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Psychopathy has long been lauded as a premier predictor of negative behavioral 

outcomes because of its demonstrated associations with violence, antisocial conduct, and 

institutional maladjustment. Traditional conceptualizations of psychopathy highlight the 

relatively equal importance placed on personality features (i.e., a grandiose, deceitful 

interpersonal style and deficits in affective experience) and behavioral elements (i.e., an 

impulsive and irresponsible lifestyle marked by social deviance) of the syndrome. However, little 

research to date has investigated psychopathy dimensions in female samples, particularly as they 

relate to maladaptive behaviors beyond forensic settings. The current study comprehensively 

examined personality (i.e., Axis II Cluster B traits and alexithymia) and behavioral (i.e., suicide-

related behavior and aggression) expressions of psychopathy in a sample of female inpatients 

recruited from trauma and dual-diagnosis units at a psychiatric hospital in Dallas, Texas. 

Contrary to expectations, the essential components of psychopathy in female psychiatric patients 

emphasized APD and NPD traits over features of HPD and BPD, which were relatively similar 

to elements traditionally highlighted in male psychopathy. On this point, two latent dimensions 

comprehensively addressed female psychopathy in the current sample: impulsive antisociality 

and narcissistic and histrionic interpersonal style. Interestingly, psychopathy (M r = .01) and 

Cluster B traits (M r = .05) were virtually unrelated to suicide-related behavior in female patients 

with trauma and substance use histories, but APD and BPD traits were more discerning for 

impulsive and premeditated aggression than variants of psychopathy. Aggression’s relationship 

to BPD traits is at least partially mediated by alexithymia. These results are discussed in terms of 



improving evaluation and intervention efforts aimed at identifying and managing psychopathic 

females beyond forensic settings. 
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CHAPTER 1 

INTRODUCTION 

Psychopathy: A Viable Construct 

As a clinical construct, psychopathy has traditionally been conceptualized as a unique 

constellation of personality and behavioral traits. In particular, psychopathic individuals are 

characterized by marked deficiencies in affective experience, such as superficial emotions, 

callousness, and a profound lack of remorse for their actions (Blair, 1995; Cleckley, 1941, 1976; 

Hare, 2003; Lykken, 1995). Despite these affective deficits, psychopathic individuals 

simultaneously possess interpersonal assets, including a disarmingly charming disposition that 

augments their ability to manipulate and deceive. This compelling juxtaposition of personality 

attributes coupled with psychopaths’ tendency to commit antisocial, sometimes violent, acts 

(e.g., Blair, 1995; Hare, 1996, 2003) continues to both fascinate and disturb researchers, 

clinicians, and the general public alike.  

Notably, traditional studies establishing prototypical psychopathy features may have 

unintentionally introduced gender bias into syndrome conceptualization and measurement. For 

instance, the vast majority of research has examined psychopathy and its associated correlates 

among European American male offenders (e.g., Hare, 2003), and has virtually excluded diverse 

female samples. As a result, variations in personality and behavioral expressions of psychopathy 

among women remain relatively uninvestigated. 

 This introduction is organized into four sections that address various issues concerning 

the assessment of female psychopathy. As a general foundation, the first section includes an 

overview of traditional and current psychopathy conceptualizations, including the syndrome’s 

demonstrated associations with antisocial conduct and violence. Narrowing the focus, the second 
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section then examines the literature documenting gender differences in psychopathy 

conceptualizations. This segment also compares across genders psychopathy’s association with 

Axis II Cluster B traits. The third section discusses primary and secondary psychopathy subtypes 

as a potential means to more fully understand female psychopathy correlates. In particular, this 

section highlights personality traits (e.g., Cluster B psychopathology and alexithymia) and 

behaviors (e.g., suicide-related behavior and aggression) that may prove helpful in elucidating 

gender-specific manifestations of psychopathy. Briefly summarizing the salient findings from 

previous sections, the fourth section introduces the current study, which was designed to (a) 

evaluate the construct validity of female psychopathy in relation to Cluster B traits and 

alexithymia, and (b) contribute to incremental predictions of impulsive behavior displays 

prevalent in females in clinical settings. 

Traditional Conceptualizations of Psychopathy 

 In his seminal work, The Mask of Sanity, Hervey Cleckley (1941) first presented a set of 

criteria that described the prototypic psychopath. Termed the “clinical profile of a psychopath” 

(Cleckley, 1976, p. 337), these sixteen criteria were formulated based on case studies from his 

outpatient clinical practice that provided a pivotal operationalization for personality and 

behavioral traits that exemplify psychopathy. Notably, these criteria emphasized personality 

features of what Cleckley deemed the “psychopathic personality” over explicitly antisocial acts. 

As a result, this original conceptualization viewed personality features as core to deviant 

behaviors displayed by clients varying in degree of psychopathy. Table 1 presents Cleckley’s 

sixteen criteria that characterize psychopathy, organized topically based on psychopathy’s 

underlying dimensions discussed in the next section.  
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Table 1 
 
Cleckley’s (1941) Clinical Profile of a Psychopath 
 

Interpersonal Affective Lifestyle Antisocial 
Superficial charm and 
good “intelligence 
 
Unresponsiveness in 
general interpersonal 
relations 
 
Pathological 
egocentricity and 
incapacity for love 
 
Untruthfulness and 
insincerity 

Lack of remorse or 
shame 
 
General poverty in 
major affective 
reactions 
 
Absence of nervousness 
or psychoneurotic 
manifestations 

Failure to follow any 
life plan 
 
Poor judgment and 
failure to learn by 
experience 
 
Sex life impersonal, 
trivial, and poorly 
integrated 
 
Suicide rarely carried 
out 
 
Unreliability 
 
Fantastic and uninviting 
behavior with drink and 
sometimes without 

Inadequately motivated 
antisocial behavior 

Note. Two of Cleckley’s criteria (i.e., Specific loss of insight; Absence of delusions and other signs of irrational 
thinking) did not clearly fit in any of the above categories.  
 

Following this influential portrayal of psychopathic individuals, Hare (1991, 2003) has 

developed measures of psychopathy designed in part to capture Cleckley’s classic description. 

Specifically, Hare (1980) initially constructed a list of 22 personality and behavioral items that 

exemplify the prototypical psychopath based on Cleckley’s criteria. This initial Psychopathy 

Checklist (PCL; Hare, 1980) and its progeny (i.e., PCL–Revised [PCL-R], Hare, 1991, 2003; 

PCL-Clinical Version [PCL:CV], Hare, Cox, & Hart, 1989; PCL: Screening Version [PCL:SV], 

Hart, Cox, & Hare, 1995) have demonstrated good reliability and validity among a broad array of 

forensic and clinical samples. Precisely by virtue of its psychometric properties, the PCL-R in 

particular is widely considered the preeminent, “gold standard” psychopathy assessment method 

(Fulero, 1995) and is broadly applicable to forensic research and practice. The PCL measures 
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identify and evaluate central components of the psychopathic syndrome, namely interpersonal 

and affective personality features and elements of a socially deviant lifestyle. 

Several key distinctions between Cleckley’s (1941, 1976) classic conception of 

psychopathy and Hare’s (1991, 2003) more recent operationalization merit discussion. Notably, 

fewer than half (45.0%) of PCL-R items correspond closely to Cleckley’s criteria. Hare’s model 

in particular emphasizes overt antisocial acts as an essential component of the psychopathy 

construct. For instance, research (Hare, 2003; Hare & Neumann, 2006) examining the factor 

structure underlying the PCL-R has extracted four fundamental psychopathy dimensions: (a) 

interpersonal and (b) affective personality features, as well as (c) lifestyle and (d) antisocial 

behavioral elements (see Table 2 for PCL-R items subsumed under these categories). According 

to Hare, a comprehensive conceptualization of psychopathy must include all four components. 

Table 2 
 
Two-Factor, Four-Facet Structure Conceptualization of the Psychopathy Checklist – Revised (PCL-R) 
 

Factor 1: Interpersonal/Affective Factor 2: Lifestyle/Antisociala 
Interpersonal facet Affective facet Lifestyle facet Antisocial facet 

Glibness/superficial 
charm 

Failure to accept 
responsibility 

Lack of realistic, long-
term goals 
 

Revocation of 
conditional release 

Pathological lying 
 

Callous/lack of empathy Parasitic lifestyle Early behavior problems 

Conning/manipulative 
 

Shallow affect  Impulsivity Juvenile delinquency 

Grandiose sense of self 
worth 
 

Lack of remorse or guilt Irresponsibility 
 
Need for 
stimulation/proneness to 
boredom 

Criminal versatility 
 
Poor behavioral 
controls 
 

Note. PCL-R items common to Cleckley’s original description are italicized. 
aFactor 2 of the PCL-R (Hare, 2003) also includes two items that do not correspond to any of the four facets. These 
items include “promiscuous sexual behavior” and “many short-term marital relationships.” 
 

In contrast to Hare’s (2003) model, explicit indicators of criminality are conspicuously 

absent from Cleckley’s (1941, 1976) psychopathy description. Specifically, Cleckley notes 
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considerable overlap between social deviance and psychopathy; however, he suggests that 

antisocial behaviors are a consequence, as opposed to a defining characteristic, of the syndrome. 

Indeed, the lone psychopathy criterion associated with antisociality in Cleckley’s clinical profile 

of a psychopath specifies that this behavior is “inadequately motivated.” In other words, the most 

salient aspect of Cleckley’s social deviance criterion is not the criminal behavior per se, but 

rather its seemingly aimless origin (Patrick, 2006). 

A recently proposed alternative to Hare’s two-factor, four-facet model offers a 

psychopathy conceptualization virtually identical to that first proposed by Cleckley. Specifically, 

Cooke and Michie (2001b) thoroughly emphasize varying aspects of the psychopathic 

personality in their three-factor PCL-R solution: (a) an arrogant and deceitful interpersonal style, 

(b) deficient affective experience, and (c) an impulsive and irresponsible behavioral style. The 

importance of antisocial behavior in comprehensively understanding psychopathy is especially 

attenuated in this model. Rather, like Cleckley, Cooke and Michie (2001b) argue that these 

aspects of psychopathic individuals’ personality facilitate an increased propensity to 

subsequently engage in criminal behavior. 

Psychopathy and Antisocial Conduct 

Research (e.g., Hill, Neumann, & Rogers, 2004; Vitacco, Neumann, & Jackson, 2005) 

has consistently highlighted the significance of antisocial behavior in psychopathy considerations 

irrespective of its specific role as essential component or associated consequence. Regarding 

violence in particular, psychopathic offenders tend to commit violent crimes and engage in 

aggressive behavior at disproportionately higher levels even compared to other antisocial persons 

(e.g., Hare & McPherson, 1984). Psychopathic violence is generally perceived as cold, 

calculating, and unemotional (Hare, 1993) and, perhaps for this reason, proceeds to outrage 
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members of the general community. Quinsey (1995) posits that psychopathic offenders’ 

dangerousness and violence occurs precisely by virtue of the syndrome’s associated 

“constellation of predatory, exploitative, and impulsive characteristics” (p. 123). 

 Within the context of criminal justice proceedings, psychopathy is frequently considered 

an influential factor in risk assessment because of its robust association with antisocial conduct. 

Multiple meta-analytic reviews have definitively established psychopathy’s clear ability to 

predict violence (Salekin, Rogers, & Sewell, 1996), recidivism (Walters, 2003), and other 

antisocial conduct (Leistico, Salekin, DeCoster, & Rogers, 2008). On this point, in their early 

review of violence and psychopathy, Salekin et al. (1996) touted the PCL-R’s conceptualization 

as “unparalleled” and “unprecedented” in predicting dangerousness and violence.  

More recently, the social deviance factor of psychopathy (i.e., PCL-R Factor 2) in 

particular has demonstrated its superiority over interpersonal and affective variables (i.e., PCL-R 

Factor 1) in predicting future risk. Specifically, Walters (2003) recently demonstrated that PCL-

R Factor 2 scores moderately account for differences between psychopathic and non-

psychopathic offenders in both general (d = 0.68) and violent (d = 0.54) recidivism. On a larger 

scale, a meta-analysis using a diverse sample of 15,826 psychopaths and non-psychopaths 

similarly underscored the ability of PCL measures’ Factor 2 items to account for differences (M 

d = 0.60) in risk for criminal and other antisocial conduct (Leistico et al., 2008). 

 The strength and nature of this association between psychopathy and violence varies 

markedly by population and setting. Psychopathy classifications have demonstrated usefulness in 

predicting violence and aggression among offenders (Kosson, Lorenz, & Newman, 2006) and 

psychiatric patients (Skeem & Mulvey, 2001). However, the majority of available research has 

included predominantly European American male samples. In contrast, a recent meta-analysis by 
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Leistico and colleagues (2008) indicated that moderator variables like race, gender, institutional 

setting (e.g., psychiatric hospital or correctional), and information-gathering procedures (e.g., 

interview-based or file review) influence psychopathy’s predictive validity. As an illustrative 

example, PCL Factor 2’s superiority over Factor 1 in predicting criminal behavior was most 

evident among (a) European American individuals and (b) forensic or psychiatric hospital 

patients (as opposed to jail detainees or prison inmates). Furthermore, Leistico et al. (2008) 

concluded that antisocial conduct in females is more strongly associated with interpersonal and 

affective features of psychopathy (i.e., Factor 1 of the PCL measures) when compared to males.  

 Clearly, empirical evidence has documented psychopathy’s role as a risk factor for 

violence and criminal behavior. However, extrapolations of these findings to diverse populations 

appear premature given (a) the potentially damaging stigma associated with a psychopathy 

classification, and (b) evidence of the moderating effects of other demographic and clinical 

variables on such negative outcome predictions. For instance, considerably less is currently 

understood about female, as opposed to male, psychopathy. Preliminary research (e.g., Cale & 

Lilienfeld, 2002a, 2002b; Forouzan & Cooke, 2005; Rogstad & Rogers, 2008, 2013; Verona & 

Vitale, 2006) suggests fundamental, gender-specific variations exist in interpersonal, affective, 

and behavioral expressions of the syndrome. In the next section, I examine the applicability of 

psychopathy to women, noting gender differences present in the literature and further 

highlighting specific areas that merit further investigation. 

Female Psychopathy 

Despite dating back to the nineteenth century, the psychopathy literature has only 

recently broadened its scope to address correlates and manifestations in women. While important 

gender differences exist, both Cleckley (1941, 1976) and Hare (1993) have clearly underscored 
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the construct’s applicability to women through case study descriptions of psychopathic females. 

However, the extant literature remains admittedly sparse and, as a result, firm conclusions about 

the nature of female psychopathy remain elusive (Verona & Vitale, 2006). Additional research 

needs to consider whether documented gender differences reflect true differences in syndrome 

expression, or alternatively, bias in contemporary methods used to assess female psychopathy. 

Fundamental disparities in the expression of core psychopathic traits may explain 

observed gender differences. For instance, Forouzan and Cooke (2005) recently postulated 

several key gender differences in interpersonal and behavioral expressions of the syndrome. 

Specifically, they suggest that classic interpersonal indicators like glibness or grandiosity may be 

diminished in women unless they possess a particularly extreme form of psychopathy. Moreover, 

impulsive, destructive behaviors may be expressed differently in men versus women, with 

varying motivational underpinnings. On this point, research (Leistico et al., 2008; Salekin et al., 

1996, Walters, 2003) has established psychopathic males’ tendency to engage in violent, 

aggressive behavior. In contrast, Forouzan and Cooke (2005) suggest psychopathic females’ 

impulsivity may manifest in self-directed harming behaviors or other non-violent acts. Consistent 

with this view, Warren and South (2006) investigated an array of criminal history variables (e.g., 

drug, sex, property, violent, and various less severe crimes) in a sample of 137 female offenders 

housed at a maximum-security facility. Interestingly, psychopathic females were more likely 

than other antisocial groups to have been convicted of property crimes and fraud, but were 

significantly less likely have prior homicide convictions. These results are particularly 

noteworthy given the severely antisocial nature of the sample (i.e., a maximum-security prison) 

where more dangerous, violent index offenses are likely to be prevalent. 

In contrast to Forouzan and Cooke (2005), other researchers (Jackson et al., 2002; 
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Rogstad & Rogers, 2008, 2013; Salekin, Rogers, & Sewell, 1997) emphasize affective deficits as 

particularly discriminating of psychopathic women. For instance, in a recent gender-comparison 

study of incarcerated jail offenders, Rogstad and Rogers (2013) found that females with 

prominent psychopathic traits had substantially more (d = 0.94) difficulty identifying their 

feelings than their male counterparts, despite the tendency for most women to display more 

emotional awareness in community (Eisenberg & Strayer, 1987) and offender (Ireland, 1999) 

samples. Furthermore, using multiple interview-based and self-report measures, Salekin, Rogers, 

and Sewell (1997) found negative associations (rs ranging from -.18 to -.35) between 

psychopathy and the Warmth scale of the Personality Assessment Inventory (PAI; Morey, 1991) 

in a female offender sample. Although these particular results are modest in magnitude, they 

suggest that psychopathic females are “not particularly warm, empathetic, or interpersonally 

caring individuals” (Salekin et al., 1997; p. 583). 

The combination of these research findings highlights potential sources for gender 

differences in psychopathy expression and associated correlates. Existing studies have chronicled 

clear gender differences in the construct and predictive validity of psychopathy across various 

populations. Specifically, the next sections further discuss these differences, including the lower 

prevalence and severity of psychopathy among women compared to men, and differential 

functioning of PCL-R items and factor structure based on gender. 

Prevalence of Female Psychopathy 

 Studies have consistently noted disparate prevalence rates of female and male 

psychopathy when using standard cut scores for its classification. Researchers and clinicians 

have adopted as standard practice Hare’s (1991, 2003) recommendation, in which a PCL-R cut 

score of 30 (out of a possible 40) classifies psychopathy. Gender-specific differences in 
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prevalence rates are highly inconsistent among incarcerated individuals, but preliminary 

evidence suggests that women are less likely to meet this classification criterion. For instance, 

Vitale, Smith, Brinkley, and Newman (2002) conducted the first extensive investigation into 

female prevalence rates in a sample of 528 non-psychotic European American and African 

American females incarcerated at a prison with varying levels of security. The authors could 

classify only 9.0% of these women as psychopaths, which is substantially lower than the 

prevalence rates (25.0%) reported among incarcerated males (Hare, 1996). Similar patterns have 

emerged even among violent female offenders (Grann, 2000; Weizmann-Henelius et al., 2004b). 

Making direct gender comparisons, Grann (2000) found that only 11.0% of violent female 

offenders met standard PCL-R cut scores, while almost one-third (31.0%) of their violent male 

counterparts merited this classification. 

 On the other hand, some research with offenders (Salekin et al., 1997; Warren et al., 

2003; Warren & South, 2006) has documented female psychopathy prevalence rates relatively 

more comparable to those observed in male samples. For instance, Salekin et al. (1997) 

documented a classification rate of 16.0% for female jail offenders using a PCL-R cut score > 

30, while estimates among female prison inmates were 17.4% (Warren et al., 2003). Indeed, 

Vitale and Newman (2001) concluded based on extant research that the range of psychopathy 

prevalence estimates observed in women are not strikingly dissimilar from those documented in 

men. However, absent further corroborating evidence, this conclusion seems premature. First, the 

reported racial and ethnic composition of existing samples varies markedly, with European 

Americans comprising 34.4% (Warren et al., 2003) to 100.0% (Grann, 2000). Notably, Sullivan 

and Kosson (2006) caution that sample heterogeneity, including cultural factors, may influence 
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base rates of psychopathy and account for the variability seen across samples varying in 

ethnicity.  

An alternative view of psychopathy would suggest that incarceration augments the 

likelihood of psychopathy classification irrespective of gender. The vast majority of studies used 

by Vitale and Newman (2001) focused on offender samples. In contrast, considerably less 

research has examined prevalence rates of psychopathy in general (i.e., non-forensic) female 

samples. However, existing studies suggest that psychopathy classifications in non-offender 

females may be virtually non-existent using Hare’s (2003) stringent standards. For instance, 

Rutherford, Cacciola, Alterman, and McKay (1996) failed to classify any female psychopaths 

using standard PCL-R cut scores with 58 methadone patients. Moreover, females in this sample 

produced moderately (d = 0.57) lower total PCL-R scores than a corresponding sample of male 

methadone patients (Alterman, Cacciola, & Rutherford, 1993). Their results appear to reflect 

gender differences and not simply sample characteristics. 

A dimensional approach to female psychopathy may circumvent or obscure gender 

differences in prevalence rates. The more recent edition of the PCL-R manual (Hare, 2003) 

includes alternative methods for psychopathy classification beyond the application of a single cut 

score across samples. Specifically, Hare (2003) suggests using T-score conversions when 

selecting cut scores to classify different groups of psychopathic individuals. Such T-score 

conversions attempt to balance, perhaps artificially, prevalence rates across genders by lowering 

the PCL-R cut score required to classify psychopathic females. Specifically, the typical PCL-R 

cut score of 30 used for male psychopaths corresponds to a T-score of 60, which further 

corresponds to a lowered PCL-R cut score of 26 to classify female psychopaths.  

Use of a lower classification threshold for female psychopathy would certainly align 
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prevalence rates across genders. On this point, Weizmann-Henelius et al. (2010) recently found a 

psychopathy prevalence rate of 9.3% in a Finnish sample of 97 female offenders convicted of 

homicide using standard PCL-R (i.e., > 30) cut scores. This estimate is consistent with some 

documented prevalence estimates of psychopathy among female offenders (i.e., 9.0%; Vitale et 

al., 2002). Lowering PCL-R cut scores to > 25, however, produced prevalence rates (21.6%) 

largely consistent with those observed among male offenders (i.e., 25%; Hare, 1996). However, 

it is unclear whether this approach and its associated matching in prevalence rates clarifies or 

unintentionally obfuscates the role of gender in psychopathy classification. 

Severity of Female Psychopathy 

 Research has consistently demonstrated that females exhibit lower levels of psychopathy 

than their male counterparts. For example, Hare (2003) reported a slightly lower (d = 0.39) mean 

total PCL-R score (M = 19.0, SD = 7.5) in a large sample of female offenders (n = 1218) 

compared to 5408 male offenders (M = 22.1, SD = 7.9). Similar patterns have emerged among 

jail detainees. Specifically, female detainees score slightly (d = 0.33; Rogstad & Rogers, 2013) to 

moderately (d = 0.63; Rogers, Jordan, & Harrison, 2007) lower on the PCL-R than male 

offenders. Interestingly, the Rogers et al. (2007) study demonstrated notable gender differences 

on the PCL-R Interpersonal facet (d = 0.83), with men receiving scores on this facet more than 

double that of their female counterparts (Ms of 3.07 and 1.41, respectively). Consistent with 

previous assertions (Forouzan & Cooke, 2005), these varying presentations in glibness, 

grandiosity, and deceitfulness may account for the relatively larger PCL-R effect size of gender 

observed in the Rogers et al. (2007) sample.  

 Behavioral expressions of antisociality appear to contribute remarkably to gender 

differences in the severity of psychopathy. For instance, using an item response theory (IRT) 
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analysis with a sample from Hare’s (2003) normative dataset, Bolt, Hare, Vitale, and Newman 

(2004) found the latent psychopathy construct mean to be nearly one half standard deviation 

lower in female offenders compared to male offenders, indicating lower levels of psychopathy. 

Bolt et al. (2004) concluded that antisocial lifestyle elements in particular were least associated 

with female psychopathy.  

At the facet level, two additional studies have found evidence of gender differences in the 

prominence of specifically antisocial, psychopathic traits (Rogers et al., 2007; Rogstad, 2011). 

Both studies found that female jail offenders scored significantly lower than male offenders on 

the PCL-R Antisocial facet, in contrast to virtually identical PCL-R Lifestyle facet scores. 

Notably, Rogers et al. (2007) documented a decidedly larger gender difference (d = 0.73) than 

Rogstad (2011; d = 0.43). This disparity in effect size is likely a result of sample characteristics. 

Specifically, nearly one quarter (21.0%) of offenders in the Rogers et al. (2007) study were 

incarcerated for a violent offense, while the incidence of violent charges was substantially lower 

(2.0%) for the Rogstad (2011) sample. Unfortunately, Rogers and colleagues (2007) do not 

report gender differences in violent offenses, so the specific influence of criminal history on 

PCL-R Antisocial facet scores could not be examined. Interestingly, virtually identical (ds = 0.03 

and 0.01, respectively) PCL-R Lifestyle facet scores were observed, offering preliminary 

evidence that gender differences in explicitly antisocial variables, but not general lifestyle 

behaviors (e.g., impulsivity, parasitic lifestyle, irresponsibility), largely account for observed 

differences regarding the severity of psychopathy.  

Measurement Bias 

 IRT analyses with adult offenders have provided clear documentation of gender bias in 

PCL-measured psychopathy. While research (Bolt et al., 2004) has demonstrated genuine 
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differences in psychopathy presentation, differential functioning of PCL items further contributes 

to gender differences in the prevalence and severity of psychopathy. Using the PCL:SV 

standardization sample, Cooke and Michie (2001a) found that women scored 1.8 points (out of a 

total score of 24; corresponding to roughly 7.5% of criteria) lower on the PCL:SV than men with 

the same level of the latent trait of psychopathy. Likewise, Bolt and colleagues’ (2004) IRT 

analysis of the PCL-R normative sample concluded that PCL-R items assessing social deviance 

(i.e., PCL-R Factor 2) contribute most to gender bias in the measure. More specifically, Bolt et 

al. demonstrated via IRT analyses that the PCL-R Lifestyle and Antisocial facets chiefly account 

for differential item functioning on the PCL-R and, as a result, these facets are least informative 

to the evaluation of psychopathy in women. 

Factor Structure of PCL-R Female Psychopathy 

 Hare (2003) continues to assert the appropriateness of the PCL-R for use with female 

samples. More recently, researchers have attempted to further clarify the construct validity of 

female psychopathy by examining gender differences in PCL-R factor structure. As previously 

discussed, current conceptualizations of PCL-R psychopathy include a two-factor, four-facet 

structure emphasizing the equal importance of interpersonal, affective, lifestyle, and antisocial 

elements. However, this factor structure was established and validated by Hare (2003) using 

predominantly male offender samples (Hare, 1991, 2003), and subsequent studies (Jackson, 

Rogers, Neumann, & Lambert, 2002; Salekin et al., 1997; Warren et al., 2003) have consistently 

failed to replicate this factor solution in female samples.  

 The three-factor model of psychopathy proposed by Cooke and Michie (2001b) has 

consistently prevailed as the leading psychopathy conceptualization among different samples of 

female offenders. As previously discussed, this model emphasizes an arrogant and deceitful 
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interpersonal style, deficient affective experience, and an impulsive and irresponsible behavioral 

style in psychopathy. Its de-emphasis of antisociality as a defining feature of psychopathy is 

consistent with assertions that criminality is relatively unimportant in identifying psychopathic 

females (Bolt et al., 2004). Specifically, three studies have compared the applicability of Hare’s 

(2003) two-factor, four-facet model with Cooke and Michie’s (2001b) three-factor solution in 

female offenders using jail (Jackson et al., 2002) and prison (Warren et al., 2003; Weizmann-

Henelius et al., 2010) samples. Without exception, the three-factor model represented the best fit 

to the data across these three samples varying in cultural and criminal backgrounds. Moreover, 

Jackson and colleagues (2002) further specified that affective features of psychopathy like 

callousness, lack of remorse, and shallow affect are particularly salient in distinguishing 

psychopathic from non-psychopathic females. These studies in particular highlight the 

importance of affective features in understanding female psychopathy and further indicate that 

antisocial conduct is not a critical component of the comprehensive conceptualization of 

psychopathy in women. 

Psychopathy and Axis II Personality Disorders 

 As previously discussed, several competing theories exist regarding the fundamental 

deficits of the psychopathic syndrome. Some researchers (Hare, 2003; Hare & Neumann, 2006, 

2010; Skilling, Harris, Rice, & Quinsey, 2002) emphasize the importance of antisocial behavior 

as an integral component. In contrast, others (Blackburn, 2007a, 2007b; Cleckley, 1941, 1976; 

Cooke & Michie, 2001) conceptualize psychopathy as primarily a personality construct, which 

may (or may not) give rise to explicitly criminal acts. For instance, Blair (1995, 2007) contends 

that affective deficits, particularly a profound lack of empathy, are core to psychopathy and 

result in harmful acts when psychopathic individuals cannot process distress cues in others. 
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 An alternative view underscores the significance of interpersonal style as a defining 

feature of psychopathy. Blackburn (1998, 2007b) and his colleagues (e.g., Blackburn & Coid, 

1998, 1999; Blackburn, Logan, Renwick, & Donnelly, 2005) have been instrumental in 

establishing male psychopathy as a superordinate dimension of deviant personality traits 

characterized by a hostile and dominant interpersonal style. Much of this research has focused on 

psychopathy in relation to Axis II personality disorders, since disrupted interpersonal 

relationships are characteristic of clinically significant personality pathology (American 

Psychiatric Association [APA], 2000) and psychopathy (Hare, 1996, 2003). However, existing 

research has focused almost exclusively on male samples. In particular, gender-role socialization 

and biological sex differences may influence the expression of interpersonal styles (Nicholls & 

Petrila, 2005). 

Significant overlap exists between psychopathic traits and characteristics of Axis II 

personality disorders as presented by the Diagnostic and Statistical Manual of Mental Disorders 

– 4th edition – Text Revision (DSM-IV-TR; APA, 2000), particularly the Cluster B disorders 

(Blackburn, 2007a, 2007b; Blackburn & Coid, 1998; Blackburn, Logan, Donnelly, & Renwick, 

2003; Hamburger, Lilienfeld, & Hogben, 1996; Hart, Forth, & Hare, 1991; Hazelwood, 2006; 

Rogers et al., 2007; Rutherford, Alterman, Cacciola, & McKay, 1997; Rutherford, Cacciola, 

Alterman, & McKay, 1996; Salekin et al., 1997; Stålenheim & von Knorring, 1996; Warren et 

al., 2003). The defining feature of Cluster B disorders includes diagnostic criteria’s reliance on 

extreme, dramatic emotions and erratic behaviors. Four DSM-IV-TR Axis II disorders comprise 

the Cluster B personality disorders, including: (a) antisocial personality disorder, (b) narcissistic 

personality disorder, (c) histrionic personality disorder, and (d) borderline personality disorder. 
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These disorders, in addition to their associations with psychopathy and gender, will be discussed 

in the following sections. 

Antisocial Personality Disorder 

 The DSM-IV-TR Axis II diagnosis most commonly associated with psychopathy is 

antisocial personality disorder (APD). In fact, the DSM-IV-TR uses the terms interchangeably as 

reflections of a common underlying construct, indicating that APD “has also been referred to as 

psychopathy, sociopathy, or dissocial personality disorder” (APA, 2000, p. 702). Estimates of the 

relationship between psychopathy and APD among violent male offenders have been as high as 

.85 (Blackburn & Coid, 1998). As a less extreme example, a study of 105 typical male and 

female jail offenders found that more than two-thirds (69.7%) of those with moderate (i.e., > 17 

on the PCL-R) psychopathy levels received a concomitant APD diagnosis (Rogers et al., 2007). 

