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This study addressed which factors expert clinicians consider crucial in successful completion versus dropout in the manda-
tory forensic psychiatric treatment of psychopathic patients in the Netherlands. Eleven clinicians were interviewed about 
patient characteristics, treatment (provider) characteristics, and other factors they deemed associated with failure (transfer to 
another facility) or completion. The interviews were coded using the guidelines of Consensual Qualitative Research (CQR). 
Overall, extremely high scores on Psychopathy Checklist–Revised (PCL-R) Facets 1 (Deceitful Interpersonal Style) and 2 
(Defective Affective Experience) were thought to impede treatment retention, particularly by its negative impact on motiva-
tion and therapeutic relationship. Older patients, those with a prosocial network, and/or patients with comorbid borderline 
traits appeared to fare better. Treatment success was deemed more likely when treatment goals and expectations are stipulated 
in a concrete fashion, when an extended and gradual resocialization trajectory is offered, and the treatment team is expert, 
cohesive, and stable.
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Both clinical experience and empirical research into inpatient forensic psychiatric  
treatment for psychopathic patients to date suggest that these patients are particularly 

difficult to treat. In early treatment studies, justice-involved individuals with psychopathy 
showed less motivation, less compliance with treatment, and conversely, more often 
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involvement in institutional misconduct, and more drop out as compared to non-psycho-
pathic individuals (Ogloff et al., 1990; Wong & Hare, 2005). However, a handful of more 
recent reviews is more encouraging (e.g., Hecht et al., 2018; Polaschek, 2014; Polaschek & 
Skeem, 2018; Reidy et al., 2013). Moreover, these early findings do not rule out that for 
some subgroups of people with psychopathy, treatment may be effective in reducing crimi-
nal behavior. For example, Olver and Wong (2009) reported on the therapeutic response of 
males convicted of a sex offense in a high-risk program. Psychopathy was found to be a 
strong predictor of dropout. However, those psychopathic individuals who remained in 
treatment and made progress on risk-related treatment targets were less likely to recidivate 
violently than the non-completers. In similar vein, a Dutch study (Klein Haneveld et al., 
2018) targeted individual differences in treatability by seeking empirically based subtypes 
of male violent patients in a forensic psychiatric hospital. Based on latent profile analysis of 
scores on the Psychopathy Checklist–Revised (PCL-R; Hare, 2003), three psychopathic 
profiles emerged: one prototypical group, with high PCL-R scores (and thus displaying 
virtually all defining features of this composite construct); and two groups with moderate 
psychopathic scores on the PCL-R. Dropout was (again) very high in the prototypical psy-
chopathic group (nearly 50%), but those who remained in treatment showed recidivism 
rates commensurate with the less severe psychopathic group. Hence, one hurdle to over-
come in the search for effective treatments for psychopathic justice-involved people is the 
issue of attrition.

To our knowledge, only a handful of studies have examined treatment attrition in indi-
viduals with psychopathy. These studies (Cullen et al., 2011; Jeandarme et al., 2017; Olver 
& Wong, 2011; Sewall & Olver, 2019) reported on the association between non-completion 
and the Two-Factor or Four-Facet models of the PCL-R (Hare, 1991, 2003) or the Two-
Factor model of the Screening Version (PCL: SV; Hart et al., 1995). In a group of 154 males 
convicted of a sex offense receiving a high-intensity treatment program, Olver and Wong 
(2011) found that all Facets were related to non-completion, but that only the Affective 
Facet (Facet 2) made a significant unique contribution to the prediction of dropout. Olver 
and Wong suggested that shallow affect, callousness, and lack of empathy interfere with the 
ability to “connect” with the patient and to form a working alliance in treatment. In a British 
study (Cullen et al., 2011) in a group of 84 justice-involved individuals with a mental dis-
order sampled from six medium security forensic hospitals, dropout was studied as part of 
a randomized controlled trial of a cognitive skills program. In this group, Factor 2 (impul-
sive and antisocial behavior) was found to predict treatment attrition. A more recent Belgian 
study (Jeandarme et al., 2017) also assessed outcome in mentally disordered justice-involved 
people receiving medium security treatment (N = 224). Contrary to the British study, Factor 
1 predicted dropout after controlling for offense-related and clinical variables (Jeandarme 
et al., 2017). Factor 1 encompasses Facet 1 (Interpersonal) and 2 (Affective). Finally, in a 
study by Sewall and Olver (2019) in 302 males convicted of sex offenses, only Facet 3 
(Lifestyle) made a significant unique contribution to the prediction of dropout, and a trend 
was noted for the Affective Facet 2 (p = .081). In sum, although the Affective Facet emerges 
as the only replicated predictor, no clear picture emerges from these studies about which 
aspects of psychopathy, as measured with the PCL-instruments, are associated with treat-
ment attrition among justice-involved people. Moreover, all studies focused exclusively on 
patient characteristics associated with dropout. Clinical experience (Kröger et al., 2014) 
strongly suggests that contextual factors may also play a role, such as characteristics of the 
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treatment team, or institutional policies unrelated to either the patient or the treatment pro-
gram. We are not aware of any studies reporting on these possible determinants of treatment 
dropout versus completion in justice-involved patients with psychopathy.

The presenT sTudy

Our goal was to harness clinical experience and to generate more inclusive hypotheses 
on differences in treatability among patients with psychopathy. In view of the current state 
of empirical research, we decided to use a qualitative research design. This approach made 
it relatively straightforward to explore a wider range of possible factors related to dropout 
beyond patient characteristics only. In our analytic approach, we adhered to the guidelines 
provided by the Consensual Qualitative Research paradigm (CQR; Hill, 2012; Hill et al., 
1997, 2005). CQR is characterized by (a) the use of semi-structured interviews; (b) a method 
of data analysis in which a primary team of several judges bring multiple perspectives to the 
data and then work toward consensus about the meaning of the data; (c) a coding system 
that consists of domains, core ideas, and categories that are used in the cross-analysis; and 
(d) at least one auditor who checks the work of the primary team. We focused on the follow-
ing questions:

