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O R I G IN AL A R T IC L E

Cognitive behaviour therapy for violent men
with antisocial personality disorder in the
community: an exploratory randomized
controlled trial
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Background. Little information exists on treatment eﬀectiveness in antisocial personality disorder (ASPD). We
investigated the feasibility and eﬀectiveness of carrying out a randomized controlled trial of cognitive behaviour
therapy (CBT) in men with ASPD who were aggressive.
Method. This was an exploratory two-centre, randomized controlled trial in a community setting. Fifty-two adult
men with a diagnosis of ASPD, with acts of aggression in the 6 months prior to the study, were randomized to either
treatment as usual (TAU) plus CBT, or usual treatment alone. Change over 12 months of follow-up was assessed in
the occurrence of any act of aggression and also in terms of alcohol misuse, mental state, beliefs and social
functioning.
Results. The follow-up rate was 79 %. At 12 months, both groups reported a decrease in the occurrence of any acts of
verbal or physical aggression. Trends in the data, in favour of CBT, were noted for problematic drinking, social
functioning and beliefs about others.
Conclusions. CBT did not improve outcomes more than usual treatment for men with ASPD who are aggressive and
living in the community in this exploratory study. However, the data suggest that a larger study is required to fully
assess the eﬀectiveness of CBT in reducing aggression, alcohol misuse and improving social functioning and view of
others. It is feasible to carry out a rigorous randomized controlled trial in this group.
Received 22 February 2008 ; Revised 12 June 2008 ; Accepted 20 June 2008 ; First published online 30 July 2008
Key words : Antisocial, CBT, personality disorder, trial.

Introduction
Personality disorder is the most prevalent mental disorder among people convicted of homicide in England
and Wales (Shaw et al. 1999b). Antisocial personality
disorder (ASPD) is the form of personality disorder
most frequently associated with violence. Despite a
community prevalence of only 10/1000 men and approximately 2/1000 women (Coid et al. 2006a), it has
been estimated that a quarter of all violent incidents in
Britain are committed by people with ASPD (Coid
et al. 2006b). Violent and other criminal oﬀences
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committed by people with ASPD lead to high rates of
contact with criminal justice services ; over half of all
male prisoners in Europe and North America have
ASPD (Moran, 1999). Costs associated with crime, together with social work and health costs, mean that the
ﬁnancial burden associated with antisocial behaviour
is considerable (Scott et al. 2001). Despite this, there
have been few attempts to develop and evaluate interventions to treat ASPD.
Psychological treatments have been shown to lead
to behavioural change among people with other types
of personality disorder (Duggan et al. 2007). Two randomized controlled trials in drug-abusing patients
with ASPD have found no superior eﬀect for more,
compared with less, intensive interventions in drug
abusers in the community (Brooner et al. 1998) and,
in cocaine-dependent in-patients, those with ASPD
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were more likely to abstain from cocaine use during
treatment than patients without ASPD (Messina et al.
2003). Experimental studies of community-based
treatments for people with ASPD who are aggressive
have not been conducted and debate continues about
the role of health services in the management of people with ASPD (Eastman, 1999). Cognitive behaviour
therapy (CBT) has shown promise in the treatment
of other forms of personality disorder (Davidson
et al. 2006 ; Emmelkamp et al. 2006), but its eﬀects
among people with ASPD who are aggressive are unknown.
We therefore undertook an exploratory randomized
trial of CBT for men with ASPD living in the community to see if it would be possible to manage and
retain people in treatment and if the intervention
might be associated with health improvements and
reductions in aggression.

