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Can Antisocial Personality Disorder Be Treated?
A Meta-Analysis Examining the Effectiveness

of Treatment in Reducing Recidivism
for Individuals Diagnosed with ASPD

Holly A. Wilson
Department of Psychology, Ryerson University, Toronto, Ontario, Canada

The effectiveness of treatment for individuals diagnosed with Antisocial Personality Disorder
(ASPD) has been questioned and debated for years. As individuals with ASPD are considerably
overrepresented in the criminal justice system, the ability of treatment to reduce recidivism is a
prominent concern. The present meta-analysis identified six unique controlled and uncontrolled
treatment outcome studies investigating the effectiveness of treatment in reducing general/any
recidivism for individuals with ASPD. Results from the controlled studies indicated no signif-
icant differences in recidivism rates between individuals with ASPD in treatment and those in
treatment as usual; however, the direction of the odds ratios suggested lower recidivism for the
treatment groups. Results from the uncontrolled studies suggested equal effectiveness of treat-
ment when comparing individuals with and without ASPD; however, these effects may not be
attributable to the treatment in question. Interpretation of these findings and the generalizability
of the general offender treatment literature to individuals with ASPD is discussed.

Keywords: ASPD, effectiveness, meta-analysis, recidivism, treatment

The ‘treatability’ of individuals with Antisocial Personal-
ity Disorder (ASPD) has been questioned and debated for
decades. It is argued that the impulsivity, self-serving actions,
and deceitfulness inherent to the disorder make it difficult,
if not impossible, to treat (e.g., Kaylor, 1999; Lock, 2008).
Given that prevalence rates of ASPD in male offender pop-
ulations is estimated around 50% or higher (e.g., Fazel &
Danesh, 2002; Singleton, Melzer, & Gatward, 1998; Zinger,
2012) and that individuals with ASPD do not often present
in community mental health settings (National Institute for
Health and Clinical Excellence [NICE], 2010), the success
of treatment is complicated by the likelihood of these in-
dividuals receiving treatment in typically underfunded and
inherently punitive correctional settings. With the preven-
tion of future criminal behavior as one of two primary goals
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of correctional systems, the ability of treatment to reduce
recidivism for individuals with ASPD is critical.

Antisocial Personality Disorder is most known within
the Diagnostic and Statistical Manual of Mental Disorders
(DSM–IV-TR /DSM-5) and is characterized by a pattern of
disregard for others, repeated unlawful behavior, deceitful-
ness, and a lack of remorse as demonstrated from a young
age. One of the most prominent complaints regarding the
conceptualization of the disorder is that the criteria within
the DSM-IV-TR, and, to the dismay of many, the most re-
cent DSM-5, focus heavily on behavioral symptoms associ-
ated with criminality, rather than underlying psychological
processes. Given the lack of clear psychological symptoms,
clinicians are tasked with identifying specific aspects of the
disorder to treat (e.g., impulsivity, ownership of behavior),
rather than treat the disorder as a whole (Livesley, 2007). This
also obscures a generalized understanding of what suggests
that these individuals are better. Is treatment success denoted
by an increased concern for others, even while continuing to
behave impulsively? Is a reduction in criminal behavior a
sign that they no longer “suffer” from ASPD despite con-
tinuing to lie and dismiss the safety of others? This lack of
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agreement in treatment goals for individuals with ASPD is
further confirmed by the sheer number of outcomes that are
measured in the ASPD treatment literature, including social
and global functioning, offending, adverse events, and em-
ployment status (Gibbon et al., 2010). As many have debated
the DSM-IV-TR personality disorders (e.g., Livesley, 2007;
Westen & Arkowitz-Westen, 1998; Widiger & Corbitt, 1993)
and the proposed but rejected personality disorder changes
for the DSM-5 (e.g., Lynam & Vachon, 2012), the impact of
how ASPD is defined will not be expanded on here. Given
the reliance on criminal behavior within the current crite-
ria for ASPD, however, it is no wonder that this disorder is
severely overrepresented in the criminal justice system. In
light of this, it may be that treatment effectiveness within
correctional systems is most easily viewed as a reduction in
criminal behavior.

Despite the overrepresentation within the justice system
and the significant costs of crime to society (NICE, 2010),
there is a paucity of research examining the ability of treat-
ment to reduce recidivism for individuals with ASPD. Re-
cently, two independent reviews of randomized controlled
trials (RCT) of the effectiveness of treatment of ASPD were
conducted by the National Institute for Health and Clini-
cal Excellence (NICE, 2010) and Gibbon et al., (2010) as a
Cochrane Review, with searches ending in 2008 and 2009
respectively. In total, two RCT studies were identified that
examined recidivism as a treatment outcome (i.e., Davidson
et al., 2009; Woodall et al., 2007). Davidson and colleagues
(2009) assessed the effectiveness of CBT compared to treat-
ment as usual for individuals with ASPD and instances of
previous physical aggression and Woodall and colleagues
(2007) examined a DWI program for offenders with ASPD
compared to incarceration. The results of both studies indi-
cated that there was no significant difference in rate of recidi-
vism (Davidson et al., 2009) or time to recidivate (Woodall
et al., 2007) between the experimental and control groups;
however, both studies demonstrated a trend toward lower re-
cidivism rates for the experimental groups. Given the paucity
of controlled trials, both reviews extended their search to in-
clude general offender treatment studies because of the high
proportion of individuals with ASPD involved in the justice
system.

