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Aggression has traditionally been subdivided into two correlated, but distinct, 

subtypes: reactive and instrumental.  Reactive aggression (RA) is considered impulsive, 

emotionally driven behavior, whereas instrumental aggression (IA) is planned and 

incentive-motivated.  This thesis examines the relationships between RA, IA, 

psychopathy, and antisocial personality disorder (APD) symptoms in male and female 

offenders recruited from a jail in north Texas.  Contrary to predictions, psychopathic 

traits did not account for more variance in aggression than did APD symptoms.  

Impulsivity demonstrated slight incremental validity over psychopathy for RA, and to a 

lesser degree, IA.  The continued utility of the reactive-instrumental distinction and 

implications for professional practice in relation to the current study are examined.  Study 

limitations and directions for future research are discussed. 
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CHAPTER 1 

INTRODUCTION 

Human aggression represents a wide and variable collection of expressed 

behaviors that, in its most extreme form, can be expressed as physical violence 

(Megargee, 1982).  An estimated 1.3 million violent crimes were reported nationwide in 

2009, accounting for 429.4 victimizations for every 100,000 occupants (Federal Bureau 

of Investigation [FBI], 2010).  Although these numbers have fallen slightly within the last 

few years, rates of violence in America are still troubling.  Despite this, our society and 

the discipline of psychology have yet to reach a consensus on what exactly constitutes an 

aggressive act. 

 Definitions of aggression have remained imprecise in our society, despite the 

prevalence of violent offenses in this country.  In common language, it encompasses 

everything considered aggressive in a culture (Berkowitz, 1993), including the familiar 

example of an “aggressive” salesperson.  This encompassing definition is problematic 

because, as noted by Berkowitz (1993), aggression could also be considered virtually any 

behavior that violates social norms.  With its use of social norms, this definition provides 

an important distinction between a knife-wielding assailant and a scalpel-wielding 

surgeon.  Berkowitz calls for scholars to find precise ways of defining aggressive 

behavior to ensure clear communication of what is meant by aggression. 

Within the field of psychology, debates regarding how to define aggression have 
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long been a source of considerable argument.  One primary debate concerns the intent of 

aggressors.  Many scholars (Anderson & Bushman, 2002; Berkowitz, 1969, 1988, 1993; 

Dollard, Doob, Miller, Mowrer, & Sears, 1939; Feshbach, 1964) contend that aggression 

is limited to a deliberate attempt to cause immediate harm or injury.  In contrast, Bandura 

(1973) and Buss (1961) offer a strictly behavioral view of aggression, which entirely 

disregards the notion of intent.  For example, Buss (1961) defined aggression as any 

“response that delivers noxious stimuli to another organism” (p. 1).  This strictly 

behavioral definition attempts to avoid questions about the internal or cognitive states of 

the aggressor.  Moreover, it completely disregards aggressive attempts that do not result 

in injury.  As a result, Buss (1971) offered a revision of his original definition, 

characterizing it as: “the attempt to deliver noxious stimuli regardless of whether it is 

successful” (p. 10).  Another central issue involves whether the victim is motivated to 

avoid the aggressive behavior (Baron & Richardson, 1994; Bushman & Anderson, 2001; 

Geen, 2001; Zillman, 1979).  For example, Baron and Richardson (1994) classify both 

suicide and sadomasochistic acts as nonaggressive events, because the victim seeks the 

inflicted pain, and therefore, is not motivated to avoid injury. 

The categorization of aggressive behavior has been subdivided according to the 

explicit and implicit goals that it achieves.  When aggression is meant to cause injury and 

is the result of provocation, it is often termed reactive aggression (Berkowitz, 1993; 

Bushman & Anderson, 2001).  When aggression is committed for some extrinsic 

purpose, such as the gain of power or money, it is called instrumental aggression 

(Cornell, Warren, Hawk, Stafford, Oram, & Pine, 1996).  As discussed shortly in further 
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detail, these 2 subtypes of aggression have been labeled and operationalized in various 

ways; however, the current thesis focuses specifically on instrumental and reactive 

aggression as used by seminal studies on the subtypes of aggression within offender 

populations (Cornell et al., 1996; Woodworth & Porter, 2002). 

Clinical research on general aggression has focused predominantly on populations 

with high levels of aggressive behaviors, especially incarcerated adults and juvenile 

delinquents.  Despite the extensive research, comparatively little research has focused 

specifically on subtypes of aggression in correctional populations.  Given that violence is 

precipitated by aggression (Kingsbury, Lambert, & Hendrickse, 1997), it is important to 

understand the precipitating role that aggression plays in the expression of violence 

among offenders.  Its role has implications for correctional populations where there are 

high rates of certain mental disorders, which increase the likelihood of violent behavior.  

In particular, high rates of antisocial personality disorder (APD; Kosson, Lorenz, & 

Newman, 2006) and psychopathy have been shown to predict antisocial behavior 

(Leistico, Salekin, DeCoster, & Rogers, 2008) and both general and violent recidivism 

(Walters, 2003).  In addition, psychopathic traits are significantly related to the prediction 

of both general (Hart, Kropp, & Hare, 1988) and violent (Serin, 1996; Serin & Amos, 

1995) recidivism in prison inmates and recidivism among mentally disordered offenders 

(Harris, Rice, & Cormier, 1991; Salekin, Rogers, & Sewell, 1996). 

The introduction to the current thesis is organized into 4 sections.  First, I define 

aggression, and operationalize the constructs of instrumental and reactive aggression.  

Second, the relationships between reactive aggression, instrumental aggression, 
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psychopathy, and APD are clarified and discussed.  Third, practical implications of the 

relationships between (a) instrumental and reactive aggression, (b) psychopathy, and 

APD are examined.  Finally, goals of the current study are discussed in relation to its 

contribution to the existing literature. 

Early Theories of Aggression 

 Theories of aggression have largely focused on the antecedents of aggressive 

behavior.  Two dominant theories of aggressive behavior, the frustration-aggression 

hypothesis and social learning theory, are largely responsible for the current distinction 

between reactive and instrumental aggression. 

One seminal theory within the aggression literature is that individuals possess an 

internal drive to behave aggressively, which is initiated by the experience of frustration.  

According to the original frustration-aggression hypothesis, “aggression is always a 

consequence of frustration” and, conversely, frustration always results in aggression 

(Dollard et al., 1939, p. 1).  Dollard and his colleagues defined a frustration as an 

obstruction that prevents the attainment of an intended goal.  Once provoked, a frustrated 

person is likely to display aggressive behavior, which is viewed as a cathartic release that 

is assumed to reduce those frustrations (Dollard et al., 1939).  Dollard and colleagues also 

posited that aggression differs with respect to the strength of the instigation to aggression.  

The frustration-aggression hypothesis proposed 3 crucial factors leading to aggression: 

(a) the extent to which a person expects satisfaction upon meeting his or her goal, (b) the 

degree of interference with the goal response, and (c) the accumulation of frustrated 

response sequences (Dollard et al., 1939).  Despite its place within the history of 
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aggression, the frustration-aggression hypothesis is rarely subscribed to in its original 

form (Averill, 1982). 

Several problems with the simplicity of the original frustration-aggression 

hypothesis have been identified.  First, it is apparent that some, but not all, frustrated 

individuals resort to aggression when provoked.  For example, 1 study indicates that 

frustration makes no difference in the likelihood of aggressive responses (Gentry, 1970).  

In fact, shortly after publication of the initial aggression-frustration hypothesis, Miller 

(1941), 1 of its 2 original authors, proposed a major revision, which suggested that 

frustration leads to many forms of behavior, only 1 of which is aggression.  Second, there 

is little doubt that aggression can occur without an instigating precipitator such as 

frustration.  Berkowitz (1969, 1988) postulated that aggression occurs as a result of fear 

or anger, neither of which necessitates prior frustration.  As expected with such 

shortcomings, the original frustration-aggression hypothesis has been heavily criticized 

on both theoretical and conceptual grounds. 

Among the most vocal critics of the frustration-aggression hypothesis is 

Berkowitz (1988), who argues that the frustration-aggression hypothesis places too much 

emphasis on the premise that all aggression can be traced to a previous frustration.  In his 

revision of the theory, Berkowitz asserts that frustration leads to anger, which can create 

a readiness to aggress (1969, 1976, 1989), but does not necessarily end in an aggressive 

display.  Instead, Berkowitz (1983) contends that aggression is best conceptualized as a 

hostile reaction to a perceived threat or dangerous situation.  This modification places 

much more emphasis on the reactive aspect of the aggression.  
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The concept of reactive aggression is seen as originating from the frustration-

aggression hypothesis.  There are several overlapping variations to the concept of 

reactive aggression, which vary based on the amount of emphasis scholars have placed on 

types of reactivity.  Berkowitz (1988, 1993) and Buss (1961) emphasize the provocation 

aspect of reactive aggression.  That is, reactive aggression is primarily a response to a 

thwarting of a perceived attack.  Other scholars (Cornell et al., 1996; Woodworth & 

Porter, 2002) emphasize the emotional reactivity that is characteristic of reactive 

aggression.  The emotion is commonly anger (Taylor, 1967), but could also be fear 

(Berkowitz, 1988).  Third, Barratt (1991) and Bushman and Anderson (2001) contend 

that impulsivity is the hallmark of reactive aggression.  Certainly, a lack of planning or 

consideration for consequences seems to typify reactively aggressive behavior.  While 

reactive aggression stems from a drive to behave aggressively, as outlined in subsequent 

paragraphs, instrumental aggression is thought of as learned behavior, as described in the 

context of social learning theory. 

Social learning theory is a method of explaining how people acquire non-innate 

behaviors.  Social learning theory posits that people are born without aggressive instincts; 

therefore, aggression is a learned behavior (Bandura, 1983).  On this point, Bandura 

(1977) contends that all social behavior, including aggressive responses, is learned 

through observing the behavior of others.  Furthermore, watching others successfully 

perform a specific behavior reinforces the likelihood that those behaviors will be 

performed in the future.  Bandura (1983) posits that these observations allow humans to 
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garner a large repertoire of behaviors without ever having to perform the behaviors 

themselves, resulting in less time spent in “tedious trial and error” (p. 6). 

With regard to the frustration-aggression hypothesis, Bandura recognizes the role 

of frustration in the experience of aggression, while still acknowledging the fundamental 

importance of observations.  According to Bandura (1983), “frustration … is a 

facilitative, rather than a necessary, condition for aggression” (p. 13).  That is, an 

aversive stimulus can provoke aggression in individuals who have learned to behave 

aggressively to that stimulus.  Contrary to the drive theory in which frustration causes 

aggression, social learning theory posits that an aversive stimulus can cause aggression, 

but that stimulus can cause any number of other reactions, as well.  From this perspective, 

there is modest agreement between social learning (Bandura, 1983) and drive theorists 

(Miller, 1941) regarding the causes of aggressive behavior. 

 Instrumental aggression is best understood within the context of Bandura’s social 

learning theory.  Like reactive aggression, several differing perspectives of instrumental 

aggression have received varying degrees of emphasis.  For instance, Bushman and 

Anderson (2001) emphasize the degree to which aggression is premeditated or planned as 

the most important component of instrumental aggression.  In contrast, Nouvion, Cherek, 

Lane, Tcheremissine, and Lieving (2007) indicate that the proactive, unprovoked 

response is the most important.  Other scholars (Feshbach, 1964; Walsh, Swogger, & 

Kosson, 2009; Woodworth & Porter, 2002) emphasize the aspect of being goal-driven or 

having non-injurious goals.  These components differ from the elements of reactive 

aggression, but are inverse relationships of the same component (i.e., premeditated versus 
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impulsive).  Thus, the differential aspects of reactive and instrumental aggression can be 

readily identified and critiqued. 

Criticisms of Reactive and Instrumental Aggression 

Despite their importance in the aggression literature, the distinction between 

reactive and instrumental aggression have been the subject of much empirically based 

criticism.  Specifically, the strength of the relationship between reactive and instrumental 

aggression has been a primary focus of the controversy.  Empirical studies indicate 

consistently strong correlations between reactive and instrumental aggression within 

adult populations (e.g., r = .74, Cima, Tonnaer, & Lobbestael, 2007; r = .70, Ostrov & 

Houston, 2008).  It is this strong consistent relationship that leads researchers to question 

the continued distinction between reactive and instrumental aggression. 

Offender research has discovered that an asymmetrical relationship exists 

between reactive and instrumental aggression.  That is, reactive aggression often occurs 

without an instrumental component, but that instrumental aggression rarely occurs 

without its reactive counterpart.  As a result, reactive aggression constitutes the most 

common type of aggressive behavior among offenders (Cornell et al., 1996).  For 

example, 75% of aggressors in a sample of adult forensic inpatients were classified as 

only reactive (Vitacco, Van Rybroek, Rogstad, Yahr, Tomony, & Saewart, 2009).  Based 

on these findings, it may be more useful to make a distinction between purely reactive 

aggression and a mixture of reactive and instrumental aggression (Cornell et al., 1996; 

Muñoz, 2005). 
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Factor analytic studies have sought to determine whether reactive and 

instrumental aggression are better explained as continuous variables on 1 dimension or as 

2 distinct factors.  Using samples of school-aged youth, 2 studies using confirmatory 

factor analysis (Poulin & Boivin, 2000; Raine, Dodge, Loeber, Gatze-Kopp, Lynam, 

Reynolds et al., 2006) have indicated that a 2-factor (reactive and instrumental) model 

best fits the data.  More recently, however, Fite, Colder, and Pelham (2006) have 

provided evidence for a 3-factor model of aggression (pure reactive, pure instrumental, 

and mixed reactive-instrumental).  Although the fit of the 2- and 3-factor models were 

comparable, Fite and colleagues (2006) chose to utilize the 3-factor model in the interest 

of accounting for the co-occurrence of different types of aggressive behavior, a main 

criticism of using exclusive subtypes of aggression.  These studies provide evidence that 

reactive and instrumental aggressions, while moderately to highly correlated in several 

populations, are best conceptualized as 2 distinct constructs. 

Differences between Reactive and Instrumental Aggression 

 Despite the strong correlation between reactive and instrumental aggression, 

notable differences are observed in these subtypes of aggression.  Cornell and colleagues 

(1996) found instrumental offenses were more planned, more goal-oriented, less 

provoked, and less emotional than were reactive offenses.  Thus, the primary defining 

characteristics which distinguish instrumental and reactive aggression include (a) the goal 

of aggressive behavior, (b) presence of emotion, (c) the degree of planning, and (d) 

provocation.  The 4 major differences will be examined in successive paragraphs. 
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 The most obvious difference between reactive and instrumental aggression is the 

intended goal of the aggression.  The goal of reactive aggression is to cause harm or 

injury, while the goal of instrumental aggression typically extends beyond the harm or 

injury of another.  Porter and Woodworth (2006) suggest that 1 of the fundamental 

considerations in understanding violent behavior is the motivation of the perpetrator; 

however, it is complex to study this, as motivations are difficult to assess (Bushman & 

Anderson, 2001; Hartup, 2005). 

Bushman and Anderson (2001) proposed that aggressors may have the same 

motives yet use a different function (i.e., purpose) of aggression.  For example, a man 

who has been insulted may aggress reactively (e.g., throw a punch) or instrumentally 

(e.g., plan a vengeful retaliation), thereby having the same motive, but using a different 

function of aggression for each (Bushman & Anderson, 2001).  Alternatively, aggressive 

persons may have different motives and use the same function of aggression.  For 

instance, if a child pushes another child off a bicycle, the child may be motivated by 

anger (e.g., reactive) or desire for a toy (e.g., instrumental; Bushman & Anderson, 2001).  

Lastly, an individual may present with mixed motives, as presented in this third example 

put forth by Bushman and Anderson (2001).  In the third example of the insulted man, 

both types of aggression may be present: he may be reacting with anger, while 

simultaneously working to restore his image to other people (i.e., instrumental). 

 The presence of emotion is another major difference between reactive and 

instrumental aggression.  Reactive aggression is described as the emotional, impulsive, 

“hot-blooded” aggression (Fontaine, 2007; Walters, 2005), while instrumental aggression 
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is viewed as planned and “cold-blooded” (Bushman & Anderson, 2001; Woodworth & 

Porter, 2002).  Empirical studies support this distinction, finding that reactive aggression 

is more strongly associated with anger (Stanford, Houston, Mathias, Villmarette-Pittman, 

Helfritz, & Conklin, 2003).  Along the same vein, Cornell and colleagues (1996) 

determined that instrumentally aggressive acts were unrelated to anger, while reactively 

aggressive acts largely exhibited an anger component. 

The third major difference between reactive and instrumental aggression is the 

degree of premeditation involved.  From a legal perspective, for example, the major 

distinction between murder and manslaughter is the presence of premeditation or malice 

aforethought (Keedy, 1949).  This distinction parallels current conceptualizations 

regarding the functions of aggression, wherein manslaughter likely relates to reactive 

aggression and murder relates to instrumental aggression.  As reactive aggression has 

been termed “the most basic form of aggression among criminal offenders” (Cornell et 

al., 1996, p. 788), it is no surprise that the most common homicide conviction is 

voluntary manslaughter (Wolfgang, 1958). 

