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Antisocial Personality Disorder (APD) represents a

controversial diagnoses which has gone through many

revisions over the past 25 years and is scheduled to be

revised again for the DSM IV. A comprehensive survey

was composed of APD criteria from the DSM II, DSM III,

DSM III-R, PCL-R, Psychopathic Personality Disorder,

and Dyssocial Personality Disorder. The survey was

completed by 321 forensic psychiatrists based on which

criteria they believed to be the most prototypical of

antisocial personality. The results identified four

factors: irresponsibility, unstable self image, and

unstable relationships; manipulation and lack of guilt;

aggressive behavior; and nonviolent juvenile

delinquency. A diagnostic set composed of the most

prototypical criteria was proposed for the DSM IV

diagnosis of APD.
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A PROTOTYPICAL ANALYSIS OF ANTISOCIAL

PERSONALITY DISORDER: IMPORTANT

CONSIDERATIONS FOR THE DSM-IV

One of the main tasks for mental health

professionals is the diagnosis of mental disorders.

Because of the emphasis placed on diagnosis, the

evaluation of a client can have a tremendous impact on

future decisions made regarding that client's life

situation. In the American judicial system today, for

instance, the consequences of a diagnosis can mean the

difference between probation and imprisonment.

Diagnosis is an agreed-upon method of providing a

standardized definition of a client's general problems

and identifying possible treatment procedures.

While diagnosis may be a necessity for

psychotherapeutic understanding and treatment, evidence

suggests that the reliability of diagnosis needs

improvement. According to Spitzer and Fleiss (1974),

the reliability of psychiatric diagnosis as practiced

in the 1960's and 1970's was inadequate. The reasons

discussed for the variability among diagnosticians

involved differences in how they elicited and evaluated

the necessary information. Other differences included

inherent weaknesses, such as low reliability and low

1
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validity, and ambiguities in the nomenclature. Since then

research has been conducted to improve on the reliability

problems, but significant improvements are still needed in

several areas.

The purpose of the proposed study was to investigate

the.criteria involved in the diagnosis of a controversial

disorder, namely antisocial personality disorder (APD).

APD, in particular, is a diagnosis which has gone through

several significant criteria changes over the past 25 years.

These criteria changes occurred as an attempt, in part, to

increase reliability and to prevent misdiagnosis. One of

the most important costs associated with the misdiagnosis of

APD is the personal cost to the client. To misdiagnose a

client with schizophrenia or post-traumatic stress disorder

(PTSD) as APD for example, can cause the client to receive

inappropriate treatment or no treatment at all. The costs

of misdiagnosis of APD do not only have an effect on

treatment issues, but on legal issues as well.

The importance of developing reliable and valid

diagnostic criteria for APD can be seen in the psychological

assessments of mentally disordered offenders. Whether or

not an individual meets the criteria of APD can have

significant impact on issues such as diversion from the

criminal justice system, transfer of juveniles to adult

court, special offender status, and sentencing (Rogers &

Mitchell, 1991). Other issues involving criminal offenders
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such as dangerousness to society, likelihood of repeated

offenses, and the outlook for treatment are also important

considerations in the diagnosis of APD.

The identification of reliable diagnostic criteria 
for

APD has another important implication regarding the

description of APD in the Diagnostic and Statistical Manual

of Mental Disorders (DSM IV) set to be published in 1993.

APD, according to the DSM IV Task Force's Axis 
II Work

Group, is "the personality disorder most likely to undergo

changes in DSM IV" (American Psychiatric Association, 
1990,

p. 5). The Work Group reported their goal as "simplify 
the

criteria for this disorder and at the same time include 
more

traditional items, typical of psychopathy" (p. 6).

Accomplishing this goal requires the identification 
of the

most relevant and useful criteria of APD.

One of the first steps that should be taken in

developing diagnostic criteria for a personality disorder 
is

creating a definition of the disorder. Perhaps, it would be

useful to provide one set of criteria for the definition 
of

a disorder and another set of criteria for the diagnosis 
of

a disorder. For example, it would be possible to include a

trait such as unable to learn from experience as 
part of the

definition of APD, while continuing to include behaviors

such as deliberately engaged in fire-setting as part of the

diagnosis. This distinction would allow for the development

of an optimal set of criteria without changing or distorting
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the concept of the disorder. This is not an easy task,

however, since diagnostic criteria are different 
from a

definition and not paying attention to this problem 
can

cause difficulties. According to Widiger (1991), the

failure to adequately differentiate between definitions 
and

diagnoses has contributed to many inadequacies 
and

inconsistencies in the DSM III-R. The difficulty here is

that improvement in reliability does not always mean

improvement in validity.

The distinction between definition and diagnosis is

particularly evident in the preference for behaviorally

specific criteria (Spitzer, Williams & Skodol, 1980).

However, according to Widiger (1991), the behavioral

specificity of the antisocial criteria set 
has resulted in

an overly narrow representation in terms of criminal,

delinquent, and socially deviant acts. one solution to this

problem is to include as many behaviors as necessary 
to

completely represent the construct of APD. These additions,

however, may result in criteria which are too cumbersome and

impractical as the number of criteria increases. 
As an

alternative, the list could be confined to the acts that

best exemplify the behaviors of prototypic cases (see, e.g.

Livesley, 1986). The acts would help define the meaning of

the trait concepts and also to clarify the concepts for 
more

accurate interpretations.
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Diagnostic Models of APD Diagnosis

The diagnosis of antisocial personality disorder has

gone through at least three major conceptual shifts 
in the

last 25 years. The APD diagnostic criteria associated with

the DSM have gone through considerable research and

revision, while other systems of diagnosing APD have been

developed as well. The following is a discussion of the

changes which have taken place and alternate systems 
which

have developed.

APD and the DSM II

The DSM II (American Psychiatric Association, 1968)

diagnostic criteria for APD focused on characterological

traits of an individual. The criteria focused on impaired

socialization and impulse control and described such

individuals as calloused, unable to learn from experience,

irresponsible, and incapable of loyalty. An important

aspect of the diagnosis of APD in the DSM II was that 
it did

not require an individual to have committed any overt

antisocial acts but only to exhibit antisocial traits. The

lack of objective behavioral criteria in the diagnosis was

the source of many fluctuations in diagnostic rates (Wulach,

1983). The recognition of low reliability and validity of

most of the DSM II diagnoses (Spitzer & Fleiss, 1974) was

one of the main motivations for the development of DSM III.
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APD and the DSM III

The development of the DSM III (American Psychiatric

Association, 1980) criteria for APD consisted of a complete

revision of the criteria listed in the DSM II. In fact, no

criteria are shared by the two systems. The DSM III

diagnosis required a shift from personological 
traits to

inclusion and exclusion criteria. In an effort to increase

reliability, the authors of the DSM III substituted a

behavioral checklist that described typical experiences 
in

life history of antisocial personalities instead of using

personality traits (Wulach, 1983).

The DSM III criteria for APD were derived almost

exclusively from the SADS-RDC model (Schedule of Affective

Disorders and Schizophrenia - Research Diagnostic Criteria;

Endicott & Spitzer, 1978) which used a developmental

perspective of APD by including both childhood 
and adult

symptoms of APD. These criteria were derived from the

large-scale, longitudinal study by Robins (1966) who

concluded that antisocial children grow up to be antisocial

adults, therefore suggesting the need for a history of

juvenile delinquency for the diagnosis of APD.

The criteria of the DSM III focused on behavioral

disturbances and observable antisocial and dyssocial

behaviors, such as truancy or expulsion as childhood

criteria and recklessness and chronic deception as adult

criteria. A variety of symptoms must appear before the age
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of 15 in order to justify diagnosis according to the 
DSM

III. Some examples are lying, theft, casual sexual

relationships, truancy, expulsion from school. After age

18, the DSM III requires continual difficulty 
in areas such

as substance abuse, aggressiveness, parenting failures, and

legal problems. An important aspect of this diagnosis is

that the major features occur in the settings of social

interactions with others, which suggests that the

"pathology" is social rather than internal (MacMillan &

Kofoed, 1984). Also, the criteria for diagnosing the DSM

III APD was so broad that it included the vast majority of

criminals rather than the exceptional criminal. The

diagnosis ignored individual differences regarding

chronicity, situational determinants, degree of violence,

and rehabilitation potential (Wulach, 1983). It was also

postulated that because of the emphasis on dyssocial 
acts,

the DSM III did not readily identify individuals who may fit

the classic picture of psychopathy but just avoided early or

frequent contact with the judicial system (Hare, 
1983).