Method
Trial design
This was an exploratory randomized controlled trial
with single blind assessments, carried out in two cities
in the UK, Glasgow and London. Inclusion criteria
were : males aged between 18 and 65 years ; met criteria for ASPD using the Structured Clinical Interview
for DSM-IV Axis II Personality Disorders (SCID-II ;
First et al. 1996), living in the community ; positive
endorsement of any item on the MacArthur Community Violence Screening Instrument (MCVSI ;
Steadman et al. 1998, 2000), interview in the 6 months
prior to baseline ; and able to provide written informed
consent. Exclusion criteria were : currently receiving
in-patient psychiatric treatment ; currently receiving
a systematic psychological therapy ; insuﬃcient
knowledge of English to enable participants to be
adequately assessed and ability to understand the
treatment approach ; and diagnosis of psychosis
(schizophrenia or bipolar-aﬀective disorder). We did
not exclude ASPD participants who were abusing
alcohol or drugs as this is likely to be common in this
group of participants (Compton et al. 2005). The study
was approved by the NHS Greater Glasgow Primary
Care Trust (Community and Mental Health) Research
Ethics Committee, St Mary’s Research Ethics Committee and Ealing and WLMHT Local Research Ethics
Committee.

forensic psychology and psychiatry services. After
agreement to be contacted, a research assistant invited
participants to take part in an interview to conﬁrm the
diagnosis of ASPD and inclusion criteria. Those participants who met the inclusion criteria and who agreed
to give written informed consent to take part in the
study then completed baseline assessments and were
randomly allocated to either one of two active treatment groups : treatment as usual (TAU) or cognitive
behaviour therapy (CBT) (for either 6 or 12 months).
Randomization was also stratiﬁed by centre (Glasgow
and London). The randomization schedules were
generated by the study data centre, the Robertson
Centre for Biostatistics, Glasgow University, and kept
securely and conﬁdentially by the trial coordinator
at the study coordinating centre in Glasgow. The randomization schedule was constructed using the
method of randomized permuted blocks of size 4.
Randomization was conducted using a web-based
system. The trial coordinator informed the referring
agent of the result of randomization immediately and
in writing, and then contacted the CBT therapists in
each area with the participants’ details so that CBT
could be initiated.
Interventions
CBT
CBT is a structured, time-limited, psychosocial intervention developed to treat those with borderline and
antisocial personality disorder within UK NHS outpatient settings (Davidson, 2007). Participants are encouraged to engage in treatment through a cognitive
formulation of their problems. Therapy focuses on
beliefs about self and others and behaviours that impair social and adaptive functioning. To determine the
optimal components of therapy and the eﬀect of the
number of sessions on outcome, participants randomized to CBT received either 15 sessions of CBT
over 6 months or 30 sessions of CBT over 12 months,
each session lasting up to 1 hour.
TAU
We had no prior knowledge of what constituted usual
treatment in the two locations and therefore we documented treatment received after each participant exited the trial. All participants received whatever
treatment they would have received if the trial had not
been in place.

Recruitment and randomization
Participants were identiﬁed by clinicians from new
and existing patients referred to the National Health
Service (NHS) from community mental health teams,

Delivery of CBT
Seven therapists provided CBT in the trial. Their professional backgrounds were psychiatry (n=2), clinical
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psychology (n=2), counselling psychology (n=1),
CBT therapist (n=1) and registered mental health
nurse (n=1). One had 6 months’ experience of CBT
and the remainder had between 2 and 7 years’ CBT
experience. All had previous experience of managing
individuals with personality disorder. All therapists
received 3 days of initial training to socialize them to
the speciﬁcs of the treatment model and then received
a further training day during the trial. All therapists
received ongoing case supervision in their centre
throughout the trial on a weekly basis. Providing the
participant consented, therapists were required to record a sample of CBT sessions from each participant.
Therapist adherence to the model and competence in
delivering the therapy were assessed among a random
sample (30 % of total) of audio-recordings using the
Cognitive Therapy Rating Scale (CTRS ; Young & Beck,
1980). Shaw et al. (1999 a) used a cut-oﬀ score of 39 on
the CTRS, below which therapists would not be considered as being competent enough to deliver CBT in a
trial of CBT of depression. The mean therapists’ score
on the CTRS was 58, which is well within the ‘ competent ’ range.
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Blinding
The research assistants on each site carried out all assessments at 3-monthly intervals until the participant
exited the trial (after 12 months) and were blind to
treatment group allocation.
Economic evaluation
The primary objective of the economic evaluation was
to estimate the cost of use of health and social care, and
criminal justice services, from randomization to end of
follow-up. This included the cost of psychiatric, accident and emergency, primary care, and social services
using medical records and the Client Service Receipt
Inventory (CSRI ; Knapp & Beecham, 1990). Data on
service utilization during the trial were collected directly from case-notes at the end of the study. To
maintain blindness, questions relating to community
health service use were omitted from the CSRI at follow-up. Unit costs were mainly taken from Unit Costs
of Health and Social Care 2007 (Personal Social Services
Research Unit, 2007).
Schedule of assessments

