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The  usability  of  “Organic  Personality  Disorder”  as  a  clinical  concept  in  a  forensic  setting
(I)    Introduction:

Personality  disorder  is  a  major  clinical  issue,  in  forensic  psychiatry,  either  as  a  primary  diagnosis  or  co-morbidity  (Coid  et  al.  1999  &  Tyrer  et  al.  1997).  It is  well  recognised  that  forensic  patients  tend  to  have  higher  “organicity”  (higher  incidence  of  head  injury,  epilepsy,  cognitive  impairment,  neurological  abnormalities  and  illnesses,…etc.) (Martell  1992 Volavka,  1999).  There  is  also  an  association  between  this  organicity  and  particular  patterns  of  behaviour  that  can  prevail  in  forensic  patients  like  aggression,  irritability  and  impulsivity  (Grafman  et  al.  1996).

Biological  factors  are  important  in  understanding  the  aetiology  and  prevention  of “impulsive”  (rather  than  “premeditated”)  violent  acts  (Volavka  et  al.  1992. Raine  et  al.  1998  &  Barratt  et  al.  1997a  &  1997b;).  However,  there  is  an  increasing  realisation  that  violent  criminal  behaviour  and suicide (Mann 1998) results  from  interactions  among  multiple  factors  (Volavka,  1999) such as alcohol  and  substance  abuse,  personality  disorder,  mental  illness,  early  life  experiences,  and  various  brain  disorders.

The  category  of  Organic  Personality  Disorder  (OPD)  has  been  specifically  constructed  to  include  the  “frontal  lobe  syndromes”  (Blumer  &  Benson,  1975)  but  they  are not  the  same.  Individuals  who  survive  frontal  damage  characteristically  show  significant  alterations  in  personality.  Lishman  (1966)  described  lack  of  judgement,  lack  of  foresight,  facetiousness,  disinhibition,  and  euphoria  in patients  with  frontal  lobe  injury.  Further  research  has  confirmed  that  clinical  features  emerging  after  damage  to  the  frontal  lobes  “are  not  unique  to  frontal  lobe  pathology  but  are  seen  more  regularly  and  perhaps  more  strikingly  than  after damage  to  other  cerebral  regions”  (Lishman, 1987;  Blumer and  Benson,  1975 and  Damasio,  1979)    Different  types  of  Frontal  Lobe  Syndromes    have  been  suggested,  which  are  largely  similar  to  the  ones  suggested  by  the  International Classification of Disease Diagnostic Criteria for research 10th edition (ICD-10),  (Tucker,  1994; Yudofsky  and  Silver,  1985;  and  Blumer  &  Benson,  1975).
Three  basic  aspects  are  implicitly  included  in  the  OPD  concept.  These  are:

1. Change  in  personality  (after  the  organic  disorder  compared  with it before).

2. Organic  disorder  to  the  brain.

3. Specific  clinical  picture  (Frontal  lobe  syndrome /OPD).

Therefore,  it  is  a  specific  syndrome  describing  a  "specific"  change  in  personality  (of  a  unique  clinical  picture)  in  the  context  of  a  brain  disorder. In  the  mean  time,  many  clinicians  would  ignore  the  "specific  clinical  picture"  of  the  OPD  syndrome.  This  way  of  looking  at  OPD  makes  it,  as  if,  “any  change  in  personality  after  a  brain  damage”  regardless  of  the  exact  clinical  picture.  This  looks  to  be  the  case  in  the Diagnostic and statistical Manual of the American Psychiatric Association Fourth Edition DSM-IV.

Diagnostic  criteria  of  OPD  (ICD-10):

F07   Personality  and  behavioural  disorder  due  to  brain  disease,  damage, and  dysfunction:

G1:   There  must  be  objective  evidence  (from  physical  and  neurological  and  laboratory  tests)  and/or  history  of  cerebral  disease,  damage  or  dysfunction.

G2:   There  is  no  clouding  of  consciousness  or  memory  deficit.

G3:   There  is  insufficient  evidence  for  an alternative  causation  of  the  personality  or  behaviour  disorder  that  would  justify  its  placement  in  F60-F69.

F07.0   Organic  personality  disorder:

A) The  general  criteria  for  F07  must  be  met.
B) At  least  three  of  the  following  features  must  be  present  over  a  period  of  6  months  or  more:
1) consistently  reduced  ability  to  persevere  with goal-directed  activities,  especially  those  involving  relatively  long  periods  of  time  and  postponed  gratification;
2) one  or  more  of  the  following  emotional  changes;

a) emotional  lability  (uncontrolled,  unstable  ,  and  fluctuating  expression  of  emotions);

b) euphoria  and  shallow,  inappropriate  jocularity,  unwarranted  by  the  circumstances;

c) irritability  and/or  outbursts  of  anger  and  aggression;

d) apathy;

3) disinhibited  expression  of  needs  or  impulses  without  consideration  of  consequences  or  social  considerations  (the  individual  may  engage  in  dissocial  acts  such as  stealing,  inappropriate  sexual  advances,  or  voracious  eating,  or  exhibit  extreme  disregard  for  personal  hygiene);
4) cognitive  disturbances,  typically  in  the  form  of:

a) excessive  suspiciousness  and  paranoid  ideas;

b) excessive  preoccupation  with  a  single  theme  such  as  religion,  or  rigid  categorisation  of  other  people’s  behaviour  in  terms  of  “right” and  “wrong”

5) marked  alteration  of  the  rate  and  flow  of  language  production,  with  features  such  as  circumstantiality,  over-inclusiveness,  viscosity,  and  hypergraphia;
6) altered  sexual  behaviour  (hyposexuality  or  change  in  sexual  preference).
      Diagnostic  criteria  of  “Personality  Change  Due  to  a  General  Medical  

      Condition”  DSM-IV  (American  Psychiatric  Association,  1994):


This   DSM-IV  approach   is  easier  to  follow,  but  it  bears  the  risk  of  confusing  OPD  with  other  psychiatric  disorders  which  could  follow  organic  brain  disorders,  for example  adjustment  disorders,  post  traumatic  stress  disorder,    atypical  affective  disorders  or  atypical  psychotic  disorder.  This  approach  also  ignores  the  clinical  data  about  the  "specific  clinical  picture"  endorsed,  in  the  literature,  over  more  than  a  hundred  years.  It  also  makes  OPD  an  exclusively;  "retrospective  diagnosis".  This  could  mean  that,  until  we  get  a  clear  evidence  of  a  brain  damage,  we  should  not  diagnose  OPD.   On  the  other  hand  relying  on  a  "specific  clinical  picture"  may  bring  the  diagnosis  to  life,  even  before evidence  of  brain  damage  is  identified.

