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CHAPTERR 1

THEE CONSTRUCT OF PSYCHOPATHY
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CHAPTERR 1

SUMMARY Y
Chapterr 1 offers an introduction to the following chapters. After the historical
conceptualizationn of psychopathy as a clinical syndrome is touched upon, we describe
thee development, structure, administration and scoring of the PCL-R, as well as its
psychometricc properties. We review research examining the validity of the PCL-R in
termss of covariation with other psychological measures and physiological processes,
andd we turn our focus on the utility of the PCL-R in the prediction of institutional
misbehavior,, treatment outcome, and criminal recidivism. It is concluded that (PCLR)) psychopathy is an important factor in understanding and predicting criminal
conduct.. Specifically, (PCL-R) psychopathy is associated with increased risk of
violentt and aggressive behavior, disruptive behavior, high rates of (different types of)
recidivism,, and poor treatment outcome.
Next,, the main research questions addressed in this thesis are outlined, and the
settingg where the research was conducted, the Dr. Henri van der Hoeven Kliniek in
Utrecht,, the Netherlands, is described in some detail — with special reference to
psychologicall assessment procedures used to periodically evaluate treatment progress.
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INTRODUCTION N

Bothh the nature and the breadth of the defining features of psychopathic personality
disorderr have generated considerable confusion among both researchers and clinicians
(e.g.,, Blackburn, 1988; Hare, Hart, & Harpur, 1991; Holmes, 1992; Millon, Simonsen, &
Birketh-Smith,, 1998). During the past 200 years, scholars have formulated and
reformulatedd the construct of psychopathy innumerable times (e.g., Cleckley, 1941/1982;
Hare,, 1991, 1993; Millon et al., 1998). Amidst all of these formulations, some researchers
havee asserted that the disorder is "a myth...a nonexistent entity" (Karpman, 1948, p. 523)
orr "a mythical entity" Blackburn (1988, p. 511), whereas others argued that, at the very
least,, the construct of psychopathy cannot be regarded as a useful construct either from a
clinicall or from a theoretical perspective (Gunn, 1998). Given the compelling (mainly
Northh American) evidence regarding both the clinical value of the construct and its
theoreticall coherence, Hare (1998a) states that "these views typically have an armchair
qualityy about them, and are held with surprising certitude and tenacity" (p. 188).
Itt is true that the etiology, dynamics, and conceptual boundaries of the disorder are
thee subject of debate, but at the same time there is a consistent clinical tradition concerning
itss core affective, interpersonal, and behavioral attributes, which cuts across a broad
spectrumm of professionals, including psychiatrists, correction workers, psychologists, and
experimentall psychopathologists (e.g., Blair, 1995, 2001; Blair, Jones, Clark, & Smith,
1997;; Blair et al., 2002; Cleckley, 1941/1982; Flor, Birbaumer, Hermann, Ziegler, &
Patrick,, 2002; Hare, 1993, 1996, 1998b; Hart, 1998; Kiehl et al., 2001; Lilienfeld, 1994;
Livesley,, 1998; McCord & McCord, 1964; Meloy, 1988; Millon, 1969; Raine, 2001;
Raine,, Lencz, Bihrle, LaCasse, & Colletti, 2000; Schmitt & Newman, 1999; Tennent,
Tennent,, Prins, & Bedford,

1990). Nevertheless, until recently, the lack of

psychometricallyy sound procedures for diagnosing the disorder has hindered the
developmentt of a body of replicable, theoretically meaningful research findings, as well as
thee acceptance of psychopathy as an important clinical construct with practical
implications. .
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HISTORICALL CONCEPTUALIZATION OF PSYCHOPATHY
ASS A CLINICAL SYNDROME 1

Moree than 200 years ago, Phillipe Pinel (1801/1962), a French physician and
pioneerr in the field of mental disorders, encountered unusual cases not fitting any
contemporaryy classification for mental disturbance. Characterized by relatively normal
intellectuall functions — imagination, judgment, memory, perception — but a pronounced
disorderr of affect, blind impulse to acts of violence, even murderous fury, he described the
syndromee as manie sans délire (Pinel, 1801/1962). Other clinicians noted similar cases of
"morall insanity" (Prichard, 1835), in whom clear thought coexisted with affective
disturbancee and socially deviant behaviors (Rush, 1812).
Typologiess for classifying criminal behavior in general and psychopathy in
particularr were as numerous as the terms (e.g., Partridge, 1930). They often reflected
individuall moral beliefs or the psychological Zeitgeist of the period. In 1891, the German
psychiatristt Koch proposed the term "constitutional psychopathic inferiority" as a more
acceptablee alternative to Pritchards' (1935) term "moral insanity". Koch asserted that the
termm "psychopathic" was more appropriate because it more accurately conveyed his belief
thatt the disorder was a psychological abnormality with a physiological basis that did not
amountt to insanity (Blackburn, 1988; Millon et al., 1998).
Earlyy on, clinicians believed degenerative processes underlied most mental
disturbancess (e.g., dementia praecox). Influenced by this bias, those who described
psychopathyy ignored information concerning personality (e.g., Lewis, 1974; Maudsley,
1874).. Psychopathy became a wastebasket category for all personality deviations. The
poorlyy defined category produced a plethora of descriptive terms — e.g., constitutional
inferiority,, constitutional psychopathic inferiority, constitutional psychopathic personality,
psychopathy,, constitutional defectiveness, neurotic constitution, sociopathy (Partridge,
1930)) — which indicated the lack of a clearly defined syndrome. The social context for
definingg psychopathy was embedded within a 19th-century concern to treat the mentally ill

'' For extensive reviews on the concepts and theories of psychopathic personality disorder, see, for example,
Millon,, Simonsen, & Birket-Smith (1998).
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offenderr separate from the non-mentally ill criminal. The distinction between the 'mad'
andd the 'bad' continues to be a struggle for many forensic clinicians today.
Althoughh neurobiological roots were still hypothesized, Kraepelin's (1915)
adoptionn of the term "psychopathic personality" led to a decline in the use of terms that
suggestedd a degenerative process (Gacono, 1988). In 1909, Birnbaum, a German
researcher,, suggested that the term "sociopath" might be a more accurate label for most of
thesee individuals (Millon et al., 1998). Birnbaum hypothesized that antisocial behavior was
rarelyy the result of intrinsic personality traits and/or characteristics, but generally reflected
thee operation of societal forces on the individual (Millon et al., 1998). In the United States,
thee term "sociopath" was first introduced by Partridge. In 1930, Partridge hypothesized
thatt psychopathy was characterized exclusively by social maladjustment. Therefore, he
assertedd that the term "sociopath" would be a more accurate and applicable label to
describee these individuals. D.K. Henderson (1939) agreed with Patridge's basic
conclusionss regarding the nature of psychopathy (Millon et al., 1998). However, he
assertedd that psychopathy should be divided into three clinical subtypes: (1) the
predominantlyy aggressive; (2) the predominantly passive or inadequate, and (3) the
predominantlyy creative (Millon et al., 1998). One of D.K. Henderson's unique
contributionss to the conceptualization of psychopathy was his assertion that not all
psychopathss were criminals (Millon et al., 1998), a notion later expanded by Cleckley
(1941/1982). .
Elevenn years after Partridge's (1930) review article in which he identified the
confusionn surrounding the term psychopathy, a seminal book on the psychopathic
personalityy was published by Cleckley (1941), The mask of sanity. To summarize what he
thoughtt to be the essential features of primary psychopaths (see below), Cleckley
formulatedd a list of 16 core characteristics of psychopathy that still is widely accepted
todayy as the best definition of the psychopath (Table 1).
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TABLEE 1

Cleckley'sCleckley's 16 Criteria for Psychopathy

KeyKey features
Unresponsivenesss in general interpersonal relations
Superficiall charm and good intelligence
Absencee of delusions and other signs of irrational thinking
Absencee of "nervousness" or other neurotic manifestations
Lackk of remorse and shame
Poorr judgment and failure to learn from experience
Pathologicall egocentricity and incapacity for love
Generall poverty in major affective reactions
Inadequatelyy motivated antisocial behavior
Otherr characteristics
Impersonal,, trivial, and poorly integrated sex life
Unreliability y
Failuree to follow any life plan
Untruthfulnesss and insincerity
Suicidee rarely carried out
Specificc loss of insight
Fantasticc and uninviting behavior with drink and sometimes without
Source.Source. From Cleckley (1982, p. 204), We used the wording of "Key features" and "Other characteristics" from
Andrewss and Bonta (2003). The psychology of criminal conduct (3rd ed). Cincinnati, OH: Anderson.

