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AB TRACT - The authors hypothesized Lhat factor and facet scores compiled from 
the Hare Psychopathy Checklist Revised (PCL-R) and the Psychopathy Checklist 
Screening Ve1 ion (PCL: V) would be differentially correlated to HIV risk behavior 
variables. Participants were 126 incarcerated female substance abusers who 
participaled in a larger treatment effectiveness study. The two factor scale cores 
were found to correlate differently to several. but not all HIV risk behaviors. Of 
particular interest, the interpersonal/affecti e factor of psychopathy (Factor I) 
was ign i licantly and negatively associated with engaging in unprotected vaginal 
intercourse, whereas Factor2 was not signi licantly correlaled with this risk factor. 
The authors concluded that psychopathy factor scores. and to a lesser degree facet 
scores, may be useful in determining the optimal empha is, on either self interest 
or mutuality. of prevention efforts. 
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Abusers of alcohol and oU,er drugs have a high rateofHIV infection compared 
to the members of the general population (Mays. A I bee. & chneider, 1989; cheidt. 
& Windle, I 9Q7). However, the risk among drug abusers is not homogenous. Drug 
abusers\ ho are male, African-American. or Hispanic are at increased risk (Booth, 
Watters, & Chitwood, 1993). Intravenous drug user (IDUs), another ubgroup 
of drug abusers at increased risk compared to other abusers, are more likely to 
be dependent on multiple substances and to report more frequent I IIV risk behaviors 
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(Dinwiddie, Cottler, Compton, & Abdallah, 1996). Antisocial personality disorder

(APD) also has been shown in several studies to be associated with increased risk

of HIV infection and a higher frequency of risky behavior among drug abusers
(Brooner, Bigelow, Strain, & Schmidt, 1990; Gill, Nolimal, & Crowley, 1992;

Brooner, Greenfield, Schmidt, & Bigelow, 1993; Scheidt & Windle, 1997), although

this association has not been found in other investigations (Compton, Cottler, Shillin-

gton, & Price, 1995). In studies showing APD as an increased risk factor, APD
is indicative of additional risk over and above that related to factors such as being

male, being a member of a minority group or being an intravenous drug user. The
base rate of occurrence of APD is high among drug abusers. A recent review of

empirical studies in comorbidity estimated the association between APD and other

Cluster B personality disorders with substance use disorders to be five times greater

than that expected by chance (Tyrer, Gunderson, Lyons, & Tohen, 1997).

Recently, the use ofthe concept of psychopathy and psychopathic personality
disorder has been introduced in studies of HIV risk behaviors. Psychopathy is

highly related to and often confused with APD. Psychopathy, which is common
among chronic offenders, has been described as a form of pathological or malignant

narcissism (Cleckley, 1941, 1976), as a more severe variant of APD, and as an

alternative conception ofthe kind of character pathology organized primarily by

the dynamics of egotism, aggression, and their expression in antisocial and destructive

behaviors (Richards, 1998).

The development of reliable and valid behavioral rating scales for measuring

psychopathy in the Cleckleytradition has become increasingly recognized for lending

conceptual and measurement precision to the study of psychopathy. These checklists

include the original Psychopathy Checklist (PCL) (Hare, 1970), the Psychopathy
Checklist-Revised (PCL-R) (Hare, 1991), and the shorter screening version, the

Psychopathy Checklist-Screening Version (PCL:S V) (Hart, Cox, & Hare, 1995).
Hereafter in this paper, we will use the term Hare checklist(s) (HCL) to refer to

one or both of two versions, the PCL-R or the PCL:S V, which have replaced their

predecessor, the PCL. These rating-instruments are used by individuals with

appropriate education and training to summarize and rate personal history records
(correctional, hospital, educational, etc.) collateral reports, and clinical interview

data. The resulting ratings are summed to produce three continuous measures of

psychopathy, a general measure (Total Score), an interpersonal-affective measure

(Factor 1), and a behavioral-lifestyle measure (Factor 2). The two factor scores

have divergent predictive utility. For example, Factor 2 has been shown to be

significantly and positively related to substance abuse, whereas substance abuse

is independent of Factor 1 (Smith and Newman, 1990; Rutherford, Alterman,
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Cacciola, & McKay, 1997). Also, a study comparing the efficacy of three types

of offender treatment for incarcerated females found that Factor 1 was more highly
associated with poor progress and retention in treatment than Factor 2 (Richards,
Casey, & Lucente, in press). In the revised manual (Hare, in press), the two-factor

hierarchical model of psychopathy is further refined by breaking each factor into

two facets. Factor I contains an Affective facet and an Interpersonal facet. Factor