 The fourth and final distinction between reactive and instrumental aggression 

considers the degree of perceived provocation.  Generally, reactive aggression is thought 

of as the result of previous provocation, while the operational definition of instrumental 

aggression requires no such instigation.  Hammock and Richardson (1992) examined 

aggression by using many predictor variables, such as gender of target, gender of subject, 

provocation, and gender-role orientation.  Provocation, operationalized as electric shocks 

administered to participants, was determined to be the most powerful predictor of 
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aggression, accounting for 81% of the explained variance (Hammock & Richardson, 

1992).  Their results support the idea that provocation remains a central difference 

between reactive and instrumental aggression.  Given the high degree of overlap between 

reactive and instrumental aggression, it has been postulated that a continued distinction 

between the 2 concepts represents a superfluous attempt at dichotomizing a continuous 

phenomenon. 

Clinical Utility of the Reactive-Instrumental Distinction 

As previously discussed, distinct differences are found between the purest forms 

of reactive and instrumental aggression; however, there continues to be some debate 

about the clinical utility of these distinctions.  While the dichotomous view has proven 

useful in early investigations on reactive and instrumental aggression, Bushman and 

Anderson (2001) contend that this division has outlived its clinical practicality.  For 

instance, aggression can be both reactive and instrumental at the same time, and many 

scholars (Barker, Tremblay, Nagin, Vitaro, & Lacourse, 2006; Bushman & Anderson, 

2001; Cornell et al., 1996; Fite et al., 2006; Poulin & Boivin, 2000) argue that this is 

often the case.  Furthermore, most aggressive behavior is characterized as having 

elements of both reactive and instrumental aggression (Barratt, Stanford, Dowdy, 

Liebman, & Kent, 1999; Dodge, 1991).  This conceptualization has led Porter and 

Woodworth (2006) to urge scholars to “refine their operational definitions beyond simply 

‘instrumental’ or ‘reactive’ in order to capture the complexity of motivations for 

violence” (p. 483). 
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As previously discussed, reactive aggression is commonly referred to as hot, 

impulsive, and angry, while instrumental aggression is referred to as premeditated and 

cold-blooded (Bushman & Anderson, 2001).  However, the occurrences of “warm” acts 

of aggression (Bushman & Anderson, 2001), offenses that are neither purely hot nor 

purely cold, have elements of both reactive and instrumental aggression.  The point at 

which an individual’s anger and/or premeditation yield a classification of either reactive 

or instrumental is a nebulous decision. 

Despite these issues regarding the utility of the reactive-instrumental aggression 

dichotomy, some researchers (Merk, Orobio de Castro, Koops, and Matthys, 2005) 

continue to advocate for the maintenance of these constructs.  Merk and colleagues 

(2005) discuss 8 criteria that assist with the distinction between reactive and instrumental 

aggression.  Due to distinct differences in the theory and proposed origin of reactive and 

instrumental aggression, Merk and colleagues (2005) contend that the dichotomy is still 

useful.  Despite this, attempts to operationalize the subtypes of aggression have resulted 

in highly inconsistent definitions. 

Definitions of Reactive and Instrumental Aggression 

Defining aggression within the field of psychology has proven difficult, similar to 

definitional problems within general society.  Many studies on the subtypes of aggression 

use varying terminology to label aggression (i.e., reactive/hostile/affective and 

instrumental/proactive/predatory), and employ a range of different criteria to 

operationalize these terms (see Table 1).  While it is necessary to define aggression in 
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order to study these constructs, inconsistent use of definitions of these terms makes it 

particularly difficult to compare results across studies. 

Table 1 

Operationalizations of Dichotomous Subtypes of Aggression 
 
Sample Study Type of Aggression & Operationalization 

Adult-
Correctional 

Cornell et al., (1996) IA: goal-directed, purposeful 
RA: in response to frustration 

Woodworth & Porter 
(2002) 

IA: injury secondary to external goal 
RA: hostile, angry reaction to perceived 
threat or danger 

Walsh et al. (2009) IA: a means to attain a subsidiary goal 
Youth-
Community 

Vitaro, Gendreau, 
Tremblay, & Oligny 
(1998) 

PA: instrumental, predatory, goal-
oriented 
RA: hostile, affective, angry, response 
to provocation 

Barker et al. (2006) PA: goal-oriented, no anger nor stressor  
RA: in response to stressor or 
provocation 

Pulkkinen (1996) PA: offensive, annoying provocative act 
RA: self-defense against a provoking 
target 

Kempes, Matthys, 
Maassen, van Goozen, 
& van Engeland (2006) 

PA: behavior aimed at a reward 
RA: response to perceived threat or 
provocation 

Miller & Lynam 
(2006) 

PA: motivated by a desire to reach a 
specific goal 
RA: negative affective states, response 
to provocation 

College Reidy, Zeichner, & 
Martinez (2008) 

Unprovoked aggression 
Provoked aggression 

Reidy, 
Zeichner, 
Miller, & 
Martinez 
(2007) 

IA: goal-directed 
HA: emotion-driven, defensive, 
response to threat 

Note. RA = reactive aggression; IA = instrumental aggression; PA = proactive 
aggression; HA = hostile aggression. 
 



	  

15 
	  

Many scholars (Geen, 2001; Gendreau & Archer, 2005; Vitaro & Brendgen, 

2005) diligently distinguish between (a) hostile and reactive aggression and (b) proactive 

and instrumental aggression, whereas others use these terms interchangeably (Walters, 

2005).  As discussed by Gendreau and Archer (2005), discernable differences can be 

found between each of these terms.  For instance, the intended goal of hostile aggression 

is injury, whereas reactive aggression is characterized by perceived provocation followed 

by an intense affective response (Gendreau & Archer, 2005).  With instrumental 

aggression, the intended goal is external to injury, whereas proactive aggression is 

defined as unprovoked aggression (Gendreau & Archer, 2005).  These subtle differences 

may be the reason there has been confusion with regard to usage of these aggression 

labels. 

One such area of confusion may be due to arbitrary subdivisions of the subtypes 

of aggression.  Within the concept of reactive aggression, some scholars (Barratt, 1991; 

Kockler, Stanford, Meloy, Nelson, & Sanford, 2006; Stanford et al., 2003) have 

operationalized a specific subset of reactive aggression, characterized primarily by 

impulsively aggressive acts that are the result of prior provocation.  Thus, this subset will 

be termed impulsive-reactive aggression, and is distinguished from reactive aggression 

by the impulsivity associated with the aggressive response. 

Measurement of Reactive and Instrumental Aggression 

Approaches to assessing aggressive subtypes have lacked specificity in their 

operationalization.  Three psychological measures of aggression demonstrate the general 
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disagreement about how best to define, operationalize, and assess the constructs of 

reactive and instrumental aggression (see Table 2). 

Table 2 

Aggressive Measures and their Operational Definitions for Subtypes of Aggression 
 
Measure Reactive Aggression Instrumental Aggression 
Aggressive Acts 
Questionnaire (AAQ) 

Impulsive aggression: an 
impulsive act, more 
extreme than the 
provocation warranted, 
resulted in cognitive 
confusion, followed by guilt 
feelings 

Premeditated aggression: a 
planned act related to 
financial reward and/or 
dominance over others 

Impulsive-Premeditated 
Aggression Scales (IPAS) 

Impulsive aggression: 
spontaneous aggressive 
outbursts, out of proportion 
to the provoking event 

Premeditated aggression: 
aggressive behaviors that 
are planned, controlled, 
and/or goal-oriented 

Reactive-Proactive 
Aggression Questionnaire 
(RPQ) 

Reactive aggression: hostile 
acts displayed in response 
to a perceived threat or 
provocation 

Proactive aggression: an 
aversive act conducted 
without provocation and 
with instrumental intent 

Note. AAQ = Barratt et al. (1999); IPAS = Stanford et al. (2003); RPQ = Raine et al., 
(2006). 
 

Two measures are intended to assess characteristics of actual aggressive 

responses.  Adapted from a semi-structured interview (Barratt, Stanford, Kent, & 

Felthous, 1997), the Aggressive Acts Questionnaire (AAQ) is designed to classify 

aggressive acts as either impulsive or premeditated (Barratt et al., 1999).  Individuals are 

asked to write down their most aggressive acts during the last 6 months, and respond 

based on those acts.  Thus, the AAQ is designed primarily to assess patterns of aggressive 

responses.  In contrast, the Impulsive-Premeditated Aggression Scales (IPAS; Stanford et 
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al., 2003) was developed to assess the impulsive and/or premeditated characteristics 

associated with an individual’s aggressive acts.  When completing the IPAS, individuals 

are instructed to consider their most aggressive acts over the last 6 months.  Unlike the 

AAQ, the IPAS is focused on assessing the most extreme, or worst, aggressive incidents. 

The Reactive-Proactive Aggression Questionnaire (RPQ; Raine et al., 2006) is 

based on a 6-item teacher-rating measure of instrumental and reactive aggression, as well 

as the theoretical literature on reactive and instrumental aggression (Dodge & Coie, 

1987).  The 2 scales, labeled reactive and proactive aggression, are consistent with the 

current thesis proposal’s operationalization of aggression (see Table 2).  The RPQ 

assesses a pattern of an individual’s aggressive responses to others.  For example, the 

question “How often have you yelled at others when they have annoyed you?” assesses 

the reactive dimension, whereas the question “How often have you used force to obtain 

money or things from others?” assesses the proactive dimension.  Important conceptual 

differences are expected between the 3 self-report measures.  Unlike the IPAS and AAQ, 

the RPQ is expected to provide an indication of the stability of an individual’s 

aggression.   

 The AAQ, IPAS, and RPQ each measure a different aspect of aggressive behavior 

within the context of the subtypes of aggression in adults.  The current thesis is concerned 

only with aggressive behavior within an adult correctional population.  In the next 

section, traits and disorders relevant to the discussion of reactive and instrumental 

aggression are explored.  Specifically, the syndrome of psychopathy and the diagnosis of 
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antisocial personality disorder will be addressed, along with their relationships to reactive 

and instrumental aggression. 

Psychopathy and Antisocial Personality Disorder 

Psychopathy, as originally conceptualized by psychiatrist Hervey Cleckley 

(1941/1988), is typified as a set of characteristics of an individual who has an egocentric 

and charming personality, exhibits impulsive behavior, engages in superficial 

interpersonal relationships, and displays marked deficits in both affect and remorse.  This 

conceptualization is composed of 16 personality traits, covering separate domains, 

including emotional deficits, interpersonal deficits, and the absence of psychotic features 

and delusions (Cleckley, 1941/1988; see Table 3).  In contrast, antisocial personality 

disorder (APD; American Psychiatric Association [APA], 2000) represents a group of 

symptoms comprised almost exclusively of behavioral traits, a requirement that did not 

exist in Cleckley’s original conceptualization.  Even though it is classified within DSM-

IV-TR personality disorders, APD requires far fewer personality characteristics than does 

psychopathy to meet the diagnostic threshold. 
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Table 3 

Cleckley’s Clinical Profile of Psychopathy (1941/1988) 
 
Superficial charm and good intelligence 
Absence of delusions and other signs of irrational thinking 
Absence of nervousness or psychoneurotic manifestations 
Unreliability 
Untruthfulness and insincerity 
Lack of remorse or shame 
Inadequately motivated antisocial behavior 
Poor judgment and failure to learn by experience 
Pathological egocentricity and incapacity for love 
General poverty in major affective reactions 
Specific loss of insight 
Unresponsiveness in general interpersonal relations 
Fantastic and uninviting behavior with drink and sometimes without 
Suicide rarely carried out 
Sex life impersonal, trivial, and poorly integrated 
Failure to follow any life plan 

Similarities between psychopathic traits and APD symptoms contribute to 

widespread confusion regarding their distinctiveness.  This is further complicated by 

consistently strong correlations between them within offender populations (Skilling, 

Harris, Rice, & Quinsey, 2002).  However, the 2 personality syndromes represent 

different constructs (see Appendix).  Like psychopathy, APD consists of an irresponsible 

and impulsive lifestyle, a lack of concern for others, and disregard for societal rules and 

consequences (APA, 2000).  While psychopathy and APD have some criteria in common, 

the DSM-IV-TR equates the 2 disorders, stating, “this pattern has also been referred to as 

psychopathy” (APA, 2000, p. 702).  However, empirical studies suggest there are 

discernable differences in rates between psychopaths and individuals with APD. 

APD is 2 to 3 times more prevalent than psychopathy in criminal forensic 

populations (Hare, 1991, 2003; Hare & Neumann, 2006), because most individuals who 

meet diagnostic criteria for APD do not meet criteria for psychopathy (Hare, 2003).  This 
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disparity led Kosson and colleagues (2006) to suggest that APD with psychopathy is a 

distinctly different phenomenon than APD without psychopathy.  In fact, Kosson and 

colleagues (2006) demonstrated significant differences in intensity in emotional 

dysfunction and criminal behavior in individuals with APD and individuals with both 

APD and psychopathy.  However, Rogers and Rogstad (2010) note that differences in 

prevalence could reflect different levels of cut scores; APD requires only 3 of 7 (42.9%) 

versus the PCL-R’s minimum of 30 of 40 criteria (75%).  As much as 50% of the 

difference in rates between APD and Hare’s (2003) psychopathy is due to the lower cut 

score for APD (Rogers & Rogstad, 2010). 

Hare’s Models of Psychopathy 

Cleckley’s conceptualization of psychopathy sparked others to develop their own 

ideas about the construct of psychopathy.  Several models of psychopathy have been 

postulated, including the 2-factor (Hare, 1991, 2003), 3-factor (Cooke & Michie, 2005), 

and 4-facet (Hare, 2003) models. 

One such model of psychopathy is Hare’s (1991, 2003) 2-factor model, perhaps 

the most widely used model of psychopathy.  According to Hare (2003), factor 1 

(interpersonal) consists of a shallow, unemotional affect, and factor 2 (socially deviant 

lifestyle) is composed of impulsive and antisocial behaviors.  With an emphasis on 

personality and relational characteristics, factor 1 best embodies Cleckley’s original 

conceptualizations of psychopathy, whereas factor 2 is more aligned with the behavioral 

characteristics associated with APD criteria.  Based on the 2-factor model of 

psychopathy, Hare’s (2003) Psychopathy Checklist – Revised (PCL-R) is widely 
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regarded as the “gold standard” for the effective assessment of psychopathic features due 

to excellent reliability and construct validity (Acheson, 2005). 

As expected, factor 1 and 2 of Hare’s PCL-R (2003) are differentially related to 

the construct of APD.  Harpur, Hare, and Hakistian (1989) found that APD was 

significantly correlated with both factors in a sample of male prisoners, but demonstrated 

a stronger relationship with factor 2 (r = .61), rather than with factor 1 (r  = .38).  

Remarkably similar results are seen with other studies conducted with similar 

populations, with significantly higher factor 2 scores for participants diagnosed with APD 

(Huchzermeier, Geiger, Bruβ, Godt, Köhler, Hinrichs, & Aldenhoff, 2007; Skilling et al., 

2002).  Higher factor 2 than Factor 1 correlations are likely due to the behavioral 

components shared by factor 2 and APD. 

Hare’s factors of psychopathy appear to be differentially related to reactive and 

instrumental aggression.  Emotional deficits are considered a trait of psychopathic 

individuals (Cleckley, 1941/1988; Hare, 1991, 2003); however, reactive aggression is 

associated with higher levels of emotional arousal (Zillman, 1979).  Taken together, these 

findings indicate that certain traits of psychopathy (i.e., factor 1 vs. factor 2) may be 

differentially related to the subtypes of aggression. 

More recently, Hare (2003) has proposed a 4-facet model of psychopathy that has 

been studied empirically.  In this newly proposed model, factor 1 and factor 2 are each 

subdivided into 2 facets (see Table 4).  Facet 1 (interpersonal) is composed of the 

superficial charm and pathological lying of factor 1, whereas facet 2 (affective) 

comprises the lack of remorse and empathy feature of factor 1.  Facet 3 (lifestyle) is 
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characterized by irresponsibility and impulsivity, and facet 4 (antisocial) is marked by 

behavioral problems and difficulty controlling anger.  The 4-facet model has consistently 

demonstrated improved model fit over the 2-factor model (Hare & Neumann, 2006; 

Vitacco, Neumann, Caldwell, Leistico, & Van Rybroek, 2006; Vitacco, Neumann, & 

Jackson, 2005; Vitacco, Rogers, Neumann, Harrison, & Vincent, 2005). 