Notably, however, prominent psychopathy researchers (e.g., Hare, 1996) have criticized the 

DSM-IV-TR’s willingness to equate psychopathy and APD because of some critical syndrome 

distinctions. 

 Despite their association, the interchangeability of the two constructs is refuted by several 

fundamental differences between psychopathy and APD. First, little overlap exists between 

indicators of psychopathy and APD criteria (see Appendix A for a comparison of diagnostic 

criteria for DSM-IV-TR APD and PCL-R psychopathy items). Of the 20 PCL-R items, only a 

small portion (25.0%) closely resembles APD criteria. Notably, APD criteria focus almost 

exclusively on explicit behavioral markers of social deviance, while psychopathy provides a 

more comprehensive emphasis on interpersonal and affective aspects of personality in addition to 

a socially deviant lifestyle. Hare (1996) has argued vigorously that APD fails to adequately 

capture core affective features like the predatory, cold-blooded callousness that defines 
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psychopathic individuals. Not surprisingly, APD traits were more highly associated with 

antisocial (r = .64) and lifestyle (r = .40) elements of psychopathy than interpersonal (r = .23) or 

affective (r = .09) characteristics in male and female jail offenders (Rogers et al., 2007). 

An asymmetrical relationship between psychopathy and APD prevalence rates clearly 

exists. Namely, APD diagnosis is widely prevalent among male offenders (approximately 50-

75% of inmates), while only a comparatively small portion (estimates range from 15-25%) merit 

psychopathy classification (Hare, 1996, 2003). In a forensic psychiatric sample, Hart and Hare 

(1989) found that virtually all psychopathic patients qualified for APD while only a minority of 

individuals with APD were considered psychopathic. In other words, psychopathy is highly 

useful in predicting APD diagnosis across institutional settings; however, APD is not particularly 

predictive of psychopathy classification. 

 Disparities in cut scores for psychopathy and APD categorizations appear to explain 

much of the differences in prevalence rates. Two studies have recently investigated the effects of 

cut scores on psychopathy and APD prevalence rates in correctional (Rogstad, 2011) and general 

(i.e., non-forensic) psychiatric (Rogers & Rogstad, 2010) samples. Notably, standard practice 

requires a stringent PCL-R cut score of 30 out of 40 (i.e., > 75.0%) for psychopathy 

classification, in contrast to a markedly more lax APD criterion (3 of 7 adult APD criteria, or 

42.9%). Rogers and Rogstad (2010), taking note of these striking disparities in classification 

requirements, recently re-examined data from the MacArthur Violence Risk Assessment Study to 

evaluate prevalence rates of psychopathy and APD among psychiatric patients when employing 

differing cut scores. The aforementioned asymmetry diminished considerably when cut scores 

were roughly equalized at 40% for each classification. Specifically, these equivalent cut scores 

resulted in most (82.7%) “psychopathic” patients meeting APD diagnostic criteria and more than 
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half (59.2%) of patients with APD receiving a concurrent “psychopathy” classification. In line 

with these findings, recent research (Coid & Ullrich, 2010; Edens, Marcus, Lilienfeld, & 

Poythress, 2006; Marcus et al., 2006; Walters et al., 2007) has provided clear evidence that both 

psychopathy and APD are dimensional in nature and may function on a continuum, with 

psychopathy representing an extreme variant of APD. 

Notably, the prominent associations observed for male psychopathy and APD have yet to 

be consistently replicated in female samples. As discussed in a previous section, the dimensions 

underlying psychopathy in female offenders consistently de-emphasize the importance of explicit 

criminal behaviors in favor of interpersonal, affective, and lifestyle elements of the syndrome 

(Jackson et al., 2002; Warren et al., 2003; Weizmann-Henelius et al., 2010). One might therefore 

expect an attenuated relationship between female psychopathy and APD given APD’s reliance 

on explicit behavioral indicators of social deviance. Interestingly, in a sample of 138 female 

felons incarcerated at a maximum-security prison, correlations between PCL-R psychopathy and 

APD were only moderate (r = .59) compared to those typically observed in male offenders (e.g., 

r = .85; Blackburn & Coid, 1998) despite the severely criminal nature of the samples. In contrast, 

Rutherford et al. (1998) reported associations between PCL-R psychopathy and adult APD 

symptoms that were slightly higher for female substance abusers (r = .66) compared to their 

male counterparts (r = .41), while correlations for childhood conduct disorder symptoms were 

more comparable (rs = .32 and .34, respectively). Another study (Rutherford et al., 1999) with 

only female substance abusers found comorbidity rates of psychopathy and APD that were 

roughly equivalent to the rates estimated by Hare (1996, 2003) for male offenders. Additional 

research is clearly needed to clarify the importance of antisocial behavior and APD to female 

   19 



psychopathy, particularly outside forensic settings, where criminality is universally prevalent and 

may obfuscate potential links. 

Narcissistic Personality Disorder and Histrionic Personality Disorder 

 Two Cluster B personality disorders that also bear striking conceptual similarities to 

psychopathy features are narcissistic and histrionic personality disorders (NPD and HPD, 

respectively). Specifically, NPD is regarded as “a pervasive pattern of grandiosity, need for 

admiration, and lack of empathy” (APA, 2000; p. 714), while HPD encompasses “pervasive and 

excessive emotionality and attention-seeking behavior” (p. 711). For instance, PCL-R 

Interpersonal facet items like grandiose sense of self worth and conning/manipulativeness 

generally correspond to the grandiosity and exploitative interpersonal style of NPD, while HPD’s 

description of impressionistic speech closely resembles psychopathy’s inclusion of glibness and 

superficial charm. Common affective features (e.g., lack of empathy, shallow affect) are also 

present. Using psychopathy as a model for construct conceptualization, Table 3 presents the 

DSM-IV-TR NPD and HPD diagnostic criteria, categorized according to interpersonal and 

affective domains. 

Clear conceptual parallels to psychopathy emerge when examining diagnostic criteria for 

NPD and HPD, which have also been supported empirically. Blackburn and colleagues (2005) 

identified an acting out dimension underlying Axis II personality disorder criteria that was 

strongly correlated to PCL-R psychopathy (r = .78) in a sample of 160 male forensic patients. 

Notably, an extracted personality disorder factor emphasizing narcissistic and histrionic traits 

was subsumed under this acting out personality disorder dimension. Associations of PCL-R 

psychopathy to interview-based NPD and HPD symptoms have also been documented among 

male offenders legally or administratively identified as “dangerous” (rs = .39 for NPD and .29 
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for HPD; Blackburn & Coid, 1998) and male methadone patients (rs = .32 and .26, respectively; 

Rutherford et al., 1997). 

Table 3 
 
A Comparison of DSM-IV-TR Diagnostic Criteria for Narcissistic Personality Disorder and 
Histrionic Personality Disorder on Interpersonal and Affective Dimensions 
 

Narcissistic Personality Disorder 
Interpersonal Affective 
Grandiose sense of self-importance Lacks empathy 
Preoccupied with fantasies of unlimited 
success, power, brilliance, beauty, etc. 

 

Believes he or she is “special” and should 
associate only with similar high-status 
individuals 

 

Requires excessive admiration  
Sense of entitlement  
Interpersonally exploitative  
Envious of others or believes others are 
envious of him or her 

 

Displays arrogant, haughty behaviors or 
attitudes 

 

Histrionic Personality Disorder 
Interpersonal Affective 
Discomfort in situations in which he or she is 
not the center of attention 

Displays rapidly shifting and shallow 
emotional expressions 

Interpersonal interactions characterized by 
inappropriately seductive or provocative 
behavior 

Emotional expressions are exaggerated, 
dramatic, and theatrical 

Uses physical appearance to draw attention to 
self 

 

Impressionistic style of speech lacking in 
detail 

 

Easily influenced by others or circumstances  
Considers relationships to be more intimate 
than they actually are 

 

Note. Symptoms that approximate elements of PCL-R psychopathy are presented in bold-faced type.  

 Blackburn (2007b) recently suggested that NPD and HPD are as closely aligned with 

psychopathy as APD, differentiating NPD and HPD as particularly relevant to interpersonal and 

affective (i.e., PCL-R Factor 1) psychopathy features. However, empirical support for this claim 

is mixed, as the magnitude of these relationships appears to vary by institutional setting and 
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gender composition of the sample. NPD in particular appears to correlate preferentially to PCL-R 

Factor 1 over Factor 2 in male offender samples (Blackburn, 2007a; Blackburn & Coid, 1998). 

For instance, Blackburn (2007a) found that NPD’s relationship to PCL-R Factor 1 (r = .73) was 

much stronger than Factor 2 (r = .18) among mentally disordered male offenders. Moderate 

correlations were also observed between NPD traits and the Interpersonal and Affective facets of 

PCL-R Factor 1 in a mixed-gender sample of jail offenders with moderate levels of psychopathy, 

with comparatively lower estimates for Factor 2’s Lifestyle and Antisocial facets (Rogers et al., 

2007). However, NPD displayed a virtually identical association with PCL-R Factors 1 and 2 in 

a sample of male methadone patients (rs = .29 and .30, respectively; Rutherford et al., 1997) and 

a slightly lower relationship with Factor 1 (r = .12) compared to Factor 2 (r = .23) among female 

prisoners (Warren et al., 2003). Clearly, more research is needed before NPD traits’ role in 

psychopathy can be definitively specified, particularly in female samples. 

 Some influential psychopathy researchers (Cale & Lilienfeld, 2002b; Hamburger, 

Lilienfeld, & Hogben, 1996; Lilienfeld, 1992; Verona & Vitale, 2006) have suggested that 

certain clinical disorders (e.g., HPD) with a higher prevalence among women compared to men 

may reflect female expressions of psychopathy. For instance, women with HPD tend to display 

the seductiveness, superficiality, sensation seeking, and manipulativeness that also characterized 

Cleckley’s (1941) seminal psychopathy description (Cale & Lilienfeld, 2002b). On this point, 

Forouzan and Cooke (2005) suggested that the deceitfulness underlying conning, manipulative 

behavior in psychopathic males may manifest as overtly flirtatious behavior in psychopathic 

females. In this way, gender-specific interpersonal expressions of psychopathy may be accounted 

for by features common to both HPD and female psychopathy.  

 The supposition that HPD traits represent an underlying psychopathy diathesis in women 

   22 



is particularly tenable given the aforementioned similarities in diagnostic criteria. It is further 

strengthened by preliminary evidence of HPD’s association with psychopathy in women using 

various settings and evaluation methods. Specifically, Hamburger and colleagues (1996) 

demonstrated in a sample of 180 male and female undergraduates using self-report measures that 

HPD traits are more associated with psychopathy in females, while psychopathic males tended to 

display more APD traits. Notably, these relationships were observed in a college sample where 

APD symptoms have a generally low prevalence. Likewise, studies using the interview-based 

PCL-R in addition to Axis II interviews (e.g., Personality Disorder Examination [PDE]; 

Loranger, 1988) have indicated moderately strong relationships (rs = .43 and .47, respectively) 

between psychopathy scores and HPD traits in female jail offenders (Salekin et al., 1997) and 

substance abusers (Rutherford et al., 1996). 

A consistent nexus between female psychopathy and HPD traits would lend support to 

current theories of specific psychopathic expressions across genders. For instance, Forouzan and 

Cooke (2005) argue that interpersonal indicators of psychopathy manifest differently by gender, 

whereby psychopathic males appear conning and deceitful while female psychopaths are 

flirtatious. These descriptions convincingly correspond to NPD and HPD traits, respectively. 

Furthermore, sexual promiscuity appears to be more discriminating of psychopathy in females as 

compared to males (Grann, 2000; Salekin et al., 1997; Warren et al., 2003). Psychopathic 

females exhibiting this particular behavior may be particularly prone to possess the histrionic 

interpersonal style characterized by excessive and inappropriate seductiveness or 

provocativeness. Finally, regarding affective features, HPD diagnosis includes two criteria 

related to a general deficit in emotional experience that is overshadowed by exaggerated, yet 

superficial, displays of emotionality. On this point, Jackson and colleagues (2002) posit that 
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affective deficits (e.g., shallow affect) may be particularly salient in distinguishing psychopathic 

females from their non-psychopathic counterparts. 

Little research to date has examined specific psychopathy features as they relate to NPD 

and HPD in female samples despite conceptual similarities and their potential to clarify 

documented gender differences in psychopathy. The only study utilizing an entirely female 

sample (N = 138) of prisoners found that psychopathy’s relationships to NPD (r = .21) and HPD 

(r = .20) symptoms were similarly modest. However, female prisoners’ HPD levels were slightly 

associated with PCL-R Factor 2 (r = .23) but virtually unrelated to Factor 1 (r = .06). These 

findings are wholly unexpected given HPD’s omission of behavioral indicators in favor of 

interpersonal and affective symptoms. The generalizability of these findings remains unclear, 

however, given the severely antisocial nature of this sample. For instance, the high levels of 

social deviance present among female felons housed in a maximum-security prison may have 

artificially inflated the influence of PCL-R Factor 2. Moreover, conclusions drawn from 

correlational analyses are limited in scope and require replication and extension before 

conclusions regarding HPD’s role in female psychopathy can be drawn. 

 Psychopathy has clearly demonstrated associations with APD, NPD, and HPD, although 

the exact nature of these relationships in women remains unclear. The remaining Cluster B 

diagnosis, borderline personality disorder, and its relation to female psychopathy is similarly 

underdeveloped. The following section will examine similarities between borderline personality 

traits and psychopathy, paying particular attention to potential affective and behavioral 

manifestations of the latter as they might be expressed outside of primarily correctional settings. 

Borderline Personality Disorder 

 Borderline personality disorder (BPD) is arguably one of the most challenging clinically 
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of the four Axis II Cluster B disorders, perhaps by virtue of its associated behavioral correlates. 

Generally speaking, BPD reflects a persistent pattern of impulsivity and interpersonal, self-

image, and emotional instability that is evident in a variety of settings. Notably, women are much 

more likely than men to receive a BPD diagnosis. In correctional settings, Rogers and colleagues 

(2007) found that female jail offenders displayed moderately more (d = 0.50) BPD traits than 

their male counterparts. From a categorical perspective, clinical estimates suggest that 

approximately 75% of those diagnosed with BPD are women (APA, 2000). A topical 

arrangement of specific symptom manifestations of BPD are presented in Table 4. 

Table 4 
 

  

DSM-IV-TR Diagnostic Criteria for Borderline Personality Disorder 
 
Interpersonal Affective Behavioral 
Markedly and persistently unstable 
self-image or sense of self 

Affective instability due to a 
marked reactivity of mood 

Frantic efforts to avoid real or 
imagined abandonment 

 
Unstable, intense interpersonal patterns 
(i.e., alternating between idealization 
and devaluation) 

 
Inappropriate, intense anger or 
difficulty controlling anger 

 
Impulsivity in at least two areas 
that are potentially self-
damaging (e.g., spending, sex) 

 Chronic feelings of emptiness  
Recurrent suicidal behavior, 
gestures, or threats, or self-
mutilating behavior 

Note. One item, “transient, stress-related paranoid ideation or severe dissociative symptoms,” did not correspond to 
any of the above categories. 
 

Psychopathy and BPD both represent psychopathology characterized by impulsivity and 

interpersonal chaos (Newhill, Vaughn, & DeLisi, 2010; Paris, 1997). Interestingly, with the 

exception of explicitly antisocial behaviors, BPD symptoms are relatively evenly distributed 

across Hare’s (2003) essential interpersonal, affective, and behavioral psychopathy dimensions 

(see Table 4). On this point, BPD characteristics display appreciable associations with 

psychopathy; however, the magnitude of these relationships has been less consistent than other 

Cluster B psychopathology. Not surprisingly given the correctional nature of the sample, a study 
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of 105 male and female jail offenders found BPD prevalent (27.3%), second only to APD 

(69.7%), in its comorbidity with moderate to high levels of psychopathy (Rogers et al., 2007). 

Interestingly, BPD traits were most associated with the PCL-R Antisocial facet (r = .54) in these 

offenders with prominent psychopathic features, suggesting the emotionally labile manifestations 

of impulsivity characteristic of BPD may be particularly relevant to criminal behavior in 

offenders. Conversely, other studies with female (r = .22; Salekin et al., 1997) and male (r = .28; 

Hart et al., 1991) offenders have documented only modest relationships between BPD traits and 

psychopathy. However, these varying relationships of BPD to psychopathy may simply reflect 

the heterogeneity in trait expression comprising BPD diagnosis (e.g., emotional and behavioral 

difficulties, impulsivity, violence and self-harming behavior; Leihener et al., 2003). 

 Several theories propose borderline subtypes of psychopathy with associated unique 

personality and behavioral manifestations (Cale & Lilienfeld, 2002b; Lilienfeld, 1992; Meloy & 

Gacono, 1993; Murphy & Vess, 2003; Paris, 1997). For instance, Murphy and Vess (2003), 

based on clinical observations of male patients at a state maximum-security forensic hospital, 

introduced the following categorizations of psychopathy: (a) sadistic psychopaths, who are 

assaultive and amused by the suffering of others, (b) narcissistic psychopaths, who display a 

markedly grandiose sense of entitlement and profound lack of empathy, (c) the antisocial 

subtype, characterized by impulsivity, sensation seeking, and social deviance, and (d) borderline 

psychopaths, who are prone to emotional instability and self-destructive behaviors. The latter 

conceptualization, in particular, combines the affective and impulsive traits of BPD and 

psychopathy into one discrete clinical condition.  

 Classifications of psychopathy subtypes based on constellations of Cluster B traits appear 

particularly promising in predicting associated behavioral manifestations of impulsivity, such as 
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violence and aggression. For instance, characteristics of APD (i.e., antisocial psychopath) and 

BPD (i.e., borderline psychopath) appear particularly discriminating for “unstable” behavior and 

subsequent violence risk (e.g., Newhill, Eack, & Mulvey, 2009; Ullrich & Coid, 2010). 

However, the specific elements of these disorders (e.g., interpersonal, affective, behavioral) most 

predictive of violence in these subtypes remain elusive. Moreover, few existing studies have 

included female samples. 

Existing studies have yielded inconsistent results regarding the importance of personality 

or behavioral indicators of Cluster B disorders in predicting violence and aggression. For 

instance, utilizing prospective, longitudinal data from multiple clinical sites in the MacArthur 

Violence Risk Assessment Study, Newhill et al. (2009) highlighted the importance of impulsive 

and antisocial behaviors in predicting violence among a large sample of psychiatric patients. 

Patients with BPD and comorbid APD diagnoses were more likely to engage in future violent 

acts (OR = 3.68), while a BPD diagnosis with concurrent psychopathic traits only slightly 

amplified the likelihood of violence (OR = 1.15) in this clinical sample. In contrast, Raine (1993) 

underscored the importance of interpersonal and affective features of BPD in predicting 

extremely violent behavior in an offender sample. Male prisoners incarcerated for homicide 

displayed moderately more “unstable, intense relationships” (d = 0.62) and “affective instability” 

(d = 0.67) compared to their non-violent counterparts. Interestingly, these differences were not 

evident in prisoners with less extreme variants of violent behavior (e.g., assault). Disparities in 

institutional setting (i.e., psychiatric versus correctional) may help to explain these divergent 

findings. Specifically, interpersonal and affective features of BPD may be particularly 

discriminating of extreme violence in correctional settings where explicit behavioral indicators 

of impulsivity and antisociality (e.g., APD diagnosis) are already prevalent. 
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 The characterization of the borderline psychopath as an entity distinct from other 

psychopathy manifestations may be particularly relevant for psychopathic females (Cale & 

Lilienfeld, 2002b; Gunderson, 1994; Lilienfeld, 1992; Paris, 1997), in whom explicit criminality 

is de-emphasized. BPD diagnostic criteria in particular appear to comprehensively address all 

three psychopathy domains deemed relevant in females (e.g., Jackson et al., 2002; Warren et al., 

2003): Interpersonal features (e.g., unstable, intense interpersonal relationships), affective 

anomalies (e.g., emotional instability), and lifestyle (e.g., impulsivity in potentially damaging 

areas) dimensions. Paris (1997) further postulated that impulsive BPD symptoms represent 

female-specific behavioral expressions of psychopathy. Moreover, BPD traits may serve as a risk 

factor for consequent criminality and violence in women. Logan and Blackburn (2009) 

demonstrated that incarcerated women detained for a major violent offense were four times more 

likely to have a BPD diagnosis than women incarcerated for a minor violent offense. 

Although intuitively appealing, the notion that BPD traits reflect an underlying female 

psychopathy dimension has garnered limited empirical support (Verona & Vitale, 2006), but 

certainly merits further investigation. Inconsistent with this supposition, the magnitude of 

associations between psychopathy and BPD do not favor women, but rather remain generally 

consistent across genders. For instance, Rutherford and colleagues (1996, 1997) found similar 

correlations between psychopathy and BPD traits in both female (r = .36) and male (r = .35) 

samples of substance abusers. Correlations in female (Salekin et al., 1997) and male (Blackburn 

& Coid, 1998) offenders were similarly comparable (rs = .38). However, firm conclusions 

regarding female psychopathy’s association with BPD cannot be drawn given the limited 

research. Moreover, existing studies fail to account for alternative conceptualizations of 
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psychopathy subtypes that show promise in clarifying psychopathy’s relation to Cluster B, 

particularly BPD, traits. 

Primary and Secondary Psychopathy Subtypes 

As previously noted, traditional conceptions of psychopathy emphasize core personality 

characteristics highlighting interpersonal style and affective deficits (e.g., Cleckley, 1941). 

Subsequent research (Hare, 1991, 2003) introduced the importance of behavioral elements of the 

syndrome, including evidence of a socially deviant lifestyle. Some contemporary approaches to 

psychopathy conceptualization have posited primary and secondary psychopathy subtypes that 

represent differential expressions of the psychopathic syndrome (e.g., Skeem, Poythress, Edens, 

Lilienfeld, and Cale, 2003). These subtypes may address discrepancies regarding prototypical 

features and outcomes associated with psychopathy (e.g., criminal versus non-criminal 

psychopathy; Poythress & Skeem, 2006). However, these subtypes of psychopathy have 

remained generally uninvestigated in female samples despite their potential for exploring 

underpinnings of gender-specific psychopathy expressions. 

 Several conceptual models distinguish between primary and secondary psychopathy. 

Early conceptualizations (Karpman, 1941; Porter, 1996) characterized primary psychopathy as 

an affective deficit influenced primarily by genetic variables. In contrast, secondary psychopathy 

consisted of disturbances in affect and conscience stemming from adverse psychosocial 

conditions or environmental insult. Lykken (1995) later expanded on this conceptualization to 

specify that primary psychopaths fail to inhibit maladaptive behavior in response to aversive 

stimuli. In contrast, secondary psychopaths tend to engage excessively in reward-seeking 

behavior and are prone to impulsivity. 
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Standard practice identifies primary and secondary psychopaths according to their most 

prominent traits reflected on measures of psychopathy. On the PCL-R, Skeem et al. (2003) 

recommend approximating primary psychopathy by high scores on the Deficient Affective 

Experience dimension of the three-factor PCL-R conceptualization (Cooke & Michie, 2001b). In 

particular, Skeem et al. (2003) argue that pronounced affective deficits are most consistent with 

Karpman’s (1941) original description of primary psychopathy. Because of their impulsive 

behavior, in contrast, Skeem and colleagues (2003) characterize secondary psychopaths by high 

scores on the PCL-R Impulsive and Irresponsible Behavioral Style factor as operationalized by 

Cooke and Michie (2001b). Given the superiority of this model’s factor structure to women (e.g., 

Jackson et al., 2002; Warren et al., 2003), this subtype differentiation may be particularly 

pertinent to psychopathic females. 

An alternative method for classifying primary and secondary psychopaths emphasizes the 

two-factor (e.g., Hicks & Patrick, 2006; Hicks, Vaidyanathan, & Patrick, 2010) and two-factor, 

four-facet (e.g., Kennealy, Hicks, & Patrick, 2007) PCL-R solutions. Specifically, high scores on 

interpersonal and affective dimensions of psychopathy (e.g., PCL-R Factor 1) denote primary 

psychopathy, while secondary psychopaths exhibit a decidedly socially deviant lifestyle (e.g., 

high PCL-R Factor 2 scores). Irrespective of the particular method employed, Hicks and Patrick 

(2006) underscore the importance of distinguishing primary from secondary psychopaths. 

Specifically, their disparate clinical presentations tend to suppress associated effects when the 

two subtypes are inappropriately merged into one psychopathy group. Notably, variance 

attributable to PCL-R Factor 2 appears to unduly influence resulting total PCL-R scores 

(Kennealy et al., 2007; Widiger, 2006). As a result, failure to separate primary from secondary 
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psychopathy tends to underestimate the effects of interpersonal and affective personality 

components in particular.  

 Poythress and Skeem (2006) highlight three promising areas of inquiry for differentiating 

primary from secondary psychopathy: (a) etiological, (b) trait-based, and (c) behavioral. The 

etiological perspectives include previously discussed conceptualizations advanced by Karpman 

(1941), Lykken (1995), and Porter (1996). The following paragraphs will focus primarily on 

trait-based and behavioral approaches, particularly as they apply to psychopathy’s relationships 

with Cluster B personality disorder traits and associated clinical correlates. 

Trait-Based Psychopathy Variants 

 Karpman’s (1941) seminal theory postulated that primary psychopathy is characterized 

by profound deficiencies in affective experience that include a striking lack of empathy, guilt, 

and anxiety. Primary psychopaths are described as calculating, selfish, and indifferent to their 

effects on others. Notably, this conceptualization closely mirrors Cleckley’s (1941) initial 

influential portrayal of psychopathic individuals. In contrast, secondary psychopaths are 

exemplified by their prominent negative emotionality, which often manifests behaviorally as 

impulsivity or aggression in reaction to emotions, such as hatred or revenge (Karpman, 1941). 

Secondary psychopathy is thought to result primarily from environmental influences during 

development (Karpman, 1941; Lykken, 1995; Porter, 1996). For example, Porter (1996) further 

explained that such psychosocial stressors, precipitating secondary psychopathy, may include 

prior trauma variables such as extreme physical or sexual abuse. 

 Recent studies have established the importance of negative emotionality in making 

distinctions between primary and secondary psychopaths (Hicks & Patrick, 2006; Hicks, 

Vaidyanathan, & Patrick, 2010; Kosson & Newman, 1995; Poythress & Skeem, 2006). In a 
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study of 241 male federal prison inmates, for example, Hicks and Patrick (2006) found that 

primary and secondary psychopathy displayed divergent relationships with negative emotionality 

traits. Specifically, emotional distress, depression, and fearfulness all evidenced negative 

associations with primary psychopathy but positive associations with secondary psychopathy. In 

contrast, anger and hostility demonstrated no relationship to primary psychopathy, but a positive 

relationship with secondary psychopathy. In this way, secondary psychopathy is thought to 

indicate a more “reactive” variant of the syndrome, where these individuals’ impulsive, hostile 

behavior reflects underlying anxious, dysphoric emotional traits (Poythress & Skeem, 2006). 

Studies establishing primary and secondary subtypes of psychopathy have focused almost 

exclusively on male offender samples (e.g., Hicks, Markon, Patrick, Krueger, & Newman, 2004; 

Poythress et al., 2010; Skeem, Johansson, Andershed, Kerr, & Louden, 2007). The few notable 

exceptions (e.g., Hicks et al., 2010; Kennealy et al., 2007; Verona, Hicks, & Patrick, 2005; 

Widom, 1978) suggest the characterization may also be appropriate for female offenders. Verona 

and Vitale (2006) argue that primary psychopathy presents similarly across genders, while the 

gender-specific manifestations of secondary psychopathy are more variable.  

Hicks and colleagues (Hicks et al., 2010; Kennealy, Hicks, & Patrick, 2007, Verona, 

Hicks, & Patrick, 2005) have been instrumental in demonstrating disparate characteristics of 

female psychopathy subtypes. On one hand, primary female psychopathy – particularly 

interpersonal psychopathy features – appears to serve as a protective factor against behavioral 

problems commonly observed in secondary psychopaths, such as substance abuse, violence, and 

suicide attempts (Kennealy et al., 2007; Verona et al., 2005; Verona, Patrick, & Joiner, 2001). 

For instance, Hicks et al. (2010) demonstrated in a sample of female offenders that primary 

psychopaths did not display symptoms of psychopathology despite significant history of 
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traumatic events, while secondary psychopaths were prone to mental health problems, including 

posttraumatic stress disorder symptoms and suicide attempts. Furthermore, primary psychopaths 

often engaged in many non-violent criminal activities, while secondary psychopathy in female 

offenders was typically associated with (a) marked negative emotionality, (b) an early onset of 

and propensity for criminal and violent behavior, (c) increased substance use, and (d) an 

impulsive and aggressive personality style (Hicks et al., 2010). However, it is noteworthy that 

these clinical correlates of female psychopathy subtypes were found based on separate analyses 

of the same sample of 226 incarcerated women housed at a federal prison. As a result, the 

applicability of these findings to women in community and psychiatric settings remains 

uninvestigated. 

Cluster B Traits 

Relatively little research has systematically investigated the relationships between 

psychopathy subtypes and Axis II Cluster B traits despite their intuitive connection. Particularly 

lacking are studies examining gender differences in these potential relationships. Inclusion of all 

Cluster B personality disorders in future studies is of paramount importance given potential 

gender-specific associations to psychopathy. Existing studies with male samples, however, point 

to a likely connection between (a) primary psychopathy and NPD characteristics, and (b) 

secondary psychopathy and BPD traits. 

Several studies have documented in male offender and college samples the stronger 

association between narcissism and primary psychopathy than secondary psychopathy. For 

instance, Hare (1991) demonstrated a moderate relationship between NPD and PCL-R Factor 1 

(r = .49) traits, while NPD’s relationship with PCL-R Factor 2 was only slight (r = .27). 

Similarly, research (McHoskey, Worzel, & Szyarto, 1998) with a sample of undergraduates 
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demonstrated a stronger relationship between narcissism and primary psychopathy (r = .51) than 

secondary psychopathy (r = .25). Furthermore, narcissism’s relationship to primary psychopathy 

remained (partial r = .46), while its association with secondary psychopathy disappeared (partial 

r = -.01) after controlling for overlapping content between psychopathy subtypes. 

