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Treating not guilty by reason of insanity and socially dangerous subjects
by community psychiatric services: an italian perspective

|l trattamento comunitario del malato di mente
non imputabile socialmente pericoloso: la prospettiva italiana

Luca Castelletti + Franco Scarpa ¢ Felice Carabellese

Abstract

Two years after the introduction of Italian forensic psychiatric reform, the new national residential network for subjects in
security measures is now trying to develop and share common good practices of care, according to the contents of the new
legislation. In this work, progressive steps of assessment and care of those admitted the new facilities named REMS will be
illustrated, and the way new scenarios may impact on the role of the expert judgement in the Courts and their effects to
forensic subjects’ referral. Some critical points fostered by the new system, including criteria for admissions and clinical ra-
tionale for releases to lower levels of security, are discussed further in this work. It will be eventually described feasi ble so-
lutions to overcome those issues, according to good evidence based practices.

Key words: REMS -« risk assessment ¢ risk managment * forensic psychiatric treatment

Riassunto

Il sistema trattamentale delle Residenze per I'esecuzione delle Misure di Sicurezza (REMS) pare avviarsi verso il superamento
della difficile fase iniziale e prova ad interrogarsi sui suoi meccanismi di funzionamento interni ed esterni. In questa sede gli
autori proveranno ad analizzare alcuni momenti del percorso di cura del malato di mente autore di reato socialmente peri-
coloso sottoposto a misura di sicurezza psichiatrica detentiva ed ad affrontare alcune criticita: dall’invio dell’Autorita Giudi-
ziaria a seguito di accertamento peritale, sino alla sua dimissione a cura delle équipe dei Dipartimenti di Salute Mentale
(DSM), facendo riferimento ai modelli teorici di assessment e trattamentali pit accreditati e provando a fornire un loro con-
tributo operativo efficace nel superare i diversi momenti problematici finora emersi.

Parole chiave: REMS ¢ valutazione del rischio * gestione del rischio ¢ trattamento psichiatrico-forense

Per corrispondenza: Franco SCARPA e e-mail: franco.scarpa@uslcentro.toscana.it
Luca CASTELLETTI, Psichiatra Forense, REMS Nogara

Franco SCARPA, Psychiatrist, Director Forensic Services USL Centro Toscana
Felice CARABELLESE, Professore Associato di Psicopatologia Forense, Universita degli Studi di Bari
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Treating not guilty by reason of insanity and socially dangerous subjects
by community psychiatric services: an italian perspective

1. Introduction

The closure of forensic hospitals was first recommended
by government in 2008, with Decreto della Presidenza del
Consiglio, DPCM 01.04.2008, and it has been executed
from 2014 onwards. Forensic hospitals, or Ospedali Psichi-
atrici Giudiziari, OPGs, have been substituted by an alter-
native network of residential care, SSN (Sistema Sanitario
Nazionale, National Health System) based, care facilities
called REMS - Residencies for the Application of Security
Measures. The structural and functional characteristics of
these facilities are defined by the Law and are aimed at as-
suring general security, individual care, rehabilitation pro-
grams in a community environment and small scale
dimensions, as the maximum capacity is fixed at 20 beds
each (Scarpa, Castelletti & Lega, 2017).

The basic principle for the closure of the OPGs wasn’t
only justified by the insufficiency of treatment provision of
those structures. Five of the six OPGs were basically prison
buildings, characterized by restrictive architecture and a
shortage of medical staff (Scarpa 2005).

The novelty of the reform, introduced with Laws
9/2012 and 81/2014 is to give to the community mental
health services the pivotal role of developing pathways of
care for those found not guilty by reason of insanity and
socially dangerous (NGRI) (Carabellese & Felthous, 2016).
General psychiatric services, based on a network of com-
munity facilities, organized by the Departments of Mental
Health, can provide treatment for patients not charged by
Justice authority.

Their main tasks, established by the Italian reform of
general mental health services contained in the Law
180/1978, are to give mentally ill users back their right to
receive care on a voluntary basis with the only exceptions
of severe, acute symptoms unrecognized by the subject and
requiring urgent treatment (TSO Trattamento Sanitario
Obbligatorio or Compulsory Medical Treatment) (Man-
darelli et al, 2017).

For this reason, one contradiction of the forensic re-
form concerns how to match the principle of freedom to
receive treatment with the obligation of restrictive meas-
ures, according to the Penal Code, ordered by a Judge
when the person in charge is considered socially dangerous
(Carabellese, Urbano, Mandarelli & Coluccia, 2018).

Law 09/2012, and the subsequent Law 81/2014, with
the definitive closing of OPGs, state that new regional
forensic facilities, the REMS, provide treatment for those
in security measures with a high level of social dangerous-
ness. Patients with a mild to weak degree of dangerousness
should be treated within the network of community psy-
chiatric services.

During the trial or at its end, Italian judicial system may
apply two different measures.

Articoli

The first is given for those deemed dangerous and con-
sequently have to be referred to REMS In these cases, sub-
jects found not guilty by reason of insanity, present a degree
of “social dangerousness” that cannot be contained in a gen-
eral community facility. A different measure is provided for
those NGRI whose dangerousness level makes them eligi-
ble to be treated in a community facility or in private ac-
comodation. In these cases, the Judge applies a different non
custodial security measure called “liberta vigilata”, sort of
probation. According to the Individual Care Plan, patients
can receive their treatment in a public or private facility at
lower lever of security. They are asked in this way to respect
Judge’s prescriptions and to be supervised by public com-
munity officers. There are no specific criteria for the appli-
cation of custodial or non-custodial measures, except for
restrictive measure inside the REMS, defined by the Law
81/2014 as “the last resort”. One of the main innovative
aspects of the new legislation concerns the presence of ex-
clusive criteria to refer a subject to the REMS. Custodial
measures shouldn’t be adopted in those cases community
treatment isn’t ready to match and control subject’s danger-
ousness. Decision on the nature of security measure meas-
ures, and consequently level of security often depends on
the capacity of the general mental health services to provide
a therapeutic plan for the patients in charge.

2. Therapeutical aspects for the socially dange-
rous subjects: heredited and new challenges

Providing care programs in the new REMS reflects com-
plex and multidimensional features of the target subjects ad-
mitted there.

The REMS network, developed in a short time and
covering the whole Country from 2015, faces the hard
challenge to develop efficient forensic therapeutical strate-
gies ever experienced in Italy. Moreover experiences from
other Countries seem unfit to be simply imported into Ital-
ian mental health system (Carabellese & Felthous, 2016).
The new system has very little to share with previous foren-
sic hospitals, during which scientific and clinical evidences
has been very poor and physical, procedural and relational
issues unproper.

At the end of 2014 there were 672 inmates in the 6
OPGs. Law 81/2014 prescribed no referrals to closing
OPGs after 1st April 2015, even for those with a high level
of dangerousness admitted in the REMS.

The number of patients inside the 6 OPGs fell progres-
sively until their definitive closure. It took almost two years
to complete the discharge of all the remaining patients and
only on February 2017 the OPGs were finally closed. Cur-
rently, there are 35 new REMS with security measures that
host up to 600 patients. REMS have a significant turnover
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and, until now, have discharged around 300 patients (Cor-
leone, 2017).

The request of admission of new patients to the REMS
who are declared socially dangerous is steadily increasing,
so as the list of subjects deemed dangerous waiting to be
admitted out the new residencies. This may seem a con-
tradictory remark to make, as most of them are waiting in
their own houses, in ordinary facilities or, in some cases, in
prison or in wards for acute psychiatric patients in general
hospitals.

Legislator’s will pointed on discontinuity with previous
asylum-like system.The terms of the reform are rooted on
the regional basis of care, single residential units with small
numbers, maximum 20-bedded, included into the organi-
zation of NHS (SSN, Sistema Sanitario Nazionale) Depart-
ments of Mental Health. Nevertheless, estimated functional
capacity of 600 national beds is now a matter of concern,
as a “waiting list” of those referred to admission is in con-
stant increase. Magistrates, clinical teams, ask for shared cri-
teria to filter those subjects more suitable for a
REMS-based treatment, at the moment unavailable. The
lack of shared criteria enhances the dispute on the charac-
teristics of the candidates benefiting for a forensic residential
period or, otherwise said, to set the level of proper “social
dangerousness” to be treated in the REMS.

In the shortage of a national database, it is currently un-
known how many of those in “liberta vigilata” are in com-
munity facilities.

A recent study promoted by the National Institute of
Health has described the clinical-demographic features of
OPGs inmates just before their definite closing (Lega et al.,
2014). Mean age of the 473 participants was 42,5 years,
about 75% of those were singles with no children. The
forensic in-patient prevalence rate (forensic in-patients per
100,000 population) was found to be 1.7, lower than that
found in 2001.

In this respect Italy is similar to other Southern Euro-
pean Countries also showing low prevalence rates. Women
accounted for 7.9% of the patients hospitalized in the
OPGs, whereas female patients were found to represent
6.8% of the forensic inpatient population in 2001.The av-
erage age was 42.5 years. Around 73% of the participating
patients were not married and had no children, 50% lived
with their birth family prior to admission. There were sta-
tistically significant gender differences: women more often
than men succeeded in forming a new family and more
than 50% of female patients had children. A social disad-
vantage emerged in the patient group with low levels of
education combined with unstable work and economic
conditions. Over 30% of patients had a severe physical ill-
ness, about 24% were obese and 80% were smokers.

Compared with patients suffering for severe mental dis-
orders receiving treatment at the Mental Health Centres,
the OPG population was found to be more disadvantaged
and to suffer from higher rates of comorbid physical ill-
nesses. Over 50% of participants had a diagnosis of schizo-
phrenia or other psychotic disorder. Personality disorders
accounted for about 20% of diagnoses, more than observed
in previous surveys. The administration of the SCID-I de-
tected a high comorbidity with Axis I disorders, especially
substance abuse or dependence and psychotic disorders.
With regard to the severity of psychopathological symp-
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toms and functioning by diagnostic groups, schizophrenic
patients had more severe symptoms on the Brief Psychiatric
Rating Scale (BPRS) and compromised functioning on the
Global Assessment of Functioning (GAF). Rarely was the
index crime the first manifestation of a psychiatric disorder:
the mean duration of illness before admission was over 18
years, 75% of patients had been treated for a mental disorder
in the past and over 60% had previous contact with the De-
partment of Mental Health, often problematic contacts
(30% of the sample had at least one forced hospitalization).

More recently, a small survey aimed to describe clinical
and demograhic characteristics of has been done with the
inmates in Nogara REMS, Veneto region. Patients’ features
indicate prevalent problems of adherence at therapeutical
plans and behavioural misconducts (Castelletti et al., 2017).
In most of the cases, these are subjects already in charge
with public psychiatric services (Carabellese, Rocca, Can-
delli, Catanesi, 2014), with psychopathological multidimen-
sional problems, including comorbidity with abuse of
substances, personality disorder and cognitive impairment.

Criminological profile highlights a prevalence of crimes
against persons (89%) of those about one quarter with lethal
consequences. In half of cases victims are family members,
and criminodynamics of the events recognize a psychotic
mechanism of behavior. The descriptive analysis of these
samples indicate areas of intervention for prevention poli-
cies for those at risk of aggressive behaviour (Carabellese,
et al, 2015).

Ditferent subsamples of inpatients are described in these
early data. One is given by the combination of severe psy-
chopatological characteristics and severity of crime, as
homicides or attempted homicide, with prolonged period
of staying due to long-lasting original security measure
given by the Judicial Authority. A larger second group is
composed by difficult patients, with a history of irregular
caring relationships with community services, poor com-
pliance, unstable familiar and affective environment, clinical,
heterogeneous criminological profiles.

They share historical troubling relationship with com-
munity services, resulting in a large amount of unmet social
and caring needs, frequently in causal relationship with the
index crime. The clinical and criminological variables of
the forensic population require a pattern of treatments that
may be effective in such a complex environment (Scarpa E
BonaguraV, 2015).

3. REMS inmates and their specific thera-
peutical needs

Working with those referred to a forensic facility requires
long periods of admission, longer than with general psy-
chiatric clients. Particularly with subjects with a severe
index crime and a severe diagnosis time of recovery may
be prolonged, due to slow process of improving states of
insight and self-confidence. For most of these subjects, it is
a matter of “incorporating a crime into a non-criminal
identity” (Drennan & Alred, 2012). The extent of the
trauma to oneself that the offence has caused can itself be
an obstacle to recovery.

Articoli
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Those with a milder index crime, frequently combined
with a less severe mental impairment, are initially admitted
with a temporary security measure: these forensic users re-
quire usually shorter periods for recovering from their re-
lapses. They frequently present high rates of comorbidity,
mainly with substance abuses and cognitive impairment, so
enhancing the need to improve networking collaborations
with target community services.

A reason of concern is due to the legislative frame of
the subject admitted in security measure. Rocco’s Penal
Code (1930) has not been modified, so that the forensic
clinical team has both therapeutical and custodial duties to
the inmate, resulting in substantial management problems
in those cases avoidant any therapeutical proposal (Catanesi,
Carabellese, La Tegola, Alfarano, 2013).

Moreover, the Judicial Authority may apply undeter-
mined periods of forensic hospitalization for those admitted
through the application of temporary security measures, s
contributing to give to forensic care plans a sense of insta-
bility and partial control.

The concept of Social dangerousness is in the Penal
Code, Article 203, as the “general capacity for a subject to
reoffend or committing new crimes”. It is currently con-
sidered an insufficient criterion to establish appropriate re-
ferrals to forensic facilities for its vague, non specific notion
(Rocca, Candelli, Rossetto & Carabellese, 2012). It is also a
source of diffidence and stigma for most of professionals
working in the mental health field who strongly reject any
link with custodial practices. According with this back-
ground, in our clinical practice it may be useful to work
critically on the judicial judgement of social dangerousness
as starting point for creating clinical sense and promotion
of self care for those admitted the REMS. That notion,
cleared from any stigmatizing intent and declined for ther-
apeutical interventions, may represent a starting point for
gaining patients’ insight. Their life failures are mostly caused
by deviations, social exclusion, economic failures, social dis-
advanteges, health problems, personal progressive loss of
hope and control over life., A cognitive reference to the pro-
vision at the base of REMS admission can ease users and
their team with the work of gaining insight on goals of the
forensic care pathway (Barker, 2015). Conversely, scotomiza-
tion of the measure at the origin of the referral is at risk for
mechanisms of denial and minimisation in the patient, al-
thought clinical teams has the right to choose forms and
timing to face and share analysis of internal and external fac-
tors at the base of the forensic measure (Scarpa, 2015).