2 consists of a Lifestyle and an Antisocial facet. It is anticipated that facet scale

scores will provide further divergent predictive utility beyond that provided by
the factor scale scores. For example, substance abuse may be more related to the

Lifestyle facet of Factor 2 than the Antisocial facet.

Although the Hare checklists were originally developed for use in assessment

of offenders, most of whom would meet the criteria for APD, they are also reliable

and valid for substance abusers not identified as offenders. For example, PCL-R

scores have been shown to be related to treatment outcome in subjects who were

not involved with the criminal justice system (Woody, McLellan, Luborsky, &

O'Brien, 1985). We are aware of only two studies (Darke, Kaye, & Finlay-Jones,

1998; Tourian et al., 1997) that used the PCL-R to examine the relationship of
psychopathy to HIV risk behaviors, while also examining the relationship of APD

to these risks. However, to date, no studies have examined the relationship between

Hare checklist factor scores or facet scores and HIV risk behaviors, the focus of

the current study.

Darke et al. (1998) conducted an epidemiological study of a group of intravenous

drug use (IDU) subjects and a group of subjects without IDU to determine if these

groups, which differ in risk for HIV, also differed in prevalence rate of APD and

Hare psychopathy. This study followed the suggestion (Gertstley, Alterman,

McLellan, & Woody, 1990) that the IDU group was bimodal in regard to the
expression of psychopathic behaviors, that IDUs include a subgroup of true

psychopaths and a group of users whose antisocial behaviors and attitudes were

the result of involvement in drug use and the drug culture, rather than the result

of personality structure. Subjects were 200 prison inmates in methadone programs,
200 patients in community-based methadone clinics, and 150 inmates with no heroin

use history. Females represented 45% of the subject group. Most (87%) of the

subjects met the adult criteria for APD as outlined in the Diagnostic and Statistical

Manual for Mental Disorders (DSM-III-R; American Psychiatric Association,

1987), although only 47% met the juvenile criteria. When groups were compared

for prevalence of APD, the prison methadone group had a higher prevalence of

APD than did the community methadone group. The community methadone group,

in turn, had a higher APD prevalence rate than the prison group with no history

of heroin injection, with all group differences being statistically significant. Only

11% of subjects meeting the criteria for APD also met the criteria for psychopathy,
whereas 94% of those meeting the criteria for psychopathy also met the criteria

for APD. Contrary to the prediction based on the Gerstly et al. (1990) formulation,
no significant difference in the prevalence rate of psychopathy was found among

the three samples. Of the only four female subjects meeting the criterion for
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psychopathy, all were in the prison methadone group. The authors concluded that

only a small proportion of heroin users are psychopathic as conceptualized by Clec-

kley and Hare, and that APD was a better predictor of IDU membership than was

psychopathy. This study has the limitations ofcomparisons among diverse samples
and the failure to examine the two-factor structure of Hare psychopathy, since

the analyses relied only on the PCL-R Total Score. Also, the PCL-R ratings in

this study were based on file review only, a method that typically results in lower

ratings.

A second study, more clinical in approach, measured several, rather than one,
HIV risk behavior. Tourian and colleagues (Tourian et al, 1997) studied HIV risk

behaviors and three different measures of antisociality, including the PCL-R, in

289 substance users. The Risk Assessment Battery (RAB) (Metzger, Woody, &
Navaline, 1993), a 41 item self-report instrument, was the risk behavior criterion.

