
 
 

MODELING ASOCIALITY AND EXAMINING ENGAGEMENT IN ADULT 

OFFENDERS IN SUBSTANCE ABUSE TREATMENT 

 

 

 

 

 

 

 

by 

JENNIFER K. PANKOW 

 
Master of Arts, 2007 

Northern Illinois University 
DeKalb, Illinois 

 

 

Submitted to the Graduate Faculty of the  
College of Science and Engineering 

Texas Christian University 
in partial fulfillment of the requirements  

for the degree of  
 
 

Master of Science 

December 2009 
 
 
 
 
 
 

 



 
 

 

 



 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ii 
 

Acknowledgements 

 I wish to express my sincere gratitude to those individuals who have supported my 

efforts with this project.  I would like to thank Dr. Kevin Knight for sharing my research 

vision and always making the time to answer my questions.  I would also like to thank Dr. 

Dwayne Simpson for his insight and for giving me the opportunity to work and study with 

the Institute of Behavioral Research group.  I would like to thank Dr. David Cross for his 

direction and feedback.  To Dr. George Joe, I offer special thanks for his mentoring and for 

challenging my thinking.    

 I would like to extend my thanks to friends in the psychology graduate program for 

their support, and to Jenny Edwards for her time and feedback on many occasions.   

Finally, I would like to dedicate this manuscript to my children, Nicole and Jacob, 

and to the memory of my beloved son, Brandon.  Thank you for your unconditional love and 

for believing in me. 

 

 

 

 

 

 

 

 

 

 
 



iii 
 

TABLE OF CONTENTS 

Acknowledgements .............................................................................................................. iii 

List of Tables ....................................................................................................................... vi 

List of Figures ..................................................................................................................... vii 

Introduction ........................................................................................................................... 1 

     Asocial Offender .............................................................................................................. 2 

     TCU Treatment Model ..................................................................................................... 4 

     Group-level Process Background  ................................................................................... 5 

     Asocial Client Impact on Group ...................................................................................... 6 

     Hypotheses ....................................................................................................................... 7 

Methods................................................................................................................................. 8 

     Participants and Sites ....................................................................................................... 8 

     Instrumentation ................................................................................................................ 8 

     Procedure ......................................................................................................................... 9 

     Proposed 2-Factor Model ............................................................................................... 10 

     Outcome Variables......................................................................................................... 10 

     Analytic Plan .................................................................................................................. 11 

Results ................................................................................................................................. 13 

     Exploratory Factor Analysis (EFA) ............................................................................... 13 

     Confirmatory Factor Analysis (CFA) ............................................................................ 16 

     Asocial Scores ................................................................................................................ 18 

     Nested Analysis of Variance with Low, Medium, and High Asocial Levels ................ 19 



iv 
 

           Treatment Participation ............................................................................................ 20 

           Peer Support ............................................................................................................. 20 

Discussion ........................................................................................................................... 21 

           Clinical Implications ................................................................................................ 23 

           Future Research Directions ...................................................................................... 23 

           Study Limitations ..................................................................................................... 24 

References ........................................................................................................................... 25 

Appendix ............................................................................................................................. 30 

Vita 

Abstract 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



v 
 

LIST OF TABLES 

1. TCU CJ-CEST and CTS Instruments, Scales, Number of Items, and Reliabilities  ....... 9 

2. Factor Loadings, Item-Total Correlations, Coefficient Alphas  

from Exploratory Analysis ............................................................................................ 15 

3. Summary of Fit for 3-Factor Model in CFA  ................................................................ 16 

4. Standardized Loadings and Coefficient Alphas for Factors in the Final Model  .......... 17 

5. Asocial Scoring Ranges  ............................................................................................... 18 

6. Clients by Asocial Level in Prison-Based Drug Treatment Programs  ........................ 19 

7. Least Squares Means for Dependent Variables by Asocial Level  ............................... 20 

 
 

 

 

 

 

 

 

 

 

 

 

 

 



vi 
 

LIST OF FIGURES 

Figure 1. TCU Treatment Model .......................................................................................... 4 

Figure 2. Proposed 2-Factor Model .................................................................................... 11 

Figure 3. 3-Factor Asocial Model ....................................................................................... 14



1 

 
 

Modeling Asociality and Examining Engagement in Adult Offenders 

in Substance Abuse Treatment 

In therapeutic community (TC) programs for drug treatment, individual recovery is 

structured principally around group meetings and positive peer influences.  Yet within 

correctional settings, assigning clients to treatment groups often occurs with limited 

consideration of how the group process might be impacted by admitting asocial individuals 

who have mental health issues, including psychopathy or related personality disorders (i.e., 

narcissistic, borderline, histrionic, and antisocial; Blackburn, 2007; Murphy & Vess, 2003).  

Asocial clients have been shown to present an array of resistant traits evidenced by less effort 

to change problem behaviors, higher attrition rates, participation in more disruptive 

institutional behavior, and lower levels of clinical improvement (Ogloff, Wong, & 

Greenwood, 1990).  They are likely to put little effort into following the TC rules, adopting 

essential tenets (such as open sharing in a safe environment), and healing through pro-social 

interaction with other group members.  Asocial clients, particularly those with psychopathy, 

demonstrate an inability to identify and acknowledge emotion in others.  They also appear to 

exhibit cognitive and behavioral traits that are incongruent with optimal group functioning.   

Archival Texas Christian University (TCU) data systems offer a unique opportunity 

to gain a better understanding of individual-level asocial functioning in prison-based drug 

treatment, particularly as a foundation for further group-level research.  Thus, the focus of 

this study is (1) to model and confirm a 2-factor solution of asociality consistent with the 

literature using TCU client assessment items, and (2) to examine the relationship between 

asociality and treatment engagement to establish the predictive validity of the asocial scales. 
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Asocial Offender 

In this study, the primary source of evidence on asocial functioning and model 

development is derived from psychopathy research.  These studies have identified similarities 

between psychopathy and related personality disorders previously noted.   Therefore, to 

avoid confusion from repeated references to several different personality types, the term 

“asocial” is used as a broad reference to the characteristics of psychopathy and related 

personality disorders (e.g., narcissistic and borderline) as defined in the Diagnostic and 

Statistical Manual of Mental Disorders, Fourth Edition Text Revision (American Psychiatric 

Association, 2000).   

