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CHAPTER 1

Antisocial Personality Disorder

An Introduction

Frederick Rotgers and Michael Maniacci

The therapy of patients with disorders of character or personality has been
discussed in the clinical literature since the beginning of the recorded history
of psychotherapy. Literature on the psychotherapeutic treatment of specific
personality disorders has emerged more recently and is growing quickly.
The main theoretical orientation in the psychotherapeutic literature on treat-
ment of personality disorders has been psychoanalytic (e.g., Kernberg, 1975;
Masterson, 1978; Reid, 1978). Psychoanalytic writers have produced a rich
literature on treatment of these patients for more than 30 years.

More recently, cognitive behavioral therapists (e.g., Beck & Freeman,
1990; Young, 1994) have offered a cognitive behavioral treatment approach.
Despite the literature in this area, there have been few opportunities for a
comparison and integration of extant models. Very often, writers end up
“preaching to the converted” in that those therapists who are psychodynami-
cally oriented tend to read the psychodynamic literature just as cognitive and
behavioral therapists stick to their own literature. Cross fertilization of ap-
proaches is thereby stymied.

Probably no single diagnostic group engenders as much concern, con-
sternation, and fear among therapists as does Antisocial Personality Disorder
(APD). This concern and attention stems from the fact that these patients usu-
ally require more time in treatment (when they come), more energy on the
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2 ANTISOCIAL PERSONALITY DISORDER

part of the therapist (where the patient may offer very little to the therapeutic
collaboration), and more time and attention from the care system (because
of the chronicity of personality disorders), all without the same progress and
gratification seen with many other patients. In fact, many therapists simply
throw up their hands and claim that these individuals cannot be treated in
psychotherapy. The patient diagnosed as having APD often ends up “clogging
up” the legal and mental health systems, continually relapsing and given to
extensive utilization of mental health treatment services with little positive
change.

Given all of the difficulties in treating these patients, they still must be
treated. The best model for treatment is debatable. Theorists often advocate
the application of their etiologic, conceptual, philosophical, and treatment
model, to the exclusion of other approaches. What has not, to this point,
been explicated are the similarities and differences between various etiologic,
conceptual, philosophical, and treatment models.

In this volume we attempt, in small measure, to provide a forum in
which experts in prominent models of treatment for patients with APD all
answer the same set of questions with respect to their treatment model, ad-
dressing both conceptual and technical aspects of the model. Authors were
provided with a prototypical case study of a patient with APD to serve as the
springboard for their answers.

Before we turn to the questions and a brief overview of APD, we need
to state that this book is not intended to be a comprehensive survey of the
treatment of APD. Rather, we have selected a number of prominent models of
treatment that we believe span the psychodynamic, eclectic, and behavioral
approaches to treating these patients. There are certainly other models avail-
able, and we do not intend to imply that these models are the only ones, nor
that they are the most efficacious. We leave the latter judgment to outcome
researchers, who are only recently beginning to examine outcomes specifi-
cally with APD.

STRUCTURE OF THE BOOK
In the remainder of this chapter we will present a brief overview of the con-
struct of APD, with a focus on diagnostic considerations and several ongoing
controversies regarding the construct of APD. We will not review the extant
treatment outcome literature, for the primary reason that there is virtually
no well-designed outcome research that focuses solely on APD outcomes. In
fact, virtually all of the experimental treatment outcome research with these
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patients has occurred in the context of treatment of substance use disorders,
a very common co-occurring set of disorders in patients with APD.

Following this overview, we will detail the questions our authors were
asked to address with respect to the treatment of Frank J., whose case is
presented in detail in chapter 2. The responses of our chapter authors fol-
low. We will conclude in our final chapter with a summary and synthesis of
the responses our authors provided. It is our hope that this discussion will
stimulate not only development and enhancement of treatment for patients
with APD, but that it will also provide impetus for outcome research on the
treatments outlined.

OVERVIEW OF APD

In this section we will briefly review the history and construction of the con-
cept of APD and the current criteria for its diagnosis, and we will describe
some of the clinical features of the disorder that are most relevant for treat-
ment. In addition, we will address two continuing controversies in the field
regarding APD: the relationship of morality and criminality to APD, and the
question of whether APD represents a qualitative or quantitative departure
from normal personality functioning. Finally, we will examine the somewhat
sparse outcome literature for the treatment of APD. Of necessity, this chapter
will be less than comprehensive. For a more detailed discussion of these issues
we would refer the reader to the excellent chapter on “Antisocial Personality
Disorders: The Aggrandizing Pattern” in Millon and Davis's book Disorders of
Personality: DSM-IV and Beyond (1996, pp. 429-469). Although written from
a particular theoretical perspective, this chapter presents a detailed overview
of the concept of APD and reviews in more detail the controversies we will
only touch upon here.

The concept of APD is quite old, dating, in a surprisingly modern form,
to Aristotle (Millon & Davis, 1996), whose description of the “unscrupulous
man” is perhaps the earliest of this personality pattern. As the concept of APD
evolved into the 18th and 19th centuries, it became increasingly linked with
criminality and immoral behavior. This linkage persists today, and for some
theorists (e.g. Millon & Davis) it represents a major problem in the current
diagnostic system for APD. Specifically, the association of APD with criminal
and immoral behavior needlessly limits the concept to those with criminal
involvement or those whose behavior is considered immoral. Many theorists
believe that this limitation results in the omission of many people whose per-
sonality functioning is clearly the same as that in persons who end up in the
criminal justice system, but who never become so involved. It is believed
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that many people who show many of the behavioral characteristics of APD,
but whose behavior is highly valued, and often encouraged, by society, are
omitted from this diagnostic group because of this distinct focus on criminal-
ity and irresponsible behavior. Examples of these “omitted” personality types
are, these theorists argue, to be found among highly successful businessmen,
politicians, and leaders (Millon & Davis).

The question of the moral tone of the criteria for diagnosing APD is
considered by some theorists to be at odds with recent attempts to make
the diagnostic system (the DSM) more objective and research based. These
theorists point to the elimination of the “disorder” homosexuality from the
DSM in the late 20th century as an example of this trend (Millon & Davis,
1996).

Controversies such as these abound in the literature on APD. While
making reference to them, we will not attempt to resolve these issues here.
It is important to recognize these controversies, as they contribute to some
degree, in our view, to some of the major issues in the treatment of APD. Spe-
cifically, the issue of countertransference, which many of our authors address
explicitly in their chapters, carries with it the moral and ethical context in
which the therapist was raised and trained. Much negative countertransfer-
ence in treating patients with APD arises, in our view, from views of the mo-
rality and legality of behavior that are instilled developmentally in therapists
by virtue of their having grown up in Western society.

The second controversy centers on whether or not APD represents a
qualitatively different personality pattern or whether it is merely an extreme
form of a cluster of personality traits and behaviors that are also found in
individuals without personality disorders. This controversy also has an im-
pact, in our view, on how therapists view and work with patients with APD.
If APD is considered to be simply an extreme form of what is potentially
a “normal” or non-pathological personality make-up, then treatment may
hope to move the patient along the continuum toward the “normal” pole and
lasting changes may be possible. However, if APD represents a qualitatively
different form of personality and behavior (perhaps as the result of biological
factors not found in patients who do not qualify for an APD diagnosis), then
the task of treatment may become one of simply managing the symptoms and
behaviors of APD, rather than producing a “cure.”

The question of the dimensionality of APD is also seen in a persis-
tent controversy surrounding the concept of “psychopathy” (Hare, Hart &
Harpur, 1991). Many theorists believe that APD falls along a continuum
of severity, with “psychopathy” representing the most impaired end of the
continuum. The incidence of “psychopathy,” conceived of as the most severe
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manifestation of APD, is lower than that of APD generally, but it is believed
that these patients are among the most refractory to treatment. A continuing
controversy in the field is whether patients who qualify for the designation of
“psychopath” require qualitatively different treatment than do patients whose
APD is less severe. There is also some controversy as to whether “psycho-
paths” are actually a different diagnostic group from patients diagnosed with
APD, rather than representing a more severe form of a larger disorder.

With these controversies in mind, let us now turn to the criteria for diag-
nosing APD. These criteria themselves have evolved over the years and, while
they are perhaps more useful in their current form than in historical forms,
there is still room for refinement and improvement (Millon & Davis, 1996).

The DSM-IV-TR includes APD as one of what are termed “Cluster B” per-
sonality disorders. These disorders (the others in Cluster B include Borderline,
Histrionic, and Narcissistic Personality Disorders) all share a tendency for
patient behavior to be dramatic, emotional, or erratic (American Psychiatric
Association [APA], 2000). As with all personality disorders, the traits and be-
haviors of APD must be more than transitory in order for the diagnosis to be
made. Merely engaging in antisocial, criminal, or other behaviors associated
with the diagnostic criteria is not sufficient to qualify a patient for a diagnosis
of APD. The index behaviors and traits must be part of “enduring patterns of
perceiving, relating to, and thinking about the environment and oneself that
are exhibited in a wide range of social and personal contexts” (APA, p. 686).
In order to qualify for a diagnosis of APD, the patient must have shown the
characteristics of the disorder in many contexts and over a prolonged period
of time. The DSM-IV-TR also requires that at least some of the behaviors that
are central to APD be apparent prior to age 15 years in the form of evidence
of Conduct Disorder. However the diagnosis of APD requires that the patient
be at least 18 years old. The complete criteria for diagnosing APD are pre-
sented in Table 1.1.

The prevalence of APD is, fortunately, not high, with estimates in males
clustering at about 3% and in women at 1% (APA, 2000). Although rare, it
is clear that people with APD exact a toll in consequences to themselves and
others far in excess of their numbers in the general population.

Persons who qualify for a diagnosis of APD also are highly likely to
suffer from co-occurring disorders, most frequently a substance use disorder,
although depression and anxiety disorders also occur in these patients. The
most frequent co-occurring disorder is likely to be another personality disor-
der, however, particularly other Cluster B disorders (Millon & Davis, 1996).
The presence of co-occurring psychopathology frequently complicates treat-
ment, as will be seen in the case of Frank, to be presented later.
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TABLE 1.1
DSM-IV-TR Diagnostic Criteria for Antisocial Personality Disorder

A. There is a pervasive pattern of disregard for and violation of the rights of others oc-
curring 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 as indicated by
repeatedly performing acts that are grounds for arrest.

2. deceitfulness, as indicted by repeated lying, use of aliases, or conning others for
personal profit or pleasure.

. impulsivity or failure to plan ahead.
. irritability and aggressiveness, as indicated by repeated physical fights or assaults.

. reckless disregard to safety of self or others.

N Ut A~ W

. 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 others.

B. The individual is at least age 18 years.

@)

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

D. The occurrence of antisocial behavior is not exclusively during the course of Schizo-
phrenia or a Manic Episode.

From a more descriptive perspective, the DSM-IV-TR focuses on the es-
sential feature of APD as being a “pervasive pattern of disregard for, and vio-
lation of, the rights of others . . . ” (p. 701). Associated features include a lack
of empathy, a callous and cynical worldview, and contempt for the feelings
of others. These features are among those that have led to difficulty in the
psychotherapeutic treatment of patients with APD, as it is believed that they
are unable to form an adequate therapeutic relationship as a result.

Another clinical characteristic of patients with APD is an arrogant and
inflated self image that is often manifested as being extremely opinionated
and cocky. These patients are often glib, charming, and verbally facile. Many
patients who meet criteria for an APD diagnosis are impulsive and have a
history of aggressive or violent behavior. They are often irresponsible in rela-
tionships and with respect to obligations to others and exploit others to their
own ends. Lawbreaking is common, although not universal, among these
patients. Of note is a frequent lack of concern for themselves that mirrors
their lack of empathy and concern for others. This results in a very high
incidence of premature mortality among these patients. For example, Verona,
Patrick, and Joiner (2001) found that signs of chronic antisocial behavior
on the Psychopathy Checklist-Revised (Hare, 2003), a widely used measure
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of psychopathy and antisocial personality, were significantly correlated with
prior suicide attempts in a sample of male prisoners.

From the perspective of treatment, the main concerns about working
with patients with APD have to do with their lack of ability to empathize and
“connect” with others on an emotional level, factors that make a solid work-
ing therapeutic relationship. Patients with APD have been found to terminate
therapy earlier on average than other patients (Hilsenroth, Holdwick, Castle-
bury, & Blais, 1998). This issue takes prominence in the consideration of the
case of Frank that our authors were asked to address. Also of concern from the
perspective of treatment is the strong tendency toward impulsivity often seen
in patients with APD. This may get in the way of generalizing gains made in
session to their lives outside, as they often react to immediate contingencies
without thinking through consequences. The possibility of anger and aggres-
sive behaviors that are often manifest in an intimidating and aggressive stance
toward others, including the therapist, is a frequent concern in working with
these patients.

Treatment outcome research on APD specifically is largely lacking. In
fact, our efforts to locate well-designed outcome studies specifically for APD
met with no success. However, there is a body of research that suggests that
when APD co-occurs with a variety of other Axis-I disorders, prognosis for
treatment of those disorders is poorer (e.g. Compton, Cottler, Jacobs, Ben-
Abdallah, & Spitznagel, 2003).

With this brief overview of APD in mind, we will now turn to the ques-
tions our authors were asked about the case of Frank, whose history will be
presented in chapter 2.

QUESTIONS FOR AUTHORS
As with other volumes in the Comparative Treatments series, the questions
our authors were asked about Frank are aimed at focusing their discussion of
their treatments in a way that will allow side-by-side comparison with other
approaches. In the interest of both space and interpretability, authors were
asked to restrict the length of their answers. What follows are the specific
instructions we provided to our authors.

Instructions for Authors:
We would like you to organize your response to this case in the following
manner:
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I. Please describe your treatment model in no more than 3—4 double-
spaced pages.

II. What would you consider to be the clinical skills or attributes most
essential to successful therapy in your approach? (1-2 pages).

It is important to the goals and mission of this volume that you an-
swer each of the following questions regarding the enclosed case ma-
terial. Please limit your response to each question to no more than
two double-spaced pages (500 words).

II1.

1.

10.

11.

12.

What would be your therapeutic goals for this patient? What
is the primary goal? What is the secondary goal? Please be as
specific as possible.

. What further information would you want to have to assist in

structuring this patient’s treatment? Are there specific assess-
ment tools you would use (data to be collected)? What would
be the rationale for using those tools?

. What is your conceptualization of this patient’s personality, be-

havior, affective state, and cognitions?

What potential pitfalls would you envision in this therapy?
What would the difficulties be and what would you envision to
be the source(s) of the difficulties?

. To what level of coping, adaptation, or function would you see

this patient reaching as an immediate result of therapy? What
result would be long-term subsequent to the ending of the
therapy (prognosis for adaptive change)?

What would be your timeline (duration) for therapy? What
would be the frequency and duration of the sessions?

Are there specific or special techniques that you would imple-
ment in the therapy? What would they be?

Are there special cautions to be observed in working with this
patient (e.g., danger to self or others, transference, countertrans-
ference)? Are there any particular resistances you would expect,
and how would you deal with them?

Are there any areas that you would choose to avoid or not ad-
dress with this patient? Why?

Is medication warranted for this patient? What effect would you
hope/expect the medication to have?

What are the strengths of the patient that can be used in the
therapy?

How would you address limits, boundaries, and limit-setting
with this patient?
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13. Would you want to involve significant others in the treatment?
Would you use out-of-session work (homework) with this pa-
tient? What homework would you use?

14. What would be the issues to be addressed in termination? How
would termination and relapse prevention be structured?

15. What do you see as the hoped-for mechanisms of change for
this patient, in order of relative importance?

TREATMENT APPROACHES
To answer these questions we invited a group of authors whose theoretical
positions range from avowedly psychodynamic, through more eclectic, to
avowedly behavioral and cognitive behavioral.

The approaches we have included are: a psychodynamic approach based
largely on object relations theory (Benveniste); an Adlerian approach (Mani-
acci); a biosocial learning approach based on Millon’s broad conceptualization
of personality disorders (Dorr); motivational interviewing, an avowedly Rog-
erian approach (Ginsburg, Farbring, & Forsberg); a largely eclectic approach
based in Criminal Lifestyle theory (Walters); a more traditional cognitive
behavioral approach (Freeman & Eig); and an approach based in Dialecti-
cal Behavior Therapy (Linehan, REF) which has been studied extensively for
treatment of other personality disorders, specifically Borderline Personality
Disorder (McCann, Comtois, & Ball).

We also enlisted a chapter exclusively on psychopharmacological ap-
proaches (Freeman & Rathbun). While still not to the point where medi-
cations can be used as the sole treatment for APD (if that will ever be the
case), recent clinical literature has begun to include medications as a useful
adjunct to psychotherapy with these patients. We therefore thought it impor-
tant to provide readers with an overview of current psychopharmacological
approaches to treating aspects of APD that can then be incorporated (and are
incorporated by many of our chapter authors) into a broader spectrum treat-
ment approach for these patients.

Let us now turn to our authors.
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CHAPTER 2

The Case of Frank

Arthur Freeman

Frank J. is a 48-year-old Caucasian male referred for evaluation and therapy
via the court system as a result of drunk and disorderly charges placing him
in violation of his parole. In his initial clinical assessment, he is described as
about 6 ft 1 in. tall, fit looking with a muscular build, a deep tan, a scar on the
bridge of his nose, and his hair stretched from one side of his head to cover
his baldness. He was wearing an expensive Italian suit and shoes with styl-
ishly coordinated silk shirt, tie, and kerchief. He was well-spoken, presenting
to the interviewer with a demeanor of apparent warmth and familiarity mixed
with an air of disdain that eluded tangible description. He appeared to use eye
contact as a means of intimidating the interviewer rather than as a means of
establishing rapport and enhancing communication and relatedness.

To obtain information from a broad range of individuals in Frank’s world,
releases to obtain information from Frank’s wife and other close relatives were
sought. They were only obtained following the intercession of Frank’s parole
officer due to Frank’s resistance to signing release forms. Because of the ra-
tional concern expressed by Frank’s wife regarding his well-being, combined
with her understanding of the need for accurate assessment data, obtaining
background information from potentially useful sources became a much less
daunting task than expected.

BACKGROUND INFORMATION
Frank J. is the older of 2 brothers, 2 years older than his younger brother
Jimmy. When he was age 7 years, his mother died of causes of which he

11
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was unsure. Both boys were raised primarily by their father, a career military
man who was stationed periodically at Fort Riley, Kansas, while Frank and
his brother lived at home in Pennsylvania under the supervision of various
housemaids and relatives. The boys would often spend entire summers at
their maternal grandfather’s chicken farm in Delaware and again would have
little adult supervision. Frank’s father was described by Frank’s maternal aunt
as a heavy drinker who was often physically and verbally abusive toward
his sons. His verbal interactions were typically characterized by a litany of
insults, name-calling and put-downs, and without a word of encouragement
or support he would often humiliate the boys in front of others as a form of
punishment.

Frank’ brother recalled an incident during a family gathering when he
and his brother were aged 8 and 10 years where his father, while in a state of
intoxication, became enraged at the boys because a football they were playing
with accidentally bounced onto the picnic table. The boys were ordered to
pull their pants down in front of all those present while their father proceeded
to warm their bare hides with a wooden switch. Frank’s brother remembers
that Frank stood there stoically while he [the brother] was further derided for
losing control of his bladder. He marveled at how he could hear an almost
inaudible growl coming from Frank, while he himself would stand shaking
and sobbing during these types of episodes. He finished by confiding: When
I look back at my childhood, what T remember most about the holidays and
family get-togethers is being berated and ridiculed by my drunken father.

Frank’s maternal aunt became a fairly rich source of material regarding
Frank’s childhood experiences and presentation. She remarked that by the
age of 3 years, he seemed different from the other children in the family.
She found it most curious that he never seemed to cry or show signs of fear.
She recalled that in contrast to his brother Jimmy, who wept openly during
their mother’s funeral, Frank showed no emotion at all. She added that she
gradually came to the realization that Frank was not receptive to her attempts
at expressing affection nor would he show any in return. She described that
when he was little he was a real chore to baby-sit for as he seemed unable
to stay focused on any one thing or activity for any length of time. He was
so active and intense that she would be worn out just watching him. She
recounted that when playing with other children, he was often aggressive
and bullying and seemed to pay little regard to adult interventions. On many
occasions the adults present would have to take turns physically restraining
him. She noted that as he got older this energy more and more found its out-
let in increasingly dangerous and risky behaviors. “I remember the time he
dove off a 30 foot cliff into the bottom of a quarry apparently on a dare. He
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ended up in the emergency room unconscious and with a huge gash across
his broken nose. He always seemed to have an assortment of bumps and
bruises or a cast on a leg or an arm.” In addition, he was always getting into
fights, missing school, and running away from home.

She mused that he seemed to have a kind of secret life to which no
one in the family was ever privy. At a loss to explain the many apparently
expensive material items (clothing, shoes, wrist watches, etc.) she would
find in Frank’s room, she would nonetheless avoid questioning him for fear
of a violent outburst. With some hesitation, she recounted an incident in
which she overheard some of Jimmy’s friends discussing an incident in which
Frank, then 14 years old, was supposed to have been involved in a knife fight
in which he stabbed an older boy following an argument at a craps game.
“I never knew what to do when things like this would come up. Confronting
Frank was always risky because of his temper and impulsiveness. T could
never really trust that he wouldn't attack me physically . . . although he never
did. Plus, I was only around the boys some of the time and couldn’t really
provide any consistent guidance or supervision. Telling Frank’s dad about
things was always risky because he would usually fly off the handle and likely
brutalize the boys. It seemed like T was always stuck between a rock and a
hard place where these boys were concerned.”

Conversation with Frank’s brother Jimmy revealed a pattern of behavior
in Frank that began to manifest itself when Frank was about 7 years of age.
“T'll never forget the time I saw him douse a cat with gasoline and set it on
fire. He just stood there laughing as the thing howled. T got sick to my stom-
ach and ran home horrified. Another time he caught a frog at the pond on
my grandfather’s chicken farm. He then proceeded to cut its back legs off and
stuffed its mouth with fire crackers and blew it up.” Jimmy recalled the time
that Frank took him to see the tree house he had built in the woods adjacent
to their grandfather’s farm. “He had lain several 2 by 6 inch boards from one
large branch to another and fastened them with nails. This thing seemed like
it was 50 feet up in the air. There were no branches low to the ground so you
needed a tall ladder just to reach the large branches beneath it. I was always
a little afraid of heights but he managed to dare me into climbing up there.
Once I got up there and looked down, I froze in panic. Frank began pushing
me toward the edge. I started to scream but couldn’t move because it was like
[ was paralyzed. When he got me to the edge he started pushing me and then
grabbing me, pushing me and grabbing me. All the while I'm screaming and
bawling, he’s laughing and calling me chicken. Finally, he lets go of me and
climbs down to the ground. Next thing I know, he takes the ladder and walks
off into woods with it. I yelled and yelled for him to put the ladder back but
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he just kept going. I remember staying up there for what must have been 3 or
4 hours until it started getting dark. My fear of being stuck up there became
greater than my fear of heights and so I decided to take my chances jumping
from the lowest branch. It was still too high and I ended up breaking my
wrist. Frank threatened to kill me if T told anybody what happened.”

According to Jimmy, he and Frank began drinking alcohol in their early
teens. “There was always a supply of whiskey in the house and my father
could never keep track of how much he had or how much he drank. When
we were younger he used to give us beer and get us drunk for his own amuse-
ment.” According to Jimmy, Frank was binge-drinking on weekends by age
16 years. During his last 2 years of high school he was suspended several
times for drinking or being drunk during school hours. In spite of all the
suspensions and truancy Frank always found ways to get passing grades.

Murph, an old high school acquaintance and close friend of Jimmy,
Frank’s brother, described Frank as “bold, fearless, and clever and he was
always the toughest kid in the neighborhood.” According to Murph, “Frank
seemed to develop this uncanny streetwise savvy with an ability to read and
know people from Jump Street. He could sell ice to Eskimos and always knew
how to push people’s buttons even if he never met them before. In class he
would always terrorize the substitute teachers, especially the younger female
teachers. He would first turn on the charm and then he would begin to get
personal.”

Murph recounted that in one instance, after complementing one of the
female substitutes on some information she had presented to the class and
making it seem as if he was really interested, Frank began to ask insulting
questions about her clothes disguised as concern over her fashion awareness.
He would then begin to weave in remarks about her physical features so sub-
tly that it took her a while to realize that she had been made the subject of
public ridicule. With this sudden awareness that she been duped and be-
trayed, she began to lose her concentration, turned beet red, and walked out
of the room shaking like a leaf. Frank was apparently left to bask in his latest
triumph, showing no concern for the pain he had just caused another human
being.

According to Murph, this kind of interaction was typical of most of
Frank’s interactions with others. While he had many acquaintances and ad-
mirers, he had no close friends and would appear to humiliate and alienate
those who attempted to get close to him. According to Murph, one of Frank’s
classmates had begun to look upon Frank as kind of a hero. “It got to a point
where Frank was using this kid as his personal servant. He would get Frank’s
lunch, carry his books, do Frank’s homework, anything Frank wanted. On
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the other hand, Frank never seemed to miss an opportunity to humiliate this
kid whenever there was a crowd to show off in front of. As this relationship
continued, Frank got more and more abusive toward the kid. Once Frank
had a couple of guys help him tie the kid up and lock him in the trunk of his
car and they all got drunk and went joy-riding. The other two guys involved
started getting worried about the kid and told Frank that the joke had gone
on long enough. Frank then stopped the car and left the two of them out in
the middle of nowhere and took off. I was never sure what happened after
that, but I know the kid ended up in the hospital all battered and bruised and
dehydrated. He never told the truth about what happened.”

Upon graduating from high school, Frank immediately joined the Marine
Corps. He went to flight school and became a helicopter pilot in the Viet
Nam war. His wife, Jennifer, related that Frank received three letters of com-
mendation for bravery in the face of enemy fire while serving two tours of
duty and eventually achieved the rank of Lieutenant. Photographs of Frank,
taken during his years in the service, suggested to Jennifer that Frank had
found a sense of meaning and purpose in his role as a soldier. “In just about
all of the pictures, he has a smile on his face and a look in his eyes that I have
rarely seen since I've known him. There is a sense of pride and contentment
showing on his face, in his body language, and in the way he wears his uni-
form.” In contrast to these impressions, Jennifer recounted how Frank would
downplay his wartime experiences and achievements and once shocked her
by suggesting how fortunate he was to actually get paid for killing a bunch
of “gooks.” To further confound the impressions she had gleaned from the
photographs, she had overheard on a couple of occasions acquaintances and
family members making reference to Frank’s almost being court marshaled
for his alleged involvement in gambling and black market operations involv-
ing stolen military supplies. “I always had great difficulty reconciling these
stories with my feelings about Frank and found it easy to dismiss them as the
product of jealousy.”

After receiving an honorable discharge from the military, Frank returned
to the family home in Pennsylvania. Less than 24 hours had elapsed when
Frank got into a fistfight with his brother and attempted to run Jimmy over
with his father’s Chevrolet. “I really think the son-of-a-bitch would have run
me over if I hadn’t jumped real quick. That was the last anybody heard from
him for a couple of years. We got wind from my wife’s sister that he showed
up at her place in Beverly Hills, borrowed about two grand from her and then
disappeared.”

According to records obtained from the criminal justice system, Frank
joined the Los Angeles Police Department about 8 months after his arrival in
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California. After 2 years on the force, he was dismissed following incidents of
suspected brutality, taking bribes, and a series of disciplinary actions related
to drinking while on duty. In one instance, Frank was accused of forcing
a man he had stopped on suspicion of drug dealing to drop his pants and
then inserting the barrel of his pistol into the suspected perpetrator’s rectum.
Frank’s supervisor in those days, now a retired police captain, recalled that
Frank always seemed to have a chip on his shoulder when it came to deal-
ing with his superiors. “Any time you gave this guy a direct order, he’d give
you this cold, icy stare like he wanted to slit your throat. If you confronted
him about his reaction he’d try to make it seem as if you were losing touch
with reality. When all these complaints and accusations started coming in, he
developed this conspiracy theory, which he tried to sell to some of his fellow
officers. He was blaming everybody from the police chief on down as being
out to get him. At one point, he even had me half convinced that something
like that was going on.” Regarding the actual dismissal, the captain recalled
that Frank probably thought that something really serious was about to come
down and he seemed like the kind of guy who knew how to stay one step
ahead of trouble. Because of his suspected drinking problem, Frank was of-
fered the option of entering a treatment program as a condition of remaining
on the force. He rejected this out of hand and quickly agreed to a dismissal.

Not long after this, Frank became part owner of a car dealership spe-
cializing in the sale of used foreign sports cars. According to Frank’s parole
officer, records suggested that Frank’s business may have been based partly
on the sale of both stolen and defective vehicles. Complaints that some of the
vehicles sold were missing serial numbers sparked further investigation. Al-
though he vehemently denied culpability, Frank was accused of selling stolen
vehicles, vehicles with defective parts, and vehicles with apparent tamper-
ing of the odometer. Although none of these charges resulted in convictions,
Frank eventually was investigated by the IRS and charged with income tax
evasion. He spent almost 2 years in hiding, living in a brick addition he had
built adjacent to his cousin Nick’s restaurant in Sonora, New Mexico.

A telephone interview with Nick revealed that Frank had made several
promises to Nick and his wife in exchange for his new living accommoda-
tions. “We all agreed that he would help out with the cooking, cleaning,
and dish washing. It didn't take long for us to realize that Frank considered
such work well beneath him. He always had some kind of excuse for why
he couldn't help out. He would be gone for days at a time and we’d have no
idea of his whereabouts. I finally got tired of hinting around and gave him
an ultimatum of helping out, paying rent, or leaving. Since I had paid for
the materials and did most of the work on the addition myself, I definitely
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felt like I was being used. As a result of the ultimatum, Frank and I got into
a heated argument, during which blows were exchanged followed by Frank’s
storming out of the restaurant. A few days later, I noticed that all of his things
were gone so I figured that that was all we would hear of Frank. The next
morning as my wife was preparing to open the kitchen, I heard this loud
shrill of horror coming from the kitchen area. I rushed downstairs to find Jan
standing frozen and trembling. There, sitting inside one of the cabinets, was
one of the largest diamond back rattlesnakes I have ever seen. We called the
police but decided not to pursue charges.”

Frank eventually surrendered to authorities and spent 3 years in jail
followed by 5 years probation for income tax evasion. Three years after his
release from prison, at the age of 46 years, Frank began dating an attractive
young woman (16 years his junior) whom he married 10 months later. His
wife, Jennifer, described the first year of their relationship as “the most excit-
ing year of my life. He was just so spontaneous and full of energy. His charm
and good looks just swept me off my feet. Being with him was just so exhila-
rating! At the drop of a hat he would tell me to grab some things, ‘we’re going
on a trip,” and off we’d go to Las Vegas or Acapulco. Twice in that year he
surprised me with plane tickets to Europe—we spent 3 days in Switzerland
and 2 months later a week in Rome. We'd spend a lot of time in nightclubs
where Frank would introduce me to various business associates. I became a
little concerned with how much he drank but he never seemed to get really
drunk or out of control. Frank certainly didn’t seem to have the kind of prob-
lem with alcohol that my father had.”

Jennifer recalled that shortly after she agreed to marry Frank, “it sud-
denly dawned on me that I really didn’t know anything about him. He’d talk
some about his relatives, but never seemed to have any contact with them.
All T knew about his employment was that he was in real estate and land
development and seemed to conduct most of his business by phone. He had
an office in the home with little else in it but a desk, a phone, and stacks of
Racing Forms. Frank seemed to get calls at all times of the day and night on
his office phone. T could never quite understand why he insisted on keeping
most of those business calls so private.”

A number of incidents during the first year of the marriage caused
Jennifer increasing concern. She found that she had to be extremely careful
about how she acted around other men in social situations. “If T laughed too
hard at one of their jokes, if T spent too much time talking with any one of
them in particular, or if I seemed to contradict what Frank was saying, he
would clobber me with silence the rest of the night. It might be days before
I'd find out what was really bothering him.”
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Frank’s drinking and occasional aggressive behavior also became an area
of increasing concern for Jennifer. “On one occasion we were having dinner
in the bar area of a restaurant. Frank had already had four Jack Daniels on the
rocks before our dinner arrived. Soon after we had finished eating, Frank got
into an argument with a patron at the bar. Frank suddenly got out of his chair
and grabbed the man by the neck, threatening to kill him. T'll never forget the
look on his face or the chilling sound of his voice as he said ‘Either shut up or
you're dead.” The man involved seemed as shocked and terrified as I was and
quickly backed off and left the bar. This was the first time in the 13 months
we were together that I'd seen this side of Frank and I just sat there in disbe-
lief. Frank made some reference to the guy deserving what he got and more
and quickly changed the subject. He showed absolutely no awareness of or
concern over the effect the incident had on me.”

Jennifer related that after this incident she had become increasingly
aware of Franks mood swings and irritability. “There were times when he
would blow up at me for no apparent reason. What I found most upsetting
though were the subsequent silent treatments that sometimes lasted for days,
Then for some unknown reason he would just resume talking to me as if
nothing had happened. Then there was the time he found out that I had
been seen having lunch with a man who was an old friend of my family. He
questioned and harangued me about this for almost a week. Nothing I said
seemed to matter, as if he was just looking for an excuse to punish me. The
episode ended with Frank’s pulverizing my entire collection of Chinese tea
cups, probably the only material possessions that had any real meaning to
me. Frank knew this, and I was absolutely devastated that he could behave
in such a cruel manner toward me. He never once apologized and he made
it clear to me that I deserved it. After this episode, I made up my mind that
either he or both of us needed some help.”

According to Jennifer, the nature of Franks employment had become
increasingly unclear to her. She had trouble understanding why business
calls kept coming in at all hours of the day and night. She knew that Frank
was partners in a land development company and she had been to his place
of business a couple of times earlier in their relationship. She again grew
suspicious after calling Frank’s office and learning that the phone had been
disconnected. Frank’s response to her query was that his secretary must have
somehow forgotten to pay the bill.

“The clincher came when I drove up there to see him and found the door
padlocked and all of the business signs gone. I remember feeling this intense
mixture of anger and fear. Although I was livid that he would keep something
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like this from me, I was very much afraid of confronting him about it. At this
point I kind of panicked and decided that T needed to get away from Frank
for a while.” Jennifer decided to stay with a friend who lived about 20 miles
away until she could sort out what to do. “It took Frank 3 days to locate me
by phone. When I explained my reason for leaving, he apologized profusely,
claiming that it was just a miscommunication that he would further explain
when I got home.” Frank explained to Jennifer that his partner had gotten
involved in some kind of land development swindle which Frank insisted he
had no knowledge of or part in. As a result of the trouble, he and his partner
decided that it was best to close down operations at least for the time being.
Frank also acknowledged that he had begun taking a few bets from some race
track junkies to try and keep their heads above water financially.

Shortly after this, an incident at a bar resulted in Frank’s being charged
with drunk and disorderly and aggravated assault. This meant that Frank
was now in violation of parole. Through the insistence of his parole officer
and at the behest of his wife, Frank reluctantly agreed to see a therapist for
counseling.

INITIAL ASSESSMENT

Frank was initially very pleasant and charming with the female assessment
interviewer, complimenting her on her dress and appearance, When ques-
tioned as to the reasons for coming to the interview, Frank instantly became
irritated, stating: “T've been on my own all of my life. I've never needed any
help from anybody. How much money do you make anyway? Why are you
in this business? Why don’t you make believe you have a life of your own?”
The assessment interviewer got the impression that Frank had begun sizing
her up immediately and very quickly figured out which buttons to push.
Although shaken by this initial interaction, she proceeded to complete the
interview.

In response to questions related to the issue of alcohol abuse, Frank
laughed at the question and vehemently denied the problem. He described
himself as a two-fisted drinker, a lover of life, and always in control of any
situation in which he found himself. Frank bristled at the notion that alcohol
had any control over him.

In discussing his rather labyrinthine employment history, Frank made
references to all the poor slobs who work 9 to 5 jobs for other people, refer-
ring to these folks as suckers and slaves. Frank remained essentially uncoop-
erative throughout the remainder of the interview process.
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Combining her observations with historical data and the results of psy-
chological testing, the following DSM 1V diagnoses were made:

Axis I: 305.00 Alcohol Abuse
Axis II: 301.7 Antisocial Personality Disorder

Assessment data, including the results of both the Rorschach and
MMPI, were used to rule out any history or indication of manic episodes
or schizophrenia.



CHAPTER 3

A Psychodynamic Approach

Debra Benveniste

I. Please describe your treatment model.

My treatment model derives from both psychodynamic and trauma the-
ory. Psychodynamic theories that are applied, e.g., attachment (see Bowlby,
1982; Crittendon, 1995), relational (see Mitchell, 1988; Russell, 1998), and
object relations (see Buckley, 1986; Fairbairn, 1952), teach that human
development, both normal and pathological, occurs within the context of
relationships with significant others. Affect (feelings) and behavior are both
attachment-driven. The internal structures of the personality are formed as a
result of interaction in attachment-based relationships.” If there is adequate
nurturing in the form of the holding environment (Winnicott, 1972), then
the person can develop into a functioning adult. Freud’s succinct but en-
compassing statement of what defines a functioning adult is the ability to
love and to work. If nurturing is inadequate, neglectful, or outright abusive,
the personality that is forming must contort itself to accommodate this inad-
equate sustenance and normal development is derailed.”

Trauma theory (see Allen, 2001; Van der Kolk, 1989) studies how the
derailment process occurs.

“This character organization can be described from the perspective of brain
function. Memories of traumatic experiences are stored in the more primi-
tive parts of the brain, not accessible to the frontal cortex which houses
the complex thinking processes. Due to the traumatic nature of the event
when experienced, perceptions and the accompanying affects were frag-
mented and stored as such. Isolated memory fragments and affects seem to
appear to the person at random” (Allen, 2001).

21
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If we accept the concept that a personality forms around these discon-
nected blips of experience and emotion, the result of a traumatic experience
easily could be a personality disorder. This person does not have conscious
access to the affects of traumatic memories. When asked to talk about a trau-
matic event, there is no affect apparent in the presentation, yet when uncon-
sciously triggered, affects appear and are overwhelmingly terrifying. Because
they are not processed in the frontal cortex, they are also not anchored in
time. All affects and memory fragments feel as if they are occurring in the
present but simultaneously as if they have always been there. Additionally,
defenses used to repress traumatic events prevent the person from relating in
a genuine and spontaneous way.

Just as dysfunction is produced from inadequate relationships, this
model theorizes that healing is derived from adequate attachments. The
therapeutic- relationship is carefully structured to promote both healing from
relationship-based traumas and personality change, defined as improvement
in affect tolerance and ego functions. Affect tolerance is the ability to expe-
rience feelings appropriate to the given situation, label them correctly, and
communicate them effectively, such that the level of affect does not over-
whelm the ego. The ego is the conscious part of the personality whose pri-
mary function is regulatory. The superego, the part of the personality which
develops moral values and produces guilt, is also a critical focal point in this
case. Ego functions which are the most damaged or undeveloped in people
with severe character pathology are: affect management (the ability to cope
with a variety of feelings on a continuum of intensity), impulse control, judg-
ment, object relations (the ability to establish and maintain genuine, mutual,
and intimate relationships), and the functioning of the superego (Bellak,
Hurvich, & Gediman, 1973).

Frank J. is a man whose experience in significant relationships began
with early maternal loss, the most psychically destructive event in life. Chil-
dren experience annihilation anxiety when the parent who safeguards their
lives is suddenly and permanently gone. It is unclear what the nature of
Frank’s relationships with his parents were prior to his mothers death. Ad-
ditionally, the cause of her death is unknown to Frank (and to the evaluator).
Frank’s father abandoned any parental role toward his sons after his wife’s
death (if in fact he had any prior) and was quite sadistic in his continual and
public abuse and humiliation of his sons. Frank was unable to establish con-
sistent attachments to any of the parental surrogates available to him. (Note
the adults enabling Frank’s father’s abuse and his maternal aunt’s abandon-
ment of a parental role when she avoided questioning Frank for fear of a
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violent outburst.) Frank’s level of distress in childhood was overwhelming
at the very time that he would normally be developing ego functions which
would help him both tolerate that distress and develop relationships with
others that would help him contain it and feel safe (Allen, 2001).

Frank’s childhood experience of relating with people is that they die
and abandon him, are abusive and dangerous, or are neutral toward him but
completely ineffectual at keeping him safe. These patterns become relational
templates. Frank responds in relationships as if they are the only possible
outcomes. He is continually guarding against the intense emotional danger
that these perceived eventualities represent. This is the stance from which
Frank approaches his therapist. The challenge (and goal) of this therapy is to
establish a genuine empathic connection with Frank such that his traumas
and structural defects of personality can be accessed and addressed.

From a traditional psychoanalytic point of view, treatment focuses on
interpreting transference. Transference is an unconscious means with which
the client experiences the therapist based on his attachment patterns from
the past. For example, if the clients parents humiliated him during child-
hood, he will experience the therapist as humiliating him in the present. In-
terpretation, articulating the dynamics of these interactions, brings forward
the working-through process. The client learns through this process that the
dynamics do not apply in the therapeutic relationship, thus changing the
client’s personality structure to permit a distinction between past and present
and to expand the client’s relational templates. The focus of relational thera-
pists is on the transference-countertransference interplay within the therapy
relationship. The therapists affective responses to the client and how they
are communicated are considered as integral to the client’s improvement and
healing as the client’s communications to the therapist. This model of therapy
is more suited to traumatized clients’ needs, as the traditional approach pro-
duces too much anxiety (Bromberg, 1998).

Transference feelings are expressed verbally except in the case of the
severely traumatized and characterologically impaired client who is unable
to express in words the depth of his damage and despair or the terror at
the prospect of doing so (Bromberg, 1998). Instead, affects are communi-
cated unconsciously through behavior, known as the repetition compulsion.
The client unconsciously creates conditions within the therapy whereby the
therapist experiences these affects as his or her own (see question 15). Inter-
pretation with this population cannot occur until affects are conscious. And
affects cannot be experienced consciously until it is safe to do so. In our case,
Frank would have to be ready to risk that the therapist will not abandon or
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torture him, or be present but ineffectual. How the affects are contained by
the therapist, processed with the client, and ultimately returned to him com-
prise the basic components of this model of therapy.

I1. What would you consider to be the clinical skills or attributes most
essential to successful therapy in your approach?

The most essential skill in approaching this client from a psycho-
dynamic framework is the therapist’s use of an observing ego (Casement,
1985). The observing ego is that part of the therapists mind that observes
the interaction between him or herself and the client. It floats freely and care-
fully observes the client’s words, facial expressions, tone, change of subjects,
and body language. It also observes the same aspects in the therapist and
his or her own thoughts and feelings about what is being communicated.
This skill is of paramount importance in any psychodynamic therapy but
particularly so with a client who has severe deficits in affect tolerance and
verbal communication.

The most essential aspect of the observing ego in treating Frank is the
ability to experience and interpret one’s countertransference reactions. They
are the source of understanding Frank’s affects, as Frank can only commu-
nicate them through the use of projection. For example, Frank began the
assessment interview by “complimenting her (the interviewer) on her dress
and appearance.” There is no mention of the interviewer’s response to these
comments; however, the clinical information indicates that this behavior be-
gins a pattern for Frank of humiliating female authority figures. Later in the
assessment, the interviewer became aware that Frank had been looking for
and found “her buttons.”

Compliments generally indicate boundary problems, veiled aggression,
and the client’s need to be seductive; to either disarm or distract the therapist.
These issues relate to control and humiliation. Frank would not have been
able to verbalize how central these issues are to his personality structure or his
current difficulties. But if the interviewer had been observing her responses to
Franks “compliments,” she might have expected the forthcoming narcissistic
attack and then been prepared to look for its sources. Tolerance for intense,
disturbing affects, one’s own as well as the clients, is essential in this work
(Coen, 2002).

Sociopathic people implicitly believe that there are few ways with which
human beings relate: through intimidation, competition, use of scams, or
through a mutual use pact (“you scratch my back and T'll scratch yours”).
They are often quite controlling interpersonally and are known for their
continual rule breaking. These traits are experienced by the client as ego
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syntonic; an asset, not a problem. Hedges (2000) refers to this as an organiz-
ing transference, a means with which the client maintains safety in emotional
distance. Yet in their life circumstances, sociopaths are often controlled by
others. Therapists are forced into the role of authority figure with this client
population while conversely being barraged by feelings of helplessness en-
gendered by the chronic lying and demanding behaviors. It is important for
the therapist to be able to provide a balance for these interpersonal deficits
despite the challenging nature of this task. Acceptance of how the client per-
ceives and experiences others including the therapist is necessary, no matter
how repellant those views may be. The therapist must engage in a genuine,
respectful, and non-exploitative manner in order to provide a corrective ex-
periential model for Frank and to establish a therapeutic alliance. Patience
and tenacity are useful traits. A sense of humor helps, too.

1. What would be your therapeutic goals for this patient? What is the
primary goal? The secondary goal?

The primary therapeutic goal in work with this patient is to establish a
therapeutic relationship. The second is to contain destructive behavior. There
are many other equally important goals to attain here but they are all predi-
cated on the successful accomplishment of these two.

A successful therapeutic relationship is in place when the client feels
accepted, understood, and respected by the therapist; trusts that the therapist
has his best interests at heart; and feels that he can be open about himself
without being judged. Psychodynamic therapy uses the therapeutic relation-
ship as its method of intervention and healing, so that if there is no working
alliance, no work can be done. Clients with antisocial personality disorder
are arguably the most difficult to engage therapeutically, so this primary goal
is also the most difficult to realize.

If no working relationship is established, one of three things will likely
happen. The first is that Frank will infuriate the therapist to such a degree
that he or she will refuse to continue to work with him (abandonment). The
second scenario is that Frank will use his narcissistic skills to appear to take
in and learn what is being presented to him. In this way, he will convince
the therapist of his progress; he can continue to act out in the community;
and, depending upon how good he is at it, he might even be able to convince
the therapist to advocate for him when he inevitably gets in trouble (neutral
but ineffectual). The third scenario is that Frank will succeed in humiliating
and upsetting the therapist but he or she will feel it necessary to continue to
work with him. In this case, there are either endless power struggles which
Frank relies on to maintain distance or the therapist will take the victim role
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allowing Frank the sadistic stance (abusive). These situations reinforce the
relational templates of Frank’ early attachments.

A therapeutic relationship is not fully established until an initial treat-
ment plan is developed. This plan is a product of both client and therapist, so
Frank’s treatment goals must be represented here as well. Once established,
it is possible to intervene to reduce Frank’s acting out behavior. From a psy-
chodynamic point of view, the relationship itself will begin this process. The
purpose of acting out is to discharge intolerable affect. The treatment model
indicates that Frank’s acting-out behavior derives primarily from a weak ego
(impulsivity) and the need to reduce humiliation, feel in control, and keep
people at a distance. If Frank had a relationship with his therapist where he
felt accepted, his need to reduce humiliation would subsequently decrease.
If he felt respected by his therapist, he would feel more in control to be able
to set therapeutic distance where he needed. Frank would then have less
need for his off-putting behavior as he would have a more appropriate way
in which to set distance. His impulses would begin to be contained by this
reduction in anxiety and defensiveness. As Frank’s behavior and mood im-
proved, his capacity to inhibit his impulses and reduce destructive acting-out
would strengthen.

2. What further information would you want to have to assist in struc-
turing this patient’s treatment? Are there specific assessment tools you
would use (data to be collected)? What would be the rationale for using
those tools?

This is an interesting question, as the case information presented is nec-
essary for each of us to formulate a treatment approach. However, were this
an actual client presenting himself in my office, I would be operating with far
less information from external sources and would not seek any more other
than from Frank himself.