APD diagnosis was established through the Personality Disorder Examination

(PDE) (Loranger, Susman, & Oldham, 1988). The cut score of 24 on the PCL-R

Total Score was used to indicate significant psychopathy. The California
Psychological Inventory-Socialization scale (CPI-So) (Gough, 1987) was a third

measure of antisociality. A score of less than 22 was considered as indicating

pathologically low socialization, socialjudgment, and normative behaviors. Only

a modest degree of overlap was found between the diagnosis of APD and pathological
levels on the other two measures. Both PCL-R total score and the CPI-So scale

scores were more consistently related to RAB scales than was the diagnosis of

APD. Only the PCL-R total score was significantly related to RAB reports of sexual

behavior. In this study, which incorporated a structured diagnostic interview and

a psychological self-report instrument to measure antisociality, as well as the PCL-R

to measure psychopathy, the PCL-R was most consistently related to the various

components of HIV risk measured by the RAВ.

Although Tourian et al. (1997) found a higher relationship between HIV risk
behaviors and Hare checklist scores than that for HIV risk behaviors and two other

measures of antisocial tendency, these results have limited applicability to estimating

the relationship of Hare psychopathy to HIV risk in female offenders who are users.

Only 11% of the subjects in this study were women, and only2.5% were in treatment

as court-ordered criminal justice drug users. Also, the study investigated only the

relationship of PCL-R total score to risky behavior, and did not examine the
relationship of factor or facet scale scores to HIV risk behaviors.

Unlike the studies reviewed, the current study focuses on incarcerated substance-

abusing women, a population that is at high risk for HIV infection when not

incarcerated.In addition to risks associated with intravenous drug use, individuals

in this population may engage in unprotected sex with high-risk male drug users
more frequently than other women, and be more likely to have a history of
prostitution. The use of crack cocaine, common to this population in most regions

of the country, has been associated with high levels of sexual promiscuity stemming
from bartering sex for drugs. Intoxication and involvement in street drug trade

may expose these women to a greater risk of sexual assault. Female substance abusers
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have been typified as having greater problems with self-esteem, depression, and
anxiety. These problems may make them more vulnerable to emotional coercion

or interpersonal influence from others that may result in increased risk behaviors.

Such risks may include coerced unprotected sexual intercourse and coerced needle

sharing.

We hypothesized that psychopathy as measured by HCL scores would be

significantly correlated with measures of pre-incarceration involvement in HIV

risk behaviors. We also hypothesized that HCL factor scores would be differently

related to some risk behaviors. Specifically, we hypothesized that women with

higher Factor 1 scores, the interpersonal and affective aspect of psychopathy, might
be less vulnerable to persuasion and coercion by their sexual partners and drug
using associates.We, therefore, expected significantnegative correlatations between

HCL Factor 1 some HIV risk behaviors and conversely, the relationship ofHCL

Factor 2 to be positive or nonsignificant with the same behaviors. Given our relatively

low number of participants, we did not anticipate having sufficient statistical power

for reliably testing more specific hypotheses; however,we were interested ifPCL-R

facet scores would be useful in understanding factor-level results.

Participants

Method

Participants were 126 incarcerated women housed in a maximum security prison
in Maryland (Mage=32 years). The majority (66.7%) ofthe subjects were A frican

American, and allbut two ofthe remainder were White. Subjects were predominantly

from the Baltimore metropolitan area. All of the women were enrolled in a one-year

long substance abuse program funded by the National Institute on Drug Abuse

(NIDA) as part of a larger treatment effectiveness study. Inmates were eligible

for entry into the program if they had a history of drug abuse problems, had at
least 18 months remaining until their mandatory release date, and had less than

severe psychopathy. Severe psychopathy was defined as a score of 31 or higher

on the PCL-R. Women scoring 18 points or higher on the PCL:SV as a screening,
were administered the PCL-R to determine their eligibility for the program. The

practice of excluding women with severe psychopathy from the treatment aspect

ofthe study was based on evidence that one of the program's treatment conditions,
the Therapeutic Community (TC) might induce increases in both general and violent

recidivism among psychopaths (Ogloff, Wong, & Greenwood, 1990).

