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n Royalties from books on mentalizing
n Honoraria for training in MBT



Summary

n I will discuss:
ØWhy consider treating ASPD?
ØSome preliminary evidence and our current research trial
ØWhat we have learned from research so far
ØASPD as a disorder of mentalizing and attachment
ØASPD commonly associated with narcissistic functioning
ØSome clinical challenges



Why consider ASPD?

ASPD
Highly prevalent amongst UK offending population and is 
associated with increase likelihood of committing violent 
behaviours, future reconvictions and recidivism severity.

Societal and Personal costs
Physical and emotional damage to victims, criminal justice system 
involvement, increase of health care, lost employment 
opportunities, relationship breakdown; family disruption and 
substance misuse.

Major public health implications
Associations with psychiatric co-morbidity, substance abuse, 
suicide, family violence and early death. 



ASPD characteristics
n Failure to conform to social norms with respect to lawful 

behaviours
n Deceitfulness
n Impulsivity or failure to plan ahead
n Irritability and aggressiveness
n Reckless disregard for safety of self or other
n Consistent irresponsibility
n Lack of remorse

None of these features is endearing to others. The self-
serving attitude of people with ASPD and unpredictability 
makes people wary of them. 



Preliminary evidence



N=40
difference between groups at 18-months

-0.61 (95% CI: -1.05, -0.17), p<.007



N=40 difference between groups at 18-months
-0.64 (95% CI: -1.09, -0.18), p<.006



N=40
difference between groups at 18-months

-0.48 (95% CI: -0.78, -0.18), p<.002



MOAM

Mentalization for Offending Adult 
Males

ISRCTN32309003 DOI 10.1186/ISRCTN32309003



Evidence:
Currently no treatment with a robust evidence base for 
alleviating ASPD

Research:
Paucity of high quality studies is notable

Preliminary support for MBT: 
Pilot of MBT for ASPD at two UK centers suggests that 
treatment can be learned and reliably applied
Next logical step: RCT comparing MBT to Usual Services to 
determine its clinical and cost-effectiveness



Outcomes

Primary 

Outcome
Reduction in the frequency of aggressive acts

Secondary 

Outcomes:

Criminal: other (re)offending behaviour 

Mental Health : anxiety and depression, drug and alcohol use, 

self-harm and suicidal behaviour, impulsivity, and beliefs

Health: quality of life, health and functioning

Service use: services including A & E and use of social 

services during the treatment and follow-up period. 

Cost-benefit analysis to determine the actual cost of service 

delivery in both treatment conditions and whether MBT-ASPD 

leads to reduction in costs compared to PAU.



Research Design
n Multi-site randomized control trial in a real life NHS setting. 
n Recruitment target 302 participants across 14 sites
n Participants randomly allocated to MBT or Probation as Usual (PAU)
n User Voice Peer Researchers collecting data alongside traditional Research 

Assistants 
n Participants are followed up every 3 months for 24 months post randomisation.

-Primary outcome measures and offending records obtained 
every 3 months post randomisation 

-Secondary outcomes collected every 6 months

MBT PAU
Random allocation

• Site
• Age (21-25; 26-39; 40+)
• Sentence (community or on licence after prison)
• Length (12 months or 12 months or more)



Inclusion/Exclusion Criteria

In
cl

us
io

n Male
Aged 21 years and over
DSM-IV-R diagnosis of 
ASPD (using SCID-II)
Evidence of aggressive 
acts in the 6 months prior 
to assessment
Subject to statutory 
provision by the National 
Probation Service  with at 
least 6 months remaining 
of their license or 
community sentence

E
xc

lu
si

on

Current diagnosis for 
schizophrenia or bipolar 
disorder
Severe substance or 
alcohol addiction
Convictions for child 
sexual offences (including 
child pornography)
Neurodevelopmental 
disorder or significant 
cognitive impairment.
Inadequate English or 
cognitive capacities to 
provide informed consent 
and participate in group 
therapy 