Table 4 
	  
Hare’s 2-Factor, 4-Facet Model of Psychopathy (2003) 
 
 Factor 

Loadingsa 
 Factor 

Loadingsa 

Factor 1 – Interpersonal  Factor 2 – Socially Deviant Lifestyle  
Facet 1 – Interpersonal .752 Facet 3 – Lifestyle .809 
Glibness/Superficial charm .705 Need for stimulation .696 
Grandiose sense of self worth .701 Parasitic lifestyle .573 
Pathological lying .623 Lack of realistic, long-term goals .550 
Conning/Manipulative .590 Impulsivity .677 
  Irresponsibility .567 
Facet 2 – Affective .710 Facet 4 – Antisocial .691 
Lack of remorse or guilt .747 Poor behavioral controls .526 
Shallow affect .585 Early behavioral problems .610 
Callous/Lack of empathy .719 Juvenile delinquency .634 
Failure to accept responsibility .566 Revocation of conditional release .491 
  Criminal versatility .561 
aConfirmatory factor analysis, N = 9,016 
 
Aggression, Psychopathy, and APD 

Over the last 2 decades, psychopathy has been extensively investigated in relation 

to reactive and instrumental aggression.  Results overwhelmingly suggest that there is a 

strong relationship between psychopathy and the subtypes of aggression in various 

samples of participants.  Using a sample of adolescent inpatients, high levels of 

psychopathy indicated more frequent reactive and instrumental aggression overall 

(Stafford & Cornell, 2003).  The same study demonstrated moderate correlations between 
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psychopathy and reactive aggression (r = .36) and psychopathy and instrumental 

aggression (r = .47).  Similarly, Cima and colleagues (2007) reported significant 

correlations between psychopathy scores and reactive (r = .52) aggression and 

instrumental (r = .57) in male prison inmates. 

The relationship between psychopathy and the subtypes of aggression have been 

well documented, as expected, within chronically aggressive populations.  However, 

similar findings have been observed in relatively non-aggressive samples.  Nouvion and 

colleagues (2007) found significantly higher total scores on the PCL-R for instrumentally 

aggressive members of community than for reactively aggressive adults.  Similarly, in a 

sample of undergraduate males, higher levels of psychopathic traits indicated a 30% 

greater probability of becoming aggressive without provocation (Reidy et al., 2008), a 

characteristic linked with instrumental aggression.  Overall, these findings support the 

assumed relationship between psychopathy as a whole and the subtypes of aggression. 

The factors of psychopathy among undergraduate students have been investigated 

in relation to subtypes of aggression.  Two separate studies indicated that factor 1 traits 

were related to both reactive and instrumental aggression conditions, while factor 2 traits 

were related to only the reactive condition (Falkenbach, Poythress, & Creevy, 2008; 

Reidy et al., 2007).  Despite these convergent findings, the study that assessed a 

participant’s self-reported aggressive act as reactive or instrumental (Falkenbach et al., 

2008) represents more similarity to the current study than the study that placed 

participants in either a reactive or instrumental aggression paradigm (Reidy et al., 2007). 
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Beyond the factor levels, recent studies suggest that the 4 PCL-R facets also 

demonstrate small relationships with instrumental aggression.  Using a sample of 

adolescent male offenders, Vitacco and colleagues (2006) found a small, but significant 

positive relationship between facet 2 (r = .20) and instrumental aggression, while facet 3 

(r = -.24) demonstrated a significant negative relationship.  Neither facet 1 (r = .09) nor 

facet 4 (r = .13) was significantly related to instrumental aggression.  The negative 

correlation between facet 3 and instrumental aggression warrants further discussion.  It 

could be that age moderates the relationship between psychopathic traits and antisocial 

behavior.  That is, displays of antisocial behavior may be a function of age. 

These results differ from those found in 2 adult studies.  In a sample of county jail 

inmates (Walsh et al., 2009), instrumental aggression displayed weak, but significant, 

correlations with facet 1 (r = .18) and facet 4 (r = .20).  This study indicates that affective 

scores are not related to instrumentality, a finding that is expected, given the theoretical 

differences in emotional arousal between instrumental and reactive aggression.  

Additionally, facet 1 and facet 2 were significantly higher in instrumentally aggressive 

forensic inpatients (Vitacco et al., 2009).  Results of these 3 studies conflict, and deserve 

further investigation in a correctional population.  In addition, while providing valuable 

information about the relationships between instrumental aggression and the PCL-R 

facets, these studies failed to consider the differential role of reactive aggression. 

Most studies with correctional samples study psychopathy in relationship to 

overall aggression, without specifying different subtypes.  Early studies found that 

psychopaths are more likely to use violent and aggressive behavior than are criminals in 
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general (Hare & Jutai, 1983; Hare & McPherson, 1984).  Moreover, Serin (1991) found 

that psychopaths are more likely to use instrumental aggression than are non-

psychopaths.  In a seminal study conducted by Cornell and colleagues (1996), 

psychopaths were more instrumental, and could be reliably distinguished from reactive 

offenders.  Using a sample of homicide offenders, Woodworth and Porter (2002) 

investigated the role of psychopathic traits on aggression displayed during the 

commission of a homicide.  Results indicate that homicides committed by psychopathic 

offenders were far more instrumental (93.3%) than homicides committed by non-

psychopathic offenders (48.4%).  Empirical evidence overwhelmingly reveals that 

individuals higher in psychopathic traits exhibit more instrumental aggression in a variety 

of populations. 

Dimensional Assessment of Psychopathy and APD 

 Scholars have long debated the structure of psychopathy.  Empirical evidence 

indicates that a dimensional scale likely fits the construct of psychopathy better than does 

a categorical model (Blackburn & Coid, 1998; Edens, Marcus, Lilienfeld, & Poythress, 

2006; Marcus, John, & Edens, 2004).  According to Hare’s (2003) PCL-R manual, 

however, a score of 30 or greater on the PCL-R warrants the classification of 

“psychopath.”  Despite this designated cut-score, Hare (2003) notes the usefulness of 

dimensional psychopathy scores.  For example, samples that have a limited range of 

PCL-R scores may be best viewed on a dimensional scale to maximize the likelihood of 

finding existing relationships.  This practice may be particularly relevant in less extreme 

correctional samples (e.g., county jail inmates), where scores on the PCL-R may be 
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restricted (Rogers, Jordan, & Harrison, 2007) as compared with more violent populations 

(e.g., inmates in maximum-security facilities). 

Like psychopathy, there is empirical support that a dimensional model best 

accounts for APD symptomatology, due to wide variability in the quality and quantity of 

exhibited APD symptoms.  Concerning the dimensionality of APD symptomatology, 

Skilling and colleagues (2002) obtained a moderate (r = .69) correlation for APD 

symptoms on a scale versus as a category.  The same study found higher correlations 

between convergent variables (i.e., psychopathy scores and APD symptoms) when using 

a dimensional model.  Furthermore, using a taxometric analysis of APD symptoms, 

Marcus, Lilienfeld, Edens, and Poythress (2006) suggest that APD symptomology is best 

exemplified as existing on a continuum.  These findings lead Marcus and colleagues 

(2006) to conclude that a dimensional model of APD is preferable to a categorical model.  

Thus, the current study used dimensional models for both psychopathy and APD 

symptoms, in an effort to maintain consistency with research findings and to maximize 

potential effects. 

Current Study 

The purpose of the current study was to examine how features of psychopathy and 

APD can serve as predictors of reactive and instrumental aggression.  Many studies that 

have investigated the subtypes of aggression have utilized non-forensic samples 

(Nouvion et al., 2007; Reidy et al., 2008), or focused exclusively on instrumental 

aggression in relation to psychopathic traits (Vitacco et al., 2006; Walsh et al., 2009).  

Also, as noted, previous research has reported inconsistent associations between reactive 



	  

27 
	  

and instrumental aggression and facet scores on the PCL-R.  To address these 

inconsistencies, the current study examined which facet scores are significantly related to 

each subtype of aggression.  As previously discussed, psychopathy and APD are 

conceptually related, particularly with regard to emphasis on antisocial features (Hare, 

1991, 2003; Hare & Neumann, 2006).  Therefore, another major concern of the present 

study involves whether psychopathic traits offer any additional incremental validity over 

APD symptoms in the prediction of reactive and instrumental aggression.  Finally, this 

study explored relationships between scales on 3 aggression inventories (i.e., AAQ, 

IPAS, and RPQ), each of which assesses a different aspect of aggressive behavior related 

to subtypes of aggression. 

Research Questions and Hypotheses 

Research Question 1: Do the AAQ, IPAS, and RPQ demonstrate convergent and 

discriminant validity? 

 As discussed previously, the AAQ and IPAS assess aggressive behaviors related 

to specific events, while the RPQ measures more stable aggressive reactions of the 

aggressor.  Because of their similarities, it is expected that the AAQ and IPAS will be 

more highly correlated with 1 another than with the RPQ.  As evidence of construct 

validity, high correlations are predicted for corresponding scales of reactive (i.e., AAQ 

Impulsive, IPAS Impulsive, and RPQ Reactive) scales and instrumental (i.e., AAQ 

Premeditated, IPAS Premeditated, and RPQ Proactive) scales than between reactive and 

instrumental scales for both the same and different measures.  Research Question #1 

addresses the relationship between these scales by measure. 



	  

28 
	  

Research Question 2: Does psychopathy, when using a comparable cut score to APD, 

result in higher scores of reactive and instrumental aggression than non-antisocial 

offenders and antisocial-only offenders? 

 In contrast, for the minimum diagnostic criteria of APD requires the presence of 3 

of 7 adult symptoms, or 42.9%; Hare’s (2003) PCL-R follows more stringent 

classification rules, requiring at least 30 of 40 scored criteria, or 75%.  Consequently, 

rates of APD are generally much higher in correctional populations than are rates of 

psychopathy (Hare, 2003).  Recent analyses conducted by Rogers and Rogstad (2010) 

indicate that as much as 50% of the difference in rates between APD and psychopathy is 

due to the dissimilarity in required cut score.  They emphasized the important of 

investigating the incremental validity of psychopathy and APD in correctional 

populations.  

Research Question 3: Do psychopathy total scores add unique variance in aggression 

scores to adult APD and child symptom scores in the prediction of reactive and 

instrumental aggression? 

 As an alternative to cut scores, this research question will use psychopathy scores 

and number of APD symptoms as continuous variables, allowing utilization of the full 

range of scores in predicting aggression. 

Research Question 4: Which facets of psychopathy are significant predictors of reactive 

and instrumental aggression? 

Previous research (Vitacco et al., 2009) has found significantly higher scores on 

PCL-R facets 1 and 2 in instrumentally aggressive forensic inpatients.  However, in 
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another study of forensic inpatients, facets 1, 2, and 3 were significantly associated with 

reactive aggression, while only facet 1 and 3 were significantly related to instrumental 

aggression (McDermott, Quanbeck, Busse, Yastro, & Scott, 2008).  Different yet, Walsh 

and colleagues (2009) reported that facet 2 and facet 4 are significantly related to 

instrumental aggression in a sample of male county jail inmates.  While these studies 

used different samples, results regarding the relationship between facets of psychopathy 

and subtypes of aggression are inconsistent, and deserve further empirical attention.  

There are no published studies that have investigated PCL-R facets in relation to reactive 

aggression within a correctional population. 

Research Question 5: Does impulsivity predict significantly more variance in reactive 

and instrumental aggression than psychopathy? 

Scholars often view impulsivity as a fundamental difference between reactive 

aggression and instrumental, and reactive aggression, in particular, is typified as 

impulsive (Barratt, 1991; Bushman & Anderson, 2001).  This research question addresses 

impulsivity as a competing hypothesis.  Specifically, does impulsivity predict 

significantly more reactive and instrumental aggression than does psychopathy? 
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CHAPTER 2 

METHOD 

Design 

The current study utilized a multiple regression design, using psychopathy facet 

scores, psychopathy total scores, and number of antisocial personality disoreder (APD) 

traits present as independent variables.  Reactive aggression and instrumental aggression 

variables (e.g., IPAS impulsive and RPQ proactive) were used as dependent variables.  

This dimensional design allows for maximum statistical power (Marcus et al., 2006).  

Previous research has focused on instrumental aggression in undergraduate students or in 

male offenders; as such, little is known about both subtypes of aggression in female 

offenders.  Due to efforts to sample comparable numbers of each sex, females were 

oversampled and resulted in 50 males and 50 females. 

This study obtained 2 types of approval.  First, approval was sought and obtained 

from the Institutional Review Board.  Second, administrative approval was required from 

Tarrant County Jail.  Following both approvals, data collection commenced. 

Participants 

 Data were collected from offenders recruited from general population at Tarrant 

County Jail in Fort Worth, Texas.  Tarrant County Jail is located in an urban area in north 

central Texas.  The original sample consisted of a total of 100 offenders, using equal 
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numbers of male and female participants.  However, for each analysis, the total number 

of participants is 93, unless otherwise mentioned, due to 2 premature dropouts and 5 

participants who did not complete 1 or more of the self-report measures.  Participants 

were included in the study, provided they were not excluded based on the criteria 

described below. 

Exclusion Criteria 

Participants were excluded if they evidenced any significant psychotic symptoms.  

This practice ensured consistency with previous research practices (Hiatt, Schmitt, & 

Newman, 2004) and minimized the potential for shared symptoms between disorders 

(e.g., lack of insight that characterizes both psychopathy and psychotic disorders) that 

could confound results.  Participants were excluded if they evidenced symptoms of a 

current psychotic disorder. 

The second exclusion criterion addressed the minimum reading level among 

participants.  Previous psychopathy research (Hiatt et al., 2004) has excluded participants 

who earned less than a fourth-grade reading level on a standardized test of achievement.  

However, the current study used a more stringent cut score (i.e., a minimum of sixth 

grade) due to slightly higher reading levels of some self-report measures, discussed 

below. 

Materials 

Screening Measures 

 Psychotic disorder and mood disorder with psychotic features modules – Mini 

International Neuropsychiatric Interview (MINI). The Mini International 
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Neuropsychiatric Interview (MINI; Sheehan, Lecrubier, Sheehan, Amorim, Janavs, 

Weiller et al., 1998) is a brief, structured diagnostic interview, which was administered as 

a screening measure.  Intended as a screener, each module was designed to be over 

inclusive, in an effort to increase sensitivity.  Although the MINI screens for 17 DSM-IV 

Axis I disorders, the current study used only the module assessing for psychotic disorders 

and mood disorder with psychotic features.  The MINI has excellent sensitivity (.84), 

specificity (.89), and negative predictive power (.98; Sheehan et al., 1998).  However, as 

expected from a screening measure, the positive predictive power was considerably lower 

(.46), in an effort to capture potential symptoms as possible.  Additionally, the MINI 

Psychotic module shows high agreement with other well-established clinician-rated 

diagnostic interviews (see Sheehan et al., 1998). 

Wide Range Achievement Test – Fourth Edition (WRAT-4). The Wide Range 

Achievement Test – Fourth Edition (WRAT-4; Wilkinson & Robertson, 2006) is a brief, 

standardized assessment of core academic skills.  For the current study, only the Word 

Reading and Sentence Comprehension sections were administered to assess reading level 

of each participant.  When administered together, these sections are combined to form a 

Reading Composite score.  For Reading Composite, the WRAT-4 has demonstrated 

excellent internal consistency reliability in adult samples (median α = .98).  Reading 

Composite scores on the WRAT-4 are strongly correlated (r = .78) with Reading 

Composite scores on the Weschler Individual Achievement Test: Second Edition (WIAT-

2; Psychological Corporation, 2002). 
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Structured Interviews 

Psychopathy Checklist – Revised (PCL-R). The Psychopathy Checklist-Revised 

(PCL-R; Hare, 2003) is a semi-structured interview that provides total score, 2 factor 

scores, and 4 facet scores.  Scores on the PCL-R have been able to successfully predict 

aggressive behaviors in adolescent inpatients (Stafford & Cornell, 2003) and violent 

recidivism in offenders (Serin, 1996).  The PCL-R total score displays excellent internal 

consistency (.87) among male forensic populations (Hare, 2003), and is considered highly 

reliable.  Construct validity of the PCL-R has been supported by an extensive body of 

evidence (see Hare 1991, 2003; Salekin et al., 1996). 

 Conduct disorder and antisocial personality disorder modules – Structured 

Clinical Interview for DSM-IV Axis II Personality Disorders (SCID-II). The Structured 

Clinical Interview for DSM-IV Axis II Personality Disorders (SCID-II; First, Gibbon, 

Spitzer, Williams, & Benjamin, 1997) is used to assess personality disorders based on 

DSM-IV criteria.  In the current study, only the APD and conduct disorder modules were 

administered.  Internal consistency coefficients for the CD and APD modules of the 

SCID-II are generally acceptable (α = .71 - .94; Maffei, Fossati, Agostoni, Barraco, 

Bagnato, Deborah et al., 1997).   

Aggression Self-Reports 

Three measures administered in the current study assessed subtypes of aggression, 

each with a slightly different emphasis on aggressive responses.  The primary reason for 

3 measures was to allow comparisons between the 3 measures to determine the degree of 
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relationships between them.  Second, we hoped to counterbalance the limitations of each 

with the use of another. 

 Aggressive Acts Questionnaire (AAQ).  The Aggressive Acts Questionnaire 

(AAQ; Barratt et al., 1999) is a 22-item self-report measure designed as a research tool to 

assess characteristics of the most aggressive incidents over the previous 6 months.  