Procedure

As part of our baseline assessment protocol, each subject was administered

a set of standardized tests and structured interviews. The Addiction Severity Indeх

(ASI), a structured clinical interview with a standardized rating scale, was used

to determine substance abuse history and the level of need for additional treatment

(McLellan et al., 1992).
Each participant was also interviewed concerning a wide range of drug-related,

and health related issues, including HIV risk behaviors and HIV relevant life
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experiences. Female assessors conducted the majority of these interviews. HIV

risk behaviors were assessed using nine yes or no response format items and one

interval response format item, as follows: 1. Prior to your incarceration had you
engaged in unprotected vaginal intercourse outside an exclusive, long-term, marriage-

like relationship? 2. Did you engage in anal intercourse? 3. Did you have multiple

sexual partners at the same time? 4. Did you have a sexual partner who was a known

drug user? 5. Did you have a sexual partner who was known to you to be HIV

positive? 6. Did you engage in trading sexsex for drugs or money? 7. Were you an

intravenous drug user (IDU)? 8. If you were an IDU, did you ever share needles?

9. If you were an IDU, did you everer share cookers or works other than needles?

10. At what age did you begin voluntary sexual activity-excluding any childhood
experiences of sexual molestation or abuse? Yes no answers were coded as 0 and

I for analyses, and age of onset of sexual activity was used as a continuous variable.

A clinical interview was also performed as part ofthe administration of the Hare

checklists. Prior to these interviews, staff members reviewed inmate base files

for information related to criminal history, parole and/or probation adjustment,

and additional record-based information needed to adequately score the Hare

psychopathy checklists. Subjects scoring above 30 on the PCL-R were assigned
to a different staff member for evaluation in order to confirm high scores. Prior
to rating program participants, raters attended PCL-R and PCL:SV training seminars

provided by Robert Hare and Stephen Hart, the test author and co-author of the

respective instruments. The intraclass reliability correlation for psychopathy ratings
was .90, well within the range of.78 to .95 reported in Hare's (1991) manual.

Psychopathy data collected using the 20-item PCL-R were obtained from January,
1996 until October, 1997. The 12-item screening version ofthe checklist (PCL:SV)

was used within this time frame from June, 1996 until April, 1997. Ongoing research

on the PCL-SV supports the view that it can be treated as a parallel form of the

longer PCL-R (Hemphill, Hare, & Wong, 1998, Cooke, Michie, Hart, & Hare,

1999). The PCL:SV, like the PCL-R, has a total score and two factor scores, however

facet scoring is not currently available for the PCL:SV. We used the PCL:SV because

the level of psychopathy among women appeared lower than that for the male inmates

we were familiar with. We reasoned that a less time-intensive screening for admission

would conserve staff time and reduce the interval that potential subjects to the

larger study had to wait for a decision on their acceptance. During the period that

the screening version was in use, subjects obtaining the cut-off of 18 points, or
whose criminal history suggested that a high PCL:SV score was likely, were

administered the PCL-R. Subsequently, we discovered that the time required for
our general assessment procedure, which was intensive, was not significantly reduced
by using the short form, and discontinued its use. Sixty-seven subjects administered
the PCL-R over a 21-month period, and 59 subjects were administered the PCL:SV

over a 10-month period.
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Results

101

Interview responses indicated that injection drug users comprised 45.8% of
the subjects. Stimulants (48.4%) were most frequently the primary focus of treatment,

followed by narcotics (42.1%). Although many users of these two drug classes
also used other substances, a drug other than stimulants and narcotics was the primary

focus of treatment for only 9.5% of the subjects. When asked about their current

HIV status, 86.5% (109) of participants stated that they knew their status, ofthese

7 stated that they were HIV positive, resulting in a HIV seropositive rate of 6.4%.
Table 1 contains endorsement rates for the 9 dichotomous HIV-related risk behaviors.

The mean age of onset of volitional sexual activity (i.e., excluding experiences
of childhood sexual abuse) was 15.37 (SD=2.1), with a range of 9 to 22.

Table 1

Endorsement of Dichotomous Risk Behaviors

Dichotomous Risk Behavior n n Yes Percent Yes

Unprotected Vaginal Intercourse 126 114 90.5

Anal Intercourse 126 98 77.8

Multiple Partners 125 42 33.6

Drug Using Partner 126 74 58.7

Known HIV + Partner 126 6 4.8

Prostitution 124 42 37.9

Intravenous Drug User 126 55 43.7

Shared Needles 55 35 63.6

Shared Cookers 55 32 58.2

Note: Shared Needles and Shared Cookers are tabulated only for participants who

where Intravenous Drug Users.