Cleckleyy expanded

on early organic and behavioral

conceptualizations

of

psychopathyy (Gacono, 1988). Although postulating a constitutional deficit, Cleckley's trait
descriptionss provided clinical criteria without links to a degenerative disorder. He believed
thee psychopath suffered a semantic problem in that he was unable to process or internalize
thee affective components of human interaction (Cleckley, 1941/1982). Or, as Johns &
Quayy (1962) cogently stated, "the psychopath can thus be said to be one who knows the
wordss but not the music; the denotative meaning of words and phrase may be intact but the
connotativee emotional or motivational component is lost" (p. 217).
Cleckleyy argued that moral feelings and compunctions must be learned and that this
learningg process is guided and enforced by the power of emotional feelings. When these
normall feelings are attenuated, the development of morality — the very mechanism of
socializationn — is compromised.

THEE CONSTRUCT OF PSYCHOPATHY

77

McCordd and McCord (1964) stated that the defining characteristics of psychopathic
individualss are "guiltlessness and lovelessness", and they cautioned that an individual
shouldd not be categorized as a psychopath unless the individual demonstrates these two
essentiall symptoms in various aspects of functioning, while according to Hare (1970),

Mostt clinical descriptions of the psychopath make some sort of
referencee to his egocentricity, lack of empathy, and inability to
formm warm, emotional relationships with others characteristics
thatt lead him to treat others as objects instead of as persons and
preventt him from experiencing guilt and remorse for having done
so.. (p. 14)
Millonn (1969, 1975) attempted to anchor psychopathic behavior to learning and
psychologicall dynamics (see Millon et al., 1998). He described psychopaths as being "selfassertive,, temperamentally hostile, socially forceful, and intimidating" (Millon et al., 1998,
p.. 23). In his view, deficiency in concern for other people is the essential clinical symptom
off psychopathy, which is essentially a combination of narcissism and antisocial behavior.
Accordingg to Millon, a passive variant of the psychopathic individual's lack of concern for
otherss is evident in the self-focus of the narcissistic personality, while an active variant of
thee psychopath's lack of concern for others is evident in the destructive behavior of the
antisociall personality.
Researchh with psychopaths, which started in the mid 1940s, suggested the existence
off two distinct types of psychopathy: primary and secondary psychopathy (Karpman,
1946,, 1948; see also Blackburn, 1975; Doren, 1987; Eysenck, 1964; Karpman, 1941,
1961).22 Karpman (1946) defined primary psychopaths primarily in terms of personality
characteristicss and secondary psychopaths primarily in terms of emotional disturbances
andd resulting impulsivity. He argued that the primary psychopath's characteristics are so
deeplyy ingrained that the only reasonable explanation is that the individual was born as a
psychopath.. Secondary psychopaths, on the other hand, do experience guilt and are able to

"" For the sake of completeness, we mention here that there have been numerous attempts to classify criminal
offenderss and/or psychopaths into subtypes (For an extensive review, see Megargee & Bohn, 1979).
Accordingg to Lykken (1995), typologies have usually been based on factors as the instant offense, criminal
careerr pattern, social class, and on the basis of psychoanalytic or developmental theories (e.g., Millon &
Davis,, 1998). However, more empirical typologies have also been developed (e.g., Blackburn, 1975, 1986;
Megargeee & Bohn, 1979; Quay, 1977).
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formm attachments. According to Karpman (1948), secondary psychopaths engage in
antisociall behavior because of underlying emotional disorder that is typically manifested as
extremee impulsivity. Other researchers have referred to secondary psychopaths as
"symptomatic"" or "neurotic" psychopaths (e.g., Doren, 1987). According to Levenson,
Kiehl,, and Fitzpatrick (1995), secondary psychopaths are more likely to come into contact
withh the criminal justice (or forensic mental health) system because of their characteristic
emotionall disorders and impulsivity. The debate about the distinction between primary and
secondaryy is of importance because it touches upon the notion of the treatability of
psychopaths.. Those with a capacity for emotionality and with some conscience may be
moree amenable to treatment (Blackburn, 1993; Eysenck, 1998) and less likely to act
violentlyy (Herpertz & Sass, 2000).
Thee assertion of Levenson et al. (1995) regarding the subtypes of psychopathy and
thee likelihood of engaging in antisocial behavior relates to Cleckley's clinical observation
thatt criminal behavior was not an essential characteristic of psychopathy. Others since
Cleckleyy also believed that 'not all psychopaths ended up in prison' (Babiak, 1995, 2000;
Bursten,, 1972, 1973; Millon, 1981). According to Andrews and Bonta (2003), accepting
thee assumption that a psychopath is not necessarily a criminal, holds that "an etiological
explanationn of crime may not serve as an explanation of psychopathy, and vice versa, and
assessmentt and treatment methods for psychopaths and criminals should be substantially
different"" (p. 370).
Finally,, Weiner (1991) hypothesized, with some empirical support, that many
'noncriminal'' psychopaths manifest similar superego deficits as criminal psychopaths, but
maintainn more intact ego functions, such as impulse control. This is consistent with
observationss that these individuals may not meet the behavioral criteria for antisocial
personalityy disorder (ASPD) but do often meet the threshold criteria for other personality
disorderss (i.e., paranoid or narcissistic personality disorder) (Wulach, 1988). Currently,
however,, our knowledge base regarding the behavioral, interpersonal, and affective
characteristicss of noninstitutionalized psychopaths is significantly limited.
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DSMM CRITERIA
Ass is evident from the foregoing discussion, the construct of psychopathy has been
conceptualizedd

in various ways throughout

the past 200 years. The

changing

conceptualizationn of psychopathy is reflected quite clearly in the nosological terminology
andd diagnostic criteria sets contained in the various editions of the Diagnostic

and

StatisticalStatistical Manual of Mental Disorders (DSM; American Psychiatric Association [APA],
1952,, 1968, 1980, 1987, 1994). In the first DSM, the term personality disorder was used
forr the most general classification of personality disturbance, of which four subtypes were
identified:: personality pattern disturbances, personality
personalitypersonality

disturbances,

and special

trait disturbances,

symptom

reactions.

sociopathic

Sociopathic

personality

disturbancess described a variety of conditions, such as sexual deviation, alcoholism, and
'antisocial"" and 'dissocial' reactions. The 'antisocial reaction' diagnosis was given to those
individuals s

[...]] who are always in trouble, profiting neither from experience
norr punishment and maintaining no loyalties to any person, group
orr code. They are frequently callous and hedonistic, showing
markedd emotional immaturity with lack of sense of responsibility,
lackk of judgment, and an ability to rationalize their behavior so
thatt it appears warranted, reasonable, and justified. (APA, 1952,
p.. 38)
Thee antisocial diagnosis closely resembled the classic psychopath (Jenkins, 1960).
Thee reactive aspect of the diagnosis, however, suggested a fundamentally learned response
too the slings and arrows of the environment — the original premise of Birnbaum (1914)
whoo coined the term sociopath.
Thee DSM-II (APA, 1968) eliminated the reactivity criteria, presented a number of
personalityy disorders, and subsumed antisocial and dissocial reactions under the rubric of
"antisociall personality". ASPD was distinguished by unsocialized and antisocial behavior.
Incapablee of significant loyalty to individual, group, or social values they were described
ass callous, irresponsible, selfish, impulsive, unable to feel guilt or to learn from experience
andd punishment. They demonstrated poor frustration tolerance and blamed others, while
offeringg plausible rationalizations for their behavior (APA, 1968). These changes in DSM-
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IIII were based on the groundbreaking empirical research on delinquents of Lee Robins
(1966).. Her work provided a social deviancy model of antisocial personality, in contrast to
Cleckley'ss "personality" or trait model.
Althoughh the DSM-II maintained some traits incorporated in more traditional
descriptionss of psychopathy (e.g., Hare et al., 1991; Karpman, 1961; Millon, 1981), the
fixedd set of behavioral criteria in the DSM-I1I (APA, 1980) firmly endorsed a social
deviancee model (L. Robins, 1966) and eschewed most trait descriptions. A definition of
ASPDD was created that consisted largely of determining whether the subject had
participatedd in a number of criminal or antisocial acts in childhood and in adulthood (APA,
1980).. The DSM-III and DSM-III-R (APA, 1987) criteria did not explicitly include traits
suchh as selfishness, egocentricity, callousness, manipulativeness, and lack of empathy.
Thesee characteristics were found in the criteria for narcissistic personality disorder. The
revisionn of the third edition emphasized an early onset (< 15 years) of continuous and
chronicc antisocial behavior that persisted into adult life, while eliminating reference to
specificc traits. Thus, DSM-III and DSM-III-R moved further away from the psychopathic
traitss that had been described by Cleckley.
Inn the most recent edition of the DSM, DSM-IV (APA, 1994), criteria for ASPD,
althoughh simplified (seven items), again firmly endorsed the social deviance model. Table
22 lists the criteria for the DSM-IV ASPD, and the criteria for dissocial personality disorder
ass defined in the 10th edition of the International Classification of Diseases (ICD-10;
Worldd Health Organization [WHO], 1992).

