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What is iPAM?
ÅThe International Psychiatry and Addiction Masterclass (iPAM) is a 
conferenceȤ/masterclass-style event for healthcare professionals 
interested in psychiatry and addiction.

ÅTo provide a forum for sharingexpert views, latest research and 
evidence in the fields of psychiatry and addiction.

ÅTo address emerging trends in psychiatry, the interface of mental 
health with physical health, psychological interventions, and 
addiction.

ÅTo cover topics that are useful and relevant to delegates, evolving 
with what is currently needed in the field.



How it all started
иThe1st iPAM (14тΝΡШ ŸƻĲůĤĲƖШΞΜΞΜЯШƻŔƖƣƨċũЯШ?ƨĤċŔьШőċĬШљőƨŰĬƖĲĬƚШ
of registrations from across five continents.

иThat first edition also included ~100 questions answered via Q&A, 
ċŰĬШљŸŰШċŰШċƻĲƖċŊĲШΦΜӖШŸŉШƣőĲШċƣƣĲŰĬĲĲƚШƖċƣĲĬШƣőĲШĦŸŰƣĲŰƣЯШƚĲƚƚŔŸŰШ
and faculty from very good to excellent.

иThe2nd iPAM (15 October 2021, hybrid, Dubai) was described as a 
љƖĲƚŸƨŰĬŔŰŊШƚƨĦĦĲƚƚЯњШƽŔƣőШƚƓĲċťĲƖƚШċĬĬƖĲƚƚŔŰŊШƣőĲůĲƚШŸŉШůĲŰƣċũШ
health, addiction, psychological interventions, co-morbidity between 
mental & physical health, and emerging trends in psychiatry.

иThe3rd iPAM is being delivered today on 1 October 2025 in London 
(Prospero House, Borough High Street)
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Ketamine Addiction: 
Should we be 
concerned?
3rd IPAM 
1st October 2025

Dr Arun Dhandayudham

Executive Medical Director Via



Today's Agenda

Å The Ketamine story

Å Prevalence and Demographic Trends

Å Understanding Ketamine Addiction and 

Harms

Å Via Strategies for Prevention and 

Treatment



A brief story of 
Ketamine -Modern 
Psychiatryƞs most 
fascinating molecule

A story of contradictions

PCP and Parke Davis

Anaesthesia

Spread to the street



Prevalence and 
Use of Ketamine 
worldwide:

3rd IPAM October 2025



Illicit Ketamine use across the world

THE UK PICTURE

THE EUROPEAN PICTURE

THE US PICTURE

INDIA 

CHINA

SOUTH EAST ASIA

LATIN AMERICA



Forms of 
Ketamine and 
co-conspirators
Medically

Liquid IM and IV. Recently thin film, lozenges and 
nasal spray Spravato

Illicitly

Can be snorted or taken orally or injected

Commonly Mixed With

MDMA, Cocaine, Alcohol, Cannabis, Benzos, 2 -CB



The Ketamine 
Molecule and 
receptor 
interactions

Aryl-cyclo -hexylamine

Receptor Interactions



Ketamine 
Addiction from 
the Coalface

3rd iPAM October 2025



Why people like 
misusing it
Cheap and Available and big bangs 
for limited bucks. Great Dealer offers 
for bulk buys

The Experience

The problems with the experience



The Physical 
Effects
Deaths and Overdoses

Accidents and date rape associations

Ketamine Bladder, Kidney and Pain

Ketamine Liver

Weight Loss

Brain Damage



The Mental 
Effects
Psychological Dependency and 
craving and relapse

Anxiety/Agitation/ Confusion/ 
Paranoia

Cognitive Changes???

Persistent Flashbacks and HPPD



What are we 
doing in our 
treatment 
services?

iPAM



Clinical Via approaches 
to Ketasmine  treatment Is there a Withdrawal syndrome?

What guidelines are out there?

Counselling Support

Counselling offers emotional support and coping strategies to prevent 
relapse and promote well -being.

Behavioural Therapies

Behavioural therapies address the psychological aspects of addiction 
to support long -term recovery Detoxification Process

Detoxification

Detoxification helps safely manage withdrawal symptoms during the 
initial phase of addiction treatment.



Support 
resources and 
recovery 
programmes
Support Groups Importance

Support groups provide community and 
understanding, crucial for overcoming ketamine 
addiction.

Ongoing Care Benefits

Continuous care ensures sustained recovery and 
prevents relapse after initial treatment.

VIA Staff and resources



Questions ???