1. Which patient characteristics are associated with failure or successful completion of 
treatment?

2. Which factors related to the treatment providers are associated with failure or successful 
completion of treatment?

3. Which other factors influence failure or successful completion of treatment?

meThod

seTTing

In the Netherlands, justice-involved people who were deemed psychopathic have been 
committed for forensic psychiatric treatment since 1928. In that year the so-called 
“Psychopath Laws” came into existence, which made it possible to impose a TBS order for 
people with a mental disorder. TBS (“ter beschikking stelling”) is a measure of mandatory 
intensive treatment, usually of indefinite length, that can be ordered by the Dutch courts, 
together with a sentence for violent or sexual offenses. The primary goal of treatment is to 
minimize risk of reoffending while working toward gradual rehabilitation. Notably, assess-
ment and treatment methods have varied widely over the decades. The translation of the 
PCL-R into Dutch in 2001 (PCL-R; Vertommen et al., 2002) marked the beginning of sys-
tematic assessment of psychopathy. Since 2005, the Dutch Ministry of Justice requires a 
PCL-R assessment for every TBS patient in the Netherlands (if sufficient information is 
available). The result of this regulation is that the concept of psychopathy as defined by the 
PCL-R has become embedded in clinical practice.

parTiCipanTs

This study was conducted at two of 11 high-security hospitals in the Netherlands pro-
viding treatment for patients with a TBS order. Hill et al. (1997) suggested that expert 
interviewees be selected from a homogeneous population that is very knowledgeable 
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about the subject under investigation. For this reason, all participants were licensed psy-
chologists with at least a Master’s degree and a minimum of 5 years of post-license clini-
cal experience in a specialized TBS hospital. We were confident that these requirements 
would result in a sufficiently knowledgeable and homogeneous sample. The first 10 inter-
viewees (six of whom were female) were employed in the same clinic. During the analy-
sis of the data and the development of the coding system, a licensed psychologist (male) 
from a second clinic was asked to participate, to determine whether the coding system 
was applicable to his interview as well, and to ascertain whether new themes emerged 
(which was not the case).

TreaTmenT

All patients for whom treatment progress was evaluated in the interviews were admit-
ted to a high-secure forensic psychiatric hospital under a TBS order. Patients are admit-
ted immediately after completing a prison sentence. TBS treatment starts with a 
high-security inpatient phase. When an independent board of professionals assesses that 
sufficient progress has been made on risk-related targets of treatment, permission for 
leave outside the hospital can be obtained from the Ministry of Justice; first supervised, 
then unsupervised leave. In the final phase, patients leave the hospital, but remain under 
supervision until their eventual release. All decisions about leave are based on an exten-
sive review of the treatment gains, including structured risk assessment. TBS treatment 
currently takes 7 to 8 years on average, including several years outside the TBS clinic 
(Tbs inzichtelijk, 2019). The court evaluates progress in treatment every 2 years and 
decides whether or not to extend or terminate the order. In this study, treatment was con-
sidered successful when a patient proceeded through all the phases of treatment, and the 
court subsequently ended the TBS order. Because it is impossible to drop out of the 
(mandatory) TBS treatment, a patient was considered a dropout (or treatment failure) 
when the forensic psychiatric treatment failed or stalled and a transfer to another hospi-
tal for alternative treatment was deemed necessary.

researCh Team

The research team consisted of four researchers with varying backgrounds and prior 
experience: one senior researcher specialized in forensic psychiatry, a psychology student 
working on her Master’s degree, a licensed clinical psychologist/psychotherapist with 
extensive experience in working with patients with psychopathy (first author), and a full-
time university professor/clinical psychologist with substantial forensic research experi-
ence. Three were female, and all were native Dutch. The first three formed the primary 
team, and the university professor served as the auditor. As advised by Sim et al. (2012), the 
team spent considerable time discussing their expectations and potential biases during the 
first meeting. On occasion, these biases would surface during the primary research team 
data analysis efforts (e.g., a mildly cynical reaction to an example of patient behavior while 
formulating a core idea). When this happened, these biases were immediately discussed to 
limit their influence. Nevertheless, it is important to acknowledge that the members of the 
research team were co-constructors of the data and the results. A different team may have 
come to slightly different results; see, for example, a comparison of cross-analyses by two 
teams with the same data by Ladany and colleagues (2012).
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proCedures

recruiting participants

This research project was approved by the University of Amsterdam faculty of Social 
and Behavioral Sciences ethics review board. Expert psychologists were recruited per email 
by the first author. The first author knew all participating psychologists as peer colleagues. 
Of the 14 experienced psychologists who were invited for an interview, 10 consented to 
participation. All participants gave written informed consent for the recording of the inter-
view and the use of the transcript.

Ideally, in qualitative research, data collection continues until no new themes emerge. 
In an update of CQR, Hill and her colleagues (2005) argued that it has proven difficult to 
establish with certainty whether this has been achieved. Based on 25 CQR-based studies, 
they recommend a sample of 8 to 15 participants, depending on the homogeneity of the 
group (i.e., with a heterogeneous sample requiring more participants). Given our selec-
tion criteria (see under “Participants”), we were confident that our sample of 11 experi-
enced forensic practitioners was sufficiently homogeneous and expert to produce 
consistent results.

interviewing

The first author conducted the interviews between November, 2017, and April, 2018. 
All interviews were conducted by telephone and were recorded using the “TapeACall” 
app. In two cases, part of the respective interview did not record well. Because the inter-
viewer also took extensive interview notes, the missing information could be recovered 
from these notes (the same day). In line with recommendations by Burkard et al. (2012), 
the instructions and the interview questions were sent to the participants prior to the 
interview (see Table 1). Accordingly, participants can more fully appraise to what they 
may give their informed consent (or not). Considering the fact that all participants knew 
the interviewer as a colleague, this also enabled them to consider whether they felt free 
to discuss their thoughts on this particular subject with her specifically. In addition, hav-
ing the protocol in advance gave participants time to reflect on their complex experi-
ences with these difficult patients. We asked participants to select two male patients 
whom they had treated in the past 10 years, both scoring 28 or higher on the PCL-R, with 
one of the patients having completed treatment as intended (i.e., completion), and the 
other having been transferred to another clinic due to a failed treatment attempt (i.e., 
dropout). We felt that discussing two specific cases might serve to elicit more specific 
and concrete answers, rather than vague generalities. Finally, several steps were taken to 
guarantee the anonymity of the cases that were discussed by the participants during the 
interview. Participants were only asked for the PCL-R total score and the year of birth of 
the patients involved. When accidentally a name was mentioned, we deleted these from 
the transcripts. Potentially identifying behavioral examples were not used to illustrate 
the findings in this article.