First, I would speak with Frank’s parole officer to find out what precipi-
tated the referral. I would want to know Frank’ criminal record. Most impor-
tantly, I would want the parole officer’s assessment of whether Frank posed
a physical threat to me. I maintain a solo practice so my first concern with
a client with Frank’s background is my safety. Other than that, I would not
have pressured Frank to sign further releases. I would have taken a history
from him as I would from any client, but most likely in an informal manner
over the course of several sessions. I would prioritize establishing a working
relationship above gathering data.

Many therapists who treat clients with antisocial personality disorder be-
come frustrated with the chronic lying, take it personally, and reject outright
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the information being presented. In fact, in this case, the only information
gleaned directly from Frank comes from his defended/provocative comments
about his coming to counseling, his drinking, and his employment history.
In how many other cases would the clients own report be so thoroughly
discounted?

No client, no matter how healthy, tells “the truth” during an initial as-
sessment. Clients share the sources of their distress but their impaired ca-
pacities which bring them to treatment limit what they are able to perceive,
experience, and articulate. They also want to look good. The difference with
antisocial clients is that they deliberately lie. Rejection of a client’s statements
due to a determination that it is a lie is an unfortunate assessment technique.
Two vital pieces of information can be discovered from a lie: the underlying
wish and the direction in which the client is attempting to manipulate the
therapist’s impression of him. If I accept what he says, Frank will let his de-
fenses down (perhaps initially because he thinks I am stupid for believing
him). T would be establishing a therapeutic alliance while simultaneously
obtaining more information. A stance of evenly suspended attention (Moore
& Fine, 1990) helps to avoid over-reliance on the categorization of truth
versus falsehood. Clients’ communications are far too complex to be reduced
in such a simplistic manner, particularly when the client is so unable to com-
municate directly.

That said, there are several specific pieces of information which T would
want to know: Frank’ level of psychopathy (see question 4), his history of
relationships with women prior to age 46 years, the cause of his mother’s
death, and the length of his parole. T do not use ordinary assessment tools
because as a social worker I would have to refer clients to a psychologist
for testing. I only do so when I suspect significant neurological impairment,
which I do not in this case.

3. What is your conceptualization of this patient’s personality, behavior,
affective state, and cognitions?

The two main events which shaped Frank’s personality are his mother’s
death and the ongoing abuse and neglect he suffered from his primary care-
takers. As a child, Frank coped with this onslaught by “asking with fists: dis-
claiming need through strategies of aggressive control” (Culow, 2001 p. 141).
Shengold (1989) describes traumatization to this degree in a child as causing
a “terrible and terrifying combination of helplessness and rage—unbearable
feelings that must be suppressed for the victim to survive” (p. 2). Van der
Kolk (1989) states that abused men and boys identify with the aggressor
and later victimize others. Frank identifies with the aggressor to protect his
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connection with his father and distance himself from his childhood feelings
(Fairbairn, 1992). The formation of the superego which emerges during
the latency stage, ages 610 years, would have been completely derailed by
Frank’s mother’s death. Psychopathic behavior was first noted in him at age
7 years. Fairbairn states that when relationships with primary caretakers are
inadequate, children engage in sadism (relationship with an internalized ob-
ject) as a substitute for “natural emotional relationships which have broken
down.” Crittendon (1995) describes aspects of the developing character of
what she terms “coercive children” which apply to Frank, including a lack
of ability to identify and label feelings, extreme and rapid mood shifts, and
an inability to achieve sufficient mental distance for the integration of cog-
nitive and affective integration. She states that coercive children can be ex-
pected to show disorders of behavior which emphasize angry/threatening/
fearless acting-out that draw attention to themselves, and disorders of thought
which emphasize one’s own or other’s hostility, power, and control that both
deflect responsibility away from themselves and also suggest that there are
few causal relations.

As a teenager, Frank began to rely on trauma-based coping strategies of
dissociation, numbing, and substance abuse. As the developmental tasks of
each age Frank reached became increasingly complex, he fell further behind.
Criminal behavior met several needs for him. Breaking the law is an effective
means with which to discharge rage and to “get high.” And getting away with
it reinforces a feeling of accomplishment.

Little information about Frank’s relationships with women is available.
From the perspective of a 7-year-old, Frank would conclude that he lost his
mother because he is fundamentally unlovable, that he didn’t deserve to keep
her. Intimate relationships with women would elicit this unconscious belief
that women will ultimately reject and abandon him

Frank exhibits some ego strength in the form of maintaining a marriage,
some level of employment, and some control of his alcoholism. However, the
amount of unprocessable affect continuously overloads his ego. Frank then
becomes paranoid and his thought process paralyzed. Impulsive behavior is
an attempt to cope with affects and to re-stabilize after narcissistic injury. The
military and the police force were desperate attempts on Frank’s part to bal-
ance his impulsivity by finding a containing structure, an unconscious means
with which to both externalize his “badness” and seek out a force capable
of controlling the part of him that internalized his father. However, these
structures were insufficient and, without them, his life began to spiral out of
control. Eventually he ended up in prison, the biggest container of them all.
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Additionally, Frank is experiencing middle age, a narcissistic insult in its own
right, which may have helped precipitate this crisis.

4. What potential pitfalls would you envision in this therapy? What
would the difficulties be and what would you envision to be the source(s)
of the difficulties?

In my opinion, the main pitfall in this therapy would be to miss the
diagnostic complexity of this case. Antisocial personality disorder only ad-
dresses part of Frank’s character pathology. The current DSM does not distin-
guish between antisocial personality and psychopathy. Frank also meets the
criteria for narcissistic personality disorder. Ignoring the character pathology
represented by both sadism and narcissism could be quite detrimental to the
therapy (as well as potentially to the therapist). Additionally, I would suspect
that Frank meets the criteria for “post traumatic stress disorder (PTSD).” He
is also quite depressed. It is important to determine if symptoms of depres-
sion stem from a mood disorder or from characterological deficits. Case for-
mulation and treatment would be different in each situation.

The hallmarks of antisocial personality disorder are chronic criminal
behavior and disregard for the feelings of others. Frank also has a history of
hurting people physically and emotionally while sometimes enjoying their
suffering (sadism). Psychopaths are able to establish and maintain relation-
ships based only on humiliation and distress. They defend themselves from
unbearable affects of shame and emotional neediness by projecting what they
experience as weakness onto others and then punishing them for this weak-
ness. The punishment causes the psychopath relief, a sense of control, and
emotional and sexual enjoyment which is often addictive in nature (Meloy,
1988).

Frank has significant psychopathic traits. Childhood indicators of
psychopathy are the combination of bedwetting, cruelty to animals, and
fire setting. Frank exhibited at least one of these. If psychopathic traits pre-
dominate, a therapy based on empathic connection will not work. However,
enough contrasting indicators are present in his history that would argue for
trying this form of treatment, the most important being his relationship with
his wife and his honorable discharge from the military. Neither of these ac-
complishments is normally within the capacity of a true psychopath. Frank’s
intensity in relationships, his sexual behavior (including the assaults), and
his sexual identity diffusion all indicate traits of borderline personality as op-
posed to sadism or psychopathy. There is a quality of desperation present
in the description of his behaviors. The alcoholism is another indicator of
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instability of mood (as opposed to the more organized pathology of sadism).
The level of psychopathy can be fully assessed during the second phase of
treatment (see question 9).

According to the trauma literature (see Allen, 2001), women with PTSD
often present with symptoms that mimic borderline personality. My experi-
ence suggests that men with PTSD present with symptoms that mimic anti-
social personality. Additionally, the criteria listed in the DSM for depression
often do not best describe male depression. Men tend not to get weepy; they
get angry. They don't self mutilate; they become “two-fisted drinkers,” act
out violently, or crash their cars . If the Axis I diagnoses are not accurately
assessed and represented, treatment will suffer. The true pitfall here is that
Frank’s presentation is so off-putting that it might deflect the therapist from
seeing his underlying issues (which of course is its purpose).

5. To what level of coping, adaptation, or function would you see this
patient reaching as an immediate result of therapy? What result would
be long-term subsequent to the ending of therapy? (Prognosis for adap-
tive change?)

During the first phase of therapy (typically 12—-16 weeks) I would expect
to see a decrease in symptoms. Frank would appear less tense, less provoca-
tive, and less overtly hostile. He would exhibit some improved coping mech-
anisms such as less frequent and less severe acting-out His functioning would
improve as the therapy would be focusing on his day-to-day life. However,
Frank would still be lying often. The lying would serve to maintain distance
from the therapist and to reduce shame. And none of this progress would
be internalized. Frank would be contained primarily by his parole and the
mandate to attend therapy.

The most dramatic changes occur in the client during the middle phase
of psychodynamic therapy. Here, Frank would initially feel some relief that
he would be able to share personal issues with someone who wants to hear
them. However, as he began to talk about the major issues in his life, affect
would overload Frank’s defenses and he would regress. The first part of the
middle phase of therapy is a frantic balancing act of attempting to hear and
contain affect while simultaneously building new coping mechanisms. This
is a trying period of time for both client and therapist. However, once the
containers are in place, Frank’s ability to verbalize will improve significantly
and, for the first time, he will feel understood by someone else. The thera-
peutic relationship deepens dramatically during this working period, issues
of transference and countertransference can be verbalized and processed, and
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many of Frank’s pathological defenses will melt away. Trauma work begins in
earnest here.

The prognosis for change depends upon how long Frank is willing to
remain in therapy. If he does only some of the middle phase work, he would
remain constricted affectively. There would always be pockets of the trauma-
tization which would be triggered by various events over the course of life,
as the gaps in the work break open. However, it would be quite possible that
he could be generally sober, not acting out violently, having some ability to
empathize with others and to control most of his urges to break the law. Still,
he might commit minor crime to make money and buttress self-esteem.

If Frank stayed the course and fully worked through the impairments
and deficits in his personality structure, it would be possible that he would
no longer meet the criteria for antisocial or narcissistic personality disorder.
Frank would have, I imagine, many interests and talents that would emerge
during the second phase of therapy, activities would involve creation and
not destruction; however Frank would always enjoy wheeling and dealing.
I could see him becoming a leader in 12 Step programs. He would appreciate
the structure and guidelines for relating with others. Frank would always
have a tendency toward depression and impulsive behavior. He would always
know how to swindle whomever he was dealing with. However, he would
be capable of monitoring these thoughts as indicators of emotional upheaval
and get help when needed.

6. What would be your timeline (duration) for therapy? What would be
the frequency and duration of the sessions?

Psychodynamically based psychotherapy tends to be long-term in nature
as is trauma-based treatment, defined as between 5 to 10 years. However, it
is unclear from the case presentation whether Frank would be willing or even
able to engage in the rigors of such a therapy. He might stay in treatment only
for as long as he is mandated. In this type of work, it is always the client who
determines the timeline for therapy and not the therapist.

The critical juncture in long-term therapy occurs as the beginning phase
of treatment is approaching its conclusion. The focus of this phase is on es-
tablishing and strengthening the therapeutic relationship, improvement of
coping skills, affect tolerance, and problem solving, all relating to day-to-day
life in the present It typically takes 3 to 4 months of weekly sessions for a
client to feel at ease with the therapist and to begin to experience a reduction
in symptoms. These changes demonstrate that the transition to the second
phase of therapy can begin. However, the severity of Frank’ illness would
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most likely dictate a much longer beginning phase, perhaps lasting several
years.

Once the transition has begun, Frank, whose primary coping strategy
has been to avoid affect, faces a dilemma. If therapy stops here, he can enjoy
some benefit but without the anxiety of exploring the emerging patterns of
behavior and other telltale indicators that there is more to the problem than
what can be addressed through a focus on symptoms alone. If Frank were no
longer mandated and his wife were not complaining as loudly, he might very
well stop at this point. However, many clients, after beginning to experience
the relief the first few months of therapy can bring, find themselves curious
about what brought them to this place in their lives. They have worked hard
to accomplish these improvements and want to continue. They are confident
in the therapeutic nature of the work and express a need to find peace and
contentment, mind states which are predicated on a deeper understanding
and acceptance of feelings and experiences. In other words, as the begin-
ning phase of therapy ends, clients can just start to glimpse how good things
might become. In this case, if they can commit emotionally, financially, and
time-wise, clients will continue on. If Frank felt this way, he would commit
to the therapy regardless of the mandate. The middle phase of long-term
therapy typically takes years and, during exploration of particularly pain-
ful affects and experiences, it is best to meet at least twice weekly. As ter-
mination approaches, meetings can be scheduled more flexibly, sometimes
less than once weekly, based on the nature of the therapeutic work (see ques-
tion 14).

7. Are there specific or special techniques that you would implement in
the therapy? What would they be?

The special techniques necessary for work with any client presenting
with severe character pathology such as Frank’s are mainly specific to the
beginning phase of therapy when Frank would be at his most abrasive. The
techniques’ purposes are to intervene in the cycle of narcissistic injury: to
protect the therapist from acting on his or her anger and to reduce Frank’s
reliance on enraging and distancing people.

The five main types of narcissistic assault therapists experience when
working with clients with antisocial/narcissistic personality disorder are: ar-
rogant and contemptuous behavior designed to make the therapist feel in-
adequate and stupid, chronic lying, constant attempts to get the therapist
to violate boundaries (demandingness, entitlement, and grandiosity), the
client’s extreme self-absorption, and the potential for serious acting-out be-
havior. This fifth issue will be addressed in question 8. The most common
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countertransference reactions are moral indignation; anger; feeling stupid,
clumsy, and unprepared; fear about the potential for danger; and a desire
to be punitive, including engaging in negative judgments of the client and
name-calling.

Morrison (1989) describes early experiences of traumatizing humiliation
by significant others as causing a yearning in the narcissistically injured adult
for absolute uniqueness and sole importance to someone else. He states that
this need can be expressed either directly as assertions of entitlement, de-
fensively as haughty aloofness and grandiosity, or affectively through rageful
responses. Grandiose demands indicate the need to be unique to someone,
so special that the rules don’t count. Morrison views contempt as projected
shame. It is important to keep in mind that Frank’s attempts to distance cloak
a desperate need for connection.

Special techniques with this client are methods designed to provide a
balance, to address both the distancing and beckoning components of the
communications. In order to remain connected to Frank and to begin to
introduce him to non-narcissistic means of relating, the therapist needs to
model the type of behavior he or she would want to see in Frank. These
communications would include being respectful and honest with him and
making comments based on his point of view. It is often effective in reduc-
ing provocative behaviors to employ a behavioral technique of praising or
otherwise reinforcing positive behavior and ignoring bad behavior (unless it
is serious). Limits are set in a neutral tone. Confrontation is to be avoided if
at all possible until well into the middle phase of treatment when the client is
able to hear it. Otherwise, all discussion will deteriorate into power struggles.
On the other hand, a warm or nurturing approach at this point in the therapy
is to be avoided as Frank would find it overwhelming.

During the middle phase of therapy, after a working relationship has
been established, these defensive maneuvers will diminish. Any spike in pro-
vocative communications indicates that Frank has become overwhelmed by
affect. It signals a breach in the therapeutic container which would best be
addressed by a temporary return to the techniques of the first phase.

8. Are there special cautions to be observed in working with this patient
(e.g. danger to self or others, transference, countertransference)? Are
there particular resistances you would expect and how would you deal
with them?

Transference, countertransference, and resistance are the lifeblood of
psychodynamic therapy. It is impossible to discuss them as a separate issue.
Here, T will limit my remarks about special cautions to the issue of danger,
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and the types of transference, countertransference, and resistance that typi-
cally appear when danger is brought into the therapeutic relationship.

It is clear from Frank’s assessment that he is a dangerous man and
has engaged in much abusive behavior. As a child, he also engaged in self-
destructive behaviors. Frank has been retaliatory and vengeful in his inter-
personal relationships. In addition, he is a substance abuser, which further
increases his impulsivity and reduces his ability to make judgments. Frank
knows that others perceive him as dangerous. He would probably say that he
is proud of that because he would equate people fearing him with manhood,
personal power, and the ability to command respect. What are the feelings
(transference) that would cause Frank to need to appear so dangerous? Frank
needs to feel dangerous to others because he feels so endangered himself by
others. Early parental loss and severe physical and emotional abuse cause de-
struction of a child’s interpersonal boundaries. Frank experiences the thera-
pist as dangerous and overcompensates to ensure that no one gets close again
to cause him to re-experience his childhood feelings of abject helplessness,
terror, humiliation, rejection, abandonment, and pain.

Therapists listening to Frank’s history would respond (countertrans-
ference) with fear, and rightfully so. Sometimes when therapists have dif-
ficulty admitting they are afraid (resistance), they will respond by provoking
the client (countertransference acting-out) or they will find a way to avoid
treating the client. Informing the client that one is not qualified to help him
and aiding in a referral is quite appropriate. However, labeling the client as
untreatable or other negative and non-clinical designations is the therapist’s
acting out countertransference feelings.

What is Frank resisting by engaging in dangerous behavior? Acting-out
is the main coping mechanism for people with both antisocial personality
disorder and substance abuse histories. Shengold (1989) states that the over-
stimulation an abused child experiences can only be discharged by explosive
acting-out. Relational theory states that it re-creates the conditions of the
original trauma within an interpersonal context (the repetition compulsion).
What Frank would say by the middle phase of therapy when he was able to
articulate some of his affects is that the acting-out preserved his sanity.

Prior to Frank’s developing internalized means with which to contain his
behavior and impulses, careful observation and management of Frank’s emo-
tional states is critical. Too much shame, fear, or anxiety may cause Frank to
act out. If Frank feels safe and cared-about by his therapist, the relationship
provides a counterweight to his overwhelming affects and an environment
in which they can be safely communicated and processed. If the container
of the therapeutic relationship is inadequate, particularly at the beginning
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of treatment, Frank may need a more concrete, external container for his
dangerous impulses such as incarceration.

9. Are there any areas that you would choose to avoid or not address
with this patient? Why?

The question of avoidance of therapeutic issues is determined by both a
full clinical assessment of Frank’s psychopathy and the phase of the therapy.
During the beginning, focus is solely on day-to-day functioning, shoring up
ego functions (decision making, judgments, affect tolerance, reduction of act-
ing out behavior), and most importantly, establishing a therapeutic alliance.
Any long-term issues are avoided here.

If Frank continued therapy beyond the first phase, then the explora-
tory and restorative work of the second phase can begin. Here issues of the
loss of his mother; the abuse perpetuated by his family; his abuse of others
and the role that violence plays for him; issues of sexual molestation and sex-
ual identity; addictions; emotional intimacy; development and maintenance
of healthy interpersonal boundaries; development of a healthy superego (a
working sense of guilt); reducing criminal behavior; affects of loss, shame,
humiliation, etc. can be examined and processed.

During this phase of the work, a full assessment of Frank’s level of psy-
chopathy can be ascertained. Determination of Frank’s capacity in this area
is made by assessment of transference and countertransference responses. If
Frank were primarily narcissistic and not psychopathic, by the middle of the
second phase of therapy he would no longer be trying to enrage or humiliate
the therapist. He would show some genuine distress if he upset him or her.
He would talk about his feelings for the therapist and how terrifying this pro-
cess of attachment is. The therapist would feel as if a truce had (finally) been
established and would feel far less anger and defensiveness. It would be pos-
sible to sense other affects in Frank besides rage, such as sadness, fear, and
confusion. Frank would crave more closeness with his therapist. He would
take steps in that direction, become scared, and quickly re-establish distance.
His facial expressions would become more open and full. His tones of voice
would have more nuance. His range of affect would increase and he would
appear more relaxed.

However, the combination of psychopathic and narcissistic traits make
Frank a quick study and he will learn what is expected of him during the first
phase of therapy. He would present a facade of involvement, like his initially
charming presentation. This is either movement toward a genuine engage-
ment or an indication of the limit of his capacity. Someone with predomi-
nantly psychopathic traits is not able to forge this type of connection and,
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when he senses his failure, he will become enraged and attempt to humiliate
and anger the therapist. (In my 7 years of working in a mental health unit of
a maximum security prison, this occurred twice. However, death row inmates
were not permitted therapy. [ expect that if I had been permitted to see them,
the incidence of true psychopathy would have occurred more frequently in
my caseload.)

If Frank’s psychopathic traits predominated, then second phase explora-
tion would stop, a return to first phase work would be necessary, and thera-
peutic focus would remain there for the course of treatment.

10. Is medication warranted for this patient? What effect would you hope/
expect the medication to have?

It would be helpful for Frank’s treatment if medication were success-
ful in reducing some of his symptoms. Unfortunately, conventional wisdom
indicates that medication tends to be ineffective in treating symptoms which
result from a personality disorder. There has been success in using antide-
pressant medications (the SSRIs) in treating symptoms of PTSD as well as for
clients with substance abuse histories. A caveat in prescribing psychotropic
medication to a substance abuser is the risk to the liver if the client does not
remain sober and the danger of overuse or misuse of the medication. Ad-
ditionally, use of medication in the treatment of character-disordered clients
can reinforce their notion of externalization of control rather than a focus on
their own efforts.

As mentioned in question 4, it is important to assess the nature of
Frank’s depression. If it stems from his character pathology, medication will
not likely have much effect. However, if he is also experiencing a mood disor-
der (I would want to rule out bipolar disorder, major depression, and dysthy-
mia), medication might do wonders in reducing Frank’s acting-out as well as
his lethality. (There is some success in prescribing medications traditionally
used for bipolar disorder with clients with borderline personality, perhaps
because both diagnoses are actually present.)

I would imagine that Frank would begin to experience an increase in
depression during the middle phase of therapy as he begins to experience
more affect. He most likely would also experience anxiety-based symptoms
should he begin to explore his childhood abuse. However, most medications
prescribed solely for anxiety are contraindicated for a client with a history of
substance abuse. There is one which is not addictive, and some of the SSRI
antidepressants are also approved to treat anxiety. It would be important to
find a psychiatrist with the patience to tolerate Frank’s symptoms, manner,
and behavior; the expertise to address the various diagnostic questions; and
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the willingness to experiment with combinations of medications not tradi-
tionally tried with a client whose diagnoses are alcohol abuse and antisocial
personality disorder.

Introducing medication to the treatment would likely be difficult. Frank
would most likely experience the therapist’s assessment as a narcissistic as-
sault, would regress in response, and become distancing and provocative. He
would most likely say things such as he is not ill, he doesn’t need therapy, he
is a man and can do it on his own, doesn’t need a crutch, etc. He also may
take the opportunity to attempt to distance himself from the psychiatrist and
obtain addictive drugs. If he were to refuse to be evaluated for medication,
especially during the beginning of therapy, I would avoid a power struggle
over it with him. T would continue to mention its potential usefulness when
appropriate and ultimately, as with all clients who are not at acute risk, Frank
would be the one to make the decision.

11. What are the strengths of the patient that can be used in the therapy?

With a client such as Frank, what at first glance may appear to be a
strength may be a double-edged sword and, conversely, what typically is
perceived as weakness may likewise turn out to be a strength. Frank is very
bright. Normally, a client’s intelligence and ability to verbalize are considered
assets in therapy. Frank, however, has used his intelligence to manipulate and
distance people. During the assessment, for example, he used his cleverness
to stymie the interviewer. This is not an asset in therapy. On the other hand,
substance abuse is typically considered to be a weakness. Clients who use
substances are generally considered poor candidates for therapy, so much
so that many therapists will not treat a client who is actively using. Many
psychopaths avoid substance use because it impairs their abilities to engage
in sadistic activities. Frank’s use of substances might indicate that his feel-
ings are not completely repressed by the use of sadistic behavior as a coping
mechanism. In this case, I would consider the alcoholism to be an indicator
of treatability.

Another area that would typically be perceived as a weakness is Frank’s
motivation level. He was only minimally cooperative with the interviewer
and he made it clear what he thought of the whole process. His lifestyle
would indicate that he has little motivation to change. However, men do not
often request therapy without an external push. In Frank’ case, it would be
humiliating for him to admit an internal source of motivation. He can main-
tain his self-image when he says he is forced to attend. Nevertheless, he could
have refused to cooperate with his parole officer and instead opt to return to
prison. Or, he could have left his wife rather than accede to her demands. For
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a client with antisocial personality disorder, I would rate Frank as showing
considerable motivation during that assessment process by signing releases,
participating in the assessment interview, and particularly by completing the
psychological testing.

Another perceived area of weakness is Frank’s history of relationships,
including his marriage. He married a woman much younger than he, told her
little about himself, and when he became enraged, destroyed a valued pos-
session of hers. However, his marriage also can be seen as a strength. Frank
has been able to maintain a relationship with his wife such that she never
reported feeling physically unsafe. She felt comfortable pressuring him both
to go to therapy and to permit the interviewer to obtain background infor-
mation. Given his history, this is remarkable. It indicates enormous control
on his part, trust in her, as well as a significant commitment to maintaining
his marriage. It demonstrates that he is capable of engaging in a relationship
which is a source of support and nurturing without his having to completely
destroy it or her. And most importantly, Frank is a survivor. He survived a
horrific childhood with his sanity intact and without killing anyone. Tenacity
is a strength in this type of therapy.

12. How would you address limits, boundaries, and limit-setting with
this patient?

As transference and countertransference are the lifeblood of psycho-
dynamic therapy, so are limits and boundaries its skin. They are the con-
tainers that hold everything in place. Properly set limits provide the same
communication function with severely character-disordered clients as inter-
pretation does with neurotic clients. They facilitate bringing the unconscious
to consciousness, from id to ego. Id impulses are dangerous as they are out of
conscious control and unable to be articulated. In this sense, the client’s need
for limits is also his search for safety.

Boundaries separate one individual from another and the therapeutic
relationship from other types of bonds. They also contain and protect the
therapeutic relationship and its participants. Limit setting is the means with
which the protection is established and maintained. Frank has never expe-
rienced healthy interpersonal boundaries. His were continually violated by
his father when he was a child and his own aggressive behavior was never
confronted or contained by his other caretakers. Frank continually violates
others’ boundaries. He has no skin. He is hemorrhaging.

But the limits which will contain him must be set with care, patience,
and respect for Frank’s internal world. Frank makes this endeavor extremely
difficult. He is verbally provocative, physically intimidating, and hostile. He
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responds this way because he would feel most vulnerable in this situation.
He is forced to attend therapy, face divorce, or return to prison. He signed
releases so that his background and level of dysfunction are known to a
stranger whose purpose it is to judge him. He is not able to maintain control
in the ways which he knows. He cannot be physically aggressive, run scams,
or steal and disappear. He has never been this exposed except when he was
very young. It would feel that dangerous to him. Frank is unable to verbalize
the desperation stemming from his sense of danger or his need for safety and
connection. If the limits are set properly, they will contain his impulses and
provocative behavior and transform them into affect-bearing words, a much
safer and more effective coping mechanism.

An example would best describe this process. Joe, a client serving a
prison sentence for manslaughter, demanded at the beginning of each of his
weekly therapy sessions to use my phone to call his family. Each time I said no
and gently explained that I was not permitted to do that. He became enraged.
He would glare and accuse me of withholding care and trying to “make him
go off.” We would then continue the session. After about a year of this, one
day he no longer asked. When I questioned why, he said that if I wouldn’ let
him use the phone, it must mean that I actually wanted to talk to him.

Frank’s internalization of healthy interpersonal boundaries, this vital as-
pect of self; must be experienced in order for it to be learned. The only way
to accomplish this is through precisely applied limits. Only then will Frank
be able to internalize these changes, build boundaries for himself, and be
able to locate and respect those of others.

13. Would you want to involve significant others in the treatment?
Would you use out-of-session work (homework) with this patient? What
homework would you use?

Significant others could be involved in the treatment if Frank felt it
would be helpful. However, Frank must be the one to decide. A client with a
history of severe trauma will experience the therapist’s unilateral decision to
add people to the therapy as a boundary violation. Frank needs to feel that
the therapeutic relationship belongs to him. Generally, if Frank were to re-
quest family or couples work, it would most likely not occur during the first
phase of treatment. He would need to know that he can control his therapist’s
access to information about him. The presence of others at this early phase
of treatment would most likely increase his sense of humiliation and vulner-
ability.

It may be useful during the second phase of therapy for Frank to invite
his wife for some couples work. Experiencing from an outsider’s perspective
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the changes in a client during the second phase of therapy (with no clear
understanding of the process) can be bewildering for family members. In
addition, Frank might want the support of the therapy environment to voice
concerns or feelings to his wife. If Frank requested that his wife accompany
him on an ongoing basis, I would do so only as an adjunct to the individual
therapy, not to usurp it, as the request might be made as a defense to shift the
focus from him.

Alternately, the thought of having anyone else involved in the therapy
might be quite threatening to Frank, particularly if he has just established
what feels to him like a safe and nurturing relationship. He might fear that a
relative would take the therapist away from him, as so many of his caregivers
were taken from him in childhood. All of these factors would need to be care-
fully assessed in making this decision. I would verbalize them to Frank and
then make the decision with him. This intervention enhances his decision-
making skills as well as permits him the experience of shared control.

Research indicates that writing assignments such as journal entries can
facilitate the reprocessing of traumatic memories and feelings (Allen, 2001).
It also provides a cognitive container for affect. Frank is intelligent and, if he
enjoys writing, homework such as this would further the treatment. However,
power struggles with clients over homework are to be avoided, particularly
with someone such as Frank. Homework can also represent school, which
raises issues of failure, compliance, control, judgment, and humiliation, all
of which reinforce childhood trauma and are central issues in sociopathic
personality organization. It also assumes literacy. I would assign homework
with care, and only if the client continued to do it willingly and reported
that it seemed worthwhile. In addition to keeping a journal, workbooks on
childhood trauma which contain exercises teaching the client to label and
express affect, self soothe, and find alternate coping strategies might be a
helpful adjunct to the therapy.

14. What would be the issues to be addressed in termination? How
would termination and relapse prevention be structured?

Issues to be addressed in termination would depend on the type of end-
ing that occurs. Less than optimal ends to the therapy include Frank’s drop-
ping out or his re-incarceration. In these cases, the main issue to be addressed
is to ensure the potential for Frank’s return. Toward this end, outreach can
take place by written communication. I would describe to Frank what T saw
as successes in his treatment and I would encourage him to contact me in
the future. If Frank left treatment when he could only show the disdainful,
humiliating, and aggressive parts of himself and continued to push limits
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throughout the therapy, I would write to inform him that the therapy had of-
ficially ended. T would indicate (in a compassionate and respectful tone) that
there were problems in how it went, and I would say that if he were willing
to address his behavior I would be willing to meet with him again if he so
chose.

If Frank’s therapy were successful, the termination phase would occur
over a long period of time. Termination reworks the major aspects of the
therapy itself. It also causes the client to revisit past losses within the context
of the current loss. These issues and affects must be contained during the ter-
mination phase so as to avoid regression and acting-out. Acting-out behavior
may include dropping out or behaving in such a way as to force the therapy
to continue.

The final task of termination is internalization of the therapist. Frank
must be able to take in as his own the functions that the therapist performed
for him as well as any aspects of himself that he projected to the therapist. An
example of internalization is when clients describe being able to hear their
therapist in their own minds, what he or she would say in a difficult or stress-
ful situation.

The structure of meetings during this phase would depend on Frank’s
needs and wishes. During the period of intense work on affects relating to
loss, sessions would most likely increase in frequency, but as the end nears,
clients often prefer to meet less frequently as a means to practice being with-
out the therapist. My experience of successful termination with long-term
clients is that the boundary is flexible. Clients can and often do return from
time to time to work on specific issues, or they write, drop by, or sometimes
refer their children to see me. Although the physical meetings may have
ceased, the attachment remains quite alive, for both of us.

Relapse prevention is a cognitive therapy-based program of shoring up
ego functions. These concepts would be introduced at the beginning of treat-
ment and worked on throughout its course. By the end, Frank would have a
working knowledge of relapse prevention techniques and would be applying
the principles himself. Relapse prevention concepts provide a good segue to
self-help programs if Frank were not already attending.

15. What do you see as the hoped for mechanisms of change for this
patient, in relative importance?

In a psychodynamic model of treatment, the mechanism of change is the
therapeutic relationship itself. The factors within it which produce change
are the holding environment; work on ego functions; verbalization with
appropriate affect, referred to as “working through;” and most importantly,
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empathic attunement between therapist and client. Resulting changes in the
client include an increase in the capacity to tolerate affect, strengthening of
ego functions, reduction in impulsivity, and improvements in interpersonal
boundaries and the capacity for intimacy.

However, clients with severe character pathology by definition do not
have the capacity to verbalize affect, attune empathically, or work through
their issues. Therapists working with this client population must work with
primitive and latent forms of communication before the client will be able to
engage in the more complex mechanisms of change listed above. The most
important and sometimes only mechanism of change with a deeply impaired
client is the repetition compulsion. The concept, introduced by Freud (1915),
happens when the repetition of behavior substitutes for conscious recollec-
tion. Russell {I1998) describes the repetition compulsion as representing the
scar tissue of interruptions of attachment, attachments the person needed in
the service of emotional growth. It is inversely related to intimacy and occurs
in lieu of grief.

The repetition compulsion is operating when one person’s affects re-
lated to past trauma are experienced by a significant other within a current
interpersonal relationship. Traumatic events, most likely relating to inad-
equate nurture or abuse, are triggered unconsciously during the course of
an emotionally close relationship. The traumatized person does not have the
capacity to differentiate the affect as coming from the past. It is intolerable
and unconsciously dispersed through repression, acting-out, and projection
to his or her partner. The partner identifies with it and reacts accordingly.

The repetition compulsion, like projective identification, is a universally
experienced aspect of relating. The concept, which appears arcane and theo-
retical in abstract form, is instantly recognizable when applied to daily life
and our intimate relationships. It is operating any time you keep having the
same argument about a behavior with the same person over and over again.
It feels completely out of control and seems solely the fault of the other, who
appears to take a perverse pleasure in making you miserable. (Think of your
spouse, your mother, your teenaged son, your boss, the boss before this one,
and the one before that, or if all else fails, your ex.) Like the protagonist of a
horror movie, you desperately want it to stop but no matter what you do or
how hard you try to change it, despite all efforts, it proceeds as if it had a life
of its own, because it does.

In the therapeutic relationship, the client who is repeating compulsively
creates conditions by his behavior where the therapist experiences as his
or her own what the client should have been feeling in the past (Tansey &
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Burke, 1989). To the therapist, the verbal exchange feels stuck, lifeless, pres-
sured and manipulative. He or she feels pulled to react in a certain way, as if
at the wheel of a car on the highway whose tire has just blown. It suddenly
feels very unsafe in the room, as if something just out of reach, unpleas-
ant and perhaps dangerous, were rapidly unfolding. To the client, although
frustratingly familiar, it also seems completely outside of his control. He is
unaware of wanting what results. Repetition compulsions can be enactments
of simple affects or, as the therapy progresses, they can represent extraordi-
narily complex and pathological dynamics. What is most confusing for both
therapist and client is that until it is rendered, delivered into consciousness,
it remains inscrutable, happening over and over until conditions within the
therapeutic relationship are such that it can be deciphered.

Russell (n.d.) said that psychopathology can be measured by the severity
and malignancy of the repetition compulsion and by the degree to which the
treatment relationship is threatened. Frank would rate high on this scale. His
verbal interactions and behavior demand that the therapist play the role of
the protagonist as Frank imposes his own horror movie on the therapeutic
relationship. How can this predicament possibly be a mechanism of change?

Firstly, while the repetition compulsion does function to repress and
project intolerable affect, it also simultaneously propels it forward into the
therapeutic relationship, delivering the affect to the person most capable
of understanding, tolerating, and containing it. It is a communication tool
which conveys its message much more powerfully than words ever could.
Reliance on the repetition compulsion represents the client’s hope that this
interaction might end differently than before.

Secondly, it permits a comprehensive assessment of the client’s function-
ing and major deficits, but it does so in a manner that is the reverse of the
typical way in which a therapist makes an assessment. Normally, a therapist
takes a history and learns of the client’s difficulties from the information and
the client’s presentation. In Franks case, the therapist will learn of his is-
sues by his behaving in ways that recreate the themes of his trauma for the
therapist to experience (Gorkin, 1996). Frank creates conditions in which
his therapist will feel the levels of humiliation, rage, and despair that he felt
as a child. Frank cannot describe these in words but countertransference will
make it abundantly clear to the therapist. An additional benefit is that this
mode of communication is lie-proof.

If the therapist succeeds in experiencing these affects and understanding
them as belonging to the client, a response can be fashioned that is non-
retaliatory and provides containment for both the behavior and the affect.
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Often, because the affect is communicated behaviorally, the response from the
therapist needs to be in the form of a limit. An intervention which assumes
that the behavior is conscious will be ineffective. The client will experience it
as a narcissistic assault which will recreate the original traumatic conditions.
(An example is Frank’s responses concerning his need for treatment, his alco-
hol use, and his employment history.)

After many, many of these interactions, the client will learn to expe-
rience the affect as contained within the therapeutic relationship and will
begin to be able to tolerate it. Here, the client experiences a reparative re-
lationship for the first time. And within this safety and security, repetition
compulsions can be transformed from unconscious fragmented id impulses
to conscious and fully experienced emotion. Only now, when the client
is able to verbalize, will the therapist learn of the specifics of what he or
she already knows. The events can then be retained and reintegrated into
memory as past experience (Chu, 1991) as interpersonal boundaries are
strengthened. Each time a trauma represented by a repetition compulsion is
delivered into consciousness, grief must be experienced for the attachment
that did not happen when it was needed. The grieving begins the process
of working through, where interventions can now be based on consciously
experienced affect.

Joe, the client in question 12, provides a good example of communica-
tion in the form of a repetition compulsion. It was impossible to determine
the nature of the conflict from his demand for a phone call, but his affective
state could be ascertained by exploring my countertransference responses.
I was very guarded with Joe, feeling that he might easily misread anything
I said. I dreaded the weekly request for the call and each week, without fail,
he forced my hand. His accusation that I was trying to make him “go off”
felt crazy to me. Why would I want to make a man who killed another lose
control of his temper? It was impossible to explain this to him. I tried. He
sneered. But he abided by the limit and returned each week so that we could
re-engage in this interaction anew. Once the issue of the phone call was re-
solved, Joe was able to relate the events which led up to his crime. Joe, badly
sexually abused as a child, mistook a hostile sexualized gesture made toward
him by another man as a homosexual attack (he later understood it to be an
attempt to humiliate him), became overwhelmed with terror and rage, and
killed him. Each week in demanding the phone call of me, he projected the
intolerable affects which led up to his offense: the misreading, the dreaded
interaction, the forcing of my hand, his projected feeling that I was trying
to make him “go off.” It was only when Joe experienced that I could tolerate
this explosive affect, his feeling that I really wanted to talk to him, could it be
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permitted into consciousness so that he could see the pattern of interactions
and begin to make sense of his behavior.
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CHAPTER 4

Adlerian Psychotherapy

Michael Maniacci

I. Describe your treatment model.

Adlerian psychotherapy is based upon the work of the Viennese psychia-
trist Alfred Adler, a colleague of Sigmund Freud at the turn of the twentieth
century. Although he was one of the original members of Freud’s “inner cir-
cle,” the Vienna Psychoanalytic Society’s first president, and founding coedi-
tor of their journal, Adler soon developed a system of psychotherapy and a
philosophy of human nature which was very different from Freud’s (Hoffman,
1994). In order to understand how contemporary Adlerians (sometimes re-
ferred to as Individual Psychologists) understand human nature and practice
psychotherapy, a brief discussion of the fundamental assumptions of Indi-
vidual Psychology (IP) is needed (Adler, 1956; Mosak & Shulman, 1967).

People are viewed from a holistic perspective. The parts are not given
greater attention than the whole. Clinically, that means that we do not neces-
sarily focus upon concepts such as the ego, the unconscious, emotions, or
symptoms, as these are “parts” of the individual. Rather the Individual Psy-
chologist focuses on the broader picture of the person or “individual.” While
we are interested in the causes of behavior, we place far greater emphasis
upon the purposes of behavior. Teleology is key to our system. We examine
the goals people set for themselves, both in their immediate and long-range
future.

We believe in soft determinism, that is, while we acknowledge that within
a certain range of probabilities “A leads to B,” we also know that many times
“A leads to C (or D, or X, etc.).” Human nature is not static, and humans are

47
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capable of not only responding to their internal and external environments,
they are capable of influencing them as well.

That leads to our next assumption, creativity. While the concepts of free
will and choice are often considered taboo within the realm of academic and
clinical psychology and psychiatry, Adlerians have long emphasized that in-
dividuals choose their responses to their environments, even if we admit (as
noted above) that they sometimes are extremely limited in the range of their
choices. We view individuals as co-creators of their world.

Phenomenology is our next assumption. People are more influenced by
their perceptions of the situation than by the situation itself. Clinically, we are
not as much interested in what happens to individuals as we are in what they
believe happens to them and the meaning they ascribe to it.

We view people within a social context. All problems have the potential
of becoming social problems, and while we may focus upon an individual’s
belief system, we will go to great lengths to demonstrate to that person the
interpersonal effects and consequences of maintaining that particular set of
beliefs.

Adlerian psychology is a field theory. We are not as much interested in
categorizing symptoms as we are in understanding their context. People may
be depressed, but knowing where they are depressed, with whom, for how
long, what makes the depression worse or better, and so forth, is much more
fascinating to us than simply knowing that the individual is depressed.

We stress a psychology of use. While what we have is important, Adlerians
are more interested in the use we make of what we have, particularly what
social use people make of their symptoms.

Adlerian therapy is primarily idiographic and multimodal. That is, we place
considerable value upon the individual case and its particular manifestation.
While we do explore nomothetic principles, we much rather understand not
the general rules of the case but how this particular case manifests the gen-
eral principles we see as underlying our system. As part of the idiographic
assumption, we need to tailor our treatment approach to the particulars of
the individual case. In any one day—and sometimes with any one client—
Adlerians may use behavioral approaches, approaches that are somewhat psy-
choanalytic, then switch to a behavioral focus, and maybe then to a cognitive
focus (Maniacci, 1999).

Finally, we see motivation as a striving from a perceived minus situa-
tion to a perceived plus. People grow and are always striving towards
subjectively interpreted goals. When confronted with a challenge to their
striving, individuals will select various means to overcome perceived areas
of deficit.
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Adlerians have pioneered and currently make extensive use of individual,
group, and couple and family therapy formats, and have long been advocates
of brief therapy (Hoffman, 1994). We see psychotherapy as a collaborative
enterprise in which therapist and client are equals. Pragmatically, that means
that while clinicians may be experts in psychology and psychotherapy, clients
are experts when it comes to themselves and their lives. Both must bring
their knowledge to the consulting room, and both must work together to
reach their mutually established goals.

Psychotherapy for us entails teaching patients to be more at ease with
themselves and their social world. They should move through life with a
more pro-social orientation and a greater sense of confidence and clarity. Ide-
ally, they should leave therapy more prepared to constructively contribute
to their world than to non-constructively or destructively demand that their
world give to them.

I1. What clinical skills are necessary to work with this patient?

The clinical skills or attributes most essential to Adlerian psychotherapy
are varied and complex. Flexibility, a general sense of usefulness to humanity,
empathy, and courage are just some of the keys to our approach. An explora-
tion into each will hopefully clarify their meaning.

Individual Psychologists must be flexible. We work with a wide range
of people in varied formats and with a multitude of issues. While we are
very consistent in our adherence to the basic assumptions, the techniques
we utilize in our psychotherapy vary according the needs of the situation.
The technique must not violate the assumptions, and as long as it does
not, we will use it. As noted above, with a few (admittedly controversial)
exceptions, it is NOT the technique itself which is of issue, but the use clini-
cians make of it that counts. There IS a sense of usefulness to humanity that
Adlerians characterize as community feeling, or social interest (Adler, 1956).
We generally believe that the social imbeddedness of people is innate, that we
are social creatures, and that the better adjusted we are to that fact, the better
off we are. The needs of the group should be intertwined with our own, to
such an extent that (ideally) they are inseparable. In short, what is good for
me should be good for everyone, and vice versa.

Adlerian psychology can come across as somewhat moralistic, and
counterbalancing the psychotherapist’s emphasis upon fostering community
feeling is the strong emphasis Adlerians place upon empathy. To paraphrase
Alfred Adler (1956), therapists are encouraged to see with the eyes of another,
hear with the ears of another, and feel with the heart of another. While we
strongly and emphatically ask clients to be responsible for what they do, we
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also stress understanding how they feel, what they think, and why they feel
and think the way that they do. Compassion is important, and a good thera-
peutic relationship may be one of the first steps in fostering social interest.

We see discouragement as the cardinal feature of all psychological dys-
function. People become discouraged in their ability to move towards their
goals in pro-social ways. We therefore want to encourage clients to re-engage
in a cooperative way. Adlerian psychotherapists need to demonstrate cour-
age, or as one Adlerian defines it, the willingness to risk even if the outcome
is uncertain (Mosak, 1995). By demonstrating hope, love, faith, and the
courage to be imperfect, clinicians can model good interpersonal relations for
their clients (Mosak).

Frank J. is a challenging client. Adler (1930/1976) was very interested in
the issue of criminality and criminals, and Rudolf Dreikurs (1977) described
the criminal personality, or what would now be called the antisocial person-
ality disorder (ASP), in some detail. In his view, ASPs, as well as all personal-
ity-disordered individuals, lack common sense, that is, the ability to think in
a consensual, cooperative manner. They are not psychotic, but rather they
follow their own private sense, or logic, to such an extent that they typi-
cally violate the rules of society. They grow up in an environment in which
they believe that their private logic is common sense. They believe that how
they think is how others think, and when they discover that others do not
think their way, ASPs are frequently initially amazed and then contemptuous
of how “naive” others are. Their life styles, or personalities, form these funda-
mental beliefs (Sperry & Mosak, 1996). Typical themes might include:

It is a dog eat dog world.

I should be top dog, without limits, and totally free to do what I want
to do.

Other people can't be trusted. They want to fence me in and limit my
freedom.

Their methods of operation vary, depending upon the type of situation
they grew up in, their physical make-up, and current context. In general,
Dreikurs (1977) detailed three types of ASPs: (a) The Ruling Types. These
individuals became tyrants, “hit men,” or dictators. Their preferred methods
of operation are to attempt overt control through domination, intimidation,
and force. They attain their freedom through violence. (b) The Self-Indulgent
Types. These individuals become addicts, confidence artists, and master ma-
nipulators. Their preferred methods of operation are to develop excellent
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social skills, quick minds, and smooth communication skills in order to get
their way. They attain their freedom through using people or substances or
both. (¢) The Organically Impaired Types. These individuals typically manifest
mostly Ruling Types of behavior, but for special reasons. Because of structural
central nervous system dysfunction, such as mental retardation and inadequate
early training, or not being given the necessary early environmental support
and attention, these people frequently broke society’s rules because they did
not understand them. Because their early environments either ignored their
organic impairment or were ignorant or indifferent to it, these individuals
started out with “two strikes against them,” so to speak. The troubles they get
into are a combination of an inability to control themselves and a lack of a
supportive atmosphere which could have taught them or sheltered them from
the adverse affects their impairments had upon them (Adler, 1930/1976).

Frank seems to have elements of all three types. Given the abusive
background he had, and the history of violence his father demonstrated, it
would not be surprising to find structural neuropsychological or neurological
damage with neuropsychological testing. This damage might be secondary
to early physical abuse, perhaps even a hereditary factor. Since the evidence
for such an hypothesis is scarce at best, I will approach the case emphasizing
that he is a combination of the Ruling and Self-Indulgent Types. Primarily,
in my clinical judgment, he is mostly the Ruling Type.

1. What would be your therapeutic goal? What is the primary goal? The
secondary goal?

The primary goal of all Adlerian psychotherapy is to foster a sense of
community feeling. Idiographically, I would want to try to teach Frank to
be more considerate of others and to be far less violent. Specifically, I would
offer the following:

* “Victim” identification. I would attempt to have Frank put himself in the
place of those he has victimized and would victimize. I would want to
see how empathic he is and eventually could become.

