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ABSTRACT

THE ROLE OF ANTISOCIAL PERSONALITY DISORDER IN THE TREATMENT 
OF DEPRESSED, METHADONE-MAINTAINED HEROIN ADDICTS

By

Laurie A. Weber

Advisor: Paul Wachtel, Ph.D.

The aim of the present study was to compare two different measures of antisocial 

personality disorder (APD), one trait-based and one behavior-based, in a methadone- 

maintained, depressed, heroin addict population. The relationship between sociopathy 

and treatment may go undetected in research that assesses sociopathy in a dichotomous, 

present/absent manner such as the DSM-QI-R, but may be discemable using a more 

continuous measure such as the California Personality Inventory -  Sociability subscale 

(CPI-So). The CPI-So is a short, self-report instrument that provides a continuous 

measurement of an individual’s socialization, from normative to pathological, and looks 

primarily at traits associated with APD.

It was the hope of the present study to show that a trait-based measure, the CPI-So, 

provides greater predictability of demographic differences, baseline severity and treatment 

outcome than a behavior-based assessment such as a DSM-QI-R diagnosis of APD. As 

hypothesized, the present study found no correlation between a behavior-based measure 

such as a DSM-QI-R diagnosis o f APD and demographic differences, baseline severity or 

treatment outcome. Contrary to the hypothesis of the present study, however, knowing about
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an addict’s antisocial traits, as measured by the CPI-So, did not predict demographic 

differences, baseline severity or treatment outcome either.

One important finding was that, as hypothesized, men and women can look the 

same when APD is assessed using a trait-based measure and very different when using 

DSM-m-R diagnostic criteria. Another interesting, but unexpected, finding was that 

almost the entire population appeared to be antisocial through the lens of the CPI-So, 

while fewer individuals than the literature would predict were antisocial according to the 

DSM-m-R. This lack of range in CPI-So scores may have contributed to an absence of 

findings regarding its predictive utility. The results do point to an underlying character 

disorder in the study population, however, which may be more important in 

understanding substance abuse and designing appropriate treatments than looking at an 

addict’s illegal acts.
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1

INTRODUCTION

“We know ourselves to be faithless, selfish, competitive, cruel, glad o f 
our friend’s failures, pleasure-seeking and so secretly lecherous that we 
can hardly get through an afternoon, while our entire social life depends 

on the pretense that we are congenial, social, love to share, 
and just like the way our friend’s wife looks in that dress. ’’

•Adam Gopnik, The New Yorker, May 18,1998

In 1992, it was reported that about 1.9 million Americans have tried heroin 

and more than four-fifths of them are age 26 or older. Currently, it is estimated that 

there are 600,000 opiate addicts in the United States, of which 115,000 are being 

treated with methadone maintenance. (Payte & Zweben, 1998). New York City, 

with more heroin users than any other city, approximately 200,000 as reported in The 

New York Times recently (Wren, 1999), has twice as many users as Los Angeles, the 

second-ranked city. (Winick, 1992). Given heroin’s ubiquitous position in New 

York City life, it comes as no surprise that heroin addiction and methadone 

maintenance have been featured prominently in local news stories recently. In 1995, 

The New York Times (Alvarez, 1995) reported that rehabilitation centers and hospitals 

around the city were treating a growing number of professionals and college students 

for heroin addiction and witnessing a steady increase in heroin overdoses. On July 

20, 1998, New York’s Mayor, Rudolph Guiliani, shocked the drug treatment 

community by stating during a speech on expanding the welfare to workfare program 

that he wanted to do away with methadone maintenance all together. (Swams, 1998). 

During this speech, Guiliani criticized methadone maintenance for replacing a 

dependency on heroin with a dependency on methadone. The drug treatment and 

health care community immediately and universally condemned Guiliani’s proposal.
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Don C. Des Jarlais, the director of research for the Chemical Dependency Institute of 

Beth Israel Medical Center and an expert on heroin addiction, expressed disbelief. 

“From a public health standpoint that has to be one of the more ridiculous things for 

any public official to have said over the last 30 years.” (Swams, 1998).

Plenty of proof exists to refute the Mayor’s position on methadone 

maintenance. A recent federal government study of 700 people entering methadone 

clinics found that methadone substantially reduced heroin use as well as illegal 

activities associated with drug use. Methadone programs have also been shown to 

curb rates of HIV infection significantly. (National Consensus Development Panel on 

Effective Medical Treatment o f Opiate Addiction, 1998). More tellingly, recent 

studies also reveal that 80% of those leaving methadone programs returned to IV- 

drug use within a year. In fact, repeated studies indicate that only 10% to 20% of 

patients who discontinue methadone are able to remain abstinent. (Payte & Zweben, 

1998). For example, Kosten (1986, p. 733) in his comprehensive follow-up study of 

opiate addicts, found that opiate addicts who were only detoxified and received no 

further treatment had a poorer outcome and were more likely to relapse to drug abuse 

than were those who remained in drug treatment two and a half years later. The 

Journal o f the American Medical Association recently reported that, “One o f the most 

striking examples of the effectiveness of methadone was that the death rate of those 

who received treatment was 30% of those who did not.” (National Consensus 

Development Panel on Effective Medical Treatment of Opiate Addiction, 1998).

On January 16, 1999, The New York Times (Swarns) reported that Mayor 

Guiliani had abandoned his plans to move all 2,100 heroin addicts at city hospitals
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into abstinence programs. This news came after the five-month New York City 

experiment resulted in only 21 addicts giving up methadone, with five of those -21 

having already relapsed into heroin use. So, what prompted Guiliani’s condemnation 

of a well-established and proven treatment for heroin addiction, and his taking of a 

position so untenable that he was forced to retreat from it just five months after 

attempting to implement abstinence programs? On some level, Guiliani was probably 

responding to the impression that most addicts on methadone maintenance don’t 

function very well even if their opiate addictions are being treated successfully. For 

example, according to New York State Office of Alcoholism and Substance Abuse 

Services (1997) figures, 62% of methadone patients rely on public assistance and 

only 10% of all methadone patients derive their income mainly from wages or salary. 

Guiliani chose to answer the question, “If methadone maintenance is such a 

stabilizing force in heroin addiction, why is the population as a whole so low- 

functioning?” by blaming methadone maintenance itself.

The answer to this question more likely lies with the fact that heroin addiction 

is not a unitary phenomenon. Most methadone patients come from disadvantaged 

backgrounds, are poorly educated, have spotty work records, and are physically or 

psychologically impaired. (New York State Office of Alcoholism and Substance 

Abuse Services, 1997). Johnson and Muffler (1992) attribute part of the current drug 

problem to socioeconomic forces in American society during the 1980s that 

significantly worsened living standards for poor people, especially in the inner cities. 

Inner-city neighborhoods, in their view, have become major reservoirs of people with 

numerous social problems and severe social deficits. Moreover, researchers
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acknowledge that a single “addict” typology, which was once thought to be 

homogenous among opioid populations, has evolved into multiple classifications and 

substance use patterns. Further, treating heroin abuse is difficult at best. For 

example, 50% of heroin addicts drop out of psychotherapy within the first three 

weeks of treatment. (Stark & Campbell, 1988). Consequently, condemning 

methadone maintenance without also considering the complicating psychosocial and 

psychiatric factors in an addict’s life is only looking at half the picture.

For the past five years, I have been working with a group of researchers at The 

New York State Psychiatric Institute that is trying to improve the day-to-day 

functioning of patients on methadone maintenance by focusing on their concurrent 

psychiatric disorders. Specifically, we have been looking at whether antidepressant 

medication can concomitantly reduce both depression and cravings for illicit drugs in 

methadone-maintained heroin addicts. The research study invites patients at two 

methadone clinics who meet The Diagnostic and Statistical Manual of Mental 

Disorders (DSM)-1II-R criteria for current major depression or dysthymia and are 

currently using illicit drugs to participate in a 12-week trial of sertraline (trade name 

Zoloft). The quid pro quo for their participation is free psychiatric treatment during 

and at the end of the study by a leading substance abuse psychiatrist, and more 

importantly, a chance to feel better.

This medication study attempts to address two problems prevalent in 

methadone maintenance populations. Depression is one of the most common 

comorbid psychiatric disorders among drug abusers. Five studies (Khantzian & 

Treece, 1985; Rounsaville, Weissman, Crits-Christoph, Wilber & Kleber, 1982,
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Woody et al., 1984; Woody, McLellan, Luborsky & O’Brien, 1983; Woody, O’Brien, 

McLellan, Marcovici & Evans, 1982) report lifetime prevalence of major depression 

among methadone maintained heroin addicts as ranging from 32% to 54%, which 

substantially exceeds the prevalence in the general population, according to the ECA.
i

(Regier et al., 1990). The results of the ECA study confirm these figures for 

increased risk of depression found among individuals with drug abuse/dependence. 

(Regier et al.). Continuing drug and alcohol abuse is another problem that plagues 

methadone maintenance treatment. This is despite the fact that methadone
!

maintenance has been shown to reduce significantly cravings for opiates as well as to
i

eliminate the withdrawal symptoms associated with opiate addiction. (Payte & 

Zweben, 1998). Often, methadone-maintained heroin addicts abuse alcohol, cocaine 

and crack, benzodiazepines and heroin. (Kosten, Rounsaville & Kleber, 1987).
I
l

Johnson and Muffler (1992) report that a sizable proportion of crack abusers are 

heroin injectors, and Leal, Ziedonis and Kosten (1994) note that close to 80% of 

patients entering methadone maintenance are cocaine abusers.
j

This dissertation grows out of my experiences with this patient population 

during the study. I screened all participants in the study, conducted independent 

ratings, administered self-report forms and scheduled their weekly appointments. In 

short, my interactions with the patients in the study were numerous and frequent. 

What I began to realize was that although the study requirements were minimal, and 

despite the fact that we were essentially offering free, top-notch psychiatric treatment 

for a clearly diagnosable disorder, many patients were unable to avail themselves of 

the services offered. I started to wonder if there was some other “hidden" factor
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affecting a patient’s ability to make a useful connection to our research study, and 

what differences, if any, exist between patients who were able to make this 

connection and those who were not.

I began to think that the answer might lie in the make-up of their character, 

specifically about whether elements of antisocial personality disorder (APD) are 

present in individuals who had a more difficult time connecting to and benefiting 

from the research study. Antisocial personality is the character disorder most often 

comorbid with substance abuse (Brooner, King, Kidorf, Schmidt & Bigelow, 1997; 

Regier et al., 1990), and two different methods of assessment for APD were given to 

each sertraline study subject. I began to review the literature on APD, however, and 

saw that large parts of it describe individuals who bear no resemblance to the drug 

addict population that I work with. This is despite the fact that substance abuse and 

APD are often comorbid, and it can be quite difficult to make a differential diagnosis 

between drug seeking behavior and antisocial features.

For example, a recent issue of The New Yorker (Stewart, 1997) profiled a 

physician named Michael Swango, possibly one of the most prolific serial killers in 

American history. Dr. Swango had poisoned numerous patients during his medical 

training and practice, most of whom he had no relationship with, primarily because he 

enjoyed watching the poison take effect on his victims. Although the article's main 

purpose was to chronicle the reluctance of medical institutions to admit wrongdoing by 

one of their own, the piece also painted a compelling picture of Dr. Swango as a classic 

sociopathic personality — someone with a violent, aggressive and dominating inner core 

masked by a non-anxious, guilt-free, "smooth operator" demeanor who was repeatedly
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able to talk his way into medical settings despite growing evidence of his crimes. 

Contrast this picture with the typical drug addict seeking treatment at a methadone 

clinic. He is likely to be poorly groomed, withdrawn, impatient, prone to lying, 

alexithymic, have many arrests, but rarely for violent offenses, have a spotty work 

history, and be poorly educated. Both the drug addicts and Dr. Swango, nonetheless, 

would be given the diagnosis of APD according to the DSM-IV.

APD is currently defined by the DSM-IV as "a pervasive pattern of disregard 

for, and violation of the rights of others that begins in childhood or early adolescence 

and continues into adulthood." (DSM-IV, 1994). The diagnosis of APD is marked by a 

history of continuous and chronic antisocial behavior with onset before the age of IS and 

the absence of symptoms of severe mental retardation, schizophrenia, schizoaffective or 

manic disorder. (Rainer, 1979, p. 7). Stone (1993) notes that the study of APD can be 

difficult because "patients exhibiting severe and socially offensive traits are often at 

pains to hide these traits from the diagnostician." (Stone, p. 299). In general, genetic, 

constitutional, familial, sociological, cultural, biological, neurological, and 

psychodynamic factors have been implicated in the causation and development of APD. 

(Modlin, 1983). Researchers such as DeJong, van den Brink, Harteveld and van der 

Wielen (1993) have noted that it is difficult to separate the chronic behavior pattern of a 

“junkie” -  which includes lying, criminal acts, manipulation, lack of responsibility, 

egocentricity, feelings of superiority, exaggeration in the expression of emotions, lack of 

real emotionality and rapid shifts of emotional states -  from long-term behaviors or traits 

characteristic of preexisting personality disorders, such as APD.
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Over time, I observed that, despite anecdotal evidence of the presence of 

APD, few patients were meeting the DSM-m-R criteria for the diagnosis as measured 

by an extensive structured interview (SCID-SAC). This may be because patients are 

often reluctant to disclose their deviant behaviors or because the diagnosis itself does 

not adequately capture what feels antisocial about their character. I began to wonder 

if the other study gauge of APD, the California Personality Inventory -  Sociability 

subscale (CPI-So), was a more relevant and useful tool. This short, self-report 

instrument provides a continuous measurement of an individual’s socialization, social 

judgment and normative behaviors, and lower scale scores are highly correlated with 

antisociality. (Tourian et al., 1997).

The aim of this dissertation is to explore the relationship between tendencies 

toward sociopathy and various outcomes measures in an antidepressant medication 

study. This relationship between sociopathy and treatment may go undetected in 

research that assesses sociopathy in a dichotomous, present/absent manner such as the 

DSM-QI-R, but may be discemable using a more continuous measure that can detect 

differences in the lower end of the scale. Researchers such as Cooney, Kadden and 

Litt (1990, p. 42) have noted, “One problem with a categorical approach to 

sociopathy is that, like other dispositional attributes, it is considered by some to be a 

continuous variable and the use of categorical measures fails to capture the 

continuous nature of the attribute.” I am also interested in the differences in 

prognostic value between a measure such as the CPI-So, which looks primarily at 

traits associated with APD and the SCID-SAC, which measures behaviors associated
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with APD, as well as which measure better correlates with a patient’s inability to 

avail him or herself o f the treatment offered by the study.
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LITERATURE REVIEW

COMORBIDITY OF OPIATE ADDICTION AND PSYCHIATRIC PROBLEMS

In 1981 Rounsaville et al. noted the gap between clinical psychiatry and opiate 

addiction, reporting that few studies had examined psychiatric diagnoses in opiate 

addicts. Research in recent years has closed that gap somewhat, as clinicians have 

recognized that, “perhaps more than any other psychiatric ailment, substance abuse is 

characterized by the coexistence of other psychiatric illnesses that complicate the 

patient's course and treatment.” (Dinwiddie, Reich & Cloninger, 1992, p. 364). 

Rounsaville et al. (1981), for example, found that in a sample of opiate addicts seeking 

treatment, 80% met the criteria for a lifetime diagnosis in a category other than drug 

abuse. Other studies have indicated a strong association between heroin use and 

psychopathology. (Darke, Swift & Hall, 1994). Nace and Davis (1993) note that 

personality disorders have been diagnosed in 65% of narcotic-addicted subjects. In 

addition, research looking at opiate users generally and those specifically restricted to 

methadone maintenance have found similar patterns of psychopathology. Limbeek, 

Wouters, Kaplan, Geerlings and Alem (1992) report 57% of their sample of methadone 

maintenance clients as qualifying for a lifetime psychiatric diagnosis other than drug 

abuse or dependence. Strain, Brooner and Bigelow (1991) report a figure of 47%, which 

matches the percentage obtained by Brooner et al. (1997) in their recent assessment of 

rates of comorbidity among 716 heroin addicts in methadone maintenance treatment 

Notably, no significant demographic differences between the comorbid and none group 

were found in Brooner’s sample, except the comorbid group had significantly less
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education. The average years of education in both groups were below 12 years, 

however, and the substantial majority of both groups were unemployed and unmarried. 

(Brooner et al.).

Darke et al. (1994) point out that the high prevalence of psychopathology

among heroin users is relevant to treatment providers for several reasons. First, it has

been reported that patients with higher levels of global psychopathology respond more

poorly to treatment. Second, psychopathology is associated with high levels of HIV

risk. (Brooner, Herbst, Schmidt, Bigelow & Costa, 1993). Third, opioid treatment

appears to ameliorate psychopathology among opioid dependent patients. R.D. Weiss,

Mirin and Griffin (1992, p. 179), who have reviewed many existing treatment studies

comment that, “Several studies have shown that identification and treatment of

specific coexisting psychiatric disorders in substance abusers can improve overall

prognosis.” Rutherford, Cacciola and AUerman (1994) looked at personality disorders in

179 methadone-maintained opiate addicts and drew similar conclusions. They found

that patients with the most severe substance abuse problems and additional

psychopathology have poorer treatment response during treatment, and are more likely

to relapse and relapse faster than patients with lower levels of substance dependence and

a lesser degree of psychopathology at the start.

Mirin, Weiss and Michael (1988) caution, however, that diagnosis of

psychopathology in substance abuse populations is complicated by the fact that:

For each patient the presence and intensity of the presenting 
symptomatology is affected not only by physiological factors, but by the 
adequacy of ego defenses, the availability of external supports, and the 
sociocultural context in which the signs and symptoms develop. In 
addition, since many patients who present for treatment have 
experienced multiple episodes of prolonged drug use it is often difficult
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to discern the precise causal relationship between substance abuse and 
concurrent nondrug psychopathology. (Mirin et al., p. 141).

Rounsavaille, Cacciola, Weissman and Kleber’s research (1981) established that 

major depression, alcoholism and APD are the most prevalent and most reliably detected 

psychopathology among opiate addicts. They also found that despite the presence of 

psychiatric comorbidity, addicts do not generally seek treatment due to psychological 

disturbances; instead they seek treatment because of their substance abuse problems. 

Conversely, Marlatt and George (1984) have noted that situational temptations to use 

drugs often include both a negative emotional state such as depression and a life crisis 

such as a family argument. Kosten, Rounsaville and Kleber (1986), in their 

comprehensive follow-up survey of opiate addicts two and a half years after they had 

entered treatment, determined that many opiate addicts maintain very high levels of life 

crises, and that those addicts who continue to abuse drugs have significantly more life 

crises than those who remain abstinent. Further, they have found that a high rate of life 

crises interacts with not receiving treatment and with depression in maintaining 

addictions. (Kosten et al., p. 738.)

In reviewing the literature on personality disorders and substance abuse in 1996, 

Cacciola, Rutherford, Alterman, McKay and Snider found that only four studies had 

examined the relationship of personality disorders other than APD to treatment outcome 

in substance abusers. Cacciola et al. observed that in general substance abuse patients 

with personality disorders have a more problematic history and admission status than 

patients without personality disorders do. These more serious problems tend to span 

drug and alcohol use as well as psychosocial functioning.
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Brooner et al. (1997), in their recent study of rates of psychiatric comorbidity 

among opiate addicts in methadone maintenance treatment mentioned above, found that 

the rate of current comorbidity was 39% with most cases involving personality 

disorders. In addition, women in their sample were more likely to have Axis I disorders 

and men were more likely to have personality disorders. Expected differences for 

specific diagnoses were found, however; women were less likely than men to have APD 

but seven times more likely to have borderline personality disorder. (Brooner et al., p. 

72).

Rutherford, Cacciola and Alterman (1994) assessed 179 male methadone- 

maintained heroin addicts to determine the prevalence of personality disorders in this 

population. They found that the prevalence of any one personality disorder is less than 

5% except for borderline personality disorder and APD. They also noted that 80% of 

Caucasian addicts in the sample met criteria for any personality disorder compared to 

58.5% of African Americans and 57.1% of Hispanics. The subjects with personality 

disorders were significantly older and reported significantly more prior drug treatments 

than subjects with no personality disorders. Addicts in the sample with any personality 

disorder were significantly more likely to be currently depressed or dysthymic. In 

addition, panic disorders, social phobias, and other drug and alcohol dependence were 

also more common in subjects who had a personality disorder. (Rutherford et al.).

Rutherford et al. (1994) also found no significant difference among the 

personality disorder clusters on a measure of addiction severity, which assesses patient 

functioning in seven key areas. They cite other recent research, however, which found 

that substance abusers with a Cluster C personality disorder (fearful and/or anxious)
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were less likely than substance abusers with a Cluster A (odd or eccentric) personality 

disorder or Cluster B (dramatic/emotionally labile) personality disorder to relapse within 

three months of completing treatment.

DeJong et al. (1993) assessed 86 polydrug addicts, almost all of whom were 

opioid-dependent, three weeks alter admission to hospitalized treatment for substance 

abuse. After administering a structured interview for DSM-m personality disorders, 

they determined that 91% of the patients met criteria for at least one personality disorder 

and the average number of personality disorders per patient was four. The most 

common personality disorders were borderline (65%), histrionic (64%), passive- 

aggressive (49%), antisocial (48%), schizotypal (41%), and dependent (35%). No 

single type of addictive personality emerged, but Cluster B personality disorders were 

more common than others were.

In 1996 Cacciola et al. looked at the relationship between personality disorders 

and treatment outcome in 197 men admitted to methadone maintenance treatment. 

They discovered that subjects with personality disorders, regardless of whether the 

personality disorder was APD, improved in a number of areas with methadone 

maintenance treatment. At the seven-month follow-up, however, fewer subjects with 

personality disorders remained in treatment, and those with APD left at the highest rate. 