Hare and Neumann (2005) state that “psychopathy is a coalescence of extremes on 

numerous dimensional traits” (p. 62).  Traditionally, psychopathy has been conceptualized as 

a 2-dimensional construct with affective/interpersonal and behavioral/unstable lifestyle 

features (Douglas, Guy, Edens, Boer, & Hamilton, 2007; Hare, 1985; Hare et al., 1990; Hare, 

Hart, & Harpur, 1991; Levenson, Kiehl, & Fitzpatrick, 1995; Lynam, Whiteside, & Jones, 

1999).  More recently, researchers have investigated 3- and 4-factor models with different 

analytic methods (Hare & Neumann, 2005; Neumann, Malterer, & Newman, 2008).   In the 

2005 study by Hare and Neumann, four factors were identified with item response theory 

analysis and Psychopathic Checklist-Revised (PCL-R; Hare, 2003) items.  The factors 

reflected interpersonal, affective, lifestyle, and antisocial composites.  While this alternate 

conceptualization illustrates the multi-dimensional nature of the asocial construct, the 2-

factor solution is well-established in the literature. 

In general, asocial individuals have an inflated sense of self, lack empathy for others, 

and demonstrate behavior problems.  Asocial attributes also have been linked to negative 

treatment outcomes in several studies.  For example, Fals-Stewart and Lucente (1994) found 
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asocial functioning was associated with poorer treatment participation based on counselor 

ratings of the client’s relationship to peers and staff, participation, general attitude, and work 

assignment.  These clients also spent less time in TC residential treatment and were removed 

more frequently from treatment for rule violations compared to others in the program.  

Further evidence comes from a study that examined treatment outcomes for methadone 

clients which found that “extreme” difficulties in forming meaningful relationships between 

client and therapist resulted in poor treatment response (Woody, McLellan, Luborsky, & 

O’Brien, 1985).  Additional support for this finding is provided by Richards, Casey, and 

Lucente (2003) who suggest that interpersonal communication and the ability to accept 

personal shortcomings are “critical to patient success” (p. 271).  This conclusion was based 

on higher levels of negative group participation by asocial female offenders.  

The behavioral dimension of asociality is commonly recognized as problematic for 

clinicians and corrections staff, and has been the focus of research on offender functioning.  

Hobson, Shine, and Roberts (2000) suggest that, when compared to behavioral characteristics 

(e.g., impulsivity), affective traits are more highly correlated with negative behavior in TC 

group treatment.  In ratings by group facilitators (staff) on the most difficult client attributes 

to work within the TC setting, affective traits (such as glibness, grandiose, and failure to take 

responsibility) were considered the most difficult to address.  It is suggested that asocial 

affective traits are related dynamically to antisocial behavior, and as such, should not be 

overlooked in assessing risk factors and determining treatment needs.  Moreover, research 

indicates that client attributes (including psychosocial functioning) influence engagement and 

retention.  This relationship is a key component in a model developed by Simpson (2004) 

which provides a framework for conceptualization of the treatment process.  
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The TCU Treatment Model (Figure 1) represents the drug treatment process as a 

series of stages reflecting individual cognitions and behaviors.  In these sequential phases of 

recovery, therapeutic interventions are grounded in evidence-based practices linking 

motivation and other client attributes to engagement, early change, retention, support 

networks, and follow-up outcomes across time.  Motivation is a significant predictor of 

treatment participation and has been shown to influence treatment outcomes (Simpson & Joe, 

1993).  However, for asocial individuals, low motivation may be more than simply not 

wanting treatment (Ogloff et al., 1990).  Rather, it might be an actual trait of asocial 

personality.  Ogloff and associates (1990) note that strongly asocial offenders are likely to 

demonstrate motivation at intake for reasons other than recovery (e.g., desire to create a 

positive image for parole review boards).  However, for the asocial client who does not 

accept responsibility for personal drug-related problems, the continuous process of self-

examination becomes pointless, resulting in decreased interest and commitment to treatment 

over time.   

 

 

 

 

 

 

 

 Figure 1: TCU Treatment Model  
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Another perspective on asocial client motivation indicates that psychopaths typically 

do not generate motivating attitudes in response to critique from others (Greenspan, 2003).  

Theoretical underpinning for this view is found in Sullivan’s interpersonal theory (Sullivan, 

1953), which suggests that interpersonal problems are maintained through perceptions of 

others.   Namely, individuals tend to carry distorted views and unrealistic expectations of 

others into relationships (MacNair-Semands, 2000).  When dysfunctional interpersonal 

patterns are identified and addressed, emotional well-being is achieved.  Healthy 

interpersonal skills, according to Sullivan’s theory, necessitate that the individual be 

responsive to the attitudes and constructive criticism from the group members.  However, 

being responsive to feedback is a cognitive skill that is characteristically not associated with 

asocial individuals (Greenspan, 2003). 

Group-level Process Background  

In addition to motivation, an understanding of individual-level psychosocial 

functioning provides a foundation for exploration of larger, group-level processes (Kenny & 

LaVoie, 1985).  Gendlin and Beebe (1968) state that a primary goal in joining a group is to 

have contact with others while maintaining a unique perspective on one’s own truth.  Group 

characteristics such as honesty, respect for others, and confidentiality are recognized as core 

elements.  When an individual reveals himself to the rest of the group and is able to receive 

feedback, then self-examination is likely to occur.  Thus, social interaction among group 

members is the foundation of therapeutic group functioning (De Leon, 2000; Yalom, 

1995).  Through social interaction, client perceptions are posited to contribute to a collective 

group identity and the development of norms that enable members to manage the emotional 

content of the meetings (Stone, 1990).  When interpersonal communication is either not 

established or suffers collapse, the resulting disruption to the group process can contribute to 
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dominant negative group characteristics.  This lack of group cohesion, according to Stone 

(1990), makes the re-establishment of functional norms difficult.   

Many curative factors have been suggested to contribute to the beneficial effects of 

group treatment for the individual, and cohesion is widely considered one of the most critical 

(Budman et al., 1989; Burlingame, Fuhriman, & Johnson, 2001; Dion, 2000; Kivlighan & 

Goldfine, 1991; Marmarosh, Holtz, & Schottenbauer, 2005; Mullen & Copper, 1994; 

Tschuschke & Dies, 1994; Yalom, 1995; Zaccaro & Lowe, 1987).  Cohesion basically 

describes the client’s sense of belonging and willingness to accept and adhere to the group 

norms.  Additionally, it has been found to increase clinical improvement (Tschuschke & 

Dies, 1994) and treatment engagement (Ogrodniczuk & Piper, 2003) in a therapeutic group 

(e.g., grief therapy).  Theoretical support for cohesion research is found in the social identity 

theory developed by Tajfel and Turner in 1979 which asserts that a person projects many 

social identities dependent on social context.  These social identities are formed through an 

internalized sense of what is necessary for membership to the group.  For example, being a 

member of a sports team provides a social identity in terms of the defining characteristics of 

the group (e.g., conference champions, skilled players, and commitment to practice) which 

then becomes a part of one’s self concept.  