* [ would attempt to increase his optimism. This is not an idealistic at-
tempt on my part, though admittedly it is a challenging one. His impul-
sivity is (in part) most likely related to a profound discouragement and
pessimism about his future. Because of his doubts about his future, he
may believe that he had “better get it now.” The more optimistic Frank
may become about his future, perhaps he will be less likely to live solely
for today.
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¢ Teach him to examine the consequences of his actions. Frank has not
learned from his actions, nor does he see the relationship between what
he does and what is done to him.

* Bring his substance-abuse issues into focus and establish a contract for
either decreasing or stopping his drinking, including possible referral
to a substance-abuse program, consultation with a substance-abuse
specialist, or the use of a Rational Recovery or Alcoholics Anonymous
group (see point number 12, below).

Other, more specific goals will be addressed throughout subsequent
parts of this project.

2. What further information would you want to have to assist in struc-
turing this patient’s treatment? Are their specific assessment tools you
would use? What would be the rationale for using these tools?

While we have much of the data we would need to conduct a life-style
assessment of Frank, I would like to have some additional information. For
instance, I would need to have some early recollections (Shulman & Mosak,
1988). These are single, specific recollections he would recall from before the
age of 10 years. A recent ASP of mine gave as one of his early recollections the
following incident:

Age 7 years. We were eating Thanksgiving dinner, gathered around the
table. It was snowing outside, and our neighbor took out his snow-blower
and began clearing his driveway. We heard something like a scream, ran to
the window, and saw that he had tried to clear something from the machine
and gotten his hand caught in it. Most vivid moment: The blood shooting out
onto the white snow. Feeling: It was cool, exciting.

Interpreted projectively, this client does not feel compassion nor empa-
thy for his neighbors. Life is an exciting place where harm coming to others
leads to satisfaction for him. In a cold world, other peoples-pain brings ex-
citement to him.

While no one early recollection is enough, 8-10 can show clear pat-
terns and trends inherent in a client’s belief system. Frank’s early recollections
would prove invaluable.

Since I am a clinical psychologist, in addition to a life-style assessment,
I would probably want some psychological testing. Intelligence testing and
neuropsychological screening, objective personality testing and projective
testing, especially with the Rorschach Inkblot Test, would prove quite ben-
eficial. (Since I would reinterpret the data from the previous testing with the
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Rorschach and MMPI along Adlerian lines, I might simply reexamine the raw
data from the original testing.)

A hypothetical summary of his psychosocial history, what Adlerians refer
to as a Summary of Family Constellation (Powers & Griffith, 1987; Shulman
& Mosak, 1988), might sound like this:

Frank is the elder of two boys and psychologically a first-born who grew
up in an abusive, oppressive atmosphere where the dominant family values
were power, control, and getting your way no matter what the cost. Father
was a tyrant who ruled the house without mercy, and he could be abusive
and humiliating when it came to discipline. Frank never knew a lot about
his mother, and had a series of women in his early life that were both transi-
tory and ineffectual. Frank began to believe that life was unfair, power was
important, and people’s feelings were insignificant. He all too often saw the
pain his brother experienced and decided that feelings were a hindrance, and
therefore he trained himself to avoid them. He did the only thing he felt he
could do in order to survive: He joined forces with the enemy. If he couldn’t
beat his father, he could imitate him, and that he did with cold precision.
Life for Frank became a matter of overcoming challenges and proving that
he could survive whatever was thrown at him, and when his father failed to
offer him enough challenges, Frank went out and sought them, constantly
attempting to test his will, his nerves, against life and its dangers, and thereby
prove that what didn’t kill him made him stronger. Like Father, he believed
that he was a real man because he was rough, tough, and unwilling to take
anything from anyone.

I would present this summary to Frank, ask him to edit it, revise it, and
join me in its elaboration, and (by and large) share the formal testing results
with him. We would work together on the life-style assessment, and try to
figure out why he came to the conclusions he came to.

3. What is your conceptualization of this patient’s personality, behavior,
affective state, and cognitions?

While the life-style assessment would provide the basis for an assess-
ment of Frank’s personality, behavior, affective state, and cognitions, a more
detailed analysis could be presented. First of all, since one of our basic as-
sumptions is holism, divisions such as those articulated in this section would
not be very meaningful for an Adlerian. Frank’s personality is inseparable
from his behavior, affective state, and cognitions. We would treat them as
a whole. As (almost) an academic exercise, we could break down the above
assessment this way:



54 ANTISOCIAL PERSONALITY DISORDER

* Long-range personality goals: To be free, dominant, and in control.

* Frequent short-range (immediate) goals: To intimidate. Power and re-
venge would be the frequent immediate goals for which he would strive.
Intimacy and commitment would be avoided, since they might tie him
down and make him vulnerable, for if he commits, he could get hurt.

e Frequent emotions: While in any specific instance, he might experience
any emotion, primarily he would probably focus upon pleasure, pain-
avoidance, and apathy (if he doesn’t actively care about anything, no
one can control him; the purpose of apathy is to remain beyond anyone’s
control).

His cognitions could best be described after seeing and interpreting his
early recollections. However, in general, they probably would be very similar
to the beliefs Dreikurs (1977) identified as part of the ASP’% belief system.

4. What potential pitfalls would you envision in this therapy? What
would the difficulties be and what would you envision being the sources
of these difficulties?

The potential pitfalls in this therapy are numerous. For instance, Frank
does not trust, and psychotherapy involves trust. I would have to be very
careful not to speak his language too mechanically, for he would probably see
me as trying to control him or limit his freedom. Similarly, we would have
to be very clear about confidentiality, informed consent, duty to warn, and
other such guidelines. This case could be a management nightmare, for so
many people could be involved. Keeping the lines of communication clear
would be challenging.

Frank sees life as one filled with pain when you are not “top dog.” He
probably would have a hard time letting me take over, yet to let him be in
charge might prove frustrating.

Honesty and frankness are not frequent bedfellows with these clients.
In working with ASPs, it is easy to confuse collaboration with manipulation,
both from clients and clinicians. I find I always want to be “clever” with these
individuals, and sometimes I just end up being foolish. It is difficult to beat
them at their own game, and to try to do so usually ends up in a mess.

Finally, the social implications of Frank’s behavior are far-reaching and po-
tentially dangerous. Such work frequently places therapists in precarious posi-
tions, such as having to decide if the particular course of a discussion might
end up with ASPs getting mad, storming out of sessions, and taking out their
anger against others, even against the therapists themselves. Adlerians, as much
as anybody, are fully aware of the social implications of symptomatic behavior.



Adlerian Psychotherapy 55

5. To what level of coping would you see this patient reaching as an im-
mediate result of therapy? What result would be long-term subsequent
to the ending of therapy?

Adlerians tend to not do prognosis. In most instances, clinical prognosis
leads to a sort of self-fulfilling prophecy in that clinicians look to find what
they expect to be there. Such a use of prognosis I find very unhelpful.

When prognosis is used in order anticipate potential pitfalls and traps
that need to be avoided, and in order to plan for constructive remediation
strategies when they arise, then it IS very helpful. For instance, some psycho-
therapists will say that Frank has a poor prognosis. To state it that way is to
establish a mind set that anticipates failure. Most Adlerians would prefer to
say that Frank will be challenging. The issues identified in point number 4
above (potential pitfalls) could be anticipated and discussed with Frank. His
cooperation could be elicited in order to brainstorm about how to handle
such challenges if and when they arrive.

6. What would be your timeline? What would be the frequency and du-
ration of the sessions?

I would prefer weekly individual sessions for the initial phase of therapy.
After some time has elapsed and some stability has been attained, I would
probably put him in weekly group psychotherapy, with individual sessions
reducing to every other week. Couples and family therapy would be used as
needed (see point number 13, below). A literature review shows that psycho-
therapy with personality disordered individuals frequently takes some time,
and I could foresee 2 years of such work (e.g., Beck, Freeman, & Associates,
1990; Benjamin, 1996).

Since stage one of Adlerian psychotherapy involves building and main-
taining a relationship, Frank’s input would be required in all of the debate
about frequency and duration. A complication is that neither Frank nor I are
complete masters of our fates: There could be legal implications and various
law enforcement personnel may want their input. This could be used to our
mutual advantage, however, by giving us a “mutual enemy” to work against
(see point number 12, below).

7. Are there specific techniques you would implement in the therapy?
What would they be?

I could write a volume on this, and many clinicians have already done
so. There are many techniques I would want to use (Mosak & Maniacci,
1998). Specifically, the techniques would revolve around two primary poles:
confrontation/reeducation and support.
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Frank is withholding. Given his history, this is understandable. Without
some confrontation, this treatment would most likely evolve into a mutual
admiration society with Frank spewing forth platitudes and flattering the
therapist, and the therapist regurgitating some such similar canned phrases.
Frank is a dangerous man; he has hurt numerous people, including those
that have tried to help him, and every year he seems to become more and
more adept at plying his pathology. The group format would prove invalu-
able in pressing him to examine his private logic. I would need a group with
strong members, some of whom are much farther along in their treatment
than Frank. The more they call him on his game playing, the greater the op-
portunity to teach him something. The more they confront and prepare him
to learn, the more I could be supportive, encouraging, and empathic: “Yeah,
I know Frank is a shark, but can you blame him? Look at what he had to do
to survive.”

This dialectic of confront/teach and support would be hard for any one
therapist to do in individual psychotherapy. Fortunately, Adlerians have been
advocates of multiple psychotherapy, the use of two therapists with one client
(Dreikurs, Shulman, & Mosak, 1984). In this case, I would find it essential.
One therapist, typically and ideally an older, senior colleague, could confront
and teach, while the younger, more peer-like therapist could support and
empathize.

In addition, Frank would strike me as someone with whom imagery
would play a key role. With many ASPs, behavioral rehearsal of new skills is
required, and the use of imagery and role playing would facilitate the process.
One type of imagery technique would be restructuring his early recollections
(Kopp, 1995; Maniacci, 1996). I would ask him to recall one of his distress-
ing memories, either in individual sessions or group, and we would reenact
it. I would then attempt to have him restructure the memory until it came out
the way he wanted it. As is typical with many personality-disordered indi-
viduals, the process is quite difficult, for they keep recreating the same basic
theme with only slight variation (Maniacci). With prompting and patience,
Frank would eventually change his memory to a more pro-social, construc-
tive version. A link could then be made to a current situation in which he is
responding in much the same manner, and his new skills acquired from his
childhood reconstruction could be then applied to the current problem.

Another technique I have used involves audio or video taping sessions
and reviewing them with clients. In either individual or group sessions, this
can facilitate learning and begin to allow Frank to “step outside” his style and
view it from another’s perspective.
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8. Are there special cautions to be observed in working with this pa-
tient? Are there any particular resistances you would expect, and how
would you deal with them?

As noted previously, there are many cautions I would take with this case.
There is an obvious duty to warn issue which must be kept foremost in the
clinician’s mind. Confidentiality would need to be discussed and clarified in
advance with Frank, for he needs to know what the implications are of his
telling me certain “facts” or intentions. I would seek out and utilize a senior
colleague for supervision and a “reality check,” for this case could get quite
complicated. And once again, my role with outside agencies, such as law en-
forcement officials, would need to be spelled out well in advance and agreed
to by all, especially Frank.

With regard to transference issues, Adlerians do not see the need to de-
velop transference neuroses with patients (besides, with clients like Frank,
such issues are typically moot, even from a traditional psychoanalytic per-
spective). We conceptualize transference as the consistency of the life-style.
In short, we believe that Frank’s belief system will be evident both in therapy
and out of therapy. Why should we expect him to behave any differently in
treatment with me than outside of treatment with anyone else? I would have
to watch for when he would act out his issues in session and offer what other
analysts have called a “corrective emotional experience”; that is, I would have
to behave in such a way as to disconfirm his expectations of people (Alex-
ander, 1963, p. 286). Through my own personal growth, didactic training
analysis, and supervision, I would have to monitor my levels of frustration
and desire to help. I should not want him to change more than he wants him-
self to change, for if I do, I am giving him leverage over me, and with ASPs,
that is something strongly to be avoided.

9. Are there any areas that you would choose to avoid or not address
with this patient? Why?

Given the data 1 have at the present time, there are no areas per se
I would avoid with Frank. As I conceptualize it, it is not an Issue of “areas”
as much as it is one of “timing.” With any client at all, but with Frank in
particular, T would be sensitive to the fact that he may not be ready to hear
certain things at certain times. Frank is looking for a fight, and I do not want
to fight with him, except in special cases where he might be testing me to
see if 'm “tough enough to take it.” In those cases, we might butt heads with
each other within very narrow and specific guidelines, but only until he can
see that I can stand up to him without being intimidated. My goal should
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never be to defeat him, to make him feel inferior, or to give him the sense that
he is “one down” on me. If at any time I believe my work will do just that,
I would avoid that area, at least for as long as I could.

10. Is medication warranted for this patient? What effect would you hope/
expect the medication to have?

According to the history and testing, there is no indication of mania or
a formal thought disorder. A psychiatric and/or neurological consult might
prove helpful nonetheless. Some of the newer antidepressants can have po-
tent effects on impulsivity, and possibly anticonvulsant medications could
help manage some of his aggression, as might Antabuse help control his
drinking. This area is beyond my expertise, however, and that is why I would
seek out a consultation. Getting Frank to “have his head examined,” though,
might prove extremely challenging.

11. What are the strengths of the patient that can be used in the therapy?

Frank has a lot of strengths. He has never quit. Yes, Frank’s psychopa-
thology has been difficult for him. It has brought him a great deal of grief, but
that grief has been less than what he imagined he would get had he not done
the things he did to survive. There is something to admire in his tenacity,
stick-to-it-iveness, and power. He served in the military, and he managed to
feed himself and those he loved even in tough times.

Frank is here and alive. Given his background, history of abuse, military
service, and jail time, he has managed to survive. That is an accomplishment.

He is in therapy. That needs to be acknowledged. Frank doesn’t do what
he doesn’t want to do. I would work hard to reframe his coming in as being a
healthy, positive step, not something that he is being coerced into doing,.

Finally, he probably has a lot he can teach people, me included.

I have the sense from reviewing the history that rarely has anybody ad-
mired Frank or asked him to lead for very long in a non-aggressive context.
There probably are many things about leadership, survival skills, and tenac-
ity he could and might even enjoy teaching me (and fellow group members).
I would hope to get the chance to have him do that.

12. How would you address limits, boundaries, and limit setting with
this patient?

Addressing limits would be a crucial issue with Frank. At the expense of
being too clever, a dynamic I know I need to be careful with in such cases,
I would need to set limits with Frank in such a way as to not give him a
weapon to beat me over the head with. For example, if I make too big an
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issue of his drinking, he might drink in order to prove he can defeat me. But
if T fail to address it at all, he may start coming to session intoxicated. That
would benefit no one. One way of addressing such issues might be to have
Frank see “them” as “the enemy,” and possibly see me as his “ally” in his fight
against “them.”

As T see it, there are three possible “enemies” we could “attack. First, we
could attack his drinking. I would try to reframe his drinking as controlling
him, and he being at the mercy of it, and not the other way around. Whereas
he sees himself as a “two-fisted drinker,” I would want to show him that he
may be weak and giving in to the drinking. Toughness would be avoiding the
excessive drinking, not managing it.

Next, I would see if we could use the legal system as the “enemy” we
have to not let “beat us.” (My emphasis upon the “us” IS deliberate.) With
the collaboration of the law enforcement personnel, T would try to get Frank
to see them as having no faith in him, watching him constantly to see if he’ll
slip up, and anxiously waiting to embarrass him in public (with only a slight
reference to his father’s abuse). We would need to do whatever we could to
make sure no one ever puts him in such a position again.

Lastly, I would see if T could get some kind of negative response about
his father. If my guess is right, Frank is still pretty angry with him. T would
attempt to set up his father’s style of relating to people as the same way Frank
relates to them. By acting like his father, Frank is acknowledging that “that
no-good bastard was right.” “Frank, you've become just like him. You're pay-
ing tribute to him and showing him that you wanted to be just like the way
he was. Why would you want to compliment that guy?”

Frank may be a client I would not necessarily sit in my office with and
just “talk.” We might need to go for walks. Face-to-face conversation might
prove too “touchy-feely” for him. Walking along a street outside the office
and talking “like two men” might seem more acceptable to him and encour-
age him to relate to me as someone other than a “doctor” or an authority
figure. Maybe it wouldn't; it might simply loosen a boundary that shouldn't
be pushed anyway. Nonetheless, I would try it and see if it produced results.
If it did not, I would stop.

13. Would you want to involve significant others in the treatment?
Would you use out of session work with this patient? What homework
would you use?

Besides individual and group psychotherapy, I would use family therapy
(Sherman & Dinkmeyer, 1987). He has a wife he cares about. She has been
there for him and stuck it out with him. Perhaps his relatives, or at least his
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brother, would be available. A great deal of negotiation would be needed to
have him allow me to bring them in. I would certainly give it a try. His wife
might just provide the leverage I need to open him up.

Ideally, if I could bring in many relatives, I would try network therapy.
Not just his immediate family, but his aunts, uncles, in-laws, and the like,
would be helpful. Adlerians emphasize the social context of problems. Rather
than hypothesize what the cost of his style is for those in his social world,
I would attempt to actually demonstrate what his style costs him and those
around him. Between group and family therapy, Frank might be brought to a
point where he would develop common sense.

Many Adlerians find homework invaluable. T do as well. With Frank,
I would follow a basic structure that I follow with most of my clients. We
would begin each session with a goal, something to learn each session. We
would explore it, and try something in session to rectify the problem. What-
ever we did in session that seemed to produce a beneficial result would then
be assigned as homework between sessions. What he practiced in session
would be applied between sessions. Once again, I would have to be careful
not to allow myself to be set up for a disappointment. Frank may not want to
do much therapeutic work between sessions.

14. What would be the issues to be addressed in termination? How
would termination and relapse prevention be structured.

I am not sure what termination would look like with this client. With
Frank, clear goals would facilitate compliance, to a degree. ASPs typically do
not like too much structure, however; it gives them a sense of being “fenced
in,” and that they try to avoid. We would need to strike a balance between
what is required of him by the law, what is desired of him from his family, what
I would like from him as his psychotherapist, and what he wants for himself.
In other words, we are back to the beginning, what Adlerians consider the first
stage of psychotherapy, goal alignment during the relationship stage. All things
being equal, I would like to see him stop or control his drinking, become more
empathic, more socially interested, and considerably more flexible in his style.
While the fundamentals of his style would probably remain unchanged, he
would use his style in a much more constructive manner (Kopp, 1986).

Relapse prevention would entail teaching him about his style of oper-
ating and his ability to step outside of his style and catch himself heading
down a non-constructive—or destructive—path. For example, Ruling Types
are hypersensitive to challenges to their power. We would need to be very
concrete about how sensitive he IS to such “affronts” and work with him to
become more tolerant of such issues.
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With regard to his drinking, we would try to show him the connec-
tion between his life-style and his choice of alcohol as a coping mechanism.
While there may be dozens of social, economic, organic and environmental
reasons people abuse alcohol, Adlerians are interested in the purpose of the
abuse (Laskowitz, 1971; Lombardi, 1996). We tend to believe that the sub-
stance produces an effect chemically that the individuals feel incapable of
producing psychosocially. Frank is a bit of an excitement seeker; it gives him
a sense of power and immortality that reinforces the fiction that he is top dog
and beyond the limits normal people have. Alcohol may give him a euphoria
that makes him feel free. As it lowers his inhibitions, it allows him to try
the (sometimes) dangerous things he is about to do. It is “liquid courage,”
so to speak. Along much the same lines, it will dampen down his emotional
responsiveness as well, once he overindulges. This dampening down of feel-
ings after the initial euphoria may help him maintain his apathy, and hence
his sense of not caring about anything and therefore being beyond anybody’s
control. These dynamics need to be explored and more constructive ways of
his meeting challenges have to be put in place.

Frank cannot lead a dull life. If his goals of freedom and power are not
met in constructive ways, he will “relapse.” We would need to find him social
activities and a career that would allow him to continue his style, but simply
in a more adaptive way.

15. What do you see as the hoped for mechanisms of change for this
patient, in order of relative importance?

The hoped for mechanisms of change for this patient would be his ability
to be a leader, a fighter, and a survivor. Frank feels inferior, and given his his-
tory, this is more than understandable. We would need to target his strengths
and encourage them. Rather than ask him to “reinvent himself,” we would
ask him to realign himself. Whereas in the past he moved towards his goals
in a destructive manner, we would ask him to (basically) keep the same style,
but use it more-constructively (Kopp, 1986).
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CHAPTER 5

Millon’s Biosocial-Learning
Perspective

Personologic Psychotherapy

Darwin Dorr

I. Please describe your treatment model.

Biosocial-learning theory is a theory of psychopathology and treatment
developed by Theodore Millon over 30 years ago (Millon, 1969) in an effort
to link current knowledge of personality categories in a logical, deductive
manner to existing, acknowledged mental disorders. Biosocial-learning the-
ory is inclusive and anticipated the current integrative approach to personal-
ity and psychotherapy (Hubble, Duncan, & Miller, 1999; Norcross, 2002;
Norcross & Goldfried, 1992). The amalgam of spheres incorporated in the
term “biosocial-learning theory” emphasizes the view that personality and
psychopathology develop as a result of the interaction between organismic
and environmental forces, an interaction not well-recognized at the time that
Millon initially introduced the idea. In his view, this interaction is continu-
ous, beginning at conception and continuing throughout the life cycle. In
this way persons who share similar biological/constitutional predispositions
may present with differing personality characteristics and clinical syndromes
as a function of their experiences. Biological/constitutional factors can shape,
facilitate, or limit the nature of the individuals learning and experiences in
many ways. Consider, for example, the role of perception. As a result of dif-
fering constitutional characteristics persons may perceive the same objective
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environment in different ways which, in turn, may contribute to marked in-
dividual differences in their reaction to the environment. Through this mech-
anism, the “same” objective environment becomes, in psychological actuality,
multiple environments.

Millon does not imply a simple, unidimensional biological determin-
ism in this model. He asserts that biological maturation is dependent upon
a favorable environmental experience. The biosocial-learning model posits
a circularity of interaction in which dispositions in early childhood evoke
counter-reactions from others, which subsequently enhance these disposi-
tions. Children actively interact with their environment, thus contributing to
the conditions of their environment which, in a reciprocal manner, provide a
template for reinforcement of their biological tendencies.

In 1981 Millon published Disorders of personality: DSM-III, Axis II, in
which he further delineated and expanded the elements of the personality
disorders. In 1990 his Toward a new personology, named in honor of Henry
Murray and Gardner Murphy’s work, extended his theory and incorporated
evolutionary principles in personality theory and research. In this book
Millon observed that the number and diversity of conceptualizations of
personality and psychopathology theory are large and seem to be expand-
ing. Yet the various theoretical frameworks overlap sufficiently to allow the
identification of common themes or trends that can be explained by evolu-
tionary theory. He observed that from the early 1900s, therapists repeatedly
proposed a three-dimensional structure as a model for describing personal-
ity. For example Freud described three polarities that govern all of mental
life. Even so, this tripartite model had been identified both earlier and later
than Freud in many nations. Millon adopted Freud’s polarity model which
includes pleasure-pain, active-passive, subject-object. Employing this three-
dimensional model as a foundation, Millon described personality patterns
that closely approximated each of the Axis II personality disorders in the
DSM-IV nosology (American Psychiatric Association, 1994). In the 1990
manuscript Millon was guided by Godel’s incompleteness theorem (1931),
that no self-contained system can prove its own propositions. Hence,
Millon journeyed beyond the parameters of psychology to examine univer-
sal principles that can be found in older, more established sciences such as
physics, chemistry, and biology. Using the observations gleaned from this
broad scientifically historical view, Millon concluded that the principles of
evolution are essentially universal and that the lessons to be learned from
evolutionary principles have a close correspondence to his earlier (1969)
biosocial-learning theory. In updating and revising the theory of polarity,
Millon presented the following broad model:
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THEORY OF PERSONOLOGIC POLARITIES

Survival Aims: Pleasure Pain
(Life-enhancing)  (Life-preserving)
Adaptive Modes: Passive Active
(Accommodating) (Modifying)
Replication Strategies: Self Other
(Individuating) (Nurturing)

In the polyphonic manner of simple Mozartian themes, these polarities
can be easily woven into a complex lattice that accurately captures the over-
arching styles of the various personality disorders. In the case of the antisocial
personality disorder, for example, the polarities are out of balance such that
the subject’s Pain polarity (Preservation) is weak as are the Passive (Accom-
modation) and Other (Nurturing) polarities. The Pleasure (Enhancement)
polarity is average, but the Self (Individuation) and Active (Modification)
polarities are strong. Put another way, as a result of the marked imbalance in
life’s great polarities, the antisocial personality is unmoved by painful conse-
quences, disinclined to conform, and unwilling to sustain or nurture others.
On the contrary, the antisocial personality is overly oriented to self and, con-
sequently, diminishes others as a means of securing rewards.

In 1996 the second edition of the Millon’s Disorders of personality was
published together with Roger Davis, which greatly extended and expanded
our understanding of Axis II pathology. Millon’s 1999 volume, Personality-
guided Therapy, extended his theory to the practice of integrative psycho-
therapy which considers the complexities of the whole person.

Millon (1990, 1999) and Millon and Davis (1996) recognized that an
integrative theory must consider multiple spheres or domains of personality.
Based on a review of the research literature, Millon concluded that it would
be clinically useful to focus on eight major domains of personality. Four of
these domains are Functional and four are Structural. The four Functional
domains are: (1) Expressive Acts, (2) Interpersonal Conduct, (3) Cognitive
style, and (4) Regulatory Mechanisms. The four Structural domains are:
(1) Self-Image, (2) Object Representations, (3) Morphologic Organization,
and (4) Mood/Temperament. Using Millon’s system, the practitioner would
select one or more of these domains for specific technical interventions at the
individual session level. That is, there may be a major deficiency or pathol-
ogy in one or more of these domains. The clinician would target the deficient
domain(s) for specific work in session. In the case of the antisocial personal-
ity, Expressive Acts, Interpersonal Behavior, and Regulatory Mechanisms are
the domains usually suffering the greatest deficiency.
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This approach to treatment is both strategic and tactical in nature. The
personologic therapist engages in broad strategic interventions that seek to
realign imbalances in polarities as well as in session-based tactical interven-
tions that target deficiencies in specific domains.

Millon also identified what he calls “perpetuating tendencies,” that is,
characteristics of the personality disorder that actually contribute to the
perpetuation of the disorder itself. For example, the overall strategy of the
antisocial personality is to “get others before they get me.” This defensive
strategy naturally provokes counter-hostile reactions on the parts of others,
yet the antisocial remains unaware that s/he has contributed to the aggression
of others in the first place. Thus, he feels justified in arming himself against
further attack. Personologic therapy seeks to identify maladaptive perpetuat-
ing tendencies and to counter them where possible.

The system also employs “potentiated pairings” and “catalytic sequences”
in mounting a therapeutic program. Potentiated pairings take place when the
therapist combines two or more therapeutic procedures simultaneously to
overcome problematic characteristics or resistances that might comprise a
single approach. Potentiated pairings are selected in a manner that is logically
consistent with the theoretical conceptualization of the patient. In the case of
the antisocial patient, whose expressive behavior is impulsive, personologic
psychotherapy may simultaneously employ the leverage of parole with the
influence of family therapy in which family members may be discouraged
from being enablers of antisocial behavior.

Catalytic sequences utilize multiple treatment modalities. These are pro-
cedures in which serial treatments are applied in an order designed to have
the most impact. In the case of the antisocial person, impulsive expressive
behavior may first be controlled by legal or other coercive means, after which
cognitive approaches are employed to expose errors in thinking. When prog-
ress is made in this realm, interpersonal approaches may be used to alleviate
difficulties in this sphere.

There are no discrete boundaries between potentiated pairings and cata-
lytic sequences. The idea is that interventions in tandem or sequence may
contribute to therapeutic synergy, thus contributing to the effect size. The
action of combining interventions is especially important with antisocials be-
cause of their notorious resistance to treatment.

At this point it must be emphasized that Millon’s personologic psy-
chotherapy is not yet another “school” of psychotherapy. Rather, it is a
psychological-philosophical model that allows the thoughtful integrationist
to conceptualize the assessment and treatment of individuals and to draw a
wide variety of therapeutic modalities in mounting the treatment plan. The
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model is inclusive rather than exclusionary. However, unlike eclecticism,
which can be disorganized and haphazard, Millons personologic therapy
provides a theory of psychopathology and a method for directing deliberate
interventions logically derived from the model. It affords the clinician a ma-
trix for building a treatment plan based upon logic and thoughtful assessment
of the patient’s needs, deficiencies, and tendencies. Therapeutic interventions
are selected based on the careful conceptualization of the case, not on what
one was taught to do in graduate school.

Thus conceptualized, it is unlikely that any legitimate therapeutic ap-
proach would be excluded from a personologic therapy plan. However, the
clinician would be closely questioned as to why a particular intervention was
chosen for a particular client, why the intervention was selected at a particu-
lar time in the therapy, and what the strategic or tactical goals and objectives
may be for the intervention.

For this reason this chapter will not, by the nature of the system being
employed, present a tight description of a particular orthodox approach to
the antisocial patient. Rather, there will be an attempt to address the thera-
peutic issues raised in a manner that is logically consistent with the concep-
tualizations of the antisocial individual as articulated within the model of
personologic therapy.

A final caveat must be offered to the reader. This chapter is being written
by an appreciative supporter of Millon’s system. However, the interpretation
of the system and the notions about interventions for the patient under con-
sideration in this book need not be assumed to be endorsed by Dr. Millon,
or for that matter, other adherents to the system. Any misinterpretation or
misapplication of Millon’s work must be laid at the feet of this writer.

II. What would you consider to be the clinical skills or attributes most
essential to successful therapy in your approach?

Personologic therapy provides brief statements about the clinical skills
and the attributes of the successful therapist choosing to work with the anti-
social patient. Millon and Davis (1996) referred to the work of Beck and Free-
man (1990) in this matter. These authors site the attributes of self-assurance,
a reliable but not infallible objectivity, a relaxed and non-defensive interper-
sonal style, a clear sense of personal limits, and a strong sense of humor.

Additionally, personologic psychotherapy acknowledges the importance
of common factors in psychotherapy (Dorr, In press). Common factors are
those dimensions of the treatment setting (therapist, therapy, client) that
are not specific to any particular technique. Considerable research has been
compiled on the role of common factors in effective psychotherapy. In their
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extensive review of the psychotherapy research literature, Lambert and Ogles
(2003) concluded that common factors loom large as mediators of treatment
outcome. Of relevance to this discussion are the following common factors
that have been identified: the therapist as an individual, the therapists ex-
pectation for improvement, the therapists persuasion with the client, the
therapists warmth and attention, the therapists understanding, and the
therapist’s encouragement. Personologic therapy would counsel caution and
recommend realistic expectations when working with the antisocial person
(as would an adherent to any other approach), but it is characterized by a
respect for the power of the common factors to be beneficial to the patient.

Above all else, the personologic psychotherapist must have a broad view
of personality, and for that matter, psychology itself. There is little room for
dogma in Millon’s system. Because persons are so complex, conceptualiza-
tions must respect this complexity. Interventions must flow logically from
broad and rich formulations of the person. Rigid adherence to a particular
conceptualization of psychopathology or to a particular technique would not
allow the therapist to access the entire scope of change process that might be
utilized with a specific patient. In short, a personologic therapist would likely
be high on the characteristic of openness and low on authoritarianism.

As a final note to this section, this writer believes that to be successful
with the antisocial individual, one must have some empathy for their often
clumsy and frequently transparent methods. In many ways the antisocial is
like a wanderer adrift in the cold looking through the window at a warm,
loving family enjoying something that he is horribly envious of, and yet does
not understand. This, the clinician must understand.

11I.

1. What would be your therapeutic goals for this patient? What is the
primary goal, the secondary goal, of therapy? Please be as specific as
possible

3. What is your conceptualization of this patient’s personality, behavior,
affective state, and cognitions?

As the Millon system insists that the choice of therapeutic interventions
flow directly out of the overall theoretical conceptualization of the patient,
these questions III 1 and 3 will be answered in a single section.

In the case of the antisocial personality, the selection of primary and
secondary therapeutic goals will be strongly influenced by the clinician’s
assessment of the severity of pathology found in the patient. Although this
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is obviously the case in all therapies, the matter of degree of pathology is
especially important in the case of antisocial personality disorder because
of the widespread belief or observation that many antisocials are untreat-
able. Hervey Cleckley himself (1941, 1977), who wrote The Mask of Sanity,
maintained that the psychopath was untreatable. In the nearly 500 pages
of Meloy’s The Psychopathic Mind (1988), only 31 pages are devoted to the
matter of treatment and much of this material is devoted to the discussion of
the decision when not to treat.

However, should the personologic clinician choose to treat the anti-
social, the matter of goals is clear. As is the case with most points of view,
personologic therapy recognized that most antisocial persons do not come
for treatment voluntarily. In most cases, they come under an ultimatum. In
view of the fact that the antisocial person usually does not perceive that he
has a problem, the personologic therapist will likely try to impress upon the
patient the ways in which his or her behavior is disadvantageous to him or
her in the long run. It is recommended that we stand a greater chance of suc-
cess with the antisocial if he can be convinced that the change might be in his
immediate best interest.

In designing a treatment plan for Frank, the clinician should maintain a
balance between the overall conceptualization of the person (strategies) and
more specific session-based aims (tactics). Viewing the antisocial person as
one in whom there is a serious imbalance among the great polarities of life,
the personologic therapist would seek to establish some reasonable equiva-
lence between the unbalanced polarities. The personologic conceptualization
of Frank is that he is weak on the Preservation, Accommodation, and Nur-
turance polarities; average on the Enhancement polarity; and strong on the
Individuating and Modifying polarities. Accordingly, the therapist would use
a strategy which attempts to reduce Frank’s almost exclusive emphasis on
the self by encouraging Frank to develop a stronger awareness of others who
are separate human beings who hold value and are in possession of rights. In
time Frank may find an increased sensitivity to the needs and feelings of oth-
ers as well. The overly active style of extracting rewards by exploiting others
would be confronted. The value of flexible accommodation of others would
be taught. The therapist may appeal, if necessary, to Frank’s overweening self-
interest by pointing out that his needs could be fulfilled faster and easier if he
were to adopt these attitudes.

Additionally Frank is weak on the life-preserving polarity of the survival
aims. This weakness has resulted in physical injury as well as financial and
social losses. With this characteristic in mind, the therapist would be to teach
him the survival value of moderating his behavior to avoid unnecessary loss.
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Another strategic goal which emerges from the conceptualization of
the patient would be to counter perpetuating tendencies. In the antisocial, the
potential for perpetuating tendencies to cause difficulty is enormous. The
pathological elements of the antisocial disorder itself perpetuate its continu-
ance. Frank perceives others as dangerous and untrustworthy, and treats
them as such. This behavior provokes like-mindedness in others and evokes
their aggressive behavior. The result is that Frank’s perception of others as
dangerous is continually reinforced, which perpetuates his disorder.

A related perpetuating tendency is Frank’s protective shell of anger and
resentment. It should be pointed out that this very attitude is the agent provok-
ing the response from others that Frank is so quick to defend against. Equally,
it should be pointed out, like the flip side of the coin, that non-defensive,
pro-social behavior will be likely to elicit from others a non-defensive pro-
social behavior.

At the more immediate tactical level, specific deficiencies in selected do-
mains of personality functioning would be targeted for work during the ses-
sion. In Franks profile the primary domain dysfunctions are Expressive Acts,
Interpersonal Conduct, and Regulatory Mechanisms. For example, in the Ex-
pressive Acts domain, the antisocial is described as impetuous, irresponsible,
acting hastily and spontaneously in a restless, spur-of-the-moment kind of
manner: he can be counted on to be short-sighted, incautious, and imprudent.
He often fails to plan ahead, to consider alternatives, or to heed consequences.
It would not be unacceptable to the personologic therapist to utilize exter-
nal forces to help control Frank’s impetuosity, irresponsibility, and restless-
ness. Legal or domestic restraints may exert external controls that would help
compensate and confine these expressive tendencies. Various tactics of limit-
setting might be employed as well as cognitive approaches that would help
Frank reframe the short-sighted, imprudent tendencies which cause him such
difficulty. It might benefit Frank to appraise the thought processes underlying
his behavior and the way in which they lead to negative consequences.

The Interpersonal domain is another area of deficiency. Interpersonally,
the antisocial is described as untrustworthy, unreliable, and failing to meet or
negate personal obligations of a marital, parental, occupational, or financial
nature. Antisocial persons actively intrude on and violate the rights of others.
They transgress established social codes through deceitful or illicit behavior.
Personologic therapy enlists the help of interpersonal therapy to remediate
deficiencies in the interpersonal realm. Benjamin (1993) assumes that antiso-
cials have not had a social learning history characterized by warm and nurtur-
ing caregivers that might have led to reciprocal warmth and attachment. The
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interpersonal therapist counters these tendencies with modulated warmth in
an attempt to overcome socialization deficits. Great care, however, should be
taken not to allow the patient to believe that warmth equates with weakness,
as the antisocial will be quick to attempt to exploit the perceived weakness,
thus, sabotaging the therapy.

At 48, it is unlikely that Frank is going to be transformed into a warm,
loving person by any therapy. However slick the antisocial person appears,
he is actually quite clumsy in terms of long-term payoff. Frank’s interper-
sonal episode in the bar illustrates this. His “getting even” resulted in a parole
violation and further negative consequences. This might be pointed out to
Frank to illustrate how he needs to improve his interpersonal skills, if for
no other reason than self-interest. It would have been in his own best interest
to have handled the man in the bar differently. He would not be in his current
predicament if he had been more accommodating. Hence, the question put
to Frank would be, “How could you have handled things differently so that
you would not have violated parole?” The value of greater interpersonal ac-
commodation would be emphasized.

The Regulatory Mechanisms domain is also deficient. The primary
regulatory mechanism of the antisocial is acting-out. The antisocial is rarely
constrained; socially odious impulses are not refashioned in sublimated
forms. Instead, they are discharged directly and hastily, usually without guilt
or remorse. In psychodynamic terms, the regulatory mechanisms of the an-
tisocial are like primitive defenses such as acting-out, projection, splitting,
and primitive denial. The personologic therapist might employ cognitive
interventions such as described by Beck and Freeman (1990) in addressing
these deficiencies. The therapist may attempt to help Frank understand that
“getting even” does not equate with “getting ahead.” The futility of the “talon”
philosophy may be discussed. That is, Frank may be asked if he wants to “get
even” or “get better.” He may be taught that long-term gain may be acquired
by binding frustration and using it as a source of energy to attain success. A
tactical goal would be to help Frank understand that acting out may provide
short-lived advantage (e.g., “To get the offending guy off your back!”) but that
this style has proved to cause him untold travail in the long run. This writer
would add that the goals could be described as fostering pro-social thinking
and behavior, reducing criminal thinking while increasing pro-social think-
ing, enhancing empathy, generating control over drives and affect, and pro-
moting postponement of gratification.

To summarize, in Millon’s system the therapeutic strategies and tactics
for work with the antisocial patient are as follows:
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STRATEGIC GOALS
BALANCE POLARITIES
* Shift focus more to needs of others
* Reduce impulsive acting out
COUNTER PERPETUATING TENDENCIES
* Reduce tendency to be provocative
* View affection and cooperation positively
* Reduce expectancy of danger
TACTICAL MODALITIES
* Offset heedless, shortsighted behavior
* Motivate interpersonally responsible conduct
o Alter deviant cognitions

2. What further information would you want to have to assist in struc-
turing this patient’s treatment? Are there specific assessment tools you
would use (data to be collected)? What would be the rationale for using
these tools?

The social history provided is thorough, and it gives a clear picture of
Franks long history of antisocial characteristics. The main thing this writer
would like to see is any evidence of pro-social tendencies. As is the case with
all personality disorders, antisocial personality is a spectrum disorder. Any
island of pro-social tendencies provides a kernel of matter to be nurtured
into broader benevolence.

It is not unexpected that a devotee of personologic therapy would be
interested in obtaining a Millon Clinical Multiaxial Inventory—Third edition
(MCMI—III, Millon, Davis, & Millon, 1997) as it is isomorphic with Millon’s
theory and largely isomorphic with DSM-IV. Of course an elevation on the
Antisocial scale would be expected, but Frank’s history makes the question
of antisocial personality moot. Of more interest would be any evidence on
the MCMI—III of moderating factors. Specifically, it would be of consider-
able interest to know whether there were any elevations on scales measuring
tendencies to internalize. Signs of anxiety, depression, compulsivity, and even
somatoform tendencies may indicate some disposition to internalize. Any
such tendencies may be moderators with the potential to curb acting-out.
Knowledge of such inclinations could help the clinician look beyond Frank’s
hard-boiled exterior. A disposition to internalize may be used by the thera-
pist to help Frank control his acting-out and thus to achieve a more adaptive
and beneficial life style.

Another instrument that would be very useful in combination with the
MCMI—III would be the Rorschach, (Exner, 2003). There are many ways in
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which the Rorschach complements the MCMI—III (Dorr, 1997). The Ror-
schach is exquisitely sensitive to defects in reality testing. Dorr and Woodhall
(1986) found that the reality testing scores of antisocials were equivalent to
those of schizophrenics. These subjects had a good capacity to distinguish
inner and outer reality and thus the casual observer would not readily infer
the depth of disordered thinking. However, antisocials’ ability to accurately
perceive external events as well as their ability to perceive internal events was
compromised. Antisocials rarely presents with psychosis, but they often do
present with subtle disorders of thinking. This helps us to understand their
convoluted logic. Recall that Cleckley purposively titled his book The Mask
of Sanity, indicating that the “sanity” was a mask or a veneer of normalcy. In
some cases the Rorschach can be very helpful in ruling out schizophrenia,
but more commonly, by identifying subtle cognitive quirks that may help us
grasp the peculiar logic of the antisocial person.

Many variables on the Rorschach would be of considerable interest, in-
cluding Lambda, X-%, Xu%, SUM6, WSUM6, AG, COF, Z-, EA, and D scores.
Although Exner (1991, 2003) urges the clinician to use the Comprehensive
System as a whole, for the sake of brevity only two variables will be highlighted
here. Lambda and X-% reveal pertinent information about cognitive styles that
are very important to the clinician. Antisocials tend to have high Lambda
scores (Meloy, 1988). Lambda provides an index of the degree to which the
subject oversimplifies his world to make it less demanding or threatening. A
high Lambda indicates psychological tunnel vision. It reveals a tendency to
avoid, ignore, or reject stimulus complexity as much as possible. It sets the
stage for failure to meet the demands of the stimulus situation. According
to Exner (1991) a high Lambda style may be of considerable interpretative
importance. It has significance in terms of overall cognitive style and thus
life-style. If Frank’s record contained a high Lambda score (which it surely
must), it would pinpoint a target for intervention. Specifically it would reveal
a significant tendency toward cognitive narrowness which may account for
many of Frank’s difficulties. The therapist may point out to Frank the long-
term cost of this cognitive style and work to help him increase his tolerance
for complexity and his capacity to rise to the demands of each situation.

A second Rorschach variable that provides important information is the
X-%. This is an index of the proportion of responses that have bad form and,
thus, it yields a measure of perceptual accuracy of the subject. To illustrate
the significance of this variable, in profiles given by schizophrenic subjects
in Exner’s sample, the average X-% was 36-38. That is, about 37% of the
responses of the schizophrenic patients were of bad form. In contrast, non-
clinical adults averaged 7-10% bad form. According to Exner, if the value



74 ANTISOCIAL PERSONALITY DISORDER

for X-% is in the range of .15 to .20 the clinician should have some concern
about the possibility of perceptual inaccuracy and/or mediational distortion.
When the value of X-% exceeds .20, it is likely that the patient has significant
problems that promote perceptual inaccuracy and/or mediational distortion.
This indicates that a substantial proportion of these subjects present with
perceptual inaccuracy and/or mediational distortion. Deficiencies in informa-
tion translation contribute to extensive problems in reality testing which, in
turn, result in behavior that is inappropriate to the situation. If Frank had a
high X-%, the clinician would work toward helping him improve the accuracy
with which he translates information from the world. If he were not elevated
on this dimension we would have a better prognostic sign and we would be
able to use his relatively good reality testing as an asset for his recovery.

The Hare Psychopathy Checklist (PCL) (Hare, 1991) may be of consid-
erable utility. The PCL, inspired by Cleckley’s original 16 criteria, is based on
sound psychological procedures and consists of a 20-item instrument that
is rated on a three-point scale. Two correlated factors have emerged from
this instrument, a narcissistic variant of psychopathy and a “purer” form of
psychopathy. This instrument provides a clear picture of the degree of psy-
chopathy, ranging from mild to severe, and it is very useful in (a) determining
the degree of psychopathy and (b) pinpointing specific areas of psychopathic
activity. It could be used to rapidly assess the degree of Frank’s psychopathic
tendencies.

4. What potential pitfalls would you envision in this therapy? What
would the difficulties be and what would you envision to be the source
of the difficulties?

8. Are their special cautions to be observed in working with this patient
(e.g. danger to self or others, transference, countertransference)? Are
there any particular resistances you would expect? How would you deal
with them?

From the viewpoint of personologic therapy, questions 4 and 8 are highly
related; hence they will be addressed in a single section.

The most obvious difficulty, or pitfall, would be the nature of the disorder
itself. By its very complexion, the disorder of antisocial personality disorder
is resistant to change. The various pathological attributes of the psychopath
are egosyntonic. Generally they are proud of their cold-hearted, loner status.
In therapy with the antisocial, we are asking him to give up some measure of
control, which can lead to anxiety or even panic attack. Because they tend to
externalize, antisocials generally feel relatively little psychological discomfort.
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As we attempt to encourage them to internalize some discomfort about their
behavior, they will naturally be resistant. They will not likely experience the
change as positive.

Another obstacle to treatment is what Cleckley (1941) described as
“semantic aphasia.” The psychopath may be verbally facile in terms of surface
language, but the deeper meaning of language is lost. Thus, they can appear
to be very cooperative in terms of the words that they emit, but the words
may not mean what they appear to mean. The therapist can be duped into
believing that real, meaningful change is taking place if the language alone is
used as an outcorme measure.

Countertransference is a major pitfall in work with the antisocial. Lion
(1978) cautions against therapeutic nihilism, a major countertransference
issue. Therapeutic nihilism is the belief that antisocials are untreatable. This
point of view would assuredly hamper attempts to bring about real cognitive,
emotional, and behavioral change. Furthermore, it may lead to a less than ob-
jective attitude and even spur a tendency to retaliate against the psychopath.

Fear is another major countertransference problem that can be problem-
atic in at least two ways. First, because therapists tend to think of themselves
as benevolent helpers, they may have too little sensitivity to the potential
dangerousness of the antisocial and thus place themselves in harm’s way.
Antisocials can hurt you. Secondly, Meloy (1988) has described the real fear
that a clinician can feel in the face of a predatory psychopath. Sensing the
danger, the therapist may respond to the veiled or not so veiled threats of the
psychopath in such a way as to become immobilized and ineffective.

Meloy also observed that the therapist’s fear of being devalued is a coun-
tertransference issue. He noted that therapists are sensitive to their patients
and generally have a great investment in the patient improving in therapy.
The antisocial tends to devalue the therapy and the therapist, and this can
lead to a sense of discouragement and devaluation on the part of the thera-
pist. Therapists working with the antisocial had best not be concerned with
batting averages.

Regarding the sources of the difficulties mentioned above, all that have
been mentioned are inherent in the nature of antisocial psychodynamics.
They may also be inherent in the mix between the psychopath and the tra-
ditional therapist. To explain further, most therapists go into clinical work
to help people who hurt. They do not go into this work to help people who
hurt other people. If the therapist does not have a realistic understanding of
the nature of psychopathy and what it takes to bring about behavioral, emo-
tional, and cognitive change, little will be accomplished and the potential
for harm will increase. The stance taken with the antisocial individual must
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be considerably different from the stance that one may take with individuals
who internalize pain and conflict.