(Cacciola et al., p. 237). Cacciola et al.’s study determined that Cluster B personality 

disorders (erratic and dramatic) are risk factors for poorer outcomes.

In the same study, Cacciola et al. (1996) also compared the predictive power of a 

personality disorder diagnosis to that of the Addiction Severity Index (ASI), a widely- 

used research instrument that measures baseline and follow-up severity in a number of
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areas of an addict’s life, including medical, employment, alcohol, family/social, and 

psychiatric. Although they determined that a personality disorder diagnosis accounted 

for up to 14% of the variance in predicting outcome in any one problem area, as 

measured by the ASI, this figure was less than the predictive power of baseline scores on 

the ASI in the same area. McLellan (1986) has also shown that the pretreatment 

psychiatric seventy scale of the ASI is a much more robust predictor of treatment 

outcome than pretreatment substance abuse severity. His extensive research with the 

ASI indicated that in every case, greater pretreatment psychiatric severity was related to 

poorer six-month outcome, and this variable alone accounted for an average of 10% of 

the outcome variance across the seven criteria of the ASI. (McLellan, p. 106). 

According to McLellan and Cacciola et al.’s (1996) work it appears that obtaining a 

specific diagnosis of psychopathology may have less predictive power than a baseline 

measure of global psychiatric severity.

Based on the above-mentioned findings Cacciola et al. (1996) have suggested, 

therefore, that it might be more useful to consider Axis I and II diagnoses together to get 

a better picture of the relationship between psychopathology and outcome in any 

individual patient. Multiple psychiatric diagnoses are common in substance abuse 

populations. As mentioned-above, Brooner et al. (1997) found that 47% of their sample 

of 716 methadone maintenance patients had a lifetime psychiatric diagnosis other than 

substance use disorders. Among those with psychiatric comorbidity, 61.5% had one 

diagnosis, 21.8% had two diagnoses and 16.7% had three or more diagnoses. Nace and 

Davis (1993) assessed 100 inpatients admitted to a substance abuse program for
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personality disorders and found that 57% had at least one personality disorder and of 

that 57%, 44% also had an Axis I diagnosis such as major depression or dysthymia.

In a sample drawn from 1,162 relatives o f hospitalized alcoholics, felons, and 

control subjects, Dinwiddie et al. (1992) compared intravenous drug users to subjects 

who used no illicit drugs, cannabis users, and subjects who had used psychoactive drugs 

other than cannabis more than five times but had never injected drugs (“other drug 

users”). They found that rates of alcoholism, depression, and APD, but not other 

psychiatric disorders (other than drug dependence), were significantly elevated in 

intravenous drug users. For diagnoses o f alcoholism and major depression, however, 

there was little difference between other drug users and those who had injected drugs. 

Dinwiddie et al. concluded that the major distinction between intravenous drug users 

and other drug users appeared to be related to the much higher prevalence of APD 

among intravenous drugs users, suggesting that the decision of whether or not to inject 

may be related to the presence of antisocial traits within the individual. (Dinwiddie et 

al., p. 368). In fact, they found that 27% of subjects diagnosed with APD reported 

injecting drugs, whereas 68% of intravenous drug users were diagnosed as having APD.

Upon further analyses of his sample, Dinwiddie et al. (1992) determined that the 

relationship between APD and drug injection is not due solely to drug-related antisocial 

behavior (e.g. committing crimes to pay for drugs) because on average intravenous drug 

users began significant drug use between 16 and 18 whereas to meet diagnostic criteria 

for APD, certain kinds of antisocial behavior must be present before the age of 15. They 

cited Cloninger’s proposal that intravenous drug users are likely to have personalities 

that could be characterized as high in novelty seeking and low in harm avoidance.
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Dinwiddie et al. concluded that these personality traits increase the likelihood of drug 

experimentation, and make one less likely to avoid other potentially risky situations or 

practices in addition to drug abuse, less able to learn from experience and less able to 

change one’s behavior in response to social demands. (Dinwiddie et al., p. 368).

Although there does not seem to be a clear-cut MMPI profile for opiate addicts, 

there are consistent reports of significant elevations on the psychopathic deviate and 

depression scales across a wide range of ages, classes and cultural groups. (Craig, 

1979a and 1979b). Continued opiate use does not seem to worsen psychopathology 

generally. McLellan, Woody and O’Brien (1979) found that individuals who continue 

to abuse opiates over a six-year period had no significant increase on any MMPI scale or 

any systematic change in psychological status as assessed in clinical interviews. There 

were, however, some moderate increases in depression. A recent study by Donovan, 

Soldz, Kelley and Penk (1998) using a statistical technique called Discriminant Function 

Analysis attempted to discern more detailed differences on the MMPI among groups of 

substance abusers, including cocaine and opiate addicts, polydrug abusers, and 

alcoholics. A key finding of the study distinguished heroin addicts from the other 

groups in that they are both depressed and hostilely alienated. Anger and irritability are 

temperamental traits that have been associated with increased risk for drug abuse in 

longitudinal studies. (Martin et al., 1994).

Blatt, Berman et al. (1984) gave 99 opiate addicts a battery of projective 

measures in order to determine their dynamic profile, if any. The results indicated that a 

primary disturbance in opiate addicts appears to be their relative inability to 

conceptualize people as well differentiated, articulated, and involved in meaningful,
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purposeful and constructive activity. In addition, opiate addicts appear to have greater 

affective liability. (Blatt, Berman et al., p. 163). Overall, Blatt, Berman et al. 

determined that the difficulties in interpersonal relations and affect modulation of the 

heroin addicts he assessed place them in the neurotic range of functioning. Further, their 

study suggested that opiate addicts have a particularly untoward, self-destructive, 

isolated mode of adaptation for achieving the satisfactions and pleasures most people 

seek in intimate relationships. Confirming this, researchers such as Johnson and 

Muffler (1992) have observed that many drug addicts suffer from severe 

“disaffiliation" from and frequently ruptured ties with family, kin, friends and 

community organizations that would usually provide help. Blatt, Berman et al. 

concluded that the typical addict is “emotionally immature, with a strong tendency to act 

upon primitive impulses and drives because of a lack of effective and stable defenses.” 

(Blatt, Berman et al., p. 157). They categorized the addicts in their study as depressed 

with feelings of low self-esteem and a lack of nurturance and/or sociopathic with a need 

for immediate gratification and poor impulse control.

Rounsaville, Kosten, Weissman and Kleber (1986) looked at the prognostic 

significance of psychopathology in treated opiate addicts, as part of the two and a 

half-year follow-up study of 361 opiate addicts they conducted with Kosten (see 

above). They found that overall psychiatric severity ratings at baseline were as 

predictive of poorer functioning in the areas of illicit drug use and occupational 

functioning at follow-up as were specific psychiatric diagnoses. Controlling for 

overall psychiatric severity, however, the only diagnosis that remained significantly
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related to treatment outcome was major depression, suggesting that, prognostically, a 

global underlying severity dimension accounts for the other diagnoses.

The preceding survey of the literature on psychiatric comorbidity in opiate 

addicts highlights how pervasive non-substance abuse pathology, particularly depression 

and APD, is in this population as well as its negative effect on severity of substance 

abuse disorders and treatment outcome. What remains uncertain, however, is what the 

contributions are of obtaining specific diagnoses in treating outpatient methadone 

maintenance populations. The literature suggests that a global measure of psychiatric 

severity may be the best predictor o f treatment outcome. In addition, it is unclear in 

which ways and to what extent researchers and clinicians should take into account the 

maladaptive interpersonal and sociocultural features described in Blatt, Berman et al. 

(1984) and Johnson and Muffler’s (1992) work, which might not always cohere into a 

specific diagnosis. These characteristics may also adversely impact on an addict’s 

ability to connect with and utilize treatment, but it is unclear if  their presence is 

accounted for by global measures of psychiatric severity such as the ASI. They are 

certainly not captured by a DSM-IH-R diagnosis of APD. The CPI-So, which provides 

a measure of an individual’s sociability, may be able to account for some of those 

factors.

OPIATE ADDICTION AND DEPRESSION

Craig (1979b) has shown that persons addicted to drugs exhibit higher levels of 

anxiety and depression than those who are not addicted. Further, Allison, Hubbard and 

Ginzburg (1985) found that 60% of substance abusers seeking treatment in a national 

multisite study reported some degree of depressive symptomatology at admission and
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more than 30% reported depressive symptoms after one month of treatment. Mirin et al. 

(1988) notes that among opiate abusers, the prevalence of current major depression 

appears to range from 15 to 30%, while the lifetime risk for depressive disorders in these 

patients may be as high as 75%. Brooner et al. (1997) found a prevalence rate of 15.8% 

for lifetime diagnosis of major depression in heroin addicts; however, only 8% of his 

sample had a current Axis I diagnosis. He also noted that the rate of major depression in 

his sample was almost three times greater than that of the general population. (Brooner 

et al.).

Blatt, Rounsaville, Eyre and Wilber (1984) have noted that numerous clinical 

studies and research reports suggest that depression is a central issue in opiate 

addiction. In order to understand more fully the components of depression in heroin 

addicts, they compared them with non-opiate, polydrug substance abusers on several 

self-report measures of depression and a clinical interview scale assessing depression. 

They found that opiate abusers were highly self-critical, but also described 

themselves as more effective than polydrug abusers and psychiatric patients. This 

self-reported resourcefulness, Blatt et al. hypothesize, may be essential in order to 

find the funds and contacts necessary to maintain their opiate addictions. They 

concluded that this finding is also consistent with other measures in their study as 

well as other reports that suggest that psychological disturbances in opiate addicted 

individuals are primarily in the neurotic and character disorder range rather than the 

psychotic. (Blatt, Rounsaville et al., p. 349). Blatt, Rounsaville et al.’s findings also 

help to further characterize the meaning of the opiate addicts’ elevation on the 

psychopathic/deviant scale of the MMPI. Instead of being a cold, callous, and distant
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psychopath, Blatt, Rounsaville et al. view the typical opiate addict as having a marked

vulnerability to a guilt-laden type of depression in which an antisocial individual has

prominent feelings of worthlessness and failure. (Blatt, Rounsaville et al., p. 349)

Researchers have also studied whether depression precedes opiate addiction or is

a result of drug abuse. In Brooner et al.’s (1997) above-mentioned research, they

assessed whether depression occurred in their sample of opiate addicts independent of

substance abuse. They found that major depression was rated as substance-induced 78%

of the time and lifetime prevalence of major depression independent of substance abuse

was only 3.5%. The figures for dysthymia were 54% and 2%, respectively. Rounsaville,

Weissman, Crits-Christoph, et al. (1982), administering the Schedule for Affective

Disorders and Schizophrenia (SADS) to 157 heroin addicts seeking treatment, found

that 17% of opiate addicted individuals in their sample currently suffered from major

depression and 48% had suffered from major depression in the past. Furthermore, of

addicts with past major depression, 5.6% had depressive episodes preceding their drug

abuse and 94.5% were secondary depressives. Reviewing these data, Dackis and Gold

(1983) commented that:

It supports the notion that the tremendously high prevalence of major 
depression in addicts is somehow caused by the addiction, rather than 
preceding initial drug use. It seems unlikely that widespread preexisting 
depressive illness would give rise to opiate use as a form of self- 
medication. In fact, given the extremely hazardous task of procuring 
opiates, and the relative passivity associated with depression, it would be 
surprising to see initial opiate use occurring in the context of a major 
depression. (Dackis & Gold, p. 107).

It should be noted, however, that depression disorders, in general, have a later 

age of onset, than drug abuse dependence. Thus, many addicts may carry an
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“independent*’ depressive diathesis that is triggered by a drug abuse lifestyle. Some 

genetics studies suggest a single genetic factor that predisposes an individual to both 

drug abuse and depression, particularly in women. (Kendler, Heath, Neale, Kessler & 

Eaves, 1993; Kendler, Neale, et a l, 1993). Brooner et al. (1997) found that women in 

his sample were two to three times more likely than men were to have a lifetime or 

current major depression diagnosis.

Dackis and Gold (1983) assessed SO consecutive hospitalized patients with a 

SADS interview three weeks after opiate detoxification. They found that after opiates 

were discontinued and withdrawal symptoms had abated the prevalence of major 

depression among their subjects nearly doubled to a rate of 32%. They postulate that 

opiates seem to ameliorate the very depressive symptoms that they appear to precipitate, 

which further bolsters their continued use in a way which is analogous to the manner in 

which withdrawal symptoms reinforcement opiate addiction. As a result of their 

findings, they treat recently detoxified opiate addicts with antidepressants because of the 

severity of their depression symptoms and as a deterrent to relapse. Conversely, Mirin 

et al. (1988), after assessing depression in patients hospitalized for substance abuse 

treatment, found that mean scores for depression on several instruments dropped by half 

for the group as a whole after four weeks in the hospital. The patients that eventually 

received an independent diagnosis of major or atypical depression had significantly 

higher scores on the depression instruments at admission and after the fourth week of 

their hospital stay.

After assessing and reassessing at a six-month interval the 157 heroin addicts 

mentioned above for depression, Rounsaville, Weissman, Crits-Christoph, et al. (1982)
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concluded that the most striking characteristic of the follow-up was the high degree of 

fluctuation of depressive symptoms. Specifically, nearly all of those meeting criteria for 

a current major depression at the six-month reevaluation were new cases, as most of 

those diagnosed with major depression initially had recovered. They determined that 

depressive symptoms in their sample were stress-related, confirming that addicts 

typically seek treatment due to some legal, social or pharmacological crisis.

In another study, Rounsaville et al. (1981) administered the SADS to 117 opiate 

addicts who were seeking drug treatment They found that major depression was more 

reliably diagnosed than minor mood disorders and that overall test-retest reliability was 

only moderate even for major depression. They attribute this to their finding that most 

addicts with major depressive episodes experience comparatively mild symptoms. 

Rounsaville et al. commented that “One has the sense that both addict and rater felt that 

the addict had trouble controlling affect but the specific nature of the difficulty was 

difficult to pinpoint.” (Rounsaville et al., p. 199). They further noted that at two 

independent interviews, even if separated by only one day, addicts in their sample “were 

likely to describe mild symptoms in a rather interchangeable fashion, describing varied 

states of anxiety, depression, or irritability related to mania in very similar terms” 

(Rounsaville et al., p. 199).

Rounsaville et al. (1981) have also found that the most commonly diagnosed 

condition in opiate addicts, major depressive disorder, is responsive to both 

psychotherapy and pharmacotherapy. In fact, untreated depression in opiate addicts may 

contribute to their failure to achieve abstinence. Kosten et al. (1986), analyzing the 

same sample of opiate addicts, found that depressive disorders were associated with
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continued illicit drug use at a six month follow-up, in particular that depressed 

methadone maintenance patients used more cocaine than their non-depressed cohorts. 

(Kosten et al., 1987). In addition, they found that being depressed and then leaving drug 

treatment may be a strong predictor of returning to drug abuse. They further determined 

that the highest risk group for continued drug abuse (those who left treatment, were 

depressed and who had suffered a recent loss) had a rate of abstinence that was three 

times lower than that among addicts in the lowest-risk group (those who were in 

treatment, depression-free and without a significant loss). Kosten et al. (1986) 

concluded that treatment appeared to increase abstinence by improving an addict’s 

ability to cope with depression and life crises.

Although depression in opiate addicts almost always occurs secondary to drug 

dependence, and may in some cases be transitory or mild in symptomatology, it helps to 

perpetuate cycles of addiction, particularly when left untreated. Moreover, the above­

described studies make it clear that treating depression can have a positive effect on the 

overall treatment of opiate addiction. In that case, the importance of what makes 

patients more or less able to respond to treatment becomes paramount.

ANTISOCIAL PERSONALITY DISORDER 

A Br ie f  H istory  o f  APD

In the early 19th century, the psychopathic-sociopathic-antisocial behavioral 

syndrome was the first of the personality disorders to be separated from the insanities 

and described clinically. (Modlin, 1983). Early practitioners identified the most salient 

aspects of what today falls clearly under the heading of sociopathy. It was Pritchard in
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1835 who is generally credited with creating the earliest clinical description, giving 

APD the label of "moral insanity," perhaps the most concise and accurate way of 

defining sociopathy to date. Kraeplin further isolated the psychopathic, unregenerate, 

antisocial, habitually criminal, chronically-lying, smooth operator from other clinical 

entities. Bleuler also identified a key feature of most sociopaths when he noted that 

affective peculiarities are in the foreground of most cases of psychopathy and stated that, 

"the so-called psychopaths are nearly all exclusively or mainly thymopaths." (Weiss, 

J.M A, Davis, Hedlund & Cho, 1983, p. 356).

Freud's ideas about aggression, the death instinct and the superego contributed to 

an evolving dynamic formulation of psychopathy. Freud asserted that the aggressive 

instinct "is at work in every living creature, and is striving to bring it to ruin and reduce 

life to its original state. The organism preserves its own life by destroying another." 

(Stone, 1991, p. 509). Arlow and Brenner make the point that Freud was moved to 

revise his previous notion of "ego drives" in the direction of an "aggressive drive" 

because of his observations of self-directed aggression in cases of melancholia. This 

concept relates to Freud's then evolving notion of a superego, which he believed became 

abnormally harsh in melancholics. (Stone, 1991). As an extension of this idea, Freud 

proposed that the acting out character disorder (something close to what today would be 

considered APD) is the reverse of neurosis, where unconscious conflicts are expressed 

in behavior rather than in symbolic symptoms. (Modlin, 1983, p. 134). In 1952, 

Johnson coined the term superego lacunae to denote not a generalized superego 

weakness but a specific lack of conscience in areas of overt behavior. (Modlin).
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Freud was also interested in other ideas that have become central in current 

discussions of APD: biological contributions and gender differences. Freud speculated 

about the biological origins of psychological disorders, and Stone comments that, "Freud 

alone preserved an open-mindedness about the biological." (Stone, 1991, p. 512). Other 

early analysts echoed some of these ideas. For example, Fenichel spoke of delinquent 

youths as "hyperinstinctual" implying a kind of constitutionally excessive, dammed-up 

libido - a view similar to that expressed by Reich writing on the "impulse-ridden 

character.” (Stone, p. 511). In addition, Freud believed that aggression was intimately 

bound up with masculinity, with sadism and with being active while he equated 

femininity with masochism and being passive, an idea that presages APD as a disorder 

occurring primarily in males. (Stone).

In 1941 Cleckley wrote The Mask o f Sanity, a clinical description of the 

psychopath that many consider definitive. (Modlin, 1983). Cleckley's basic hypothesis 

was that, although the psychopath may appear sane, in reality he suffers from a serious 

mental illness. He simulates normality but is basically asocial or antisocial because of 

inadequate personality development There are serious defects in his "humanness," i.e. 

his ability to comprehend in himself or others "the purposiveness and the significance of 

all life-striving and of all subjective experience." (Modlin, p. 134). Cleckley contended 

that the essential feature of the psychopath lies in the deficient affective responses he 

displays to other people. (Thomas-Peter, 1992). He emphasized the dynamic features of 

the psychopath such as an inability to experience guilt or remorse, anxiety and loyalty; 

the inability to form meaningful and lasting relationships; and the manipulation of others 

to serve one's own ends. Cleckley and other psychoanalysts also stressed that some

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



27

psychopathic individuals do not get into trouble with the law but still demonstrate the 

underlying psychopathology of the disorder.

Psychoanalysts began to divide individuals who engaged in antisocial behaviors 

into two groups: those with constitutional deficits and severe psychopathology and 

those whose antisocial behavior was an expression of neurotic conflicts. Karpman 

differentiated between "primary" or "idiopathic" psychopaths, who showed both 

antisocial behavior and characteristic psychological attributes, and "secondary" or 

"neurotic character" psychopaths, who exhibited antisocial behavior but could feel 

remorse, loyalty, anxiety, and other "neurotic" affects. Karpman considered the 

"secondary" psychopath's capacity for neurotic affects to provide a better prognosis in 

psychotherapy than the "primary" psychopath's lack of such affects. (Goldstein et al., 

1996a, p. 322).

C urrent  Diag nostic  Form ulations o f  APD

The American Psychiatric Association published the first Diagnostic and 

Statistical Manual of Mental Disorders (DSM) in 19S2, and it listed three divisions of 

psychopathic states: pathological sexuality, pathological emotionality, and asocial or 

amoral trends. (Modlin, 1983). The general focus on individuals who lacked particular 

personality traits (e.g. empathy, appropriate affects) that was present in DSM-I and 

DSM-n shifted to an emphasis on individuals who engage in particular antisocial acts in 

DSM-m, DSM-m-R and DSM-IV. (Rutherford, Alterman, Cacciola & Snider, 1995). 

Part of the impetus for this shift was the larger trend in defining all disorders in ways 

that could be reliably agreed upon.
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The diagnostic criteria for APD in the DSM-III and DSM-ffl-R (as well as 

DSM-IV) were greatly influenced by Robins’ study of delinquent boys. (Modlin, 1983). 

Robins’ research revealed that pervasive adult antisocial behavior rarely occurs in the 

absence of a history of pervasive childhood antisocial behavior. (Goldstein et al., 

1998). She found that conduct problems in childhood were the best predictor of adult 

antisocial behavior and inferred that there is continuity between childhood and adult 

antisocial behavior, she concluded, therefore, that it is a unitary syndrome.

The DSM-m was criticized for emphasizing behavior instead of dynamics and 

traits. Millon, for example, believes that the criteria for APD give undue prominence to 

the delinquent or criminal expression of the personality, i.e. behavior. Hare concurs, 

noting the triviality of the antisocial acts such as childhood thefts, lying and truancy that 

are used to give an APD diagnosis. (Gerstley, Alterman, McLellan & Woody, 1990). 

Frances has said, "It would be more useful to have criteria that distinguish those 

criminals who are capable of loyalty, anxiety and guilt from those who are not, since the 

behavior and management o f each group are likely to be quite different." (Gerstley et 

al., p. 174).