Respectable interrater reliability Kappas of 
.87 and

.65 for example, (Spitzer, Forman, & Nee, 1979) were

reported initially for the DSM III diagnosis of 
APD.

However, further investigations resulted in lower

reliabilities, such as Kappas of .49 (Mellsop, Varghese,

Joshua & Hicks, 1982). In addition, Rogers et al. (1992)

reviewed Kappas reported from ten studies which made efforts
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to improve the diagnostic reliability of APD 
through the use

of structured interviews. Of the ten studies reviewed, only

two met the criterion of the DSM III threshold of Kappas >

.70 indicative of "good agreement" (American Psychiatric

Association, 1980, p. 468).

APD and the DSM III-R

The revision of the DSM III-R (American Psychiatric

Association, 1987) continued the descriptive model but

altered the developmental criteria so that 
it contained

violently antisocial acts. More specifically, five non-

aggressive developmental symptoms such 
as poor grades and

suspension from school were removed and 
replaced by five

aggressive symptoms such as sexual assault 
and use of a

weapon. The addition of the new criteria more 
closely links

APD with aggressive criminality. It transforms APD from

including characteristics of dysfunctional interpersonal

behavior to including characteristics of violent 
criminals

(Rogers & Dion, 1991).

The DSM III-R diagnosis of APD is based on the

assumption that personality traits are difficult 
to measure

reliably and that it is easier to agree on specific

behaviors that are common to a disorder than on reasons 
why

they occur (Robins, 1978). According to Hare, Hart, and

Harpur (1991), the behavioral indicators of the 
DSM III-R do

not provide adequate coverage of the construct 
that they are

supposed to cover. Therefore, everyone who fulfills the APD
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criteria may be antisocial, but may differ in interpersonal,

affective, and psychopathological characteristics.

Regardless of these criticisms, the 
criteria for APD in the

DSM III-R were among the strongest of personality 
disorders

in terms of internal consistency and discriminative ability

(Morey, 1988).

The DSM III and DSM III-R are based on a polythetic

model that specifies minimum criteria that must 
be met to

qualify for APD (i.e., any 3 of 12 childhood criteria and

any 4 of 10 adult symptoms). Two assumptions are made by

the polythetic model. The first is that all criteria and

subcriteria are given equal weight so that lying and

firesetting for example, both equally qualify as symptoms of

APD. Second, the frequency and severity of symptoms 
are not

distinguished so that, for instance, setting one fire is

equal to setting ten fires (Rogers, Dion, & Lynett, 1992).

Based on the possible combinations of the criteria 
that are

possible, Rogers and Dion (1991) computed the possible

variations of DSM III-R APD diagnosis at 3.4 X 108 for the

criteria alone and 2.9 X 1010 when the subcriteria are also

considered. In fact, when including the subcriteria for

APD, it is possible to have four totally different, 
non-

overlapping, APD diagnoses.
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APD and the PCL-R

An alternate method of diagnosing APD has been

developed in the form of the Psychopathy Checklist (PCL;

Hare 1981, 1985a) and its revised edition, the PCL-R (Hare,

1991), which have been derived from criteria developed 
by

Cleckley (1976). Hare's studies were primarily limited to

male inmates and only compared psychopathic and

nonpsychopathic criminals. The PCL-R assesses the

personality traits and social deviance factors 
of an

individual as opposed to the E)SM-III-R which focuses 
on the

social deviance. The PCL-R consists of 20 items which

measure behaviors and inferred personality traits 
considered

necessary for the diagnosis of psychopathy. The rater is

provided with a description of a trait and 
some examples of

that trait. He/she is then required to make a judgement as

to whether they believe the individual being rated has 
the

trait. The PCL and PCL-R both have good psychometric

properties (see Hare, 1985b; Harpur, Hakstian, & Hare, 1988)

that include inter-rater reliability (r = .89), and internal

consistency (alpha = .90). The PCL-R consists of two

factors: The first factor reflects interpersonal and

affective characteristics considered fundamental to

conceptions of psychopathy. The second factor reflects

aspects of psychopathy related to an impulsive, 
antisocial,

and unstable lifestyle (Harpur et al., 1988). The fact that

the PCL-R generally is more strongly related to criterion
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variables regarding criminality, violence, and recidivism

than is the DSM III-R diagnosis of APD, attests to the

usefulness of including inferences about personality traits

in the assessment of psychopathy (Hare et al., 1991).

According to Rogers and Mitchell (1991, p. 218),, "The PCL is

the most reliable and well validated measure of

psychopathy. "

APD and Psychopathic Personality Disorder Scale

The psychopathic personality disorder (PPD) scale is a

ten-item scale derived from the PCL-R which focuses on

interpersonal and affective characteristics regarding

psychopathy (Hare, 1991). It is one of the four criteria

sets (the existing DSM III-R criteria for APD, a shortened

list of the DSM III-R criteria, the International

Classification of Diseases [ICD-0 criteria for dyssocial

personality disorder, and the criteria for PPD) which have

been developed for evaluation and comparison in the field

trials for the DSM IV section on APD (Hare, 1991). The ten

items of the PPD are scored on a three-point scale, which

range from 0 to 20, and require that seven out of the ten

criteria be met in order for the diagnosis of PPD to be

given. The total scores represent the extent to which an

individual represents a clinical prototype of a psychopath.

The PPD scale was developed using the PCL-R and the

PCL-CV (clinical version; Hare, Cox, & Hart, 1989) as the

basis for the criteria set. The PCL-CV was developed as a
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shorter and simplified version of the PCL-R to be used for

clinical use, with good correlation of independent ratings

between the two averaging .80 (Hare, 1991). The items of

the PPD are substantively the same as those of the PCL-CV

and a reasonable reflection of the many constructs measured

by the PCL-R factors (Hare et al., 1991).

APD and Dyssocial Personality Disorder in ICD-10

The DSM has, in the past, based many of its

classifications on the mental disorders of the International

Classification of Diseases (ICD). In 1983, the American

Psychiatric Association was even asked to contribute to the

development of the chapter in the ICD-10 regarding mental

disorders (American Psychiatric Association, 1980). One

purpose for this is increased communications between the

United States and other countries regarding the various

mental disorders and their effects. Following this

tradition, the publication of the DSM IV was planned to

coincide with the release of the ICD-10 in 1992. Because of

the close relationship of the two diagnostic manuals, the

task force for the DSM IV is considering the ICD-10 criteria

for dyssocial personality disorder, which is the comparable

category to APD, in their analysis of the DSM IV APD

criteria. (Hare et al., 1991). The ICD-10 diagnostic system

consists of seven criteria combining interpersonal

characteristics and behavioral factors. The criteria are

similar to both the DSM III-R criteria and the PCL-R
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criteria (e.g., incapacity to maintain enduring

relationships and persistent irritability).

Alternate Models of APD Diagnosis: MMPI and MCMI-II

.Scale 4 (i.e., psychopathic deviate scale) of the

Minnesota Multiphasic Personality Inventory (MMPI; Hathaway

& McKinley, 1943) has been identified as one method for

assessing psychopathy. However, Hare (1985b) found that

clinician-based ratings were considerably different from

measures such as the MMPI. He found that Scale 4 correlated

at .38 with the PCL and .35 with the DSM III. Factor

analysis has shown four factors of the MMPI Scale 4 and only

one (authority conflict) appears to be conceptually related

to the DSM III-R diagnosis of APD (Greene, 1980).

Therefore, elevations on the MMPI must be interpreted

differently than APD (Rogers & Mitchell, 1991).

Millon developed Scale 6 of his Millon Clinical

Multiaxial Inventory (MCMI; Millon, 1983) to measure aspects

of APD. Research is still needed investigating APD compared

by MCMI-II and DSM III-R, although one study by Widiger and

Sanderson (1987) found a modest correlation (r = .26).