Meta-analyses have repeatedly shown that general offend-
ers can be successfully treated to reduce recidivism (e.g.,
French & Gendreau, 2006; Landenberger & Lipsey, 2005;
Lipsey & Cullen, 2007). However, the treatment of offend-
ers, not surprisingly, is not effective under all circumstances.
The Risk-Need-Responsivity (RNR) principles of offender
rehabilitation contend that the effectiveness of treatment
in reducing criminal behavior is contingent on identifying
and addressing an offender’s level of risk, areas of need,
and responsivity factors (Andrews, Bonta, & Hoge, 1990).
Therefore, treatment is expected to be effective insofar as
those at highest risk are treated (rather than low-risk offend-

ers), treatment is tailored to the criminogenic needs of the
offender (e.g., attitudes, criminal peers), and factors that may
interfere with success are addressed (e.g., learning disabil-
ity). The effectiveness of treatment tailored to these three
principles has been demonstrated in several meta-analyses
(e.g., Andrews & Bonta, 2010; Hanson, Bourgon, Helmus,
& Hodgson, 2009), with the greatest reductions found when
treatment adheres to all three. Treatment offered within the
criminal justice system and/or with the explicit goal of re-
ducing criminal behavior is often delivered according to the
index offence/criminogenic needs and risk level of the of-
fender (e.g., a high-risk sexual offender is placed in high-risk
sex offender treatment). Therefore, individuals with ASPD
who find themselves in the criminal justice system will likely
be placed in treatment for high-risk offenders, not specific
to individuals with ASPD, that targets more generally ‘an-
tisocial personality traits’ such as impulsively, psychologi-
cal immaturity, and antisocial attitudes (Andrews & Bonta,
2010; Andrews, Bonta, & Hoge, 1990), especially given the
lack of correctional treatment specifically developed for in-
dividuals with ASPD (e.g., NICE, 2010). Therefore, as sug-
gested by both NICE (2010) and Gibbon and colleagues
(2010), this general offender treatment literature does pro-
vide some evidence to assist in the treatment of individuals
with ASPD, however, the degree to which those results can
be generalized to offenders with ASPD and the effective-
ness of this general treatment for these offenders remains
unclear.

Although it has been argued that nearly half of individu-
als diagnosed with ASPD do not have serious arrest records
(Robins, 1987; Robins, Tipp, & Pryzbeck, 1991), others have
noted that 90% of individuals with ASPD are substance-
abusing criminal offenders (Messina, Wish, & Nemes, 1999).
As individuals with ASPD are overrepresented in the crimi-
nal justice system and estimates indicate that at least 50% of
individuals with ASPD have a criminal record, a discussion
focused solely on the reduction of recidivism is warranted.
Therefore, the current review aims to examine the existing
literature on the effectiveness of treatment in reducing re-
cidivism for individuals with ASPD. Given the select focus
of previous reviews on RCTs and the resulting dearth of in-
formation, this meta-analysis provides an update to previous
reviews and a comprehensive examination of the full state
of the literature containing both controlled and uncontrolled
studies.

METHOD

Selection of Studies

Computer searches of PsycINFO, Web of Science, Crimi-
nal Justice Abstracts, Journal of Criminology, Crime & Jus-
tice, Journal of Research in Crime & Delinquency, Justice
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Quarterly, and DART-Europe E-theses portal were conducted
using search terms that were a variation of antisocial person-
ality, APD, ASPD and treat∗, therapy, program. These search
terms were crossed with terms restricting the search to adults
and studies reporting on some form of recidivism. Additional
articles were obtained through an examination of reference
lists of the collected articles and previous treatment outcome
reviews (e.g., Gibbon et al., 2010). Studies were eligible for
coding if produced before April 1, 2013.

In order to be included in the meta-analysis, a study had to
investigate the effectiveness of treatment for individuals with
ASPD using a measurement of recidivism. This included con-
trolled trials comparing individuals with ASPD in treatment
to individuals with ASPD in a control group. In order to gain
as much information as possible regarding existing treatment
effectiveness studies considering ASPD, inclusion was also
extended to studies that compared the recidivism rates of
those with ASPD to those without ASPD within the same
treatment program and without a comparison group. The
experimental treatment program being evaluated could be
treatment designed specifically for individuals with ASPD or
nonspecific treatment with participants with ASPD. For con-
trolled studies, comparison groups could include no services,
treatment as usual, or alternative treatment that is different
in approach and/or content than the treatment of interest.
Studies simply comparing doses of the same treatment and
those only utilizing individuals with antisocial traits, rather
than a diagnosis, were excluded. Studies assessing treatment
consisting solely of medication were also excluded. Each
study had to consider recidivism as an outcome measure
post-treatment, rather than only throughout treatment; this
could include reconviction, new arrests, reincarceration, or
self-reported criminal behavior. To be included, recidivism
must have been reported as the number of participants who
re-offended; therefore, studies that only reported time to re-
offense (e.g., Woodall et al., 2007) were not included. If more
than one index of recidivism was available, it was coded in
the order listed above.

Studies had to include sufficient statistical information to
calculate an effect size (i.e., odds ratio) and the recidivism
rate. Only one effect size was calculated for each treatment
program per sample and per outcome measure (e.g., general,
violent recidivism). All studies included provided general
recidivism as an outcome.

In addition to an examination of previous review articles,
abstracts derived from the search were reviewed and retained
for further inspection if information within the abstract did
not clearly conflict with the inclusion criteria. This resulted in
81 potential studies identified, with the exclusion of 75 stud-
ies due to no formal ASPD diagnosis (n = 4), no compari-
son group (i.e., no ASPD waitlist or non-ASPD comparison;
n = 20), the study did not evaluate a psychological treat-
ment (n = 7), or no recidivism information was provided
post-treatment (n = 44).

Measures and Coding Procedure

Each study was coded by the first author using a coding
manual and forms, also developed by the author. Variables
coded consisted of study descriptors (e.g., country of origin,
research design), sample descriptors (e.g., gender, criminal
history), and treatment descriptors (e.g., treatment targets,
dose).

For the purposes of this review, randomized controlled
trials were considered the most appropriate design through
which to assess the effectiveness of treatment in reducing
recidivism for individuals with ASPD. Well-designed and
implemented matched designs were also considered accept-
able, because these designs have demonstrated high internal
validity (Heinsman & Shadish, 1996; Shadish & Ragsdale,
1996). Controlled designs, both random and matched, assist
in determining whether individuals with ASPD in a particu-
lar treatment program re-offend at a lower rate than similar
individuals with ASPD who have not been exposed to the
experimental treatment. The second type of research design
accepted for inclusion was uncontrolled, which compared
individuals with and without ASPD within the same treat-
ment program. This design differs in the question it can an-
swer, as it speaks to whether a treatment program works
similarly for those with ASPD as it does for those without.
Although the inclusion of these studies provides greater in-
formation on the current state of the literature, the ability
of this type of design to speak to the effectiveness of re-
ducing recidivism is limited as there is no treatment control
group; this results in the overall effectiveness of the treatment
remaining unknown. In order to comprehensively evaluate
the existing literature, however, both types of studies were
reviewed.