Modlin (1983) believes that the differences between Cleckley's rich and dynamic 

clinical description and the DSM-m are encapsulated by the terms psychopath and 

antisocial. Cleckley, with considerable psychological sophistication, described a true 

personality type, but the DSM-m merely describes a behavior disorder that is diagnosed 

by the quantity of misbehavior committed by an individual. This makes it difficult not 

to diagnose every criminal with APD, making it unclear what the usefulness of such a 

diagnosis would be. (Modlin). Cleckley himself has argued that psychopathy should
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not be equated with criminality, delinquency, sexual deviation, hedonism or alcoholism. 

Instead, he proposes that 16 different criteria be used to diagnosis APD, including 

superficial charm, egocentricity, insincerity, affective poverty and interpersonal 

unresponsiveness. (Blackburn, 1988). The dilemma for clinicians is, however, that 

these criteria, which may be more useful in assessing the traits that makes an individual 

with APD difficult to treat, are also difficult to diagnose.

Other commentators believe that defining a disorder of personality in terms of 

socially deviant behavior is prejudging the issue. (Blackburn, 1988). Blackburn 

points out that descriptions of antisocial tendencies, such as illegal acts or failure to 

honor financial obligations, do not describe the how of behavior, and are neither traits 

nor symptoms. In his view, the DSM definition of APD is actually about social 

deviance and what constitutes acceptable conduct from a moral frame of reference, 

something which he contends has no place in a discussion of mental illness.

In response to some of these concerns, an item concerning lack o f remorse was 

added to the DSM-III-R, but it is not a prerequisite for the diagnosis of APD, and a 

majority of items still seem to be more descriptive of antisocial behaviors than of 

underlying personality features. (Gerstley et al., 1990). In the DSM-III-R and the 

current DSM, various combinations of behaviors allow the individual to meet the 

diagnostic criteria; there are no critical items.

Because most research studies use the DSM-III-R criteria for APD, transitory 

delinquents who would be given an APD diagnosis because they meet criteria for 

conduct disorder as well as antisocial behavior past the age of 15, but whose antisocial 

behavior spontaneously remits during young adulthood, are conflated with continuous
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antisocials, whose antisocial behaviors are lifelong. (Stone, 1993). Stone points out 

that it is important to distinguish between these two types of APD because continuous 

antisocials have a higher loading of either genetic or environmental influences or both, 

show criminal activity at a younger age, and persist in this pattern throughout their lives.

Howard (1986) notes that among certain theorists and researchers there is an 

evolving concept that moves away from regarding APD as a unitary syndrome and 

instead views the disorder as a family of partially overlapping types of psychopathy. In 

this model three distinct categories of APD are developing: a type characterized by 

chronic antisocial behavior starting in childhood or early adolescence; a secondary type 

characterized at a trait level by impulsivity, social withdrawal and emotional 

disturbance; and a primary type characterized by impulsivity together with a lack of 

social withdrawal and emotional disturbance -- i.e. the sociopath Cleckley described in 

The Mask o f Sanity and Karpman’s primary psychopath who lacks affect.

Methadone maintenance patients predominantly fall into what is increasingly 

being called, as Howard (1986) notes, the secondary category. But as the foregoing 

discussion of the diagnostic criteria for APD illuminates, the DSM-III-R definition of 

APD may not capture the social withdrawal and emotional disturbance of the secondary 

type sociopath. It is the existence of those very traits, however, that may correlate most 

prominently with a patient’s ability to connect with and utilize substance abuse and 

psychiatric treatment In that regard, the CPI-So, which measures norm-observing 

tendencies and prosocial features such as agreeableness, might have stronger predictive 

value than a DSM-III-R diagnosis of APD.
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APD and G en d er  D ifferen ces

APD is a relatively common psychiatric condition; the population prevalence for 

men is estimated to be 2 to 3% and the ratio of men to women with the disorder ranges 

from 4:1 to 8:1. (Randolph & Yates, 1993). Other surveys of the general population 

estimate rates of APD among men at 4.5% and among women at .8%. (Cottier, Price, 

Comptom & Mager, 1995; Weiss, J.M.A. et al., 1983). A number of theorists have 

noted that there is an overlap between APD and other personality disorders, in particular 

histrionic and narcissistic personality disorders. Often the diagnosis an individual 

receives breaks down along gender lines, with men getting labeled antisocial and women 

getting labeled hysterical. (Modlin, 1983). Wright (1987) has noted that women appear 

to be more prone to depression and men to APD. He cites a large undergraduate survey 

where males scored significantly higher on the narcissism scale, which measured traits 

such as entitlement, exploitiveness, exhibitionism and grandiosity, and women scored 

significantly higher on the depression scale. (Wright, 1987).

Flynn, Craddock, Luckey, Hubbard and Dunteman (1996), summarizing the 

results of their large multisite study of substance abusers, concluded that males had 

twice the odds of being diagnosed with APD compared with females but half the odds of 

having a lifetime major depressive disorder. They also found that the older a patient is, 

the less likely he or she is to be diagnosed with APD, and the more likely he or she is to 

have had a major depressive episode. Brooner et al. (1997), in their extensive study of 

opiate addicts mentioned above, also found that men were more than twice as likely as 

women to have APD, with 34% of the men having the diagnosis but only 15% of the 

women.
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Kemberg believes that APD represents a severe form of the narcissistic 

personality structure, where underlying both disorders is a need to repair the undermined 

or injured self or create a world where the self is protected from any further injury. In 

their extreme form, the more typically male ways of repairing and/or maintaining self­

integrity resemble many of the characteristics associated with APD. Empirical research 

supports the connection between narcissism and APD. For example, researchers have 

found a significant positive correlation between narcissism and psychopathy, as well as 

the personality traits associated with psychopathy, such as disinhibition, sensation 

seeking, and boredom susceptibility. (Wright, 1987).

Gender discrepancies have been codified in recent versions of the DSM, 

beginning with DSM-m. As mentioned above, Robins using an all-male sample, found 

sufficient consistency between childhood and adult antisocial behaviors to consider 

APD to be a unitary syndrome beginning in childhood. Although these criteria are used 

to diagnose APD in men and women, it has never been established that the same 

consistency between childhood and adult antisocial behaviors exists for women 

(Rutherford et al., 1995). Rutherford et al. have in fact found that the correlation 

between childhood and adult criteria is considerably lower for women than for men. 

They conclude that the precursors of APD in women are different from male precursors 

and that current DSM criteria used to assess APD do not capture behaviors pertinent to 

women.

Rutherford et al. (1995) note that the DSM-m-R dropped the six childhood 

criteria that were the most frequently endorsed, were the most reliable, and had the 

highest correlation of all childhood criteria for women (Rutherford et al., p. 1315). The

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



33

DSM-m childhood criteria that were dropped focused on problems with early 

involvement in adult behaviors (drinking, sex) and difficulty with family and school 

(running away, low grades, suspension or expulsion), rather than aggressive or violent 

behaviors. The childhood criteria that remained in DSM-III-R were among those which 

were the least frequently endorsed, were the least reliable, and had weak correlations for 

women (Rutherford et al.). Cacciola, Rutherford, Alterman and Snider (1994) found 

that even in an all male sample of substance abusers, the rate o f APD dropped from 25% 

to 4% when the DSM-HI-R criteria were used in place of the DSM-ffl criteria.

Goldstein et al. (1996b) looked specifically at gender differences in APD among 

substance abusers in residential treatment, generally a more severe subpopulation. She 

found that in childhood males met somewhat more total criteria than females. 

Childhood differences between males and females were not significant with respect to 

truancy, starting fights, forcing sexual activity, physical cruelty to people, and stealing 

either with or without confrontation. Females were less likely than males, however, to 

have been cruel to animals and to have set fires. On the other hand, females were more 

likely to have run away either more than once or once without returning to the parental 

home. (Goldstein et al., p. 40).

Rutherford's research has led her to question the relevance of childhood criteria 

for women in the diagnosis of APD. She posits that a possible remedy might be to 

lower the number of total childhood behaviors required for women or to raise the age of 

onset for conduct disorder in women. Goldstein et al. (1996b) note, however, that in 

their sample of substance abusers in residential treatment there was no significant 

difference in age of onset of APD between the men and the women. They hypothesize
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that a “male-like age of onset” in females may be associated with a different and perhaps 

more severe clinical presentation of APD than is seen among men with APD or females 

with later onset APD. (Goldstein et al., p. 41).

As mentioned above and as will be discussed in further detail below, APD is one 

of the most frequent psychiatric diagnoses among substance abusers in treatment. In 

samples of clients in treatment for addiction, APD is four times more common among 

men and seven times more common among women than in the general population. Of 

note is that the ratio of prevalence of APD among female substance abusers to that 

among women in the general population is substantially greater than the same ratio 

among males. (Goldstein et al., 1996b, p. 35).

Rutherford et al. (1995) also believe that there is a gender discrepancy in adult 

criteria for APD. They see factors that focus primarily on behaviors that are impulsive, 

reckless or neglectful, rather than criteria assessing aggressive or illegal behaviors as 

more appropriate for the assessment of APD in women (Rutherford et al., p. 1316). 

Other research supports this hypothesis. M.H. Stone, D.K. Stone and Hurt (1987), for 

example, conducted a large and comprehensive follow-up study o f patients treated by 

intensive hospitalization for borderline personality disorder (BPD), which included a 

subset of patients with the dual diagnosis of APD and BPD. They noted that the patients 

who were also diagnosed with APD had a bimodal outcome distribution curve that 

suggested two very different populations. One group, predominantly male, was more 

aggressive, violent and amoral, and showed only marginal functioning at follow-up. 

The other group was equally divided as to gender, consisted of less aggressive persons,
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given to truancy, lying, shoplifting, and minor infractions, and their outcomes were 

substantially more favorable. (Stone etal., p. 202).

In her sample of substance abusers in residential treatment, Goldstein et al. 

(1996b) found that in adulthood the females had more often acted irresponsibly as 

parents, engaged in prostitution, and been physically violent against sexual partners and 

children than the males. The women showed trends toward more often failing to plan 

ahead or acting impulsively, lacking remorse over their antisocial activities, making 

money by finding customers for prostitutes, and to a lesser extent financial 

irresponsibility. Goldstein et al. caution that their finding of a female preponderance of 

parental irresponsibility may simply indicate that males manifest parental 

irresponsibility differently from females, i.e. by not acknowledging paternity or not 

acting as parents at all. (Goldstein et al., p. 41).

Using DSM-ffl criteria to measure APD, Randolph and Yates (1993) contrasted 

the effects of the disorder on the phenomenology of alcohol and drug abuse for women 

compared with men. In their sample of 116 male and 85 female inpatients in alcohol 

and drug treatment, he found that both men and women with APD were more likely to 

have experienced earlier onset of drinking and alcohol-related problems as well as 

increased illicit drug use when compared with the male and female patients without 

APD. On the other hand, the men in his sample with APD had a lower socioeconomic 

status, were more likely to have used drugs intravenously and to have a family history of 

APD than the men without APD did, but these differences were not present among the 

women in the sample.
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Brooner et al. (1993) looked at the relationship between an APD diagnosis and 

the presence of HIV in a sample of 272 male and female intravenous drug users, half of 

whom were in methadone maintenance and half of whom were receiving no current 

treatment. They found that 44% of his sample had a diagnosis of APD, and although 

more of the subjects who received an APD diagnosis were men than women, the 

diagnosis of APD was associated with a significantly higher odds ratio of HIV infection, 

independent of gender, ethnicity and treatment status.

The above-cited studies indicate that the trajectory of APD in women may be 

quite different than it is in men. For example, childhood symptoms may appear later in 

women than they do in men. APD is encoded in the DSM-HI-R in a way that reflects 

male patterns of the disorder, but omits many of the non-aggressive acts more strongly 

correlated with female subtypes of the disorder. This male-bias in DSM-m-R criteria 

for APD leads to it being severely underdiagnosed in female opiate addicts, despite the 

fact that prevalence rates are seven times greater for female substance abusers than in 

the general population. The CPI-So, which attempts to measure the driving forces 

compelling antisocial behavior, instead of the behaviors themselves, might provide a 

gender-neutral way of measuring antisocial tendencies.

COMORBIDITY OF APD AND SUBSTANCE ABUSE

APD is one of the most common comorbid disorders among substance abusers 

in treatment. The ECA study (Regier et al., 1990) estimates that 14% of persons with 

alcohol abuse or dependence and 18% of those with other substance abuse or 

dependence met lifetime criteria for APD. An additional diagnosis of APD has
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predicted poorer psychosocial functioning and somewhat more problematic substance 

use posttreatment in many although not all studies of drug abuse populations. 

(Goldstein et al., 1996a). Generally, the comorbidity of substance abuse with any 

psychological disorder creates a more dire prognosis. For example, Stone (1993), in his 

long term follow-up study of psychiatric in-patients, found that the standard mortality 

rate of those with a personality disorder who also abused alcohol or drugs was three 

times that of those who did not abuse substances. (Stone, p. 302). Other studies using 

DSM-m criteria have shown the incidence rate of APD to be about 40 to 50% in 

samples of male alcoholic patients and male opiate addicts. (Gerstley et al., 1990, p. 

173).

Studies indicate that the clinical course of alcoholism is more severe among

alcoholics with APD than among alcoholics without APD. (Giancola, Peterson & Pihl,

1993). It has been shown that:

Alcoholics with APD drink more alcohol, become alcoholic earlier, 
move more rapidly from moderate drinking to alcoholism and display 
more psychosocial and substance abuse related problems than do 
alcoholics without APD. Furthermore, alcoholics with APD are 
characterized by increased rates of various psychiatric and childhood 
conduct disorders symptoms, lower educational levels and are bom into 
less affluent families. (Giancola et al., p. 423).

In Brooner et al.’s (1997) recent and extensive survey of 716 methadone 

maintenance patients, they found that APD was the most common lifetime, non­

substance use diagnosis, with 25% of the sample receiving the diagnosis. This rate is 

eight times greater than that of the general population according to ECA figures. 

Further, the rate of APD in the sample equaled that of all non-substance use Axis I 

diagnoses combined. (Brooner et al., p. 72). This is notable because Brooner et al.
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found that an APD diagnosis was associated with greater severity of substance use and 

greater psychosocial problems than the other categories of comorbidity and non- 

comorbid groups. Three variables in particular distinguished the comorbid groups with 

APD from the other comorbid groups and the groups with no comorbidity: earlier age at 

onset of substance abuse, higher number of substance abuse diagnoses, and lower scores 

on an agreeableness scale, which indicate a greater degree of antagonism and mistrust in 

the APD groups. (Brooner etal., p. 77).

The DSM criteria for APD do not distinguish antisocial behaviors that occur 

independent of substance abuse from those behaviors that are clearly related to 

substance abuse, so it is not surprising that such high rates of comorbidity exist. It also 

creates a chicken/egg situation as it becomes impossible to distinguish by diagnosis 

alone whether the antisocial behavior evolved as a result o f or merely became 

exacerbated by a substance use disorder. When using other criteria, such as the 

Research Diagnostic Criteria (RDC) that specifically require that antisocial behaviors 

must not be the result of substance abuse, the rates of comorbidity drop substantially. 

For example, in one study 45% of opiate addicts received an APD diagnosis using DSM 

criteria, but only 19% did when using RDC criteria. (Gerstley et al., 1990).

Researchers have realized that this overlap between APD and substance abuse 

has implications for, among other things, diagnostic reliability and stability as well as 

treatment response, and are now distinguishing between primary and secondary 

antisocial addicts. (Gerstley et al., 1990). Rounsaville, Kosten and Kleber (1986) label 

those patients for whom antisocial activities are independent of a need to obtain drugs 

(basically those who would receive the RDC diagnosis o f APD) as primary antisocial
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addicts. Secondary antisocial addicts are those for whom antisocial activity is directly 

related to drug use. Rounsaville, Kosten and Kleber (1986) have found that the primary 

antisocial group reported more childhood behavioral disruptions and more severe 

psychopathology than the secondary antisocial group, and they speculate that the 

treatment outcome of the secondary antisocial group would be better.

There is a significantly higher prevalence of alcoholism and drug abuse in 

criminals who are diagnosed with APD. (Smith & Newman, 1990, p. 430). Cleckley 

hypothesized, however, that in the psychopath, alcohol serves as a catalyst that 

facilitates the expression of antisocial behavior, but "alcohol is not likely to bring out 

any impulse that is not already potential in a psychopathic personality." (Smith & 

Newman, p. 430).

In studies (Hemphill, Hart & Hare,1994; Smith & Newman, 1990) of criminal, 

substance-abusing populations, a two factor analysis of psychopathy has been used. The 

first factor reflects the interpersonal and affective characteristic central to most clinical 

descriptions of the psychopath, "callous, selfish, and remorseless use of others" or 

"interpersonal disesteem". The second factor reflects impulsive and socially deviant 

behavior and has been labeled having a "chronically unstable and antisocial lifestyle." 

(Hemphill et al., p. 169).

In their studies of substance abusing criminals both Hemphill et al. (1994) and 

Smith and Newman (1990) found that alcohol and drug symptoms were associated with 

a chronically unstable and antisocial lifestyle but not with the personality traits that 

characterize psychopathy, such as a lack of remorse, pathological egocentricity and 

shallow affect. Hemphill et al. note that it is unclear how social deviance relates to
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substance abuse: "Is substance abuse only one expression of social deviance, is there a 

common etiology or biological predisposition for one or both, or is the association not 

really there and simply based on a bias in diagnostic criteria?” (Hemphill et al., p. 178). 

Frances notes that 80% of criminals qualify for a diagnosis o f APD, but only about 30% 

are diagnosed as psychopathic. (Alterman & Cacciola, 1991). He proposes a diagnostic 

system that distinguishes criminals who are capable of loyalty, anxiety and guilt from 

those who are not. (Alterman & Cacciola).

In a further attempt to clarify what part of an APD diagnosis is most relevant for 

substance abusing populations, Cacciola, Alterman, Rutherford & Snider (1995) and 

Cacciola et al. (1994) have studied drug abusers who met the adult criteria for APD, but 

did not satisfy the childhood conduct criterion necessary for an APD diagnosis. In one 

study, one third of a group of intravenous drug users being treated for cocaine or alcohol 

dependence met the full diagnostic criteria for APD, and 25% met adult criteria but did 

not satisfy the childhood conduct disorder criteria. Cacciola et al.’s (1994) results 

indicated, however, that 82.5% of their subjects satisfied one or more of the childhood 

APD criteria. Overall, the adult substance abuse and antisocial behavior patterns of 

those with an APD diagnosis and those who satisfied only the adult APD criteria were 

similar. (Cacciola et al., 1995).

In another study Cacciola et al. (1994) divided cocaine or alcohol dependent 

patients into three groups to look at adult problem severity and antisocial behavior. The 

three groups were those with APD, those who satisfied the adult but not the childhood 

APD criteria (A-APD) and those who satisfied neither. Cacciola et al. found that the A- 

APD group was clearly different from the non-APD group and actually much more
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similar to the APD group. (Cacciola et al., p. 522). For example, subjects with APD 

and A-APD were similar with respect to psychiatric comorbidity and family history of 

substance abuse or antisocial behavior. (Cacciola et al., p. 522). There were a few 

important exceptions, however. One difference they found is that with regard to 

substance use, subjects with an APD diagnosis had an earlier onset of many substance 

abuse disorders than did subjects with an A-APD diagnosis. (Cacciola et al., p. 517).

The most interesting difference is that the APD group had significantly more 

adult antisocial features than the A-APD group. When the APD and A-APD groups 

were compared by number of adult APD criteria endorsed, however, the only group 

differences that consistently remained were difficulty controlling violent behavior and 

commission of criminal acts. Therefore, it appears that the unique contribution of the 

early onset criterion for APD diagnosis is that it delineates a group of subjects more 

likely to engage in criminal and violent behavior. (Cacciola et al., 1994). Cacciola et 

al. wonder, based on these results, if  the APD versus non-APD distinction is fine grained 

enough for clinical or research purposes, and suggests that a history of aggressiveness 

may provide an important differentiating factor within the APD category.

Cottier et al. (1995) evaluated the clinical homogeneity of 405 male and female 

substance abusers with A-APD who did and did not have conduct disorder as children. 

Their findings were similar to Cacciola’s in that addicts with an APD diagnosis were 

distinguishable from A-APD addicts by more severe adult impulsive and aggressive 

behaviors and more severe drug abuse, including earlier age of onset of drug use and 

drag treatment utilization. They did not detect, however, any difference between the 

APD and A-APD groups on indices o f drag use, injection drag use history and comorbid
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psychiatric disorders. Overall, APD was more common in the men (44%) in their 

sample than the women (27%), but A-APD was more common in the women (42%) 

than the men (33%). Moreover, it was extremely rare for men or women in their sample 

to have conduct disorder that did not progress to a diagnosis of APD. Overall, 77% of 

the men and 69% of the women in the sample met criteria for either APD or A-APD.

Strain et al. (199S), commenting on Cottier et al.’s findings, are struck by the 

similarities between the APD and A-APD subjects. They propose that the DSM include 

subtypes of non-APD patients who show evidence of misbehavior in adulthood, i.e. 

patients who only meet criteria for A-APD. They also critique the categorical approach 

to personality disorders that the DSM relies on, noting that it can be difficult to 

determine whether the features of the disorder are enduring traits or acute reactions. 

They wonder whether there are dimensional attributes in drug abusers that cut across 

categorical diagnoses but are more useful in identifying a prognosis or matching patients 

to particular treatments. (Strain et al., p. 164).