Hart, Forth, and Hare (1991) suggest that the MCMI-II

appeared biased in its measurement of. psychopathy, at least

as APE) is defined by clinical ratings. Although the MCMI-II

was a good measure of the social deviance component of

psychopathy, it failed to measure adequately the affective



14

and interpersonal characteristics considered important to

clinical descriptions of the disorder.

Prototypical Analysis of APD

The identification of the most relevant criteria by

experts in a particular area is a first step that should be

taken in establishing diagnostic validity of personality

disorders (Livesley, Reiffer, Sheldon & West, 1987). The

goal of prototypical theory, which has been developed

largely due to work by Rosch (1973, 1978), is to construct

categories through the ratings of the most representative

characteristics. Defined clearly, a prototype is an

"abstract image or set of features representing the best or

the most representative, most typical example of the

category" (Shaver, Schwartz, Kirson, & O'Connor, 1987, p.

1062).

Comparing frequencies within a prototype allows for

categorization decisions to be made. Several empirical

studies (e.g., Fehr, 1988; Livesley et al., 1987; Shaver et

al., 1987) have shown that it is possible to make reliable

judgements regarding object prototypicality. According to

Fehr (1988), prototypes allow for more efficient processing

of information and allow for the estimation of missing

information. Prototypical categories are organized around

examples of the concept with less good examples forming a

gradient away from the central cases (Rosch, 1978). The

characteristics defining a category are correlated with each
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other allowing for different combinations of

characteristics. Over all, the ratings of prototypical

quality provide an objective way of distinguishing the

descriptive features that should be incorporated into the

definition.

The DSM IV disorders can be better thought of as

prototypes than classical categories. People who meet

criteria for any particular diagnosis will likely be

heterogeneous even in regards to the defining features of

that diagnosis. Thus, research needs to include

prototypical cases when they are concerned with homogeneity

of patients and differentiating criteria (Frances, First,

Widiger, Miele, Tilly, Davis, & Pincus, 1991).

Statement of the Problem

A number of clients do not receive the correct

diagnosis regarding APD. This misdiagnosis can result in

significant consequences personally and legally for the

client. Therefore, more reliable and valid criteria should

be developed. Diagnostic criteria need to be developed from

careful research regarding the most relevant characteristics

identified by experts in the area.

One strategy for identifying these criteria is the use

of prototypical analysis for characteristics associated with

APD by forensic experts. This recommendation has been made

regarding personality disorders in general (Livesley, 1986;

Livesley & Jackson, 1986) as well as APD (Rogers et al.,
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1992). Empirical evidence indicates that structured

representations of diagnosis can be reliably identified by

asking judges to rate the degree to which attributes

delineating the prototype are representative of the concept

(Livesley & Jackson, 1986). Furthermore, as asked and

answered by Rogers et al. (1992, p. 9) regarding APD, "Who

should judge the antisocial and prosocial dimensions?

Mental health professionals have a substantial advantage

over others in most matters of diagnosis, by virtue of their

training and experience."

Research Questions

In this study the following questions were explored:

1. Which of the criteria derived from the DSM II, DSM III,

DSM III-R, PCL-R, ICD-10 criteria for dyssocial personality

disorder, and psychopathic personality disorder scale

criteria are rated by forensic experts as the most

representative and central to APD?

2. What are the underlying factors to APD and how do they

relate to the different diagnostic systems?

3. Are forensic experts influenced by their training and

experience in their conceptualization of APD?

4. How do the underlying factors of APD compare to other

prototypical studies?



17

METHOD

Subjects

A sample of 600 members of the American Academy of

Forensic Psychiatry were selected randomly, from the

American Academy of Psychiatry and Law (AAPL) membership

directory, to participate in the survey. The sample

consisted of 321 psychiatrists, composed of 281 males and 37

females with missing data for gender on 3 subjects. A

greater proportion of the sample was male, which was

anticipated given the gender distribution of AAPL. The age

range of the respondents varied considerably (range 31 to

91, M = 50.78, SD = 10.93), as did the overall percentage of

their clinical practice which is forensic in nature (range

1-100%, M = 40.83, SD = 32.96). Their years of experience

in clinical practice varied from one to 62 (M = 20.54, SD =

11.06) and in clinical forensic practice also (range 1-62, M

= 14.60, SD = 9.14).

Materials

Criteria for the classification of APD were placed on a

master list which was divided into two major categories;

developmental criteria, with a total of 19 criteria, and

adult criteria, with a total of 43 criteria. Seven

descriptors derived from the DSM II were incorporated into

the survey (see Appendix A). All DSM III criteria were used

with a total of twelve childhood characteristics and nine

adult characteristics (see Appendix B). Likewise, all of
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the DSM III-R criteria were used with a total of twelve

childhood characteristics and ten adult characteristics (see

Appendix C). In addition to the DSM criteria, PCL-R

criteria (see Appendix D) were also used with two as

childhood characteristics (i.e., early behavior problems and

delinquency) and nineteen as adult characteristics (early

behavior problems were used as a childhood and adult

characteristic). The ICD-10 criteria for dyssocial

personality disorder were included in the survey (see

Appendix E). Finally, two criteria for the Psychopathic

Personality Disorder Scale (PPD; see Appendix F), which had

not been included in any of the previous systems, were also

included in the survey (deceitful and manipulative; adult

antisocial behavior). Several of the different diagnostic

models contain the same criteria and therefore, in the

survey, these particular criteria were listed only once.

As a method of protecting against ordering effects,

four random sets of childhood and adult criteria were

developed. One hundred and fifty copies of each random set

were prepared ahead of time and were mailed out to the

respondents, chosen randomly from the AAPL membership

directory. All sets were mailed out on a pre-specified day.

Procedure

Because of problems with response rates often reported

with mail survey questionnaires, the method of conducting

this survey was based on Dillman (1975) who proposed
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specific instructions for conducting mail surveys which have

been found to result in increased response rates. The

surveys and cover letters were mailed out the same day at

the same time to all respondents (see Appendix G). Exactly

one week after the original mailing, a postcard follow-up

was sent which served as a reminder for those who had not

completed the survey and a thank you for those who had (see

Appendix H). A second follow-up was mailed exactly three

weeks after the original mailout to those subjects who had

not yet returned the survey. It consisted of a second cover

letter (see Appendix I) and a replacement questionnaire.

All subjects were asked to rate the APD criteria on a

seven-point scale (anchors were "I" unimportant to

antisocial personality, "4" moderately important, and "7"

very important) to their perceptions of antisocial

personality disorder. The subjects were informed through

the written instructions that the criteria included in the

survey are characteristics that at one time or another have

been considered as related to APD and that mental health

professionals themselves lack a consensus on the central or

core elements of APD. Following the APD ratings, the

subjects were asked to provide basic background information.

The surveys were mailed to a total of 600 subjects, of

which 37 were not forwardable due to change of address or

death of the subject. Of those who returned the surveys,

321 were completed and usable. The remaining surveys that
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were returned, which totaled 36, were unusable for various

reasons (11 had blank pages or did not follow the directions

in scaling the criteria, four gave no explanation, three

said they do not participate in surveys, and two indicated

they did not have the time). Finally, 16 of the returned

surveys were excluded and unusable due to retirement of the

subject or the subject's own personal explanation that they

were not qualified to complete the surveys.

RESULTS

Ratingof Prototypical Criteria

The first research question regarding the most

representative and central criteria to APD was examined

using descriptive data (i.e., means and standard deviations)

which allowed the identification of the most important and

relevant characteristics of antisocial personality disorder

(see Table 1, Appendix J). The individual means for the

childhood characteristics of APD ranged from 1.16 to 6.79

(overall M = 4.68, SD = .79), with nine of the nineteen

childhood criteria found to be high (_>_5) in prototypicality

(see Table 2, Appendix J). The range of individual means

for the adult characteristics varied somewhat less from 2.26

to 6.35 (overall M = 4.90, SI) = .79) with eighteen of the

forty-three adult criteria judged to be high in

prototypicality.
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Underlying Factors to APD

The second research question regarding the underlying

factors to APD and their relationship to the different

diagnostic systems was investigated using a principal

components analysis on the combined childhood and adult

criteria. To investigate the best possible number of

factors, a scree plot was used in which the eigenvalues and

the total number of factors were plotted. The scree plot

suggested a five factor solution. This optimum number of

factors was investigated further by looking at four, five,

and six factor solutions after varimax rotation ("over- and

under-factoring"; Pedhazur, 1982). The six factor solution

was ruled out because the last factor had no non-overlapping

criteria. The last factor of the five factor solution

contained only two non-overlapping criteria (poor behavioral

controls and impulsivity). However, these two criteria

appeared to fit the four factor solution better. Therefore,

a four factor solution was selected.