3rd iPAM
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Introduction to Ketamine-Assisted 
Psychotherapy

Dr Matthew Liveras



Overview 

Ketamine development and basic pharmacology 

Ketamine in mental health 

Ketamine use outside of the clinic

Ketamine with psychotherapy for SUD and AUD



Ketamine : anaesthesia 

Developed in early 1960s as an anaesthetic derived from PCP:

Å Profound analgesia and short-lasting anaesthesia

Å óDissociativeô - altered state in which disconnected from 

environment

Å Mild cardiovascular stimulation

Å Little respiratory depression

Å Preservation of laryngeal, pharyngeal and corneal reflexes

Å Emergence phenomena of short duration

FDA approved in humans in 1970, widely used in Vietnam

Commonly used globally for minor procedures, anaesthetic of 

choice in low-resource settings



Ketamine : pharmacokinetics

Metabolised in the Liver

Extensive 1st pass metabolism: low oral bioavailability

Bioavailability : IM 93% ; Nasal 45%

Biphasic decline in plasma level after IV injection

Fast (alpha) phase t1/2 11 minutes - redistribution

Slow (beta) phase t1/2 2.5 hours - elimination by 

metabolism and excretion



Ketamine : antidepressant 

Reports of use of sub-anaesthetic doses in mental health emerge soon after release as 

anaesthetic - e.g. Khoramzadeh and Lofty (1973, 1976)

Berman (2000). 1st RCT demonstrating effectiveness as antidepressant

Rapid, robust but short-lived antidepressant effect now well-established



Risks and side-effects

ACUTE and TRANSIENT :

Headache, dizziness, nausea, elevated blood pressure, blurred vision and anxiety. 

Dissociation

Low mood / worsened symptoms

SERIOUS and LONGER TERM effects:

Drug dependence syndrome, cognitive deficits, severe urinary tract problems including 

ulcerative cystitis, Liver damage - cholangiopathy



Ketamine: Beyond the clinic (1)

Reports of non-medical use of ketamine date back to 1970s.

Lower doses: increased sociability, stimulation and euphoria

Higher doses: dissociation, hallucination, transcendental experience

UK 1980s dance and rave scene, move more into mainstream in mid 

1990s ï for reviews see Jansen (2000, 2004).

Non-medical use on rise globally: 2.9% 16-24 year-olds responding 

to 2024 Crime Survey report use in last year (ONS 2024)

Winstock 2012 study (n= 3806) found 26.6% recent users reporting 

at least 1 urinary symptom and 17% reporting dependence



Early Psychedelic-assisted therapies ï 1950s

Saskatchewan and New Westminster, 

Canada

Humphrey Osmond, AM Hubbard 

(Chwelos et al. 1959)

Å Single dose LSD in psychotherapy

Å Attention to Set, Setting

Å Therapist accepting, encouraging

Göttingen, Germany

Hanscarl Leuner:  Low-dose LSD Guided Affective Imagery (Passie et al 2022) 

Powick Hospital, Malvern UK

Ronald Sandison: LSD in psychotherapy : óPsycholytic therapyô (Sandison 1954)



Ketamine Assisted Psychotherapy

Ketamine used to augment and facilitate a psychotherapeutic process through :

 Altered self-experience and perspective

 Effect on cognitive flexibility

 Insights

 Impact on mood

 ? Window of enhanced neuroplasticity

 

Psychedelic and Psycholytic approaches

Focus on Therapy as primary vehicle of sustainable change

Ketamine experience modulated through preparation and attention to setting



Ketamine Assisted Psychotherapy

PREPARATION 

Introduce Therapy Model

Formulation and Goals

Begin therapy

Prepare for Ketamine 

Experience

Consent

DOSING

Safe, congenial setting

Agree Dose

Monitoring

Therapist available, non-

intrusive, calm presence

 

Pre-discharge checks

INTEGRATION 

1 - 2 days post-dose

Meaning-making

Therapy session  



ACT ï based Ketamine Assisted Psychotherapy

ACT gaining traction as a modality in 

psychedelic therapy

Concept of psychological flexibility 

operationalised across 6 domains

Psychedelic as opening window of enhanced 

flexibility and offering direct experience of 

changed perspective on self and problems that 

complements ACT therapy

 

Sloshower 2024, Watts and Luoma 2020

Psychological 

flexibility

Self-as-context

Committed 

Action

Clear Values

Attunement to the 

present

Acceptance

De-fusion



Ketamine Psychedelic Therapy: Evgeny Krupitsky

Over 1000 patients treated over 1980s - 90s ï at first for AUD, then HUD and PTSD