4. Pathways of care in the REMS: what’s specific

Concept of social dangerousness is elusive for the forensic
teams trying to give clinical meaning to judicial terms.
Avoiding any attempt to simply import concepts and prac-
tices developed in other cultural and social contexts into
italian practice, the clinical practice of violence risk assess-
ment in forensic settings can be a useful practice to disman-
tle the vague nature of social dangerousness and convert it
into clinical concepts, terms, plans (Bonta, 2002; Heilburn
et al., 2010; Castelletti et al, 2013, 2016; Lega at al., 2014;
Carabellese, Mandarelli, 2017a).
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A multidimensional approach unprovided by specific
tools monitoring behavioral variables is at risk of unreliable
therapeutical plans. In this way, forensic clinical staft is called
to identify major dimensions involved in the forensic case,
including anamnestic, current clinical characteristic, socio-
economic context, service provision.

A better definition on the rehabilitative goals to reach
can be a helpful approach for the patient as well, who has
more opportunities in this way to receive a comprehensive
information of caring plan.

From a national perspective, the risk for a forensic pa-
tient to drop out from a rehabilitative program is at com-
munity level, during his admission in a residency or more
frequently when released to a private accomodation (de
Girolamo et al., 2016).

A lack of multidimensional approached including sys-
tematic assessment of risk factors for recidivism reduce the
recognition and management of symptoms and their causal
effects on behaviours. This may be even more important if
assessment tools are applied to different settings. A lack of
integrated and shared information and strategies across
teams and with other institutional partners involved in the
case may induce negative feelings in case of clinical and
criminological relapses. This may induce teams involved in
a forensic case to interrupt the community experience and
refer eventually to forensic residency again. Otherwise, clin-
ical teams trained for a multi dimensional assessment and
management have more possibilities to prevent clinical and
behavioural relapses and to focus on areas of interventions
more sensitive for the subject’s global outcome (Lindqvist
& Skipworth, 2000; Monahan et al, 2001; Kennedy, 2002;
Monahan et al, 2005; Moore & Drennan, 2013).

Historical information is of greatest importance in
forensic psychiatry, to understand the current and future
criminogenic potential of the subject, to make an assess-
ment of potential future recidivism and moreover to iden-
tify those areas of interest and motivation not fully
expressed in the past (Maden, 2007).

Clinical risk factors and future management risk factors
provide key informations on development of pathways of
care, inside the forensic facility and further at community
level, so as to prevent relapses, readmissions or, worst case,
reconvictions (Michel, 2013).

All processes regarding risk assessment and management
should enhance active patient involvement, promoting
transparency with the forensic client aimed at reducing fre-
quent suspicious feelings of the patient to wards staff mem-
bers. Moreover, it may facilitate patient’s collaborative
approach to care plans.

Law 81/2014 states the mandatory introduction of In-
dividual Treatment Plan for community and forensic teams,
as guarantee of early partnership in care. A patient’s prompt
participation into definition of areas to recover may facili-
tate a proper time of admissions into residencies. It also
strengthens a dialect approach to the forensic patient, usu-
ally practised in the fields of needs assessment (Thomas et
al., 2013) but also extended to the field of risk assessment.

Risk assessment tools may find application as mediators
of individual or group psychotherapeutical settings, in a
work of progressive disclosure of patients’ denial areas or
scarce insight. Shared use, operative intuition, dialectic ap-
proach, structured instrument for planning team’s work to
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include all community partners as early as possible: risk as-
sessment structured judgment techniques are broading their
fields of use and application (Hart & Logan, 2011; Robbe,
de Vogel & Douglas, 2013 ).

The therapeutical setting for NGRI patients and those
considered socially dangerous is done by an expert who de-
cides of assessing the level of dangerousness from the Judge
(Carabellese, 2017b). In many cases there is no agreement
between the evaluation of the expert, and consequently the
decision of the Judge, and the availability of a REMS bed.
At the same time it is possible to have opinions which differ
between the Court expert, normally a forensic psychiatrist,
and the Mental Health Services’ specialist regarding the ad-
equacy of the facility, the clinical condition and the pa-
tients needs. Court experts generally develop their
assessments according to their expertise, at the expense of
evidence based assessments. In a reformed forensic
panorama, expert evaluation needs to link reason of insanity
judgement with therapeutical recommendations. Instru-
ments for violence risk assessment may be useful to cover
this gap: they enhance the possibility to talk a common lan-
guage ranging from capacity of the subject to the develop-
ment of a pathway of care.

Structured assessment of forensic patients is a quite new
practice in the Italian system: forensic experts, for example,
use mainly diagnostic tools for the patients evaluation. They
don’t require specific tools for the assessment of the func-
tional aspects of the mind, the capacity for standing on trial
and the degree of dangerousness. Violence risk assessment
doesn’t receive specific attention and has only recently been
introduced the REMS and the community services. The
Historical Clinical and Risk Assessment of Violence
(HCR20) is the most studied and adopted tool (Douglas et
al., 2013).and the v3 version is currently under translation
to be adopted in Italy.

In many Regions and/or Local Health Units of the Na-
tional Health System special Forensic Units have been set
up, flanking the role of the experts of the Courts. They report
to the Judges whenever asked for information regarding the
progress of the treatment, in terms of clinical status of the
patients, they give advice to the psychiatrists and the health-
care workers looking after the patient. Most recent versions
of structured judgment tools hit the mark of organizational
and therapeutical aspects introduced with the new national
legislation. Case formulation in forensic psychiatry is the re-
sult of two decades developing of risk assessment tools, and
enables the clinician to put together the theorical and struc-
tured approach, or nomothemic moment, with the empirism
of the clinical work for the individual patient (Haque &
Webster, 2013). Formulation is developed as circular, coher-
ent operational team activity aimed to produce clinical treat-
ment acts to verify hypothesis with the clinical observation.
It gathers systemic information and clinical team observa-
tions to plan projects, make clinical interpretations, and to
practice on future patients’ most likely scenarios. Clinical for-
mulation assumes a narrative form, in which diverse and di-
achronic aspects of the patient are put together to be
coherently assembled (Hart & Logan, 2011).

In forensic psychiatry, it’s even more cogent than in gen-
eral psychiatric to try to get meaning from patient’s early
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past events, generally of traumatic nature, attachment styles
and caregivers, and current treatment needs (Schimmenti,
Carabellese & Caretti, in press).

5. The individual caring plan

Clinical teams operating in the REMS frequently deal with
subjects with a history of severe life’s failures regarding their
internal resources and external ones, like the affective and
familiar network. They live in a life signed by hopelessness,
as their attempts are destined to be frustrated. This feeling 1s
sometimes strengthened by social and institutional network,
as personal stories of these subjects are rich of failures in the
affective relationships, working activities, alliance with health
services, and substances’ addiction remedies. It enhances the
clinical need to put together different information and points
of view to create a coherent story. It includes heterogeneous
contributions, reflecting the heterogeneity of the sample of
people referred to the forensic facility. For most of them, an
approach recovery-oriented as Good Lives Model can pro-
duce positive outcomes (Ward, 2002).

Most of REMS patients have problems in their vital re-
search of “primary goods”, that is “activities, experiences,
or situations that are sought for their own sake and that
benefit individuals and increase their sense of fulfilment and
happiness” (Whitehead, Ward & Collie, 2007) and include
things like autonomy, relatedness, knowledge, mastery, play
and physical health.

For these Authors, problems derive from wrong strate-
gies to obtain those goods, as: neglect of important primary
goods, use of ineffective strategies to secure goods, conflict
of strategies to secure goods, inability to implement strate-
gies for securing goods. For those clients with a profile of
personality disorder, and frequently comorbidity with sub-
stances abuse, the need principle derived by the RNR,
Risk-Need-Responsivity approach (Andrews et al., 1990)
may be useful, as offender assessment and management
should focus on criminogenic needs, i.e. should target causal
risk factors for antisocial behaviour.

According to the responsivity principle, services should
be delivered in ways that maximize their effectiveness, mean-
ing that the focus of management programs should be on
skills acquisition, prosocial modeling and problem solving.

Design and management of programs delivered to of-
fenders should match their individual learning style, moti-
vation, abilities and strengths. Structured clinical judgement,
especially if integrated with a structured assessment of pro-
tective factors (Robbe et al., 2013), has the potential to in-
tegrate apparently different approaches, and gives to the
clinical team the possibility to integrate recovery oriented
approaches and risk assessment and managememnt strate-
gies according to individual features of the subject.

As in any psychiatric institution, clinical teams working
in the REMS start working to the individual therapeutical
project putting a diagnosis. When used in a broader way, in-
cluding all DSM axis concerning functioning, social and
working attitudes, diagnosing enables teams to produce
their causal hypothesis on a sound basis (Foresti & Rossi
Monti, 2002). It is a function of a thinking team, in which
symptons aren’t factors to check oft the list, but expressions
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of patient’s background, in relation with his/her internal
and external characteristics.

Dynamic diagnostic system, producing formulation and
treatment programs in his circular proceeding, keeps open
the possibility to monitor, test and re-assess strategies in an
open model. This function allows the clinician to check the
quality of formulations and possibly to adopt new infor-
mations gathered by clinical observations (Eels & Lombart,
2011). A REMS admission can be in this way a period for
patient’s life to recover from general pessimism around his
life biography and personal identity and, eventually, to take
responsibilities for his/her life choices. For the team and his
community partners it is a setting to develop, in the general
formulation model, explanatory hypothesis on what has oc-
curred to the patient, with attention to be paid on precip-
itants events/factors, patient’s resources and strengths, and
on listing obstacles that may impair treatment outcome.

REMS’ coherent mission and vision are protective for
its internal and external functioning, for example towards
court expert assessments, in terms that if the new REMS
have the priority to guarantee “care and control”, they can’t
be filled by subjects with low rates of unmet caring needs
(Carabellese, 2017c; Felthous et al., in press).

It also limits service competences, creating a barrier
against the neverendind mechanism of reproducing asylum-
like situations, represented by methods of delegation and
neglect, as Law 81 has correctly pointed out.

Individual Care Plan (Piano Térapeutico Individuale, PTT),
is the main instrument REMS and community teams share
to develop a common strategy for the patient pathway of
care. It presents two risks: to become solely the REMS’ PTI,
contributing to the isolation of forensic system facilities
with the general community services, or to be a bureau-
cratic paper no one really cares. To avoid worst scenarios,
the PTI has to be open, inclusive, dialectical with institu-
tional community partners. It may become a useful tool if
it preserves potential to create valid and shared operational
hypothesis, diagnostic and therapeutical formulations.

Its proper use may facilitate releases to lower levels of
security, when decisions are linked to clear therapeutical
goals to reach. It may also be a precious instrument to assess
the “social dangerousness” of those in liberta vigilata, living
in the community.

Actually, a defined shared individual care program is the
main tool to help clinicians in the definition and assessment
of steps of care, and conversely those aspects non-negotiable
with the subject.

It may be a useful instrument even for subjects in liberta
vigilata living at home or in community residencies, often lack-
ing of specialist evaluation of their social dangerousness. The
most common outcome in these cases is leaving situations as
they are, so prolonging judicial measures like liberta vigilata ad
libitum, without an ending, as shared criteria to assess the need
of prolonging or stopping the measure are lacking.

The growing number of community forensic population
represent a challenge to clinical teams, forensic experts and
magistrates to cooperate in the development of shared assess-
ment strategies to avoid neglect of those in probation. It is
necessary in this way to abandon past hospital based model
and, at patient’s level, to enhance his active role towards the
rehabilitative ofter. In our opinion, it’s prioritary to introduce
in the daily practice instruments that may facilitate the dialec-
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tical interface between the team and user. Definition of areas
of intervention should be shared with patients, promoting their
active position into therapeutical processes.

At the Nogara REMS, we have started introducing the
forensic version of the Camberwell Assessment of Needs,
CANFOR, as a tool for dialectical interventions with the
patient in the systematic analysis of social and caring needs
(Thomas et al., 2003, Castelletti et al., 2015). Social and
clinical characteristics of those referred to the REMS are
suitable for a clinical approach sensitive to issues like hope
for a better future and regain of identity.

REMS have the potential to become a precious expe-
rience for patient’s recovery, for those of the familiar net-
work, and for mental health services as well, frequently tired
and hopeless towards forensic cases perceived as chronic and
unrecoverable.

6. Towards a forensic psychiatry network

REMS system and community facilities has been running
for two years, but the OPGs were not closed until January
2017.Till current times datahaven’t recorded serious inci-
dents inside the REMS, among the patients or against the
staff, nor has there been noted an increase in adverse events
among the patients admitted to community facilities. There,
management difficulties can sometimes arise in the course
of the patients’ treatment due to the fact that those with
legal restrictions live alongside those who are not charged
of any crime.

One of the complaints made by the staft, and very often
by the management itself is that personnel cannot be held
responsible for the treatment of the patients and, at the same
time, for their custody and supervision in order to be con-
fident leaves and reconvictions related risks.

Recently, patients admitted to forensic residencial treat-
ment show diverse problematic features, not only regarding
their mental state: most of them are foreigners, without a
residency permit, with personality disorders, sometimes
having psychopathic traits, dual diagnoses, organic comor-
bidity or intellectual impairment. The case mix inside the
REMS and the community facilities could become one of
the critical factors leading the system to modify forensic
network. Most of Italian regions have adopted a system of
facilities at lower level of securitynspecifically developed to
non custodial, measures like Puglia and Tuscany .

The Puglia region has established two REMS and a net-
work of specialist residential facilities for those in non-cus-
todial security measure, aimed to create different levels of
care and supervision that may better suit different clinical
characteristics of regional forensic psychiatric sample.

If the patient under non-custodial measure fails to re-
spect the Judge’s prescriptionshe could be referred to the
REMS. However, time required to adopt these decisions is
very lengthy and meanwhile patients are still in the facilities
or sometimes in an acute ward or at their private accomo-
dation, waiting to be admitted to a REMS. Different eval-
uations on how to set the actual level of security for a
patient may sometimes become a field of controversy or
debate between forensic, general mental health services and
Court experts. Judge’s requests to forensic and general men-
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tal health services may be compelling: this to avoid that a
person declared socially dangerous spends too much time a
condition of lack of any supervision or control. For this rea-
son, it is common for the Judge to ask the expert, and/or
the psychiatric services, to develop a prompt and functional
PTI, generally by referring the subject to a facility where
restrictive prescriptions can be applied.

One more critical aspect regards the cost of the whole
system: many facilities of the private, or non-profit sector,
have been obliged to increase daily costs that often exceed
200 euro.The next years will be crucial for the adjustment
of the system and the improvement of practices. The Italian
reform of forensic sector may be a pilot experiment for
other Countries towards the de-institutionalization of treat-
ments for those who have committed crimes without re-
sorting to hospital based care.

7. Conclusions

Two years after the radical reform interesting forensic sector
in Italy, new REMS network has improved organization and
internal functioning, derived from international experience
on physical, procedural and relational security (Kennedy, 2002;
Scarpa et al., 2017). It has also supported the pressure derived
by the impact of Laws 09/12 and 81/14, inspiring the pivotal
role of community teams for forensics.