The four factors (see Table 3, Appendix J) that

resulted from the prototypicality ratings of APD accounted

for 46.1% of the total variance. The first factor (26.0%

of the variance), irresponsibility, unstable self image, and

unstable relationships, consists of 21 criteria (i.e.,

rotated factor loadings > .50) related to irresponsibility

in interpersonal relationships, need for stimulation, and

failure to learn from experience. The second factor (9.3%
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of the variance), manipulation and lack of guilt, consists

of 10 criteria characterized by callousness/lack of empathy,

no regard for the truth, and conning behavior. The third

factor (6.2% of the variance), aggressive behavior, is

comprised of 10 criteria including such things as

interpersonal violence, cruelty to others, and stealing.

The fourth factor (4.6% of the variance), nonviolent

juvenile delinquency, consists of eight criteria associated

with school violations, home problems, and lying.

Effects of Experts' Training and Experience on Ratings

The third research question focused on how a forensic

expert's training and experience influences their

conceptualization of APD. Factor scores were computed for

each subject on each of the four factors ([1]

irresponsibility, unstable self image and unstable

relationships; [2] manipulation and lack of guilt; [3]

aggressive behavior; and [4] nonviolent juvenile

delinquency). Computation of a subject's factor score

involved multiplying each symptom rating by its respective

rotated factor loading. These "weighted" ratings were then

summed to produce each subject's factor score. These scores

were then correlated with the status variables (gender, age,

percentage of practice that is forensic in nature, number of

years in clinical practice, and number of years in clinical

practice that is forensic in nature) to determine if any

significant relationships existed. Seven significant
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correlations were found using this method (see Table 4,

Appendix J). For Factor 1, age, years of clinical practice,

and percent of clinical practice that is forensic in nature

were significantly correlated with the ratings. Percentage

of practice that is forensic in nature was significantly

correlated with Factor 2. Finally, age, years of clinical

practice, and years of practice which is forensic in nature

was significantly correlated with Factor 4.

DISCUSSION

Ratings of Prototypical Criteria

Five of the childhood criteria rated as high in

prototypicality represent aggressive criminal behavior.

These criteria include violence towards other people (used a

weapon in fights, forced sexual activity, physically cruel

to others, stole with confrontation of a victim) and

violence involving the destruction of property. The

remaining four childhood criteria rated as high in

prototypicality involve nonviolent delinquent behavior such

as often lied, violated rules at home and school, stole

without confrontation of a victim, and juvenile delinquency.

These findings suggest that both aggressive and non-

aggressive childhood behaviors are important to the

diagnosis of APD.

Childhood criteria found to be low in prototypicality

(i.e. < 3.50) include: (a) school grades below expectations

(M = 3.13)1, (b) repeated casual sex (M = 3.19),, and (c) ran
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away from home (M = 3.30). These last findings are

consistent with the criteria found by Rogers et al. (1992)

in which it was concluded that nonconformity alone was-

insufficient to be ranked as high in prototypicality.

Of the eighteen adult criteria rated as high in

prototypicality, two (criminal versatility and failure to

conform socially with respect to lawful behavior) represent

aggressive, criminal behavior. These two criteria suggest

that it may be a mistake to rule out aggressive behavior

from adult criteria.

In addition to this aggressive behavior component,

several other components can be identified in the adult

criteria such as instability in self-image and life

situations, and lack of guilt and controlling of others.

Instability in self-image and life situations is

characterized by criteria such as impulsivity, inability to

sustain consistent work behavior, promiscuous sexual

behavior, many short-term marital relationships, repeated

drunkenness or substance abuse. Lack of guilt can be seen

in criteria such as lack of remorse or guilt, incapacity to

experience guilt or profit from experience, failure to

accept responsibility for own actions. Controlling others

is characterized by criteria such as conning/manipulative,

deceitful and manipulative, has no regard for the truth as

seen in "conning" others for personal profit or pleasure.

These criteria focus on adult personality traits versus
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specific behaviors, such as those described in the childhood

criteria. This pattern conforms with the same division of

childhood and adult criteria in the DSM III-R.

Factors of APO and Related Diagnostic Systems

Factor 1, irresponsibility, unstable self image and

unstable relationships, involves personality characteristics

and relationship difficulties possibly due to problems with

impulse control. The loadings on this factor are composed

from a variety of systems including eight from the PCL-R,

two from the ICD-10 proposed criteria, two from the DSM II,

nine from the DSM III and DSM III-R, and two from the PPD.

The relationship problems include short-term marriages,

inconsistent work behavior, sexual promiscuity, and even

inadequate parenting skills. Unstable self image can be

seen in criteria such as persistent irritability, lack of

realistic, long-term goals, grandiose sense of self worth,

and shallow affect. The diversity in the sources of the

criteria adds to this factor's validity because similar

criteria, regardless of the diagnostic system, are

consistently rated as important.

Factor 2, manipulation and lack of guilt, focuses on a

pattern of interaction with others. This factor loads

heavily on both the PCL-R and the proposed ICD-10 criteria.

Three of the PCL-R criteria from Factor 1 of the PCL-R focus

on interpersonal aspects of APD (lack of remorse or guilt,

callous/lack of empathy, and conning/ manipulative). The
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other criteria (failure to accept responsibility) loads on

Factor 2 of the PCL-R. Furthermore, the four ICD-10

criteria are remarkably similar to the above mentioned PCL-R

criteria (callous unconcern for the feelings of others and

lack of the capacity for empathy; incapacity to experience

guilt; gross and persistent attitude of irresponsibility;

and proneness to blame others). Possible solutions to the

overlap of the similar criteria include combining the

criteria or selecting the most comprehensive criteria.

Factor 3, aggressive behavior, contains six of the DSM

III-R childhood criteria (stole with confrontation of a

victim, physically cruel to others, used a weapon in fights,

forced sexual activity, deliberate fire-setting, and

physically cruel to animals). In addition, three shared

criteria from the DSM III and DSM III-R are included

(deliberately destroyed others property, often initiated

physical fights, and fails to conform to social norms with

respect to lawful behavior). The two aggressive adult

criteria from the DSM III-R and the PCL-R which are rated

high in prototypicality (criminal versatility and failure to

conform to social norms with respect to lawful behavior)

also load on this factor. The loadings of these two

criteria raise the question of whether the aggressive

criteria should be limited to the childhood period.

Factor 4, nonviolent juvenile delinuency, loads

heavily on nonaggressive childhood behaviors. Three
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criteria (truancy, ran away from home, and often lied) are

found on both the DSM III and DSM III-R, while two criteria

(expulsion or suspension from school for misbehavior and

chronic violations of rules at home and school) are from the

DSM III only. The remaining criteria (early behavior

problems and juvenile delinquency) are from the PCL-R and

are too vague to be included as specific criteria.

Inspection of Factors 3 and 4 suggests the importance of

dividing the childhood criteria from the adult criteria by

giving each its own section of the diagnosis of APD, as well

as the distinction between aggressive and non-aggressive

behavior in the diagnosis.

Factor 4 accounted for only a small proportion (4.6%)

of the total variance (46.1%) of the four factors. A

concern could be raised as to whether this factor is

significant enough, as judged by experts, to be included as

a factor. Of the eight criteria composing Factor 4, three

are rated as high in prototypicality overall (often lied,

chronic violations of rules, and juvenile delinquency), one

was rated as low in prototypicality overall (ran away from

home), and the remaining four criteria were in the middle.

However, the overall mean for the prototypicality ratings of

the eight criteria is .46 suggesting that the criteria are

rated as more than moderately important to the diagnosis of

APD. Therefore, Factor 4 is included in the present study

as a separate factor.
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Effects of Experts' Training and Experience on Ratings

The gender of the psychiatrists included in the survey

does not appear to be significantly related to any of the

four factors. A possible explanation is that there is a

proportionally low number of females (11%) included in the

survey compared to males.