Transcribing and Coding

All interviews were transcribed by the psychology student in a Word document. The 
mock interview was used for practice. All transcribed interviews were then proof read by 
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the first author (and interviewer). All interviews were uploaded into MAXQDA (2018), a 
qualitative data analysis software package (VERBI software, Germany) that we used for 
coding and further analysis.

pCl-r records

For all cases discussed by the interviewees, a PCL-R score had been determined at the 
beginning of treatment, as part of the regular assessment procedure in the clinics involved 
in this study. Available file information from the PCL-R assessment included criminal 
records, police records, reports from previous institutes and from prison, and informa-
tion acquired from relatives, former employers, and schools. Each patient was scored 
independently by two raters, who then determined a final consensus score together. The 
raters were licensed psychologists who had completed a 3-day training in scoring the 
PCL-R.

In his 1991 manual, Hare recommended a cut score of 30 to classify a patient as psy-
chopathic, based on an American sample. However, it has become evident that in 
European samples a lower cut score may be more appropriate (Mokros et al., 2013). 
Based on a meta-analysis of samples from German-speaking countries, it has been sug-
gested that a score of 25 reflects the same level of psychopathy as a score of 30 in North 
American samples (Mokros et al., 2013). We instructed the participants to include cases 
with a score of 28 or higher, to ensure that all cases could be considered highly psycho-
pathic (i.e., well beyond the European cut-off). The standard error of measurement for 
standard PCL-R assessments is approximately three points (Hare, 2003). See Table 2 for 
the total scores of the patients discussed by the participants. All patients were male. 
Successful cases had a mean total score of 33.33 (SD = 2.58); failed cases had a mean 
total score of 33.56 (SD = 2.85).

Table 1: Semi-Structured Interview

Instructions for the preparation of the interview

-  Please select two male patients whom you have treated in the past 10 years, both scoring 28 or higher on 
the PCL-R. It is important that one of the patients completed treatment as intended, while the other was 
transferred to another clinic due to a failed treatment attempt.

-  See the interview questions below. For both cases, the same questions will be asked. To prepare for the 
interview, please take one of the cases in mind, read the questions, and reflect upon your answers. Then 
repeat the same procedure for the second case.

Interview schedule

1.  Which specific patient characteristics of the case you have chosen are associated with the success/failure of 
treatment?

2.  For each characteristic, can you describe a specific situation or event that illustrates how this characteristic 
has influenced the course of treatment?

3.  Which factors related to the treatment team are associated with the course of treatment?
4.  Can you think of a specific example that illustrates how each factor influences treatment?
5.  According to you, are there other factors not yet discussed on the basis of these two cases, which may be 

essential to take into account when treating psychopathic patients? Can you illustrate these factors with 
specific examples?

Note. PCL-R = Psychopathy Checklist–Revised.
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insTrumenTs

interview

The semi-structured interview was developed by the first author and revised after feed-
back from two of the senior researchers. Subsequently, a mock interview was held with a 
licensed psychologist of one of the hosting clinics. This led to a final revision (see Table 1). 
Each of the questions could be followed up with probes for further clarification. As can 
be seen in Table 1, the interview first focused on patient characteristics, then switched to 
factors related to the treatment team that may have influenced the course of treatment, 
and finally provided the opportunity to describe further pertinent factors not yet dis-
cussed. Participants were asked to illustrate their answers with specific examples from 
clinical practice, as illustrative examples often yield more elaborate material than purely 
theoretical discussion.

pCl-r

The PCL-R (Hare, 1991, 2003) consists of 20 items, which can be scored 0 (definitely 
does not apply), 1 (may apply or partly applies), or 2 (definitely applies), leading to a pos-
sible maximum score of 40. This maximum score is considered to represent a “prototypical 
psychopath.” Extensive psychometric properties have been documented in the manual 
(Hare, 2003). Inter-rater reliability for a sample from the primary hospital involved in this 
study has been estimated previously, largely based on the same pairs of raters (Hildebrand 
et al., 2002). The single-measure intraclass correlation coefficient (ICC) was .88 for the 
PCL-R total score.

In the first edition of the PCL-R (Hare, 1991), exploratory factor analysis led to the iden-
tification of two underlying factors, a model that was replicated several times (Hare & 
Neumann, 2008). Factor 1 contains the personality traits typically associated with psy-
chopathy: shallow affect, lack of empathy, and a manipulative, arrogant interpersonal style. 
Factor 2 reflects a chronically impulsive, aggressive, and antisocial lifestyle. In the second 
edition of the PCL-R (Hare, 2003), Hare revised the original model into the more fine-
grained Four-Facet model, which was also replicated repeatedly (Neumann et al., 2015). 

Table 2: PCl-R Scores and age of Patients Discussed in the Interviews

Year of birth success PCL-R success Year of birth failure PCL-R failure

1968 31.6 1985 32
1979 28.9 1978 31
1974 34.7 1966 30
1979 31.6 1975 34
1983 33.7 1967 34.4
1982 35.6 1984 38.9
1974 34.7 1961 31
1963 37 1986 35.3
1959 34.4 1968 30.6
1964 29.5 1959 36
1967 35 1971 36

Note. The fractions in the total scores (e.g., 31.6) result from the prorating of scores when items have been omitted, 
in accordance with the instructions in the PCL-R manual (Hare, 2003). PCL-R = Psychopathy Checklist–Revised.
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Facet 1 (labeled “Interpersonal”) refers to a glib, arrogant, and deceptive interpersonal 
style; Facet 2 (“Affective”) contains items describing the callous and unemotional traits; 
Facet 3 (“Lifestyle”) describes an impulsive and irresponsible lifestyle; and Facet 4 
(“Antisocial”) refers to aggressive and antisocial behavior.

analyTiC sTraTegy

Consensus Coding and audit

The guidelines explicated in the edited CQR handbook (Hill, 2012) were followed in 
our data analysis. CQR relies on a consensus process, in which the members of the pri-
mary research team first examine the data independently and then meet to discuss their 
ideas until the entire team agrees on the coding. This process is repeated several times. 
In this study, it was used first to identify the domains, then to assign all relevant text 
segments into one or more domains, subsequently to develop categories, and finally to 
assign all core ideas (summaries of text segments) to the categories. After each step in 
the consensus process, the auditor (final author) was consulted for feedback. This led to 
a relabeling and a subtle reorganization of the domains and to a collapsing of several 
categories into a less elaborate but more straightforward system (see Table 3 for the final 
result).