The trajectory of APD may not be the same for all patients. Although it is clear 

from the above-mentioned studies that in addict populations those with conduct disorder 

almost always progress to adult antisocial behavior, the converse may not be true. There 

is compelling evidence that for some addicts adult antisocial behavior occurs in the 

absence of childhood conduct disorder or with fewer symptoms of it, particularly its less 

aggressive manifestations. This indicates that in addition to under diagnosing many 

females who might be antisocial, a dichotomous measure such as the DSM may be 

failing to identify men who simply have a later onset of the disorder than the DSM 

contemplates. Further, it appears that few differences exist between antisocial adults
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with and without conduct disorder, and that adult antisocial behavior, regardless of the 

presence of conduct disorder, correlates negatively with baseline severity and treatment 

outcome. The CPI-So, which does not focus on aggressiveness or age of onset, might 

provide a more apt measure of the aspects of APD relevant to treating opiate-addicted 

populations.

COMORBIDITY OF APD WITH SUBTSTANCE ABUSE AND DEPRESSION

J.M.A.Weiss et al. (1983) studied 524 patients (who were not drug abuse 

admissions) diagnosed with APD to see if they also had symptoms or signs of 

depression and/or anxiety, and then compared the depressed psychopaths to groups of 

non-APD depressed controls and groups of non-depressed psychopaths. Their research 

identified a subgroup of psychopaths who are characterized by the recognizable 

behaviors and traits of other psychopaths but who also may be described as dysphoric - 

depressed and anxious, often with agitation, irritability, suicidal thoughts, and 

difficulties in intellectual functioning and sometimes with other neurotic traits as well. 

This subgroup represented 25% of all patients with APD. (Weiss, J.M.A. et al., p. 365). 

In addition, the depressed psychopaths were a unique group with substantively longer 

hospital stays than either depressed controls or non-depressed psychopaths. J.M.A. 

Weiss et al. also found that psychopathy alone decreased the stay in inpatient treatment 

relative to controls.

A number of more recent studies have found that many substance abusers with 

APD also qualify for a lifetime diagnosis of major depression or an anxiety disorder. 

(Gerstley et al., 1990). Some clinicians have noted that conduct disorder and antisocial
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behavior in childhood and adolescence frequently mask an underlying depression. 

(Gerstley et al., p. 176). Nunes et al. (1998) recently found that children, in particular 

sons, of depressed, opiate-dependent mothers were at increased risk for conduct disorder 

and global, social and intellectual impairment compared with sons of opiate addicts 

without major depression and sons o f controls with neither drug dependence nor 

depression.

Hinkin, Kahn and Connelly (1988) gave 368 inpatient, indigent alcoholics the 

MMPI and found that the group was not homogenous for psychopathology. They 

identified three categories of psychopathology. Group I, 28% of the population, 

manifested severe emotional disturbance and had extreme elevations on the 

schizophrenic, psychopathic deviance and depression scales. Group II accounted for 

26% of the population and had moderate elevation on the psychopathic (impulsive- 

antisocial) deviate and depression scales. Group m, 46% of the population, showed 

little evidence of severe emotional disturbance, with only one scale elevated. (Hinkin et 

al., p. 1271). Methadone-maintained heroin addicts mostly fall into the Group II 

category.

Rousar, Brooner, Reigier and Bigelow (1994) studied how levels of psychiatric 

distress interact with personality disorders in 167 opioid abusers admitted to a 

community outpatient treatment program. Patients diagnosed with APD, but no other 

personality disorder, had significantly lower levels o f psychiatric distress, including 

dysphoric symptoms, than those patients receiving the dual diagnosis of APD and 

another personality disorder. Rousar et al. noted that the low levels of psychiatric 

distress in the APD-only patients matched the low levels found in patients with no
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personality disorder (including APD) diagnosis. They concluded, “there may be a 

subgroup of antisocial drug abusers that can be characterized by high symptom distress 

and personality traits resulting in marked vulnerability to chronic and pervasive 

neuroticism and emotional instability.” (Rousar et al., p. 1S3). Brooner, Herbst, et al 

(1993) conducted a similar study that produced comparable results. They characterized 

the group with APD as well as another personality disorder as a subset of antisocial 

patients highly prone to experiencing sustained dysphoric affects. They found that this 

group also has a pronounced vulnerability to stress, which may be related to a better 

treatment prognosis (Brooner, Herbst, et al., p. 317).

Whitters, Cadoret and McCalley-Whitters (1987), on the basis of their study of 

antisocial alcoholics, also argue for the heterogeneity of APD substance abusers. They 

divided a group of 41 inpatients being treated for acute alcoholism into two groups 

based on number of reported depressive symptoms. They found that the group with a 

high number of depressive symptoms had a greater number of overall symptoms and 

diagnoses, including more symptoms of drug and alcohol abuse, obsessive-compulsive 

disorder and somatization. This group also showed a higher degree of psychopathology 

in a number of areas, including a tendency toward more symptoms of anxiety and 

paranoia. (Whitters et al., p. 517).

Goldstein et al. (1996a) looked at the lack of remorse among 140 drug abusers in 

residential treatment who were diagnosed with APD. They found that a lack of remorse 

was associated with a more severe and violent form of APD and increased comorbidity 

with mood and anxiety disorders. Their findings with respect to Axis I comorbidity 

directly contradicted previous theoretical and empirical work. Goldstein et al.
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hypothesized that the increased Axis I comorbidity in the patients with a lack of remorse 

might be consistent with findings from follow-ups into adulthood of children with 

conduct disorder that increasing severity of youthful antisocial behaviors is associated 

with increasing risk for the eventual onset of emotional disorders including major 

depression. They cautioned that there may not be a relationship between major 

depression and lack of remorse per se. Instead, comorbid major depression may merely 

be a marker for a more severe form of APD. (Goldstein et al., p. 330).

When you start with a group of APD addicts and study them, their variability is 

striking. The above-mentioned research indicates that a depressed subtype of APD 

patients may be more treatable than those who receive an APD-only diagnosis are. Most 

of these studies, however, measured inpatient, substance abuse populations, which is 

important to note, because no one presents for treatment because of their APD, and it is 

often difficult to measure APD in outpatient settings. Moreover, in outpatient settings 

such as methadone clinics patients seek treatment because they are experiencing 

uncomfortable dysphoric states, and often try to conceal their more antisocial tendencies 

from treatment providers. In that case, it may be important to look at the reverse of the 

above-cited studies, that is what are the differences in antisocial tendencies between 

patients in a group of depressed, methadone-maintained opiate addicts, where the 

presence of APD may indicate more baseline severity and a poorer treatment outcome.

TREATMENT IMPLICATIONS

Robins noted that there is "a tendency towards spontaneous remission such that 

few persons diagnosed with APD in adolescence would be so diagnosed in their 30s."
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(Stone, 1993, p. 307). That being said, the presence of "APD generally betokens a 

pessimistic prognosis and an unfavorable life trajectory as tracked in the various 

outcome studies." (Stone, p. 306). On the other hand, Rousar et al. (1994) offer the 

following caveat, ‘‘Despite the generally poor prognosis of antisocial opioid abusers, it is 

important to remember that this population is clinically heterogeneous.” (Rousar et al., 

p. 149). This has been amply illustrated in the literature reviewed above, and therefore it 

follows that different subtypes of APD, as well as various combinations of APD and 

other disorders, would create different treatment implications.

Stone (1993) makes the distinction between individuals who are alloplastic 

versus those who are autoplastic. He labels as alloplastic those who would mold the 

external world so as to suit their wishes and tend to blame as well as to manipulate and 

coerce others. This is in contrast to autoplastic disorders where the individual tends 

toward self-blame and self-change. In general, Stone notes that personality disorders 

characterized chiefly by alloplastic maneuvers are many times more resistant to 

treatment than those characterized by autoplasticity. APD is an alloplastic disorder and, 

not surprisingly, treatment studies show poor results.

Stone (1993) also notes that outcome studies involving APD have relied almost

exclusively upon recent DSM criteria. Because, as described above, recent versions of

the DSM emphasize acts rather than traits, these outcome studies are largely

uninformative concerning the fate of persons exhibiting "Cleckleyan" traits. "Antisocial

acts," Stone points out, "are much easier to record in the anamnesis and to agree upon 
•

between raters, whereas to register such traits as insincerity, mendacity and
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irresponsibility requires long and usually painful personal experience with whomever

the diagnostician is evaluating." (Stone, p. 306).

In a study of 33 APD patients at the Menninger Clinic, 19 were completely

unresponsive to treatment. Predictors of a negative response included a history of a

felony arrest or of repeated lying and conning. An early onset of dissocial behavior

during childhood was a worse prognostic sign than later onset. (Stone, 1993, p. 304).

Stone observed that the presence of strong antisocial traits predicted chronic

impairment in BPD, particularly in the male pattern APD discussed above, where

outcomes distinctly worse than the average were noted. In Stone's long term follow-

up study of in-patient psychiatric patients, he found that:

Parental brutality emerged in the analysis of variance as the most 
important negative factor, as the factor with the greatest power to divert 
the life trajectory downwards toward a worse than average outcome. The 
consistently poor outcomes noted in borderline patients who had ever 
been jailed (even for one day, for being caught joyriding) were related in 
some cases to a life-long pattern of impulsivity and flaunting the law; in 
other cases to antecedent parental cruelty, which had led to 
demoralization and counter-aggressivity, culminating in persistent 
patterns of antisociality. (Stone, p. 304).

Research conducted with opiate addicts suggests that those with a diagnosis of 

APD have poor treatment responses relative to non-APD addicts. (Hemphill et al., 

1994, p. 177). Stone (1993) also found those patients with opioid or alcohol dependency 

did worse if they also met APD criteria than if free of such signs. Substance abusers 

with both APD and a history of depression as well as those with APD who are able to 

form a therapeutic alliance have a history of somewhat better treatment responses. 

(Hemphill et al., 1994). In their review of outcome studies, Gerstley et al. (1990) note 

that, "Much of what has been concluded concerning the poorer treatment response of
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APD substance abusers appears to be based on the indirect evidence of greater severity 

of the addiction of the substance abuser with APD." (Gerstley et al., p. 176).

Kadden, Cooney and Getter (1989) found that treatment response in a comorbid 

APD/substance abusing population was dependent on the type of treatment used. Their 

research indicated that sociopathic alcoholic patients, defined by their low scores on the 

CPI-So, showed greater alcohol-related relapse over a 26-week treatment period when 

treated with interactional therapy rather than with behavioral coping skills training. 

Conversely, non-APD alcoholics relapsed more when treated with coping skills training 

instead of interactional therapy.

A Penn-Veterans Administration study revealed that methadone-maintained, 

opiate addicts with an additional diagnosis of APD were doing more poorly at their 

seven-month follow-up. than groups of addicts who either had no additional psychiatric 

diagnosis or an additional lifetime diagnosis of major depression (not necessarily 

current), or APD addicts who also qualified for a life-time diagnosis of major 

depression. The APD addicts who also met criteria for a lifetime diagnosis of major 

depression manifested considerable improvement. (Alterman et al., 1991). 

Rounsaville's research confirms this and he states, "An important issue regarding the 

diagnosis of APD in addicts is the extent to which this subgroup can become involved in 

treatment due to the motivation provided by painful affects." (Gerstley et al., 1990, p. 

176).

Leal et al. (1994) compared 94 cocaine-abusing methadone patients with and 

without APD, in a 12-week, double blind medication study. They found that non- 

depressed, cocaine-dependent methadone patients with the diagnosis o f APD alone had
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a worse prognosis than non-APD patients in terms of retention in treatment, continued 

cocaine abuse and response to pharmacotherapy.

Woody, McLellan, Luborsky & O’Brien (1985), in their analysis of the results of 

the Penn-Veterans Study, hypothesized that the poor response to psychotherapy of the 

APD-only opiate addicts was due in large part to their extreme difficulties in forming 

meaningful relationships. Woody et al. state, "Perhaps more than any other aspect o f the 

sociopathy syndrome, the paucity of and superficiality of relationships may be the more 

negative contributor to the poor outcome of the pure antisocial addicts." (Woody et al., 

p. 1085). Woody et al. propose that APD-only opiate addicts may need to be treated in a 

highly structured environment such as a court mandated therapeutic community. The 

significant behavioral controls in such a milieu may encourage the development of a 

more self-critical ability that would make these patients more like the opiate-dependent 

and depressed APD group. (Woody et al., p. 1086).

J.M.A. Weiss et al. (1983), in their study of 524 patients (non-addicts) with 

APD, also found that those entering treatment primarily because of depression improved 

when the depression was treated. When the depressive syndrome improved, however, 

the patients with comorbid APD developed new complaints and a variety of behavior 

problems that did not respond to medication and only rarely to routine psychotherapy. 

(Weiss, J.M.A. et al., p. 364).

In Cacciola et al.'s (1995) study of 224 alcohol and/or cocaine dependent men, 

they divided their subjects into three groups: those with both an adult and childhood 

APD diagnosis, those with an A-APD diagnosis only and those who had neither adult 

nor childhood APD. The seven month follow-up measure of treatment response
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revealed surprisingly little evidence that the APD subjects had a worse outcome, and 

whatever evidence there was of worse outcome seemed limited largely to illegal 

behavior. They note that creating the third group (A-APD) did not reveal additional 

differences between APD and non-APD groups. They concluded that APD as measured 

by DSM-m criteria was generally not a negative predictor of treatment response and 

even cited some evidence that APD subjects made limited greater gains in reducing 

substance abuse. (Cacciola et al., p. 170).

Cacciola et al. (1995) believe that an alternative view of APD, which includes 

psychopathic personality traits such as shallow affect, grandiosity, and lack of empathy 

and remorse, may be more useful in identifying a less treatment responsive group of 

substance abusers than the current DSM diagnosis of APD. In support of this idea, Hart 

noted that using such a measure, as opposed to the DSM-m measure of APD, 

significantly predicted recidivism in paroled prisoners. (Alterman et al., 1991).

Researchers (McLellan et al., 1979) have long recognized that substance abuse is 

a heterogeneous illness, and it is important to take this into account when designing 

interventions for this population. Although the literature indicates that a concurrent 

diagnosis of APD often creates a bleaker prognosis, it is also apparent that the presence 

of APD can have different implications for treatment depending on other factors, such as 

subtype of APD and other psychiatric comorbidity. Moreover, patients with multiple 

comorbidity may look different depending on the lens you first look at them through: 

depression or APD. Using a DSM-IH-R measure o f APD may cause clinicians and 

researchers to overlook the most salient features of APD, especially when it comes to
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treatability. The CPI-So may provide a more meaningful window into the treatability of 

depressed, methadone-maintained heroin addicts.

CONCLUSION

As substance abuse eats up more of society's resources the demand for cost- 

effective and efficient treatment grows. Opiate addiction is a disorder further 

complicated by the fact that other psychiatric conditions, most commonly APD and 

depression, often accompany i t  The comorbidity of heroin dependence and non­

substance abuse psychiatric disorders usually betokens a more severe baseline severity 

and poorer outcome. Depression in this population is treatable, however, and leads to an 

improvement in overall functioning in the addict. Despite the salubrious effect of 

treatment not all patients are able to connect with, utilize and respond to it. If the 

differences between depressed opiate addicts who can and cannot benefit from treatment 

are understood, interventions can be tailored to fit the needs of specific subgroups. This 

dissertation attempts to provide an answer to that question by looking at APD, the 

psychiatric illness most often comorbid with substance abuse, in greater detail.

Generally, the presence of APD worsens the prognosis for an opiate addict. 

Some studies indicate, however, that treatments designed specifically to take into 

account APD have a better chance of success in this population. This would be simpler 

to do if APD were easier to measure, and if it were clear that what a diagnosis of APD, 

as defined by the DSM-IH-R, reflected were those characteristics that make it difficult 

for patients to connect with treatment In addition, current diagnostic formulations of 

APD are under inclusive, with groups such as women, non-aggressive antisocials and
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those who have a later onset of the disorder being omitted or undercounted. Finally, all 

of this is further complicated by the fact that APD may be particularly difficult to assess 

in outpatient settings, where patients are reluctant to reveal their antisocial acts because 

they are afraid of losing access to treatment.

This study looks at whether a measure of sociability, the CPI-So, easily 

administered, not directly about drug use, and not clearly geared toward socially 

acceptable responses, is able to provide more of a window into differences in baseline 

severity and treatment outcome among patients than the DSM does.
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METHODOLOGY

INTRODUCTION

The present research is part of a larger study comparing the effects of 

sertraline to placebo in methadone maintenance patients who met criteria for DSM- 

III-R major depression or dysthymia. Data collection began in September 1994 and 

continued through May 1999. The study was administered in two different locations. 

One site, Bridge Plaza Treatment and Rehabilitation Clinic (Bridge Plaza), is a 

private, freestanding methadone clinic located in Long Island City, Queens, and has 

an annual census of about 700 patients. The other is an outpatient methadone clinic at 

Long Island Jewish Medical Center (LU), also in Queens, which has a census of 

approximately 320 patients. The majority of patients at both clinics receive Medicaid. 

At each site, a team of researchers, which included the principal investigator, Edward 

Nunes, M.D., an additional research psychiatrist, a research nurse and an independent 

evaluator and screener (my role), determined study eligibility, treated study patients 

and collected data.

SAMPLE

All participation in the research study was voluntary. Subjects for the study 

were recruited by screening each new admission to Bridge Plaza and LU, about 450 and 

100 patients each year, respectively, for depression disorders. In addition, patients due 

for their annual clinic physical were also screened for depression. Finally, methadone 

counselors referred long-term patients to the study if they reported feeling depressed. 

The initial screening interview typically lasted ten minutes and consisted of obtaining
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preliminary demographic information and a brief drug use history and asking about ten 

questions to assess the presence o f depressive symptoms, if any. All patients who 

appeared depressed were then seen approximately two weeks later by one of the 

research psychiatrists for another informal assessment of their symptoms. About half of 

these patients were no longer depressed at the follow-up interview. Those who were 

still depressed were seen again two weeks later and eligibility for the study was assessed 

at this point. Patients considered ineligible for the study were those with a seizure 

history, those with mania or psychosis or chronic organic mental syndromes, patients 

judged to be at any substantial risk of suicide, and pregnant or lactadng women or 

women not using a reliable birth control method. The following lifetime historical 

features had to be present in order to meet study criteria: Depression was either primary 

(antedated substance use), or had persisted during a past abstinent period of at least six 

months or was of at least three months duration in the current episode and had persisted 

after at least a month of stable methadone treatment. This last requirement eliminated 

patients who were experiencing transient self-limited moods as a result of beginning 

methadone treatment. A minimum methadone dose of 60 mg per day was required for 

inclusion in the study.

Patients identified as depressed and eligible for the study at the second 

evaluation interview were given a detailed description of the study by the research 

psychiatrist, including possible risks and benefits, alternative treatments, the probability 

of being assigned to medication or placebo, and the monitoring of urine for drugs and 

alcohol. After the patient signed a consent form, a research psychiatrist then reviewed 

his or her medical chart and an ECG was administered. If the blood tests or physical
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exam given upon admission to the clinic (and yearly thereafter) were done more than 

two months previously, (or six months in the case of the physical exam), these tests were 

repeated at the time of study evaluation. Reasons for medical disqualification included, 

among others, poor liver and/or thyroid functioning.

Table 1 sets forth the mean demographic profile for the study population.

PROCEDURES

At baseline (Week 00) patients were interviewed by a research psychiatrist 

using the Structured Interview for DSM-III-R-Substance Abuse Comorbidity (SCID- 

SAC) in order to determine diagnoses of mood disorders, anxiety disorders, substance 

use disorders and childhood conduct and adult antisocial personality disorders. 

Patients’ depression severity was also assessed at baseline using the Hamilton 

Depression Scale (HAM-D). Other measures completed at baseline included a 

Substance Use Weekly Inventory (SUI), Clinical Global Impression Scale for 

Depression and Substance Abuse (CGI), Craving Scale (CS), and Treatment Services 

Review (TSR). Each of these measures will be described in more detail below.

A urine sample was collected to assess drug and alcohol use and blood was 

drawn to assess a baseline blood methadone level. Patients also completed two self- 

report personality measures at this time, the CPI-So (this measure will be described in 

more detail below) and the Tridimensional Personality Questionnaire (TPQ). Each 

patient whose current depression diagnosis was confirmed upon completion of the 

SCID-SAC was then given one week of placebo medication and, at this point, was
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considered to have officially entered the study. The placebo looked the same as 

subsequent study medication and the patients were blind as to its nature.

The following week (Week RZ) patients met with a psychiatrist and the 

HAM-D, SUI, CGI, TSR, CS, and one new measure, which simply documents 

whether patients experienced any adverse effects from the medication (SAFTEE), 

were administered. Patients who did not feel substantially less depressed after the 

first week of placebo, as assessed by the HAM-D score, were then randomized to 

either sertraline or placebo. The randomization was stratified by clinical site and by 

baseline level of substance use (as assessed by the SUI): low ( 0 - 2  days per week 

using) versus high (3 or more days per week using). During Week RZ, patients also 

met with the independent evaluator, who administered the following instruments: 

Addiction Severity Index (ASI), HAM-D, CGI, SUI, and Substance Use in the Social 

Network (SUSN). Patients received $25.00 for completing this interview. Patients 

then completed a self-report form, the Hopkins Symptom Checklist (SCL-90), and a 

urine sample was obtained. Patients received a week’s supply of study medication, 

either placebo or sertraline, depending on their randomization; patients and 

researchers were blind from this point forward about the patient’s medication status 

(placebo versus sertraline). Patients were given enough medicine to take daily for 

seven days at each weekly visit.

During the subsequent 12 weeks, patients met with a study psychiatrist weekly 

for evaluation. The psychiatrist assessed current substance use behavior and mood 

status; assessed medication side effects, if any, and adjusted dosages as needed; 

reviewed events occurring since the last study visit relating to the patient’s social and
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vocational functioning; and performed study ratings. The weekly study ratings 

administered by the psychiatrist were the CGI, SUI, TSR, SAFTEE, and CS, and each 

even-numbered week (Weeks 2, 4, 6, 8, 10 and 12) a HAM-D was administered. At 

Week 6, patients completed an SCL-90. Urine samples were obtained weekly and 

blood was drawn at Weeks 6 and 12 to assess sertraline and methadone levels. 