Antisocial personality 
disorder: a disorder of 
mentalizing



The learner

1. The 
learner’s 

imagined self 
narrative

5. Opening of 
epistemic 

channel for 
knowledge 

transfer

4. The epistemic match

2. The informer’s 
image of the 
learner’s self 

narrative 

3. The learner’s 
image of the 

informer’s image 
of the learner’s 
self narrative 

The informer



Mentalization: The basics
n Attachment and mentalization are loosely coupled 

systems existing in a state of partial exclusivity. 

n Mentalization has its roots in the sense of being 
understood by an attachment figure, 
Ø it can be more challenging to maintain mentalization 

in the context of an attachment relationship (e.g. the 
relationship with the therapist) (Gunderson, 1996). 

n BPD associated with hyperactive attachment systems 
as a result of their history and/or biological
predisposition

n ASPD associated with deactivation or hypoactivation
of attachment systems as a result of their history
and/or biological predisposition



How attachment generates epistemic trust

n We all have a personal narrative
n The understanding of that narrative by 

another person creates a potential for 
epistemic trust

n The perception of the understanding by 
the other of the personal narrative 
generates epistemic trust

n As it is a perception genuine 
understanding may not be necessary and 
the illusion of understanding may suffice.



Implicit-
Automatic-
Non -conscious-
Immediate.

Explicit-
Controlled
Conscious
Reflective

Mental
interior 
cue
focused

Mental
exterior
cue 
focused

Cognitive
agent:attitude
propositions

Affective
self:affect state
propositions

Other system Self
system

Imbalance of mentalization generates problems
Fonagy, P., & Luyten, P. (2009). Development and Psychopathology, 21, 1355-1381.

Impulsive, quick assumptions
about others thoughts and feelings
not reflected on or tested, cruelty

Does not genuinely appreciate others’
perspective. Pseudo-mentalizing, 
Interpersonal conflict ‘cos hard to
consider/reflect on impact of self 
on others

Unnatural certainty about ideas
Anything that is thought is REAL
Intolerance of alternative  ways
of seeing things.

Overwhelming dysregulated emotions,
Not balanced by cognition come
To dominate behavior. Lack of 
contextualizing of feelings leads to
catastrophyzing

Rigid assertion of self, controlling 
others’ thoughts and feelings.

Hypersensitive to others’ 
Moods, what others say.
Fears ‘disappearing’

Hyper-vigilant, judging 
by appearance.
Evidence for attitudes and other
internal states hasto come from 
outside

Lack of conviction about own ideas
Seeking external reassurance
Overwhelming emptiness,
Seeking intense experiences

ASPD

ASPD

ASPD

ASPD



Self - Other

Mentalizing



Self and Other problems in ASPD
Self

n Fixed perspective e.g. 
misunderstood, ill-treated ‘v’ 
self-important, grandiose 
self

n Schematic representations 
of self in world
Ø Hierarchical 

relationships – passive, 
submissive, subservient 
‘v’ dominant, controlling, 
bullying

n Narcissistic self –
deactivated attachment, 
self-serving

Other
n Reduced interest
n Diminished
n Rigid representation of 

others
n Support self representation, 

especially of 
officials/establishment/syste
ms

n Controlling, coercive of 
mental states and behaviour

n Self/Alien self stabilises
through other



Cognitive – Affective

Mentalizing



Empathy in psychopathic and ASPD offenders
Domes et al (2013) Journal of Personality Disorders 27: 67-84 Multi-faceted Empathy Test



External-Internal

Mentalizing



Forest plots for facial cues for the six emotions.  Dawel et al 2012
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ASPD and Attachment



Personality and Attachment
Arietta Slade (2014)

n Attachment strategies activated in response to fear and 
anxiety

n Fear
Ørelated to existence
Øemotional survival
Øbeing ‘known’ within framework of attachment relationship



