A Duty To Differentially Diagnose: The Validity Underpinning The Diagnosis Of The President
A DUTY TO DIFFERENTIALLY DIAGNOSE
The Substance Behind the Assertion the President Has a Serious Psychiatric Condition

Vincent Greenwood, Ph.D., Executive Director

5225 Connecticut Ave. N.W., Washington D.C. 20015
washingtoncenterforcognitivetherapy.com
vgwcct@aol.com

Office: 202-244-0260

Cell: 202-805-0629

Fax: 202-244 3871

Preface

On January 2, 2020, 1 was acclimating myself to the office after a ten-day holiday break. I oversee a small
psychotherapy practice in Washington D.C. and | was hoping to ease back into the work, to hopefully
have one of those days that is absent of any heavy lifting. Alas, | met with two separate clients who were
in a great deal of anguish. One expressed herself with a set jaw, biting of her lip, mournful shaking of her
head and watery eyes; the other with retching sobs and, at one point, slamming the arm of her chair with
her fist.

It’s a therapy office, so displays of intense feeling are not exactly “stop the presses” happenings. But the
similarity of the distress of the two women was striking. For each one, turning the calendar year to 2020
was what had shaken them. The advent of the New Year had the identical meaning for each of them: the
election year was upon us and the stakes were existential-level profound.

Their anguish expressed more than “this is the most important election of our lifetime.” More like
something precious and vital to their core was under siege. More like one of their children had been
kidnapped, was being held for ransom, and it was unclear how it would all unfold. Not a child in their
case, but something elemental, hard to put into words... the soul of their country?

1 would not describe either of these women as “emotional.” Both are accomplished and sober-minded. I
knew both would be extending themselves for the election.

I want to thank them. 1 had been working pretty steadily on this essay through the Fall of 2019. But after
the sessions with them, 1 redoubled my effort and my focus geared up a level. Because implicit in their
pain was a directive: “the clock is ticking...time has passed for effing around.”

A DUTY TO DIFFERENTIALLY DIAGNOSE

Thesis: The 45th President of the United States has a disorder that conveys danger to all those in his orbit.
It is an affliction for which — once you learn of its essential characteristics — you would take a bullet to
prevent your child from having. There is no cure for this disorder. Nor do there appear to be any effective
measures to curb it. The best we might do is diagnose the disorder and warn others.

The purpose of this essay is twofold: to validate the above thesis and then to explain why this article will
be ignored.



I: The Validity Underpinning the Diagnosis of The President
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In the film, Minority Report, a science fiction movie directed by Stephen Spielberg that takes place in
2054, the Chief of Police in Washington D.C., played by a brooding Tom Cruise, is empowered to arrest
individuals for murder before they commit their crime. He has been provided with this authority because
there are expert visionaries (three to be exact), called Pre-Cognitives, whose prophesies of future serious
crimes are never wrong.

These Pre-Cogs live in a sterile laboratory, in tanks where they are kept suspended in a twilight-like
coma. They are digitally force-fed the neural circuitry of all those living in the Washington D.C. metro
area and are linked up to some type of wetware/hardware interface that enables them to periodically emit
the name of a potential perpetrator, who is then immediately arrested. The outcome? The murder rate in
D.C. drops to zero.

The clairvoyant skills of the Pre-Cogs are never explained. They are a central plot device, a MacGuffin, to
pose interesting philosophical questions that hover above the action. Questions such as, “do we have
agency over our impulses and behavior, or are they determined by forces beyond our control” (the
venerable free will vs. determinism debate)? Also, “what is our moral duty as a society if we had the
power to predict that, some among us, are destined to inflict serious harm on our fellow citizens?” “How
do we balance the civil liberties of a potential perpetrator with the safety of the community?”

Minority Report, at the outset, sets the table clearly on the side of determinism and the protection of
society at the expense of individual liberty. But then, of course, complications emerge, and mayhem
ensues. The film, in my opinion, devolves into a techno-crime chase thriller, with a kind of/sort of
carveout that promotes the values of free will and civil liberty.

Perhaps, 1 shouldn’t be so harsh. After all, it’s a two-hour movie and it’s commendable to just raise thorny
philosophical issues and unrealistic to expect elegant resolutions. And its science fiction, which takes
place in a future world, where we can precisely predict dangerousness before it occurs. In our
contemporary world, weighing the rights of the potentially dangerous seems fanciful, the stuff of fiction;
or academic, the stuff of law review articles.

To truly grapple with the predicament of how to deal with someone destined to visit harm on an
individual, or a community, or the world stage, we would first need a Pre-Cog, someone or some program
that could discern ...what? Our neural circuitry? The darkest parts of our personality? Discern the key
characteristics of a potential predator that would validate the prediction of harm. But, of course, we don’t
have any such Pre-Cogs in our contemporary world. Or do we?