Currently, data record highlight good functioning of the
system in terms of releases and rates of readmissions and re-
convictions (Corleone, 2017). Early positive outcomes re-
quire an implemented collaboration with judicial and
prison system, general mental health services, public offi-
cers, stakeholders.

The spirit inspiring the closing of forensic hospitals has
his roots in the reformist period that brought to definite
ending of the civil asylums, forty years ago (Di Lorito et al.,
2017).That model enhances the centrality of social psychi-
atry as necessary condition to operate recovery oriented
treatment plans.

New Italian forensic practice has to deal with this view,
in a way that may work efficiently with reformist issues.
About risk issues, forensic and general psychiatric network
may take benefit from an integration with recovery ori-
ented models, looking at the risk taking paradigm and
strength model (Slade, 2005). Concept of risk, in this man-
ner, is viewed as life challenge for prosocial goals, real social
integration, autonomy, advocacy and protection of the
rights (Maone et al, 2015). Combination and integration of
both concepts of risk, according to patient’s features, his en-
vironment, service provision, quality of networks, may bet-
ter suit the specific institutional and cultural italian ground
for security measures.

Inclusion of different ways of conceiving risk may foster
patient’s active involvement into pathways of care and a
more active participation of staff members to care programs
as they per natura better identify themselves as mental health
staff members despite custodial agents. Closing of OPGs
has put the duty to adopt evidence based strategies of vio-
lence risk assessment functional at the development of risk
management and caring strategies (Lindqvist & Skipworth,
2000; Monahan et al, 2001).

It is prioritary in this way the introduction in the daily
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practice of reliable instruments of violence risk assessment,
bearing in mind that they have statistical limits and their
use may present side-effects in terms of prolonged hospi-
talizations (Hillbrand & Young, 2008; Douglas et al., 2017)

In many regions and at national level, an agreement is
requested to promote quality networking of the main actors
and the interested stakeholders. The Juridical System (i.e
Courts and Surveillance Judges), Community Psychiatric
Services, lawyers, forensic experts and Social Services work
together with the aim of developing shared practices to pro-
vide effective assessments and regulations.

We are confident that closure of forensic hospitals rep-
resents a valid opportunity for Italian psychiatry to plan and
allocate proper resources to sustain the reform, including
training and education for all professionals involved in
processes of care.
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Abstract

Forensic Psychotherapy consists of the psychodynamic treatment of those who have perpetrated a crime or also have suffered
from a crime. By extension, it also concerns other things that are related to this field: supervisions of forensic therapists, the-
rapeutic groups with workers at various levels in the field (guards, social workers, nurses, etc) are within the spectrum and
competence of Forensic Psychotherapy. Currently, it also considers the application of cognitive, behavioural or systems/family
therapy interventions. The aim of this psychotherapy is not to condone the crime or excuse the criminal. On the contrary,
treatment should achieve an assumption of responsibility of what has been done by the perpetrator, along with the clarification
of the individual causes that gave origin to the crime, linked to the real — conscious and unconscious — emotions of the in-
dividual and their personal history. Benefits for society are mentioned, and they consist in a decrease in criminal behaviour,
harmful behaviour, risky expositions, with a concomitant saving of public money. The essential aspects of the treatment (as-
sessment, the setting, the therapeutic relationship, the evaluation protocols) are illustrated. Future perspectives are shown.

Key words: psychotherapy ¢ crime * psychoanalysis * treatment * society

Riassunto

La Psicoterapia Forense ¢ una psicoterapia psicodinamica rivolta a coloro che hanno perpetrato o subito un crimine. Nel-
Pattualita clinica, nell’ambito della Psicoterapia Forense, vengono considerati anche altri indirizzi quali cognitivo, compor-
tamentale, sistemico - familiare. Per estensione, riguarda tutto cio che ¢ correlato a questo settore: le supervisioni di terapeuti
forensi, 'attivita di counseling o di gruppi terapeutici con operatori impegnati a diverso livello nella area giuridica e del-
I'esecuzione penale (guardie carcerarie, operatori di comunita assistenti sociali, dipartimenti di salute mentale, ecc.), sono
nello spettro e nella competenza della Psicoterapia Forense. Lo scopo della Psicoterapia Forense non ¢ quello di condonare
o giustificare il crimine commesso bensi la terapia mira ad ottenere un’assunzione di responsabilita da parte del paziente, via
via che vengono alla luce le cause che hanno portato al reato e le emozioni ad esso correlate, consce ed inconsce, nonché la
sua storia personale. In questa sede si affrontano 1 benefici sociali conseguenza di questa pratica clinica, quali la diminuzione
della prevalenza e della reiterazione del comportamento criminale e dei comportamenti a rischio violenza ed il risparmio
di denaro pubblico.Vengono illustrati gli aspetti essenziali del trattamento psicoterapico: 'assessment, il setting, la relazione
terapeutica forense, il protocollo di valutazione, nonché le prospettive future.
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Forensic psychotherapy:

a new discipline in italian psychotherapy and psychiatric tradition

1. Foreword

Forensic psychotherapy is a discipline that was born and
has developed approximately in the last 30 years. The aim
of forensic therapy is the treatment of people who have
dealt with and deal in violence. It means that, above all, it
regards offenders and victims, that is people, men, women,
minors who have acted with violence towards other
human beings, objects, or society, or it regards those who
have suffered themselves from violence. In a wider perspec-
tive, an aspect of forensic psychotherapy is also studying
and working psychotherapeutically with people involved
at different levels in the various fields and institutions that
are crime-related: prisons, mental health organizations,
community care, etc.).

Understanding what is behind an act of violence it is a
quite recent interest in the history of mankind. In the far
past, criminal acts were discussed and resolved without too
many psychological considerations. Victims received even
less consideration. Among the ancient Romans, the foun-
ders of the Law in the western world, criminal law occu-
pied a very small space compared to the very detailed and
wide-ranging civil law. Generally, people who had com-
mitted a crime were put on trial quite quickly and puni-
shed with cruel retaliatory punishments such as beatings
and the stocks or were put to death through sadistic tortu-
res, such as beheadings, eviscerations, lynchings, etc. (Kahr,
2011). We would say that there was either a form of un-
conscious identification with the aggressor (Kahr, ibidem)
or a cathartic and symmetric expression of the aggressive-
ness and violence of the punisher.

Only in the last two centuries an interest in crime and
violence has arisen, being observed from perspectives dif-
ferent from that of the strict trial and criminal procedure.
The evolution of philosophy in Existentialism and Pheno-
menology, the birth of new disciplines like Sociology, An-
thropology and mostly Criminology, founded by the Italian
psychiatrist Cesare Lombroso, together with the systema-
tization of psychological studies, and the birth of psychoa-
nalysis are the reasons for such a rich proliferation of new
studies in this field.

Therefore, people who have committed a crime have
begun to be studied and classified. Their existences have been
collected and phenomenologically described. In some cases,
a personal rational meaning was investigated and found. A
social etiology begun to be hypothesized. Philosophical rea-
sons were proposed (Foucalt, Arendt). And of course psy-
chiatrists who have been working in criminal mental
hospitals of various levels of security, since their foundation,
have studied and classified and treated their patients.

The birth and the development of psychoanalysis ope-
ned the area of treatment to what has been called “the tal-
king cure”, laying the foundation for all the psychotherapies.
And its principal contribution remains the discovery of the

Articoli

unconscious, which means that all the acts of men and
women have not only a conscious origin and explanation,
but also an unconscious one.

Indeed, it has to be said that the founder of psychoana-
lysis, Sigmund Freud, after having recognized the role of the
death drive as equal to the sexual drive in being the basic
driving forces that direct the human behaviour, was quite
reluctant in investigating the role of the death drive (in its
psychological expressions: hate, destructiveness, aggressive-
ness) in manifestations other than mental disorders. On the
other hand, many brilliant psychoanalysts and their pupils
began to investigate this field, opening it to the attempt of
a more profound comprehension of the human violence,
and, after all, of the entire human behaviour: among the first
generation, Ferenczi, Mrs Klein herself (who was also inte-
rested mainly in the role of hate in the inner world and
there is no doubt that her contribution to this field is de-
terminant), Alexander, Staub; and later, in the UK Winni-
cott, Fairbairn, Glover, Limentani, Friedlander, Pailthorpe,
Welldon; while in the United States Menninger and more
recently, Kohut, Kernberg, Gabbard among others; in Italy,
already at the beginning of the nineteenth century Edoardo
Weiss, (see Migliorino, 2016). Understanding the individual,
conscious and unconscious, reason behind a crime has be-
come therefore an area of increasing and increasingly en-
thusiastic research.

The passage from understanding the reasons — integra-
ting classic psychopathology with psychoanalytic kno-
wledge — to the treatment has been consequential and
forensic psychotherapy has thus been born from the cou-
pling of forensic psychiatry and psychoanalytic and psycho-
dynamic psychotherapy (Cox, 1993; Welldon, 2011).

Here, I would also underline the fact that in medical
sciences, clinical research and clinical therapy are two faces
of the same coin. This means that the more forensic psy-
chotherapy is applied, the more it reveals its potentialities
in understanding the origin of violence in individuals with
the ambitious aim of finding ways to prevent its acting out.

2. Forensic Psychotherapy

Forensic Psychotherapy consists of the psychodynamic tre-
atment of those who have perpetrated a crime or also have
suffered from a crime. By extension, it also concerns all
things that are related to this field. Therefore, supervisions
of forensic therapists, therapeutic groups with workers at
various levels in the field (guards, social workers, nurses, etc)
are within the spectrum and competence of Forensic Psy-
chotherapy. In current clinical practice Forensic Psychothe-
rapy also considers the application of cognitive, behavioural
or systems/family therapy interventions (Riordan, 2017).
It has to be immediately clear that the aim of this psy-
chotherapy is not to condone the crime or excuse the cri-
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minal (Cox 1993; Welldon, 2011). On the contrary, treat-
ment should achieve an assumption of responsibility by the
perpetrator of what she/he has done. This assumption of
responsibility comes out of the psychotherapeutic process
along with the clarification of the individual causes that
gave origin to the crime, linked to the real — conscious and
unconscious — emotions of the individual and their personal
history.

A further peculiarity of this discipline is that while psy-
chotherapy is generally a dual situation (therapist/patient,
therapist/group) and any other presence has to be avoided,
otherwise the relationship can be put at risk, Forensic Psy-
chotherapy is always a triangular situation: therapist/ patient
(or group) and reality. Where reality is represented from
time to time by the Court, the Prison, the family, the pro-
bation rules, the social workers that have a duty to monitor,
the surveillance system, and so on.The most evident con-
sequence of this is that the inner world and the outer world
are always forced into a symmetric position. This means that
the inner world fantasies aim to have a role in the outer
world, the real one, (as happened in the crime). And, vice
versa, the real world in some cases, as it may happen in psy-
chotic individuals, or individuals with psychotic personality
features, may be considered as a phantasmatic world.

It has been widely accepted that one of the characteristics
of psychoanalytic and psychodynamic therapies is self-refe-
rence. Especially in the past, the more orthodox therapists
would not accept any other parallel treatment for their pa-
tients. It is not important if things have changed in technical
psychoanalytical guidelines, but it must be clear that Forensic
Psychotherapy is only one of the treatments and rehabilita-
tion investments, or projects, that the patient, it does not mat-
ter if it 1s an offender or a victim, has undertaken. This is an
important point and it is linked to what has just been ex-
pressed above on the triadic (therapy, patient and society) ex-
perience of Forensic Psychotherapy. The therapist has always
to discriminate what belongs to the inner world and what
belongs to the real world. And he has to do this first with
himself, then with the patient and also with society, repre-
sented by other psy-workers, workers in the field of law (jud-
ges, policemen, lawyers), social workers and so on. The more
the forensic psychotherapist is integrated and collaborative
with the other people and agencies involved in the world of
the patient, of course without abandoning his deontology,
the more he is orientated in the therapy. Feeling him- or
herself to be omnipotent, being the only one that knows the
truth about the patient, can be fatal in this field (Cordess &
Cox, 1993).

Being part of a complex treatment and rehabilitation
system and not being alone also allows the therapist to avoid
being overwhelmed by responsibility and thus allows them
to be able to read through the primitive unconscious de-
fence mechanisms that forensic patients prefer and are ac-
customed to use (Bateman, 1996), and therefore avoiding
the inclination towards acting, avoiding also the trap of col-
lusion.

It has also been stressed that forensic psychotherapeutic
treatment can evoke reactions in the other operators, or in
the staff of agencies and institutions involved. These reac-
tions may come from the unconscious mobilization of the
patient’s projections or from the internal mechanisms of de-
fense of the operators themselves and of the agencies. They
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are elicited in order to reduce increasing anxiety (Mc Gau-
ley & Humphrey, 2003) or simply to avoid the change,
which s, even if expected, always disturbing.

This has to be always considered with the highest at-
tention by the therapist in order to immediately take action
to prevent or treat destabilizations in the other operators
and agencies that eventually may attack and jeopardize the
forensic psychotherapy.

3. The Aim of Treatment

The aim of Forensic Psychotherapy in its specificity is to
develop a better awareness of the patient’s mind and of the
other’s mind, to experience a better awareness of who they
are, what they have done, and how the crime inflicted (of-
fenders) or suffered (victims) has impacted on their mind
and life and what damage it has created, to be able to ex-
perience powerful emotions and to be able to contain
them. Things that eventually can involve a better sense of
identity and a way to avoid psychotic and paranoid solu-
tions (Mc Gauley & Humphrey, 2003).

A more ambitious aim could be to try to relate what
life was before and after the crime. And try to compare the
patient’s inner world to the outer world in relationship with
the crime, particularly with regard to the passage of time
and relating the emotions to the time they actually belong
(Spadaro, 2016).

Benefits for society must be mentioned, and they consist
in a decrease in criminal behaviour, harmful behaviour, risky
expositions, with a concomitant saving of public money.

In the treatment, we recognize many aspects. I describe
the ones that in my opinion must be analyzed: the asses-
sment, the settings, the therapeutic relationship, the evalua-
tion protocols.

A) The Assessment

The assessment of a patient is a necessary procedure. It
can be required by the Court, lawyers or other agencies, or
it can be included in the multi-team working program. Ho-
wever, it is a fundamental step that precedes the eventual
treatment (Carabellese, 2017). Indeed, we must have a per-
ception of his/her psychopathology that is as clear as we
can manage to have, to know his/her capacity to work and
evolve, and to be able to sincerely participate to the thera-
peutic project.Very helpful are the Welldon’s (2011) sugge-
stions regarding the behaviour that the therapist has to
maintain: clarity for the patient regarding the purpose of
the meetings that must be three (in her model); to keep wi-
thing the exact time frame of the meetings; “keep a strai-
ghtforward approach, no too cold not too friendly”,
providing clear information so as to then have a correct
evaluation, listening to the patient but being able to ask di-
rect questions.