This  research  examines  the  diagnostic  usefulness  of  OPD,  as  a  clinical  concept  in  a  forensic  unit  by making  the  OPD  diagnosis  on  top  of  other  non-organic  diagnoses  e.g.  schizophrenia.

If  preliminary  data  suggests  that,  the  use  of  OPD  while  the  evidence  of  brain  damage  is  still  lacking,  in  a  forensic  setting  could  be  useful,  this  may  encourage  further  research  in  this  area.

(III) Methodology:

Setting:

All subjects  who  participated  in  the  study  were  inpatients  in  the forensic department of St.  Andrew’s  Hospital-Northampton.  St.  Andrew’s  Hospital  is  a  tertiary  referral,  independent,  not  for  profit,  hospital  that  deals  with  “challenging  behaviour”  with most cases  referred  from  the  NHS.  The  Chandos-Pole  division  is  a  medium  secure  unit  of  108  beds  in  five locked wards except  for a  pre-discharge  ward.  The  researcher  and  the  clinical  psychology  assistants  who  carried out  the  interviews  were  based  at  the  unit.  The  researcher  had  been  based  in  the  acute  admission  ward  (Robinson  Ward)  and   a  long  term,  secure,  rehabilitation  ward  (Spencer  South  Ward)  for  chronic  psychosis.

Subjects:

Two  groups  of  eight  patients  were studied because they were able to give informed consent to participate in the research.

Methods:
The  following  research  instruments  were  used;

· ICD-10  Diagnostic  criteria  for  research,  for  OPD.
These  criteria  were  used  after  having  three  changes

(1) As  it  was  decided,  this  research  is  about  the  suitability  of  a " less  restricted  use  of  OPD  concept". The  G1  criterion  (i.e.  the  condition  of  having  an  evidence  of  cerebral  disease,  damage,  or  dysfunction)  in  ICD-10,  was  not  followed.

(2) All  the  “OPD  &  schizophrenia”  Subjects  have  had  features  no.  1  (..reduced  ability  to  persevere  with  goal  directed  activities…),  2  (…..emotional  changes)     and  no.  3  (  disinhibited  expression  of  needs  and  impulses…),  4  ( Cognitive  disturbances  …. In  the  form  of  excessive  suspiciousness ),  plus  at  least  on  extra  listed  feature  of  OPD.  This  is  in  excess  to  the  ICD-10  requirements,  to  reduce  the  uncertainty  about  the  clinical  picture  of  OPD-like  behaviour  in  the  subjects.  Meanwhile  the  other  subjects  failed  to  show  more  than  two  OPD-like  features  in  any  case.

· History  checklist:   a structured  interview designed  to  collect  the  relevant  data  from  both  patients  and  their  key-workers.  The list included demographic and presentation data; personal, medical, medication, drug, forensic histories and data relating to management difficulty.

· Cambridge  Neurological  Inventory  (CNI)  (Chen  et  al.  1995):  a  schedule  constructed  for  standardised  neurological  assessment  of  psychiatric  patients.  It  was  designed  to  help  identify  soft  neurological  signs  and  other  patterns  of  neurological  impairment  relevant  to  neuro-biological  localisation  and  prognosis  in  schizophrenia  and  other  psychiatric  disorders.  Main  parts  include  assessment  of  speech,  eye  movement,  selective  assessment  of  cranial  nerves,  extremity  examinations,  soft  sign  assessment,  and  posture  and  gait  assessment.  It  is  a  standardised  scale  with  tested  validity  and  reliability.
· Wechsler  Adult  Intelligence  Scale,  Revised  (WAIS)  (Wechsler,  1981):  individually  administered  intelligence  scale  for  use  with  adolescence  and  adults.  Comprises  six  verbal  and  five  non-verbal  tests  which  may  be  administered  separately  or  together  to  yield  verbal,  performance,  and  full-scale  IQ  scores.

· National  Adult  Reading  Test  (NART-2)  (Nelson  &  Willison  1991)  a  measure  of  premorbid  intelligence.  It  gives  a  measure  of  IQ  by  assessing  the  ability  to  read  non-phonetic  words,  an  intellectual  function , which  remains  intact  after  dementia,  strokes,  or  head  injury.  It  can  also  be  used  to  assess  the  effects  of  alcohol,  drugs,  or  illness.
· Behavioural  Assessment  of  the  Dysexecutive  Syndrome  (BADS)  (Wilson  et  al.  1996):  The  term  “Dysexecutive  Syndrome”  closely  resembles  the  “Frontal  Lobe  Syndrome”.   BADS  is  a  “six  tests”  battery  that  includes  items  sensitive  to  skills  involved  in  problem solving,  planning,  and  organising  behaviour.  Individual  tests  include  “Temporal  Judgement”,  “Rule  Shift  Cards”,  “Action  Program”,  “Key  Search”,  “Zoo  Map”,  and  Modified  Six  Elements”.
· Millon  Clinical  Multiaxial  Inventory-III  (MCMI-III)  (Millon,  1994):  A  self-report  instrument  designed  to  help  the  clinician  assess  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  Fourth  Edition  (DSM-IV)  (American  Psychiatric  Association,  1994)  related  personality  disorders  and  clinical  syndromes.  It  is  useful  in  assessing  axis  I  and  axis  II  disorders  ,  identifying  personality  disorders  that  underlie  a patient’s  presenting  symptoms.  It  provides  insight  into  14  personality  disorders  and  10  clinical  syndromes.
· Electroencephalography  (EEG).  This  was  carried  out  in  the  wards.  The  analysis  and  the  interpretation of the records was  by  Dr  Hunigsburger,  consultant  Neurophysiologist  of the Neurophysiology  Department  in  Queen  Elizabeth  Hospital  in  Birmingham.
Procedure:

