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People with antisocial personality disorders are characterized by lack of morals and affect. They often fail to conform to social norms, repeatedly break the law, are deceitful, impulsive, reckless, disregard the safety of self and others. They are also capable of being aggressive and violent without feeling guilty. According to the DSM-IV-TR Diagnostic
Criteria for Antisocial Personality Disorder (301.7) antisocial personality disorders in (Axis II Cluster B) is characterized by a pervasive pattern of disregard for and violation of the rights of others. These behaviors develop by age 15. The following list allows you a glimpse into the different types of antisocial personality disorders and what they are. 3
Types of Antisocial Character Structure a) Amoral Personalities Amoral extroverts (narcissistic) - Narcissist are characterized by their inflated sense of self and their deep need for admiration. These individuals believe they are superior to others and lack social empathy. However, behind their ultra-confident mask they have very fragile self-esteem
and can be quite vulnerable to criticism. Amoral introverts (schizoid) - People with schizoid personalities are often introverts. They can be withdrawn and solitary. Mostly appearing cold and socially distant they can also be self absorbed, fearing closeness and intimacy. b) Antisocial Impulse Disorder - People with this disorder have a hard time
resisting impulses to perform actions that maybe harmful to themselves or others. Impulsively violent, high tolerance for pain, high risk for drug use, low guilt. ¢) Sadistic Antisocial - Lacks caring and empathy for others, willing and even wants to inflict pain on others for their own pleasure or satisfaction. Their primary defense is dissociation and
omnipotence. Also characterized by their intense need to control and dominate. According to Theodore Millon there are five subtypes of antisocial. A person with this disorder may demonstrate none, one or more than one of the following types of antisocial personality disorders: Covetous antisocial - this is a variant of the pure pattern where the
individual feel that life has not given them their due. They feel denied, deprived and are therefore discontented, envious, seek retribution, are greedy and often derive more pleasure in taking than in having. Reputation-defending antisocial - this includes narcissistic features such as the need to be thought of as flawless, invincible, superior,
indomitable. Overactive to slights. Risk-taking antisocial - histrionic features such as boldness, foolhardiness, impulsive, characterizes this subtype pursues danger, recklessness. Nomadic antisocial - features of this subtype includes, schizoid and avoidant characteristics such as the feelings of being jinxed, ill-fated, doomsday outlook. They feel
excluded, cast aside, and peripheral. These people are often drifters, vagrants, misfits, and wanderers. 5) Malevolent antisocial - features included are sadistic and paranoid. These people are often vicious, malignant, and brutal. They anticipate betrayal and desires revenge. Usually fearless and guiltless. References Share — copy and redistribute the
material in any medium or format for any purpose, even commercially. Adapt — remix, transform, and build upon the material for any purpose, even commercially. The licensor cannot revoke these freedoms as long as you follow the license terms. Attribution — You must give appropriate credit , provide a link to the license, and indicate if changes
were made . You may do so in any reasonable manner, but not in any way that suggests the licensor endorses you or your use. ShareAlike — If you remix, transform, or build upon the material, you must distribute your contributions under the same license as the original. No additional restrictions — You may not apply legal terms or technological
measures that legally restrict others from doing anything the license permits. You do not have to comply with the license for elements of the material in the public domain or where your use is permitted by an applicable exception or limitation . No warranties are given. The license may not give you all of the permissions necessary for your intended
use. For example, other rights such as publicity, privacy, or moral rights may limit how you use the material. Alegria AA, et al. (2013). Sex differences in antisocial personality disorder: Results from the National Epidemiological Survey on Alcohol and Related Conditions. Psychiatric Association. (2013). Diagnostic and statistical manual of mental
disorders (5th ed.). Washington, DC: American Psychiatric Association.Baliousis M, et al. (2019). Executive function, attention, and memory deficits in antisocial personality disorder and psychopathy. A, et al. (2016). A randomised controlled trial of mentalization-based treatment versus structured clinical management for patients with comorbid
borderline personality disorder and antisocial personality disorder. IA, et al. (2016). Classification and treatment of antisocial individuals: From behavior to biocognition. M, et al. (2019). The etiology of antisocial personality disorder: The differential roles of adverse childhood experiences and childhood psychopathology. KA, et al. (2020). Antisocial
personality disorder. K], et al. (2017). Antisocial personality disorder in older adults: A critical review. A, et al. (2020). Characterisation of self-defining memories in criminals with antisocial personality disorder. €nch R, et al. (2020). Should behavior harmful to others be a sufficient criterion of mental disorders? Conceptual problems of the diagnoses
of antisocial personality disorder and pedophilic disorder. L, et al. (2018). A systematic review examining the link between psychopathic personality traits, antisocial behavior, and neural reactivity during reward and loss processing. J, et al. (2016). Offenders with antisocial personality disorder display more impairments in mentalizing. A. (2018).