 Primary psychopathy may reflect overt narcissism (e.g., arrogance and a sense of 

entitlement), while secondary psychopathy may consist of a combination of covert narcissism 

(e.g., unconscious feelings of superiority that are conveyed through feelings of inefficacy and 

associated negative affect; Wink, 1991), psychopathic lifestyle and antisocial elements, and BPD 

features (Miller et al., 2010; Skeem et al., 2003). Regarding the latter, numerous studies have 

documented connections between secondary psychopathy and BPD traits. Blackburn and 

colleagues (Blackburn, 1998; Blackburn & Coid, 1999) have found that primary psychopaths 

more frequently qualify for diagnoses of NPD and APD, while secondary psychopaths are more 

often diagnosed with BPD. Similarly, an analysis using the Borderline Features scale of the 

Personality Assessment Inventory (PAI; Morey, 1991) demonstrated significant correlations of 

the Borderline Features scale with PCL-R Factor 2 (r = .32) but not Factor 1 (r = .02) scores 

(Skeem et al., 2003). Likewise, Miller et al. (2010) found that BPD traits were more highly 

related to Factor 2 (r = .48) than Factor 1 (r = .28) psychopathy in a sample of 361 undergraduate 

students. 

 The associations between secondary psychopathy and Cluster B traits have been found in 

predominantly male samples. As a result, little is known regarding the trait expressions of 

secondary psychopathy in females. Aside from the Miller et al. (2010) study of primarily 

(62.3%) female undergraduates, only two studies (Salekin et al., 1997; Sprague, Javdani, Sadeh, 

Newman, & Verona, 2011) have evaluated expressions of BPD in female psychopathy variants. 
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However, findings from these studies are inconsistent regarding the importance of primary 

versus secondary psychopathy in women exhibiting BPD traits. 

 Salekin, Rogers, and Sewell (1997) conducted the seminal study on female psychopathy 

and established a preliminary link between secondary psychopathy and BPD traits in a sample of 

103 female jail offenders. Specifically, BPD traits as measured by the PDE (Loranger, 1988) 

displayed a moderate relationship (r = .43) with PCL-R Factor 2 but only a modest association 

with Factor 1 (r = .25). In contrast, Sprague et al. (2011) evaluated the interaction of primary and 

secondary psychopathy in relation to BPD traits. Specifically, in this sample of 488 women 

incarcerated at a maximum-security prison, PCL-R Factor 2 was associated with BPD symptoms 

among women concurrently displaying high (β = .33) but not low (β = .07) PCL-R Factor 1 

traits. Beyond forensic research, a similar interaction effect was replicated in a sample of 

undergraduate students (Sprague et al., 2011). 

 Undoubtedly, more research using diverse samples and similar methods is needed before 

claims regarding behavioral expressions of female psychopathy, or female secondary 

psychopathy, can be substantiated. Forouzan and Cooke (2005) called for additional research 

systematically examining gender-specific personality and behavioral manifestations of 

psychopathy. Relatedly, the role of HPD traits in current subtype conceptualizations of 

psychopathy remains unclear. Research with male samples suggests that NPD traits are 

associated with primary psychopathy, while BPD is more closely linked to secondary 

psychopathy. Extant research utilizing female samples suggests that BPD symptoms may reflect 

the impulsivity and destructive behavior typified by secondary psychopaths (Salekin et al., 1997) 

or a combination of primary and secondary psychopathic traits (Sprague et al., 2011). Given the 

demonstrated associations between HPD and female psychopathy (e.g., Hamburger et al., 1996), 
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additional research disaggregating this relationship by psychopathic variants is warranted. 

Furthermore, Lilienfeld and colleagues (Cale & Lilienfeld, 2002b; Lilienfeld, 1992) proposed 

that HPD traits represent behavioral expressions of an underlying female psychopathy diathesis, 

implying a link to secondary psychopathy. However, HPD’s reliance on interpersonal and 

affective indicators would suggest a preferential association with primary psychopathy in 

women. 

 Notably, recent proposals for the fifth edition of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-5; APA, 2011) incorporate important components relevant to the 

psychopathy construct (e.g., callousness, deceitfulness, impulsivity, hostility, intimacy) in its 

conceptualization of personality disorder traits. However, for psychopathic traits to be applied 

evenly and appropriately to both men and women, specific interpersonal and behavioral 

indicators commonly associated with female psychopathy, including Cluster B traits, must be 

systematically and comprehensively examined. Furthermore, personality facets of emotional 

expression may be particularly discerning with respect to female psychopathic variants. One 

such emotional component, alexithymia, will be discussed in the next section. 

Alexithymia 

Alexithymia as a personality construct is a component of emotional intelligence that 

emerged in the 1970s as a description of cognitive and affective characteristics observed in 

psychosomatic patients (Sifneos, 1973). These patients in particular exhibited prominent 

difficulties identifying and describing their emotions. Alexithymia is chiefly characterized as a 

disorder of problematic affect regulation (Taylor, 1994), and its current conceptualization as 

measured by the “gold standard” Toronto Alexithymia Scale (TAS-20; Bagby, Parker, & Taylor, 

1994) extracts the following three dimensions intrinsic to the alexithymia construct: (a) difficulty 
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identifying feelings, (b) difficulty describing feelings to others, and (c) externally-oriented 

thinking, or a logic-oriented approach to decision-making and problem-solving not guided by 

emotions. Subsequent research has established the prevalence of alexithymia among persons 

with various psychiatric disorders in addition to normal functioning (Sifneos, 1988). Given 

associations between alexithymia, BPD, and psychopathy, alexithymia could illuminate 

personality and behavioral correlates of psychopathy variants in women. 

 Alexithymia, psychopathy, and BPD can all be characterized as syndromes of deficient 

emotion regulation (see Linehan, 1993; Linehan, Cochran, & Kehrer, 2001; Linehan & Kerhrer, 

1993; Lorenz & Newman, 2002; Parker, Taylor, & Bagby, 1993; Patrick, 1994; Patrick et al., 

1993; Taylor, 1994; Taylor, Bagby, & Parker, 1997). Regarding alexithymia in particular, Taylor 

and colleagues (1997) stipulate that alexithymia results from a failure to recognize and explain 

emotions through cognitive processing. Moreover, research has shown that alexithymia appears 

to play a prominent role in BPD (Modestin, Furrer, & Malti, 2004; Webb & McMurran, 2008; 

Zlotnick, Mattia, & Zimmerman, 2001) as well as psychopathy (Grieve & Mahar, 2010; Kroner 

& Forth, 1995; Louth, Hare, & Linden, 1998; Rogstad & Rogers, 2013; Vidal, Skeem, & Camp, 

2010). However, potential interrelations between the syndromes, and their implications for 

accurately assessing female psychopathy, currently remain uninvestigated. 

 Previous research (Louth et al., 1998; Rogstad & Rogers, 2013) underscores the 

applicability of the alexithymia construct to female psychopathy conceptualizations. For 

instance, Rogstad and Rogers (2013) found that female jail offenders with prominent 

psychopathic and APD features unexpectedly exhibited markedly more difficulty identifying 

their feelings (d = 0.94) than their male counterparts despite women’s general tendency to score 

slightly lower (d = -0.28) than men on measures of alexithymia (Parker et al., 2003). These 
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findings may be largely attributable to the effects of secondary psychopathy in light of intuitive 

connections between a socially deviant lifestyle (i.e., PCL-R Factor 2) and APD.  Consistent 

with this view, Louth and colleagues (1998) found a positive relationship between difficulty 

identifying and describing feelings and PCL-R Factor 2 scores (r = .38) using the predecessor of 

the TAS-20 (i.e., the Toronto Alexithymia Scale – Revised [TAS-R]; Taylor, Ryan, & Bagby, 

1985) and an alternative factor solution in a modest sample of 37 female offenders. 

 Beyond alexithymia per se, psychopathic variants appear to be differentially associated 

with components of emotional intelligence. Vidal, Skeem, and Camp (2010) compellingly 

distinguish between emotional abilities and emotional skills relying on psychopathy subtype. 

Specifically, the authors propose that primary psychopaths lack the capacity to experience 

emotions but are able to supplant that deficit with emotional skills learned by mimicking others 

(i.e., they “know the words, but not the music” of emotions; Johns & Quay, 1962). In contrast, 

secondary psychopaths possess the aptitude for emotional experience, but are unable to 

effectively regulate or express these emotions. Alexithymia, as an element of emotional 

intelligence, would reflect deficits in the emotional skills hypothesized among secondary 

psychopaths.  

Preliminary research (Grieve & Mahar, 2010; Vidal et al., 2010), though limited to 

college samples, has generally supported the distinction between emotional capacity and 

expression in psychopathic subtypes. For instance, Grieve and Mahar (2010) found a significant 

positive association (i.e., higher alexithymia is equivalent to lower emotional intelligence) 

between secondary psychopathy and alexithymia for both male (r = .52) and female (r = .42) 

college students. Among males, Vidal and colleagues found, using anxiety levels as a proxy for 

psychopathy subtypes, that secondary (i.e., high anxious) psychopathic students exhibited 
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moderately lower emotional intelligence skills than their primary (i.e., low anxious) 

psychopathic (d = -0.56) and non-psychopathic (d = -0.66) counterparts. However, more studies 

are needed with male and female samples drawn from correctional, clinical, and community 

settings before definitive conclusions can be formulated. 

 Aside from psychopathy specifically, the core affect regulation deficits typified by BPD 

seem to contribute uniquely to alexithymia (Modestin et al., 2004; Webb & McMurran, 2008; 

Zlotnick et al., 2001). Linehan and Kehrer (1993) proposed that alexithymia is a mechanism 

intrinsic to conceptualizations of the emotional lability and behavioral instability exemplifying 

BPD. Furthermore, this mechanism and resulting symptoms result from an amalgamation of 

negative childhood experiences that frequently includes abuse or trauma (Gunderson & Sabo, 

1993). On this point, the seminal study by Zlotnick and colleagues (2001) established the 

incremental validity of BPD over trauma-related variables in predicting alexithymia. 

Specifically, psychiatric outpatients with PTSD (d = 0.51) and BPD (d = 0.90) displayed higher 

levels of alexithymia than their non-disordered counterparts. However, BPD proved superior in 

making alexithymia predictions beyond other significant predictor variables, including PTSD. 

Notably, childhood neglect variables were particularly discerning of alexithymia. 

Taken together, these results suggest that emotional expressions in BPD are disrupted by 

prolonged environmental insults during development, which are consistent with etiological 

theories of secondary psychopathy (Karpman, 1941; Lykken, 1995; Porter, 1996). Furthermore, 

findings by Hicks et al. (2010) regarding secondary female psychopathy’s susceptibility to 

trauma-induced psychological symptoms and suicide-related behavior suggest an underlying link 

to BPD traits and alexithymia. However, research has yet to systematically investigate these 

similarities or their relation to resultant destructive behavior. 
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Psychopathy Subtypes and Violent Behavior 

 As previously discussed, alexithymia may reflect a cognitive deficit in emotional skills as 

opposed to incapacity for genuine affective experiences. Vidal and colleagues (2010) propose 

that emotional skill deficiencies relate preferentially to secondary psychopathy and describe the 

circumstances under which these shortfalls may lead to impulsive, destructive behavior. 

Specifically, secondary psychopaths are prone to both emotional distress and affective and 

behavioral dysregulation without the protective effects of skill compensation for emotional 

detachment. However, studies have not yet evaluated these potential protective and risk factors 

for problematic behavior, particularly for female psychopathy (Rogstad & Rogers, 2008). 

Poythress and Skeem (2006) propose that psychopathy variants may be clarified by associated 

violent behaviors. Two areas that may prove fruitful with relevance to female psychopathy are 

aggression (i.e., other-directed violence) and suicide-related behavior (i.e., self-directed 

violence). 

Aggression 

Psychopathy has long been lauded as a premier predictor of violence, aggression, and 

antisocial conduct (e.g., Leistico et al., 2008). However, the nature of these relationships in 

female psychopathy remains obscure. Preliminary investigations of psychopathy and crime, 

recidivism, and violence among females have yielded inconsistent results.  

On the positive side, some research has documented significant associations between 

female psychopathy and antisocial conduct. High levels of female psychopathy has been linked 

to prior violent (Louth, Hare, & Linden, 1998) and non-violent (Vitale et al., 2002) criminal 

behavior. For instance, Vitale and colleagues (2002) found in a large, ethnically diverse female 

sample that PCL-R scores were positively correlated with criminal versatility in addition to 
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violent and non-violent crimes. Moreover, recent reviews of studies (Dolan & Völlm, 2009; 

Nicholls, Ogloff, Brink, & Spidel, 2005) have documented a moderate to strong relationship 

between high PCL-R scores in females and risk for reoffending. Interestingly, despite these 

significant findings, the magnitude of female psychopathy’s association with antisocial conduct 

is markedly attenuated when compared to male samples. 

On the negative side, however, several studies have failed to find relationships between 

female psychopathy and criminality. Salekin and his colleagues (Salekin et al., 1997; Salekin, 

Rogers, Ustad, & Sewell, 1998) highlighted limitations of female psychopathy’s utility in 

predicting risk. In direct contrast to male psychopathy research, only PCL-R Factor 1 scores, but 

not Factor 2 scores, were significantly predictive of recidivism in a sample of female offenders 

(Salekin et al., 1998). Moreover, nearly all (89.0%) female recidivists in this study were non-

psychopathic when standard PCL-R cut scores were utilized. Similarly, Salekin et al. (1997) 

found that PCL-R scores were not useful predictors of correctional officers’ ratings of violent 

behavior, verbal aggression, and institutional non-compliance in a sample of female offenders. 

Clearly, as outlined by these paragraphs, additional research is needed to clarify behavioral 

correlates of female psychopathy given these conflicting findings. 

General aggression, as a less extreme form of violence, may prove promising in 

illuminating behavioral correlates of female psychopathy. Research investigating the 

psychopathy-aggression nexus has frequently distinguished between two kinds of aggression: 

instrumental and reactive aggression. The distinction between these aggressive subtypes rests 

upon four prongs: (a) goal orientation, (b) presence of emotion, (c) premeditation and planning, 

and (d) level of provocation (Bushman & Anderson, 2001; Cornell et al., 1996). Specifically, 

instrumental aggression is goal-oriented, tends to involve a higher degree of planning, and is less 
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susceptible to emotional provocation than reactive aggression. In contrast, reactive aggression is 

emotional, impulsive, and frequently exhibited in relation to anger (Cornell et al., 1996; 

Fontaine, 2007). 

 Psychopathy has demonstrated preliminary associations with instrumental and reactive 

aggressive subtypes among male offenders (Cima, Tonnaer, & Lobbestael, 2007; Cornell et al., 

1996) as well as in community (Nouvion, Cherek, Lane, Tcheremissine, & Lieving, 2007) and 

college (Falkenbach, Poythress, & Creevy, 2008; Vidal et al., 2010) samples. For example, Cima 

and colleagues (2007) documented moderately large correlations between psychopathy and both 

instrumental (r = .57) and reactive (r = .52) aggression in a sample of male prison inmates. 

Incorporating psychopathy subtypes, Falkenbach and colleagues (2008) found using a college 

sample that Factor 1 traits were indicative of both instrumental and reactive aggression, while 

Factor 2 characteristics were related to only reactive aggression. More specifically, in a sample 

of male undergraduate students, individuals with prominent secondary (i.e., high-anxious) 

psychopathic traits displayed moderately greater aggression when dating (d = 0.44) and were 

more likely to be violent than their low-psychopathic counterparts (Vidal et al., 2010). 

Studies have only recently begun investigating subtypes of psychopathy in relation to 

aggression. Importantly, the majority of extant research has involved predominantly male, 

undergraduate samples. As a result, the generalizability of these findings to more clinically 

relevant samples (e.g., female, psychiatric or correctional settings) has yet to be demonstrated. 

Regarding female psychopathy in particular, research has demonstrated the moderating effects of 

gender on predictions of antisocial conduct (Leistico et al., 2008). Steadham and Rogers (2012) 

recently found that PCL-R Factor 2 predicted reactive aggression beyond the effects of APD 

alone in male and female jail detainees; however, the extent to which these results would be 
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replicated in an entirely female sample are unclear. Deconstructing female psychopathy into 

primary and secondary syndrome variants and including pertinent personality traits (e.g., Cluster 

B personality disorder traits and alexithymia) could improve predictions of commonly associated 

impulsive behavior like aggression. Furthermore, investigations of alternative, self-directed 

aggressive behaviors, such as suicide-related behavior, may elucidate clinical correlates of 

female psychopathy in particular.  

Suicide-Related Behavior 

Only a handful of studies have examined suicide-related behavior1 in female 

psychopathy, perhaps because of Cleckley’s (1941, 1976) assertion that suicide is “rarely carried 

out” among psychopathic individuals. However, recent investigations have called into question 

Cleckley’s assumption (Douglas, Herbozo, Poythress, Belfrage, & Edens, 2006). Intuitively, 

suicide-related behavior may be particularly relevant in female psychopathy as a manifestation of 

impulsivity and aggression toward the self.  

Studies of suicide-related behavior with primarily male samples have highlighted 

associations with socially deviant lifestyle components of psychopathy. For instance, two studies 

using large samples (Ns = 313 and 682) of male offenders documented relationships between 

suicide-related behavior and APD traits as well as PCL-R Factor 2 elements (Douglas et al., 

2008; Verona, Patrick, & Joiner, 2001). Notably, negative emotionality, thought to provide a key 

distinction between primary and secondary psychopathic variants, mediated these associations. 

Verona and colleagues (2001) subsequently concluded that the socially deviant lifestyle 

embodied in Factor 2 and suicide-related behaviors reflect two expressions of a common 

underlying externalizing diathesis. An extension of this logic to psychopathic subtypes would 

suggest that secondary psychopaths are at increased risk for suicide-related behavior. 
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Beyond a generally socially deviant lifestyle, attempts to disaggregate specific predictors 

of past suicide-related behavior have yielded inconsistent results. On one side, Douglas and 

colleagues (Douglas et al., 2006, 2008) found that an impulsive, irresponsible (though not 

explicitly antisocial) lifestyle contributed highly to predictions of past suicide-related behavior in 

diverse samples of offenders and psychiatric (forensic and non-forensic) patients. In a combined, 

male sample (N = 682) of incarcerated offenders and individuals attending court-mandated 

substance abuse treatment, suicide-related behavior’s association with PCL-R Factor 2 was 

explained primarily by evidence of an impulsive, irresponsible lifestyle. Notably, and in contrast 

to the Verona et al. (2001) study, this relationship remained irrespective of the effects of negative 

emotionality.  

In contrast to the findings of Douglas et al. (2006, 2008), antisociality may play a key 

role in predicting suicide-related behavior among exclusively general (i.e., non-forensic) 

psychiatric patients. Swogger, Conner, Meldrum, and Caine (2009) recently underscored the 

singular importance of the PCL:SV Antisocial facet in predicting future suicide attempts in a 

large sample of non-forensic psychiatric patients using data from the methodologically rigorous 

MacArthur Violence Risk Assessment Study. However, the role of specific elements of 

secondary psychopathy in making suicide-related predictions remains unclear.  

Regarding female psychopathy, existing studies appear, at first glance, to corroborate the 

association between social deviance and suicide-related behavior. However, a closer examination 

reveals methodological flaws that severely hinder the clinical implications and generalizability of 

findings. Hicks and colleagues (Hicks et al., 2010; Verona, Hicks, & Patrick, 2005) repeatedly 

documented the differential association between suicide-related behavior and PCL-R factors in 

female offenders. For instance, past suicide attempts were inversely related to interpersonal and 
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affective psychopathy dimensions (r = -.12, partial r = -.24) but slightly positively (r = .24, 

partial r = .30) correlated with social deviance (Verona et al., 2005). More specifically, in a 

diverse sample of adult female offenders and substance abusers, the PCL-R Antisocial facet 

demonstrated modest incremental predictions of past suicide-related behavior beyond the effects 

of childhood abuse variables and externalizing psychopathology (OR = 1.22; Kimonis et al., 

2010). Verona, Sprague, and Javdani (2012) most recently underscored gender differences in 

lifetime suicide-related behavior in a diverse sample of male and female jail offenders plus adults 

in the community with past criminal convictions. In particular, females high in both PCL:SV 

Factor 1 and Factor 2 were at heightened risk for past suicide-related behavior, while Factor 2 

traits were associated with suicide-related behavior irrespective of Factor 1 in males. 

Fundamental methodological limitations preclude definitive conclusions regarding 

studies of female psychopathy’s relationship to suicide-related behavior. First, two (Hicks et al., 

2010; Verona et al., 2005) of the four existing studies examine correlates based on the same 

sample of female federal prison inmates. As a result, findings may not generalize to less severely 

antisocial (e.g., psychiatric) populations. Furthermore, both studies rated suicide-related behavior 

based on information obtained during PCL-R interviews and file review. This practice of dually 

incorporating information into ratings for both independent (psychopathy) and dependent 

(suicide-related behavior) variables introduces the potential for criterion contamination, severely 

questioning the strength of these findings. As a result, additional studies explicating the role of 

primary and secondary psychopathic subtypes using female samples are needed. 

Associations between psychopathy and Cluster B traits may shed light on associated 

destructive, impulsive behavioral displays. Etiological theories posit that adverse events (e.g., 

parental abuse or neglect) during childhood underlie the subsequent development of both 
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secondary psychopathy (Karpman, 1941; Lykken, 1995; Porter, 1996) and BPD (Gunderson & 

Sabo, 1993) characteristics. On this point, Kimonis et al. (2010) demonstrated the mediating 

effects of externalizing psychopathology on the documented relationship between childhood 

abuse and lifetime suicide-related behavior. Notably, current conceptualizations of externalizing 

psychopathology emphasize disinhibitory personality features, such as the impulsivity or 

aggression (Krueger, Markon, Patrick, Benning, & Kramer, 2007; Patrick, Hicks, Krueger, & 

Lang, 2005) commonly associated with BPD. Consistent with this assumption, James and Taylor 

(2008) found that BPD symptoms mediated or partially mediated virtually all relationships 

between externalizing disorders (i.e., APD, substance use disorders) and suicide-related behavior 

in a combined community and college sample. In the Verona et al. (2012) study, BPD in 

particular partially accounted for Factor 2’s association with suicide-related behavior in men and 

women with legal histories. However, two related domains with clear clinical implications have 

yet to be investigated: (a) a systematic evaluation of the roles of Cluster B traits and personality 

variables in impulsive behavior, and (b) suicide-related behavior as a self-directed alternative 

form of aggression that may be particularly relevant to female psychopathy. 

Current Study 

 The first major goal of the present study is to comprehensively examine the nature of the 

female psychopathy construct as it relates to Axis II Cluster B personality disorder traits and 

alexithymia. The second major goal is to predict behavioral correlates of psychopathy in a 

sample of female psychiatric patients, when tested against competing hypotheses. The construct 

validity of female psychopathy will be examined in conjunction with pertinent personality 

variables, including symptoms of Cluster B disorders (i.e., NPD, HPD, BPD, and APD) and 

alexithymia (i.e., difficulty identifying feelings, difficulty describing feelings, and externally-
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oriented thinking). Furthermore, the clinical utility of female psychopathy will be investigated 

via competing hypotheses in the prediction of past aggressive versus suicide-related behavior. 

Research Questions and Hypotheses 

Research Question 1: What are the underlying dimensions of DSM-IV-TR Cluster B traits and 

PCL:SV primary and secondary psychopathy in female psychiatric patients? 

 Research (Blackburn, 2007a; Blackburn & Coid, 1998; Hamburger et al., 1996) has 

established significant associations between psychopathy and Cluster B personality disorders. 

Gender appears to moderate the relationships between psychopathy, NPD, and HPD in 

particular, with female psychopathy reflected in HPD traits (Cale & Lilienfeld, 2002; Lilienfeld, 

1992). In contrast, NPD may be attenuated in women (Forouzan & Cooke, 2005). An 

examination of underlying dimensions should clarify which constellations of Axis II traits load 

with PCL:SV facets. 

Hypothesis 1: Primary female psychopathy (PCL:SV Factor 1) and HPD traits will be 

represented on the same dimension. 

Hypothesis 2: Secondary female psychopathy (PCL:SV Factor 2) and BPD traits will be 

reflected on the same dimension. 

Research Question 2: Are primary and secondary female psychopathy accounted for by specific 

Cluster B traits? 

 Various studies (e.g., Cale & Lilienfeld, 2002; Hamburger et al., 1996; Sprague et al., 

2011) have documented the moderating effect of gender on the pattern of associations between 

psychopathy and Cluster B traits. For instance, female psychopathy is commonly linked to HPD, 

but not necessarily NPD, traits (Cale & Lilienfeld, 2002a; Hamburger et al., 1996; Lilienfeld, 

1992). Not surprisingly, APD is frequently associated with psychopathy in both male and female 
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correctional samples (e.g., Hare, 1996, 2003; Kosson et al., 2006; Rogstad & Rogers, 2013); 

however, preliminary evidence (Sprague et al., 2011) suggests the externalizing traits of BPD 

may more accurately reflect underlying psychopathy in women. The current research question 

will examine which Cluster B personality traits will predict psychopathy in female patients. 

Hypothesis 3: HPD traits will be more predictive of primary female psychopathy than 

NPD traits. 

Hypothesis 4: BPD symptoms will be more predictive of secondary female psychopathy 

than APD traits. 

Research Question 3: What differences will be found between Cluster B and psychopathic traits 

in female patients high and low in alexithymia? 

 Current conceptualizations of alexithymia emphasize its essential role in the disturbances 

in affect and behavioral regulation observed in Cluster B personality disorders (e.g., Linehan & 

Kehrer, 1993) and psychopathy (Rogstad & Rogers, 2008, 2012). Extrapolating from emotional 

intelligence more generally (e.g., Vidal et al., 2010), alexithymia may reflect the absence of 

adaptive emotional skills, as opposed to incapacity for emotional experience. Research Question 

#3 will investigate this conceptualization of alexithymia in relation to Cluster B symptoms and 

female psychopathic subtypes. 

Hypothesis 5: The high alexithymia group will exhibit more PCL:SV Factor 2, BPD, and 

APD traits than the low alexithymia group. 

Hypothesis 6: The high alexithymia group will display fewer indicators of PCL:SV 

Factor 1, HPD, and NPD than the low alexithymia group. 

Research Question 4: Are levels of psychopathy more predictive of past suicide-related behavior 

than past aggression among female psychiatric patients? 
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 Research has amply documented the association between psychopathy and violence and 

aggression (e.g., Salekin et al., 1996); however, few studies have included female samples. Since 

gender moderates the relationship between psychopathy and antisocial conduct (Leistico et al., 

2008), this research question will employ suicide-related behavior as a competing hypothesis to 

explore behavioral correlates of female psychopathy. 

Hypothesis 7: BPD, APD, and PCL:SV Factor 2 traits will account for more variance in 

predicting past suicide-related behavior than past aggression. 

Hypothesis 8: Compared to BPD and PCL:SV Factor 2 traits, alexithymia will be 

incrementally predictive of past suicide-related behavior among female patients.  
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CHAPTER 2 

METHOD 

Design 

The present study used a between-subjects design in its investigation of psychopathy in 

female psychiatric patients. Variables of primary interest include DSM-IV-TR Cluster B 

personality disorder (i.e., histrionic personality disorder [HPD], narcissistic personality disorder 

[NPD], borderline personality disorder [BPD], and antisocial personality disorder [APD]) traits, 

primary and secondary psychopathy, and alexithymia. First, a factor-analytic evaluation 

determined the underlying dimensions of these personality traits. Second, the relative importance 

of distinct Cluster B trait constellations as independent predictors of primary and secondary 

psychopathy was examined. The role of alexithymia was further elucidated in a between-groups 

investigation including alexithymia as the grouping variable and Cluster B and psychopathic 

traits as dependent variables. Regarding criterion validity, the current study also assessed (a) the 

relative contributions of Cluster B personality disorder traits and psychopathy predictors on 

suicide-related and aggression criterion measures, and (b) the potentially mediating effects of 

alexithymia on prediction of negative behavioral outcomes in female psychiatric patients. The 

advantage to this design is the study’s comprehensive approach in examining the construct 

validity of female psychopathy in a general (i.e., non-forensic) sample and its consideration of 

competing hypotheses in making relevant behavior predictions. 

Participants 

 A total of 99 female psychiatric patients were recruited from two inpatient units at 

Timberlawn Hospital in Dallas, Texas: (a) the Trauma Program, which offers intensive treatment 

intended for individuals with a history of significant psychological trauma and other comorbid 
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disorders, and (b) the Dual Diagnosis Program, which offers targeted treatment for individuals 

with comorbid substance use disorders. For inclusion in the study, patients had to be (a) female, 

(b) be fluent in English, and (c) demonstrate adequate ability to comprehend and summarize their 

rights as research participants. 

Conceptual and practical principles guided the choice of psychiatric trauma and dual 

diagnosis units for participant recruitment in the current study. First, regarding psychological 

trauma, influential researchers (e.g., Gunderson & Sabo, 1993) posited the precipitating role of 

childhood trauma and abuse in the development of Cluster B personality disorders. Speaking 

purely pragmatically, recruitment of participants from a psychiatric hospital trauma unit 

increases the likelihood for a high prevalence and varying presentations in Cluster B 

symptomatology. Second, a portion (23.2%) of the sample was recruited from the dual diagnosis 

unit to (a) provide a comparison group of participating patients with less severe psychopathology 

who often engage in antisocial behaviors (e.g., illicit substance use) and (b) facilitate 

comparisons with previous female substance abuse samples (e.g., Rutherford et al., 1998). 

Research and Administrative Approval 

 The current research project was jointly approved by the University of North Texas 

Institutional Review Board and the administration at Timberlawn Mental Health Systems. 

Materials 

 The present study utilized three semi-structured interviews and two self-administered 

scales. The primary focus centers on psychopathy and Cluster B personality disorder traits, with 

additional attention given to aggression, suicide-related behavior, and alexithymia. For further 

insights about trauma-related symptomatology, two additional measures were administered: the 
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Dissociative Experiences Scale–II (DES-II; Bernstein & Putnam, 1986; Carlson & Putnam, 

1993) and Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998).  

Measures of Psychopathy and Axis II Cluster B Traits 

Psychopathy Checklist: Screening Version (PCL:SV; Hart, Cox, & Hare, 1995) 

Patients’ level of psychopathy was assessed using the PCL:SV, which consists of 12 

items scored after a 30- to 60-minute semi-structured interview and a review of relevant 

collateral file information. Each interpersonal and affective item (e.g., grandiose, lacks remorse) 

or socially deviant lifestyle item (e.g., irresponsible, adult antisocial behavior) is scored 0 (not 

present), 1 (may be present), or 2 (definitely present). Resulting scores range from 0 to 24, with 

24 representing the prototypic psychopath. 

The PCL:SV has demonstrated excellent psychometric properties across several North 

American samples (Hart et al., 1995; Hill et al., 2004; Neumann & Hare, 2006; Skeem & 

Mulvey, 2001; Vitacco et al., 2005). Hart et al. (1995) reported good total PCL:SV score internal 

consistency (weighted M α = .84) and inter-rater reliability (ICC = .84) estimates for a pooled 

North American sample of 586 male and female correctional offenders, forensic and civil 

psychiatric patients, and university students. For non-forensic psychiatric patients, PCL:SV total 

(ICC =  .86) and factor (Factor 1: ICC = ..80; Factor 2: ICC = .88) inter-rater reliability estimates 

are high. Regarding validity, the two-factor, four-facet model of psychopathy currently accepted 

for use with offenders (e.g., Hare, 2003) has demonstrated good fit with the PCL:SV among 

male and female psychiatric patients (Vitacco et al., 2005). 