Table 3: Results of Cross analysis

Domains/categories Frequency

Domain 1: Patient characteristics
•  Not measured by PCL-R General
•  Related to PCL-R Facet 1 (Interpersonal) General
•  Related to PCL-R Facet 2 (Affective) General
•  Related to PCL-R Facet 3 (Lifestyle) Typical
•  Related to PCL-R Facet 4 (Antisocial) Variant
Domain 2: Team characteristics
•  Level of expertise Typical
•  Sufficient emotional distance yes/no Typical
•  Consensus about diagnosis and treatment yes/no Variant
•  Continuity in treatment team yes/no Variant
Domain 3: Treatment strategies
•  Underlying treatment philosophy General
•  Reaction to treatment interfering behavior Typical
•  Specific interventions Typical
Domain 4: Team–patient interactions
•  Working relationship Variant
•  Development of trust Variant
•  Splitting Variant
•  Fear or aversion Variant
•  Punishment Variant
Domain 5: Social Network
•  Prosocial network (yes/no) Typical
•  Network support for treatment Typical

Note. A frequency of General was coded for appearance of the category in 10 or 11 (all) interviews, Typical for 
appearance in six to nine interviews, Variant for two to five interviews. PCL-R = Psychopathy Checklist–Revised.



Klein Haneveld et al. / INDIVIDUAL DIFFERENCES IN TREATMENT RESPONSIVITy 1039

domains and Core ideas

There are two methods for constructing a domain list (Thompson et al., 2012). The first 
is to start with a list based on themes that emerge from a review of the literature and to 
modify this list during coding to ensure that it accurately reflects the data under investiga-
tion. Considering the lack of literature in our area of research, this was not a viable option. 
We therefore used the second method, which involves an inductive approach. We used three 
randomly chosen interviews to see what topics emerged and constructed an initial list that 
was modified throughout the coding and the audit discussions. The next step in the data 
analysis was to capture the content of each coded text fragment into a so-called “core idea,” 
a succinct version of what the participant said that is both more clear and concise (Thompson 
et al., 2012). In this study, the developing of core ideas was not prepared independently by 
the members of the team, but was done by the primary team immediately upon the coding 
of the domains.

Cross-analysis and Categories

Once all relevant text segments of each interview were coded into one or more domains, 
we started the cross-analysis, which aims to capture common themes across the interviews. 
Each participant of the primary team independently examined all core ideas per domain and 
developed a list of categories. In a consensus meeting a joint list was created, which was 
revised again during the process of coding the categories, and subsequently as a result of the 
audit discussion (e.g., where possible using the same categories for cases that failed and 
cases that successfully ended treatment, instead of two separate lists of categories). This 
resulted in a final product.

resulTs

Over 11 interviews, 369 text fragments were coded; 356 in five domains, 13 (3.5%) in 
the domain “other.” See Table 3 for the results. The five main domains were labeled as: (a) 
patient characteristics, (b) team characteristics, (c) treatment strategies, (d) team-patient 
interactions, and (e) social network. Within the domains, several categories were found. 
With three exceptions, all categories were applicable to both successful and failed cases. 
For example, having a social network in a successful case versus lacking such in a failed 
case were considered two sides of the same coin. Both were coded in the category “Social 
network.” Therefore, all categories, except “Splitting,” “Fear or Aversion,” and 
“Punishment,” contain both failed and successful cases. Following CQR methodology (Hill 
et al., 2005), the frequency labels of “General,” “Typical,” and “Variant” were assigned to 
all categories. General applied to categories that were found in all interviews, or all but one 
(10 or 11 interviews). Typical applied to categories found in more than half of the inter-
views (six to nine), and Variant to those found in two to five interviews. Below, we describe 
all categories per domain, starting out with the most representative category. To optimally 
convey its content, we provided illustrative interview quotations of most categories.

domain 1: paTienT CharaCTerisTiCs

As can be seen in Table 3, patient characteristics relevant to success or failure in treat-
ment could be divided into characteristics associated with Facets of the PCL-R and 
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characteristics unrelated to the PCL-R Facets. Facet 1 and 2, the Interpersonal and Affective 
Facets of the PCL-R, and certain characteristics outside the PCL-R were all mentioned 
quite frequently (i.e., considered General). Facet 3 (Impulsive) was mentioned in more than 
half of the interviews (Typical), while Lifestyle Facet 4 was only found in a handful of 
interviews (Variant).

not measured by the pCl-r (general)

This category referred to age, motivation, and comorbidity. Older psychopathic patients 
were thought to be more successful relative to younger ones, for two reasons: physical dete-
rioration and having “calmed down” over the course of life. Admittedly, “older” is an 
ambiguous term, but when clinicians mentioned a specific number, it was over 40 or even 
50 years of age. Second, some form of motivation was described as vital to treatment, even 
if merely extrinsic or exclusively based on a wish to be free from interference by the crimi-
nal justice system. See the following excerpt:

It appears that he came to a point in his life that he thought, “wait . . . I am now forty, I am stuck 
in the TBS, maybe I should try to make something of my life in a different way.” Not at all 
from any intrinsic motivation for treatment, but just simply based on the confrontation with a 
complete lack of perspective for the future otherwise, and the fact that he had somehow learnt 
to reflect a little bit on his life. (Treatment success, participant K)

Comorbidity was generally thought to be a drawback, except in the case of features of 
borderline personality disorder, as defined by the Diagnostic and Statistical Manual of 
Mental Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013). Several 
participants felt that having some borderline traits in the emotional domain somehow 
“softened” the psychopathic manifestation and made it more susceptible to supportive 
interventions.

related to facet 1: superficial Charm, unreliability, narcissism (general)