Flesch-Kincaid reading level for the AAQ is estimated at grade 6.5.  Behavioral 

aggression, as assessed by the AAQ, was best predicted by scores on an impulsivity 

measure (Barratt Impulsiveness Scale, Version 11; Patton, Stanford, & Barratt, 1995) in 2 

samples of offenders (Barratt et al., 1997; Smith & Waterman, 2006) and 2 samples of 

undergraduate students (Barratt et al., 1999; Smith & Waterman, 2006). 

The AAQ is composed of 2 scales: an impulsive scale and an premeditated scale.  

Each question is scored on a 5-point Likert-type scale that ranges from definitely yes to 

definitely no.  Internal consistency for the Impulsive scale (α = .75) is adequate, while 

reliability of the Premeditated scale (α  = .48) is inadequate (Barratt et al., 1999). 

Impulsive/Premeditated Aggression Scale (IPAS). The Impulsive/Premeditated 

Aggression Scale (IPAS; Stanford et al., 2003) is a 26-item self-report inventory 

developed to assess impulsive (i.e., reactive) and premeditated (i.e., instrumental) 

aggression.  Each question is evaluated on a 5-point Likert-type scale, ranging from 

strongly disagree to strongly agree. Reading level of the IPAS is 6.2, as estimated by a 

Flesch-Kincaid analysis.  As evidence of construct validity, the IPAS is strongly 

correlated with measures of physical and verbal aggression (Stanford et al., 2003). 
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The IPAS has 2 relatively distinct (see Stanford et al., 2003) scales: impulsive and 

premeditated aggression.  The scale that yields the higher score indicates the dominant 

type of aggression engaged in by the respondent.  A percentile score can also be 

calculated (100 x [total score/total possible score]).  Reliability coefficients range from 

.72 to .81 for the premeditated and impulsive scales, respectively (Kockler et al., 2006). 

 Reactive-Proactive Aggression Questionnaire (RPQ).  The Reactive-Proactive 

Aggression Questionnaire (RPQ; Raine et al., 2006) is a 23-item self-report measure that 

assesses aggression using 2 scales: reactive aggression and proactive aggression.  

Questions attempt to measure an overall pattern of aggressive responses, using a 3 point 

Likert-type scale (0 = never, 1 = sometimes, and 2 = often).  Developed for use with 

children and adolescents, the RPQ is written at a fourth grade reading level.  Internal 

consistency for the RPQ is excellent for both (reactive: α = .85; proactive: α = .87) scales 

in a sample of male prison inmates (Cima et al., 2007).  Unlike the IPAS, items on the 

RPQ are consistently strongly correlated with each other (r = .74 to .80) in various types 

of samples, including 2 samples of male prison inmates (Cima et al., 2007; Lynam et al., 

2006).  Scores on the RPQ are related to behavioral and personality correlates such as 

violence, delinquency, and impulsivity (Raine et al., 2006). 

Other Self Report 

Barratt Impulsiveness Scale – Version 11 (BIS-11). The Barratt Impulsiveness 

Scale – Version 11 (BIS-11; Barratt, 1959; Patton et al., 1995) is a 30-item self-report 

questionnaire designed to assess the construct of impulsivity.  Items are scored on a 4-

point scale, where 1 = rarely/never, 2 = occasionally, 3 = often, 4 = almost 
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always/always.  Three scales comprise the BIS-11: attentional/cognitive impulsiveness, 

motor impulsiveness, and non-planning impulsiveness.  For the total scale, internal 

consistency (α = .80) and validity are acceptable in a correctional sample (Patton et al., 

1995). 

Procedure 

 Participants were recruited from general population at Tarrant County Jail.  

Recruitment consisted of a correctional officer asking pods of detainees whether anyone 

was willing to volunteer to participate in a study.  Upon volunteering, each participant 

was tested individually in a small room across from the main office.  The room contained 

a desk and several chairs, and the door remained open throughout testing.  To maintain 

confidentiality, correctional staff could see, but not hear, the interviewer and participant. 

Informed consent was explained at the outset of the interview.  Associated risks 

(e.g., potential mild distress) and benefits (e.g., learn about themselves) were explained.  

Privacy and limits to confidentiality were explained.  Acknowledgement and agreement 

of this information was documented with the signing of an informed consent form. 

After explanation of the informed consent, each individual was screened for presence of 

psychotic symptoms using the MINI.  Few (i.e., up to 3) inmates were excluded at this 

step.  Next, the Word Reading and Sentence Comprehension sections of the WRAT-4 

were administered to assess a minimum reading level of 6th grade.  Considerably more 

(i.e., ten to fifteen) inmates were excluded from participation at this point.  Eligible 

participants were given the choice to participate. 
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Following informed consent and screening measures, demographic information 

was recorded, followed by administration of the PCL-R and APD portion of the SCID-II.  

The administration of the structured interviews at the outset was designed to enhance 

rapport between the researcher and participant.  This method allowed for a conversation-

like exchange at the beginning of the administration, with the hope it would facilitate 

openness and honesty on subsequent self-report measures.  Next, the self-report measures 

were administered in 1 of 2 patterns, which was randomly selected prior to 

administration.  Order 1 consisted of the AAQ, IPAS, BIS-11, and RPQ.  Order 2 

consisted of the RPQ, BIS-11, IPAS, and AAQ.  Participants were debriefed following 

administration, and any questions about the study were answered. 

 Two researchers were advanced doctoral students, trained in the administration 

and scoring of necessary instruments (i.e., PCL-R and SCID-II).  Given the other 4 scales 

were self-report measures, inter-rater reliability was obtained for the PCL-R and SCID-II 

only.  To assure reliability of results, inter-rater reliability was obtained on the PCL-R 

and SCID-II for 14 of the 100 participants.  Two raters simultaneously rated each of the 

14 participants during the administration.
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CHAPTER 3 

RESULTS 

Description of the Sample 

Participants consisted of 93 adult detainees being housed in the Cold Springs Unit 

of Tarrant County Jail, located in Fort Worth, Texas.  This particular unit is designated as 

a minimum-security jail; it is reserved for inmates who, at the time of incarceration, 

display little to no risk of violence or disruptive institutional behavior.  As such, the 

current sample can be considered less severe than typical prison samples, or the general 

unscreened population of county jails.  Therefore, these results are best generalized to an 

inmate population that presently constitute a low risk in terms of behavioral disruptions 

and violence.  It should be noted, however, that past behavior is not considered when 

placing detainees in this facility.  This allows for the possibility that detainees had been 

previous charged or convicted of serious or violent crimes. 

As noted in Methods, the Impulsive-Premeditated Aggression Scale (IPAS) was 

used to classify 2 dominant types of aggression: reactive or instrumental.  Given the 

nature of the correctional unit, the sample was predictably mostly reactive (n = 61 or 

65.6%), with a smaller percentage of instrumental (n = 22 or 23.7%) offenders.  As 

expected, a small, unclassified group (n = 10 or 10.75%) consists of detainees with 

similar levels of reactive and instrumental aggression.  The preponderance of reactive 

aggression is consistent with other studies of correctional samples, including prison 

inmates (Cornell et al., 1996).  Therefore, these results are expected, given that reactive 
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aggression has been termed—as previously quoted— “the most basic form of aggression 

among criminal offenders” (Cornell et al., 1996, p. 788). 

Testing for Assumptions and Outliers 

Prior to data analysis, univariate assumptions were tested for each predictor and 

outcome variable.  For each of the subsequent analyses, assumptions were met, unless 

otherwise noted.  Using the Shapiro-Wilk test of normality, 5 variables violated the 

assumption of normality of the sampling distribution.  Specifically, RPQ proactive, RPQ 

reactive, SCID severity (CD only), PCL-R total score, and BIS-11 total score each 

displayed a severe positive skewness or positive kurtosis.  To correct for these violations, 

these variables were transformed using a square root transformation.  This common 

transformation is recommended for data showing an extreme (i.e., “L-shaped”) positive 

skewness containing zero (Tabachnick & Fidell, 2006), as in the current study.  After the 

transformations, 3 of the 4 aforementioned variables were normally distributed, according 

to their respective Shapiro-Wilk statistic.  RPQ proactive and SCID severity (CD only) 

remained a non-normal distribution, even when trying other common transformations.  

Because these 2 variables were later used with variables that have been square root 

transformed, it was decided they should also be transformed to allow for comparable 

interpretations. 

In addition to the general variables discussed above, each of the PCL-R facet 

scores was non-normally distributed.  Because these facets were analyzed in Research 

Question 4, along with other variables that have been transformed, the facet scores were 
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transformed using a square root transformation.  Unfortunately, each of the 4 facet scores 

still showed a non-normal distribution after the transformation. 

Because of the normality violations, the homogeneity of variance assumption was 

also violated for the RPQ reactive, proactive, SCID severity (CD only), PCL-R total 

score, and BIS-11 total score.  However, after the transformations, the homogeneity of 

variance assumption was met for each variable, except RPQ proactive and SCID Severity 

(CD only), for reasons discussed above. 

Importantly, the aforementioned variables were transformed prior to data analysis, 

but after descriptive statistics were reported.  This delay was done in an effort to allow 

for easier comparison of raw data between the current and previous studies.  Transformed 

data first appears within Research Question 1. 

As part of initial data inspection, the data were assessed for outliers for each 

predictor and outcome variable.  Five continuous, ungrouped variables (i.e., IPAS 

impulsive, RPQ reactive, SCID Severity (CD only), and BIS-11 total score) evidenced at 

least 1 outlier.  After an examination of the mean score and 5% trimmed mean score (i.e., 

mean without highest and lowest 2.5%) for each variable, it was concluded that these 

outliers exerted minimal influence on the overall mean.  Therefore, the decision was 

made to allow these outliers to remain as viable data for the remainder of the data 

analyses. 

Inter-rater Reliability 

 Fourteen cases were assessed for inter-rater reliability (IRR).  An intra-class 

correlation coefficient (ICC) was used to determine the IRR for each of the interview 
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measures.  Agreement between the 2 raters was acceptable.  Using a two-way mixed 

model, the ICC yielded IRR scores of .92 for the SCID (CD+APD) and .94 for the PCL-

R.  Factors 1 and 2 of the PCL-R had IRR of .88 and .91, respectively.  Facets 1 and 2 

were slightly lower, at .81 and .82, respectively, while facets 3 and 4 were slightly higher, 

at .86 and .84, respectively. 

Descriptive Statistics 

Separated by reactive and instrumental aggression groups, most demographic 

variables demonstrated no differences between the 2 groups (see Table 5).  Interestingly, 

gender was the only significantly different demographic variable (χ2(30, N = 93) = 4.79, 

p = .03).  Consistent with past research (Dougherty, Dew, Mathias, Marsh, Addicott, & 

Barratt, 2007; Kockler et al., 2006; Miller & Lynam, 2006; Nouvion et al., 2007; Smith 

& Waterman, 2006), very few female offenders (7.5%) exhibited predominantly 

instrumental aggression.  While a greater proportion of male than female offenders were 

classified as instrumental (for males, n = 15 or 37.5%; for females, n = 7 or 16.3%), the 

reverse was true for the reactive group (for males, n = 25 or 62.5%; for females, n = 36 or 

83.7%).  This pattern indicates that more females were classified as primarily reactive, or 

were more emotionally aggressive than males.  These findings are consistent with 

stereotypical gender role research, which has found men inhibit hostile or aggressive 

emotions (McConatha, Lightner, & Deaner, 1994), while women report more frequently 

experiencing emotions (Sells & Martin, 2001). 

Detainees in the current study were better educated than expected based on 

national estimates.  Specifically, more than half (55.9%) graduated from high school, 
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about double the rate found in a nationwide survey of jail detainees, (25.9%; U.S. 

Department of Justice, 2002).  In addition, 19 offenders (20.4%) earned their GED, 

similar to rates found nationwide (17.1%; Bureau of Justice Statistics, 2002).  

Surprisingly, about a third of the sample (36.6%) received additional years of schooling 

past high school with 5.4% earning a bachelor’s degree or higher. 

Table 5 
 
Descriptive Data of Continuous Demographic Variables for County Jail Detainees for 
Reactive and Instrumental Aggression Groups as Classified by the IPAS 
 

Note. F ratios and p values indicate test of differences between Reactive and Instrumental 
aggression groups. aCohen’s d between Reactive and Instrumental offenders. 
 

As previously mentioned, no differences between reactive and instrumental 

groups were seen in terms of demographic characteristics (see Table 5).  Interestingly, 

this similarity includes number of reported arrests and PCL-R total score.  Past research 

indicates that instrumentally aggressive individuals are reliably more psychopathic than 

reactive aggressors (Cornell et al., 1996; Nouvion et al., 2007; Reidy et al., 2008; 

Woodworth & Porter, 2002).  To date, no studies have reported differences between 

reactive and instrumental aggressors in terms of number of arrests.  However, it could be 

postulated that reactive aggressors might evidence more arrests given a propensity for 

impulsivity.  Taken together, these similarities between the aggression groups are 

unexpected given past research and theoretical underpinnings. 

 Total sample             
(N = 93) 

Reactive                
(n = 61) 

Instrumental         
(n = 22) 

   

 M SD M SD M SD F p Cohen’s da 
Age 31.67 10.62 31.98 11.21 32.77 10.07 .084 .77 .07 
Education 12.39 1.71 12.33 1.81 12.73 1.61 .830 .37 .23 
Arrests 9.00 11.88 9.34 13.65 8.68 8.17 .046 .83 -.05 
PCL-R Total 12.37 7.84 12.16 7.52 13.54 8.85 .496 .48 .18 
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As expected in jail populations, much (60.2%) of the sample was young, with a 

mean age of 24.59.  However, a small number of older offenders increased the average 

age to 31.67.  Separated by gender, no group differences were observed for age (for 

males: M = 30.56, SD = 10.99; for females: M = 32.84, SD = 10.19; F = .08, p = .77, d = -

0.21).  The racial composition of the sample represented a diverse mix of individuals (see 

Table 6); however, no ethnic differences for reactive and instrumental aggression groups 

were observed (p = .84). 

Table 6 
	  
Frequencies of Categorical Demographic Variables for County Jail Detainees for 
Reactive and Mixed Aggression Subtypes as Classified by the IPAS 
 

Note. χ2 and p values indicate test of differences between Reactive and Instrumental 
aggression groups.  aPercentages based on rows and include only 83 offenders included in 
aggression groups. bComprised of Pacific Islander (n = 2), biracial (n = 1), and Native 
American (n = 1) offenders. 
 

Current arrest charges within the present sample ranged significantly and included 

charges for violent crime, property crime, and substance use or possession.  Interestingly, 

 Total sample       
(N = 93) 

Reactive               
(n = 61)a 

Instrumental       
(n = 22)a 

  

 n % n % n % χ2 p 
Sex       4.79 .03 
     Male 48 51.6 25 62.5 15 37.5   
     Female 45 48.4 36 83.7 7 16.3   
Marital status       1.72 .87 
     Single 50 53.8 32 72.7 12 27.3   
     Married 22 23.7 14 70.0 6 30.0   
     Divorced 17 18.3 11 73.3 4 26.7   
     Widowed 2 2.2 2 100.0 0 0   
Ethnicity       .83 .84 
     European American 41 44.1 27 71.1 11 29.0   
     African American 22 23.7 13 76.5 4 23.5   
     Hispanic American 26 28.0 17 70.8 7 29.2   
     Otherb 4 4.3 4 100.0 0 0   
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their charges closely mirror the distribution of crimes reported within the United States.  

The most common type of charge for the current sample was substance-related (e.g., 

possession of marijuana, driving while intoxicated), with 28.2% of offenders reporting 

this type of offense.  In 2009, those same offenses constituted 28.0% of arrests in the US 

(FBI, 2010).  Charges for violent crime (e.g., robbery, aggravated assault) and property 

crime (e.g., burglary, theft, motor vehicle theft) comprised 5.4% and 21.8% of reported 

charges, respectively.  Although the rate for violent crime is similar (4.3% nationwide), 

arrests for property offenses were nearly twice the nationwide percentage (21.8% vs. 

12.6%; FBI, 2010).  The remainder of the charges was miscellaneous in nature: forgery 

(5.4%), offenses against children and family (4.3%), or unclassified (e.g., all other 

offenses; 18.5%).  Reactive and instrumental inmates demonstrated similar rates of 

property crime as their current charge (22.9% vs. 22.7%, respectively).  However, 5 

(8.2%) reactive offenders reported a violent offense as their current charge, while none 

(0%) of the instrumental group did.  Given these low numbers, no significant differences 

were observed between the 2 groups (χ2(30, 92) = 15.49, p = .42). 

Creation of Criterion Groups 

Research Question 2 investigates differences in psychopathy and APD for 

detainees on reactive and instrumental aggression.  The original plan in the thesis 

proposal was to modify PCL-R scores to a comparable cut score as APD (i.e., meeting 

42.9% of the criteria).  The current challenge was the low percentages of offenders with 

moderate (n = 18 or 19.4%), high (n = 8 or 8.6%), or very high (n = 1 or 1.1%) levels of 

psychopathy.  As a result, mean psychopathic traits (M = 12.37) within this sample are 
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considerably lower than earlier PCL-R studies in county jail samples (M = 23.33 in 

Brinkley, Schmitt, Smith, & Newman, 2001; M = 23.10 in Walsh, Swogger, & Kosson, 

2004; M = 25.88 in Walsh et al., 2009).  Additionally, few individuals qualified for full 

APD (i.e., both childhood and adult history of antisocial behaviors). 