Antisocial personality as a neurodevelopmental disorder. Dongen JDM. (2020). The empathic brain of psychopaths: From social science to neuroscience in empathy. J, et al. (2018). Prevalence of personality disorders in the general adult population in Western countries: Systematic review and meta-analysis. MM, et al. (2020). Influence of betrayal
trauma on antisocial personality disorder traits. Antisocial Personality Disorder (ASPD) is a mental health condition characterized by persistent patterns of disregard for societal norms, the rights of others, and a lack of remorse for harmful actions. Often misunderstood, ASPD affects not only the individual but also their relationships, communities,
and personal wellbeing. For those in Boston and surrounding areas, addressing ASPD through specialized behavioral health programs, including anger management and recovery-focused treatments, is crucial for effective intervention. This guide delves into the nuances of ASPD, its symptoms, types, and the range of treatment options available to
those seeking recovery, particularly through programs like those offered at Greater Boston Behavioral Health. What Is Antisocial Personality Disorder? Antisocial Personality Disorder is part of the Cluster B personality disorders, which are marked by dramatic, emotional, or erratic behaviors. Unlike fleeting poor decisions or rebellious tendencies,
ASPD involves pervasive and chronic patterns of disregard for social rules and a lack of empathy. This disorder often manifests in childhood or adolescence, with symptoms continuing into adulthood. People with ASPD may have difficulties in maintaining healthy relationships, holding steady employment, or avoiding conflicts with the law. Early
identification and intervention through a mental health program or behavioral health center in Boston can significantly improve the quality of life for affected individuals and their communities. Treatment Options for Antisocial Personality Disorder Although ASPD presents unique challenges, evidence-based treatments can lead to meaningful
improvement. Successful treatment often involves a combination of therapeutic approaches, medication, and structured programs such as Intensive Outpatient Programs (IOPs) or Partial Hospitalization Programs (PHPs). 1. Cognitive-Behavioral Therapy (CBT) CBT helps individuals identify and change harmful behaviors by addressing the underlying
thought patterns driving their actions. It is particularly effective in managing deceitful tendencies and improving impulse control. 2. Dialectical Behavior Therapy (DBT) DBT focuses on emotional regulation, distress tolerance, and interpersonal effectiveness. This approach is ideal for individuals with ASPD who struggle with emotional outbursts and
anger issues. 3. Anger Management Programs For individuals prone to aggression, specialized anger management programs teach techniques to recognize triggers, regulate emotions, and develop healthier ways of responding to frustration. 4. Group Therapy Group therapy fosters a sense of accountability and provides a platform for individuals to
learn from others. These programs, offered through Boston behavioral health services, create a safe space for sharing experiences and building interpersonal skills. 5. Medication Management While no medication specifically targets ASPD, certain prescriptions can manage associated symptoms like anxiety, depression, or aggression. Mood
stabilizers, antipsychotics, and antidepressants are commonly used in treatment plans. 6. Comprehensive Behavioral Health Programs IOPs and PHPs provide structured environments for individuals to receive intensive therapy while maintaining some level of independence. These programs are ideal for individuals requiring more support than
traditional outpatient care offers but who do not need inpatient hospitalization. The Role of Behavioral Health in Boston Access to high-quality behavioral health services is critical for addressing ASPD and its associated challenges. Facilities specializing in behavioral health in Boston provide a combination of therapy, medication, and support
programs tailored to the individual’s needs. A mental health treatment center in Boston can also offer family support services to educate loved ones and strengthen the individual’s recovery network. Programs such as Greater Boston Behavioral Health integrate evidence-based treatments with holistic approaches, ensuring comprehensive care for
individuals with ASPD. Anger Management in Recovery Anger is a common challenge for individuals with ASPD, especially those in recovery from substance abuse. Anger management in recovery programs teach essential skills to manage this emotion constructively, reducing the likelihood of relapse or violent behavior. Techniques often include:
Identifying personal anger triggers. Developing alternative responses to frustration. Practicing mindfulness and relaxation techniques. Engaging in supportive group therapy. Such programs, particularly when incorporated into a broader mental health program, can have a profound impact on recovery outcomes. Final Thoughts Antisocial Personality
Disorder is a serious and often misunderstood condition. However, with the right combination of therapies, support systems, and structured programs, individuals with ASPD can learn to manage their behaviors and build healthier lives. If you or someone you know is struggling with ASPD, reach out to Greater Boston Behavioral Health for
compassionate and effective care. With options such as intensive outpatient programs, partial hospitalization programs, and specialized anger management programs, recovery and improved quality of life are within reach. Call us at (888)278-0716 to learn how we can support your recovery journey! FAQs on Antisocial Personality Disorder What is
Antisocial Personality Disorder (ASPD)? Antisocial Personality Disorder is a mental health condition characterized by a persistent disregard for societal norms, a lack of empathy, and manipulative or impulsive behaviors. It often leads to difficulties in maintaining relationships and legal issues. What are the common symptoms of ASPD? Common
symptoms include: Persistent lying or manipulation. Impulsive behavior and lack of planning. Aggression or violent tendencies. Lack of remorse for harmful actions. Difficulty maintaining stable relationships or employment. How is ASPD treated? ASPD treatment typically involves: Cognitive-Behavioral Therapy (CBT) for behavior modification. Anger