There is a general agreement on the efficacy of a clinical
interview (Mc Gauley & Humpbhrey, 2003;Yakeley, 2010, Wel-
ldon,2011). In this case, the capacity of a patient to undertake
an introspective work will be investigated and the assessment
does not differ from the clinical interviews performed in
other settings different from the forensic ones. It is important
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though that in forensic settings some precautions must be
taken. For example, giving more space to the life history of
the patient.A detailed report of the offending behaviour, with
an attempt of classification of the type of violence acted out
by the patient, relating all of it to the associated conscious and
unconscious fantasies, has been suggested (Yakeley, 2010).

‘We must always remember that in most cases the foren-
sic psychotherapist is working along with other figures and
he/she is involved in a multi-team program. Thus, the in-
terview report has to be legible also for people who are not
psychologically and psychodynamically orientated.

The assessment should give us the idea of what type of
forensic patient we have in front of us and whether he/she
can begin forensic psychotherapy, individual or group the-
rapy, or not.

The type of forensic patient is a very generic expression.
However, it proves appropriate because this generality gives
us the possibility of classically categorizing our patients fol-
lowing the current or preferred psychopathology of forensic
psychiatry, or classifying the patient in accordance with psy-
chodynamic theories (and the one to which we are closest),
and also eventually adding a more practical classification
such as the one proposed by Welldon (2011), evaluating the
offence perpetrated: the offence as an equivalent of a neu-
rotic symptom in which there is no financial gain, the “ca-
reerist” offence in which there is a financial gain and there
are the patient’s efforts not to be detected, the oftence as a
manic defence against a deep and underlying depression, a
crime perpetrated to cover a sexual perversion, or, vice
versa, sexual behaviour that stands for hidden violence.

In the assessment, it is also important to validate our cli-
nical interview with all the elements coming from reality:
such as the work of forensic psychiatrists, the court and the
police reports, the reports of the family’s interviews, prison
reports, hospital clinical diaries.

The function of the assessment is to decide: whether
work can be performed with the forensic patient (and what
type of work); to contribute to the multidisciplinary ma-
nagement of the case (Mc Gauley & Humphrey, 2003); to
investigate and identify the defence mechanisms of the pa-
tient’s ego and have a vision, if possible of his/her main
inner-world fantasies and how they are related to the vio-
lence perpetrated or suffered.

B) The Settings

The settings in which the forensic psychotherapy is per-
formed varies widely, depending on many factors. First of
all if it 1s important establish whether he/she is an in-pa-
tient or an out-patient. In the first case, he/she can be ho-
sted in a high-, a medium-, or a low-security hospital. They
can be patients of non-secure in-patient units. Or they can
be out-patients of non-secure units, residential therapeutic
communities or patients managed by forensic units and
teams.

The Italian situation is very peculiar since there are no
longer any long-term psychiatric hospitals and all the secure
hospitals have been recently closed (Carabellese & Felthous,
2016). Forensic patients are either out-patients followed by
day hospitals and national mental health units (Sacco, Losito,
Carabellese, Buzzerio, 1991).
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Or in-patients of residential therapeutic communities
or for the more severe cases of offenders they are in-patients
of special therapeutic communities called REMS (Resi-
denze per la Esecuzione di Misure di Sicurezza). These last
ones are under the control of the Department of Health
and not the Department of Justice. It has to be underlined
also that there is a very long tradition in the Italian Prisons
of the presence of psychiatrists and psychologists working
at different levels, also psychotherapeutically, with prisoners.
This is due to a rehabilitation-orientated value of the sen-
tencing in line with Italian Law (Catanesi, Carabellese &
Rinaldi, 1998). Obviously the setting can be very different
in these difterent types of units in which restraint is the
most important element of reality and it is very different
when the patients are out-patients.

In the first in-patient cases, violence is evidently consi-
dered an evident feature. The attention here not only re-
gards the significance of violence for the patient, and what
it stands for, but also what is left in the personality of the
patient that can be useful for him/her in entering a less pri-
mitive level of mental functioning. It is always important to
stress that the therapist, in order to be able to work, must
have a feeling of being secure in his or her setting (Ker-
nberg, 1992). For those in-inpatients who suffer from severe
disorders and who belong to high- and medium-security
units, speaking of a classical psychodynamic psychothera-
peutic setting has no sense (Minne, 2008). Instead, what is
important is creating a relationship that may provide the
conditions necessary to get along, to work basically toge-
ther, and eventually to feel together, and finally (who knows
when it may happen) to think together.

Very different is the situation with out-patients, in
which violence is not evident but has been acted out in the
past and can be replicated. Generally speaking, the patients
present less severe disorders or less severe symptoms. The
forensic psychotherapy here has better potentialities and a
better prognosis. However, the therapist may feel
herself/himself to be in an uncomfortable situation if
she/he is alone in dealing with the patient. He/she may feel
that his/her main role is the control of violence, feeling re-
sponsible for this, more than understanding the inner and
outer world of the patient. Another factor to be aware of is
that with out-patients, the therapists often risk undereva-
luating the disorder of their patients. With patients that are
subject to probation, trust and confidentiality, both in the
therapist and in the patient, may not be totally sincere, chal-
lenging the effectiveness of the psychotherapy. Again, it is
necessary that forensic psychotherapy must be considered
separately from the evaluation of the patient in terms of his
or her route in coming back to (or beginning, or finding)
a fruitful role in his or her life and in society. This allows
the pair, or the group in cases of group therapy, to be more
open in feelings and emotions. It allows the therapists to at-
tune with the unconscious and conscious psychic manife-
stations of the patient, pushing themselves to negotiate with
him/her on how to approach their inner world. During this
negotiation in this context it is important to avoid the the-
rapists and/or their patients both being overwhelmed with
paranoid, depressive, unbearable and destructive emotions
(Minne, 2003).
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C) The Relationship

Establishing a positive treatment alliance is a necessary con-
dition, even if not sufficient in itself, in performing a good
psychotherapy also in the forensic setting. It is evident that
this not an easy task. Indeed, a positive treatment alliance
means that the therapist and the patient work together to
let the patient improve in his/her relationships, in his/her
external world, in his/her relationship with the internal ob-
jects. A forensic patient has experienced violence and de-
structiveness in his/her history of relationships. If the
transference is authentic (meaning that it is not perverted
or collusive) the therapist will be object of quite the same
types of feelings and emotions, in the range of violence,
rage, destructiveness, despair. The therapist’s countertranfe-
rence can be similarly full of dread, rage, violence, despair,
anguish, paranoid sensations.

Faced with these overwhelming emotions, unconscious
defences such as idealization or denial can be elicited by
both the parts. The devotion to containment by the thera-
pist can lead to a depletion of his/her energies. An eventual
abandoning of the therapy by the exhausted therapist may
lead to catastrophic reactions by the patient, and may jeo-
pardise the trust of the multi-disciplinary team regarding
the effectiveness of the therapy.

Some authors differ among themselves in suggestions
to avoid the above described disturbing and potentially psy-
chic lethal elements. Perelberg (1999) considers the impor-
tance in the capacity of the analyst to perform maternal and
paternal functions. In her theory, being the violence of the
patient a defence towards a maternal fusion with a terrifying
object, she considers the importance of the interpretations,
as an activation of a healthy paternal function, which intro-
duces separation and differentiation. Cartright (2002) con-
siders as essential the therapist’s empathic mirroring of the
patient to establish and reinforce the therapeutic alliance,
warning of precocious interpretations and interventions
that can challenge the idealized self of the patient, thus lea-
ding to negative consequences in the treatment. Some au-
thors (Bateman, 1999; Davies, 1999; Cartright, 2002)
recommend the use of analyst-centred interpretations with
violent patients, a technique through which the analyst at-
tempts to clarify with the patient what he or she feels is
going on in the mind of the analyst.

It is essential to be aware of the feelings or the emotions
in the relationship, and in the transference-countertransfe-
rence relationship. I personally consider useful and less dan-
gerous to explicit to the patient those particular feelings or
emotions, related to the unconscious fantasy in the here and
now situation, and simultaneously timing it to the personal
history of the patient’s existence.

Yakeley (2010) highlights a very interesting point: while
the forensic therapist is accustomed to experience negative
feelings and thoughts, positive feelings and thoughts are often
neglected or ignored. She considers the positive emotions
(warmth, hope, enthusiasm) not only as a reflection of a good
therapeutic alliance and progress, but in her view they can
also be the fruit of a dangerous idealization. This observation
is important and brilliant. However, I think that positive fee-
lings and thoughts are not always necessarily something to
beware of. Without hope and warmth there is no improving
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route. Also, the relationship with a forensic patient has some
important landmarks that we have to bear in mind and that
condition specifically this type of therapy.

The first one is the psychopathology of the patient (it is
not really important whether the patient is an offender or a
victim). Much more than in neurotic patients, or patients
whose violence has been contained in fantasy or transformed
into neurotic symptoms, or even sublimized, the crime, and
the type of violent feature manifested or suffered by the fo-
rensic patient, is the tone that conditions for many years the
therapy. Thus, paranoid patients will use paranoid mental fun-
ction mechanisms. Sadistic patients will try to transform the
therapy in a sadomasochistic relationship. The perverted pa-
tients will try always to pervert the therapeutic relationship
and the meaning of the therapy. The masochistic patient will
always demonstrate a masochistic solution. Psychotic patients
will try to make the therapist mad. A patient in depressive
despair will flood the setting with his or her anguish. And so
on.This is a trend, a monotone trend, that the forensic patient
can maintain for a long, long time, before the psychotherapist
will be able to enlighten other tones in his/her soul. Another
landmark in the forensic therapy is the crime itself, which,
in the offender and in the victim, has functioned as TO. We
can divide, with a benchmark similar to that of the birth of
Christ, the life of our forensic patient as Before the Crime
(bc) and After the Crime (ac). It is important to compare in
the therapy, and with the patient, the two external lives — be
and ac — and his or her phantasmatic atemporal life in his or
her internal world. The timing of the events and the emo-
tions is a fundamental tool that it is necessary for the con-
tainment of violence (Spadaro, 2016) and of its trend to
expand infinitely (Matte Blanco,1975).

6. Evaluation protocols

Here, there is not too much to report and and very much
to do. Many reasons for this. First of all Forensic Psycho-
therapy is a fairly new discipline, and above all, it has been
developed and performed in clinical settings and by clini-
cians more than academics. There is also a traditional reluc-
tance of the psychotherapists in accepting any type of
evaluation protocol. It is something that is considered to be
against one of the foundations of the value and efficacy of
psychotherapy: it being a unique and intimate experience.
Nevertheless, Forensic Psychotherapy needs to develop eva-
luation protocols. It needs this because dealing with the fo-
rensic field and reality, in terms of society, Forensic
Psychotherapy has to give proof of the efficacy of its me-
thods. Let us also clearly say that public opinion, while it is
apparently caring of victims, does not accept, or accepts
with quite strong resistance, the treatment of the oftenders.

Another obvious reason is that the evidenced based ef-
fectiveness of psychotherapeutic treatments for such difhi-
cult disorders has to be plainly indicated in such a difficult
field, which engages so many professionals and social and
economic resources, in order to avoid pseudo-scientific be-
liefs and therapeutic practices validated by habit. One exam-
ple above all is the difficult psychotherapeutic treatment of
personality disorders, which is one of the most controversial
despite the fact that, in the end, its effectiveness has never
been really evaluated (Bateman & Fonagy, 2000).
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4. Conclusions

In the last 30 years a great deal has been written about the
treatment of people who have experienced violence as of-
tenders and/or as victims. Forensic Psychotherapy was born
and has grown as a discipline. Many scientific associations
that gathered clinicians working in this very special field
have been created around the world: among these, the Ita-
lian Society of Forensic Psychotherapy (SIPFo;
www.sipfo.it), as well as an International Society (the In-
ternational Society for Forensic Psychotherapy). However,
there is still a lot to do. The clinical field of Forensic Psy-
chotherapy has enlarged its area of intervention: not only
strongly suggesting the importance of clinical supervisions
of forensic psychotherapists, but also promoting clinical
work with social workers, police people and other workers
in this field, implementing supervisions and counselling
work for agencies and institutions. All this work has to be
structured, evaluated and promoted. Moreover, the shortage
of evaluation protocols has to be filled to make this disci-
pline more widely recognized and essential as it clinically
appears to be. Also, interdisciplinary relations with other
areas, Criminology, Forensic Psychiatry, Law, have to be im-
proved. Finally, a reorganization of all these 30 years of spe-
cific knowledge has to be performed.

However, it must be proudly stated that already Forensic
Psychotherapists are giving humankind the possibility to
bring light into the Heart of Darkness of men and women.
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Abstract

Pharmacotherapy of clinical aggression begins with assessment of the individual regarding the nature of the aggression and
diagnosis. In general psychiatry, but especially in the treatment of criminal offenders, addressing aggressive behavior as well
as the mental disorder is essential for safe and effective treatment. Assessment and pharmacotherapy of impulsive aggression
is informed by diagnosis, identification of evidence-based anti-impulsive aggressive agents (AIAAs), AIAAs risks and side ef-
fects, severity of aggression, prescription parsimony, pharmacotherapy history, and affordability and availability. Pharmacother-
apy of aggression that is secondary to a mental disorder must address both the aggressive behavior and the disorder. Illustrative
examples discussed here are the pharmacotherapy of aggression secondary to bipolar disorder, schizophrenia and psychotic
disorders, and traumatic brain injury respectively.

Key words: aggressive behavior ¢ criminal oftenders ¢ mental disorder ¢ assessment * pharmacotherapy

Riassunto

La farmacoterapia dell’aggressivita di interesse clinico inizia con la valutazione della sua natura e la diagnosi del disturbo che
ne ¢ eventualmente all’origine. E cio nell'interesse dell’efficacia del trattamento e della sicurezza, specie in abito psichiatrico-
forense.

La corretta valutazione e la farmacoterapia dell’aggressivita impulsiva, sono infatti sostenute da un corretto processo diag-
nostico e dalla conoscenza, evidence-based, dei farmaci da utilizzare: 1a loro efficacia, gli eventuali effetti collaterali, il dosaggio
minimo da usare, la loro affidabilita e disponibilita, eventuali trattamenti pregressi, oltre che dall’apprezzamento della severita
della condotta aggressiva.

La farmacoterapia delle condotte aggressive secondarie ad un disturbo mentale, deve necessariamente indirizzarsi al tratta-
mento della condotta e del disturbo che ne ¢ alla base. Qui saranno aftrontati tipici esempi di condotte aggressive secondarie
a disturbo bipolare, a disturbo schizofrenico ed altri dusturbi psicotici, e secondarie a traumi cranici.
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The pharmacotherapy of clinical aggression in criminal offenders

Introduction

Not all aggression is clinical and not all clinical aggression
is best treated with pharmacotherapy. Nonetheless in the
treatment of criminal offenders, aggressive behavior should
be assessed as well as their mental disorder(s), for safe and
effective treatment. Most clinically relevant aggression is
impulsive and may be amenable to pharmacotherapy or
secondary to a mental disorder. Therefore treatment must
begin with an assessment of the nature of the aggressive
behavior as well as other primary psychopathology.