Stage 1

Preliminary psychotherapy

Expectation primed ï relief from dependence on alcohol to be achieved in an altered state of 

consciousness in which they will realise the negative effects of alcohol. They will have important 

insights in relation to their problems, their values and their sense of self 

Close attention to personal motives and goals

Stage 2

2.5mg/kg IM ketamine with bemegride and aethimizol  

Dialogue during experience emphasising negative impact of alcohol and positive of sobriety

Alcohol presented to client to smell to enhance negative 

Stage 3

Group psychotherapy the day after KPT session



Ketamine Psychedelic Therapy for AUD: Evgeny Krupitsky 

Non-randomised, controlled trial, n=200 (Krupitsky 1997)

One year f/u : 66% KPT group abstinent vs 24% control group

óIn my whole body music starts playing in synchrony with the switched-on tape-recorder. I've got an 

irresistible feeling of being carried away. 

I try to resist it with all my forces, but can't. It's as if a train disappears in the tunnel and you are 

flying after it into this black abyss and can't resist it. 

The music is deafening; your whole body obeys it. It is as if your body is pulsating in unison with the

music. And you are flying in pitch-darkness, and at the same time you are hearing the doctor 's 

voice telling you about aversion to alcohol, about the sober life and so on. Then a flash of light. 

You are always moving and feel as if you are a ball among other balls rolling along a corridor lined 

with similar ballsô



Ketamine Psychedelic Therapy for HUD: Evgeny Krupitsky 

Krupitsky (2002) Double-blind RCT high (2.0mg/kg im) vs low (0.2mg/kg im) dose KPT for HUD

70 recently detoxified patients randomised to high / low dose groups

3 stage KPT carried-out, with single dosing session

Significantly higher abstinence rate HD group from 1 month through to 24 months

At 1 year, 24% HD group remained abstinent

Krupitsky (2007) : Double-blind RCT of single vs multiple KPT for HUD

59 detoxified patients treated for HUD received one session of KPT. 6 relapsed within 1 month

53 Randomised to receive 2 further sessions KPT or psychotherapy alone

At 1 year 50% (13/26) mKPT abstinent vs 22% (6/27) in sKPT. (p<0.05).



Ketamine with RP-based Therapy for AUD: Celia Morgan

Grabski et al (2022) Double-blind RCT phase 2 proof of concept clinical trial n=96

1. 3 weekly ketamine infusions 0.8mg/kg iv plus psychological therapy

2. 3 saline infusions plus psychological therapy

3. 3 ketamine infusions plus alcohol education

4. 3 saline infusions plus alcohol education

No significant difference in relapse rate but significantly greater number of days abstinent in 

ketamine vs saline group at 6 months with greatest difference between groups 1 and 4 (86% vs 

69%)

Now recruiting to larger phase 3 multicentre trial to assess effectiveness of approach



Thank you!
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Ketamine vs ECT: antidepressant evidence (1)

Ekstrand  et al. (2022) Racemic Ketamine as an Alternative to Electroconvulsive Therapy for Unipolar 

Depression: A Randomized, Open-Label, Non-Inferiority Trial (KetECT ). Int J  Neuropsychopharmacol 25 (5): 

339-349

Severely depressed hospitalised patients

Remission rates ECT 63% KET 46%

Some had benefit after 6 treatments rather than rapid response

Safe and effective in patients with psychotic depression

At 1 year 30% of responders in KET group remained in remission vs 37% in ECT group



Ketamine vs ECT : antidepressant evidence (2)

Anand et al. (2023)  Ketamine versus ECT for Nonpsychotic Treatment-Resistant Major Depression. NEJM 

388 (25): 2315ï2325 (ELEKT-D)

Outpatients referred for ECT at 5 community centres for major depression randomised to ECT or Ketamine.

ñTreatment resistantò to 2 antidepressant trials

Outcome was 50% reduction in Self-reported depressive symptoms on Inventory.

Response rate ECT 41.2%; KET 55.4.%

Lower remission rates on MADRS but KET higher than ECT (37.9% vs 21.8%)

Relapse at 6 months: ECT 56.3%; KET 34.5%



Ketamine: Unified model of action

Marguilho et al. (2023)  A unified model of ketamineôs dissociative and psychedelic 

properties. Journal of Psychopharmacology. 37 (1) pp14 - 32:

Immediate antidepressant effect maintained by increase in neuroplasticity. 