Baseline and outcome measures
Aggression and oﬀending behaviour were assessed by
the MCVSI (Steadman et al. 1998, 2000). We also asked
about four other behaviours (shouting angrily at
others, threatening harm to others, causing damage to
property, and self-harm). A structured interview for
oﬀending behaviour, adapted from the self-report
oﬀending questionnaire from the Cambridge study by
David Farrington (2006), was used at baseline only to
record oﬀending activity in the 6 months prior to entry
into the study. We used the Drug Abuse Screening
Test (DAST ; Skinner, 1982) (at baseline only) and the
Alcohol Use Disorders Identiﬁcation Test (AUDIT ;
Saunders et al. 1993) to identify alcohol and drug
abuse. Levels of anxiety and depression were assessed
using the Hospital Anxiety and Depression Rating
Scale (HADS ; Zigmond & Snaith, 1983) and anger
was assessed using the Novaco Anger Scale and
Provocation Inventory (NAS-PI ; Novaco, 2003).
Changes in social functioning were measured by the
Social Functioning Questionnaire (SFQ ; Tyrer et al.
2005) and changes in beliefs thought to be related to
negative and positive evaluations of self and others
was measured by the Brief Core Schema Scales (BCSS ;
Fowler et al. 2006). Literacy level was assessed at entry
to the trial using the Test of Word Reading Eﬃcacy
(TOWRE ; Torgesen et al. 1999). This gives a measure of
an individual’s ability to pronounce printed words
accurately and ﬂuently and is used to assess reading
ability.

The intention was to assess all participants at months
3, 6, 9 and 12 whether they completed treatment or
not, providing consent was not withdrawn.
Impact on participants, signiﬁcant others and
referrers
To assess the acceptability and impact of being involved in a randomized controlled trial on participants, and their signiﬁcant others, we used a
semi-structured interview and questions rated on a
Likert scale (1=not at all to 7=very much). We asked
referrers to rate the beneﬁt to the patient from being
involved in the trial. We also noted any comments.
Statistical methods
All the analyses were performed on the TAU and CBT
groups. Descriptive statistics for continuous variables
are presented as number of observations (n), mean and
standard deviation (S.D.). For categorical variables,
counts and percentages are used.
Follow-up analyses for diﬀerent questionnaires
were based on data for baseline and the last visit a
participant attended with non-missing data. The last
visit might be any visit at time-points 3 to 12. Means
and standard deviations for baseline, last visit and
change from baseline to last visit are given for each
treatment group. Finally, the treatment diﬀerence
and estimate 95 % conﬁdence intervals (CIs) were
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Excluded

Enrolment
phase

Met criteria and assessed
(n = 77)

Allocation
phase

Randomized
(n = 52)

Did not meet criteria (total) (n = 25)
No ASPD (n = 10)
Co-morbid psychotic illness (n = 6)
Drug/alcohol dependent (n = 3)
Receiving systematic psychotherapy (n = 1)
Refused randomization (n = 5)
Lost contact before randomization (n = 0)
Awaiting randomization (n = 0)

CBT
(n = 25)

TAU
(n = 27)

CBT + TAU

TAU

n = 19
n=6

n = 18
n = 9a

a

Adverse event (n = 1)
Prison (n = 1)

n = 16
n=9

n = 17
n = 10a

a

Adverse event (n = 1)
Prison (n = 1)