To predict a particular person will commit a murder at a particular time and place would be a superpower
at the current moment. It is beyond our reach. However, to predict that a particular person, if he suffers
from a certain condition (to be described shortly), is destined to inflict significant harm and mayhem on
many that cross his path, is currently possible. The ability to make that prediction flows from a legitimate
act of clinical diagnosis, whose validity has been established through extensive scientific efforts.

Indeed, we can make the above prediction of dangerousness, asserted in the thesis offered at the beginning
of this essay, with confidence. To explain why, we must take a brief journey through the history of the
scientific study of psychological disorders.
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It’s a brief history. It wasn’t until 1844 that psychiatry was even recognized as a medical specialty in the
United States. Alas, over the subsequent 100 years, that recognition did not spur significant advances in
our understanding of mental disorders. Oh, there were plenty of pioneering clinicians and researchers
during this period. However, their findings and insights were destined to mostly die on the vine.

Why? Because during this time there was no formal system of classification of mental disorders and
therefore no basis for making a diagnosis that possessed reliability. Reliability has a precise
(psychometric is the scientific term of art) and crucial meaning in the scientific enterprise of making a
clinical diagnosis. Reliability is established when clinicians and scientists, in different locations, can be
confident that the patients they are diagnosing and the subjects they are selecting for research are
taxonomically (scientific jargon that means descriptively) similar.

A doctor in Des Moines might come up with a useful treatment for a patient he diagnoses as depressed.
But this may not be helpful to a psychiatrist in Atlanta since his diagnosis of depression is likely
somewhat different. As long as diagnostic judgements were the provenance of individual clinicians or in-
house products of universities and medical schools, there was no way to build upon one another’s
findings. Unreliability in diagnosis tethered any breakthroughs in the understanding or treatment of
mental disorders to the particular patients that benefited from those breakthroughs. Without a system of
reliable diagnosis, any such breakthroughs could not be generalized to larger patient populations.

The first step in trying to achieve reliability in diagnosis of psychological disorders was to have an
agreed-upon, unified system of classification of disorders. This precondition was finally met in 1952 with
the publication of the first edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-1)
by the American Psychiatric Association. The DSM-I was a good faith effort by leaders in the field. It
contained 102 diagnoses. However, the criteria for each diagnosis were not very specific or operational.
Furthermore, many of the criteria were linked to psychoanalytic theory which possessed dubious scientific
validity. The DSM-II, which was published in 1968, expanded the number of diagnoses to 182 and
displayed more refined criteria, but still failed to generate adequate inter-rater diagnostic agreement
ratings (the standard way to establish reliability). Until clinicians and researchers could reliably make the
same diagnosis, the field was stuck.

A turning point came in 1980 with the publication of the third edition of the DSM. The development of
DSM-II1, along with the advancement of psychometrically sound checklists

for quantitative assessment of psychological disorders, represented a paradigm shift in the art of clinical
diagnosis.

The key instrumental change in DSM-III and such checklists was the development of more specific,
concrete and operational criteria for each disorder. Perhaps most critically, the criteria were based on
empirical research rather than theory. There was a particular emphasis on criteria that incorporated
research on the course and outcome of particular disorders. There was also an effort to develop exclusion
criteria i.e., characteristics that would rule out a patient for a particular diagnosis. With these refinements
in the criteria, sufficient reliability was finally achieved.

With reliability established, this meant that research findings generated in London on a particular
diagnostic group could be added to findings generated in Baltimore on the same diagnostic group. With
reliability tucked away in their holster, researchers could now focus on the second and most critical



psychometric property of clinical diagnosis: validity. The scientific definition of validity is rather
recursive. Validity refers to the effectiveness of efforts to measure what it sets out to (e.g., a particular
psychological disorder). Perhaps an example would help clarify. Bipolar Disorder and Major Depression
share some of the same symptoms and can look similar on the surface. But mounds of research have
demonstrated they are, in fact, two differentiated, coherent syndromes, each with their distinguishing
signs, distinct course, and different treatment parameters.

Research, not theory, established this demarcation of these two mood disorders. Research, by identifying
the meaningful constituent elements of each disorder, enables us to assert that there are two coherent
syndromes for which we now have a great deal of understanding. This is what the scientific process of
validity provides. It puts meat on the diagnostic bones of a disorder. And, of course, further research
efforts to identify additional constituent elements will only deepen our knowledge of the disorder.

What are the kinds of things researchers focus on to establish validity of a diagnosis or checklist? Once
reliability is established, a researcher could theoretically investigate any facet of a disorder. However,
there has been a consensus on what to study: a five-pronged validation model that focuses on the
following domains: (1) identifying the key, distinguishing clinical characteristics of the disorder; (2)
pinpointing exclusionary characteristics that differentiate the disorder from other disorders; (3) family
studies, with a particular emphasis on measuring the heritability for the disorder; (4) laboratory data (e.g.
brain imaging, psychological testing); and (5) follow-up studies to assess diagnostic stability, and the
course and response to treatment of the particular disorder.