Dissociative state: relaxation of óbodilyô self-representations encoded in salience 

network;

Psychedelic state: relaxation of ónarrativeô self- representations encoded in default 

mode network.

Leads to a state of enhanced flexibility in which one can make sustained changes in 

self-representation, experience and behaviour



Ketamine : antidepressant mechanism of action - molecular



Ketamine : rapid antidepressant action at óanti-reward centreô

Yang et al. (2018) Ketamine blocks bursting in the lateral habenula to rapidly relieve depression. Nature 554:317 ï 322.  



Ketamine : action at brain networks



Subjective experiences from a trial of KAP for AUD:

Set

And he advised me just to relax, he said, 
just chill out. Just have the confidence that 
εɢʀ ɳȰ Ƚɢɜɜȗ εɢʀ ɳȰ ȽɢɆɜȽ ɽɢ ȽȰɽ ɢʀɽ ɢȼ ɽɃɆɶꜜ 
And the whole situation will be more, will 
be better for you. And basically, yeah 
ɽɃȗɽ ɶꜜ O ίȗɶ ɯɳȰɯȗɳȰȬ ȼɢɳ Ɇɽ 

£ɃȰ ɯɳɢȦȰɶɶ ɢȼ ȽȰɽɽɆɜȽ ȥȗȦɔ ɢɜ ɽɃȰ ɽɳɆȗɖ 
and having to fight for it
meant that I was carrying some sort of 
ɜȰȽȗɽɆήȰ ȼȰȰɖɆɜȽɶꜜ !ɜȬ ɽɃȗɽ ɶ
slightly obscured those positive aspects that 
I had before [during the
first infusion] . . . I was nervous and that 
affected the experienced I
had.

Mollaahmetoglu et al (2021) 



Subjective experiences from a trial of KAP for AUD:

Setting

O ɑʀɶɽ ɽɃɢʀȽɃɽⱷ ɳɆȽɃɽ Lɢί ȰδɽɳȰɛȰ Ɇɶ ɽɃɆɶ 
experience going to be?
Is it going to be a ride from hell or something 
ɖɆɔȰ ɽɃȗɽꜝ  !ɜȬ Ɇɽ
ȗȥɶɢɖʀɽȰɖε ίȗɶɜ ɽ ȗɜȬ ɽɃȗɽ ɶ Ȭɢίɜ ɽɢ ɽɃȰ 
laboratory type conditions,
the controlled environment

I thought it was amazing how clinical 
it was and how organised it was and 
how safe I felt with it. That was 
brilliant 



Subjective experiences from a trial of KAP for AUD:

ketamine experiences and insights

Not only did I get a life changing and mind-altering 
experience, but then the therapist did plug some new 
thoughts to me that made me
think differently... I feel that it is really important 
that when you are split open, you know, in such an 
intense and life changing way that you are given new 
thoughts and you know that someone gives you 
something to refill that, so you do change stuff

we are all connected and there is this 
connection between all beings, people 
and things to again bring us out of this 
kind of prison of addiction. The 
transpersonal effects of the drug bring 
us out of ourselves and put the 
problems into perspective

{ɢⱷ Ɇȼ ɽɳȗʀɛȗ ίȗɶ ɖɆɔȰ ȗ ȥȗɖɖ ɶɢ ɖɆɔȰ εɢʀ ήȰ Ƚɢɽ ɶɢɛȰɽɃɆɜȽ ȗȥɢʀɽ 
ɽɃȰ ɶɆκȰ ɢȼ ȗ ɽȰɜɜɆɶ ȥȗɖɖ ɽɃȗɽ Ƀȗɶ ȗ ɽɳȗʀɛȗ ȰδɯȰɳɆȰɜȦȰꜜ Oɽ ɶ 
attached to your body. You can move it around in the body, 
ȥʀɽ Ɇɽ ɶ ɶɽɆɖɖ ȗɽɽȗȦɃȰȬ ɽɢ εɢʀꜜ Oɽ ɶ ʀɜɯɆȦɔɆɜȽ ɽɃȗɽ ȼȗȥɳɆȦ ȗɜȬ 
weaving the fabric into your
ȥȰɆɜȽꜜ {ɢⱷ Ɇɽ ȬɢȰɶɜ ɽ ȦȰȗɶȰ ɽɢ ȰδɆɶɽⱷ ȥʀɽ Ɇɽɶ ɯɢίȰɳ Ɇɶ ȽɢɜȰ