Management Programs to address aggression. Dialectical Behavior Therapy (DBT) for emotional regulation. Structured programs like Intensive Outpatient Programs (IOPs) or Partial Hospitalization Programs (PHPs) for comprehensive care. Can medication help treat ASPD? While there is no specific medication for ASPD, mood stabilizers,
antidepressants, and antipsychotics can manage associated symptoms like aggression or impulsivity. How can anger management programs help individuals with ASPD? Anger management programs teach individuals to recognize triggers, regulate their emotions, and respond constructively to frustration, reducing aggressive behaviors and improving
interpersonal relationships. Antisocial personality disorder is characterized by a pervasive and enduring pattern of disregarding and violating the rights of others, typically emerging in childhood or early adolescence and persisting throughout an individual's life. This disorder significantly impacts interpersonal and occupational functioning, often
leading to profound impairments in overall quality of life. Individuals with antisocial personality disorder frequently engage in criminal behavior and struggle to learn from the negative consequences of their actions. Coexisting psychiatric conditions and substance use disorders are common among those affected, adding to the complexity of the
disorder.This activity on antisocial personality disorder focuses on the underlying etiology, assessment, and treatment of the disorder. The multidisciplinary team managing this personality disorder must collaborate to provide comprehensive care. By equipping healthcare professionals with the knowledge and tools needed to address this complex
condition, the activity aims to enhance overall patient outcomes. Through a thorough understanding of antisocial personality disorder and its management, healthcare providers can better support individuals affected by this challenging disorder and contribute to improved patient well-being. Objectives: Identify the Diagnostic and Statistical Manual of
Mental Disorders Fifth Edition Text Revision diagnostic criteria for antisocial personality disorder.Differentiate antisocial personality disorder from other personality disorders.Apply evidence-based therapeutic interventions for managing antisocial personality disorder, with a focus on improving patients' quality of life and interpersonal relationships
and reducing the risk of legal complications.Communicate with patients, families, and interdisciplinary team members about the diagnosis, prognosis, and management of antisocial personality disorder. Access free multiple choice questions on this topic. Antisocial Personality Disorder (ASPD) is an adult diagnosis characterized by a persistent pattern
of disregard for and violation of others' rights, beginning in childhood or early adolescence. Individuals with ASPD often manipulate others for personal gain, lack empathy, and seldom feel remorse for their actions. They struggle to develop stable interpersonal relationships and experience significant impairments in social and occupational functioning
throughout their lifetime. Legal issues frequently arise from their repeated failure to learn from the repercussions of their behavior, often involving criminal acts.[1]Antisocial behaviors exist on a spectrum. Conduct disorder, a condition specific to childhood, manifests as children and adolescents with a repetitive and persistent pattern of behavior
violating the fundamental rights of others or significant societal norms or rules. Children with conduct disorder exhibit aggression toward people or animals, destruction of property, deceitfulness, theft, or other serious rule violations.[2] Variation exists in the trajectory of youth diagnosed with conduct disorder, with males more likely to progress to
ASPD in adulthood than females.[3][4] Most children with conduct disorder will not develop ASPD, but conduct disorder is a risk factor for developing ASPD.[5] Psychopathy is also a distinct clinical construct.[6] Psychopathy is sometimes viewed as a subtype within the broader category of ASPD as a very severe form of ASPD with a heightened risk of
violence.[6] Robert Hare's Psychopathy Checklist-Revised (PCL-R) serves as an assessment tool designed to measure psychopathic traits, contributing to a more nuanced understanding of the unique characteristics of psychopathy and its connection to ASPD.[7]The roots of our understanding of antisocial personality disorder trace back to the 19th
century when Philippe Pinel (1745-1826), a French physician, and Jean Etienne Dominique Esquirol (1772-1840), a French psychiatrist, made significant observations of individuals exhibiting behaviors consistent with ASPD.[8] Chronic antisocial behaviors and a lack of empathy or remorse are notable features in their descriptions.[9] In the early 20th
century, an American psychiatrist, Hervey Cleckley (1903-1984), and later Canadian psychologist, Robert Hare (1934 -), delved into the concept of psychopathy.[7] Cleckley's seminal work, The Mask of Sanity (1941), laid the foundation for comprehending psychopathy as a distinct psychological construct.[10] The terms "psychopath" and "sociopath”
were often used interchangeably to describe individuals displaying traits associated with ASPD.[11] The Diagnostic and Statistical Manual of Mental Disorders (DSM) initially introduced ASPD in the third edition (1980). Initial emphasis focused on persistent patterns of antisocial behaviors beginning in adolescence or early adulthood. The Diagnostic
and Statistical Manual of Mental Disorders Fifth Edition (DSM-5) revised the diagnostic criteria, highlighting the importance of behaviors that reflect a disregard for the rights of others, which persists through to the current version of the Diagnostic and Statistical Manual of Mental Disorders Fifth Edition Text Revision (DSM-5-TR).[12]The DSM-5-
TR divides personality disorders into clusters A, B, and C. Each cluster encompasses a distinct set of personality disorders with commonalities regarding symptoms, behaviors, and underlying psychological patterns.[13]Cluster A Personality disorders with odd or eccentric characteristicsParanoid personality disorder, schizoid personality disorder, and
schizotypal personality disorderOften exhibit social withdrawal, peculiar or paranoid beliefs, and difficulties forming close relationships Cluster B Comprises personality disorders with dramatic, emotional, or erratic behaviorsAntisocial personality disorder, borderline personality disorder (BPD), histrionic personality disorder, and narcissistic