This research was approved by the Local St Andrew’s Research Committee.  Initially  the  wards  were  surveyed  with  the  help  of  the  ward  managers  or  an  experienced  member  of  staff  to  decide  the  names  of  the  patients  who  fulfilled  the  inclusion  criteria  of  the  research.  The  researcher and  the  key-worker  and  both  approached each  patient  to  explain  the  idea  of  the  research.  If  the  patient  agreed  to  proceed, a  written  consent  was  obtained  by  the  researcher.  The  procedure  then  included  three  main  parts  involving  the  patient.  First  the researcher  filled  in  the  patient’s  part  of  the  History checklist  and  applied  the  CNI  by  examination  and  interview  of  every  patient.  In  a  second  part , which  usually  took  more  than  one  session,  psychology  assistants,  employed  in  the research  project,  interviewed  the  patients  to  administer  the  WAIS,  NART,  and  BADS.  In the last session the Neurophysiology  technician did  the EEG.  Meanwhile  the  researcher  interviewed  each  patient’s  key  worker  to  fill  in  the  key  worker’s  part  of  the  History  Checklist  and  discuss  the  OPD  criteria  if  it  applied  to  the  patient  or  not.

Statistics:
Statistical  analyses  were  carried  out  by  SPSS/PC+  programme  V.  9.0.  A probability  significance level  of  0.05  was  used and exact tests were used.

(1) Comparison  between  “continuous”  means  were  made  with  T-test  (2-tailed),  with  Bonferroni  correction  used  for  multiple comparisons.  The  pooled  variance  t-test  was  used,  unless  an  F/test  indicated  a  significant  (</=  0.05)  difference  between  population’s  variance,  when  the  separate-variance t-test  substituted.

(2)
Chi-square  test  was  used  for  the  categorical  data including  Yates’  correction  (Continuity  Correction), Fisher’s  Exact  Test Likelihood  Ratio.
(IV) Results:

Prevalence  of  OPD  in  forensic  wards:

OPD  in  the  acute  admission  ward:  7  out of  22  (31.81%),  which  is  comparable  to  the  OPD  in  Lemanczky  and  Kordacka  (1989)  study.    OPD  in  the  long  stay  rehabilitation  ward  (for  chronic  psychosis):  11  out  of  16  (68.75%).    OPD  in  the  two  wards:  18   out  of  38  (47.36%).  OPD  in  schizophrenic  patients  in  the  two  wards:  16  out  of  30  (53.33%).  The  Schizophrenia  only  group,  three  patients  (37.5%)  had  predominantly  negative  symptoms  of  schizophrenia  while  the  OPD  &  Schizophrenia  group,  five  subjects  (62.5%)  were  predominantly  presenting  with  negative  symptoms.

The  total  forensic  patients  in  the  study:
As  shown  in  tables I  and  II,   the  sample  as  a  whole  shows  some  significant  characteristics  that  reflect  what  is  often  associated  with  forensic  patients  in  the  literature. This  is  consistent  with  previous  studies  indicating  that  forensic  patients  have  relatively  higher  organicity  (Martell,  1992).

Demographic  data  in  the  two  groups:

Further  to  what  is  shown  in  tables  I  to  IV,  the  total  white  subjects,  12  (75%),  included  English,  Welsh  and  Irish  subjects.  The  non-white  4  (25%),  3  of  them  (37.5%)  in  the OPD  &  Schizophrenia  group,  are  Afro-Caribbean. Other  demographic,  social  and  educational  data  are  very  similar.  Patients  have  been  living  in  the  same  environment  and  all  had  been  receiving  medications,  mainly  antipsychotics  (regular  and  prn),  of  very  similar  range.

Differences  between  the  two  groups;  Personal  History:
The  Schizophrenia  &  OPD  group  reported  more  history  of  drug  misuse,   solvents  abuse, head  injury,  and  longer  hospitalisation.  They  were  perceived  by  staff  as more  difficult  to  treat,   more  dangerous  to  themselves  and  to  others,  and had a poorer prognosis.  The  neurological  examination  revealed  more  neurological  symptoms  in  them  on  the  CNI  scale.

The  Schizophrenia  only  group  reported  more  history  of  child  abuse  and  ill  health  during  childhood,  more  history  of  problematic  behaviour  in  childhood,  more  history  of  troubles  at  school,  richer  social  life    in  the  form  of  better relationships  and  better  work  record.  However, they had more  admissions  to  hospitals  but  shorter  periods  of  hospitalisation,  more  history  of  being  on   home  office  restriction  orders  (Sections  41  and  49),  self  criticism   depressive  symptoms   on  the  MCMI  scales.

The  two  groups  showed  no  clinically  significant  differences  on  the  scores  of  the  WAIS,  NART,  BADS,  and   EEG

Table  I:  Continuous  data  of  the  two  groups:

	
	Groups

	
	Schiz
	Schiz & OPD

	
	Mean
	Std Dev.
	Std Er Mean
	Mean
	Std Dev
	Std Er Mean

	Duration  in  hospital  (SAH)

Age

Total period of employment(y)

Tendency to misuse substances

Dangerousness to others

Dangerousness to oneself

Age of onset of illness

Number of admissions

Total period of hospitalisation

Difficulty to treat

Difficulty to manage

Worries about physical health

CNI:  speech,eye & limb mov.