At this point we will turn to special precautions that clinicians should
observe when working with this patient. It is obvious that Frank has been a
conman all his life, and there is little question that he will try to con the clini-
cian. It is especially troubling that Frank has been adroit at using his anger
to intimidate people and that he seems to see this as an acceptable, normal
way to control others. He will likely turn to anger as soon as he thinks he is
not getting his way with the clinician. A factor that makes this more serious
is that he has also used violence to control others, both those known to him
and strangers. There is no reason to rule out the possibility that he would be
physically violent with the clinician. Even if Frank is not violent, the clini-
cian may find that punches are being pulled out of fear of antagonizing him.
This, of course, would lead to poor treatment. Further, it is likely that if the
clinician does the job properly, Frank will begin to feel pinned down and out
of control. This will anger him, and it is likely that if he cannot displace on
the therapist, he will displace on his wife. This should be identified early in
therapy, and measures should be taken to ensure her safety.

The issue of anger and violence must be dealt with at the beginning of
therapy. It must be made quite clear to him that any inappropriate expression
of anger or violence will absolutely not be tolerated and that if this occurs,
Frank will be discharged from treatment and the parole officer will be in-
formed of his behavior. The clinician should point out that Frank has been
using anger and the threat of violence to get his way all his life and that this
has led to many problems. It should be emphasized that this tendency to-
ward anger and violence has caused enormous difficulty in his life, including
discharge from good jobs and a prison sentence. The therapist may also indi-
cate that if Frank has any hope of improving his life, he needs to bring these
matters under control. Anger and violence should never be tolerated. The
clinician should non-defensively emphasize that s/he is not afraid of Frank
and that this intimidating behavior has been maladaptive in terms of Frank’s
purposes in achieving a rewarding life.

Frank is bright, which raises another caution. Despite his inattention
to schoolwork he was able to pass his classes, and he was bright enough to
become a helicopter pilot. Parenthetically, it is important to emphasize that
Frank is likely to be studying the clinician harder than the clinician is study-
ing him. Thus, he is using his intellectual energy in a manner differing from
the clinician. The clinician is thinking about the therapy; Frank is thinking
about how to beat the therapy. He will use his intellectual energy to calculate
how to avoid treatment. The best way to manage this is to confront it in the
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sessions. The therapist can simply say that Frank is using most of his intel-
lect to con the therapist instead of using his ability to work on the goals and
objectives of treatment.

5. To what level of coping, adaptation, or function would you see this
patient reaching as an immediate result of therapy? What result would
be long-term subsequent to the end of therapy (prognosis for adaptive
change)?

The personologic system readily yields information about the prognosis
for the antisocial. As with virtually all other perspectives, there is a sense that
prognosis is guarded. Millon and Davis (1996) cite Benjamin’s interpersonal
therapy with the antisocial. Benjamin (1993) cautions that the antisocial can-
not enter into a genuine therapeutic alliance with a therapist. She suggests
the use of a milieu treatment program in which the antisocial is essentially
ignored until s/he begins to comply with the program. At this point the sub-
ject gains greater freedom and receives positive feedback from the staff.

In this regard, Millon and Davis (1996) also cite the work of Beck and
Freeman (1990). Beck and Freeman emphasize that their model does not try
to improve moral and social behavior through induction of shame or anxiety,
but rather they employ a cognitive growth strategy to help the patient move
from concrete operations to abstract thinking and interpersonal thoughtful-
ness, that is, into formal operations.

In my own work with antisocials, T tend to emphasize adaptation as
opposed to great internal change. I employ a “whats in it for you?” strategy,
frequently pointing out the value of complying with social conventions and
helping the antisocial to experience gratification in ways that are not danger-
ous to self or others.

6. What would be your time line (duration) for therapy? What would be
the frequency and duration of the sessions?

It is recognized that antisocial personality disorder is generally refractory
to change and requires considerable investment of time and energy on the
part of the therapist as well as the patient. In my experience with treating
patients who are antisocial to any appreciable degree, successful outcomes
have always been achieved in long-term work. The work requires that one
have some means of external control, such as a prison, parole, or hospital in
which the irresponsible acting-out behavior can be dealt with with dispatch.
This writer has never observed successful treatment of an antisocial person in
six to eight sessions, unless the psychopathic tendencies were very mild and
the client was very motivated.
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On the other hand, the Millon system recognizes the need for quicker
and more efficient therapies. Millon and Davis (1996) assert that by efficiently
conceptualizing the difficulties of each of the personality disorders, including
the antisocial personality disorder, the treatment may be more efficient than
other models. Deficits are quickly identified and the therapy is specifically
designed to target these deficits, which might contribute to a shorter dura-
tion. Integration of potentiated pairings and/or catalytic sequences together
with targeting specific domains may speed the course of therapy.

Although the tendency in the contemporary market is toward shorter
therapies, it should be emphasized that the degree of harm that the antisocial
visits upon society is enormous. An investment in intensive, long-term ther-
apy may have considerable benefit to society. For example, Yochelson and
Samenow (Samenow, 1984) followed up 30 hard-core antisocials who had
been receiving long-term treatment in their program. Using a very stringent
criterion (not merely that the subjects be free of arrest), 13 of 30 had very
few desires to commit crimes. They could account for how they spent their
money and time. They not only held jobs; they had developed stable work
patterns, and they were advancing. These 13 men represent better than a
33% improvement rate using a stringent improvement criterion. More sig-
nificantly, each one of these persons represented a one-man crime wave. The
savings to society accrued by such a long-term and demanding program are
of considerable significance.

7. Are there specific or special techniques that you would implement in
the therapy? What would they be?

As noted earlier, personologic approach is not a technique or school of
therapy. Rather, it is a way of thinking and conceptualizing the patients dif-
ficulties and using this conceptualization to mount a treatment program. The
system would clearly recognize the unique difficulties and challenges posed
by the antisocial, and it is open to contributions from a wide variety of thera-
peutic schools and techniques.

In this section, one technical approach that is compatible with the
Millon system will be described. I have used this system for many years
with hard-core antisocials with some degree of success. The primary thera-
peutic technique employed is confrontation (Masterson, 1976). It must be
emphasized that confrontation does not mean angry attack. Such attempts
are fruitless. Technically, confrontation is a therapeutic intervention intended
to deal with primitive defenses such as splitting, avoidance, and primitive
denial by empathically but intensively bringing pressure on the patient to
face the denied maladaptive functioning of these defenses. Confrontation is
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generally directed at the self-destructive aspects of the patients life. Confron-
tation throws a “monkey wrench” into the patient’s primitive defense system.
Primitive defenses allow the patient to feel good but permit behavior that is
maladaptive and harmful to self and others. Confrontation means that the
therapist points out the harm the patient is bringing upon him/herself. Thus
confronted, the patient finds it more difficult to act out without recognition
of the resulting harm. Thus, internal conflict is created where there had pre-
viously been none. At this point the therapist can implant the “no pain—no
gain” concept which may contribute to forward movement in treatment.

Confrontation is powerful but must be used with great care. The thera-
pist must be really present, empathically in tune with the patients feeling
state. The confrontation must be relevant to the content of the matters being
discussed and the patient’s patterns of thinking. The confrontation must
clearly be in the patient’s best interest. Finally, the therapist must confront
quietly, firmly, and consistently without being angry or contentious. One
must be able to disagree without being disagreeable.

Millon describes the cognitive style of antisocials as “deviant,” describing
how they construe events and interpret human relationships in accord with
unorthodox beliefs. Hence, a cognitive technique that uses confrontation, as
defined above, to lead the patient to focus on errors in thinking, is consistent
with the model. The specific model used to address errors in thinking was
developed by Yochelson and Samenow (1976) in their work with hard-core
antisocial persons. The model identifies a large number of errors that pervade
thinking of antisocial personalities.

The technical work of this therapeutic approach with psychopaths is
relatively more educative than is usually found in traditional psychother-
apy. Specific behavioral tendencies and cognitive habits are identified and
confronted. The patient must comply with a teaching educational program
that requires keeping a log. This serves to increase self-awareness and bring
the thinking and behavior into compliance with the therapeutic principles.
Samenow (personal communication, 1988) lists 16 tactics which obstruct
effective functioning. Examples of some of these variables are as follows:
“Builds himself up, while putting others down,” “Feeding others what he
thinks they want to hear, rather than what they ought to know,” “Lying,” and
“Vagueness.” Each of these patterns is identified as they arise in the thinking
and behavior of the antisocial. These observations are then used to help the
patient understand how these tactics contribute to erroneous thinking which
leads to antisocial and sometimes criminal behavior.

Samenow (personal communication, 1988) lists 17 common errors in
thinking exhibited in the antisocial and therapeutic responses to these errors.
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Four of these are listed below for illustration. The errors are listed in the
left column and the recommended therapeutic stance is listed in the right
column.

Error Stance or response of therapist
1. Victim Stance. “He started it.” 1. Accept no excuses; bring the

“T couldn’t help it.” “He didn’t
give me a chance.” In general,
attempts to blame others.

. “I.can’t” attitude. A statement of
inability, which is really a state-
ment of refusal.

. Lack of a concept of injury to oth-
ers. Does not stop to think how
his actions harm others (except
physically): no concept of hurt-
ing other’s feelings, emotions,
anguish.

focus back to the individual.

2. Realize that “I can’t” means “I

won't” and usually has the ref-
erence to doing that which he
doesn't feel like doing.

. Point out how he is injuring

others and ask him whether
he would like to be treated this
way. Point out that injury is
not simply a pool of blood, but
that going back on one’s word,

lying, deceiving others are also
injuring others.
4. Failure to put himself in the place 4. Give him examples of how you
of others. Little or no empathy do this with him.
unless it is to con someone.
Does not consider the impact
of his behavior on others.

In using this technique, the therapist insists that the client keep a log so
that the antisocial can track his thinking. One example of work with a young
hospitalized antisocial patient may illustrate the use of this technique. The
patient was in a hospital specializing in treatment of refractory psychiatric pa-
tients of all kinds. He was in an activity therapy group in which the therapist
was using a cognitive approach in the manner of Yochelson and Samenow
(1976). The group met immediately after lunch. The therapist asked each of
the group members to relate what they were thinking about as they walked
into the hospital cafeteria to get their lunch just prior to the session. Most
people reported thinking about what foods were the most appealing, which
ones may be fattening, what other people might be thinking about them, or
with whom they might sit. The antisocial patient, having been trained in the
procedure being described, explained that he was thinking about the cash
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register. Specifically, he was thinking that the cash register is where the money
was kept. He also was thinking about how the hallway behind the cash reg-
ister led to a door at the back of the cafeteria kitchen. Outside the door there
was a small lawn, and if he ran quickly, he could disappear into the woods be-
hind the hospital. Behind the woods was the expressway. Thus, he was think-
ing about how easy it would be to take the money from the cash register, slip
out the back door, cross the lawn, run through the woods to the expressway,
where he could hitch a ride to the next state and abscond with the money.

This illustrates the pattern of thinking of the antisocial. The propensity
is almost constant. They think about putting people down, stealing, raping,
how to get away with something, how to con the shrink, virtually nonstop.
The technique of Yochelson and Samenow (1976) focuses intensely on this
kind of thinking and confronts it in order to bring about change.

To return to the above patient, his pattern of thinking was discussed in
the group and the negative consequences of the pattern were emphasized,
that is, being a psychiatric inpatient, being in jail, being rejected by his par-
ents, etc. The way his thinking differed from that of most of the other people
in the group was highlighted. The patient was instructed in ways to identify
these errors in thinking and how “cleaner” thinking led to more adaptive
behavior and thus to more positive outcomes. The patient was very resistant
but follow-up revealed that he did rather well after discharge.

9. Are there areas that you would choose to avoid or not address with
this patient? Why?

Generally, it is not fruitful to devote time to reviewing developmental
and childhood difficulties. Discussion of the past is usually a waste of time
with these persons, and it will likely be used by the patient to excuse or
justify present actions. It is more useful to take the position that many people
have had unfortunate childhoods, but they do not turn to a life of crime and
psychopathic behavior. Developmental and childhood factors should only be
used in the context of teaching the patient about his antisocial thinking. The
past should only be used to illustrate the long list of criminal and sadistic
behavior inflicted on others by the patient.

If the patient begins to show some distress or remorse, it might be legiti-
mate to consider and discuss some early experiences in an attempt to help
him come to grips with a sense of loss or depression. However, in the rare
event that this does occur, it is usually fleeting, and as soon as the therapist
begins to resonate with a patient’s difficulties in a more empathic and dy-
namic way, the patient likely will see this as an opening to remount the attack
on disarming the therapist.
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It is especially important to stop the patients storytelling. It is very com-
mon for the antisocial to fill up the therapeutic hour with accounts of his
daring exploits and adventures as a means of bragging and glorifying the na-
ture of his life. It is also used as a means of intimidating the therapist, who
probably leads a much more studious and conventional life, a life that Frank
despises.

10. Is medication warranted for this patient? What effect would you hope/
expect the medication to have?

According to Sadock and Sadock (2003), 5-hydroxytryptamine (sero-
tonin) has gained attention as a potentially mediating factor in aggression.
Rapid declines in serotonin levels or function are associated with increased
irritability and, in non-human primates, increased aggression. Some human
studies have indicated that 5-hydroxyidoleacetic acid HIAA (5-HIAA, a me-
tabolite of serotonin) levels in cerebral spinal fluid inversely correlate with the
frequency of aggression, particularly in persons who have committed suicide.
It is for this reason that psychiatrists will sometimes prescribe a serotonin
specific reuptake inhibitor (SSRI) to individuals who have some difficulties
with aggressive behavior. The hope is that the SSRI may block the reuptake
of serotonin in implicated neuropathways, thus increasing the amount of the
neurotransmitter available, which may have a mitigating effect on aggression.

Although the diagnosis of cyclothymic or bipolar disorder was not of-
fered in this case, it is clear that Frank has widely fluctuating mood swings,
and he can sometimes be extremely high. This is punctuated with irritabil-
ity, rage, and anhedonia. Sometimes a bipolar or cyclothymic pattern may
accompany an enduring personality disorder and there are occasions when
psychiatrists may consider the use of some sort of mood stabilizer.

In the case of Frank, however, it is doubtful whether a psychiatrist
would consider the use of medication. Indeed, the use of medications might
give Frank an opportunity to claim that he has some sort of chemical imbal-
ance which he can use to rationalize his past behavior. More likely, the rages
are results of his cognitive view and weak morphologic structure. That is, he
thinks of himself as number one, top dog, head man, and when the world
does not treat him accordingly, he becomes frustrated and angry. As he has
deficient morphologic structure, he has little capacity to bind and/or contain
frustration, so he flies into a rage.

11. What are the strengths of the patient that can be used in the therapy?
Frank presents with many strengths that could be used to achieve a pro-
social adaptation should he choose this direction. He appears to be intel-
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ligent, but he has used his intelligence to con people in a guileless manner.
He has good social judgment when he wants to use it, but he uses it to con
and delude rather than to better social functioning. His verbal skills seem to
be high, but he has used them primarily to evade honest communication.
His low anxiety level helps him be courageous, but mostly this was wasted
in daredevil activities. It is the therapist’s job to help Frank understand that
he has squandered his talents. From an evolutionary point of view, Frank’s
use of his gifts has not been especially adaptive. The position taken by the
therapist might be that, at 48 years of age, Frank’ style of life has not paid off
very well. The goal would be to help him recognize that he would be much
further ahead if he used his intelligence, social judgment, verbal skills, and
courage more wisely. The therapist needs to paint a picture for Frank of what
his life might be if he chooses the straight path.

12. How would you address limits, boundaries, and limit setting with
this patient?

As noted earlier, it will be necessary to limit storytelling and off-task
behavior in the sessions. Secondly, matters of the therapists own personal
life, including family activities, are off limits. If Frank begins to focus on this,
it will be necessary to refocus him on his own difficulties. Boundaries should
be carefully established and enforced. This also includes creative alternatives
to changing appointment times, number of sessions, starting the sessions on
time and stopping them on time. It should be made clear to Frank in the very
beginning that if he violates the limits this will be explained to and commu-
nicated with the parole officer immediately.

In these cases, a treatment contract may be considered. There are certain
pitfalls to a treatment contract because it may call attention to boundaries
that the patient can then challenge. On the other hand, firm policies are use-
ful. For example, if the clinician is working in the public sector, the client has
the right to treatment but the therapist still has the right to set the conditions
of the treatment. If the patient is receiving services in the private sector such
matters as payment of fees, starting and stopping time, and relationships out-
side of the therapeutic frame should be made clear. The policy with regard
to dismissal should be explained, that is, whether dismissal occurs after one,
two, or three missed sessions. If one is working with an antisocial, it is prob-
ably best to be very conservative about the number of missed sessions that
will be tolerated.

If the clinician is working with antisocials in a group, the typical process-
like group therapy format is generally not used. It is usually better to work
with an individual member while the others watch, listen, and try to relate
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what is going on to their own problems. In most cases, if the therapist permits
the other participants to participate they may fall into their predatory stance
and try to attack the individual in the “hot seat.” Of course, the exception to
this is that “it takes one to know one” and the other antisocials in the group
may facilitate the confrontation. In general, however, the therapist should
carefully control the participation of the other group members.

13. How would you want to involve significant others in the treatment?
Would you use out of session work (homework) with this patient? What
homework would you use?

The advocate of personologic therapy would be enthusiastic about in-
volving significant others as well as the use of homework because of the belief
in opportunistically using potentiated pairings, in which treatment methods
are combined simultaneously to overcome resistances that a single interven-
tive strategy may not be able to overcome alone. Combining interventions,
or applying them in logical sequence (catalytic sequences), improves the
chances for success.

Regarding significant others, the major player would appear to be
Frank’s wife, Jennifer. It is unclear whether she would wish to participate
in Frank’s therapy. The brother, Jimmy, might be willing to participate, but
again it is unclear if he would be willing. The enlistment of the family can be
extremely useful in helping to confront and delimit the antisocial’s behavior.
Most typically, significant others and family have been conditioned to view
the abnormal as normal. They take it as a matter of course that they have
been exploited, abused, humiliated, stolen from, lied to, cheated, and ver-
bally or physically abused. Frequently, family members do not realize they
have a right to better treatment, and the therapy can be augmented by help-
ing the family members bring themselves to an emotional position in which
they will no longer tolerate the bullying, lying, and cheating. It is noteworthy
that in many cases individuals who have been abused by the antisocial fail to
press charges. It is essential that the antisocial behavior not be excused and
that the aggrieved parties should feel free to apply consequences. Often, this
is a very important part of therapy.

It is usually very helpful in these cases to educate significant others.
Most frequently, they are very puzzled by the nature of the behavior and do
not understand psychopathology, much less antisocial pathology. It is use-
ful to teach the family that if they continually find excuses for the antisocial
family member, s/he has little chance to improve. The light bulb goes on, so
to speak, and as they gain a greater understanding of what is happening they
can make natural responses to delimit the behavior in question and to protect
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themselves. Many families believe that the subject behaves in the way he does
because they have done something wrong. Frequently, they feel guilty and
have spent thousands of dollars trying to make up for some imagined wrong.
Of course, in some cases the families have contributed directly to the psycho-
pathic behavior, in which case this must be confronted. In general, however,
this is not the case, and the family needs to be educated about what to expect
and how to self-protect.

Homework is also a useful way to combine treatments in order to achieve
a greater effect. In the case of the antisocial, assigned homework is especially
important. So-called neurotic patients employ the repetition compulsion and
do their homework by themselves in between sessions. They think about
what has happened and try to find ways in which they can approach a situa-
tion differently, etc. Not so with the psychopath. The psychopath simply acts
out instead of internalizing and the likelihood that they will do homework on
their own is very low.

The homework will consist mostly of logs of antisocial thinking. In
Frank’s case, it should be made clear that homework is part of the treatment
and that failure to complete homework will be reported to the parole of-
ficer. If Frank does not turn in his homework, the therapist should make
that the subject of the session. The therapist should address the matter in a
non-attacking, but confronting manner throughout the session and not let
Frank get off the hook.

14. What would be the issues to be addressed in termination? How
would termination and relapse prevention be structured?

As a system grounded in evolutionary theory, the Millon system places
special emphasis on the adaptational success of the patient. Have the polar-
ity imbalances been balanced? Have self-perpetuating tendencies been con-
trolled? Have deficiencies within specific domains been remediated? And
what are the chances that these changes will be maintained?

One of the major goals in termination is to attempt to help Frank realize
how positive his life will be if he changes his approach. The positive view of
the future must be kept firmly in mind because it keeps the payoff for pro-
social thinking and behavior firmly in the mind’s eye. Additionally it may be
useful to remind him of how bad the past life really was. For example, Same-
now (1984) describes the case of “Leroy,” a hard-core criminal who benefited
from his therapy. Leroy asserted that he no longer wanted a life in which he
was always looking over his shoulder for the police.

In the termination, the positive aspects of this new life-style should
be emphasized: The fact that the patient has held a job or run a legitimate
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business, is being straight and honest with other people, is paying bills in a
responsible way, and perhaps even building a bank account, that he does not
have to be looking over his shoulder anymore playing the antisocial game.
All of these should be pointed out time and again as a positive life-style and
one in which the antisocial can take great pride.

Relapse is always a possibility. Relapse prevention can be managed by
discouraging the antisocial from fraternizing with former antisocial associ-
ates who would have a regressive pull on the subject. It is not inadvisable
to stretch out the parole for the maximum amount of time to allow the an-
tisocial to use this to control his behavior. In fact, it can be suggested to the
antisocial that parole is actually a friendly force which helps him to control
his disorder. This way he can develop new habits and he will not have to
worry about going to jail or being found out in the future. In the case of
Leroy, mentioned above, he put himself “on parole” by continuing to come to
his therapist once a week, even after the formal treatment was over, so that he
would not become complacent and relapse. He welcomed each review of his
thinking in the sessions.

15. What do you see as the hoped for mechanisms of change for this
patient, in order of relative importance?

The theoretical mechanisms of change in the personologic system are
really no different than those of most approaches to psychotherapy. Millon
(1999) acknowledges the role of the common factors, he is aware that tech-
nique plays a limited role in the change process, he places great emphasis on
the unique personality of the client who is the center of the therapeutic en-
deavor, and he acknowledges the power of the relationship in helping to foster
change. What is different about the personologic system is the way in which it
guides the practitioner in conceptualizing the psychological complexity of the
individual patient. In Personality-guided therapy Millon (1999) wrote:

... the problems our patients bring to us are often an inextricably linked
nexus of interpersonal behaviors, cognitive styles, regulatory processes, and
so on. They flow through a tangle of feedback loops and serially unfold-
ing concatenations that emerge at different times in dynamic and changing
configurations. Each component of these configurations has its role and sig-
nificance altered by virtue of its place in these continually evolving constel-
lations. In parallel form, so should personality-guided synergistic therapy be
conceived as an integrated configuration of strategies and tactics in which
each intervention technique is selected not only for its efficacy in resolving
particular pathological attributes, but also for its contribution to the overall
constellation of treatment procedures of which it is but one” (p. 93,).
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Thus, it is not possible to order change factors in order of their potential
importance, since each element of the intervention interacts with all others.

Rather, the model acts as a guide regarding how to organize and priori-
tize the interventions at the strategic (rebalancing polarities) level as well as
the tactical level by focusing on deficiencies within the eight domains. As
discussed in section IIT 1 and 3 above, at the strategic level with the antisocial
there is an attempt to rebalance polarities and counter perpetuating tenden-
cies. Tactically there is an attempt to offset shortsighted behavior, motivate
interpersonally responsible conduct, and alter deviant cognitions.

Millon’s personologic model greatly helps the clinician to consider multiple
causality and multiple levels of intervention. Within this approach, treatment
planning is both broad (strategic) and focused (tactical). Now, of course, most
clinicians who favor an integrative approach to treatment strive to consider the
complexity of their patient’s personalities in their therapy, but the difference is
that the personoligic approach provides a model for how to do this in a logical
and consistent manner. Eclecticism does not do this for us. Personologic ther-
apy helps us to think broadly and systematically, encouraging us to consider
multiple dimensions of the complex persons whom we hope to help.

In personologic psychotherapy, the change process is approached in a
balanced manner. On the one hand Millon avoids a mechanistic, “engineer-
ing” notion of therapeutic change. He writes,

Persons are not clay waiting to be passively resculptured. Furthermore, the
personality system, functioning as the immune system of the psyche, ac-
tively resists the influence of outside forces. To uproot a personality disor-
der, the clinician must wrangle with the ballast of a lifetime, a development
disorder of the entire matrix of the person, produced and perpetuated
across the years (1996, p. 173).

On the other hand, he is not sympathetic with totally open-ended classic
psychoanalytic models, in which therapy may wander around essentially
indefinitely and never reach termination. Millon (1996) asserts,

We argue that for therapy to be effective, it should be structured and spe-
cific enough that something gets done in a planful way, but not so struc-
tured and specific that what gets done is not set in stone, regardless of the
needs and characteristics of the patient (p. 186).

To summarize, the answer to this important question is that the per-
sonologic approach is holistic and the essential mechanisms of change are
conceptualized as interactive and synergistic.
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CHAPTER 6

The Lifestyle Approach to
Substance Abuse and Crime

Glenn D. Walters

Author Notes: The assertions and opinions contained herein are the private
views of the author and should not be construed as official or as reflecting
the views of the Federal Bureau of Prisons or the United States Department of
Justice. Correspondence concerning this chapter should be directed to Glenn
D. Walters, Psychology Services, FCI-Schuylkill, P O. Box 700, Minersville,
PA 17954-0700.

Frank, the individual whose case was introduced in chapter 2, carries
a dual diagnosis of alcohol abuse and antisocial personality disorder and
presents with little apparent motivation for change. Some clinicians might
be inclined to restrict themselves to one of the three areas (drugs, crime, or
motivation) in the belief that a change in one area will automatically medi-
ate a change in the other two areas. However, such an approach assumes
the existence of simple causal relationships between the relevant variables.
What if the interface between Frank’s substance abuse, antisocial behavior,
and ambivalence toward change is neither simple nor causal? An overarching
theoretical model that addresses all three areas might therefore have a better
chance of success than a model that focuses on one variable at a time. To this
end, the lifestyle approach to substance abuse and crime is described next.

THE LIFESTYLE MODEL OF CHANGE
The lifestyle model of change is grounded in the overarching integrated-
interactive theory of human behavior and development proposed by Walters
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(2000b, 2000¢). A fundamental tenet of the overarching theory is that evolu-
tion has equipped all living organisms with a survival instinct that interacts
with a self-altering environment. In posing a threat to survival, environmen-
tal change generates tension, imbalance, and fear. The fear response aspires
to the highest level of assimilation in humans who have achieved a sense of
self separate or distinct from the environment, a perception first observed in
human children between the ages of 18 and 24 months (Lewis & Brooks-
Gunn, 1979). This response is labeled existential fear. All living organisms
devise behavioral strategies to cope with the conflicts that inevitably arise
when an organisms life instinct is challenged by a perpetually changing en-
vironment. The coping strategies employed by humans are most often cog-
nitive, preventative, and designed to achieve affiliation, control, and status
(Walters, 2000b). Hence, people seek social support (affiliation), predictabil-
ity (control), and a sense of identity (status) as a means of surviving the rigors
of a self-altering environment.

The building blocks of the cognitive strategies used to advance a per-
son’s life instinct are referred to as schemas (Piaget, 1952). By way of analogy,
schemas are to belief systems what neurons are to the central nervous system.
A scheme is defined by the overarching theory as a basic unit of meaning
drawn from experience and stored in memory. Schemas combine to create
schema subnetworks like attributions, outcome expectancies, efficacy expec-
tancies, goals, values, and thinking styles. Schematic subnetworks, in turn,
merge to form broader cognitive structures known as belief systems, global
beliefs about vital aspects of existence derived from an artificial breakdown
of the time-space continuum. The self-view and world-view originate from
a dichotomization of the space continuum into events located within the
skin (self-view) and events located outside the skin (world-view). The past-,
present-, and future-views, on the other hand, evolve from an arbitrary yet
conceptually meaningful trichotomization of the time continuum into past,
present, and future. The human cognitive system is conceptualized as an
amalgam of symbols ranging from the simple and specific (single scheme) to
the complex and global (belief system). Table 6.1 provides a brief description
of each major schematic subnetwork and core belief system.

It is hypothesized that humans respond to existential fear in one of three
ways: despair, patterning, adaptation. Despair is an overincorporative style
of interaction marked by high levels of accommodation (modification of an
existing scheme to incorporate new information: Piaget, 1952) and a percep-
tion of being overwhelmed by change. Because despair arouses unpleasant
emotions it is usually not long before it is replaced by patterning or adap-
tation. Patterning involves repeating a behavior to the point of ignoring
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TABLE 6.1
Definitions of Major Schematic Subnetworks and Core Belief Systems

Schematic Category Definition

Major Schematic Subsystems

Attributions Schemas devised to explain one’s own or another
person’s actions.

Outcome Expectancies Schemas that anticipate the future consequences of a
behavior.

Efficacy Expectancies Schemas that represent confidence in the achievement
of a desired end.

Goals Schematic objectives that guide a person’s actions and
decisions.

Values Schematic priorities that shape a person’s commitments
in life.

Thinking Styles Distorted patterns of ideation designed to rational-
ize and support a negative or destructive pattern of
behavior.

Core Belief Systems

Self-View A personss self-construal, comprised of five parts:
reflected appraisals, social comparisons, self-
representations, role identity, and possible selves.

World-View A person’s conception of the world organized along
four dimensions: organismic-mechanistic, fatalism-
agenticism, fairness-inequity, malevolence-benevolence.

Present-View A person’s perception of internal and external stimuli
and how he or she acts on this perception, known as
the perceptual and executive functions of the present-
view, respectively.

Past-View A person’s recollection of the personal and historical
past.
Future-View A person’s anticipation of future events and possibilities.

or disregarding the reality of environmental change. To the extent that it
produces an illusion of immutability or no-change, patterning is an underin-
corporative style marked by high levels of assimilation (incorporating new
information into an existing scheme: Piaget) and low levels of accommoda-
tion. Whereas despair and patterning entail hypersensitivity or insensitivity
to environmental events and overflexibility or rigidity in the face of change,
adaptation embodies moderate levels of sensitivity and flexibility and blends
assimilation and accommodation into a single response. Accordingly, adapta-
tion better serves the goal of survival than either despair or patterning.
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Patterns or habits are universal human phenomena, but when they be-
come a significant source of affiliation, predictability, and status for an individ-
ual they are more properly labeled lifestyles. The overarching theory identifies
four families of lifestyle based on the intersection of two anthropologically
relevant dimensions: dominance-submission and high-low control. One of
the four families, the rebel line (dominant-low control), covers two lifestyles

TABLE 6.2

The Eight Thinking Styles Associated with the Drug and Criminal Lifestyles

Mollification

Cutoff

Entitlement

Power Orientation

Sentimentality

Superoptimism

Cognitive Indolence

Discontinuity

Making excuses and blaming others for the negative consequences
of one’s actions. Involves a clear pattern of externalizing respon-
sibility. Ex.: “I wouldn’t need to drink if my wife wasn’t always
bitching.”

Rapid elimination of common deterrents to crime, drug use, and
other irresponsible behavior. The most common expression of the
cutoff is the two-word phrase “fuck it.” Ex.: “I'm not putting up
with this crap any longer; 'm going in to see the boss right now
and tell him I quit!”

A sense of ownership or privilege designed to give one permission
to use drugs or engage in criminal behavior. Entitlement is often
marked by the misidentification of wants as needs. Ex.: “I need to
steal in order to support my drug habit; after all I am addicted.”

The desire for control over others. Within the drug lifestyle a
unique expression of the power orientation is the desire to gain
control over one’s emotional state through the use of chemicals.
Ex.: “Don’t mess with me; I'll show you the meaning of respect!”

Doing something nice for another person in a self-serving effort
to feel better about oneself. Ex.: “Selling drugs is no big deal; after
all, don’t I deliver turkeys to everyone in the neighborhood each
Thanksgiving?”

Believing that one can continue engaging in a negative pattern of
behavior without suffering the natural negative consequences of
that behavior. Ex.: “I'm not hooked on drugs; I can stop any time
[ want.”

Rather than dealing with a problem or issue, directly taking a
short-cut that critical analysis demonstrates will eventually lead to
failure. Ex.: “As soon as I start drinking all my problems seem to
disappear.”

Lack of consistency or follow-through in one’ thinking and ac-
tions. Person is easily side-tracked by environmental distractions
and temptations. Ex.: “Every time I leave prison I start out with
good intentions, but it is only a matter of time before I am back to
using drugs and committing crime to support my habit.”
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with which Frank is well-acquainted. To the extent that the drug and criminal
lifestyles fall into the rebel class of lifestyles they exhibit similar patterns of in-
teraction and are supported by a common set of beliefs or thinking styles. The
eight thinking styles that the drug and criminal lifestyles share in common are
listed in Table 6.2. Several of these thinking styles (cutoff, sentimentality, su-
peroptimism) stem from Yochelson and Samenow’s (1976) work on the crimi-
nal personality. These thinking styles are not construed as personality traits
but as features of a person’s ongoing interaction with the environment. Like
the environment, thinking styles are continually being altered in response to
new situations and experiences and each lifestyle and thinking style assumes
a distinctive pattern of interaction with the environment.

Outside of the existential conditions into which people are born, namely
a biological organism whose very survival depends on how he or she interacts
with a constantly changing environment, people construct their own reali-
ties and go about defending these realities. Change, therefore, is principally
designed to alter one’s perception of reality as manifest in the belief systems
to which one subscribes. The overarching theory takes notice of the fact that
many more people exit a drug (Walters, 2000d) or criminal (Shover, 1996)
lifestyle spontaneously, in other words, without professional assistance, than
improve through formal treatment. In fact, the lifestyle approach rejects the
medical model of treatment in favor of a procedure whereby the counselor
or therapist, known generically as the helper, is tasked with facilitating
the natural change process believed to exist in all people. Stimulating this
universal process requires a helper who can focus the clients attention on
what are commonly referred to by lifestyle therapists as the four key elements
of change: responsibility, confidence, meaning, and community. Accepting
responsibility for the consequences of one’s actions, possessing skills that
improve one’s odds of success, finding new meaning in life, and appreciating
the impact of one’s behavior on the community in which one functions are
accorded a central position in the lifestyle theory of change.

ESSENTIAL CLINICAL SKILLS
As an integrated paradigm, the lifestyle model of change borrows extensively
from traditional schools of psychotherapeutic endeavor. Out of the psy-
chodynamic tradition comes lifestyle theory’s emphasis on the therapeutic
relationship. The shaman effect, the psychological equivalent of the placebo
effect, is the means by which a therapeutic alliance is forged with clients
enrolled in a program of lifestyle change (Walters, 2001). Five factors con-
tribute to the shaman effect: sensitivity, ritual, metaphor, dialectics, and the
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attribution triad. In the case of sensitivity, the client perceives that the helper
comprehends his or her inner world and can assist in rearranging this world.
Growth-promoting rituals must replace drug- and crime-based compulsions
and metaphors must be invented to construct a shared private meaning
between helper and client. Identifying counter-myths to a client’s personal
myths and forming a synthesis of the two by way of the dialectic method can
go a long way toward fostering adaptability. Finally, the three components of
the attribution triad (belief in the necessity of change, belief in the possibility
of change, belief in one% ability to effect change) impart responsibility, hope,
and confidence, respectively, by way of the evolving therapeutic relationship.

In line with traditional behavioral models, the lifestyle approach pays
homage to skill development. Learning to manage the internal and external
conditions that surface in support of a drug or criminal lifestyle is critical
if change is to occur. Clients may be taught relaxation and stress manage-
ment skills to alleviate powerful feelings of existential fear and they can be
trained in access reduction to limit their exposure to drug- and crime-related
cues and opportunities. Clients can also learn how to make better choices.
As such, the helper needs to be well-versed in techniques that boost client
confidence and enhance the client’s capacity for sound judgment and deci-
sion-making. A third group of techniques capable of championing change in
people aligned with a drug or criminal lifestyle is the cognitive and rational
restructuring strategies that have become so popular in psychology over the
past several decades. Helpers capable of instructing clients in how to use
the cognitive models of Albert Ellis (Ellis & Dryden, 1997) and Aaron Beck
(Beck, Wright, Newman, & Liese, 1993) to identify and correct irrational and
erroneous thinking are an asset to any program of assisted change operating
under the lifestyle banner.

The lifestyle approach also borrows extensively from the existential and
humanistic traditions in the sense that freedom, responsibility, and mean-
ing are stressed throughout the intervention process. Gains initially achieved
through the therapeutic alliance (shaman effect) and early skill development
(condition-based, choice-based, and cognition-based skill building) can be
solidified by instructing the client to alter his or her involvements, com-
mitments, and identifications. Involvements change when the client begins
performing activities incompatible with crime and drug use and starts associ-
ating with people outside these lifestyles. A change in commitment connotes
that new priorities, values, and expectancies have replaced old drug- and
crime-based priorities, values, and expectancies. Identifications are altered
when a client forms a new identity uncontaminated by previous drug and
criminal attachments. Avoiding labels formerly ascribed to the client, that is,
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option-limiting attributions like criminal, hustler, alcoholic, and addict, is
one way a person can alter his or her identifications. Helpers working with
the lifestyle format are encouraged to emphasize these maintenance strategies
in their work with clients.

SPECIFIC QUESTIONS
1. Therapeutic goals

The lifestyle approach reframes and reorganizes primary and secondary
therapeutic goals into short- and long-term objectives for intervention. Two
short-term objectives in working with someone like Frank are to help him
realize that a problem exists and to encourage him to take greater personal
responsibility for resolving the problem. Frank is faced with the prospect of
returning to prison should his parole be revoked on charges of drunk and
disorderly conduct. Confronting him with the negative consequences of his
alcohol abuse and criminal behavior may afford him the opportunity to learn
from his past mistakes. Some psychologists may label Frank a psychopath
and assume, on the basis of this diagnosis, that he is incapable of learn-
ing from the consequences of his actions because of inadequate autonomic
arousal (Hare, 1993). In some cases, however, the person may have never
learned how to profit from these naturally occurring life lessons. Frank’s legal
predicament has the power to modify his thinking and behavior should he
perceive it as a crisis. A crisis is the perception that a lifestyle, in this case
an amalgam of the drug and criminal lifestyles, is currently generating more
pain than pleasure. By taking naturally occurring events in a person’ life,
such as Frank’s legal predicament and the strain his actions have placed on
his marriage, it may be possible to initiate and develop a crisis of sufficient
magnitude to temporarily arrest lifestyle activities.

Temporary cessation of lifestyle activities allows people the opportunity
to alter the belief systems that may be reinforcing and maintaining their life-
style. This is the point at which short- and long-term therapeutic goals inter-
sect, the latter of which can be organized according to the four key elements
of change: responsibility, confidence, meaning, and community. With respect
to responsibility the long-term goal is to help Frank start accepting responsi-
bility for his actions and stop blaming others for the negative consequences
of his bad decisions. Confidence is achieved with skill development, which
in Frank’s case might entail showing him how to reduce the harm associated
with his use of alcohol, cope with stress in ways other than drinking, and solve
the problems of everyday life without resorting to crime or alcohol abuse.
Frank’s meaning in life is encapsulated in his self- and world-views, both of
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which will need to be modified if he is to change his criminal and drug-using
behavior. The long-term community goal with someone like Frank is to help
him appreciate the negative impact his drinking and antisocial conduct are
having on the handful of people who remain in his life.

My guess is that Frank will initially attempt to ingratiate himself to the
helper and that, once he realizes that he cannot charm or bully his way out
of his predicament, his demeanor will quickly change to one of anger and
indignation. Imploring the helper to acquire an intimate knowledge of the
client’s personal reality does not mean that the helper necessarily endorses
that reality. Just the same, the helper must negotiate the difficult task of enter-
ing a client’s inner world of belief systems without losing his or her own sense
of reality, which, it should be noted, is just as subjective as the client’s. To this
end the helper is encouraged to form a therapeutic alliance with the client
and remind the client of the negative long-term repercussions of a faulty al-
liance. In Frank’s case one such consequence is reincarceration. Overtures
for cooperation can be sheathed in the logic that working together supplies
Frank with the best chance of avoiding jail. Of course, incarceration itself is
a life lesson. Pinpointing naturally occurring crises in Frank’s marital rela-
tionship and economic situation is another way to boost his motivation for
change. Once the short-term goal of motivation for change is realized, long-
term goals for increased responsibility, confidence, meaning, and community
can be implemented.

2. Further information.

There are four measures that would be of considerable assistance in
working up a plan of intervention for someone like Frank. First, the Life-
style Criminality Screening Form (LCSF: Walters, White, & Denney, 1991)
and Drug Lifestyle Screening Interview (DLSI: Walters, 1994) are brief as-
sessment tools that produce scores useful in gauging a person’s degree of
involvement in a criminal and drug lifestyle, respectively. The LCSF is a
chart audit form that appraises the four interactive styles of a criminal life-
style (i.e., irresponsibility, self-indulgence, interpersonal intrusiveness, social
rule breaking) and generates an overall score that can range between 0 and
22. From the limited information provided in the case history, Frank should
receive a score of at least 10 (the traditional cutoff score for significant in-
volvement in a criminal lifestyle) on the LCSE The DLSI is a brief structured
interview designed to assess the four interactive styles associated with a drug
lifestyle (i.e., irresponsibility/pseudresponsibility, stress-coping imbalance,
interpersonal triviality, social rule breaking/bending). Since the DLSI follows
an interview format, there is no way to know how Frank would have scored
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on this measure, though data from the case history (early onset of drinking,
aggressiveness while drunk, shrinking circle of friends) denote that Frank
may be as invested in a drug lifestyle as he is in a criminal lifestyle.

Two other psychological instruments potentially capable of shedding
light on Frank’s position vis-a-vis the drug and criminal lifestyles are the
Psychological Inventory of Drug-Based Thinking Styles (PIDTS: Walters &
Willoughby, 2000) and the Psychological Inventory of Criminal Thinking
Styles (PICTS: Walters, 1995). Both instruments consist of 80 items designed
to measure the eight thinking styles presumed to support a drug (PIDTS)
or criminal (PICTS) lifestyle (mollification, cutoff, entitlement, power ori-
entation, sentimentality, superoptimism, cognitive indolence, discontinu-
ity). Given that estimated scores on the DLSI and LCSF insinuate that Frank
is involved in both a drug and criminal lifestyle, it would be appropriate
to administer both the PIDTS and PICTS, although experience has shown
that the two inventories often produce similar results in the same person
(Walters, 1998a). From what was written about Frank in the case history, it
is speculated that he would likely achieve elevated scores on the mollification
(externalization of blame), cutoff (alcohol and violence), and power orien-
tation (desire for control over others through violence and over one’s own
affective state through alcohol) scales of the PICTS/PIDTS. Understanding
how these three thinking styles protect Frank’s drug and criminal lifestyles
could go a long way towards clarifying his actions and buttressing his overall
life adjustment.

3. Conceptualization of personality, behavior, affective states, and
cognitions.

Lifestyle theory does not ascribe to a personality view of behavior despite
the obvious parallels between Frank’s symptoms and Cleckley’s (1941/1976)
core characteristics of psychopathy. Instead, Frank’s symptoms are ascribed
to an environment by temperament, interaction (high activity level, low posi-
tive emotionality, high negative emotionality, low sociability, high informa-
tion processing speed, moderately high novelty-seeking), the outcome of
which reveals an individual best described as active, bright, unemotional,
and socially superficial. What are viewed as traits by most personality theo-
rists are conceptualized as interactive styles and belief systems by those affili-
ated with the lifestyle perspective. Several of the schematic subnetworks that
have evolved from interactions between Frank’s temperament and various
environmental circumstances include blaming attributions, strong positive
and weak negative outcome expectancies for alcohol and crime, high self-
efficacy for crime but low self-efficacy for prosocial behaviors, goals that are
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short-term, values that are hedonistic, and dependence on thinking styles
like mollification, cutoff, and power orientation.

The self-view is modularly organized and broken down into five princi-
pal components: reflected appraisals, social comparisons, self-representations,
role identities, and possible selves. Reflected appraisals are how a person be-
lieves he or she is perceived by others. An example from Frank’s life would be
his reflected appraisal as a bully. Social comparisons can be upward, down-
ward, or parallel for the purposes of self-advancement, self-enhancement,
and self-evaluation, respectively. Frank’s self-view is dominated by downward
comparisons to the extent that he considers himself superior to others and is
customarily condescending in his interactions with others. Personal charac-
teristics and features of the environment with which a person identifies are
known as self-representations. The self-representations that mark Frank’ self-
view center around power and control, as epitomized by his muscular build
and suspected fascination with firearms. Role identities are the social roles
from which a person gains a sense of identity. A principal role identity for
Frank, albeit one over which he demonstrates a fair amount of ambivalence,
is his prior role identity as a helicopter pilot in Viet Nam. Possible selves are
normally divided into desired selves (what 1 want to be) and feared selves
(what I don’t want to be). Frank’s father served as both a desired self and a
feared self for Frank. He craved his father’s power but resented his abusive-
ness. Just the same, he incorporated both possible selves into his self-view.

Whereas the self-view is organized into modules, the world-view is orga-
nized into dimensions. Like many who function within the broad parameters
of a criminal lifestyle, Frank clearly favors the mechanistic pole of the organ-
ismic-mechanistic world-view dimension. In fact, Frank’s propensity to ma-
nipulate and conceive of the world as a giant chessboard can be traced back
to his mechanistic world-view. Fatalism also figures prominently in Frank’s
world-view. He denies that his drinking is causing him problems and seems
resigned to the fact that it is his destiny to be misunderstood and picked on.
Frank manifests a schism on the fairness-inequity dimension of his world-
view. While he believes that other people get what they deserve and has little
compassion for their plight (fairness), he believes that he himself has been
victimized by injustice and deserves more out of life than he has thus far re-
ceived (inequity). Frank’s world-view emphasizes the malevolent pole of the
malevolence-benevolence dimension and as such he often attributes other
people’s actions to malicious motives and evil intent.

The three time-based belief systems, the present-view, the past-view, and
the future-view, may shed as much light on Frank’s conduct as his self- and
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world-views. The present-view is organized functionally and encompasses
two primary functions, a perceptual function and an executive function.
Everyone distorts their perception in order to make their experience more
compatible with their belief systems and personal sense of reality. For Frank,
distortion is part and parcel of his belief systems, at least where the present-
view is concerned. Despite above-average intelligence, the executive func-
tion of Frank’s present-view is visibly impoverished, which in turn impairs
his judgment. As is often observed in people who abuse drugs and commit
crime, Frank’s past-view is negatively valenced. His recollections of the past,
from his childhood to his experiences in Viet Nam, are tinged with themes
of death, injustice, and betrayal, whereas the more positive aspects of these
experiences are largely inaccessible to recall. The one notable exception to
this rule is the euphoric recall that Frank has for alcohol and crime, in which
the positive aspects of his encounters with drugs and crimes are accentuated
and the negative aspects minimized. The anticipations that comprise Frank’s
future-view portray drug and criminal motifs, plots that he plans to hatch in
the not-too-distant future, as exemplified by thoughts of expanding his chop
shop operation and taking bets from compulsive gamblers.