9 months
Attended
Unable to follow-up

n = 12
n = 13

n = 17
n = 10a

a

12 months
Attended
Unable to follow-up

n = 20
n = 5b

n = 21
n = 6a

a

Follow-up
visits
3 months
Attended
Unable to follow up
6 months
Attended
Unable to follow-up

Adverse event (n = 1)
Prison (n = 1)

Adverse event (n = 1)
Prison (n = 1)
Withdrawn consent but not
withdrawn consent to data and
health records being accessed
(n = 1)
b

Fig. 1. Flow of patients through the trial : Glasgow and London.

estimated from an analysis of covariance of the changes
from baseline adjusted for baseline levels.
Verbal aggression (a response of yes in either Q1 or
Q2 of the MCVSI questionnaire is taken as a positive
result) and physical aggression (a response of yes in at
least one question from questions 3–10 in the MCVSI
questionnaire is taken as a positive result) are summarized at baseline and last follow-up using counts
and percentages and are analysed formally using a
logistic regression analysis estimating the odds ratio
(OR) and associated 95 % CI between TAU and CBT
groups or subgroups at last follow-up with adjustment
for baseline value.
For simplicity, the results section reports baseline
information for both groups and the sample as a
whole. The comparison between groups (CBT versus
TAU) is restricted to the CBT group as a whole
(combining those who received 6 and 12 months of
CBT compared with those with TAU). Where there is

an indication of diﬀerences between those randomized
to 6 or 12 months of CBT, this is reported separately in
the tables and text.
All analyses were conducted using an intentionto-treat principle.
Results
Seventy-seven participants were referred to the trial
(see Fig. 1). Twenty-ﬁve did not meet entry criteria,
ﬁve of whom refused randomization. The 52 (68 %)
who met eligibility criteria consented to participate in
the study. Of these, 25 were randomized to CBT and
27 to TAU. Twenty-ﬁve participants were randomized
from London and 27 from Glasgow. Follow-up rates
for the study group as a whole were : 3 months (71 %),
6 months (63 %), 9 months (56 %) and 12 months (79 %).
We were unable to follow up two men : one was sentenced to prison immediately after randomization for

Randomized trial of CBT for antisocial personality disorder
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Table 1. Baseline characteristics. Data shown are mean (S.D.) for continuous variables and number ( %) for categorical variables.
For time in work in the past 5 years there was one missing value in each treatment group
Baseline characteristics

TAU (n=27)

CBT (n=25)

All (n=52)

Continuous variables, mean (S.D.)
Age (years)
Age left school (years)
Days in psychiatric hospital in past 12 months
Age when ﬁrst in contact with mental health
services (years)
Age ﬁrst in trouble with the law (years)
Time in work in past 5 years (months)

36.5 (10.9)
15.3 (1.4)
6.7 (27.2)
18.3 (11.3)

39.3 (9.9)
15.9 (1.5)
2.8 (8.7)
21.48 (13.8)

37.9 (10.4)
15.6 (1.4)
4.9 (20.4)
19.8 (12.5)

13.2 (7.3)
17.2 (24.1)

15.6 (7.8)
15.8 (22.1)

14.3 (7.6)
16.5 (22.9)

Literacy level (TOWRE), n ( %)
Above average
Average
Below average
Poor
Very poor

2 (7.4)
6 (22.2)
12 (44.4)
4 (14.8)
3 (11.1)

1 (4.0)
6 (24.0)
12 (48.0)
4 (16.0)
2 (8.0)

3 (5.8)
12 (23.1)
24 (46.2)
8 (15.4)
5 (9.6)

Categorical variables, n ( %)
Martial status
Single
Married
Divorced
Other

18 (72.0)
2 (8.0)
5 (20.0)
0 (0.0)

10 (50)
5 (25)
2 (10)
3 (15)

28 (62.2)
7 (15.6)
7 (15.6)
3 (6.7)

Education level
1–3 years of college
Completed 5 or 6 years of secondary school
10–11 years of schooling (left at 16 years)
Other

2 (7.4)
3 (11.1)
11 (40.7)
11 (40.7)