Three criterion groups were developed: not antisocial (NA), adult APD (AA), and 

psychopathic and adult APD (P+AA).  The criteria and descriptive data are summarized 

in Table 7.  The rationale for creation of the criterion groups is described in the following 

2 paragraphs. 

Table 7 
	  
Antisocial and Psychopathic Traits Criteria Used to Establish Group Membership 
 
  Adult Antisocial Symptoms PCL-R Traits 
  n Criteria M SD Range Criteria M SD Range 
Not antisocial 44 < 3 1.09   .88 0 - 2 < 17   6.71 4.05 0 –15  
Adult APD 22 ≥ 3 3.50   .60 3 - 5 < 17 11.67 3.75 3 – 16 
Psychopathic + 
Adult APD 

25 ≥ 3 4.96 1.27 3 - 7 ≥ 17 22.37 5.09 17 – 34 

 
For the creation of APD and non-APD groups, the adult DSM-IV criterion (≥ 3 

symptoms) was utilized.  Although the formal diagnosis of CD was required in DSM-III 

(APA, 1980), the formal diagnosis of CD was required, DSM-IV-TR (APA, 2000), simply 

requires some evidence of CD.  Interestingly, more than half (n = 12 or 54.5%) of the 

individuals in the AA group evidenced no history of CD symptoms.  Differences between 

adult APD and conduct disorder are generally small; adult APD with and without CD do 

not differ on demographic variables or co-morbid mental disorders (Marmorstein, 2006; 

Perdikouri, Rathbone, Huband, & Duggan, 2007).  Moreover, these groups are similar on 

scales assessing psychopathy, mood disorders, or substance use disorders (Langbehn & 
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Cadoret, 2001).  The few differences tend to center on severity: individuals with history 

of CD evidenced more adult antisocial symptoms than those without CD (Langbehn & 

Cadoret, 2001). 

The creation of the psychopathic plus adult antisocial (P+AA) group utilized 

DSM-IV-TR (2000) and Hare’s (2003) standard for moderate psychopathy or higher (i.e., 

a cut score of ≥ 17).  This criterion has been used successfully in previous research for -

addressing disparities in APD and PCL-R cut scores (Rogers & Rogstad, 2010).  As 

expected, most detainees (92.9%) meeting this criterion also met criteria for adult APD. 

The 3 criterion groups differed dramatically on adult APD symptoms and 

psychopathic traits.  The NA groups averaged close to 1 APD symptom, which is 

markedly lower than both AA (F = 132.43, p = .000, d = 3.0) and P+AA (F = 142.44, p = 

.000, d = 3.7).  Moreover, the P+AA group, while slightly higher than AA in APD 

symptoms (F = 10.01, p = .003, d = -1.4) is dramatically higher in psychopathic traits (F 

= 66.70, p = .000, d = -2.4).  Thus, 3 distinct groups were created that vary substantially 

in APD symptoms and psychopathic traits. 

Research Questions and Hypotheses 

Research Question 1: Do the AAQ, IPAS, and RPQ demonstrate convergent and 

discriminant validity? 

Utilizing Campbell’s and Fiske’s (1959) method, a multitrait-multimethod matrix 

was constructed to assess convergent and discriminant validity for the aggression self-

report measures (see Table 8). 
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Table 8 
	  
Internal Reliability, Convergent Validity, and Discriminant Validity for Scales of 
Aggression Self-Report Measures 
 
  IPAS RPQ AAQ 
  Premeditated Impulsive Proactive Reactive Premeditated Impulsive 

IPAS Premeditated (.76)      
Impulsive .51* (.77)     

RPQ Proactive .64* .43* (.84)    
Reactive .55* .52* .71* (.88)   

AAQ Premeditated -.08 .05 -.05 -.11 (.30)  
Impulsive -.05 -.03 -.06 -.05 -.10 (.67) 

Note. Scale reliabilities (in parentheses) are based on raw data.  Convergent validity 
coefficients (monotrait-heteromethod) are the bolded numbers.  Discriminant validity: 
Heterotrait-monomethod are the underlined numbers; Heterotrait-heteromethod are the 
italicized numbers.  To protect against Type I error, only ps < .01 are considered 
significant; these are denoted with asterisks. 
 

Internal reliability. Evaluation of the internal reliability of a trait is to assess “the 

same trait through maximally similar methods” (Campbell & Fiske, 1959, p. 83).  The 

reliability diagonal, in parentheses above, allows evaluation of the internal consistency of 

the scales for each measure.  Internal consistency for both scales on the RPQ was 

excellent, with both scales within the .80 range.  As compared to the RPQ, alphas on the 

IPAS evidenced slightly lower alphas, both scales in the .70 range.  In stark contrast, 

AAQ premeditated evidenced unacceptably poor reliability, whereas the AAQ impulsive 

scale yielded marginal reliability.  As a supplementary analysis, reliability of the AAQ 

premeditated scale improved substantially (α = .58) after the removal of 2 items.  

Additionally, 6 identical questions on the AAQ and IPAS were analyzed to examine the 

relationship.  Weak to moderate correlations were observed for 5 reactive questions 

(range r = .03 to .62) and 1 instrumental question (r = .51).  At this point, the decision 
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was made to eliminate the AAQ from further analyses, given its lack of internal 

consistency. 

Convergent validity. According to Campbell and Fiske (1959), convergent 

validity is the assessment of a single trait via at least 2 varying methods.  In this case, 

disagreement between the scales is defined as differences in what the scales measure.  

For instance, the IPAS is comprised of questions about specific aggressive incidents, 

whereas the RPQ asks non-specifically about patterns of aggressive acts.  As shown by 

the bolded numbers in Table 8, marked variations were observed between scale scores on 

convergent validity.  Two measures (i.e., RPQ and IPAS) with good internal validity also 

manifested strong convergent validity. 

Discriminant validity. Discriminant validity assesses relationship of dissimilar 

constructs, either within the same measure (i.e., heterotrait-monomethod) or across 

measures (i.e., heterotrait-heteromethod).  As shown with underlined numbers in Table 8, 

heterotrait-monomethod relationships were evaluated.  These results indicate that, with a 

correlation between scales of .51, the IPAS is a relatively good measure of discriminant 

validity.  The 2 RPQ scales, however, correlate at .71, higher than their convergent 

validity. 

Heterotrait-heteromethod discriminant validity, denoted by italicized numbers, are 

expected to be the lowest correlations in the matrix, because these share neither trait (i.e., 

relates reactive with instrumental) nor method (i.e., measure).  This trend holds for the 

relationship between IPAS impulsive and RPQ proactive (r = .43).  However, IPAS 

premeditated and RPQ reactive are correlated at .55, indicating that the 2 measures 
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demonstrate similarity, regardless of the combinations of scales being evaluated.  Some 

of this similarity could be due to the similar nature (i.e., self-report) of the measures 

themselves.  Alternatively, the convergent validity of reactive and instrumental 

aggression may account for the similarities between these measures. 

In conclusion, both the IPAS and the RPQ demonstrate strong convergent 

validity.  Perhaps not coincidentally, both these measures are also internally consistent.  

However, the IPAS performed better in terms of discriminant validity. 

Research Question 2: Does psychopathy, when using a comparable cut score to APD, 

result in higher scores of reactive and instrumental aggression than non-antisocial 

offenders and antisocial-only offenders? 

This research question investigates differences in aggressive behavior for inmates 

with and without adult APD and those with psychopathic traits and adult APD (see Table 

7).  The PCL-R modified group was modified to include those offenders who meet 42.9% 

(i.e., > 17 of 40) of PCL-R criteria. 

Descriptive statistics were computed prior to evaluating the research question.  

Averages and standard deviations for each scale of the IPAS and RPQ are shown in Table 

9.  Expectedly, the largest effective sizes were observed between NA and P+AA.  Scores 

on 3 of the 4 scales increase progressively as the groups increase in terms of antisocial 

and psychopathic traits.  The only scale to differ from this pattern is IPAS impulsive, 

which actually decreases in the P+AA group. 
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Table 9 
	  
Means and Standard Deviations of IPAS and RPQ Scales by Antisocial Group 
 
 NA              

(n = 44) 
AA                 

(n = 22) 
P+AA            

(n = 25) 
    

Scales M SD M SD M SD F d1 d2 d3 

IPAS Premeditated 35.23 7.62 41.64 8.35 45.60 9.26 11.74* .82 1.26 .45 
IPAS Impulsive 30.41 7.38 37.27 7.31 36.08 7.31 8.02* .93 .77 -.16 
RPQ Proactive 1.59 .54 2.21 .77 2.68 .81 19.88* .99 1.68 .59 
RPQ Reactive 2.66 .66 3.16 .66 3.48 .69 12.46* .76 1.22 .47 
Note. Statistics calculated using raw data. For significance, *p < .001.  NA = not 
antisocial, AA = adult APD, P+AA = psychopathy + adult APD. 1Cohen’s d between 
groups NA and AA. 2Cohen’s d between groups NA and P+AA. 3Cohen’s d between 
groups AA and P+AA. 
 

An interesting pattern of scores was observed between the measures.  That is, 

scores on the premeditated scale are consistently higher than the impulsive scale on the 

IPAS.  The reverse is true for the RPQ; scores on the reactive scale are consistently 

higher than the proactive scale.  This suggests that the more IPAS premeditated items 1 

endorses will impact not their responses on RPQ proactive as we would expect, but on 

RPQ reactive.  These results are quite unexpected and go against intuitive supposition.  

This could be due to differing operational definitions between the measures, and certainly 

indicates that these 2 measures do not elicit similar responses within the same participant. 

Two one-way MANOVAs were conducted using the 3 groups described above.  

For the first MANOVA, IPAS impulsive score and IPAS premeditated score were the 

dependent variables, while RPQ reactive and RPQ proactive were the dependent 

variables in the second MANOVA.  Results of evaluation of the assumptions of 

homogeneity of covariance indicate this assumption was not violated for either 

MANOVA. 
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Two one-way ANOVAs assessed the differences between groups using either 

IPAS composite (i.e., both impulsive and premeditated) or RPQ composite (i.e., both 

reactive and proactive) as the dependent variables.  Because the overall ANOVA was 

significant for both measures, post hoc tests were used to determine which groups were 

significantly different from each other.  Hochberg’s GT2 was used, due to its ability to 

cope with unequal group sizes.  For both the IPAS and RPQ, NA was significantly 

different from AA and P+AA.  However, AA and P+AA were not significantly different 

from each other for the IPAS (p = .68) or the RPQ (p = .60).  These findings are in line 

with those suggested by the descriptive statistics reported in Table 9. 

 Taken together, results of the MANOVAs and post hoc tests indicate that on both 

the IPAS and RPQ, NA was consistently different from both AA and P+AA.  However, 

AA and P+AA were not statistically different from each other on either aggression self-

report.  This finding is interesting and unexpected, given the assumed increase in 

predictive ability of psychopathy above and beyond what is predicted by APD symptoms.  

Research Question 3 will investigate this supposition further. 

Research Question 3: Do psychopathy total scores add unique variance in aggression 

scores to adult APD and child symptom scores in the prediction of reactive and 

instrumental aggression? 

This research question assesses PCL-R scores and severity of child and APD 

symptoms as continuous variables in relation to subtypes of aggression.  Two sets of 

hierarchical multiple regressions were conducted; 1 addressed reactive aggression, while 

the other addressed instrumental aggression. 
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 After running the regression, variance inflation factor (VIF) and tolerance were 

inspected in order to assess whether the multicollinearity assumption was violated.  

Given the strong relationship between APD and psychopathy (Skilling et al., 2002), some 

multicollinearity is expected.  However, the VIF (range: 1.38 to 2.57) and tolerance 

(range: .39 to .73) are in the normal range. 

 For instrumental aggression, symptoms of both CD and APD simultaneously 

added statistically significant predictive power and accounted for 26.3% (see Table 10).  

However, the addition of PCL-R total score did not add incremental validity to either 

IPAS premeditated (Δ R2 = .001) or RPQ proactive (Δ R2 = .005).  This unexpected 

finding suggests that, at least in the current sample, psychopathy does not contribute 

unique predictive ability to instrumental aggression above APD symptoms.  One concern 

was the whether low levels of psychopathic traits were masking the relationship between 

APD symptoms and psychopathy.  To further test this hypothesis, the analysis was 

restricted to offenders (n = 27) who scored in the moderate to high range of the PCL-R.  

Even with the most psychopathic individuals in the current study, psychopathy did not 

add incremental validity to instrumental aggression.  Although it is possible that results 

may be different in more psychopathic samples, these results suggest that psychopathy 

does not encompass and surpass APD in the prediction of instrumental aggression. 

 One interesting difference emerged between the IPAS and RPQ for instrumental 

aggression.  Specifically, the RPQ accounted for twice as much variance as the IPAS.  

Thinking about the conceptual differences between the 2 measures provides 1 possible 

explanation of this finding.  The RPQ assesses patterns (i.e., frequency) of aggressive 
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responding, while the IPAS measures characteristics of the “most extreme” aggressive 

act.  As such, the RPQ appears to be a better indicator of the stability of aggressive 

responding, thereby aligning it more with the stable personality traits of APD and 

psychopathy. 

Table 10 
	  
Severity of Antisocial Personality Disorder (APD) Symptoms and Psychopathy Checklist-
Revised (PCL-R) Scores as Predictors of Instrumental Aggression 
 
Predictors r ß R2 Δ R2 p 
Dependent variable: IPAS Premeditated      
     Step 1 .51     
          Severity of CD symptoms  .173    
          Severity of adult APD symptoms  .400 .263  .00 
     Step 2 .51     
          Severity of CD symptoms  .187    
          Severity of adult APD symptoms  .428    
          PCL-R Total score  -.048 .264 .001 .74 
      
Dependent variable: RPQ Proactive      
     Step 1 .73     
          Severity of CD symptoms  .405    
          Severity of adult APD symptoms  .425 .525  .00 
     Step 2 .73     
          Severity of CD symptoms  .371    
          Severity of adult APD symptoms  .362    
          PCL-R Total score  .110 .530 .005 .35 
 

Unexpectedly, results yielded similar, yet distinctive, patterns for reactive 

aggression and instrumental aggression.  For both the IPAS and RPQ, the only significant 

predictor of reactive aggression was severity of adult antisocial symptoms (see Table 11).  

However, total variance accounted for was significantly less for reactive (R2 = .21 - .29) 

than instrumental (R2 = .26 - .53) aggression.  Given that instrumental aggression is more 
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closely associated with many traits of psychopathy (Cornell et al., 1996; Serin, 1991), 

this finding is consistent with past research.   

Table 11 
	  
Severity of Antisocial Personality Disorder Symptoms and Psychopathy Checklist-
Revised (PCL-R) Scores as Predictors of Reactive Aggression 
 
Predictors r ß R2 Δ R2 p 
Dependent variable: IPAS Impulsive      
     Step 1 .42     
          Severity of CD symptoms  .078    
          Severity of adult APD symptoms  .378 .179  .00 
     Step 2 .46     
          Severity of CD symptoms  .161    
          Severity of adult APD symptoms  .538    
          PCL-R Total score  -.277 .209 .030 .07 
      
Dependent variable: RPQ Reactive      
     Step 1 .51     
          Severity of CD symptoms  .244    
          Severity of adult APD symptoms  .345 .261  .00 
     Step 2 .54     
          Severity of CD symptoms  .152    
          Severity of adult APD symptoms  .213    
          PCL-R Total score  .259 .290 .029 .06 
 

For both self-report measures, psychopathic traits added minimally to reactive 

aggression (Δ R2 = .03).  Despite non-significance, PCL-R total score approached 

significance within reactive aggression (p = .06 - .07), but not for instrumental aggression 

(p = .35 - .74).  This finding led to the question as to whether a more psychopathic 

sample would demonstrate stronger effects for the incremental validity of psychopathy 

for reactive aggression.  As with instrumental aggression, supplementary analyses were 

restricted to offenders with moderate to high levels of psychopathy (n = 27).  Using these 

restricted criteria, psychopathy contributed incremental validity to APD for IPAS 



	  

55 
	  

impulsive (Δ R2 = .197; p = .01), but not RPQ reactive (Δ R2 = .002, p = .81).  As 

suggested by the current results, psychopathy may add incremental validity to reactive, 

but not instrumental, aggression. 

Taken together, these analyses indicate that total PCL-R score does not contribute 

incrementally to reactive or instrumental aggression, although there was a non-significant 

trend for reactive aggression.  Even though each 4 of the models was significant (p < 

.001), PCL-R total score did not significantly contribute to any of the models.  