CNI:  soft signs

CNI:  posture & gate

CNI:  total score

WAIS:  verbal  IQ

WAIS:  performance  IQ

WAIS:  full  scale  IQ

NART:  predicted  verbal  IQ

NART:  predicted  perf.  IQ

NART:  predicted full scale IQ

BADS:  standardised  score

BADS:  age corrected  st. score


	3.07(SS)

31.25

3.25

6.38

3.80

3.49

18.75

9.38

8.69

5.96

3.20(SS)

2.15(SS)

7.00(SS)

9.06

1.19(SS)

17.25(SS)

78.38

78.50

77.50

85.75

87.75

85.25

70.50

65.25


	1.4

7.72

3.15

3.02

2.53

2.63

4.34

10.14

5.28

2.24

1.58

1.19

4.24

7.11

1.46

9.72

12.94

9.06

10.76

9.51

9.57

10.38

22.70

25.31


	0.49

2.73

1.11

1,07

0.89

0.93

1.54

3.59

1.87

0.79

0.56

0.42

1.50

2.52

0.52

3.44

4.57

3.20

3.80

3.36

3.38

3.67

8.02

8.95


	4.68

36.5

1.94

6.38

6.00

5.38

18.25

7.38

13.63

7.63

5.50

5.50

15.31

29.88

7.81

53.13

80.25

78.13

78.88

85.00

86.29

85.14

70.57

68.29


	1.25

9.74

3.52

3.74

2.07

1.77

3.69

5.95

11.02

1.60

2.39

3.20

7.22

28.71

6.77

29.42

8.48

6.08

7.68

15.19

14.74

16.25

16.05

19.90


	0.44

3.44

1.24

1.32

0.73

0.63

1.31

2.10

3.90

0.57

0.85

1.13

2.55

10.15

2.39

1.40

3.00

2.15

2.72

5.74

5.57

6.14

6.07

7.52




OPD & Schiz = Schizophrenia  group  with  OPD-like  behaviour

Schiz = Schizophrenia  group

SS  =  Statistically  Significant - P<0.05

Std Dev = Standard Deviation

Std Er Mean = Standard Error of the Mean

Table  2:  Categorical  data  of  the  two  groups:

	Data
	Variables
	Groups
	total

	
	
	Schiz
	Schiz & OPD
	

	Ethnic  groups


	Whites

Non-whites
	7

1
	5

3
	12   (75%)

4   (25%)

	Restriction  order


	Yes

No
	3

5
	1

7
	4   (25%)

12   (75%)

	Family  history  of  schiz.


	Yes

No
	1

7
	2

6
	3   (18.75%)

13   (81.25%)

	Birth  complications
	Yes

No
	1

7
	1

7
	2    (12.5%)

14   (87.5%)

	General  health  as  a   child
	Healthy

Not  healthy
	5

3
	6

2
	11   (68.75%)

5   (31.25%)

	General  psychological  condition  as  a  child
	Happy

Not  happy
	6

2
	5

3
	11   (68.75%)

5   (31.25%)

	History  of  serious  school  problems
	Yes

No
	5

3
	2

6
	7    (43.75%)

9   (56.25%)

	Qualifications  from  school
	Qualified

Not  qualified
	1

7
	2

6
	3    (18.75%)

13   (81.25%)

	History  of  holding  skilful  jobs
	Yes

No
	4

4
	1

7
	5    (31.25%)

11   (68.75%)

	History  of  abuse  during childhood
	Yes

No
	7(SS)

1
	2

6
	9    (56.25%)

7    (43.75%)

	Marital  status
	Single

Married
	6

2
	8

0
	14    (87.5%)

2    (12.5%)

	Established  adulthood  relationships
	Yes

No
	5(SS)

3
	1

7
	6    (37.5%)

10    (62.5%)

	Having  children
	Yes

No
	2

6
	0

8
	2    (12.5%)

14    (87.5%)

	Specific  developmental  disorders
	Yes

No
	4

4
	4

4
	8    (50%)

8    (50%)

	History  of  pervasive  developmental  problems
	Difficult  child

Normal  child
	3

5
	1

7
	4    (25%)

12    (75%)

	History  of  drug  abuse
	Yes

No
	6

2
	7

1
	13   (81.25%)

3    (18.75%)

	History  of  solvents  abuse
	Yes

No
	2

6
	4

4
	6    (37.5%)

10    (62.5%)

	History  of  serious  head  injuries
	Yes

No
	3

5
	5

3
	8    (50%)

8    (50%)

	History of medical disease affecting the brain
	Yes

No
	1

7
	1

7
	2    (12.5%)

14    (87.5%)


OPD & Schiz = Schizophrenia  with  OPD-like behaviour

Schiz = Schizophrenia  group

SS  =  Statistically  Significant   P<0.05

Table  3:   MCMI-III  modified  scores  in  the  two  groups:

	MCMI  dimensions
	BR  Score  =  75  or  more
	Total  out  of  14
	BR  Score  =  85  or  more
	Total  out  of  14

	
	Schiz.  +  OPD

(7)
	Schiz.

(7)
	
	Schiz.  +  OPD

(7)
	Schiz.

(7)
	

	Disclosure
	4
	5
	9
	2
	3
	5

	Desirability
	2
	1
	3
	2
	0
	2

	Debasement
	1
	5
	6
	0
	2
	2

	
	
	
	
	
	
	

	Schizoid
	2
	0
	2
	0
	0
	0

	Avoidant
	3
	3
	6
	0
	1
	1

	Depressive
	5
	6
	11
	3
	5
	8

	Dependant
	6
	6
	12
	1
	2
	3

	Histrionic
	0
	0
	0
	0
	0
	0

	Narcissistic
	2
	2
	4
	0
	1
	1

	Antisocial
	1
	1
	2
	0
	0
	0

	Aggressive / Sadistic
	0
	0
	0
	0
	0
	0

	Compulsive
	0
	0
	0
	0
	0
	0

	Passive  Aggressive
	4
	1
	5
	0
	0
	0

	Self-defeating
	1
	4
	5
	1
	1
	2

	
	