Structured Interview for DSM-IV Personality (SIDP-IV; Pfohl, Blum, & Zimmerman, 1995) 

The presence and severity of Cluster B personality disorder symptoms were evaluated 

using the SIDP-IV, a semi-structured interview designed to assess for the presence of DSM-IV 
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Axis II disorders. Clinical ratings are determined based on a “50% rule” from information 

obtained during the interview. In other words, individual diagnostic criteria are deemed present 

when they occur more often than not during a five-year period of typical functioning preceding 

the interview. 

The current study used a modified form of the SIDP-IV to specifically assess the four 

Axis II personality disorders of interest. These modular sections of the SIDP-IV consisted of 31 

items directly pertaining to DSM-IV Cluster B disorders’ diagnostic criteria. Each item is rated 

on a 4-point scale with items scored 0 (not present), 1 (subthreshold), 2 (present), or 3 (strongly 

present). In its original version, the SIDP-IV has aptly demonstrated its construct validity and 

diagnostic reliability (median reliability estimates ranging from .66 to .80; Rogers, 2001), with 

particularly acceptable (κdiagnosis = .78) to good (M rsymptoms = .84) inter-rater reliability estimates 

for APD (Rogstad, 2011). This investigation is the first to establish individual reliability 

estimates for the other Cluster B disorders using this modified form of the SIDP-IV. However, 

inter-rater agreement for diagnostic categories (98.1%) and dimensional ratings (M ICC = .91) 

was excellent for the standard administration of the SIDP in a clinical sample (Zimmerman & 

Coryell, 1989). 

Alexithymia 

Toronto Alexithymia Scale–20 (TAS-20; Bagby, Parker, & Taylor, 1994) 

The TAS-20 is a 20-item self-report measure generally considered the “gold standard” for 

alexithymia measurement. With each item being rated on a 5-point Likert-type scale ranging 

from 1 (strongly disagree) to 5 (strongly agree), the TAS-20 is composed of three scales: 

Difficulty Identifying Feelings (e.g., “I am often confused about what emotion I am feeling”), 

Difficulty Describing Feelings (e.g., “It is difficult for me to find the right words for my 
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feelings”), and Externally-Oriented Thinking (e.g., “I prefer to analyze problems rather than just 

describe them”). Reliability estimates are adequate to good, with alphas ranging from .70 to .86 

(Parker, Taylor, & Bagby, 2003). Research (Parker et al., 1993) with diverse clinical and non-

clinical samples has provided consistent evidence of the TAS-20’s three-factor structure. 

Furthermore, the TAS-20 has demonstrated convergent validity via predicted negative 

relationships with measures of affective orientation (Taylor, 1994). 

Measures of Aggression and Suicide-Related Behavior 

Impulsive–Premeditated Aggression Scale (IPAS; Stanford et al., 2003) 

The IPAS is a 26-item self-report measure of aggressive behaviors occurring within the 

preceding six months. Its 5-point, Likert-type scale varies from 1 (strongly disagree) to 5 

(strongly agree). The IPAS is comprised of two orthogonal (r = -.02; Stanford et al., 2003) scales 

measuring Impulsive and Premeditated Aggression. The IPAS scale generating the higher score 

identifies the respondent’s “dominant” type of aggression, but scales were also summed to yield 

a total aggression composite score.  

The IPAS has demonstrated its reliability and appropriateness for use with psychiatric 

populations. Both the Impulsive and Premeditated Aggression scales produced similar and 

adequate internal consistency estimates for both male (αs = .76 and .74, respectively) and female 

(αs = .72 and .78, respectively) opiate-dependent patients (Conner, Houston, Sworts, & 

Meldrum, 2007). Furthermore, the IPAS has demonstrated its convergent validity via strong 

associations with measures, such as physical and verbal aggression (Stanford et al., 2003). 

Suicide Module of the Schedule for Affective Disorders and Schizophrenia (SADS; Spitzer & 

Endicott, 1978) 

The suicide module of the SADS assessed patients’ suicide-related behavior in the six 
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months prior to the interview. In its original version, the SADS is a comprehensive, semi-

structured diagnostic interview designed to assess the presence and severity of Axis I mood and 

psychotic disorders during both current and past (e.g., worst) episodes. At the symptom level, the 

SADS exhibits acceptable to excellent inter-rater reliability estimates (ICCs ranging from .76 to 

.94) across diverse clinical samples (Rogers, 2001). Summary scales reflecting dimensional 

composites of specific (e.g., mood) symptomatology have also yielded exceptional reliability 

results (ICCs > .80). 

The SADS suicide module includes four items. One item assesses the overall severity of 

suicidal tendencies (e.g., ideation, gestures, attempts), while three additional items focus 

exclusively on suicide-related behaviors. First, the number of discrete suicidal gestures or 

attempts was determined. Second, ratings were generated for both (a) the suicidal intent 

associated with the gesture, rated on a scale from 1 (obviously no intent, purely manipulative 

gestures) to 6 (extreme, every expectation of death), and (b) medical lethality of the behavior, 

ranging in urgency from 1 (no danger, e.g., no effects, held pills in hand) to 6 (extreme, e.g., 

respiratory arrest or prolonged coma). Contemporary conceptualizations emphasize two 

essential elements of suicide-related behavior: lethality (De Leo, Burgis, Bertolote, Kerkhof, & 

Bille-Brahe, 2006) and intent (Silverman et al., 2007). The SADS suicide module is particularly 

suited to address these components, though no universally accepted, standardized measure for 

suicide assessment currently exists. 

Measures of Trauma-Related Symptomatology 

Dissociative Experiences Scale–II (DES-II; Bernstein & Putnam, 1986; Carlson & Putnam, 

1993) 

The DES-II is a 28-item self-report measure assessing identity, memory, awareness, and 
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cognitive dissociative disturbances often associated with trauma. Rating the DES-II employs an 

11-point scale in 10% increments ranging from 0% (never) to 100% (always). The DES-II 

exhibits excellent internal consistency and test-retest reliability (Van Ijzendoorn & Schuengel, 

1996). Regarding its validity, the DES-II is useful for identifying individuals with extensive 

abuse histories and associated diagnoses (e.g., PTSD or dissociative identity disorder; Carlson & 

Putnam, 1993; Van Ijzendoorn & Schuengel, 1996). 

Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998) 

The CTQ is a retrospective self-report measure consisting of 28 items evaluating the 

extent to which respondents experienced five separate domains of childhood maltreatment: (a) 

emotional abuse, (b) physical abuse, (c) sexual abuse, (d) emotional neglect, and (e) physical 

neglect. Each item is rated on a 5-point Likert-type scale anchored by never true and very often 

true. Furthermore, the CTQ includes a brief measure of response style evaluating minimization 

or denial of symptoms that detect false-negative trauma reports. The CTQ has demonstrated its 

moderate to excellent reliability among adult psychiatric patients (median Cronbach’s αs ranging 

from .66 for Physical Neglect to .92 for Sexual Abuse; Bernstein & Fink, 1998). 

Procedure 

Inclusion and Exclusion Criteria 

Participants were recruited from the day room settings of the inpatient Trauma and Dual 

Diagnosis Program units at Timberlawn Hospital. As noted previously, female patients were 

eligible to participate in the study provided they (a) were fluent in English and (b) did not display 

any presently agitated or violent behavior that might place the researcher at risk. Potential 

recruits were approached based on availability and proximity by the examiner. They were then 

given a brief synopsis of the study and asked for their participation. Patients agreeing to 
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participate were moved to an individual testing area in the day room that afforded adequate 

privacy while simultaneously fulfilling the facility’s supervision and safety requirements. 

Prior to initiating any testing procedures, the examiner explained the consent form 

individually to potential participants and subsequently requested that they paraphrase their rights 

as research participants. The examiner then clarified any misconceptions as needed and potential 

patients were again asked to summarize their rights as they understood them. No potential 

recruits failed to display adequate comprehension through their restatement of these rights, and 

all participants subsequently completed a written consent form. 

An additional screening measure was included to ensure that participants were able to 

adequately comprehend material presented in self-report measures (i.e., all self-report Flesch-

Kincaid Grade Levels < 8.3). The reading subtest of the Wide Range Achievement Test – 4th 

Edition (WRAT-4; Wilkinson & Robertson, 2006) was administered for this purpose. Patients 

who failed to demonstrate an eighth-grade reading level equivalency were not excused from 

subsequent participation for two reasons. First, this standard is more stringent than that typically 

enforced in psychopathy research (e.g., Verona et al., 2012). Second, only one self-report 

measure (i.e., the DES-II) required this heightened reading level. As a result, participants not 

meeting the eighth-grade reading equivalency requirement were administered the self-report 

questions verbally by the examiner. This practice allowed patients to seek clarification from the 

examiner on specific items so that any possible misconceptions could be explained. 

Research Procedures 

 Participants with informed consent were administered the research measures, beginning 

with interviews. The PCL:SV was always administered first to establish rapport with 

participating patients. Arranged topically, the PCL:SV begins with general introductory 
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questions related to treatment (e.g., “In general, are you satisfied with the care you are receiving 

here?”) and life history variables (e.g., “As a child, what did you like/dislike about elementary 

school and high school?”). Interviews were presented in this order to encourage patients’ comfort 

and promote genuine, forthcoming responding. Next, the SIDP-IV Cluster B disorders items 

were administered, followed by the SADS suicide module. The SADS suicide module always 

concluded interviews because of the sensitive nature of the information and potential need to 

report actively suicidal content to institutional staff. The examiner found it necessary to utilize 

this safeguard on two occasions (2.0%). The examiner’s duty to report was openly discussed 

with these participants, and both patients agreed to continue with the study. 

Certain procedures regarding the SADS suicide module in particular must be explicated.  

First, patients were asked to consider only the six months preceding the interview when 

responding to queries about suicidal ideation and related behaviors. This practice ensures 

consistency with the timeframe introduced in the current study by the IPAS regarding aggression 

and thus facilitates comparisons between the measures. Participating patients were then asked a 

series of questions related to the severity of their suicidal tendencies and the number of discrete 

suicide-related gestures made in the past six months. Next, the examiner asked patients to 

identify the most severe of those previously indicated suicide-related behaviors. The following 

two sets of inquiries and corresponding Intent and Lethality ratings focused exclusively on this 

“most severe” expression of suicide-related behavior. 

Self-report measures were administered last, in two distinct orders to minimize ordering 

effects of material presentation between participants. Specifically, questionnaires related to 

trauma were separated to reduce carry-over effects of related symptomatology. The following 

two orders were counterbalanced across participants: (a) DES-II, TAS-20, CTQ, and IPAS and 
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(b) CTQ, TAS-20, DES-II, and IPAS. As previously described, the IPAS focuses on the most 

severely aggressive behaviors displayed by the patient within the past six months. To facilitate 

adherence to these instructions, the participant was asked to identify and communicate this 

aggressive incident to the examiner prior to completion of the questionnaire. 

At the conclusion of testing, patients were debriefed by the examiner. Debriefing 

consisted of a broad description of the aims of the study and general purpose of each testing 

procedure. Participants were given ample time to inquire about the study and further clarify the 

purposes of individual measures or any additional material they did not understand. Once 

participants indicated that the examiner had sufficiently answered their questions, each patient 

was thanked and provided with nominal compensation ($10) for their participation. Additionally, 

each individual was asked not to share any information about the study with other potential 

recruits. 
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CHAPTER 3 

RESULTS 

Demographic and Descriptive Data 

 The final sample consisted of 98 (99.0%) female and one (1.0%) transgender2 psychiatric 

patients ranging in age from 18 to 64 (M = 40.64, SD = 12.04) years of age. Participants varied 

in self-reported ethnicities, with nearly two-thirds (61.6%) comprised of European American 

patients. Minority patients were represented by African American (18.2%), Hispanic American 

(10.1%), Asian American (1.0%), Native American (1.0%), and biracial (7.1%) individuals. 

Only one (1.0%) participant declined to identify her ethnicity. The majority of the current sample 

was recruited from the trauma unit at Timberlawn Hospital (76.8%), with approximately one-

quarter (23.2%) comprised of patients from the dual-diagnosis unit. Patients’ level of education 

ranged considerably, from middle school to post-college levels, with an average education 

including some college (M = 13.49, SD = 2.46). Notably, trauma patients had completed higher 

levels of education than dual-diagnosis patients (see Table 5). Patients’ hospitalization duration 

also varied, with average length of stay lasting slightly less than one week (M = 5.64, SD = 4.58 

days) at the time of testing. All participants had been hospitalized less than three weeks (i.e., 0 to 

18 days). 

 The most common self-identified reason for admission was suicidal ideation (22.2%), 

followed closely by suicide-related behavior (i.e., 17.2%; self-harm or suicide attempts) and 

management of substance use (17.2%). Symptoms of trauma (14.2%) and depression (12.1%) 

were also cited as reasons for admission. Regarding psychological impairment in functioning, 

patients from the trauma (56.6%) and dual-diagnosis (52.2%) units were equally likely to have 

received disability as financial support in the previous year (χ2 [1, N = 99] = .14, p = .71). 
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However, trauma patients (36.8%) were much less likely to report an arrest history (78.3%; χ2 [1, 

N = 99] = 12.18, p < .001) and exhibited fewer APD traits (d = 0.49), than their dual-diagnosis 

counterparts. This trend may reflect the illegality of substance abuse and, perhaps, associated 

criminal conduct in patients with extensive substance use histories. Although descriptive data on 

specific charges are not available, dual diagnosis patients reported more past arrests (d = -0.40) 

than patients from the trauma unit. Table 5 presents further comparisons of demographic and 

clinical variables by psychiatric unit. 

Table 5 
 
A Comparison of Trauma and Dual-Diagnosis Patients on Demographic and Clinical Variables 
 
 Trauma 

(n = 76) 
Dual-diagnosis 

(n = 23) 
  

 M SD M SD F Cohen’s d 
 Demographic 
Age 40.16 11.88 42.22 12.70 .51 -0.17 
Education 13.99 2.17 11.87 2.69 15.01*** 0.92 
Hospitalization length (days) 5.71 4.62 4.39 4.37 1.47 0.29 
File GAF (admission) 26.88 6.67 29.45 5.20 2.73 -0.39 
Prior hospitalizations 8.16 9.40 4.78 5.03 2.72 0.39 
Prior arrests 1.29 3.07 2.65 4.32 2.84 -0.40 
 Clinical 
PCL:SV psychopathy 8.88 5.42 11.91 5.53 5.47* -0.56 

Interpersonal facet 1.49 1.60 2.26 1.91 3.75 -0.46 
Affective facet 1.80 1.95 2.83 1.92 4.91* -0.53 
Lifestyle facet 3.53 1.67 4.22 1.76 2.95 -0.41 
Antisocial facet 2.07 1.77 2.61 2.13 1.51 -0.29 

SIDP-IV APD 8.44 5.62 11.17 5.29 4.28* -0.49 
SIDP-IV BPD 15.73 5.56 11.78 6.24 8.39** 0.69 
SIDP-IV HPD 4.81 4.58 5.52 4.05 .44 -0.16 
SIDP-IV NPD 6.41 5.37 7.96 6.15 1.36 -0.28 
SADS Suicidal ideation 4.68 1.74 3.61 2.59 5.30* 0.55 
SADS Suicidal intent 1.57 2.19 1.83 2.61 .23 -0.11 
SADS Suicidal lethality 1.38 1.80 1.70 2.18 .48 -0.17 

Note. PCL:SV = Psychopathy Checklist: Screening Version; SIDP-IV = Structured Interview for DSM-IV 
Personality; APD = antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic 
personality disorder; NPD = narcissistic personality disorder; SADS = Schedule for Affective Disorders and 
Schizophrenia. 
*p < .05, **p < .01, ***p < .001. 
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Clinically-relevant group differences emerged with respect to suicide-related variables. 

Interestingly, group differences between past suicide-related behavior variables were minimal 

(ds < 0.20; see Table 5). In contrast, trauma patients exhibited moderately more severe suicidal 

ideation (d = 0.55) than their dual-diagnosis counterparts. Reason for hospital admission appears 

to partially account for these findings. In particular, suicidal ideation was the most common 

explanation for trauma patient admissions (27.6%) but relatively rare among dual-diagnosis 

patients (4.3%). Self-harming behaviors or suicide attempts as the reason for admission were 

much more similar between units, with trauma patients (15.8%) reporting slightly lower rates 

than their dual diagnosis unit counterparts (21.7%).  

Female patients on different clinical units displayed varying patterns of Axis II Cluster B 

traits. Group differences in HPD and NPD features were small (ds = -0.16 and -0.28, 

respectively). In contrast, APD characteristics were more prominent among substance abusers (d 

= -0.49), while trauma patients exhibited more severe BPD traits (d = 0.69) than their dual 

diagnosis counterparts. These findings suggest that female patients with significant trauma and 

substance use histories are both characterized by emotional and behavioral dysregulation and 

impulsivity (APA, 2000). However, patients prone to substance use tend to channel such features 

through overt criminality, aggressiveness, and irresponsibility, while females with trauma 

histories display identity disturbances and inappropriate anger, and engage in more acts of self-

harm. 

The current design allowed for direct comparisons on PCL:SV psychopathy facets 

between psychiatric units. Research (e.g., see Rutherford et al., 1998; Weiler & Widom, 1996) 

has established female substance abusers’ tendency to display higher PCL-R psychopathy levels 

than female psychiatric patients in general. Table 5 clearly illustrates this pattern in the current 
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study, with female substance abusers scoring more than three points higher on the PCL:SV than 

female trauma patients. Interestingly, these differences appear largely driven by affective 

features of psychopathy, such as callousness, lack of remorse, and failure to accept responsibility 

for one’s actions. Female substance abusers displayed these traits more prominently (d = -0.56) 

than their trauma unit counterparts. 

The present study represents the first investigation of PCL:SV psychopathy in a sample 

of female trauma patients. Interestingly, psychopathy levels were relatively low in this subset of 

women (M PCL:SV score = 8.88; see Table 5). These findings are consistent with existing 

research (Weiler & Widom, 1996) reflecting low psychopathy levels (M PCL-R score = 7.0) in a 

community sample of persons with trauma histories. However, direct comparisons between 

studies are not possible due to variation in psychopathy measurement. Nonetheless, total 

PCL:SV psychopathy in the current study (M = 9.59, SD = 5.57) was similar (d = .10) to average 

patient scores noted by Hart et al. (1995) in the PCL:SV standardization sample (n = 217, M = 

9.16, SD = 3.56). 

Prevalence rates of psychopathy and Axis II Cluster B disorders in the present sample 

merit attention. As previously discussed, extant research has documented widely varying female 

psychopathy prevalence rates in offenders (e.g., Salekin et al., 1997) and substance abusers 

(Rutherford et al., 1996). As seen in Table 6, female substance abusers (13.0%) in the current 

study exhibited psychopathy rates similar to rates observed in female offenders (e.g., 16.0%; 

Salekin et al., 1997), likely attributable to high arrest histories (78.3%) in female dual-diagnosis 

patients. Not surprisingly, psychopathy among female trauma patients was low (6.6%), though 

not insignificant. Furthermore, nearly one third of female trauma patients (30.3%) and over half 
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(52.2%) of substance abusers displayed prominent psychopathic traits using the descriptive 

categories recommended by Hart et al. (1995). 

Table 6 
 
PCL:SV Descriptive Categories and Cluster B Personality 
Disorders in Psychiatric Patients 
 
 Trauma 

(n = 76) 
Dual-diagnosis 

(n = 23) 
 (%) (%) 
 PCL:SV Psychopathy 
Psychopathic 6.6 13.0 
Potentially psychopathic 23.7 39.1 
Non-psychopathic 69.7 47.8 
 SIDP-IV Cluster B Disorders 
APD 22.7 47.8 
BPD 61.3 26.1 
HPD 9.3 8.7 
NPD 14.7 21.7 
Note. Psychopathic = PCL:SV total > 18; potentially psychopathic = PCL:SV > 13 to < 17; non-
psychopathic = PCL:SV < 12; APD = antisocial personality disorder; BPD = borderline personality 
disorder; HPD = histrionic personality disorder; NPD = narcissistic personality disorder; one 
trauma patient was discharged before the SIDP-IV could be completed. 
 
 Prevalence rates of Axis II Cluster B disorders were high in this psychiatric sample. BPD 

was particularly prevalent (53.1%), with trauma patients more likely to qualify for diagnosis than 

their dual-diagnosis counterparts (χ2 [1, N = 98] = 8.78, p =.003; see Table 6 for percentages). In 

contrast, female substance abusers were more likely to meet APD diagnostic criteria than trauma 

patients (χ2 [1, N = 98] = 5.46, p = .02). Prevalence rates of HPD and NPD were similar between 

groups (χ2s < 1.00, ps > .10). Notably, APD (28.6%) and arrest history (46.5%) rates were high 

compared to those typically observed in community samples (i.e., 1–3%; APA, 2000).  The 

antisocial nature of the current psychiatric sample suggests that its findings may have forensic 

implications. 

 The asymmetrical relationship between psychopathy and APD was further supported in 

this sample of female psychiatric patients when examining categorical prevalence rates. Only 
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about one-quarter (28.6%) of patients diagnosed with APD were also classified as psychopathic 

when using the recommended cut scores for psychopathy classification (PCL:SV > 18) and APD 

diagnosis. However, every psychopathic patient (100.0%) was also diagnosed with APD. In 

exploring other Cluster B disorders, this asymmetrical relationship was also observed for BPD. 

Specifically, 13.5% of patients meriting BPD diagnosis were designated as psychopathic, while 

nearly all (87.5%) of psychopathic patients received a concomitant BPD diagnosis. Interestingly, 

prevalence rates between HPD (22.2% of HPD patients were also psychopathic; 25.0% of 

psychopathic patients had HPD) and NPD (12.5% of patients with NPD were psychopathic; 

25.0% of psychopathic patients were diagnosed with NPD) were markedly more similar. 

 Notably, Rogers and Rogstad (2010) recently raised the concern that the asymmetrical 

relationship commonly observed between psychopathy and APD may simply result from 

differences in cut scores used for classification. The criterion for psychopathy classification (i.e., 

> 75.0%, PCL:SV > 18 of 24) is much higher than three Cluster B personality disorders: 42.9% 

(i.e., 3 of 7) adult APD criteria and 55.6% (i.e., 5 of 9) NPD and BPD criteria. Notably, the cut 

scores required for psychopathy and HPD diagnosis (62.5%, 5 of 8 criteria) are relatively more 

similar. For this reason, prevalence rates were examined using the lower (i.e., “potentially 

psychopathic;” Hart et al., 1995; 54.2%, PCL:SV > 13 of 24) thresholds for psychopathy. Table 

7 compares these estimates with those obtained using standard cut scores.  

Prevalence rates leveled considerably for APD and BPD when similar cut scores were 

utilized. Specifically, the 15% difference between patients with APD who were also potentially 

psychopathic and potentially psychopathic patients with APD stands in marked contrast to the 

71.4% difference in prevalence rates using standard cut scores (see Table 7). BPD rates were 

also relatively more similar, though the difference was not as dramatic as APD. 
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Table 7 
 
Comborbidity Rates of Cluster B Personality Disorders in Female Patients Classified as 
Psychopathic and Potentially Psychopathic  
 
  Psychopathic Potentially Psychopathic 

Cluster B Disorder P+Cluster B Cluster B+P PP+Cluster B Cluster B+PP 
APD 100.0 28.6 75.0 60.0 
BPD 87.5 13.5 62.9 42.3 
HPD 25.0 22.2 22.9 88.9 
NPD 25.0 12.5 37.1  81.3 
Note. P+Cluster B = Psychopathic patients (PCL:SV > 18) also meeting diagnostic criteria for Cluster B diagnosis; 
Cluster B+P = Patients qualifying for Cluster B diagnosis who are also psychopathic; PP+Cluster B = Potentially 
psychopathic patients (PCL:SV > 13) with corresponding Cluster B diagnoses; Cluster B+PP = Patients with Cluster 
B disorders also categorized as potentially psychopathic; APD = antisocial personality disorder; BPD = borderline 
personality disorder; HPD = histrionic personality disorder; NPD = narcissistic personality disorder. 
 
  Interestingly, equalizing cut scores for HPD and NPD actually produced an inverse 

asymmetrical relationship with psychopathy in this sample of female psychiatric patients, with 

Cluster B disorders being much more prominent than psychopathy. As seen in Table 7, the 

discrepancies in comorbidity rates increased markedly for psychopathy with HPD (from 2.8% to 

66.0%) and NPD (from 12.5% to 44.2%) when cut scores were aligned. 

In summary, these findings suggest much of the asymmetry in prevalence rates for Axis 

II Cluster B disorders is attributable to differences in cut scores. Inverse relationships were 

observed for APD and BPD versus HPD and NPD. The most striking differences resulted for 

HPD and NPD given the unexpected production of disparate comorbidity rates when cut scores 

were equalized. The current findings further suggest that female psychiatric patients with 

prominent psychopathic traits similarly display personality-based features of HPD and NPD at 

varying degrees of psychopathy, while female patients diagnosed with HPD and NPD are more 

likely to evidence comorbidity when psychopathy cut scores are equalized. 

Scale Properties of the Research Measures 

 The PCL measures have been consistently lauded for their ability to reliably capture the 
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psychopathy construct. Table 8 presents reliability data for the PCL:SV in the current study. 

Internal consistency estimates were generally adequate to good among female psychiatric 

patients. However, three individual PCL:SV facets (i.e., Interpersonal, Lifestyle, and Antisocial) 

produced subpar internal consistency estimates, likely due to the small number of items. Further 

examination of inter-item correlations and inter-rater reliability estimates indicated that figures 

were in the acceptable range (see Table 8). Aside from the Interpersonal facet, facet-level 

internal consistency estimates were not drastically lower in this sample than the PCL:SV 

standardization sample of female offenders (αs = .74, .74, .65, and .61 for the Interpersonal, 

Affective, Lifestyle, and Antisocial facets, respectively). Because each item provides meaningful 

content to the psychopathy construct (Hare, 2003), all PCL:SV items were retained in subsequent 

analyses. 

Table 8 
 
PCL:SV Scale Homogeneity and Inter-Rater Reliability in Female Psychiatric Inpatients 
 

 
PCL:SV Scale 

Items  
(n) 

 
α 

 
M inter-item r 

 
ICC 

PCL:SV psychopathy 12 .82 .28 .88 
PCL:SV Factor 1 6 .78 .37 .83 

Interpersonal facet 3 .58 .33 .80 
Affective facet 3 .73 .48 .74 

PCL:SV Factor 2 6 .75 .34 .80 
Lifestyle facet 3 .57 .31 .82 
Antisocial facet 3 .61 .35 .64 

Note. ICC = Intraclass coefficients between two raters. ICCs were examined to ensure consistency with extant 
research and facilitate comparisons with inter-rater reliability estimates provided in the PCL:SV manual. 
 
 Surprisingly, Antisocial facet reliability estimates were lower than expected, though still 

adequate (ICC = .64). Unfortunately, potential reasons for this finding could not be explored 

because neither the PCL-R or the PCL:SV manuals provide facet-level inter-rater reliability 

estimates for non-forensic psychiatric patients. However, PCL:SV Factor 2 (i.e., combining 

Lifestyle and Antisocial elements) estimates from the current study (ICC = .80) are only slightly 
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lower than those reported by Hart and colleagues (1995) for female offenders (ICC = .92) and 

male forensic patients (ICC = .87). Furthermore, inter-rater agreement in the present 

investigation was excellent (r = .98) at the PCL:SV Antisocial facet scale score level, and 

suggest that any variations between raters in scoring specific items had no appreciable effect on 

scale totals used in subsequent analyses. 

 The current study provides the first attempt to establish inter-rater reliability estimates for 

the modular version of the SIDP-IV using only Cluster B disorder criteria. As described 

previously, Rogers (2001) documented moderate to moderately high (.66 to .80) diagnostic 

reliability for the SIDP-IV in its original version, with particularly good estimates for Cluster B 

disorders (e.g., Rogstad, 2011; Zimmerman & Coryell, 1989). The present findings suggest that 

the modular version of the instrument is highly reliable for assessing Cluster B symptoms in 

female psychiatric patients. Scale reliability estimates ranged from very good at the SIDP-IV 

item level to excellent for total scores in the current sample (see Table 9 for these estimates). 

Furthermore, raters demonstrated exceptional agreement for Cluster B disorder diagnosis (M κ = 

1.00) and symptom totals (M r = .99). 

Table 9 
 
SIDP-IV Scale and Diagnostic Reliability of the Cluster B Personality Disorders in Female 
Psychiatric Patients 
 
 SIDP-IV scale reliability DSM-IV-TR diagnostic reliability 
 ICC Total r κ Symptom r 
APD .81 .97 1.00 .99 
BPD .76 .98 1.00 1.00 
HPD .79 .97 1.00 .99 
NPD .80 .98 1.00 .96 
Note. Scale reliabilities examine diagnostic scale totals on the SIDP-IV; Diagnostic reliability estimates include 
DSM-IV-TR diagnoses and symptom totals; ICC = Intraclass coefficients between two raters; APD = antisocial 
personality disorder; BPD = borderline personality disorder; HPD = histrionic personality disorder; NPD = 
narcissistic personality disorder. 
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 The SADS has also exhibited good inter-rater reliability in diverse clinical samples 

(Rogers, 2001). The SADS suicide module was no exception in the current study. In particular, 

inter-rater agreement was acceptable for suicidal ideation (κ = .76) and intent (κ = .82) ratings. 

Interestingly, raters demonstrated perfect agreement (κ = 1.00) on lethality ratings of past 

suicide-related behaviors, likely reflecting the precision of SADS item descriptions and its use of 

overt behavioral ratings to produce high reliability estimates (see Hare, 1996). Importantly, the 

severity of past suicide-related behavior (i.e., a composite of SADS intent and lethality ratings 

used in subsequent analyses) were exceptionally reliable (r = .99), providing preliminary 

evidence that the SADS suicide module may be useful in evaluating suicide-related behavior 

among psychiatric inpatients. This finding is particularly noteworthy given the literature’s lack 

of consensus on a measure of suicide-related behavior that adequately captures its essential 

components. 

Regarding self-report measures, trauma-related instruments demonstrated very high 

reliability estimates. Internal consistencies ranged from good to excellent (see Table 10).  

Notably, some high estimates appear to be partially due to item redundancy, as evidenced by 

large inter-item correlations. As an illustrative example, the Sexual Abuse scale of the Childhood 

Trauma Questionnaire (CTQ) produced exceptional internal consistency (α = .96); however, 

average item correlations revealed that the scale is highly redundant (M inter-item r = .84). 

Nevertheless, these estimates are largely consistent with those provided for validation samples. 