Furthermore, restricting analyses to moderate to high psychopathic offenders failed to 

give psychopathy incremental predictive power for instrumental aggression (see Table 

12).  Interestingly, this same analysis succeeded for the IPAS impulsive scale (see Table 

13).  As discussed in Research Question 2, the AA and P+AA groups did not demonstrate 

significant differences in terms of aggressive behavior.  Given that these groups were 

based on the same variables used in the current analyses (i.e., APD symptoms and 

psychopathic traits), it is not entirely surprising that psychopathy traits did not add 

incremental prediction to the subtypes of aggression. 
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Severity of Antisocial Personality Disorder Symptoms and Psychopathy Checklist-
Revised (PCL-R) Scores as Predictors of Reactive Aggression in Moderately to Highly 
Psychopathic Offenders 
 
Predictors r ß R2 Δ R2 p 
Dependent variable: IPAS Impulsive      
     Step 1 .56     
          Severity of CD symptoms  .179    
          Severity of adult APD symptoms  .450 .311  .01 
     Step 2 .58     
          Severity of CD symptoms  .292    
          Severity of adult APD symptoms  .504    
          PCL-R Total score  -.228 .341 .031 .31 
 
 

     

Dependent variable: RPQ Reactive      
     Step 1 .70     
          Severity of CD symptoms  .393    
          Severity of adult APD symptoms  .425 .494  .00 
     Step 2 .71     
          Severity of CD symptoms  .331    
          Severity of adult APD symptoms  .396    
          PCL-R Total score  .125 .504 .009 .52 
Note. n = 27 

 

 

 

 

 

 

 

 

 

Table 13 
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Severity of Antisocial Personality Disorder Symptoms and Psychopathy Checklist-
Revised (PCL-R) Scores as Predictors of Reactive Aggression in Moderately to Highly 
Psychopathic Offenders 
 
Predictors r ß R2 Δ R2 p 
Dependent variable: IPAS Impulsive      
     Step 1 .42     
          Severity of CD symptoms  .006    
          Severity of adult APD symptoms  .416 .175  .10 
     Step 2 .61     
          Severity of CD symptoms  .292    
          Severity of adult APD symptoms  .552    
          PCL-R Total score  -.579 .372 .197 .01 
      
Dependent variable: RPQ Reactive      
     Step 1 .32     
          Severity of CD symptoms  .138    
          Severity of adult APD symptoms  .237 .102  .28 
     Step 2 .32     
          Severity of CD symptoms  .170    
          Severity of adult APD symptoms  .247    
          PCL-R Total score  -.061 .104 .002 .81 
Note. n = 27 

Research Question 4: Which facets of psychopathy are significant predictors of reactive 

and instrumental aggression? 

Research Question 4 assessed facets of the PCL-R as predictors of reactive and 

instrumental aggression.  Although the IPAS and RPQ differ in their conceptualizations 

of instrumental aggression, overall significance of results were the similar for each scale.  

That is, PCL-R facet 4 (antisocial) was the only significant predictor of instrumental 

aggression, for both the IPAS and RPQ (see Table 14).  There are, despite similarities in 

results, also differences observed between the 2 measures.  As discussed in Research 

Question 3, the RPQ accounted for more variance overall.  Additionally, the RPQ and 

PCL-R facets demonstrated stronger correlations than with the IPAS. 
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Table 14 
	  
Psychopathy Checklist-Revised (PCL-R) Facet Scores as Predictors of Instrumental 
Aggression 
 
Predictors r ß R2 p 
Dependent variable: IPAS Premeditated .45  .203 .00 
    PCL-R Facet 1 .31  .103  .43 
    PCL-R Facet 2 .26 -.030  .85 
    PCL-R Facet 3 .29  .020  .89 
    PCL-R Facet 4 .44  .404  .00 
     
Dependent variable: RPQ Proactive .66  .438 .00 
    PCL-R Facet 1 .47 .117  .29 
    PCL-R Facet 2 .46 .065  .63 
    PCL-R Facet 3 .51 .157  .19 
    PCL-R Facet 4 .62 .452  .00 
 

Facets 1 (interpersonal) and 2 (affective) are characterized by coldness, lack of 

emotion, and manipulative behavior (Hare, 1991/2003), traits that also describe 

instrumental aggression (Bushman & Anderson, 2001; Cornell et al., 1996).  Based on 

these established relationships, we might expect to see some predictive ability for 

instrumental aggression from facets 1 and 2.  Still, it is possible that comparatively low 

levels of these facets within the current sample may have contributed to the current 

findings.  As discussed earlier, PCL-R total scores were considerably lower when 

compared to those found by other studies using similar samples (Brinkley et al., 2001; 

Walsh et al., 2004; Walsh et al., 2009).  To control for prevalence of facet 1 and 2 traits, a 

median split was performed, using only offenders (n = 38) in the upper 2 quartiles (see 

Table 15).  Using these restrictions, facets 1 and 2 remained non-significant as predictors 

for instrumental aggression.  These supplementary results indicate that even individuals 
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with the most callous and manipulative traits were not substantially related to 

instrumental aggression. 

Table 15 
	  
Highest Two Quartiles of Psychopathy Checklist-Revised (PCL-R) Facet Scores as 
Predictors of Instrumental Aggression 
 
Predictors r ß R2 p 
Dependent variable: IPAS Premeditated .61  .368 .00 
    PCL-R Facet 1 .31 .025  .89 
    PCL-R Facet 2 .26 -.225  .28 
    PCL-R Facet 3 .29  .289  .09 
    PCL-R Facet 4 .44  .587  .00 
     
Dependent variable: RPQ Proactive .80  .636 .00 
    PCL-R Facet 1 .47 .114  .43 
    PCL-R Facet 2 .46 .032  .84 
    PCL-R Facet 3 .51 .129  .31 
    PCL-R Facet 4 .62 .687  .00 
Note. n = 38 
 
 Different results were observed for reactive aggression (see Table 16).  The RPQ 

reactive scale accounted for more variance than IPAS impulsive.  Despite this, 3 facets 

predicted IPAS impulsive, while only significantly predicted RPQ reactive.  Interestingly, 

facet 2 exhibited a significant negative beta weight for both reactive aggression scales.  

That is, the fewer affective features of psychopathy a participant had, the more reactive 

aggression they reported.  This finding will be examined further in the Discussion. 
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Table 16 
	  
Psychopathy Checklist-Revised (PCL-R) Facet Scores as Predictors of Reactive 
Aggression 
 
Predictors r ß R2 p 
Dependent variable: IPAS Impulsive .47  .217 .00 
    PCL-R Facet 1 .05 -.044  .74 
    PCL-R Facet 2 -.02 -.439  .01 
    PCL-R Facet 3 .29  .427  .03 
    PCL-R Facet 4 .30  .321  .01 
     
Dependent variable: RPQ Reactive .57  .330 .00 
    PCL-R Facet 1 .27 -.033  .79 
    PCL-R Facet 2 .29 -.095  .51 
    PCL-R Facet 3 .42  .235  .08 
    PCL-R Facet 4 .55  .488  .00 
 

Remarkable differences were observed for the performance of the IPAS and RPQ, 

as with Research Question 3.  For both reactive and instrumental aggression, the RPQ 

accounted for considerably more variance than the IPAS.  As discussed previously, the 2 

measures differ with regard to respective operationalization of reactive and instrumental 

aggression.  As is indicated by results of the current research question, facets of the PCL-

R explain more of the relationship to the pattern-assessing RPQ than do extreme 

incidents measured by the IPAS. 

Research Question 5: Does impulsivity predict significantly more variance in reactive 

and instrumental aggression than psychopathy? 

 As a competing hypothesis, it was predicted that BIS-11 total score would 

account for additional variance in aggression above and beyond that predicted by 

psychopathy.  For both reactive and instrumental aggression, impulsivity adds 

incremental validity to psychopathy.  While impulsivity contributes significantly for both 
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the IPAS and RPQ, clinical significance is marginal for the RPQ.  For the IPAS, 

impulsivity contributes more to reactive aggression (Δ R2 = .138; see Table 18) than 

instrumental (Δ R2 = .076; see Table 17).  Unexpectedly, impulsivity accounts for more 

total variance in instrumental aggression on both self-report aggression measures. 

Table 17 
	  
Psychopathy Checklist-Revised (PCL-R) Scores and Barratt Impulsivity Scale-11 (BIS-
11) Scores as Predictors of Instrumental Aggression 
 
Predictors r ß R2 Δ R2 p 
Dependent variable: IPAS Premeditated      
     Step 1 .38     
          PCL-R Total score  .382 .146  .00 
     Step 2 .47     
          PCL-R Total score  .190    
          BIS-11 Total score  .335 .222 .076 .00 
      
Dependent variable: RPQ Proactive      
     Step 1 .60     
          PCL-R Total score  .602 .363  .00 
     Step 2 .63     
          PCL-R Total score  .482    
          BIS-11 Total score  .210 .379 .030 .04 
 

Consistent with Research Questions 3 and 4, the 2 aggression measures evidenced 

specific patterns within the current analysis.  That is, the RPQ consistently accounts for 

more variance in any set of dependent variables, despite statistical significance of 

predictor variables.  The second pattern deals with similarities between scale performance 

in the prediction of impulsivity.  As expected based on characteristics of reactive 

aggression, the IPAS impulsive scale accounted for nearly twice the amount of variance 

than IPAS premeditated.  This pattern also held for the RPQ, although to a lesser degree.  
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Even the terminology of the 2 measures reflects this differential relationship.  

Appropriately, the IPAS scale named for the emotionally laden type of aggression is 

called Impulsive, while the corresponding RPQ scale is termed reactive, despite a 

moderate relationship between these 2 scales (r = .47). 

Table 18 
	  
Psychopathy Checklist-Revised (PCL-R) Scores and Barratt Impulsivity Scale-11 (BIS-
11) Scores as Predictors of Reactive Aggression 
 
Predictors r ß R2 Δ R2 p 
Dependent variable: IPAS Impulsive      
     Step 1 .22     
          PCL-R Total score   .219 .048  .04 
     Step 2 .43     
          PCL-R Total score  -.040    
          BIS-11 Total score   .452 .185 .138 .00 
      
Dependent variable: RPQ Reactive      
     Step 1 .50     
          PCL-R Total score   .497 .247  .00 
     Step 2 .54     
          PCL-R Total score   .353    
          BIS-11 Total score   .251 .289 .043 .02 
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CHAPTER 4 

DISCUSSION 

 The clinical constructs of reactive and instrumental aggression and psychopathy 

have received recognition as particularly relevant to clinical and forensic assessments.  

As such, these constructs have often been investigated in highly aggressive prison 

inmates (Cornell et al., 1996; Lynam et al., 2007; Woodworth & Porter, 2002).  

Counterintuitively, reactive and instrumental aggression and psychopathy have also 

frequently been examined in mildly aggressive undergraduate students (Falkenbach et al., 

2008; Miller & Lynam, 2006; Reidy et al., 2007).  Moreover, research (Cima et al., 2007; 

Stanford et al., 2003; Stanford et al., 2008) has historically focused exclusively on male 

participants when assessing these relationships.  The current study sought to rectify these 

concerns by using a typical sample of both male and female offenders, in order to 

investigate these relationships with the subtypes of aggression. 

This chapter provides an analysis of the current data and previous research 

regarding psychopathy and its facets as predictors of reactive and instrumental 

aggression.  In light of past studies, the incremental validity of APD and psychopathy are 

examined as predictors of aggression.  The usefulness of the reactive-instrumental 

distinction for clinical practice are examined.  This chapter also discusses implications 

for professional practice, specifically with regard to the assessment of recidivism and the 

treatment of reactive and instrumental aggression.  Finally, limitations of the current 
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study are examined, and future directions for clinical research on reactive and 

instrumental aggression are outlined. 

Assessment methods of reactive and instrumental aggression have long been 

represented by contrasting perspectives throughout the research literature.  The next 

section compares and contrasts studies that use the IPAS as a method of assessing and 

categorizing reactive and instrumental aggression. 

Past and Current Studies using IPAS 

 The IPAS is distinguished from other aggression scales by its excellent reliability 

and construct validity.  Additionally, the IPAS provides a clearly operationalized method 

of classifying acts as either reactive or instrumental.  Three of 4 studies demonstrate 

similarities in terms of classification rates when using the IPAS (see Table 19).  True 

distinctions among these studies are difficult to establish due to differences in samples 

and the limited availability of descriptive data for past studies.  Nonetheless, by 

comparing overall levels of aggression, as reported on the IPAS, some tentative 

conclusions can be made about the studies. 

In terms of reactive aggression, the current study (M = 5.60, SD = 2.57) found 

levels (i.e., items endorsed) comparable for Kockler and colleagues (2006; M = 5.65, SD 

= 3.30).  In marked contrast, Stanford and colleagues (2008) evidenced the lowest levels 

of reactive aggression (M = 3.68, SD = 1.63).  This pattern is entirely unexpected, given 

the nature of the sample, specifically male perpetrators of domestic violence.  It would be 

expected that these men would exhibit moderately high levels of reactive aggression. 
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 For instrumental aggression, levels of reported aggression differ slightly across 

studies.  Kockler et al. (2006) and Stanford et al. (2008) reported comparable levels of 

instrumental aggression (M = 4.41, SD = 3.18 and M = 4.92, SD = 3.71, respectively).  

However, participants in the current study reported considerably more instrumentally 

motivated behaviors (M = 6.53, SD = 3.42).  This finding represents an important 

distinction between the types of samples.  Specifically, the IPAS exhibited higher levels 

of instrumental aggression in the current correctional sample, as opposed to the other 

more clinical samples (Kockler et al., 2006; Stanford et al., 2008). 

Stanford et al. (2003) demonstrated a striking difference in its percentages of 

reactive versus instrumental aggression.  This sample consisted of highly aggressive men, 

who either (a) were referred for assessment from mental health clinics for anger issues, or 

(b) responded to a radio advertisement asking for male participants who had trouble 

controlling their anger.  Given their recruitment methods, its very high percentage 

(90.3%) of participants with reactive aggression are expected. 

Table 19 
	  
Proportions of Reactive and Instrumental Aggressors in Past and Current Studies, as 
Classified by IPAS 
 
  N Male Female 
Study Sample  % R % I % R % I 
Current1 Jail detainees 93 62.5 37.5 83.7 16.3 
Kockler et al., 2006 Forensic inpatients 85 64.4 35.6 33.3 66.7 
Stanford et al., 2003 Clinic-referred aggressive men 93 90.3 9.70 -- -- 
Stanford et al., 2008 Men convicted of domestic 

violence 
113 67.3 32.7 -- -- 

Note. R = Reactive, I = Instrumental. 
1Percentages differ from Tables 5 and 6, because participants were re-grouped based to 
match classification method of past studies listed above. 
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Only the current study and Kockler et al. (2006) examined IPAS aggression for 

female participants.  As shown in Table 19, the studies are almost dramatically opposite 

in classification rates for females.  Only about one-sixth of the current study are 

categorized with instrumental aggression, as opposed to two-thirds of Kockler and 

colleagues (2006)  Unfortunately, Kockler et al. (2006) do not report descriptive and 

background data by gender, making it difficult to know what might explain this dramatic 

difference. 

Contrasting Measures of Aggression 

Many differing models of aggression have been postulated over the past 4 

decades.  Moreover, subtypes of aggression differ substantially with regard to their form 

(e.g., physical vs. relational) and function (e.g., retaliation vs. defense; Little, Jones, 

Henrich, & Hawley, 2003).  Several different models of reactive and instrumental 

aggression have been postulated.  While generally consistent, there are common 

variations within the conceptualization of the models of aggression.  As discussed in the 

Introduction, these differences are observed in the names and working definitions of the 

subtypes of aggression (see Table 1).  For instance, the IPAS and AAQ focus on the 

spontaneous component of reactive aggression, as reflected in their descriptor 

“impulsive” scales; they are clearly differentiated from the RPQ’s reactive scale.  For 

instrumental aggression, degree of planning is emphasized on the AAQ and IPAS (i.e., 

premeditated scale), whereas the RPQ proactive scale focuses on the unprovoked aspect.  

Not surprisingly, these differing models conflict in the emphasis placed on certain aspects 

of reactive and instrumental aggression.  These conceptualizations of reactive and 
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instrumental aggression have been integrated into measures (i.e., IPAS, AAQ, and RPQ) 

that assess the subtypes of aggression. 

Fundamental differences in method of assessment have further contributed to the 

heterogeneity in how reactive and instrumental aggression are conceptualized and 

discussed.  This section addresses 3 basic methods: aggressive paradigms, coding, and 

self-report measures.  Regarding the latter, 3 self-report measures, the IPAS (Kockler et 

al., 2006) the RPQ (Raine et al., 2006), and the AAQ (Barratt et al., 1999) offer 

comparable conceptualizations, yet demonstrate appreciable differences in terms of their 

results. 

Research on reactive and instrumental aggression has been complicated by the 

differences in the conceptualization and measurement of reactive and instrumental 

aggression.  For example, some studies have employed aggression paradigms (Nouvion, 

2007; Reidy et al., 2007).  These paradigms consist of participants playing a computer 

game that is designed to elicit a sense of competition.  Participants are led to believe that 

they can administer shocks to their opponent via a switchboard.  In reality, the 

switchboard records the shock intensity and duration, data that is later used to classify 

participants as reactive or instrumental.  Specifically, reactive aggression was determined 

by examining the intensity and duration of the shocks administered in retaliation to an 

opponent’s shocks.  Instrumental aggression was defined as the unprovoked 

administration of shocks. 