For studies utilizing a controlled design, quality of study
design was coded, as previous meta-analyses have high-
lighted the impact of research design on outcomes (e.g.,
Shadish & Ragsdale, 1996; Weisburd, Lum, & Petrosino,
2001). Study quality was coded as successful, somewhat
successful, and non-successful. An example of a successful
study is a well-executed random assignment or matched de-
sign (e.g., no differences between groups found post hoc,
sample size greater than 100, follow up greater than 12
months, loss of follow-up data less than 10%). An example
of a somewhat successful design is a matched design with no
verification of group equivalency or the use of a convenience
sample with the controlling of demographic and risk-related
variables at the analysis stage. Studies would also be consid-
ered somewhat successful if they failed to meet any of the cri-
teria for a successful design. An example of a non-successful
study is if there were clear differences in risk-related fac-
tors between the two groups and little attempt was made to
control for these differences.

To assess the interrater reliability of effect sizes, three of
six studies were randomly selected and coded by a second
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rater. The second rater was first trained by the author us-
ing the three studies not included in the interrater reliability
analyses. The intraclass correlation coefficient, using abso-
lute agreement, for the effect sizes was .991 for a single rater
and .995 for an average of the two raters, with both raters
identifying four effect sizes.

Index of Treatment Effectiveness

Given that both variables of interest are dichotomous (i.e.,
treatment participation and recidivism), the odds ratio was
chosen as the most appropriate measure of treatment ef-
fectiveness (Fleiss & Berlin, 2009; Haddock, Rindskopf,
& Shadish, 1998). For controlled studies, it represents: (1)
the probability of re-offending given participation in the ex-
perimental treatment divided by the probability of not re-
offending given participation in the same experimental treat-
ment, divided by (2) the probability of re-offending given
the comparison group divided by the probability of not re-
offending given the comparison group. Therefore, an odds
ratio of 1.00 indicates no difference in recidivism rates be-
tween individuals with ASPD in the experimental treatment
group and those in the control group. Values from 0 to 0.999
suggest that the experimental treatment is more effective than
the comparison, whereas values from 1.00 to infinity indicate
that the control group treatment (or lack thereof) is more ef-
fective in preventing recidivism.

For the uncontrolled designs, the odds ratio represents: (1)
the probability of re-offending for those with an ASPD di-
agnosis divided by the probability of not re-offending given
an ASPD diagnosis, divided by (2) the probability of re-
offending given no ASPD diagnosis divided by the prob-
ability of not re-offending given no ASPD diagnosis. An
odds ratio of 1.00, in this case, suggests no differences in
recidivism between those with ASPD and those without.
Values from 0 to 0.999 suggest that those with ASPD have
lower recidivism rates, whereas values from 1.00 to infin-
ity indicate that the non-ASPD group has lower rates of
recidivism.

Effect sizes were weighted by the inverse of the variance
in order to allow studies with larger sample sizes to contribute
more to the overall odds ratio. Analysis was also performed
on the natural log of the odds ratio to normalize the distribu-
tion (Hanson and Broom, 2005). Effect sizes were converted
back into odds ratios, which were reported. To assess the
homogeneity of variance, Cochran’s Q statistic was utilized,
which follows a chi-square distribution with k-1 degrees of
freedom (Hedges & Olkin, 1985; Huedo-Medina, Sánchez-
Meca, Marı́n-Martı́nez, & Botella, 2006). Q values higher
than the predetermined statistical level (e.g., p = .05) indi-
cate significant differences among studies (Huedo-Medina
et al., 2006). The I2 statistic was also used to quantify the
degree of heterogeneity and represents the ratio of excess
dispersion to total dispersion (Higgins, Thompson, Deeks,
& Altman, 2003). Small, medium and large proportions of

heterogeneity are represented by percentages of 25, 40, and
75 respectively (Huedo-Medina et al., 2006).

The results were presented for both fixed and random ef-
fects models. Fixed effect models restrict conclusions to the
set of studies observed or those with the exact same param-
eters, as they fail to consider between-study variability and,
therefore, underestimate the uncertainty of results (Hedges &
Vevea, 1998; Overton, 1998). Random effects models incor-
porate a measure of between-study variability, which leads
to more conservative and generalizable results but gives less
importance to sample size compared to fixed effect models
(resembling unweighted averages; Hedges & Vevea, 1998).
When the variability between studies is less than would be
expected by chance (Q < degrees of freedom), both fixed and
random effects models provide the same results. The formu-
las presented in Hedges (1994) were used to calculate the
fixed effect means, standard errors, and moderator analysis.
The random effects estimates were calculated using formula
10, 12, and 14 in Hedges and Vevea (1998).

RESULTS

In total, six unique studies met the criteria for inclusion
(Davidson et al., 2009; Fridell, Hesse, and Billsten, 2007;
Frisman et al., 2009; Krampen, 2009; McKendrick et al.,
2006; Messina et al., 1999). Three studies employed a ran-
domized controlled treatment design and three studies uti-
lized an uncontrolled design. Two of the studies utilizing a
controlled design (i.e., comparing randomly assigned indi-
viduals with ASPD) also met criteria for inclusion in the
analysis utilizing uncontrolled designs (i.e., comparing indi-
viduals with ASPD to those without; Frisman et al., 2009;
McKendrick et al., 2006). All studies were published in a
peer-reviewed journal and they derived from four countries,
including the United States, Sweden, Germany, and the U.K.
The controlled studies and uncontrolled studies were meta-
analyzed (Table 1) and are discussed separately.