Age and the number of years the psychiatrists have

spent in clinical practice appears to influence their

opinions. First, as the psychiatrists increase in age and

in the number of years they have spent in clinical practice,

they tend to rate Factor 1, (irresponsibility, unstable self

image and unstable relationships) as more important. In

contrast, older, more clinically experienced psychiatrists

tend to rate Factor 4 (nonviolent juvenile delinquency) as

less important than the other factors to the diagnosis of

APD.

The greater percentage of clinical practice that is

forensic in nature, the more important the psychiatrists

rate Factor 1 and Factor 2 (manipulation and lack of guilt).

Also, the more years experience the psychiatrists have in

clinical forensic practice, the less important they view

Factor 4 to the diagnosis of APD.

Overall, older and more experienced psychiatrists tend

to emphasize irresponsibility, unstable relationships and

unstable self image, and to a lesser extent manipulation and

lack of guilt is in their conceptualization of APD. These
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same psychiatrists de-emphasize nonviolent juvenile

delinquency.

The lack of significant correlations with Factor 3',

aggressive behavior, suggests that the experts, regardless

of any demographic characteristics, agree that aggressive

behavior is important to APD (Seven of the ten criteria

loading on Factor 3 were rated as high in prototypicality).

Comparison to Rogers, Dion, and Lynett (1992)

Several parallels can be found between this study and a

similar study conducted by Rogers et al. (1992) in which a

prototypical analysis of APD was conducted using DSM II, DSM

III, DSM III-R, and PCL criteria. They report four factors

(a) impaired relationships and deception, (b) aggressive

behavior, (c) nonviolent delinquency, and (d) frequent

sexual relationships not attributable to mental

illness/substance abuse. Many similarities can also be

found in the criteria they report to be the most

prototypical of APD.

There are several differences in the overall designs of

Rogers et al. (1992) and the present study. Rogers et al.

(1992) surveyed 250 non-expert subjects, not trained

professionals. The criteria used were different in that the

PCL, not the PCL-R was used, and the following were not

included: criteria for dyssocial personality disorder, and

the criteria for psychopathic personality disorder. Another

difference was the number of females included in the survey.



30

Rogers et al. (1992) had an almost equal number of males to

females while this study had 37 females and 284 males.

Finally, Rogers et al. (1992) included criteria in their

survey regarding the etiology of the disorder (e.g.,

delusions, irrational thinking, neurosis, drugs or alcohol),

which the present study did not investigate.

Rogers et al. (1992) recommend that (a) interpersonal

dimensions of APD should not be overlooked, (b) aggression

and violence should not be limited to childhood behavior,

(c) nonconformity in childhood, as in the DSM III, should be

investigated further, and (d) questions of etiology should

possibly be discarded from the diagnosis. Interpersonal

dimensions are shown as important to the diagnosis of APD in

Factor 1 of Rogers et al. (1992) and in Factors 1 and 2 of

the present study. These factors involve relationships and

interactions with others and load on the PCL-R criteria.

The second recommendation regarding aggression and violence

in adulthood as well as childhood is supported in both

studies as adult criteria which were likely to be associated

with aggression loaded on the aggressive behavior factors.

Nonconformity in childhood, as in the DSM III, is rated low

in prototypicality in both studies, each constituting their

own factors, suggesting the need for these nonviolent

delinquent criteria being investigated further. Finally,

the criteria involved in the fourth recommendation,

regarding the etiology of the disorder related to mental
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illness and drug abuse, are not investigated in this study.

Overall, the agreement of the two studies suggests that non-

experts and experts have remarkably similar opinions in the

diagnosis of APD.

Looking ahead to the DSM IV

Several factors appear to be characteristic of APD.

These factors involve relationship problems, nonviolent

childhood problems, and aggressive behaviors. In addition,

the more experienced and older the experts are, the greater

they feel that relationship problems and characteristics

such as manipulation and lack of guilt are relevant to the

diagnosis of APD, while the less important they rate

juvenile delinquency. Regardless of the experience or age

of the experts, they feel that aggressive behavior is

important both to childhood and adult characteristics. The

similarities in the ratings of experts in this study and

non-experts in Rogers et al. (1992) offer convergent

validity to the factors found to represent APD.

After considering all of the findings and the ratings

identified as prototypical of APD, the diagnostic system

that best represents the important factors is the DSM III-R.

It contains criteria representing all four factors, although

to different degrees. This finding suggests the need for

better representation of several of the important factors.

At the same time a goal should be to reduce the problems

regarding the frequency and severity of the criteria
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necessary to diagnose APD. Additionally, the large number

of variations possible with the DSM III-R should be limited.

The proposed solutions such as the PCL-R, the ICD-10

proposed criteria, and the PPD are substantially lacking in

their representation of Factors 1, 2, 3, and 4. Of these,

the ICD-10 is the least representative with no criteria

involving aggressive behavior or nonviolent juvenile

delinquency. The PPD is similar to the ICD-10 with no

criteria involving aggressive behavior and only one

involving nonviolent juvenile delinquency. The PCL-R also

needs improvement with only one criteria involving

aggressive behavior and two criteria involving nonviolent

juvenile delinquency. This analysis suggests that dropping

the DSM III-R criteria for one of these other proposed

systems may be ill-advised. Instead, a revised and more

specific DSM III-R is a possible solution.

The DSM IV task force is presently researching the

available diagnostic systems to identify the most

prototypical and representative criteria to be included in

the diagnosis of APD in the future. The DSM IV goal is

similar to the goal for the present study and now, based on

the findings of the present study, a list of proposed

criteria for the DSM IV diagnosis of APD can be identified

(see Table 5, Appendix J). In order to capture the most

salient criteria, those criteria loading > .65 on each

factor and > .60 on Factor 4, have been identified and
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included as representatives for each of the four factors

based on their high factor loadings. An attempt was made to

limit the criteria to the smallest number possible to

represent each factor sufficiently. One criterion

(callous/lack of empathy) was omitted because it was

redundant with already included criteria (callous unconcern

for the feelings of others and lack of the capacity to feel

empathy).

Along with the large number of variations and the

discontent of professionals with the DSM III-R diagnosis of

APD, a revision of the criteria is warranted. The present

research, combined with past research, Rogers et al. (1992),

suggests the need for a change in the diagnostic criteria

for APD. The proposed revision (see Appendix K) is based on

the four factors found to be significant to the diagnosis of

APD. The diagnostic system Lis composed of four sections,

with each section based on one of the four factors. There

is a recommendation for a minimum number of criteria in each

section that one must have to qualify for the. diagnosis.

This recommendation has been made to allow flexibility

between a comprehensive diagnosis and limiting the number of

criteria which must be met for the diagnosis. Requiring an

individual to meet the most criteria possible restricts the

variability of symptoms of the disorder allowing for a more

reliable diagnosis. Limiting the number of criteria that

must be met allows for a more heterogenous population while
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possibly decreasing the overall reliability of the

diagnosis.

There are two major differences between the proposed

criteria and the DSM III-R criteria for APD. First,

aggressive behavior is not limited to the childhood

criteria, but is placed in its own section. This change is

based on the ratings of adult criteria which are

prototypical of the aggressive behavior factor, suggesting

that aggressive criteria should not necessarily be limited

to childhood behavior. Second, the proposed system contains

fewer diagnostic criteria for both childhood and adult

criteria.

Limitations of the study

As with most research studies, there are limitations to

the design of the present study. One limitation can be seen

in the sample population used. It should be noted that the

range of the psychiatrists' practice which is forensic in

nature ranged from 1-100%. It is possible that the

psychiatrists with little or no experience with APD who

participated in the survey had insufficient professional

experience with APD individuals and simply relied on the DSM

III-R criteria in their ratings. Also, the particular

sample used includes only a small number of female

psychiatrists and that too may have influenced the results.

A limitation to the results of this study is the large

number of diagnostic variations described by Rogers et al.
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(1992). Although the number of criteria are decreased in

the present formulation, there are still perhaps too many to

decrease the overall number of variations in the diagnosis

as much as is needed. This limitation results in a

diagnostic system that needs further investigation; however,

the problem is minimized.

Many of the criteria rated as most important to the

diagnosis of APD in this study require judgments on the part

of the clinicians. For example, conning/manipulative and

callous unconcern for the feelings of others are criteria

which require inference to diagnose. This problem is not

corrected in this study as each criterion was included

exactly as it is stated in its original diagnostic system.