Execution of studies in the above domains provides breadth and depth to the validity of a diagnostic
category. If a particular patient meets the specific and empirically derived criteria for a certain disorder,
then the diagnostician has the authority to “say a lot more” about the patient.

How much more?
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A man in his early 60’s feels increasingly fatigued over the course of a few weeks. He tries to brush it off
until one night he notices he is gasping for breath as he climbs the stairs to his bedroom. He calls his
doctor the next day. The doctor instructs him to report to the lab the next morning to produce blood and
urine samples and schedules an office visit for the day after that.

When he arrives for his appointment, he is immediately escorted to the doctor’s office. This unusual
efficiency tweaks his anxiety. The doctor gets right to it. His white blood cell (WBC) count was
abnormally high, close to 100,000 whereas the norm is closer to 7,000. The count is so high it effectively
rules out the diagnosis of an infection or some other relatively benign or acute condition. He is told he has
leukemia (from the Greek, leukos= white, haima= blood, and ia= condition), a blood cancer.

The doctor informs him he has already sent the blood test results to a hematopathologist. As he pulls out a
white board and draws some figures on it, the doctor explains there are different types of leukemia. The
hematopathologist examined his blood microscopically and saw there were circulating leukemia blasts,
immature blood cells, produced by the bone marrow, that were crowding out his healthy blood cells. The
doctor points to an oval figure on the white board that portrays some reddish, linear structures within the
blast. These structures, called Auer rods, indicate a myeloid malignancy. His formal diagnosis is Acute
Myeloid Leukemia (AML). This is not good news. Of the different types of leukemia, this is one of the
least favorable. If left untreated, the disease will be fatal, possibly within weeks. He will have to undergo



aggressive chemotherapy immediately. There is a 50% chance that this treatment will result in a
remission, in which case he may recapture a decent quality of life. However, it is a relapsing condition
which will require constant monitoring and future episodes of treatment. The doctor doesn’t tell him, but
he will learn soon enough that the survival rate for someone his age, five years out from the time he
receives the diagnosis, is only 4%.

The purpose of this vignette is not to educate you about leukemia, but to underscore the power and the
utility of clinical diagnosis. Over the course of a few minutes, this man learns of his diagnosis and his life
has changed dramatically. The ramifications — the possibilities and limits of treatment, to his sense of
self, to his loved ones and colleagues, to how he will live his life — cannot be overstated.

It is tough news, this fateful diagnosis. Diagnosis is now his destiny.

But it is surely better to receive this diagnosis than remain in the dark. Now he is privy to a wealth of
information, and he and his loved ones can make informed decisions about the challenges that lay ahead.

The hematopathologist here has functioned as a Pre-Cog. Because of her training and knowledge of her
specialty, she has pulled back the veil and depicted this man’s future. We don’t think of her as a science
fiction character, as possessing a superpower. Indeed, across the globe, there are millions of professionals
in their fields of expertise who have a similar prowess. In the modern world that can seem ordinary. But it
is not. To know a great deal more about a person because you have accurately diagnosed their condition is
a modern, hard-earned capacity that is only a bit shy of a superpower.

To the question, “how much more can you say about a person after you have made a reliable and valid
diagnosis?” There is a simple and direct answer: as much as the accumulated findings for that disorder
(or checklist) provide. With significant research comes significant authority. Indeed, when there is that
sturdy empirical foundation, laid down study by study, the diagnostician of psychological disorders can
speak with the equal authority of the diagnostician of blood disorders. Can speak with the authority that is
just short of a superpower. Can speak as if a Pre-Cog from the world of science fiction.

With sufficient data, can speak with authority to the mental health of the President.
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I appreciate your forbearance in making it through the history of the evolution of the statistical constructs
of reliability and validity. The thesis regarding the dangerousness of the President rests on your
appreciation of the informational power associated with our ability to make a reliable and valid diagnosis.

1 am now going to introduce a checklist for a certain personality disorder. It was one of the first measures
devised to capture this psychological disorder. It has achieved solid reliability (.89 inter-rater reliability
ratings for those of you with a statistical background) and validity metrics. Because it was one of the first
diagnostic instruments to develop this psychometric authority, it became the gold standard for
investigating this condition, spawning over 3300 studies to date. All of the knowledge generated by these
studies makes this one of the most researched and well understood psychological disorders.

The checklist, of course, has specific and operationalized criteria. If you are administered this checklist by
a trained professional and reach a certain threshold of these criteria, you warrant a diagnosis of the
disorder. You are then part of a homogeneous, narrowly defined group. You are relatively alone
(approximately 1% of the population meets diagnostic criteria for this condition). You have a terrible and



consequential affliction. Because of your condition, you should have a protective concern for all those
that cross your path. However, a key facet of your disorder is that you are incapable of developing that
concern.

The name of the checklist is the Hare Psychopathy Checklist — Revised (PCL-R). The name of the
disorder is psychopathy (the term sociopath is often used interchangeably with the term psychopath, but
the latter is the correct, scientific term).