Subjective experiences from a trial of KAP for AUD:

relationship with alcohol

The sense of oneness that I felt and the sense of moving 
away from focusing on the worries and the small stuff 
is helpful in terms of improving my relationship with 
alcohol. Because I think I used alcohol as a self-
medication and as a blocking and avoiding 
mechanism. And I think feeling that those issues are 
less prevalent or at least less important means I feel 
less motivated to drinkO ɶɽɆɖɖ ȬɳɆɜɔⱷ ȥʀɽ O ɛ ɲʀɆɽȰ ȦȗɯȗȥɖȰ ɢȼ 

ɃȗήɆɜȽ ₀ⱷ ₁ⱷ ₂ⱷ ₃ⱷ ₄ⱷ ₅ Ȭȗεɶ ίɃȰɳȰ O ɛ 
just not bothered about it, which is not 
something that happened in the past
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Abstract

ÅAs clinicians, we are increasingly recognising and developing competencies in identifying and 
managing neurodiversity-related conditions, particularly adult ADHD and autism. Individuals 
with a dual diagnosisðneurodiversity co-occurring with other mental health conditions such as 
addictionsðpose a distinct set of clinical challenges. Their addictive behaviours, whether 
substance-related or behavioural (e.g. problem gambling, gaming, internet use, social media, 
or smartphone overuse), may present atypically and often prove more resistant to 
conventional treatment approaches. This presentation explores the complexities of such dual 
diagnosis cases, with a focus on both substance misuse and the growing recognition of 
behavioural addictions. It underscores the need for mental health services to adapt and 
provide responsive, neurodiversity-informed care pathways.

1. Dual diagnosis cases with neurodiversity often present atypically and show resistance to 
standard treatments.

2. Behavioural addictionsðincluding gambling, gaming, internet use, social media, and 
smartphone overuseðare increasingly recognised in neurodiverse individuals.

3. Mental health services must adapt to deliver more flexible, neurodiversity-informed care.
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Outlineé

ÅWhy ask about addictions.

ÅAddiction and neurodiversity prevalence.

ÅExtra questions to ask.

ÅStimulation. 

ÅHealthier stimulation.  

ÅManagement issues.

ÅCase examples.. 
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Why ask about addictions 

1. DD and triple diagnosis 

2. Risk management

3. Correct diagnosis (treatment 
resistance)

4. Rx stimulant risks 

5. Treatment hierarchy 





Adult ADHD Adult Autism

Alcohol ŷŷŷ (4/10) ŷŷ? episodic (2.5/10)

Opiates ŷŷ? (1/10) ŷ? (<1/10)

Cocaine ŷŷŷ (1/4 user, 1/10 addiction) ŷ? (<1/10 user)

Amphetamines ŷŷ (1/10) ŷ? (<1/20)

Hallucinogens ŷ (X 2-3) Low Ź

Nicotine ŷŷŷ (throughout day)Low Ź (variable)

Caffeine ŷŷŷ (throughout day)Low Ź (variable) 

Gambling ŷŷŷ (1/5) ŷŷ (1/10)

Gaming/Internet ŷŷŷ (1/3) ŷŷŷ (<1/3)

Social Media ŷŷ (1/4) ŷŷ (1/4)

Pornography/Sex ŷ (>1/10) ŷ (<1/10)

Prevalence (clinically relevant)



Online Behavioural Addictions (Problems)

ÅUp to 1/3 for ADHD & ASD 

ÅGaming (ADHD first person vs ASD role-playing)

ÅGambling (ADHD slots > ASD cards/games)

Å Internet use (ADHD doom-scrawl vs ASD restricted/repetitive 
interest)

ÅSocial media (ADHD validation-seeking vs ASD substitution)

ÅPornography (ADHD óextremeô > ASD ónormalô)

ÅDark Net! (forensic and safeguarding)  



Other Dopamine Seeking Behaviours

ÅSugar & fat binging/addiction (ADHD>ASD (ARFID))

ÅSex & porn 

ÅADHD - multiple-orgasms, sex crime victims/perpetrators.

ÅASD - sexual fetishes (gender identity).

ÅExcess exercise (ADHD (high intensity) >ASD (restricted 
repetitive))

(DSH (ADHD>ASD) & excess tattoos/piercings (ADHD) - high 
endorphin, high serotonin, low cortisol.) 



Dual Diagnosis

80



RISK TRIAD
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Influencers



ND Risk Symptoms 

ÅSeeking thrill/novelty & intensity (Stimulation).