Controlled Trials

The three controlled trials examined three different treatment
programs using 146 individuals with ASPD, 67 in treatment

TABLE 1
Meta-Analysis on the Effects of Treatment on

Recidivism for Individuals with ASPD

Average Odds Ratios and 95% Confidence Intervals (CI)

Fixed Random

Odds Odds
Ratio 95% CI Ratio 95% CI Q I2 n k

Controlleda .66 .66 to 1.65 .51 .12 to 2.19 4.20 52.4 146 3
Uncontrolledb .97 .67 to 1.41 .93 .47 to 1.83 6.39 37.4 611 5

aASPD vs ASPD.
bASPD vs non-ASPD.
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TABLE 2
Summary of Studies Utilizing a Controlled Treatment Design Comparing Individuals with ASPD

Study
Role of evaluators/

Program run/owned by

Sample Size
(treat/control)/

Research design

Treatment
locale/Formate/ Dose

(average hours)
Control group

receives

Treatment
focus/

Orientation

Recidivism
measure/Length

of follow-up OR

Davidson et al.,
2009

One evaluator from same
agency that provides
services; Researchers

20/21; Random
assignment

Community;
Individual; 22.5

Treatment as
usual

Unknowna;
CBT

Self-reported
physical
aggression; 12
months

.882

Frisman et al.,
2009b

Authors involved in
treatment
design/training;
Non-criminal justice
public agency

16/20; Random
assignment

Community; Mixed;
Dose not reported

Treatment as
usual

Substance
abuse and
mental
illness; IDDT
through
Assertive
Community
Treatment

Reincarceration;
36 months

.644

McKendrick
et al., 2006c

Independent evaluators;
Criminal justice
agency

31/38; Random
assignment

Institution; Mixed; 640 Alternative
treatment

Substance
abuse/
Attitudes/
Mental
illness; CBT

Reincarcerationd;
12 months

.038∗

Note. IDDT = integrated dual disorder treatment. OR = Odds Ratio.
aDescribed in study as addressing “beliefs about self and others and behaviours that impair social and adaptive functioning” (p. 571).
bAdditional treatment information was coded from Essock et al. (2006).
cAdditional treatment information was coded from Sacks et al. (2003).
dAlthough the study investigated criminal arrests, base rates of recidivism were not reported for that outcome variable, therefore, reincarceration was coded.
eTreatment format consisted of individual, group, or mixed.
∗p < .05.

and 79 in the control groups (see Table 2). All three studies
were considered somewhat successful given the criteria de-
scribed in the Method section. Overall, the recidivism rate
for ASPD clients in the experimental treatment ranged from
0% to 35% with an unweighted average base rate of 17.9%.
The recidivism rate for ASPD clients in the control group
ranged from 20% to 38% with an unweighted average base
rate of 28.0%. Two of the three studies found no significant
difference between the recidivism rates of those with ASPD
in the experimental treatment group and those in the control
group; only one study found greater significant effectiveness
for those in the experimental group (i.e., McKendrick et al.,
2006). The odds ratio for all studies ranged from 0.04 to
.88, with an unweighted mean of .52. For fixed effect, the
weighted mean was 0.66, 95% CI [0.66, 1.65] (see Table 1).
For random effects, the mean was lower at 0.51, 95% CI
[0.12, 2.19]. The confidence intervals for both mean odds
passed through 1.0 and the variability was not significant
(Q = 4.20, df = 2), indicating that treatment was no more
effective in reducing recidivism than the control group. How-
ever, the direction of results appeared to be with lower re-
cidivism for those in the treatment group. Given that there
are only three studies and moderator analyses are not pos-
sible with so few studies and considered unnecessary with
non-significant variability, each study will be described here.

Davidson and colleagues (2009) examined male individ-
uals with ASPD reporting physical aggression in the past

6 months referred to either community-based cognitive be-
havioral treatment or treatment as usual. The focus of the
treatment was “beliefs about self and others and behaviors
that impair social and adaptive functioning” and was de-
livered by seven therapists (p. 571). Little information was
provided regarding what constituted treatment as usual as
the authors noted that it was “whatever treatment they would
have received if the trial had not been in place” (p. 570).
Although participants were still included in the study if they
had previous psychological problems or current substance
use problems (although individuals with schizophrenia or
bipolar-affective disorder were excluded), no information
was provided on the proportion and nature of comborbidi-
ties. The authors noted trends in increased positive beliefs
about others and less harmful drinking for those in CBT but
no significant differences were found in recidivism rates (for
CBT and control, rates were 35% and 38% respectively).

Frisman and colleagues (2009) examined the effective-
ness of integrated dual disorder treatment (IDDT) through
Assertive Community Treatment (ACT) by comparing it to
treatment as usual. Individuals with ASPD were eligible for
the study if they also had a substance abuse disorder as well
as a disorder along the psychosis spectrum, as the authors
were attempting to deal with what they considered the most
severe clients. The main focus of integrated treatment is on
both substance abuse and the presenting mental disorder and,
through ACT, is provided in the community by working with



ASPD TREATMENT EFFECTIVENESS 41

several therapists who retain 24-hour responsibility over the
client (Essock et al., 2006). The control group received inte-
grated dual disorder treatment through standard clinical case
management, which in this case meant individual therapy in
a clinical setting with one therapist and brokering services
to other providers. The majority of participants were male
and were charged with a criminal offense (86%) or were
previously incarcerated (78%). They found no significant
differences in observed rates of incarceration between the
two groups (19% for treatment and 20% for control) at 24
months after treatment.

Lastly, the only study to show significant treatment ef-
fectiveness in reducing recidivism was McKendrick et al.
(2006). They assessed the effectiveness of a Modified Ther-
apeutic Community (MTC) compared to standard mental
health services with male inmates with ASPD, a mental ill-
ness, and chemical abuse. MTC is institution-based and is
focused on changing the attitudes, behaviors, and lifestyles
related to substance abuse, mental illness, and criminal think-
ing/behavior using psychoeducation, CBT, medication, and
other interventions tailored to the client. Standard mental
health services for the control group meant, in this case, in-
dividual and group treatment focusing on mental and sub-
stance abuse disorders, the use of medication, and CBT.
The authors noted that the primary difference between the
treatment and control conditions was that MTC incorpo-
rated the community as a healing agent and utilized peer
support. Ninety-seven percent of the participants had a sub-
stance abuse/dependence disorder in addition to ASPD and
91% had an additional Axis I disorder, most often major
depression. Twelve months after treatment, results indicated
that, although criminal arrests did not differ, individuals re-
ceiving MTC were 26 times less likely to be re-incarcerated
than those receiving the standard, institutional treatment.