In the next section | am going to try and summarize what we have learned about psychopathy. But, first, a
request: | ask you to try to absorb this information on psychopathy in as dispassionate a manner as
possible.

It’s a difficult request. It’s easy to have an air of clinical detachment when the pathological signs of an
illness are things like white blood cell counts and abnormalities in cell structure. On the other hand, it’s
also easy to be judgmental when the diagnostic signs are traits like constant lying, callousness, and
remorselessness. Possession of these traits would seem to put one on the fast track to the gates of Hell.
One immediately associates such traits with bad character, even evil, rather than a “condition” or
“disorder.”

Those who view psychopathy as a condition are accused of “medicalizing,” which is a pejorative term
describing a process of seeing bad behavior as an illness rather than a moral failing, thereby exculpating
the perpetrators of bad behavior. The aim of those who “medicalize” might be to evoke more
humanitarian responses to deviant behavior. But, critics would argue, to do so vitiates our moral
sensibilities.

Nevertheless, this is precisely the mindset | am asking you to entertain. The research, 1 believe, allows me
to make this difficult request. The knowledge we have obtained indicates that the psychopath is a certain
kind of animal, with well-defined traits and behaviors, with predictable risk to others. And there appears
to be nothing he or we can do about it.

What kind of animal exactly?
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Our ability to answer that question — in some detail as it turns out — is largely due to the development of
a rating scale, the Hare Psychopathy Checklist -Revised (PCL-R), designed to measure the degree of
psychopathy in an individual. The Checklist was designed by Robert Hare, a Canadian psychologist, and
his colleagues, working with a prison population in British Columbia.

They developed the checklist by listing over 100 behavioral, emotional, interpersonal and lifestyle traits
that had been observed in criminal populations. They relied heavily on the work of Hervey Cleckley,
considered the pioneer in the study of the “criminal mind” and author of Mask of Sanity in the 1930’s. In
that book he detailed the psychopath’s often “brilliant and charming” manner, which masked a predatory
nature and a lack of conscience. Through statistical analysis and studies to establish reliability and
validity, Hare was able to winnow the Checklist to 22 items, which he published in 1980, and then revised
to 20 items in 1991.

Although much had been written about the psychopathic personality before, Hare and his colleagues
established the first systematic effort to assess and study psychopathy. The PCL-R became the gold



standard, the common and objective measurement tool used to generate the research that is the foundation
of our current knowledge. As a result, psychopathy has benefited from more attention and research than
any other personality disorder. In addition to its solid psychometric qualities, the PCL-R emphasizes
longstanding and stable behavioral and personality traits. The rating system for PCL-R requires culling
life history data that can identify chronic, persistent and entrenched traits (as opposed to flamboyant
criminal behavior) that we now understand are at the heart of the condition.

The PCL-R should only be administered by a qualified and trained professional. Administration is a two
part process of analyzing life history data and conducting a semi-structured interview, after which the
rater provides a score of 0, 1, or 2 for each of the 20 items (0= trait definitely not present; 1= information
not available or there is some data to support the trait, but it is not overwhelming; and 2= trait definitely
present). Hare wrote a book-length manual with extensive definitions and behavioral examples for each of
the twenty traits in order to facilitate consistency and reliability of ratings.

A “perfect” score (very rare) for psychopathic tendencies would be 40. Hare set 30 to be the cutoff score
for one to be deemed a clinical psychopath. Thirty was typically the cutoff score for one to be a subject in
a research study on the condition, although some researchers have used a cutoff score of 25.

Here are the 20 items that the examiner is asked to provide a rating of 0, 1, or 2:

1. Glibness/superficial charm

2. Egocentricity/grandiose sense of self-worth

3. Proneness to boredom/low frustration tolerance

4. Pathological lying and deception/gaslighting

5. Conning/lack of sincerity

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 behavioral 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

Perhaps now you can see why |1 made the plea for clinical dispassion. The above doesn’t sound like a
textbook listing of diagnostic markers, so much as a big gulp version of the seven deadly sins.
Condemnation, not dispassion, feels like the appropriate response. Nevertheless, these are the traits that
come out of the statistical wash to capture the condition of psychopathy. These are the traits that have
established this taxonomically similar group that has produced so much research and understanding.

To which we now turn. But to be very clear: going forward, when I describe psychopathy, I will do so in a
precise manner: a psychopath is one who scores at least 25 or more on the above list of traits.
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Don’t worry, 1 am not going to summarize 3300 research studies. Not even close. But I’d like to start by
noting some of the findings on the prevalence of psychopathy, as measured by the PCL-R. Prevalence is
the proportion of a particular population found to be affected by a given condition. When the PCL-R is
administered to the general population, the average score is 5. Some might find that high a score to be a
troubling finding. Well, it’s certainly an acknowledgement that we are all not perfect angels. And that
most of us struggle to some degree with the darker side of our nature.