For instance, the CTQ normative sample of adult psychiatric patients similarly produced 

exceptionally high (α = .92) internal consistency estimates on the Sexual Abuse scale.  
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Table 10 
 
Reliability Estimates for Self-Report Measures of Trauma, Alexithymia, and Aggression 
 

 
Measure 

Items  
(n) 

 
α 

 
M inter-item  r 

Trauma    
DES-II Dissociative Experiences 28 .96 .44 

Factor 1: Amnesia 6 .87 .55 
Factor 2: Depersonalization / Derealization 6 .87 .54 
Factor 3: Absorption 6 .84 .47 

CTQ Childhood Trauma 28 .89 .21 
CTQ Emotional Abuse 5 .84 .51 
CTQ Physical Abuse 5 .87 .56 
CTQ Sexual Abuse 5 .96 .84 
CTQ Emotional Neglect 5 .86 .55 
CTQ Physical Neglect 5 .75 .39 
CTQ Minimization / Denial 3 .79 .57 

    
Alexithymia    
TAS-20 Alexithymia 20 .79 .16 

Factor 1: Difficulty Identifying Feelings 7 .82 .40 
Factor 2: Difficulty Describing Feelings 5 .67 .29 
Factor 3: Externally-Oriented Thinking 8 .50 .11 

    
Aggression    
IPAS Aggression 26 .85 .18 

IPAS Premeditated Aggression 11 .77 .18 
IPAS Impulsive Aggression 15 .79 .25 

Note. DES-II = Dissociative Experiences Scale–II; CTQ = Childhood Trauma Questionnaire; TAS-20 = Toronto 
Alexithymia Scale–20; IPAS = Impulsive-Premeditated Aggression Scale. 
 

With one notable exception, measures of aggression and alexithymia produced very good 

reliability estimates. As presented in Table 10, only the Externally-Oriented Thinking scale of 

the TAS-20 lacked good internal consistency (α = .50). Closer examination of inter-item (M r = 

.11) and item-scale (M r = .23) correlations revealed that no specific items were substantially 

lowering internal consistency estimates. Therefore, the deletion of scale items would not raise 

scale reliabilities to more acceptable levels. Consequently, all items were retained to facilitate 

interpretation of the scales and ensure consistency with established construct conceptualizations. 

Previous research has documented similarly low TAS-20 reliability estimates in substance 
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abusers (Cleland et al., 2005; Thorberg et al., 2010) and female offenders (Rogstad, 2011). 

Thorberg and colleagues (2010) argue that Externally-Oriented Thinking provides meaningful 

content coverage of the alexithymia construct and that low alpha estimates do not necessarily 

invalidate the scale. 

Trauma-Related Descriptive Data 

Relationships among trauma-related variables and relevant constructs were examined as 

the first comprehensive investigation of psychopathy in female psychiatric patients. Both female 

trauma and dual-diagnosis psychiatric patients experienced significant levels of childhood abuse 

and neglect. Using CTQ cut scores recommended by Bernstein and Fink (1998), most 

participants endured severe levels of emotional (73.2%), sexual (65.6%), and physical (51.0%) 

abuse during childhood. Extreme levels of childhood neglect were comparatively less frequent in 

the overall sample, though still highly prevalent (47.9% and 45.4% for emotional and physical 

neglect, respectively).  Predictably, female trauma patients reported higher levels of childhood 

trauma compared to their dual-diagnosis counterparts, with the largest effects seen for emotional 

abuse (d = 1.13) and neglect (d = 1.01). Interestingly, group differences in childhood physical (d 

= 0.40) and sexual abuse (d = 0.66) were comparatively lower, though still appreciable. Table 11 

illustrates these effects.  

Female patients with significant trauma histories exhibited higher levels of dissociative 

experiences as adults compared to their dual-diagnosis counterparts. These results are not 

particularly surprising considering that dissociative experiences are often linked to childhood 

trauma as residual manifestations of early traumatic experiences (e.g., APA, 2000). Moderate 

group differences resulted in the predicted direction for all components of dissociation as an 

adult (see Table 11). Specifically, female trauma patients endorsed more memory loss (d = 0.60), 
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recurrent feelings of mental detachment (d = 0.49), and higher levels of preoccupation and 

distraction from one’s environment (d = 0.54). 

Table 11 
 
Childhood Trauma and Dissociation in Trauma and Dual-Diagnosis Psychiatric Patients  
 
 Trauma 

(n = 74) 
Dual-diagnosis 

(n = 23) 
  

Scale M SD M SD F Cohen’s d 
CTQ Childhood trauma 81.41 20.92 59.84 25.03 16.96*** 0.98 

CTQ Emotional Abuse 19.21 4.73 13.43 6.31 22.20*** 1.13 
CTQ Physical Abuse 13.98 5.89 11.52 6.86 2.82 0.40 
CTQ Sexual Abuse 17.85 7.86 12.45 9.11 7.69** 0.66 
CTQ Emotional Neglect 17.96 5.13 12.52 6.09 18.03*** 1.01 
CTQ Physical Neglect 12.40 4.79 9.91 4.77 4.75* 0.52 

DES-II Dissociative experiences 93.28 60.48 53.48 39.89 8.76** 0.71 
DES-II Amnesia 14.25 14.79 6.22 6.75 6.35* 0.60 
DES-II Depersonalization/Derealization 15.23 14.84 8.26 12.09 4.20* 0.49 
DES-II Absorption 24.72 14.70 17.04 12.61 5.11* 0.54 

Note. One trauma patient was discharged from the hospital before completing the CTQ and DES-II, while another 
trauma patient refused to complete the CTQ. 
*p < .05, **p < .01, ***p < .001. 
 

Associations between childhood trauma and components of dissociation were further 

explored in this sample of psychiatric inpatients. Interestingly, childhood physical abuse was the 

childhood trauma component most highly related to adult dissociative experiences (r = .33; see 

Table 12). In contrast, sexual abuse history was only modestly correlated (r = .21) to adult 

dissociation. These findings are surprising given evidence of the precipitating role of childhood 

sexual abuse in later dissociative experiences (e.g., Klanecky, McChargue, & Bruggeman, 2012). 

These differences appear mainly driven by correlations between childhood physical abuse and 

memory loss as an adult (r = .30) and distraction from one’s surroundings (r = .26). Associations 

of childhood physical and sexual abuse to emotional detachment and sense of unreality (rs = .23) 

were much more similar. Unfortunately, the current study could not further explicate the reasons 
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for these findings because the CTQ does not further divide childhood physical abuse into 

subcomponents. 

Table 12 
 
Relationships of Childhood Trauma and Dissociation in Trauma and Dual-Diagnosis Psychiatric 
Patients 
 
   DES-II 

 
CTQ Scale 

Dissociative 
Experiences 

 
Amnesia 

Depersonalization 
/ Derealization 

 
Absorption 

CTQ Childhood trauma .39*** .33** .32** .29** 
CTQ Emotional Abuse .28** .18 .19 .26** 
CTQ Physical Abuse .33** .30** .23* .26** 
CTQ Sexual Abuse .21* .20* .23* .12 
CTQ Emotional Neglect .18 .12 .13 .11 
CTQ Physical Neglect .26* .22* .22* .18 

*p < .05, **p < .01, ***p < .001. To balance Type I and Type II error concerns, only correlations at the .01 level 
were considered statistically significant, while p values < .05 were interpreted as trends.  
 
 Female psychiatric patients high and low in alexithymia produced large group differences 

in dissociative experiences. As shown in Table 13, patients high in alexithymia reported 

substantially more feelings of detachment or a sense of unreality from one’s self (i.e., 

depersonalization, d = 0.97) and preoccupation and distraction from one’s surroundings (i.e., 

absorption, d = 1.29) than their low alexithymia counterparts. These findings are not surprising 

given the conceptual connections between alexithymia and features of dissociation, such as lack 

of awareness and detachment from one’s emotions (i.e., alexithymia) and one’s experiences (i.e., 

dissociation). However, the comparatively more modest associations of alexithymia to childhood 

abuse (M d = 0.32) and neglect (M d = 0.24) were unexpected. For example, Zlotnick et al. 

(2001) demonstrated that psychological disorders associated with past trauma (i.e., BPD, post-

traumatic stress disorder [PTSD]) are highly associated with alexithymia. Findings from the 

current study further suggest that the relationships of alexithymia to trauma-related disorders 

may reflect the dissociative symptoms accompanying trauma (e.g., transient dissociative 
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experiences in BPD, flashbacks in PTSD) rather than experiencing the trauma per se. The 

relationship of BPD to alexithymia is further explored in the Primary Data Analysis section of 

this document. 

Table 13 
 
Differences in Childhood Trauma and Dissociation in Female Psychiatric Patients with High and Low Levels of 
Alexithymia 
 
 High Alexithymia 

(n = 47) 
Low Alexithymia 

(n = 29) 
  

Scale M SD M SD F Cohen’s d 
CTQ Childhood trauma 79.71 22.42 70.78 26.17 2.50 0.37 

CTQ Emotional Abuse 19.04 5.15 16.45 6.12 3.93 0.47 
CTQ Physical Abuse 13.71 5.90 12.79 6.24 .42 0.15 
CTQ Sexual Abuse 17.45 7.92 14.64 9.01 2.03 0.34 
CTQ Emotional Neglect 17.34 5.62 15.66 6.36 1.44 0.28 
CTQ Physical Neglect 12.16 4.70 11.24 5.30 .63 0.19 

DES-II Dissociative experiences 110.80 61.21 48.44 37.70 24.42*** 1.17 
DES-II Amnesia 17.09 15.89 6.83 9.02 10.09** 0.75 
DES-II Depersonalization / 
Derealization 

18.71 15.61 5.83 8.37 16.76*** 0.97 

DES-II Absorption 30.42 14.66 13.61 9.75 29.99*** 1.29 
**p < .01, ***p < .001. 
 

Little research has examined connections between trauma and psychopathy in female 

samples. Table 14 presents these associations in female psychiatric patients. Interestingly, 

childhood trauma had virtually no relationship to psychopathy (r = -.01) in this sample. With one 

notable exception, Axis II Cluster B disorders had similarly negligible associations (rs ranging 

from -.05 to .05) to childhood trauma. Predictably, BPD symptoms were moderately correlated 

with childhood trauma variables, particularly emotional abuse (r = .41). Interestingly, childhood 

sexual abuse had only a modest (r = .20) association with BPD symptoms. Nonetheless, the 

current results provide further support for the role of childhood abuse and neglect in the 

development of BPD symptoms in psychiatric patients over other Cluster B personality disorder 

traits. 
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Table 14 
 

Psychiatric Patients’ Correlations of Childhood Trauma and Dissociation to Psychopathy and Axis II 
Cluster B SIDP-IV Scores 
 

 PCL:SV Psychopathy  Axis II Cluster B Disorders 
Scale Total Interp. Affective Lifestyle Antisoc.  APD BPD HPD NPD 

CTQ Childhood 
trauma 

-.01 .01 -.04 -.04 .03  -.05 .38*** .02 .05 

Emotional Abuse -.07 -.07 -.11 -.04 .01  -.09 .41*** .09 .03 
Physical Abuse .03 .08 -.06 -.002 .10  .02 .26* .04 -.02 
Sexual Abuse -.01 -.03 .03 -.13 .09  -.01 .20 -.01 .02 
Emotional Neglect -.09 -.07 -.11 .02 -.11  -.16 .27** -.02 -.02 
Physical Neglect -.01 -.03 -.02 .02 -.01  .01 .32** -.004 .03 

DES-II Dissociative 
experiences 

.21* .19 .19 .08 .19  .22* .55*** .25* .23* 

Amnesia .17 .17 .15 .03 .18  .16 .38*** .19 .17 
Depers. / Dereal. .19 .19 .21* .03 .12  .19 .50*** .25* .27** 
Absorption .16 .09 .14 .08 .19  .22* .51*** .16 .12 

Note. CTQ Childhood trauma = CTQ total; DES-II Dissociative experiences = DES-II total; Depers. / Dereal. = DES-II 
Depersonalization / Derealization; Interp. = PCL:SV Interpersonal facet; Antisoc. = PCL:SV Antisocial facet; APD = antisocial 
personality disorder; BPD = borderline personality disorder; HPD = histrionic personality disorder; NPD = narcissistic 
personality disorder. To balance Type I and Type II error concerns, only correlations at the .01 level were considered statistically 
significant, while p values < .05 were interpreted as trends. 
*p < .05, **p < .01, ***p < .001. 
 
 Of the Cluster B disorders and psychopathy, BPD demonstrated the most consistently 

high correlations with childhood trauma and dissociation variables. Interestingly, BPD was most 

strongly associated with childhood emotional abuse (r = .41), while relationships with physical (r 

= .26) and sexual (r = .20) abuse were comparatively more modest. Emotional (r = .27) and 

physical (r = .32) neglect were also slightly related to BPD traits. The only trivial association 

between BPD and childhood sexual abuse was unexpected in light of the commonly held–though 

potentially erroneous–belief that sexual abuse is an important etiologic factor in the development 

of BPD. Bornovalova et al. (2013) recently found that genetic factors common to internalizing 

and externalizing disorders may explain links between BPD and childhood abuse. The current 

findings suggest that such factors may have particular relevance for female psychiatric patients 

with a history of emotional abuse as children. 
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 BPD also produced moderate to strong correlations with dimensions of dissociation in 

this sample of female patients. Specifically, BPD traits were highly related to depersonalization 

and derealization (r = .50) as well as preoccupation and distraction from one’s environment (r = 

.51). The correlation of BPD to memory loss (r = .38) was more moderate in nature. The robust 

association between depersonalization and BPD traits is not surprising considering BPD includes 

several conceptually related characteristics (e.g., identity disturbance, severe dissociative 

symptoms) in its diagnostic criteria. 

Primary Data Analysis 

Female Psychopathy and Axis II Cluster B Traits 

 Hypotheses 1 and 2 examined the essential features of psychopathy in female psychiatric 

patients with significant trauma and substance abuse histories. Previous studies have established 

that relationships between psychopathy and Cluster B personality disorder traits can be useful in 

classifying male forensic patients into psychopathy subtypes (Murphy & Vess, 2003). The 

current study attempted to extend such meaningful classifications to female psychiatric patients 

by identifying the latent dimensions underlying psychopathy facets and Cluster B personality 

disorder traits. Specifically, Hypothesis 1 predicted that primary psychopathy and HPD would be 

represented on the same dimension of a factor analysis. Hypothesis 2 further projected that 

secondary psychopathy and BPD would reflect a common latent dimension in this sample of 

female patients. 

 A critical first step in determining the latent dimensions of psychopathy and Cluster B 

traits in female psychiatric patients was examining the relationships among the variables to be 

entered into the factor analysis. Initial inspection of the data revealed highly significant 

correlations among psychopathy facets and Cluster B traits (see Table 15). 
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Table 15 
 
Correlations between Psychopathy Facets and Axis II Cluster B Traits in Female Psychiatric 
Patients 
 

Psychopathy Facet APD BPD HPD NPD 
PCL:SV Psychopathy total .89*** .37*** .54*** .54*** 

Interpersonal facet .47*** .16 .55*** .76*** 
Affective facet .68*** .30** .46*** .54*** 
Lifestyle facet .75*** .26** .30** .25* 
Antisocial facet .80*** .40*** .34** .12 

Note. APD = antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic personality 
disorder; NPD = narcissistic personality disorder. To balance Type I and Type II error concerns, only correlations at 
the .01 level were considered statistically significant, while p values < .05 were interpreted as trends. 
*p < .05, **p < .01, ***p < .001. 
 
Predictably, APD was highly correlated with a lifestyle marked by impulsivity and 

irresponsibility (r = .75) and criminal behavior (r = .80). In contrast, NPD was highly associated 

with a grandiose and deceitful interpersonal style (r = .76). Two unexpected findings merit 

attention. First, interpersonal features of psychopathy were more highly related to NPD than 

HPD in this sample of female psychiatric patients. Second, correlations of lifestyle and antisocial 

elements of psychopathy with BPD were attenuated compared to APD. These results suggest that 

a narcissistic, entitled style of interacting with others coupled with explicitly antisocial acts may 

help to define psychopathy in female psychiatric patients. 

 A higher-order exploratory factor analysis (EFA) was conducted to explore the 

underlying dimensions of PCL:SV facets and Cluster B disorder traits in this sample. Notably, 

Tabachnick and Fiddell (2007) recommend utilizing an oblique rotation in factor analyses with 

significant variable correlations (i.e., rs > .32). As seen in Table 15, relationships between 

several psychopathy and Cluster B traits met this threshold. Consequently, the EFA was 

conducted implementing principal components axis factoring with a promax rotation. Initial 

examination of the data (i.e., Kaiser-Meyer-Olkin measure of sampling adequacy and Bartlett’s 

test of sphericity) revealed no violations of assumptions. 
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 The overall analysis resulted in an interpretable two-factor solution that accounted for 

70.0% of the total variance. The first extracted factor, Impulsive Antisociality, accounted for 

51.6% of the total variance and combined the PCL:SV Lifestyle and Antisocial facets with APD. 

In contrast, the second factor, Narcissistic and Histrionic Interpersonal Style, consisted of the 

interpersonal elements embodied by NPD, HPD, and the PCL:SV Interpersonal facet and 

accounted for 18.4% of the variance. Using Garson’s (2013) recommended benchmark of .40, 

one cross-loading resulted for the PCL:SV Affective facet. The two factors were moderately 

correlated (r = .45). Factor loadings are presented in Table 16. 

Table 16 
 
Two-Factor Solution of Psychopathy Facets and Cluster B Personality Disorders Using 
Exploratory Factor Analysis 
 

Facet or Disorder Factor 1 Factor 2 
PCL:SV Antisocial facet .98 -.17 
APD .88 .12 
PCL:SV Lifestyle facet .86 -.06 
NPD -.16 .97 
PCL:SV Interpersonal facet -.06 .91 
HPD .13 .71 
PCL:SV Affective facet .43 .53 
BPD .39 .24 
Eigenvalues 4.13 1.47 
Percentage of the variance 51.62 18.35 
Note. APD = antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic personality 
disorder; NPD = narcissistic personality disorder; Items with substantial loadings (> .40) and unique to one factor 
are presented in bold. 
 
 A three-factor solution was subsequently generated to more fully account for BPD traits 

in this sample of female patients (see Appendix B). Notably, BPD failed to load substantially on 

either factor of the two-factor model, and further scrutiny revealed that the two combined factors 

accounted for only 30.0% of the variance in BPD traits. However, the three-factor solution 

represented a poor fit to the data in comparison to the two-factor model for two key reasons. 

First, the three-factor solution introduced another cross-loading for HPD that rendered it 
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comparatively less interpretable than the two-factor model. Second, a single loading for BPD 

traits represented the third factor. Contrary to expectations, the current results suggest that BPD 

traits may reflect Axis II pathology relatively distinct from the core features of female 

psychopathy. 

Research (e.g., Murphy & Vess, 2003) has underscored the usefulness of Cluster B 

personality disorders in distinguishing psychopathic subtypes in male samples. Hypotheses 3 and 

4 evaluated the utility of Cluster B traits in differentiating primary from secondary psychopathy 

subtypes in female psychiatric patients. Two separate hierarchical regression analyses were 

conducted. In the first analysis, standardized NPD and HPD predictors were entered in the first 

block and the two-way, NPD X HPD interaction term in the second step4 to evaluate predictions 

of primary psychopathy (i.e., PCL:SV Factor 1 score). Secondary psychopathy (i.e., PCL:SV 

Factor 2 score) was addressed in the next, virtually identical analysis, which introduced 

standardized APD and BPD predictors in the first block and the APD X BPD interaction in the 

second block. Initial examination of both regression models indicated no assumptions were 

violated. No problems with multicollinearity (i.e., tolerance > .20 and VIF < 4.00) were 

indicated. Table 17 summarizes these analyses. 

The current findings highlight the importance of narcissism in primary psychopathy in 

female psychiatric patients. As seen in Table 17, NPD (β = .58) and HPD (β = .25) significantly 

predicted primary psychopathy in this sample, accounting for 55% of the total variance 

(Adjusted R2 = .55, F [2, 95] = 60.47, p < .001). The addition of the HPD X NPD interaction to 

the model had no discernible effect on primary psychopathy predictions (Adjusted R2 = .55, Δ R2 

= .01, Δ F = 1.10, p = .30). Interestingly, the relative contributions of NPD (semi-partial r = .49) 

far surpassed HPD (r = .21). In combination, these findings suggest that NPD traits (e.g., 
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arrogance, entitlement, and callousness) are more important to female primary psychopathy 

considerations than (a) HPD features such as shallow emotional expression and seductive 

interpersonal style, or (b) the combination of NPD and HPD traits. 

Table 17 
 

Axis II Cluster B Traits as Predictors of Psychopathy in Female Psychiatric Patients 
 

 
Predictor 

Zero-
order r 

 
B 

Semi-
partial r 

 
β 

 
p 

Model 1 Primary psychopathy 
Step 1 HPD .57 .19 .21 .25 .002 
 NPD .72 .34 .49 .58 < .001 

Model 2      
Step 1 HPD -- .21 .22 .28 .001 
 NPD -- .36 .49 .61 < .001 
Step 2 HPD X NPD .37 -.01 -.07 -.09 .30 

  
Model 1 Secondary psychopathy 

Step 1 APD .86 .48 .78 .84 < .001 
 BPD .37 .03 .05 .05 .36 

Model 2      
Step 1 APD -- .48 .77 .84 < .001 
 BPD -- .03 .05 .05 .34 
Step 2 APD X BPD -.14 -.01 -.10 -.10 .05 
Note. Primary psychopathy = PCL:SV Factor 1 score; Secondary psychopathy = PCL:SV Factor 2 score; APD = 
antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic personality disorder; NPD 
= narcissistic personality disorder. 
 
 Table 17 also presents APD as an integral component of secondary psychopathy in 

female psychiatric patients. Impressively, the combination of APD and BPD accounted for 

nearly three-quarters (74%) of the total secondary psychopathy variance (Adjusted R2 = .74, F 

[2, 95] = 139.32, p < .001). However, further examination revealed that APD traits (semi-partial 

r = .78) were chiefly responsible for this effect. Introducing the APD X BPD interaction term 

into the regression model only minimally improved predictions of secondary psychopathy 

(Adjusted R2 = .75, Δ R2 = .01, Δ F = 4.10, p = .05). The interactive effects of APD and BPD 

further upheld the importance of APD in secondary psychopathy among female psychiatric 
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patients. Specifically, results suggest that the relationship between BPD and secondary 

psychopathy diminishes slightly as female patients exhibit higher levels of APD traits. 

 Identifying the essential features of NPD and APD that predicted primary and secondary 

psychopathy in female psychiatric patients was a critical next step. Thus, two stepwise multiple 

regression analyses were conducted with individual NPD and APD criteria included as predictors 

and primary and secondary psychopathy as the two dependent variables. 

 
Table 18 
 
NPD and APD Items from the SIDP-IV as Predictors of Primary Psychopathy in Female Psychiatric 
Patients 
 

 
Item 

Zero-
order r 

 
B 

Semi-
partial r 

 
β 

 
p 

 NPD 
Has a grandiose sense of self-importance .64 1.16 .20 .34 < .001 
Is preoccupied with fantasies of unlimited 

success, power, brilliance, beauty or ideal 
love 

.28 .13 .03 .03 .53 

Believes that he or she is “special” and unique .43 .14 .03 .04 .47 
Requires excessive admiration .27 -.02 -.003 -.01 .93 
Has a sense of entitlement .49 .05 .01 .02 .77 
Is interpersonally exploitative .64 -.04 -.01 -.01 .88 
Lacks empathy .47 .50 .13 .15 .003 
Is often envious of others or believes that  

others are envious of him or her 
.19 -.27 -.08 -.09 .06 

Shows arrogant, haughty behaviors or attitudes .59 -.04 -.01 -.01 .84 
 APD 
Failure to conform to social norms .26 -.27 -.05 -.08 .24 
Deceitfulness .70 .91 .17 .29 < .001 
Impulsivity or failure to plan ahead .32 .27 .06 .09 .20 
Irritability and aggressiveness .49 .18 .04 .06 .36 
Reckless disregard for safety of self or others .30 .09 .02 .03 .61 
Consistent irresponsibility .36 -.001 < .001 < .001 .99 
Lack of remorse .78 1.10 .26 .40 < .001 
Evidence of conduct disorder with onset  

before age 15 
.21 .07 .02 .03 .60 

Note. Primary psychopathy = PCL:SV Factor 1 score; NPD = narcissistic personality disorder; APD = antisocial 
personality disorder. 
 

As seen in Table 18, NPD and APD are equally important in predicting primary 

psychopathy in female patients. Scores on two NPD and two APD items contributed significantly 
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to the regression model, which accounted for 83% of the total variance in primary psychopathy 

(Adjusted R2 = .83, F [17, 80] = 28.19, p < .001). Specifically, the NPD items “grandiose sense 

of self-importance” (β = .34) and “lacks empathy” (β = .15), and APD’s “deceitfulness” (β = .29) 

and “lack of remorse” (β = .40) were significant predictors. Notably, these criteria are nearly 

identical to items included in the PCL:SV Interpersonal and Affective facets. 

Table 19 
 
NPD and APD Items from the SIDP-IV as Predictors of Secondary Psychopathy in Female Psychiatric 
Patients 
 

 
Item 

Zero-
order r 

 
B 

Semi-
partial r 

 
β 

 
p 

 NPD 
Has a grandiose sense of self-importance .16 .44 .08 .13 .09 
Is preoccupied with fantasies of unlimited 

success, power, brilliance, beauty or ideal 
love 

-.06 -.32 -.07 -.08 .14 

Believes that he or she is “special” and unique .07 -.07 -.02 -.02 .73 
Requires excessive admiration -.04 -.002 -.001 -.001 .99 
Has a sense of entitlement .15 .05 .01 .02 .77 
Is interpersonally exploitative .41 .25 .05 .08 .33 
Lacks empathy .21 .04 .01 .01 .82 
Is often envious of others or believes that 

others are envious of him or her 
.03 -.03 -.01 -.01 .82 

Shows arrogant, haughty behaviors or attitudes .15 -.36 -.07 -.11 .13 
 APD 
Failure to conform to social norms .67 .25 .05 .08 .30 
Deceitfulness .35 -.003 -.001 -.001 .99 
Impulsivity or failure to plan ahead .79 1.41 .30 .46 < .001 
Irritability and aggressiveness .63 .85 .19 .28 < .001 
Reckless disregard for safety of self or others .46 .10 .02 .03 .60 
Consistent irresponsibility .63 .52 .13 .17 .01 
Lack of remorse .52 .06 .01 .02 .76 
Evidence of conduct disorder with onset  

before age 15 
.52 .37 .11 .14 .02 

Note. Primary psychopathy = PCL:SV Factor 1 score; NPD = narcissistic personality disorder; APD = antisocial 
personality disorder. 
 
 Features of APD again proved to be of paramount importance in considerations of 

secondary psychopathy among female psychiatric patients (see Table 19). The inclusion of 

individual NPD and APD items in the second regression model accounted for 80% of the total 
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secondary psychopathy variance (Adjusted R2 = .80, F [17, 80] = 23.20, p < .001). However, 

only APD items emerged as significant predictors, including “impulsivity or failure to plan 

ahead” (β = .46), “irritability and aggressiveness” (β = .28), “consistent irresponsibility” (β = 

.17), and “evidence of conduct disorder with onset before age fifteen” (β = .14). Interestingly, 

with the exception of conduct disorder, most of these items reflect items from the Lifestyle, but 

not the Antisocial, facet of the PCL:SV. 

Female Psychopathy and Alexithymia 

 Hypotheses 5 and 6 examined the role of alexithymia in the affective and behavioral 

disturbances of psychopathy and Cluster B psychopathology. Predictably, alexithymia appears to 

play a prominent role in BPD.  As shown in Table 20, patients high in alexithymia displayed 

substantially more BPD traits (d = 1.29) than their low alexithymia counterparts. In comparison, 

however, alexithymia’s role in other Cluster B disorders (M d = 0.25) and psychopathy (d = 

0.28) was considerably more modest. Contrary to expectations, patients high in alexithymia 

evidenced only slightly higher levels of secondary psychopathy (PCL:SV Factor 2 d = 0.32) than 

their low alexithymia counterparts. Interestingly, highly alexithymic patients exhibited slightly 

higher PCL:SV Affective facet scores (d = 0.37) than patients low in alexithymia, implying a 

modest relationship between psychopathy’s deficits in emotional experience and the deficiencies 

in emotional awareness (i.e., difficulty identifying or describing feelings) observed in 

alexithymia. However, the current results clearly distinguish experientially and cognitively based 

affective deficits. In particular, alexithymia’s role in the emotional awareness and regulation 

difficulties specific to BPD (e.g., frantic efforts to avoid abandonment and affective instability) 

far surpasses its effects on the emotional experience deficits (e.g., shallow affect) common to 

psychopathy. 
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Table 20 
 
Psychopathy and Axis II Cluster B Traits in Female Psychiatric Patients with Alexithymia 
 
 High alexithymia 

(n = 48) 
Low alexithymia 

(n = 30) 
  

 M SD M SD F Cohen’s d 
Psychopathy 10.31 5.35 8.77 5.80 1.44 0.28 

PCL:SV Factor 1 3.81 3.14 3.30 2.98 .51 0.17 
Interpersonal facet 1.52 1.60 1.70 1.68 .22 -0.11 
Affective facet 2.29 1.86 1.60 1.94 2.48 0.37 

PCL:SV Factor 2 6.50 3.09 5.47 3.58 1.83 0.32 
Lifestyle facet 3.94 1.66 3.67 1.83 .46 0.16 
Antisocial facet 2.56 1.84 1.80 1.94 3.04 0.41 

APD 10.02 5.85 7.97 5.41 2.36 0.36 
BPD 17.21 5.14 10.41 5.47 30.08*** 1.29 
HPD 5.17 4.34 4.62 4.64 .27 0.12 
NPD 6.96 4.72 5.55 5.85 1.34 0.27 
Note. APD = antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic personality 
disorder; NPD = narcissistic personality disorder; A review of Levene statistics revealed no assumption violations. 
***p < .001. 
 