However, it may need investigation in the future.

The criteria included in the proposed diagnosis of APD

made in this study were chosen to adequately represent each

important factor while reserving only the most

representative criteria of each factor. The cut-offs for

the criteria to be included in the proposed system were

chosen based on the highest prototypical criteria by using a

designated cut-off.

There are also other possible solutions to the proposed

diagnostic system of APD as suggested by Rogers and Dion

(1991). For example, one possible alternative is to include

"psychopathic criminal" as a V code. This diagnosis, not a

disorder, would be made for males with correctional
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histories and Clecklian characteristics. A second

possibility is "antisocial behavior secondary to drug abuse"

which would distinguish the problem of drug abuse as a

result of antisocial behavior due to drugs versus antisocial

behavior as a result of drugs. This distinction would have

strong implications for treatment.

Conclusions

The impending revision of the DSM IV criteria for APD

and the radical changes in past years of these criteria

justify the research conducted in the present study. The

first step that must be taken is identifying the most

prototypical criteria rated by experienced professionals.

This was precisely the purpose of the present study. The

results found are consistent with previous research in

identifying the most relevant criteria for APD. Based on

these findings, it is the suggested that the DSM IV task

force place their emphasis on the revised DSM III-R criteria

instead of the alternative diagnostic systems being

investigated.
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Appendix A

Descrjirs :)rsDerived from DSM-II Criteria for Antisocial

Personality Disorder

1. Incapable of significant loyalty to individuals,

groups, or social values

2. Selfish

3. Failure to accept responsibility for own actions*

4. Poor judgment and failure to learn from experience

5. Boredom/low frustration level

6. Lack of remorse or guilt*

7. Blame others or offer plausible rationalizations for

their behavior

Note. See DSM II (American Psychiatric Association, 1968)

for the full criteria and for details concerning the

behavioral indicators.

*These two criteria are slightly reworded according to the

PCL-R.
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Appendix B

Descriptors Derived from DSM III Criteria for

Antisocial Personality Disorder

1. Was often truant*

2. Expulsion or suspension from school for misbehavior

3. Juvenile delinquency**

4. Ran away from home overnight at least twice while

living in parental or parental surrogate home (or

once without returning)*

5. Often lied (other than to avoid physical or sexual

abuse)*

6. Repeated sexual intercourse in a casual relationship

7. Repeated drunkenness or substance abuse

8. Has stolen with confrontation of a victim (e.g.,

mugging, purse-snatching, extortion, armed robbery)*

9. Deliberately destroyed others' property (other than by

fire-setting) *

10. School grades markedly below expectations in relation to

estimated or known IQ (may have resulted in repeating a

year)

11. Chronic violations of rules at home and/or at school

(other than truancy)

12. Often initiated physical fights*
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13. Is unable to sustain consistent work behavior, as

indicated by any of the following (including similar

behavior in academic settings if the person is a

student): (a) significant unemployment for six months or

more within five years when expected to work and work

was available (b) repeated absences from work

unexplained by illness in self or family (c) abandonment

of several jobs without realistic plans for others*

14. If a parent or guardian, lacks ability to function

as a responsible parent, as indicated by one or more of

the following: (a) malnutrition of child (b) child's

illness resulting from lack of minimal hygiene (c)

failure to obtain medical care for a seriously ill child

(d) child's dependence on neighbors or nonresident

relatives for food or shelter (e) failure to arrange for

a caretaker for young child when parent is away from

home (f) repeated squandering, on personal items, of

money required for household necessities*

15. Fails to conform to social norms with respect to lawful

behavior, as indicated by repeatedly performing

antisocial acts that are grounds for arrest (whether

arrested or not), e.g., destroying property, harassing

others, stealing, pursuing an illegal occupation*
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16. Inability to maintain enduring attachment to a sexual

partner as indicated by two or more divorces and/or

separations (whether legally married or not), desertion

of spouse, promiscuity (ten or more sexual partners

within one year)

17. Is irritable and aggressive, as indicated by repeated

physical fights or assaults (not required by one's job

or to defend someone or oneself), including spouse- or

child-beating*

18. Repeatedly fails to honor financial obligations, as

indicated by defaulting on debts or failing to provide

child support or support for other dependents on a

regular basis*

19. Fails to plan ahead, or is impulsive, as indicated

by one or both of the following: (a) traveling from

place to place without a prearranged job or clear goal

for the period of travel or clear idea about when the

travel will terminate (b) lack of a fixed address for a

month or more*

20. Has no regard for the truth, as indicated by repeated

Lying, use of aliases, or "conning" others for personal

profit or pleasure*

21. Is reckless regarding his or her own or others' personal

safety, as indicated by driving while intoxicated, or

recurrent speeding*
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Note. See DSM III (American Psychiatric Association, 1980,

pp. 317-321) for the full criteria and for details

concerning the behavioral indicators.

*These criteria are reworded according to the DSM III-R.

**One criterion is reworded according to the PCL-R.
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Appendix C

DSM III-R Criteria for Antisocial Personality Disorder

1. Was often truant

2. Ran away from home overnight at least twice while living

in parental or parental surrogate home (or once without

returning)

3. Often initiated physical fights

4. Used a weapon in more than one fight

5. Forced someone into sexual activity with him or her

6. Was physically cruel to animals

7. Was physically cruel to other people

8. Deliberately destroyed others' property (other than by

fire-setting)

9. Deliberately engaged in fire-setting

10. Often lied (other than to avoid physical or sexual

abuse)

11. Has stolen without confrontation of a victim on more

than one occasion (including forgery)

12. Has stolen with confrontation of a victim (e.g.,

mugging, purse-snatching, extortion, armed robbery)

13. Is unable to sustain consistent work behavior, as

indicated by any of the following (including similar

behavior in academic settings if the person is a

student): (a) significant unemployment for six months or

more within five years when expected to work and work

was available (b) repeated absences from work
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unexplained by illness in self or family (c) abandonment

of several jobs without realistic plans for others

14. Fails to conform to social norms with respect to lawful

behavior, as indicated by repeatedly performing

antisocial acts that are grounds for arrest (whether

arrested or not), e.g., destroying property, harassing

others, stealing, pursuing an illegal occupation

15. Is irritable and aggressive, as indicated by repeated

physical fights or assaults (not required by one's job

or to defend someone or oneself),, including spouse- or

child-beating

16. Repeatedly fails to honor financial obligations, as

indicated by defaulting on debts or failing to provide

child support or support for other dependents on a

regular basis

17. Fails to plan ahead, or is impulsive, as indicated by

one or both of the following: (a) traveling from place

to place without a prearranged job or clear goal for the

period of travel or clear idea about when the travel

will terminate (b) lack of a fixed address for a month

or more

18. Has no regard for the truth, as indicated by repeated

lying, use of aliases, or "conning" others for personal

profit or pleasure
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19. Is reckless regarding his or her own or others' personal

safety, as indicated by driving while intoxicated, or

recurrent speeding

20. If a parent or guardian, lacks ability to function as a

responsible parent, as indicated by one or more of the

following: (a) malnutrition of child (b) child's

illness resulting from lack of minimal hygiene (c)

failure to obtain medical care for a seriously ill child

(d) child's dependence on neighbors or nonresident

relatives for food or shelter (e) failure to arrange for

a caretaker for young child when parent is away from

home (f) repeated squandering, on personal items, of

money required for household necessities

21. Has never sustained a totally monogamous relationship

for more than one year

22. Lack of remorse or guilt*

Note. See DSM III-R (American Psychiatric Association,

1987, pp. 342-346) for the full criteria and for details

concerning the behavioral indicators.