1 (4.0)
4 (16.0)
11 (44.0)
9 (36.0)

3 (5.8)
7 (13.5)
22 (42.3)
20 (38.5)

Special educational needs at school
Ethnic – White
Living alone
Unemployed at entry into study
Cambridge (average number of items endorsed)
DAST (average total scoring)

8 (29.6)
18 (66.7)
16 (61.5)
19 (70.4)
7.5 (3.2)
5.7 (4.3)

8 (33.3)
17 (68.0)
10 (38.5)
19 (76.0)
5.8 (3.3)
5.7 (4.6)

16 (31.4)
35 (67.3)
26 (50.0)
38 (73.1)
6.8 (3.3)
5.7 (4.4)

TAU, Treatment as usual ; CBT, cognitive behaviour therapy ; TOWRE, Test of Word Reading Eﬃcacy ; DAST, Drug Abuse
Screening Test.

a crime committed prior to the trial and another could
not be followed up, having made threats to members
of the research team.
Baseline characteristics
Baseline demographic and general clinical characteristics are reported in Table 1, split by randomized
treatment and for the group as a whole. As expected,
the groups were similar in respect to variables at
baseline. The study group is characterized as being
male, having an average age of 38 years and being
predominately white (67 %). The majority were single
(62 %) and only 16 % were married. The average age on
leaving school was 15.6 years, with only three men

going on to a college course. Around 38 % stated that
they had special needs education at school. In the
previous 5 years, the average number of months
worked was 16.5 months. A minority (n=14) were
employed at entry into the study. The group had an
average age of 14.3 years when ﬁrst in trouble with the
law and admitted an average of 6.8 oﬀences at baseline. The groups scored just below the threshold for
problematic drug abuse (Gavin et al. 1989). They were,
on average, aged 19.8 years when ﬁrst in contact with
mental health services. Literacy levels, assessed by the
TOWRE, were predominantly below average or poorer (71 %). Of the 52 men, 51 reported verbal aggression
and 45 admitted to physical aggression towards others
in the 6 months prior to the study.
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Attendance at CBT
Twenty-ﬁve patients were randomized to CBT and 27
to TAU. Those randomized to CBT were randomized
to receive 6 months (n=12) or 12 months of CBT
(n=13). Of the 25 men randomized to CBT, 11 attended more than 10 sessions, six attended between
two and nine sessions, four attended one session and
four did not attended any.
Psychometric measures
Table 2 reports baseline and 12-month outcome data
for both groups. Overall, no diﬀerences were found
between those randomized to CBT or TAU on any of
the measures at the 12-month follow-up. Incidents of
any acts of verbal or physical aggression decreased in
both groups over the 12 months of the study. Numbers
of participants reporting any act of verbal aggression
reduced from 26 (96.30 %) to 17 (80.95 %) in the TAU
group and from 25 (100 %) to 17 (77.27 %) in the CBT
group. In terms of physical aggression, numbers of
participants reporting any act of physical aggression
decreased from 23 (85.10 %) to eight (38.10 %) in the
TAU group and from 22 (88 %) to seven (31.82 %) in the
CBT group.
There was a trend for less harmful drinking (AUDIT
scores) in the CBT group compared to TAU although
no diﬀerence was noted for alcohol consumption between the groups. The latter trend for less harmful
drinking was also conﬁrmed for those who received
CBT for 6 months (p=0.06, data not shown). There
was no diﬀerence between CBT and TAU groups on
scores on anxiety or depression, or in terms of anger or
anger provocation scores at 12 months. No diﬀerences
were noted between the groups at 12 months on
negative or positive beliefs about self or others although there was a trend in support of CBT for more
positive beliefs about others. No diﬀerences between
the groups were noted in terms of social functioning at
12 months although there was a trend for those who
received 6 months of CBT to have improved social
functioning compared to TAU (p=0.08, data not
shown).
Costs of health, social work and criminal justice
service use
Over the 12 months of the study, the total cost of services received, including health care, social work and
criminal justice, was £31097 for TAU and £38004 for
those in the CBT group. On average, the cost per participant for NHS services was £1133 in the TAU group
and £1295 in the CBT group. The cost of CBT over the
year for the 21 participants who attended sessions was
£1300 per participant.