ÅImpulsivity with hyper-focus.

ÅInstant reward-seeking.

ÅImpulse control. 

ÅSocial anxiety.

ÅRestricted-repetitive fixed interest.

ÅCraving for Structure.

ÅPoor decision making.

82

Push -Pull 

Factors.

Executive 

Dysfunction.



9ȄǘǊŀ ǉǳŜǎǘƛƻƴǎ ǘƻ ŀǎƪΧ

ÅFirst effect after abusing stimulant?

ÅBedtime routine?

ÅEffect of (over)exercise?

ÅCaffeine & nicotine use? How?

ÅEating Disorder? (BED? BN?)

ÅDebt?

ÅOnline activity? (Illegal?) 



84



Wellbeing measuresé
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Healthier Stimulation 

ÅHarm minimisation/reduction principles.

ÅVaping (short-term).

ÅCoffee/tea use.

Å Lifestyle medicine (BSLM).

ÅBrisk walking or swimming. (Rhythmic exercise)

ÅTask chunking & creative flow.

ÅCold exposure (outdoor swim) & mindful breath work.

ÅADHD apps - gamification (?)  

ÅSensible adventures!   

ÅDiet - high protein/fat (ketogenic) & Omega-3 fatty acids. 

Å Lightbox. 



Management principles

ÅCoaching

ÅModified CBT.

ÅReasonable adjustments. 

ÅDebt restructuring/write-off.

ÅNokia phone! 

ÅGambling & credit card self-exclusion.

ÅLimited access to internet and money (digital detox).

ÅGo slow titration. Consider non-stimulants.

ÅMDT approach if complex.





ÅA handful of studies on gaming disorder in autism 
and ADHD.

Å20ï50% of gaming disorder clinic patients are 
neurodiverse.

ÅGD services do not diagnose ADHD/autism.

ÅComorbid psychiatric conditions - primary and 
secondary.

ÅCo-creation in game design (Ninja Theory) for 
healthier games.

ÅGaming industry influence; self-regulation is 
ineffective.

ÅGovernment should regulate for low-risk, therapeutic, 
and educational game design.

ÅTaskification (structured tasks in games) may reduce 
harms, build empathy, reduce bullying, and promote 
physical activity in games.



/!{9 9ȄŀƳǇƭŜǎΧ

ÅEUPD female, atypical effect of cocaine

ÅAuDHD young male with porn addiction

ÅFemale professional has sex after argument

ÅóGamingDisorderô teenager with ASD

ÅBinge eating disorder (BED) ADHD female

ÅCoffee to sleep, cakebefore midnighté

ÅAmazon blues! Problem shopping. 

ÅñPower-hourò man, outdoor swimmer 365



Q - How can AI make my work more efficient and safer??

AI - the good
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AI - the bad & ugly!
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Conclusion

1.Dual diagnosis cases with neurodiversity 

often present atypically and show 

resistance to standard treatments.

2.Behavioural addictionsðincluding 

gambling, gaming, internet use, social 

media, and smartphone overuseðare 

increasingly recognised in neurodiverse 

individuals.

3.Mental health services must adapt to 

deliver more flexible, neurodiversity-

informed care.



Questionsé
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Introduction

ÅAddiction psychiatry in forensic settings examines how 
substance misuse intersects with risk, responsibility, and 
rehabilitation. This presentation will:

Å- Explore culpability and criminal responsibility in addicted 
offenders

Å- Examine links between addiction, risk, and recidivism

Å- Discuss rehabilitation and medico-legal challenges

ÅDuration: 20 minutes



Culpability & Criminal Responsibility

Åω {ǳōǎǘŀƴŎŜ ƳƛǎǳǎŜ ŘƛǎƻǊŘŜǊǎ ƛƳǇŀŎǘ ϝƳŜƴǎ ǊŜŀϝ όŎǊƛƳƛƴŀƭ 
intent)

Åω [ŜƎŀƭ ŦǊŀƳŜǿƻǊƪǎΥ ŘƛƳƛƴƛǎƘŜŘ ǊŜǎǇƻƴǎƛōƛƭƛǘȅΣ ƛƴǎŀƴƛǘȅΣ 
automatism

Åω YŜȅ ŎƻƴǎƛŘŜǊŀǘƛƻƴǎΥ

Å - Was the act voluntary?