Uncontrolled Trials

Five treatment outcome studies used uncontrolled designs
and examined five different treatment programs using 265
individuals with ASPD and 346 individuals without ASPD
(see Table 3). Overall, the recidivism rate for participants
with ASPD ranged from 0% to 48%, with an unweighted av-
erage base rate of 28.3%. The recidivism rate for individuals
without ASPD ranged from 9% to 51%, with an unweighted
average base rate of 32.0%. The odds ratio for all studies
ranged from 0.08 to 2.03, with an unweighted mean of 0.84.
For fixed effect, the weighted mean was 0.97, 95% CI [0.67,
1.41] (see Table 1). For random effects, the mean was slightly
lower at 0.93, 95% CI [0.47, 1.83]. The confidence intervals
for both mean odds passed through 1.0 and the variability was
not significant (Q = 6.39, df = 4), indicating that there were
no significant differences in recidivism rates between those
with ASPD and those without. Four of five studies resulted in
odd ratios that suggest lower recidivism for those with ASPD
compared to those without; only one study reported an ef-

fect size greater than 1, indicating greater effectiveness for
individuals without ASPD. However, all but one effect size
failed to reach significance. Given the difficulties in conclud-
ing treatment effectiveness in reducing recidivism without a
comparison group, the results from these studies should be
considered with caution.

Krampen (2009) examined the effectiveness of an inte-
grative, community-based psychotherapy using male indi-
viduals with a violent criminal record. Treatment incorpo-
rated aspects of CBT, relaxation, and psychodynamic meth-
ods by emphasizing a common factors approach, focusing
on resource activating, master-oriented, and consciousness-
creating interventions. Specific targets of treatment (e.g., at-
titudes, substance use) were not reported in the article, al-
though it was noted that all 28 participants were trained
in relaxation. They found that individuals with ASPD were
1.57 times less likely to be re-arrested, although this value
did not reach significance.

Messina and colleagues (1999) assessed the effectiveness
of a Therapeutic Community in reducing recidivism for those
presenting with a substance abuse disorder. Seventy-seven
percent of participants with ASPD had a criminal record,
59% without ASPD had a criminal record and 73% of the to-
tal sample was male. Therapy consisted of residential, group-
based treatment followed by outpatient services and focused
primarily on substance use. At 31 months post treatment,
the recidivism rate for the ASPD group was 48% and that
of the non-ASPD group was 51%, with no significant dif-
ference between them. This general effect did not differ ac-
cording to standard (10 months residential followed by 2
months outpatient care) or abbreviated (6 months residential
followed by 2 months outpatient care) length of the same
treatment.

Fridell and colleagues (2007) examined the recidivism
rates of individuals with a substance use disorder who at-
tended a hospital-based detoxification and rehabilitation pro-
gram. Sixty-three percent of the total sample had a prior crim-
inal conviction, with higher rates among those with ASPD
than those without (88% compared to 54% respectively).
The focus of treatment was substance use, however, aside
from indicating that the program provided supportive care
and individual/group therapy, little information was provided
regarding the nature or orientation of the short-term rehabil-
itation; the primary focus appeared to be on detoxification.
They found that after 5 years, those without ASPD were
2 times less likely to be reconvicted than those with ASPD,
although this was not significant.

As discussed within the controlled studies, Frisman and
colleagues (2009) evaluated the effectiveness of integrated
dual disorder treatment through Assertive Community Treat-
ment (ACT) for individuals with a mental illness on the psy-
chosis spectrum and a substance use disorder. Most partic-
ipants with and without ASPD had a criminal record (86%
and 67% respectively). They found that those with ASPD
were two times less likely to be reincarcerated than those
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TABLE 3
Summary of Uncontrolled Studies Examining Effectiveness of Treatment for Individuals With and Without ASPD

Study

Role of evaluators/
Program

run/owned by

Target sample and
size

(ASPD/non-ASPD) Comparison group

Treatment
locale/Formatc/ Dose

(average hours)

Primary
treatment fo-

cus/orientation

Recidivism
measure/ Length

of follow-up OR

Krampen, 2009 Evaluator
involved in
design of
treatment;
Private practice

All individuals
engaged in
antisocial, violent
behavior; 17/11

Individuals with
adjustment
disorder with
disturbances of
conduct (n = 6) or
impulse control
disorders (n = 5)

Community;
Individual; 66

Unknown/
relaxation;
Integrative

Rearresta; 60
months

.636

Messina et al.,
1999

Independent
evaluators;
Non-criminal
justice public
agency

All individuals had
substance abuse
disorder; 163/169

Individuals without
any other disorder
or a disorder other
than ASPD

Residential followed
by community;
Mixed; Dose not
reported

Substance use;
Therapeutic
community

Rearrest; 31
months

.908b

Fridell et al.,
2007d

Independent
evaluators;
Non-criminal
justice public
agency

All individuals had
substance
abuse/dependence
disorder; 40/84

Individuals with only
substance
abuse/dependence
or substance use
disorder and a
non-ASPD
personality
disorder

Hospital; Mixed;
Dose not reported

Substance use;
Unknown

Reconviction; 60
months

2.03

Frisman et al.,
2009

Evaluators
involved in
treatment
design/training;
Non-criminal
justice public
agency

All individuals had a
major mental
illness in the
psychosis
spectrum and a
substance use
disorder; 14/38

Individuals with a
major mental
illness on the
psychosis
spectrum and a
substance use
disorder

Community; Mixed;
Dose not reported

Substance use
and mental
illness;
IDDT
through
Assertive
Community
Treatment

Reincarceration;
36 months

.467

McKendrick
et al., 2006

Independent
evaluators;
Criminal justice
agency

All individuals had a
serious mental
illness and
chemical abuse;
31/44

Individuals with a
serious mental
illness and
chemical abuse

Institution; Mixed;
640

Substance
abuse/
Attitudes/
Mental
illness; CBT

Reincarceration;
12 months

.079∗

Note. IDDT = integrated dual-disorder treatment. OR = Odds Ratio.
aThe study indicated that it measured ‘criminal relapse’ using criminal and police records, therefore, this was coded as rearrest.
bThe odds ratio was calculated based on the outcome of the standard length of treatment, rather than abbreviated.
cTreatment format consisted of individual, group, or mixed.
d Additional information was coded from Fridell et al., 2008.
∗p < .05.

without ASPD after three years, although this finding was
not significant.

Lastly, McKendrick and colleagues (2006) also provided
information comparing inmates with ASPD to those without
in their evaluation of a Modified Therapeutic Community
(MTC) in treating substance abuse, mental illness, and crim-
inal thinking/behavior. They found that those with ASPD
were nearly 13 times less likely to be reincarcerated after
12 months than those without ASPD, as none of those with
ASPD were reincarcerated.