	
	
	
	
	

	Schizotypal
	3
	2
	5
	0
	1
	1

	Borderline
	2
	4
	6
	1
	1
	2

	Paranoid
	1
	1
	2
	0
	1
	1

	
	
	
	
	
	
	

	Anxiety  Disorder
	6
	7
	13
	5
	4
	9

	Somatoform  Disorder
	0
	0
	0
	0
	0
	0

	Bipolar;  Manic
	1
	1
	2
	0
	0
	0

	Dysthymic  Disorder
	3
	5
	8
	0
	0
	0

	Alcohol  dependence
	5
	3
	8
	0
	1
	1

	Drug   dependence
	2
	2
	4
	1
	0
	1

	Post  traumatic  Stress
	2
	1
	3
	0
	0
	0

	
	
	
	
	
	
	

	Thought  Disorder
	1
	1
	2
	0
	0
	0

	Major  Depression
	0
	3
	3
	0
	0
	0

	Delusional  Disorder
	1
	2
	3
	1
	1
	2


BR = Basic Rate

MCMI-III = Millon  Clinical Multiaxial Inventory,  3ed edition

(V) Discussion:

Limitations  of  the  study:
The  study  is  also  non-randomised  with  small  sized  sample.  Uncooperative  and  acutely  ill  patients  were  not  included.  This  has  possibly  reduced  the  positive  results  to  some  extent  as  most  of  the  patients  with  prominent  features  of  OPD-like  behaviour  were  uncooperative.  The  main  researcher  was  not  blind  to  the  diagnoses  of  patients  regarding  groups  but  the  psychology  assistants  were.  This  might  reduce  the  CNI  results  credibility  to  some  extent  as  the  researcher  performed  them.  The  data  obtained  from  patients  about  their  history  and  background  are  retrospective  with  little  room  for  elaboration.  This  sort  of  data  collection  can  be  open  for  bias  and  distortion.  This  study  could  have  higher  validity  if  a  control  group  of  normal  subjects  or    formal  OPD  cases  had been   included.  There  were  no  representatives  from  other  populations  of  psychiatric  patients  e.g.  affective  disorder  or  neurotic  patients. There  were  no  female  patients  included,  which  makes  the  generalisation  of  the  results  more  difficult.

However,  this  is  a  pilot  study  designed  mainly  to  precede  a  larger  study  with  proper  statistical  power.   Analysing  the  results  of  a  pilot study  with  small  sample  shifts  the  focus  towards  the  descriptive  rather  than  the  analytic  data.

The  two  groups  (History):
The  “OPD  &  Schizophrenia”  group  is  relatively  older,  which  can  partially  explain  why  they  tended  to have  more  admissions,  stay  longer  periods  in  mental  hospitals,  and  have  longer  periods  of  illness.  There  are  no  significant differences  in  family  history  of  schizophrenia,  history  of  birth  complications,  physical  health  during  childhood,  and  speech  and  language  development,  history  of  medical  disorders  affecting  the  brain,  and  “substance  abuse”.  This  could  be  possibly  due  to  the  biological  vulnerability  in the case  of  the  "OPD  &  Schizophrenia"  group  because of  the greater  history  of  “head  injury”  and  the  “solvent  abuse”.

Meanwhile  the  “Schizophrenia  only”  group  seems  to  have  more  psychological  and  social  stress  in  the  background.  They  reported  more  child  abuse  in  childhood,  more  serious  disruption  in  school  and  academic  history,  established  more  adult  relationships,  and  more  history  of  marriage  and/or  having  children.  This  may  reflect  that  the  “Schizophrenia  only”  group  is  more  socially  active  and  psychologically  orientated.  The  “Schizophrenia  only”  group  possibly  reflected  this  also  when  they  reported   more  history  of  retaining  skilful  jobs  and  longer  periods  of  employment.

The  two  groups  (staff  assessment):
Staff  pointed  that  "OPD  &  Schizophrenia"  group  is  more dangerous  to  others  and  to  themselves.  This  is  in  contrast  with  that  "restriction  orders"  were  reported  more  often  in  the  “Schizophrenia  only”  group.  This  may  be  due  to  the  fact  that,  the  “Schizophrenia  only”  group  would  be  held  more  responsible  for  their  behaviour  and  amenable  to  benefit  from  "restriction  orders".  This  could  be  due  to  the  fact  that  would  be  found  "fit  to  plead"  more  that  the  "OPD  and  Schizophrenia"  group.   Staff  found  “OPD  &  Schizophrenia”  group  initiated  more  concern  about  their  physical  health,  if  discharged,  mainly  because  of  their  poor  physical  health,  poor  self-care  and  their  tendency  to  fall  easily  into  dangerous  drug  habits.  They  found  the  “OPD  &  Schizophrenia”  group  more  resistant  to  treatment  and more  difficult  to  manage.

The  two  groups  (CNI  &  EEG)
EEG  showed  no difference  between  the  two  groups  as  the  readings  were  dominated  by  the  effect  of  the  drugs.  On  the  other  hand  the  CNI  significantly  differentiated  between  the  two  groups.  The  scale  was  done  while  the  researcher  was  aware of  the  diagnosis  and  bias  is  a  possibility.  However  the  difference  is  consistent  with  other  indicators  of  organic  vulnerability  such  as  “head  injury  and  solvent  abuse”.  It  is  also  consistent  with  the  poor  social  performance  and  resistance  to  treatment  (Smith  et  al.  1999-a  &  1999-b).

The  two  groups  (  WAIS  &  NART):
Neither scale  showed differences  between  the  two  groups  in  the  verbal,  performance,  or  full  scale  IQ.  This  is  consistent  with  similar  findings  in  previous  studies  (Cahn  &  Gould,  1996)  that  OPD  is  not  and  should  not  be  associated  with  decline  in  IQ.  This  has  a  special  clinical  significance  as  it  allows  making  an  OPD  diagnosis  in  patients  with  average  or  even  above  average  intelligence.