This is the Interpersonal Facet of the PCL-R, relating to superficial charm, unreliability, 
and narcissism. The degree to which patients were able to accept the authority of their treat-
ment providers despite their grandiose sense of self was described as an important factor in 
success or failure. Second, the degree to which patients behaved in reliable ways was 
thought to be crucial. Some lack of reliability was considered normal in this population, but 
excessive deceit and fickleness during treatment impeded treatment, according to many 
informants. See the following excerpts:

The first thing that comes to mind is just the constant deceit, and conning, and externalizing, 
and saying yes while meaning no. Voicing good intentions and then letting them fail. you can’t 
tell anymore whether it is impulsivity or lack of frustration tolerance (which I do think are 
important) or just plain deception, agreeing to do something but secretly making his own plans. 
So, I think conning and manipulation are the most important factors. (Treatment failure, 
participant G)

Deception is the most important factor in failure. The TBS-system does not have an answer 
to that. Many other factors can be treated or managed, like impulsivity or lack of empathy, 
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but we have not been able to find a creative way to deal with deception. (Treatment failure, 
participant K)

related to facet 2: shallow affect, lack of empathy, failure to Take responsibility (general)

Facet 2 is the Affective Facet of the PCL-R and is related to shallow affect, lack of empa-
thy, and failure to take responsibility. Participants felt that the degree of callousness was an 
influential factor in treatment. Treatment providers reported that being able to work with a 
patient required some minimal emotional connection. If, however, the patient was deemed 
entirely instrumental or even sadistic, treatment often failed. The same counted for a com-
plete failure to take responsibility for the offenses that led to the TBS. See the following 
excerpts:

He was someone who was not just indifferent with respect to other people’s interests, he 
actually enjoyed crossing boundaries and physically hurting people. (Treatment failure, 
participant K)

He could be humorous, entertaining. And now and then he would show a glimpse of empathy, 
for example admitting that he was making life very difficult for us. (Treatment success, 
participant J)

related to facet 3: impulsivity, Thrill seeking, irresponsible lifestyle (Typical)

The items of Facet 3 are related to impulsivity, thrill seeking, and an irresponsible, para-
sitic lifestyle. Again, the degree to which these issues were characteristic for the patient was 
reported as critical to treatment outcome. Reportedly, some degree of impulsivity can be 
managed, but within limits. See the following excerpts:

He did have some impulsivity, but it was just within limits. He didn’t overdo it. [. . .] Otherwise 
it would have been a very unfavorable factor. (Treatment success, participant E)

It was only temporarily that he managed to stick to the program. As long as he was kept inside 
the clinic, for a while it went okay. But as soon as he was given more freedom, his behavior 
tended to deteriorate. (Treatment failure, participant A)

related to facet 4: aggressive and antisocial Behavior (variant)

Facet 4 is related to aggressive and antisocial behavior. Apparently, this is considered 
less influential with regard to the course of treatment, as the representativeness of this cat-
egory is Variant. Early onset of problematic behavior was named as a risk factor for failure 
of treatment, as well as extreme aggression while admitted to the TBS hospital:

In my view, what was important is that he was really a very aggressive man. He was also very 
aggressive inside the clinic. Not all patients have this, or not to that degree. (Treatment failure, 
participant H)

domain 2: Team CharaCTerisTiCs

Within this domain, four categories were coded. The first two were labeled Typical, 
while the third and the fourth were Variant.
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level of expertise (Typical)

A majority of informants emphasized that teams working with psychopathic patients 
need to have specialized training. They need to have sufficient knowledge about psychopa-
thy, and the requisite skills, patience, and experience to deal with difficult situations. See the 
following excerpt:

A team needs to be prepared for unexpected situations. With these patients, you just 
know that they will occur, and you need to be prepared. They shouldn’t surprise you. 
So, it is essential that a team is knowledgeable about psychopathy. (Treatment success, 
participant K)

sufficient emotional distance (Typical)

Likewise, a majority of informants indicated that the ability of team members to see the 
behavior of the patient as the patient’s problem or handicap, and not to take it personally, 
was important. See the following excerpt:

[It is important that] you don’t have too many expectations, and that you can really think, “OK, 
this is part of the job. [. . .] We knew he was unreliable, but he doesn’t do it to spite us, it’s just 
how he is with everyone. Don’t take it personally.” you try not to mix your own moral values 
with your work, so to speak. It’s quite difficult, and you need your team to help you with this. 
(Treatment success, participant J)

Consensus about diagnosis and Treatment (variant)

Participants reported that disagreement in a team about the goals of treatment and 
how to interpret the patient’s behavior often led to failure, while consensus on the 
treatment strategy appeared to be a requirement for success. The following excerpt 
illustrates this:

The team did not really agree on limit setting. [. . .] For example, when he had used drugs, part 
of the team felt that his permission for leave outside the clinic needed to be restricted for a long 
time, while others were of the opinion that this wasn’t really necessary. Of course, in such 
situations a decision was always reached, but you could sense that underneath, the team was 
divided. (Treatment failure, participant B)

Continuity in Treatment Team (variant)

Participants reported that too much staff turnaround in teams leads to loss of salient expe-
rience in the team and to disruption of the treatment process for the patient. See the follow-
ing excerpt:

New team members generally have a need to work with clear rules. On the other hand, 
with psychopathic patients, you need to be able to play a little bit, to know when to be 
flexible and when to set clear limits to certain behavior. In my opinion, you just have to be 
very experienced to be able to do this well. The constant turnover of young and 
inexperienced men and women in our clinic makes this impossible. (Treatment failure, 
participant D)
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domain 3: TreaTmenT sTraTegies

underlying Treatment philosophy (general)

Together with three of the five categories in the domain patient characteristics, this was 
the only other General (as in almost universally reported) category. Informants reported 
several elements that they felt were crucial basic treatment principles. The first was creating 
a clear perspective or goal for the patient. See the following excerpts:

[At first] it was completely unclear what the route towards rehabilitation should be. And he had 
no idea what his own goal was. So he was sort of at the mercy of his fellow patients in the 
group. [. . .] But then at one point, it became clear in which residence he could live if only he 
would commit himself to treatment and gain more liberties. At that point he realized, “I would 
really like that.” (Treatment success, participant D)