*This criterion is slightly reworded according to the PCL-R.
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Appendix D

PCL-R Criteria for Antisocial Personality Disorder

1. Glibness/superficial charm

2. Grandiose senses of self worth

3. Need for stimulation/proneness to boredom

4. Pathological lying

5. Conning/manipulative

6. Lack of remorse or guilt

7. Shallow affect

8. Callous/lack of empathy

9. Parasitic lifestyle

10. Poor behavioral controls

11. Promiscuous sexual behavior

12. Early behavior problems

13. Lack of realistic, long-term goals

14. Impulsivity

15. Irresponsibility

16. Failure to accept responsibility for own actions

17. Many short-term marital relationships

18. Juvenile delinquency

19. Revocation of conditional release

20. Criminal versatility



APPENDIX E

ICD-10 CRITERIA FOR DYSSOCIAL

PERSONALITY DISORDER

50



51

Appendix E

ICD-10 Criteria for Dyssocial Personality Disorder

1. Callous unconcern for the feelings of others and lack of

the capacity for empathy

2. Gross and persistent attitude of irresponsibility and

disregard for social norms, rules, and obligations

3. Incapacity to maintain enduring relationships

4. Very low tolerance to frustration and a low threshold

for discharge of aggression, including violence

5. Incapacity to experience guilt and to profit from

experience, particularly punishment

6. Marked proneness to blame others or to offer plausible

rationalizations for the behavior bringing the subject

into conflict with society

7. Persistent irritability
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Appendix F

Criteria for Psychopathic Personality Disorder

1. Glib and superficial

2. Egocentric and grandiose

3. Lacks remorse

4. Lacks empathy

5. Deceitful and manipulative*

6. Early behavior problems

7. Adult antisocial behavior*

8. Impulsive

9. Poor behavioral controls

10. Irresponsible

Note. *These two criteria were included in the survey as

they are written here because they are the only two criteria

in this list which are not included in one of the other

diagnostic systems. Criteria 1 through 5 are derived from

the PCL-R Factor 1 and criteria 6 through 10 are from the

PCL-jR Factor 2. Each criterion is accompanied by a short

description that includes behavioral examples.
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Appendix G

Original Cover Letter

June 1, 1992

Dear Dr.:

The diagnosis of antisocial personality disorder (APD)

often plays an instrumental role in medicolegal assessments

of mentally disordered offenders. In consultations to the

courts that include diversion from the criminal justice

system, sentencing and transfer of juveniles to adult court,

a pivotal issue is whether the offender meets the APD

criteria. Often far-reaching judgements are made in spite

of the fact that the validity of both DSM III-R and the

proposed DSM IV criteria of APD is seriously questioned.

Forensic psychiatry has had comparatively little input into

the DSM IV proposals for Antisocial Personality Disorder; I

believe that results of this study may have a positive

influence on the drafters of the DSM IV.

You are one of six hundred forensic psychiatrists

chosen from across the country who are being asked to give

your expert opinion on this matter. Your name was drawn

from members of the American Academy of Psychiatry and Law

who are involved in clinical forensic practice. In order

that the results truly represent the thinking of the

Academy, it is important that each questionnaire be

completed and returned.
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Your responses will be strictly confidential. The

questionnaire has an identification number for mailing

purposes only. This allows me to check your name off the

mailing list upon receipt of your questionnaire. Your

completed questionnaire will indicate informed consent.

The results of this research will be valuable to both

psychiatric and legal professionals. As a participant you

will receive a summary of the results.

Thank you for your participation in this important

research.

Sincerely,

Richard Rogers, Ph.D.

Associate Professor of Psychology
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Appendix H

Postcard Follow-up

June 8, 1992

Last week a questionnaire seeking your opinions about

antisocial personality disorder was mailed to you. Your

name was drawn from a sample of members of the American

Academy of Psychiatry and Law who are involved in clinical

forensic practice.

If you have already completed and returned it to us please

accept our sincere thanks. If not, please do so today.

Because it has been sent to only a small, but

representative, sample of forensic psychiatrists it is

extremely important that yours also be included in the study

if the results are to accurately represent the opinions of

forensic psychiatrists.

If by some chance you did not receive the questionnaire, or

it was misplaced, please call me right now, at (817-565-

2645) and I will get another one in the mail to you today.

Sincerely,

Richard Rogers, Ph.D.

Project Director
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Appendix I

Follow-up Cover Letter

June 22, 1992

Dear Dr.:

About three weeks ago I wrote to you seeking your

opinion on the criteria used to diagnose antisocial

personality disorder (APD). As of today we have not yet

received your completed questionnaire.

Our research team has undertaken this study because of

the need to examine closely the existing criteria and

proposed DSM IV criteria for APD. Particularly in the

specialty of forensic psychiatry, the importance of the APD

diagnosis cannot be underestimated.

I am writing to you again because of the significance

each questionnaire has to the usefulness of this study.

Your name was drawn through a scientific sampling process of

members of the American Academy of Psychiatry and Law who

are involved in clinical forensic practice. This means that

less than one out of every four forensic psychiatrists is

being asked to complete this questionnaire. In order for

the results of this study to be truly representative of the

opinions of all forensic psychiatrists it is essential that

each person in the sample return their questionnaire. As

mentioned in our last letter, the questionnaire should be

completed by you as a practicing forensic psychiatrist.
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In the event that your questionnaire has been

misplaced, a replacement is enclosed.

Your cooperation is greatly appreciated.

Cordially,

Richard Rogers, Ph.D.

Project Director
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Appendix J

Table 1

Prototypicality Ratings for all Antisocial Personality

Disorder Criteria

Criteria Mean SD

Childhood Criteria

Was often truant 4.31 1.48

Ran away from home 3.30 1.46

Initiated physical fights 4.68 1.41

Used a weapon in fights 5.16 1.63

Forced sexual activity 5.24 1.52

Physically cruel to animals 4.87 1.52

Physically cruel to others 5.74 1.29

Destroyed others' property 5.15 1.43

Deliberate fire-setting 4.65 1.60

Often lied 5.13 1.53

Stole without confrontation 5.01 1.36

Stole with confrontation 5.70 1.45

Expulsion from school 4.62 1.43

Juvenile delinquency 5.47 1.27

Repeated casual sex 3.19 1.59

Drinking or substance abuse 3.95 1.47

Low school grades 3.13 1.49
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Table 1 (cont)

Criteria Mean SD

Childhood Criteria

Chronic violation of rules 5.31 1.39

Early behavior problems 4.34 1.69

Adult Criteria

Inconsistent work behavior 4.56 1.45

Fails to conform socially 6.28 .95

Irritable and aggressive 4.96 1.29

Fails to honor financial obligations 5.18 1.20

Fails to plan ahead 4.04 1.58

No regard for the truth 6.34 .90

Reckless in personal safety 4.54 1.44

Irresponsible parent 4.57 1.55

No monogamous relationships 3.68 1.45

Lack of sexual attachments 4.14 1.64

Lack of remorse or guilt 6.26 .98

Persistent irritability 3.36 1.44

Glibness/superficial charm 4.69 1.52

Grandiose sense of self worth 3.91 1.56

Need for stimulation 4.09 1.56

Pathological lying 5.64 1.19

Conning/manipulative 5.85 1.19
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Table 1 (cont)

Criteria Mean SD

Adult Criteria

Shallow affect 3.65 1.64

Callous/lack of empathy 5.74 1.24

Parasitic lifestyle 4.63 1.52

Poor behavioral controls 4.73 1.46

Lack of long-term goals 3.69 1.67

Many marital relationships 3.69 1.45

Revocation of conditional release 4.24 1.69

Doesn't accept responsibility 5.71 1.25

No enduring relationships 4.50 1.47

Low tolerance to frustration 5.09 1.29

Promiscuous sexual behavior 3.98 1.44

Poor judgment 4.96 1.62

Doesn't experience guilt 6.29 .90

Boredom/low frustration level 3.88 1.64

Incapable of significant loyalty 5.24 1.51

Selfish 4.21 1.68

Blames others 5.17 1.49

Callous unconcern for others 6.16 1.06

Irresponsibility 4.84 1.50

Proneness to blame others 5.50 1.33

Attitude of irresponsibility 6.31 .96



66

Table 1 (cont)