Asocial Client Impact on Group  

Research has demonstrated that group therapy can lead to desirable outcomes 

(Burlingame, Fuhriman, & Mosier, 2003) and that individual functioning has a direct 

influence on group efficacy (Zaccaro, 1987).  Besides having an impact on their own 

treatment experience, asocial clients also impact the group experience for other members in 

areas such as: 
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• disruption of group cohesion,  

• excessive time spent by the clinician with the uncooperative inmate,  

• loss of group structure,  

• frustration or resentment among group members, and  

• creation of a hostile environment.   

While it is clear that asocial offenders have the potential to adversely impact the TC group 

process, particularly with respect to group cohesion, more work is needed to identify these 

individuals and how to gain a better understanding of their role within the larger treatment 

process framework.  

Hypotheses 

There were two primary goals for this study; (1) to model and confirm a 2-factor 

solution of asociality consistent with the literature using TCU client assessment items, and 

(2) to examine the relationship between asocial clients and the well-established TCU 

treatment engagement measures for validation of the 2-factor model.  

For the first aim, TCU assessment items were selected to similarly reflect a 2-factor 

model of psychopathy suggested by the PCL-R and Levenson’s Self-Report Psychopathy 

Scale (LSRP; Levenson et al., 1995).  It is hypothesized that a 2-factor model demonstrating 

Affective and Behavioral dimensions of the asocial construct will be supported.   

The second aim is to examine client engagement levels following the completion of 

treatment orientation according to three asocial categories (i.e., low, medium, and high).  The 

hypothesis for this aim predicts that high asocial clients, when compared with their low and 

medium asocial counterparts, will show significantly lower self-reported engagement levels 

in the early engagement stage of treatment.  
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Methods 

Participants and Sites 

Secondary data were obtained for 521 adult male offenders from six prison-based TC 

programs, each with a minimum 9-month required treatment stay.  Inmates participated in 

substance abuse treatment during a period from 2007 to 2008 and completed the full set of 

TCU assessments.  Program eligibility was based on substance use (i.e., addiction) and 

treatment need, length of sentence sufficient for the recommended treatment exposure, and 

the ability of the offender to achieve community corrections custody status.   

Instrumentation 
 

The proposed model was constructed with items from TCU self-report instruments 

developed for assessing client psychosocial functioning during substance abuse treatment.   

Used with community and prison-based populations, the TCU CJ-Client Evaluation of Self 

and Treatment (CJ-CEST; Garner, Knight, Flynn, Morey, & Simpson, 2007) and the TCU 

Criminal Thinking Scales (CTS; Knight, Garner, Simpson, Morey, & Flynn, 2006) routinely 

are administered throughout treatment to monitor client progress and aid in developing 

treatment plans.  In the programs, participants completed the TCU assessments at 2 points in 

time; (1) intake to the treatment program, and (2) the end of orientation (approximately 4 to 5 

weeks after intake).  Table 1 presents the CJ-CEST and CTS assessments, corresponding 

scales, and reliabilities based on a national sample.   

Overall, the majority of the CJ-CEST and CTS scales have reliabilities exceeding .73, 

demonstrating good psychometric properties.  Item responses are based on a 5-point scale  

(1 = disagree strongly, 2 = disagree, 3 = uncertain, 4 = agree, and 5 = agree strongly).  

Reflected items are scored so that a response of “1” (disagree strongly) is scored with a “5.”  
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Table 1  

TCU CJ-CEST and CTS Instruments, Scales, Number of Items, and Reliabilities    

CJ-CEST Assessments Scales Items Reliability 
Treatment Motivation Desire for Help 

Treatment Readiness 
   6 
   8 

    .67 
    .80  

Psychological 
Functioning* 
 

Self-Esteem 
Depression 
Anxiety 
Decision Making 

   6 
   6 
   7 
   9 

    .72 
    .71 
    .75 
    .74 

Social Functioning** Hostility 
Risk Taking 
Social Support 

   8 
   7 
   9 

    .80 
    .71 
    .74 

Clinical Engagement 
 

Treatment Participation 
Treatment Satisfaction 
Counseling Rapport 
Peer Support 

 12 
   7 
 12 
   5 

    .86 
    .79 
    .93 
    .77 

Recently added scales: * Expectancy; **Social Desirability. 
CEST reliabilities reported in Garner et al. (2007). 

 

Criminal Thinking Entitlement 
Justification 
Power Orientation 
Cold Heartedness 
Criminal Rationalization 
Personal Irresponsibility 

   6 
   6 
   7 
   5 
   6 
   6 

    .78 
    .75 
    .81 
    .68 
    .71 
    .68 

CTS scales reliabilities reported in Knight et al. (2006). 

Procedure 

Model development was guided by the conceptualization and content of the PCL-R 

and the LSRP, which have shown to be reliable and valid measures of psychopathy.  As 

previously noted, these scales traditionally have been based on affective and behavioral 

characteristics associated with psychopathic, antisocial, or related subtypes.  In particular, the 

PCL-R is considered to be the “gold standard” for assessing psychopathy.  Although recent 

work has yielded 3- and 4-factor models (previously noted), there is ample justification for 



10 

 
 

using the 2-factor construct for this study (Douglas et al., 2007; Hare et al., 1991; Hobson et 

al., 2000; Levenson et al., 1995; Lynam et al., 1999).    

Proposed 2-Factor Model 

The proposed model in Figure 2 illustrates the CJ-CEST and CTS scales that were 

hypothesized to measure the Affective and Behavioral dimensions.  The Affective dimension 

is a composite of items from three CTS scales (Entitlement, Cold Heartedness, and Personal 

Irresponsibility).  The Entitlement scale is about believing one’s self to be above the law 

(e.g., “You have paid your dues in life and are justified in taking what you want.”).  Cold 

Heartedness items focus on concern for others (e.g., “You feel people are important to 

you.”).  Personal Irresponsibility items such as, “You are not to blame for everything you 

have done,” gauge the client’s perceptions about accountability.  The Affective dimension 

consists of 15 items.  

The Behavioral dimension is based on two TCU CJ-CEST Social Functioning scales 

(Hostility and Risk Taking) and one Psychological Functioning scale (Decision Making).  

The Hostility scale includes items related to temperament (e.g., “You get mad at other people 

easily.”).  Risk Taking items address taking chances (e.g., “You like to do things that are 

strange or exciting.”), and Decision Making items target planning strategies (e.g., “You think 

about probable results of your actions.”).  The Behavioral dimension consists of 16 items.   