Psychopathyy has also been compared with a diagnosis of dissocial personality disorder as defined in the
10thh edition of the International Classification of Diseases (ICD-10; World Health Organization [WHO],
1990). .
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TABLEE 2

CriteriaCriteria for DSM-IVAntisocial and ICD-10 Dissocial Personality Disorder

ICD-10 0

DSM-IV V
Antisociall behavior since age 15, as indicated A.
byy three or more of the following:
1.. Repeated criminal acts
2.. Deceitfulness
3.. Impulsivity
4.. Irritability and aggressiveness
5.. Recklessness
6.. Irresponsibility
7.. Lack of remorse
B..

Current age at least 18 years

B.

Grosss and persistent attitude of
irresponsibilityy and disregard for
sociall norms, rules, and obligations

C.

Incapacityy to maintain enduring
relationships s

D. .

Veryy low tolerance to frustration and
aa low threshold for discharge of
aggression,, including violence

Conductt disorder before age 15, indicated by
clinicallyy significant impairment in social,
academicc or occupational functioning
E.
resultingg from three or more of the following:
1.. Bullied
2.. Fought
3.. Used weapons
4.. Cruel to people
5.. Cruel to animals
6.. Robbed
7.. Forced sex on others
8.. Set fires
9.. Destroyed property
10.. Broke and entered
11.. Lied
12.. Stole
13.. Stayed out late
14.. Ran away from home
15.. Truant
D..

Callouss unconcern for the feelings
off others and lack of the capacity
forr empathy

Incapacityy to experience guilt and to
profitt from experience, particularly
punishment t

F.

Markedd proneness to blame others or
too offer plausible rationalizations for
thee behavior bringing the subject into
conflictt with society

G.

Persistentt irritability

Occurrence of antisocial behavior not exclusively during the course of
schizophreniaa or manic episodes

Source.Source. Adapted from American Psychiatric Association (1994). Diagnostic and Statistical Manual of Mental
DisordersDisorders (4th ed.). Washington, DC: Author; World Health Organization (1992). International Classification of
DiseasesDiseases (10th ed.). Geneva, Switzerland: Author.
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ASPDD is defined as an obdurate penchant for engaging in negativistic and
destructivee conduct starting early in life and continuing in adulthood (DSM-IV, p. 645). In
orderr to qualify for the diagnosis, a person has to show a persistent pattern of misconduct
—— that is, early evidence of conduct disorder. Another prerequisite is that the misconduct
didd not occur during the course of schizophrenia or manic episodes. The DSM-IV text says
thatt the pervasive pattern of disregard for, and violation of, the rights of others "has also
beenn referred to as psychopathy, sociopathy or dissocial personality disorder" (p. 645).
Indeed,, the text makes many references to the personality traits traditionally associated
withh psychopathy:
Individualss with antisocial personality disorder frequently lack
empathyy and tend to be callous, cynical, and contemptuous of the
feelings,, rights, and sufferings of others. They may have an
inflatedd and arrogant self-appraisal (...) and may be excessively
opinionated,, self-assured, or cocky. They may display a glib,
superficiall charm and can be quite voluble and verbally facile.
Lackk of empathy, inflated self-appraisal, and superficial charm
aree features that have been commonly included in traditional
conceptionss of psychopathy and may be particularly
distinguishingg of antisocial personality disorder in prison or
forensicc settings where criminal, delinquent, or aggressive acts
aree likely to be nonspecific. These individuals may also be
irresponsiblee and exploitative in their sexual relationships. They
mayy have a history of many sexual partners and may never have
sustainedd a monogamous relationship, (p. 647)
Thee change in focus in the diagnostic criteria contained in the different editions of
thee DSM not only reflects the evolving conceptualization of psychopathy, but it also
reflectss the divergent approaches that researchers have taken in the investigation of
psychopathyy (Lilienfeld, 1994; Reise & Oliver, 1994). Specifically, while some researchers
havee focused primarily on personality traits in defining psychopathy (e.g., Cleckley,
1941/1982;; Jenkins, 1960), others have focused primarily on behavioral characteristics in
definingg psychopathy (e.g., Karpman, 1961), and still others have emphasized both
personalityy traits and behavioral characteristics in defining psychopathy (e.g., Hare, 1980,
1985). .
Thee advocates of the personality-based approach to defining psychopathy believe
thatt psychopathy should be viewed primarily as a constellation of personality traits
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(Lilienfeld,, 1994). They argue that this has two important advantages (Reise & Oliver,
1994).. First, individuals defined as psychopaths according to the personality-based
approachh are psychologically homogenous (Reise & Oliver, 1994). Second, the
personality-basedd approach is better able to identify the 'successful' psychopaths who have
nott come into contact with the mental health or criminal justice systems (Reise & Oliver,
1994). .
Thee advocates of the behavior-based approach to psychopathy believe that
psychopathyy should be defined primarily with reference to a history of agreed-upon
antisociall behaviors (Lilienfeld, 1994), and is reflected in the diagnostic criteria sets
containedd in the three most recent editions of the DSM (APA, 1980, 1987, 1994).
Advocatess of the behavior-based approach to defining psychopathy argue that it has two
majorr advantages over the personality-based approach (Reise & Oliver, 1994). First, the
behavior-basedd approach does not require many psychological inferences on the part of the
clinician.. Second, the behavior-based approach results in high diagnostic interrater
reliabilityy (Reise & Oliver, 1994).
Finally,, some researchers have emphasized both personality traits and behavioral
characteristics.. The advocates of this approach believe that psychopathy is most
appropriatelyy viewed as a combination of personality traits and behavioral characteristics
(Lilienfeld,, 1994).

THEE HARE PSYCHOPATHY CHECKLIST-REVISED

(PCL-R)

Att a conceptual or linguistic level, psychopathic personality disorder is
synonymouss with antisocial, dissocial and sociopathic personality disorder; they are simply
differentt terms for the same disorder. This is explicitly recognized in the DSM-IV (APA,
1994,, p. 645). At an operational level, however, it must be emphasized that the various
diagnosticc criteria sets for antisocial, dissocial, sociopathic, and psychopathic personality
disorderr are not equivalent.
Ann adequate diagnosis of psychopathy must be based on the full range of relevant
symptomatology.. An exclusive focus on behavioral symptoms (i.e., irresponsibility,
delinquency),, for example, to the exclusion of affective and interpersonal symptoms may
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leadd to overdiagnosing of psychopathy in criminal populations and underdiagnosing in
non-criminalss (Hare et al., 1991; Lilienfeld, 1994; Widiger & Corbitt, 1995). To ensure
accuratee diagnosis, psychopathy should be assessed using expert observer (i.e., clinical)
ratings,, based on a review of case history materials —such as criminal and psychological/
psychiatricc records— and supplemented with interviews or behavioral observations
wheneverr possible (Hare, 1991). The next section briefly addresses the development,
structure,, administration, and scoring of the PCL-R.