When the PCL-R is administered to a prison population, the average score is 22 for males and 19 for
females. That’s a big jump, and not a surprising one, given the population. Note that 22 is the average
score, so in any given prison there are plenty who score 30 or above. But also note that it is still
significantly shy of the criterion score of 30 for psychopathy. 1 hope this gives you the sense that a rating
of 30 is impressive, albeit not in a good way.

Take a look at that list of traits again and let that number 30 sink in as | ask you to participate in a thought
experiment. Imagine that you have an adult son or daughter. One day they call and excitedly tell you that

they have been dating someone who they hope will become their spouse in the near future. Then imagine

you somehow are able to secure the PCL-R rating for this prospective spouse.

1 am guessing you may have the following reactions: a rating on 1 or 2 of the items gets your attention and
gives you pause (after all, it is your child we are talking about); a rating of 5 or 6 may send your internal
organs down a few floors; a rating of 8 or 9 gets the heart fibrillating; a rating of 12 or more sends you to
the dark web to learn how to put a contract out on the prospective spouse.

So yeah, thirty is an impressive number. The prevalence in the general population of psychopaths (i.e.,
those who receive 30 or above on the PCL-R) is 1%. As you learn how extreme and dangerous this
condition is, that 1% figure is frightening. But it’s a solid finding. We don’t appreciate how many
psychopaths, these dangerous predators, are among us because some of the key traits (superficial charm,
an ability to con others, lying) are designed to keep the condition hidden from others. (You may notice



that I use the pronoun “he” when referring to a psychopath. Psychopathy is a condition found mostly, but
not exclusively in males. The breakdown ration of males to females is around 75: 25).

Psychopathy vs. Antisocial Personality Disorder

Before proceeding to some of the key findings on the nature of psychopathy, it is necessary to provide this
sidebar to explain the difference between psychopathy and Antisocial Personality Disorder. These two
conditions are frequently lumped together by lay people and, not infrequently, also mental health
professionals. And while there is overlap between the two conditions, they need to be differentiated,
particularly for the purpose of this essay. Antisocial Personality Disorder (APD) is a formal diagnosis in
the current Diagnostic and Statistical Manual (DSM-V). It is found in the Cluster B section of personality
disorders. The Cluster B section contains those disorders that are characterized by dramatic, overly
emotional or unpredictable thinking or behavior.

The diagnostic criteria for APD are:

1. There is a pervasive pattern of disregard for and violation of the rights of others occurring
since age 15 years, as indicated by three (or more) of the following:

2. failure to conform to social norms with respect to lawful behaviors as indicated by
repeatedly performing acts that are grounds for arrest

3. deceitfulness, as indicated by repeated lying, use of aliases, or conning others for personal
profit or pleasure

4. impulsivity or failure to plan ahead

5. irritability and aggressiveness, as indicated by repeated physical fights or assaults

6. reckless disregard for safety of self or others

7. consistent irresponsibility, as indicated by repeated failure to sustain consistent work
behavior or honor financial obligations

8. lack of remorse, as indicated by being indifferent to or rationalizing having hurt, mistreated,
or stolen from another

9. The individual is at least age 18 years.

10. There is evidence of Conduct Disorder with onset before age 15 years.

11. The occurrence of antisocial behavior is not exclusively during the course of Schizophrenia
or a Manic Episode.

As you can see, there are fewer criteria for APD than psychopathy. There is also a greater emphasis on
criminal and antisocial behavior. Antisocial behavior is certainly included in the diagnosis of
psychopathy, but there is additional emphasis on psychological, emotional and interpersonal traits. As
compared to psychopathy, APD is a broader diagnostic category. Prevalence studies indicate that 4% of
the population meet diagnostic criteria for APD, approximately four times the amount for psychopathy.
Clearly, not all individuals with Antisocial Personality Disorder also have psychopathy. But do all
individuals with psychopathy also meet criteria for APD? The answer is: almost all. To meet all the
criteria to receive a diagnosis of psychopathy pretty much guarantees a diagnosis of APD.

In the hit TV show, Breaking Bad, Walter White, the antihero protagonist — after he receives a diagnosis
of stage 3 lung cancer and wants to find a way to obtain financial security for his family — transforms
(“breaks bad”) from a meek high school chemistry teacher to a drug kingpin in Albuquerque, New
Mexico. A big part of his success in the drug market is due to his skill as a chemist. He concocts a
particularly pure form of crystallized methamphetamine that blows away the competition. His crystal
meth has a blue tinge and earns the moniker “the blue stuff” on the streets of Albuquerque. Psychopathy
is the “blue stuff” of Antisocial Personality Disorder.
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What does the research tell us about this “blue stuff?”

One line of research focuses on the nature versus nurture question: “are psychopaths born to have their
affliction or are they made that way by difficult circumstances in their life situations?”