Outcome Variables 

Treatment engagement (assessed at the end of orientation) was measured with two 

subscales (Treatment Participation and Peer Support) from the CJ-CEST Treatment Progress 

Domain.  An example of a Treatment Participation item is, “You are willing to talk about 

your feelings during counseling.”  In the Peer Support scale, clients answered items 

including, “Other clients at this program care about you and your problems.”  Engagement 
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items are answered on a 5-point scale (1 = disagree strongly, 2 = disagree, 3 = uncertain, 

4 = agree, and 5 = agree strongly) with high scores indicating client engagement in the 

treatment process.  Treatment Participation and Peer Support scales were selected as the 

measure of engagement because they assess interpersonal skills in the treatment context and 

self-rated perceptions about participation with the counseling process. 

 
 
 
 
 
 
 
 

 
 
 
 
 

                                           
 
 
 

 
 
 
 
 
 
 
 

Figure 2: Proposed 2-Factor Model 
 
 

 

Analytic Plan  

A three-stage analytic plan was used for evaluating the hypothesized asocial scales 

and testing for predictive validity.  First, exploratory factor analysis (EFA) was conducted to 

address the underlying structure of the asociality items.  Multiple criteria were utilized to 

Risk Taking 
(7 items) 
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(5 items) 

Decision Making 
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Behavioral  
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Personal irresponsibility 
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Affective 
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identify the number of factors underlying the items based on recommendations by Hatcher 

(1994); these included examination of scree plots, proportion of variance accounted for by 

each factor, factor loadings, and interpretability criteria (i.e., theoretically meaningful 

constructs).   

Confirmatory factor analysis (CFA) was used to evaluate the ability of the model to 

reproduce the variance-covariance matrix.  Browne and Cudeck (1993) suggest that assessing 

a close fit is best accomplished with multiple criteria rather than using a single fit index.  For 

example, chi-square is often reported as evidence for an acceptable fit; however, chi-square 

is sensitive to large sample size and may produce a significant value (evidence of poor fit) 

even if the model is acceptable (Hatcher, 1994).  Therefore, on the basis of recommendations 

by Browne and Cudeck (1993), several criteria were used to assess model fit; these included 

Comparative Fit Index (CFI; Bentler, 1990), Root-Mean-Square Error of Approximation 

(RMSEA), and Adjusted Goodness-of-Fit Index (AGFI).  The CFI compares the existing 

model fit with the null model which assumes the latent variables in the model are 

uncorrelated.  An overall good fit is indicated when CFI values are greater than .9 (Hatcher, 

1994).  RMSEA assesses a lack of model fit by comparing the observed model with 

parameter values based on a hypothetical population distribution; RMSEA values less than 

.08 are considered acceptable (Browne & Cudeck, 1993).  An AGFI value of .95 is 

considered a good fit in a range of 0 (no fit) to 1 (perfect fit) for gauging the degree of model 

parsimony.   

In the second stage of analysis, asocial scores were computed for each individual 

prior to testing the predictive validity of the scales in the final analytic stage.  Due to the 

multilevel nature of the data (i.e., individuals clustered within prison programs), predictive 

validity was evaluated with nested analysis of variance (ANOVA) using the SAS® proc 
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mixed procedure.  This multilevel statistical approach is well suited for investigating a nested 

design where samples are correlated (i.e., similarities exist between clients as a result of 

membership in the same program).  Multilevel analysis produces unbiased estimators by 

modeling the group and individual levels in the same analysis so that important client 

variability is preserved.  Another consideration in this study was the unbalanced design; to 

address this condition, least squares means (LSM) were used as the means estimators.    

Results 

Exploratory Factor Analysis (EFA) 

The result of EFA revealed three latent factors (instead of the anticipated 2-factor 

solution), and 88% of the total variance was explained by this model.  The first factor 

accounted for 47% of the variance, whereas the second and third factors accounted for more 

modest variance portions (25% and 16%, respectively).  Utilizing varimax rotation, items 

with a factor loading greater than or equal to .40 were used for interpreting the factor 

structure.  As a result, 9 out of 31 items were dropped.  Correlations were re-examined and 

confirmed the need to reflect two additional items (for a total of five reflected items) to aid in 

interpretability.  The factors represent (1) Behavioral Responsivity (BR), (2) Cognitive 

Distortion (CD), and (3) Social Disassociation (SD), three distinct aspects of asocial 

personality described in the literature (Figure 3).  The CD factor focuses on criminal 

thinking, and SD encompasses a lack of concern or caring for others; both dimensions reflect 

affective features.  The BR factor is a composite of hostility and risk taking hypothesized in 

the original model.  Coefficient alphas (Cronbach, 1988) are .85 for the BR factor, .79 for the 

CD factor, and .62 for the SD factor.  Together, factor loadings, item-total correlations, and 

coefficient alphas support a high degree of internal consistency for the 3-factor asocial 

composite (Table 2).    
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Figure 3: 3-Factor Asocial Model 
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Table 2 

Factor Loadings, Item-Total Correlations, Coefficient Alphas from Exploratory Analysis  

Factor  (Coefficient Alpha)          Item-Total        Factor 
Item                       Correlations     Loading
  
Behavioral Responsivity (raw alpha = .85) 

You feel a lot of anger inside you.               .63        .68 

You have a hot temper.                .74        .78 

You get mad at other people easily.               .69        .72 

You have urges to fight or hurt others.              .57        .57 

You like to take chances.                .36        .41 

You like the “fast” life.                .53        .56 

You like friends who are wild.               .59        .62 

Your temper gets you into fights or other trouble.             .69        .74 

Cognitive Distortion (raw alpha = .79) 

Real reason you are in prison is because of your race.            .44        .49 

Nothing you do will make a difference in the way you are treated.           .34        .40  

You are not to blame for everything you have done.             .43        .44 

Laws are just a way to keep poor people down.             .52        .57 

You may be a criminal, but your environment made you that way.           .54        .57  

You paid your dues in life and are justified in taking what you want.         .58        .62  

You feel you are above the law.               .49        .55 

It is okay to commit crime in order to pay for the things you need.           .52        .55  

Society owes you a better life.               .54        .61 

Social Disassociation (raw alpha = .62) 

Hearing that someone has lost everything upsets you. (r)            .40        .45 

Seeing someone cry makes you sad. (r)               .36        .48 

You feel people are important to you. (r)               .35        .41 

You consider how your actions will affect others. (r)            .39        .43 

You think about probable results of your actions. (r)             .36        .48 

 
Reflected items are indicated with “(r).”    
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Confirmatory Factor Analysis (CFA) 

CFA was conducted with SAS® computer software and repeated with LISREL 8.71 

software (Jöreskog & Sörbom, 2004); both programs produced similar 3-factor structures.  