Dismissing/Avoidant

• Devaluing
• Limited coherent 

recall
• Positive view of self
• Negative view of 

others
• Fragile 

independence

Disorganised

• Opposing states of 
mind

• Lapse in monitoring 
of 
discourse/reasoning

• Poor self-scrutiny 
and limited access 
to stable states of 
mind

ASPD and Attachment



Narcissistic Personality 

Two
types of

narcissistic
function

Grandiose
Oblivious

Sensitive
Thin-skinned



Grandiose-Oblivious subtype
n Exaggerated sense of self-importance
n Sense of entitlement and require constant, 

excessive admiration
n Believe they are superior and can only 

associate with equally special people
n Expect to be recognized as superior even 

without achievements
n Exaggerate achievements and talents
n Preoccupied with fantasies about success, 

power, brilliance, beauty or the perfect mate



Grandiose-Oblivious subtype

n Monopolize conversations and belittle people 
they perceive as inferior or threat

n Expect special favors and unquestioning 
compliance with their expectations/opinions

n Take advantage of others to get what they want
n Lack empathy
n Envious of others and believe others envy them
n Behave in an arrogant or haughty manner, 

coming across as conceited, boastful and 
pretentious



Thin-skinned Narcissism:
vulnerable and hypervigilant subtype

nHighly sensitive to what others are 
saying

nListens carefully for slights or 
subtle criticisms

n Inhibited/shy
nShuns being centre of attention
nProne to shame and hurt feelings



Narcissism and Attachment
Dickinson and Pincus (2003) Meyer and Pilkonis (2012)

n Grandiose subtypes – secure or dismissive, avoidant 
attachment

n Vulnerable subtypes – fearful or pre-occupied, anxious 
attachment

n High functioning narcissist may feel as comfortable with 
others as other securely attached individuals



Dismissing/Avoidant

• Devaluing
• Idealising
• Limited coherent 

recall
• Inadequate 

evidence

Pre-
occupied/Anxious

• Enmeshed
• Entangled
• Angry/Passive

Disorganised

• Opposing states of 
mind

• Lapse in monitoring 
of 
discourse/reasoning

Narcissism and Attachment



MBT’s Model of ASPD/NPD

CHILD IN DISTRESS

PSYCHOLOGICAL 
UNDERSTANDING 
OF SELF

RE-PRESENTATION OF 
CAPABILITY BUT NOT 
VULNERABILITY 

SELF COHERENCE

ATTACHMENT BID
UNMARKED, 
NON-CONTINGENT
MIRRORING

CHILD NOT SHOWING DISTRESS

MARKED MIRRORING

RE-PRESENTATION
OVEREMPHASIS OF 
CAPABLE SELF 
UNMENTALIZED 
VULNERABLE SELF 

NARCISSISTIC
IDENTITY 
FORMATION



mentalization of affect in NPD
▸Bouizegarene & Secours, 2016

▸Higher NPD traits:

▸Admiration of self (r=.23)

▸Shame (r=.26)

▸Anger turned against self (r=.21)

▸Helplessness (r=-.26)

▸Lower levels of verbal elaborations of 
sadness (r=-.22)



Clinical presentation of dismissive attachment

n Actively derogating of previous attachment 
experiences

n Contemptuous attitude towards others
n Denigration of attachment figures who are seen 

as foolish, inferior
n Deny dependency and need for help
n Dismiss other perspective if not congruent with 

own
n Diminish the clinician who does not accept rigid 

narratives
n Insist on being admired



MBT and core domains of 
interventions



Domains of MBT



ASPD and Group MBT



Assessment
Code of conduct

Outline of treatment
Define relational 

passport

MBT-I

GROUP
Report relational 

passport
Code of conduct

Agree group principles



Group challenges
n Engagement and attendance
n Hierarchy and power
n Sensitivity and lack of trust
n Risk
n Confidentiality and disclosure
n Boundary violations/Drugs and Alcohol
n Specific problematic counter-relationship 

responsiveness – fun and humour, 
minimise events



Clinical intervention in Group

n Not knowing attitude essential
n Focus on self-other interaction
n Acceptance of different experiences
n Sustain narcissistic need during exploration to avoid de-

compensation – siding with client
n Expression of client/clinician experience in terms of 

counter-responsiveness



Attachment, Mentalizing,ASPD
and Narcissistic functioning :

Video



Thank you for mentalizing!

For further information
anthony.bateman@ucl.ac.uk

Slides available at:
http://www.ucl.ac.uk/psychoanalysis/people/bateman