The field of behavioral genetics has enabled us to understand the degree to which personality traits are
inherited. The main research tool involves studying the difference between identical twins (who share
100% of the same genes) and fraternal twins (who share 50% of the same genes) on a particular trait or
personality type. Since each type of twins share a similar environment, a significant difference between
identical twins and fraternal twins demonstrates a genetic influence. Researchers have developed a
mathematical formula — called the heritability index — to measure how much the trait is due to genetic
factors. For example, we have learned that the heritability for traits such as introversion/extroversion,
agreeableness and authoritarianism is between 35% and 50%.

A number of large-scale studies have zeroed in on the heritability of psychopathy. One study that
followed 3,687 seven-year-old twin pairs found that “the core symptoms of psychopathy are genetically
determined.” Another longitudinal study of 3,226 pairs of male twins found eight psychopathic traits to be
“significantly heritable.” Another kind of study, called the Texas Adoption Project, compared the
condition of psychopathy in the adopted children with both their birth parents and their adoptive parents.
There was much greater similarity to their birth parents (who they had never met) than to their adoptive
parents (who raised them).

There has been less success in identifying environmental factors that might contribute to psychopathy. An
impoverished background is related to the risk of criminal behavior, but not to the core traits of
psychopathy. A number of different types of childhood maltreatment have been investigated but, so far,
no direct link to psychopathy has been found

Overall, the heritability of psychopathy appears to be over 50%. Psychopathy appears to be, to a
significant degree, a condition “of the blood.” That something contributing significantly to psychopathy is
inherited has been proven. But what is that something?
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A different brain is the short answer. There is accumulating evidence that the brains of psychopaths are
different than the rest of us. The development of functional magnetic resonance imaging (fMRI) has
allowed us to zero in on what parts of the brain are active in relation to certain stimuli and tasks. This
brain imaging technology has enabled us to pinpoint some of the distinctive features in the brains of
psychopaths. The findings are striking and revelatory.

In a seminal study in 1991, Robert Hare presented a series of neutral words (e.g., table, house, tree, lap)
and then a series of emotional words (e.g., love, pain, mother, hate) to a group of prisoners who scored
above 30 on the PCL-R. He compared their brain activity to a group of non-psychopaths presented with
the same words. The non-psychopaths reacted more intensely and rapidly to the emotional words. The
psychopaths reacted to the emotionally charged words the same as to the neutral words.

More critically, the imaging showed that psychopaths processed these emotional words in the upper part
of the brain (temporal lobe area) that is responsible for understanding language and problem-solving.



Whereas non-psychopaths processed the emotional words in the midbrain (paralimbic area) that is
responsible for emotional regulation.

These findings were reinforced in later studies by Hare and his colleague, Dr. Kent Kiehl, who is
considered the leading expert on brain imaging and psychopathy. In one study, subjects with HCL-R
scores over 30 were asked to rate morally offensive statements compared to neutral statements (e.g.,
having sex with a mother vs. listening to music). In another study, psychopaths were shown gruesome or
morally offensive images (e.g., a man’s face beaten to a bloody pulp, a picture or Osama Bin Laden).
Once again, the psychopaths reacted less intensely and in the part of the brain designed for language and
problem-solving. They simply do not experience the appropriate emotional reactions to moral wrongs.

When almost all of us see a gut-wrenching or morally offensive situation, we automatically and rapidly
react to it in the emotional part of the brain. But for the psychopath, that part of the brain seems to have
gone cold. They react to such situations in a more neutral and analytic manner, tapping into the part of the
brain that, for example, is trying to write a research paper. Hare notes, “it was as if they could only
understand emotions linguistically. They know the words, but not the music, as it were.” They seemed
incapable of empathy.

Hare, in his book Snakes in Suites — When Psychopaths Go to Work, shares an anecdote of when he was
asked to consult with Nicole Kidman for the movie Malice, in which her character was supposed to
display psychopathic tendencies. Hare, as a way of coaching her about the emotional life of a psychopath,
gave her the following scene:

You’re walking down the street and you come across an accident at the corner.

A young child has been struck by a car and is lying in a pool of blood. You walk
up to the accident site, look briefly at the child, and then focus on the grief -
stricken mother. After a few minutes of careful scrutiny, you walk back to your
apartment, go to the bathroom, stand in front of the mirror, and practice mimicking
the facial expressions and body language of the mother. (p 54)

Another dysfunction in the emotional circuitry of psychopaths revolves around the amygdala, which is
also located in the mid-brain limbic area. The amygdala is instrumental in recognizing threats and danger.
It activates the (usually adaptive) fight-flight-or-freeze response when we are faced with danger,
especially the danger of physical harm. But it also gets triggered when we are afraid of being punished,
what many would consider a moral fear (i.e., the fear of violating acceptable rules and boundaries). The
amygdala in psychopaths is much less active, which has the effect of dampening fear responses in
situations where fear is adaptive or might contribute to social cohesion.