DISCUSSION

This review was undertaken to summarize all existing litera-
ture on the effectiveness of treatment in reducing recidivism

for individuals diagnosed with Antisocial Personality Dis-
order. Both controlled and uncontrolled studies were meta-
analyzed and results were similar in suggesting no significant
differences when comparing treated individuals with ASPD
to ‘untreated’ individuals with ASPD and similarly treated
individuals without ASPD. One of the most notable find-
ings of this review was the paucity of studies identified for
inclusion.

The meta-analytic results of the controlled studies indi-
cated that there was no significant difference in recidivism
rates between individuals with ASPD within the experimen-
tal treatment and those treated as usual or receiving alterna-
tive treatment. This could be interpreted as confirming the
‘untreatability’ of those with ASPD. However, the odds ratios
suggested lower rates of recidivism for those in treatment and
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it could simply be that studies did not have sufficient power
to detect significant differences in rates (i.e., total N of 146).
Criticisms levied against statistical testing have also empha-
sized the utility of understanding the size of the differences
rather than focusing only on their statistical significance (e.g.,
Carver, 1978). Given the personal and financial costs of crim-
inal behavior (e.g., NICE, 2010), it could be argued that any
decrease in risk to recidivate, regardless of statistical sig-
nificance, is valuable and worthy of note. Using the more
conservative random effects model, failure to be included in
the experimental treatment groups increased the likelihood
of recidivating by 96%. Much more research is needed be-
fore firm conclusions can be made, especially given the small
number of studies contributing to the mean effect size; how-
ever, this preliminary evidence suggests that treatment could
be beneficial.

The one controlled study that did show significant differ-
ences between the treated and alternatively treated groups
appeared relatively different compared to the other studies.
For example, McKendrick and colleagues’ (2006) treatment
program was offered to a more homogeneous group (all cur-
rent inmates), was the only study to list attitudes as a treat-
ment target, and treatment was offered in an institution rather
than the community. The provision of offender-specific treat-
ment in this case may have increased its effectiveness, as the
reduction of recidivism was a primary treatment goal (given
their inmate status); the other two programs, however, were
offered within community, mental-health settings, where re-
cidivism reductions may have been a secondary goal (despite
the high proportion of individuals with a criminal record). It
was also the only program to compare treatment to alterna-
tive treatment, rather than treatment as usual, although the
alternative treatment within this study is often considered
standard for offenders seeking treatment (McKendrick et al.,
2006). The authors noted that the primary difference between
the treatment and alternative group was the involvement of
the community in the experimental group as a healing agent
and reliance on peer self-help (Mckendrick et al., 2006). As
restorative justice and the role of community healing has been
demonstrated to reduce recidivism for offender groups with
even greater effectiveness when coupled with good treatment
(e.g., Rugge & Wilson, 2013), it could be that the inclusion of
this component increased the effectiveness of standard CBT
offered to the control group.

The authors of this study found that, although there were
no differences between groups for criminal arrests, those
in the experimental group were significantly less likely to be
reincarcerated. It could be that, although the treated group re-
offended at the same rate as the control, their offences may
have been less serious and, therefore, less likely to result
in jail time. Given that time spent in jail further increases
an individual’s risk to re-offend (e.g., Huizinga, Schumann,
Ehret, & Elliot, 2003; Smith, Goggin, and Gendreau, 2002),
this remains an improvement; however, given that the nature

of the re-offence was not reported in this particular study,
this explanation is speculative.

The tentative question the uncontrolled studies are de-
signed to answer is whether treatment has the same effect
on individuals with ASPD as it does on those without. The
meta-analytic results derived from five studies indicated that
there are no significant differences between the recidivism
rates of those with and without ASPD in the same treatment
program. This suggests that treatment is, in fact, equally
effective for individuals, regardless of ASPD status. How-
ever, given the limitations of this type of design, results from
the uncontrolled studies should be considered with caution.
For example, it is difficult to ensure equivalence of sam-
ples regarding recidivism when one is, by definition, more
‘criminal’ than the other. This is evidenced by the fact that,
regardless of other risk factors, merely being diagnosed with
ASPD increases an individual’s risk to re-offend (e.g., An-
drews, Bonta, & Wormith, 2004). Therefore, the results of
the meta-analysis, which suggest equivalent recidivism rates,
may be attributed to factors other than treatment effective-
ness. It could be that those with ASPD are re-offending at
the same rate as they would without treatment and that treat-
ment served to increase the recidivism rates of those without
ASPD. In fact, the results derived from Frisman and col-
leagues (2009) seem to support this hypothesis.

As one of two studies within the uncontrolled analyses
that also provided a control group, Frisman et al., (2009)
provided the opportunity to examine the effectiveness of
treatment compared to treatment as usual for both individu-
als with ASPD and those without. They found that not only
did those without ASPD in the experimental treatment re-
cidivate more than those with ASPD in the same treatment,
but they recidivated more than those without ASPD in the
treatment as usual group. Given that the integrated dual dis-
order treatment tested in this study is designed to assist the
most severe clinical groups (Frisman et al., 2009), it could be
that the inclusion of those without ASPD served to worsen
them as the intervention may have been too intensive. This
is supported by the risk principle of rehabilitation, indicating
that providing intense treatment to those who are at lower
risk to re-offend may actually increase their risk (Andrews
et al., 1990). Therefore, it appears that this treatment assisted
those with ASPD (according to the controlled results), but
worsened those without. The benefits of treatment for those
with ASPD, however, can only be confirmed by more, and
more rigorous, studies.

For uncontrolled studies, the general effectiveness of the
treatment as a whole is considered according to outcomes
that can be measured pre- and post-treatment. For all but
one study (i.e., Fridell et al., 2007), the results indicated that
the entire sample experienced positive changes on other out-
come measures, such as increased job adjustment (Krampen,
2009), social integration (Krampen, 2009), and reductions
in substance use (Frisman et al., 2009; McKendrick et al.,



44 WILSON

2006; Messina et al., 1999). Fridell and colleagues (2007)
found that those with ASPD, along with increased recidi-
vism, were also more likely to have current heavy drug use
problems after 5 years; however, the change in drug use for
those without ASPD was not provided. Therefore, given that
the focus of their stay within the hospital was on detoxifica-
tion, it may be that treatment was not effective generally.