Å - Role of intoxication vs. underlying disorder

Åω /ŀǎŜ ƭŀǿ ŜȄŀƳǇƭŜǎ ƘƛƎƘƭƛƎƘǘ ǊƻƭŜ ƻŦ ǇǎȅŎƘƛŀǘǊƛŎ ŜǾƛŘŜƴŎŜ



Addiction, Risk, and Recidivism

Åω !ŘŘƛŎǘƛƻƴ ŎƻƴǘǊƛōǳǘŜǎ ǘƻ ǾƛƻƭŜƴŎŜΣ ŀŎǉǳƛǎƛǘƛǾŜ ŎǊƛƳŜΣ ǎŜȄǳŀƭ 
offending

Åω wƛǎƪ ŀǎǎŜǎǎƳŜƴǘ ƛƴ ŀŘŘƛŎǘŜŘ ƻŦŦŜƴŘŜǊǎΥ

Å - HCR-20 (Historical-Clinical-Risk)

Å - RSVP (Risk for Sexual Violence Protocol)

Å - Substance misuse screening tools

Åω /ƻƳƻǊōƛŘƛǘȅ ǿƛǘƘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ƛƴŎǊŜŀǎŜǎ Ǌƛǎƪ ŎƻƳǇƭŜȄƛǘȅ



Murder

Åof sound mind and discretion (sane)

Åunlawfully kills (not self-defence or other justified killing)

Åany reasonable creature (a human being)

Åin being (born alive and breathing through its own lungs)

Åunder the King's Peace (not in wartime)

Åwith intent to kill or cause grievous bodily harm (in contrast to the 
offence of attempted murder, where only intent to kill will suffice)



Manslaughter

ÅKilling with the intent for murder but where a partial defence 
applies, namely loss of control, diminished responsibility or killing 
pursuant to a suicide pact.

ÅConduct that was grossly negligent given the risk of death, and did 
kill ("gross negligence manslaughter"); and

ÅConduct taking the form of an unlawful act involving a danger of 
some harm that resulted in death ("unlawful and dangerous act 
manslaughter").



Diminished Responsibility

Å suffering from an abnormality of mental functioning

Å recognised medical condition

Å substantially impaired the defendant's ability either to 
understand the nature of their conduct or to form a rational 
judgment or to exercise self-control (or any combination)

Åif so, whether it provided an explanation for their conduct:



Loss of Control

ÅLoss of control (the first component);

ÅA qualifying trigger (the second component); and

ÅAn objective test (the third component): A person of D's sex 
and age, with a normal degree of tolerance and self-restraint 
and in the circumstances of D, might have reacted in the same 
or in a similar way to D.



Edgware murder trial

https://www.bing.com/ck/a?!&&p=9f8b481c5981829b240166037b23d28399d2455010cf5c1e144ad5dd4b82ec9aJmltdHM9MTc1NzQ2MjQwMA&ptn=3&ver=2&hsh=4&fclid=03d743b4-7c7d-6237-2e6d-56067dff63a2&psq=hadi+shuman&u=a1aHR0cHM6Ly93d3cudGltZXMtc2VyaWVzLmNvLnVrL25ld3MvMjQzODA3MDAuZWRnd2FyZS1tdXJkZXItdHJpYWwtc3RlZmFuLWJhbGFiYW4tc3RhYmJlZC1jYXIv&ntb=1


R v Reynolds (2014)

ÅThe Court reaffirmed that psychiatric factors (mental illness, 
developmental disorders, vulnerabilities) must be considered, even in 
very serious offences.

Å ADHD can impair impulse control, judgment, and emotional regulation, 
which are central to sentencing considerations under diminished 
responsibility and mitigation.



C PTSD, ADHD



80 y homicide 

ÅI agree with Dr Al-Taiar that any delusions you had were 
relatively encapsulated or ring-fenced. They did not take over 
your entire life. On the day of the killing you were not acting 
oddly as you went to the pub, drank a few pints, and completed 
the crossword, nor as you walked steadily home from 
Sainsburys with your normal bag of shopping. Your delusions, 
whatever they were, did not upset you or impact on your self-
control as you went about your daily business. Your mood was 
not elevated or manic or outwardly angry. You were able to 
operate well within yourself. 