personality disorder (NPD)Often display impulsive actions, emotional instability, and challenges in maintaining stable relationships Cluster C Personality disorders with anxious and fearful characteristicsAvoidant personality disorder, dependent personality disorder, and obsessive-compulsive personality disorderOften experience significant anxiety,
fear of abandonment, and an excessive need for control or perfectionism Although the historical context involves employing the cluster system, the literature does not consistently validate this approach when addressing personality disorders, revealing limitations.[14]The development of ASPD is multifactorial. Research on the etiology of ASPD is
limited, and high-quality studies specifically investigating its causes are scarce. Several factors likely contribute to the development of ASPD, including genetic predisposition, childhood experiences, and environmental influences. However, the clinical significance of these factors is unclear.[15] Personality Development Personality is a complex
summation of biological, psychological, social, and developmental factors; therefore, each personality is unique, even amongst those affected by a personality disorder. Personality is a pattern of behaviors that an individual develops uniquely in response to constantly changing internal and external stimuli. A person's temperament broadly refers to
consistent biologically based individual differences in behavior and is relatively independent of learning.[16][17] However, temperament develops further through epigenetic mechanisms, namely through life experiences such as trauma and socioeconomic conditions. These are adaptive etiological factors in personality development.[18]

[19] Temperament domains Harm avoidance: Involves a bias towards inhibiting behavior that would result in punishment or non-reward.[20] Individuals with ASPD have low harm avoidance.Novelty seeking: An inherent desire to initiate novel activities likely to produce a reward signal.[21] Individuals with ASPD have a high amount of novelty-seeking
behaviors. Reward dependence: Describes the amount of desire to cater to behaviors in response to social reward cues.[22] Individuals with ASPD have low reward dependence. Persistence: Refers to the ability to maintain efforts and continue with behaviors despite obstacles, frustration, fatigue, or limited reinforcement.[22] Individuals with ASPD
have low persistence and are more prone to abandon their pursuits when encountering challenges. Genetics Genetic studies propose a hereditary component of personality disorders, including ASPD. Twin studies find a monozygotic concordance rate of 67% compared to a 31% concordance rate in dizygotic twins.[23] Family studies estimate that 20%
of individuals with ASPD have a first-degree relative with ASPD.[24] A twin study involving 1048 subjects investigating substance use disorder, ASPD, and disinhibition found a shared common heritability factor of 0.81.[25] Another twin study involving 2794 subjects reveals a 51% common-factor heritability for ASPD behaviors.[26] A large sample of
male children who experienced childhood abuse reveals a functional polymorphism in the gene encoding monoamine oxidase A (MAO-A) that moderately predicts the development of ASPD, with low levels of MAO-A expression more likely to lead to the development of ASPD.[27] Children experiencing the same levels of abuse with the high-activity
variant of the gene are not more likely to develop ASPD.Serotonin may inhibit impulsive and violent behaviors and may mediate some antisocial behavior. A genetic variant in tryptophan hydroxylase is thought to influence 5-hydroxyindoleacetic acid (5-HIAA) concentrations, contributing to low 5-HIAA concentrations in the cerebrospinal fluid.[28] Low
cerebrospinal fluid levels of the major metabolite of serotonin, 5-HIAA, are associated with violent, suicidal, and impulsive behaviors.[29][30] Neurodevelopment Medical conditions, specifically those damaging neurons, are often associated with personality disorders or changes. Examples include head trauma, cerebrovascular diseases, cerebral
tumors, epilepsy, Huntington disease, multiple sclerosis, endocrine disorders, heavy metal poisoning, neurosyphilis, and AIDS.[31] Subclinical injury to the brain in utero due to maternal tobacco smoke exposure or drug use and maternal starvation has been proposed as a predisposing factor for antisocial behavior.[32] Chemicals generated from
tobacco and lower oxygen levels may contribute to neuronal injury in the developing fetus.[33][32] Family and Psychosocial Factors Various psychoanalytic factors contribute to the development of personality traits and disorders. These include unconscious processes, early childhood experiences, and the influence of internal conflicts.
[34]Psychoanalyst Wilhelm Reich (1897-1957), an Austrian physician, contributed significantly to understanding defense mechanisms and their relationship to personality types. He introduced the concept of "character armor," which refers to defense mechanisms that develop within individuals to alleviate cognitive conflict arising from internal
impulses and interpersonal anxiety.[35] For instance, those with antisocial tendencies tend to develop the defense mechanisms of displacement, denial, projection, rationalization, and regression.[36]Parenting styles are likely to contribute to the development of ASPD. Adult antisocial personality traits are associated with experiences of parental
neglect and abuse.[37] Children who experience abuse or neglect may be more predisposed to the development of ASPD.[38]One study estimates that 14% to 21% of adults who report abusing their children are affected by ASPD.[39] Child and adolescent peer relations also impact personality development. Youth with traits of conduct disorder are
more likely to engage with peers with similar qualities, with peer conflict identified as a key mechanism for future antisocial behavior.[40][41] The role of exposure to violent media through television, music, and video games is a common concern. Current data is conflicting but suggests patients who are prone to developing ASPD will likely develop
ASPD despite exposure to violence in media.[42][43][44]The estimated prevalence of ASPD in the general population is 2% to 3%. These estimates lack data on individuals who are incarcerated or institutionalized. Studies of incarcerated individuals in the late 1990s reveal rates of ASPD in male inmates of 80% and up to 60% among female inmates.