Sertraline or a matching placebo was given in a “fixed-flexible” dose schedule aimed 

at achieving the maximum tolerated dose for each patient. Patients began at 25 mg 

daily for the first week and increased by 25 mg every week (50 mg increments above 

100 mg), until they reached 200 mg (the maximum dosage of sertraline recommended 

for depression) or until side effects prevented further increases.

The acute trial ended at Week 12 and both the psychiatrist and independent 

evaluator performed a complete battery of end study ratings, which were a repeat of 

Week RZ ratings. The patient once again received $25 for meeting with the 

independent evaluator. The patient also filled out the CPI-So, TPQ and SCL-90 at 

Week 12. Patients rated as “responders” in terms of depression by the psychiatrist 

were placed in the continuation phase (Weeks 13 -  24) of the study, even if they were 

rated “non-responders” in terms of drug use. Weeks 13 -24  measures are identical to 

Weeks 1 - 1 2  measures. All patients, regardless of whether they dropped out of the 

study before Weeks 12 or 24 or were administratively removed, and assuming they 

were able to be contacted, were rated at Weeks 12 and 24 by the independent 

evaluator. Reasons for administrative removal included psychiatric, substance abuse 

or medical worsening and noncompliance. At Week 12 or 24, depending on whether 

the patient entered the continuation phase, the blind regarding the medication was
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broken and the patient was offered the opportunity to continue treatment for 

depression with the study psychiatrists; this treatment usually involved sertraline or 

other antidepressants.

DESCRIPTION OF THE MEASURES

The measures in this study can be divided into three areas: measures of

psychopathology, outcome measures, and demographic indices. Measures of

psychopathology were given at baseline and completion, with some measures being

administered intermittently throughout the study, as indicated above. Certain

outcome measures were given on a weekly basis and some were given less frequently,

but all were given upon completion of the study. Demographic information was

collected at the start of the study. Some measures, such as the ASI, yielded data in all

three categories of measures, and certain measures of psychopathology, such as the

HAM-D, were also used as outcome measures.

M easures o f  Psy ch o pa th o lo g y

California Personality Inventory-Sociability Subscale

The primary independent variable in this study is the CPI-So (Appendix A).

Gough (1994), the scale’s creator, summarizes what the scale measures as follows:

A basic notion was that scores on the CPI-So scale for both individuals 
and groups, arrayed from highest to lowest should correspond to a 
sociological continuum going from persons of exemplary probity and 
rectitude at one pole, through persons of ordinary norm-observing 
propensities, to persons of frankly errant and rule-violating dispositions 
at the other pole. Socialization can then be seen as the internalization of 
whatever values, systems of control, and adaptive mechanisms may be 
required for compliance with this normative vector, and scores on the So 
scale can be conceptualized as an index or a partial index of the extent to 
which these prosocial internalizations have occurred. (Gough, p. 654).
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The CPI-So is a subscale of the California Personality Inventory, which was 

developed in the early 1950s, and its initial version combined items from the MMPI 

with items created by the scale’s developers based on interpersonal and role-taking 

considerations. The current 46-item version of the CPI-So was developed in 1987 

when the CPI-So was reduced from 54 to 46 items by dropping items that had shown 

weak validities in the development of the 54-item scale and that did not differentiate 

well between delinquent and nondeliquent samples in the cross-cultural file.

The range of scores for the CPI is 0 - 46, with lower scores reflecting poorer 

social judgment and sensitivity, fewer internalized values and less empathy. (Rutherford 

et al., 1994). Gough (1994) notes low scorers have difficulty getting the “big picture” in 

regard to physical as well as to interpersonal environments. High scorers, on the other 

hand, tend to more easily envision distant, future goals. (Gough, p. 693). This 

difference could have a big impact on a patient’s ability to make use of both substance 

abuse and depression treatment.

Gough (1994) reports in his comprehensive review of studies of the CPI-So 

that ethnicity, socioeconomic status, intellectual ability and social desirability in the 

presentation of self all play relatively minor and inconsequential roles in regard to 

scores on the scale for adults. (Gough, p. 676). He does note, however, that across 

many different samples, women score about two points higher on the scale than do 

men of comparable background. Gough states that for men scores of 32 and above 

are indicative of above-average rectitude and conformity to social norms. Scores of 

30 and 32 suggest ordinary normative compliance. Scores of 29 and below begin to
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suggest problems, moderate down to about 25 and more serious at 25 and below. 

(Gough, p. 685). For women, scores of 33 and above are generally indicative of 

above-average compliance with prosocial norms and convention, scores of 32 to 30 

are indicative of ordinary conformity, scores horn 29 to 26 are indicative o f moderate 

impairment of the socialization function, and scores of 25 and below are indicative of 

severe problems. (Gough, p. 687).

The reliability and validity of the CPI scale have been found to be excellent and 

the scale is recognized as one of the best existing self-report measures of sociopathy 

available. (Cooney et al., 1990; Gough, 1994; Rutherford et al., 1994). Studies 

comparing the CPI-So to other measures of psychopathy give it a high rating. (Cooney 

et al., 1990; Hare, 1985).

A number of studies indicate that the CPI-So has a strong degree of 

association with sociopathy in substance-abusing populations. (Cooney et al., 1990; 

Earleywine, Finn & Martin, 1990). The CPI-So has been shown to be a strong 

predictor of risky drug-use behaviors in opiate-dependent populations. (Tourian et al., 

1997). Overall, trait-based measures of sociopathy, such as the CPI-So, are more 

consistently related to all risky behaviors in substance-abusing populations than a 

DSM-III-R diagnosis of APD. (Tourian et al.). It has been noted that the CPI-So is a 

self-report form that can be used without alteration in a substance abuse population, 

and because most of its questions do not pertain to drug use in any way, it captures 

antisocial features that have clinical relevance but are not confounded. This is in 

contrast to the DSM-IH-R, which makes it difficult to separate drug-seeking 

behaviors from antisocial ones. (Tourian et al.).
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It has also been shown that (1) scores on the CPI-So scale correlate about -.30 to 

-.65 with other measures of psychopathy, (2) CPI-So scores differentiate between 

clinically diagnosed APD and non-APD samples as well as or better than other self- 

report variables, and (3) in factor analyses of self-report measures for psychopathy, 

scores on the CPI-So scale appear to have the largest factor loading. (Gough, 1994, p. 

659). Cooney et al. (1990) noted, however, that the CPI-So had a somewhat lower 

coefficient of internal reliability than the other measures examined, although it did meet 

minimum standards for reliability. They further observed that the strength of the CPI-So 

is that it is well represented across the categories of sociopathic tendencies, except that 

only one CPI-So item assesses criminal behavior and no item assesses aggressive 

behavior. (Cooney et al., p. 46).

Structured Clinical Interview-Substance Abuse (SCID-SAC)

The SCID is a widely used structured diagnostic interview, intended for use 

by experienced clinicians; the research psychiatrists in this study have all had 

extensive SCID training and experience. The SCID is designed so that virtually all 

symptoms of diagnostic relevance for a disorder, as defined by the DSM-IU-R, are 

inquired about. The advantage of this approach is a comprehensive symptom 

assessment that minimizes bias from premature decisions about the presence or 

absence of a diagnosis under consideration. (Spitzer, Williams, Gibbon & First, 

1992, p. 625). Since its development, it has been used in more than 100 published 

studies. (Spitzer et al.). A comprehensive review of studies assessing the reliability 

of the SCID concluded that it yields highly reliable diagnoses for most Axis I and 

Axis II disorders. (Segal, Hersen & Van Hasselt, 1994). In addition, test-retest
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reliability of the SCID has been good in field trials with trained raters. (Williams et 

al., 1992). Kranzler, Kadden, Babor, Tennen and Rounsaville (1996), in a sample of 

100 substance abuse patients, evaluated the concurrent, discriminant and predictive 

validity of SCID substance use diagnoses, as well as co-morbid disorders that occur 

commonly among these patients. The validity of current and lifetime substance use 

diagnoses was good, but was only moderate for APD and major depression. (Kranzler 

et al.).

The SCID-SAC (Appendix B) is a modification of the SCID, developed by 

Dr. Nunes in collaboration with Dr. Williams. The SCID-SAC establishes temporal 

relationships between mood disorders and substance use, which are essential for 

determining eligibility according to the study inclusion criteria. The SCID-SAC 

allows the interviewer to rate whether a disorder is primary, i.e. antedates substance 

abuse, or has occurred during a past period of at least six months of abstinence from 

drugs and alcohol, as well as to rate the chronicity of mood disorders and the duration 

of the current episode. Test-retest reliability of the time course ratings has been 

generally good to excellent. (Nunes, Goehl & Seracini, 1996).

Hamilton Depression Scale (HAM-D)

The HAM-D is the most widely used scale for patient selection and follow-up 

in research studies o f treatments of depression. (Williams, 1988). The study used a 

25-item, structured interview version of the HAM-D, which incorporates the reverse 

vegetative symptoms (oversleeping or overeating) of atypical depression but permits 

calculation of the standard 17 and 21 item scores that are imbedded in the scale. The 

symptoms are defined by anchor-point descriptions that increase in intensity, and
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clinicians consider both the intensity and frequency o f a symptom when assigning it a 

rating value. (Williams, 1988, p. 742). In numerous studies the HAM-D has proved 

to be reliable and to have a high degree of concurrent and differential validity. 

(Carroll, Fielding & Blashki, 1973).

Hopkins Symptom Checklist (SCL-90)

The SCL-90 is a self-rated 90-item inventory of severity for a wide range of 

psychiatric symptoms seen in depressive and anxiety disorders. Nine factor scores 

are generated, including depression, anxiety, phobic anxiety, somatization, 

interpersonal sensitivity, paranoia, psychoticism, obsessive-compulsive, and hostility. 

Normative studies have been conducted on clinical and non-clinical populations. 

(Derogatis, 1983). Test-retest reliability and discriminant, concurrent and construct 

validity have all been shown to be good. (Derogatis). The SCL-90 has been shown 

to correlate well with clinician rated improvement and provides a measure of self­

perceived symptoms and subsequent symptom reduction.

Addiction Severity Index (ASI)

The Addiction Severity Index is one of the most widely used assessment 

instruments in the substance abuse field. (Alterman, 1994). It is a semi-structured 

interview that assesses seven problem areas affected by substance abuse: medical, 

employment/financial, chug use, alcohol use, family/social, legal, and psychiatric. 

There are summary measures in each area: interviewer severity ratings, which help 

assess the need for additional treatment in these areas; and composite scores, which 

assess the problem level in each of these areas during the past 30 days. Interviewer 

severity ratings require the interviewer to establish a rating of the severity of “need
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for additional treatment” in each area ranging from 0 (no problem) to 9 (most severe). 

The composite scores are arithmetically derived scores ranging from 0 (no problems) 

to I (severe problems) and only include items which are subject to change 

(occurrence in the past thirty days or during the follow-up period). Therefore, 

McLellan et al. (1985) have recommended that composite scores be used in treatment 

outcome studies. The ASI has good inter-rater and test-retest reliabilities. (Alterman, 

Brown, Zaballero & McKay, 1994; McLellan et al., 1985). Comparisons of the ASI 

severity ratings and composite measures with a battery of previously validated tests 

indicated evidence of concurrent and discriminant validity. (McLellan et al.). 

Moreover, reliability and validity results were consistent across subgroups of patients 

categorized by age, race, sex, primary drug problem, and treatment center. (McLellan 

et al.).

O u t c o m e  M ea su res  

Quantitative Urine Analysis

A urine sample was collected weekly from each patient. The sample was then 

sent to the Central Reference Laboratory at New York State Psychiatric Institute and 

assessed for semi-quantitative levels of drugs or their metabolites in urine. Urine 

creatinine concentration was also measured, so that levels were expressed as ng 

(nicogram) drug per mg of creatinine-i.e. corrected for the diluteness o f the urine. 

Full panel screens for cocaine, heroin, benzodiazepines, THC (marijuana), alcohol, 

barbiturates, amphetamines and PCP were done on each urine sample. Quantification 

of all substances, except alcohol, was obtained; quantification of alcohol levels is 

difficult because its rapid metabolism obscures the relationship between urine level
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and quantity consumed. In the case of alcohol, the laboratory assessed its presence or 

absence in the patient’s urine.

Substance Use Weekly Inventory (SUP

The SUI is a brief clinician-administered instrument where the rater elicits 

from the patient the quantity (reported as average dollars and maximum dollars in 

street value per day used) and frequency (in days) of consumption of opiates, cocaine, 

alcohol, marijuana, amphetamines, sedatives, PCP, and prescription medications for 

the past week. Route of use, days per week o f intravenous use and number o f days 

craving and intensity of craving for each substance is also elicited.

HYPOTHESES

The purpose of this dissertation is to explore the utility o f two different 

measures o f APD when seeking to understand depressed, methadone-maintained 

heroin addicts. APD, the personality disorder most often comorbid with opiate 

dependency, has been implicated in assessing how to design treatment for and predict 

outcome in addicts. As outlined in the literature review, controversy exists regarding 

how to define as well as measure sociopathy. The CPI-So and the DSM-III-R are 

both widely used and respected measures of sociopathy, but they each approach APD 

differently. The DSM-IH-R assesses the presence of antisocial behavior in a 

dichotomous, present/absent manner, while the CPI-So gauges traits associated with 

APD on a continuum from normal to sociopathic. In addition, APD, as defined and 

measured by the DSM-HI-R, undercounts women, non-aggressive antisocials and 

individuals who have a post-childhood onset o f the disorder. Moreover, addicts
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being interviewed in order to make a DSM-HI-R diagnosis of APD may be likely to 

underreport socially unacceptable behavior, particularly in outpatient settings. The 

CPI-So, on the other hand, has been found to be gender-neutral, not focused on 

aggression or age of onset, and not geared toward giving the socially acceptable 

response. My overall hypothesis is that the CPI-So will be a more useful measure 

than a DSM-HI-R diagnosis of APD when attempting to understand and treat 

depressed, methadone-maintained heroin addicts. This comparison will be made in 

three different general areas of the study population: demographics, baseline

psychiatric and addiction severity, and psychiatric and substance use outcome. 

De m o g r a ph ic s

It is expected that the prevalence rate of sociopathy in the study population as 

measured by the CPI-So will be higher than when measured by the DSM-HI-R. 

Further, it is expected that more women in the study population will be diagnosed 

with APD as measured by the CPI-So than by the DSM-HI-R. In addition, it is 

expected that subjects who have lower scores on the CPI-So will be more likely to be 

unmarried and unemployed, and have fewer years of education, whereas there will be 

less of a correlation between a DSM-HI-R diagnosis of APD and marital and 

employment status, or years of education. Finally, it is expected that subjects who 

receive a diagnosis of APD according to the DSM-HI-R will have the lowest scores 

on the CPI-So.

Ba sel in e  Sev e r ity

Overall, it is expected that subjects with lower CPI-So scores will have a 

greater baseline severity as measured by their HAM-D scores, SCL-90 global scores,
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ASI-Psychiatric Composite Subscale scores, SUI -  overall severity scores, years of 

heroin use, years of cocaine use and years of benzodiazapene use. It is also expected 

that there will be no correlation between a DSM-HI-R diagnosis of APD and baseline 

severity as measured by the HAM-D scores, the SCL-90 global scores, the ASI- 

Psychiatric Composite Subscale scores, SUI -  overall seventy scores, years o f heroin 

use, years of cocaine use and years of benzodiazapene use.

O u t c o m e

It is expected that subjects with lower CPI-So scores will have a worse 

outcome as measured by number of weeks in the study, percent of weekly urine 

samples that are positive for drugs and/or alcohol, change in SCL-90 scores at end 

study versus baseline, change in HAM-D scores at end study versus baseline, change 

in ASI-Psychiatric Composite Subscale score at end study versus baseline, and 

change in SUI -  overall severity score at end study versus baseline. It is also 

expected that, in contrast, there will be no correlation between a DSM-HI-R diagnosis 

of APD and outcome as measured by number of weeks in the study, proportion of 

weekly urine samples that are positive for drugs and/or alcohol, change in SCL-90 

scores at end study versus baseline, change in HAM-D scores at end study versus 

baseline, change in ASI-Psychiatric Composite Subscale scores at end study versus 

baseline, and change in SUI -  overall severity score at end study versus baseline.
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RESULTS

INTRODUCTION

The results of this study were surprising. The metahypothesis was that more 

subjects would be classified as sociopathic using the CPI-So than using a DSM-III-R 

measure of sociopathy, leading to greater predictability of certain demographic 

factors, baseline severity, and outcome for subjects. Although it was anticipated that 

more subjects would be sociopathic as measured by the CPI-So, it was also expected 

that the CPI-So scores would fall along a continuum, as Gough describes, from 

“persons of ordinary norm-observing propensities, to persons of frankly errant and 

rule-violating dispositions at the other pole.” (Gough, 1994, p. 654). This was not 

the case. Almost every subject in the study received a score on the CPI-So that 

classified him or her as sociopathic. The lack of range in CPI-So scores made a 

determination regarding the predictive utility of the CPI-So difficult, and also called 

into question the continuous nature of the measure, particularly at the low end of the 

scale.

As hypothesized, a DSM-III-R diagnosis of APD had no predictive utility in 

any of the three areas discussed herein: demographics differences, baseline severity 

and outcome. Other than the important initial finding that almost the entire study 

population can be characterized as antisocial according to the CPI-So, which also 

includes all of the women in the study, almost no other significant findings were 

revealed regarding the predictive utility of the CPI-So in this population.
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DEMOGRAPHICS

It was expected that the prevalence rate of sociopathy in the study population 

as measured by the CPI-So would be higher than when measured by the DSM-III-R. 

This hypothesis was overwhelmingly confirmed. Moreover, rates of APD, as 

measured by those individuals having both a DSM-HI-R diagnosis of conduct 

disorder and adult-APD1, were lower than those reported in the literature: 14% (10 

subjects out of 69 who were given the SCID) received a DSM-HI-R diagnosis of 

APD. An additional 10% of subjects (7 out of 69) fell into the APD subthreshold 

category. For the purposes of this study, subthreshold was defined to include any 

subjects who were categorized as subthreshold for both adult-APD and conduct 

disorder according to DSM-HI-R criteria, as well as any individuals who received a 

diagnosis of either conduct disorder or adult-APD, but not both. In contrast, the rate 

o f sociopathy as measured by the CPI-So was 84.8% using a CPI-So cut-off score of 

25 and below for sociopathic, and 98.4% when using a CPI-So cut-off score of 29 and 

below to define sociopathy. (See Table 2.)

It was also expected that more women in the study population would be 

diagnosed with APD as measured by the CPI-So than by the DSM-HI-R. This 

hypothesis was also confirmed. 10% (3 out of 29) o f the female subjects who 

completed the SCID were diagnosed with APD as measured by the DSM-HI-R, 

compared to 18% (7 out of 40) of the male subjects who completed the SCID. (See 

Tables 3a and 3b.) By contrast, the overwhelming majority of both genders were 

labeled sociopathic according to their CPI-So scores. (See Table 2.) The mean CPI-

1 According to the DSM-III-R a diagnosis of APD is only made if an individual is at least 18 years of 
age and there is evidence of conduct disorder with onset before the age of IS.
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So score for men was 19.22 (SD = 5.59), and the mean CPI-So score for women was 

18.83 (SD = 4.50). (See Table 4.) No variance by gender was detected (X2 = .77; p < 

.68).

In addition, it was expected that subjects who had lower scores on the CPI-So 

would be more likely to be unmarried and unemployed and have fewer years of 

education, whereas there would be less of a correlation between a DSM-HI-R 

diagnosis of APD and marital and employment status or years o f education. Analyses 

of variance (for continuous variables) or Pearson chi-squares (for categorical 

variables) were performed. No differences, however, in correlation with marital and 

employment status or years of education were found between a DSM-HI-R diagnosis 

of APD or a CPI-So classification as sociopathic.

For purposes of all analyses discussed below, the CPI-So scores were 

trifiircated by score into low, medium and high (sociopathy) groups. The CPI-So high 

group consisted of subjects with scores < 16; the CPI-So medium group consisted of 

subjects with scores between 17 and 21; and the CPI-So low group consisted of 

subjects with scores >21. It should be noted that the division of the scores was done 

to facilitate analysis and that even subjects in the CPI-so low group had scores that 

fell well below the sociopathic cut off point.

The mean number of years of education for subjects in the CPI-So low, 

medium, and high groups was 12.35 years (SD = 2.41), 11.84 years (SD = 1.72) and 

11.43 years (SD -  1.75), respectively. (See Table 4.) No significant variance among 

the groups was detected (F = 1.13; p < .33).
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The number of subjects employed in the CPI-So low, medium, and high 

groups was 8, 6 and 5, respectively, and the number unemployed was 12, 6 and 19, 

respectively. (See Table 4.) No significant differences among the groups were 

identified. (X2 = 2.11; p < .35).

The number of subjects married or living with someone in the CPI-So low, 

medium, and high groups was 7 ,4  and 8, respectively, and the number not married or 

living with someone was 13, 21 and 13, respectively. (See Table 4.) No significant 

differences among the groups were found. (X2 = 3.26; p < .20).

The subjects were also classified according to race and CPI-So score. The 

groups broke down as follows: the CPI-So low group consisted of 5 African-Americans, 

3 Hispanics and 12 Caucasians; the CPI-So medium group consisted of 5 African- 

Americans, 6 Hispanics and 13 Caucasians and one subject classified as “other’'; and the 

CPI-So high group consisted of 3 African-Americans, 3 Hispanics and 15 Caucasians. 

(See Table 4.) No racial differences among the three CPI-So groups were uncovered 

(X2 = 3.70; p < .72).

