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DEREK CHISWICK

Dangerous severe personality disorder:

from notion to law’

The Government'’s legislative proposals on dangerous
severe personality disorder (DSPD) are set out in its
comprehensive White Paper on mental health law reform,
published last year (Department of Health & Home
Office, 2000). It includes ambitious plans for the piloting
of an entirely new service for the assessment and treat-
ment of DSPD. Whether there will be any positive effect
on public safety that is either measurable or confidently
attributable to the proposed law may never be known.

Under the unashamed banner of public protection,
Part Il of the White Paper sets out the arrangements for
those who are said to be DSPD (a term now used as both
noun and adjective). In the Government's brave new
world any citizen with, or suspected of being, DSPD will
be liable to indefinite incarceration through a care and
treatment order imposed by a mental health review
tribunal (MHRT) or a court. Suspected cases can be self-
referred or recommended for preliminary examination by
a carer, general practitioner, criminal justice agency
(police, probation, courts or prison service) or under a
special power of the Home Secretary.

The arrangements will be a modification of those for
the compulsory assessment and treatment of patients
with other types of mental disorder. Preliminary exami-
nation will be followed by a ‘DSPD screening assessment’
carried out by a small specialist team in a ‘suitable
regional NHS secure facility’. If there is sufficient evidence
of DSPD the patient will be transferred to a designated
specialist centre for ‘intensive assessment’ carried out
over 3 months. A MHRT will then authorise detention for
specialist care and treatment, again in a specialist facility.
Confirmed cases of DSPD must be detained for treatment
but discharge from detention depends on a test of public
safety rather than responsiveness to treatment.

Cutting through all the White Paper’s promises of
resources, service developments, training, standard
setting and evaluation, psychiatrists will identify three
consequences of this legislation. First, the law will permit
lifelong detention in hospital of people facing no criminal

charges but whose alleged type of personality disorder
places them at risk of dangerous offending in the future.
Second, the only means of extending the incarceration of
a dangerous prisoner with alleged personality disorder
beyond the maximum imposed by the sentencing judge
will be by detention in a hospital under mental health law.
Third, psychiatrists, particularly forensic psychiatrists, will
have crucial roles in carrying out the assessments;
advising the new MHRTs; and contributing to treatment.
It may be possible for them to sidestep the new role of
clinical supervisor but that role, at least for DSPD
patients, will essentially be titular: crucial decisions will be
taken elsewhere.

The reforms will not apply in the two parts of the UK
with the highest homicide rates, Scotland and Northern
Ireland. Indeed, the Scottish Executive, which has sole
legislative power on this matter north of the border, has
recently published its White Paper (Scottish Executive,
2001) on serious violent and sexual offenders. Legislation
will be based on the findings of the MacLean Committee
(Scottish Executive, 2000) and include special sentencing
procedures for all serious offenders, including those with
any type of mental disorder, based on a comprehensive
assessment of risk rather than on possession of any
particular type, or putative type, of psychiatric condition.
DSPD legislation has no power whatsoever over those
who are dangerous, for example as a consequence of
alcohol or other substance misuse, but who do not have
personality disorders.

Will forensic psychiatrists cooperate in sufficient
numbers to make it all work? Haddock et al (2001, this
issue) surveyed consultants and senior trainees in forensic
psychiatry after publication of the DSPD consultation
paper (Home Office & Department of Health, 1999), but
before that of the White Paper. Only one in three doctors
think that severe personality disorder is an identifiably
distinct condition, and 82% of respondents consider that
current risk assessment procedures are unsatisfactory for
diagnostic purposes. Less than one in five respondents
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think that psychiatrists should take a lead role in the
services and a similar proportion are willing to work in
them. This feeble support, if translated into action, may,
however, be sufficient for the Government to achieve its
aim of piloting the assessment procedure and initiating
treatment at an anticipated rate of 140 secure NHS places
by April 2004.

Parliament will soon be asked to approve a manda-
tory, but unestablished, assessment procedure for a
condition that, by the Government’s admission, is not yet
defined so that an as yet undiscovered treatment can
then be administered. The Government has created a
personality disorder monster that the public wish to see
slain and we can expect Members of Parliament dutifully
to approve the legislation. They should pause to heed
Walker & McCabe's observation on the history of
psychopathy: when a notion “in the minds of philoso-
phers and mad-doctors” becomes an ill-defined term of
art that is then “bundled into the statute-book”, the
resulting trouble “takes half a century to recognise and

remedy, and . . .
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