The  two  groups  (BADS):
The  total  mean  scores  in  the  two  groups  are  similar.  One  explanation  why  the  BADS  apparently  did  not  show  the  expected  difference  between  the  two  groups  (other  than  the  small  sample  size)  is  that  the  test  tended  in  previous  studies  to  show  similar  result  in  formal  OPD  patients  and  schizophrenia  patients  (Evans  et  al.  1997  &  Wilson  et  al.  1998).  Another  explanation  is  that  IQ  in  the  total  sample  is  less  than  average.  The  usefulness  of  the  BADS  in  schizophrenia  is  better  in  intellectually  intact  patients  (Evans  et  al.  1997).  In  the study by Krabbendam  et  al. (1999)  a  modest  correlation  was  found  between  the  BADS  score  and  the  daily  functioning.  A  repeated  study  with  higher  number  of  subjects  should  establish  more  accurately  the  possible  differences.

The  two  groups  (MCMI-III):

The  MCMI  does  not  test  OPD.  It  was  included  in  this  study  to  find  out  if ,  what  is  regarded  to  be  OPD  to  the  researchers,  could  possibly  be,  to  somebody  else,  another  personality  disorder  or  another  general  psychiatric  disorder.

The  “OPD &  Schizophrenia”  group  showed  no  consistent  characteristic  pattern  of  another  personality    or  general  psychiatric  disorder.

Comparing  the  two  groups,  the  descriptive  data  show  some  difference  of  possible  interest.  The  “OPD  &  Schizophrenia”  group  scores  higher  on  Desirability,  Passive  Aggressive  traits  and  Alcohol  Dependence.  If  this  is  a  genuine  difference  it  could  be  related  to  regressive   social  skills  in  this  group.

The  “schizophrenia  only”  group  scored  higher  on  Debasement,   Depressive  traits  (>85  cut  off  point),  Self-defeating  traits,  Borderline  traits,  Dysthymic  traits,  and  Major  Depression.  These  tendencies  seem  to  be  consistent  with  the  more  elaborate  psychological  content  which  allow  higher  levels  of  self-criticism  and  may  reflect  higher  social  functioning.  The higher  tendency   to  anxious  and  depressed  mood  is  known  to  manifest   in  schizophrenic  patients  when  respond  to  treatment  and  develop  more  insight  into  their  illness.

Usability  of  OPD  :

The  ICD-10  and  DSM-IV  clinical  criteria  state  that,  OPD  can  only  be  diagnosed  in  the  presence  of  “established  history  and/or  other  evidence  of  brain  disease,  damage  or  dysfunction”.  This  is  one  of  the  reasons  why  clinicians  are  making  OPD  diagnosis  mainly  in  brain  injury  units  or  neurological  departments.  OPD  diagnosis  is  usually  made  to  describe  an  obvious  change  in  personality  after  an  acute  brain  disorder.  It  is  usually a  retrospective  diagnosis.
Similar   condition in  diagnostic  criteria  of  Delirium  and  Amnesic  disorder.  Unlike  OPD,  this  usually  does  not  stop  clinicians  from  making  a  provisional  diagnosis  of  Delirium  and  Amnesic  disorder,  based  mainly  on  the  clinical  picture,  even  in  the  absence  of  an  evidence  of  brain  disorder.  The  use  of  OPD  diagnosis,  only  in  brain  injury  units,  and  retrospectively  is  less  than  optimal.
OPD  can  start  in  childhood  after  e.g.  a  head  injury. Those  children  who grow  up  with  OPD  features  should  be  diagnosed  properly,  in  adulthood,  even  if  the  history  of  brain  disorder  become  obscure.   OPD  can  occur  in  the  early  stages  of  a  number  of  illnesses  like  dementia and  Huntington’s  Chorea.  It  would  be  ideal  if  clinicians  could  diagnose  OPD  in  these  early  stages,  especially  in  the  absence  of  that  evidence  of  brain  disorder,  so  it  would  be  used  as  a  "biological  alarm".  OPD  can  occur  secondary  to  a  chronic  brain  disorder  like  repeated  minor  head  injuries.  Clinicians  should  give  the  right  diagnosis  in  such  cases  where  the  history  of  brain  disorder  would  be  usually  less  than  clear.
If  we  speak  about  OPD  features,  and  not  disorder,  they  are  unique  among  other  psychiatric  clinical  pictures.  It  is  also  recognisable  in  a  wide  spectrum  of  situations.  From   clinical  observation,  one  can  identify  the  following  special  situations  (further  to  what  is  already  known  about  brain  injury  patients);

1. Children  especially  between  the  ages  of  2  and  6:  OPD-like  behaviour  seems  to  be  part  of  the  normal  development  of  social  functioning.

2. In  lower  socio-economic  classes  compared  to  middle  classes:  some  OPD  features are  quite  common  in  particular  cultures  which  usually  have  other  characteristics  as  poverty,  crowdedness,  poor  education  and  poor  health  standards.  This  behaviour  like  loudness,  hostility,  reduced  concern  to  the  law  or  public  manners  etc.  seems  to  be  the  cultural  norm  rather  than  an  exception.

3. Comedians  acting:   a  lot  of  comedians  promote  OPD-like  behaviour  as  funny  and  amusing,  after  making  up  the  usual  exaggeration  , e.g.  Ali  G  in  channel  4,  the  cartoon  character  Mr  Simpson,  and  Kathy  Burke  and  Harry  Enfield  in  the  characters  Kevin  and  Perry.  This  sort  of  presentation,  some  times,  induces  some  youths  to  adopt  similar  behaviour.

4. people  under  the  influence  of  drugs  and  alcohol:  this  could  be  the  case  in  acute  or  chronic  intoxication.  The  effect  is  usually  reversible.  Similar  effect  might  take  place  with  marked  physical  tiredness  and  some  chronic  physical  illnesses  or  in  chronic  pain.
5. Some  criminals:  especially  recidivists.  OPD  behaviour  seems  to  be  one  of  the  qualifying  factors  to  play  such  a  role.