For purposes of all analyses discussed herein, subjects were divided into three 

groups according to their DSM-m-R APD diagnosis as measured by the SCID. The 

three groups are: those who did not meet the criteria o APD according to the DSM- 

m-R, labeled the absent group; those who met the full DSM-m-R criteria for APD 

(subjects diagnosed with both conduct disorder and adult-APD), labeled the present 

group; and a third group, labeled the subthreshold group, consisting of subjects who 

met some (three out of four) but not all of the DSM-m-R criteria for both conduct
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disorder and adult-APD, or any subject who received a diagnosis of conduct disorder 

or adult-APD, but not both.

The mean number of years o f education for subjects in the APD absent, 

subthreshold, and present groups was 11.79 years (SD = 2.07), 12.93 years (SD = 

2.13) and 11.62 years (SD = 1.71), respectively. (See Table 5.) No significant 

variance among the groups was detected (F = .37; p < .69).

The number of subjects employed in the APD absent, subthreshold, and 

present groups was 12, 6 and 3, respectively and the number unemployed was 26, 8 

and 10, respectively. (See Table S.) No significant differences among the groups 

were identified (X2 = 4.28; p < .12).

The number of subjects married or living with someone in the APD absent, 

subthreshold, and present groups was 15, 3 and 2, respectively, and the number not 

married or living someone was 23, 11 and 11, respectively. (See Table 5.) No 

significant differences among the groups were found (X2 = 1.92; p < .38).

The subjects were also classified according to race and APD status. The 

groups broke down as follows: the APD absent group consisted of 7 African- 

Americans, 7 Hispanics and 21 Caucasians and one subject classified as “other”; the 

APD subthreshold group consisted of 1 African-Americans, I Hispanics and 10 

Caucasians; and the APD present group consisted of 3 African-Americans, 3 

Hispanics and 7 Caucasians. (See Table 5.) No racial differences among the three 

APD groups were uncovered (X2 = 4.39; p < .63).

Finally, it was expected that subjects who received a diagnosis of APD 

according to the DSM-HI-R would have the lowest scores on the CPI-So. This was
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true at the trend level (p < .06) for the entire population, not true when just 

considering female subjects, and confirmed for male subjects (p < .03). (See Tables 3 

-3b .)

BASELINE SEVERITY

It was expected that subjects with lower CPI-So scores would have a greater 

baseline substance abuse and psychiatric severity. Baseline severity was measured by 

years of regular heroin, cocaine and benzodiazapene use, SUI -  Overall Severity 

rating, HAM-D score, SCL-90 global score, and ASI-Psychiatric Composite Subscale 

scores. Regular heroin, cocaine and benzodiazepene use was defined as number of 

years each of those substances was used at least 3 times a week. The SUI-Overall 

Severity rating was calculated by dividing the days using heroin, cocaine or both by 

the number of days assessed during the baseline phase of the study. It was also 

expected that there would be no correlation between a DSM-III-R diagnosis of APD 

and baseline substance abuse and psychiatric severity. Analyses of variance were 

performed, and neither CPI-So score nor a DSM-HI-R diagnosis of APD was able to 

predict a greater baseline substance abuse or psychiatric severity.

Substance  A buse

The mean SUI-Overall Severity score for subjects in the CPI-So low, medium, 

and high groups was .32 (SD = .39), .18 (SD = .26) and .30 (SD = .30), respectively. 

(See Table 6.) No significant variance among the groups was detected (F = 1.56; p < 

.22).
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The mean number of years of regular heroin use for subjects in the CPI-So 

low, medium, and high groups was 11.95 years (SD = 7.27), 11.87 years (SD = 8.40) 

and 11.26 years (SD = 8.50), respectively. (See Table 6.) No significant variance 

among the groups was found (F = .05; p < .95).

The mean number of years of regular cocaine use for subjects in the CPI-So 

low, medium, and high groups was 8.08 years (SD = 6.55), 9.41 years (SD = 6.65) 

and 9.39 years (SD = 7.62), respectively. (See Table 6.) No significant variance 

among the groups was uncovered (F = .17; p < .85).

The mean number of years of regular benzodiazapene use for subjects in the 

CPI-So low, medium, and high groups was 5.00 years (SD = 7.89), 5.33 years (SD = 

7.70), 5.33 years (SD = 9.50), respectively. (See Table 6.) No significant variance 

among the groups was detected (F = .004; p < 1.00).

The mean SUI-Overall Severity score for subjects in the APD absent, 

subthreshold, and present groups was .27 (SD = .35), .23 (SD = .34) and .31(SD = 

.36), respectively. (See Table 7.) No significant variance among the groups was 

found (F = .10; p < .91).

The mean number o f years of regular heroin use for subjects in the APD 

absent, subthreshold, and present groups was 11.51 years (SD = 7.87), 11.17 years 

(SD = 8.08) and 14.00 years (SD = 9.67), respectively. (See Table 7.) No significant 

variance among the groups was found (F = .41; p < .67).

The mean number of years of regular cocaine use for subjects in the APD 

absent, subthreshold, and present groups was 8.71 years (SD = 7.21), 10.25 years (SD
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= 11.53) and 11.56 years (SD = 6.33), respectively. (See Table 7.) No significant 

variance among the groups was uncovered (F = .54; p < .59).

The mean number of years of regular benzodiazapene use for subjects in the 

APD absent, subthreshold, and present groups was 5.18 years (SD = 7.54), 3.67 years 

(SD = 3.06) and 9.75 years (SD = 13.52), respectively. (See Table 7.) No significant 

variance among the groups was detected (F = .59; p < .56).

Psy c h ia tr ic  se v e r it y

The mean HAM-D score for subjects in the CPI-So low, medium, and high 

groups was 17.96 (SD = 4.50), 18.64 (SD = 3.96) and 17.00 (SD = 3.15), 

respectively. (See Table 6.) No significant variance among the groups was found (F 

= 1.06; p < .35).

The mean SCL-90 global score for subjects in the CPI-So low, medium, and 

high groups was 18.79 (SD = 7.08), 20.46 (SD = 6.42) and 18.78 (SD = 4.33), 

respectively. (See Table 6.) No significant variance among the groups was detected

(F = .56; p < .58).

The mean ASI-Psychiatric Composite Subscale scores for subjects in the CPI- 

So low, medium, and high groups was .46 (SD = .13), .50 (SD = .11) and .51 (SD = 

.12), respectively. (See Table 6.) No significant variance among the groups was 

uncovered (F = 1.24; p < .30).

The mean HAM-D score for subjects in the APD absent, subthreshold, and 

present groups was 19.94 (SD = 3.50), 15.86 (SD = 3.76) and 18.20 (SD = 3.65), 

respectively. (See Table 7.) No significant variance among the groups was detected 

(F = 1.15; p < .32).
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The mean SCL-90 global score for subjects in the APD absent, subthreshold, 

and present groups was 19.02 (SD = 5.41), 16.55 (SD = 2.68) and 21.05 (SD = 7.99), 

respectively. (See Table 7.) No significant variance among the groups was found (F 

= 1.00; p < .37).

The mean ASI-Psychiatric Composite Subscale scores for subjects in the APD 

absent, subthreshold, and present groups was .47 (SD = .11), .48(SD = .14) and .56 

(SD = .13), respectively. (See Table 7.) No significant variance among the groups 

was discovered (F = 2.66; p < .08).

OUTCOME

It was expected that subjects with lower CPI-So scores would have a worse 

substance abuse and psychiatric outcome. The outcome measures used were percent 

of weekly urine samples that were positive for drugs and/or alcohol, change in SUI- 

Overall Severity scores at end study versus baseline, change in HAM-D scores at end 

study versus baseline, change in SCL-90 scores at end study versus baseline, change 

in ASI psychiatric severity rating at end study versus baseline, and number of weeks 

in the study. The SUI-Overall Severity rating was calculated by dividing the days 

using heroin, cocaine or both by the number of days assessed during the end-study 

phase of the study. It was also expected that, in contrast, there would be no 

correlation between a DSM-m-R diagnosis of APD and outcome. Analyses of 

variance were performed, covarying end study scores with baseline scores (except for 

percentage of positive drug and alcohol urine screens and number of weeks in the
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study), and neither CPI-So score nor a DSM-m-R diagnosis o f APD was able to 

predict substance abuse or psychiatric outcome.

Substance A buse

The proportion of weekly urine samples that was positive for drugs and/or 

alcohol in the CPI-So low, medium, and high groups was .73 (SD = .41), .69 (SD = 

.43) and .72 (SD = .40), respectively. (See Table 8.) No significant variance among 

the groups was detected (F = .04; p < .96).

The mean end-study SUI-Overall Severity scores for subjects in the CPI-So low, 

medium, and high groups was .15 (SD = .19), .16 (SD = .36) and .30 (SD = .36), 

respectively. (See Table 8.) No significant variance among the groups was found, and 

none of the groups improved over time (F = 1.67; p < .20).

The proportion of weekly urine samples that were positive for drugs and/or 

alcohol in the APD absent, subthreshold, and present groups was .74 (SD = .40), .86 

(SD = .16) and .70 (SD = .48), respectively. (See Table 9.) No significant variance 

among the groups was discovered (F = .33; p < .72).

The mean end-study SUI-Overall Severity scores for subjects in the APD absent, 

subthreshold, and present groups was .16 (SD = .23), .27 (SD = .46) and .22 (.29), 

respectively. (See Table 9.) No significant variance among the groups was found, and 

the groups did not improve over time (F = .14; p < .87).

Psy c h ia t r ic  se v e r it y

The mean end-study HAM-D score for subjects in the CPI-So low, medium, 

and high groups was 12.39 (SD = 6.36), 12.20 (SD = 5.71) and 13.78 (SD = 5.88), 

respectively. (See Table 8.) No significant variance among the groups was detected

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



79

(F = .03; p < .97). There was, however, a main effect of time in the change of HAM- 

D scores from baseline to end study (F = 49.30; p < .0001).

The mean end-study SCL-90 global score for subjects in the CPI-So low, 

medium, and high groups was 18.84 (SD = 8.79), 18.51 (SD = 5.62) and 17.70 (SD = 

5.38), respectively. (See Table 8.) No significant variance among the groups was 

detected, and the groups did not improve over time (F = .24; p < .79).

The mean end-study ASI-Psychiatric Composite Subscale scores for subjects 

in the CPI-So low, medium, and high groups was .44 (SD = .18), .43 (SD = .16) and 

.49 (SD = .21), respectively. (See Table 8.) No significant variance among the groups 

was found, and none of the groups improved over time (F = .50; p < .61).

The mean end-study HAM-D score for subjects in the APD absent, 

subthreshold, and present groups was 12.23 (SD = 6.22), 13.43 (SD = 6.00) and 13.40 

(SD = 3.81), respectively. (See Table 7.) No significant variance among the groups 

was discovered (F = .21; p < .81). There was, however, a main effect of time in the 

change of HAM-D scores from baseline to end study (F = 17.72; p < .0001).

The mean end-study SCL-90 global score for subjects in the APD absent, 

subthreshold, and present groups was 18.61 (SD = 6.72), 16.91 (SD = 6.97) and 19.64 

(SD = 6.57), respectively. (See Table 9.) No significant variance among the groups 

was discovered, and none of the groups improved over time (F = .63; p < .54).

The mean end-study ASI-Psychiatric Composite Subscale scores for subjects 

in the APD absent, subthreshold, and present groups was .45 (SD = .17), .37 (SD = 

.22) and .49 (SD = .18), respectively. (See Table 9.) No significant variance among
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the groups was detected, and none of the groups improved over time (F = 1.49; p < 

.24).

O t h e r

The mean number of weeks in the study for subjects in the CPI-So low, 

medium, and high groups was 12.43 (SD = 6.44), 12.08 (SD = 6.07) and 12.74 (SD = 

4.68), respectively. (See Table 8.) No significant variance among the groups was 

found (F = .08; p < .93).

The mean number of weeks in the study for subjects in the APD absent, 

subthreshold, and present groups was 13.31 (SD = 6.01), 10.57 (SD = 6.19) and 12.60 

(SD = 1.90), respectively. (See Table 9.) No significant variance among the groups was 

discovered (F = .74; p < .48).
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DISCUSSION

INTRODUCTION

The aim of the present study was to compare two different measures of APD, 

one trait-based and one behavior-based, in a methadone-maintained, depressed, heroin 

addict population. The behavior-based measure of APD has been codified in the DSM- 

m-R (and DSM-IV), and as discussed above, many commentators believe that it does 

little more than reflect behaviors that are already explained by an individual’s substance 

abuse, particularly in the case of severe addicts, such as the current population. For 

example, The New York Times (Finkelstein, 2000) recently reported that in New York 

City alone, 75% of all people arrested test positive for drugs. It was the hope of the 

present study to show that a trait-based measure, the CPI-So, would provide greater 

predictability of demographic differences, baseline severity and treatment outcome.

As predicted, the present study found no correlation between a measure such as a 

DSM-m-R diagnosis of APD and baseline severity or treatment outcome. In other 

words, knowing about an addict’s asocial, amoral and/or illegal behaviors did not 

provide any additional information about the severity of his or her addiction or its 

treatability. Contrary to the hypothesis of the present study, however, knowing about an 

addict’s antisocial traits, as measured by the CPI-So, did not predict demographic 

differences, baseline severity or treatment outcome either.

So what does this study reveal? One important finding is that, as hypothesized, 

men and women can look the same when APD is assessed using a trait-based measure 

and very different when using DSM-m-R diagnostic criteria. Another interesting, but 

unexpected, finding is that almost the entire population appeared to be antisocial through
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the lens of the CPI-So, while fewer individuals than the literature would predict were 

antisocial according to the DSM-m-R. Why is this important if neither a trait-based, nor 

a behavior-based measure predicts baseline severity or treatment outcome? For one 

thing, the overwhelming prevalence of antisocial character traits in this population may 

help to answer the question posed in the introduction: “If methadone maintenance is 

such a stabilizing force in heroin addiction, why is the population as a whole so low- 

functioning?” If the baseline severity and treatment outcome measures are regarded as 

describing a homogenous group of addicts, these data taken as a whole may offer some 

clues about this difficult to treat population. This section attempts to make sense of the 

data from that perspective as well as explaining the results of the study.

WHAT THE FINDINGS MEAN

The findings suggest that rates of APD as measured by the CPI-So versus the 

DSM-ffi-R diagnostic criteria differ significantly. Gender differences in rates of APD 

were absent on the CPI-So and strong on the DSM-m-R measure. Despite the dramatic 

difference in rates of APD, neither measure provided predictive utility in the three areas 

assessed in the study: demographic differences, baseline severity, and treatment 

outcome. In addition, the study did not find the expected rate of APD, according to 

DSM-m-R criteria, in this population.

Low R a te  o f  APD as m easured  by DSM-HI-R c r it er ia

Various studies, as discussed above, set the rate of APD for chronic opiate 

abusing populations at anywhere from 25% (Brooner et al., 1997) to 50% (Gerstley et 

al., 1990). In the present study, the rate of APD, as measured by DSM-m-R criteria, for 

the overall population was 14%. This low rate of APD was puzzling, particularly given
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the anecdotal evidence of poor school performance, numerous arrests and illegal acts 

that were often mentioned in passing as subjects were interviewed. For example, I recall 

one subject’s answer to the question, “How do you do it?” which I was asking in order 

to ascertain the way he ingested opiates not, as he mistakenly believed, to find out how 

he supported his $70 a day heroin habit. He casually replied ‘1 boost,” (a common term 

for shoplifting among substance abusers).

The low rate of APD may be explained by two factors. The first is that the main 

purpose of the sertraline study, from which the data used herein were derived, was to 

determine how effective sertraline was in alleviating depression and curbing illicit drug 

abuse in a methadone maintenance population. The two independent measures used in 

the present study, the SCID module on APD and the CPI-So, were part of the general 

data collection, but had no direct bearing on the primary aim of the sertraline study. As 

a result, when completing the SCID module on APD, clinicians did not press subjects 

regarding their illegal and asocial behaviors as they might have if APD had been part of 

the main hypothesis being tested. This lack of a “prosecutorial stance” regarding the 

SCID module may have contributed to the low rate of APD assessed in this population, 

which leads to the second factor. Without persistent interviewing and/or information 

from collateral sources, outpatients are reluctant to reveal bad acts. This is particularly 

true when they are receiving methadone from a clinic that has many rules and 

regulations, which leads to an attempt on the part of most patents to look like they are 

conforming to the rules and to minimize any indications, including past acts, that they 

are not. For example, a recent study using an outpatient methadone population found a 

rate of APD similar to the one found in the present study. (Nunes et al., 1998). That is
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why, as discussed above, many studies of APD take place in prison or inpatient settings; 

with a captive subject base and access to other types of collateral information, diagnosis 

of APD is made easier. Even in confined settings it has been observed that what an 

inmate chose to reveal about himself is often at odds with information contained in his 

institutional files. (Hare, 1985).

H ig h  R a te  o f  APD as M easured by  the  CPI-So

The high rate of APD as measured by the CPI-So (85%) was an unexpected 

finding, but not completely surprising given my clinical experience with the study 

population. Although other studies of substance abusing populations have found high 

rates of sociopathy using trait-based measures, none have reported findings quite as high 

as those found in the present study. For example, Tourian et al. (1997) evaluated the 

validity of the CPI-So in predicting HIV risk behaviors in 289 opiate-dependent, 

methadone-maintained subjects and found that 40% of the subjects were in the 

pathological range as measured by the CPI-So. It is not clear what caused the elevated 

rate in the present study, but one possibility may be that screening a group of long-time 

heroin users in methadone maintenance treatment for depression has unexpectedly 

identified a subgroup of APD similar to those described by J.M.A.Weiss et al. (1983) 

and Howard (1986). J.M.A.Weiss et al. have delineated a subtype of APD characterized 

by the recognizable traits contained in the classic definition of sociopathy but 

distinguished by dysphoria, anxiety, agitation, and irritability. Their subtype is akin to 

Howard's (1986) secondary type of psychopath who is depicted at a trait level as 

impulsive, socially withdrawn and emotionally disturbed. Although these subtypes have 

typically been identified after APD is diagnosed, the present study may point to the idea
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that in severe addict populations, diagnosing minor depression may also identify 

comorbid APD.

N o F inding  o f  P r ed ic tiv e  Ut il it y  o f  t h e  CPI-So

It was also surprising that CPI-So scores did not predict baseline severity or 

treatment outcome. This is contrary to the findings of Tourian et al. (1997), who found 

that a low CPI-So score was the strongest predictor of risky drug-use behaviors that 

might lead to HIV infection. Earleywine et al. (1990) also found that the presence of 

antisocial personality traits as measured by the CPI-So strongly related to problematic 

drinking patterns. The lack of findings in the present study can probably be largely 

attributed to the restricted range of CPI-So scores in the population. The overwhelming 

majority of the subjects in the present study were in the range that Gough (1994) 

describes as having severe problems of the socialization function. The present study 

indicates that lower scores within the severe category (in this case the scores ranged 

from 8 to 25) do not predict demographic differences, baseline severity or treatment 

outcome in an outpatient opiate addict population.

Findings R eg a rd in g  G ender

As predicted there was a difference, although not significant, in rates of DSM- 

m-R diagnoses of APD between males (18%) and females (10%), while no such gender 

difference was found using the CPI-So. Notably, among the entire population, CPI-So 

scores were correlated with DSM-QI-R diagnoses of APD at the trend level (p < .06). 

Moreover, scores on the CPI-So were correlated at the .03 level with DSM-QI-R 

diagnoses of APD in males. It is interesting to consider this finding in light of Brooner’s 

(1992) work, which has shown that an early onset of multiple antisocial behaviors was
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identified with greater severity of adult antisocial behavior. It appears that male 

subjects in the present study who have a DSM-HI-R diagnosis of APD (which includes a 

childhood history of conduct disorder) have scores on the CPI-So that would indicate 

that they are more sociopathic. What this finding means in the present study is unclear, 

however. There was no other instance, other than their association with each other, 

where lower CPI-So scores or a DSM-HI-R diagnosis of APD was able to predict 

demographic differences, baseline severity or treatment outcome. In the instant case, 

identifying a more severe subset of antisocial addicts (those with both an APD diagnosis 

and very low CPI-So scores) may not have provided any additional information that 

would be useful in designing treatment in outpatient methadone maintenance 

populations.

As predicted and supported by the literature, it is clear from these results that the 

CPI-So is a more gender-neutral measure. In fact, male and female means on the CPI- 

So were almost identical. Nonetheless, an increased rate of sociopathy among female 

subjects did not lead to increased predictability in any of the areas assessed. This 

finding, however, does refute the notion that APD is a predominantly male disorder. A 

gender neutral measure of sociopathy, such as the CPI-So, substantially increases the 

number of addicts diagnosed with APD, and this, in turn, may be important for 

understanding and designing appropriate treatments for substance abuse populations. 

F ind ings  R eg a r d in g  De m o g r a ph ic  D ifferen ces

Although no differences were detected among groups according to CPI-So 

scores or DSM-III-R APD diagnosis in age, years of education, employment status, 

marital status and race, it is striking to look at the overall characteristics of the
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population. Only 18% of the study subjects have any kind of employment, only 30% 

are married, and the average number of years of education is 11.87, which is less than 

the equivalent of a high school diploma. These figures match the available statistics 

for the New York State methadone maintenance population as a whole, except in two 

areas: gender and race. Caucasians and females are overrepresented in the study 

population as compared to the overall New York State methadone maintenance 

population. The higher rate of white subjects can probably be attributed to a high 

percentage of white people who live in the areas surrounding both the study sites. 

The higher rates of female in the study may be because women as a whole are more 

likely to identify themselves as depressed than men are.

