
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effect thereafter on the intervention.  For instance, anger management is often 

a recommendation for those with a variety of personality disorders but while 

anger is a ‘symptom’ of Antisocial (ASPD), Borderline (BPD) and Narcissistic 

Personality Disorder (NPD); little attention is given to the type of personality 

disorder when applying the intervention. This overlap of a ‘symptom’ such as 

anger across a range of disorder creates both a ‘boundary problem’ (i.e. the 

same individual may end up with a number of personality disorders), and 

reduces the effectiveness of the therapy unless these differences in the 

‘symptom’ are recognised.   

 

One way of resolving this ‘boundary problem’ according to Benjamin 16 is by 

specifying the ‘…particular interpersonal context…’ in which the specific 

‘symptom’ might be manifest.  For instance, she suggests that for BPD, anger 

is precipitated by panic of abandonment and executed so as to force the 

caregiver to provide the necessary attention and nurturance.  In contrast, for 

those with ASPD, anger is evoked so as to maintain control and distance and 

hence is cold and functional.  In NPD, anger results as a function of 

entitlement so that they become angry when their needs are not immediately 

fulfilled. Thus, Benjamin 16 implies that one needs to know the ‘intentionality’ 

behind the expression of ‘anger’ in order to nest it appropriately between 

these different disorders of personality.  Similarly, we would argue that one 

needs to focus on the ‘intentionality’ behind the ‘symptom of anger’ when 

delivering criminogenic programmes on anger management for those with 

personality disorder.  Failure to attend to this differentiation may explain the 

Community treatment for offenders with personality disorder    Duggan & Khalifa    Page 13 of 19 



relative failure of anger management programmes for particular groups of 

offenders 17.        

 

The Importance of ‘Drop-outs’ 

Although there are good reasons for providing treatment to personality 

disordered offenders in the community, a major drawback is that there is a 

strong likelihood that many will drop out from treatment.  This is because  the 

drop out rate from treatment in those with personality disorder, is both   high 

generally but is especially predicted by the presence of hostility 18, 19 and a 

forensic history 20, , all of which are likely to occur in this population. Hence, 

offering such individuals treatment in the community needs to be carefully 

assessed as, if the individual subsequently drops out of treatment, this has 

two adverse consequences. (a) It is an ineffective use of limited resources (b) 

it risks making the individual worse in the longer-term as those offered 

interventions but who drop out fare worse than those who went untreated 21. 

Hence, the commonly-accepted view that it is better to do something rather 

than nothing, needs to be vigorously contested.  

 

Summary: 

We believe that any fair evaluation of our current provision for personality 

disorder offenders illustrates significant anomalies.  On the one hand, there 

are large numbers of personality disordered individuals in the community (and 

episodically in prison), the majority of whom do not receive any intervention 

that might reduce their risk of further re-offending.  On the other, there are a 

small number of individuals in expensive secure institutions, many of whom 
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are resistive to or resistant to the interventions being offered to them. Hence, 

the provision of treatment needs to be re-realigned so that it better meets the 

needs of the individuals concerned.  To do so however, will need a radical 

change in our current thinking as it will challenge several professional vested 

interests.  One way to do this is to critically evaluate the evidence in support 

of what is being provided and accept its findings. Unless services adapt to this 

challenge, we fear that the field will once again become a backwater in 

medical practice.       
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Practice points 

 

 

 
Practical provisions for personality disordered individuals in the community 

The following recommendation for work with MDOs with PD in the community is based on 

the following assumptions:  

• The primary outcome is a reduction of offending 

• Well designed programmes are already in place that have been demonstrated to 

have a modest effect (e.g. R & R, ETS, CALM etc )  

• There is a large deficit in the workforce’s capacity able to carry out this role so 

that any service delivery needs to optimise the capacity of the existing staff that 

are already well trained in the delivery of criminogenic programmes.   

• Co-morbid personality disorder is likely to impair the response to conventional 

criminogenic programmes; hence addressing the interaction between the 

personality difficulties and criminogenic factors systematically is what is required.  

• Finally, effective management of personality disordered offenders in the 

community requires in addition to dedicated multi-disciplinary work, collaboration 

with criminal justice agencies, particularly probation services and MAPPP.  This 

will mean that there is a sensible nomenclature so that all the agencies involved 

are properly appraised of the issues so that they are signed up to a common 

approach. 
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