6. Patients  with  severe  mental  illnesses:  most  obviously  schizophrenia.

“Developmental”  approach  to  OPD  :

OPD   behaviour  seems  to  be  about  social  adaptation  and  integration.  It  seems  to  be  a  primitive  form  of  social  integration  in  which  the  focus  of  survival  is  the  “individual”  regardless  of  the  group  and  the  individual’s  needs  have  priority  over  the  needs  of  society.  Survival  tactics   are  then  based  on  the  immediate  and  direct  ways,  using  the  instinctual  reflexive  reactions  with  less  use  of  abstract  or  imaginative thinking  or  planning  behaviour.

Brain  insult  appears  to  make  the  person  regress  to  a  primitive  level  of  social  functioning;  temporarily  as  in  substance  misuse,  or  for  longer  periods  in  brain  injury.   Grafman  (1996)  explained  it  further,  in  terms  of  "frontal  lobe",  that:  “when  schema-like  knowledge  (which  would  include  rules  of  social  behaviour),  stored  in  the  frontal  lobes,  is  activated,  it  leads  to  an  inhibition  of  more  primitive  reactions  to  environmental  provocation.  If  social  schema  knowledge  is  less  accessible  (e.g.,  in  the  case  of  frontal  lobe  damage or  dysfunction)  then  generally  inappropriate  social  forms  of  behaviour  ….may  more  easily  emerge  in  potential  or  actual  confrontational  situation”.  "Normally  functioning  frontal  lobes  cortical  circuits  are  critical  to  the  maintenance  of  appropriate  social  behaviour"   (Grafman  et  al.  1996).

Functioning  on  an  OPD  level,  can  possibly  be  seen  as  a  biological  emergency  way  of  survival , which  can  be  used  in  highly  physical  stressful  situations,  e.g.  due  to  brain insult.  This  might  provide  stronger  immediate  protection  to  the  individual  and   improve  survival  chances  in  such  a  difficult  situation.

OPD,  can  be  a   learned  behaviour  too.  Possibly  in  situations  where  the  higher  level  of  social  integration  stops  to  be  rewarding  or  counterproductively  minimises  the  survival  chances.  This  could  be  the  case  in  extreme  poverty  or  highly  stressful  and  corrupt  societies.  If  this  is   the  case OPD  behaviour  might  be  promoted  as  "streetwise",  "realistic"  and  "free  from  the  negative  influence  of  a  corrupted  social  roles".  Some  times  OPD  behavioural  patterns  promoted  as  "funny"  and  "amusing"  e.g.  by  comedians  or  as  "fearless"  and  "tough"  e.g.  by  some  criminals.

So  OPD  might  be  like  IQ  a  mixed,  biological-social,  con

Line  of  "development  and  regression  of  social  integration":

From  a  clinical  point  of  view,  "autistic-like  social  functioning",  "OPD-like  functioning",  "narcissistic  personality-like  functioning"  and  the  "normal  social  integration"  are  four,  clinically  recognised,  levels  of  socialisation  frequently  exhibited  by  people  between  sickness  and  health.
                                                                Development





                                                                  Regression

It  could  be  that  during  normal  development,  the  child  ,  mainly  in  the  first  year,  is  functioning  in  an  autistic-like  way.  The  child  lives  in  his  own  world  with  a  primitive  realisation  of  the  outside  world  significance  and  with  a  selective  acceptance  of  social  support,  which  come  in  one  direction  only.  In  the  following  few  years  the child  functions  at  an  OPD-like  level.  Assimilation  of  the  environment  starts  with  a  growing  realisation  to  its  relevance  and  importance  to  the  child  but  the  utmost  priority  is  still  to  the  child,  and  the  outside  world  is  secondary  to  it.  The  child  now  takes  as  well  as  waits  to  be  given.  It  still  has  a  primitive  understanding  of  its  nature,  not  deeply  involved  into  the  system  and  not  started  yet  the  planning  behaviour.  With  further  development  the  needs  of  the  individual  start  to  merge  into  group  needs  and  then  mutual  satisfaction  between  the  individual  and  a  group  starts to  take  place.  In  the  Narcissistic-like  stage  the  young  teenager,    starts  this  “mutually  satisfying”  social  relationships  but  with  a  touch  of  that  “primitive  self  primacy”  inherited  from  the  autistic  and  OPD  like  stages.  The  teenagers  arrange  the  world  in  a  way  where  he  or  she  is  the  big  centre  and  others  are  the  small  periphery.  They  give  and  take  now,  but  when  they  give  little  they  expect  a  lot  in  return.   In  a  later  stage  the  fully  socially  integrated  would  give  more  than  take  as  in "parents"  and  the  circle  completes.  Those  individuals,  with  normal  social  integration  abilities,  might  even  get  utmost  satisfaction  from  sacrificing  their  needs  for  the  groups’.

In  the  event  of  severe  biological  and  social  stress,  the  individual  loses  the  higher  social  faculties  necessary  to  fully  function  in  social  situations  and  then  regresses  to  the  primitive  narcissistic  or  OPD-like  level.  With  further  deterioration  regression  can  go  further  to  the  autistic  levels  as  it  is  the  case  in  dementia  or  severe  “deficit”  schizophrenia.



Autistic  like  functioning



OPD  like  functioning







Narcissistic  like  functioning










Mature  social  integration


Medical  format  of  OPD:

Putting  OPD  in  the  usual  medical  format,  enables  to  differentiate  between  different  presentations  of  OPD.  It  can  be  provisionally  divided  into  the  following;

Primary  OPD  (not  preceded  be  a  different  type  of  personality):

-   mainly  due  to  biological  stress.

· mainly  due  to  environmental  stress.

· mixed.

Secondary  OPD  (preceded  by  different  type  of  personality  of  higher  and  more  sophisticated  nature):

· mainly  due  to  biological  stress.

· Mainly  due  to  environmental  stress.