PCL-R:: DEVELOPMENT, STRUCTURE, ADMINISTRATION, AND SCORING

Development.Development. In the late 1970s, expanding on Cleckley's conceptualization
psychopathy,, and adding items related to antisocial behavior, Hare and his colleagues
begann developing a research tool for operationalizing the construct psychopathy — the 22itemm Psychopathy Checklist (PCL; Hare, 1980). According to Hare, the "impetus for the
developmentt of the PCL was the recognition that traditional assessment procedures,
includingg those based on clinical diagnosis and on self-report inventories, lacked
demonstratedd reliability and validity" (Hare, 1991, p.1). Research with the PCL
demonstratedd that it was a reliable assessment measure with strong psychometric
properties,, and it was rapidly adopted by numerous researchers and clinicians as the gold
standardd in psychopathy assessment measures (e.g., Hare, 1991; Hare & McPherson, 1984;
Hart,, Hare, & Harpur, 1992; Schroeder, Schroeder, & Hare, 1993). The PCL was revised
inn 1985 and formally published in 1991 as the 20-item Hare PCL-R (Hare, 1991), and has
beenn initially validated with data from North American samples of prison inmates and
forensicc psychiatric patients (see reviews by Fulero, 1995; Stone, 1995). Currently, the
PCL-RR is regarded as the most widely-accepted and empirically-validated instrument for
measuringg psychopathy in both correctional and forensic psychiatric populations (Hare,
1991;; Rice, 1997).
Structure.Structure. At least initially, PCL-R items were considered to be underpinned by two
distinctt but correlated factors (e.g., Hare, 1991; Hare et al., 1990; Harpur, Hare, &
Hakstian,, 1989; Harpur, Hakstian, & Hare, 1988; Hart et al„ 1992). The first factor (8
items)) reflects the interpersonal and affective features of psychopathy, and has been
labeledd "Selfish, callous and remorseless use of others" (Hare, 1991; Hare et al., 1990).
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Factorr 1 is closely related to the core personality features of psychopathy as articulated by
Cleckleyy (1941/1982), as well as to DSM-IV narcissistic personality disorder (Harpur et al.,
1988;; Hart, Forth, & Hare, 1991). Factor 2 (nine items) primarily measures the (antisocial)
behaviorall aspects of psychopathy and has been labeled "Chronically unstable and
antisociall lifestyle." Factor 2 is closely associated with a DSM-IV diagnosis of ASPD (e.g.,
Harpurr et al., 1988).4 The remaining three items of the PCL-R (promiscuous sexual
behavior,, many short-term marital relationships and criminal versatility) did not load on
eitherr factor (Hare, 1991; Hare et al., 1990). Table 3 presents the 20 items of the PCL-R
andd their location in the traditional two-factor structure.
TABLEE 3

ItemsItems in the Hare Psychopathy Checklist-Revised (PCL-R; Hare, 199 J) and Their Location in the
TraditionalTraditional Two-Factor Structure

Factorr 1
1.. Glibness / superficial
charm m
2.. Grandiose sense of selfworth h
4.. Pathological lying
5.. Conning or manipulative
6.. Lack of remorse or guilt
7.. Shallow affect
8.. Callous / lack of empathy
16.. Failure to accept
responsibilityy for own
actions s

Factorr 2

Additionall items

3.. Need for stimulation /
11.. Promiscuous sexual
pronenesss to boredom
behavior r
9.. Parasitic lifestyle
17.. Many short-term
10.. Poor behavioral controls
maritall relationship
12.. Early behavioral problems 20.. Criminal versatility
13.. Lack of realistic, long-term
goals s
14.. Impulsivity
15.. Irresponsibility
18.. Juvenile delinquency
19.. Revocation of conditional
release e

Note.Note. Additional items = items that do not load on either factor.
Source.Source. Adapted from Hare, R.D. (1991). The Hare Psychopathy Checklist-Revised. Toronto, Canada: Multi-Health
Systems. .

Recentt re-analysis, by means of Item Response Theory (IRT) and confirmatory
factorr analyses (CFA), suggests that a //iree-factor model that only uses the 13 items of the
PCL-RR that deal with personality traits (rather than delinquency and social deviance) might
actuallyy provide a better fit than the traditional two-factor model (Cooke & Michie, 2001).
44

Recently, the Hare Psychopathy Checklist-Revised (PCL-R™): 2nd edition is published.

16 6

CHAPTERR 1

Inn essence, the three-factor model of Cooke and Michie (2001) posits, that a coherent
superordinatee factor (i.e., psychopathy), is underpinned by an interpersonal {Deceitful

interpersonalinterpersonal style), affective {Deficient affective experience), and behavioral {Impulsiv
andand irresponsible behavioral style) factor. In a series of seven studies, this three-factor
modell of psychopathy was developed and cross-validated in North American {n = 2067)
andd Scottish (n = 596) forensic and correctional subsamples using the PCL-R and then
crossvalidatedd on alternative measures of psychopathy, including the 12-item Psychopathy
Checklist:: Screening Version (PCL:SV; Hart, Cox, & Hare, 1995), and the psychopathy
criteriaa from the DSM-IV field trial. In each study, the fit of the proposed three-factor
modell was compared with that of several competing models, including the original twofactorr model. The three-factor model was found to fit the data consistently and to fit
significantlyy better than competing models. Table 4 presents the three-factor hierarchical
modell of Cooke and Michie (2001).
TABLEE 4

CookeCooke and Michie's (2001) Three-Factor Model Derived from the PCL-R

Factorr 1
(Arrogantt and Deceitful
Interpersonall Style)

1.. Glibness / superficial
charm m
2.. Grandiose sense of selfworth h
4.. Pathological lying
5.. Conning / manipulative

6..
7..
8..
[6..

Factorr 2
(Deficientt Emotional
Experience) )

Factorr 3
(Impulsivee and Irresponsible
Behaviorall Style)

Lack of remorse or guilt
Shallow affect
Callous / lack of empathy
Failure to accept
responsibilityy for own
actions s

3.. Need for stimulation /
pronenesss to boredom
9.. Parasitic lifestyle
13.. Lack of realistic, longtermm goals
14.. Impulsivity
15.. Irresponsibility

Note.Note. PCL-R = Psychopathy Checklist-Revised.

Thee most important difference between the Hare PCL-R and DSM-IV's ASPD is
onn the emotional-interpersonal dimension (Hare, 1998a). The diagnostic criteria for ASPD

Thee differences between these two diagnostic traditions are discussed extensively elsewhere (e.g.,
Cunninghamm & Reidy, 1998; Hare et al., 1991; Hart & Hare, 1997; Lilienfeld, 1994; Lilienfeld, Purcell, &
Jones-Alexander,, 1997; Widiger & Corbitt, 1995).
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tendd to focus more narrowly on overt delinquent behavior (e.g., APA, 1980, 1987, 1994. In
contrast,, diagnostic criteria for psychopathy typically include a broad range of affective,
behavioral,, and interpersonal characteristics (e.g., Cleckley, 1941/1982; Hare, 1970, 1980,
1991;; Hart et al., 1995). Cooke and Michie (1997, 1999; also Cooke, Michie, Hart, &
Hare,, 1999) concluded that the interpersonal and affective items of the PCL-R are of
greaterr importance than the behavioral characteristics for taxon identification or behavioral
prediction.. Recently, however, Skilling, Harris, Rice, & Quinsey (2002) reported that,
whenn scored as continuous measures, the association between PCL-R and DSM-IV criteria
off ASPD is extremely high, which means that "persistently antisocial individuals not only
exhibitt such [...] characteristics as antisocial behavior beginning early in life, but (with
extremelyy high likelihood) also exhibit psychopathic glibness, superficiality, failure to take
responsibility,, shallow affect, and so on" (p. 35).
Att the heart of the diagnostic controversy between psychopathy and ASPD has
beenn the question of whether the latent constellation of traits proposed by each group
representedd taxonic (i.e., categories) or nontaxonic (i.e., dimensions, factors) phenotypic
indicatorss (Meehl, 1995). Indeed, the question whether psychopaths are qualitatively
differentt from nonpsychopathic criminals or whether all criminals are psychopaths to a
certainn extent is important. Is psychopathy a discrete personality construct (a taxon) or a
continuouss dimension of personality? Harris, Rice, and Quinsey (1994) concluded that the
taxonicc characteristics were empirically documented by the PCL-R. Specifically, Factor 2
itemss and other childhood variables were found to be associated with a taxon underlying
psychopathy.. These findings are inconsistent with those of Cooke and Michie (1997) who
concludedd that Factor 1 of the PCL-R was the most sensitive discriminator of psychopathy.
Harriss et al. (1994) determined that PCL-R scores of 19-20 optimally maximized the
numberr of false positives and false negatives. Harris, Rice, and Cormier (1991) suggested a
PCL-RR cutoff of 25 optimally categorized a taxon for psychopathy and criminal
recidivism.. However, Harris et al. (1994) recommended that different cutoff scores be used
forr different forensic questions. For research purposes, however, a score of 30 is generally
recommendedd as indicative of psychopathy (Hare, 1991), although researchers have used
scoress varying from 15 (Seto & Barbaree, 1999) to 32 (Serin, Peters, & Barbaree, 1990).
Meloyy and Gacono (1995) even recommended a cutting score of 33 for clinical purposes,
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takingg the standard error of the instrument, i.e. 3 points, into account. The variability
reportedd in various studies has left the controversy insufficiently examined.
AdministrationAdministration