The following results are reported from the SAS analysis.  Standardized residuals were 

reviewed, and it was concluded that item 23 (“You like friends who are wild.”) did not 

contribute well to the scale and subsequently was dropped from further analyses.  The 

modification resulted in a total of 21 items retained in the final model; correlations for this 

group are shown in the Appendix.  Fit indices are reported in Table 3 and demonstrate the 

model is an acceptable fit; CFI = .92, RMSEA = .047, and AGFI = .92.  The significant chi-

square (186, N = 521) = 399.69, p < .0001 was anticipated due to the large sample size.    

 

Table 3 

Summary of Fit for 3-Factor Model in CFA 

Model      χ2 (df)  RMSEA  CFI                 AGFI 

Asocial 399.69 (186)*     .047    .92        .92 

*Significant at p < .0001. 

 

Standardized items loadings and coefficient alphas for the final model are reported in 

Table 4.  Coefficient alphas remained unchanged from those obtained with EFA with the 

exception of the behavioral factor which changed from .85 to .84 as a result of dropping item 

23. 
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Table 4 

 Standardized Loadings and Coefficient Alphas for Factors in the Final Model 

Factor (Coefficient Alpha)                           Loading   
Item 
 
Behavioral Responsivity (raw alpha = .84) 

You feel a lot of anger inside you.      .72   

You have a hot temper.       .87   

You get mad at other people easily.      .79   

You have urges to fight or hurt others.     .59   

You like to take chances.       .32   

You like the “fast” life.       .46   

You like friends who are wild. (*)                  -        

Your temper gets you into fights or other trouble.    .80   

Cognitive Distortion (raw alpha = .79) 

Real reason you are in prison is because of your race.   .49   

Nothing you do will make a difference in the way you are treated.  .37     

You are not to blame for everything you have done.    .46   

Laws are just a way to keep poor people down.    .58   

You may be a criminal, but your environment made you that way.  .61   

You paid your dues in life; are justified in taking what you want.  .67   

You feel you are above the law.      .57   

It is okay to commit crime in order to pay for the things you need.  .62   

Society owes you a better life.      .62   

Social Disassociation (raw alpha = .62) 

Hearing that someone has lost everything upsets you. (r)   .49     

Seeing someone cry makes you sad. (r)      .44   

You feel people are important to you. (r)      .52     

You consider how your actions will affect others. (r)   .54   

You think about probable results of your actions. (r)    .48     

Reflected items indicated by “(r).”    Dropped item: (*).     
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Asocial Scores 

The asocial total score for each individual was computed as the mean of the 

composites corresponding to the 3-factor solution in the final model.  The average was 

multiplied by 10, and the values for the three factors were summed to produce a total asocial 

score with a range of 0 to 150, distribution (32-119.43), mean (M = 67.63), and standard 

deviation (SD = 14.18).  By calculating the score in this manner, equal weight was given to 

the three dimensions in the total asocial score on the basis of the means instead of adding the 

individual items for the total asocial score.  The equal weighting approach provides a way to 

emphasize the SD factor (characterized by lack of empathy), which has been linked to 

persistent problematic functioning (for asocial clients) in group therapy.    

The study design posits an emphasis on identifying the extreme ranges of asociality 

(i.e., low and high), therefore asocial levels were constructed on the basis of 2 criteria; (1) 

using a standard deviation above and below the mean as a guide for determining cut points 

(Hare & Neumann, 2005), and (2) establishing consistency between the proposed scoring 

levels and the response set.  Follow-up multivariate analysis was conducted with randomly 

split half samples to further test the reliability of the scoring levels.  Table 5 shows the 

distribution of asocial scores, range for each group, means, and standard deviations.   

Table 5 

Asocial Scoring Ranges 

Category  Range    N        %               M        SD      

High   85.01 and above  60      12.0           93.45       7.47 

Medium  55.01-85.00            366      70.0           68.53       7.50 

Low   55.00 and below  95      18.0           47.86       5.89 

N = 521. 
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Of the total sample of 521 clients, 95 (18%) individuals were classified as low-

asocial, 366 (70%) clients were scored as medium, and 60 (12%) individuals were scored as 

high-asocial.  Based on the mean score for the high asocial individuals (M = 93.45), the 

average response on assessment items would be 4.45 on the 5-point scale; for the medium 

group (M = 68.53), the average response would be 3.26; and for the low asocial group  

(M = 47.86), the average answer would be 2.28.  The average response illustrates a 

theoretically consistent direction for client responses within the asocial level.   Table 6 shows 

the distribution of clients by asocial level within program sites.  

Table 6 

 Clients by Asocial Level In Prison-Based Drug Treatment Programs 

                                   Asocial Level 

Site (n)              Low   Medium          High 
1 (n) = 125   15            82                28 

2 (n) =   24      3           15                 6 

3 (n) =   34    10            22                    2 

4 (n) =   32      5           20                    7 

5 (n) = 145   24        115                   6 

6 (n) = 161   38       112                      11 

Totals (N = 521)  95      366             60  

 

Nested Analysis of Variance with Low, Medium, and High Asocial Levels 

The objective for this analytic step was to test the predictive validity of the asocial 

scales and address the second hypothesis that clients with high asocial ratings would self-

report significantly lower engagement levels compared to medium and low asocial clients.  

Outcome measures were obtained from TCU scales assessing Peer Support and Treatment 

Participation.  The nested ANOVA results are summarized below by outcome measure.   
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Treatment Participation   

At the program level, no significant differences were identified between sites for 

Treatment Participation, F (5, 513) = 2.17, p > .05.  Individual-level scores, however, (Table 

7) indicate that asocial level (low, medium, and high) significantly predicted clients’ self-

reported engagement levels for this outcome variable.  The t values for the each group LSM 

estimate were significant at p < .0001.  The lower half of Table 7 reports the pair wise 

comparisons between LSM estimates for asocial levels (i.e., low vs. high, low vs. medium, 

and medium vs. high); these LSM estimate differences were significant for each comparison. 

Peer Support  

Peer Support was entered into nested ANOVA as the second measure of engagement.  

For this outcome, the effect of program membership was significant, F (5, 513) = 2.53,  

p < .05, indicating sites differed in the impact of asociality on engagement ratings.  Even 

when accounting for differences from one site to another, LSM estimates were significant for 

all asocial levels (ps < .0001), and pair wise comparisons were similar to those obtained for 

Treatment Participation (i.e., all differences between LSM estimates were significant). 