4. Pitfalls in therapy.

One potential pitfall for anyone entering into a therapeutic relationship
with Frank is his manipulativeness. The record reflects that Frank is adept
at identifying and capitalizing on a person’s weaknesses. Should he find that
he cannot bully the helper into submission he will seek to subtly manipulate
him or her by assuming the role of a perfect patient. Lifestyle interventions
are often conducted in groups of similarly disposed members. Under such
circumstances Frank may try to assume the role of a junior therapist, point-
ing out the thinking errors and lifestyle patterns of fellow members without
volunteering much information about himself. There are perils in working
with a client like Frank, whether the sessions are conducted individually or
in group, and proper precautions need to be taken. To guard against being
drawn into one of Frank’s manipulations, the helper should verify Frank’s
self-report against information gathered from his wife and parole officer
while maintaining the confidentiality of his or her conversations with Frank.
Trust is a cardinal feature of the therapeutic alliance but it builds slowly
when working with someone as deceptive as Frank. Anyone working with
Frank in therapy or counseling would be naive to ignore his manipulative
manner, yet this awareness should not prevent the helper from entering fully
into a productive working alliance with Frank, enlisting the shaman effect,
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and encouraging Frank to be mindful of the four key elements of change
(responsibility, confidence, meaning, community) in his daily interactions
with others.

A second trap that could ensnare a well-meaning professional is the
belief that either drinking or crime is the principal cause of Frank’s difficul-
ties and that altering the “causal” factor will automatically change the “effect”
variable. The relationship between drugs and crime, however, is formidably
complex. In some instances crime is the principal cause of drug abuse and
in other instances drug abuse is the primary cause of crime, but in the vast
majority of cases crime and drug abuse coevolve to where they are either
reciprocally related or causally independent of one another (Walters, 1998a).
In any event, both lifestyles typically need to be addressed. The advantage of
the lifestyle model is that it furnishes a philosophy and mechanism by which
the two lifestyles that govern Frank’s behavior can be examined concurrently,
since they are assumed to derive from the same family of lifestyles (rebel) and
are believed to share many of the same interactive patterns, belief systems,
and thinking styles. Hence, the lifestyle approach is prepared to tackle the
drug and criminal lifestyles simultaneously rather than sequentially, which in
the long run provides a more cost-effective and coordinated intervention. For
instance, cues that trigger crime and drug use (friends, feelings, and situa-
tions) are often related if not identical. The pitfall of covering only part of the
problem can be rectified by using the lifestyle procedure in which both parts
of the problem are included in the solution.

5. Prognosis.

Clinically, helping clients elevate their level of adaptive functioning is the
ultimate goal of lifestyle intervention. Whether or not clients expand their
adaptive resources depends to a large extent on their ability to realize the four
key elements of change described earlier in this chapter: responsibility, con-
fidence, meaning, and community. With or without professional assistance,
seeing a spontaneous remission is more common than intervention-related
change in persons who have successfully abandoned a drug or criminal life-
style (Walters, 1998a, 2000d). The key to change is becoming more respon-
sible, confident, purposeful, and community-minded. Frank will present a
challenge no matter what model the therapist operates out of because he does
not view himself as having a problem. A strong therapeutic alliance is conse-
quently required to combat Frank’s fervent defensiveness and the best way to
achieve such an alliance is to encourage development of the shaman effect.
In fact, the therapeutic alliance is considered central to any intervention de-
signed to improve a client’s adaptive capacity.
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6. Time line for therapy and frequency and duration of sessions.

The lifestyle approach makes liberal use of group intervention and
therefore Frank would likely be seen individually at first and then group
therapy would assume increased importance as the intervention proceeded.
I have observed in my own clinical work with substance abusing offenders
that other persons who have lived these lifestyles are often better sources of
encouragement and confrontation than professionally trained therapists who
have never lived the lifestyle. In the drug treatment field it is not uncommon
for programs to hire paraprofessionals who are “in recovery” themselves in an
attempt to make the intervention more relevant. An even better option may
be to arrange for professionally trained helpers to supervise groups of parallel
lifestyle participants who are at different phases of the change process, so that
the confrontation comes principally from fellow group members rather than
from the therapist. There is every likelihood that Frank will attempt to ma-
nipulate the individual and group sessions, but he is more apt to hear correc-
tive feedback that impacts on his belief systems from peers in a group session
than from the therapist in an individual session. Given that it will take several
months to form a working therapeutic alliance with Frank, it is anticipated
that a minimum of 6 months and a maximum of 2 years (1 hour of individual
counseling and 90 minutes of group per week, with the individual sessions
slowly being faded out) may be required to stimulate the natural change pro-
cess which at the present time lies dormant in Frank.

7. Specific or special techniques.

Skills training is an integral part of the lifestyle intervention process, not
only for the purpose of instilling confidence but also as a way of promoting
responsibility, meaning, and community. One area of skills training that bears
directly on Frank’s drinking is the possibility of instructing him in the con-
trolled use of alcohol. For reasons delineated in question 9, Frank is prob-
ably not going to relate to the abstinence philosophy espoused by Alcoholics
Anonymous. Skills-based alternatives like controlled drinking and harm re-
duction should accordingly be entertained. Research indicates that it is pos-
sible to train heavy drinkers like Frank to monitor and control their alcohol
intake to the point where it no longer interferes with their daily functioning
(Walters, 2000a). Harm reduction in which such high-risk practices as heavy
intoxication and drunk driving are targeted for elimination yet alcohol use
itself is not banned has been found to be both popular and effective with
younger drinkers (Marlatt, Larimer, Baer, & Quigley, 1993). The primary
issue with respect to Frank’s drinking is helping him to objectively evaluate
the impact of alcohol on his health, marriage, and freedom and then draw up
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a plan that addresses these problems while taking into account Frank’s feel-
ings on the subject. Decreeing that Frank never drink again given his present
state of mind will accomplish little more than further provoke his resistance
to moderation.

Other skills-based approaches could be implemented to augment Frank’s
adaptive skills and limit his dependence on the drug and criminal lifestyles.
Framing intervention as the means by which the four key elements of change
are conveyed to clients may be one way of loosening the hold the drug and
criminal lifestyles have on Frank. Problem-solving training, for instance, may
encourage responsible behavior through improved decision-making ability.
Confidence could be enhanced with the aid of procedures that help Frank
cope more effectively with negative affect. Techniques designed to teach basic
anger and stress management skills like assertiveness training and relaxation
training may be particularly effective in assisting Frank in the management of
negative affect. Frank’s meaning can be reshaped by procedures that expose
the irrational roots of his world-view to the light of reason. Rational emo-
tive therapy (Ellis & Dryden, 1997) and cognitive restructuring (Beck et al.,
1993) can be particularly helpful in this regard. Community or social inter-
est could be nurtured with a simple procedure that has been around for 80
years (Adler, 1973). A helper employing Adler’s simple technique might ask
Frank to list three things he can do to help out his wife. It should be noted
that while various therapeutic techniques can facilitate the natural change
process, lifestyle intervention is attitude- rather than technique-driven, and
that none of the techniques described in this procedure will prove effective in
the absence of a solid therapeutic alliance.

8. Special precautions.

It is reasoned that because of a high degree of self-centeredness Frank is
at low risk for suicide at the present time. Furthermore, his tendency to ex-
ternalize blame for problems that he himself invites suggests that he probably
presents a greater danger to others than he does to himself. Nonetheless, it
would not be outside the realm of possibility for Frank to threaten self-injury
or engage in superficial suicide gestures in a manipulate ploy to win sym-
pathy or gain concessions. There is also the remote possibility that if Frank
abandons his externalization defenses and starts accepting responsibility for
his actions, he might eventually become suicidal as he begins to experience
the pain he has caused others. This possibility is made even more remote
by the lifestyle practice of stressing confidence and community along with
responsibility in intervening with clients. Of greater concern than self-injury
is Frank’s propensity for violence and the threat he poses to others, particu-
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larly his wife. Given the fact that Frank’s wife has participated actively in the
data-gathering phase of the evaluation it is likely that he harbors significant
antipathy toward her. She needs to be counseled with respect to her right to
protection from abuse and could perhaps benefit from a referral to another
psychologist who might be able to work with her on issues of self-esteem and
assertiveness.

Being a relationship-based model of intervention, lifestyle theory takes
such phenomena as transference and countertransference seriously. All the
same, unlike psychodynamic theory where transference and countertransfer-
ence are attributed to unconscious motives, the lifestyle approach ascribes
transference and countertransference to instances where information from
the past-view filters into the present-view. Whereas most people are not
fully cognizant of the roots of their transference reactions, the process is not
viewed as unconscious in a Freudian sense. The transference reactions that
are anticipated with Frank are those that center around his beliefs about his
father, who was apparently highly abusive toward Frank and his brother as
they were growing up. As so often happens in families, Frank and his brother
responded differently to their father’s abuse. Frank’s brother cried, while
Frank became stoic. In identifying with the aggressor Frank adopted many
of his fathers mannerisms and bad habits. Frank’s thoughts and feelings to-
wards his father need to be addressed within the context of the client-helper
relationship. Projecting blame onto others for problems that he has caused
and fatalistically believing that aggression and violence are his destiny must
also be challenged. According to information provided in the case history,
Frank has mastered the art of identifying people’s weaknesses and using this
information against them. Self-understanding on the part of the helper is the
best protection against a client who tries to kindle a countertransference reac-
tion in an effort to sabotage the therapy to which he has been remanded.

In the opening series of evaluations Frank displayed a marked degree
of resistance and uncooperativeness. Rather than adopting the position that
Frank is unmotivated toward change, an alternative view, and the one adopted
by lifestyle theory, is that Frank is ambivalent toward change (Miller, 1985).
Change and continuity are considered the cornerstones of adaptive living.
Too much change and the organism feels unstable and stressed; too much con-
tinuity and the organism becomes stagnant. The dynamic interplay of these
two opposing forces is the source of adaptation. Throughout his life Frank
has chosen continuity over change, resulting in prolonged periods of lifestyle
adjustment punctuated by brief episodes of extreme stress when the conse-
quences of his lifestyle have caught up with him. This has fostered within
Frank a pronounced fear of change. What Frank needs to understand is that
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change is as natural as breathing and that to ignore change is tantamount to
holding one’s breath in the belief that air is unnecessary for survival. Guided
by the unfolding therapeutic alliance, Frank will be encouraged to reevalu-
ate his old beliefs and construct a new perspective in which environmental
change is viewed to be one of the few concrete realities in the phenomeno-
logically informed theory proposed by Walters (2000b, 2000c¢). Ironically,
the therapeutic relationship is both a cause and principal solution for client
resistance and is more likely to fulfill the latter function once the helper gains
a sense of the clients phenomenological world and shares this knowledge
with the client.

9. Topics to avoid.

There are no topics, subjects, or areas that should be off limits in therapy.
I may not agree with a clients views on a particular subject but the client
has the right to air these views. When conducting a lifestyle intervention the
helper follows the client’s lead, and if beliefs and goals antagonistic to the
helper’s value system surface (e.g., Frank wants to learn how to avoid feeling
guilty after beating his wife), they are addressed immediately in an honest and
straight-forward manner. Although there are no topics, subjects, or areas that
are off limits in therapy there are some procedures and techniques that may
be largely ineffective with Frank. The 12-step approach used by Alcoholics
Anonymous (AA) is one such example. Attributions of personal powerless-
ness and efficacy expectancies tied to a higher power will probably not sit
well with Frank, who is not about to surrender personal control to something
outside himself. Whereas Frank should not be discouraged from seeking help
from programs like AA, there is a good chance of him joining the parade
of first-time attendees who never return for a second meeting. Rather than
branding Frank and the mass of other substance abusers who cannot iden-
tify with or accept the philosophy and procedures of AA as being addicts in
denial, we need to entertain alternative explanations and interventions. The
lifestyle model is one such alternative in which the emphasis is on empower-
ment and self-reliance rather than powerlessness and other-dependence.

10. Use of medication.

The lifestyle approach is an anti-medical model but not anti-medication.
In clients suffering from serious mental disorders of known biological origin
(e.g., schizophrenia, bipolar disorder, major depression, obsessive-compulsive
disorder) the intervention of choice is often medication and the individual
needs to be referred to a psychiatrist for evaluation to determine the type and
dosage of psychotropic medication required to provide symptom relief. Frank,
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however, does not satisfy the criteria for any of these disorders and presents
with an extensive history of alcohol abuse. It is anticipated that if Frank were
to be hospitalized or imprisoned, one of his most pressing concerns would
be finding a way to secure medication to relieve the distress engendered by
confinement. The problem with giving Frank medication is that distress is
a direct consequence of lifestyle involvement, and to medicate his distress
with an anxiolytic or antidepressant rather than using it to create a crisis and
motivate change is countertherapeutic and a prime example of how the medi-
cal community enables lifestyle behavior. Whether a lifestyle revolves around
drug abuse, crime, or marital infidelity, the use of psychotropic medication in
individuals without serious Axis I psychopathology is contraindicated by the
model described in this chapter.

11. Personal strengths.

The lifestyle model is at least as interested in uncovering a person’s
strengths as it is in exposing a person’s weaknesses; Frank presents with a
number of strengths that could be incorporated into a comprehensive pro-
gram of change. First, Frank is free of any serious Axis I psychopathology
aside from alcohol abuse, which is construed by proponents of the lifestyle
approach as a lifestyle problem rather than an emotional or psychiatric disor-
der. The absence of significant psychopathology bodes well for any interven-
tion that might be attempted with Frank in the sense that he is precluded from
using emotional problems and difficulties to evade personal responsibility for
his actions. Many individuals use real and imagined psychological difficulties
to justify their continued involvement in a lifestyle pattern through mollifica-
tion or entitlement, a practice that is sometimes reinforced by society even
when the assertion is baseless (e.g., once an addict, always an addict). Free-
dom from psychopathology allows Frank to benefit from group sessions and
to handle the confrontations that some of the more experienced members of
the group are likely to direct his way. Good psychological adjustment signi-
fies that Frank can participate fully in the lifestyle intervention process.

The case history discloses that Frank possesses above-average intellec-
tual ability. This is another strength that can be used to promote change in a
client like Frank, for like the absence of significant psychopathology it means
that Frank can benefit from the full range of procedures offered by the life-
style change model. The lifestyle change program, being largely educational
in nature, is most effective when clients can comprehend the printed material
that constitutes the bibliotherapy component of the program. Although the
lifestyle approach can be simplified to give clients with low reading ability
and significant intellectual deficits access to the information, in order to take
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full advantage of the program a person must possess at least average intellec-
tual ability and an eighth grade reading level, both of which are well within
Frank’s grasp. Frank’s above-average intelligence will also make it easier for
him to appreciate the logic of the lifestyle approach. Rather than extolling
moral principles (crime is wrong) lifestyle theorists have found it more ef-
fective, at least in North America, to emphasize practical matters (in most
cases the benefits of crime do not outweigh the costs), provided the natural
negative consequences of crime have taken effect. Once the enabling that
has permitted Frank to engage in drug use and criminal behavior has been
eliminated, he will be in a better position to learn from his mistakes.

A third personal strength that we might want to include in Frank’s per-
sonalized program of change is his perceptiveness. Frank, as is mentioned
throughout the case history, is proficient at identifying and capitalizing on
a person’s weaknesses for his own personal benefit or pleasure. It is argued
that these skills can be turned around to serve more positive and pro-social
objectives. First, Frank’s perceptiveness implies that he has the capacity for
empathy and perspective-taking. Those psychologists who would call Frank a
psychopath (e.g., Hare, 1993) must explain why his sensitivity to other’s feel-
ings and perspective-taking skills are so strong given that lack of empathy is a
defining characteristic of psychopathy. True, he presently uses these skills to
manipulate rather than empathize, yet he is clearly not lacking in perceptive-
ness; rather, he just needs to learn how to channel these skills into positive
pursuits. A helper who projects meaning and community as part of an evolv-
ing client-helper alliance could assist Frank in transforming his perceptiveness
into a strength useful not only in understanding others but also in pointing to
potential avenues of future employment in such areas as sales and marketing.

12. Addressing limits and boundaries.

During the first several sessions it is anticipated that Frank will attempt
to subvert the therapeutic process by testing the boundaries and limits of
the client-helper relationship and raising legitimate-sounding concerns about
competence, accountability, and confidentiality that are nothing more than a
manipulative ploy to avoid intimacy. He may well challenge the helper’s cre-
dentials by asking to see a diploma or inquiring about qualifications, try the
helper’s patience by arriving late to sessions or missing sessions altogether,
and strain the helper’s resolve by introducing conflicts of confidentiality. This
can best be handled by providing Frank with an overview of the limits and
boundaries of therapy from the very first session and then reinforcing these
limits and boundaries each time Frank violates them. Like a young child
attempting to test a parent’s love, Frank will defy the limits of the therapy
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relationship in order to discern whether the helper’s offers of assistance are
genuine. As the therapeutic relationship evolves, the testing of limits and
boundaries will diminish rather than disappear. At this point Frank’s test-
ing efforts may become more covert and subtle as he seeks to establish an
inappropriately close personal relationship with the helper designed to com-
promise the helper’s objectivity. It is contingent upon whoever is conducting
therapy with Frank that he or she remain steadfast in upholding the limits of
therapy so that Frank can feel safe to explore the boundaries of his own belief
systems in a psychologically protected environment.

13. Involving significant others and employing homework assignments.

The lifestyle approach to change is mindful of how people who have a
significant impact on a client’s life can serve as a source of reinforcement and
limit-setting. In Franks case this would include his wife and parole officer.
Frank’s wife Jennifer appears to be the only significant person he has left in
his life. Perhaps this is because they have only been together a few years. The
case history indicates that over the years Frank has burned the vast majority
of his bridges with family and friends. It is no coincidence, then, that Jennifer
appears naive and timid, for these are the characteristics that Frank prob-
ably looks for in a mate. Beyond her physical appearance what appeals most
to Frank about Jennifer is her apparent willingness to accept his version of
reality. This just said, Frank may have underestimated Jennifer, who shows
signs of having caught on to some of his manipulations and is beginning to
demand that she be treated with respect and consideration. There are at least
two reasons why it may be helpful to include Jennifer in the intervention.
First, she has been adversely affected by Frank’s behavior yet continues to
support him. The fact that she is now able to see through his charm makes
her a potentially valuable source of information as to Frank’s progress outside
of therapy. Second, Jennifer is the one person who seems capable of exerting
pressure on Frank to participate in sessions, which will be vital during the
early phases of intervention when the therapeutic alliance is still in its infancy
and Frank’s motivation for change is low. If Frank’s parole is not immediately
revoked his parole officer can use the pending legal charges as leverage to
keep him from dropping out of therapy. While it is true that people cannot be
forced to change, it is sometimes necessary to bring external pressure to bear
on a person with a drug or crime problem for him or her to remain active in
therapy prior to development of a therapeutic relationship.

Homework assignments assume a prominent position in the lifestyle
approach to change, for they allow application of information discussed in
therapy to real-life situations and events. With respect to the problem-solving
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component of Frank’s change program, the helper could instruct Frank to
identify a problem during the session and outline a solution to the problem
with the problem-solving technique during the week. The outcome of the
homework assignment could then be discussed at the next regularly sched-
uled session. The assertiveness component of Frank’s change plan is designed
to build Frank’s confidence in his ability to handle situations that charac-
teristically trigger anger. Lessons learned in interaction with the helper and
other group members can be reinforced and extended to real-life situations
by having Frank practice his assertiveness skills in real-life situations, first
with a safe person like his wife and later with a stranger such as a waiter at
a restaurant where he is instructed to send back an undercooked steak. In
helping Frank find new meaning in life it may be discovered that cognitive
indolence, as represented by Frank’s proclivity for conspiratorial thinking, is
a major feature of his self- and world-views. The cognitive restructuring he
receives in therapy can be reinforced with a homework assignment where he
is instructed to critically evaluate a half dozen television commercials during
the week and in the next session discuss the methods the sponsors used to
persuade viewers to purchase their product. Finally, the social interest that
Frank has been cultivating in an effort to achieve community could be rein-
forced with a homework assignment that requires him to implement one of
the three ways he had previously identified to help out his wife.

14. Termination and relapse prevention.

After 6 to 24 months of weekly individual and/or group sessions it is
anticipated that the subject of therapy termination will need to be broached.
Rather than a sudden discontinuation of sessions it makes more sense to
schedule three to five booster sessions at 3 to 4 week intervals to provide
Frank with the support and guidance he needs to resist the temptation of a
drug or criminal lifestyle. It may not be a bad idea to include Frank’s wife Jen-
nifer in a number of these booster sessions, for it is anticipated that she will
become Frank’s primary source of social support once therapy ends. If agree-
able to both parties T might be inclined to see Frank and Jennifer together in
couples therapy for several months prior to termination and for all or most of
the booster sessions. Social support remains the single best predictor of out-
come in clients releasing from substance abuse programming (Booth, Russell,
Soucek, & Laughlin, 1992; Higgins, Budney, Bickel, & Badger, 1994) and
it is a prime consideration when planning the termination of a therapeutic
relationship with a substance abusing or crime-involved client.

Relapse prevention is often stressed several months prior to the cessation
of lifestyle intervention and normally includes a relapse prevention plan. The
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relapse prevention plan employed in lifestyle therapy is modeled after the
change plans that are used throughout the lifestyle change process (Walters,
1998b). Lifestyle theory rejects the medical model concept of treatment and
with it the notion of a treatment plan imposed by an outside expert. A change
plan, by comparison, is constructed by the client with assistance from the
helper whose job it is to make sure the information is as specific and behav-
ioral as possible. The change plan covers three areas: involvements (the ac-
tivities a person engages in and the people with whom he or she associates),
commitments (the goals and values a person pursues), and identifications
(how a person perceives himself or herself), each of which are divided into
time frames (past, present, and future) to yield nine boxes. By the time he
nears termination Frank might respond to the involvement section of the
change plan as follows: past involvements—drinking in bars and conduct-
ing phony business deals; present involvements—spending time with my
wife and looking for legitimate employment; future involvements—raising
and providing for my family. The change plan is completed periodically, even
after formal therapy ends, and reinforces the perspective that change is a
never-ending process.

15. Mechanisms for change.

The principal mechanism for change according to lifestyle theory is the
human organism’s natural capacity for change. Humans, like all living organ-
isms, are open systems in the sense that they freely exchange energy with the
environment. Such energy exchange gives rise to the nonlinear dynamical
systems concept of self-organization, which is the capacity of dynamic sys-
tems to generate new forms through ongoing interaction with the environ-
ment (Walters, 1999). Change, then, is a natural consequence of the human
organism’s daily interactions with the environment. However, for every thesis
there is an antithesis and for every force a counterforce. The opposing force to
change is the desire for continuation or pattern continuity (Walters, 2002b),
which is why most people fear change. Lifestyle theory recommends using
events in a persons life to devise life lessons and crises capable of overriding
a person’s natural fear of change. Frank’ fear of change, in fact, is what keeps
him locked into a drug and criminal lifestyle. Using the natural negative
consequences of Frank’s lifestyle to alter the balance between continuity and
change is a prime example of how resistance to change can be overcome in
someone dependent on a lifestyle to manage the problems of everyday living.

The human organism is designed for change, but it does not follow
that all change is in the best interests of the organism. Change as a means of
strengthening adaptability, the principal goal of lifestyle intervention, requires
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direction and guidance, specifically, the guidance of a trained helper who
through the formation of a therapeutic alliance and supporting-shaman effect
steers the client toward the four key elements of change: responsibility, con-
fidence, meaning, and community. The four key elements foster change by
encouraging self-reliance and interdependence rather than lifestyle servitude
and social isolation. Adaptive change may be directed by an interpersonal
process, yet a trained helper is not always required. If Frank’s wife was more
assertive or if he had a better relationship with his brother either one could
serve as the source of interpersonal influence for a personal program of adap-
tive change; after all, most people exit a drug or criminal lifestyle without
professional help (Walters, 1998a, 2000d). As it turns out, the best option for
change in Frank’s case is a trained helper, combined with reduced enabling
from Frank’s wife and pressure from his parole officer to shift the balance of
power toward change and away from continuity.

The principal mechanism of change is the natural change process, which
commonly requires stimulation and guidance from an interpersonal relation-
ship that encourages responsibility, confidence, meaning, and community.
Specific therapeutic techniques are secondary to the natural change process
and helping relationship but they can nevertheless be instrumental in facili-
tating change. No two people are exactly alike and so each intervention calls
for a unique set of therapeutic tools and strategies. In Frank’s case the tech-
niques that are most likely to prove beneficial are those that teach him better
decision-making skills (problem-solving training), furnish him with alterna-
tive coping strategies (stress and anger management), challenge prominent
thinking styles like mollification, cutoff, power orientation, and cognitive
indolence (rational restructuring), and help him develop concern for the wel-
fare of others (social interest). Techniques that are effective with Frank may
be useless or redundant with someone else. Consequently, lifestyle interven-
tions are never carbon copies of one another. This individualized approach
contrasts sharply with the typical inpatient treatment program for substance
abuse where Frank would have been assigned a standard treatment protocol
under the assumption that he suffered from the disease of alcoholism which
responds uniformly to the same set of procedures.

CONCLUSION
After describing the lifestyle approach to change, the model was applied to
Frank, the case study upon which this book is based. Given that Frank dis-
plays significant problems with both alcohol and crime, and since research
indicates that drugs and crime are often reciprocally rather than unilaterally
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related, the lifestyle approach, in which Frank’s drinking and antisocial
behavior can be addressed contemporaneously, was seen as a cost-effective
alternative to traditional therapies and interventions. As the present discus-
sion bears out, an array of specific techniques are utilized by professionals
employing the lifestyle model of change, but these techniques are secondary
to the therapeutic alliance that facilitates the natural process believed to exist
in all people and which is most reliably accessed through the four key ele-
ments of responsibility, confidence, meaning, and community. The ultimate
goal of lifestyle intervention is to help the individual alter his or her reality by
modifying core belief systems through an interpersonal process in which the
four key elements of change serve as beacons for self-organization.
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CHAPTER 7

The Cognitive Behavioral
Treatment Approach

Arthur Freeman and Brian Eig

I. Treatment Model

Individuals with personality disorders, regardless of the type, test the
patience and frustration tolerance of many of those who come into contact
with them. They especially test the patience and skills of therapists trying
to treat them. Although a commonly held belief among therapists is that
individuals with Antisocial Personality Disorder (ASPD) do not and cannot
benefit from psychotherapy, this chapter offers a suggestion that Cognitive-
Behavioral Therapy (CBT) can provide a strategic and collaborative way of
reaching this difficult to treat population.

Although psychological literature is filled with an abundance of research
which clarifies the definition, assessment, and description of the various
typologies of ASPD, the literature on treating such challenging behavior is
scarce at best. However, the cost to society of not developing an effective
treatment protocol for people with antisocial traits or full-blown personality
disorders is astronomical.

CBT provides a structured approach that focuses on the composite of
related beliefs and behaviors often manifested by persons with personality
disorders (Beck, Freeman, Davis, and Associates, 2004, p. 163). “Cognitive
therapy is based on a straightforward, commonsense model of the relation-
ships among cognition, emotion, and behavior in human functioning in
general and in psychopathology in particular” (Freeman, Pretzer, Fleming, &
Simon, 1990, p. 4).

115
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In general, three main areas of cognition become the targets of inter-
vention. These include: (1) Automatic Thoughts, (2) Core Beliefs (Schemas),
and (3) Cognitive Distortions. Cognitive theory holds that thoughts, feelings,
and behaviors are reciprocal and interdependent. In other words, thoughts
impact emotions, and emotions influence thoughts and behaviors. Likewise,
“behaviors can influence the evaluation of a situation by modifying the situa-
tion itself or by eliciting responses from others” (Freeman et al., 2004, p. 6).

When using CBT to treat personality disorders, a greater emphasis is
placed on changing the patients core beliefs, rather than his/her dysfunc-
tional thoughts (Roy & Tyrer, 2001). Because Frank’s maladaptive beliefs ap-
pear stable and consistent across different settings, his schema are expected
to manifest similarly in the therapeutic relationship. The therapeutic relation-
ship can be used as a “relationship laboratory” as Frank is helped to learn
new and more adaptive ways of relating to others (Roy & Tyrer,). Thus, the
first challenge facing the therapist working with the patient with an ASPD is
in establishing and maintaining a stable, therapeutic alliance.

The worldview of an individual with ASPD is quite different from that of
the non-ASPD population. According to Beck and associates (2004, p. 167)
the view of the world from an antisocial perspective is a “personal” rather
than “interpersonal” view. People such as Frank have great difficulty taking
on the perspective of another. They tend to think in a linear, goal-directed,
and concrete way, anticipating the reactions of others only after responding
to their own needs and desires (Beck et al., p. 167).

Cognitive theorists stress that it is usually more productive to identify
and modify core problems when treating individuals with personality disor-
ders (Freeman & Jackson, 1998, p. 320). “The schemata of individuals with
a personality disorder are so vivid and obvious that they may appear to be
a caricature of what one would expect in ‘normal’ individuals” (Freeman &
Jackson, p. 322.). The feelings and behaviors of antisocial individuals can
be conceptualized as functioning within certain schema which produce con-
sistently biased judgments and a concomitant tendency to make cognitive
errors in a variety of situations (Freeman & Jackson, p. 322).

Often, the hallmark of a personality disorder is “other blaming”. The
personality disordered patient will often see the difficulties that they en-
counter in dealing with other people or coping with life tasks as externally
generated and independent of their behavior. Much of what they experi-
ence is, in their view, “done to them” or generally coming from the ill-will
or negative actions of those around them. This ‘other blaming’ position
often places them in conflict with peers, and often puts them in conflict
with larger agencies and institutions (Freeman & Jackson, 1998, p. 322).
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According to Young (1994) the origins of a personality disorder can be
traced back to the development of early maladaptive schemas. These schemas
are defined as “broad, pervasive themes regarding oneself and one’s relation-
ship with others, developed during childhood and elaborated throughout
one’s lifetime and dysfunctional to a significant degree” (Young, p. 209). “In
some cases the behavior that is now part of the Axis IT disorder has been
functional in life.” (Freeman & Jackson, 1998, p. 322).

Young (1994) further suggests that schemas of entitlement/grandiosity
and insufficient self-control/self-discipline lead to deficiencies in the ability
to maintain internal limits, assume responsibility to others, and/or orient the
individual to long-term goals.

A specific type of CBT, Schema Focused Therapy, may be useful when
working with Frank. Schema Focused Therapy can be conceptualized as hav-
ing two distinct phases. In the first phase, called the “Assessment” phase, the
therapist and patient focus on the identification and activation of particu-
lar schemas (Young, 2003, p. 209). This is followed by the “Change” phase,
where the therapist attempts to modify the relevant schemas by altering the
distorted view of the self and others.

During the assessment phase of treatment the therapist focuses on two
critical tasks. The first task, schema identification, requires that the therapist
and patient identify the schemas that are relevant to the ASPD. In elaborat-
ing the schema, the therapist should identify how the schema is maintained,
avoided, and/or compensated for, which may lead to productive avenues of
exploration.

The second task is “Schema Activation,” where the therapist seeks to
trigger affect associated with the identified schema. Here the patient may be
asked to use imagery to elicit childhood scenes of interactions with various
significant people in his life.

“In essence, the role of the therapist is to help the patient tolerate low levels
of schema-related affect and then gradually intensify the experience until
the patient is able to tolerate the full imagery exercise without retreating
from the image (Yong, 2003, p. 210).”

Although CBT with personality-disordered patients tends to focus on
the patients’ core belief, there is still attention given to automatic thoughts
inasmuch as the automatic thoughts stem from and reflect schemas related
to pragmatic strategies for self-advancement or self-preservation. A common
underlying goal for antisocial individuals is to limit and/or avoid the real or
perceived sense of being controlled by others (Beck et al., 2004).
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Further, the antisocial individual typically maintains a number of beliefs
that serve to guide his/her behavior. These frequently include, but are not
limited to, the following beliefs (or combinations and derivatives):

* Justification—“Wanting something (or wanting to avoid something)
justifies my actions.”

* Thinking is believing—“My thoughts and feelings are completely ac-
curate, simply because they occur to me.”

* Personal infallibility—*I always make good choices.”

¢ Feelings make facts—*T know I am right because I feel right about what
Ido.”

* Impotence of others—“The views of others are irrelevant to my deci-
sions, unless they can directly control my immediate consequences.”

* Low-impact consequences—“If there are undesirable consequences
they will not matter to me.”

* Narcissism—*“I am more special than all others.”

¢ Lack of empathy—*“I do not have to worry about others.”

* Lack of societal focus—*“Rules are for fools.”

¢ Lack of (or flawed) information—“There are many places in the world
where my behavior is acceptable.

(Adapted from Beck et al., 2004)

It would be naive for the therapist to assume that the patient with ASPD
is coming to therapy with the intent of changing. Often they are sent for
therapy as an alternative to incarceration. Further, the antisocial behavior has
likely been reinforced by others or by society in rewarding the individual for
their antisocial actions. For example, a patient jailed for selling drugs was
referred for therapy as a condition of his probation. He parked in the clinic
parking lot next to the therapist’s car. The patient had a new, high-end SUV
and the therapist was driving a 10-year-old import. The patient started the
session by commenting, “Nice wheels, doc.” Another issue for consideration
is that for many individuals with personality disorders, the pervasive nature
of the disorder has led to limited or absent skill repertoire. The major skill
deficit for the ASPD is empathy. They have learned limited perspective tak-
ing. Finally, a problem exists within the DSM-IV-TR nosology (American
Psychiatric Association, 2000). The diagnosis of ASPD requires the follow-
ing, “ ... .a pervasive pattern of disregard for and violation of the rights of
others since the age of 15 years ... “ (p. 700). Further, “ . . . the individual
must be at least 18 years (Criterion B) and must have had a history of some
symptoms of Conduct Disorder before age 15 years (Criterion C)” (p. 702).
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The report, however, of early conduct-disordered behavior, absent “official”
legal, school, or clinical reports, is most frequently from an individual where
“ .. deceit and manipulation are central features of the Antisocial Personal-
ity Disorder . .. .” (p. 702). The patient may deny early conduct-disordered
behavior or embellish an extensive history if they believe that it is to their
advantage to manipulate the data.

II. Clinical skills most essential to successful therapy

Before launching into treatment with individuals who present intense
characterological difficulties, a therapist should consider his or her readi-
ness as well as willingness to take on such a challenge. The therapist must
have the ability to tolerate the potentiality of highly negative emotions.
Likewise, the therapist must be able to monitor his/her own automatic and
often negative emotional responses to the patient (Beck et al., 2004, p. 169).
“The therapist must be able to control his/her responses to the patient’s
often angry, demeaning, or hostile verbalizations or behavior and not be-
come pejorative or inflexible in response” (p. 170). A full understanding of
personality disorders, especially of the ASPD patient, is particularly neces-
sary to be able to work effectively with a case such as Frank. “The idea that
a patient with ASPD is like all other patients, just more difficult, is a mas-
sive under-evaluation” (Beck et al., p. 169). Therapists should be aware of
the long-term, chronic, and pervasive nature of personality disorders, while
understanding that maladaptive schemas of the personality-disordered pa-
tient are not easily changed. This knowledge can help a therapist deal with
the frustrations that often follow what may otherwise be considered treat-
ment failures.

It also takes a unique, therapeutic style to work with personality-
disordered patients, one that fits well with their way of viewing the world. Tt
takes a great deal of experience and skill to work effectively with personality-
disordered patients. The more the therapist does it the better they get at
doing it. However, for even the master therapist, supervision or consultation
is s a crucial aspect necessary to keep the clinician supported, sharp, focused,
and on target.

“The therapist treating the patient with APD must be trained to work
with the problems of anger, dissociation, dishonesty, and relationship dif-
ficulty, often within the context of an unstable working alliance” (Beck et al.,
2004, p. 170). He or she must also have patience, perseverance, and the abil-
ity not to take the patient’s reactions personally. While continuing to maintain
hope for the patient, the therapist must resist the temptation to be drawn into
the patient’s own sense of impatience, frustration, futility, and drama.
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Another important skill for a therapist to have is good timing. Even the
best interventions that are poorly timed may become counterproductive in
therapy (Freeman & Jackson, 1998, p. 334). Furthermore, the therapist must
be able to maintain a high level of focus and attention. Individuals with ASPD
often present with a friendly, even charming, demeanor that can disarm the
naive therapist and interfere with his/her objectivity. The patient may gloss
over important topics with vague or incomplete answers and a dismissive
smile. They may make the therapist feel silly about asking certain questions,
as if they were so obvious or unimportant that a “good therapist” should
know better. (“Are you kidding asking me that?”) On the other hand, ASPD
patients may become threatening or frightening, tempting clinicians to gloss
over important questions, skip details, and shorten interviews (“Hey! Watch
it! That's none of your damn business.”) (Reid, 2001).

A final conceptual issue is helping the patient develop the motivation for
change. In what way is it to the patient’s advantage to do things differently?
Unless change is viewed as valuable for the patient, little will be done in the
direction of altering behavior.

Freeman, Saxon-Hunt, and Yacono (2004) identify a number of factors
that must be taken into account in the treatment. These are:

1. The therapist must have an extensive understanding of the nature of
personality disorders.

2. The patient must be helped to understand the life impact and the
implications of having an antisocial personality disorder.

3. The therapist must be aware of the likely resistance to change.

4. The therapist and the patient must have the requisite skills to cope
with a personality disorder.

5. Both patient and therapist must have the motivation to manage the
ongoing challenges in the treatment of a personality disorder.

6. The therapist must be able to deal with frustration stemming from
the therapy.

7. Both therapist and patient must work on developing a support net-
work for the “difficult days” ahead.

8. The therapist must maintain the structure necessary and inherent in
CBT.

9. Both therapist and patient must be able to maintain the therapeutic
collaboration through the “bad days.”

10. The therapist must help the patient develop an optimistic view of

the future.
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11. Early and often, the therapist must set out realistic, observable, and
measurable goals for therapy.

12. The patient needs to be helped to develop the motivation and skills
to control anger and impulsive behavior.

13. The patient needs to be helped to develop the motivation and skills
necessary for taking a problem-solving approach to situations.

14. The therapist and patient must develop the “vision” to see problems
on the horizon and be able to head them off in an adaptive manner.

15. The patient needs to be able to effectively self-monitor.

16. The patient needs to be able to take the perspective of others and to
monitor their reactions.

17. The therapist must be able to motivate the patient to use homework
as a major therapeutic tool.

18. The patient will need to develop skills for dealing with the anxiety
that will likely be raised in the course of the therapy.

19. The patient and the therapist must agree on the boundaries that will
be maintained in the therapy.

20. Both therapist and patient must be willing to seek help, as needed.

Therapeutic Questions
1. What are the therapeutic goals for this patient?

Well-defined goals and objectives are the foundation of good therapy.
As such, when working with Frank, it would be imperative to establish clear
and measurable goals. Identifying long-term goals, with proximal sub-goals
and objectives, serves to maintain a clear direction and focus for treatment.
“It is important to remember that the patients goals and not those of oth-
ers (including the therapist), are the initial focus of treatment” (Freeman &
Jackson, 1998, p. 321).

The therapeutic relationship will be a microcosm of the patients’ re-
sponses to others in their environment. When working with Frank, we would
want to begin building rapport, while orienting him to the structure of cogni-
tive-behavioral therapy, the expected outcomes and time course, as well as
the procedures and strategies that will be used.

As an initial strategy for the onset of therapy, it would be beneficial,
especially considering that Frank is being court-mandated into therapy, to
work on an immediate problem, thereby striving to create the mindset for
Frank that therapy could have value after all, and that it may be worthwhile
continuing to work in therapy.
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Marlowe and Sugarman (1997) address the importance of setting dual
goals for individuals with antisocial personalities. They recommend that im-
proved problem-solving ability should be the focus of short-term goals, with
increased motivation for change being the goals for the long-term.

Based on the extreme difficulties that Frank’s impulsive behavior cre-
ates for himself, another goal would be to improve his self-control. Hav-
ing socially acceptable self-control would allow Frank to accomplish useful
work and preserve what has been a long history of tenuous social bonds
(Strayhorn, 2002b). The overarching goal for Frank would therefore be to
give him a more pro-social way of interacting with others (Robinson, 2003,
p. 67).

2. What further information and tools are needed to structure treatment?

Structured therapy sessions are an essential component of CBT. In order
to make the most efficient use of time the therapy session should follow a
relatively standard format. We would recommend developing an agenda for
each session. This would allow both the therapist and the patient to decide
what will be worked on during that session. Afterwards, the focus may switch
to the patient’s current status and significant events of the week, feedback re-
garding last session, main agenda items, developing new homework, and fi-
nally eliciting feedback about the current session (Freeman, Pretzer, Fleming,
& Simon, 1990). Based upon his focus and practice of collaboration with pa-
tients, Beck referred to the therapeutic process as “collaborative empiricism”
(Beck, Rush, Shaw, & Emery, 1979). In the spirit of collaborative empiricism,
we would try to work with Frank as a “team,” systematically exploring and
testing his thoughts and beliefs.

Another important aspect of CBT is the emphasis placed on outcome
measurement. The question arises as to how progress will be measured with
Frank? Three tools are recommended: (1) Psychopathic Checklist—Revised
(PCL—R), (2) Schema Conceptualization Form, and (3) The Freeman Diag-
nostic Profiling System.

The PCL—R is a commonly used, 20 item, instrument for measuring
antisocial (referred to here as psychopathic) behaviors as well as affective and
interpersonal indicators. Since, by definition, antisocial individuals have a
tendency to easily and frequently lie, the PCL—R incorporates collateral in-
formation, resulting in highly reliable scores (Brinkley, Newman, Widiger, &
Lynam, 2004). Brinkley and associates also refer to the PCL—R as the “gold
standard” measure of antisocial personality.

The Schema Conceptualization Form (as in Young, 2002) is an instru-
ment which guides the therapist through the complicated process of viewing
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the patient’s problems in “schema terms,” helping to form an effective treat-
ment plan and clear direction for therapy.

The Freeman Diagnostic Profiling System uses the diagnostic criteria
of DSM-IV-TR as a technique for assessment and for structuring treatment
(Freeman & Jackson, 1998)

Using these three instruments, we would predictably obtain a quanti-
fiable profile of Frank which would yield measurable baseline information
regarding his behaviors (impulsivity), affective concerns (shallowness of emo-
tions), interpersonal issues (superficiality), as well as diagnostic criteria and
treatment plan goals/objectives. By using these scores as a baseline measure,
Frank could be re-assessed at a later point in therapy to determine if and to
what extent changes and progress have been achieved.

3. What is your conceptualization of this patient’s personality, behavior,
affective state, and cognitions?

“The case formulation is the therapists compass; it guides the treatment”
(Persons, 1989, p. 37). The most important function of the conceptualization
is to provide the basis for the treatment plan, which follows directly from the
hypothesis about the nature of the underlying deficit producing the patients
problems. According to Persons, psychological problems can be conceptual-
ized as occurring at two levels: the overt difficulties and the underlying psycho-
logical mechanisms (p. 1). Overt difficulties represent the “real life” problems
that patients such as Frank experience, and include difficulty getting along
with others, inability to maintain employment, impulsivity, or poor affective
modulation. Underlying psychological mechanisms, on the other hand, are
the psychological deficits that underlie and cause the overt difficulties (p. 1).

The case formulation has six parts: (1) the problem list, (2) the proposed
underlying mechanism, (3) an account of the way in which the proposed
mechanism produces the problems on the problem list, (4) precipitants
of current problems, (5) origins of the mechanism in the patient’s early
life, and, (6) predicted obstacles to treatment based on the formulation
(Persons, 1989, p. 48).

Based on interviews with significant people in Frank’s life, the follow
problem list could be developed:

1. Poor self-control
2. Thrill-seeking behavior (with little regard for the safety of self and
others)
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Superficial and exploitive relationships
. Irresponsible behavior

. Difficulty with authority

. Other blaming.

o Ul bW

Frank’s problem meets the DSM-IV-TR diagnostic criteria for Antisocial Per-
sonality Disorder,

The underlying mechanism which seems to cause Frank’s difficulties
can be explained by identifying his relevant schemas. What schemas would
account for Frank’s behavior? Is there a common theme? What core beliefs
would someone hold who acts in the way Frank does? A possible hypothesis
could be a schema such as, “Everything should revolve around my happiness
and pleasure” and “Wanting something justifies my actions.”

With these schemas in mind, Frank’s behaviors make sense. Rules, for
people such as Frank, are an annoyance and obstacles to be overcome. If
Frank’s core belief is that his happiness supercedes anyone else’s needs, his
behavior, regardless of whether it appears “right or wrong,” is more easily
understood. Furthermore, if Frank believes that “rules are for fools,” and
that rules interfere with his pursuit of happiness, what would be the jus-
tification for following those rules? As such, Frank has had little need for,
nor has he ever developed, very good self-control (problem #1). Likewise,
Frank has a high need for stimulation. On the surface, this doesn't sound
like a dangerous thing; however, when we add the schematic component,
we can see that Frank’s stimulation or thrill-seeking comes at the expense
of his and others’ safety (problem #2). His schema also clearly frames his
problem of superficial and exploitative relationships (problem #3) as well
as his irresponsible behavior (problem #4). Furthermore, someone who is
seen as an authority figure is, in Frank’s mind, someone who would want
to stop the good times, further explaining why he and authority do not mix
(problem #5). Similarly, because Frank has difficulty taking the perspective
of another, when problems arise, they aren’t seen as his problems. Frank just
wants to have fun and be happy! It’s the rest of the world that is screwed up
(problem #6).

In seeking to identify the origin of Frank’ core beliefs, we would look to
Frank’ family origin. According to Strayhorn (2002b), a kind yet firm parent
seems to foster self-control in the child. In contrast, Frank’s upbringing by
an abusive and sadistic father is far from a good role model of self-control.
Moreover, as observed in many antisocial youth, it is hypothesized that the
failure to delay gratification arises from an absence of trustworthy relation-
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ships, which makes it rational to delay gratification rather than to “get what
you can now,” because you can’t count on anything or anybody in the future.
Therefore we can predict, although one can never say for sure whether anti-
social traits are developed from nurture or nature, that Frank learned how to
deal with an abusive and inconsistent parent by developing schemas regard-
ing how to get his needs met. Frank may hold the schema, “I got to get what
I can because I can’t rely on anyone.”

4. What potential pitfalls would you envision in this therapy? What
would the difficulties be and what would you envision to be the sources
of the difficulties?

Several patient characteristics must be assumed in order for Frank to
benefit from CBT. These include:

* Rready access to thoughts and feelings

* Having identifiable life problems to focus on

e The ability and willingness to do homework assignments

» Engagement in a collaborative relationship with the therapist
* Cognitions that are flexible enough to be modified.

It is questionable whether Frank would meet these conditions. To the
extent that he would not, Young (2002) suggests that therapy would often fail
without significant schematic alterations. It is also important to keep in mind
that people with ASPD represent an extremely diverse, heterogeneous popu-
lation. Therefore, no single treatment strategy can be recommended for any
single disorder (Oldham, 1994). In other words, there is no single treatment
that would work with all antisocial individuals. Modifications to therapy in
order to fit the needs of the individual will always have to be made.

Another anticipated obstacle pertains to the fact that Frank sees his
problems as other people’s inability to accept him or the desire of others to
limit his freedom (Beck et al., 2004, p. 169). Therefore, we would have to
identify even the smallest ambivalence Frank may entertain in order to find a
foothold for increasing his motivation for treatment.

As difficult as it might be, we would have to be “morally neutral” when
working with Frank. We would also be careful not to do anything that could
be misconstrued as approval for his antisocial acts, or risk being interpreted
by Frank as a partner in crime or of being in “collusion” (Robinson, 2003,
p. 60). Though easier said than done, this can be accomplished by focusing
strictly on Frank’s behaviors rather than on Frank the person.
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Difficulties will likely begin when Frank’s attempts at manipulation are
resisted, or his requests/demands are not fulfilled (Robinson, 2003, p. 60). It
would not be surprising for Frank to then become verbally hostile, critical,
derogatory, intimidating, or possibly even violent toward the therapist.

If rapport is lost or difficult to initiate, it may be obtained by appealing
to Frank’s sense of grandiosity. Given Frank’s “style” of being at the center of
attention, he may respond to an air of indifference on our part. One of the
most important treatment considerations in working with personality disor-
dered individuals is to be aware that when the therapy approaches the active
and compelling schema we will invoke anxiety (Freeman & Jackson, 1998).
This anxiety will likely trigger a negative schematic mode for Frank, resulting
in a surge of negative affect.