PCL: SV scores were converted to the same scale of measurement of the PCL-R

for ease of comparability by multiplying each PCL: SV scale by the ratio of the

number of items on that scale to the number of items on the corresponding PCL-R
scale. For example, PCL:SV Total Scores were multiplied by 20/12, or 1.67 to

convert them to the same scale of measurement as the PCL-R. In analyses combining

data from both test versions, we refer to the scores as HCL scores. The mean HCL

Total Score was 14.27 (SD=7.86) with a range of 2 to 32. The mean of HCL Factor

1 scale scores was 5.25 (SD= 3.93), with a range of 0 to 14. The mean for HCL

Factor 2 scale scores was 7.45 (SD=3.45) with a range of I to 16. Five participants

had scores at or above the cut-off of 30 for severe psychopathy. All subjects who
reported that they were HIV positive fell above the mean of Total Score, and, as

stated previously, all were IDUs.
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Table 2

Correlation of HIV Risk Behaviors to HCL Scale Scores

Risk Behavior Factor 1 Factor 2 Total Score

Unprotected Vaginal Intercourse -.254** .068 -.090

Anal Intercourse -.020 .036 .024

Multiple Partners -.005 .141 .053

Drug Using Partner -134 .192* .041

Known HIV + Partner 141 .215* .213

Age Volitional Sexual Activity -.164* -.294** -257**

Prostitution -.134 141 .022

Intravenous Drug User .065 178* .127

Shared Needles

Shared Cookers

120 -.019 .027

.099 117 .120

Note: Correlations are Spearman's rho with the exception of those for Age of Volitional

Sexual Activity, which are Pearson's r. N= 126, except for Shared Needles and Shared
Cookers, where N=55.

*p<.05 **p < .01 (one-tailed)

Table 3

Correlation of Risk Behaviors and PCL-R Facet Scores

Risk Behaviors PCL-R Facet Scores

Interpersonal Affective Lifestyle Antisocial

Unprotected Vaginal Intercourse -.277* -272 -.059 .054

Anal Intercourse -.038 -.260* -.290* -.118

Multiple Partners .035 .011 .247 .118

Drug Using Partner .049 .003 .252* .166

Known HIV + Partner 131 112 .277* .084

Age Volitional Sexual Activity -299** -.286* -378** -.209*

Prostitution -.085 -062 .394** .127

Intravenous Drug User .061 138 .313** .282*

Shared Needles (n=25) .343* .211 .079 .120

Shared Cookers (n =25) 146 -.070 .290 -.029

Note: Unless otherwise indicated, n = 67. All correlations, Spearman rho, except Age &

Volitional Sexual Activity (Pearson'sr).

*p<.05 **p<.01 (one-tailed)
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Correlations HIV risk behaviors with HCL scale scores are reported in Table

2. Only age of first volitional sexual involvement was significantly related to all

three HCL scores, with higher HCL scores being associated with earlier onset of

sexual activity. Participants with higher Factor 2 scores were at significantly increased

risk due to having a drug using partner, having a HIV positive partner, and being

an IDU drug user. A significant negative correlation was found between HCL Factor

and having engaged in unprotected vaginal intercourse outside an exclusive,
marriage-like relationship.

1

PCL-R factor scores can also be decomposed into sub-component facet scores,
whereas facet scores are not currently available for the PCL: SV. The correlations

of PCL-R facet scores with HIV risk behaviors for participants administered the

PCL-R appear in Table 3. Both the Affective and Interpersonal facets of Factor

1 were significantly and negatively related to pre-incarceration participation in

unprotected vaginal intercourse. Among IDUs, those with higher Interpersonal

facet scores were significantly more likely to engage in sharing needles.