The thing is, we didn’t really have a good plan [. . .] for the route towards rehabilitation. We 
just tried some things. And when that didn’t go too badly, we said, “OK, let’s try some more,” 
but we never really had a clear goal for this patient. [. . .] We didn’t discuss this openly with 
him. [. . .] We gradually and very carefully extended his possibilities for leave outside the 
clinic, but he didn’t understand why we went so slowly. This was an explosive mix. (Treatment 
failure, participant K)

Informants also felt that a relatively limited inpatient phase worked best, whereas there 
should be an extended phase outside the clinic, with gradual, stepwise exposure to situa-
tions associated with risk for recidivism. In addition, participants reported that encourag-
ing patients to take responsibility for their own actions, being clear about expectations but 
allowing some room for mistakes often worked well. See the following excerpt:

He did have some relapses into drug abuse, but the deal was that if he reported these voluntarily, 
he would not be readmitted to the clinic, unless it happened very often. Beforehand, he had 
also been asked to think about what kind of arrangement would help him to stay clean 
permanently. So, he was emphatically invited to take his own responsibility. And he was also 
given a lot of autonomy. I think that was good for him, that we didn’t take all responsibility 
away from him, but on the contrary, stimulated him to think for himself. (Treatment success, 
participant A)

reaction to Treatment interfering Behavior (Typical)

Treatment interfering behavior was considered part and parcel to the treatment of patients 
with psychopathy. When this category was referenced, participants were quite unanimous 
in how best to deal with it: by immediate and predictable limit setting, and if necessary (for 
security reasons) by imposing a short period of restriction of freedom, followed by resump-
tion of the treatment program. See the following excerpts:

So, the moment [. . .] he does not stick to the rules, a direct consequence should follow. A short 
intervention. And then treatment continues. And I think in this case, with this patient, this 
happened a lot. At some point, you get a kind of behavioral training. He started to understand 
the right thing to do, or at least how to stay on course and not get in trouble all the time. 
(Treatment success, participant I)
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[The new team] worked with short and relatively predictable interventions. [. . .] And also with 
a proportionate response to what the patient did. [. . .] For example, when he had done something 
wrong on his mobile phone. In that case he wasn’t forced to hand in the entire phone, but he 
had to remove the app involved. While before, with the other team, they retained his mobile 
phone for an indefinite period of time. (Treatment success, participant C)

specific interventions (Typical)

Participants typically reported various kinds of interventions that had been helpful in 
specific cases, but no clear picture emerged. This was due to the relatively wide range of 
interventions and due to the fact that some interventions appeared to have equivocal results. 
For example, Eye Movement Desensitization and Reprocessing (EMDR) was named as a 
factor in a successful as well as an unsuccessful case.

domain 4: Team–paTienT inTeraCTions

All five categories in this domain were of Variant frequency.

Working relationship (variant)

This category refers to the situation when, irrespective of the shallow affect and lack 
of commitment of the patient, to some modest extent, a working relationship still devel-
oped with the staff. Interviewees described that some psychopathic patients inspire a 
certain amount of sympathy; for example, because of a traumatic life history. Possibly 
patients sensed this sympathy and felt less defensive; for treatment providers, it can help 
in enduring treatment interfering or other problematic behavior. When all sympathy is 
lacking, treatment is more likely to fail, according to the participants. See the following 
excerpt:

I felt there was some degree of connection between us. Of course, with such a high score on 
the PCL-R you know the connection probably wasn’t very strong for him. He did deceive 
us a lot. But I think he also genuinely felt our empathy for him. (Treatment success, 
participant G)

development of Trust (variant)

Trustworthiness is uncommon in psychopathic patients. Vice versa, people with psy-
chopathy are not very likely to trust their therapists. Participants reported that nevertheless, 
with some patients, a certain amount of mutual trust developed in the course of treatment, 
or at least a kind of “reciprocal predictability.” On the contrary, in some of the described 
failed cases, mutual distrust did not abate at all, and the behavior of the patient remained 
unpredictable for the team. See the following excerpt:

This was a patient with a history of extremely violent behavior, both outside and inside the 
clinic. Also, he had managed to have a secret intimate relationship with a staff member. [. . .] 
At the same time, he had periods where he seemed calm and in control. But we never felt 
that we could predict his behavior, there was always a feeling of tension and distrust. 
Ultimately, this made it impossible to make progress in treatment. (Treatment failure, 
participant H)
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splitting (variant)

This category refers to the situation in which a patient, for example, through charm or 
manipulation, created a division in the staff. Members of the team disagreed, or even argued 
about the patient and what would be the optimal treatment planning, and could not over-
come their differences of opinion in an effective manner. This was a precursor to several 
failures of treatment. See the following excerpt:

He allowed some members of the team to be closer to him, while he kept other team members 
more at a distance. The result was that those whom he appeared to trust more, were more 
positive about the treatment effects and more willing to make progress, while others remained 
more suspicious of him. We did not manage to solve this. (Treatment failure, participant B)

fear or aversion (variant)

Sometimes patients were so hostile or dangerous even within the clinic (i.e., causing 
aggressive incidents), or had committed such horrific crimes, that team members experi-
enced fear and/or aversion. See the following excerpt with an example of aversion:

This patient was part of a group that met in some foreign country to participate in extreme 
sexual abuse of children. The more you paid, the more you were allowed to do. It was really 
very horrible to read his file. And also, to listen to him minimizing the impact of his behavior. 
[. . .] It was very difficult to see this offender as a patient, and to contain the negative 
countertransference. (Treatment failure, participant G)

punishment (variant)

In some cases, teams did not find a way to tolerate and manage problem behavior (such 
as breaking institutional rules or violating conditions for leave outside the hospital; for 
example, using drugs, smuggling a smart phone into the facility), leading to ineffective 
punishment of the patient instead of effective limit setting (e.g., restrictions in the freedom 
of movement in or outside the clinic, which the respondents felt were disproportionate). See 
the following excerpt:

When he broke the rules, I felt the staff reacted with anger, punitively, as if they felt betrayed. 
And they tried to appeal to his conscience, I think. But it didn’t work out that way. What 
happened was that he was more and more convinced that he could never do it right. (Treatment 
failure, participant B)

domain 5: soCial neTWork

Both categories in this domain had a frequency of Typical.