1. Assessment of Clinical Aggression

The aggression of the criminal offender must first be eval-
uated before developing a pharmacotherapeutic strategy
(Felthous, 2013). Of the four basic approaches to the as-
sessment of clinical aggression — diagnostic, behavioral, ac-
tuarial and phenomenological — (Felthous, 2010), the two
most useful approaches for pharmacotherapy are diagnostic
and phenomenological. The diagnostic approach to assess-
ing clinical aggression is criticized as being less accurately
predictive of future violence in comparison with the ac-
tuarial approach, yet it is the most used and most useful
approach in psychiatric practice (Felthous, 2014). For ex-
ample where violent behavior is secondary to mania, once
bipolar disorder is diagnosed treatment with a mood sta-
bilizer quells the manic symptoms including the risk of’
aggressive behavior (El-Mallakh, Roberts, & El-Mallakh,
2008; Felthous, 2010; Moeller & Swann, 2007; Tardiff,
2007).

The second most useful, but probably underused, ap-
proach to the assessment of clinical aggression is phenom-
enological, i.e. assessment of the nature of the aggression
regardless of diagnosis. In theory ontogenetic, in practice
this approach is descriptive and therefore termed phenom-
enological (Felthous, 2010). Phenomenological assessment
addresses the dichotomous distinction between impulsive
and premeditated aggression.

Assessment can be assisted with the structured inter-
view developed by Stanford and Barratt, 1992, or by a ver-
sion modified by Felthous and colleagues (2009), that relies
on written records when the subject is an unreliable in-
formant of his or her violent episodes. The phenomenon
of impulsive aggression, well researched and described in
the scientific literature, corresponds with intermittent ex-
plosive disorder whose criteria has been expanded in
DSM-5.
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2. Pharmacotherapy of Primary Impulsive Aggression

The aggression of criminal offenders is often primary im-
pulsive aggression. Effective treatment and prevention of this
behavior can go a long way towards improving the offender’s
adaptation to society and within prison systems, reducing
physical harm that would otherwise be inflicted upon others
and themselves. Nonpharmacotherapeutic measures, such as
cognitive-behavioral therapy, have been shown to be effective
and are indicated (Deffenbacher, 2003; McClosky, Nobeltt,
Deftenbacher, Gollan, & Coccaro, 2008). Nonetheless opti-
mal treatment often requires the use of an anti-impulsive ag-
gressive agent (AIAA, Felthous, 2013).

The diagnostic approach, i.e., the medical model, in-
forms efficacious treatment of manifestations of the disorder
including abnormal aggression (Felthous, 2010). With the
diagnostic approach, the clinician first assesses the patient’s
mental condition and diagnosis any presenting mental dis-
order, using standardized nomenclature such as that of the
DSM-5 (American Psychiatric Association, 2015). Next an
attempt is made, following the phenomenological approach,
to assess the nature of the aggressive behavior, and the pres-
ence, severity and frequency of rage episodes of impulsive
aggression in particular.

Impulsive aggression is defined as “a ‘hair-trigger’ re-
sponse to a stimulus which results in a sudden agitated state
that lasts from a few minutes to several hours (Elliot, 1990);
the agitation builds to a crescendo and culminates in an ag-
gressive act. During this state, interpersonal communication
appears inefficient, and recall of the related events may be
poor” (Felthous & Barratt, 2003, p. 130).

3. The Pharmacotherapy of Primary Impulsive Ag-
gression

No anti-impulsive aggressive agent (AIAA) has been ap-
proved by the United States Food and Drug Administration
for the treatment of impulsive aggression or intermittent ex-
plosive disorder. Therefore the treating clinician may decide
to first attempt psychotherapy or environmental manipula-
tion (Felthous, 2013). Particularly where the aggression is se-
vere or nonpharmacotherapeutic measures have failed, an
ATAA trial is indicated.

The first step in the treatment of primary impulsive ag-
gression is accurate diagnosis of the condition. Assessment
includes a description of the nature, severity and frequency
of aggressive episodes as well as ideally a diagnosis of co-
occurring personality disorder (Felthous, 2013). Next the
clinician should obtain a medical history and look for prior
use of psychotropic or anti-impulsive aggressive agents, with
attention to their favorable effect or impulsive aggression as
well as any side effects. If an AIAA has been tried before
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with improvement in impulsive aggression, this agent may
be selected as the treatment of choice.

Circumspection is warranted because none of the
AIAAs are FDA approved for impulsive aggression. One
must be especially vigilant against side effects either from
the patient’s history or during the course of treatment.
Monitoring the patient’s condition for reduction in aggres-
sive episodes is important and more easily accomplished
where the patient is imprisoned or an inpatient of a forensic
hospital (Felthous, 2013). If the patient is treated as an out-
patient, engagement of a co-inhabiting collateral source
such as a spouse who can provide ongoing objective reports
is recommended.

Felthous and Stanford (2015) proposed an algorithm for
selecting an AIAA for the treatment of primary impulsive
aggression in individual patients. The critical factors in this
algorithm are: clearly define and characterize the aggressive
behavior, identify those drugs with demonstrated efficacy
in treating primary impulsive aggression through drug trials
of sufficient quality, consider the risks, side effects, and con-
traindication for each AIAA with regard to the patient, as-
sess the severity of the patient’s aggressive outburst, and
identify any co-occurring mental or medical condition that
might also benefit from one of the AIAAs (Felthous & Stan-
ford, 2015).

4. Diagnosis of Primary Impulsive Aggression

The first step, discussed above, is diagnosing primary impul-
sive aggression or its closest DSM condition, Intermittent
Explosive Disorder (American Psychiatric Association,
2013). Its opposite, premeditated aggression, that is not im-
pulsive is not expected to respond to an AIAA (Barratt et al.,
1997a, 1997b). (For further information on the diagnosis of
PIA, the reader is referred to Barratt et al. 1997a, 1997b;
Stanford & Barratt, 1992; Felthous & Barratt, 2003; the
DSM-5 criteria for IED (2013) or a reasonable modification
of the IED criteria such as those used by Coccaro (Coccaro
& Kavoussi, 1997; Coccaro, Kavoussi & Berman et al., 1998;
Coccaro, Lee, & Kavoussi, 2009; Coccaro, 2011).

4.1 The Anti-Impulsive Aggressive Agents (AIAA)

Once impulsive aggression is diagnosed the next question
is which agents are efficacious in treating it. No agent has
been subjected to every phase of research that is necessary
to gain approval by the U.S. Food and Drug Administration
(FDA) for this indication. Nonetheless efficacy of five drugs
has been demonstrated by at least two double-blind control
studies. Felthous and colleagues reviewed the literature and
identified 55 peer-reviewed studies on the pharmacother-
apy of aggression. Each study was assessed using specific
quality measures. Levetiracetam had negative results, so not
all anticonvulsants are anti-impulsive aggressive agents.
Those agents that were shown to be efficacious in at least
two higher quality studies were: fluoxetine, phenytoin, car-
bamazepine/oxcarbazepine, valproate/divalproate, and
lithium (Felthous, Lake, Rundle, & Stanford, 2013). Thus
the selection of the best AIAA for a patient’s primary im-
pulsive aggression would come from these drugs.
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4.2 Risks and Side Effects

Fluoxetine

The steps that follow need not be in any particular order. A
critical consideration is the risks, side effects and contraindi-
cations of each of the AIAAs. Of all the AIAAsS, fluoxetine
has the most favorable side effect profile and is most con-
veniently administered because serum levels and other lab-
oratory tests are not necessary.

As a rule AIAAs, including selective serotonin reuptake
inhibitors (SSRIs) (Goldstein, Carbin, & Sundell, 1997)
should be avoided in pregnant females for the treatment of
PIA because of the risk of fetal abnormalities. Fluoxetine
poses risk so if drug-drug interaction through the P450 sys-
tem. If the patient must take another SSRI AIAA drug with
a risk of drug-drug interaction with fluoxetine the clinician
might well consider sertraline for which there is some, but
less evidence of efficacy and which shows less, yet some
drug-drug interaction via the P450 system. Or the physi-
cian may select another AIAA that does not interact with
the other drug.

Valproate / Divalproex

Compared with lithium and the other anticonvulsant
ATAAs, valproate/divalproex has a favorable side effect pro-
file and would be commonly used for PIA. Because of the
risk of neural tube defects it should not be used to treat im-
pulsively aggressive women in the first trimester of their
pregnancy (Bowden, 2004; Dreifus, Langer, Moline, &
Maxwell, 1989). (Polycystic ovary syndrome is an increase
risk for women treated with valoproate/divalproex.) It is
not recommended for epileptic women with intellectually
development disorder because of their increased risk of
pancreatitis, and it should be used only with caution in of-
fenders with intellectual disability (Buzan, Firestone,
Thomas, & Dubovsky, 1995). Administration together with
other antiepileptics is associated with an increased risk of
hepatic failure. It should be avoided in patients with im-
paired liver functioning (Dreifus et al., 1989; Buzan et al.,
1995). Women should be tested for pregnancy prior to the
administration of valproate/divalproex (Felthous, 2013).

Carbamazepine
As with AIAAs generally carbamazepine should be avoided
in pregnant women due to its heightened risk for low birth
weight and teratogenic effects such as craniofacial deformi-
ties, digital hypoplasia and spina bifida (Jones, Lacro, Johnson
& Adams, 1989; Ketter, Wang, & Post, 2004; Rosa, 1991). As
for valproate/divalproate, women should be tested for preg-
nancy before prescribing (American Psychiatric Associa-
tion, 2002a). Nursing mothers should be advised not to
breastfeed their baby when carbamazepine is prescribed be-
cause it transfers into breast milk at half the concentration
as that in maternal blood (Froescher, Eichelbaum, Niesen,
Dietrich, & Rausch, 1984; Kuhnz et al., 1983). Because of
the risk of carbamazepine-associated hyponatremia, carba-
mazepine and resulting confusion, carbamazepine should
be used with caution, if at all, in elderly patients (Ketter et
al., 2004).

Although not contraindication, some risks require special
vigil and when prescribing carbamazepine: Stephen-Johnson
syndrome, agranulocytosis aplastic anemia (“Carbatrol”, 2003;
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“Tegretaol”, 2003), hepatitis, and impaired cardiac condition
(Ketter et al., 2004), although the latter is less of a risk than
for lithium (Connell, Rappeport, Gordon, & Brodie, 1984;
Jofte, Post, Ballenger, Rebar, & Gold, 1986). Any patient with
a cardiac history should have an EKG before carba-
mazepine/oxcarbazepine is prescribed (American Psychiatric
Association, 2002a). Because patients of Asian ancestry have
an elevated risk of epidermal necrosis and Stephen-Johnson
syndrome (Winner, 2013), an alternative AIAA would be pre-
ferred for this population.

Phenytoin

Phenytoin’s side effects are dose related (Trescher & Lesser,
2008). Because it is prescribed for PIA at a lower dose and
serum level than what is needed for seizure control, the side
effects should be less likely (Felthous, 2013). A side effect
to consider when selecting an AIAA is its impairment of
vitamin D absorption (Trescher & Lesser, 2008) leading to
complications of hypocalcemia such as osteoporosis. For this
reasons phenytoin is not the best AIAA for elderly, nonam-
bulatory, or postmenopausal oftenders. Phenytoin should
not be prescribed for pregnant female offenders because of’
the risk to fetal development because of impaired folate me-
tabolism caused by phenytoin. Phenytoin should not be
coadministered with a contraceptive agent because it can
render contraception ineffective (Trescher & Lesser, 2008),
a concern that is especially applicable to oftenders who are
living in the community. Other side effects to monitor for
include gingival hyperplasia, hirsutism, hypersensitive skin
reaction, coarsening facial features, neurotoxicity and mega-
loblastic anemia (Trescher & Lesser, 2008).

Lithium
Although good evidence supports the use of lithium in the
control of PIA (Campbell et al., 1984, 1995; Malone et al.,
1998; Jones, Arlidge, Gilham, R eagu, van den Bree, & Taylor,
2011; Sheard, Marini, Bridges, & Wagner, 1976). Lithium
should be avoided in the following populations: elderly per-
sons who may be prone to lithium toxicity (Himmelhock,
Neil, May, Fuchs, & Licata, 1980), women (Kirov, 1998), and
patients with a history of thyroid disease (Kusalic & Engels-
mann, 1999). Lithium should be avoided in patients with
renal disease or renal insufficiency because of lithium’s in-
creased risk for renal tubular damage (Gitlin, 1999), diabetes
insipidis (Bendz & Aurel, 1999) and renal insufficiency and
failure (Fenves, Emmett, & White, 1984). Kidney function
can be checked and monitored with periodic serum crea-
tinine levels (American Psychiatric Association, 2002a).
Lithium is FDA-approved for certain mental disorders
even when the patient has cardiovascular disease. It should
however be avoided for the non-FDA approved indication
of PIA (Felthous, 2013) because of its association with atri-
oventricular block (Martin & Piascik, 1985), sinus bradycar-
dia (Stecker, 1994), T-wave changes and ventricular
irritability (Mitchell & MacKenzie, 1982). Lithium should
be avoided where there is the possibility of drug-drug inter-
action with adverse results. Neurotoxicity is associated with
co-administration of lithium and calcium channel blockers
such as diltiazem and verapamil (Dubovsky, Franks & Allen,
1987; Finely, Warren & Peabody, 1995; Helmuth, Ljaljevic,
Ramirez, & Meltzer, 1989; Wright & Jarrett, 1991). When
prescribed together with angiotensin-converting enzyme in-
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hibitors (i.e., antihypertensive agents such as captopril and
lisinopril (DasGupta, Jefferson, Kobak, & Greist, 1992; Finley,
O’brien, & Coleman, 1996), thiazide diuretics (Finley, Warren
& Peabody, 1995), and onsteroidal anti-inflammatory agents
such as ibuprofen and naproxen (Johnson, Seidman, & Day,
1993).If the patient must be prescribed a medicine from one
of these categories, then lithium would not be the AIAA of
choice (Felthous, 2013). In correctional settings but also in
the community psychiatric and medical treatment can be
compartmentalized. Therefore, it behooves all prescribers to
know what other medication the patient is taking. Lithium
can rise to toxic levels.

4.3 Severity of Aggression

Although more research is needed on the pharmacotherapy
of subtypes of primary impulsive aggression, there is some
evidence that Type 1 intermittent explosive disorder re-
sponds to fluoxetine whereas Type 2 may best be treated
with an anticonvulsant AIAA or lithium. Type 1 IED is
manifested by frequent but not physically destructive or in-
jurious aggressive outbursts, a subtype of IED introduced
in DSM-5 (American Psychiatric Association, 2013). Al-
though also including Type 2 IED, Type 1 IED was the in-
clusion threshold for Coccaro’s studies showing efficacy in
the treatment of primary impulsive aggression (Coccaro,
Lee, Kavoussi, 2009; Coccaro & Kavoussi, 1997). Compared
with the other AIAAs, fluoxetine has the most favorable side
effect profile and is most convenient to administer (Felthous
& Standord, 2015), because unlike lithium and anticonvul-
sant AIAAs, regular blood draws for serum levels are not
necessary (Felthous, 2013; Coccaro & Kavoussi, 1997).