[45] The prevalence of ASPD in prisons may be declining in the US due to increasingly harsh sentencing laws. A recent study reveals an incidence of ASPD of 35% in incarcerated males.[46] The National Epidemiologic Survey on Alcohol and Related Conditions found the risk of ASPD was 3 times greater in males than females.[47] Some estimates
place the risk at 5 times greater.[48] The prevalence of ASPD in patients with alcohol use disorder ranges between 16% and 49%.[45] Homelessness is also associated with the presence of ASPD. Possibly as a consequence of the inability to pay rent, maintain a job, and substance use disorders. ASPD results in a lower socioeconomic status. Higher
education has a negative correlation with ASPD, with a higher prevalence of ASPD amongst those with lower IQs and reading levels.[48][49][50]Additional psychiatric disorders like substance use disorder, mood and anxiety disorders, attention deficit hyperactivity disorder (ADHD), learning disorders, gambling disorders, and other personality
disorders like BPD are commonly associated with ASPD. Underarousal of the autonomic nervous system is the suggested underlying pathophysiology for some individuals with ASPD. This hypothesis proposes that individuals with ASPD require higher sensory input to produce normal brain functioning than normal subjects, causing affected individuals
to seek higher sensory input to raise their arousal levels to more tolerable amounts. The result may be a higher risk tolerance for situations with higher arousal.[51][52] Findings to support this suggestion are lower pulse rates, lower skin conductance, and increased amplitude on event-related potentials in patients with ASPD.[30][53] Furthermore,
nearly 50% of individuals with ASPD exhibit various electroencephalogram (EEG) abnormalities, including more slow-wave activity.[52][54] Individuals with ASPD have a higher occurrence of minor facial abnormalities and, in childhood, have a higher occurrence of learning disorders, attention deficit and hyperactivity disorder, and persistent
enuresis.[52][54]Researchers have uncovered additional findings on central nervous system (CNS) imaging, unveiling abnormal CNS functioning associated with ASPD. The prefrontal cortex, the superior temporal cortex, the amygdala-hippocampal complex, and the anterior cingulate cortex are likely involved.[55] Examples of these findings
include:Individuals with a violent military history exhibit low glucose metabolism in the right temporal lobe on positron emission tomography (PET).[56]A study comparing 21 individuals with ASPD to 34 control subjects showed reduced prefrontal gray matter compared to control subjects on structural magnetic resonance imaging (MRI).[57]In a study
comparing 18 men with ASPD and psychopathy to healthy controls, a smaller orbitofrontal cortex volume was observed using structural MRI.[47]The presentation of ASPD is variable. Therefore, obtaining a thorough history of the condition, medical history, and social history is essential. A history of childhood behavior is necessary as there must be
evidence of conduct disorder to diagnose ASPD. Approximately 80% of patients with ASPD exhibit antisocial traits by age 11, although some occur as early as preschool years.[58] Common childhood behaviors include fighting, conflict with parents and authority, stealing, vandalism, fire setting, cruelty to animals, school behavioral problems, poor
academics, and running away.[58] Asking an adult with suspected ASPD about exposure to the juvenile detention system or other early-life criminal activity can help determine if there was evidence of conduct disorder in the past. Collateral information from family and friends is also helpful as they may be more accurate historians than individuals
with ASPD.[59] As individuals with ASPD age, similar behavior patterns manifest in new age-appropriate ways. Typical findings are poor job performance and ethics, a lack of responsibility, frequent job changes, or being fired. Additionally, affected patients use aliases and other deceitful behaviors in attempts to manipulate people. Sexual promiscuity
and unstable relationships coupled with physical or emotional abuse of their partner lead to high separation and divorce rates.[60] Antisocial actions can vary greatly, from minor acts of lying to stealing to more extreme acts of sexual assault and murder. Obtaining a timeline of incarceration history can help establish a pattern of behavior over an
individual's lifetime. ASPD should be considered in the differential diagnoses when a patient presents with drug-seeking behavior, signs of malingering, injuries from reckless behavior, recurrent sexually transmitted diseases, or evidence of abuse.[61][62][63]The mental status examination, conducted during psychiatric evaluations, is crucial in
assessing individuals with ASPD. Given their propensity to manipulate, lie, or use aliases for drug-seeking behaviors, incorporating the mental status examination in the diagnostic evaluation is essential.[61] The specific elements and findings of the examination are unique to each individual. Assessment of patients should include:Appearance: Note the
patient's general grooming and appearance. Individuals with ASPD may have minor facial anomalies or tattoos associated with gang affiliation.[54][64] Although tattoos alone are not indicative of pathology, individuals with ASPD tend to have more tattoos and total body surface area covered in tattoos.[65]Behavior: Behavior is likely to vary depending
on the context and current goals of an individual with ASPD. Behaviors can be manipulative, disinhibited, aggressive, or deceitful. Speech: Individuals with ASPD do not generally have problems with speech initiation or vocabulary.Affect: Affect varies in patients with ASPD, mainly depending on the setting of the clinical evaluation. Frustration
tolerance is generally low, allowing a higher propensity for anger.Thought content: Assessing suicide and homicide risk is essential. Delusions are not consistent with ASPD, but individuals with ASPD who have a substance use disorder may experience psychotic symptoms, including delusions, due to their substance use. Perceptions: ASPD does not
present with hallucinations, but individuals with ASPD who have a substance use disorder may experience psychotic symptoms as a result of their substance use.Thought process: Individuals with ASPD generally have a linear thought process but are limited in range and logic. Affected individuals consistently fail to plan or to learn from previous
mistakes. Cognition: General cognition and orientation are typically unimpaired. Insight: Individuals with ASPD typically have poor understanding or remorse for how their actions impact their social and occupational functioning.Judgment and impulse control: Individuals with ASPD generally exhibit poor judgment and impulse control. The diagnosis