Impact on participants, signiﬁcant others and
referrers
Using semi-structured interviews and questions rated
on a Likert scale (1=not at all to 7=very much), we
assessed the impact of treatment on a number of
patients from a user (n=27 ; 12 CBT, 15 TAU), signiﬁcant other (n=4) and referring agent perspective
(n=30). From the user perspective, those who received CBT rated their satisfaction in taking part in
the study slightly higher than those in TAU (4.0 v. 3.2),
but those in TAU rated the research assistant contact
every 3 months higher (3.8 v. 4.0). Many of those randomized to TAU were being oﬀered no follow-up
from services and some expressed anger and distress
at this. Only four signiﬁcant others were available for
interview ; most patients did not nominate, or have,
a signiﬁcant other. From the perspective of signiﬁcant
others, a mixed picture emerged with regard to change
in the patients’ irresponsibility, mental health and
temper but there was an indication from three out of
four signiﬁcant others that the men appeared to be
more thoughtful and aware. Of the 30 referrers,
only 13 had contact with patients over the year of the
study. Referrers rated beneﬁt to the patient from being
in the study as an average rating of 3 (3.5 CBT,
1.8 TAU).

Discussion
This was an exploratory trial to prepare for a larger,
more deﬁnitive trial as there are no randomized controlled trials of therapy with men with ASPD who are
aggressive in the community. CBT for men with ASPD
who were aggressive had no signiﬁcant eﬀect compared with usual treatment on anxiety, depression,
anger, harmful drinking, negative or positive beliefs
about self or others and social functioning at 12
months of follow-up. Incidents of any acts of verbal
or physical aggression decreased in both groups
over the year of the study. We noted trends, however,
for those who received CBT to report more positive
beliefs about others, and for less harmful alcohol
use compared to TAU. The latter eﬀect on harmful
drinking was also conﬁrmed in the 6-months CBT
group. There was also a trend for those who received
6 months of CBT to have improved social functioning
compared to TAU. An aim of the study was to assess
the feasibility of conducting a trial in this group and
to determine an estimate of eﬃcacy. As an indication
of the potential power of a future study, a trial with
82 subjects in each of two intervention groups
would have 80 % power at 5 % signiﬁcance to detect
a reduction in aggression from 80 % to 60 % at
follow-up.

Table 2. Analyses of outcome scores : summary statistics for baseline and last visit attended data, analyses of changes from baseline within each treatment group and comparisons of changes from
baseline between treatment groups

Measures
AUDIT
AUDIT (total units)
HADS anxiety
HADS depression

PI total
BCSS
Self positive
Self negative
Other positive
Other negative
SFQ total

CBT

Summary statistics

Summary statistics

Baseline (B)
(n) patients
mean (S.D.)

Last value (L)
(n) patients
mean (S.D.)

Diﬀerence
D=BxL
(95 % CI), p

Baseline (B)
(n) patients
mean (S.D.)

Last value (L)
(n) patients
mean (S.D.)

Diﬀerence
D=BxL
(95 % CI), p

Comparison of
diﬀerences
(95 % CI)

(27)
11.1 (5.9)
(26)
15.7 (12.4)
(26)
13.6 (3.5)
(26)
10.1 (4.4)

(20)
11.0 (9.4)
(20)
10.7 (14.7)
(21)
12.9 (5.2)
(21)
11.0 (5.2)

0.3 (x3.1 to 3.7), 0.85

(25)
8.2 (6.8)
(24)
8.4 (9.1)
(24)
15.5 (4.1)
(24)
11.1 (4.3)

(19)
5.9 (7.6)
(18)
7.9 (10.0)
(22)
13.3 (4.5)
(22)
9.7 (5.1)