and scoring. The PCL-R is completed on the basis of a sem

structuredd interview and collateral (file) information. The interview is conducted for two
reasons.. First, the interview is conducted to obtain specific historical information across
severall domains of functioning that is necessary to score some PCL-R items (Hare, 1991).
Thee interview covers several areas of the individual's functioning, such as school
adjustment,, work history, future goals, finances, family background, sexual and intimate
relationships,, child and adolescent antisocial behavior and adult delinquency. Second, the
intervieww provides the examiner with an opportunity to observe the

individual's

interpersonall style and behavioral characteristics over a reasonably long period of time
(Hare,, 1991). The review of collateral information serves to (1) enable the examiner to
evaluatee the credibility of the information provided by the individual during the interview;
(2)) it assists the examiner in determining whether the interpersonal style displayed by the
subjectt during the interview is representative of the subject's usual behavior, and (3) it
providess the examiner with the primary data for scoring several of the PCR-R items (e.g.,
criminall versatility, juvenile delinquency).
Eachh of the PCL-R items is scored on a 3-point ordinal scale (0 = item does not
apply,apply, 1 = item applies to a certain extent, 2 — item definitely applies), according to the
scoringg criteria contained in the PCL-R administration and scoring manual (Hare, 1991).
Examinerss should score each of the 20 PCL-R items on the basis of the individual's
lifetimee functioning. Hare (1991) warns that the PCL-R items should not be scored solely
onn the basis of the individual's functioning at the time of the evaluation. If there is
insufficientt information to score a particular item, the item can be omitted. According to
thee PCL-R manual, up to five items can be omitted without invalidating the PCL-R total
score.. Up to two items can be omitted on each PCL-R Factor without invalidating the
respectivee Factor scores. The total score can range from 0 to 40, reflecting the degree to
whichh an individual resembles the prototypical psychopath. Hare (1991) suggested a cutoff

Considerablee research with the PCL-R suggests that accurate PCL-R ratings may be based solely on file
information,, that is, if there is sufficient high-quality information (Grann, Langström, Tengström, &
Stalenheim,, 1998; Hare, 1991; Koivisto & Haapasalo, 1996; Wong, 1988; see also Chapter 7).
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scoree of 30 or more to assign a clinical diagnosis of psychopathy. In European research,
however,, a cutoff score of 26 is often used.7

CLINICALL UTILITY OF THE

PCL-R

Accordingg to Cooke (1998), the validity of a clinical construct has to be evaluated
inn relation to a wide range of criteria (e.g., Blashfield & Draguns, 1976; Kendell, 1989; E.
Robinss & Guze, 1970), including: (1) psychometric properties; (2) evidence of covariation
betweenn the construct and abnormalities of a psychological, physiological, or biochemical
nature,, and (3) predictive validity in terms of treatment outcome and/or future behavior.
Below,, we will briefly review how well the PCL-R performs against these criteria.

PSYCHOMETRICC PROPERTIES

Theree is compelling evidence that Hare's construct of psychopathy has substantial
validity.. Psychometric analyses based on classical test theory and item response theory
(IRT)) indicate that the PCL-R has excellent psychometric properties (Hare et al., 1990;
Cookee & Michie, 1997, 2001). It is found that PCL-R psychopathy can be diagnosed as
reliablyy as most (acute) mental disorders (and more reliably than other personality
disorders)) in clinical and research settings (e.g., Hare, 1991; Widiger et al., 1996). Of the
studiess providing reliability statistics in the meta-analysis of Hemphill, Hare, and Wong
(1998),, interrater or intraclass correlation coefficients all exceeded .80. Both factor analytic
studiess and IRT modeling have demonstrated that the diverse manifestations of the
disorderr — the affective, interpersonal, and behavioral characteristics — are underpinned
byy coherent latent traits (Hare et al., 1990; Cooke, 1995; Cooke, Kosson, & Michie, 2001;
Cookee & Michie, 1997, 2001; Cooke et al., 1999). There is no evidence that the construct
validityy of psychopathy is unduly affected by race or culture (e.g., Cooke, 1995, 1996;
Cookee et al., 2001; Kosson, Smith, & Newman, 1990).

77
Therefore, in our studies (Chapters 3-7), we also used a cutoff of 26 to assign a clinical diagnosis of
psychopathy. .

20 0

CHAPTERR 1

COVARIATIONN WITH MEASURES OF PSYCHOLOGICAL AND PHYSIOLOGICAL PROCESSES

Theree is also convincing evidence for the validity of the psychopathy construct in
termss of covariation with psychological measures and physiological processes.8 Several
liness of research are of particular importance. First, although no evidence has been found
thatt (PCL-R) psychopaths suffer from gross cerebral impairment (e.g., Smith, Arnett, &
Newman,, 1992), they show impaired performance on cognitive tasks related to passiveavoidancee learning (e.g., Howland, Kosson, Patterson, & Newman, 1993; Lapierre, Braun,
&& Hodgins, 1995; Newman, Kosson, & Patterson, 1992). Hare and Craigen (1974) found
thatt psychopaths exhibit unusual patterns of physiological arousal, particularly in
anticipationn of noxious stimuli (see also, among others, Arnett, Howland, Smith, &
Newman,, 1993; Raine & Venables, 1988a, 1988b). They display anticipatory heart rate
accelerationn while awaiting an inevitable, aversive stimulus, but they do not display any
significantt increase in electrodermal response. Hare (1978) interpreted this pattern of
anticipatoryy physiological arousal as evidence of an adaptive coping response that helps
psychopathss to ignore selectively cues of impending punishment but that also makes them
susceptiblee to overfocusing on reward cues. Deficient conditioning leads to an inability to
learnn from punishment experiences and to develop avoidance learning (Herpertz & Sass,
2000). .
Also,, research with a variety of paradigms (including behavioral, electrocortical,
andd brain imaging paradigms) illustrates that psychopaths have abnormal or weakly
lateralizedd linguistic functions and that their processing of the affective components of
languagee is poor; the deeper affective loading of stimulus material seems to elude them
(e.g.,, Day & Wong, 1996; Hare & Jutai, 1988; Hare & McPherson, 1984; Hare,
Williamson,, & Harpur, 1988; Intrator et al., 1997; Kiehl et al., 2001; Patrick, 1994;
Patrick,, Bradley, & Lang, 1993; Patrick, Cuthbert, & Lang, 1994 Williamson, Harpur, &
Hare,, 1991). Kiehl et al. (2001), for example, found that compared to controls criminal
psychopathss showed significantly less affect related activity in the amygdala/hippocampai
formation,, parahippocampal gyri, ventral striatum and in the anterior and posterior
cingulatedd gyri. Psychopathic criminals also showed evidence of over-activation in the
88

For detailed summaries of this research, see, for instance, Hare (1991, 1996, 1998b), Newman (1998),
Newmann and Wallace (1993), Wallace, Schmitt, Vitale, and Newman (2000).
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bilaterall fronto-temporal cortex; with greater activation for affective than for neutral
stimulii in the tempora-frontal cortex (Kiehl et al., 2001). These latter data have been
interpretedd as supporting the notion that psychopathic individuals require more nonlimbic
cognitivee resources and strategies to process and evaluate affective stimuli that do
comparisonn subjects, presumably due to the absence of appropriate limbic input regarding
thee affective characteristics (Kiehl et al., 2001). Blair et al. (1997) monitored electrodermal
activityy (i.e., skin conductance response) of psychopathic and nonpsychopathic subjects
duringg the presentation of threatening and neutral stimuli and reported that psychopathic
subjectss were hyporesponsive to distress cues (e.g., baby crying) but not to real threat cues
(e.g.,, sight of a snake). Blair et al. (1997) suggested that reduced electrodermal responses
too distress cues among psychopathic subjects reflects dysfunction of a violence inhibition
mechanismm and may account for the psychopath's characteristic lack of empathy. The
profoundd lack of empathy may reflect an inability to generate apt autonomic responses to
thee pain or distress experienced by another person. Lapierre et al. (1995) found that
incarceratedd psychopathic individuals were significantly impaired on neuropsychological
taskss considered sensitive to orbitofrontal / ventromedial prefrontal dysfunction.9 They
alsoo found that psychopaths did not display performance deficits on measures sensitive to
thee dorsolateral prefrontal cortex and postero-olandic function.10
Itt is important to note that the neurocognitive impairments that have been found in
adultt psychopathic individuals are also being found in children with psychopathic
tendenciess (Blair, 1999; Fisher & Blair, 1998; O'Brien & Frick, 1996). Blair, Colledge,
andd Mitchell (2001), for example, investigated the performance of boys with psychopathic
tendenciess and comparison boys, aged 9 to 17 years, on a gambling task (Bechara and
colleagues,, 1994, 1999) and a learning task (the Intradimensional/Extradimensional
(ID/ED)) shift task; Dias, Robbins, & Roberts, 1996). The psychopathic boys showed
impairedd performance on the gambling task but not the ID/ED task, suggesting that
psychopathicc tendencies reflect amygdala dysfunction.