prosocial network (Typical)

A majority of participants reported that simply having a social network that was not 
overly antisocial was a positive factor, for example, through offering support and improving 
motivation. Conversely, a complete absence of social contacts, or mainly antisocial connec-
tions, did not bode well. See the following excerpt:
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He reconnected with his old antisocial friends, but they now all had families of their own. They 
had become more normal. They were still involved in, for example, small scale, illegal trade, 
but that was it. No more violence. (Treatment success, participant H)

network support for Treatment (Typical)

Both active support of and opposition to the TBS order and the treatment were important 
factors. See the following excerpts:

[The family felt that] the TBS order was completely unjustified. Nothing wrong with him. 
They thought we were ridiculous. What did we think we were doing? (Treatment failure, 
participant F)

His social network was very important. His mother, for example, told us he was a different man 
when he used alcohol. She made sure that during family visits, no alcohol was available to 
anyone. The patient himself thought he could manage a beer now and then, but because of his 
mother’s attitude he never tried. This was very important in his treatment. (Treatment success, 
participant B)

disCussion

In this study, we used a qualitative research design to explore with expert clinicians fac-
tors that in their view influenced successful completion versus dropout in the forensic psy-
chiatric treatment of highly psychopathic patients. Individual patient characteristics as well 
as characteristics of the treatment or team were sought. A variety of factors emerged. First, 
a number of general forensic treatment-impeding factors were mentioned as equally rele-
vant for patients with severe psychopathic traits: age, motivation, and patients’ network. 
While it may seem unsurprising that factors relevant for forensic treatment in general also 
appear relevant in the treatment of psychopathic patients, some of these observations are 
still notably at odds with general beliefs about psychopathy. A good example concerns the 
age of the justice-involved individual. In general, it is believed that men high on psycho-
pathic traits start their offending behavior at a young age and, in contrast to “ordinary” 
antisocial individuals, do not easily quiet down. However, according to our informants, 
there still appears to be an age at which they do quiet down. In similar vein, the issue of a 
minimal amount of some kind of motivation is remarkable. It was repeatedly emphasized 
that it did not matter how “thin” or self-centered the motivation might be; any and all forms 
of motivation were deemed helpful and some minimum essential. In other words, patients 
with psychopathy don’t have to do it for the right reasons, as long as they can find any rea-
son. Another interesting finding is that the network, in the eyes of the interviewees, does not 
have to be exemplary prosocial, just not too antisocial. A little rule violation is not a prob-
lem per se, as long as there are clear limits within the network as to the unacceptability of 
violence. We know of no studies that examine the role of involving family and peers in the 
treatment of adult psychopathic patients specifically.

Several factors were related to the treatment and the team. Relevant treatment character-
istics for patients with psychopathy mostly referred to an underlying philosophy or frame-
work. This framework included (a) matching clear goals and perspectives for the patient 
with clear and concrete expectations from the patient and (b) keeping the inpatient treat-
ment relatively short, followed by a prolonged and gradual outpatient trajectory. Other 
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important suggestions our interviewees made were tolerating some rule violation, choosing 
your battles, and applying clear, predictable punishment of short duration, where necessary. 
This seems applicable to the treatment of all forensic patients, but likely needs more empha-
sis for psychopathic patients, who are of course among the hardest to treat within this group.

Team characteristics were regularly mentioned as relevant. However, most of the charac-
teristics are relevant factors for any treatment, such as consensus on diagnosis and treatment 
trajectory. A team characteristic related to psychopathy was expertise on psychopathy in 
general and, more specific, the ability to keep sufficient emotional distance. It appears that 
a team that is well informed on the nature and characteristics of psychopathy is therefore 
better able to view psychopathy as a deficiency and not feel personally betrayed by the 
failures of their patients. Continuity of treatment providers was also deemed important. This 
finding seems somewhat counterintuitive. Why would this matter for people with psychop-
athy who are believed to be notoriously uninterested in and incapable of attachment? The 
overall findings of this study seem to indicate that the prospects of successful treatment for 
patients with psychopathy are better if any relationship, no matter how unstable, pragmatic/
opportunistic, or superficial, can still grow. However, it seems that these relationships with 
highly psychopathic patients (a) take long to develop and (b) easily get damaged. 
Discontinuity in a team is thought to be one of the disturbing factors.

A number of factors more specific to psychopathy emerged from the study as relevant. 
Patient characteristics associated with Facets 1 and 2 of the PCL-R were found in (nearly) 
all interviews; those associated with Facet 3 in more than half. Facet 4 was considered less 
influential. This is in line with three of the four studies cited in the introduction (Jeandarme 
et al., 2017; Olver & Wong, 2011; Sewall & Olver, 2019). Of note, for all Facets, the infor-
mants reported that it was the degree to which a certain Facet was present that counted. That 
is, some degree of deception, arrogance, callousness, impulsivity, and aggression were all 
to be expected behaviors of these patients during treatment, but only very high levels were 
thought to be seriously treatment interfering.

The problems arising from overly pronounced Facet 1 or Facet 2 traits were described in 
two variations: either no relationship or form of cooperation could develop at all (emphasis 
Facet 2), or a relationship appears to develop, but is destroyed by dishonest and untrust-
worthy behavior (emphasis Facet 1). It remains unclear whether this dishonest behavior 
should be seen as planned manipulation or that psychopathic patients are fundamentally 
unable to acknowledge their faults and simply declare their own desired truth, which exists 
separate from reality. Very high traits on Facet 3, and very high traits versus more moderate 
traits on Facet 4 were mentioned to a lesser extent and mostly in the form of excessive 
impulsivity or aggression. Most of the Facet 4 items (Poor Behavioral Controls, Early 
Behavioral Problems, Juvenile Delinquency, Revocation of Conditional Release, Criminal 
Versatility) refer to historical facts and behavior and to a far lesser extent to personality 
traits. Therefore, it is not surprising that Facet 4 is less often nominated as a treatment-
interfering patient characteristic. Nevertheless, Facet 4 was mentioned as relevant in a few 
cases, specifically regarding patients that caused extremely serious violent incidents within 
the walls of the facility. Serious violent incidents within the facility caused by psychopathic 
patients are relatively rare in our experience, but cause strong backlash, and are often the 
prelude to transfer, according to our informants.