To explore the relationship ofthe risk factor of engaging in Unprotected Vaginal

Intercourse to psychopathy we compared the HCL scores ofthe 12 deniers of this

behaviorto those of endorsers. Although deniers were not significant from endorsers

in regard to mean Total Score and mean Factor 2 score, deniers did, on average,

have significantly higher Factor 1 scores. The mean of Factor 1 was 8.19 (SD =

3.5) for deniers and 4.94 (SD = 3.9) for endorsers. The difference between the

means was large and significant (t = 3.066, p <.008, two-tailed).

Focusing on this risk factor, we performed a stepwise binary logistical regression

with Unprotected Vaginal Intercourse as the dependent variable and the remaining
HIV risk variables and the three HCL scores as predictors. The analysis ended

aftertwo steps in which only HCL Factor 1 and HCL Factor 2 entered as significant
predictors in an overall model that was also significant, with a Chi-Square value

of 15.949, df=2, p=.000. The beta for HCL Factor 1 was negative indicating
a significantly decreased likelihood of engaging in this behavior. The beta for HCL

Factor 2 was positive, indicating that in combination with Factor 1, higher scores
on Factor 2 were associated with a significant increase in the likelihood of engaging
in this risk behavior.

Discussion

Our participants were selected on the basis on a known HIV risk factor, that
of substance abuse and the majority of participants were African Americans, a

group with a high HIV infection rate. Our interview data reflect high levels of

pre-incarceration involvement with HIV-risk related behaviors. As anticipated,
most subjects knew their HIV status (86.6%) due to a prison testing program. The

self-reported rate of HIV infection was surprisingly high (6.8%), almost twice
the estimated national rate of 3.5 % for incarcerated women and over six times

the rate 1% rate for women in the U.S. general population (GA0, 1999).

Strong support was found for the hypothesis that Hare checklist scores are

significantly related to self-reported pre-incarceration HIV risk behaviors, thus
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replicating the findings of Tourian et al. (1997) in an incarcerated female sample.

Support also was found for the hypothesis that the factor scores of the Hare checklists

are differentially related to self-reported participation in pre-incarceration risk

behaviors. PCL-R facet scores were also significantly related to HIV risk behaviors,

with the Lifestyle facet being related to more risk behaviors than the other facets.

This facet measures irresponsibility, lack ofconscientiousness, and failure to conform

with generally expected norms, traits that may be consistently related to many of
the measured HIV behaviors.

Of particular interest was the finding of a negative association between Factor

1 psychopathy and the risk behavior of having engaged in unprotected sex outside

a long-term exclusive marriage like relationship. Both the A ffective and Interpersonal
facets contributed to this negative association, whereas neither facet of Factor 2

was significantly related to engaging in unprotected sex. A stepwise binary logistic

regression selected Factor 1 as the best predictor of engaging in unprotected sex.

Factor 2 was the only additional predictor in a model that excluded the other HIV

risk behavior variables. Thus, HCL scores were more predictive of endorsing this

behavior than were other HIV risk behavior variables. In the absence of a fairly

robust relationship of HCL to this risk factor, we would have expected an statistical
procedure of this type to have selected as better predictors those variables that

were self-reported in the same interview (i.e., other HIV risk variables), since

variables of the same type, collected at the same time, typically correlate more

highly with each other than with variables derived from a different measurement

method (i.e., HCL scores from a clinical construct rating scale) collected weeks

and sometimes months before or after the HIV interview questions were administered.

Although we did not collect data that mightconfirm this speculation, it is possible

that this negative association may reflect the perception among high Factor 1 subjects
that a partner's demand for unprotected sex represents an interpersonal struggle

for self-interest and survival against an adversary or competitor. Our data indicate

that women whose psychopathy consists more ofthe Factor 2 aspect of the disorder

can be expected to be more likely to engage in unprotected sex than women with

high Factor 1 scores. These women may perceive a partner's demand for unprotected

sex as a matter to be negotiated within the context of an affective bond with a valued

other, or at the least, someone whose feelings need to be considered. Women with

higher Factor 1 scores, on the other hand, may be able to focus more exclusively

on self-protection and, therefore, insist on protected sexual contact. It is possible

that the perception of an interpersonal struggle for dominance or control may sharpen

the ability of women with higher Factor 1 scores to attend to issues of self-protection,

which may be more salient when it is juxtaposed with the interest or demands of

a potential sex partner.