of a personality disorder involves a longitudinal observation of a patient's behaviors across various circumstances to give a broader understanding of long-term functioning.[66] Because many personality disorder features can overlap with symptoms observed during acute psychiatric conditions, when possible, a personality disorder should not be
diagnosed in the presence of an acute psychiatric illness. However, longitudinal observation may not always be feasible or required, mainly when an underlying personality disorder significantly contributes to hospitalizations or relapse of another psychiatric condition like a major depressive episode.[67] Several visits with a patient are likely
necessary to establish a firm diagnosis of ASPD. Psychological testing can help diagnose personality disorders but is typically unnecessary for a diagnosis of ASPD when sufficient history is available. However, it may be more useful when collateral information or childhood and adolescent behavior history is unavailable or when the patient refuses to
allow for an interview.[68] The Minnesota Multiphasic Personality Inventory (MMPI) assesses personality functioning, including ASPD, with higher scoring patterns for psychopathic deviance.[69] For severe ASPD, the Psychopathy Personality Inventory (PPI) is a potentially helpful tool.[70]Individuals must meet the diagnostic criteria specified in

the DSM-5-TR to obtain a formal diagnosis of ASPD. The diagnosis involves a thorough evaluation that considers multiple sources of information, including personal history, collateral information, and a mental status examination. This comprehensive assessment allows clinicians to assess the individual's symptoms, functioning, and overall
presentation concerning the established diagnostic criteria. Antisocial Personality Disorder DSM-5-TR Criteria The presence of a pervasive pattern of disregard for and violation of the rights of others. This behavior begins by age 15 and is present in various contexts. Clinical features include =3 of the following:Failure to conform to social norms
concerning lawful behaviors, such as performing acts that are grounds for arrest.Deceitfulness, repeated lying, use of aliases, or conning others for pleasure or personal profit.Impulsivity or failure to plan.Irritability and aggressiveness, often with physical fights or assaults.Reckless disregard for the safety of self or others.Consistent irresponsibility,
failure to sustain consistent work behavior, or honor monetary obligations.Lack of remorse, indifference to or rationalizing having hurt, mistreated, or stolen from another person.The individual is at least age 18.There is evidence of conduct disorder with onset before age 15.The occurrence of antisocial behavior is not exclusively during the course of
schizophrenia or bipolar disorder. Adults who do not have evidence of conduct disorder in childhood and adolescence but otherwise meet the diagnostic criteria for ASPD can be diagnosed with adult antisocial behavior. While adult antisocial behavior is not a formal DSM-5-TR diagnosis, the DSM-5-TR lists it as a V code, used in

the DSM and International Classification of Diseases, Ninth Revision (ICD-9), or Z code used in the ICD-10. These codes are used to identify factors influencing a patient's mental health status or contact with mental health services. No standard treatment algorithm exists despite numerous interventions tested in the past. Early treatment intervention
for children with conduct disorder is considered the least costly and most effective way of treating and preventing ASPD.[71]Often, patients request treatment at the behest of a first-degree relative or friend. Generally, this occurs after maladaptive behaviors have created stress on another rather than internal distress from the individual with ASPD.
Therefore, assessing the treatment goals in each specific case is essential. As ASPD is unlikely to remit with or without treatment, the focus of treatment may be reducing interpersonal conflict and stabilizing psychosocial functioning.[72][73] Case management can assist patients with ASPD in maintaining income, shelter, and connection to medical
and mental health services and providing assistance with other basic needs.Frequently, patients with ASPD present due to their comorbid psychiatric conditions. In the absence of a comorbid psychiatric illness, limited evidence exists that pharmacotherapy helps treat ASPD. Treatment should begin with standard therapy for the comorbid diagnosis.If
the patient is also experiencing violent behavior that leads to legal difficulties or impaired psychosocial functioning, a trial of a second-generation antipsychotic medication for 8 to 12 weeks is an acceptable choice. If not helpful, a trial of another second-generation antipsychotic may help. If still not beneficial, then a trial of an SSRI is a viable next
option.Following this, carbamazepine or lithium may be considered. Patients who have sustained a prior head trauma may benefit from propranolol, buspirone, or trazodone. However, these medications show inconsistent and limited success and no FDA-approved medications exist for the treatment of ASPD.[74][75][761[771[78]1[79] Benzodiazepines
and stimulants should be avoided due to the risk of potential abuse, addiction, and behavioral disinhibition.[80]Psychotherapy also has limited evidence of efficacy. Transfered-focused therapy may have more success than other types of therapies.[81][82] Cognitive behavioral therapy (CBT) strategies reveal varying outcomes. A common CBT strategy
is to focus on the patient's beliefs about themselves and how their behaviors impair social functioning to motivate change. Family therapy engages family members to help them gain a better understanding of how the disorder has impacted their relationships and guides their interactions with their relatives with ASPD.Hospitalization is not cost-
effective as it provides little to no benefit to those with ASPD and is very costly. Additionally, behavior displayed by patients with ASPD in a psychiatric hospital can disrupt the environment, adversely affecting the treatment of other patients. Reserve hospitalization for treating concurrent psychiatric conditions or possible complications, such as
substance intoxication or withdrawal or recent suicidal behavior.[83]Patients with cluster B personality disorders may display transference or a projection of their prior conflicts onto the clinician. Clinicians may develop counter-transference, where the clinician projects unresolved conflicts onto the patient. [84] Clinicians must recognize signs of