If the aggressive episodes are serious, involving destruc-
tion of property and physical injury to other persons, it may
be more prudent to turn directly toward lithium or an anti-
convulsant ATAA (Felthous, 2015).The studies by Barratt and
colleagues showed efficacy of phenytoin in treating PIA with
consequentially severe rage outbursts (Barratt et al., 1997a,
1997).If one AIAA results in no improvement after adequate
trial, the other may be worth a trial. Although not tested em-
pirically fluoxetine and an anticonvulsant AIAA may be more
effective than either alone, fluoxetine affecting serotonin
availability in the frontal lobes (Coccaro et al., 2009), whereas
the anticonvulsant AIAAs adjust the glutamate/GABA bal-
ance in the amygdalae (Stahl & Morrisette, 2014).

4.4 Parsimony

Efficiency is a virtue in prescribing any medication. Espe-
cially when prescribing an AIAA for PIA, an indication not
approved by the FDA, the justification can be increased if
there is a co-occurring disorder in need of treatment for
which an ATAA is approved. An example of a disorder that
commonly co-occurs with mental disorders including PTA
is seizure disorder. This co-occurrence would disfavor the
selection of lithium which is not an anticonvulsant. This
principle of parsimony also applies to the selection of an
anticonvulsant for treatment of a seizure disorder that is co-
occurring with PIA. Levetiracetam would be a disfavored
anticonvulsant because it has no beneficial effect on PIA

199

Rassegna Italiana di Criminologia - 3/2018



Alan R. Felthous ¢ Felice Carabellese

(Mattes, 2008). For co-occurring PIA and seizure disorder,
the selection of an AIAA that offers this “two-for-one” ad-
vantage is limited to phenytoin, carbamazepine/oxcar-
bazepine, and valproate/divalproex (Felthous, 2015).

This principle of parsimony may justify treating a preg-
nant woman’s PIA with an anticonvulsant, if the anticon-
vulsant is an AIAA, and the type and frequency of seizures
do not permit withdrawal of the anticonvulsant before con-
ception (Felthous, 2015). This is because the risk of harm
to mother and fetus is greater than the teratogenic risk of
the anticonvulsant ATAA (Lowenstein, 2013). In this case
precautions can be taken to reduce the teratogenic risk to
the fetus: mono-anticonvulsant therapy, lowest eftective
dose in the first trimester, prescription of folate and oral vi-
tamin K during the last two weeks of pregnancy and in-
jecting the infant with vitamin K intramuscularly at birth
(Beghi & DiMascio, 1986).

All AIAAs except phenytoin have been FDA approved
for treatment of a mental disorder. The presence of such a
disorder affords an opportunity for prescribing one agent
for two mental conditions, impulsive aggression and the dis-
order for which the agent is an FDA approved treatment:
Fluoxetine for depression, obsessive-compulsive disorder,
and bulimia nervosa (Physician’s Desk Reference, 2012),
valproate for mania (Physician’s Desk Reference, 2012).Val-
proate/divalproex, carbamazepine and lithium are mood
stabilizers that are also effective agents for bipolar I and II
disorders, and so are ideal for the treatment of co-occurring
impulsive aggression (Felthous, 2013).

Other conditions for which an AIAA may also be ef-
fective are: panic disorder (Michelson et al., 2001), post-
traumatic stress disorder (van der Kolk et al., 1994),
premenstrual dysphoric disorder (Menkes, Taghavi, Mason,
& Howard, 1993; Perlstein et al., 1997; Steiner et al., 1995;
Su et al., 1993; Su et al., 1997; Wood, Mortola, Chan, Moos-
sazadeh, & Yen, 1992), premature ejaculation (Graziottin,
Montorsi, & Graziottin, 1996) and pain associated with di-
abetic neuropathy (Max et al, 1992), fibromyalgia (Arnold
et al., 2002; Goldenberg, Mayskiy, Mossey, Ruthazer, &
Schmid, 1996) and possibly nightmare disorder (Felthous,
2013), for fluoxetine, epilepsy and migraine headaches for
valproate/divalproex (Physician’s Desk Reference, 2012);
trigeminal neuralgia (Boes et al., 2008), partial and gener-
alized tonic-clonic seizures (Trescher & Lesser, 2008), and
neuropathic pain (Harati & Bosch, 2008) for carba-
mazepine; painful dysesthesias of Fabry’s disease (angioker-
atoma corpus diffusum) (Islam and Roach, 2008) and pain
of glossopharyngeal neuralgia (Boes et al., 2008) by carba-
mazepine as well as by phenytoin; partial and generalized
tonic-clonic seizures (Brodie & Dichter, 1966) and trigem-
inal neuralgia (Boes et al., 2008), for phenytoin; prophylactic
treatment of cluster headaches (Boes et al., 2008, for
lithium. In addition to its mood stabilizing effect, lithium
also has a specific anti-suicide effect (Ahrens & Miiller-Oer-
hinghauseir, 2001).

4.5 Pharmacotherapy History

Important in selecting any psychotropic agent for any men-
tal disorder, but especially important is selecting an AIAA
for primary impulsive aggression, a non-FDA approved
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condition, is obtaining a careful medication history. The
purpose is to find if a particular AIAA has been used before
and was associated with reduction in the impulsive aggres-
sion and with few to no side effects (Felthous & Stanford,
2015). The treating psychiatrist should bear in mind the
possibility that an AIAA was previously prescribed for an-
other indication such as bipolar disorder or seizure disorder.
If from careful questioning it was shown to have resulted
in reduced impulsive aggression, this would favor the agents
selection.

4.6 Affordability and Availability

An important consideration is the selection of any medica-
tion for any condition is whether the patient can afford it
and whether it will be available to the patient. These con-
ditions must be addressed before selecting an AIAA. If an
agent is not available once the patient is transferred back to
a jail or a prison, it may not be administered. A medication
that is not affordable or available to the patient after dis-
charge from the hospital into the community, he will not
be expected to continue to take it (Felthous, 2013).

5. Aggression Secondary to a Mental Disorder

Aggressive behavior that is symptomatic of a specific men-
tal disorder may phenomenologically be primarily impul-
sive, primarily premeditated but with an illness-derived
motivation (e.g., delusion), mixed or both. At any rate the
first approach is to prescribe in order to treat the primary
disorder, as secondary aggression typically improves along
with other symptoms of the disorder (Felthous, 2015).
Where the aggression does not improve, another strategy
can be considered such as adding an AIAA, especially if the
aggression, though secondary, is primarily impulsive. In
some cases the co-occurrence of aggressive behavior can
inform the selection of the agent for treatment of the pri-
mary mental disorder.

5.1 Bipolar Disorder

Manic episodes can be attended by exceptionally aggressive
behaviors, including impulsive aggression that is secondary
to mania (Felthous, 2013). In a study by Quanbeck and col-
leagues, most of those with bipolar disorders who were ar-
rested were manic (74.2%) and/or psychotic (59%) at the
time of their arrest (Quanbeck, Stone, Scott, McDermott,
Altshuler & Frye, 2004). The risk of aggression can be in-
creased with psychosis or substance use (Asnis, Kaplan,
Hundorfean, & Saeed, 1997). Although serious violence
with mania is rare, manic patients are often assaultive or
threatening (Krakowski,Volavka, & Brizer, 1986). Especially
when restrained or when limits are placed on their behav-
ior, patients with mania commonly react with aggression
(Tardiff & Sweillam, 1980). In Fazel’s study of over 3,700
individuals diagnosed with bipolar disorder in comparison
with controls and unaffected siblings, those with bipolar
disorder had an increased rate of violent crime, but exces-
sively violent crime we associated with substance us co-
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morbidity (Fazel, Lichtenstein, Grann, Goodwin, and &
Langstrom, 2010).

Some of the efficacious mood stabilizers are also effica-
cious AIAAs. The risk of assaultiveness subsides pari passo as
the mania is brought under control. Hyperactivity and im-
pulsivity of mania are reduced by both valproate and
lithium (Swann, Bowden, Calabrese, Dilsaver, & Morris,
2002). Hostility appears to be attenuated more effectively
with valproate (Bowden, 2004; Swan et al., 2002). If either
is effective the clinician can change the mood stabilizer to
carbamazepine or topiramate (Moeller & Swann, 2007). In
contrast to the anticonvulsants divalproex/valproate and
carbamazepine, lithium although an effective AIAA for pri-
mary impulsive aggression (Barratt et al., 1997a, 1997b),
phenytoin is not approved as an anti-mania agent. If aggres-
sion is not improved by the mood stabilizer alone risperi-
done may be added (Moeller & Swann, 2007). The
American Psychiatric Association guidelines recommend
the combination of an antipsychotic and a mood stabilizer
such as lithium or carbamazepine as more effective in the
treatment of severe aggression than either such agent alone

(APA, 2002).

5.2 Schizophrenia and Psychotic Disorders

Antipsychotic agents are generally effective in the treatment
of psychosis and schizophrenia, with quelling of any accom-
panying aggressive behavior. Aggressive behavior is most
likely to occur with schizophrenia when the patient is ac-
tively psychotic (Keck, Strakowski, & McElroy, 2000). Al-
though aggressive behavior can result from the psychotic
symptoms themselves such as delusions (Taylor, 1985; Taylor
et al., 1994), much of the aggressive behavior in schizophre-
nia can be described as impulsive (Felthous, 2008; Felthous
et al., 2009). Atypical antipsychotics have been shown to re-
duce the aggressive behavior of psychotic disorders (Keck et
al., 200; Nasralla & Tandon, 2002), more so even than typical
antipsychotics (Chengappa, Goldstein, Greenwald, John &
Levine, 2003; Citrome et al., 2001; Lieberman, 2004).

Several of the studies demonstrating superiority of an
atypical antipsychotic in reducing hostility and aggression
found favorable results with quetiapine (Chengappa et al.,
2003; Lieberman, 2004; Nasrallah & Tandon, 2002). Before
selecting quetiapine however, the clinician must also con-
sider its singular reputation for abuse with an appreciation
of the widespread substance abuse among offender popu-
lations (Eder, 2008; Pina, 2007).

An agent with demonstrated efficacy in reducing hos-
tility in schizophrenic patients is olanzapine, significantly
superior to haloperidol, amisulpride and quetiapine
(Volavka, Czobor, & Derks, et al.,, 2011) and to per-
phenazine and quetiapine in another study (Volavka, Czo-
bor, Citrome, & Van Dorn, 2014). The multicenter CATIE
study showed olanzapine to be significantly more effica-
cious than perphenazine, quetiapine, risperidone, and
ziprasidone in reducing hostility as assessed by the PANSS
Hostility items (Volavka, Czobor, Citrome, and Van Dorn,
2016).The PANSS Hostility item, which may include overt
aggression, is used as a proxy measure of aggression
(Volovka, 2002): A meta-analysis of risk factors in persons
with psychosis estimated that higher hostility scores and
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hostility during the study period were significantly associ-
ated with increased risk of violence (Witt, van Dorn, &
Fazel, 2013).

Prior to recent research favoring olanzapine, risperidone
was emerging as an especially effective antipsychotic agent
in controlling aggression in patients with schizophrenia
(Aleman & Kahn, 2001; Chengappa et al., 2000; Moeller &
Swann, 2007). Like other atypical antipsychotics, risperidone
was thought to reduce aggression by improving executive
functioning, thought processing as well as controlling psy-
chotic thoughts and perceptions that result in behavioral
dyscontrol. If an atypical is ineftective, a typical antipsychotic
can be tried (Felthous, 2013). For schizophrenia associated
with violent behavior that is resistant to treatment, Mor-
risette and Stahl (2016) and Meyer (2016) recommend
high-dose monotherapy of the selected antipsychotic using
plasma levels rather than dosages for titration. Risperidone’s
D, occupancy, for example, can be estimated based on
risperidone’s serum concentration (Uchida, Takeuchi, &
Graff-Guerrero et al., 2011). The usual dose range is 10-20
mg/day (Morrissette & Stahl, 2016), and the recommended
plasma level is within the range 20-60 mg (Kiemke, Bau-
mann, & Bergeman et al., 2011). The FDA approves up to
80 mg/day and very high doses are usually not tolerated
(Morrisette & Stahl, 2016). For olanzapine the minimum
threshold for response is 23.2 mg/ml (Perry, Lund, Sanger
and Beasley, 2001). An estimated 70 mg ng/ml is needed
for 80% D, occupancy (Uchida et al., 2011).The usual dose
range is 10-20 mg./day, and recommended plasma levels
are 20-80 ng/ml (Hiemke et al., 2011). In some forensic
settings the dose administered is as high as 90 mg/day
(Morrisette & Stahl, 2016).A treatment-compliance advan-
tage for both risperidone and olanzapine is that they can
be administered via a long acting depot formulations which
can be supplemented with the oral formulation (Morrisette
& Stahl, 2016). Clozapine is not the first choice because of
its adverse side effect profile including the risk of potentially
lethal agranulocytosis as well as the need for patient coop-
eration with multiple blood draws. However, where other
agents have failed clozapine can often reduce psychotic
symptoms as well as the schizophrenic patient’s impulsively
aggressive behavior (Buckley, Bartell, Donenwirth, Lee,
Torigoe, & Schulz, 1995; Fava, 1997; Glazer & Dickson,
1998; Krakowski, Czobor, Citrome, Bark & Cooper, 2006;
Moeller & Swann, 2007; Rabinowitz, Avnon, & Rosenberg,
1996). Even after controlling for sedation, clozapine directly
reduces long-term violence in patients with schizophrenia
(Chiles, Davidson, & McBride, 1994; Citrome et al., 2001).
In some cases optimal effects are achieved by combining
clozapine with one or more other antipsychotic agents
(Hotham et al., 2016; Meyer, 2016).

No doubt mood stabilizers are often used in combina-
tions with antipsychotic agents to control mood swings in
schizoaffective disorder, but also to control aggressive be-
havior associated with schizophrenia. One study showed
one third of schizophrenic patients were prescribed both
an antipsychotic and a mood stabilizer (Citrome, Levine, &
Allingham, 2000). A mood stabilizer that is commonly co-
prescribed with an antipsychotic in the treatment of schiz-
ophrenia is valproate (Bowden, 2004), and studies show this
can result in improved global functioning (Bogan, Brown,
& Suppes, 2000; Casey et al., 2003; Wassef et al., 2000). Even
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if aggressive behavior is not directly tested, one might rea-
sonably assume that increased global functioning includes
diminished aggressive behavior (Felthous, 2013). Some re-
ports indicate that valproate is associated with reduced
plasma levels of clozapine (Longo & Salzman, 1995) and
olanzapine (Haslemo, Olsen, Lunde & Moldar, 2012). This
raises the possibility of subtherapeutic levels of an antipsy-
chotic agent when valproate is co-administered, unless the
dose of the antipsychotic is increased. Dose and colleagues
found that valproate combined with haloperidol reduced
“hostile belligerence” in the treatment of schizophrenic
psychosis (Dose, Hellweg, Yassouridis, Theison, & Einrich,
1998).