Table 7 

Least Squares Means for Dependent Variables by Asocial Level 

Asocial    Treatment Participation               Peer Support 
 LSM       LSM 
         Estimate             t   p            Estimate            t   p 

(3) High 36.60         47.56   < .0001   27.67         24.39   < .0001 
(2) Medium 40.47       106.57   < .0001   33.23         59.36   < .0001 
(1) Low 43.05         68.27   < .0001   35.85         38.57   < .0001 

Pair Wise Comparisons of LSM Estimate Differences 

1 and 2    2.58           3.91      .0001     2.62           2.69      .0074 
1 and 3    6.45           6.64   < .0001     8.18           5.71   < .0001 
2 and 3    3.86             4.72   < .0001     5.56             4.60   < .0001 
N = 521 (df = 513).  Asocial levels: Low (n = 95), Medium (n = 366), High (n = 60). 
 



21 

 
 

Discussion 

The current study tested a model of asociality using TCU assessment items in a  

2-factor structure based on affective and behavioral characteristics related to asocial 

individuals; however, results demonstrated an optimal 3-factor solution representing 

“Behavioral Responsivity”, “Cognitive Distortion”, and “Social Disassociation” features.  

Together these factors accounted for 88% of the variance.  The CD factor focuses on criminal 

thinking, and SD encompasses a lack of concern or caring for others; both constructs are 

well-documented in psychopathy research (Hare et al., 1990, Hobson et al., 2000; Levenson 

et al., 1995).  More importantly, similarities exist between these two factors and the 

interpersonal and affective factors identified by Hare and Neumann (2005), in particular, 

items assessing lack of empathy (in the SD factor and Hare’s affective factor).   

As hypothesized, core elements of the behavioral construct (risk taking and hostility) 

were reproduced in the BR factor.  The two Decision Making items (“You consider how your 

actions will affect others” and “You think about probable results of your actions”) that loaded 

on the SD factor point to the possibility that clients interpreted the statements from a “caring 

about others” perspective instead of planning strategies related to behavior.  Problematic 

behavior is a salient characteristic of asociality and is highly prevalent in criminal justice 

populations.  In fact, Levenson et al. (1995) discuss that nearly all incarcerated psychopaths 

exhibit antisocial/unstable lifestyle traits (consistent with the BR factor in this study) 

associated with antisocial personality disorder (APD; American Psychiatric Association, 

2000), but that only a moderate percentage (20%-30%) of those with an APD diagnosis meet 

criteria for psychopathy.  The difference is related to the affective and cognitive traits in the 

asocial model; in other words, the majority of clients with APD have a higher capacity for 

empathy and other interpersonal skills compared to asocial clients.  The distinction is an 
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important one in the context of the TC environment, where social interaction is a core 

component of the treatment process (Yalom, 1995).  In fact, asocial characteristics (e.g., lack 

of concern for others, self-centeredness, and blaming others) have been shown to impede 

treatment in a manner that results in poor treatment response and program attrition (Hobson 

et al., 2000; Richards et al., 2003).  Thus, providing clinicians with information about where 

clients score on each factor has possible clinical implications.  For instance, treatment for 

asocial clients who are high on the BR factor might consider including an intensive focus on 

anger management.  Likewise, treatment for asocial clients who are high on the CD and SD 

factors may need to be more individualized since these clients might not be good candidates 

for treatment based on group methods.   

The second hypothesis in this study stated that high asocial clients would self-report 

significantly lower engagement levels when compared to clients with low and medium 

asocial scores.  This prediction was supported and provides evidence for the predictive 

validity of the asocial scales.  Moreover, these results add support to a growing body of 

evidence on the relationship between asociality and treatment engagement (Fals-Stewart & 

Lucente, 1994; Hobson et al., 2000; Ogloff et al., 1990; Richards et al., 2003; Woody et al., 

1985).  In general, asocial clients are less motivated (to participate in the treatment), have 

higher attrition rates, exhibit more disruptive institutional behavior, and demonstrate lower 

levels of clinical improvement.   

Yet despite the empirical evidence, the debate surrounding the complex 

dimensionality of asociality continues, and questions remain regarding how the asocial model 

should inform treatment planning.  The clinical significance of this last point is illustrated by 

the TCU Treatment Model, which conceptualizes the relationship between client attributes 

and phases of drug treatment; namely, that client attributes and psychosocial functioning 
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directly influence the treatment progress and outcomes.  The model also indentifies 

motivation as a key predictor of engagement.  There is scant evidence, however, on  

how motivation impacts engagement trajectories for asocial clients, particularly for those at 

very high asocial levels.   

Clinical Implications 

In the field of substance abuse treatment, research shows that tailored interventions 

guided by client functioning indicators are fundamental to treatment effectiveness (Simpson, 

2006).  This study provides evidence that supports the need for more adaptive treatment 

planning strategies specific to asocial clients.  To this end, the use of asocial scales from the 

TCU psychosocial assessments would supply clinicians with a free, easily administered 

instrument for early identification and treatment planning.  Further, the ability to pre-screen 

offenders would aid providers in determining the most appropriate treatment approach.  

Future Research Directions 

One relatively unexplored area in need of investigation is the impact of asociality on 

group treatment processes (including counselor rapport).  The findings in Hobson et al. 

(2000) showed that affective features were more difficult for staff (i.e., group facilitators) to 

deal with during group sessions compared to behavioral issues.  More specifically, traits such 

as an inflated sense of self contributed to problems between asocial clients and others in the 

treatment program.  This may be clinically relevant, particularly for high asocial individuals 

who dominant the TC group and disrupt group cohesion.  In fact, research on the curative 

effects associated with cohesion between group members has linked reduced treatment 

engagement (Ogrodniczuk & Piper, 2003) and lower levels of clinical improvement 

(Tschuschke & Dies, 1994) with loss of cohesion. 
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Client motivation is another research direction with clinical implications for treatment 

planning.  More information is needed about what motivates asocial individuals and how the 

different personality dimensions are related to treatment commitment.  In addition, future 

research also should focus on methodological issues surrounding the measurement of 

asociality and alternate asocial scoring methods (e.g., weighting asocial features based on 

theoretical significance to client functioning in the treatment context).   

Study Limitations 

  Limitations in this project relate to validity and generalizability.  First, the lack of 

behavioral data such as institutional infractions and conduct during group restricted the 

opportunity for broader study of the association between self-reported behavioral items and 

observed client conduct.  Another limitation was that the sample contained only male 

participants; thus, the findings may not generalize to female criminal justice populations.   