counter-transference when they occur to remove any treatment bias that may impact the clinical care of a patient with ASPD.[85] Sublimation is a psychological defense mechanism that helps individuals transform unwanted or unhelpful impulses into less harmful or helpful ones. When clinicians begin to feel frustrated with patients who may be
suffering from a personality disorder, a useful tactic is to sublimate negative feelings of counter-transference and use those feelings as an evaluation tool to guide the differential diagnosis toward a personality disorder, which may ultimately direct the treatment plan.[86]The following list includes the differential diagnoses of ASPD:BPDSubstance use
disordersPsychotic or mood disordersIntermittent explosive disorderTemporal lobe epilepsy Brain tumorCerebrovascular accidentIsolated acts of misbehaviorNPDSubstance abuse causing antisocial behaviorMany behaviors observed in ASPD may overlap with symptoms of other psychiatric illnesses, so assessing if ASPD occurs in isolation or
conjunction with another psychiatric condition is crucial. Irritability and aggression can occur in the psychotic spectrum and bipolar spectrum illnesses. However, no decreased need for sleep exists in isolated ASPD. Additionally, manic and hypomanic episodes are acute episodes that are relatively short-lived, and both mania and psychosis tend to
respond to medication treatment, while ASPD is chronic and rigid and does not respond well to medication treatments.[87]A thorough history is generally sufficient to distinguish ASPD from isolated acts of misbehavior, which are inconsistent with antisocial traits. Intermittent explosive disorder involves isolated episodes of assaultive and destructive
behavior. However, the condition is not associated with a history of conduct disorder or other impairments of social and occupational functioning. Intermittent explosive disorder cannot be diagnosed as a comorbid condition with ASPD.[88]ASPD can be differentiated from BPD, as BPD is associated with much greater inward conflict, such as fear of
abandonment, identity issues, and frequent mood swings.[89] ASPD can be differentiated from NPD, as individuals with NPD are generally not aggressive and are more compassionate. However, the shared commonality is deceitful and exploitation behaviors.[90] Chronic alcohol and drug use can contribute to antisocial behaviors, both during acute
intoxication as well as pathological adaptions to maintain a substance addiction. ASPD persists through intoxicated and sobriety states. High-quality population studies are lacking in the field of personality disorders. Significant limitations exist in the current models used to describe all personality disorders. The DSM implements the cluster system,
making it the most commonly utilized framework. The individual uniqueness of each person remains a barrier to the diagnosis and research into each personality disorder.[14] Experts in personality disorders suggest switching to a dimensional model of personality rather than a cluster model. The proposed dimensional models generally describe
temperament, utilization of defense mechanisms, and identifying pathological personality traits.[91] Although the DSM-5 does not incorporate these recommendations due to the sudden radical change it would imply for clinical use. The paradigm will likely shift in the coming decades as further research solidifies in congruence with evolving clinical
guidelines.This change is particularly evident as the DSM-5-TR presents this research into publication under the "Emerging Measures and Models" section. Notably, in this section of the DSM-5-TR, some of the "cluster" model personality disorders have been removed, but ASPD remains a named personality disorder.ASPD is typically a lifelong
condition refractory to treatment interventions. Nearly 25% of girls and 40% of boys diagnosed with conduct disorder eventually develop ASPD. As patients age, 27% to 31% of patients improve with the most violent and dangerous features remitting. The rates and severity of crimes also reflect this, with peak crime rates and the highest severity of
crimes at younger ages. Studies in the past reveal remission rates of 12% to 27%, but many remain symptomatic, and some never improve.In patients who achieve remission, the mean age is 35. Those with less baseline symptomatology show better remission rates. Those with later presentations of antisocial behavior manifest fewer severe behavioral
problems. Individuals who were either never imprisoned or imprisoned for more extended periods displayed greater remission rates than those detained for shorter periods.[92] Factors that predict improved outcomes are older age at presentation, improved community ties, job stability, and marital attachment.[93][94]Individuals affected by a
personality disorder face a heightened risk of suicide and suicide attempts compared to those without such disorders. Regular screening for suicidal ideation is necessary for individuals with ASPD.[95] ASPD serves as a predictor for overall mortality, likely attributed to factors such as neglect of medical conditions, noncompliance with treatment, or
inadequate health insurance. Those with ASPD also exhibit an increased incidence of death resulting from accidental incidents, suicides, or homicides.[95]Patients with personality disorders commonly exhibit substance use disorders, though the specific personality disorders posing the most significant risk for particular substance use disorders
remain unclear.[95] Due to the elevated risk associated with high-risk sexual and substance use behaviors in individuals with ASPD, regular medical evaluations are essential. These evaluations help identify and address potential medical conditions, including sexually transmitted infections, infectious diseases such as hepatitis C from intravenous drug
use, and other accidents or physical traumas resulting from reckless behaviors.[95]A persistent pattern of socially irresponsible, exploitative, and guiltless behavior characterizes ASPD. Symptoms typically emerge in childhood or early adolescence and are fully evident by the late 20s or early 30s. The disorder tends to be lifelong and disrupts various
aspects of functioning, including family relations, school, and work.Key behaviors associated with ASPD include engaging in criminal activities, violating laws, struggling to maintain consistent employment, manipulating others for personal gain, and having difficulty establishing stable interpersonal relationships. Individuals with ASPD often lack
empathy for others, rarely experience remorse, and exhibit a consistent failure to learn from negative experiences. The cause of ASPD is multifactorial, with genetic, socioeconomic, and neurodevelopmental factors playing a role.Patients affected by ASPD often present due to a coexisting psychiatric illness. Treatment begins by treating that illness.