Carbamazepine has been used to treat psychotic and be-
havioral disorders (DeVogelaer, 1981), and it has been found
to diminish aggressive behavior when combined with an-
tipsychotic medication (Okuma et al., 1989). Carba-
mazepine may be an even more potent inducer of
antipsychotic metabolism, requiring a higher dose of the
antipsychotic and plasma antipsychotic levels (Meyer, 2016).

A third mood stabilizer which is also an AIAA has been
shown to reduce aggressive behavior in schizophrenia,
when prescribed in combination with an antipsychotic, in
particular with clozapine (Bender et al., 2004). Of the three
lithium is least likely to induce antipsychotic metabolism
(Meyer, 2016). However its efficacy with other antipsy-
chotics 1s not strongly (?) supported by the literature
(Collins et al., 1991; Wilson, 1993).

6. Traumatic Brain Injury

Several studies have indicated an association between trau-
matic brain injury and criminal or violent conduct (Graf-
man et al., 1996; Sarapata et al., 1998; Freedman &
Hemenway, 2000), the classic example being Phineas Gage
(Harlow, 1848). In one study 33.7% of patients with TBI
showed chronic aggressive behavior (Tateno, Jorge &
Robinson, 2003).

The aggression associated with traumatic brain injury
has been treated with beta adrenergic blockers (Greendyke
& Kanter, 1986; Greendyke, Kanter, Shuster, Verstreate, &
Wootton, 1986, 1989), the evidence provided by Greendyke
and colleagues consisting of double-blind, placebo-con-
trolled studies (Newman & Tardift, 2017). In 1977 Elliot
first described a favorable response to the treatment of TBI
patients with rage outbursts who were prescribed propra-
nolol. Especially, because propranolol and other beta-block-
ers are not FDA approved for treating TBI associated
aggression, “two-for-one” indications may be considered
(Felthous, 2013). Co-occurring conditions that may re-
spond to propranolol providing further justification for its
use in TBI include migraine headaches (Boes et al., 2008;
Silberstein, 2000), tremor from multiple sclerosis (Blublin
& Miller, 2008), neuroleptic-induced akathisia (Kulik &
Wilbur, 1983; Lipinski, Zubenko, Barriera, & Cohen, 1983),
restless leg syndrome (Ekbom, 1965), and familial essential
tremor (Jankovic & Shannon, 2008). Cardiovascular condi-
tions for which beta-blockers are FDA approved are ven-
tricular tachycardia, supraventricular arrhythmias, angina
from coronary arteriosclerosis, and hypertension (Jankovic
& Shannon, 2008).
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As with other agents not approved by the FDA for treat-
ment of clinical aggression, the prescribing physician must
be especially aware of the risks associated with beta-blockers
(Felthous, 2013). Asthma, congestive heart failure, diabetes
and third-degree atrioventricular block are contraindica-
tions. Common side effects are bradycardia, depression, di-
arrhea, fatigue, impotence, nausea and rash (Jankovic &
Shannon, 2008). Neuropsychiatric side effects include
ataxia, behavioral changes, confusion, and respiratory de-
pression (Lublin, & Miller, 2003). Other side effects that can
warrant discontinuation are hypotension, insomnia and
nightmares (Boes et al., 2008).

Side effects such as bradycardia and hypotension were
causes for discontinuations in early studies wherein doses
of propranolol were higher than those commonly used to
treat hypertension (Greendyke, Berkner, Webster, & Gulya,
1989). A recent study provided evidence for anti-aggressive
efficacy with a lower dose; pindolal was prescribed at 3 mg.
three times a day (Caspi et al., 2001).

The generic form of pindolal lends itself to easy titra-
tion. At higher doses pindolol shows partial agonism of in-
trinsic sympathomimetic activity (ISA) resulting in less
bradiocardia and hypotension than occurs with propranolol
(Newman & Tardiff, 2017).

Certain mood stabilizers which have demonstrated ef-
ficacy in the treatment of primary impulsive aggression,
have also been shown to reduce aggression of TBI. Several
studies support the use of carbamazepine (Azouvi, Jokic,
Attal, Denys, Markabi, & Bussel, 1999; Geracioti, 1994,
Horne & Lindley, 1995; Wroblewski, Joseph, Kupfer, &
Kalliel, 1997). Lithium has been used where the aggression
did not subside with haloperidol or propranolol (Haas &
Cope, 1985), but lower doses of lithium are recommended
for TBI associated aggression because of the increased sen-
sitivity of TBI patients to lithium’s side effects (Hornstein
& Seliger, 1989). Because TBI associated aggression is phe-
nomenologically impulsive, the question arises as to whe-
ther other AIAA would be as efficacious, but have not yet
been subjected to drug trials in this population.

Conclusions

An important aspect of providing mental health services
to offenders is the safe and effective pharmacotherapy of
clinical aggression. Aggressive behavior that can subside
with pharmacotherapy is primary impulsive aggression
and aggression that is secondary to certain other mental
disorders. Because no medication is FDA approved to treat
impulsive aggression, the clinicians must give special at-
tention to principles of selecting the most beneficial and
effective ATAA with the least risk for the individual pa-
tient. Of the various mental disorders with the possibility
of secondary aggression, three of the most common and
serious disorders are addressed here — schizophrenia, bipo-
lar disorder and traumatic brain injury — with emphasis
on treating the disorder as well as the disorder’s sympto-
matic aggression.
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Abstract

The progressive process leading to deinstitutionalization of socially dangerous insanity acquittees in Italy seems to have come
to its conclusion. Forty years after the closure of psychiatric hospitals, the latest custodial models regarding forensic psychiatric
patients also gave way to approaches to care and rehabilitation. In our opinion, however, the treatment of the forensic
psychiatric deserves specific profiles in relation to treatments, methods, motivations, objectives, setting.

In this paper, the authors will address the topic informed consent to forensic psychiatric treatment, its relationship with the
security measure and implications for treatment in the judicial context.
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Riassunto

Il progressivo processo di deistituzionalizzazione dei malati di mente autori di reato socialmente pericolosi, sembra essere
giunto infine alla sua conclusione. A quaranta anni circa dalla chiusura degli ospedali psichiatrici anche il modello
custodialistico per 1 pazienti forensi lascia il passo a favore di un modello orientato alla cura ed alla riabilitazione. A nostro
parere tuttavia il contesto forense possiede un suo profilo di specificita che riguarda metodi, trattamento, motivazioni, obiettivi,
setting di cura.

Nell’articolo gli autori affrontano la tematica del consenso al trattamento psichiatrico-forense in corso di misure di sicurezza
ed in differenti contesti giudiziari.
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Introduction

The progressive process leading to deinstitutionalization of
socially dangerous insanity acquittees in Italy seems to have
come to its conclusion. In 1980, psychiatric hospitals were
closed in Italy, but forensic psychiatric hospitals (Ospedali
Psichiatrici Giudiziari, OPGs) remained open and continued
to admit patients. In 2008 the Italian Government issued a
decree establishing the progressive closure of the 6 forensic
psychiatric hospitals. In 2012 Law 9/2012 established that
new small-scale residential facilities (Residenze per I’Ese-
cuzione della Misura di Sicurezza, REMS) should be devel-
oped to admit insanity acquittees showing danger to public
safety, consequently needing a custodial security measure.
Finally, in 2014 Law 81 set deadlines, operational proce-
dures and requested individualized discharge programs for
such patients (Carabellese & Felthous, 2016).

The REMS are part of the Departments of Mental
Health (DSM) of the Italian National Health Service
(INHS), are under the responsibility of the Local Health
and Social Associations (ASSL)'. This nature implies that
the function of REMS is purely healthcare?. On the other
hand, the Italian penal code still determines that the secu-
rity measure involves detention of the patients. We therefore
believe that this provision implies the existence of a custo-
dial profile also within the REMS?®.

The same intentions of change seem to be seen, how-
ever, regarding the treatment of specific types of forensic
patients. Among them, particularly sex offenders, a clinically
heterogeneous group of subjects (Carabellese et al, 2012),
for whom specific treatment projects are entrusted also to
the IHNS.

There is also the varied world of the underage patients
who commit crimes, which was already founded and ad-
dressed on rehabilitation and treatment approaches rather
than punishment. (Aebi & Linde, 2012; Caldwell, 2011).
This population often present with mental disorders
(Green, 2014) whose treatment has been increasingly in-
volving public psychiatric services.

This is not the place to face the difficulties associated
with the transition period that coincides with the closure of

1 1I1DL n.211 del 22.12.2011, convertito in seguito con alcune
modifiche nella Legge n.9 del 2012, all’art 3-ter, co. 3 sancisce
I'esclusiva gestione sanitaria delle REMS.

2 11 DM del 1 ottobre 2012, all’Allegato A stabilisce che le
REMS hanno “funzioni terapeutico/riabilitative e socio/riabilita-
tive”, che la “gestione interna é di esclusiva competenza sanitaria” e
che “la responsabilita della gestione all’interno della struttura é as-
sunta da un medico dirigente psichiatra”.

3 L.26.07.1975 n. 354 (Norme sull’ordinamento penitenziario e
sulla esecuzione delle misure privative e limitative della liberta).
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the OPGs (Carabellese, 2017), nor the heterogeneity of the
approaches and treatment models pertaining to minor of-
fenders and/or sex offenders. The focus of this work is rather
on the question of the right of the individuals to voluntarily
consent or dissent to treatment in the context of forensic
care, given the coercive nature of the placement in the
REMS. In this respect, the Italian legislator appears, at least
in part, to move in the direction of what is foreseen by the
United Nations Convention on the Rights of Persons with
Disabilities (CRPD#), ratified by Italy in February 2009.

We must point out that the Constitutional underpin-
nings of informed consent, which implies a competent, free,
and informed choice preceded by a complete disclosure of
clinically relevant information, also apply within a coercive
measure. This includes the inviolable right to refuse treat-
ment and care.

There are, however, obvious management and medicole-
gal issues that may arise if a REMS internist refused to adhere
to the treatments provided by the Individual Rehabilitative
Therapeutic Rehabilitation Project (PTRI). Considering the
natural course of severe mental illness, refusal of treatment of
adherence problems can emerge at different times and with
different intensity over time. Different types of approaches
may be required in response to such refusal (Carabellese, et
al 2015): acute refusal in the face of a psychotic disruption
with agitation presents intrinsically different profiles and im-
plications than a chronic refusal to adhere to a cure provided
by a safety measure.

The purposes of control and social defense are a specific
mandate in forensic treatment, that inevitably aftects the
medical / patient relationship, making it different from oth-
ers, forcing public health care providers to consider specific
aspects of the forensic contexts (Felthous, 2010), which they
would not otherwise consider, also having a privileged and
to some extent challenging interlocutor to the Judicial Au-
thority (AG).

1. Informed consent to treatment in the REMS

‘Why informed consent to treatment in the REMS has great
ethical, clinical, and deontological implications? A possible
answer underlines two questions: on the one hand we
should consider the coercive nature of the psychiatric se-
curity measure, which entails the concept of medical care
as necessary for the patients’ rehabilitation and recovery, as
well as for containment of the risk of recurrence and crim-
inal behavior. In other respects, there we should consider
the right to self-determination of the patient under the psy-

4 United Nations General Assembly (2007). Convention on the
Rights of Persons with Disabilities and Optional Protocol.
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chiatric security measure, a right that could conflict with
the purposes of the security measure itself, as well as with
the principle of benefit.

The problem therefore lies in how much the right to
self~determination, and possibly refusing to adhere to the
therapeutic measure, may extend and with what limits in
subjects subjected to psychiatric security measures. In trying
to deal with this problem it is useful to recall the address of
the Constitutional Court®, which has determined that in-
formed consent to care is a “fundamental principle of health
protection”, “the true right of the person, founding in the
principles expressed by articles 2, 13, and 32 of the Consti-
tutional Chart”. Following this view, informed consent
could be considered an expression and synthesis of two fun-
damental rights of the person, “that of self~determination
and that of health”®. It is “an expression of conscious ad-
herence to medical treatment proposed by the physician”,
a source of “legitimacy and foundation” of the medical act.
Consequently, in those situations where there is lack of con-
sent, the medical act “is certainly illicit, even when it is in
the patient’s interest”. This approach explains why, in Italy,
the validity of consent lies on the assumption of natural ca-
pacity and not of legal capacity. The natural capacity of the
patient should be assessed on a case-by-case basis, and in
Italy, differently from other European countries, the physi-
cian completely covers it.

Patients affected by severe mental illness, including those
under a coercive psychiatric security measure, are not an
exception to the rule that informed consent is necessary
for any treatment and that treatment can be refused in case
of patients’ dissent. Considering that a valid consent requires
patients’ mental capacity to decide, we need to look at the
real levels of forensic patients’ capacity to accept or refuse
treatment. Nonetheless, an assessment of decision-making
capacity of forensic patients does not appear to be required
by the law (Carabellese, et al, 2017; Mandarelli, et al, 2017a;
Mandarelli, et al, 2017b).

In fact, even in the case of patients coercively admitted
to the REMS informed consent to treatment is a prerequi-
site or legitimizing treatment his/her therapeutic-rehabili-
tative process which should be calibrated on the specific
needs of care (Catanesi, Carabellese, La Tegola & Alfarano,
2013), and inevitably custody that the Health Department
provides through the security measure issued by the judge.

The Italian Law includes only a few exceptions: a) in-
voluntary commitment (TSO) b) involuntary assessment
(AS) c) state of necessity. Nonetheless, Law 81 of 2014 did

5 Corte Costituzionale, Sent. N. 438 del 15.12.2008

6 Corte Costi., Sent. N. 438 del 15.12.2008: “...quello all’auto-
determinazione e quello alla salute, in quanto, se é vero che ogni in-
dividuo ha il diritto di essere curato, egli ha, altresi, il diritto di ricevere
le opportune informazioni in ordine alla natura e ai possibili sviluppi
del percorso terapeutico cui puo essere sottoposto, nonché delle eventuali
terapie alternative; informazioni che devono essere le pini esaurienti
possibili, proprio per garantire la libera e consapevole scelta da parte
del paziente e, quindi, la sua stessa liberta personale, conformemente
all’art. 32, secondo comma, della Costituzione. Discende da cio che
il consenso informato deve essere considerato un principio fondamentale
in materia di tutela della salute, la cui conformazione é rimessa alla
legislazione statale”.
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not foresee anything specific for psychiatric patients under
a security measure’. The judge must moreover preliminarily
try to consider and adopt any alternative measure to deten-
tion in REMS, making the latter the extreme choice after
finding the inadequacy of any other alternative solution.