Yet, despite these limitations, this study sheds light on the importance of a 3-factor 

representation of asocial functioning in the field of substance abuse treatment.  Ideally, 

addictions research will focus efforts on understanding the relationship between the treatment 

process and the asocial dimensions (collective and independent) to provide staff and 

clinicians with the empirical evidence to support treatment decisions.   



25 

 
 

References 

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental 

disorders: DSM-IV-TR. Washington, DC: Author. 

Blackburn, R. (2007). Personality disorder and psychopathy: Conceptual and empirical 

integration. Psychology, Crime & Law, 13(1), 7-18. 

Bentler, P. M. (1990). Comparative fit indexes in structural models. Psychological Bulletin, 

107, 238-246. 

Browne, M. W., & Cudeck, R. (1993). Alternative ways of assessing model fit. In K. A. 

Bollen & J. S. Long (Eds.). Testing structural equation models (pp. 136-162). 

Newbury Park: Sage Publications.  

Budman, S. H., Soldz, S., Demby, A., Feldstein, M., Springer, T., & Davis, M. S. (1989). 

Cohesion, alliance and outcome in group psychotherapy. Psychiatry, 52, 339-350. 

Burlingame, G. M., Fuhriman, A., & Johnson, J. E. (2001). Cohesion in group 

psychotherapy. Psychotherapy, 38(4), 373-379. 

Burlingame, G. M., Fuhriman, A., & Mosier, J. (2003). The differential effectiveness of 

group psychotherapy: A meta-analytic perspective. Group Dynamics: Theory, 

Research, and Practice, 7(1), 3-12. 

Cronbach, L. J. (1988). Internal consistency of tests: Analyses old and new. Psychometrika, 

53(1), 63-70.  

De Leon, G. (2000). The therapeutic community; Theory, model, and method. New York: 

Springer Publishing Company. 

Dion, K. L. (2000). Group cohesion: From “Field of Forces” to multidimensional construct. 

Group dynamics: Theory, Research, and Practice, 4(1), 7-26. 



26 

 
 

Douglas, K. S., Guy, L. S., Edens, J. F., Boer, D. P., & Hamilton, J. (2007). The Personality 

Assessment Inventory as a proxy for the Psychopathy Checklist-Revised. Assessment, 

14(3), 255-269. 

Fals-Stewart, W., & Lucente, S. (1994). Effect of neurocognitive status and personality 

functioning on length of stay in residential substance abuse treatment: An integrative 

study. Psychology of Addictive Behaviors, 8(3), 179-190. 

Garner, B. R., Knight, K., Flynn, P. M., Morey, J. T., & Simpson, D. D. (2007). Measuring 

offender attributes and engagement in treatment using the client evaluation of self and 

treatment. Criminal Justice and Behavior, 34(9), 1113-1130.  

Gendlin, E. T., & Beebe, J. (1968). Experiential groups. In G. M. Gazda (Ed.), Innovations 

to group psychotherapy (pp. 190-206). Charles C. Thomas Publisher, IL: Springfield. 

Greenspan, P. S. (2003). Responsible psychopaths. Philosophical Psychology, 16(3),  

417-429. 

Hare, R. D. (1985). Comparison of procedures for the assessment of psychopathy. Journal 

of Consulting and Clinical Psychology, 53(1), 7-16. 

Hare, R. D. (2003). The Hare Psychopathy Checklist-Revised (2nd ed.). Toronto, Canada: 

Multi-Health Systems.  

Hare, R. D., Harpur, T. J.,  Hakstian, A. R., Forth, A. E.,  Hart, S. D., & Newman, J. P. 

(1990). The revised Psychopathy Checklist: Reliability and factor structure. Journal 

of Consulting and Clinical Psychology, 2(3), 338-341. 

Hare, R. D., Hart, S. D., & Harpur, T. J. (1991). Psychopathy and the DSM-IV criteria for 

antisocial personality disorder. Journal of Abnormal Psychology, 100(3), 391-398.   

Hare, R. D., & Neumann, C. S. (2005). Structural models of psychopathy. Current 

Psychiatry Reports, 7, 57-64. 



27 

 
 

Hatcher, L. (1994). A step-by-step approach to using the SAS® system for factor analysis and 

structural equation modeling (pp. 57-342). Cary, NC: SAS Institute.  

Hobson, J., Shine, J., & Roberts, R. (2000). How do psychopaths behave in a prison 

therapeutic community? Psychology, Crime & Law, 6, 139-154. 

Jöreskog, K. G., & Sörbom, D. (2004). LISREL 8.71 for Windows. Lincolnwood, IL: 

Scientific Software International, Inc. 

Kenny, D. A., & LaVoie, L. (1985). Separating individual and group effects. Journal of 

Personality and Social Psychology, 48(2), 339-348. 

Kivlighan, D. M., & Goldfine, D. C. (1991). Endorsement of therapeutic factors as a function 

of stage of group development and participant interpersonal attitudes. Journal of 

Counseling Psychology, 38(2), 150-158. 

Knight, K., Garner, B. R., Simpson, D. D., Morey, J. T., & Flynn, P. M. (2006). An 

assessment for criminal thinking. Crime & Delinquency, 52(1), 159-177. 

Levenson, M. R., Kiehl, K. A., & Fitzpatrick, C. M. (1995). Assessing psychopathic 

attributes in a noninstitutionalized population. Journal of Personality and Social 

Psychology, 68(1), 151-158. 

Lynam, D. R., Whiteside, S., & Jones, S. (1999). Self-reported psychopathy: A validation 

study. Journal of Personality Assessment, 73(1), 110-132. 

MacNair-Semands, R. R. (2000). Examining the beneficial components of groups: 

Commentary on Estabrooks and Carron (2000) and Terry et al. (2000). Group 

Dynamics: Theory, Research, and Practice, 4(3), 254-258. 

Marmarosh, C., Holtz, A., & Schottenbauer, M. (2005). Group cohesiveness, group-derived 

collective self-esteem, group-derived hope, and the well-being of group therapy 

members. Group Dynamics, Theory, Research, and Practice, 9(1), 32-44.



28 

 
 

Mullen, B., & Copper, C. (1994). The relation between group cohesiveness and performance: 

An integration. Psychological Bulletin, 115(2), 210-227. 

Murphy, C., & Vess, J. (2003). Subtypes of psychopathy: Proposed differences between 

narcissistic, borderline, sadistic, and antisocial psychopaths. Psychiatric Quarterly, 

74(1), Spring, 11-29.  