How might a muted amygdala express itself? How about a teenage babysitter — with all the good
judgement typical of an adolescent — takes his five-year-old charge on an urban adventure. They venture
into a sewer system under construction in Manhattan. Shortly after entering, the teenager becomes quite
anxious and has second thoughts, “it was pitch black and you couldn’t see the entrance.” But the five-
year-old pressed on into the gathering darkness. “The thing that amazed me,” that teenager, now turned 83
said, “was that Donny wasn’t scared. He just kept walking.”



The above anecdote, taken from the biography Trump Revealed (2016) by Michael Kranish and Marc
Fisher, requires another sidebar. No anecdote, or even series of anecdotes, no matter how colorful or spot
on, should be given significant diagnostic weight. I hope I have conveyed the idea that asserting a
diagnosis needs to meet a high bar. To make any psychiatric diagnosis, and certainly the diagnosis of
psychopathy that is the focus of this essay, you need multiple, preferably hundreds, of data points that
support the diagnostic trait in question.

Yes, the above anecdote is a good example of how an under-functioning amygdala might express itself.
But it does not prove Donald (“Donny”) Trump has an under-active amygdala or is a psychopath. It is just
one suggestive data point where many more are needed to confirm the tendency. I also want to emphasize
that the above anecdote (and all others to follow) would not have been used if it was solely based on
Donald Trump’s self-report. Some of Donald Trump’s telling of his early years seems apocryphal and
designed to create an impression of a tough guy and maverick. For example, he frequently recounts that
when he was in the second grade, he punched his music teacher, giving him a “black eye” because “I
didn’t think he knew anything about music.” However, the music teacher, who died in 2015, never
confirmed the story and none of his friends from that school recall such an incident. Data points that have
some external validation are preferable to one’s based on the subject’s self-report.

On September 13, 1848 Phineas Gage, the foreman of a construction crew laying down railroad tracks in
Vermont, suffered a grievous accident. He was using a tamping rod to pack down explosive powder into a
hole, and the power detonated unexpectedly, propelling a 43-inch-long and 1.25-inch diameter rod up thru
his left cheek, obliterating a section of his brain, before exiting his skull and landing eighty feet away.
Amazingly, Gage walked back to his lodgings and summoned a doctor. When the physician rode up,
Gage greeted him, “Doctor, here is business enough for you.”

Thus, Phineas Gage became one of the more famous cases in cognitive neuroscience history. The damage
from the accident was limited to a portion of the prefrontal cortex. The changes Gage displayed after the
accident enabled us to learn about the specific brain functions of that area of the brain. Before the
accident, Gage had been described as considerate, mild-mannered and hard-working. Afterwards, he was
described as coarse, abusive, dishonest, and incapable of restraint when it conflicted with his desires. He
was no longer able to control his impulses. The prefrontal cortex has been described as the personality
center of the brain. It helps us control our impulses and serves as a braking system, so we don’t act
without considering the consequences. It enables us to defer immediate gratification for long term
rewards. Psychopaths have been found to have less grey matter in this area of their brains. Their brains
also show less connectivity between the prefrontal cortex and the amygdala, thus compromising their
ability to integrate rapid-fire impulses with reason.

So, we now know some of the neurodevelopmental deficits inherited by psychopaths. The abnormalities
in the limbic area, amygdala, and prefrontal cortex are in areas of the brain that are implicated in the core
emotional and behavioral traits displayed by psychopaths. While the Psychopathy Checklist contains
twenty such traits to help make the diagnosis of psychopathy, the abnormalities in these three areas of the
brain help explain three fundamental traits that appear to be foundational to the condition:

the lack of conscience, due to the inhibition of moral fear and absence of states of guilt and shame;
the inability to process emotions that foster empathy and human connection; and the inability to
control impulses

While biology is not total destiny, the burden of these brain deficiencies is hard to overcome.
Psychopathy, remember, has a heritability factor of over 50%. And if you are on the wrong side of that
fateful genetic coin toss, well then... from the mouth of one well-depicted psychopath ... You would be




inheriting a condition that is antithetical to much of what we associate with being human. A condition that
consigns one to a bleak and blinkered life or, as one Trump biographer put it, “an existence unmolested by
the rumblings of a soul.” This is where you think about taking a bullet to protect your child from
acquiring such a condition.
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You have seen the list of traits that define the condition, but what is it /ike to be a psychopath? To acquire
that understanding we can’t turn to the psychopath himself. There are few first-person accounts of
psychopathy. And other than descriptions of the cold-bloodedness they bring to their crimes and
transgressions, they provide little insight into the experience of being a psychopath. And, no wonder,
psychopathy is mostly about the absence of human qualities. It would be like asking someone to describe
a color to which they have been born blind.

Works of fiction and journalism are pretty much restricted to the stories of serial killers, and therefore can
be misleading about the wider population of psychopaths (although Norman Mailer’s Executioners’s Song
has much to recommend it).