Summary and Next Steps

Although the effect sizes within this meta-analysis suggest
that individuals with ASPD may benefit from treatment (most
notably results derived from the controlled trials), many more
studies (with larger sample sizes) are needed to confidently
conclude that individuals with ASPD can be successfully
treated and, moreover, to determine under what circum-
stances the greatest reductions in recidivism arise. The cau-
tion with which conclusions regarding the effectiveness of
treatment in reducing offending for individuals with ASPD
are made is highlighted by the fact that the included studies
utilized very diverse samples, undermining the generalizabil-
ity of results, and not a single study appeared to evaluate the
effectiveness of a treatment program specifically designed for
individuals with ASPD. The sheer paucity of studies meet-
ing the inclusion criteria for this review is noteworthy and,
despite seeing a trend, using effect sizes, in ‘treatability,’ it is
clear that we do not know much about reducing recidivism
for individuals with ASPD.

Given the focus of the six studies in this review, the inves-
tigation of treatment effectiveness for those with ASPD has
been primarily restricted to those with a substance use prob-
lem and treatment specifically attempting to target substance
use. As it has been previously noted that as many as 90%
of individuals with ASPD have a substance abuse problem
(Messina et al., 1999), targeting this criminogenic need will
likely assist in reductions in recidivism. However, substance
use is not a requirement for an ASPD diagnosis, therefore, it
is likely that without addressing other criminogenic factors
more closely tied to the disorder, such as procriminal atti-
tudes, these individuals will remain at higher risk to offend.

The lack of focus on criminogenic needs (aside from sub-
stance use) found in nearly all included studies is not an issue
restricted to studies examining treatment for ASPD and in
samples where not all participants have criminal records. A
recent review of treatment outcome studies for mentally dis-
ordered offenders also found that, even when the focus of
treatment is on an offender population, treatment was not
focused on recidivism-related factors (Morgan, Flora, Kro-
ner, Mills, Varghese, & Steffan, 2012). The authors found
that nearly 85% of the treatment offered to offenders in
their review focused solely on the mental illness and did
not address factors related to criminal behavior. Studies have
consistently shown that psychopathological factors do not
significantly influence offending behavior (Bonta, Blais, &
Wilson, 2013; Bonta, Law, & Hanson, 1998); therefore, there

should be little expectation that recidivism will be reduced if
factors associated with recidivism are not addressed. There
is also little evidence to suggest that those with ASPD can-
not benefit from the considerable literature on the treatment
of non-mentally disordered offenders, which likely contains
an unknown proportion of individuals with ASPD (Gibbon
et al., 2010). Only one study, of the six in this review, in-
vestigated treatment offered in a correctional setting with the
explicit goal of reducing recidivism (i.e., McKenzie et al.,
2006). Not surprisingly, this study showed the greatest dif-
ference in recidivism rates.

Given the behavioral symptoms associated with the DSM-
5’s ASPD, it may be that ASPD status is simply a proxy for
very high risk, as many studies have shown that those of-
fenders with ASPD have lengthier and more severe criminal
history backgrounds, as well as greater dysfunction in areas
that are typically associated with recidivism (e.g., substance
use, employment/education deficits) than offenders without
ASPD (e.g., Black et al., 2010; McKendrick et al., 2006;
Messina et al., 1999). It may be that individuals with ASPD
will benefit from the same level and intensity of treatment
that is proven effective with high-risk offenders generally;
treatment that is also targeting the offender’s criminogenic
needs and responsivity factors. This approach is in line with
treatment designed for individuals with psychopathic traits
(i.e., Wong & Hare, 2005), utilizing a cognitive-behavioral
approach to treat these offenders using the RNR treatment
model, which has not yet been tested with individuals with
ASPD.

As there are too few studies in this review to comment on
specific orientations (although most studies utilized CBT),
to further investigate the applicability of general offender
treatment to those with ASPD, future treatment for these
individuals should be designed around the risk, need, and re-
sponsivity principles of offender rehabilitation. This review
has also highlighted a need to design and evaluate treatment
specifically for individuals with ASPD, as they appear to
be primarily treated using existing treatment programs. Ad-
ditionally, and given current practices, the literature would
also benefit from the reporting of results by ASPD status
for studies in correctional settings investigating treatment
effectiveness more generally. Given clinicians’ hesitations
in working with individuals with ASPD (e.g., Davidson &
Tyrer, 1996), it is no surprise that so little research has been
done; however, the importance of working with these indi-
viduals and the current, albeit mild, evidence suggesting that
they could be treated should be strong motivation to try.
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M., & Lieb, K. (2010). Psychological interventions for antisocial per-
sonality disorder: Review. Cochrane Database System Review, 6. doi:
10.1002/14651858.CD007668.pub2

Haddock, C. K., Rindskopf, D., & Shadish, W. R. (1998). Using odds ratios
as effect sizes for meta-analysis of dichotomous data: A primer on meth-
ods and issues. Psychological Methods, 3(3), 339–353. doi:10.1037/1082-
989X.3.3.339

Hanson, R. K., Bourgon, G., Helmus, L., & Hodgson, S. (2009). The
principles of effective correctional treatment also apply to sexual of-

fenders: A meta-analysis. Criminal Justice and Behavior, 36, 865–891.
doi:10.1177/0093854809338545

Hanson, R. K., & Broom, I. (2005). The utility of cumulative meta-analysis:
Application to programs for reducing sexual violence. Sexual Abuse: A
Journal of Research and Treatment, 17, 357–373. doi:10.1007/s11194-
005-8049-1

Hedges, L. V. (1994). Fixed effect models. In H. Cooper & L. V. Hedges
(Eds.), The handbook of research synthesis (pp. 285–299). New York,
NY: Russell Sage.

Hedges, L. V., & Olkin, I. (1985). Statistical Methods for Meta-Analysis.
Orlando, FL: Academic Press.

Hedges, L. V., & Vevea, J. L. (1998). Fixed- and random-effects models
in meta-analysis. Psychological Methods, 3, 486–504. doi:10.1037/1082-
989X.3.4.486

Heinsman, D. T., and Shadish, W. R. (1996). Assignment methods in
experimentation: When do nonrandomized experiments approximate
the answers from randomized experiments? Psychological Methods, 1,
154–169. doi: 10.1037/1082-989X.1.2.154

Higgins, J., Thompson, S., Deeks, J., & Altman, D. (2003). Measuring incon-
sistency in meta-analyses. British Medical Journal, 327(7414), 327–557.
doi:10.11 36/b mj.327.7414. 557

Huedo-Medina, T., Sánchez-Meca, J., Marı́n-Martı́nez, F., & Botella,
J. (2006). Assessing heterogeneity in meta-analysis: Q statistic or
I2 index? Psychological Methods, 11(2), 193–206. doi:10.1037/1082-
989X.11.2.193

Huizinga, D., Schumann, K., Ehret, B. and Elliot, A. (2003). The effects
of juvenile justice processing on subsequent delinquent and criminal
behaviour: A cross-national study. Washington, DC: Final Report to the
National Institute of Justice.