Other studies categorize reactive and instrumental aggression by coding criminal 

offenses (Cornell et al., 1996; Falkenbach et al., 2008; Walsh et al., 2009; Woodworth & 
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Porter, 2002).  However, studies differ on how offenses are coded.  Variations include (a) 

most recent, most extreme, all available offenses, and (b) sources of information on 

offenses.  With those differences in their coding methods, differences in the rates of 

reactive versus instrumental aggression are comparatively large, although reactive 

aggression is consistently the most common form of aggression, ranging from 52.9% 

(Cornell et al., 1996) to 90% (Stanford et al., 2003). 

The practice of coding offenses is inherently limited, because it forces the 

classification of people as reactive or instrumental.  Based on seminal research by Cornell 

and colleagues (1996), however, aggressive persons rarely engage in just 1 type of 

aggression.  Moreover, most acts of aggression contain some characteristics of both 

subtypes of aggression (Bushman & Anderson, 2001; Cornell et al., 1996).  Thus, the 

coding of criminal offenses constitutes a potentially arbitrary forced-choice that 

eliminates the idea of reactive and instrumental aggression existing on 1 or more 

continuums. 

Other studies rely on self-report of aggressive behaviors (Cima et al., 2007; 

Lynam, Hoyle, & Newman, 2006; Miller & Lynam, 2006; Stanford et al., 2003).  As 

always, self-report measures offer a simple and straightforward method to collect 

information.  With sensitive topics, like history of aggressive acts, self-reports may fail to 

elicit completely honest responses.  This tendency is especially salient of self-report 

measures that do not contain validity scales to assess honest and open responding. 

To summarize, multiple methods have been employed for assessing and categorizing 

behaviors as reactive or instrumental.  Each method has strengths and weaknesses, but 
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their varied use may contribute to the confusion surrounding the subtypes of aggression.  

These methodological differences further muddy the conceptual and definitional waters, 

and have led to contrasting models of the subtypes of aggression. 

 The current study found reactive aggression on the IPAS to be more closely 

associated with impulsivity than instrumental aggression.  As a review from the 

Introduction, the reactive-impulsive aggression emphasizes the spontaneous, unplanned 

component of reactive aggression (Barratt, 1991; Bushman & Anderson, 2001; Kockler 

et al., 2006; Stanford et al., 2003).  This reactive-impulsive aggression exemplifies the 

working definition in the IPAS, used in the current study.  Moreover, the IPAS Impulsive 

scale is conceptualized as “spontaneous aggressive outbursts, out of proportion to the 

provoking event” (Stanford et al., 2003).  This operational definition differs from the 

corresponding scale on the RPQ, the Reactive scale, or “hostile acts displayed in response 

to a perceived threat or provocation” (Raine et al., 2006).  Despite these definitional 

differences, the RPQ reactive scale demonstrates comparable magnitude of relationship 

to impulsivity as does the IPAS impulsive scale. 

 The AAQ differs from the IPAS and RPQ both in its conceptualization and 

measurement of reactive aggression and instrumental aggression (see Table 1).  For 

example, the AAQ stipulates, for reactive aggression, that cognitive confusion and guilt 

result from the act, whereas the IPAS makes no such distinction.  For instrumental 

aggression, the AAQ’s definition specifies goals of financial reward or dominance over 

others.  The IPAS, on the other hand, is more general, designating that instrumental 

aggression be planned, controlled, or goal-oriented. 
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The AAQ has been clinically useful at classifying violent acts as reactive or 

instrumental; however, questions have arisen regarding its reliability.  Created as a semi-

structured interview, the original research by Barratt and colleagues (1997) demonstrated 

good results with the AAQ inter-rater reliability (kappa = .83) when rating aggressive 

offenses as reactive or instrumental.  However, its method of categorization may have 

maximized its reliability estimate.  First, the study focused only on very aggressive prison 

inmates with 3 or more documented institutional acts of aggression in the 3 months prior 

to the study.  Next, participants were included only if the aggressive acts were “clearly 

impulsive or premeditated” (p. 1049).  The second inclusion criterion is problematic for 2 

reasons.  First, the exclusion of difficult-to-classify cases substantially increases inter-

rater agreement. Second, as previously discussed, categorizing aggression as only 

“reactive” or “instrumental” is problematic, and represents a limitation of the Barratt and 

colleagues (1997) study.  Taken together, these 2 inclusion criteria may have artificially 

inflated the AAQ reliability estimate.  To the author’s knowledge, there are no other 

published studies using the AAQ in its original interview format, making it difficult to 

further evaluate its reliability. 

Previous AAQ research using a self-report format has focused on internal 

reliabilities and produced mediocre results when using college (Barratt et al., 1999; Smith 

& Waterman, 2006) and correctional (Smith & Waterman, 2006) samples.  Barratt and 

colleagues (1999) obtained alphas of .75 for the impulsive scale and .48 for the 

premeditated scale, for a total alpha of .55.  These scale alphas are slightly higher than 

those observed in the current study (.67 and .30, respectively).  Unfortunately, Smith and 
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Waterman (2006) did not report alphas for the AAQ scales for either the college or 

correctional sample.  For total AAQ, Smith and Waterman (2006) reported an alpha of 

.55 for the college sample and .56 for the correctional sample.  The total AAQ alpha for 

the current study was .43.  An examination of individual items on the AAQ indicated that 

several items demonstrated a limited range within the current sample.  That is, 8 items 

were answered nearly the same way (i.e., “definitely yes” or “yes”; “definitely no” or 

“no”) by a substantial majority of participants (60% or more).  This limited range in 

response variability may have contributed to the lower alphas observed in the current 

study. 

The current study yielded poor internal reliability for the AAQ, which led to its 

exclusion from subsequent data analysis.  As reported in the Results, internal consistency 

of the AAQ impulsive scale was quite low at .67.  In contrast, the AAQ premeditated 

scale evidenced a very low alpha of .30.  As a subsequent analysis, AAQ premeditated 

scale items were examined to see if any individual items markedly reduced the alpha (see 

p. 48 in Results).  Encouragingly, the removal of 2 items improved the alpha to .58 for 

the AAQ premeditated scale.  These items include #6 “My aggressive behavior was the 

result of my being surprised” and #21 “I was in a good mood before the act occurred.”  

Surprisingly, the content of these items does not seem related to instrumental aggression, 

but focus on qualities usually attributed to reactive aggression. 

A more in-depth investigation of the AAQ was performed in order to explore 

potential explanations for its poor internal consistencies.  To so do, the AAQ was 

compared to the IPAS, because the 2 measures share response format, scale structure, and 
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a subset of identical questions.  Surprisingly, these identical items on the IPAS and RPQ 

were only moderately correlated with each other, with a mean r of .41 for impulsive items 

and .51 for premeditated items. 

Psychopathy as a Predictor of Aggression 

The subtypes of aggression have been linked with the construct of psychopathy 

(Cima et al., 2007; Cornell et al., 1996; Falkenbach et al., 2006; Nouvion et al., 2007; 

Reidy et al., 2008 Stafford & Cornell, 2003).  Further, psychopathy has long been 

considered the best predictor of general (Harris, Rice, & Quinsey, 1993) and violent 

recidivism (Walters, 2003).  Despite these links, however, few studies have investigated 

the relationship of psychopathy to the subtypes of aggression in relation to recidivism or 

outcome characteristics. 

The vast majority of studies addressing reactive and/or instrumental aggression in 

conjunction with psychopathy use various methods to assess these constructs.  As 

mentioned earlier, subtypes of aggression have been studied by coding offense 

characteristics, creating aggression paradigms, and by self-report measures.  Apart from 

the widely used PCL-R, self-report measures of psychopathy, such as the Levenson Self-

Report Psychopathy Scale (Levenson, Kiehl, & Fitzpatrick, 1995) are commonly used 

within undergraduate samples (Falkenbach et al., 2008; Reidy et al., 2007; Reidy et al., 

2008). 

Compared with other samples, participants in the current study were relatively 

less antisocial and psychopathic.  With regard to these offenders, the presence of 

antisocial traits unexpectedly makes all the difference.  The addition of psychopathic 
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traits did not contribute prediction of reactive aggression, instrumental aggression, or 

even impulsivity.  While it could be argued that low prevalence of psychopathic traits 

may explain these results, supplementary analyses suggest otherwise.  Even restricting 

analyses to the upper quartile of psychopathic facets was unable to contribute 

significantly to instrumental aggression.  This restricted analysis was not conducted for 

reactive aggression, because multiple facets were already predictive of reactive 

aggression. 

Facets of Psychopathy 

As previously mentioned, the current study evidenced much lower total 

psychopathy scores as compared to other county jail samples (Brinkley et al., 2001; 

Walsh et al., 2004; Walsh et al., 2009).  Relatively lower scores were also evident within 

psychopathy facet scores.  Even when restricting the analysis to the highest scorers on 

specific psychopathy traits, the current study was unable to replicate results from earlier 

studies that linked certain facets of psychopathy with reactive and instrumental 

aggression. 

Walsh et al. (2009) examined facets of the PCL-R in relation to instrumental 

aggression.  In a sample of county jail detainees, they found significant but modest 

relationships between instrumental aggression and PCL-R facets 1 (interpersonal, r = 

.14), 2 (affective, r = .18), and 4 (antisocial, r = .20).  In contrast, the current study found 

much higher correlations ranging from .27 (affective facet) to .65 (antisocial facet) with 

both self-report measures of instrumental aggression.  Despite both studies utilizing 

county jail detainees, there are several important differences in the samples and 
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methodology.  First, average PCL-R total scores differ markedly between the current 

study (M = 12.37, SD = 7.84) and the study conducted by Walsh and colleagues (M = 

25.88, SD = 6.50).  Surprisingly, despite this disparity, stronger correlations emerged in 

the less psychopathic sample (current), as opposed to the Walsh et al. (2009) study.  As a 

second major difference, Walsh and colleagues (2009) used a coding system to assess 

each participant’s “most violent offense” (p. 421), whereas the current study employed 

self-report measures of aggression.  The primary difference in these methods is 

perspective (i.e., independent rater vs. inmate).  That is, stronger relationships are found 

with the PCL-R and an inmate’s ratings of their aggression than with a clinician’s 

independent ratings.  It is hypothesized that fewer details are recorded about an 

aggressive act with the coding than an aggressor’s recollection of the event on self-report 

measures.  This increased information may contribute to the higher correlations in the 

current study. 

Focusing on male aggressors, in the current study, PCL-R facet scores did not 

differ between reactive and instrumental aggression.  In contrast, Vitacco et al. (2009) 

found significantly higher scores for instrumental aggression for facets 1 (interpersonal, d 

= 2.36 and 2 (affective, d = 1.41) than reactive aggression.  Two major differences 

between the studies could explain these findings.  First, Vitacco and colleagues (2009) 

sample was composed mostly of inpatients with psychotic disorders and multiple Axis I 

disorders.  In stark contrast, the current study ruled out psychotic symptoms and used 

inmates from a general (non-psychiatric) unit that were presumably had no major 

impairments.  Although psychotic symptoms may confound certain facet 1 criteria (e.g., 
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grandiosity), it was obviously not feasible for the Vitacco et al. (2009) study to exclude 

participants on this basis.  Second, the studies differed in their classification of aggression 

subtypes.  As is common, Vitacco and colleagues (2009) coded instances of physical 

institutional aggression as reactive or instrumental.  This analysis of documented 

aggression differs from the self-report measures utilized in the current study.  The 

aggression documented by Vitacco and colleagues (2009) was more severe (e.g., ranging 

from simple assault to homicide) than that in the current study (e.g., ranging from verbal 

assault to aggravated assault).  It suggests that facet differences are possibly more salient 

with severe aggression coupled with Axis I disorders. 

One other investigation has focused on the relationships of instrumental 

aggression and PCL-R facets.  In a sample of psychiatric inpatients, McDermott and 

colleagues (2008) observed that facets 1 (interpersonal, r = .14) and 3 (lifestyle, r = .15) 

were both significantly correlated with instrumental aggression.  The study used the 

familiar coding system as a measure of instrumental aggression.  As previously 

mentioned, the current study found all 4 PCL-R facets demonstrated significant 

relationships with instrumental aggression [r range = .27 (facet 2) to .65 (facet 4)].  Once 

again, coding of aggressive behaviors produced much lower correlates with PCL-R facets 

than does the self-report measure used in the current study. 

In summary, PCL-R facets have demonstrated variable presentations with 

instrumental aggression within 3 published studies (McDermott et al., 2008; Vitacco et 

al., 2009; Walsh et al., 2009) and the current study.  As 1 stable finding, facet 1 

(interpersonal) has consistently been linked with instrumental aggression, regardless of 
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sample or method used to assess aggression.  Surprisingly, the other 3 facets do not 

demonstrate stable relationships with instrumental aggression. 

To date, no published studies have investigated PCL-R facets in relation to 

reactive aggression.  In the current study, PCL-R facets 2 (affective, r = -.02), 3 (lifestyle, 

r = .29), and 4 (antisocial, r = .30) were predictive of reactive aggression.  Despite similar 

magnitude in beta weights of these 4 facets, important differences were observed in the 

directionality.  Specifically, facets 3 and 4 were positively related to reactive aggression, 

while facet 2 demonstrated a negative relationship.  This finding suggests that increases 

in reactive aggression are associated with deceases in PCL-R affectivity.  Because 

psychopathy is characterized by affective deficits, low scores on the affective facet 

counter-intuitively represent more emotion.  Therefore, this finding is consistent with 

theoretical considerations: higher levels of emotionality are predictive of reactive (i.e., 

emotional, hot-blooded) aggression. 

To summarize, psychopathy as a whole has been consistently linked with both 

reactive and instrumental aggression.  However, individual facets of psychopathy have 

received less attention in relation to aggression.  Of the existing studies, comparison has 

been made difficult by (a) use of different measures of psychopathy, (b) varying methods 

of assessing aggression, and (c) use of several different samples.  As a result, these 

relationships remain largely unexplored in a systematic fashion.  Suggestions for 

improvement in this area are discussed in Future Directions. 

Incremental Predictive Utility of Psychopathy 
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As currently conceptualized, psychopathy has core affective and interpersonal 

features that distinguish it from DSM-IV-TR (2000) APD.  As a result, prevalence rates of 

the 2 syndromes differ quite substantially within correctional populations, with APD 

being about 3 times more common than psychopathy (Hare, 2003).  Consequently, 

influential conceptualizations of psychopathy emphasize the comprehensiveness of the 

construct as distinguishing it from the APD diagnosis.  However, the available research 

indicates that this conceptualization appears to a commonly held belief, rather than a well 

substantiated research finding. 

Psychopathy is commonly believed to have greater predictive utility for subtypes 

of aggression than APD alone.  A handful of studies have investigated the incremental 

validity of antisocial traits and psychopathy when predicting recidivism and institutional 

aggression.  A meta-analysis by Walters (2006) reported 3 separate studies in which the 

Personality Assessment Inventory (PAI; Morey, 2007) antisocial features (ANT) scale 

and PCL-R were evaluated as incremental predictors of aggression.  Importantly, 

Walters’ (2006) meta-analysis yielded no findings that PCL-R had incremental predictive 

utility over the PAI ANT scale alone.  This conclusion is based on the 3 studies with 

different samples and criterion.  First, Edens, Buffington-Vollum, Colwell, Johnson, and 

Johnson (2002) examined physical aggression infractions in male sex offenders.  Second, 

Walters, Duncan, and Geyer (2003) predicted aggressive disciplinary reports in male 

prison inmates.  Third, Walters and Duncan (2005) assessed re-arrest among male prison 

inmates following release.  In each study, the PCL-R was unable provide incremental 

prediction over PAI ANT. 
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As a competing hypothesis, the PAI ANT is examined as an incremental 

predictive utility over the PCL-R total score.  In examining the same 3 studies mentioned 

in the previous paragraph, only 1 study was successful.  Walters and Duncan (2005) 

found that PAI ANT provided incremental validity to PCL-R in the prediction of release 

outcome (i.e., re-arrest vs. no re-arrest).  Neither Edens et al. (2002) nor Walters et al. 

(2003) found PAI ANT to be more effective than the PCL-R.  Thus, in 3 separate studies 

using correctional samples, antisocial features and psychopathy were comparable at 

incremental prediction with non-significant results in 5 out of 6 comparisons. 

 Two of the 3 studies (Walters et al., 2003; Walters & Duncan, 2005) reported 

descriptive data of PCL-R and PAI ANT scores.  Means and standard deviations were 

similar, with PCL-R scores in the moderate range for both studies (M = 23.99, SD = 9.47; 

M = 19.89, SD = 9.60, respectively), and PAI ANT T scores nearly 1 standard deviation 

above average (M = 63.24, SD = 12.86, M = 60.82, SD = 11.85, respectively).  