5. To what level of coping, adaptation, or function would you see this
patient reaching as an immediate result of therapy? What result would
be long-term subsequent to the ending of therapy? Prognosis for adap-
tive change?

How much and what type of adaptive change is likely with Frank will
be a key issue in our selecting goals and interventions. Beck and associates
(2004) conceptualize cognitive therapy as improving moral and social behav-
ior through the enhancement of cognitive functioning. “Cognitive therapy
is designed to help a patient with ASPD make a transition from thinking in
mostly concrete, immediate terms considering a broader spectrum of inter-
personal perspectives, alternative beliefs, and possible actions” (p. 169).

Freeman and Jackson (1998) identified four types of schematic change,
ranging from the most drastic change (schematic restructuring) to a more
surface level change (schematic camouflage). Schematic restructuring refers
to the breaking down and rebuilding of a completely new personality struc-
ture. It may be overly ambitious if not foolhardy to strive for this type of
restructuring when working with someone such as Frank. An example of
schematic restructuring is to have Frank become a fully trusting and pro-
social individual. Anyone who expects to come out of therapy as a totally
different person will inevitably be disappointed. To the list we would add
schematic construction, that is, building new schema from the ground up.

The next level of schematic change involves smaller changes in the way
that Frank views his world. An example would be to have Frank modify the
idea that “people cannot be trusted” to “in many cases people cannot be totally
trusted.” Although this type of change is more realistic, the fact remains that
Frank’s belief system is highly inflexible, long-standing, and well-imbedded.
It is unlikely that therapy will result in this type of change with Frank.
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Schematic reinterpretation would involve helping Frank reinterpret his
schema in more functional ways. This may be a more realistic goal for Frank.
Essentially, Frank may learn to use his schema in ways that help rather than
hurt himself and others. Finally, the most likely outcome of therapy would be
what is considered schematic camouflage, that is, acting differently, whether
of nor he believes in what he is doing. Frank can be helped to act in a more
empathic manner. He could possibly maintain this were there no external
stressors that cause him to slip back. Although this is a more superficial and
surface level of change, it would allow Frank to adapt and function in his
environment in more pro-social ways. Schematic camouflage involves the
patient testing new ways of behaving, with or without full understanding of
the principle differences, but still resulting in more acceptable interpersonal
interactions.

According to Ochman (1999), patients such as Frank may never develop
empathy, but they may learn a safer, more responsible form of social behav-
ior. In operational terms, the changes we would hope to see may include his
curbing of impulses in order to comply with societal rules, engaging in less
aggressive styles of conflict resolution, and being able to use techniques to
calm himself rather than having an emotional outburst. Strayhorn (2002a)
identifies other behavioral changes, such as choosing to tell the truth even
though lying would feel more familiar and comfortable, showing up for ap-
pointments he would rather skip, and complying with often tedious day-to-
day responsibilities. While we agree with Strayhorn, we would not want to
push our luck this far with Frank.

6. What would be your timeline (duration) for therapy? What would be
the frequency and duration of sessions?

“It is crucial for therapists to convey to patients that, although the per-
sonality disorder is a chronic condition, it can be highly treatable” (Beck
etal.,, 2004, p. 171). In addition, it may be helpful for Frank to know that
his level of motivation for change will be a contributing factor related to his
therapeutic success.

For us to work effectively with Frank, we would need to be flexible in
our therapeutic techniques, as well as in the duration and frequency of ses-
sions. By their very nature, personality disorders will take more time to treat
than other types of disorders. Freeman and Jackson (1998) suggest that a rea-
sonable time-frame for therapy of personality disorders could be anywhere
from 12 to 20 months. This is not “cure” time, but rather “adaptation” time.

Perry, Banon, and Tanni (1999) conducted a meta-analysis on the dura-
tion of treatment for people with personality disorders. Although results were
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highly variable, the authors identified a median period of treatment to be
approximately 40 sessions over 28 weeks. Unfortunately, people with ASPD
have a very high dropout rate. Researchers have predicted that treatment du-
ration of less than 16 weeks will result in dropout rates of 8.2%. However,
the longer treatment continues, logically, the higher dropout rates become.
Perry and associates identified a 29.3% dropout rate when treatment contin-
ued past 16 weeks.

Further meta-analysis suggested that 92 treatment sessions or 1.3 years
of treatment would yield recovery from personality disorder according to
the full criteria in 50% of mixed personality disorder subjects (Perry et al.,
1999). By comparison, the authors suggest that without treatment it would
take 10.5 years to yield recovery in 50% of individuals.

Psychotherapy is associated with a sevenfold faster rate of recovery com-
pared to the naturalistic studies (Perry et al., 1999). Without treatment, esti-
mated recovery rates are about 3.7% per year, and with active treatment the
rates increase to 25.8% per year (Perry et al.). Further estimates suggest that
25% of patients with personality disorder would recover by about 0.4 years,
50% by 1.3 years or 92 sessions, and 75% by 2.2 years or about 216 sessions
(Perry et al.).

So how long would Frank be expected to remain in treatment? Only a
broad range can be offered. Based on one session per week, treatment dura-
tion would be expected to take at least 12 months. However, if Frank contin-
ued in therapy until all his goals were achieved, he might be in treatment for
twice that amount of time. Unfortunately, many people such as Frank do not
complete therapy.

7. Are there specific or special techniques that you would implement in
the therapy? What would they be?

As mentioned previously, a hallmark of CBT is the active and collabora-
tive relationship between the patient and therapist. We would advocate an ap-
proach in which Frank is trained to develop skills that promote self-arguments
to combat his manifest cognitive distortions.

Each session of CBT with Frank would commence with the setting of a
collaborative agenda. At the beginning of the therapy, we would explain to
Frank the importance of utilizing his valuable time in the most advantageous
and efficient manner. Thus, we would strive for a therapeutic partnership
right from the start of therapy. We could begin the process of agenda-setting
by listing those areas that will be covered during the initial session, includ-
ing: (a) identification of the concerns from Frank’s point of view, (b) Frank’s
hopes and expectations of therapeutic outcomes, (¢) orientation to the cogni-
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tive model, (d) setting out a plan of action, and (e) getting feedback from
Frank regarding the session.

More specifically, the initial sessions with Frank would focus on our
striving to fully understand his worldview. How does Frank view himself, his
environment, and his future? If Frank identifies his aggressiveness as a focus
of treatment, then Herpertz and Sass (1997) advocate for a detailed assess-
ment of the aggressive acts, their antecedents, and accompanying cognitions
as well as emotions, and finally their consequences.

Using the “Life Review” technique developed by Young (2002b), we
could immediately begin working on Frank’s schema. As such, we could
elicit information from Frank that would provide evidence from his history
that supports and contradicts his schema. The goal in this case is first to
help Frank appreciate how his schemas direct his perceptions and feelings,
thereby rigidly maintaining the schema. A second focus would be to help
Frank assess the value and purpose of maintaining a particular schema or
schema set.

Based on the fact that Frank is being court-ordered into treatment, it is
expected that he will be somewhat reluctant to fully participate in therapy.
Therefore, it may be more valuable to begin with more behavioral rather than
cognitive techniques. Frank may be more inclined to accept more concrete
behavioral techniques that don’t seem as much like “psychobabble.” Although
cognitive exercises would serve to weaken Frank’s schema, core beliefs may
still be triggered in specific situations, causing the patient to continue be-
having in ways that reinforce the schema. This further reinforces the need
for using behavioral exercises in conjunction with cognitive exercises (when
Frank is ready) to further challenge thoughts and behavior.

Behavioral Pattern-Breaking is a technique where Frank would be en-
couraged to stop behaving in ways that reinforce his schema. Understanding
that Frank’s primary schemas are (a) “My happiness/pleasure is paramount”
and (b) “T can’t count on anyone else, I have to do what’ right for me,” the
therapist could set up behavioral experiments where Frank could test out
the expectations that his behaviors will result in specified outcomes. Since
Frank’s lack of self-control can be at least partially explained by his schema,
self-control training may be more likely to work if it is understood that the
delay of gratification is paired with the appropriate consumption of gratifica-
tion (Strayhorn, 2002b). It is further suggested that reinforcement be contin-
gent on the accomplishment of self-control tasks.

Frank would also benefit from developing and improving his deci-
sion-making skills. As such, we might assist Frank with identifying “choice
points,” developing and listing alternative options, predicting consequences,
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and utilizing all that information in making a pro-social choice. Self-control
by definition, is choosing and enacting a better but less pleasurable option;
but if the person does not generate the better options, the pleasure principle
is likely to be the default (Strayhorn, 2002b). Another step toward greater
self-control would be in Frank’s ability to self-monitor his behavior. Frank’s
impulsiveness has been identified as a major obstacle. Strayhorn suggests
that failure to monitor one’s own behavior is often a cause of failure of self-
control.

A question that we would raise regarding Frank’s impulsiveness is
whether he might become so fanatically preoccupied with obtaining some-
thing that he believes that he wants, needs, or is entitled to that he becomes
determined to have “it” by whatever means necessary? If this is the case, then
there may be something to be said in regard to the “balance between too little
and too much attention to the forbidden fruit” (Strayhorn, 2002b).

Psychological techniques for managing anger are useful for patients who
are able to tolerate a therapeutic environment and to discuss their own be-
havior. The key issue is to identify triggering situations and the automatic
patterns of thought that precede an outburst of aggression. (Marlowe &
Sugarman, 1997).

Homework is also a very important aspect of CBT that would have to be
reinforced and shaped with Frank. Because there are 168 hours in a week,
a one-hour session represents less than 1% of his week. Homework is very
helpful for fighting schemas. “It keeps the work present in the patient’s mind
and helps to focus during the week on what has been accomplished during
session” (Young, 2002, p. 218). “Just as a muscle is fatigued in the short run
but strengthened in the long run by exercise, so self-control skills may be
strengthened by exercising them and practicing them” (Strayhorn, 2002a).

8. Are there special cautions to be observed in working with this patient?
Are there any particular resistances you would expect, and how would
you deal with them?

Based on Frank’s history of aggressive behavior, it is likely that we will
experience this style of behavior emerging during treatment. When working
with patients with ASPD it is not uncommon for there to be episodes of vio-
lence, threats to staff, and overall disruption of the clinical milieu (Cawthra &
Gibb, 1998). “The sensitive nature of the relationship means that the thera-
pist must exercise great caution in working with individuals with personality
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disorders. Few patients test the patience and determination of the therapist
more than the Axis II group” (Freeman & Jackson, 1998, p. 331).

In formulating a treatment plan, we would explicitly inform Frank about
his diagnosis of Antisocial Personality Disorder and set clear requirements for
his involvement in treatment. Otherwise, he is not likely to see any reason
or purpose in continuing psychotherapy other than for the fact that he is
court-ordered. We do not think that it will be a surprise for Frank to learn his
diagnosis. It would be useless to get into a debate concerning the diagnosis,
but it would help him to understand that this is a categorization. It makes it
even simpler to demonstrate that by changing certain aspects of his behavior,
he can in fact alter the diagnosis.

9. Are there any areas that you would choose to avoid or not address
with this patient, and why?

Based on the importance of forming a collaborative partnership with
Frank, we would work to not avoid issues. The avoidance of so many issues
in his life has added up to the present circumstance. Rather we would en-
deavor to be flexible and creative with how certain issues are raised. Similarly,
educating Frank about his schema and how these beliefs impact his behavior
would be an important factor to consider. From Young’s perspective, it is
essential to explain the nature of Early Maladaptive Schemas, domains, pro-
cesses, and modes to the patient in order to develop a shared understanding
of the problems and core issues involved (Young, 2002, p. 212).

10. Is medication warranted for this patient? What effect would you
hope/expect for this medication to have?

“A combination of genetic or organic factors create that pattern of neuro-
physiology that includes remarkably low threat-arousal, with consequent thrill
seeking and impulsivity” (Ochman, 1999). According to Robinson (2003,
p. 67), there are two potential areas for a psychopharmacological approach
with Frank. These include: 1) the reduction of impulsivity and 2) the reduc-
tion of angry outbursts. Selective Serotonin Reuptake Inhibitors (SSRIs) as
well as some mood stabilizers have been shown to have some success with
these target behaviors (Robinson, p. 67). These medications have demon-
strated effectiveness with delaying gratification and decreasing impulsivity in
animal studies (Strayhorn, 2002a).

Findings by Soderstrom, Blennow, Sjodin, and Forsman, (2003) sug-
gest that aggression may be related to a high dopamine turnover in combi-
nation with a relative serotonergic dysregulation (leading to disinhibition of
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aggressive impulses). “Given this background, dopamine modulating drugs,
alone or in combination with serotonin reuptake inhibitors (or drugs with
combined dopamine and serotonin modulating action), might be of interest
in treatment of aggressive psychopathy” (Soderstrom et al.). A study by Old-
ham (1994) demonstrated that symptomatic improvement can be achieved by
targeted psychopharmacology. Medications such as Lithium, Carbamazepine,
and SSRIs that have an impulse-stabilizing effect can be used for impulsive
dyscontrol.

However, this issue may be a moot point. Due to Frank’s worldview, he
believes that the rest of the world is screwed up for not accepting him the way
he is. It is therefore unlikely that he would agree to a trial of medications, nor
do we believe that he is likely to comply with a medication regimen on an
ongoing basis. It may, in fact, become a point of contention and resistance.
There will be enough of that to go around!

11. What are the strengths of the patient that can be used in the therapy?

Certainly Frank’s intelligence, creativity, and energy can all be used in
the therapy. We might capsule our goals in this regard as trying to use the
pathology in the service of the therapy. Frank takes challenges very seriously.
If he were told that very few people with his problem stay in therapy or make
life changes, we might appeal to his competitive style to “beat the system.”
His verbal ability will be useful as long as we are not drawn into debates
on philosophical issues (“Just what is the meaning of good and evil?”), soci-
etal problems (“What would you expect of someone raised in my neighbor-
hood?”), or cultural stereotypes (“He is nothing but a pushy Jew”).

12. How would you address limits, boundaries, and limit setting with
this patient?

It would be particularly important for us to model appropriate behavior
and to maintain firm boundaries and limits. Furthermore, a clear under-
standing must be maintained and reinforced in regard to Frank living within
the rules of society. A consistent approach, delivered within realistic limits,
is paramount. Time should be taken to assure that Frank has a full under-
standing of what services can be delivered, by whom, in what time period,
and what outcomes could be expected. “It is important in any therapeutic
interaction to outline the limits and expected behavior of the therapist and
patient: however, this is essential with ASPD patients, due to their generally
poor sense of boundaries” (Beck et al., 2004, p. 169).

Frank would undoubtedly test the limits of our therapeutic relationship.
Given his history it should go without saying that attempting to develop
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a relationship with someone who has difficulties forming relationships is a
challenging and often daunting task (Marlowe & Sugarman, 1997). Nev-
ertheless, the aim should be in developing a stable, long-term relationship
with Frank.

It is recommended that therapists clearly outline and adhere to the pre-
arranged length of the session, the policy on session cancellation, the rules
about between-session contacts, the homework requirement, and appropri-
ate use of the emergency phone number. The treatment contract should in-
clude an agreed-on number of sessions and expected behavioral change. The
therapist must make sure that the patient is socialized or educated to the CBT
model. To make sure that there is appropriate informed consent for therapy,
the therapist must explain what the therapy involves, the goals and plans of
the therapy, the importance of therapeutic collaboration, the particular areas
of difficulty that will be emphasized, and the likely techniques that will be
used in therapy (Freeman & Jackson, 1998, p. 328).

Therapists, especially those working with personality-disordered indi-
viduals, must be able to create boundaries between their professional and
nonprofessional life. Using leisure activities and continually seeking feedback
from colleagues are key features in providing the necessary relief from work
and preventing burnout (Beck et al., 2004, p. 170).

13. Would you want to involve significant others in therapy? Would
you use out-of-session work (homework) with this patient? What would
you use?

The identifying features of ASPD are more clearly found in Frank’s his-
tory than in the interview. Antisocial individuals will often minimize parts
of their histories that would otherwise incriminate or inconvenience them,
either with outright lies or with rationalization and a subtle choice of words
(Reid, 2001). The history should not be limited to the patients comments,
but should include as many other resources as available.

Significant others may provide a different source of revealing informa-
tion on the patient’s current functioning and past behavior (Beck et al., 2004,
p. 167). “The patient5s significant others can be invaluable allies in the thera-
peutic endeavor by helping the patient to do homework and reality testing,
and by offering support in making changes” (Freeman & Jackson, 1998,
p. 331). Any previous psychological testing, school records, court evaluations,
or medical records should be available. The more that we know, the better.

Homework would consist of self-monitoring of dysfunctional thoughts
and engaging in behavioral experiments aimed at challenging dysfunctional
thoughts and, in some cases, enhancing specific social skills.
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14. What would be the issues to be addressed in termination? How
would termination and relapse prevention be structured?

There would be a number of important factors to consider regarding re-
lapse prevention with Frank. First of all, the chronic, inflexible nature of per-
sonality disorders must always be kept in mind. Frank would need to build
a collection of relapse prevention strategies. They would be framed as, “If ‘A
happens, I do ‘B’ to cope with it. If ‘C happens, I do ‘D.’ ” The fewer choices
that Frank has, the better. Throughout therapy we would focus on his ef-
fectively coping with the various stressors in his life. It would be important to
prime Frank for setbacks. Frank should be instructed to avoid all-or-nothing
thinking, in order to reduce the feeling of failure at the first sign of a lapse.

The concept of “momentum” is key to any relapse prevention program.
There is validity to the notion of “being on a roll” or “falling off the wagon™:
self-control or self-indulgence seems to acquire momentum. The dieter or
the alcoholic, after eating a bowl of ice cream or drinking a glass of wine,
thinks, Tve already broken my rule; I might as well break it in a big way, and
proceeds to go on a binge (Strayhorn, 2002a).

An issue that would concern us with Frank is the fact that he might
learn to master the language of therapy, learning which responses signal posi-
tive change. He might learn what he thinks he is supposed to say, how he is
supposed to feel, and how he is supposed to act in order to demonstrate to us
(or other authorities) that he has made marked improvement (Davis-Barron,
1995). Since Frank sees nothing wrong with his attitude or behavior, he will
likely see no need to change, yet he may be astutely aware of what he needs
to do to convince us that he has changed.

15. What do you see as the hoped for mechanisms of change for this
patient?

There are two essential mechanisms for change that are addressed in
Frank’s case. First and foremost are his schemas. If his schemas are altered,
even slightly, his behavior and affect would, ideally, follow. For example,
Frank’s schema of not being able to count on an inconsistent and abusive
parent may have been both functional and protective as he was growing up;
however his schema has long since outlived its usefulness as Frank became
an adult. This is a point that must be made again and again in the course of
the therapy.

The second target of change would be in Frank’ interpersonal behaviors
and his relationships. Understanding the root causes of antisocial activity is
important because it allows the therapist to plan treatment strategies that
target these key areas for change. “Without an adequate understanding of
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the underlying etiology, prevention and treatment are likely to be ineffective
because they may target the wrong mechanisms of change” (Brinkley et al.,
2004).

Relationships serve as the context for the development of emotional
regulation (an important aspect of self control). Improvement in patients
with Antisocial Personality Disorder (perhaps the quintessence of self-control
problems) is predicted by the ability of such patients to form working rela-
tionships with a therapist (Strayhorn, 2002b).

Furthermore, as mentioned previously in this chapter, establishing the
baseline severity of Frank’s characterological disorder would be essential
when assessing change in his core personality. Psychotherapy will not realisti-
cally cure his dysfunction. “The cruder dichotomous measure of presence or
absence of the disorder does not allow any consideration of amelioration of
dysfunction. Change may be difficult to assess if only looking at the presence
or absence of a personality disorder” (Norton & Dolan, 1995). People with
Antisocial Personality Disorder have been shown to learn from experience
when the contingencies are immediate, well-specified, tangible, and person-
ally relevant (Beck et al., 2004, p. 163). Although it would most likely be a
long road toward behavioral change, hope is not lost on Frank, nor on the
therapist with the courage and stamina to tackle such a difficult case.
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CHAPTER 8

Dialectical Behavior Therapy

Robin A. McCann, Katherine Anne Comtois, and Elissa M. Ball

Describe your treatment model.

Dialectical Behavior Therapy (DBT) is a comprehensive and structured
behavior therapy. It has been found to be effective in randomized trials
with suicidal women diagnosed with Borderline Personality Disorder (Lieb,
Zanarini, Schmahl, Linehan, & Bohus, 2004; Linchan, 1993) and substance-
using women diagnosed with Borderline Personality Disorder (Linehan et al.,
1999). Nonrandomized trials suggest potential with other complex, difficult to
treat patients including: forensic inpatients (McCann & Ball, 1996), juvenile
offenders (Trupin, Stewart, Beach, & Boesky, in press), batterers (Fruzzetti &
Levensky, 2000), and suicidal adolescents (Miller, Rathus, Leigh, & Lands-
man, 1996). Randomized trials are currently underway to test the effectiveness
of DBT with correctional populations (Berzins & Trestman, 2004).

Comprehensive DBT targets the client’s motivation to engage in effec-
tive behavior, provides skills training, and assures skills generalization. DBT’s
structure is based on a biosocial theory and includes articulated treatment
stages and targets, flexible treatment modalities, and many treatment strate-
gies. The two major treatment strategies, validation and problem solving, are
balanced by dialectics.

Comprehensive DBT delivers therapy in four modes: Individual Therapy,
Group Skills Training, Case Consultation, and Phone Calls. Each mode has it
own set of targets (see Table 8.1). For example, should therapy-interfering be-
havior (see question 1) occur in Skills Training, the Skills Trainer refers such
behavior to the individual therapist. Such referral enables the Skills Trainer
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TABLE 8.1
DBT Modes & Targets
Mode Target
Individual Therapy Decrease life-threatening, therapy-interfering behaviors, and

quality-of-life-interfering behaviors
Group Skills Training  Increase skill acquisition & rehearsal
Phone Calls Decrease life-threatening behaviors. Increase skills generalization

Case Consultation Increase DBT adherence. Decrease therapist burnout

to stay on task with their primary target: skills acquisition. The individual
therapist is generally responsible for phone calls. Importantly, the function of
phone calls is to assess risk and prompt skills generalization, not to provide
therapy. Thus a frequent opening line for the therapist during phone calls is
“Open your skills training book.”

The typical structure of the individual therapy session is as follows:

1. Review self-monitoring log (called DBT Diary Card).

2. Set agenda from information provided on the DBT Diary Card (e.g.
life-threatening behaviors first, therapy-interfering before quality-of-
life interfering, etc.).

3. Complete a Behavioral and Solution Analysis on target behavior.

4. Role-play skills identified in Behavioral Analysis.

The function of the Skills Training group is to teach and practice skills.
Skills are organized into the following modules: Core Mindfulness, Distress
Tolerance, Emotion Regulation, and Interpersonal Effectiveness (Linehan,
1993b).

The function of the Case Consultation Meeting is to keep the therapist
on task (DBT) and prevent burnout. Biosocial theory and DBT assumptions
structure the therapists behavior in Case Consultation. See question 4 for
examples of DBT assumptions.

Biosocial theory as originally conceptualized by Marsha Linehan hypoth-
esizes that Borderline Personality Disorder (BPD) is the result of a transaction
between a biological dysfunction in the emotion regulation system and an
invalidating environment. Individuals with BPD are thought to be particu-
larly emotionally vulnerable and therefore more sensitive to environmental
invalidation.

Frank is clearly not emotionally vulnerable. Rather he appears emo-
tionally insensitive and may meet criteria for Psychopathy (as measured by
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the Hare Psychopathy Checklist—Revised). McCann, Ball, & Ivanoff (2000)
extended biosocial theory to emotionally insensitive individuals such as
Frank. Emotionally insensitive individuals have difficulties processing and
understanding emotional material (Hare, 2003). They have lower emotional
arousal to distressing images and fail to demonstrate differential responses
between neutral versus Emotion-laden lexical tasks (Hare). Mr. J’s failure to
express either sadness or fear as a child appears to be an example of lower
arousal or emotional insensitivity that is perhaps biological in etiology. Bioso-
cial theory as extended to such emotionally insensitive individuals suggests
that antisocial personality disorder (ASPD) may result from the transaction of
emotional insensitivity with invalidation over time.

But what is invalidation? Invalidating responses include neglect, disre-
gard, direct criticism, and punishment (Linehan, 1993). Such environments
indiscriminately reject expression of feelings and intermittently reinforce
escalation of emotional responses. Invalidating environments of individu-
als with ASPD are characterized by frequent experience and witnessing of
physical abuse (Waltz, Babcock, Jacobson, & Gottman, 2000), harsh &
inconsistent discipline, and inadequate supervision (Patterson, DeBaryshe,
& Ramsey, 1989). Emotional insensitivity may transact with invalidation in
two ways. First, there is evidence that parents of antisocial children ignore
or inappropriately respond to pro-social behavior (Patterson et al.). Second,
antisocial peers reinforce antisocial behavior (Patterson et al.).

The DBT model starts with a dialectical balance of the two major DBT
treatment strategies: Validation and Change. Validating difficult—to-treat pa-
tients, without pushing for change, results in failure to learn anything new.
Pushing difficult-to-treat patients to change, without validation, results in
patients feeling highly aroused, which prevents them from learning anything
new. Such invalidation, in transaction with emotion dysregulation, may main-
tain Borderline Personality Disorder (Linehan, 1993) and Antisocial Personal-
ity Disorder (McCann et al., 2000). Validation promotes change by decreasing
client arousal, thereby increasing the client’s ability to learn something new.
Validation helps “the medicine go down.” Here the “medicine” includes change
strategies such as behavioral analysis, skills training, contingency manage-
ment, exposure therapy, and cognitive modification (Linehan, 1993a).

A dialectical position in DBT also informs the biosocial theory and bal-
ances treatment strategies, skills, and assumptions. DBT assumes both that
“patients are doing the best they can” and assumes that “patients may not
have caused all of their own problems, but they have to solve them any-
way” (Linehan, 1993). DBT includes both Change and Acceptance skills.
DBT teaches patients skills to change their emotions (Emotion Regulation
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Skills) and to change their environment (Interpersonal Effectiveness Skills).
DBT also teaches patients skills to accept reality (Mindfulness) and crises
(Distress Tolerance) without making situations worse. For example, it may
be useful for Frank to mindfully accept that he is not “always in control of
every situation.” He may need Distress Tolerance distraction skills to decrease
his impulsivity during crises, such as the failure of the Land Development
Company. Lying to his wife, taking bets from racetrack junkies, and drinking
caused a bad situation (losing his company) to become worse (losing his wife
and gaining additional charges). Similarly, the DBT therapist balances both
acceptance and change. On the one hand the therapist validates Frank: “Of
course you felt ashamed!” On the other hand the therapist pushes Frank for
change: “Drinking is your mortal enemy! Lets figure out the 100 other ways
you can cope with shame!”

A dialectical worldview assumes that change is constant and transactional
(Linehan, 1993a). In other words, it is assumed that even a client who meets
criteria for Psychopathy will change—given the right combination of new
skills and environmental contingencies.

1. What would be your therapeutic goal? What is the primary goal? The
secondary goal?

Forensic treatment must target violent recidivism (Hodgins, 2002). Cog-
nitive behavioral treatments are more effective in reducing recidivism than
less structured therapies (Wong & Hare, 1998). DBT is a cognitive-behavioral
treatment that targets life-threatening behaviors. Thus, the primary goal is
obtaining Frank’s commitment to decrease behaviors that are life-threatening
to others—that is, bar brawls, assaults, using snakes to intimidate, and threats
to kill. No commitment, no DBT. Importantly, DBT therapists do not label
patients as “amotivated” or “resistant.” It is the DBT therapist’s job to sell and
shape commitment. Again, this is a dialectic between demands for change
(i.e., making and acting on a commitment) versus acceptance (i.e., assuming
making such a commitment is hard and assistance is needed to make and
maintain it). For example, the DBT therapist might sell decreasing life-threat-
ening behaviors by linkage to Mr. J5 intrinsic goals: maintaining his relation-
ship with his wife, getting off probation, avoiding incarceration, etc. Given
Mr. Js anti-authority values, it will be helpful to stress his freedom to choose
or reject DBT and the concomitant absence of viable alternatives. So the DBT
therapist might say something like “You are free to commit to decreasing life-
threatening behaviors. You are free to commit to continuing life-threatening
behaviors. If you commit to decreasing life-threatening behaviors we can
begin DBT. If you commit to continuing life-threatening behaviors we cannot
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begin DBT and it is reasonable to assume that such a commitment would
incur concern from your probation officer.”
DBT structures treatment by Level of Disorder (Linehan, 1993):

Level 1: Behavioral Dyscontrol
Level 2: Quiet Desperation
Level 3: Problems in Living
Level 4: Incompleteness

Mr. J's behavior reflects Level 1: Behavioral Dyscontrol. The primary treat-
ment goal is behavioral control or self-management. Self-management is
wholly consistent with expert recommendations regarding the treatment of
Psychopathy (Wong & Hare; 1998).

DBT targets are hierarchically organized in order of importance as shown
in Table 8.2. After obtaining commitment to stop life-threatening behaviors,
the next goal is to start changing this behavior, specifically stopping Mr. J’s
physical violence and behaviors closely related to physical violence. Exam-
ples of behaviors closely related to violence include: homicide/assault-related
expectancies & beliefs (e.g., “Shut up or you are dead!” or “He deserves what
he got!”) and homicide/assault-related affects (e.g., intense shame).

Mr. ] meets criteria for ASPD, he may meet criteria for Psychopathy, and
he evidences therapy-interfering behaviors during assessment. Decreasing
therapy-interfering behaviors is the secondary goal. In this case, therapy-
interfering behaviors might include non-collaborative behaviors such as:
denying responsibility, refusing to sign releases, and blaming others. Ther-
apy-interfering behaviors may include behaviors that push therapists’ limits

TABLE 8.2
DBT Stage 1 Target Hierarchy

Decrease
Life-threatening behaviors toward self or others
Therapy-interfering behaviors
Quality-of-life-interfering behaviors
Increase
Mindfulness
Interpersonal effectiveness
Emotion regulation
Distress tolerance

Self-Management
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or reduce their motivation to treat: disdain and an icy cold glare or a manner
that induces fear or humiliation. Without resolution of therapy-interfering
behaviors, therapy will end prior to achieving the primary goal: decreasing
aggression. The third DBT goal or target is quality-of-life-interfering behav-
iors, including Frank’s substance abuse, ineffective work skills, non-violent
illegal activities, and property damage. Note that Frank’s poor work skills
and substance use are dynamic risk factors which may increase recidivism
(Andrews & Bonta, 1998).

After commitment, it is expected that Frank’s behavior will be intermit-
tently inconsistent. It is normal for people to maintain a variable state of
commitment (e.g., to exercise, diet, etc.) (Miller & Rollnick, 2002). The DBT
therapist is cognizant that re-commitment is necessary over and over again.
The DBT therapist will ask Frank to re-commit to decreasing life-threaten-
ing and therapy-interfering behaviors, over and over and over—each time
linking such a commitment to Mr. J’ personal goals and providing skills that
make commitment easier to maintain.

2. What further information would you want to have to assist in struc-
turing this patient’s treatment? Are their specific assessment tools you
would use? What would be the rationale for using these tools?

Three types of assessments are needed. First, an assessment of static
and dynamic risk is mandatory. Intense psychotherapeutic intervention is
correlated with decreased recidivism in high-risk cases and correlated with
increased recidivism in low-risk cases (Andrews & Bonta, 1998). Frank’s
charm, lying, lack of remorse or empathy, shallow affect, aggressive outbursts,
and irresponsibility suggest the possibility of Psychopathy, a static risk fac-
tor. A high Psychopathy score suggests high risk and intense intervention.
Treatment must be adapted to account for Mr. J's Psychopathy (Andrews &
Bonta). For example, DBT emotion regulation skills are adapted to account
for his relative emotional insensitivity (McCann et al., 2000).

Frank’s dynamic risk factors or criminogenic needs must be assessed.
Criminogenic needs are those treatment targets that are closely linked to vio-
lent or criminal behavior (Andrews & Bonta, 1998). Dynamic risk factors,
unlike static risk factors, can change with therapeutic intervention (Wong &
Gordon, 2000). A measure of dynamic risk, such as the Violence Risk Scale
(Wong & Gordon), might identify the following dynamic risk factors: crimi-
nal personality, poor work ethic, interpersonal aggression, poor insight into
aggression, substance abuse, antisocial beliefs (e.g., blames others, justifies
antisocial behavior, pro-violence sentiments, etc.), poor self-management,
and a deteriorating marital relationship. DBT directly targets interpersonal
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aggression, self-management, and substance abuse. DBT indirectly targets anti-
social beliefs and marital relationships through its emphasis on the acquisi-
tion of pro-social skills (see Interpersonal Effectiveness module) and emotion
regulation. Given Mr. J5 likely high Psychopathy score, such pro-social skills
must be linked to his self-interest.

The second type of assessment needed is idiographic behavioral assess-
ment. Each episode of life-threatening, therapy-interfering, or any other target
behavior must be assessed with a behavioral analysis. A behavioral analysis is
composed of “links” including triggers, contextual factors, vulnerability fac-
tors, and consequences. Such “links” may include: environmental events and
Franks thoughts, feelings, body sensations, and actions. See queston 7 for
discussion of behavioral analysis.

The third assessment is psychiatric. The Case Study suggests that Bipolar
Disorder and Schizophrenia have been ruled out. Nevertheless, Frank’s
moodiness, irritability, impulsivity, and so forth, suggest that it is important
to rule-out other psychiatric disorders. ASPD co-occurs with major axis I dis-
orders. For example, in a sample of 107 inmates carrying Psychotic or Major
Depression diagnoses, 71 carried a concomitant ASPD diagnosis (Hodgins
& Cote, 1993). Regardless of the presence of other psychiatric disorders,
medications may be effective in reducing Frank’s impulsivity, moodiness, and
irritability.

3. What is your conceptualization of this patient’s personality, behavior,
affective state, and cognitions?

A series of behavioral analyses must be completed to conceptualize
Franks case. These analyses will identify the controlling variables for his life-
threatening and other target behaviors (see question 7). However, we might
hypothesize the following.

Frank’s aggression developed and is maintained by his (biological) emo-
tional insensitivity and by his environmental modeling and negative reinforce-
ment. Fearing his temper, parental figures and siblings avoided intervening
in Mr. J’s early antisocial behavior. Frank’s wife also avoids confronting him.
Frank’s father is clearly a model for his aggressive behavior.

DBT conceptualizes problems as a disorder in the emotion regulation
system. There is some evidence that, while Frank is emotionally insensitive
to others, he is vulnerable to shame (or humiliation). While both shame and
guilt are “moral” emotions, there are important distinctions. Guilty people
worry about their effect on others, and wish to confess, apologize, or repair.
Frank clearly does not feel guilty! Humiliated people worry about themselves,
hide, escape, and most importantly, strike back (Tangney & Dearing, 2002).
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Shamed individuals bolster themselves by directing their hostility toward
others. Frank appears to feel shame.

Shame is negatively correlated with empathy and positively correlated
with psychopathology (Tangney & Dearing, 2002). Should shame function as
a controlling variable for aggression, Frank’s treatment might include: (a) ac-
cepting shame, (b) breaking the link between shame and anger, (¢) breaking
the link between shame and aggression through informal exposure therapy,
and (d) teaching Frank confession and repair skills, thereby increasing his
focus on others.

4. What potential pitfalls would you envision in this therapy? What
would the difficulties be and what would you envision being the sources
of these difficulties?

The therapist’s failure to identify therapy-interfering behaviors and ob-
serve her/his limits will decrease commitment and ultimately destroy therapy.
Frank is court-ordered to treatment; involuntary treatment may exacerbate
therapy-interfering behaviors, notably behaviors that push therapists’ limits.
For instance, the assessment interview suggests that Frank will likely act in
ways to induce fear or humiliation in the therapist. Such feelings will de-
crease therapist commitment and may evoke therapy-interfering behavior
from the therapist (e.g., use of coercive power). The therapist must address
such behavior directly. For example, “Frank, questions to me such as ‘Why
don’t you make believe you have a life of your own? erode my motivation
to do a good job with you. My doing a good job is essential in your get-
ting off probation. Stop asking such questions.” The therapist will conduct
a behavioral analysis of the controlling variables for the behavior (examples
might be anger and shame regarding court-ordered treatment), and provide
and reinforce the use of specific alternative behaviors. For example, “So,
could we agree that in the future when you have the urge to be threatening
or nasty, you will instead use a distraction skill such as thoughts (counting
breath, tiles, thoughts, etc.).” When the needed strategies are not clear to the
therapist or not working as well as one had hoped, regular case consultation
with the DBT team targets the problem, analyzes it with the therapist, gener-
ates solutions, teaches the therapist new skills or provides opportunities to
practice skills, and reinforces the therapist for sticking with the DBT model
and remaining dialectical with the patient.

DBT structures therapy with treatment Assumptions and the Target
Behavior Hierarchy. The DBT therapist who accepts such assumptions will
more probably enjoy, and thus be committed to, working with Frank. On the
one hand, DBT therapists accept that Frank is “doing the best he can” (Linehan,
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1993). In other words, given his learning history and current contingencies,
his aggressive and humiliating behavior makes sense. Importantly this DBT
assumption is dialectically balanced by the following corollary: Frank “must
learn new behaviors in all relevant contexts” (Linehan, 1993). In other
words, while Frank’s aggression makes sense, he must decrease aggression
and increase effective interpersonal skills with everyone, everywhere, at all
times, on or off probation.

DBT also structures therapy with the Target Hierarchy. Life-threatening
behavior is the only Stage 1 target more important than therapy-interfering
behaviors. Therapy-interfering behaviors are behaviors that interfere with the
provision or reception of therapy. The source of such therapy-interfering be-
haviors is the transaction between the client and the therapist. A transaction,
unlike an interaction, is dynamic, changing both the client and the therapist.
Thus, patients like Frank are called “butterfly” clients because they fail to
attend therapy, fail to attach in therapy, fail to pay attention, and so forth.
Such butterfly clients can transact with therapists, turning the therapist into a
“butterfly” therapist (Dimeff, Rizvi, Brown, & Linehan, 2000). In other words,
patients shape therapists to become bad therapists. For example, it is expected
that Frank will blame the therapist for his problem. Such behavior could shape
the therapist to blame Frank in return. So DBT therapists observe their limits
by stating: “When you blame me I don't particularly want to help you. Please
stop blaming me. Your job is to act in a manner so that I want to help you.”

Unresolved dialectical dilemmas in treatment are a source of therapy-
interfering behaviors. On the one hand the DBT therapist helps patients
change in ways that bring them closer to their own ultimate goals (Linehan,
1993). On the other hand, the therapist has a legal role as an advisor to the
court. Such a role has potential for coercion. Intra-role conflict, for example
conflict between security and therapeutic roles, is correlated with burnout
(Allard, Wortley, & Stewart, 2003). Clarification of roles is mandatory. For
example, treatment may target drug abstinence and drug abstinence will likely
be a parole condition. On the one hand, Frank failing to report substance use
to the therapist is therapy-interfering. On the other hand, the therapist re-
porting Frank’s substance use to Probation is also therapy-interfering. Open
discussion of this tricky dialectical dilemma is essential.

5. To what level of coping would you see this patient reaching as an im-
mediate result of therapy? What result would be long term subsequent
to the ending of therapy?

Should Frank commit to DBT, it is expected that Frank would com-
plete his probation, thereby avoiding prison, thereby increasing his odds of
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achieving “a life worth living.” In regard to long-term results, on the one hand
DBT is “empirically minded” treatment and thus reluctant, in the absence of
empirically validated predictors, to predict long-term results (Fruzzetti &
Levensky, 2000). On the other hand, there is ample evidence attesting to
the effectiveness of cognitive behavioral treatments with correctional popu-
lations (Andrews & Bonta, 1998). Several randomized studies are underway
examining the effectiveness of DBT with correctional populations (Berzins &
Trestman, 2004).

However, it can be hypothesized that successful completion of DBT
would result in a decrease in criminogenic risk factors such as impulsivity,
homicide and assault expectancies and emotions, and substance abuse. Such
decreases would hypothetically be associated with increases in occupational
stability, a factor at least modestly associated with decreases in recidivism
(Bogue, 2002).

6. What would be your timeline? What would be the frequency and du-
ration of the sessions?

The time line for reducing Stage 1 targets (gaining control of dysregu-
lated behavior) is 1 year. The therapist will ask Frank to commit to 1 year
of weekly 1-hour individual therapy sessions and 2.5 hours of weekly skills
training sessions.

While Frank has a significant trauma history, it is possible that he does
not need Stage 2 treatment: decreasing desperation and increasing emo-
tional experiencing. First, there is no compelling evidence that emotional
experiencing is a criminogenic need (McCann, Ivanoff, Beach, & Schmidt,
in press). Second, perhaps because of his emotional insensitivity, Stage 2
treatment may not be needed. In other words, despite his trauma history,
Frank does not appear emotionally desperate and may not need trauma
work.

After completion of basic DBT, an advanced DBT skills group would be
offered to Frank. Such an advanced group consists of DBT therapists shaping
clients in setting the agenda, completing behavioral and solution analyses,
and role-play of skills.

7. Are there specific techniques you would implement in the therapy?
What would they be?

Repeated behavioral or “chain” analyses of specific incidents are necessary
to understand and then decrease Frankss life-threatening, therapy-interfering,
and quality-of-life-interfering behaviors. For example, the therapist would
complete a behavioral or “chain” analysis of each of Frank’s bar brawls.
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Such analyses help determine the controlling variables for problem behav-
iors. Simplistically, this means that we determine whether the behavior is a
function of cues (triggers) or consequences. Repeated chain analyses assess
dysfunctional “links” including vulnerability factors, triggers, and conse-
quences of the targeted behaviors. A link is presumed to be dysfunctional if
it leads to behaviors inconsistent with Frank’s long-term goals. For example,
blaming others may provide short-term relief, but is inconsistent with
Mr. J's presumed long-term goals: avoiding prison and ending probation.

Importantly, a dysfunctional link suggests solutions, that is, alternative
behaviors. For example, a problem link such as blaming others suggests a
variety of solutions. The therapist and patient work on the problem behavior
over and over and over again, like water over a rock. Blaming others may
be a function of skills deficits. Frank may lack mindfulness “Describe” skills
(Linehan, 1993b): the ability to objectively and nonjudgmentally describe
events, actions, and feelings. He may lack repair skills: apologizing and over-
correcting. Conversely, Frank may have the skills, but “lack motivation.” For
example, cues or consequences may maintain blaming behavior. Given child-
hood punishment, conflict may have become a cue for blaming behavior.
Blaming may effectively help Frank escape from aversive consequences, an
example of negative reinforcement. Fearful, others may provide positive rein-
forcement for his blaming.

Based on the behavior and solution analysis, one or two alternative be-
haviors to blaming are selected and agreed upon. This is followed by skills
rehearsal and role-play of those alternate behaviors in circumstances mimick-
ing those that trigger blaming behavior. Research suggests that skill rehearsal
is critical in effective forensic treatment (Bogue, 2002). Attention is then paid
to Mr. J’s future behavior to be sure to reinforce shaping toward the alterna-
tive behavior and avoid future reinforcement of the ineffective behavior of
blaming.

8. Are there special cautions to be observed in working with this patient?
Are there any particular resistances you would expect, and how would
you deal with them?

Yes, there is a special caution. It is easy to dislike Frank. Should Frank
meet criteria for Psychopathy, there will be considerable reinforcement for
therapists to predict poor outcome. Therapists may perceive lying, ma-
nipulation, and so forth, even when it is not present. Importantly, Frank
may be proud to label himself as a bad guy or even a psychopath (Swann,
Rentfrow, & Guinn, 2002). By glaring, humiliating others, and continuing
criminal behavior, Frank will receive confirmation of his self-view: a bad
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guy! A therapist who merely accepts (“Yes, you are glaring because you are
a psychopath!”) maintains Frank’s self-view. Conversely, a DBT therapist ac-
cepts (acknowledges) Mr. J's behavior, maybe even accepts the meaning of
the behavior (“Yep, this is one of the behaviors that helps you meet criteria
for psychopathy”), and yet consistently pushes for change (“Hey, quit giving
me the evil eyeball!”).

Case Consultation keeps the therapist on task and prevents burnout
(Linehan, 1993a). It is unlikely that therapists will help Frank if they dislike
or even hate him. Burnout is endemic to correctional settings and is more
likely with difficult-to-treat patients (Maslach & Jackson, 1993) like Frank.
Case Consultation meets (ideally) for 2 hours weekly and is structured in the
following manner.

1. Mindfulness Practice
2. Agenda Setting
a. Priority as per target hierarchy such as, life threatening first, and
S0 on
b. Therapist articulates what she wants:
1. Problem Assessment
2. Solution Assessment
3. Validation
4. Empathy for Patient

Problem assessment and empathy (for Frank) may be frequent consultation
issues.

9. Are there any areas that you would choose to avoid or not address
with this patient? Why?
No.

10. Is medication warranted for this patient? What effect would you hope/
expect the medication to have?

There are no medications that treat Antisocial Personality Disorder di-
rectly. There are medications that can be helpful. Target symptoms that some-
times respond to medications in this group of patients include: irritability,
impulsivity, thinking distortions, and anxiety.

Frank is not currently complaining of any of these symptoms. Until
Frank identifies behaviors he would like to change, and he or his wife have
developed the ability to observe and measure such problem behaviors, medi-
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cation benefits would be unlikely. All medications have potential side-effects,
and few patients are willing to tolerate these side-effects unless they can see
clear benefits. None of the possible medications demonstrates enough ef-
ficacy to warrant obtaining a court order for the medication or asking the
parole officer to require compliance as a condition of parole.

Possible classes of medications include: mood stabilizers, low dose atypi-
cal antipsychotics, and non-addictive anti-anxiety agents. The mood stabiliz-
ers can be useful in lowering a person’ level of irritability and decreasing the
tendency to act impulsively (Hollander et al., 2001). Frank certainly has prob-
lems with irritability and impulsive aggressive behavior, but the frequency
appears relatively low. Therefore, it is unlikely that such a medication would
be helpful enough to balance out expected side-effects. If Mr. ] expressed an
interest in a trial of such a medication, first choices would be valproic acid,
oxycarbamazepine, or carbamazepine. These medications require less strin-
gent blood level control than lithium. All have a significant likelihood of caus-
ing weight gain, which Frank would likely find intolerable, given his focus on
his dress and physique. It is important that Frank and his wife self-monitor
baseline ratings of irritability or edginess prior to a medication trial. Changes
are likely to be subtle, such that lengthy baseline and follow-up measures
would be important to assess benefit.

Benefit from a low dose atypical antipsychotic is somewhat more likely.
Frank’s early history with an abusive, demeaning father has likely resulted in
frequent automatic antisocial cognitions, but it is unlikely that Frank recog-
nizes these as cognitive distortions. Low dose antipsychotics appear to slow
down the spontaneity and intensity of these thoughts, so that a patient can
begin to observe and challenge their cognitions and control their reactions
(Hollander et al., 2001; Zanarini & Frankenburg, 2001). It is unlikely that
medications would provide much benefit unless the patient has begun to col-
laborate with a therapist to examine how his cognitions are linked to problem
behaviors.

Typical antipsychotics such as haloperidol might be just as effective
as atypical ones, but the risk-benefit ratio rules out these medications.
Atypical antipsychotics such as risperidone, olanzepine, ziprazidone, que-
tiapine, and aripiprazole have many fewer side-effects and are therefore
more likely to be acceptable to Frank. Possible sedation and weight gain are
the side-effects most likely to be bothersome to a man with Antisocial Per-
sonality Disorder. Very small doses (0.5 mg risperidone, for example) may
be effective without causing such side-effects. Such side-effects are unlikely
with ziprazidone and aripiprazole, but these medications are much newer
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and have not yet been tested in this population. Theoretically, it would
seem that they would be equally effective for cognitive distortions, but
their lack of sedative properties and propensity to increase energy might be
problematic.