Kaylor, L. (1999). Antisocial personality disorder: Diagnostic, ethical, and
treatment issues. Issues in Mental Health Nursing, 20, 247–258.

∗Krampen, G. (2009). Psychotherapeutic processes and outcomes in out-
patient treatment of antisocial behavior: An integrative psychother-
apy approach. Journal of Psychotherapy Integration, 19, 213–230. doi:
10.1037/a0017069

Landenberger, N. A., & Lipsey, M. W. (2005). The positive effects of
cognitive-behavioral programs for offenders: A meta-analysis of factors
associated with effective treatment. Journal of Experimental Criminology,
1, 451–476. doi: 10.1007/s11292-005-3541-7

Lipsey, M. W., & Cullen, F. T. (2007). The effectiveness of correc-
tional rehabilitation: A review of systematic reviews. Annual Re-
view of Law and Social Science, 3, 297–320. doi: 10.1146/an-
nurev.lawsocsci.3.081806.112833

Livesley, J. W. (2007). A framework for integrating dimensional and cat-
egorical classifications of personality disorder. Journal of Personality
Disorders, 21, 199–224. doi: 10.1521/pedi.2007.21.2.199

Lock, M. P. (2008). Treatment of antisocial personality disorder. The British
Journal of Psychiatry, 193, 426. doi:10.1192/bjp.193.5.426

Lynam, D. R. & Vachon, D. D. (2012). Antisocial Personality Disorder in
DSM-5: Missteps and missed opportunities. Personality Disorder: The-
ory, Research, and Treatment, 3, 483–495. doi: 10.1037/per0000006

∗McKendrick, K., Sullivan, C., Banks, S., & Sacks, S. (2006). Modified
Therapeutic Community Treatment for offenders with MICA disorders:
Antisocial Personality Disorder and treatment outcomes. Journal of Of-
fender Rehabilitation, 44, 133–159. doi:10.1300/J076v44n02 06

∗Messina, N. P., Wish, E. D., & Nemes, S. (1999). Therapeutic commu-
nity treatment for substance abusers with antisocial personality disorder.
Journal of Substance Abuse Treatment, 17, 121–128. doi: 10.1016/S0740-
5472(98)00066-X

Morgan, R. D., Flora, D. B., Kroner, D. G., Mills, J. F., Varghese, F., &
Steffan, J. S. (2012). Treating offenders with mental illness: A review
synthesis. Law and Human Behavior, 36, 37–50. doi: 10.1037/h0093964

National Institute for Health and Clinical Excellence. (2010). Antisocial
personality disorder: Treatment, management, and prevention [CG 77].
London, England: The British Psychological Society.

hendlemm
Text Box
Sources are listed



46 WILSON

Overton, R. C. (1998). A comparison of fixed-effects and mixed (random-
effects) models for meta-analysis tests of moderator variable ef-
fects. Psychological Methods, 3, 354–379. doi:10.1037/1082-989X.3.3.
354

Robins, L. N. (1987). The epidemiology of antisocial personality disorder.
In R. O. Michels and J. O. Cavenar (Eds.) in Pyschiatry, volume 3 (pp.
1–14). Philadelphia, PA: J. B. Lippincott.

Robins, L. N., Tipp, J., & Przybeck, T. (1991). Antisocial personality. In
L. N. Robins & D. A. Regier (Eds.) in Psychiatric Disorders in America
(pp. 258–290). New York, NY: Free Press.

Rugge, T., & Wilson, H. A. (2013). Does restorative justice reduce reof-
fending? A review of the effectiveness of restorative justice. Manuscript
in preparation.

Sacks, S., Sacks, J. Y., & Stommel, J. (2003). Modified Therapeutic Com-
munity Program for inmates with mental illness and chemical abuse dis-
orders. Corrections Today, 65, 90–99.

Shadish, W., & Ragsdale, K. (1996). Random versus nonrandom assignment
in controlled experiments: Do you get the same answer? Journal of Con-
sulting and Clinical Psychology, 64(4), 1290–1305. doi:10.1037/0022-
006X.64.6.1290

Singleton, N., Melzer, H., & Gatward, R. (1998). Psychiatric morbidity
among prisoners in England and Wales. London, England: The Stationary
Office.

Smith, P., Goggin, C., & Gendreau, P. (2002). The effects of prison sentences
and intermediate sanctions on recidivism: General effects and individual
differences (Solicitor General Canada User Report No. 2002-01). Ottawa,
ON: Public Works and Government Services Canada.

Weisburd, D., Lum, C., & Petrosino, A. (2001). Does research design affect
study outcomes in criminal justice? The Annals of the American Academy,
578, 50–70. doi:1 0.1177/000271620157800104

Westen, D., & Arkowitz-Westen, L. (1998). Limitations of Axis II in di-
agnosing personality pathology in clinical practice. American Journal of
Psychiatry, 155, 1767–1771.

Widiger, T. A., & Corbitt, E. M. (1993). Antisocial personality disorder:
Proposals for DSM-IV. Journal of Personality Disorders, 7, 63–77.

Wong, S., & Hare, R. (2005). Guidelines for a Psychopathy treatment pro-
gram. Toronto, Multihealth Systems.

Woodall, W. G., Delaney, H. D., Kunitz, S. J., Westerberg, V. S., & Zhao,
H. (2007). A randomized trial of a DWI intervention program for first
offenders: Intervention outcomes and interactions with antisocial person-
ality disorder among a primarily American-Indian sample. Alcoholism:
Clinical and Experimental Research, 31, 974–987. doi: 10.1111/j.1530-
0277.2007.00380.x

Zinger, I. (2012, June). Mental health in Federal corrections. Presentation
at the Canadian Association of Statutory Human Rights Agencies Annual
Conference, Winnipeg, Manitoba.