Unfortunately, although Hare (2003) provides T score conversions for PCL-R raw scores, 

neither Walters et al. (2003) nor Walters and Duncan (2005) reported these T scores. 

The above studies demonstrate the conflicting results regarding psychopathy as an 

incremental predictor of APD traits.  Furthermore, in several cases, APD symptoms 

predict better than does psychopathy for release outcome and institutional infractions.  It 

is possible that those results are truly indicative of the relationship between APD and 

psychopathy.  However, another possibility is that psychopathy is a common versus 

distinguishing characteristic in maximum-security prisons.  That is, psychopathy as a 

whole may be the rule, rather than the exception, in prison settings.  However, in typical 
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offenders, such as the minimum-security jail detainees sampled in the current study, 

psychopathic features are far less common.  Thus, psychopathy is not successfully 

predictive of reactive and instrumental aggression in less antisocial groups. 

Utility of the Reactive-Instrumental Distinction 

Discussions of reactive and instrumental aggression as 2 separate concepts began 

nearly 50 years ago.  Since then, due to high correlations and lack of distinct 

conceptualizations, the distinction between reactive and instrumental aggression has 

become obscured and difficult to separate.  As noted, research on the subtypes of 

aggression often classifies participants into either reactive or instrumentally aggressive 

groups.  However, as discussed in the Introduction, most acts of aggression have 

elements of both reactivity and instrumentality and cannot be easily placed into either 

category.  In fact, Barratt and Slaughter (1998) estimated that only 50% of aggressive 

acts can be categorized as either reactive or instrumental.  This overlap has led Bushman 

and Anderson (2001) to question the utility of the reactive-instrumental distinction.  

Results of the current project allow for a brief discussion regarding the usefulness of the 

reactive-instrumental dichotomy. 

Based on current and past (Merk et al., 2005) results, the reactive-instrumental 

distinction remains a potentially useful method of differentiating the motivation behind 

acts of aggression.  This conclusion is based on the differences in motivations and 

treatment interventions observed for reactive and instrumental aggression.  For clinical 

populations, this categorization is most effective at determining institutional adjustment.  
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There is evidence that reactive and instrumental aggression are present and 

distinguishable from childhood to adulthood. 

Developmental trends suggest that the subtypes of aggression are observed across 

the lifespan.  Kempes and colleagues (2006) observed relative stability of reactive 

aggression from age 6 until its decline at age 12.  This trend differed from instrumental 

aggression, which steadily increased in frequency until a decline at age 12.  In terms of 

gender differences, boys were significantly more reactively aggressive overall than girls, 

but no differences were found in terms of instrumental aggression.  These results suggest 

that, starting from an early age, aggression is present in both boys and girls.  Beyond 

childhood, both reactive and instrumental aggression have been observed in adolescent 

students (Poulin & Boivin, 2000) and inpatients (Stafford & Cornell, 2003).  From a 

longitudinal perspective, Vitaro et al. (1998) identified instrumental, but not reactive, 

aggression in children as a significant predictor of conduct problems in adolescents.  

Differences in age, gender, and outcomes lend support to the differentiation of reactive 

aggression from instrumental aggression. 

Aggression in children has been linked to psychopathology and subtypes of 

aggression throughout adolescence.  Vitaro, Brendgen, and Tremblay (2002) found that 

reactive aggression is linked with internalizing disorders (e.g., depression) and 

instrumental aggression to externalizing disorders (such as Conduct Disorder).  These 

results are relevant, since they link psychopathology (i.e., treatable conditions) with 

aggression, suggesting that aggression may also be successfully treated.  Further, there is 

evidence that instrumental aggression in early adolescence predicts antisocial behaviors 
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in adulthood (Pulkinnen, 1987, 1996).  Thus, research indicates that subtypes of 

aggression continue from childhood through adolescence and into adulthood, where the 

majority of aggression research has been conducted. 

Continuing along the developmental spectrum, the subtypes of aggression have 

been highly investigated in adult populations.  Reactive and instrumental aggression have 

been observed in violent (correctional sample; Cornell et al., 1996; Lynam et al., 2006; 

Woodworth & Porter, 2002), nonviolent (undergraduates; Falkenbach et. al, 2008; Reidy 

et al., 2007; Reidy et al., 2008), and clinical (inpatients; Vitacco et al., 2009) populations.   

Despite the marked variation in choice of samples, there is general convergence in 

results.  Specifically, reactive is consistently more prevalent than instrumental 

aggression, a finding corroborated in the current project.  Also, it is well established that 

reactive and instrumental aggression are moderately correlated, regardless of method of 

assessment.  Even still, many aggressive behaviors can be reliably distinguished as 

reactive or instrumental, an argument in support of the continued distinction. 

Research has continued to find strong, positive correlations between reactive and 

instrumental aggression (Cima et al., 2007; Ostrov & Houston, 2008).  Beyond academic 

debate, there is strong empirical support to suggest that reactive and instrumental 

aggression exist, not mutually exclusively, but on 2 separate continuums (Cooke et al., 

2011; Hart & Dempster, 1997).  As suggested by Bushman and Anderson (2001), the 

aggression literature would benefit from a “second generation paradigm of human 

aggression” (p. 278).  In 2007, Parrott and Giancola proposed contemporary, taxonomic 

model of aggression.  This innovative categorization of aggressive behaviors was 
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designed to “make clear distinctions between subtypes while simultaneously including 

the majority of behavior that may be labeled as aggressive” (Parrott & Giancola, 2007, p. 

286). 

Implications for Professional Practice 

As a clinical construct, aggression has traditionally received attention for its 

relevance to institutional adjustment and infractions.  The current study offers some 

guidance for the direction of professional practice with regard to the reactive-

instrumental distinction and their respective relationships with psychopathy and risk 

assessment procedures.  Additionally, treatment of reactive and instrumental aggression 

is discussed. 

Risk Assessment and Aggression 

Risk assessment is an integral component to many criminal cases, commonly used 

for the purposes of assessing sentencing and treatment recommendations (see Rogers & 

Shuman, 2005).  Moreover, psychopathy is often considered a critical consideration as a 

static factor during the risk assessment.  Additionally, reactive and instrumental 

aggression have demonstrated differential relationships to risk assessment.  Due to 

conceptual and treatment differences between reactive and instrumental aggression, they 

will be addressed separately with regard to recidivism/risk assessment concerns in the 

next several paragraphs. 

Reactive aggression is traditionally more linked than instrumental aggression to 

risk assessment.  In a sample of psychiatric inpatients, McDermott and colleagues (2008) 

found risk assessment scores more correlated with reactive (r = .22) than instrumental 
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aggression (r = .16).  Furthermore, Walters (2011) found reactive aggression more 

predictive than instrumental aggression with respect to (a) any future charge (r = .22 vs. r 

= .18, respectively) and (b) future felony charges in male prison inmates (r = .18 vs. r = 

.13, respectively).  As a whole, these studies strengthen the link between reactive 

aggression and risk assessment.  Tempered by modest correlations (rs < .25), the findings 

suggest that assessment of reactive aggression should play a slightly more important role 

than instrumental aggression for risk assessment in general and recidivism specifically. 

Reactive aggression is viewed as stemming from frustration or anger to 

provocation (Averill, 1982; Dollard et al., 1939) and is thought to be the result of poor 

regulation of emotions (Marsee, 2008).  Origins such as these portray reactive aggression 

as driven by emotion and low frustration tolerance.  There is further evidence that 

reactive aggression is often a result of hostile attribution to the actions of others (Crick & 

Dodge, 1996; Dodge, 1991).  Combinations of hostile attributions and difficulty 

controlling impulses may mean that reactive aggression has a high risk of recidivism.  

Indeed, research by Peterson, Skeem, Hart, Vidal, and Keith (2010) reported that 26% of 

reactive parolees recidivate within 1 year, compared to 20% for instrumental parolees.  

This modest increase could be relevant when considered as a risk factor for future 

offenses.  Recidivism was defined as any future offense in the Peterson et al. (2010) 

study; however, the disaggregation of violent from non-violent offenses could provide 

more information regarding risk assessment. 

Instrumentally motivated acts of aggression also have important implications for 

risk assessment.  Although instrumental aggression has not received empirical attention 
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as it directly relates to risk assessment issues, its link to psychopathy has been considered 

in several studies.  That is, research has consistently found moderate, positive 

correlations between instrumental aggression and psychopathic traits (Cornell et al., 

1996; Falkenbach, 2004; Vitacco et al., 2009; Woodworth & Porter, 2002).  Further, 

assessment of psychopathy is a key component of risk assessments (DeMatteo, Edens, & 

Hart, 2010), because psychopathy is highly linked to increased rates of recidivism 

(Leistico et al., 2008).  Taken together, individuals who engage in instrumental 

aggression likely receive high ratings on measures of risk assessment. 

Treatment of Reactive and Instrumental Aggression 

Treatment of reactive and instrumental aggression has received little empirical 

attention.  Of the 3 published studies, 2 focused on cognitive programs for treating 

aggression in children, while the third treated aggression in adults with a 

psychopharmacological intervention. 

Hudley and Graham (1993) investigated the treatment of reactive aggression, by 

altering cognitive distortions.  In their treatment condition, they attempted to promote 

positive peer relations by teaching aggressive boys not to infer hostile intent in 

ambiguous situations.  They compared treatment to a control group and an “Attention” 

group that taught non-social problem solving skills.  The intervention successfully 

lowered reactive aggression scores for boys in the experimental condition (Hudley & 

Graham, 1993).  Although the difference was modest, the experimental group fared better 

than boys in the others conditions.  The study provides support for the hostile attribution 

theory associated with reactive aggression (Crick & Dodge, 1996; Dodge, 1991). 
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More recently, Whitaker (2011) assessed 2 treatment conditions (i.e., cognitive 

behavioral therapy and interpersonal skills training) with both reactively and 

instrumentally aggressive pre-school children.  The study was unable to detect 

differences for either treatment type or aggressive subtype.  However, small group sizes 

(n = 4) may have contributed significantly to the failure to find a treatment effect. 

The third and final study, conducted on community members with anger control 

problems, approached the treatment of aggression differently.  Rather than taking a 

cognitive approach to treating aggression, Houston and Stanford (2006) used phenytoin, 

an anticonvulsant medication.  Results indicate that instrumental aggressors were less 

likely to complete the study.  Of treatment completers, instrumental aggression was also 

less impacted by the phenytoin.  The authors used these data to argue that instrumental 

aggressors are better able to control their impulses in the first place, thereby resulting in 

less treatment response from the phenytoin. 

From a treatment perspective, instrumental aggression is seen as intractable 

(Barratt et al., 1997; Houston & Stanford, 2006).  Similarly, Cleckley (1941/1988) 

originally asserted that psychopathic individuals show little response to treatment 

attempts.  This suggestion implies that psychopathy is an intractable syndrome, likely 

because psychopathy is largely characterized by stable patterns of behavior (i.e., 

personality traits).  However, Skeem, Monahan, and Mulvey (2002) found treatment in 

non-forensic patients was related to dosage; more intensive treatments in psychopathy 

resulted in substantially reduced aggression. 
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As previously outlined, instrumental aggression is more strongly correlated than 

reactive aggression with psychopathy (Cornell et al., 1996; Woodworth & Porter, 2002).  

For these reasons, individuals with a combination of instrumental aggression and 

psychopathy may be the most difficult to reform.  However, instances of purely 

instrumental aggression are rare.  On this point, Merk and colleagues (2005) highlight the 

importance of developing interventions first for reactive aggression, then supplementing 

these interventions with components that address instrumental aggression if needed. 

In conclusion, treatment of reactive and instrumental aggression has largely been 

bypassed within the literature.  Of the existing studies, little attention has been given to 

aggression in adults.  Systematically examining treatment modalities within relevant 

(e.g., correctional) populations may further aid in developing future interventions for 

reactive and instrumental aggression. 

Limitations 

 One limitation of the current study is a relatively low prevalence of antisocial and 

psychopathic traits.  Low levels of these key variables may have obscured their 

relationships with reactive and instrumental aggression.  However, a more focused 

analysis (e.g., quartile) questions this conclusion for typical offenders.  Nonetheless, use 

of APD symptoms and psychopathic traits may only be effective with extreme 

populations.  If replicated, these findings raise questions about the clinical usefulness of 

psychopathy to predict reactive and instrumental aggression for offenders with only 

moderate psychopathy scores.  
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 A second limitation of the current study was the inability to review files of the 

participants for the PCL-R.  The jail administration was generous in allowing the study to 

be conducted, but it declined to make its records available to the current research.  

Because this information was collected for research purposes only and confidentiality 

was assumed, offenders lacked the typical motivation to mask their background and 

offenses.  Nonetheless, collateral information could have helped to substantiate several 

facets of the PCL-R. 

Future Directions 

 The current study addresses unexplored areas within the aggression and 

psychopathy literature.  One possible future direction is use of the reactive-instrumental 

distinction for purposes of risk assessment.  Psychopathy, correlated with both reactive 

and instrumental aggression, is already a key component to risk assessment methods.  

Prior research (McDermott et al., 2008) has demonstrated a connection between 

aggression and risk assessment, but the assessment of aggression subtypes may add 

predictive utility to existing methods of risk assessment. 

Future research may consider the similarities between reactive aggression and 

borderline personality disorder (BPD).  The 2 conditions resemble each other inasmuch 

as they are both characterized by impulsive behavior and a failure to regulate emotions.  

Research by Ostrov and Houston (2008) has supported this, with BPD and reactive 

aggression demonstrating a moderate relationship (r = .40).  Further, Ross and Babcock 

(2009) differentiated domestically violent men based on personality disorder and function 

of aggression.  That is, men with BPD features often exhibited reactive aggression, 
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whereas men with APD manifested both reactive and instrumental aggression (Ross & 

Babcock, 2009).  Future studies could examine behavioral and emotional differences 

between these 2 groups to determine distinguishing characteristics. 

Thirdly, gender differences need to be addressed in terms of reactive and 

instrumental aggression.  Within the literature on aggression in adults, most studies have 

only investigated aggression in males.  Of the studies with both genders, very small 

samples of females were found with offenders (n = 7, Cornell et al., 1996) and 

undergraduate students (n = 12, Kockler et al., 2006).  Only research on undergraduates 

included comparable numbers (Miller & Lynam, 2006; Ostrov & Houston, 2008).  Most 

of the studies (Cornell et al., 1996; Kockler et al., 2006; Ostrov & Houston, 2008) did not 

explore differential relationships in terms of aggression and gender.  Miller and Lynam 

(2006) found males were more instrumental than females, but there was no difference for 

reactive aggression.  In the current study, women were proportionately more reactive than 

were men, whereas men were proportionately more instrumental.  In general, more 

systematic ways of examining gender differences in reactive and instrumental aggression 

would be beneficial to the literature.  Gender comparisons using multiple methods of 

aggression assessment would highlight differences or similarities. 

A fourth avenue for future research focuses on the treatment of the subtypes of 

aggression.  Few studies have examined the efficacy of treatment of reactive and 

instrumental aggression in general (Hudley & Graham, 1993; Whitaker, 2011) and only 1 

has used adults (Houston & Stanford, 2006).  More research may provide alternative 

outcomes for mildly aggressive individuals (e.g., minimum-security prison inmates). 
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Lastly, future research may consider addressing the varying methodology that is seen for 

the subtypes of aggression.  One possibility is direct comparison with more than 1 

method of assessment.  For example, studies could compare a self-report measure, such 

as the IPAS, with offense coding to examine (a) convergent validity and (b) magnitude of 

the relationship between the methods.  
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APPENDIX 

Hare’s (2003) Psychopathy Checklist – Revised (2nd Edition) vs. DSM-IV-TR Criteria for 
APD 
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Similar Criteria 
DSM Consistent irresponsibility (e.g., repeated failure to maintain work or financial 

obligations) 
PCL-R Irresponsibility 
  
DSM Impulsivity or failure to plan ahead 
PCL-R Impulsivity 
  
DSM Lack of remorse (e.g., being indifferent to or rationalizing having mistreated 

others) 
PCL-R Lack of remorse or guilt 
  
DSM Deceitfulness (e.g., repeated lying, use of aliases, or conning others) 
PCL-R Pathological lying 
  
DSM Evidence of conduct disorder with onset before age 15 years 
PCL-R Juvenile delinquency 
 
Dissimilar Criteria – DSM-IV-TR 
    Failure to conform to social norms with respect to lawful behaviors 
    Irritability and aggressiveness (e.g., repeated physical fights or assaults) 
    Reckless disregard for safety of self or others 
 
Dissimilar Criteria – PCL-R 
    Glibness/Superficial charm 
    Grandiose sense of self worth 
    Need for stimulation/Proneness to boredom 
    Conning/Manipulative 
    Shallow affect 
    Callous/Lack of empathy 
    Parasitic lifestyle 
    Poor behavioral controls 
    Promiscuous sexual behavior 
    Early behavioral problems 
    Lack of realistic, long-term goals 
    Failure to accept responsibility for own actions 
    Many short-term marital relationships 
    Revocation of conditional release 
    Criminal versatility 
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