4.1 (0.5 to 7.7), 0.03

4.1
(x0.6 to 8.9)
0.6
(x7.6 to 8.8)
0.4
(x2.4 to 3.2)
1.5
(x1.2 to 4.3)

0.08

(26)
116.7 (15.2)
(26)
77.3 (15.7)

(20)
109.1 (19.6)
(20)
72.4 (14.5)

(23)
112.7 (19.2)
(23)
77.4 (12.0)

(19)
107.8 (20.7)
(19)
69.8 (13.9)

4.8 (x1.6 to 11.1), 0.13

x1.3
(x10.1 to 7.6)
3.9
(x5.0 to 12.8)

0.77

(27)
7.8 (6.1)
(27)
10. 1 (6.6)
(27)
6.6 (4.4)
(27)
11.8 (7.1)

(20)
7.2 (6.8)
(20)
8.6 (6.1)
(20)
5.6 (4.4)
(20)
9.1 (5.3)

x0.1 (x3.0 to 2.7), 0.92

(25)
8.6 (5.7)
(25)
8.6 (5.5)
(25)
9.3 (6.1)
(25)
12.9 (7.4)

(19)
8.8 (6.3)
(19)
7.7 (6.7)
(19)
9.6 (6.4)
(19)
11.9 (8.2)

0.2 (x1.9 to 2.4), 0.84

(26)
13.0 (4.8)

(20)
13.2 (5.7)

x0.7 (x3.3 to 1.8), 0.54

(25)
13.0 (4.4)

(19)
11.6 (5.8)

5.5 (x1.7 to 12.8), 0.12
0.7 (x1.3 to 2.8), 0.45
x0.9 (x3.1 to 1.3), 0.41

7.2 (0.8 to 13.6), 0.03
4.9 (x4.4 to 14.3), 0.28

0.5 (x2.1 to 3.1), 0.68
1.2 (x1.0 to 3.4), 0.28
2.4 (x0.7 to 5.6), 0.12

2.7 (x2.8 to 8.2), 0.31
1.8 (x0.3 to 3.9), 0.09
0.76 (x1.1 to 2.63), 0.40

7.3 (1.1 to 13.5), 0.02

2.2 (x0.4 to 4.8), 0.09
x0.42 (x3.0 to 2.2), 0.74
0.21 (x1.7 to 2.1), 0.82
1.00 (x1.9 to 3.9), 0.48

x0.2
(x3.6 to 3.1)
x0.8
(x4.3 to 2.7)
x2.6
(x5.8 to 0.5)
x2.4
(x5.8 to 0.9)
1.7
(x1.8 to 5.1)

p for
comparison

0.88
0.78
0.28

0.38

0.89
0.64
0.10
0.15
0.33

AUDIT, Alcohol Use Disorders Identiﬁcation Test ; HADS, Hospital Anxiety and Depression Scale ; NAS-PI, Novaco Anger Scale and Provocation Inventory ; BCSS, Brief Core
Schema Scales ; SFQ, Social Functioning Questionnaire.
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NAS-PI
NAS total

TAU

575

576
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Service use costs
Health-care costs for this group of men with ASPD are
relatively small in comparison with social work and
criminal justice costs. At the outset of the study, we
did not have a clear description of usual treatment or
service use for this group of patients. Although we did
not examine the content of TAU per se, it is likely that,
for those participants who were being seen by forensic
services, usual treatment was directed at risk management of current potential violent situations. As
both groups could receive their usual treatment, differences in violence rates between the groups might
not be expected. This is what we found. Any beneﬁts
of cognitive behavioural approaches are likely to be
more subtle and long-lasting and the CBT approach
used here was developed for those with personality
disorders. In addition, participants’ health and therapy costs are modest given that the men in this study
did have mental health problems but few were in
touch with the original referrer during the 1 year in the
study. We were unable to look at the issue of costeﬀectiveness because of the small sample size and
heterogeneity within the group in terms of service
usage.

from other sources such as social services, prison, and
criminal justice more broadly. The qualitative data
suggest that an active control treatment may help to
promote recruitment and retention in a future explanatory trial.
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