Practical Implications

Å {ǳŎŎŜǎǎŦǳƭ 5w Ҧ ǊŜŘǳŎŜǎ ŎƻƴǾƛŎǘƛƻƴ ŦǊƻƳ ƳǳǊŘŜǊ ǘƻ ƳŀƴǎƭŀǳƎƘǘŜǊ

Å Sentencing options broaden:

Å - Hospital order (s.37/41 MHA 1983)

Å - Custody with psychiatric treatment

Å Balancing accountability and clinical vulnerability



Arrest

Conviction

Remand to custody 
(by Magistrate)

Four levels of sentence, 
depending on the 
seriousness of the offence
 
ÅDischarges (absolute or 
 conditional)
ÅFines 
ÅCommunity sentences 
ÅCustodial sentence

Bail (by Police or 
Magistrate)

Police
Custody 

Fitness to interview
Appropriate adult

Decision to charge
(Crown Prosecution

Service)

Magistrates or 
Crown Court 
for trial

D

E

F

E

N

D

E

N

T

OFFENDER

Sentence



Arrest

Conviction

Remand to custody Bail

Police
Custody 

Decision to charge

Magistrates or 
Crown Court for 
trial

Sentence Serving
prisoner

Remand to

Hospital

(Section 35,

 36) 

and 48/49

Condition of

Out-patient or

Hospital 

Treatment

Section 2,

3, 4 and 136

Section 47/49

Community 

sentence

with condition of

psychiatric 

treatment

(in or out patient)Section 37, 37/41 

(non-Custodial disposal)

and 45A (Hybrid Order)

Section 38



Rehabilitation & Risk Management

Åω 9ǾƛŘŜƴŎŜ-based models:
Å - Dual diagnosis pathways
Å - Trauma-informed care
Å - Therapeutic jurisprudence
Åω {ŜŎǳǊŜ ƘƻǎǇƛǘŀƭǎ ŀƴŘ ǇǊƛǎƻƴ-based interventions
Åω aŜŘƛŎƻ-legal challenges:
Å - Consent and capacity in treatment
Å - Balancing autonomy with risk
Å - Long-term relapse prevention



Case Examples

ÅCase 1: Violent offence under cocaine intoxication ςrole of 
intoxication vs. disorder

ÅCase 2: Repeat acquisitive offending in heroin dependence ς
risk assessment & relapse cycle

ÅCase 3: Sexual offending linked to disinhibition under alcohol 
misuse



Medico-Legal Challenges

Åω 5ƛǎǘƛƴƎǳƛǎƘƛƴƎ ƛƴǘƻȄƛŎŀǘƛƻƴ ŦǊƻƳ ƳŜƴǘŀƭ ŘƛǎƻǊŘŜǊ

Åω 9ȄǇŜǊǘ ōƛŀǎ ƛƴ ŎƻǳǊǘΥ ŀŘŘƛŎǘƛƻƴ ŀǎ ŎƘƻƛŎŜ ǾǎΦ ƛƭƭƴŜǎǎ

Åω [ƛƳƛǘŜŘ ǘǊŜŀǘƳŜƴǘ ŀŎŎŜǎǎ ƛƴ ǇǊƛǎƻƴǎ

Åω IǳƳŀƴ ǊƛƎƘǘǎ ŎƻƴǎƛŘŜǊŀǘƛƻƴǎ ό!ǊǘƛŎƭŜ о 9/Iwύ

Åω LƳǇƻǊǘŀƴŎŜ ƻŦ ƛƴǘŜƎǊŀǘŜŘ Ǌƛǎƪ ƳŀƴŀƎŜƳŜƴǘ



Key Takeaways

Åω !ŘŘƛŎǘƛƻƴ ŎƻƳǇƭƛŎŀǘŜǎ ŎǳƭǇŀōƛƭƛǘȅΣ ǊƛǎƪΣ ŀƴŘ ǊŜƘŀōƛƭƛǘŀǘƛƻƴ

Åω 9ȄǇŜǊǘ ǇǎȅŎƘƛŀǘǊƛŎ ƛƴǇǳǘ ƛǎ Ǿƛǘŀƭ ŦƻǊ ŎƻǳǊǘǎ

Åω wƛǎƪ ŀǎǎŜǎǎƳŜƴǘ ǘƻƻƭǎ Ƴǳǎǘ ōŜ ŀŘŀǇǘŜŘ ŦƻǊ ŎƻƳƻǊōƛŘ 
addiction

Åω wŜƘŀōƛƭƛǘŀǘƛƻƴ ǊŜǉǳƛǊŜǎ Řǳŀƭ ŦƻŎǳǎΥ ǇǳōƭƛŎ ǎŀŦŜǘȅ ϧ ǇŀǘƛŜƴǘ 
recovery



Thank You

ÅDr Hasanen Al-Taiar

ÅEmail: Hasanen.al-taiar@oxfordhealth.nhs.uk

Å2025
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