99

Tasks included a visual go/no go task and the Porteus Maze Test.
Tasks included the Wisconsin Card Sorting Test (WCST) and the Mental Rotation task.

100
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PREDICTIVEE VALIDITY

InstitutionalInstitutional misbehavior. It is found that the psychopathy construct has utility i
thee prediction of disruptive behavior in residential settings in a variety of (mainly NorthAmerican)) samples of adult male prisoners and forensic psychiatric patients (e.g., Belfrage,
Fransson,, & Strand , 2000; Buffington-Vollum, Edens, Johnson, & Johnson, 2002; Edens,
Buffmgton-Vollum,, Colwell, Johnson, & Johnson, 2002; Gacono, Meloy, Sheppard, Speth,
&& Roske, 1995; Hare, Clark, Grann, & Thornton, 2000; Hare & McPherson, 1984;
Heilbrunn et al„ 1998; Kosson, Steuerwald, Forth, & Kirkhart, 1997; Kroner & Mills, 2001;
Moltó,, Poy, & Torrubia, 2000; Pham, Remy, Dailliet, & Lienard, 1998; Reiss, Grubin, &
Meux,, 1999; Rice, Harris, & Cormier, 1992), female inmates (Salekin, Rogers, & Sewell,
1997),, general psychiatric patients (Rasmussen & Levander, 1996), and adolescent
offenderss (Brandt, Kennedy, Patrick, & Curtin, 1997; Edens, Poythress, & Lilienfeld,
1999;; Hicks, Rogers, & Cashel, 2000; Rogers, Johansen, Chang, & Salekin, 1997; Weiler
&& Widom, 1996). For example, Serin (1991) administered the PCL to 87 male inmates in a
medium-securityy federal prison. The results indicated that the psychopathic inmates (PCL
totall score > 28) scored higher than the nonpsychopathic inmates on measures of
impulsivenesss and aggressiveness (Serin, 1991; Serin & Amos, 1991). In addition, he
observedd that the psychopathic inmates were considerably more abusive, threatening, and
violentt than the nonpsychopathic inmates. Finally, Serin (1991) noted that the
psychopathicc prisoners were more likely than the nonpsychopathic inmates to have
committedd more serious past offenses. Consistent with these findings, Hill, Rogers, and
Bickfordd (1996) found that male adult offenders in a maximum security forensic
psychiatricc hospital who obtained high scores (i.e., 18 or more) on the PCL:SV were more
likelyy to engage in aggressive and socially disruptive behaviors than individuals with low
scoress (< 18) on the PCL:SV.''

Recidivism.Recidivism. Numerous researchers have investigated the ability of the PCL-R to
predictt recidivism.12 The results of these research studies generally found that the PCL-R
consistentlyy predicted different types (i.e., sexual, violent, general) of recidivism across
111
It is generally recognized that the findings obtained with one version of the PCL are generalizable to the
otherr versions (Hare, 1991).
122
For extensive (meta-analytic) reviews, see, among others, Hemphill et al. (1998), Salekin, Rogers, and
Sewelll (1996), Gendreau, Goggin, and Smith (2002) and Walters (2003).
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variouss clinical settings and samples, including male prison inmates or forensic psychiatric
patientss (e.g., Grann, Langström, Tengström, & Kullgren, 1999; Rice & Harris, 1995a;
Serin,, 1996; Tengström, Grann, Langström, & Kullgren, 2000), sex offenders (e.g.,
Barbaree,, Seto, Serin, Amos, & Preston, 1994; Furr, 1993; Quinsey, Rice, & Harris, 1995;
Ricee & Harris, 1997a; Serin, Mailloux, & Malcolm, 2001; Serin, Malcolm, Khanna, &
Barbaree,, 1994; Wong, 1995), female offenders (Salekin, Rogers, Ustad, & Sewell, 1998),
andd adolescent (sex) offenders (Forth, Hart, & Hare, 1990; Gretton, McBride, Hare,
O'Shaughnessy,, & Kumka, 2001; Toupin, Mercier, Déry, Cóté, & Hodgins, 1995). The
robustt association between psychopathy, as measured by the family of Psychopathy
Checklists,, and future violence is evident even after controlling for traditional risk factors
thatt may confound the relationship (e.g., criminal history and/or demographic
characteristics)) (Hart, 1998). The results of these studies have led several researchers to
addresss the related question of whether there is a relationship between psychopathy and
treatmentt outcome among institutionalized populations. In the next section we will briefly
discusss the small body of empirical research that has addressed this relationship (see also
Chapterr 6).
TreatmentTreatment outcome. The evaluation of the effectiveness of treatment in reducing
(violent)) re-offending among (male) adult and adolescent psychopathic individuals has
indicatedd that, in general, those who score high on the PCL-R show a distinctly negative
responsee to treatment (e.g., Harris, Rice, & Quinsey, 1993; Hobson, Shine, & Roberts,
2000;; O'Neill, Lidz, & Heilbrun, 2003; Rice, Harris, & Cormier, 1992; Seto & Barbaree,
1999).. In one of the earliest studies to address the relationship between (PCL-R)
psychopathyy and treatment outcome, Ogloff, Wong, and Greenwood (1990) administered
thee PCL-R to 80 incarcerated male offenders who were participating in a therapeutic
communityy program designed to treat criminal offenders with personality disorders. Ogloff
ett al. (1990) used the following outcome measures: (1) length of time spent in the
therapeuticc community program, (2) degree of motivation, and (3) degree of clinical
improvement;; degree of motivation and degree of clinical improvement were coded from
clinicall and institutional files. The results indicated that the patients with PCL-R total
scoress > 27 were more likely to prematurely terminate participation in the treatment
program,, showed less motivation and less clinical improvement (Ogloff et al., 1990).
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Inn another study, Rice et al. (1992) found an interaction effect in that treated psychopaths
recidivatedd at a higher rate (i.e., 77%) than those who did not receive treatment (i.e., 55%)
afterr a 10.5 year follow-up. It should be noted, however, that this treatment program,
althoughh considered innovative in the late 1960s and 1970s, was a nontraditional treatment
programm that "would not meet current ethical standards" (Harris et al, 1991, p. 628).
Nevertheless,, the findings of Rice et al. (1992) create concern about the involvement of
psychopathss in treatment, especially the possibility that participation in certain types of
psychologicall treatment could exacerbate their already high level of violence risk (e.g., see
Ricee & Harris, 1997b; Yalom, 1995). Further research is needed to determine if the
treatmentt of offenders with (moderate to severe) psychopathy can be made more effective.