The recurring suggestion that comorbid borderline personality traits may be favor-
able for treatability of patients with psychopathy is intriguing. How may comorbid 
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borderline traits make psychopathic patients more susceptible to treatment? Stipulating 
recommendations for further research on psychopathy, Lilienfeld (2018) argued that it 
is important to incorporate measures of other disorders, especially antisocial, histri-
onic, borderline, and narcissistic personality disorders, also known as the cluster B 
personality disorders. He noted that although comorbidity generally is considered to 
increase impairment, there may be notable exceptions. He cited two studies (Short 
et al., 2016; Walker et al., 1991) that found that in children and adolescents with con-
duct disorder, comorbid symptoms of depression or anxiety tended to be associated 
with better outcome. Lilienfeld hypothesized that the presence of an internalizing dis-
order may attenuate risk. A similar mechanism may hold for borderline traits comorbid 
with psychopathy. One might conjecture that the presence of emotional borderline fea-
tures is incompatible with extreme emotional callousness—a factor that was frequently 
mentioned as a risk factor for treatment failure. We know of no studies that examined 
the effect of borderline traits on the treatment of patients with psychopathy, and further 
research seems warranted.

This study has several limitations. First, we asked clinicians to choose two specific 
cases, in the expectation that illustrative examples would allow for in-depth discussion. 
This requirement also ensured that truly psychopathic patients were chosen. However, 
it is possible that this approach led to clinicians choosing particularly memorable 
(instead of representative) cases. Another strategy would have been to frame the ques-
tions in a more general way, focusing on psychopathic patients in general. At the end of 
the interview, we did provide the clinicians the opportunity to add general comments 
(see Table 1; “According to you, are there other factors not yet discussed on the basis 
of these two cases, which may be essential to take into account when treating psycho-
pathic patients?”). Second, we did not specify in great detail how to prepare for the case 
interviews. It became clear during the interviews that some participants had taken the 
time to study the files, while others appeared to rely predominantly on their memory. It 
is not immediately clear how this variation may have affected the findings. It bears 
mentioning that we consistently requested informants to bolster their comments by 
providing concrete, specific examples to best illustrate their answers. Also, the argu-
ment could be made that the most salient factors would have remained in long-term 
memory anyway. Third, this study focused exclusively on factors related to treatment 
completion in highly psychopathic patients. While limiting dropout is an important 
goal in developing effective treatment for these patients, this study did not focus on the 
effects of treatment on reducing recidivism. In addition, our research design precludes 
determination of the extent to which these factors of treatment success (or failure) are 
specific to patients with psychopathy. When possible however, we provided some 
informed conjectures on this issue. Fourth, no specific interventions for reducing the 
responsivity problems in psychopathy were consistently identified. Respondents some-
times mentioned a certain form of treatment that was effective (or not) in a specific 
case, but no general pattern emerged. At this stage, it seems advisable to try various 
interventions and to not give up too easily. Even if no specialized interventions have yet 
been developed for patients with psychopathy in general, some may still be effective in 
particular cases. Much more research is needed in this domain. Fifth, for the purpose of 
homogeneity, all but one of the interviewees were working in the same hospital, albeit 
in different units. Therefore, the results of this study may be vulnerable to embedded 
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culture effects of this particular setting. Future studies should widen the scope, either 
by replicating the current study in another hospital or by including more than one insti-
tute in the research design. A final limitation is that this study is limited to the perspec-
tive of the treatment providers. As of yet, there are no data on how patients reflect on 
their experiences in forensic treatment. We argue this remains a worthwhile empirical 
question. Eliciting the patients’ perspective may well be a profitable avenue for the 
further development of specialized treatment programs.

Notwithstanding these limitations, tentative conclusions regarding the ideas of experi-
enced treatment providers about the treatability of forensic patients with psychopathy can 
be drawn. Overall, the results imply that patients with psychopathy may be retained in treat-
ment successfully lest they are not exceedingly psychopathic, especially with regard to 
arrogant and deceitful interpersonal style (Facet 1) and defective affective experience (Facet 
2). However, not only specific psychopathic traits are thought to be important, other patient 
characteristics also appear influential. Older patients and those with a somewhat prosocial 
and supportive network may fare better. If some form of a working relationship can develop, 
no matter how shallow, and some form of motivation can be found, no matter how self-
centered, treatment of psychopathic patients can proceed successfully. Future research into 
the treatability of patients with psychopathy should therefore take into account other patient 
characteristics than psychopathic traits only.

Of note, our study also indicates that certain characteristics of the treatment framework 
were deemed highly relevant for treatment success or failure. A treatment program that 
stipulates clear and concrete goals and expectations; provides a long and gradual resocial-
ization trajectory; and is offered by a knowledgeable, cohesive, and stable team appears to 
be more successful. This means that forensic treatment as usual may need to be adapted for 
patients with psychopathy. For example, not all forensic patients need the extensive outpa-
tient phase of treatment that is recommended in our study. In addition, teams working with 
psychopathic patients probably need extra training, not only to limit the possible detrimen-
tal effects of working with these patients, but also to enhance their ability to retain these 
patients in treatment in the first place. All these suggestions of course need to be validated 
in future (quantitative) studies. At this point, developing a treatment framework using some 
of these suggestions appears to be a priority.

In this respect, it is intriguing to recall that 25 years ago, after many years of clinical pes-
simism about the prognosis, dialectical behavior therapy (DBT; Linehan, 1993) was the 
first evidence-based psychotherapy for borderline personality disorder. One of the explicit 
goals of DBT was limiting attrition, and the first clinical trial showed significantly less 
dropout when compared to treatment as usual, 16.7% versus 50% (Linehan et al., 1991). In 
her book, Linehan first devoted no less than 200 pages to describing the theoretical frame-
work and the specification of the parameters for treatment, including integration of supervi-
sion and consultation for therapists, before introducing any concrete therapeutic techniques 
for patients. As the treatment of psychopathic patients is without a doubt just as challenging 
for treatment providers, developing such a manual would be of great value for this clinical 
condition as well. Some of the topics emerging from this study may eventually be essential 
reading in the first chapters.
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