 The relationships of alexithymia features to psychopathy and Axis II Cluster B disorder 

traits were examined to further illuminate these unexpected findings. A similar pattern of results 

emerged (see Table 21). The key determinants of alexithymia in BPD appear to be difficulty 

identifying (r = .56) and describing (r = .43) one’s feelings. Notably, difficulty identifying 

feelings was also modestly correlated to HPD traits (r = .21), suggesting lack of emotional 

awareness may contribute to shallow, superficial emotions and attention-seeking behavior in 

female psychiatric patients. Associations between alexithymia and psychopathy were largely 

negligible (all rs < .20) in comparison. In contrast to BPD, alexithymia’s relationships to primary 

(r = .07) and secondary (r = .12) psychopathy were virtually non-existent in this sample of 

female psychiatric patients. 
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Table 21 
 
Relationships of Alexithymia to Psychopathy and Axis II Cluster B Traits in Female Psychiatric 
Patients 
 
  Alexithymia 
   

TAS-20 Total 
Alexithymia 

Difficulty 
Identifying 

Feelings 

Difficulty 
Describing 
Feelings 

Externally-
Oriented 
Thinking 

 r r r r 
Total PCL:SV psychopathy .11 .11 .03 .09 

PCL:SV Factor 1 .07 .12 -.02 .01 
Interpersonal facet -.06 .07 -.13 -.14 
Affective facet .16 .14 .08 .13 

PCL:SV Factor 2 .12 .05 .08 .14 
Lifestyle facet .04 -.03 .05 .11 
Antisocial facet .16 .13 .09 .15 

APD .11 .12 .08 .03 
BPD .54*** .56*** .43*** .17 
HPD .12 .21* .01 .02 
NPD .11 .19 .04 -.03 
Note. APD = antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic personality 
disorder; NPD = narcissistic personality disorder; To balance Type I and Type II error concerns, only correlations at 
the .01 level were considered statistically significant, while p values < .05 were interpreted as trends. 
*p < .05, ***p < .001. 
 
 Research has established the relationship of childhood trauma to alexithymia (Evren et 

al., 2009), BPD (Zlotnick et al., 1996), and elements of secondary psychopathy (Poythress, 

Skeem, & Lilienfeld, 2007). To evaluate competing hypotheses, a series of regression analyses 

were therefore conducted to evaluate the contributions of alexithymia and childhood trauma to 

(a) secondary psychopathy, and (b) the Axis II Cluster B (i.e., APD and BPD) traits conceptually 

related in behavior to secondary psychopathy in this sample. The interactive effects of 

alexithymia and childhood trauma were of particular interest for female patients. Three 

hierarchical regression analyses included secondary psychopathy, APD, and BPD as the 

dependent variables. Alexithymia and childhood trauma variables were entered in the first block, 

while their interactive effects (i.e., childhood trauma X alexithymia) were entered as a predictor 

in the second step for each separate analysis.5 Results are summarized in Table 22. 
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Table 22 
 

Alexithymia and Childhood Trauma as Predictors of Secondary Psychopathy, APD, and BPD in 
Female Psychiatric Patients 

 
 

Predictor 
Zero-
order r 

 
B 

Semi-
partial r 

 
β 

 
p 

Model 1 Secondary psychopathy 
Step 1 Alexithymia .11 .03 .12 .12 .27 
 Childhood trauma -.003 -.004 -.03 -.03 .80 

Model 2      
Step 1 Alexithymia -- .03 .11 .11 .29 
 Childhood trauma -- -.002 -.01 -.01 .92 
Step 2 Alexithymia X Childhood trauma .08 .001 .07 .07 .50 

  
Model 1 APD 

Step 1 Alexithymia .12 .06 .13 .13 .21 
 Childhood trauma -.05 -.02 -.08 -.08 .46 

Model 2      
Step 1 Alexithymia -- .06 .13 .13 .22 
 Childhood trauma -- -.02 -.07 -.07 .50 
Step 2 Alexithymia X Childhood trauma .04 < .001 .02 .02 .86 

  
Model 1 BPD 

Step 1 Alexithymia .54 .22 .47 .48 < .001 
 Childhood trauma .38 .07 .28 .28 .001 

Model 2      
Step 1 Alexithymia -- .22 .47 .49 < .001 
 Childhood trauma -- .07 .26 .27 .003 
Step 2 Alexithymia X Childhood trauma -.12 -.001 -.07 -.07 .42 
Note. Alexithymia = TAS-20 total score; Childhood trauma = CTQ total score; Secondary psychopathy = PCL:SV 
Factor 2; APD = antisocial personality disorder; BPD = borderline personality disorder. 
 

Alexithymia and childhood trauma contributed chiefly to BPD traits in female psychiatric 

patients in the current study. Surprisingly, regression models were not significant for either 

secondary psychopathy (Adjusted R2 = -.01, F [2, 94] = .63, p = .54) or APD (Adjusted R2 = -

.002, F [2, 94] = .91, p = .41), accounting for only about 1% of the total variance in both cases. 

The addition of the alexithymia X childhood trauma interaction term to the models did not 

enhance secondary psychopathy (Adjusted R2 = -.01, Δ R2 = .01, Δ F = .47, p = .50) or APD 

(Adjusted R2 = -.01, Δ R2 < .001, Δ F = .03, p = .86) predictions. In contrast, alexithymia and 
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childhood trauma both significantly predicted BPD (Adjusted R2 = .35, F [2, 94] = 27.16, p < 

.001; see Table 21 for predictor estimates), accounting for 35% of total BPD variance. 

Alexithymia (semi-partial r = .47) contributed more to the model than childhood trauma (semi-

partial r = .28). However, the inclusion of the alexithymia X childhood trauma interaction had no 

effect on predictions of BPD (Adjusted R2 = .35, Δ R2 = .004, Δ F = .65, p = .42).  

 An additional, stepwise regression analysis evaluated the primary contributing factors of 

alexithymia and childhood trauma to BPD in this sample of female psychiatric patients. The 

overall model was significant (Adjusted R2 = .38, F [8, 88] = 8.19, p < .001). Interestingly, only 

difficulty identifying one’s feelings (semi-partial r = .25) and childhood emotional abuse (semi-

partial r = .25) emerged as significant predictors of BPD. The effects of the remaining 

alexithymia (M semi-partial r = .10) and abuse (M semi-partial r = -.03), as well as both neglect 

(M semi-partial r = .02) predictors were largely negligible (see Table 23). In combination, these 

findings suggest that female psychiatric patients high in BPD traits have extensive emotional 

abuse histories, and correspondingly experience difficulties identifying their own emotions. 

However, secondary psychopathy and APD traits are not similarly contingent upon any 

alexithymia or childhood trauma variables in these individuals. 

Table 23 
 

Alexithymia and Childhood Trauma as Predictors of BPD in Female Psychiatric Patients 
 

 
Predictor 

Zero-
order r 

 
B 

Semi-
partial r 

 
β 

 
p 

 TAS-20 Alexithymia 
Difficulty Identifying Feelings .57 .09 .25 .34 .003 
Difficulty Describing Feelings .43 .13 .09 .12 .25 
Externally-Oriented Thinking .17 .10 .10 .11 .21 
 CTQ Childhood trauma 
Emotional Abuse .48 .36 .22 .34 .01 
Physical Abuse .24 -.06 -.04 -.06 .61 
Sexual Abuse .21 -.004 -.01 -.01 .95 
Emotional Neglect .28 -.06 -.04 -.06 .59 
Physical Neglect .29 .13 .08 .11 .35 
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Suicide-Related Behavior and Aggression in Female Psychopathy 

 Secondary psychopathy is a robust predictor of negative behavioral outcomes in male 

samples (Leistico et al., 2008). However, psychopathy’s utility in predicting violence and 

aggression among females is less clear (e.g., Salekin et al., 1998). A tendency for psychopathic 

females to engage in suicide-related behaviors (i.e., aggression against the self instead of others) 

is a previously unexplored, plausible alternative to account for gender differences in aggression. 

Hypothesis 7 evaluated these competing models in this sample of female psychiatric patients.  

First, the effect of psychopathy alone on suicide-related versus aggressive behavior was 

explored. Two separate, parallel regression analyses were conducted, with secondary 

psychopathy (i.e., PCL:SV Factor 2 total scores6) as the predictor variable and past suicide-

related behavior (i.e., a composite of SADS intent and lethality ratings) and past aggression (i.e., 

IPAS total scores) as dependent variables, respectively. 

 Contrary to expectations, secondary psychopathy was not a particularly compelling 

predictor of either past suicide-related behavior or past aggression in female psychiatric patients. 

Results indicated that secondary psychopathy levels were more influential in predicting past 

aggression (B = 1.64, p = .002) than suicide-related behavior (B = .03, p = .81) in this sample. 

However, secondary psychopathy alone accounted for less than 10% of total variance in both 

analyses. On this point, secondary psychopathy only accounted for 9% of past aggression 

variance (Adjusted R2 = -.09, F [1, 97] = 10.62, p = .002), and a mere 1% of the variance in past 

suicide-related behavior (Adjusted R2 = -.01, F [1, 97] = .06, p = .81).  

Additional, theoretically relevant predictor variables (i.e., APD and BPD) were also 

examined in predicting past suicide-related behavior and aggression. A series of separate, 

parallel stepwise multiple regression analyses were conducted, introducing secondary 
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psychopathy, APD, and BPD as predictors7 of past suicide-related behavior and aggression. 

Initial examination of the regression models revealed no violations of analysis assumptions, and 

no problems with multicollinearity (i.e., tolerance > .20 and VIF < 4.00) were indicated. Table 

24 presents a summary of these analyses. 

Table 24 
 

Psychopathy and Axis II Cluster B Traits as Predictors of Suicide-Related Behavior and 
Aggression in Female Psychiatric Patients 

 
 

Predictor 
Zero-
order r 

 
B 

Semi-
partial r 

 
β 

 
p 

 Suicide-related behavior 
Secondary psychopathy .02 .09 .04 .07 .70 
APD .01 -.08 -.06 -.11 .58 
BPD .17 .12 .18 .19 .08 
 Aggression 
Secondary psychopathy .31 -1.11 -.12 -.21 .14 
APD .48 1.60 .28 .54 < .001 
BPD .55 1.17 .40 .43 < .001 
 Impulsive aggression 
Secondary psychopathy .24 -.33 -.06 -.12 .45 
APD .37 .53 .17 .32 .04 
BPD .57 .75 .47 .49 < .001 
 Premeditated aggression 
Secondary psychopathy .31 -.78 -.14 -.26 .10 
APD .49 1.07 .33 .62 < .001 
BPD .41 .42 .25 .27 .004 
Note. APD = antisocial personality disorder; BPD = borderline personality disorder; Secondary psychopathy = 
prorated PCL:SV Factor 2 score; APD = prorated SIDP-IV APD score; BPD = prorated SIDP-IV BPD score; 
Suicide-related behavior = a composite of SADS intent and lethality ratings for patients’ most serious instance of 
self-harm in the past six months; Aggression = IPAS total score; Impulsive aggression = IPAS Impulsive 
Aggression scale; Premeditated aggression = IPAS Premeditated Aggression scale. 
 
 Unexpectedly, the combination of secondary psychopathy, APD, and BPD was more 

predictive of past aggression than past suicide-related behavior. In regards to the latter, the 

combination of these predictor variables accounted for a negligible amount of variance in the 

overall model (Adjusted R2 = .002, F [3, 94] = 1.06, p = .37). Interestingly, even BPD traits were 

not particularly useful in predicting past suicide-related behavior in this sample (see Table 23). 
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In contrast, BPD (semi-partial r = .40) and APD (semi-partial r = .28) traits emerged as 

significant predictors of past aggression, with the overall model accounting for a comparatively 

large percentage of total aggression variance (Adjusted R2 = .41, F [3, 94] = 23.27, p < .001). 

 In further examination of these findings, virtually identical stepwise regression analyses 

were conducted for impulsive and premeditated aggression. Both models were significant, 

accounting for approximately one-third of the total variance in both impulsive (35%; Adjusted R2 

= .35, F [3, 94] = 18.23, p < .001) and premeditated (31%; Adjusted R2 = .31, F [3, 94] = 15.49, 

p < .001) aggression. However, the differing pattern of predictor contributions between models is 

particularly interesting. BPD (semi-partial r = .47) emerged as the primary predictor of impulsive 

aggression, uniquely accounting for 22.1% and more than half of the model’s total (i.e., 35%) 

variance. In contrast, APD (semi-partial r = .33) was principally responsible for the variance in 

premeditated aggression (10.9%). In comparison to impulsive aggression, BPD accounted for an 

appreciable, though more modest, 6.3% of the total variance in premeditated aggression. In 

summary, these findings suggest that female psychiatric patients high in BPD traits are 

particularly prone to impulsive aggression, while those with high levels of both APD and BPD 

features are likely to engage in premeditated aggression.  

Secondary psychopathy’s contribution to the premeditated aggression regression model 

merits attention. Interestingly, secondary psychopathy was moderately correlated (r = .31) with 

premeditated aggression, but its unique prediction of premeditated aggression absent the effects 

of APD and BPD was in the opposite direction (B = -.78, semi-partial r = -.14) at a trend level (p 

= .10; see Table 24). Although the magnitude of these findings is admittedly small, they suggest 

that psychopathy levels may demonstrate some utility in predicting premeditated aggression 

among female psychiatric patients who display few APD and BPD traits. 
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As noted previously, the failure of secondary psychopathy, APD, and BPD to predict 

suicide-related behavior was utterly unexpected. For this reason, the relationships of suicide-

related behavior with psychopathy facets and Axis II Cluster B traits were further investigated to 

determine the relevant correlates of suicidal behavior in female psychiatric patients. 

Relationships to impulsive and premeditated aggression were also examined to facilitate 

comparisons between self- and other-directed aggressive behaviors. Table 25 presents the results 

of these analyses. 

Table 25 
 
Correlations of Suicide-Related Behavior and Aggression to Psychopathy and Axis II Cluster B Traits in 
Female Psychiatric Patients 
 

  IPAS Aggression 
 

Scale 
Suicide-related 

behavior 
Total 

aggression 
Impulsive 
aggression 

Premeditated 
aggression 

 Psychopathy 
PCL:SV Psychopathy total .01 .44*** .33** .44*** 

PCL:SV Factor 1 < .001 .42*** .31** .43*** 
Interpersonal facet -.01 .34** .27** .33** 
Affective facet .01 .40*** .28** .43*** 

PCL:SV Factor 2 .02 .31** .24* .31** 
Lifestyle facet .03 .31** .22* .32** 
Antisocial facet .01 .24* .23* .20* 

 Cluster B Traits 
APD .01 .48*** .37*** .49*** 
BPD .17 .55*** .57*** .41*** 
HPD .01 .48*** .50*** .35*** 
NPD .01 .34** .28** .32** 
Note. APD = antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic personality 
disorder; NPD = narcissistic personality disorder; To avoid criterion contamination, one PCL:SV, one SIDP-IV 
APD, and two SIDP-IV BPD items related to suicide and aggression were eliminated and scores were prorated using 
the same method as previous regression analyses (see end notes 6 and 7); Suicide-related behavior = a composite of 
SADS intent and lethality ratings for patients’ most serious instance of self-harm in the past six months; Total 
aggression = IPAS total score; Impulsive aggression = IPAS Impulsive Aggression scale; Premeditated aggression = 
IPAS Premeditated Aggression scale; Fisher r-to-Z transformations evaluated the significance between suicide-
related behavior and total aggression correlation coefficients; Italicized (p < .05) and bold-face (p < .01) type denote 
significantly different correlations between factors; To balance Type I and Type II error concerns, only correlations 
at the .01 level were considered statistically significant, while p values < .05 were interpreted as trends. 
*p < .05, **p < .01, ***p < .001. 
 
 Interestingly, suicide-related behavior appears virtually unrelated to psychopathy (M r = 

.01) and Cluster B personality disorder traits in this sample of female psychiatric patients. 
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Regarding Cluster B traits in particular, associations with suicide-related behavior were 

negligible (M r = .01) aside from a surprisingly low, non-significant correlation with BPD 

features (r = .17). With the exception of the PCL:SV Antisocial facet, all psychopathy and Axis 

II Cluster B variables were more highly associated with aggression than suicide-related behavior 

(see Table 24). Further examination revealed no significant differences between subtypes of 

aggression (all ps > .05). In combination, these results indicate that female psychiatric patients 

high in psychopathy and Axis II Cluster B traits may be prone to impulsive and premeditated 

aggressive behavioral displays. However, this clinical information is not useful in distinguishing 

those patients at heightened risk for suicide-related behavior. 

 A crucial question was whether the relatively low levels of psychopathy possessed by 

patients in the current sample were artificially lowering any existing relationships between Axis 

II pathology and suicide-related behavior. To investigate this possibility, further correlational 

analyses were limited to those female patients classified as potentially psychopathic (PCL:SV > 

12; n = 35). As illustrated in Table 26, associations of suicide-related behavior to psychopathy 

improved slightly, particularly for PCL:SV Factor 2 elements. Interestingly, patients prone to 

engaging in criminal behavior displayed slightly lower levels of suicide-related behavior (r = -

.34), possibly suggesting that antisocial behavior may serve as a protective factor for self-harm in 

female psychiatric patients with prominent psychopathic traits. Nonetheless, relationships of 

psychopathy and Cluster B traits were stronger for aggression as compared to suicide-related 

behavior. Notably, BPD’s slight correlation (r  = .17; see Table 26) with suicide-related behavior 

virtually disappeared (r = .03) among potentially psychopathic patients. In contrast, a moderate 

association (r = .48) between BPD and aggression remained in this restricted sample. 
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Table 26 
 
Correlations of Suicide-Related Behavior and Aggression to Psychopathy and Axis II 
Cluster B Traits in Potentially Psychopathic Female Psychiatric Patients 
 

Scale Suicide-related behavior Aggression 
 Psychopathy 
PCL:SV Psychopathy total -.18 .32 

PCL:SV Factor 1 .09 .41* 
Interpersonal facet .04 .40* 
Affective facet .10 .25 

PCL:SV Factor 2 -.32 -.10 
Lifestyle facet -.15 -.02 
Antisocial facet -.34* -.12 

 Cluster B Traits 
APD -.01 .26 
BPD .03 .48** 
HPD -.09 .30 
NPD .08 .38* 

Note. Potentially psychopathic = PCL:SV > 12; APD = antisocial personality disorder; BPD = borderline personality disorder; 
HPD = histrionic personality disorder; NPD = narcissistic personality disorder; To avoid criterion contamination, one PCL:SV, 
one SIDP-IV APD, and two SIDP-IV BPD items related to suicide and aggression were eliminated and scores were prorated 
using the same method as previous regression analyses (see end notes 6 and 7); Suicide-related behavior = a composite of SADS 
intent and lethality ratings for patients’ most serious instance of self-harm in the past six months; Total aggression = IPAS total 
score; Impulsive aggression = IPAS Impulsive Aggression scale; Premeditated aggression = IPAS Premeditated Aggression 
scale; Fisher r-to-Z transformations evaluated the significance between suicide-related behavior and total aggression correlation 
coefficients; Italicized (p < .05) and bold-face (p < .01) type denote significantly different correlations between factors; To 
balance Type I and Type II error concerns, only correlations at the .01 level were considered statistically significant, while p 
values < .05 were interpreted as trends. 
*p < .05, **p < .01. 
 
 An alternative explanation for the lack of association between suicide-related behavior 

and both psychopathy and Axis II Cluster B traits could involve the differentiation between Axis 

I and Axis II psychopathology. In particular, the effects of Axis I symptoms in these female 

psychiatric inpatients on suicide-related behavior could potentially overshadow any existing 

relationships with Axis II traits. To explore this possibility, additional correlations of past 

suicide-related behavior and aggression with variables related to Axis I psychopathology were 

also investigated. Symptoms of childhood trauma and dissociation were examined, each having 

clear applications to DSM-IV-TR Axis I disorders. Additionally, alexithymia was included in 

these analyses since previous research (e.g., Fenwick & Sullivan, 2011; Zlotnick et al., 2001) has 

underscored its association with features of several Axis I disorders.  
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As presented in Table 27, alexithymia and dissociative experiences were unexpectedly 

more highly associated with past aggression than suicide-related behavior. In regards to 

alexithymia, difficulty identifying one’s feelings was moderately related to aggression (r = .47) 

but virtually unrelated to suicide-related behavior (r = .08) in these female psychiatric patients. 

Symptoms of dissociation including memory loss, detachment from oneself and a sense of 

unreality, and preoccupation resulting in distraction from one’s surroundings were similarly 

more highly related to aggression than suicide-related behavior (see Table 27 for DES-II scale 

correlations). In contrast, childhood trauma history was almost completely unrelated to both past 

suicide-related behavior (M r = .08) and aggression (M r = .06), besides a slight correlation 

between childhood emotional abuse and past aggression (r = .21). 

Table 27 
 
Correlations of Suicide-Related Behavior and Aggression to Alexithymia and Trauma-
Related Variables in Female Psychiatric Patients 
 
  Suicide-related 

behavior 
 

Aggression 
 Alexithymia 
TAS-20 Alexithymia .15 .43*** 

Difficulty Identifying Feelings .08 .47*** 
Difficulty Describing Feelings .15 .27** 
Externally-Oriented Thinking .13 .18 

 Trauma 
CTQ Childhood trauma .10 .09 

Emotional Abuse .08 .21* 
Physical Abuse -.01 .15 
Sexual Abuse .14 .02 
Emotional Neglect .07 -.09 
Physical Neglect .08 .10 

DES-II Dissociative experiences .09 .51*** 
Amnesia .10 .39*** 
Depersonalization/Derealization .11 .39*** 
Absorption .09 .52*** 

Note. Suicide-related behavior = a composite of SADS intent and lethality ratings for patients’ most serious instance of self-harm 
in the past six months; Aggression = IPAS total score; Fisher r-to-Z transformation evaluated the significance between 
correlation coefficients; Italicized (p < .05) and bold-face (p < .01) type denote significantly different correlations between 
factors; To balance Type I and Type II error concerns, only correlations at the .01 level were considered statistically significant, 
while p values < .05 were interpreted as trends.  
*p < .05, **p < .01, ***p < .001. 
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In summary, suicide-related behavior was virtually unrelated to psychopathy, Axis II 

Cluster B disorders, trauma variables, and alexithymia among female patients in this study. One 

final inquiry explored potential contributions to suicide-related behavior at the specific trait (i.e., 

item) level in an effort to explain these findings. As previously noted, the lack of association 

between BPD and past suicide-related behavior was completely unexpected. As a final analysis, 

differences were examined at the Cluster B symptom level. Given the number of analyses, 

concerns for Type I and Type II errors were balanced by interpreting group differences 

significant at the .01 level. For simplicity, only significant results and non-significant trends are 

included in Table 28. All the analyses may be found in Appendix C. 

Table 28 
 
Suicide-Related Behavior in Female Psychiatric Patients with and without DSM-IV-TR Axis II Cluster B 
Disorder Criteria Producing Significant Group Differences 
 
     

Present 
 

Absent 
  

Criteria M SD M SD F Cohen’s d 
 BPD 
Recurrent suicidal behavior, gestures, or   
threats, or self-mutilating behavior 

4.57 3.98 1.93 3.58 11.94** 0.70 

Transient, stress-related paranoid ideation 
or severe dissociative symptomsa 

3.72 4.17 2.16 3.47 4.00* 0.40 

 HPD 
Displays rapidly shifting and shallow 
expression of emotions 

5.06 3.99 2.73 3.88 4.79* 0.60 

Has a style of speech that is excessively 
impressionistic and lacking in detailb 

1.38 1.92 3.27 4.07 5.54* -0.48 

aWelch’s t statistic is reported instead of the F statistic after preliminary analyses revealed that the assumption of 
homogeneity of variances was violated (Levene statistic = 4.74, p = .03) in this analysis. 
bWelch’s t statistic is reported instead of the F statistic after preliminary analyses revealed that the assumption of 
homogeneity of variances was violated (Levene statistic = 6.20, p = .02) in this analysis. 
*p < .05, **p < .01. 

 Two BPD and two HPD criteria produced at least trend-level group differences in 

suicide-related behavior. Not surprisingly, evidence of recurrent suicidal behavior from BPD was 

most reliably indicative of past suicide-related behavior, producing appreciable group differences 
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(d = 0.70) that exceeded (p = .001) trend-level significance. Female psychiatric patients 

displaying transient paranoid ideation or severe dissociative symptoms in relation to stress (d = 

0.40) and rapidly shifting, shallow emotional expressions (d = 0.60) also exhibited moderately 

more past suicide-related behavior than their counterparts without these traits. Interestingly, 

suicide-related behavior was lower in patients with an excessively impressionistic style of speech 

(d = -0.48), suggesting that this interpersonal style may serve as a protective factor from suicidal 

acts. Predictably, these results indicate that a key predictor of past suicide-related behavior in 

female psychiatric patients is a recurring tendency to engage in acts of self-harm. However, 

consideration of additional BPD and HPD items may also have some degree of predictive utility. 

A scale was constructed using the three non-suicidal items to evaluate this possibility. 

BPD’s “recurrent suicidal behavior” item was not included in the scale for two reasons: (a) to 

avoid criterion contamination, and (b) because it had already demonstrated sufficient utility in 

identifying individuals prone to suicide-related behavior. The “impressionistic speech” HPD 

item was reverse-coded to account for the opposite direction of group differences relative to 

other scale items. The newly constructed scale was significantly correlated (r = .27, p = .01) with 

past suicide-related behavior in female psychiatric patients, and significantly predicted (B = .68) 

suicide-related behavior when entered into a regression analysis (Adjusted R2 = .07, F [1, 96] = 

7.69, p = .01). Despite the model’s significance, this scale yielded only very small gains (i.e., 7% 

of total variance) in predicting past suicide-related behavior. In evaluating competing 

hypotheses, however, this scale accounted for two times the total variance in aggression (14%; 

Adjusted R2 = .14, F [1, 96] = 16.26, p < .001) compared to suicide-related behavior (7%). 

However, the variance accounted for by both models was still modest. The combination of these 

results suggests that the scale of BPD and HPD items is more highly predictive of past 
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aggression than past suicide-related behavior; however, the largest differences (d = 0.70; see 

Table 28) in suicide-related behavior occur for female patients who routinely engage in suicidal 

acts. 

Hypothesis 8 was intended to evaluate alexithymia as a potential mechanism underlying 

the relationships of suicide-related behavior to BPD and secondary psychopathy in female 

psychiatric patients. However, this mediation analysis (Baron & Kenny, 1986) could not be 

performed because suicide-related behavior’s associations with BPD, secondary psychopathy, 

and alexithymia were unexpectedly low in the current study (all rs < .20 and ps > .05; see Tables 

25 and 26 for these estimates). Consequently, an analysis was conducted to examine the 

potentially mediating effects of alexithymia on the relationships of BPD and APD to aggression. 

As noted previously in this section, BPD and APD emerged as significant predictors of 

aggression (semi-partial rs = .40 and .28, respectively; see Table 24) and as such, served 

appropriately as competing hypotheses in the present mediation analyses.  

Table 29 
 
Mediation Analysis of Alexithymia as a Mechanism for the Relationships of BPD and APD to Aggression 
in Female Psychiatric Patients 
 
 Model summary Predictors 

 
Regression 

Adjusted 
R2 

 
F 

Zero-
order r 

 
B 

 
β 

 
p 

 Mediation analysis #1: BPD 
BPD-Alexithymia .27 37.31*** .53 1.14 .52 < .001 
BPD-Aggression .29 40.81*** .55 1.50 .55 < .001 
BPD+Alexithymia–Aggression  .31 22.84*** -- -- -- -- 

Predictor #1: BPD -- -- .55 1.22 .45 < .001 
Predictor #2: Alexithymia -- -- .43 .24 .19 .06 

 Mediation analysis #2: APD 
APD-Alexithymia .001 1.05 .10 .24 .10 .31 
APD-Aggression .23 29.32*** .48 1.44 .48 < .001 
APD+Alexithymia–Aggression .36 28.78*** -- -- -- -- 

Predictor #1: APD -- -- .48 1.33 .44 < .001 
Predictor #2: Alexithymia -- -- .43 .49 .38 < .001 

Note. BPD = prorated SIDP-IV BPD score; Alexithymia = TAS-20 total score; Aggression = IPAS total score; APD 
= prorated SIDP-IV APD score; Each mediation analysis involved three separate regression analyses; BPD-
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Alexithymia = Regression with BPD as the predictor and alexithymia as the DV; BPD-Aggression = Regression 
with BPD as the predictor and aggression as the DV; BPD+Alexithymia-Aggression = Regression with BPD and 
alexithymia as predictors and aggression as the DV; APD-Alexithymia = Regression with APD as the predictor and 
alexithymia as the DV; APD-Aggression = Regression with APD as the predictor and aggression as the DV; 
APD+Alexithymia-Aggression = Regression with APD and alexithymia as predictors and aggression as the DV. 
***p < .001. 
 
 Using the criteria recommended by Baron and Kenny (1986), alexithymia served as a 

partial mediator of the relationship between BPD and aggression in this sample of female 

psychiatric patients. As summarized in Table 29, BPD traits significantly predicted both 

alexithymia and aggression. Alexithymia subsequently constituted a marginally significant 

predictor of aggression (β = .19). Furthermore, the introduction of alexithymia into the 

regression equation slightly reduced (Δ β = .10) BPD traits’ contribution to aggression 

predictions, indicating alexithymia’s partially mediating influence. In other words, alexithymia 

partially accounted for the mechanism by which BPD traits resulted in aggression among female 

psychiatric patients in the present study. 

 Alexithymia did not mediate female patients’ relationship between APD and aggression. 

First, APD traits were only modestly related (r = .10) to alexithymia, accounting for less than 1% 

of alexithymia’s total variance in the prediction model (see Table 29). Moreover, APD produced 

a comparably strong (r = .48) association with aggression, and the introduction of alexithymia 

into the model did not appreciably lower APD’s utility (Δ β = .04) in predicting aggression. In 

contrast to BPD, the present findings suggest that APD’s effects on aggression in female 

psychiatric patients tend to occur irrespective of patients’ levels of alexithymia. 
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CHAPTER 4 

DISCUSSION 

 As a clinical construct, psychopathy has consistently been championed by prominent 

researchers (Leistico et al., 2008; Salekin et al., 1996; Walters, 2003) as a prevailing indicator of 

future risk because of its robust association with negative behavioral outcomes. As a rule, the 

construct of psychopathy connotes particularly negative images of remorseless individuals who 

callously take advantage of others and are relatively unconcerned about the potentially 

devastating effects of their actions. Psychopathy classifications may be used to justify 

recommendations for lengthier sentences, denial of subsequent supervised release, and 

heightened perceptions of dangerousness in forensic settings (e.g., Cunningham & Reidy, 1998; 

Edens, Desforges, Fernandez, & Palac, 2004). Beyond forensic settings, mental health 

professionals may be particularly skeptical of psychiatric patients who present with prominent 

psychopathic traits precisely because of these negative behavioral outcomes and perceived 

resistance to treatment efforts (see Harris & Rice, 2006). 

 This stigma for psychopathy has persisted despite recent, convincing criticisms (Salekin, 

2002; Salekin, Worley, & Grimes, 2010) of the therapeutic pessimism pervading the 

psychopathy literature. In particular, the limited scope of existing psychopathy research prevents 

broad generalizations of negative outcomes. For instance, the majority of psychopathy studies 

fail to consider competing hypotheses. As a result, studies’ conclusions are limited to 

establishing only that psychopathy predicts relevant behavioral outcomes, without comparisons 

to other clinical constructs (Rogers & Rogstad, 2010; Vitacco, Salekin, & Rogers, 2009). Some 

researchers (e.g., Rogstad & Rogers, 2008; Vitale & Verona, 2006) have cautioned against the 

uncritical application of psychopathy to female samples given its validation with primarily male 
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offenders. This caution is particularly compelling given notable gender differences in personality 

(Forouzan & Cooke, 2005; Rutherford et al., 1998) and behavioral (Dolan & Völlm, 2009; 

Rutherford et al., 1995, 1998) trait expressions of psychopathy. 