CONCLUSION N

Althoughh still a somewhat controversial issue among researchers and clinicians,
theree seems to be a renewed interest in the concept of psychopathy. It can be concluded
fromm this introductory chapter that operationalization of Cleckley's concept of psychopathy
throughh the development of the PCL-R has served to established its validity. In fact, in the
currentt scientific literature, psychopathy has become virtually synonymous with the PCLRR definition of the construct. As is evident from our review, extensive research with the
PCL-R,, and its' derivates, over the last 25 years has provided a strong knowledge base
regardingg the behavioral, interpersonal, and affective characteristics of psychopaths.
Specifically,, the research suggests that (PCL-R) psychopathy is associated with increased
riskk of violent and aggressive behavior, disruptive behavior, high rates of (different types
of)) criminal recidivism, and poor treatment outcome. The PCL-R has become a central tool
inn risk assessment for future (violent) criminal behavior, not only in its own right
(Hemphilll et al., 1998; Salekin et al., 1996) but also as an integral feature of a growing
bodyy of risk assessment guidelines (e.g., Boer, Hart, Kropp, & Webster, 1997; Borum,
1996;; Kropp, Hart, Webster, Eaves, 1994; Webster, Douglas, Eaves, & Hart, 1997;
Webster,, Eaves, Douglas, & Wintrup, 1995; Webster, Harris, Rice, Cormier, & Quinsey,
1994).. Psychopathy is considered a necessary aspect of any thorough examination of future
violencee risk.
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Althoughh the predictive validity of the PCL-R is impressive, caution is warranted in
equatingg dangerousness with psychopathy. Not all violent and dangerous offenders are
(PCL-R)) psychopaths (Bonta, Harris, Zinger, & Carrière, 1996; Harris, Rice, & Quinsey,
1993;; Serin, 1996). Also, claims that the PCL-R should be "the primary instrument ... for
appraisalss of criminal recidivism and dangerousness" (Hemphill et al., 1998, p. 160) need
too be viewed with caution in light of other research. For example, Harris and colleagues
(Harriss et al., 1993; Rice & Harris, 1997a) identified 11 additional predictors to the PCL-R
that,, when combined to construct the Violence Risk Appraisal Guide (VRAG; Harris et al.,
1993),, significantly improved prediction of violent recidivism beyond knowledge of only
thee PCL-R (r = .44 versus r = .34). Also, comparisons of the PCL-R with other risk
assessmentt instruments do not always show the PCL-R to be the better predictor. In a
recentt meta-analysis, Gendreau et al. (2002), for example, found that the Level of Service
Inventory-Revisedd (LSI-R; Andrews & Bonta, 1995) actually performed as well as the
PCL-RR when the outcome was violent recidivism and better than the PCL-R when the
outcomee was general recidivism.
Nevertheless,, the research reviewed here indicates that psychopathy is an important
factorr in understanding and predicting (violent) criminal conduct: "Even those opposed to
thee very idea of psychopathy cannot ignore its potent explanatory and predictive power —
iff not as a formal construct, then as a static factor" (Hare, 1998, p. 205).

MAINN RESEARCH QUESTIONS

Despitee the extensive attention that the construct of psychopathy, assessed with the
PCL-R,, has received from both researchers and clinicians abroad during the past 25 years,
surprisingly,, no researcher has empirically investigated it's merits in (non)institutionalized
populationss in the Netherlands. Accordingly, our knowledge is essentially limited to
foreignn research findings. The necessity of testing the utility of the construct of
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psychopathyy in Dutch forensic psychiatry is therefore evident. Below, the five main
researchh questions addressed in this thesis are outlined:'3
(1))

What is the reliability and factor structure of the Dutch language version of the
Haree Psychopathy Checklist-Revised (PCL-R; Hare, 1991)? (Chapter 3 of this
thesis). .
Implementationn of the PCL-R for clinical use in any new (cultural) context should
bee accompanied by evaluation of the psychometric status of the instrument in that
particularr context. The generalizability of the PCL-R's dimensional structure has
nott yet been established for forensic psychiatric patients in the Netherlands. The
studyy presented in Chapter 3 is designed to examine the (interrater) reliability and
factorr structure of the Dutch language version of the PCL-R.

(2))

What is the association between psychopathy and DSM-IV Axis I and Axis II
disorder?? (Chapter 4 of this thesis).
Previouss work has generally supported the construct validity of Hare's PCL-R in
relationn to DSM-III (-R) Axis I and Axis II disorders. Most of this work, however,
hass involved North American criminal and forensic psychiatric samples. We do not
knoww whether the findings reported are generalizable to Dutch forensic psychiatric
patients.. Also, to the best of our knowledge, no study has been published that
systematicallyy examined the association between PCL-R psychopathy and Axis I
andd Axis II disorders of the last edition of the Diagnostic and Statistical Manual of
Mentall Disorders (DSM-IV; American Psychiatric Association, 1994). Chapter 4
describess a study that was designed to examine the association between PCL-R
psychopathyy and (1) assessment of DSM-IV Axis I disorders and (2) DSM-IIIR/DSM-IVV Axis II disorders.

(3))

What is the predictive power of psychopathy in relation to inpatient disruptive
behavior?? (Chapter 5 of this thesis).

Inn order to avoid redundancy, it was decided not to provide an extensive description of the specific
researchh questions or hypotheses, or more detailed background information on the hypotheses, see the
introductoryy paragraph of the separate studies presented in Chapters 3 through 7.
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Studiess have demonstrated numerous risk factors to be associated with inpatient
violencee in (forensic) psychiatric patients, including individual (e.g., age, number
off total prior convictions, psychotic disorder, drug/alcohol abuse) and situational
(e.g.,, overcrowding, staff inexperience, tolerance of violence) factors. While
researchh that addresses the association between psychopathy and inpatient
disruptivee behavior is rapidly expanding, only a handful of studies have examined
thiss relationship in forensic psychiatric patients. In Chapter 5, a prospective study
examiningg the strength of the association between PCL-R psychopathy and various
formss of disruptive behavior in a residential forensic psychiatric setting is
presented. .
Whatt is the relationship between psychopathy and change in dynamic risk factors
duringg forensic psychiatric treatment? (Chapter 6 of this thesis).
Effectivee treatment to reduce recidivism requires the targeting of appropriate
dynamicc risk factors (e.g., Andrews, Bonta, & Hoge, 1990; Andrews & Bonta,
2003).. Risk factors can be static or dynamic. Static risk factors are those that are
unlikelyy to change, such as sex and prior offenses and are not suitable as treatment
targets.. Dynamic risk factors, on the other hand, are characteristics which are
amenablee to change, and when changed, are expected to result in a corresponding
decreasee (or increase) in recidivism risk. The main objective of the study presented
inn Chapter 6 is to investigate the relationship between PCL-R psychopathy as a trait
andd change in relevant dynamic risk factors during forensic psychiatric treatment.
Doo rapists identified as psychopathic recidivate more frequently and sooner than
nonpsychopathicc rapists following the termination of treatment (Chapter 7 of this
thesis). .
Thee identification of risk factors that are associated with recidivism in sex
offenderss plays an important role in determining effective risk management
strategies.. The main objective of the retrospective study presented in Chapter 7 is to
investigatee the role of PCL-R psychopathy as a risk factor for re-offending in a
samplee of sex offenders, convicted for rape or sexual assault, who had returned to
societyy after (intensive) forensic psychiatric treatment. The second goal of the study
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iss to examine the degree to which a combination of PCL-R psychopathy and sexual
deviancee can predict sexual recidivism.

SETTING G
Thee setting of the research reported in this thesis is the Dr. Henri van der Hoeven
Kliniek,, located in Utrecht, and one of the 13 forensic psychiatric institutions in the
Netherlands.. To give the reader an impression of the treatment process and its different
stages,, the procedures in the Dr. Henri van der Hoeven Kliniek will be described in some
detaill here — with special reference to psychological assessment procedures used to
periodicallyy evaluate treatment progress.

TREATMENTT MODEL

Thee Dr. Henri van der Hoeven Kliniek is a 135-bed forensic psychiatric hospital for
thee treatment of mentally disordered offenders who have been sentenced by criminal court
too involuntary commitment because of (severely) diminished responsibility for the
offense(s)) they committed. In terms of legal status, most patients are sentenced to a
'maatregell van terbeschikkingstelling' (TBS-order), a judicial measure which can be
translatedd as 'disposal to be treated on behalf of the state' (for a discussion of the TBSorder,, see Chapter 2). The purpose of the TBS-order is to protect society from offenders
withh unacceptably high risks of recidivism, directly through involuntary admission to a
securee forensic psychiatric hospital, and indirectly through the treatment provided there.
Thee hospital as a whole is organized as a therapeutic community. A central concept
inn the treatment model is the stimulation of the patient's awareness that he is responsible
forr his own life, including his offenses and his progress in treatment. This premise is basic
too the way the hospital is organized and to all treatment activities. Patients reside in living
groupss of circa 10 patients, where they can develop and practice alternative styles and
skills.. An adequately functioning social network in the outside world is considered
importantt to support the patient during treatment and after termination during his
reintegrationn into society. Treatment progress is evaluated every three months by the
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treatmentt team, which includes the supervising psychologist, group leaders, the
psychotherapistt and the social worker of the patient.
Thee general treatment model of the Dr. Henri van der Hoeven Kliniek is eclectic
withh an emphasis on diminishing violence risk through interventions aimed at increasing
thee patient's insight and control over his behavior. To this end, a treatment program is
constructed,, composed of individual and/or group psychotherapy, job training, education,
creativee arts and sports. Patients participate in various group therapy programs, such as
sociall skills training, aggression and impulsivity management. There are special programs
forr substance abusers and sex offenders. Almost all patients receive individual
psychotherapy,, which is cognitive-behavioral, with an integration of several approaches,
suchh as Young's (1994) cognitive therapy for personality disorders, Linehan's (1993)
dialecticall behavior therapy and the offense script and relapse prevention method (Laws,
1989;; see also van Beek, 1999).