No change from the outlined scenario is derived from
Law n. 103 of 23 June 2017, aimed at reforming the dual
Italian criminal “dual track system”. Law 103/2017 rede-
fines the “second track” constituted by security measures,
which are greatly diminished in favor of rehabilitative and
therapeutic measures with the slightest possible limitation
of personal freedom, to be implemented within the care
and control (collective protection) framework®.

A verdict of the Tutelary Judge of Reggio Emilia un-
derlines the complexity of the problem’, it established that
involuntary civil commitment should not be invoked in
case of a patient detained in the REMS due to the nature
of the security measure. We are not aware of other similar
judgments that have reiterated the same decision.We deem,
however, that the clinical conditions that motivated such
judgment are particularly frequent in forensic psychiatric

7 L.81/2014 co. 1,let. B:“Il giudice dispone nei confronti dell’infermo
di mente e del seminfermo di mente applicazione di una misura di
sicurezza, anche in via provvisoria, diversa dal ricovero in un ospedale
psichiatrico giudiziario o in una casa di cura e custodia, salvo quando
sono acquisiti elementi dai quali risulta che ogni misura diversa non
¢ idonea ad assicurare cure adeguate e a fare fronte alla sua pericolosita
sociale...”; “Allo stesso modo provvede il magistrato di sorve-
glianza...” Ed ancora:*...il programma documenta in modo pun-
tuale le ragioni che sostengono eccezionalita e la transitorieta del
prosieguo del ricovero” (L.81/2014 co. 8, 1-ter).

8 La Legge differenzia 'applicazione delle misure di sicurezza a
seconda che i soggetti siano imputabili, semi-imputabili e non
imputabili (art. 1, comma 16, lett. c.): Per 1 soggetti imputabili
il regime del doppio binario ¢ limitato ai soli gravi delitti ex
art. 407, comma 2, lett. a) c.p.p.; Per i soggetti semi-imputabili
il doppio binario cede il passo all'introduzione di un tratta-
mento sanzionatorio finalizzato al superamento delle condi-
zioni che hanno diminuito la capacita dell’agente, anche
mediante il ricorso a trattamenti terapeutici o riabilitativi e
P'accesso a misure alternative, fatte salve le esigenze di preven-
zione a tutela della collettivita; Per i soggetti non imputabili
rimangono applicabili esclusivamente misure terapeutiche e
di controllo, determinate nel massimo e da applicare tenendo
conto della necessita della cura, e prevedendo I'accertamento
periodico della persistenza della pericolosita sociale e della
necessita della cura e la revoca delle misure quando la necessita
della cura o la pericolosita sociale siano venute meno. Le
REMS sono destinate inoltre ad accogliere (art.1, comma 16,
lett. d) anche tutti coloro per i quali occorra accertare le re-
lative condizioni psichiche, qualora le sezioni degli istituti pe-
nitenziari alle quali sono destinati non siano idonee, di fatto,
a garantire i trattamenti terapeutico-riabilitativi, con riferi-
mento alle peculiari esigenze di trattamento dei soggetti e nel
pieno rispetto dell’art. 32 della Costituzione. (non so se questa
parte forse si potrebbe mettere nel corpo del testo)

9 Sent.N.602/2012 N.C.:“...non sussiste intrinsecamente al-
cuna esigenza di disporre un trattamento sanitario mediante
ricovero in condizioni di degenza ospedaliere forzose di un
soggetto che ¢ gia ristretto in struttura con duplice natura de-
tentiva e curativa in forza di provvedimento dell’Autorita
Giudiziaria...”.

209

Rassegna Italiana di Criminologia - 3/2018



Felice Carabellese * Mariateresa Urbano * Anna Coluccia * Gabriele Mandarelli

patients who are detained in the REMS (Carabellese,
Rocca, Candelli, Catanesi, 2014).

The legislator’s attitude is based on the indication of the
“favor libertatis”, i.e. giving subjectivity and dignity also to
the mentally ill and socially dangerous, subjected to a secu-
rity measure, and to provide fullness of intent to exercise
the right to self-determination.

There are those who see potential difficulties in equally
respecting fundamental rights that may become conflicting
(Carabellese &Mandarelli, 2017), particularly the patients’
right to self-determination, including refusal of treatment,
and protection of the community, if such denial poses the
consequent risk of aggressive and violent behavior (Simon
& Gold, 2010). In other countries, treatment is compulsory
as well as the security measure in its purely custodial aspect.

In other Countries'® specific rules on forensic care have
been provided, to protect the rights and dignity of offenders
subjected to coercive treatment, as well as to guide and le-
gitimate the healthcare professionals.

2. Informed consent to treatment in other forensic
settings

2.1 Informed consent to treatment of sex offenders

We are now considering informed consent to the treatment
of sex offenders, believing that this population is particularly
explanatory of consent issues in forensic patients. Treating
sex offenders in a forensic setting could imply responding to
opposing needs, which must necessarily be met, and might
therefore require caution by the health care staff involved.

The informed consent to forensic treatment of sex of-
fenders, independently of its nature (psychotherapeutic,
pharmacological, hormonal, socio-rehabilitative) follows a
process that is certainly related to the traditional
medical/patient relationship, but includes expectations, ob-
jectives, information obligations, individual factors, family,
social, cultural-related factors affecting that relationship,
connotating it precipitously. It is understood that, in our
view, health care professionals should know these additional
levels of complexity in the relationship with the sex of-
fender, and take them into account to achieve effectiveness
of forensic treatments. It is well known that sexual offenders
tend to recur in their conduct more frequently than other
offenders (Prentky, Barbaree, & Janus, 2015), although these
are data on which there is no unambiguous convergence
(Harris et al. al, 2011). In Italy, in the decade following year
2000 (Istat,2011), the percentage of formerly criminal con-
victed individuals for a new sexual offense was 3.3%.Those
pedophiles with preference for male pre-teen victims, seem
to have the highest recurrence rates, (up to 35% in 15-year
follow-up period, Harris & Hanson, 2004), compared to
other sex offenders, whose criminal career tends to be more
heterogeneous (Harris, 2009; Lussier & Cale, 2013; Block-
land & Lussier, 2015).

10 For example the UK “Mental Health Act” of 1983, part IT e
part III.
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A treatment-specific aspect to consider is therefore the
need to achieve adequate knowledge of the type of sex of-
fender to be treated. This implies preliminary acquisition of
accurate information, prior to rehabilitation or other treat-
ments. Factors which be assessed include some editable ones
(Henning & Holdford, 2006), which can be a specific target
for the treatment project (Hanson & Yates, 2013), psychoso-
cial and family-related factors, (Bond & Ahmad, 2014; An-
drews & Bonta, 2010; Saleh et al., 2009;), the offender’s
personality structure, with specific interest for psychopathic
personality traits (Hanson, Morton-Bourgon, 2009; Bonta
& Wormith, 2007), sexual interests and sexual fantasies
(Carabellese, Maniglio, Greco, Catanesi, 2011; Maniglio,
Carabellese, Catanesi, Greco, 2011).

A distinct psychopathic component of personality, with
the manipulative attitude that characterizes it (Hare, 1993),
can be an impediment to accept a therapeutic relationship
which could be perceived as a “down” position (Kilgus et
al, 2016), as well as to make a real change. These psycho-
logical features might imply reduced treatability of the of-
fender; thus, they must be specifically assessed and disclosure
of possible treatment risks, possible benefits and limits
should be disclosed when acquiring informed consent.

Many Authors (Parens, 1998; Bloch et al, 1999; Scott &
Holmberg, 2003; Smith, 2005; Sjostrand & Helgesson, 2008;
Grubin & Beech; 2010; Gooren, 2011; McMillan, 2012)
have questioned the validity of consent to the treatment of
sex offenders, believing that they might not be completely
free in their choice. Adhesion to the treatments could be in
fact motivated on the thrust of possible juridical benefits, a
common problem when considering forensic patients.

In some European Countries and in several US States
specific rules provide for the possibility of voluntary hor-
monal and / or surgical antiandrogenic treatments, which
are not necessarily alternative to restrictive measures, based
on specific evidence indicating efficacy in reducing para-
philic thoughts and behavior (Gijs & Gooren, 1996; Losel
& Schmucker, 2005; Schmucker, 2008 Krueger et al, 2009;
Jordan et al, 2011).

In Italy, sex offenders are generally treated with psycho-
logical and socio-rehabilitative approaches. Realizing that
this type of approach can be an alternative to restrictive
measures, the actual motivation of the patient should be
carefully considered.

It is therefore necessary to consider how the process of
acquiring consent to the treatment of sex offenders should
also be based on the availability of information not strictly
related to the treatment, but which may determine both
the validity / invalidity of the consent and an element on
which to focus the treatment itself.

2.2 Informed consent to treatment in_forensic child and adolescent
mental health

The context for the care and treatment of underage offend-
ers, subject to security measures, is particularly complex and
articulated. There are several factors that explain this com-
plexity: age-related cerebral maturation, possible neurode-
velopmental disorders, or other psychiatric disorders,
possible physical and / or emotional distance or lack of at-
tachment and support figures.
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In Italy the parents, or others juridically exerting the
parental authority, are the appointed decision-makers pro-
vided by the Law, as concerning informed consent to treat-
ment of people under 18 years of age. In case of lack of
consent or dissent, TSO and ASO (Articles 33, 34 and 35
L. 833 of 1978) are the only ways to medically intervene
for diagnostic and/or therapeutic purposes, in which it is
possible to overcome the patients’ will. The normative
framework, however, does not make explicit mention of the
minors, but does not exclude them either.

At a regulatory level, consent to care is considered valid
where expressed by a person aged more than 18 years, thus
the ability of minors to give a valid consent is considered
“imperfect and incomplete”. However, if medical interven-
tion significantly aftects the child’s personal integrity and
quality of life, and if there is a conflict between parent /
guardian and a “mature” child/adolescent, the parents’ opin-
ion may not prevail over the will of the minor.

The latest national and international standards'' have
tended to overcome the premise that parents, or those ex-
ercising the parental authority, are the only ones to be able
to exercise the right to express consent to medical acts in-
volving children. Recent regulatory changes lead to consent
being a “unilateral legal act” and not a contractual act; there-
fore, to express a valid consent, the ability to act, which is
subject to age, but the natural capacity which can be present
even in the “mature” minor.

The physician must therefore verify with the means at
his/her disposal the actual consent / dissent of the child and
whether the young patient is able to assume his responsi-
bilities as well as appreciating the consequences of his will
with respect to the specific treatment oftered to him/her.

In this case, the doctor must consider as much as possi-
ble the will of the child evaluating also the context and the
conditions in which it is located. The coercive sanitary pro-
cedures for patients aged under 18 years, must be the ex-
trema ratio, regardless of whether there is parents’ consent.
In the event of a conflict between the will of those exercis-
ing parental responsibility and the minor, and if this can re-
sult in serious injury, the physician is obliged to report it to
the competent authority only after having completed all
attempts to acquire consent. The Juvenile Court is specifi-
cally responsible for the protection of the child even when
the injury is only hypothetical.

The physician has the duty to transmit without delay
the information concerning potential injury to health of an
underage patient to the Public Prosecutor’s Office at the
Juvenile Court. The Public Prosecutor Office, upon receiv-
ing the information, verifies the validity of any prejudices
that may arise in relation to the minor and the actual need
to activate specific protection. The presence of these two
conditions implies the timely intervention of the Juvenile

11 Onu, New York 1989, Convenzione sui diritti del fanciullo,
artt. 3 e 12. Convenzione per la protezione dei diritti del-
l'uomo e della dignita dell’essere umano, Oviedo 1997, artt.
5,6 ¢ 10. Carta dei diritti fondamentali della UE, Nizza 2000,
artt. 1,3 e 24. Carta Costituzionale, artt. 13 e 32. Codice Ci-
vile, artt. 2, 147,333 e 348. Codice di deontologia medica, artt.
29,33 e 34.
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Court, which in turn works with a series of interventions
aimed at protecting the child and sometimes, if necessary,
also with measures aimed at the decay of parental respon-
sibility or at the estrangement of the minor. In cases of ur-
gency, it is also possible to send the report directly to the
Juvenile Court.

In the case of a child considered “mature” by doctors,
therefore capable of appropriate decision-making, the fol-
lowing five situations may arise:

1) The minor and both parents give their consent to di-
agnostic procedures and treatment; in this case you can
proceed according to your agreement with your doctor
without the need to involve the competent court;

2) The child expresses his / her assent, but one or two par-
ents deny consent to diagnostic procedures / treatment;
in this case, the health care provider directs the report
to the Public Prosecutor’s Office at the Juvenile Court
before conducting any further clinical approach;

3) The underage patient, one or two parents refuse and ur-
gently needed psychiatric treatment; in this case, the
health care provider activates the TSO by reporting the
case to the Public Prosecutor’s Office at the Juvenile
Court afterwards;

4) The underage patient dissent with the proposed care,
but both parents give their valid consent; it may be use-
ful, if there are any requirements, to proceed to a TSO
to better guarantee the child; the case is reported to the
Public Prosecutor’s Office at the Juvenile Court;

5) The underage patient dissent to accept care, the parents
give consent to treatment, but there may be likely prej-
udices to the child’s health; there are no conditions of
urgency; in this case, the health care professional reports
to the Public Prosecutor’s Office at the Juvenile Court,
including clarifications on the situation, specifying the
efforts made to obtain the consent of the child, what are
the feared prejudices as well as any suggestions for both
the resolution of the situation and the elimination / re-
duction of prejudices deemed imminent to the minor;

6) About the place of execution of the TSO against a minor,
it should be done considering the age of the subject and
the necessary safeguards, but the law does not provide
any specifics. For these reasons, we think that it is inap-
propriate to use adult psychiatric wards for involuntarily
committed underage psychiatric patients. Following the
acute hospitalization phase, an outpatient project should
be set up to ensure the continuation of care and protec-
tion in suitable spaces even of a residential type.

‘We also believe that the required certifications of pro-
posals and confirmation of a TSO toward a minor should
be performed by specialists in child and adolescent psychi-
atry. The Child and Adolescent Neuropsychiatry Service
must always be involved in the diagnosis and treatment
process during the child’s stay in TSO.The natural reception
center, if present, is just the infantile neuropsychiatry de-
partment as it is adequately equipped to meet the needs of
the child as well as the presence of clinically specific staff.

Summarizing, children and adolescents should be in-
volved in the decision-making process on care and in par-
allel with the verification of the actual mental and cognitive
abilities. A cerebral structural immaturity has been associ-

211

Rassegna Italiana di Criminologia - 3/2018



Felice Carabellese * Mariateresa Urbano * Anna Coluccia * Gabriele Mandarelli

ated with an incorrect assessment of the long-term conse-
quences of their c