 The current study expressly sought to address the psychopathy literature’s notable 

omission of competing hypotheses with female samples. Specifically, the essential features of 

psychopathy were evaluated in female psychiatric patients with substantial trauma and substance 

use histories. Relevant personality (i.e., Axis II Cluster B disorder traits and alexithymia) and 

behavioral (i.e., suicide-related behavior and aggression) correlates with clear clinical 

implications were also included in this investigation. The expectation was that primary 

psychopathy in female patients would emphasize interpersonal and affective psychopathy 

features in addition to histrionic personality disorder (HPD) traits. In contrast, secondary 

psychopathy was predicted to reflect a combination of borderline personality disorder (BPD) 

traits and lifestyle and antisocial elements of psychopathy. An attenuated emphasis on the 

antisocial elements of psychopathy was further expected in this sample of psychiatric patients. In 

employing competing hypotheses, preferential associations of secondary psychopathy were 

predicted for past suicide-related behavior over past aggression. Furthermore, alexithymia was 

expected to mediate these relationships as a mechanism through which personality traits manifest 

as behavior, particularly since current conceptualizations of alexithymia highlight its core 

deficits in emotional regulation (e.g., Vidal et al., 2010). 

Female Psychopathy in Psychiatric Patients 

 Surprisingly few studies have systematically evaluated core features of psychopathy in 

female psychiatric patients. The Psychopathy Checklist–Revised (PCL-R; Hare, 2003) manual a 

acknowledges the importance of gender in psychopathy evaluations, presenting alternative norms 
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and interpretive methodologies for female offenders. In contrast, the earlier Psychopathy 

Checklist: Screening Version (PCL:SV; Hart et al., 1995) fails to consider the potential influence 

of gender on its conceptualization of psychopathy despite its frequent use with females in 

forensic and non-forensic settings. Findings from the current study highlight the limits of 

psychopathy’s role in predicting clinical outcomes in female patients, particularly regarding 

negative behavioral outcomes. These findings and their clinical and forensic implications are 

discussed in the following sections. 

Female Psychopathy and Axis II Personality Disorders 

 Offenders and psychiatric patients routinely present with Axis II personality disorders 

that present formidable challenges to treatment compliance and success. Research (Blackburn, 

2007a; Blackburn & Coid, 1998; Blackburn et al., 2005; Rogers et al., 2007; Salekin et al., 1997; 

Warren et al., 2003) has established that psychopathic individuals in forensic settings present 

with a complex interplay of character pathology traits not limited in scope to psychopathy. 

Extensive comorbidity of psychopathy and Axis II psychopathology, particularly Cluster B 

personality disorders, often occurs in male (e.g., Blackburn & Coid, 1998) and female (e.g., 

Warren et al., 2003) offenders. This overlap likely reflects the syndromes’ shared emphases on 

extreme, erratic emotional and behavioral displays coupled with problematic interpersonal styles.  

 The latent structure of psychopathy and Cluster B disorders has generated considerable 

debate and associated controversy. Research has generally supported the dimensionality of 

psychopathy (Edens et al., 2006; Walters et al., 2007) and personality disorders (Widiger, 2011; 

Widiger & Trull, 2007) over their existence as distinct clinical entities. Blackburn and colleagues 

(Blackburn, 2007b; Blackburn & Coid, 1998, 1999) have been particularly vocal in asserting that 

psychopathy reflects a common underlying diathesis combined with other personality disorder 
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features. In their view, psychopathy represents not a separate category of personality disorder, 

but rather a superordinate dimension of personality pathology that incorporates traits from 

several relevant disorders. 

 The present findings further indicate the dimensionality of psychopathy and Axis II 

Cluster B traits in female psychiatric patients.  Of the Axis II personality disorders, antisocial 

personality disorder (APD) has consistently emerged as the one most closely aligned with 

psychopathy (e.g., APA, 2000; Blackburn & Coid, 1998; Hare, 1996, 2003; Rutherford et al., 

1996, 1997; Salekin et al., 1997; Warren et al., 2003). The current study was no exception, with 

relationships between APD traits and psychopathy ranging from moderate (Interpersonal facet r 

= .47) to high (Antisocial facet r = .80). However, Blackburn (2007b) recently proposed that 

narcissistic personality disorder (NPD) and HPD traits are as closely affiliated with psychopathy 

as APD. Results from this study extend this conclusion to the facet level. Using Cohen’s (1988) 

benchmark (i.e., r > .50) to denote magnitude, large correlations resulted for APD traits and the 

Affective, Lifestyle, and Antisocial facets of psychopathy, while HPD and NPD traits were more 

highly associated with the Interpersonal facet. In combination, these findings suggest the 

association between psychopathy and APD in female psychiatric patients is primarily reflected 

by commonalities in their deficient affective experience as well as impulsive, irresponsible, and 

antisocial behavioral expressions. In contrast, the alignment between psychopathy, NPD, and 

HPD is reflected chiefly by a superficial, grandiose interpersonal style. 

 These findings are instructive in relation to psychopathy and Axis II personality disorder 

conceptualization. Based on clinical tradition, categorical models for both constructs have 

persisted despite clear and consistent evidence of their dimensional nature. For instance, recent 

criticisms (e.g., Widiger, 2011) of the proposed dimensional approach to personality disorder 
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conceptualization in the fifth edition of the Diagnostic and Statistical Manual of Mental 

Disorders subsequently resulted in the retention of discrete personality disorder diagnostic 

categories (APA, 2013). In regards to psychopathy, researchers and clinicians routinely utilize 

the cut scores recommended by Hare (2003) to distinguish psychopaths from non-psychopaths. 

A review by Thomas-Peter (1992) thoughtfully suggested that reluctance to consider 

psychopathy dimensionally may stem from overly strict adherence to traditional construct 

conceptualizations. As an illustrative example, Cleckley’s (1976) seminal work included case 

studies that were clearly defined as “psychopaths” despite marked variation in their expression of 

psychopathic features.  

Recent research (Boccaccini, Murrie, Clark, & Cornell, 2008; Edens et al., 2004; Edens, 

Colwell, Desforges, & Fernandez, 2005; Jones & Cauffman, 2008) on the negative effects of 

psychopathy labels urgently cautions against the practice of classifying psychopathy.  

Specifically, the term “psychopath” is a prejudicial description likely to beget negative biases. In 

forensic settings, Jones and Cauffman (2008) found that judicial perceptions of risk were 

heightened when a juvenile was categorized as a psychopath compared to no diagnostic 

information provided.  Judges in this study were consequently likely to view these youths as 

unamenable to treatment and recommend more restrictive punishments. Increased risk 

perceptions have also been observed for adult offenders with diagnostic labels (Edens et al., 

2004, 2005).  

An intriguing question that merits further investigation is whether psychopathic females 

would suffer similarly negative effects of categorical psychopathy descriptions. Few studies have 

considered female samples. Hare (2003) recommends the use of psychopathy classifications 

despite recent evidence of the construct’s dimensional nature (Coid & Ullrich, 2010; Edens et al., 
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2006; Walters et al., 2007) and the negative effects of such categorizations (e.g., Jones & 

Cauffman, 2008). Ethically speaking, a critical concern for clinicians is employing the least 

stigmatizing method to communicate maladaptive features (American Psychological 

Association, 2010), yet accurately convey relevant diagnostic information. Clearly, the specific 

wording used to denote psychopathy or Cluster B traits can have profound effects on perceptions 

of dangerousness and treatment amenability in clinical (e.g., psychological reports, treatment 

progress) and forensic (e.g., forensic reports, expert testimony) settings. Identifying the most 

unbiased means to impart diagnostic information is crucial, particularly since mental health 

professionals are not immune to the pejorative effects of labeling (Chauham, Burnette, & 

Repucci, 2007). 

The asymmetrical relationships observed for classifications of psychopathy and Cluster B 

pathology in female psychiatric patients provide further evidence of extensive comorbidity. The 

most striking disparities in classification rates for psychopathy occurred in APD and BPD. 

Rogers and Rogstad (2010) recently proposed that much of the asymmetry between psychopathy 

and APD in particular may be an artifact of cut scores, with psychopathy held to a more stringent 

standard than its Cluster B counterpart. In line with this notion, differences in disparities in the 

present study shrank considerably when Axis II disorders were held to the psychopathy 

benchmark (i.e., > 75%). These changes were especially striking for APD (from 71.4% to 

15.0%) and BPD (from 74.0% to 20.6%). Coid and Ullrich (2010) recently postulated that 

psychopathy and APD reflect a continuum of antisociality, with psychopathy functioning as a 

more severe variant of APD. The current findings support this relationship, further suggesting 

considerable overlap exists between female psychopathy, APD, and BPD traits.  
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The relationship of BPD, psychopathy, and APD may reflect general similarities in 

impulsivity, since this characteristic is common to all three constructs. Leading models 

(Evenden, 1999; Swann et al., 2002) of impulsive behavior emphasize two conceptually distinct 

pathways. First, impulsivity may result from an individual’s inability to properly evaluate a 

stimulus before responding to it (i.e., rapid-response impulsivity). In contrast, a person may have 

difficulty delaying instant gratification in favor of greater long-term rewards (i.e., delay-

discounting impulsivity).  

Future examinations of these impulsivity trajectories in female samples are needed. 

Research (e.g., Blair et al., 2004; Lykken, 1957; Newman & Kosson, 1986) using passive-

avoidance paradigms (i.e., requiring participants to inhibit behavior that elicits either punishment 

or loss of previous reward) have underscored the importance of the second mechanism in 

psychopathic males. Notably, similarly poor passive avoidance learning has been documented in 

female offenders with BPD (Hochausen, Lorenz, & Newman, 2002) but not psychopathy (Vitale, 

MacCoon, & Newman, 2011). Similarly, Rogers et al. (2007) recently found that childhood 

symptoms of impulsivity were poor predictors of psychopathy, but moderately predictive of 

Cluster B character pathology in offenders with a history of conduct problems. Additional 

investigations of the links between impulsive behavior, psychopathy, and Cluster B traits in 

females would clarify any potentially moderating influences of impulsivity.  

In contrast to its similarities with APD and BPD, the current study suggests that female 

psychiatric patients may display psychopathic traits distinctly from HPD and NPD. Leveling cut 

scores actually generated asymmetrical prevalence rates for psychopathy, HPD, and NPD. For 

instance, the proportion of HPD and NPD patients with psychopathy rose sharply (i.e., increases 

of 66.7% for HPD and 68.8% for NPD) when psychopathy cut scores were lowered. However, 
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rates were markedly more similar (i.e., differences of 2.8% for HPD and 12.5% for NPD) when 

utilizing standard cut scores. This production of asymmetry further supports the contention that 

disparities in cut scores obscure true similarities–or differences–between psychopathy and other 

relevant constructs (Rogers & Rogstad, 2010). As previously noted, NPD and HPD in female 

patients were reflected primarily in superficial and grandiose elements of psychopathy. Beyond 

these interpersonal features, the current data suggest that psychopathy expressions may differ 

fundamentally from HPD and NPD at similar severity levels. 

Latent Structure of Female Psychopathy and Axis II Cluster B Traits 

 The latent structure of psychopathy and Cluster B disorders has been vigorously debated. 

On the one side, Hare (1996) cites psychopathy’s significant utility in predicting violence and 

recidivism as compelling evidence of its existence as a clinical entity distinct from other relevant 

constructs (e.g., APD). Other researchers (Blackburn, 2007b; Coid & Ullrich, 2010; Rogers & 

Rogstad, 2010) have questioned this conclusion, particularly in light of recent evidence of 

psychopathy’s dimensionality. On this point, Blackburn and colleagues (Blackburn, 2007b; 

Blackburn & Coid, 1998) advocate that psychopathy merely reflects a constellation of Axis II 

personality traits, particularly those of Cluster B disorders. However, very few studies to date 

have included female samples. 

 The current findings extend the associations between psychopathy and Cluster B 

personality traits to female psychiatric patients with significant trauma and substance use 

histories. Exploratory methods examining the latent structure of psychopathy facets and Cluster 

B personality disorder traits in the current study yielded a two-factor solution emphasizing (a) 

impulsive antisociality, and (b) a narcissistic and histrionic interpersonal style. Interestingly, 

BPD traits failed to load substantially onto either of these factors. 
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Importantly, the current factor structure approximates components of the latent 

dimensions of psychopathy and Axis II personality disorders found by Blackburn and Coid 

(1998). In their study of violent male offenders, Blackburn and Coid’s factor solution 

emphasized the salience of impulsive acting-out behavior and interpersonal hostility, represented 

by an integral Impulsivity factor including traits from all four Cluster B disorders  (i.e., APD, 

BPD, NPD, and HPD), as well as paranoid and passive-aggressive disorder elements. Notably, 

the importance of chronic antisociality and overt behavioral indicators of impulsivity observed in 

violent male offenders appears to extend to some degree to female samples. In the current study, 

latent dimensions of psychopathy and Axis II Cluster B disorders were first and foremost 

characterized by APD features in addition to the PCL:SV Lifestyle and Antisocial facets. In 

contrast to male offenders, however, interpersonal difficulties were not well represented on this 

first dimension in female patients. Rather, the essential features of interpersonal style were more 

clearly articulated in the second factor, which highlighted elements of NPD, HPD, and the 

PCL:SV Interpersonal facet. The current findings suggest that social deviance and impulsivity 

primarily reflects these syndromes in females, while the combination of a chronically antisocial 

lifestyle in addition to a problematic interpersonal style underlies them in males.  

These conclusions about similarities and differences in latent dimensions must be 

considered in light of key differences in the two samples. Specifically, the violent male offenders 

from the Blackburn and Coid (1998) study were housed in a special, maximum-security unit for 

disruptive prisoners, thus reflecting one extreme of the antisociality continuum. In contrast, 

female patients from the current study were recruited from a non-forensic, general psychiatric 

hospital with minimal security considerations. Although antisocial behavior was certainly 

present (i.e., nearly half of the female patients reported an arrest history), it was markedly 
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attenuated in comparison to the management problems and violent behaviors typified by the 

male Blackburn and Coid (1998) sample. For this reason, differences in the essential features of 

psychopathy and Cluster B psychopathology between samples may reflect primarily gender 

differences, or could potentially signify their obvious deviations in criminal severity. Additional 

gender-comparison studies utilizing both forensic and non-forensic samples are needed to further 

clarify this question. 

Nonetheless, a wholly unexpected finding was the importance of a socially deviant 

lifestyle in this sample of female psychiatric patients. Prior research (Jackson et al., 2002; 

Warren et al., 2003) examining the latent structure of psychopathy in female samples has de-

emphasized the prominence of explicit antisociality in its conceptualization. As a result, stronger 

associations of psychopathy to BPD over APD were expected, especially since BPD embodies 

some behavioral elements of psychopathy (e.g., impulsivity) without a reliance on criminality. In 

direct contrast, APD and features of psychopathy highlighting impulsivity, irresponsibility, and 

criminal conduct were most salient in the current study, accounting for more than half the total 

variance in both psychopathy and Cluster B psychopathology. In contrast, BPD traits were 

poorly represented as an underlying dimension in this sample of female patients. As previously 

noted, research has not clearly established the latent structure of psychopathy and Cluster B traits 

in female samples. The two-factor solution observed with female psychiatric patients resembled 

those seen in male offenders (Blackburn & Coid, 1998), but presented some key differences in 

behavioral versus interpersonal expressions.  

Current findings suggest that prototypical features of BPD do not reflect traits 

characteristic of female psychopathy in psychiatric patients. In this sample, impulsive and 

antisocial elements of APD and psychopathy dramatically overshadowed BPD traits as an 
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underlying dimension. The lack of emphasis on antisocial behavior previously found in female 

samples has bolstered the argument that antisocial behavior is a consequence, though not a 

defining characteristic, of female psychopathy (Jackson et al., 2002; Warren et al., 2003). In 

furthering this point, Paris (1997) proposed that the impulsivity inherent to the criminal conduct 

displayed by psychopathic males may manifest primarily in their female counterparts as self-

destructive behaviors observed in BPD. However, the current results indicate that the overlap 

between BPD traits and psychopathy facets in female psychiatric patients is minimal, further 

suggesting that behaviors associated with BPD (e.g., frantic efforts to avoid perceived 

abandonment and recurrent suicide-related behavior) do not necessarily reflect a female-specific 

expression of psychopathy in psychiatric patients. On the contrary, BPD may reflect a common 

vulnerability for psychopathy in male psychiatric patients. Using patients from the MacArthur 

Risk Assessment Study, Newhill et al. (2009) demonstrated that females with BPD diagnoses 

were more likely to be classified as “low psychopathic,” while their male counterparts were more 

often categorized as “psychopathic/antisocial.” Their results, combined with the current findings, 

suggest that BPD traits are more salient in psychiatric patients to conceptualizations of male 

psychopathy than female psychopathy. 

The heterogeneity in BPD trait expression may partially account for its lack of 

association with psychopathy in this sample of female patients. Individuals qualifying for BPD 

diagnosis vary markedly in terms of clinical presentation, exhibiting a wide range of emotional 

(e.g., affective instability, emotional dysregulation) and behavioral (e.g., impulsivity across 

multiple domains, self-harming behavior, and uncontrolled displays of anger or aggression) 

difficulties (Leihener et al., 2003). Asnaani et al. (2007) recently noted that such heterogeneity is 

partially attributable to the severity of BPD. Consistent with this view, comorbidity rates of 
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psychopathy and BPD were much more similar when equivalent cut scores were utilized for 

female psychiatric patients in the present study.  

The lack of consistency in BPD trait expression may further preclude its representation as 

a viable latent dimension in female patients. In their examination of personality disorders in male 

forensic patients, Blackburn and colleagues (2005) extracted three higher-order dimensions 

underlying Axis II personality disorder diagnoses that closely resembled the three-cluster 

organization included in the DSM-IV. However, BPD was not clearly represented on the typical 

Cluster B dimension, with BPD items instead widely distributed across several dimensions. BPD 

traits also exhibited the most diffuse relational patterns to psychopathy facets compared to other 

Cluster B disorders in the current investigation.  

Evidence of a socially deviant lifestyle proved to be a crucial aspect clinically for female 

psychiatric patients. APD traits and an impulsive, irresponsible lifestyle marked by criminal 

conduct were particularly salient among female patients. The nature of the current sample could 

at least partially account for this deviation from previous research (Jackson et al., 2002; Salekin 

et al., 1997; Warren et al., 2003) minimizing the importance of explicit criminality in female 

samples. Specifically, two-factor (Salekin et al., 1996) and three-factor (Jackson et al., 2002; 

Warren et al., 2003) structures for psychopathy have minimized the importance of antisocial 

behavior in samples of female offenders. In other words, evidence of social deviance may not be 

particularly discriminating of psychopathy in forensic settings where such behaviors are, by 

definition, pervasive. In contrast, a criminal history may be particularly predictive of 

psychopathy among women in non-forensic settings who are comparatively less prone to engage 

in antisocial behaviors. This supposition is strengthened by the magnitude of correlations 

between psychopathy and APD observed in the current study. For instance, female psychiatric 
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patients’ APD traits were related to psychopathy’s interpersonal and affective (M r = .58) and 

lifestyle and antisocial (M r = .78) features. In a severely antisocial sample of 138 maximum-

security female prisoners (Warren et al., 2003), APD’s relationship to psychopathy was 

strikingly lower for interpersonal and affective features (PCL-R Factor 1: r = .27) but only 

slightly lower for lifestyle and antisocial elements (PCL-R Factor 2: r = .63). These findings 

suggest that outside of forensic settings where criminality is highly prevalent, the tendency to 

engage in antisocial behavior may be particularly salient in identifying women who display the 

paradoxical combination of glibness and grandiosity coupled with shallow affect and lack of 

remorse or empathy. 

Results from the present EFA further corroborate psychopathy as a constellation of 

comorbid personality disorder traits. Evidence of extensive comorbidity has been found in 

severely antisocial samples of violent male (Blackburn & Coid, 1998) and female (Warren et al., 

2003) offenders, as well as male forensic patients (Blackburn et al., 2005). The present study was 

the first to evaluate this pattern in a less extreme, non-forensic population of female psychiatric 

patients. Prior research (Coid, 1992; Newhill et al., 2009; Salekin et al., 1997; Warren et al., 

2003) has demonstrated conflicting patterns of associations of Cluster B personality disorder 

traits with psychopathy when female participants are included. Findings from the current 

investigation highlight the salience of APD traits and lifestyle and antisocial elements as 

essential features of female psychopathy. Furthermore, HPD and NPD were also integral to 

psychopathy conceptualization in female psychiatric patients, represented on a common 

dimension with interpersonal features of psychopathy. These findings support Blackburn’s 

(2007b) assertion that elements of APD, NPD, and HPD are essential to psychopathy 

conceptualizations in male offenders, but extend them to female psychiatric patients. These 
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findings’ implications for the accurate evaluation and treatment of female patients with 

prominent psychopathic features will be expanded in the following sections. 

Primary and Secondary Psychopathy in Female Psychiatric Patients 

Psychopathy subtypes are intended to distinguish distinct patterns of prototypical trait 

expressions and the behavioral outcomes associated with the psychopathic syndrome. In general, 

primary psychopaths display core deficits in affective experience, such as a profound lack of 

empathy and anxiety. In contrast, secondary psychopathy is characterized by prominent negative 

emotionality, usually expressed through impulsivity or reactive aggression (Karpman, 1941). 

Various methods exist for differentiating subtypes among psychopathic individuals, with some 

methods emphasizing traits identified by the PCL measures of psychopathy (Skeem et al., 2003) 

and others exploring external personality and behavioral correlates as the basis of subtype 

designation (e.g., Blackburn, 1998; Murphy & Vess, 2003). Little research to date has examined 

primary and secondary psychopathy in female samples. The following sections discuss these 

psychopathy subtypes in relation to Cluster B personality disorders, alexithymia, and suicide-

related behavior and aggression. 

Axis II Cluster B Traits in Primary and Secondary Psychopathy 

Results from the current study highlight the utility of Cluster B personality disorder traits 

in predicting primary and secondary psychopathy subtypes in female psychiatric patients. 

Conflicting views exist about potential gender differences in primary psychopathy’s expression. 

On the one hand, Verona and Vitale (2006) argue that the core deficits in emotional experience 

and interpersonal style inherent to primary psychopathy are similarly expressed across genders. 

However, recent reviews propose that effects of females’ gender-role socialization on personality 

development may render them less likely than their male counterparts to display such emotional 
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deficiencies (e.g., empathy; Rogstad & Rogers, 2008) or to exhibit the self-absorption or self-

aggrandizing interpersonal indicators of psychopathy  (Forouzan & Cooke, 2005). On this point, 

Lilienfeld and his colleagues (Cale & Lilienfeld, 2002; Hamburger et al., 1996) have posited that 

HPD may reflect a gender-specific manifestation of psychopathy predominantly observed in 

females, with applications to both primary (e.g., superficial charm, deceitfulness, shallow affect) 

and secondary (e.g., seductiveness, impulsivity, sensation-seeking) subtypes. 

Unexpectedly, the current findings did not support HPD as a gender-specific 

manifestation of primary psychopathy in psychiatric patients. Rather, associations between 

primary psychopathy and Cluster B personality traits emphasized the importance of NPD (M r = 

.65) traits over features of HPD (M r = .51) in this sample. Furthermore, NPD eclipsed HPD in 

its predictions of primary psychopathy. HPD contributed significantly to the prediction model, 

though independently accounted for only a small (4.4%) amount of the variance in primary 

psychopathy.  

The failure of HPD to emerge as a prominent predictor of primary psychopathy stands in 

contrast to the assertions of Lilienfeld and colleagues, and may reflect three key differences in 

the methodologies employed between studies. First, psychopathy and Axis II determinations in 

the Lilienfeld studies (Cale & Lilienfeld, 2002a; Hamburger et al., 1996) relied primarily on self-

report data that was occasionally bolstered by ratings provided by collateral informants. The 

present study’s administration of structured diagnostic interviews by trained professionals 

provides a systematic and reliable assessment of personality traits that otherwise may be 

overlooked by patients due to lack of personal insight (Rogers, 2001). Second, Lilienfeld and 

colleagues failed to consider other Cluster B disorder traits as competing hypotheses. Blackburn 

and his colleagues (Blackburn, 2007b; Blackburn & Coid, 1998; Blackburn et al., 2005) have 
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been instrumental in underscoring the importance of NPD and APD in understanding male 

psychopathy. In failing to also consider NPD, previous studies may have unintentionally 

overstated the prominence of HPD’s role in female psychopathy. An advantage of the current 

design is its ability to clarify these seemingly disparate findings. In particular, both NPD and 

HPD appear fundamental to understanding primary psychopathy in female psychiatric patients, 

particularly those features related to interpersonal style. However, NPD traits represent the 

comparatively more critical element. 

As a third difference, Lilienfeld’s research relied on unique samples whose findings may 

not readily generalize to clinical and forensic populations. For instance, Hamburger et al. (1996) 

used male and female undergraduates, while Cale and Lilienfeld (2002a) relied on a sample of 

actors from a community setting. Both studies examined personality traits in relatively high-

functioning, productive members of society. In contrast, the current study used female 

psychiatric patients with significant trauma and substance abuse histories, which has more direct 

applications to clinical settings. Interestingly, the current findings are more consistent with 

offender and forensic research (Blackburn, 2007b; Blackburn & Coid, 1998; Blackburn et al., 

2005; Hare, 1991) than Lilienfeld and colleagues’ (Cale & Lilienfeld, 2002a; Hamburger et al., 

1996) college and community samples. Blackburn and colleagues (Blackburn, 2007b; Blackburn 

& Coid, 1998; Blackburn et al., 2005) have identified NPD and APD as vital to primary 

psychopathy conceptualizations in violent male offenders and maximum-security forensic 

patients. The importance of these two Cluster B disorders in female psychiatric patients’ primary 

psychopathy levels further suggests that both NPD and APD may be valuable in understanding 

primary psychopathy in clinical and forensic samples irrespective of (a) gender, (b) institutional 
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setting (i.e., forensic versus non-forensic), or (c) the severity of the behavioral problems 

displayed by participants. 

 Two findings provide limited support for HPD’s proposed role in female expressions of 

psychopathy despite NPD’s comparative prominence. HPD was a modest predictor of primary 

psychopathy in female psychiatric patients. Blackburn (2007b) has argued that psychopathy, as a 

superordinate dimension of character pathology, manifests as Axis II trait constellations. Primary 

psychopathy in female psychiatric patients may be expressed as narcissistic and antisocial traits, 

while higher functioning females (e.g., undergraduates; Hamburger et al., 1996) may exhibit 

more histrionic features. The interactive effects of Axis II traits merits further investigation, as 

specific combinations may prove useful in (a) identifying subgroups of psychopathic females, or 

(b) improving predictions of negative behavioral outcomes specific to Axis II trait clusters. 

Future studies employing multivariate analytical methods to evaluate Axis II personality disorder 

traits in female psychopathy could further clarify the role of HPD in female psychopathy, 

particularly among individuals from diverse forensic, clinical, and community settings. 

Another possible explication for HPD’s lackluster performance in predicting primary 

psychopathy could stem from distinctions in psychopathy subtypes. As noted previously, HPD 

traits bear striking resemblance to both primary (e.g., superficial charm) and secondary (e.g., 

sensation-seeking) psychopathy (Cale & Lilienfeld, 2002a). As a result, HPD could play a 

prominent role in secondary female psychopathy expressions despite intuitive links to 

interpersonal features of primary psychopathy. For instance, HPD was represented on the same 

dimension as NPD traits and interpersonal features of psychopathy in the current study’s two-

factor model derived from EFA. These results underscore HPD’s primary relation to 

interpersonal elements of psychopathy in psychiatric patients, but do not discount potential 
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associations to more behavioral elements of impulsivity and externalizing behavior that may be 

relevant to secondary psychopathy in females. 

 Traditional conceptualizations of primary psychopathy (Karpman, 1941) that emphasize 

core emotional experience deficits are more closely aligned with psychopathy’s affective 

dimension than interpersonal components. The current study corroborated the salience of these 

affective features (e.g., NPD’s “lacks empathy” and APD’s “lack of remorse”) in female 

psychiatric patients. However, interpersonal features of NPD (“grandiose sense of self 

importance”) and APD (“deceitfulness”) also emerged as significant predictors of primary 

female psychopathy. These features, and the salience of interpersonal style as a latent dimension, 

further suggest that interpersonal difficulties may be as predictive of primary female 

psychopathy as affective deficits. In line with this possibility, Rogstad (2011) recently found 

only slight gender differences in general (M d = .15) and victim (M r = .27) empathy among 

male and female jail detainees with prominent psychopathic traits. No studies to date have 

directly compared interpersonal and affective features of female psychopathy despite their 

potential to clarify observed gender differences in psychopathy expression (Forouzan & Cooke, 

2005; Rogstad & Rogers, 2008). The present study, in combination with previous research (e.g., 

Rogstad, 2011), suggests that males and females with high levels of primary psychopathy may 

display similar deficiencies in affective features of the syndrome. However, an interpersonal 

style characterized by narcissistic traits–like grandiosity or exploitativeness–may particularly 

discern psychopathic females from their non-psychopathic counterparts. 

APD emerged as a key predictor of secondary psychopathy in the current study, while 

BPD was comparatively inconsequential. In fact, the relationship between BPD and secondary 

psychopathy diminished as female patients exhibited more APD traits. This finding in particular 
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suggests that the influence of APD on secondary psychopathy far overshadows that of BPD. 

Moreover, proposed associations between BPD and psychopathy may simply reflect the 

overlapping items and commonalities shared between APD and BPD. For instance, Paris (1997) 

has posited that the affective instability and dysregulation characteristic of BPD may be linked to 

behavioral expressions of female psychopathy. However, the current study does not support this 

conclusion. Further examination identified the lifestyle elements of social deviance–as opposed 

to overtly criminal behavior per se–as the integral component of secondary psychopathy in 

female psychiatric patients. APD items related to impulsivity, irritability and aggressiveness, 

consistent irresponsibility, and conduct disorder were most highly predictive of secondary 

psychopathy. Notably, impulsivity, irritability, and problems with anger are also commonly 

observed in individuals with BPD and may account for noted relationships of the disorder to 

female psychopathy. However, the current study suggests that the chronic behavioral problems 

of APD that manifest in early childhood and persist into adulthood better characterize secondary 

psychopathy in female patients than BPD. 