OBSERVATIONN AND ASSESSMENT

Thee first two months of the patients' stay at the hospital are used for observation,
assessmentt and preparation for treatment. From the first day on, the patient has a program
off daily activities, including work, education, creative arts and sports. Work supervisors
andd teachers observe patients during their activities and report their observations. The
patientt also spends time at his living group (see below), where group leaders make
observationss during structured and unstructured activities.
Duringg this period, psychologists see the patient for personality assessment. The
objectivee of personality assessment is to obtain insight into the factors that are related to
thee patient's violence risk. To this end, a standard test battery, including semi-structured
interviewss (for DSM-IV Axis II disorders and the Psychopathy Checklist-Revised
interview),, self-report personality inventories [e.g., the Minnesota Multiphasic Personality
Inventory-22 (MMPI-2; Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989;
Butcher,, Graham, Ben-Porath, Tellegen, & Kaemmer, 2001) and anger, impulsivity and
interpersonall behavior scales] and indirect tests (e.g., the Rorschach Inkblot Method;
Exner,, 1993) is administered (Tl) (see also HiWebrand & de Ruiter, 1999). Multimethod
assessmentt is recommended, because distinct assessment methods provide unique sources
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off data (Meyer et al., 2000) and results from separate instruments can be used to
crossvalidatee each other (see also Chapter 6). Furthermore, the use of psychometric
instrumentss is to assess the extent to which a patients has changed during the treatment, or
too examine the effectiveness of recommendations and interventions. Initial pretreatment
assessmentss in conjunction with need assessments should identify which criminogenic
factorss (see Chapter 6) needed to be addressed in treatment. Also, structured clinical
guideliness for the assessment of violence risk (HCR-20; Webster et al., 1997) and sexual
violencee risk (SVR-20; Boer et al., 1997) are administered. By using standardized risk
assessmentt instruments, the appraisal of offense risk gains in standardization, transparency,
andd empirical support (Webster et al., 1997). Table 5 presents the assessment instruments
usedd in the Dr. Henri van der Hoeven Kliniek.
TABLEE 5

ForensicForensic Psychological Test Battery used in the Dr. Henri van der Hoeven Kliniek

Domainn

RiskRisk of future violence
Impulsivityy
Interpersonall behavior
Personalityy structure / - disorders
Psychopathyy
Substancee use problems
Angerr / anger control

Instruments

HCR-20; SVR-20
BIS-11; MMPI-2; PCL-R; RIM CS
ICL-R; MMPI-2; RIM CS
MMPI-2; RIM CS; SIDP-IV
PCL-R
PCL-R; MMPI-2
MMPI-2; NAS; PCL-R; RIM CS

Note.Note. BIS-11 = Barratt Impulsiveness Scale (Barratt, 1994); HCR-20 = Historical. Clinical. Risk Management-20
(Websterr et al., 1997); ICL-R = Interpersonal Checklist-Revised (LaForge & Suczek, 1955); MMPI-2 = Minnesota
MultiphasicMultiphasic Personality Inventory (Butcher et al., 1989); NAS = Novaco Anger Scale (Novaco, 1994); PCL-R =
PsychopathyPsychopathy Checklist-Revised (Hare, 1991); RIM CS = Rorschach Inkblot Method, applied according to Exner's
ComprehensiveComprehensive System (Exner, 1993); SIDP-IV = Structured Interview for DSM-IV Personality Disorders (Pfohl,
Blum,, & Zimmerman, 1994); SVR-20 = Sexual Violence Risk-20 (Boer et al., 1997).

Duringg the first weeks, the patient also meets with one of the psychotherapists and
withh the social worker who is assigned to his living group. These sessions are scheduled to
determinee what role psychotherapy and the patient's social network could have in his
treatment.. The observation and assessment period ends with the so-called "treatment
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indicationn meeting", a staff meeting where all hospital staff and the patient convene to
discusss the core problems of the patient and his treatment plan.

THEE LIVING GROUP

Mostt patients reside in a living group, where they live with fellow-patients in a kind
off 'house'. Every living group consists of 8 to 10 patients, supervised by group leaders.
Dailyy life in the group provides patients with experiences that have to do with sharing
responsibilities,, social skills and spending leisure time. Each patient has his own room. The
treatmentt team consists of a supervising psychologist, a social worker and the group
leaderss and is responsible for planning, progress and evaluation of the patient's treatment.
Thee group leaders have a diversity of tasks: they are present at meals and at group
discussions;; they supervise the structure of daily life; they write treatment plans and daily
logss of their experiences with patients.
Thee hospital has a special ward for individual treatment, where patients who are
unsuitablee for placement in a regular living group are admitted. In general, the goal is to
replacee patients in a regular living group after a period of intensive individual treatment,
butt this objective is not always met. Since the beginning of the 1990's, there is a special
livingg group for patients with psychotic disorders. This group is more structured and less
demanding;; medication adherence and psycho-education are the most important aspects of
thee treatment here.

TREATMENTT EVALUATION

Treatmentt progress is evaluated every three months, both orally and in writing. The
patient'ss progress is discussed with fellow patients during a meeting with the living group
andd during a meeting with the persons (teachers, therapists, work supervisors, etc.)
involvedd in the patient's treatment. All patients in our hospital are re-tested 18-24 months
afterr admission (T2) with a number of the personality tests that were administered upon
admissionn to the hospital, and again 42 months after admission (T3). In this way, objective
instrumentss provide information on the patient's progress. The 'what works' literature
(e.g.,, Andrews, 1995) highlights the importance of having evaluation procedures built into
programss to check they are meeting the stated objectives as part of a continuous review
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process.. In addition, behavior change (the ultimate goal) is not expected to occur in a
vacuum:: concomitant changes in personality, beliefs, and attitudes are expected.
Importantt phases in the treatment process are discussed at evaluations.
Subsequently,, the patient may be invited to submit a proposal for extension of leave, which
needss to include the reasons why he thinks he has changed so that extended leave is
warranted.. Such a proposal is discussed in the patient's living group, in the treatment team
andd in the so-called 'Hospital council1, which consists of staff members and patient
representativess from all living groups. The Hospital council meets every day and serves to
maintainn a safe and viable therapeutic milieu through cooperation between staff members
andd patients. After the patient's proposal has been discussed in all these organs, the final
decisionn about extension of leave is made in the general hospital staff meeting.

RESOCIALIZATION/AFTERCARE E

Thee hospital aims to limit the duration of the inpatient treatment phase for each
patient,, of course without losing sight of society's safety. When feasible, a patient is placed
inn a so-called 'transmural setting'. 'Transmuralization' is an intensive resocialization
programm whereby patients are supported by a special ambulatory team of group leaders,
whoo supervise them during this resocialization phase. They monitor and assist patients in
theirr own living environment. Patients can be re-admitted to the hospital in case there are
signss of becoming a risk to society. There are several types of transmural settings:
(1))

Supervised living in apartments owned by the hospital or in rental apartments.
Characteristicc of this type of forensic supervised living is regular contact between
thee patient and staff members of the hospital, but there is no 24-hour supervision.
Thee patient's daily life mainly takes place outside the walls of the hospital,
althoughh in some cases he may visit the hospital almost daily, for example to see
hiss psychotherapist or to go to work training;

(2))

Collaboration with a sheltered housing organization in the city of Utrecht.
Sincee 1991, the hospital has the possibility to place patients with limited social and
cognitivee capacities (who realize sufficiently that they will need supervision for an
extendedd period of time) in sheltered housing. Most of these patients follow a
treatmentt program inside the hospital during the day. After a certain period, their
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activitiess inside the hospital are often replaced by activities in society, such as
volunteerr work or a paid job in a welfare facility;
(3))

Clinical admission to a forensic ward of a general psychiatric hospital. For patients
whoo have insufficient capacities to support themselves in a sheltered living
arrangement,, the Dr. Henri van der Hoeven Kliniek has a number of beds in a
generall psychiatric hospital. These patients may suffer from psychoses which
cannott be managed adequately with medication or they may be unable to adhere to
theirr medication regimen without intensive external supervision. They need long
term,, clinical treatment to prevent psychotic decompensation.