Currently, Frank does not demonstrate problems with anxiety. Should
such symptoms develop, and if medicating these symptoms seemed thera-
peutic, buspirone is often effective. In a man such as Frank who has both
Antisocial Personality Disorder and a substance problem, benzodiazepines
would be contraindicated because of their addictive potential.

11. What are the strengths of the patient that can be used in the
therapy?

Frank has effective interpersonal effectiveness skills as evidenced by
his ability to obtain jobs and charm others. However Frank needs to use his
interpersonal skills in the service of his long-term goals, such as getting off
probation and avoiding incarceration. Accessing “Wise Mind” or wisdom
(Linehan, 1993) is essential for Frank. “Wise Mind,” in Frank’s case, means
doing what is best not only for himself but for others.

12. How would you address limits, boundaries, and limit setting with
this patient?

DBT therapists do not address boundaries. Boundaries are a psycho-
dynamic concept and are not discussed in DBT, a cognitive-behavioral treat-
ment. DBT therapists also do not set limits. Therapist limit setting implies
that the patient has no limits, is amorphous. Such an implication is inconsis-
tent with behavioral assumptions and laws.

DBT therapists do observe their personal limits, that is, they observe
what patient behaviors they are willing or not willing to tolerate. DBT
therapists honestly express or own these limits, before it is too late! “Too
late” means that the therapist is ready to transfer the patient to someone
else.

Behaviors that push therapist limits are called therapy-interfering behav-
iors, and these are second in importance only to life-threatening behaviors.
Note that therapy-interfering behaviors are considered more important than
quality-of-life-interfering behaviors: financial difficulties, criminal behaviors,
unemployment, homelessness, and so forth!

Therapist limits are individualized, dynamic, and idiosyncratic. Such
limits may include: phone call time/durations, therapist privacy, therapist
time, aggressive behaviors (e.g., icy stares), and therapist willingness to
treat such aggressive behavior. For example, it is not a DBT technique to tell
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Frank that his “cold icy stare” is “inappropriate” or “hostile” or reflects his
“poor boundaries.” Conversely, it is a DBT technique to tell Frank “When
you stare I don't like you. I can’t help you if I don't like you. Please stop star-
ing,” or, more “radically genuine” (Linehan, 1997), “Hey Mr. J, stop giving
me the evil eyeball!”

Importantly, Frank’s “icy stare” might impinge on one and not on
another therapist’s limits. Limits are contextual, defined by space, time, and
individuals’ learning histories. Thus the therapist will, if necessary, extend or
retract limits. So, for example, if Frank were physically injured, the therapist,
who may generally observe “no touch” limits, might temporarily extend these
limits. Conversely, if the therapist were giving birth, she certainly would not
be expected to provide phone coaching to Frank! In this case, the therapist
restricts her limits.

13. Would you want to involve significant others in the treatment?
Would you use out of session work with this patient? What homework
would you use?

Out of session homework is routine in cognitive behavioral treatments.
DBT clients self-monitor feelings, urges to harm oneself and others, actions
harming oneself and others, and skills use daily on a DBT Diary Card. Such
self-monitoring induces reactivity and may change behavior in the desired
direction (Watson & Tharp, 1977). The Diary Cards reflect the Stage 1
Target Hierarchy: life-threatening behaviors, and so forth (see question
1). The individual therapist reviews the DBT Diary Cards at the beginning
of the session and uses the cards to structure the targets of the individual
therapy session. For example, targeting life-threatening behaviors is a higher
priority than quality-of-life-interfering behaviors. Additional homework is
routine in DBT. The DBT individual therapist and client collaboratively de-
termine additional homework assignments, which are frequently derived
from solution analyses (see question 7). For example, should Frank wish
to decrease anger, he might practice Acting Opposite to Anger (Linehan,
1993b) skills daily. If needed, Frank could borrow commercially devel-
oped tapes demonstrating these and other skills. In addition, Mr. J would
be attending a weekly skills training group that will also assign weekly
homework.

Involving significant others in treatment is ideal for the following rea-
sons: (a) Significant others are a source of collateral data. (b) Teaching signifi-
cant others skills may enhance patients’ skills generalization. For example,
teaching Frank’s wife the DBT skills will increase her ability to recognize
his skillful behavior, prompt skillful behavior, and reinforce accordingly.
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Skills training, particularly validation skills, are common components of
marital interventions. In turn, a stable marital relationship is associated with
decreased recidivism (Bogue, 2002).

14. What would be the issues to be addressed in termination? How
would termination and relapse prevention be structured?

As mentioned earlier, forensic treatment must target violent recidivism
(Hodgins, 2002). Frank’s Violence Relapse Plan must be addressed prior to
termination. This work is typically completed in group therapy (McCann
et al., 2000) but is adaptable to individual format.

In brief, following completion of basic DBT, Frank would develop a re-
lapse plan incorporating data from previously completed behavioral analyses
on all violent behavior. Frank would document the following: precipitating
events, vulnerability factors, interfering emotions, skills deficits, reinforcers
of ineffective behaviors, and punishers of effective behaviors. This document
is followed by a solution and repair plan. The solution plan addresses the
factors listed above. The repair plan addresses how Frank can correct and
overcorrect the consequences of his violence. Please see McCann and col-
leagues (2000) for details.

15. What do you see as the hoped for mechanisms of change for this
patient, in order of relative importance?

Cognitive behavior therapies, including DBT, focus on four primary
mechanisms for problem behavior:

1. lack of needed skills,

2. environmental contingencies favor ineffective behavior rather than
more adaptive behaviors,

3. emotions interfering with the ability to behave effectively, and

4. cognitions interfere with the ability to behave effectively.

DBT adds to this model by highlighting the role of emotions in driving in-
effective behaviors and suggests five deficits that lead to problematic emotion
based behavior: (a) inability to regulate physiological responses (e.g., muscle
tension and resulting body language, breathing, pounding heart, “tunnel
vision”), (b) inability to move attention away from distressing or infuriat-
ing cues (e.g., ability to physically turn or walk away from situation, ability
to mentally change attention to a new topic vs. ruminating), (c) inability to
experience emotions without escalating them (e.g., sadness today means an
inevitable future of failures) or blunting or masking them, (d) inability to
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block mood-dependent, impulsive behaviors, and (e) inability to mobilize
behavior in the service of long-term goals.

Thus, in DBT the mechanism of change will be the remediation of
these deficits. The order of events generally starts with a combination of a
slow but steady increase in knowledge and competence in skillful behaviors
(especially in the 5 emotion-deficit areas) facilitated by new environmental
contingencies that stop reinforcing ineffective behaviors (e.g., safe alterna-
tives to therapists and family giving in to threatening and blaming behaviors
are implemented) and increase reinforcement for the skillful alternatives.
Some of the latter are a natural consequence of skillful behavior, but much
will be manufactured by the therapist as part of shaping awkward approxi-
mations of the behavior into truly skillful means. As this process stabilizes
the patient’s situation, more exposure and cognitive modification strategies
are added to address the problems of interfering emotions and thoughts,
respectively.
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CHAPTER 9

Motivational Interviewing
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to thank Ruth Mann for her helpful comments on an earlier version of this
chapter.

I. Treatment Model.

Motivational interviewing (MI; Miller & Rollnick, 2002) originates
from the field of alcohol-abuse treatment. It was developed in response to
the failure of confrontational approaches to treating individuals who abuse
alcohol. While not originally intended to be a treatment per se, MI can pro-
duce changes in behaviors such as problem drinking and other substance
misuse (Bien, Miller, & Tonigan, 1993; Burke, Arkowitz, & Dunn, 2002;
Ginsburg, 2000; Miller, 2000). Motivational interviewing is a client-centered
approach that explores and resolves client ambivalence in favor of positive
behavior change (Miller & Rollnick). It focuses on building motivation for
and fostering a commitment to change. Empirical research supports its use
with individuals who abuse alcohol and other substances (Burke, Arkowitz,
& Menchola, 2003).

Motivational interviewing addresses motivational struggles in behavior
change. Motivation is not conceptualized as a client trait. Instead, motivation
is fluid, occurs in an interpersonal context, and is influenced by the inter-
action of counselor and client. Motivation is not something that is instilled in
the client. Instead, intrinsic motivation is evoked from the client. While MI
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includes techniques to enhance motivation, it is first and foremost a method
of communicating with clients (Miller & Rollnick, 2002). There is a “spirit”
or “way of being” with the client that is central to the approach. This style of
communication facilitates the evocation of natural change processes in the
client (Rollnick & Miller, 1995). The spirit of MI is characterized by a part-
nership between client and counselor that honors the client’s perspective and
self-knowledge in an atmosphere that is safe and conducive to change (Miller
& Rollnick). The client’s freedom to choose whether he/she wishes to change
is affirmed. Additionally, the client is viewed as autonomous and possessing
the resources and motivation for change.

Brief mention will be given to four guiding principles underlying MI:
express empathy, develop discrepancy, roll with resistance, and support self-
efficacy (Miller & Rollnick, 2002). First, MI is built on reflective listening
that conveys accurate empathy and the counselor’s acceptance of the client.
Second, change is facilitated by focusing on discrepancies between the client’s
present behavior and his/her goals and values. Third, resistance to change is
not opposed directly. Instead, resistance is acknowledged, new perspectives
may be provided, and the client is viewed as a primary source for solutions.
Fourth, the counselor’s belief in the client’s ability to change is as important
as the motivating effect of the client’s belief in the possibility of change and
his/her capacity to change.

Given that MI is a client-centered approach, it might be of concern to
counselors working with offenders in light of findings discussed by Gendreau
(1996). He noted that nondirective/client-centered interventions have gener-
ally been ineffective in reducing offender recidivism. However, while MI is
client-centered, it is also directive by focusing on developing discrepancy,
resolving ambivalence about change, and using reflective listening to selec-
tively reinforce change talk (e.g., a client speaking about the possibility of
change.) and decrease resistance to change (Miller & Rollnick, 2002).

Motivational interviewing has been discussed and used in the context
of criminal justice populations (Amrod, 1997; Ferguson, 1998; Ginsburg,
2000; Ginsburg, Mann, Rotgers, & Weekes, 2002; Harper & Hardy, 2000;
Mann, Ginsburg, & Weekes, 2002; Miller, 1991, Vanderburg, 2002). As with
drinkers, confrontation is equally ineffective with offenders. Perhaps offend-
ers, like substance abusers in community samples, will respond positively to
the gentler and more respectful approach of MI (Miller).

Research has generated principles of classification for effective correc-
tional rehabilitation (Andrews, Bonta, & Hoge, 1990). These principles assist
counselors in identifying suitable treatment candidates, identifying appropri-
ate treatment targets, and intervening in a manner that matches key charac-
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teristics of the client to effect behavior change. When viewed in this context,
MI is linked to the responsivity principle (Andrews & Bonta, 2003). This
principle guides counselors to match their intervention to important client
characteristics like readiness to change.

The goal of using MI with offenders is not exclusively related to reducing
recidivism, although this would be a welcome outcome. Instead, MI can be
used as a pretreatment primer to enhance readiness for existing treatment pro-
tocols (Jamieson, Beals, Lalonde, and Associates, 2000). Or, MI can be used
adjunctively with other interventions to enhance their potency (Saunders,
Wilkinson, & Phillips, 1995). For example, MI integrates well with cogni-
tive-behavioral interventions to form a broader treatment framework (Baer,
Kivlahan, & Donovan, 1999; Bien, Miller, & Boroughs, 1993).

Motivational interviewings focus on client responsibility for change
integrates well with the stages of change (Prochaska, DiClemente, & Nor-
cross, 1992). These stages provide information about the client’s readiness
to change. (In MI, “readiness” is viewed in the context of the importance of
change to the client and his/her confidence in his/her ability to change.) The
first phase of MI builds motivation for change and assists clients in mov-
ing from the pre-contemplation and contemplation stages to the preparation
stage. The second phase of MI strengthens commitment to change with cli-
ents in the preparation stage. Motivational interviewing can also be used to
support self-efficacy in clients who have relapsed (e.g., a parolee who has
violated a condition of release).

Research findings from a related motivational intervention are germane
to this discussion. Motivational Enhancement Therapy (MET; National In-
stitute on Alcohol Abuse and Alcoholism, 1995) is an adaptation of MI. It
includes an assessment battery followed by four individualized treatment
sessions. The first two sessions include the client’s “significant other.” Assess-
ment feedback is provided; then MET builds motivation and consolidates
commitment to change.

A large-scale study (Project MATCH) revealed that MET was more effec-
tive than Cognitive Behavior Therapy and Twelve Step Facilitation Therapy
for clients who present for alcohol-disorders treatment with high anger rat-
ings (Miller & Longabaugh, 2003). The authors suggest that the non-confron-
tational approach of MET differentially benefits angry clients by diminishing
their resistance. Sociopathy, severity of alcohol use, and related psychological
problems did not affect response to MET (Project MATCH Research Group,
1997a, 1997b). These findings suggest that MI, as the building block of MET,
might have special relevance to offenders given that they frequently present
in treatment as angry. Despite findings from earlier research (Kadden et al.,
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2001), Project MATCH did not produce any effects when treatments were
matched with sociopathy.

Ethical concerns have been raised about using MI with clients who have
not expressed a desire to change (Miller, 1994; Rollnick & Morgan, 1995).
However, this dilemma might be less problematic when working with of-
fenders. In this case, there is an argument for intervening to reduce the risk
of recidivism and thereby contributing to societal protection. Miller and Roll-
nick (2002) address other ethical considerations including power imbalances
faced by parole officers who wish to use MI with their clients.

II. Clinical Skills.

The clinical skills most essential to using MI are reflective listening,
responding to change talk, and responding to resistance (Miller & Rollnick,
2002). Reflective listening can be viewed as the “glue” that binds the tech-
niques of MI. It provides the substance of the approach. Motivational
interviewing’s strong emphasis on using reflective listening makes it client-
centered. Reflective listening is used to encourage clients to talk in session
and perceive themselves as being understood. Further, it conveys counselor
empathy, warmth, and acceptance. Also important is the counselor’s ability to
remain neutral and nonjudgmental. Miller & Rollnick recommend a particu-
lar emphasis on using reflective listening during the early stage of MI.

Apart from being client-centered, MI is also directive by focusing on
resolving ambivalence to facilitate change, often in a particular direction
(Miller & Rollnick, 2002). For example, a counselor working with a sub-
stance-abusing client might use MI to facilitate behavior change towards
less substance use. The counselor selectively reflects “change talk” or client
statements that move toward change. Amrhein (2003) discerns four under-
lying dimensions of change talk: problem recognition (cognitive dimension),
need (emotional dimension), ability, and desire. The mere wish to change
is insufficient for successful behavior change. Commitment language (“do-
language”) from the client is also needed for behavior change. Change talk,
specifically strength of commitment language, is associated with decreased
use of drugs (Amrhein, Miller, Yahne, Palmer, & Fulcher, 2003). Thus, client
commitment language is an important “compass” for assisting the counselor
in guiding the client towards change.

When clients express disadvantages of their present behavior, speak of
the advantages of change, voice optimism about change, or discuss inten-
tion to change, they are emitting change talk. The counselor responds to the
change talk by elaborating, reflecting, summarizing, and affirming by using
reflective listening. By reflecting change talk the counselor gives the client
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an opportunity to hear his/her own statements a second time. On the other
hand, resistance or client verbalizations that move away from change are not
reinforced so they will diminish. Thus, the counselor responds differentially
to the client’s verbalizations. The simultaneous occurrence of change talk and
resistance illustrates ambivalence.

Instead of arguing for one side of ambivalence (e.g., change) only to be
met by the client arguing for the other side of ambivalence (not changing),
MI guides counselors to acknowledge ambivalence as understandable and
a natural part of behavior change (Miller & Rollnick, 2002). If resistance is
encountered, then instead of opposing it directly, the counselor “rolls with
it.” Rolling with resistance often requires the counselor to use reflective lis-
tening skillfully to convey to the client that he/she has listened and under-
stood. Such a reflection might reduce resistance and it may be followed by
additional techniques. For example, resistance can be reframed. The client
is invited to take a new perspective and momentum towards change can be
re-established.

Some counselors view resistance as a client trait. In MI, resistance is
viewed as a product of the interpersonal interaction between counselor and
client. Resistance signals the counselor that he/she and the client are not
working together. Tt is a cue for the counselor to change his/her behavior
(Miller & Rollnick, 2002). Thus, resistance is a counselor problem, not a
client problem.

Motivational interviewing provides the counselor with specific means of
responding to resistance. These range from simple reflections to more ampli-
fied ones, and more complex reflections like double-sided reflections which
reflect both sides of the client’s ambivalence. Reflection is not the only way of
responding to resistance. Other responses include shifting the client’s focus
away from the “barrier,” reframing the clients resistance, emphasizing the
client’s freedom of choice and autonomy, and at the extreme, siding with the
client and defending his/her option to not change.

II1. Questions.

1. Primary and secondary goals. (Long-term and short-term goals.)
Clinically speaking, Frank is a delicate person to work with. How do
you work with an individual who is perceived by almost everyone as being
truly unsympathetic? By concentrating on the individual’s experience, social
learning history, frame of reference, and values, it is often possible to un-
derstand him better, which is an explicit goal of MI. Goals are elicited from
the client, but nonetheless the counselor works with behavior change as a
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goal. The primary therapeutic goal could be reducing Frank’s alcohol abuse.
Given the events that led to Franks referral, this could impact on the second-
ary goal: reducing Frank’s parole violations and more generally limiting his
violations of the criminal laws. Frank ultimately decides which goals, if any,
will be chosen. Other options could include decreasing threatening behavior,
increasing use of social skills, and sharing more of his thoughts with signifi-
cant others (e.g., his wife). A short-term goal for the counselor is to establish
rapport with Frank in a safe counseling environment so that Frank does not
feel threatened.

2. Further information.

Additional information from recent contact (if any) between Frank and
his brother would be interesting. This might answer the following questions:
Has Frank offered any remarks about his brother recently? Has Frank’s opin-
ion of his brother changed? Is there any affection expressed between them?
The counselor should focus on examples of pro-social thoughts and behav-
iors that could assist in achieving treatment goals.

3. Conceptualization of personality, behavior, affective state, cognitions.
Case conceptualization is not part of the MI approach; however, the fol-
lowing comments are provided. Frank is likely to be hypersensitive to criti-
cism and suggestions about behavior change. This reaction to feedback might
lead to resistance (e.g., aggressive behavior), thus making it difficult to estab-
lish rapport. Frank perceives others (especially those whom he is mandated
to see) as potential threats; therefore he seeks control over them and the en-
suing situations. It is important for Frank to perceive himself as being strong
physically and psychologically. Possessing power is important to Frank.

The counselor could take the stance that there are many problems in
Franks life that could be addressed and then elect to work from a directive
stance. But this does not mean that the counselor will tell Frank what is best
for him or what he needs to do. Motivational interviewing strives to empower
the client, so that he/she exercises control over his life and related choices
and decisions.

4. Pitfalls and difficulties; sources of difficulties.

Potential pitfalls include directing Frank’s attention prematurely towards
problems and behavior change. Suggestions implying criticism or need
for improvement could engender resistance, thereby creating obstacles to
establishing rapport. Ultimately this can lead to treatment failure (Amrhein,
Knupsky, et al., 2003). Client responses, including resistance to counselor
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behavior, provide the counselor with immediate feedback on which he/she
can gauge the success of his/her interactions with the client (Miller, Benefield,
& Tonigan, 1993). Counselor behavior can directly affect the degree of client
resistance, which, in turn, is highly predictive of negative treatment outcome
(Amrhein et al., 2003; Miller et al., 1993; Miller & Sovereign, 1989; Moyers,
2003, Patterson & Forgatch, 1985).

Miller and Rollnick (2002) list various traps to avoid in MI, including:
asking too many questions, portraying oneself as “the expert,” labeling the
client’s behavior, and blaming the client.

Finally, evidence suggests that MI can be difficult to learn and practice ef-
fectively (Miller & Mount, 2001; Miller, Yahne, Moyers, Martinez, & Pirritano,
in press). Therefore, the counselor’s level of expertise could act as a potential
pitfall. Moyers (2003) notes that if counselors attend to client change talk
and resistance, and tailor their behavior accordingly, then they will gain pro-
ficiency in using MI. However, counselor proficiency is also associated with
training and receiving supervised feedback from taped MI sessions (Amrhein,
Miller, Yahne, Knupsky, & Hochstein, 2003).

5. Expected level of success. Immediate and long-term result?

Our hope is that Frank will be open to exploring and learning about his
behavior, contemplating and committing to behavior change, and perhaps
even engaging in behavior change as a result of the MI. Perhaps Frank’s al-
cohol abuse will decrease. He might show additional adaptation by abiding
by his parole conditions and breaking fewer laws. Other long-term behavior
change might result from the generalization of positive reinforcement that
Frank might receive from simply giving change a try. According to research
and theory cited in this chapter, prognosis can be predicted by examining
the prevalence of resistance behavior and the intensity of change talk during
counseling.

6. Duration of counseling.

We recommend starting with five, hour-long, weekly semi-structured MI
sessions. Follow-up will be provided as an option to Frank. We will use a “driv-
ers guide” through MI (Farbring & Berge, 2003), a protocol employed within
the Swedish criminal justice system. A description of the sessions follows.

Session 1. The counselor creates an environment in which Frank per-
ceives that he is understood as a person, not just as a client. This is best
achieved by using reflective listening. The counselor remains cognizant that
Frank is a mandated client. Links are drawn between Frank’s present situa-
tion and his lifestyle. The counselor attempts to elicit Frank’s thoughts and
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feelings about his current situation. Certain words like “problems” are not
used by the counselor because Frank will likely interpret them as an insult
and then respond with resistance. Frank will most likely consider change if
it will help him to increase control over his life and if it is congruent with his
values. The counselor will support change that is pro-social in its direction.
Assuming that Frank will change only if there are clear benefits for him, it is
important for the counselor to be aware of potential sources of reinforcement
(e.g., personal empowerment, restoring social balance with his wife, reduc-
ing the need for parole supervision).

The concept of change is introduced by the counselor in a calm and neu-
tral manner. For example, changes related to eating, physical activity, weight
management, smoking, and so forth are discussed as engaging many people
daily. This serves as an introduction to stimulating Frank’s curiosity about
changes that he might pursue. Examples are elicited that focus on changes
that are most important to Frank (e.g., getting his wife back, reducing prob-
lems with parole staff and other authorities, following an occupation with
less potential for legal difficulties).

Session 2. The counselor continues to develop discrepancy between
Frank’s present antisocial lifestyle and a more pro-social lifestyle in which
he has fewer problems with authorities and more control over his life. The
counselor attempts to elicit specific problem recognition (without ever using
the expression) and emotional distress from Frank regarding his present situ-
ation compared to what might be a better alternative (Saunders, Wilkinson,
& Allsop, 1991). It is important to allow Frank to explore and elaborate in
his own words the positive and negative consequences of his current lifestyle
and the negative and positive consequences of an alternate lifestyle. To start
the “motor of change” in MI, the counselor attempts to evoke distress from
Frank about his present situation. A mere intellectual understanding of the
“problem” is insufficient as a catalyst for change.

Session 3. The counselor continues to develop discrepancy by focus-
ing on emotional elements. Miller & Rollnick (2002) recently introduced
the concept of “behavior gap.” The counselor must be careful not to make
the gap between the present behavior and the desired behavior too wide. If
problem recognition and subjective distress are increased to levels at which
Frank feels overwhelmed by the degree of change that is required, then his
self-efficacy will diminish and he will not view change as possible. However,
there is reason to believe that Frank, like certain other clients, generally over-
estimates his perceived resources in almost any area (Demmel & Rist, 2002).
Nevertheless, it is important that the counselor does not create a behavior
gap that is too great for the client to bridge.
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Session 4. Here the focus is on Frank’s values and his network of im-
portant associates. Frank’s value system is probably very simple, comprised
of values that serve him best in the short-term. The counselor communi-
cates acceptance of Frank as a person and respect for his values even if the
counselor disagrees with these values. Important gains can be realized when
the counselor helps Frank see that his values comprise an important com-
ponent of his unique personality and provide a system that helps guide his
life (Rokeach, 1973). If there are discrepancies between Frank’s values and
his lifestyle, then his views on these discrepancies are elicited with a view of
creating emotional tension. The counselor might focus on alcohol abuse and
antisocial behavior but the final decision remains with Frank regarding the
behaviors and change (if any) that he wishes to address.

Frank is probably less dependent on his social network than other indi-
viduals are on their respective networks. Nevertheless this topic needs to be
examined. Frank has acquaintances, some of whom are afraid of him while
others admire him. He makes good use of social skills when he wants to
and often he can be charming and persuasive. The following questions will
guide part of the session: What types of individuals appeal to Frank? What
are the advantages to having a network of reliable people whom he trusts?
Does Frank cultivate these types of friends? What, if anything, is “not so
good” about Frank’ social network? How could his relationship with his wife
improve?

Session 5. The counselor will summarize progress to date, including
examples of change talk, and then ask Frank what he’d like to do next. Nor-
mally the aim of this session is to define behavior(s) to be changed and make
a concrete change plan. However, it is possible that this agenda might seem
provocative to Frank; therefore a “softer” way of proceeding might be more
appropriate. If Frank is not yet ready to proceed towards developing a be-
havior change plan, then the counselor can continue to build motivation for
change. For example, the counselor can summon Frank to explore the future
by asking him to imagine and describe how he would like his life to be in a
few years. The process continues by asking Frank to describe the steps that
are necessary to get there. The session ends by thanking Frank for his coop-
eration and asking if he would like to continue examining his situation.

7. Specific techniques

Motivational interviewing provides counselors with techniques for
listening and exploring that emphasize understanding the client. These
techniques include open questions, affirming, reflective listening, and sum-
maries (OARS). The techniques are a means of following the principles of
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MI which were discussed earlier. Further, MI offers a “compass” (Amrhein
et al., 2003a,b) which directs the counselor towards eliciting and reinforcing
change talk from the client as well as reducing resistance.

Recall that by attending to client change talk and resistance, the coun-
selor can gauge his/her effectiveness in working with the client. With Frank,
the counselor recognizes that his participation in counseling is not entirely
voluntary; therefore, respecting the MI approach, it will be especially impor-
tant to avoid using persuasion or providing advice without solicitation or
Frank’s permission. Despite efforts to minimize the likelihood of resistance,
if it is encountered then the principle of rolling with it will be followed. The
following sample transcript of interactions with Frank will illustrate features
of the MI approach.

Counselor (O): Frank, I realize that this might be an unusual situation for you
and that the decision to come here was not entirely yours. If you are willing,
I would appreciate it if you would tell me a bit about how things are going for
you at the moment. I would also like to know how I might be helpful to you
during our time together. Is this agreeable with you? The opening dialog is
very important. It will not be surprising if we encounter resistance from
Frank due to his situation and the nature of his referral. There is a risk
that too much elaboration on his resistance will create difficulty for fur-
ther discussion about his situation. The counselor’s aim is to recognize
and reflect resistance and to change focus by placing resistance in the
“parking lot.”

Frank (F): Well, you're right. I don’t want to be here and I really don’t
like this situation at all. I have no idea what we are going to talk about or how
you can be helpful to me. I am not used to getting any help from authorities or
other people. I usually take care of myself. Frank’s somewhat hostile tone
is not unexpected. Recognizing Frank’ resistance, the counselor will be
cautious in his/her approach and try not to stir up any more resistance.

C: Being independent and having control over your life is important to
you. This reflection invites Frank to elaborate on what has gone wrong,
given that he has lost some control over his present situation. This will
guide us towards an important principle of MI: developing discrepancy
between Frank’s current situation and where he would like to be. Emo-
tional discomfort arising from this discrepancy is described as the “motor
of change” (Miller & Rollnick, 2002; Saunders et al., 1995). A potential
pitfall is moving too quickly to the detriment of establishing rapport and
a safe environment for Frank to self-disclose. After Frank’s confirmation
that he wants to control his life and destiny, the counselor continues:

C: Frank, aside from having had control over your life, your success-
ful military career suggests that you have had significant responsibility over
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others. By affirming one of Frank’s strengths, the counselor strives to
make the atmosphere less threatening. Further, this action communi-
cates to Frank that he is “seen” as an individual and not as a generic
client. Increased comfort leads to increased self-disclosure. In MI, the
client should be doing most of the talking, not the counselor. To this
end, open questions are used judiciously to stimulate responses that are
more elaborate than “yes/no.”

C: Frank, how do you feel about your life at the moment? This simple
open question invites Frank to focus on what is important at the mo-
ment. Hopefully he will discuss what is bothering him.

F: I don’t like being harassed by all these authorities and you people.

C: I can understand that this is really frustrating for you. Can you tell me
a little bit about what caused this? The counselor’s goal is for Frank to dis-
cuss his drinking and disorderly conduct. Open questions permit Frank
to hear himself talk about his situation, whereas if the counselor tells
Frank what is wrong with his situation then there is a significant risk
of engendering resistance. Open questions provide an opportunity for
Frank to recognize what could be a better situation for him. In this case,
the counselor follows up with open questions aimed at eliciting change
talk. Below, Frank discusses the events that led to his arrest:

F: I'was having a beer in a bar, just relaxing and talking. Then some guys
started making a lot of noise and pulling pranks. Everyone thought that they
were real goofs so I told them to leave. They didnt, so I helped them leave.
Somebody must have called the cops but they arrested me instead of them!

C: You took action and made things happen. When this happens you can
be really persuasive and make people do as you want. How does your history
as an officer come into play? The counselor aims to have Frank elaborate
on his impulse to get into fights and to recognize a possible pattern of vi-
olent behavior. After exploring this pattern, the counselor will ask Frank
to discuss the “good things” and the “not so good things” about fight-
ing. Questions are interspersed among copious examples of reflective
listening to avoid the “question-answer trap,” a situation well-known
to clients who have been interrogated by police, social welfare agencies,
and other authorities.

Reflective listening provides the client with a “receipt” indicating
that the counselor has heard and understands what has been said. It
communicates to the speaker (Frank) that the listener (Counselor) is in-
terested in Frank’s story and what it means to him. The counselor care-
fully chooses material to reflect, thereby allowing the client to hear his
words once again. This process provides the client with strong social
and contextual reinforcement. Reflections can remain within the limits
of what has been said but sometimes the counselor will focus on the
emotion connected to the client’s words.
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Miller & Rollnick (2002) introduced “continuing the paragraph,” a
more advanced form of reflective listening. This technique goes beyond
what the client has said. It is a hypothesis about what could or would be
said if the client thought a few steps ahead about change. This technique
is preferable to asking an open question because it does not require an
answer and hopefully it will guide the client toward change.

F: I think all this is blown out of proportion. I don t have a drinking prob-
lem. All T did was what anyone would have done if he had the guts to stand up
for himself.

C: You are a man with a strong sense of integrity. This reflection is also
an affirmation. This reflection is directive because it changes Frank’s
focus from complaining about the situation and allows the counselor
to guide exploration of behavior change in the following exchange with
Frank.

F: Yes, it seems that I have to defend myself against you people and au-
thorities all the time. Frank could probably elaborate for a long time on
this topic. Here we abbreviate this conversation to illustrate how things
can progress.

C: Still, situations like this come up and this is not at all what you want.
Hopefully Frank will agree and present an opportunity for exploration.

F: Right, this really sucks!

C: So, how could things be different? Is there anything you could do to
get the authorities off your back? The goal of using this open question it to
“pull” for change talk from Frank. The counselor is directing the conver-
sation towards change.

F: I really don’t know. I just know that I need to do something. I just can’t
take this harassment anymore.

C: This is all too much for you and you’re looking for ways to avoid this
in the future. This reflection underscores Frank’s discomfort and it is
oriented toward change talk. Frank admits that he needs to do some-
thing, so the counselor has “struck gold.” As we will see soon, reflective
listening encourages Frank to continue speaking by elaborating on his
situation.

F: It’s helll Communicating in the style of MI with Frank is com-
pletely opposite to the way in which he relates and talks to others. It
will probably seem strange to Frank but hopefully it will convey genuine
respect, which might be equally foreign to Frank.

Some of our trainees have asked whether reflective listening conveys
to the client that the counselor supports the client’s problem behavior.
Thus, can the client distinguish between support for him/her as an in-
dividual (reflective listening) and support for his/her problem behavior?
Our clinical experience indicates that clients do not confuse our support
for them as individuals with support for their problem behavior.



Motivational Interviewing 169

Another technique used in MI is providing the client with summa-
ries. These can be used to reinforce positive statements about change
that the client has uttered. The client hears what he/she has said a second
time. Even though the counselor is vocalizing the summary, he/she uses
words that the client has used to enhance the salience and meaningfulness
of the summary for the client. The summary should be accurate; however,
the counselor can add an interpretation to the summary. This can assist
the client in understanding the meaning of what he/she has said.

Summaries can be used any time that the counselor wishes to
illuminate something that is important for the client. Summaries are also
commonly used at the conclusion of a counseling session. Summaries
often follow with a question to the client: “Did I get this right or is there
anything that you want to add?” An example follows:

C: Frank, you had strong feelings about being harassed by the authorities
and you don’t think that your drinking was any of their business. Negative
content is described in the past tense at the beginning of the summary.
Positive content follows and it is expressed in the present tense. Using
the present tense underscores that the positive content is important
“right here and right now.”

C: You also believe that there are things that you can do to prevent situa-
tions like this from happening. Having developed discrepancy and by using
the open question that follows, the counselor aims to elicit change talk
from Frank. Frank will be influenced to a large degree by what he hears
himself say. He will be influenced very little, if at all, by what others
(including the counselor) tell him to do.

C: So Frank, what can you can do about this? There are many possible
paths to reach this point and, once there, the counselor “remains” with
the client so that more change talk can be elicited. Directing the client
towards and listening for change talk is like digging for gold; you are
not leaving the gold until all of it has been extracted (Barth, Prescott, &
Bortveit, 1999).

First, the counselor focuses on developing discrepancy by juxtapos-
ing Frank’ value of being in control with his present situation.

C: So now that you do not have full control of your life, what kind of
feelings does that cause inside you? How would you feel if this situation was to
continue for years? By inviting Frank to look to the future and envision
no change, the counselor attempts to magnify Frank’s discomfort and
encourage him to elaborate on it.

F: I'll never accept that. That is not going to happen.

C: You will not tolerate that. So what is the next step? The counselor
uses reflective listening and follows with a key question to elicit change
talk. At this point it is imperative that the counselor continue to avoid
giving advice.
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F: I suppose I could make myself less interesting to them so that they
would stop harassing me in the future.

C: In what way? The counselor is “digging for gold.”

F: Well, alcohol is one area. Not that I have any problem with it. But I
suppose I could cut down anyway.

The counselor will continue to “dig in this gold vein” until Frank has
specified the commitment to change that he is willing to undertake. Later,
the counselor might try to develop discrepancy between other deeply held
values and Frank’s present situation. For now, there is one sensitive area for
the counselor’s focus.

C: Now you are living alone, at least temporarily, although we don’t know if it
will be permanent. How do you feel about that? This is a sensitive topic for
Frank because he has tried to persuade his wife to return to him. The
open question aims at increasing Frank’s discomfort.

E: Well, I'll get her back. I know I can. Until just recently we had a good
life together.

C: Your wife is very important to you. What can you do to help restore
her confidence in you? A reflection is used to mirror an important relation-
ship for Frank. Bandura (1997) emphasizes the relationship between
self-efficacy and behavior change. Nothing indicates that Frank believes
he is lacking in self-efficacy. As stated earlier, he likely has an inflated
opinion about his capabilities in general. Instead of focusing on Frank’s
skills, the counselor shifts focus to what Frank thinks he must do to
change his wife’s perception of him.

F: I guess she does not like to worry about my legal situation but she is
reading too much into what has happened. Frank acknowledges his wife’s
worry but then he minimizes it.

C: She is concerned about you and worrying about your life together.
How can you increase her comfort with you? A reflection is followed by a
key question aimed at eliciting change talk.

F: I don’t know. Maybe I could tell her more about my job.

C: Telling her more about your legal means of earning income to make
her feel safe. The counselor is reflecting on the edge of what Frank has
said by continuing the paragraph.

F: Yeah, something like that.

C: Your military success has provided you with the discipline needed to
make changes. Once you make a decision, you follow through on it. Affirma-
tion is used to reinforce Frank’s strengths. The counselor will target a
behavior that Frank will be willing to change.

F: Yes, I know I can do anything I set my mind to.
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C: And what are you thinking of right now that would help you reach the
kind of situation you want to have?

F: Well, T don’t know really; getting a stable job would probably help.

C: You wouldn’t need to handle situations where legality is put in doubt.

F: That’s right.

C: So what kind of job would be acceptable to you?

F: As things are right now, I guess I could take just about any job to get
out of this situation. The conversation continues and the counselor tries to
elicit more change talk from Frank, preferably in “do language” by con-
tinuing to explore and develop discrepancy. It is best to concentrate on a
few areas during the five sessions instead of attempting to cover Frank’s
complete life situation.

8. Cautions to be observed. Expected resistance.

There are no special cautions to be observed when using MI with Frank.
As illustrated in the previous section, resistance can be expected given the
nature of Frank’s referral and his circumstances. Some other examples of re-
sistance follow:

F: You are just like all the other “Nine to Five” people that I have met. All you
are doing is collecting a paycheck and using your power. In this situation, the
counselor takes a step back and reflects the feeling underlying Frank’s
resistance. The purpose is to focus on rapport and leave the change
work for later.

C: I can see that you really don’t want to be here. You are probably pretty
upset. I'm wondering whether I might have said or done something that is
bothering you?

F: You are right about me not wanting to be here but it doesn’t have to do
with anything that you did or said.

C: Frank, if there is ever anything that I say or do that upsets you then
please tell me, because I don’t want to be causing you any more difficulty than
you are already experiencing. Okay?

F: Okay.

C: I'd like to help you so that you don’t have to go to different places and
meet with different people whom you really don’t want to see. Given that you
and I will be working togethet, perhaps you can tell me how you would like to
use our time together?

Supporting the client’s autonomy, freedom of choice, and responsi-
bility for change can be an effective means of rolling with resistance.

C: Frank, what you want to do with your life is completely up to you. I
can only give you support if you want it. I cannot and will not try to persuade
you to do anything that you don’t want to do. Also, the information that you



172 ANTISOCIAL PERSONALITY DISORDER

might take from our sessions is for your use or you might decide not to use
it. Its up to you. After resistance has subsided, the counselor will use a
“compass bearing” in the direction of change (Amrhein et al., 2003a,b).
This is the overarching goal of our sessions with Frank.

9. What would be avoided.

There are not any areas that we would avoid with this client. However,
Frank is the ultimate decision-maker regarding topics for discussion and be-
havior to be changed. The counselor will aim to follow the “driver’s guide”
(Farbring & Berge, 2003) described earlier, while remaining cognizant that
the best “guide” is often the words that the client has just said. The “driver’s
guide” provides a route to follow through the MI landscape. The counselor
will navigate cautiously through the sessions in an attempt to minimize resis-
tance and other bumps in the journey.

10. Medication.

We do not see any need to refer Frank to a psychiatrist. An absence of psy-
chotropic medication should not have any effect on the efficacy of MI. If Frank
wishes to try a pharmaceutical to assist him in changing his drinking behavior
then this will be discussed during counseling and his wish will be supported.

11. Strengths of Frank.

Frank is a keen observer of others. He is adept at determining individu-
als’ reinforcers and he can use social skills when needed. Frank is indepen-
dent and a problem solver. He is capable of following his own path but he
can also adapt to environments that include others.

12. Limits, boundaries to be addressed with Frank.

The counselor’s use of the “driver’s guide” combined with the accompa-
nying principles and techniques should keep Frank within the boundaries of
behavior change and prevent him from getting sidetracked.

The counselor will be careful not to cross Frank’s boundaries. For ex-
ample, Frank might decide that discussing his brother is not negotiable.

Frank might try to assert his control and test the counselor’s limits by
asking personal questions. This can be addressed with reflective listening and
rolling with resistance. If necessary, Frank will be told that this is not a topic
for exploration. For example, Frank might inquire about the counselor’s
drinking habits. The counselor could ask Frank why this is important to him
and then answer the question briefly including a statement about the topic’s
relevance (e.g., minimal relevance to practicing MI with Frank.).
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If Frank violates the counselor’s personal space by sitting in close prox-
imity or touching him/her, then the counselor will gently alert Frank to this
behavior, discuss it with him in a neutral and respectful manner, and if nec-
essary set some “ground rules” for counseling.

13. Involvement of significant others. Homework.

The participation of significant others is not part of the MI framework.
However, as discussed earlier, MET is an offshoot of MI and it provides for
the participation of significant others early in the intervention.

Similarly, the use of homework is not a component of MI; however, if
Frank requests to do work out-of-session then this could be examined.

14. Issues to be addressed in termination. Relapse prevention.

The counselor will reinforce that all of the information learned and the
interaction that took place in the sessions is material for Frank to use or not
use, depending on his wishes. If Frank desires additional counseling then
this could be discussed. Additional counseling would continue building mo-
tivation to change and strengthening commitment to change. Recall that MI
is not a method for instructing clients on how to change.

While MI can be used in the context of relapse, relapse prevention is not
part of MI. The counselor and Frank could discuss different paths that Frank
could follow for the future, including the possible consequence of the various
directions that Frank could take.

15. Hoped for mechanisms of change in order of relative importance.

Motivational interviewing is influenced by various psychological theo-
ries, including self-perception theory (Bem, 1967), which speaks of an im-
portant mechanism of change. This theory tells us that individuals learn what
they hear themselves say. Therefore, using reflective listening to reinforce
change talk is a mechanism of change.

Motivational interviewing provides a style of communication and a “way
of being” with the client that fosters natural change processes that reside
within the individual (Miller & Rollnick, 2002; Sobell & Sobell, 1993).

Developing discrepancy between the client’s present behavior and his/
her goals and important values is another mechanism of change. It is impor-
tant for the discrepancy to have an emotional dimension for the client.

Self-efficacy or the availability of a means to change and the clients
perception of his/her ability to succeed in behavior change is predictive of
change and another example of a mechanism of change (Bandura, 1997).
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CHAPTER 10

Integrating Psychotherapy
and Medication

Sharon Morgillo Freeman and John M. Rathbun

Discussion of biological treatments for antisocial personality disorder (ASPD)
occasions much frustration among scientists and clinicians. This disorder
includes problems such as irritability, deceit, illegal behaviors with little or
no remorse, hostility, aggressiveness, impulsivity, and very often manipula-
tive charm. Not only is there controversy regarding treatment options, but
opposed camps have arisen; some hold that there is no known pharmaco-
logic treatment for ASPD, others that there is treatment but science has not
discovered it yet, or that some aspects of the syndrome are treatable while
others are not (Dinwiddie, 1994, 1996; Hirose, 2001; Stringer & Josef, 1983;
Walker, Thomas & Allen, 2003).

To cloud the picture even further, the Diagnostic and Statistical Manual of
Mental Disorders—Fourth Edition Text Revision (DSM) (American Psychiatric
Association, 2000) represents an attempt to impose categorical thinking on
phenomena that are inherently multi-dimensional (Tuinier & Verhoeven,
1995). The diagnosis of ASPD is a prime example of difficulties that arise
when attempting to apply DSM-IV-TR criteria to the typical patient. Appli-
cation of DSM criteria for ASPD includes the near certainty that the same
person will also meet, or have met, criteria for one or more additional psy-
chiatric diagnoses (Swanson, Bland, & Newman, 1994). Our own experi-
ence finds that illnesses commonly comorbid with ASPD include substance
misuse disorders, mood disorders, and various disruptive behavior disor-
ders such as attention-deficit hyperactivity disorder, oppositional-defiant
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disorder, and conduct disorder. Researchers have also pointed out that ASPD
comorbid with other disorders, such as substance misuse, predicts a poor
prognostic picture for psychotherapeutic intervention (Woody, McLellan,
Luborsky, & O’Brien, 1985). The common factor in each of these overlap-
ping categories is a failure to control impulses destructive to the peace and
safety of others.

People with impulse-control problems are often profoundly self-
destructive. The pain to their victims and close associates is palpable. But
the word “patient” may not apply to such persons until they choose to ac-
cept that role. Engendering and nurturing a therapeutic alliance with people
whose behavior is manipulative, impulsive, and dangerous is a challenge for
any clinician.

The possibility of genetic transmission of certain behaviors, such as
impulsiveness and destructiveness (Coccaro, Bergeman, & Kavoussi, 1997),
implies that certain behavioral traits may be a product of brain structure.
This implication has fueled the search for biological interventions that would
adjust brain function to reduce a person’s potential for acting on destructive
impulses. It is against this background of cultural and conceptual confusion
that we attempt to describe biological approaches to the treatment of Antiso-
cial Personality Disorder. We will focus on those symptoms most amenable to
pharmacologic intervention: aggressive and impulsive behaviors.

DIAGNOSTIC CHALLENGES

Our journey begins with the descriptive confusion in the DSM criteria regard-
ing ASPD. In an effort to improve reliability, the authors constructed criteria
that include psychopaths but also a larger population of non-psychopathic
offenders. The distinction is important to a discussion of treatment possibili-
ties, since the literature distinguishes two types of aggression that occur in
persons with ASPD: impulsive aggression and planned aggression. The latter
is more characteristic of psychopathology, and there is no known medical
treatment of planned aggression in criminal behavior.

On the other hand, impulsive aggression has been the subject of much
study in human and animal populations, and there are some relevant medical
treatments. We recommend caution on this point, since it is possible to see
both types of aggression in the same person, and many aggressive acts cannot
be definitely characterized. In considering what sort of treatment to recom-
mend to a person with ASPD, it is important to take an extensive history,
including from collateral sources, and make your best judgment about what
sort of aggression predominates.
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A third variety of aggression that must be ruled out is aggression from
medical illness. Substance abuse (common in ASPD), delirium, dementia,
infection, head injury, and endocrine/metabolic problems are the main med-
ical considerations in the differential diagnosis of aggression. Major psychi-
atric diagnoses on Axis I of the DSM may also explain increased aggression
(such as bipolar disorder, substance misuse, and delirium). Psychotic dis-
orders, including mood disorders of psychotic intensity, are particularly apt
to give rise to aggression. For these reasons, a careful medical and psychiat-
ric history, physical examination, and indicated laboratory testing are man-
datory in the evaluation of aggression. We will provide a brief discussion of
the specific biological inferences as we discuss specific symptomatology for
ASPD.

PATHOPHYSIOLOGY OF AGGRESSION AND IMPULSIVITY
There is a virtually infinite array of things that can go wrong with the
development and maintenance of the human brain, beginning with genetic
factors and progressing through antenatal, perinatal, neonatal, childhood,
and adult occurrences. Physical traumas that result in frontal lobe lesions,
such as anoxia, malnutrition, infection, irradiation, endocrine/metabolic
disturbances, and poisonings are among the most common non-genetic
causes of cerebral imperfections that may lead to impulsive and/or aggres-
sive behaviors (Murad, 1999). Simpson and colleagues suggest that traumatic
brain injury (TBI) was a significant etiological factor (6.5%) with sexually
aberrant behaviors over alcohol as a factor (2.3%) in a population of adult
sex offenders (Simpson, Blaszczynski, & Hodgkinson, 1999). In addition,
Slaughter, Fann, and Ehde (2003) reported that 87% of inmates in a county
jail population had a TBI during their lifetime, 36.2% in the prior year. Similar
results are reported by Tateno and colleagues in a population of patients with
a history of TBI; 33.7% exhibited aggressive behavior post-injury (Tateno,
A., Jorge, R. E., & Robinson, R.G., 2003). Children who have experienced a
traumatic brain injury are more likely to exhibit higher levels of loneliness,
maladaptive behavior, and aggressive/antisocial behaviors. These children,
upon reaching adult age, may be considered ASPD-impaired if the history of
TBI and the sequela are not known, given that the behaviors would be seen
as pervasive and lifelong.