The importance of childhood conduct disorder in conjunction with adult behavioral traits 

as essential features of secondary psychopathy in female psychiatric patients generates 

compelling questions in terms of the development of female psychopathy. Boys and girls exhibit 

virtually identical levels of behavioral dysfunction until age five, after which girls tend to exhibit 

fewer behavioral problems, while boys’ behavioral disruptions either remain stable or increase in 

severity (Keenan & Shaw, 1997). One possible explanation posits that girls whose behavioral 

problems do not decrease may be at heightened risk of developing secondary psychopathy. On 

this point, Moffitt (1993) identified two distinct developmental pathways to subsequent conduct 

problems. In the first pathway, conduct problems emerge in early childhood and persist 
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throughout adulthood as chronically aggressive and severe antisocial behavior coupled with an 

unemotional interpersonal style. The second pathway includes an adolescent onset of conduct 

problems that represent an exaggeration in normal adolescent rebellion and are relatively limited 

to a specific timeframe of development. This second pathway tends to lack the callous and 

unemotional interpersonal component of the first pathway. Silverthorn and colleagues 

(Silverthorn & Frick, 1999; Silverthorne, Frick, & Reynolds, 2001) have since proposed a third 

developmental pathway more readily generalizable to girls. Specifically, girls typically do not 

develop severe conduct problems until adolescence. However, girls displaying conduct problems 

during this time tend to display many of the features of the childhood-onset pathway in boys, 

including callousness and poor adjustment as an adult. In the present study, a history of such 

conduct problems predicted maladjustment in lifestyle and antisocial features of secondary 

psychopathy. 

The salience of specific APD items in female psychiatric patients raises an important 

theoretical question. Findings provide preliminary support for this third pathway in girls, 

suggesting that girls who display conduct problems during adolescence may be at increased risk 

of adulthood maladjustment. In psychiatric patients, problems with adjustment may manifest as 

secondary psychopathy and APD, most notably impulsivity, problems controlling anger, and 

irresponsibility. The critical question involves whether this trajectory is specific to (a) women 

with significant trauma or substance abuse histories, or (b) psychiatric patients who present as 

generally maladjusted. Future gender-comparison studies, particularly those employing a 

longitudinal research design, are needed before more definitive answers can be established 

regarding female-specific developmental pathways for primary or secondary psychopathy. 
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Findings of childhood pathways to behavioral problems highlight potential avenues for 

treating female psychopathy. Widespread therapeutic pessimism has pervaded the psychopathy 

literature, with treatment efforts largely deemed ineffective–or even counterproductive–to goals 

of increased prosocial adjustment (Harris & Rice, 2006). However, Salekin and colleagues 

(Salekin, 2002; Salekin et al., 2010) recently challenged the perceived futility in treating 

psychopathy; they convincingly argued that such broad, generalized negativity is not supported 

by research. The majority of treatment research studies among juveniles displaying psychopathic 

features have proven promising (Salekin et al., 2010). Using a sophisticated prospective design, 

Caldwell, Skeem, Salekin, and Van Rybroek (2006) found that male juvenile offenders with high 

levels of psychopathy evidenced treatment gains when enrolled in an intensive therapy program 

emphasizing rehabilitation, crisis intervention, and therapeutic supervision as opposed to their 

counterparts engaged in “treatment as usual.” Specifically, offenders receiving intensive 

treatment were half as likely to violently recidivate when released to the community, and 

treatment was similarly associated with slower and lower rates of serious recidivism.  

Treatment efficacy studies utilizing similar therapeutic approaches must be 

systematically evaluated for girls displaying behavioral problems before resorting to the “nothing 

works” perspective (e.g., Harris & Rice, 2006; Rice, Harris, & Cormier, 1992). The importance 

of early conduct problems in predicting adulthood maladjustment and secondary psychopathy 

among female psychiatric patients provides an intriguing point of intervention given evidence of 

treatment efficacy with this age group (Caldwell et al., 2006). Targeted early childhood 

interventions may be particularly effective in preventing girls’ subsequent development of 

conduct problems in adolescence. In their review, Rogstad and Rogers (2008) point out that 

strengths in emotional capacity (e.g., high levels of empathy, emotional intelligence) may serve 
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as positive prognostic indicators for treatment among psychopathic females. Future treatment 

efficacy studies should consider these emotional strengths as possible protective factors from 

developing secondary psychopathy or adulthood maladjustment among girls with conduct 

problems. 

Regarding emotional skills, alexithymia is another personality construct with relevance to 

psychopathy. As previously discussed, notable similarities in affective dysregulation occur in 

alexithymia, BPD, and secondary psychopathy (see Linehan, 1993; Linehan, Cochran, & Kehrer, 

2001; Linehan & Kerhrer, 1993; Lorenz & Newman, 2002; Parker, Taylor, & Bagby, 1993; 

Patrick, 1994; Patrick et al., 1993; Taylor, 1994; Taylor et al., 1997). For this reason, 

alexithymia’s minimal role in psychopathy in the present study was unexpected. The largest 

alexithymia group differences for antisocial elements of secondary psychopathy (d = 0.41) paled 

in comparison to those observed for BPD traits (d = 1.29). In contrast, Rogstad and Rogers 

(2013) underscored alexithymia’s utility in discriminating (a) psychopathic offenders from those 

with APD, and (b) male and female offenders with prominent psychopathic traits. One possible 

explanation for these differences could lie in varying institutional settings between samples. 

Notably, the Rogstad and Rogers (2013) study utilized a correctional sample where psychopathy 

and APD are highly prevalent, which could potentially enhance the magnitude of group 

differences in alexithymic deficits. In contrast, BPD was much more prevalent in this sample of 

psychiatric patients. Differences in emotional awareness between psychopathic and APD groups 

may be diminished in general psychiatric settings where additional Axis I and II disorders less 

reliant on overt criminality are also present. 

Two possible explanations could account for alexithymia’s lack of association to 

secondary psychopathy and APD. First, alexithymia may be ancillary considerations in women 
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who are not severely antisocial. Second, the prominent relationships found between alexithymia 

and BPD may have suppressed any potential links of alexithymia to psychopathy. On this point, 

BPD traits accounted for nearly one-third (29.2%) the total variance in alexithymia. This 

alternative is particularly tenable given the psychiatric inpatient nature of the current sample, 

where features of BPD would be expected to exceed psychopathic traits. The relatively 

unexplored intersection of alexithymia, psychopathy, and Cluster B pathology identifies a 

promising avenue for future research.  

Suicide-Related Behavior and Aggression in Female Psychopathy 

 One of the most critically important responsibilities of psychologists is providing 

efficient and accurate appraisals of risk. Clinicians are routinely tasked with offering 

recommendations based on their judgments of risk toward the self and others, and the costs of 

erroneous conclusions are incredibly high. Improper conclusions could have disastrous 

consequences for suicide completion or threat of violence to others (i.e., an incorrect low risk 

conclusion) or unwarranted deprivation of an individual’s freedom (i.e., a false high risk 

determination). In clinical practice, psychologists must always exercise due care in limiting risk 

of harm to the self and others when treating and discharging patients. Monahan (1993) cautions 

that clinicians’ appraisals of risk offer decidedly small gains in predictive accuracy compared to 

chance. Notably, accuracy in risk predictions is even less clear in females (Nicholls et al., 2005; 

Salekin et al., 1998; Verona & Vitale, 2006; Warren et al., 2005). As a result, identifying salient 

predictors of risk to the self and others in female samples is of paramount importance, with 

widespread implications for both forensic and clinical practice. 

A particularly surprising finding was the current study’s lack of association between 

psychopathy, Cluster B traits, and suicide-related behavior. Inexplicably, past suicide-related 
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behavior exhibited only a modest (r = .17) relationship to BPD traits. This finding was 

unexpected given BPD’s emphasis on recurrent suicidal behavior as characteristic of the disorder 

(APA, 2000). Furthermore, past suicide-related behavior was virtually unrelated to other Cluster 

B traits (M r = .01) and psychopathy (r = .02) in this sample of female patients. In contrast, slight 

relationships of psychopathy to self-harm and suicide attempts have been found in samples 

including women either currently incarcerated (Kimonis et al., 2010; Verona et al., 2005, 2012) 

or with past legal convictions (Verona et al., 2012). 

Previous research (Kimonis et al., 2010; Verona et al., 2012) has established that 

externalizing psychopathology appears to moderate the relationship between psychopathy and 

suicide-related behavior in females in forensic settings. In the Verona et al. (2012) study, BPD 

symptoms partially accounted for the relationships of psychopathy to suicide-related behavior in 

women directly or peripherally involved in the criminal justice system. Among incarcerated 

female offenders, externalizing psychopathology closely linked to antisociality (e.g., antisocial 

behaviors and stimulus-seeking, drug and alcohol problems) was largely responsible for variation 

in suicide-related behavior (Kimonis et al., 2010). However, the PCL-R Antisocial facet slightly 

(OR = 1.22) improved predictions of past suicide-related behavior.  

The current study provides some clarification in identifying the essential externalizing 

features of suicide-related behavior in non-forensic settings. In contrast to Kimonis et al. (2010), 

indicators of explicit antisociality were de-emphasized in past suicide-related behavior for 

female psychiatric patients. Rather, findings more closely resemble those from Verona et al. 

(2012), where BPD (i.e., an externalizing disorder not focused on explicit criminality) played a 

primary, albeit slight in the current study, role in predictions of suicide-related behavior. 

Notably, the Verona et al. (2012) sample was less severely antisocial than the Kimonis et al. 
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(2010) study.  In combination, these findings suggest that overt indicators of antisociality may be 

particularly discerning of suicide-related behavior in offender samples, but are less predictive 

outside of explicitly forensic settings.  

Psychopathy and Cluster B personality traits demonstrated stronger relationships to 

aggression than suicide-related behavior in this non-forensic sample. Prior research (Leistico et 

al., 2008; Rogers & Rogstad, 2010; Walters, 2003) has underscored the utility of psychopathy, 

particularly Factor 2 of the PCL measures, in predicting violence, aggression, and other 

antisocial conduct. However, these associations are not observed consistently in female samples 

(e.g., Kimonis et al., 2010; Salekin et al., 1998). In explaining antisocial conduct, a recent meta-

analytic review by Leistico and her colleagues (2008) highlighted the importance of (a) Factor 1 

of the PCL measures in females, but (b) Factor 2 in non-forensic psychiatric samples. 

Interestingly, PCL:SV Factor 1 (r = .42) and Factor 2 (r = .31) were relatively equally important 

in female patients’ aggression in the current study. In contrast, psychopathy’s relationship to 

suicide-related behavior was virtually non-existent (r = .02). These findings suggest that both 

personality and behavioral features of psychopathy are salient in predicting aggression in female 

psychiatric patients. However, psychopathy is not particularly informative of a female patient’s 

risk of suicidal behavior. 

 Gender may moderate the relationship between psychopathy and aggression in 

psychiatric patients. The uniformly moderate relationships between aggression and primary and 

secondary psychopathy stand in contrast to secondary psychopathy’s incremental importance in 

predicting violence and antisocial conduct in male samples (e.g., Leistico et al., 2008; Walters, 

2003). A recent meta-analytic review (Kennealy, Skeem, Walters, & Camp, 2010) further 

underscored the role of PCL instruments’ social deviance factor (d = 0.40) in uniquely predicting 
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violence beyond both the interpersonal and affective dimension, as well as the interaction 

between the two factors, in a very large sample (N = 10,555) of men and women drawn from 

diverse clinical (i.e., psychiatric patients, substance abusers) and forensic (i.e., jail detainees, 

prison inmates, sex offenders, forensic patients) settings. In contrast, secondary psychopathy 

failed to significantly predict both impulsive and premeditated aggression in female psychiatric 

patients in the current study. 

 Critical differences between studies in defining aggression may account for these 

divergent findings. Kennealy et al. (2010) purposely excluded studies of verbal or relational 

aggression, in favor of those targeted toward physical violence. Previous research (Marsee, 

Silverthorn, & Frick, 2005) has highlighted females’ propensity to engage in relational (e.g., 

gossiping and spreading rumors, purposefully excluding others from a group) over other forms of 

aggression. Only a modest percentage (16.2%) of female patients from the current study 

identified their acts of aggression as primarily physical in nature. For this reason, secondary 

psychopathy (i.e., Factor 2 of PCL measures) may be critically important in identifying 

individuals most at risk for physical violence, while alternative risk factors should be considered 

when making broader risk judgments for aggression. For instance, Rogstad and Rogers (2008) 

suggest that adequate emotional capacity (e.g., high levels of empathy) may serve as protective 

factors against violence and aggression in psychopathic females. Research thus far has not 

directly examined this possibility, or whether such protective factors would also generalize to 

propensity for other forms of aggression. 

 Elements of disinhibition may play a key role in aggression among female psychiatric 

patients. In the current study, BPD and APD emerged as preeminent predictors of impulsive and 

premeditated aggression, respectively, while secondary psychopathy contributed comparatively 
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little to aggression predictions. Notably, both BPD and APD are disorders chiefly characterized 

by disrupted behavioral regulation and externalizing (e.g., Lilienfeld, 1994; Linehan, 1993; 

Patrick, Hicks, Krueger, & Lang, 2005). An underlying externalizing dimension, characterized 

by disinhibition, has demonstrated associations with the PCL-R social deviance factor in male 

prison inmates (Patrick et al., 2005).  Extrapolating from these findings, the critical elements of 

disinhibition and externalizing may similarly underlie impulsive and premeditated aggression in 

female psychiatric patients. Furthermore, these features may be more specific to Cluster B 

disorders than secondary psychopathy per se. For instance, Weinstein, Gleason, and Oltmanns 

(2012) recently found that partner aggression in a community-based sample was more 

significantly related to BPD in women than men. However, the effect of APD (which shares 

closer links to secondary psychopathy) on aggression in the Weinstein et al. (2012) sample was 

comparatively lower. 

Identifying associations of Cluster B traits with aggression may inform risk management 

endeavors for females in clinical settings. Female patients who display prominent BPD traits 

appear at heightened risk for impulsive aggression directed toward others (e.g., partners), while 

those displaying APD traits are comparatively more likely to engage in premeditated acts of 

instrumental aggression. Furthermore, the relationship between BPD and aggression was 

partially mediated by alexithymia. However, patients in the current sample identified their 

aggressive behavior as primarily verbal in nature. As a result, potential extrapolations to physical 

aggression are currently unclear. Nonetheless, the current findings assist in identifying female 

patients prone to aggressive behaviors, particularly verbal and relational aggression. 

Interventions targeted toward Cluster B personality traits and alexithymia may prove 

particularly beneficial in managing aggressive behaviors associated with these problematic 

   125 



personality styles. For instance, Dialectical Behavior Therapy (DBT; Linehan, 1993) is a 

primarily cognitive-behavioral therapy designed to replace maladaptive behavior with skills by 

combining behavioral and emotion regulation techniques with acceptance, mindful awareness, 

and distress tolerance. DBT has proved effective in improving behavioral manifestations of BPD, 

and may be similarly helpful in reducing aggressive behaviors in other, related syndromes of 

disinhibition (e.g., APD, psychopathy). 

Novel interventions targeted toward the affect regulation deficits of alexithymia may also 

be effective in reducing aggression in female patients. The Alexithymia Reduction Treatment 

(ART; Levant, 2001) is a recently developed, six-session psycho-educational treatment protocol 

that has demonstrated preliminary efficacy in reducing symptoms of alexithymia in men (Levant 

et al., 2009). This brief treatment may augment female patients’ ability to identify and express 

emotions, particularly those persons possessing comorbid BPD traits and alexithymia. ART aims 

to increase both emotional awareness and adaptive coping responses, and integrate emotions into 

interpersonal interactions. This approach to treatment may prove promising in managing risk in 

female psychiatric patients for three key reasons. First, techniques compensate for the affective 

deficits commonly exhibited by individuals with Cluster B traits. Second, such affective deficits 

are particularly important in predicting violence and aggression in females (Salekin et al., 1998). 

Finally, successful interventions effectuated in six sessions are well suited for inpatient settings 

where demands for resources (e.g., time, personnel, cost-efficiency) are high. 

Limitations 

 The current study’s investigation of psychopathy and Axis II Cluster B psychopathology 

provides useful information regarding risk predictions for suicide-related behavior and 

aggression in female psychiatric patients. However, conclusions are limited to suicidal gestures 
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in which the intent to die was present. Individuals with Axis II pathology, particularly BPD, are 

also likely to engage in recurrent acts of self-harm (APA, 2000) that may not include a clear aim 

for death. Persons with BPD may engage in these behaviors to achieve some form of secondary 

gain, such as eliciting attention or attempts to prevent perceived abandonment by others (APA, 

2000; Linehan, 1993). The effect of psychopathy on suicidal gestures without lethal intent is less 

clear, and findings from the current study may not apply to these instances of self-harm. 

 Differences in the measurement of suicide-related behavior and aggression may also limit 

inferences for the effects of female psychopathy. Specifically, suicide-related behavior was 

evaluated using semi-structured interviews. In contrast, aggression relied upon self-report data 

from patients. Potential influences of method variance could have attenuated the effects of 

psychopathy and Cluster B traits on these variables. Notably, higher associations of psychopathy 

with aggression (i.e., differing methods) relative to suicide-related behavior (i.e., equivalent 

methods) suggest any such confounding effects were minimal. Nevertheless, comparisons 

between suicide-related behavior and aggression should be made mindful of the potential effects 

of method variance. 

One limitation that also warrants discussion is the current study’s focus on Axis II 

psychopathology over Axis I disorder symptoms. The study’s use of psychiatric inpatients from 

trauma and dual diagnosis units ensured that a wide variety of Axis I and Axis II pathology was 

present. Axis I disorders that were not evaluated in the present investigation may have influenced 

behavioral outcome data, most notably suicide-related behavior. For instance, trauma-related 

diagnoses and mood disorders are frequently associated with increased risk for suicide attempts 

(Dore et al., 2012; Krysinska & Lester, 2010). Comprehensive Axis I interviews were not 

included in the current investigation because the time required for their administration would 
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likely have resulted in high rates of attrition. Consequently, the influence of Axis I symptoms on 

suicide-related behavior and aggression cannot be definitively ruled out. 

Future Directions 

A distinct advantage of the current design is its inclusion of several different Cluster B 

personality disorders in addition to psychopathy to employ competing hypotheses (Vitacco et al., 

2009). However, the study does not address the role of Axis II pathology in female psychopathy 

beyond Cluster B traits. Personality disorders from Clusters A (e.g., paranoid) and C (e.g., 

avoidant) have demonstrated slight associations with PCL-R factor and facet scores in groups of 

antisocial men (Blackburn, 2007a, Blackburn et al., 2005). The extension of character traits 

besides Cluster B disorders (e.g., pervasive distrust of others or social inhibition) to women 

needs further research. Comprehensive investigations of Axis II traits are particularly important 

given compelling evidence of gender-specific interpersonal and affective manifestations of 

psychopathy (see Forouzan & Cooke, 2005; Rogstad & Rogers, 2008). 

Current findings are also instructive regarding future studies of the behavioral outcomes 

associated with psychopathy. First, the utility of Cluster B traits over psychopathy in predicting 

aggression over suicide-related behavior in the present study further highlights the importance of 

competing hypotheses. As discussed previously, psychopathy is a robust predictor of antisocial 

conduct (e.g., Leistico et al., 2008). However, the current investigation is the first to directly 

compare the effects of female psychopathy on multiple behavioral outcomes. Additional studies 

using this methodology are required to inform its applicability to diverse (i.e., forensic and 

community) settings. Furthermore, Rogers (2000) has underscored the importance of evaluating 

both risk and protective factors in conducting balanced evaluations of risk for negative outcomes. 

The current data suggest that Cluster B disorders imply risk for aggression in female psychiatric 
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patients, but additional research must also address possible protective factors, such as empathy 

(Rogstad & Rogers, 2008) in this population. 

Future research examining the specific role of Axis II disorder symptoms may illuminate 

the surprising lack of association between psychopathy, Cluster B traits, and suicide-related 

behavior in this study. Impulsivity, a feature common to psychopathy, BPD, and APD, has 

exhibited utility in distinguishing gender-specific antisocial groups (Hochhausen et al., 2002; 

Newhill et al., 2009). In further studies, impulsivity may also prove useful in identifying 

individuals prone to suicide-related behavior. For instance, Douglas et al. (2008) recently found 

that impulsive lifestyle features of psychopathy were predictive of suicide-related behavior in a 

heterogeneous group of male offenders. Future gender-comparison studies examining directly 

the role of impulsivity in suicide-related behavior could clarify potential behavioral links of 

female psychopathy to Cluster B psychopathology. 

Concluding Remarks 

 The current study highlights the key features of Axis II Cluster B psychopathology and 

psychopathy in female psychiatric patients. An impulsive and antisocial lifestyle dimension 

primarily characterized female patients, but an interpersonal style emphasizing narcissistic and 

histrionic features was also represented. The importance of APD over BPD traits in predicting 

secondary psychopathy stands in contrast to existing research that de-emphasizes the salience of 

antisocial behavior in female psychopathy (Jackson et al., 2002; Warren et al., 2003). Findings 

suggest that indicators of antisociality may be critical in assessing psychopathy outside of 

forensic settings. The question was raised whether gender-specific developmental pathways for 

conduct problems may influence the expression of antisocial traits in adulthood, particularly 
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regarding their expression as explicitly criminal behavior versus more covert indicators of 

impulsivity. 

 The present data suggest considerable disparities in relevant behavioral expressions of 

psychopathy among female patients outside of forensic settings. In particular, psychopathy and 

Cluster B traits were not predictive of past suicide-related behavior in female patients with 

significant trauma and substance use histories. Rather, these traits were discerning of impulsive 

and premeditated aggression. Alexithymia was identified as a potential intervention target to 

reduce aggressive acts in female patients with Cluster B traits. The current research makes a 

significant contribution to the psychopathy literature in its support for fundamental gender 

differences in the essential features of psychopathy, as well as affective and behavioral 

manifestations of the syndrome, outside of explicitly forensic settings. The implications for these 

distinctions with regard to clinical and forensic research and practice are extensive and require 

future consideration. 
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APPENDIX A 

A COMPARISON OF DIAGNOSTIC CRITERIA FOR PSYCHOPATHY AND ANTISOCIAL 

PERSONALITY DISORDER 
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Items exclusive to PCL-R 
 

Similar items between PCL-R 
and APD 

Items exclusive to APD criteria 

1. Glibness/superficial charm 1. Pathological lying (PCL-R) 
and Deceitfulness (APD) 

1. Irritability and 
aggressiveness, as indicated by 
repeated physical fights or 
assaults 
 

2. Grandiose sense of self worth 2. Lack of remorse or guilt 
(PCL-R) and Lack of remorse 
(APD) 
 

2. Reckless disregard for safety 
of self or others 

3. Need for stimulation/proneness 
to boredom 
 

3. Impulsivity (PCL-R) and 
Impulsivity or failure to plan 
ahead (APD) 

3. Evidence of conduct disorder 
with onset before age 15 years 

4. Conning/Manipulative 4. Irresponsibility (PCL-R) and 
Consistent irresponsibility 
(APD) 

 

 
5. Shallow affect 

 
5. Criminal versatility (PCL-R) 
and Failure to conform to social 
norms with respect to lawful 
behaviors as indicated by 
repeatedly performing acts that 
are grounds for arrest 

 

 
6. Callous/lack of empathy 

  

 
7. Parasitic lifestyle 

  

 
8. Poor behavioral controls 

  

 
9. Promiscuous sexual behavior 

  

 
10. Early behavioral problems 

  

 
11. Lack of realistic, long-term 
goals 

  

 
12. Failure to accept responsibility 
for own actions 

  

 
13. Many short-term marital 
relationships 

  

 
14. Juvenile delinquency 

  

 
15. Revocation of conditional 
release 
 

  

 

   132 



 

 

 
 

 

 

 

 

 

 

APPENDIX B 

THREE-FACTOR STRUCTURE OF PSYCHOPATHY FACETS AND CLUSTER B 

PERSONALITY DISORDERS USING EXPLORATORY FACTOR ANALYSIS 
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Facet or Disorder Factor 1 Factor 2 Factor 3 
PCL:SV Antisocial facet .91 -.22 .19 
PCL:SV Lifestyle facet .90 -.01 -.09 
APD .89 .14 -.003 
PCL:SV Interpersonal facet .03 .96 -.14 
NPD -.16 .93 .09 
BPD .06 -.10 .96 
HPD -.05 .51 .55 
PCL:SV Affective facet .47 .56 -.07 
Eigenvalues 4.13 1.47 .93 
Percentage of the variance 51.62 18.35 11.67 
Note. APD = antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic personality 
disorder; NPD = narcissistic personality disorder; Items with substantial loadings (> .40) and unique to one factor 
are presented in bold. 
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APPENDIX C 

SUICIDE-RELATED BEHAVIOR IN FEMALE PSYCHIATRIC PATIENTS WITH AND 

WITHOUT DSM-IV-TR AXIS II CLUSTER B DISORDER CRTIERIA 

  

   135 



     
Present 

 
Absent 

  

Criteria M SD M SD F Cohen’s d 
 APD 
Failure to conform to social normsa 2.04 2.84 3.44 4.22 3.32 -0.36 
Deceitfulness 4.00 3.69 2.87 4.03 1.34 0.29 
Impulsivity or failure to plan ahead 3.23 3.77 3.03 4.13 .06 0.05 
Irritability and aggressiveness 4.26 4.31 2.76 3.82 2.55 0.38 
Reckless disregard for safety of self or others 3.67 4.03 2.96 3.97 .52 0.18 
Consistent irresponsibility 2.96 3.69 3.32 4.37 .19 -0.09 
Lack of remorse 3.00 3.63 3.17 4.15 .04 -0.04 
Evidence of conduct disorder with onset 

before age 15 
2.73 3.83 3.53 4.12 1.01 -0.20 

 BPD 
Frantic efforts to avoid real or imagined  

abandonment 
3.77 4.01 2.81 3.94 1.26 0.24 

A pattern of unstable and intense  
interpersonal relationships 

3.03 3.75 3.17 4.14 .03 -0.04 

Identity disturbance 3.74 4.09 2.62 3.84 1.96 0.29 
Impulsivity in at least two potentially self- 

damaging areas 
2.96 3.89 3.88 4.41 .70 -0.23 

Recurrent suicidal behavior, gestures, or    
threats, or self-mutilating behavior 

4.57 3.98 1.93 3.58 11.94** 0.70 

Affective instability  2.96 3.84 3.28 4.15 .16 -0.08 
Chronic feelings of emptiness 3.56 3.95 2.26 3.93 2.41 0.33 
Inappropriate, intense anger 3.20 4.00 2.97 3.97 .07 0.06 
Transient, stress-related paranoid ideation or  

severe dissociative symptomsa 
3.72 4.17 2.16 3.47 4.00* 0.40 

 HPD 
Uncomfortable outside center of attention 3.38 3.54 3.06 4.07 .08 0.08 
Interactions characterized by inappropriate  

sexually seductive behavior 
3.06 3.98 3.13 4.00 .01 -0.02 

Displays rapidly shifting and shallow  
expression of emotions 

5.06 3.99 2.73 3.88 4.79* 0.60 

Uses physical appearance to draw attention to  
self 

2.92 3.28 3.14 4.08 .03 -0.05 

Has a style of speech that is excessively  
impressionistic and lacking in detaila 

1.38 1.92 3.27 4.07 5.54* -0.48 

Shows exaggerated expression of emotion 4.06 3.47 2.93 4.05 1.10 0.29 
Is suggestible 3.22 3.86 3.09 4.02 .02 0.04 
Considers relationships to be more intimate  

than they actually area 
2.13 3.06 3.41 4.18 2.57 -0.32 

 NPD 
Grandiose sense of self-importancea 2.26 3.16 3.32 4.13 1.50 -0.27 
Preoccupied with fantasies of unlimited  

success 
2.96 3.94 4.08 4.17 .88 -0.28 

Believes he or she is “special” and unique 2.86 3.78 3.18 4.05 .11 -0.08 
Requires excessive admiration 3.28 3.39 3.05 4.17 .06 0.06 
Sense of entitlement 3.54 3.52 2.97 4.11 .37 0.14 
Interpersonally exploitative 3.55 3.55 3.00 4.09 .30 0.14 
Lacks empathy 3.75 4.23 2.95 3.91 .65 0.20 
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Often envious of othersa 2.53 3.34 3.52 4.34 1.63 -0.25 
Shows arrogant, haughty behaviors or  

attitudes 
3.13 3.71 3.11 4.07 .001 0.01 

Note. APD = antisocial personality disorder; BPD = borderline personality disorder; HPD = histrionic personality 
disorder; NPD = narcissistic personality disorder. 
aWelch’s t statistic is reported instead of the F statistic after preliminary analyses revealed that the assumption of 
homogeneity of variances was violated in these analyses. 
*p < .05, **p < .01. 
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ENDNOTES 

1One obstacle routinely encountered by clinicians and suicide researchers is the absence 

of a universally accepted, standardized definition of suicide-related behavior and its components. 

Prominent suicide researchers (e.g., De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 2004, 

2006; Silverman, 2006) and reviews (Ivanoff, 1989; Santa Mina & Gallop, 1998) have 

convincingly noted the problems arising from the inconsistent use of suicide-related terminology 

and definitions (i.e., nomenclature). In their seminal work, O’Carroll and colleagues (1996) 

proposed a standardized nomenclature system for suicide-related behavior to alleviate this 

definitional confusion. Specifically, O’Carroll et al. (1996) distinguished suicide-related thoughts 

(i.e., suicide ideation) from suicide-related behaviors, the latter being further divided by three 

features: (a) intent to die, (b) presence or absence of instrumental thinking, and (c) outcome (i.e., 

injury, no injury, death). These delineations resulted in two categories of suicide-related 

behavior: (a) instrumental suicide-related behavior and (b) suicidal acts. In an attempt to avoid 

needless confusion and more clearly bridge the psychopathy literature, O’Carroll’s 

comprehensive term, suicide-related behavior, will be adopted in the current dissertation. 

2One participating patient identified her gender as female, with records indicating her 

transgender status. She was retained in the current analyses for two key reasons. First, her 

responses to questions indicated she had identified as female gendered throughout her life. 

Second, she had undergone sex reassignment prior to testing. In combination, these factors 

reflect her eligibility for the current study using sociological (i.e., gender) and biological (e.g., 

sex) female definitions. 

3Differences were not examined using unit as the group variable to avoid any 

comorbidity in trauma or substance use across units that could influence results. 
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4As recommended by Aiken and West (1991), only standardized predictor variables were 

entered into the analyses. Cluster B trait predictors were first centered by subtracting each scale’s 

mean score from corresponding data points. Next, multiplying these two newly standardized 

scores created the interaction terms as new independent variables. 

5Predictors in these analyses were standardized and computed in the same manner as 

prior regression analyses (Aiken & West, 1991; see Footnote 3). 

6One PCL:SV (“poor behavioral controls”) item from the Antisocial facet was related to 

aggression. To avoid criterion contamination, this item was prorated for subsequent analyses by 

replacing its value with the Antisocial facet’s mean score. 

7To avoid criterion contamination, three SIDP-IV (BPD “recurrent suicidal behavior” and 

“inappropriate, intense anger and difficulty controlling anger,” as well as APD “irritability and 

aggressiveness”) items related to suicide-related behavior or aggression were prorated by 

replacing these items with the scale’s mean score for all related analyses. 
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