If this understanding of the phenomenon is correct, it follows that women with

high Factor I scores who become aware that they have converted to HIV-positive

status will be less motivated to avoid unprotected sex, since precautions against

infection could be viewed as exclusively for the benefit for the sexual partner.
One ofthe authors (HJR) participated in the management of a case that appeared
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to reflectthis kind of extreme focus on self-interest. A highly "psychopathic"woman
with a history of chronic prostitution, shoplifting, and cocaine abuse participating
in an in-prison substance abuse program had expressed her intention to comply
with recommendations for HIV prevention. However, after she was diagnosed

as HIV positive and as active for AIDS she used the fact of her program participation,

but not the quality of that participation, and her HIV/AIDS status to win a court-

release to what she and her counsel asserted to be superior medical and substance

abuse treatment in the community. The release was granted against the
recommendation ofthe correctional facility¹. During the release planning process,

which lasted only a few weeks, she became equivocal about her willingness to

comply with HIV prevention activities, and stated to staff that she would "play
it by ear" as to whether she would inform future sexual partners ofher HIV status.

The criterion she stated she would use was whether she loved the partner or not.

When she was informed that the state of knowledge at that time suggested that
additional exposure to HIV could potentially exacerbate her condition, she indicated
that she would limit herself to protected sex, but saw no reason to inform a partner

of her status, even if it meant enabling the partner to assist her in ensuring the

effectiveness of protection efforts. Although it was possible that she was using
the discussion of HIV issues as a way to flaunt her independently won release

and to antagonize the treatment team that had opposed her in court, it is equally

possible that she felt free to express her true intentions, since she was no longer

beholding to the correctional facility and its staff for gaining her liberty.

Assessment of psychopathy could facilitate treatment matching of women to

specialized interventions informed by the cognitive, affective, interpersonal, and

behavioral characteristics of psychopathy, which are manifested to different degrees

in individuals with different Hare psychopathy checklist scores. For example,

women with higher Factor 1 scores may profit more from treatment approaches

that appeal to self-interest while de-emphasizing the rights or needs of others. Women

with lower Factor I may profit from treatment approaches that add to self-interest

as a motive for change attention to the needs, rights, and concerns of others, including

their ongoing concern and attachment to the offender. Differential treatment

approaches for IDUs, whose risk is primarily related to sharing of needles and

paraphernalia, may need to concentrate on the irresponsibility, impulsivity, and
the hedonistic sensation aspect of psychopathy, characterized by Factor 2. This
kind of differential treatment would probably be most easily implemented in an

individual counseling or individualized treatment planning model, rather than in

large groups, where separating offenders based on test scores may have undesirable

consequences.

1. We have also had the experience of male offenders offering their HIV/AIDS positive status as to

the court or parole authority as a rationale for immediate release. It is our impression that
psychopathic offenders who advance these grounds for release also have difficulty entertaining the
fact that their health status maybe viewed as increasing rather than decreasing ihe risk they may
present to public safety.
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Future research on this topic should include investigating the relationship of

HIV risk behaviors to PCL-R factor and facet scores in male offenders. Investigating
these relationships with a standardized self-report measure ofHIV risk behaviors

such as the RAB is also important, since these measures may differ from those

obtained through face-to-face interviews. Preliminary to any attempt to develop

treatment approaches based on the factors and facets of psychopathy, it will be

important to establish that individuals with different degrees of psychopathy and

different levels ofthe two factors do in fact respond differently to currently available

HIV risk reduction interventions. Finally, future investigations with both male

offemale offenders should include some unobtrusive measure of desirable responding
or deception administered in tandem with the administration ofthe HIV risk behavior

questionnaire or interview such as the Paulhus Deception Scales (Paulhus, 1998.)
Because denial and positive impression management are concepts inherent to

psychopathy, measures of response bias in regard to self-report instruments may

be helpful in evaluating the validity of self-report data related to HIV risk behaviors

obtained from populations with relatively high levels of psychopathy, as is the

case in criminal justice settings and among substance abusers.
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