C h a n ce  in H a m ilto n  D epressio n  Sca le  (HAM-D) Sco res

The one area where the study population showed improvement was in their 

HAM-D scores, which decreased over time from baseline to end study, and at the 

same rate for most subjects regardless of their DSM-III-R diagnosis of APD or CPI- 

So scores. It is unclear based on the present analysis whether sertraline was the main 

agent for the change in HAM-D scores in the study population, particularly given that 

approximately half of the subjects were on placebo, and others who were on 

medication were not taking it regularly or at therapeutic doses. Moreover, the effect 

of medication treatment was not within the scope of the present analysis.

Overall mean HAM-D scores for the entire population went from 17.91 at 

baseline to 12.76 at end study. According to Bech, Kastrup & Rafaelson (1986), the 

HAM- D criteria for depression are scores of 0 to 7 = no depression, 8 to 15 = minor 

depression and > 16 = major depression. This scale is similar to the one developed
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and used by the Substance Abuse Treatment and Research (STARS) group at the 

New York State Psychiatric Institute, which has not been published to date. The 

STARS’ scale is as follows: 0 to 6 = no depression, 7 to 16 = dysphoric and >17 = 

depressed.

Although most of the study population met DSM-HI-R criteria for major 

depression, that diagnosis does not measure the severity of their depression; that 

function is served by the HAM-D. Therefore, it appears that the study population, in 

terms of severity, began the study on the bubble between minor depression and major 

depression and ended the study fully within the minor depression or dysphoric range. 

This confirms my anecdotal impressions developed when screening most of the study 

participants for depression that very few individuals endorsed feelings of severe 

depression, but instead seemed to describe a syndrome characterized by low energy, 

irritability, some anxiety, some sleep disturbance and an inability to get things done. 

And while overall subjects did report feeling better, some depression still remained, 

and none of their improved mood seemed to translate into progress in other areas, 

such as abstinence from illicit drug use.

Given the general absence of acute depression in the present study and the 

lingering o f dysphoric feelings in many subjects, even at the study’s end, it is 

interesting to consider what other meanings the HAM-D depression scores may have. 

The results o f the present study appear to corroborate the existence of a subgroup of 

psychopaths identified, as discussed above, by a number of researchers (JM.A.Weiss et 

al., 1983; Hinkin et al., 1988; Brooner, Herbst et al., 1993; Whitters et al., 1987). This 

subgroup, which may represent up to 25% of all patients with APD, is distinguished by
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the presence of dysphoric traits such as depression, anxiety, agitation and irritability. 

Thus, the depression diagnosed and treated in the present study may be more indicative 

of a ‘Type II” sociopathy rather than a true Axis I disorder. Walker (1992a) has 

noted that depression in substance abusing Cluster B populations is characterized by 

an irritability and impulsivity rather than sadness. He states, “One rarely encounters 

expressions of sadness, loss or hopelessness, and affective displays of sadness and or 

grief may be masked by the patient’s dominant emotions of anger, hostility and 

resentment” (Walker, 1992a, p. 229.) Other researchers (Perry & Cooper, 1985) 

have observed that depressive syndromes in individuals diagnosed with APD as well 

as borderline personality disorder may have a more characterological basis. Perry & 

Cooper believe that the prevalence of an overall gratification inhibition may maintain 

the chronic depressions found so frequently in these populations. They observed, 

“Devoid of capacities for inner satisfaction, these individuals are prone to frequent 

depressive episodes.” (Perry & Cooper, p. 37.)

S ubstance  Abuse  O u t c o m e

The study population showed no improvement from baseline to end study in 

their use of illicit substances. This was true regardless of which lens the subjects 

were viewed through: time, DSM-HI-R diagnosis of APD or CPI-So scores. Two 

measures analyzed for the purposes of the present study, percentage of positive urines 

during the course of the study and SUI-Overall Severity, indicate that overall the 

subjects used illicit substances chronically and that treating their depression had no 

effect on their drug abuse. The population mean for percentage of positive urines 

during the course of the study was 71%. This indicates that for all subjects 71% of
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their weekly urine samples tested positive for an illicit substance. When the data are 

further scrutinized, what becomes clear is that the patients who began the study 

largely abstinent from illicit drug use (a minority of the subjects) remained so 

throughout the study and those who were using illegal substances at the beginning 

continued to do so throughout the study.

The SUI-Overall Severity scores for the entire population indicate that subjects 

reported that they were using an illicit substance approximately two days out of seven; 

by study’s end subjects were reporting using an illicit substance approximately 1.25 

days out of seven. This change was not significant by time, DSM-III-R diagnosis of 

APD or CPI-So scores. Moreover, self-reports in substance abuse populations are 

notorious for undercounting illicit behaviors, particularly drug use, and this study is 

probably not an exception.

P sy ch ia tric  O utcom e  O t h e r  than  Depression

There was no significant change in the study population over time, or according 

to DSM-III-R diagnosis of APD or CPI-So score on either of the two overall psychiatric 

severity measures analyzed. The overall population mean at baseline for the ASI- 

Psychiatric Composite Subscale was .49 and for the SCL-90 global score was 19.42, and 

the overall population mean at end study for the ASI-Psychiatric Composite Subscale 

was .45 and for the SCL-90 global score was 18.35. It is interesting to note that while 

the population reported an improvement in depression, they reported no change on two 

measures that assess overall psychiatric distress and symptomatology.

When comparisons are made between ASI-Psychiatric Composite Subscale 

scores in the present study and normative data available on male and female opiate users
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and outpatient treatment substance abuse populations, the subjects in the present study 

appear to have a more acute profile. McLellan (1986) reports that the mean ASI- 

Psychiatric Composite Subscale scores for male and female opiate abusers are .16 and 

.38, respectively. In outpatient substance abuse treatment settings the mean ASI- 

Psychiatric Composite Subscale score is .12.

It is interesting to consider the elevated ASI-Psychiatric Composite Subscale 

scores in the present study in light of findings by substance abuse researchers (discussed 

above) that greater pretreatment psychiatric severity is related to poorer six month 

outcome. (Cacciola et al., 1996; McLellan, 1986). There is a degree of psychopathology 

in this population, reflected by the ASI-Psychiatric Composite Subscale scores both pre- 

and post treatment, that may not be adequately encompassed by their HAM-D scores, 

and may be related to the presence of sociopathic traits in most of the subjects, as 

measured by their CPI-So scores.

Absence  o f  Sta tistically  Sign ifica n t  F indings

It may appear odd that with so many analyses (51) performed almost none was 

significant. While at first glance this statistically improbable finding seems anomalous, 

it is not when you consider that the variables analyzed were often highly correlated. For 

example, given the high comorbidity of substance abuse and APD, years of heroin use is 

going to be related to APD, regardless of how it is measured. Further, the high 

correlation of many of the variables measured and analyzed in the present study bolsters 

the proposition that the data may be most useful when it is taken as a whole and viewed 

as a detailed description of a troubled, often treatment-resistant, population.
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Taken as a whole, the results indicate that there is an underlying 

psychopathology in the present population that is not accounted for solely by depression. 

Moreover, depression in this group may be more indicative of a ‘Type IT’ antisocial 

personality than a true Axis I disorder. This is further supported by the elevated ASI- 

Psychiatric Composite Subscale scores, which did not change over the course of 

treatment. It would seem that for substance abuse treatment in this population to be 

more effective, underlying personality dynamics must be taken into account, and 

treatment designed with these factors in mind. This section now turns to a brief 

examination of the psychodynamic underpinnings of APD and current treatments for 

APD.

Many professionals in the chemical dependency field hedge the question of 

which came first, the pathology or the substance abuse, by answering that both are true. 

Drugs are used to service the pathology, to make it operate smoothly, and drugs create 

pathological states. (Liebeskind, 1991). Other commentators assert that 

psychopathology among drug abusers has been brushed aside as of little relevance by 

many physicians, sociologists, psychologists and other well-trained professionals 

(Berger, 1991a). But clinicians who view substance abuse from a psychoanalytic 

framework agree that significant psychopathology precedes substance abuse. One 

commentator states, "There is ample, but chaotic, unsystematic, scattered evidence for 

the clinical adage that heavy drug use is the consequence of, not the origin for, severe 

psychopathology." (Berger, 1991b, p. 117). Berger (1991a) is convinced that at the root 

of the failures of the mainstream approaches is the fact that those who compulsively and
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heavily use drugs suffer from severe wide range psychopathology or worse. Other 

researchers contend that it has always been an erroneous cliche that people just slip into 

substance abuse with no compelling psychiatric history. Clinical reports continually 

stress that depression, trauma, and unresolved mourning are major precursors or triggers 

for drug addiction. (Miller, 1994).

Thus, the issue is not whether substance dependence is a cause or consequence 

of psychopathology, but how we can begin to integrate the findings of the various 

perspectives and clarify the complex interrelationships between psychopathology and 

substance dependence. (Khantzian, 1987). As Khantzian further states, "A clinical and 

psychodynamic perspective provides a basis to understand, integrate, and reconcile 

some of the findings which at times are contradictions but more often can be seen as 

complementary and resolvable." (Khantzian, p. 522).

T he PSYCHOPYNAMICS OF APD

In general, the childhood histories of sociopaths are characterized by 

membership in grossly disturbed or chaotic families, with their preoedipal as well as 

oedipal phases of development rife with exposure to irrational, concrete injustices on a 

reality level. (Modlin, 1983). Their homes are often characterized by intermittent 

absence of a parent, relocations, job changes, failures, drinking, violence, and alternating 

plenty and poverty. As children, they may have been shifted from one home to another, 

from one set of relatives to another, from one to school to another, etc. Frequently, their 

fathers were aggressive to the point of brutality, with their abused mothers clinging to 

her children. The result is that the developing child suffers at the hands of those with 

whom he most needs to identify himself and consequently internalizes faulty ego and
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superego models. In contrast to those destined to develop neuroses and psychoses, the 

delinquent child withdraws from a specific sector of family and social reality pertaining 

to identification and prohibitions. (Modlin).

Clinicians most often characterize sociopaths as unable to develop warm, 

genuine relationships with others, lacking in empathy, and having a callous disregard for 

the rights and feelings of others. (Thomas-Peter, 1992, p. 338). Schmideberg observed 

in psychopaths a particular kind of depersonalization related to an inadequate capacity 

for object relations. She suggested that this resulted from the "consistent inconsistency" 

of their early objects leaving them as children uncertain and bewildered. (Modlin, 

1983). Bursten notes that putting something over on another is a major feature in the 

character of the psychopath, and argued that they employ projective identification 

processes to project out the bad introject and then take action against the devalued other. 

(Wright, 1987). Basically, the psychopath restores meaning in his object world through 

cruelty to others. (Meloy & Gacono, 1993, p. 369).

Vaillant (1975) refutes both the idea that sociopaths cannot feel and the more 

sophisticated explanation that a sociopath's anxiety is defended against by the ego 

mechanism of acting out. Vaillant believes that the sociopath's anxiety, instead of being 

absent, remains invisible to many observers - including judges and psychiatrists. 

(Vaillant, p. 179). He believes that what psychiatrists label as hostile manipulation is 

instead an unconscious effort to control anxiety. In addition, he does not view 

sociopaths as unfeeling but afraid to feel too much. The sociopath's incapacity to form 

relationships, according to Vaillant, represents defensive processes not an innate 

inability. He proposes that close relationships arouse anxiety in sociopaths and they are
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terrified of their own dependency, of their very real grievances, and of their fantasies of

mutual destruction -- so much so that they either flee relationships or destroy them.

Clinicians working with drug addicts diagnosed with APD have noted certain

hallmark traits that characterize this population. One is that, contrary to the total lack

of conscience suggested by some commentators, there exist more specific and limited

superego lacunae. In addition, there is a greater than usual need for excitement and

arousal, as well as a capacity for the creation of chaos among those they are involved

with, from professionals attempting to provide treatment to family members. (Prins,

1995, p. 311). Further, this population has been described as:

exhibiting significant social, cognitive, and emotional deficits. They 
have difficulty developing and maintaining work, social and love 
relationships. They view others as threats to be feared or objects to be 
manipulated. They are dominated by their strong feelings and act 
impulsively and without rational thought. They show little or no 
capacity for empathy and are unable to accommodate others’ needs.
Their emotional range is severely limited and anger is its most prominent 
feature, particularly masking any feelings that might suggest 
vulnerability. They show little capacity to think abstractly or logically. 
(Walker, 1992b, p. 233).

Clinicians note that patients with APD use primitive or low-level defenses that 

are primarily action oriented to avoid anxiety and relieve tension. These defenses 

belie an inability to regulate impulses, delay gratification and relate to others except 

by intimidation and exploitation. (Daum, 1994). Walker (1992a) proposes a model of 

the APD addict as someone whose primary motivation involves the achievement of 

desirable mental states in an immediately gratifying manner. In this scheme, “the 

patient experiences a cycle of a stressful life event (generally the product of his or her 

own irresponsible conduct) that creates a dysphoria that is perceived as relentless, 

overwhelming and permanent, and leads to dramatically changed mental states
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produced through drug taking and or criminal acts that reinstate the patient’s sense of 

mastery and control.” (Walker, 1992a, p. 226).

Relationships are characterized by repetition of a closeness-separation-closeness 

pattern, a cycle that closely parallels the addictive process itself. Further, there is an 

impairment of empathic capacity, and others are seen either as tyrants to be avoided or 

fought, or as instruments of self-gratification. (Walker, 1992a). This lack of trust of 

others makes building a therapeutic alliance difficult. Kemberg (1992) notes that the 

patient’s conviction that his therapist is dishonest is the most salient aspect of the 

transference in many of these cases.

The primary psychiatric issue affecting the population identified and explored in 

the present study may not be depression; instead it appears to be character pathology 

defined by a primitive, acting out defensive structure, impaired object relations and 

superego lacunae. When the population is looked at through this lens, it is not 

surprising that a treatment for depression has little effect on their level of functioning 

and has no bearing on their drug use. In fact, drug use appears to be the means by which 

this population copes with a personality structure that does not permit them to self-sooth 

in a non-destructive manner or receive nuiturance from others. It is hard to imagine how 

a psychopharmacological intervention alone could rehabilitate this type of character 

pathology combined with chronic substance abuse, and treatment should include 

psychotherapy interventions as well. Psychotherapy interventions for this population are 

still in their infancy, but hopefully a greater understanding of the character of chronic 

substance abusers will help researchers to design more effective treatments.
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T reatm ent  Im plic a tio n s

As discussed above, the prognosis for patients with APD is bleak. Conversely, 

commentators have noted that there is substantial heterogeneity among substance 

abusers with APD and their ability to benefit from treatment Tennent, G., Tennent, D., 

Prins and Bedford (1993) surveyed a range of mental health providers regarding the 

treatability of APD and found that over 90% of those who did respond thought that at 

least sometimes APD was a remediable condition. In general, there is a lack of 

empirical research in this area (Prins, 1995), but some researchers believe that secondary 

antisocial addicts might have better treatment responses. (Messina, Wish & Nemes, 

1999). A recent study (Compton, Cottier, Spitznagel, Abdallah & Gallagher, 1998) 

showed that cocaine users meeting criteria for APD were able to benefit from HIV 

prevention interventions as much as cocaine users without APD were.

Some researchers have noted that clients with APD need at least a year in 

treatment to reduce drug use and recidivism. Walker (1992b) believes that successful 

clinical practice with this population must begin with detoxification followed by 

stringent monitoring. Cusack & Malaney (1992) note that, despite the fact that antisocial 

individuals dislike rules, the cornerstone of effective psychiatric treatment of APD is the 

rapid establishment of firm limits, including confrontation over how their adverse 

behaviors affects themselves and others. In addition, many clinicians believe that 

because the patient with APD has little ability to form meaningful one-to-one 

relationships, group therapy is the modality of choice. (Compton et al., 1998; Prins, 

1995). It has also been noted that it is important to involve family members or friends of
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the patient in treatment because they provide essential information about problem areas 

as well as feedback on the patient’s progress. (Davidson & Tyrer, 1996).

The general consensus has been that patients with higher levels of psychiatric 

severity show greater improvement when their treatment includes professional 

psychotherapy, and that cognitive behavioral therapy is more effective than insight 

oriented therapy in this population. (Crits-Christoph et al., 1997). Recently published 

results from the National Institute on Drug Abuse collaborative cocaine treatment study, 

however, found no evidence that cognitive therapy relative to psychodynamic therapy 

was more useful for patients with antisocial personality traits or external coping styles. 

(Crits-Christoph et al., 1999).

A definitive protocol for treatment of the APD substance abuser has yet to be 

created, but some guidelines for this population have been developed. A structured 

setting with close patient monitoring, group psychotherapy, possibly in conjunction 

with individual psychotherapy, collateral contact and a direct, confrontative style 

appear to be necessary elements for making headway with this population. None of 

these elements was part of the present study, and given the underlying character 

pathology of the study population revealed by the results, it is not surprising that 

subjects made very little progress in treatment.

CONCLUSION

The connection between APD and substance abuse has long been established, 

but what that link means in terms of baseline severity and treatment outcome has yet 

to be fully elucidated. The present study proposed that a trait-based measure o f APD,
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the CPI-So, would provide more predictability of baseline severity and treatment 

outcome than a behavioral-based measure, a DSM-III-R diagnosis of APD. While the 

present study found an extremely high rate of APD, including no difference in rates 

between men and women, when using the CPI-So, it did not, as hypothesized, lead to 

the CPI-So providing greater predictability of baseline severity or treatment outcome 

than a DSM-III-R diagnosis of APD. The results do point to an underlying character 

disorder in the present population, however, which may be more important in 

understanding substance abuse and designing appropriate treatments than looking at 

an addict’s illegal acts.

There appears to be a growing recognition on the part o f treatment providers 

and the legal system that if you treat the addiction, there will be a reduction in 

criminal activities, whereas if you punish the crime, without treating the addiction, 

recidivism is much more likely. This is supported by a pilot program in New York 

City where offenders who completed court mandated drug treatment instead of 

serving jail time were rearrested at a rate of 12% versus a rate of 35% for those who 

were incarcerated. (Finkelstein, 2000). Recently, Chief Judge Judith S. Kaye ordered 

the New York State courts to begin implementing a program that will require nearly 

all nonviolent criminals who are drug addicts to be offered treatment instead of jail 

time. (Finkelstein).

The diversion of addicts from jail into treatment is a good start Current 

outpatient substance abuse treatments, however, have been designed without fully 

considering the underlying character pathology of the population, as well as the very low 

socioeconomic category that most drug addicts on methadone maintenance, as this study
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illustrates, fall into. This is a population that needs multiple interventions, including 

social and economic rehabilitation. Commentators have noted that what works bests in 

recalcitrant, multiple-risk populations is intensive and comprehensive interventions, 

which provide different services (legal, public entitlements, educational, medical and 

mental health) under one umbrella. (Schorr, 1988). Most methadone clinics are 

understaffed, employ lay counselors and provide minimal services for patients. It is 

little wonder, then, that methadone maintenance is perceived as a failure; it is providing 

Band-Aids for people who need a tourniquet Although treatment design for dual 

diagnosis APD addicts is in its infancy, elements of treatment that have been shown to 

be effective with this population, such as close patient monitoring, group 

psychotherapy, possibly in conjunction with individual psychotherapy, and frequent 

collateral contact, are missing from most outpatient methadone settings. As a start, 

these elements should be incorporated into existing methadone clinics. Further 

research should also be undertaken to illuminate the meaning of the high rate of 

sociopathy uncovered in the study population, which can then be incorporated into 

designing treatment that takes into account underlying character pathology.
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TABLE 1. Sa m ple  Ch arac teristic s

Demographics (n-82) M(SD) Range NYS**
Age 39.41(7.60) 24-53 25-44***
Years of Education 11.87(1.95) 6-18 52****
% Male 57 70
% Married 29.9
% Employed 17.8 11
Race %: African American 16 26

Hispanic 14 50
Caucasian 46 22
Other I 2

CPI-SO (Overall)* 19.06(5.14) 8-31 NA
CPI Males 19.22(5.59) 8-31 NA
CPI Females 18.83(4.50) 11-27 NA

% of Current APD 14 NA
% Current APD Males 18 NA
% Current APD Females 10 NA

Years of heroin use 11.66(7.94) 0-30 NA
Years of cocaine use 9.04(7.07) 0-30 NA
Years of benzodiazepine use 5.15(7.94) 0-27 NA

*No significant differences between gender.
**New York States statsicits on overall methadone services population (1997). 
***77% of the New York State overall methadone services population falls into this 
age range.
****52% of the New York State overall methadone services population are high 
school graduates 
*****NA = Not Available
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TABLE 2. Freq u ency o f  CPI-So S cores b y  Gender
CPI-So Score Frequency-Male Frequency-Female Cumulative %

8.00 1 0 1.5
9.00 1 0 3.0
11.00 1 1 6.0
12.00 3 0 10.6
13.00 1 4 18.2
14.00 0 2 21.2
15.00 2 I 25.8
16.00 4 2 34.8
17.00 2 2 40.9
18.00 4 1 48.4
19.00 1 3 54.5
20.00 4 2 63.6
21.00 1 3 69.7
22.00 2 0 72.7
23.00 1 4 80.3
24.00 2 0 83.3
25.00 1 0 84.8
26.00 3 1 90.9
27.00 1 2 95.4
29.00 2 0 98.4
31.00 1 0 100
Total 38 28
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TABLE 3.CPISO S c o res B y  DSM-III-R APD D iag n o sis-Total S a m ple  N(% )
California Personality Inventory-SO Antisocial Personality Disorder-Total Sample

None Subthreshold Current X2 df P
Least Sociopathic 15(39) 3(25) 0(0) 9.12 4 .06
Mid-level Sociopathic 13 (34) 6(50) 4(36)
Most Sociopathic 10(26) 3(25) 6(64)

TABLE 3 A  CPI-So S c o r e s  B y  DSM-III-R APD D ia g n o s is -M a le  O n lyN (% )
California Personality Inventory-SO Antisocial Personality Disorder-Male