Aggression is an extremely complex, unsettled, and rapidly-evolving
area of neurobiology. A full discussion of recent research findings is beyond
the scope of this chapter, so the reader is encouraged to consult a basic neu-
robiology text such as Shepherd (1994).
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In brief, emotional behavior (analogous to Freud’s id energy) is generated
by primitive structures that lie deep in the brain, specifically the basal ganglia.
Human ability to refrain from acting on our emotional impulses is primar-
ily attributed to the function of more recently developed parts of the brain
that control rational analysis and social judgment. The human brain differs
from animal brains especially in the size and dominance of our cerebral cortex,
the part that gives us our characteristically oversized head. In psychoanalytic
terms, we could consider this outer part of the brain to be the organ of the
ego. In fact, there has been some progress in the evaluation of brain struc-
ture and function in persons with impulse control, aggression, and chronic
disinhibition. Raine and colleagues (1994) found evidence of hypoactivity
in the prefrontal structures of persons convicted of murder who exhibited
symptoms similar to ASPD. Other researchers point to bilateral lesions of the
orbitofrontal cortex and medial face of the frontal lobe (Grafman et al., 1996;
Murad, 1999) as possible explanations for antisocial behaviors.

Impulsive behaviors reflect inadequate cortical dominance in the stimu-
lus-response paradigm. Such persons are perceived as childish or immature
by their peers, because young children have limited cortical development
and tend to express their impulses freely, while mature adults are charac-
terized by considerable behavioral inhibition in the service of good social
relations.

Investigations of human psychophysiology are retarded by practical and
ethical considerations, funding gaps, and the lack of a satisfactory animal
model for the human brain. We do have considerable indirect evidence that
the basic physiology of human aggression and impulsivity is in many ways
similar to what we have found in animal brains. Animal research into the
neurobiology of aggression has revealed a number of chemical substances
that serve as modulators of activity in the basal ganglia and cerebral cortex
(Horn, Dolan, Elliott, Deakin, & Woodruff, 2003). These substances include
serotonin (Panksepp, Yue, Drerup, & Huber, 2003), dopamine (Cardinal,
Winstanley, Robbins, & Everitt, 2004), norepinephrine, acetylcholine, gluta-
mate, y-aminobutyric acid, and testosterone among others (Whybrow, 1994).
To make matters more complicated, the brain contains several types of re-
ceptor sites for each of these substances, so a single substance can produce
direct inhibition of some structures while simultaneously stimulating activ-
ity elsewhere. Even more complexity is added by the existence of numerous
interconnections among brain cells and structures, allowing for a plethora of
indirect influences and negative feedback loops.

Numerous exogenous chemicals can modulate brain neurochemistry.
These include naturally occurring substances present in our environment as
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well as synthetic chemicals, legal and otherwise. Such neuroactive chemicals
give us much indirect information about the underlying pathophysiology of
impulsive behavior. The general theory that applies is that cortical enhancers
and basal ganglia suppressors support good impulse control, while opposite
effects in the brain are associated with increased incidence of impulsive ag-
gression (Murad, 1999).

For these reasons, a thorough physical and neurological evaluation with
laboratory examinations as indicated by special circumstances is mandatory
in the evaluation of impulsive aggression. Further, major psychiatric distur-
bances on Axis I of the DSM may explain aggressive behavior; such problems
must be evaluated before an accurate diagnosis of Axis II problems becomes
feasible, and definitive treatment of personality problems is usually facilitated
by resolution of acute problems on Axis I.

A thorough discussion of medical and psychiatric evaluation protocols
needed to rule out major problems on Axis I and Axis III of the DSM is be-
yond the scope of this article.

IMPULSIVITY AND AGGRESSION
It is important to understand that impulsiveness is not just bad judgment.
The emerging consensus among medical researchers is that impulsiveness
is better understood as NO judgment. The research suggests a prefrontal
screening process that takes less than half a second, before the person has
time to become conscious of the relevant stimuli (Barratt, 1993).

The normal outcome of such screening is a “referral” to cortical centers
that are specialized for conscious consideration of the situation and a ratio-
nal decision about how to respond (Davidson, Putnam, & Larson, 2000).
Percepts that match paradigms of imminent serious threat, such as SNAKE
HERE NOW, are shunted to central urgent threat-response centers before
conscious awareness of the threat develops. This emergency response mode
is evidenced by changes in autonomic nervous system function which are
detectable sooner than the cortical arousal patterns associated with threat
analysis (Bechara, Damasio, Tranel, & Damasio, 1997).

Some persons appear to have a lowered threshold for the irrational
threat-response mode to be activated. These persons do not always manifest
other psychopathology, and may show genuine remorse after an aggressive
action. Their behavior may meet the DSM criteria for ASPD, and therefore be
an appropriate target for psychopharmacologic intervention.

We are indebted to Swann (2003) for his synthesis of available
data on impulsive aggression. His analysis indicates a delicate balance
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between excitatory and inhibitory influences on aggressive behavior. In
general, the neurotransmitter serotonin tends to inhibit aggression, while
dopamine tends to release aggression (Van Praag, Asnis, & Kahn,1990).
Other neurotransmitters are also relevant insofar as they affect the general
arousal level: glutamate increases arousal whereas gamma-amino butyric
acid (GABA) reduces it. The effects of some mood-altering chemicals on
aggression may be mediated by glutamate and GABA, while severe Axis I
psychiatric disturbance is associated with abnormalities in serotonin and
dopamine levels. Abuse of stimulants, especially cocaine, could produce
aggressive effects through increasing both dopamine and norepinephrine
levels.

Nicotine has been found to have potent anti-aggressive effects, pos-
sibly because of its influence on serotonin (Seth, Cheeta, & Tucci, 2002).
Nicotine withdrawal is associated with increased aggression that can be
moderated by use of nicotine gum (Cherek, Bennett, & Grabowski, 1991).
Testosterone levels have been found to be abnormally high in persons who
exhibit aggressive behaviors (Gerra, Zaimovic, & Avanzini, 1997), and the
use of androgenic steroids, such as in cases of body building, is associated
with variable increases in aggression (Pope, Kouri, & Hudson, 2000). The
complexity of the interacting systems described above suggests multiple
methods might be useful in the management of impulsive aggression. Cer-
tainly the elimination of toxins such as alcohol, androgens, and stimulants
is mandatory.

THE CASE OF FRANK

The case of “Frank” that leads off this discussion presents a person who
meets DSM criteria for ASPD. Given the limited information, it is not clear
whether he has impulsive aggression absent alcohol intoxication. His alco-
hol abuse certainly requires further investigation to determine whether he
meets DSM criteria for alcohol dependence. Cocaine abuse would not be
a surprising finding in such a person, and could explain some of his adult
symptoms. Given the possibilities of substance-induced aggressive behavior,
a urine drug screen should be conducted early in Frank’s evaluation. It is also
possible that Frank may have a bipolar or unipolar depression. His moodi-
ness, which includes expansive moods alternating with dour, brooding, surly
spells, requires that the clinician evaluate for disorders comorbid with his
Axis 1T disorders.

Frank probably met DSM criteria for conduct disorder and for atten-
tion deficit hyperactivity disorder (ADHD) in childhood. A more interesting
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question, from the psychopharmacologist’s point of view, regards the tonic
(hyperthymia) or intermittent (hypomania) presence of excessive energy
and expansive mood. These states can be confused with ADHD when they
occur in childhood, and could explain many of his adult traits of high energy,
charm, irritability, impulsiveness, flamboyance, risk-prone lifestyle, and ex-
pansive ego. One instance of psychological testing is insufficient to rule out
a major mood disorder, since most mood disorders follow an intermittent,
fluctuating, or cyclical course. An accurate diagnosis of mood disorders often
depends on serial observations (Hantouche et al, 1998). Additional testing
would be helpful, in addition to collateral history obtained from Frank’s
family and significant others.

A thorough assessment of risk and dangerousness is the main priority
for any team managing such patients. The most salient index of the severity
of the ASPD is the degree of dangerousness. These patients are at elevated
risk for death from impulse-related behavior that could produce an immedi-
ate catastrophe (such as when Frank jumps off a cliff) or longer-term disaster
(such as HIV/AIDS acquired from unprotected sexual encounters).

TREATMENT CHALLENGES

A general aim of treatment is to improve the patient’s motivation to comply
with societal laws and expectations in regards to sexual behavior, substance
use, occupational productivity, and respect for the privacy and property of
others. Getting Frank to assume the role of “patient” will be among the most
challenging aspects of his treatment. He does not see his behavior as a prob-
lem for him, and he does not care how it affects others. In this frame of mind,
he will not easily be led to stop poisoning his brain with alcohol and other
substances, nor will he readily agree to let a doctor medicate him. Therefore
it will be imperative to explore reasons for Frank to change his behavior.
Many times this may be as simple as saying, “Let’s find a way for you to be
less bothered by nosy parole officers!” or “We may be able to find a way to
get your wife to stop her complaining, so you can enjoy your freedom.” What
we actually propose here is a partnership to get Frank to cease obnoxious
behaviors so his wife will have fewer reasons to complain.

Clinical experience suggests that persons with ASPD become treatable
mainly when they are trapped in a situation of powerlessness and are expe-
riencing considerable pain. This may occur because of legal prosecution, or
when the consequences of their behavior result in significant depression or
threatened loss of a valued relationship. Much the same logic applies to sub-
stance abusers and persons with hyperthymia. Frank’s presenting situation
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in the vignette may give the therapist sufficient initial leverage, but the work
will likely be long, hard, and a little dangerous.

If Frank is severely hyperthymic, he may not be amenable to most forms
of psychotherapy because the neurochemical output of his basal ganglia
would often override cortical control. In other words, the impulsivity may
win out in most cases.

MEDICATION OPTIONS
Most studies of pharmacologic treatment of personality disorders have been
conducted in persons with diagnoses in cluster B, and especially in antisocial
and borderline personality disorders. Partial positive results have been ob-
tained using various classes of drugs for dealing with aggression and impul-
sive behaviors, including lithium, beta-blockers, carbamazepine, valproate,
antipsychotic drugs, and SSRIs (Swann, 2003).

Lithium salts

Numerous published studies going back to the dawn of modern psychophar-
macology have shown the benefits of lithium salts in a variety of contexts.
Lithium was the first specific treatment for mania, and has since proved effec-
tive in hypomania, treatment-refractory depression, and intermittent explo-
sive disorder (Grof, & Grof, 1990). Although its safe use requires considerable
expertise, it is commonly effective against impulsive aggression in doses that
are well-tolerated by most patients. Lithium raises synaptic serotonin levels
modestly, and has more important effects on intracellular second-messenger
systems. Lithium’s effects are usually apparent within 2 weeks when it is
given aggressively.

Serotonergic agents

Among the most commonly prescribed substances in modern psychiatry are
the selective serotonin reuptake inhibitor (SSRI) antidepressants such as fluox-
etine (Prozac), paroxetine (Paxil), sertraline (Zoloft), citalopram (Celexa), and
escitalopram (Lexapro). These drugs are easy to use and relatively safe even
when a patient deliberately overdoses. Other serotonergic agents exist but are
not so commonly used in American medical practice. Coccaro and Kavoussi
(1997) showed that impulsive aggression responds to SSRI treatment. Forty
subjects with personality disorders and histories of impulsive aggression
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received either fluoxetine 20 to 60 mg daily or placebo for 12 weeks. Fluox-
etine reduced the incidence of overt aggression and irritability by about 67%.
Re-analysis by the same authors suggest that SSRIs may be most effective in
moderately aggressive patients (Lee & Coccaro, 2004) whose serotonergic
system may be less impaired than that of highly aggressive patients (Coccaro,
Kavoussi, & Hauger, 1997). The beneficial effects of SSRIs are typically de-
layed at least 2 weeks, and agitation can be temporarily exacerbated by these
agents.

Anticonvulsants

Impulsively aggressive subjects who do not respond to an SSRI may respond
to an anticonvulsant (Kavoussi, & Coccaro, 1998). An anti-aggressive re-
sponse in impulsive aggressive persons has been reported for carbamazepine
(Cowdry & Gardner, 1988), diphenylhydantoin (Barratt, Stanford, Felthous,
& Kent, 1997), and valproic acid (Lindenmayer & Kotsalftis, 2000). Anticon-
vulsants can become effective within minutes when a loading dose is given
under close medical supervision.

Antipsychotic drugs

Drugs that have been approved for treatment of psychosis fall into two broad
categories. The older agents (chlorpromazine, perphenazine, fluphenazine,
haloperidol, and others) are dramatically effective against agitation and ag-
gression within minutes, and haloperidol can be given intravenously when
seconds count. They are not the first choice in non-emergency treatment of
aggression, however; their uncomfortable side-effects make them an unpop-
ular option for most patients and doctors. In chronic use, they may cause a
disfiguring movement disorder called tardive dyskinesia that can become per-
manent. In the best hands, the older antipsychotics commonly sap a patient’s
vitality, producing the dreaded “zombie” effect.

A new generation of antischizophrenic medications has come to the fore
in the past 15 years. These currently include clozapine, olanzapine, risperi-
done, quetiapine, ziprasidone, and aripiprazole, with more in the pipeline.
These agents are known to reduce aggressive behavior in psychotic illness
without the muscular side-effects typical of older antipsychotics; their use in
impulsive aggression, absent psychosis, is based on inference and a paucity of
rigorous clinical studies. The newer antipsychotics do not work as fast as the
older ones, but their overall effect on mood and social function is considered
much superior by psychopharmacologists generally.
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Beta-Blockers

Propranolol and other agents developed for the treatment of hypertension and
tachycardia have been shown to be effective in a variety of contexts where anxi-
ety and aggression are the target symptoms (Haspel, 1995). Because this agent
is indicated for hypertension it can cause faintness and occasionally depression,
and is therefore not considered a first-line agent by most practitioners.

Dopaminergic agents

Substances that increase dopamine activity in the brain, such as amphetamines
and methylphenidate, would not ordinarily seem a logical choice in the treat-
ment of aggression, given that dopamine excess generally facilitates aggression
in animals and humans. Many young persons and some adults may actually
benefit from dopamine’s alerting effects when defective impulse inhibition is a
consequence of cortical under-arousal. Such individuals commonly meet DSM
criteria for attention deficit disorder (ADD) that is often comorbid with con-
duct disorder or ASPD. In such cases, stimulant treatment may restore cortical
dominance and actually reduce aggression (Connor, Glatt, & Lopez, 2002).

Sedative-hypnotics

Benzodiazepine tranquilizers are sometimes used parenterally for acute treat-
ment of aggression, often lorazepam in combination with haloperidol. They
work in seconds when given intravenously. Lorazepam can also be given
intramuscularly, where it works in a few minutes. These compounds have se-
rious disadvantages in chronic use: habituation, dependence, and tachyphy-
laxis are common; paradoxical aggression is not rare. Other types of sedatives
are rarely used due to their potential to cause respiratory depression.

Sex steroids

Anti-androgen compounds have shown some benefit in demented and brain-
injured patients. Advantages include the availability of long-acting injectable
preparations that enhance compliance. Estrogen has been tried but well-
designed studies are lacking. These sex steroids have a long list of disagree-
able and dangerous side-effects, making them unattractive in most cases.

OPTIONS FOR FRANK
As mentioned above, removal of toxins from Frank’s brain would be an initial
priority from the psychopharmacologist’s point of view. A complete medical
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evaluation is needed, both to rule out other medical causes of his symptoms
and to bring to his attention any evidence of physical damage caused by his
substance misuse, fighting, and high-risk lifestyle. Involvement of a physi-
cian or advanced practice nurse at this stage is important because a person
with medical-psychiatric training can more convincingly present the medical
evidence and answer his questions. Use of a high-status professional may also
be helpful because of Frank’s narcissism.

People with ASPD are prone to addiction and drug-seeking behaviors,
and may also be prone to sell their medications rather than take them. All
controlled substances, therefore, would be relatively contraindicated. Should
a bona fide need for such a medication arise, the quantity should be carefully
controlled. Any frequency of “lost” prescriptions would be highly suspicious.
Among the medications we could recommend, if Frank becomes amenable,
would be lithium carbonate. This underused mineral has the potential to
deflate hyperthymia, inhibit impulsive aggression, and even reduce the at-
tractiveness of alcohol. We have had difficulty convincing some patients that
lithium is a useful option because they believe that it is used only in severely
chronically mentally disabled persons, and that it causes a lot of dangerous
and distressing side-effects. With sensitive management and careful moni-
toring, we find lithium to be well-tolerated and very effective in the milder
forms of moodiness that are much more common than psychotic mania. Ad-
ditionally, the ready availability of serum lithium levels facilitates monitoring
of patient compliance in cases like Franks.

Topiramate is another medication to consider; it has been shown to re-
duce alcohol abuse (Johnson et al., 2003) and might also have benefits in
impulsive aggression. If Frank were overweight, it might be useful to point
out that topiramate can cause significant appetite suppression and weight
loss, hoping to gain his cooperation through an appeal to his narcissism.
Hollander, Tracy, and Swann (2003) reported greater reduction in impulsiv-
ity and aggression when persons with DSM cluster B personality disorders
were treated with divalproex versus placebo. Interestingly, divalproex was no
more effective than placebo in the reduction of impulsivity and aggression in
subjects who did not have a diagnosis of cluster B personality disorder.

Antipsychotic Medications

Rocca, Marchiaro, Cocuzza, and Bogetto (2003) found significant reduction
in aggression scores with risperidone in persons with borderline personality
disorder. The results were based on Aggression Questionnaire scores.
This amelioration was coupled with an overall improvement in depressive
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symptoms and an increase in energy and global functioning. A review of the
literature by Markovitz (2004) regarding the use of atypical antipsychotics in
both schizotypal personality disorder and antisocial personality disorder from
2000 through 2003 documented a pattern of encouraging outcome reports.

We think that the alternative psychopharmacologic options men-
tioned above would be less helpful than lithium or topiramate in a case like
Frank’s. Serotonergic agents could aggravate his hyperthymia, and he prob-
ably wouldn't like the side-effects; we would expect him to be particularly
intolerant of sexual side-effects. The dopamine blockade caused by typical
antipsychotics would give him a very disagreeable loss of physical vigor, and
the threat of persistent tardive dyskinesia would not please him at all. GABA-
ergic medications such as minor tranquilizers are generally habit-forming and
he would probably abuse them; they could also cause paradoxical aggression
through a mechanism similar to that of alcohol. Such measures as chemical
castration would be unlikely to win his informed consent. Anticonvulsants
other than topiramate have side-effects, such as weight gain, sluggishness,
and tremor, which would most likely lead to psychological rejection. Beta-
blockers would not help his hyperthymia, and stimulants are contraindicated
in most aggressive adults because they increase dopamine levels.

OPTIMISTIC PROGNOSTIC FACTORS

Because Frank is intelligent, he would respond best to a therapist who is
willing to engage his desire to become “expert” on most topics. Experiments
testing hypothetical outcomes of behavior changes might entice him. Addi-
tionally, he could possibly be challenged to investigate his physiologic re-
sponses to medications with the prospect of publishing his “case study.”

Frank’s wife has indicated that she is invested in Frank’s recovery and
remains connected to him. Her willingness to support his recovery should
be explored. The possibility of a pharmacologic intervention may encour-
age her to remain supportive, given her forgiving nature; that might provide
Frank some motivation for adhering to a medication treatment plan. In most
cases, successful pharmacotherapy of Frank’s disorder would require a life-
long commitment. He would likely need frequent doctor visits at the outset
and continued medical supervision indefinitely.

SUMMARY
Pharmacologic treatment of ASPD is an uncertain undertaking. The core fea-
tures of sociopathy are not productive targets for currently available medica-
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tions. Impulsive aggression is the most important target for medical treatment
in ASPD. Lithium salts, various anticonvulsants, some beta-blockers, anti-
psychotics, serotonergic antidepressants, anti-androgen agents, and in some
cases even stimulants may benefit impulsive aggression. These agents should
be prescribed and monitored by a thoroughly-trained psychopharmacologist.
An appropriate medical evaluation should be performed to rule out health
problems that can cause or exacerbate impulsive aggression, or complicate
its treatment.
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CHAPTER 11

Antisocial Personality Disorder

Summary and Conclusions

Frederick Rotgers

In this final chapter we will attempt to summarize and synthesize the lessons
put forward by the authors of our chapters. The case of Frank has been ana-
lyzed from eight different perspectives, with each author or authors taking a
unique perspective on how to best approach helping Frank become a more
productive and satisfied person. Despite the variability in the perspectives,
there are a number of common themes that seem to run throughout the
chapters. An overarching conclusion from these chapters is that recent think-
ing and technical advances in treatment generally seem to have reduced the
strength of the discouragement that therapists have historically felt in work-
ing with patients like Frank. Thus, these chapters present a reason to hope
that, for many patients suffering from Antisocial Personality Disorder (APD),
treatment can and will be successful in helping them to live more adaptive
lives.

Nonetheless, our authors are also far from willing to advance their
approaches as a “cure” for patients with APD, at least not in anything ap-
proaching the relatively short treatments currently in vogue. Only Benveniste
is willing to offer the possibility that Frank may become free of the symp-
toms that led to his diagnosis of APD in the first place, but that only after a
course of treatment that would last 5-10 years. Rather, the overall thrust of
the chapters, even the chapter by Freeman and Rathbun on pharmacological
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approaches, seems to be toward helping Frank manage the more flamboy-
ant and problematic aspects of his behavior, cognitions, and emotions, rather
than dramatically changing them.

To organize our summary we will fall back on the same questions we
asked our chapter authors. After describing and summarizing the various
Treatment Models and Treatment Skills each author considers essential to
working with patients like Frank, we will attempt to delineate the similarities
and differences among the approaches presented through an examination of
the answers to the 15 basic questions the authors addressed. We then offer
our own summary and synthesis of these ideas.

The one exception to this approach will be with respect to Freeman and
Rathbun’s chapter on pharmacological approaches. This chapter, by virtue of
the very different scientific and conceptual foundations of pharmacotherapy
and psychotherapy, doesn't fit well into the type of analysis we will apply
to the other chapters. Rather, we have presented this chapter so the reader
can learn about current thinking in the pharmacological intervention with
patients with APD, and understand more clearly how medications can be
an important adjunct in working with many of these patients. Given these
considerations, we omit Freeman and Rathbun’s chapter from much of the
discussion that follows, except for the answers to the clinical question re-
garding medication that all chapter authors addressed.

Before we begin, it is important for us to clarify that what follows is our
particular view of the chapters. As with any other endeavor, we bring our
own training, background, and experiences into the summarizing of these
chapters. As a result, we may give short shrift to some aspects of the authors’
views, while emphasizing others that, while less important to the authors,
seem more so to us. If we misrepresent a particular view in any way, we apol-
ogize in advance. We also invite the reader to develop his/her own summary
and synthesis of the material presented here, realizing that it may very well
differ from ours.

I. Treatment Models.

The treatment models discussed fall along a range from unabashedly psy-
chodynamic to eclectic to unabashedly behavioral, with one approach based
in Rogerian concepts. However, only Maniacci, Freeman and Eig, McCann
and colleagues, and Ginsburg and colleagues adhere to more or less “pure”
models in which the concepts used are largely the result of the work of a
single school of therapy.

Benveniste and Maniacci fall toward the psychodynamic end of the range
of models. Benveniste focuses almost exclusively on psychodynamic factors,
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using an approach largely derived from object relations theory but also in-
corporating ideas from relational psychoanalysis, attachment theory, trauma
theory, and at one point in treatment, more behavioral approaches.

Maniacci operates from an Adlerian perspective that, while clearly
psychodynamic in its emphasis, focuses less on internal factors than does
the more traditional approach of Benveniste. Adlerians view patients in the
context of community and the patient’s maladaptive behaviors as being due,
in part, to psychodynamic factors that prevent adequate integration of per-
sonal strengths into a behavior pattern that meshes with the community in
which the patient lives. The emphasis here is on altering the functions of the
patient’s behaviors, often by harnessing strengths to ends different from the
ones to which the patients uses them upon entering treatment (e.g., shifting
the goal of social perceptiveness from exploitation to establishing a better
connection with others in the patient’s community).

Dorr’s approach, while more technically eclectic than either Benveniste’s
or Maniaccis, relies on the biosocial learning model developed by Theodore
Millon (Millon & Davis, 1996) for its conceptual underpinnings. While
maintaining a psychodynamic focus, Dorr also uses concepts derived from
biological views of APD (e.g., that some aspects of this disorder may be
hereditary or temperament based), as well as incorporating concepts from
learning theory at strategic points in treatment. In a sense Dorr bridges the
psychodynamic and behavioral models.

Walters’s Lifestyle approach is also an eclectic one, incorporating notions
from existential therapy, cognitive-behavioral therapy, and evolutionary biol-
ogy into an approach that aims at changing criminal behavior and crimino-
genic thinking.

The models followed by Freeman and Eig and by McCann and her col-
leagues are decidedly non-psychodynamic, and focus instead on directly in-
fluencing behaviors, albeit through different means. Freeman and Eig address
the patient’s maladaptive cognitive schemas and the maladaptive core beliefs
that make up those schemas using a variety of techniques These include Dys-
functional Thought Records and behavioral experiments aimed at generating
experiences for the patient that challenge core beliefs and thereby alter sche-
mas. Where there are specific skill deficits, these are addressed using more
traditional behavior therapy techniques such as skills training and problem-
solving training.

McCann and colleagues base their model in Dialectical Behavior Therapy
developed by Linehan (1993). This model has strong connections to radical
behaviorism, but also makes use of concepts from Buddhism and dialecti-
cal philosophy. In its practice, however, DBT as expounded by McCann and
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colleagues is more closely linked to behavioral analysis. Making extensive use
of behavioral chain analysis, McCann and colleagues address the principal
target behaviors in treatment through using these analyses to not only iden-
tify the components of the patient’s problems, but also to identify interven-
tion points and potential alternate responses to problematic situations.

Finally, one chapter, that by Ginsburg and colleagues, derives its theo-
retical focus from Rogerian therapy as incorporated into the Motivational In-
terviewing (MI) approach initially developed by Miller & Rollnick (2002) to
work with substance abusers. MI relies almost exclusively on the therapeu-
tic relationship developed between the client and therapist to reduce client
ambivalence about change and enhance motivation to change behaviors that
are selected by the client. Unlike the other approaches in this volume, MI
does not take any specific position about the causes or methods of changing
the behaviors that a client might select, but rather focuses on the power of
an empathetic yet directive and reflective therapeutic relationship to reduce
resistance and promote client-directed change.

These models represent pretty much the entire spectrum of types of psy-
chotherapy as practiced in the early 21st century.

II. Essential Clinical Skills

The clinical skills that our authors point to as essential are surprisingly
consistent across approaches. Essential skills cited in one fashion or another
by all authors included ability to establish a working therapeutic relationship
in which both empathy and objective feedback about the patient’s behaviors
was possible. Other essential clinical skills mentioned included flexibility, an
ability to remain neutral and nonjudgmental in the face of patient provoca-
tiveness, skill in implementing the particular model adopted, and an ability
to recognize and respond to countertransference that might arise.

McCann and colleagues focus most extensively on this last skill, advising
the therapist working with patients with APD to engage in regular consulta-
tion with other similarly trained therapists to explore and recognize signs of
potential therapist burn-out.

What is clear in these chapters is that virtually all of our authors view
the establishment of a working therapeutic relationship and alliance with
Frank as being at the core of successful treatment, regardless of the techni-
cal content of that treatment. The skills mentioned most often in this regard
were an ability to both empathize and remain objective in response to Frank’s
behaviors and history. Given the provocativeness that many of our authors
noted in Frank, it would seem that this aspect of treatment may be among
the most challenging for therapists working with patients with APD.
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I11. Specific Questions

1.Therapeutic Goals.

In one form or another the most common therapeutic goal reported by
our authors was the reduction of Frank’s aggressive and destructive behavior.
One set of authors (McCann et al.) saw this as a crucial task in conducting
successful treatment with Frank, both from the standpoint of his outcomes
and from the standpoint of therapist reactions to his potentially aggressive
and threatening behavior.

A second common goal cited was that of teaching Frank more effective
skills, including interpersonal problem-solving and social skills. Enhancing
Frank’s ability to relate appropriately to others was a therapeutic goal of five
of the chapters.

Other goals focused on the establishment of a strong working relation-
ship involving instilling in Frank a sense that therapy was a “safe” place where
he could speak his mind without fear of sanction. In fact, for two of the ap-
proaches (Benveniste’s psychodynamic approach and MI) the establishment
of a working relationship was the primary goal cited.

The issue of who selects the goals seemed to divide our authors. Several
chapters suggested specific goals that were largely determined by the therapist’s
assessment of Frank’s problems, strengths, and weaknesses. Other authors
specifically indicated that goals should be selected by Frank so as to be more
relevant to, and motivating to, him. This stance toward goal setting appears to
be in the interest of keeping Frank actively engaged in the therapeutic process
through helping him develop a sense of personal ownership of the change
process. This may be particularly important in coerced clients, such as Frank,
where much resistance in treatment revolves around being “told” what to do!

2. Assessment/Further Information.

Not surprisingly, answers to the question regarding further information
desired and assessments that might be done were quite variable. The authors
of three of our chapters wanted some form of risk assessment, usually ob-
tained through administration of the Psychopathy Checklist-Revised (Hare,
2003).

Nearly all of our authors wanted some form of personality and/or be-
havioral assessment, but the methods to be used in this assessment varied
depending on whether the author’s perspective was more psychodynamic or
more behavioral. More psychodynamic authors wanted personality testing,
most frequently the Rorschach, while more behaviorally oriented authors
wanted specific behavioral analyses, sometimes obtained through use of
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theory-specific questionnaire measures such as the Young Schema Concep-
tualization Form (Young, 2002) or other theory-specific measures, such as
Walters’s Lifestyle Assessment of Criminal Thinking.

Surprisingly, only two authors wanted to interview collaterals, particu-
larly Frank’s wife and brother.

Other information that our authors cited as being useful were early recol-
lections (Maniacci), evidence of pro-social thoughts and behaviors (Ginsburg
et al.), and the client’s agenda for being in treatment (Freeman & Eig).

3. Conceptualization of Personality, Behavior, Affective State, and
Cognitions.

Answers to this question were among the most diverse we received from
our authors.

Benveniste viewed Frank’s behavior as having been shaped by two criti-
cal traumatic events: his mother’s death and his subsequent ongoing abuse
as a child. According to her conceptualization, these two events were instru-
mental in producing protective behavioral strategies and personality defenses
that focused on self-protection and led to an inability to trust others enough
to connect with them on a very basic level. This, in turn, led to his difficul-
ties in relationships, particularly the lack of empathy for others that allowed
Frank to be exploitive and manipulative.

Maniacci’s formulation focuses on the short- and long-term goals or
functions of Frank’s behavior. Citing Frank’s long-range goals of freedom,
dominance, and control, Maniacci hypothesizes that these led to Frank’s be-
havioral style of intimidation and a focus on pleasure seeking.

Dorr’s conceptualization focuses on Millon’s Polarities notion (Millon &
Davis, 1996), postulating that Frank is weak on Preservation, Accommoda-
tion, and Nurturance, average on Enhancement, and strong on Individuating
and Modifying. This leads to a strategy that focuses on reducing Frank’s em-
phasis on self-gratification by reinforcing a sense of empathy and community.
In the latter goal, Dorr agrees with Maniacci that helping Frank become bet-
ter able to function in a community of others is a major issue to be addressed
in treatment.

Walters views Frank’s behaviors as due to an interaction of his environ-
ment, which reinforces specific maladaptive behaviors, and temperament.
This interaction leads to maladaptive cognitions, emotions, and behaviors
that facilitate Frank’s criminal lifestyle. Changing these cognitions, emotions,
and behaviors is the focus of treatment within the Lifestyle model.

Freeman and Eig conceptualize Frank’ difficulties within the framework
of cognitive behavior therapy. The focus here is on identifying problems and
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the psychological deficits that underlie them. Specifically, Freeman and Eig
cite problems of poor self-control, thrill seeking, superficial and exploitive
relationships, irresponsible behavior, authority problems, and Frank’s ten-
dency to blame others for his problems. These problems and deficits are all
believed to stem from maladaptive cognitive schemas that influence how
Frank perceives and relates to his work. These schemas are made up of core
beliefs about the self, the world, and the future that need to be identified and
modified in treatment.

McCann and colleagues are reluctant to speculate on a case conceptual-
ization with extensive behavioral analyses that would identify both behaviors
and the environmental contingencies that support them in a manner specific
to Frank. Nonetheless, McCann and colleagues view Frank’s central problem
as aggression that is developed and maintained by a combination of biologi-
cal predisposition and environmental contingencies supporting aggressive
behavior. Also important in understanding Frank is an examination of his
difficulties in emotional regulation, which is also the result of an interaction
between biological factors (e.g., a tendency to be quickly aroused) and en-
vironmental contingencies that selectively reinforce behaviors arising from
those biological factors.

Of the approaches represented, only the MI approach of Ginsburg and
colleagues does not rely on a case conceptualization to understand Frank and
guide his treatment. Rather, MI focuses on understanding the client in the
context of the therapeutic relationship and in developing the patients own
view of his behavior and what should be the targets of change efforts, if any.

4. Potential Pitfalls.

The pitfalls identified by our authors fall into three broad types: thera-
pist countertransference in response to what McCann and colleagues call
“therapy-interfering behaviors,” the resistance of patients with APD to change
generally, and difficulties forming a strong working therapeutic relationship
with Frank due to the first two factors. Several authors suggested caution
with respect to the difficulty of the therapist maintaining a sense of objectiv-
ity and moral neutrality with respect to Frank’s more florid behaviors, as well
as a caution against being drawn into Frank’s schemes as a result of his skill-
ful manipulation of the therapist's empathy.

Also mentioned were therapeutic nihilism and the potential for a thera-
pist to become discouraged by a lack of progress in Frank. This was linked by
Benveniste with a caution against underestimating how difficult and complex
a case Frank is, particularly with respect to the possibility that he is more
psychopathic than he might appear.
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Interestingly, only one set of authors, Ginsburg and colleagues, placed
the focus of pitfalls and difficulties squarely on the therapist. Focusing on the
implementation and spirit of MI, they cite such errors as engaging in a variety
of traps that interfere with the therapeutic relationship (e.g., the therapist
taking an “expert” stance toward Frank, or attempting to prematurely focus
him on behavior change) as being major pitfalls to avoid. The ability to avoid
these traps depends, they assert, to a large degree on how well-trained and
experienced the therapist is.

5. Ultimate Level of Coping and Prognosis for Change.

Responses to this question reflected an extension of the traditional
caution about hoping for too much change from patients with APD. Only
Benveniste offered the possibility that Frank might change sufficiently so as
to no longer meet diagnostic criteria for APD. This change would happen
only if therapy was completed, and this would be likely to take 5-10 years,
an unlikely prospect given the current emphasis on briefer treatments both
by therapists and by third-party payers!

The rest of our authors had much more limited hopes for Frank. Com-
pleting his probation, reducing his tendencies toward impulsive and aggres-
sive responses to problems, learning to adapt by focusing on the potential
benefits of pro-social problem-solving, and a change in maladaptive schemas
that lead to his problems, were all cited as possible changes. Largely absent
was a prognosis of complete remission from APD.

One author, Maniacci, declined on theoretical grounds to speculate on
prognosis at all, while the authors of the MI chapter focused their answer to
this question on increased openness to exploring and committing to behavior
changes selected by Frank himself.

6. Duration of Therapy.

Here the range of answers was quite large, ranging from 5-10 years of
once or twice weekly individual sessions (Benveniste), to five hour-long indi-
vidual sessions over the course of 5 weeks (Ginsburg et al.). Most responses
clustered in a range of 12-24 months of weekly individual sessions, some-
times coupled with weekly group sessions. Only one author was unwilling
to specify a possible duration of therapy (Dorr), largely due to the uncertain
prognosis for change in patients with APD.

7. Specific/Special Techniques.
Here, again, the range of responses was large, with some form of con-
frontation being the most common technique cited. Confrontation was de-
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fined by all authors who suggested it as taking more the form of the therapist
providing objective, non-judgmental feedback about Frank’s behavior rather
than the prescriptive, often aggressive, confrontation frequently associated
with traditional substance-abuse treatments. All of our authors who suggested
confrontation also indicated that it should be coupled with support and that
it needed to occur only when the therapeutic alliance was reasonably well
established. Dorr suggested that confrontation take the form of pointing out
to Frank the harm his own behavior was causing him, thus capitalizing to a
degree on his self-focused worldview.

Other techniques offered focused on intervening in and interrupting
Frank’ violent and aggressive behavior. Benveniste would do this by model-
ing appropriate behavior in session and reinforcing Frank for instances of less
aggressive and self-aggrandizing behavior.

A number of authors focused on cognitive restructuring aimed at reduc-
ing criminogenic thought patterns and increasing Frank’ ability to engage in
effective problem-solving through skills training.

For Freeman and Eig, structuring sessions was a key technique. This
would be done by use of agenda setting. They also suggest using behavioral
experiments designed to assist Frank in questioning the validity of his core
beliefs, thereby beginning the process of changing maladaptive schemas.

Ginsburg and colleagues focus on four specific techniques that are at
the heart of MI: asking open-ended questions, affirming the client, reflective
listening, and using summaries to help focus the client on his/her ambiva-
lence. MI theory and research suggests that when these four techniques are
regularly used by therapists, change occurs.

Finally, several of our authors cited some form of self-monitoring outside
of sessions as an important component of Frank’s therapy.

8. Special Cautions and Resistances.

The main cautions and potential resistances cited were Frank’s tendency
toward aggressive and disruptive behavior, and therapist countertransference.
Frank, and other patients with APD, are easy to dislike, and their behaviors
often evoke strong negative reactions in therapists. These reactions can get
in the way of the formation of a strong therapeutic alliance, reduce therapist
commitment to working with Frank, and, at their worst, lead to termina-
tion of treatment altogether either through Frank committing some violation
of his probation and being incarcerated as a result, or through the therapist
ending treatment due to lack of progress.

The upshot of this set of cautions and resistances was presented as the
need to set clear and well-specified limits and establish clear personal and
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therapeutic boundaries with Frank. Failure to do so would likely lead, in the
view of several authors, to behaviors that would produce negative counter-
transference or burnout in the therapist, and thus jeopardize treatment.

Only one set of authors, Ginsburg and colleagues, suggested no special
cautions. In fact, within the framework of MI, resistance and possibly disrup-
tive behaviors (stemming from ambivalence about change) are expected and
viewed as a natural part of the change process.

9. Areas to Avoid.

There was surprising agreement among our authors in their response to
this question. With the exception of avoiding exploration of past develop-
mental issues and problems (Dorr), and avoiding prescription of a 12-step
based approach to address Frank’s drinking, everything about Frank’s behav-
ior, thinking, and feelings was considered grist for the therapeutic mill.

This said, Benveniste indicated that, while no topics were excluded
from consideration a priori, the decision of whether or not to address specific
topics is to some degree dependent on the phase of treatment. Thus, issues
related to long-term personality changes should, according to Benveniste, be
avoided in the early phase of therapy as being too threatening for Frank to
address adequately.

10. Medication.

Here there was also surprising unanimity among our authors, with the
caveat that even if medication would possibly be helpful as an adjunct to the
work being done in psychotherapy, Frank might be very resistant to using
medication at all.

Most frequently suggested medications were one or another of the SSRI
antidepressants, mood stabilizers, and medications aimed specifically at Frank’s
drinking (either disulfiram or naltrexone). McCann and colleagues also sug-
gested that the use of an atypical antipsychotic could be potentially beneficial,
especially in containing Frank’ tendency toward impulsive aggression.

These recommendations from our psychotherapy chapter authors are
consistent with the more detailed account of the role of medication provided
in the chapter by Freeman and Rathbun.

11. Patient Strengths.

While all of our authors saw strengths in Frank, a majority also cautioned
that in patients with APD, some of these strengths could be a double-edged
sword—used both in the service of positive changes as well as to thwart ef-
fective treatment.
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Specifically, Frank was viewed by all as intelligent and by many as quite
socially skilled and interpersonally perceptive. Whether these strengths were
used positively or not would depend both on Frank’s readiness to change,
and on the therapist’s skill in redirecting Frank’s thinking and behavior in a
more pro-social direction.

In addition to his intelligence and interpersonal skills, Frank was also
perceived to be a leader, to have good survival skills, and to have a certain
tenacity to his approach to problems that, if harnessed in the service of posi-
tive changes, could be very helpful to Frank in the long run.

Finally, the fact that Frank is relatively free of Axis-I pathology, with the
exception of problems with alcohol, was seen by one author (Walters) as a
strength that would simplify the process of therapy.

12. Limits and Boundaries.

The setting of clear boundaries and limits was considered by most of our
authors to be a key to working effectively with Frank. Most often these limits
and boundaries were aimed at protecting the therapist from negative reac-
tions to Frank, from his exploitiveness and manipulativeness, and thereby
enhancing the likelihood that negative countertransterence would be avoided
or minimized.

Clearly stating the ground rules of therapy, and both reinforcing them
when Frank follows them and pointing out when he does not, were seen as
very important in working with Frank.

McCann and colleagues focus almost exclusively on the therapist in their
answer to this question, stating that attempting to establish boundaries with
respect to Frank’s behavior implies that he has no limits and requires exter-
nal control. Rather, McCann and colleagues focus on the importance of the
therapist identifying and communicating his/her own limits and boundaries
clearly to the patient, and taking prompt action when those limits or bound-
aries have been breached.

For Ginsburg and colleagues, limits and boundaries are maintained
through therapist adherence to the principles of MI. They believe it is impor-
tant that the therapist be sensitive to areas that Frank does not want to bring
up in sessions. When Frank has engaged in aggressive or manipulative be-
havior toward the therapist, these are dealt with through reflective listening
and through a matter of fact and direct pointing out that limits and boundar-
ies have been breached.

In addition to these suggestions, Dorr also suggests limiting unproduc-
tive storytelling in the session by refocusing the patient back onto the change
issues at hand.
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13. Involvement of Significant Others and Use of Homework.

All of our authors except Ginsburg and colleagues indicated that involv-
ing significant others (SOs), particularly some combination of Frank’s wife,
probation officer, and brother, and using homework would be useful with
Frank. For Ginsburg and colleagues the use of homework and involvement
of SOs is simply not a part of MI.

Other authors suggested a variety of types of homework assignments that
might be helpful with Frank. Most common was written self-monitoring in
the form of specifically designed formats such as the Daily Thought Record or
Behavioral Chain Analyses, or simply journaling of Frank’s thoughts and feel-
ings. A particular focus of such homework was Frank’s antisocial thinking.

Both Maniacci and Freeman and Eig suggest using homework that re-
volves around practicing problem solutions and behaviors generated in ses-
sions in the outside world, and then reporting back the next session about
the outcome of the new behavioral strategies.

14. Termination Issues/ Relapse Prevention.

All of our authors suggest that some form of relapse prevention plan be
put in place at the end of Frank’s treatment. Even our more psychodynami-
cally oriented authors adopted a cognitive behavioral approach to relapse
prevention planning. Developing specific “if A occurs, then I will do B” plans
is seen as important by all of our authors.

One of our authors (Walters) suggested, in addition to a relapse preven-
tion plan, scheduling several booster sessions to follow up on and reinforce
new behaviors and problem-solving strategies learned in treatment.

A focus on relapse prevention in the context of “what’s in it for Frank”
was also considered important.

For the majority of our authors, the relapse prevention plan represented
the basic task of termination. However, for Benveniste, termination was a
much more complicated issue. Within her psychodynamic perspective, how
the end of therapy would be handled depends on what led to its end. Termi-
nation due to problematic behaviors (e.g., a criminal act leading to re-arrest
and/or incarceration) would be handled somewhat differently than termina-
tion arising as a result of a successful completion of the tasks of treatment.
The latter would involve a review of the therapeutic journey and a reinforc-
ing of the changes Frank had made, as well as generation of a relapse pre-
vention plan. For non-successful endings, the therapist would send Frank a
letter detailing her view of the difficulties he had experienced in therapy and
any progress he had made with an invitation to revisit the therapy process at
some point in the future.
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15. Mechanisms of Change.

Our authors’ answers to this question were again quite diverse.

For Benveniste and for Ginsburg and colleagues, the primary mecha-
nism of change is the therapeutic relationship. For Benveniste, the specific
aspects of the therapeutic relationship that effect change are the safety of the
holding environment, work on ego functioning, teaching verbalization with
appropriate affect, and therapist empathy.

For Ginsburg and colleagues the relationship forms the context in which
the patient can enhance self-efficacy or hope that change is possible, repeat-
edly hear himself articulating the reasons for and against change, and hear
his own arguments for change in the form of change talk.

For Dorr, the common factors present in all therapy: empathy, respect,
and a sound therapeutic relationship in the context of expectancy for change,
also operate in Frank’s treatment. He also emphasizes the utility of Millon’s
model in understanding the patient and directing therapeutic interventions.

For Maniacci, change represents a realignment of Frank’s priorities and
the purposes of his behavior, rather than a reinvention or restructuring of
his personality. This realignment occurs as a result of helping Frank recog-
nize that many of his maladaptive behaviors can be used to further more
positive ends.

For Walters, the mechanism of change is life itself. Change is viewed as a
natural part of life, albeit one that patients frequently find anxiety-provoking.
Anxiety-provoking though it is, change is impossible to avoid, according to
Walters, and successful therapy involves helping clients recognize change as
beneficial rather than frightening.

For the more behaviorally oriented of our authors, the primary mecha-
nism of change is the learning of new, more adaptive thoughts and behaviors.
For Freeman and Eig, the focus is more on changing thoughts, with those
changing leading to changes in behavior, while for McCann and colleagues
the primary mechanism is learning new skills, as well as reshaping environ-
mental contingencies to reinforce their use, although restructuring of mal-
adaptive cognitions also plays a role.

IV. Conclusion.

It seems clear that, despite significant theoretical differences in the ratio-
nale for their use, a number of common approaches emerge that cut across
our authors’ approaches to working with patients like Frank. First is the cru-
cial importance of establishing a working therapeutic alliance based on em-
pathy, respect for Frank as a person, and an ability on the part of the therapist
to give Frank objective, non-judgmental feedback about his behavior.
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All of our authors also place great emphasis on helping Frank learn new
ways of thinking and behaving that bring him closer to others, rather than
increasing the gulf between Frank and the rest of the world. Thus, there is an
emphasis on helping Frank begin to see himself as a member of a larger com-
munity of others whose feelings are also important, and with whom he can
choose to relate either in a productive, collaborative way or as an adversary.

Skills training, especially with respect to relapse prevention, forms a part
of all of our authors’ models, with the sole exception the more limited (at
least in terms of immediate therapeutic goals) MIL.

Finally, our authors largely agree on the importance of structure, limits,
and boundaries as critical to successful therapy with Frank.

These views largely converge with research on the treatment of criminal
offenders, a group that has a large percentage of members who qualify for
a diagnosis of APD. This research (Ross & Gendreau, 1980) suggests that
treatments that are highly structured, with clear boundaries and limits, deliv-
ered in a respectful and empathetic but firm manner, and which incorporate
behavioral skills and problem-solving training, have the best record of suc-
cessful outcomes. What is now needed, in our view, is research examining
the importance of these central variables in working with both criminal and
non-criminal patients with APD. It is our hope that this book will provide an
impetus for researchers to begin exploring this issue more widely. We also
hope that this book will help in dispelling the notion that persons with APD
are “untreatable,” and encourage more psychotherapists to consider includ-
ing these individuals in their practices.
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