The best source for understanding the world of the psychopath comes from those clinicians and
researchers that have devoted their attention to it. One of the best is Martha Stout, author of the bestselling
The Sociopath Next Door (2005). She starts her book with a thought exercise that, er, might remind you of
someone:

Imagine — if you can — not having a conscience, none at all, no feelings of guilt or remorse no matter
what you do, no limiting sense of concern for the well-being of strangers, friends, or even family
members. Imagine no struggles with shame, not a single one in your whole life, no matter what kind of
selfish, harmful, or immoral action you have taken...Now add to this strange fantasy the ability to conceal
from other people that your psychological makeup is radically different from theirs. Since everyone
simply assumes that conscience is universal among human beings, hiding the fact that you are conscience-
free is nearly effortless...You can do anything at all, and still your strange advantage over the majority of
people, who are kept in line by their conscience, will most likely remain undiscovered...Maybe you are
someone who craves money and power, and though you have no vestige of conscience, you do have a
magnificent Q. You have the driving nature and intellectual capacity to pursue tremendous wealth and
influence, and you are in no way moved by the nagging voice of conscience...You choose business,
politics, law, banking, or any of a broad array of other power professions, and you pursue your career with
a cold passion that tolerates none of the usual moral or legal encumbrances. When it is expedient you
doctor the accounting and shred the evidence, you stab your employees (or your constituency) in the back,
tell lethal premeditated lies to people who trust you, attempt to ruin colleagues who are powerful or
eloquent, and simply steamroll over groups who are dependent and voiceless... You have a special talent
for whipping up other people’s hatred and sense of deprivation... And all this you do with the exquisite
freedom that results from having no conscience whatsoever...You become unimaginably, unassailably,
and maybe even globally successful. Why not? With your big brain, and no conscience to rein in your
schemes, you can do anything at all. (p. 1)

It should be noted that Stout wrote this before Trump walked onto the political landscape. It is unlikely
she had him in mind. She was describing a common trajectory of a psychopath, not a particular
individual. Experts on psychopathy place this lack of conscience, this remorselessness at the center of the
disorder.



Items from the Psychopathy Checklist (PCL-R) that seem to flow directly from the absence of conscience
include pathological lying, lack of remorse, history of juvenilely delinquency, conning, and having more
than one type of criminal offense. To have a conscience is such a deep, innate part of being human, it is
difficult to imagine not possessing one. It’s hard to imagine having no fear about being found out for
moral transgressions, no compunction about lying, and no gut-level reservations about acts that might
harm others. Not having a conscience is like having a car without brakes.

Conscience is the glue that keeps the social fabric from unraveling. It undergirds the social contract that
promotes decency, safety, and trust. Yet there is that small percentage that live outside that social
contract, that 1% who, in the apt phrase of Hervey Cleckley, “carry disaster lightly in both hands.” Is it
not desirable to identify those without a conscience, particularly if they are in a position of power over
others?
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Well, one could argue, the inability of the brain and nervous system to generate the inhibitory emotions of
guilt, shame and fear — that are foundational to developing a conscience — doesn’t have to result in
predatory or harmful behavior. Just because one lacks the capacity to feel bad about doing bad, doesn’t
necessarily mean one can’t feel good about doing good. Just because one is not constrained by feelings of
guilt or shame, doesn’t mean one can’t be motivated by feelings of love or virtue.

However, this is where we careen into the second ditch in the psychopath’s interior landscape: the
inability to empathize or care deeply. This was the central trait Cleckley noted in Mask of Sanity, “beauty
and ugliness (except in a very superficial sense), goodness, evil, love, horror, and humor have no actual
meaning, no power to move him.” We have already noted that when images of suffering are presented to
the psychopath, there is no activity in the emotional centers of the brain. It is an ice station as far as
empathy and deep caring are concerned.

Martha Stout makes a link between the difficulty to form a deep bond with others and the absence of a
conscience. She defines conscience as the “intervening sense of obligation based on our attachment to
others.” But if someone simply cannot experience the deeper feelings of love, tenderness, or compassion,
then they have no motivation to protect, sacrifice, or feel responsible. If others just don’t matter much,
there is no motivation to build a conscience. Instead of expressions of empathy, there are acts of
callousness.

This missing gear to connect deeply is reflected in the marriages of psychopaths. Stout notes, “once the
surface charm is scraped off, their marriages are loveless, one-sided and almost always short-term. If a
marriage partner has any value to the sociopath, it is because the partner is viewed as a possession, one
that the sociopath may feel angry to lose, but never evoke sadness or accountability.”

However, it would be misleading to suggest that the psychopath is disengaged entirely from relationships.
Experts in marital therapy and interpersonal communications note that in any serious relationship there is
a complex dance that revolves around two questions: (1) “how close do | want to get to this person?”” and
(2) “who is on top?” In serious relationships, there is this ongoing dance of intimacy and power. The
psychopath does not have the neurological infrastructure to even get on the dance floor of intimacy. But
he is kinetic with dance moves of asserting power.

Sinc