· Mixed.

The  two  types  can be

· mild,  moderate or  severe

· Acute/subacute  or  chronic.

Secondary  OPD  in  an  adult  who  used  to  have  a  well  integrated  personality,  would  be  probably  a  sign  of  physical  stress  especially  if  there  was  no  history  of  environmental  stress  to  explain  this  change.  A  primary  OPD  in  a  young  person  coming  from  a  disadvantaged  background,  could  be  associated  with  a  stressful  social  upbringing  as  well  as  possible  biological  disadvantages.  It  looks  like  severe  OPD  feature  will  be  strongly  suggestive  of  organicity.

OPD  and  other  mental  illnesses  :

1-   OPD  picture  as  a  part  of  Psychosis:
Not  all  psychotic  patients  show  features  of  OPD.  Schizophrenic  patients  with  OPD  features  may  be  different  from  Schizophrenics  without  OPD  features.  Identifying  the  OPD  behaviour,  isolating  it  from  the  rest of  the  clinical  picture  and  giving  it  a  name,  is  not  meaningless.    Psychosis  is  a  mixed  stressful  life  situation  of  both  a  biological  and  social  nature.  Isolating  the  OPD  features  in  psychotic  patients  can  help  the  psychiatric  analysis  of  the  psychosis  itself  by indicating  to  how  much  it  damaged  the  social  skills  of  the  patient.  Psychotic  patients  with  OPD  features  are  more  hit  by  psychosis  and  need  more  help  of  a  specific  nature.

2-   OPD  picture  as  a  part  of  chronic  Schizophrenia:

“Schizophrenia  with  OPD  features”  is  not  equal to  “chronic”  schizophrenia  (two  years  or  more).   Some  of  the  patients  with  chronic  schizophrenia,  but  not  all,  show  OPD  criteria.

3-   OPD  picture  as  a  part  of  negative  Schizophrenia:

“Schizophrenia  with  OPD”  is  not  the  same  as  the  “negative  symptoms” of  schizophrenia.  “Negative”  schizophrenia  (or  Deficit State of schizophrenia)  is  a  regressive  state  of    many  functions  including  the  social  skills.  It  seems  that  most  negative  schizophrenia  would  have  OPD  features  or  even  worse  (e.g.  “autistic”  regression).  This  is  consistent  with  studies , which  found  evidence  that  cognitive  deficits  (including  deficits  attributed  to  frontal  lobe  disorder)  in  schizophrenia  contribute  directly  to  impaired  social  functioning  (Addington  and  Addington  1999  and  Dickerson  et  al.  1999).

In  the  mean  time,  OPD  features  can  occur  also  in  “positive”  schizophrenia.  So,  OPD  is  largely  intersecting  with  negative  symptoms  but  they  are  not  the  same.

Conclusion  and  recommendations:

1. Forensic  patients  are  known  to  have  high  organicity  e.g.  of  serious  head  injury.  OPD  is  expected  to  be  one  of  the  consequences.

2. OPD  seems  to  be  under-diagnosed  in  forensic  units.

3. There  is  possible  that  using  OPD  concept  in  forensic  might  lead  to  a  better  assessment  and  management.

4. The  awareness  of  OPD  need  to  be  increased  among  the  staff  in  forensic  wards.

5. There  is  a  place  to  develop  different  models  of  OPD.  Developmental  model  has  been  proposed.

6. Diagnostic  criteria  of  OPD  need  to  be  developed  to  allow  wider  use.

7. OPD  diagnostic  criteria  with  or  without  “organicity”  seem  to  be  able  to  differentiate  a  clinically  unique  group  of  patients.

8. OPD  could  possibly  be  diagnosed  with  other  psychiatric  conditions,  reflecting  an  underneath  organicity  and/or  regression  in  social  functioning  and  adaptation.

9. Further  research  about  OPD  in  forensic  psychiatry  is  needed.

10. There  are  few  scales  that  can  be  used  to  diagnose  OPD.  For  example,  the  Frontal  Lobe  Personality  Scale  (Grace  et  al.  1999),  the  Dysexecutive  Questionnaire  (Wilson  et  al.  1996). They  follow  the  same  neurological  (and  neuropsychological)  model  as  in  ICD-10  and  DSM-IV  i.e.  “secondary  OPD  due  to  obvious  biological  stress”  and  have  been  developed  in  brain  injury  units,  although  the  BADS  has  been  described  as  useful  for  identifying  executive  deficits  in  Schizophrenic  patients  (Evans  et  al.  1997).

11. There  is  a  need  for  further  research  in  OPD  concepts  and  usability  in  different  settings.

12. ICD-10  and  DSM-IV  need  modifying  the  clinical  criteria  of  OPD  and  adding  further  details,  allow  wider  recognition  of  the  condition,  differentiating  its  subtypes  and  its  different  levels  of  severity.
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Diagnostic  criteria  for  310.1  Personality  Change  Due  to……[Indicate  the  General  Medical  Condition]





A  persistent  personality  disturbance  that  represents  a  change  from  individual’s  previous  characteristic  personality  pattern.  (In  children,  the  disturbance  involves  a  marked  deviation  from  normal  development  or  a  significant  change  in  the  child’s  usual  behavioural  patterns  lasting  at  least  one  year). 


There  is  evidence  from  the  history,  physical  examination,  or  laboratory  findings that  the  disturbance  is  the  direct  physiological  consequence  of  a  general  medical  condition.


The  disturbance  is  not  better  accounted  for  by  another  mental  disorder  (including  other  Mental  Disorders  Due  to  General  Medical  Condition).


The  disturbance  does  not  occur  exclusively  during  the  course  of  delirium  and  does  not  meet  criteria  for  dementia.  


The  disturbance  causes  clinically  significant  distress  or  impairment  in  social,  occupational,  or  other  important  areas  of  functioning.





OPD - like  functioning





Normal  social  integral  functioning





Narcissistic Personality - like  functioning 





Autistic - like  functioning  
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