Various medications show inconsistent results for treating ASPD. Most importantly, individuals with ASPD require a safe and supportive therapeutic environment. Patients are encouraged to express the symptoms they wish to have addressed and communicate any psychosocial stressors that a treatment team can help alleviate. Rather than primarily
focusing on changing the patient's worldview, clinicians should aim to understand and address the specific concerns and challenges that the patient is facing. This approach is particularly relevant when the patient is not in acute distress or crisis when alone.[96] Involving the patient's family is another way of monitoring for decompensation and
providing education on how to provide stable social factors for the patient.[96] Utilizing standardized assessments for quality of life may reveal ways to optimize the ability to function in significant areas of life for an individual with ASPD.[97]The symptoms of ASPD often decrease with age. Social factors providing a more promising outlook are older
age at presentation, improved community ties, job stability, and marital attachment. Some patients will achieve remission, others will improve, while others will remain symptomatic with no improvement. Patients with ASPD are at increased risk of death due to suicide, homicide, and accidents, as well as all-cause mortality, and warrant close
surveillance by their healthcare team. Key points to keep in mind about ASPD include the following:ASPD is a personality disorder characterized by a pervasive pattern of disregard for and violation of the rights of others, beginning in childhood or adolescence.Diagnosis is based on specific criteria outlined in the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5).Many individuals with ASPD have a history of conduct disorder during childhood or adolescence, characterized by behaviors such as aggression, destruction of property, and deceitfulness.Individuals with ASPD often engage in behaviors such as manipulation, exploitation, and criminal activity. They may disregard social
norms and laws, leading to frequent legal issues.ASPD commonly coexists with other mental health conditions, such as substance use disorders, mood disorders, and other personality disorders.ASPD is often chronic and resistant to treatment. However, some individuals may show improvement with age, particularly regarding reduced impulsivity and
aggressiveness.Risk factors for ASPD include a history of childhood abuse or neglect, genetic predisposition, and environmental factors such as growing up in a dysfunctional family environment.Management of ASPD involves psychotherapy, particularly cognitive-behavioral approaches aimed at addressing maladaptive behaviors and thought
patterns. Medications may target specific symptoms or comorbid conditions, but there is no specific pharmacological treatment for ASPD.Drug-seeking behaviors are common among individuals with ASPD, particularly in an institutionalized setting.[98] These behaviors may include malingering and other deceitful actions to obtain medications with
the potential for abuse.[99] In addition to illicit substances, psychiatric medications are commonly sought for abuse in the correctional setting, generally by using the medications through alternate administration routes. Reports of nasal insufflation of buspirone inducing psychosis and a euphoric sensation exist.[100][101] Similarly, abuse of
bupropion and quetiapine prescriptions are reported.[100][102][103][104][105]The care of patients with ASPD requires a multidisciplinary approach. In general, patients with ASPD are resistant to treatment and have a high risk for all-cause mortality as well as accidental death, suicide, and homicide. Primary care, psychiatry, and emergency
medicine clinicians and all individuals caring for these patients require the clinical skills and knowledge to diagnose and manage patients with ASPD. These skills include expertise in establishing the diagnosis based on diagnostic criteria and implementing a treatment regimen that addresses ASPD and any additional comorbid psychiatric diagnoses.
Patient and family education helps loved ones understand the impact of ASPD on their relationship and provide guidance for future interactions. A strategic approach to treatment is essential to address the multifaceted effects ASPD has on physical and emotional health. Each healthcare professional must contribute their unique expertise and provide
seamless communication, allowing collaborative decision-making among team members. A comprehensive, multidisciplinary approach, including psychologists and social workers, will provide a highly structured treatment strategy for patients with ASPD, providing proper support and screening for self-harm, routine health maintenance, substance use
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declares no relevant financial relationships with ineligible companies. Disclosure: Manassa Hany declares no relevant financial relationships with ineligible companies. Symptoms of antisocial personality disorder may include:Physical aggression, hostility or violence toward others.Reckless or impulsive behavior.Breaking the law or disregarding rules
and social norms.Feeling angry, more powerful or better than others.Using wit, flattery and charm to manipulate, lie or deceive others for personal gain or enjoyment.Not taking responsibility for actions or behaviors.Not showing remorse, regret or concern for behaviors.Antisocial personality disorder may look different for each person who
experiences it. You might lean more toward certain behaviors than others.If at any point, you feel the urge to hurt yourself or others, reach out for help. Contact a healthcare provider or call the Suicide and Crisis Lifeline by dialing or texting 988 (U.S.). Someone is available to talk with you 24 hours a day, seven days a week. If you or a loved one is in
immediate danger, call 911 or your local emergency services number.What age does antisocial personality disorder develop?Antisocial personality disorder usually begins before age 15. The initial diagnosis is conduct disorder. Children with conduct disorder show a pattern of aggressive or disobedient behavior that can harm others. They may lie,
steal, ignore rules or bully other children. Two behaviors that are warning signs of ASPD during childhood are setting fires and animal cruelty.Sometimes parents or healthcare providers miss the signs of conduct disorder. The signs may overlap with other conditions, like:Attention-deficit/hyperactivity disorder (ADHD).Depression.Oppositional defiant
disorder (ODD).When a conduct disorder diagnosis occurs and treatment begins early in childhood, there’s a chance the behaviors may not continue into adulthood. If they do, the diagnosis becomes antisocial personality disorder after age 18.Studies suggest that symptoms of ASPD are the worst between ages 20 to 40 and tend to improve after age
40.What causes antisocial personality disorder?Healthcare providers aren’t sure of the exact cause of antisocial personality disorder. Research suggests it may involve many different factors, from your genetic composition to certain experiences you had growing up. One leading factor is brain biology. You may have abnormal levels of serotonin in your
brain. Serotonin is a chemical that regulates your mood and feelings of happiness. Changes to the amount of serotonin in your brain may cause antisocial personality disorder behaviors.Is antisocial personality disorder genetic?Your genetic makeup may make it more likely for you to develop antisocial personality disorder. Research is ongoing to learn
more about how your genes can contribute to this condition, but the exact genes responsible are yet to be identified. Studies found that your risk increases if you have a biological relative with ASPD.What are the risk factors for antisocial personality disorder?Antisocial personality disorder can affect anyone. You may be more at risk of developing the
condition if you:Had a conduct disorder diagnosis before age 15.Are male.Experienced trauma or abuse in early childhood.Experience substance use disorder (SUD) or have a biological relative who has the condition.Have a history of mental health conditions in your biological family.Have a lower academic performance compared to your peers.Spent
time in jail or prison.What are the complications of antisocial personality disorder?Antisocial personality disorder is a dangerous, often life-threatening condition to the affected person and others around them. It can lead to the following complications:Abuse or cruelty.Neglect.Suicide.Substance use disorder.Alcohol use disorder.Arrest and
incarceration.Health complications.Other mental health conditions (depression, anxiety, etc.).Inability to meet personal, social, work or academic commitments.