None Subthreshold Current ....X* df P
Least Sociopathic 7(44) 3(38) 0(0) 10.68 4 .03
Mid-level Sociopathic 6(38) 4(50) 2(25)
Most Sociopathic 3(19) 0(13) 5(75)

TABLE 3B.CPISO S c o r e s  B y  DSM-III-R APD D ia g n o s is -F e m a le  O n ly  N (% )
California Personality Inventory-SO Antisocial Personality Disorder-Female

None Subthreshold Current X2 df P
Least Sociopathic 6(33) 0(0) 0(0) 3.33 4 .50
Mid-level Sociopathic 7(39) 2(50) 2(67)
Most Sociopathic 5(28) 2(50) 1(33)

TABLE 3G S a m p le  b y  DSM-III-R A d v lt-A P D  a n d  C o n d u c t D is o r d e r  D ia g n o se s  N (% )
Sample Adult Antisocial Personallyf Disorder Conduct Disorder

Gend
er

None Subthreshold Current None Subthreshold Current

Male 21(53) 10(25) 9(23) 30(71) 3(7) 9(21)
Female 21(72) 4(14) 4(14) 17(59) 7(24) 5(17)
Total 42(61) 14(20) 13(19) 47(66) 10(14) 14(20)
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TABLE 4 A  Com tarsson o f  Pa  tie n t  Demogra fh/c  Va r ia b le s  am ong  CPMSo  Classific atio n s

CPI-So Classification**
Demographics Low

(a-20)
Medium

(n=25)
High
(n=21)

F o rX 2 df P

M(SD) M(SD) M(SD)
Age 41.63(7.45) 38.70(6.66) 39.28(9.22) .81 2,57 .45
Years o f Education 12.35(2.41) 11.84(1.72) 11.43(1.75) 1.13 2,63 .33
Gender (% Males) 65 52 57 0.77 2 .68
Employment Status 
(% Employed)

26 9 19 2.11 2 .35

Marital Status (% Married) 35 16 38 3.26 2 .20

Race %: African American 25 20 14 3.70 2 .72
Hispanic 15 24 14
Caucasian 60 52 71
Other 0 4 0

**CPI-So Low = Scores > 21; CPI-So Medium = Scores 17 -  21; CPI-So High = Scores < 16
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TABLE S. A Co m pariso n  o f  Pa  tie n t  Dem ographic  Va r ia b le s am o ng  DSM-III-R Diag n o ses o f  APD
o DSM-HI-R Diagnoses of APD

Demographics None
(n-52)

Sub-Threshold
(n=7)

Present
(n=10)

For X2 df P

M(SD) M (SD) M (SD)
Age 40.34(7.34) 39.60(8.79) 38.10(7.67) .37 2,56 .69
Years of Education 12.10(2.21) 12.43 (.79) 11.20(1.69) .98 2,62 .38
Gender (% Males) 56 57 70 0.70 2 .71
Employment Status 
(% Employed) 17 50 90 4.28 2 .12
Marital Status (% Married) 35 86 80 1.92 2 .38

Race %: African American 23 43 10 4.39 6 .63
Hispanic 17 0 30
Caucasian 58 57 60
Other 2 0 0
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TABLE 6. A  Co m pariso n  o f  Ba selin e  S e v e r it y  M easu res am ong  CPI-So  Classifica  tions

CPI-So Classification**

Baseline Severity 
Measures

Low
(o=20)

Medium
(n=25)

High
(o=21)

F df P

M(SD) M(SD) M(SD)

Hamilton Depression Scale 17.96(4.50) 18.64(3.%) 17.00(3.15) 1.06 2,68 .35

Substance Use Inventory - 
Overall Severity .32 (.39) .18 (.26) .30 (.30) 1.56 2,66 .22

SCL-90 - Global Score 18.79(7.08) 20.46(6.42) 18.78(4.33) .56 2,61 .58

ASI-Psychiatric Composite 
Subscale Score .46 (.13) .50 (.11) .51 (.12) 1.24 2,62 .30
Years of Heroin Use 11.95(7.27) 11.87 (8.40) 11.26(8.50) .05 2,63 .95

Other Drugs of Abuse

Cocaine 8.08 (6.55) 9.41 (6.65) 9.39(7.62) .17 2,45 .85

Benzodiazepines 5.00(7.89) 5.33 (7.70) 5.33 (9.50) .004 2,23 1.00

**CPI-So Low = Scores > 21; CPI-So Medium = Scores 17 -  21; CPI-So High = Scores < 16
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TABLE l .A  Co m pariso n  o f  Ba selin e  S e v e r ity  M easu res am ong  DSM-IU-R Diag no ses o f  APD
DSM-III-R Diagnoses of APD

Baseline Severity 
Measures

None
(■*52)

Subthreshold
(n=7)

Present 
(n=10)

F df P

M(SD) M(SD) M (SD)

Hamilton Depression Scale 17.94(3.50) 15.86(3.76) 18.20(3.65) 1.15 2,66 .32

Substance Use Inventory - 
Overall Severity

.27(.35) .23(.34) .31 (.36) .10 2,63 .91

SCL-90 - Global Score 19.02(5.41) 16.55(2.68) 21.05(7.99) 1.00 2,54 .37

ASI-Psychiatric Composite 
Subscale Score

47(11) .48(.14) .56(. 13) 2.66 2,60 .08

Years of Heroin Use 11.51(7.87) 11.17(8.08) 14.00(9.67) .41 2,60 .67

Other Drugs of Abuse

Cocaine 8.71(7.21) 10.25(11.53) 11.56(6.33) .54 2,41 .59

Benzodiazepines 5.18(7.54) 3.67(3.06) 9.75(13.52) .59 2,21 .56
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TABLE 8. A  Co m parison  o f  Outcom e M easu res am o ng  CPI-So  Classific a  h o n s
CPI-So Classification**

Oatcome Measures Low
(■=■20)

Medium
(■=25)

High
(■=21)

F df P

M(SD) M(SD) M (SD)

Hamilton Depression Scale 12.39(6.36) 12.20(5.71) 13.78(5.88) .026 2,68 .97

Substance Use Inventory - 
Overall Severity

.15(.19) .16(.36> .30(.36) 1.67 2,66 .20

SCL-90 - Global Score 18.84(8.79) 18.51(5.62) 17.70(5.38) .24 2,61 .79

ASI-Psychiatric Composite 
Subscale Score

44(.18) .43(16) .4%2\) .50 2,51 .61

% Positive Drug and 
Alcohol Urine Screens

.73(41) .69(43) .72(.40) .04 2,58 .96

Number of Weeks in Study 12.43(6.44) 12.08(6.07) 12.74(4.68) .08 2,68 .93

**CPI-So Low = Scores>21; CPI-So Medium = Scores 17-21; CPI-So High = Scores < 16
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TABLE 9. A Com parison  o f  Outcome M easu res am o ng  DSM-IIt-R Diag n o ses o f  APD
o\O DSM-III-R APD Diagnosis

Outcome Measures None
(n=52)

Snbthreshold
(o=7)

Present
(o=10)

F d f P

M(SD) M (SD) M (SD)

Hamilton Depression Scale 12.23(6.22) 13.43(6.00) 13.40(3.81) .21 2,66 .81

Substance Use Inventory - 
Overall Severity

.16(23) .27(.46) .22(.29) .14 2,63 .87

SCL-90 - Global Score 18.61(6.72) 16.91(6.97) 19.64(6.57) .63 2,54 .54

ASI-Psychiatric Composite 
Subscale Score

-45(17) .37(.22) .49(.18) 1.49 2,47 .24

% Positive Drug and 
Alcohol Urine Screens

.74(.40) .86(16) .70(.48) .33 2,58 .72

Number of Weeks in Study 13.31(6.01) 10.57(6.19) 12.60(1.90) .74 2,66 .48
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• * a o  i
*  i

ID«______________ _

INTERVIEWER#___________________  DATE_____________
EVALUATION# 1 2  3

Read each statement. decide how you teal about it and than mark your

anawer. If you agraa with a statamant or foal that it it bue about you,

tntw ar TRUE. If you disagraa with a statamant or faai that it is not firua

about you, answar FALSE. Ba sura to answar aithar TRUE or FALSE for
»  *•

avary statamant. avan if you hava to guass at soma.

Trua Falsa

1. I oftan fait I mada tha wrong ehoica in my occupation  T F

2. Whan I was going to school I playad hookay quits oftan   T F

3. I think Lincoln was graatar than Washington_______    - T F

4. I would do almost anything on a dara...............................................  T . F

5. With things going as thsy are, it's pratty hard to kaap up
hopa of amounting to something    T F

6. I think I am stricter about right and wrong than most people...... T F

7. I am somewhat afraid of tha dark.........................................    T F

8. 'My parents have oftan disapproved of my friends....... ......____ T F

8. My home life was always happy__________________      ...._ T F
10. I oftan act on tha spur of tha moment without stopping to

funk. T F

11. Myparents hava generally lot ma make my own decisions..— —  T F

12. I would rather go without something than ask for a  ftvor~— ~ T . F

13. I have had more than my share of things to worry about — T F

14. Whan I meat a stranger I oftan think that he or she it

better thanlam_________....   T F

15. Before I do something I try to consider how my friends

wfll react.----------------------------------   , — -—  T F

16. I have never bean in trouble with the law. ___  T F

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Imhmmihmmhnmihmnmmii

17. In school I was somatimas sant to tha principal's offiea 

bacausa I had misbahava

18. Most of tha tima I faal happy-------------------- ---------

19. I oftan faal as if I hava dona somothing wrong or wickad.

20. I hava oftan gona against my parents' wishes.,

21. I oftan think about how I look and what imprassion 

t sffl making on otfwsMw.Mwwŵ w.iMi.iww.....w.»iH.Mww.
22. I hava navar dona any haavy drinking............----- .........------------- ....

23. I find it aasy to "drop* or ”brtak with” a friand...........................
24. ’ I gat narvous whan I hava to ask somaona for a job....................

25. Somatimas I usad to faal that I would lika to laava homa.......

26. I navar worry about my looks.............................................................. .

27. My homa lifa was always vary piaasant.............................................

28. I spam to do things tha: I regret mors oftan than othsr 

paopia

29. My tabia mannars ara not quits as good at homa as whan

I am out in company_____________ ________________________

30. It is prstty aasy for paopia to win argumsnts with ma.............

31. I know who is rssponsibls for most of my troublas....................

32. I gat prstty diseouragsd with tha law whan a smart 

bs^fsr gats a cn^ninal fraa. s.......... mm... m.

33. I h«vt usad aleohol excessively.,

34. I sometimes wantad to run away from homa______

35. Ufa usually hands ma a prstty raw deal.

36. Paopia oftan talk bahind my back.____
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37. I would ntvtr play eards (poktr) with a  strangar........................  T

38. I don't think I'm quit* as happy as othars saam to ba —  T

38. I usad to staal somatimas as a youngstar....................„„.................. T

40. My homa as a ehild was lass paaeafuf and quiat than thosa

of most paopia------------ --------- ---- ------ ------- --------------- — — T
41. Aaaehildinsehoollusadtogivathataaeharslotsef

toubia.______________________  ....■■■■■■I  " •
42. If tha pay was right l would fika to traval with adrcus or

carnival...............................................................  —--- ------ .....—  T

43. I navar earad much for school.............................................................  T

44. Tha mambars of my family wars always vary ciosa to aaeh

othar ...........................................................................  .* T

45. My parants navar raaliy undarstood ma............................................  T

46. A parson is battar off not to trust anyona.......................................  T
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APPENDIX B: STRUCTURED CLINICAL INTERVIEW 
ANTISOCIAL PERSONALITY DISORDER MODULE
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Why?

Whan you were working, 
wart you o f te n  «t««*t?

I f  TtS: tey?

Did you ever  walk e?f  « 
yea w i th o u t  having 
ano ther  one t e  go to?

(a) s<|ntf<eant unaaolay  
rent far H i  nonths or 
oera in five yeari when 
aiaaeted to work ana work 
•as available

(:) reptatad absences fra* 
•ora, vnecplsined Oy 
illn ess  in s e l f  at fa* ily

( :J  atsndenwent o f  se»e*al 
j e t s  without r e a l i s t i c  
plans fo r  o th ers

IF TtS: no* e a v  tm es 
eiC tnjt r.apsir?

are a ia tn st tha la w e v e n  
i f  you weren't eaught*»ltke 
s ta a lin « , se llin g  druft. 
fan ein i, »1*a in f, prosti­
tu tin g . ar cew m n n g i  
felony?

a r r e s t e d ?

fa ils  ta cenferti to ? I < ]
social noras « ith  resaaet
to lawful Nhavtar, as
mdtcatad ly  raaaatadly
performing antisocial aets
that are frounds far arrest
(■hether arrested or not),
e . | . ,  dastrayini property,
harassini ethers. stea ling .
aursuin| an il le g a l  oecupatian

• i * #i*st iM u f.rrtsh s’-d 1 • t*rasu ld  e -  true
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(Since you *ara ]S) ►•»»« 
you loan tn  any fier.t* th a t  
ca*o to  bio*t!

(NO* Ofttlk?)

Novo i w  over H it or

(!S S t) 5 a W ! ,', ‘r
(NO* OftOKt)

Novo you «v « r  h i t  a e h f l d ,  
youra  o r  a o o to n t  o l a a ' t .  a* 
h a rd  t h a t  ho o r  >h« had 
b r u t a a i  o r  had t e  i t i j r  in  
bad o r  aaa a d o c to r?

(3) ft  Irritable and ? 1 2 3
a | |f t t i f v o .  at indfcatod by 
rataatod p h /ilca l f f |h t i  or 
assaults (not rooufrad 1y ont'a  
job or to dafond aoaoono or 
on ese lf), taclodtof iH oto* or 
ch ild ’taattnf

Nava yaw e*ar e*ad : t « ' i  
oonay and net e n d  tha*  
b ie i?  (he* e f ta r ? )

Vhat about net  t i / ' M  
c M l (  l u o t e r t ,  e r  r e t  
f i» m {  eianey t e ‘child»a* 
*ne eesanaed e*

(<) re saa tly  f a l l s  to  honor 
financial o b l< | t t lo n a ,  at 
ineieatad by defauHfny on 
e t e t t  or fa l l in g  to  provide 
cm Id twpjert or  tupoort fo r  
et*»» dependants on a refyla*
b a s i s

1 2 1

; j ;   ̂a * ’ i te : 'n*  a*ead. e* ? 1 2 J
<i i r e . ’. m e .  41 m e u a te d  
t*  e ta  e* oetr. e f  the 
f e l l e * i n ; :

Ct»«* t r i*  t f * ;  :•  i %i : i > 
t i e r ,  M »t ye. a.** t*a*« 'e : 
areund v l th e . t  *•*•»
you vara fo m ;  te  i t i y  e* 
» s r t !

v at  th a ra  evar  a t i n t  *htr. 
yev had no ra ju la *  place to 
l i r a ?

( f e r  he* lang '}

ti* t* « » « l i r ;  f re*  e^ace te

j e e  i*  «!•»• yeal fe* the 
a#*i*d of t ra v e l  o r  c l e a r  
id ta  about *n*n tha t ra v e l  
• i l l  t a r c m a te

(b) lack  o f  a f laed addraaa 
f e r  o oonth or  oora

C  •  m '.•lilt’ J • t “ ai*e*e e f  lfw#
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ly l i II?
Miv« yen evar wild in a lia i 
w  Pretended n i l  i i r i  i m i *  
•M tlsaf
K«v« m  d ftm  'conned*
• th a n  I t  fa t  shat yeu want?

(«) has ne regard far the truth , ? I 
• i  indicated ty  repeated 
1yi*g. m a af a l l a u i .  'canning* 
others far fariaaal p ro fit  ar 
pleasure

2 I

you vere drunk?

. He« aftan have yev getta*. 
a t ic k e t far ipaaein;?

I f  tu s irCN A fARCKT C» CVACIAH:

Mai anyone tv ir  said tM i 
you n r m ' t  taking prepar 
c ir i  a f  a child  e f  ye-.n  
(ar a child  you »are re* 
•paniifela f i r ) . . .

. . . 1 4 k *  d f ,  g * * '* }
feed e r . . .

...keep ing '.M f  i le  c ’n*  
enough e r . . .

M d'ti' ei*a *»«• 
tht child  « it  n e e  e r . . .

. . .le a v in g  tht c h i ld  » s f .  
nelghpera i t e iv t i  yeu »*?«• • 
able ta tike c n  e f  th t  
ch ild  a t yaur hast e r . . .

. . .n e t  a r r m |lh | f ir  a-yest 
to t ik t  c a n  af tha cr\ic  
■han yaw vara away a r .. .

...running aut a f meriy t :  
taka care a f the c h t ld  e i-  
c a .s e  yeu spa*: f t  r:*r.» :* 
ye-.r*alf?

(7) 1a reckleia regarding Ma t  
ar Mar a«n cr ethers* perianal 
aafety , at Indicated My driving  
■hila Ir.tetlcitad, recurrent
speeding

(1} i f  a parent ar guardian, 1 
laekt a b ility  ta fwncttan at 
a rcipanaibla parent, aa indi* 
cattd  by ana or nort ef the 
fo llavtn g:

(*: r a lr .t r t t ie n  ef chtld

( t j  c h i le 's  i l ln a is
resu ltin g  free lack ef 
letntkil hygtcm

(c) fa ilu re  te  obtain
•ad iea l cart fer a scneusiy  
t i l  child

(d) c h ild 's  dtecndinci en 
naighbert cr nonresident

(a) fa ilu re  to arrange far a 
caretaker fer yaung child 
■hen parent It a»ey fra* hone

( f )  repeated sauinderlng. an 
personal itea s , af *eney 
raeutred fer hautahald 
n ecess it ie s

I t  S

1 2 S

-i«a a*y f t : «  {.j*
n ;p a * a :’

fa’ se 2 « s . t f  •e tkt ‘d 1 •
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s s j m a :  3 /2 2 /D AM l|ICt|1 ?.o. •

WH'I Ik*
• f  t la t  yew n r i  i i i v i l l y  
I a v iW iI  l i t *  c a t  M r » n 
vttfcM t A lv U | m i  with  
M /M * i l l* ?

0* /M  f**1 11 M I OK f ir  flu  
t* MM (I t llt f t . M t. *urt, 
IlflCM/OTMU ANTISOCIAL 
ACT)?

(9) All M « i r  iw l ta ln i*  A M *  ? 1 < S
t i l l /  MMflMul n lltlM ih lf  
f i r  m m  U M  m i  / n r  •

(20) l i e k i  m t r i i  ( f i l l s  
iw lt t f I M  1* Al*<M A irt, 
• l i t r n t i f ,  * r  i t i i i n  f r u
• n i t l i r )

AT ICAST POUA SIS AKC COCCO *)*

? I * I

3 S

ANTI*
SOCIAL
9.0 .

ir swiit:? act ctiTCtu rcA as « li as aj. .t
AS?, l«5  SCJ9 MAC. J lf  h£/Snt l.CT CAIUAIA fCA C ..T  A ll, I.T ACT CC. COKTJlf.C; 

i n  l ie ’ ye .  •*■«* *e.
( l u t  i*». e f . i s . i t  A«»t? A;t f i r i t  u .  IPIU 'tS  _  _ _

A;i f i r s t  MS I t  l u s t  
« if» ;t ir .i  ef i c . H  a js  __
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•H IM lT /S tC eiQ M T  ANTISOCIAL PIRSOKALITT OllOttCI*

Tau l i f t  yaw f ir s t  btsm  ustnp Iruts (spaeifie  truf ar alcahal) rtftilarly)  
(at la a u  1 Maas tar m k  far at laast a m r ih ) at a |a  _  . .

Sa t h a t  Mam jrau b * | in  t a  ( H i t  aan ASP s y « p t a u / l a h a v 1a r s ) :

1 •  N fara  ra«u1ar substmea via

I  •  a n l/  aftar rafwlir substmea aia

S •  unelaar arhfeh ciaa f ir s t

4 •  p a t i m t  emnet raaaabar. (col #J

If SAKE ACS Cl ONSET is UNCLEAR, ASK:

Can yeu rae i ' - l  wNieh e is e  f i r s t *

At tna t t a a  yew basm t a  ( l i s t  e»* AS* s*s ./ba r .av io rs} ,  »ara  you 
I r a i l y  u s in f  I r - . fs  er  i ic e n e l  r a j u ' i r f j  ( i t  i a i s t  )  t i a a s  par s e a t  f e r  

i t  l i n t  i  aentr.)*

NOTE: ASS C? ONSET C* AS» AsC ACE C? f:?ST RSSVUR Si'STASCS USi'

CIRCLE CM:

] • A n t i s e t u T  s i s .  e*ii**y b i ; i i  bafera r a ; . ‘ i r  sw tstm ee use 
( i . e .  crwjs er i te s r .e l )  [IRinARiJ

J • ! i s  p e t i t ’ * •••-.a. t v t  une’ a i r  [MSIAliE PRJHARTJ*

S • K ' l e t ' i l  s n  e ' i r ' j  M*a re»ar  t a * i : i t a s  insapanear:  e f  ra;.**.i*
s w i i t m : a  m a [S C JsC W ij

I  • S is  p r o b i t y  twra, but wit l a i r  [PRSIA|;C SECON3ARTJ

I  • r e U t w a  t le in $  af ensat af AS* s i s .  m l  ra fw lir  substmea usa is
s « l u r

0 • n t v i r  h i l  Ar.ttseeilT P e r se n iH ty  D i ia r la r

• 3» sa t  s i rw U m a e v s  m l / a r  c l i r i e i l  s m s t  i s  AS* is  p r ie m y  ( i . e .  p ra ta ia e  
er.sat a f r a f w l i r  substm ea usa.)

: » i t s a * t  : •  ' • ' »  < * u : t* * a s fct**e 1 • ••‘ •as*e*e :*  trwa
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