Criteria Mean SD

Adult Criteria

Criminal versatility 5.52 1.50

Impulsivity 4.47 1.54

Deceitful and manipulative 5.72 1.25

Early behavior problems 4.44 1.55

Adult antisocial behavior 6.23 1.12

Note. APD refers to antisocial personality disorder. SD =

standard deviation.
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Table 2

High Prototypical Ratings of Antisocial Personality Disorder

Criteria

Criteria Mean SD

Childhood Criteria

Used a weapon in fights 5.16 1.63

Forced sexual activity 5.24 1.52

Physically cruel to others 5.74 1.29

Destroyed other's property 5.15 1.43

Often lied 5.13 1.53

Stole without confrontation 5.01 1.36

Stole with confrontation 5.70 1.45

Juvenile delinquency 5.47 1.27

Chronic violation of rules 5.31 1.39

Adult Criteria

Fails to conform socially

Fails to honor financial obligations

No regard for the truth

Lack of remorse or guilt

Pathological lying

Conning/manipulative

Callous/lack of empathy

Doesn't accept responsibility

6.28

5.18

6.34

6.26

5.64

5.85

5.74

5.71

.95

1.20

.90

.98

1.19

1.19

1.24

1.25
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Table 2 (cont)

Criteria Mean SD

Adult Criteria

Low tolerance to frustration 5.09 1.29

Doesn't experience guilt 6.29 .90

Incapable of significant loyalty 5.24 1.51

Blames others 5.17 1.49

Callous unconcern for others 6.16 1.06

Proneness to blame others 5.50 1.33

Attitude of irresponsibility 6.31 .96

Criminal versatility 5.52 1.50

Deceitful and manipulative 5.72 1.25

Adult antisocial behavior 6.23 1.12

Note. APD refers to antisocial personality disorder. SD =

standard deviation. Only criteria designated as significant

in prototypicality are listed (> 5).
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Table 3

Principal Components Analysis with Varimax Rotation

Factor Structure

Criteria 1 2 3 4

Many marital relationships .75 .07 .15 .08

Inconsistent work behavior .68 .10 .13 .11

Promiscuous sexual behavior .68 .11 .02 .26

Fails to plan ahead .68 .09 .07 ..16

Persistent irritability .66 .14 .06 .15

Lack of sexual attachments .65 .14 -.11 .24

No monogamous relationships .65 .05 .23 .03

Lack of long-term goals .64 .16 -.19 .24

Need for stimulation .62 .20 -.18 .16

Grandiose sense of self worth .60 .23 -.08 -.02

Boredom/low frustration level .60 .21 -.20 ..30

No enduring relationships .59 .27 -.14 .18

Shallow affect .56 .26 -.17 .05

Repeated casual sex .56 -.11 .14 .22

Low school grades .54 -.07 .07 .47

Impulsivity .54 .28 -.07 .27

Irresponsible parent .54 .03 .32 -.08

Irresponsibility .52 .38 -.11 .27

Drinking or substance abuse .51 -.09 .20 .24
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Table 3 (cont)

Factor Structure

Criteria 1 2 3 4

Reckless in personal safety .51 .23 .16 .07

Poor judgment .51 .34 -.11 .05

Lack of remorse or guilt .02 .72 .11 -.02

Callous unconcern for others .08 .71 -.01 .02

Callous/lack of empathy .22 .71 -.07 .03

Conning/manipulative .27 .70 -.01 .25

No regard for the truth .09 .68 .18 .06

Doesn't experience guilt .12 .67 .21 -.01

Attitude of irresponsibility .08 .62 .20 .19

Deceitful and manipulative .25 .61 -.09 .36

Doesn't accept responsibility .41 .55 .01 .22

Proneness to blame others .37 .53 -.13 .28

Stole with confrontation -.09 .06 .83 -.10

Physically cruel to others -.13 .08 .72 .08

Used a weapon in fights -.07 -.03 .70 .11

Forced sexual activity .07 -.10 .69 -.09

Deliberate fire-setting -.05 .04 .65 .17

Destroyed others,' property .03 .07 .62 .30

Criminal versatility .12 .17 .53 -.17

Physically cruel to animals .09 .02 .53 .25
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Table 3 (cont)

Factor Structure

Criteria 1 2. 3 .4

Initiated physical fights .10 .01 .53 .41

Fails to conform socially .05 .43 .52 .00

Expulsion from school .19 .09 .14 .70

Was often truant .27 -.00 .21 ._65

Often lied .13 .35 -.02 .64

Chronic violations of rules .11 .21 .06 .61

Early behavior problems .29 .12 -.15 ..59

Juvenile delinquency .04 .19 .31 .58

Early behavior problems .30 .14 -.16 ..53

Ran away from home .22 -.05 .26 ..51

Note. High loadings (>_ .50) are underlined. Only

antisocial personality disorder criteria with high loadings

are included. Overall variance accounted for by the

analysis of the prototypicality ratings of APD is 46.1%.
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Table 4

Correlations of Demographic Characteristics of Professional

Psychiatrists and Factor Scores

Factor 1 Factor 2 Factor 3 Factor 4

Gender .04 .05 .01 .02

Age .18** .07 -.01-

Clinical .17** .07 -.01

Forensic .14* .16* -.08 .10

For-Clin .11 .12 -.07 -. 17**

Note. Clinical = number of years the subject has been

involved in clinical practice; for-clin = number of years

the subject has been involved in clinical practice that is

forensic in nature; forensic = percentage of clinical

practice that is forensic in nature.

* = significant at .05, ** = significant at .01 (in a 2-

tailed test).
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Table 5

Proposed Criteria for the DSM IV Diagnosis of Antisocial

Personality Disorder Based on Prototypical Factor Loadings

Criteria Loadings

Factor 1

Many marital relationships .75

Inconsistent work behavior .68

Promiscuous sexual behavior .68

Fails to plan ahead .68

Persistent irritability .66

Factor 2

Lack of remorse or guilt .72

Callous unconcern for others .71

Callous/lack of empathy .71

Conning/manipulative .70

No regard for the truth .68

Doesn't experience guilt .67

Factor 3

Stole with confrontation .83

Physically cruel to other people .72

Used a weapon in fights .70
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Table 5 (cont)

Criteria Loadings

Factor 3

Forced sexual activity .69

Deliberate fire-setting .65

Factor 4

Expulsion from school

Was of ten truant

Often lied

Chronic violation of rules

.70

.65

.64

.61

Note. To limit the number of criteria included while still

including the most prototypical criteria for each factor,

.65 was chosen. For Factor 4 .60 was chosen, as one factor

was higher than .65 and more criteria were needed to

adequately represent the factor.

. -I,..milllllilll I11 I -
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Appendix K

Proposed DSM-IV Criteria for Antisocial

Personality Disorder

A. Current age at least 18.

B. Evidence of delinquency with onset before age 15, as

indicated by a history of one or more of the following:

(1) expulsion or suspension from school for misbehavior

(2) was often truant*

(3) often lied

(4) chronic violations of rules at home and/or at school

(other than truancy)*

C. Aggressive behavior (occurring either before or after 15

years of age) as indicated by two or more of the

following:

(1) has stolen with confrontation of a victim

(2) was physically cruel to other people

(3) used a weapon in more than one fight

(4) forced someone into sexual activity with him or her

(5) deliberately engaged in fire-setting

D. A pattern of irresponsibility, unstable self image and

unstable relationships since the age of 15, as indicated

by at least three of the following:

(1) many short-term marital relationships
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(2) is unable to sustain consistent work behavior, as

indicated by any of the following (including

similar behavior in academic setting if the person

is a student):

(a) significant unemployment for six months or more

within five years when expected to work and

work was available

(b) repeated absences from work unexplained by

illness in self or family

(c) abandonment of several jobs without realistic

plans for others

(3) promiscuous sexual behavior

(4) fails to plan ahead, or is impulsive, as indicated

by one or both of the following:

(a) traveling from place to place without a

prearranged job or clear goal for the period

of travel or clear idea about when the travel

will terminate

(b) lack of a fixed address for a month or more

(5) persistent irritability

E. A pattern of behavior involving manipulation and lack of

guilt since the age of 15, as indicated by at least

three of the following:

(1) lack of remorse or guilt

(2) callous unconcern for the feelings of others and

lack of the capacity for empathy
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(3) conning/manipulation

(4) has no regard for the truth, as indicated by

repeated lying, use of aliases, or "conning" others

for personal profit or pleasure

(5) incapacity to experience guilt and to profit from

experience

F. Occurrence of antisocial behavior not exclusively during

the course of Schizophrenia or Manic Episodes.

Note. The criteria are those > .65 for each factor. One

criteria was omitted because it was a repetition of another

criteria already included. * = two criteria rated > .60

were used to adequately cover this factor.
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