Neumann, C. S., Malterer, M. B., & Newman, J. P. (2008). Factor structure of the 

Psychopathic Inventory (PPI): Findings from a large incarcerated sample. 

Psychological Assessment, 20(2), 169-174. 

Ogloff, J. R. P., Wong, S., & Greenwood, A. (1990). Treating criminal psychopaths in a 

therapeutic community program. Behavioral Sciences and the Law, 8, 181-190. 

Ogrodniczuk, J. S., & Piper, W. E. (2003). The effect of group climate on outcome in two 

forms of short-term group therapy. Group Dynamics: Theory, Research, and 

Practice, 7(1), 64-76. 

Richards, H. J., Casey, J. O., & Lucente, S. W. (2003). Psychopathy and treatment response 

in incarcerated female substance abusers. Criminal Justice and Behavior, 30(2),  

251-276. 

Simpson, D. D. (2004). A conceptual framework for drug treatment process and outcomes. 

Journal of Substance Abuse Treatment, 27, 99-121. 

Simpson, D. D. (2006). A plan for planning treatment. Counselor: A Magazine for Addiction 

Professionals, 7, 20-28. 

Simpson, D. D., & Joe, G. W. (1993). Motivation as a predictor of early dropout from drug 

abuse treatment. Psychotherapy, 30, 357-368.



29 

 
 

Stone, W. N. (1990). Affects in group psychology. In B. E. Roth, W. N. Stone, & H. D. Kibel 

(Eds.), The difficult patient in group: Group psychotherapy with borderline and 

narcissistic disorders. (American Group Psychotherapy Association Monograph 

Series, No. 6, pp. 191-208). Madison, Connecticut: International Universities Press, 

Inc.   

Sullivan, H. S. (1953). The interpersonal theory of psychiatry. In H. S. Perry & M. L. Gawel  

(Eds.). New York: Norton. 

Tajfel, H., & Turner, J. (1979). Integrative theory of intergroup conflict. In M. A. Hogg & 

D. Abrams (Eds.), Intergroup relations: Essential readings. 2001 (pp. 94-109). New 

York: Psychology Press.  

Tschuschke, V., & Dies, R. R. (1994). Intensive analysis of therapeutic factors and outcome 

in long-term inpatient groups. International Journal of Group Psychotherapy, 44(2), 

185-208. 

Woody, G. E., McLellan, T., Luborsky, L., & O'Brien, C. P. (1985). Sociopathy and 

psychotherapy outcome. Archives of General Psychiatry, 42(11), 1081-1086. 

Yalom, I. (1995). The theory and practice of group psychotherapy (4th ed.). New York: 

Basic Books, A Division of Harper Collins Publishers, Inc.   

Zaccaro, S. J. (1987). Nonequivalent associations between forms of cohesiveness and group 

related outcomes: Evidence for multidimensionality. The Journal of Social 

Psychology, 131(3), 387-399. 

Zaccaro, S. J., & Lowe, C. A. (1987). Cohesiveness and performance on an additive task: 

Evidence for multidimensionality. The Journal of Social Psychology, 128(4), 547-

558.



30 

 
 

Appendix  

Correlations for Observed Variables 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 
 

Appendix  

Correlations for Observed Variables in the Final Model 

Items    (1)    (2)    (3)    (4)    (5)    (6)    (7) 

  1. Real reason you are in prison is due to your race.  1.000       

  2. Paid your dues in life/justified in taking what you want.  0.348  1.000      

  3. Nothing you do here alters the way you are treated.  0.194  0.209  1.000     

  4. You feel you are above the law.  0.207  0.444  0.165  1.000    

  5. Okay to commit crime to pay for things you need.  0.287  0.402  0.227  0.398 1.000   

  6. Society owes you better life.  0.375  0.383  0.204  0.368 0.409 1.000  

  7. You're not to blame for everything you've done.  0.256  0.308  0.245  0.268 0.281 0.260 1.000 

  8. Laws are to keep poor people down.  0.340  0.356  0.224  0.299 0.327 0.391 0.262 

  9. May be a criminal/environment made you that way.  0.256  0.443  0.272  0.337 0.318 0.359 0.292 

10. Hearing that someone has lost everything upsets you. -0.011 0.071 0.105 0.071 0.159 0.089 0.056 

N = 521.  Factor (Items): Cognitive Distortion (1-9); Social Disassociation (10-14); Behavioral Responsivity (15-21).  Correlations:  
≥  .085 significant at .05 level; ≥  .108 significant at .01 level; ≥  .155 significant at .001 level; ≥  .170 significant at .0001 level. 
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(Appendix Continued) 

 

Items    (1)    (2)    (3)    (4)    (5)    (6)    (7) 

11. Seeing someone cry makes you sad.  0.033 0.061 0.099 0.006 0.126 0.070 0.030 

12. You feel people are important to you.  0.198 0.249 0.132 0.201 0.328 0.141 0.088 

13. You consider how your actions affect others.  0.041 0.125 0.188 0.115 0.188 0.105 0.084 

14. You think about the probable results of your actions -0.028 0.132 0.043 0.101 0.158 0.040 0.085 

15. You feel anger inside you.  0.122  0.149 0.036 0.078 0.126 0.111 0.046 

16. You have a hot temper.  0.050 0.147 0.062 0.071 0.141 0.100 0.071 

17. You get made at other people easily.  0.122 0.157 0.092 0.152 0.192 0.094 0.108 

18. You have urges to fight or hurt others.  0.129 0.185 0.087 0.125 0.212 0.143 0.126 

19. You like to take chances.  0.001 0.111 0.015 0.054 0.155 0.060 0.037 

20. You like the “fast” life.  0.034 0.138 -0.029 0.085 0.152 0.078 0.032 

21. Your temper gets you into fights/trouble.  0.124 0.170 0.073 0.080 0.144 0.097 0.087 

N = 521.  Factor (Items): Cognitive Distortion (1-9); Social Disassociation (10-14); Behavioral Responsivity (15-21).  Correlations:  
≥  .085 significant at .05 level; ≥  .108 significant at .01 level; ≥  .155 significant at .001 level; ≥  .170 significant at .0001 level. 
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(Appendix Continued) 

 

Items    (8)    (9)    (10)    (11)    (12)    (13)    (14) 

  8. Laws are to keep poor people down.  1.000       

  9. May be a criminal/environment made you that way. 0.409   1.000      

10. Hearing that someone has lost everything upsets you. 0.011  0.065   1.000     

11. Seeing someone cry makes you sad. -0.036 0.099 0.368  1.000    

12. You feel people are important to you. 0.155 0.140 0.231 0.227 1.000   

13. You consider how your actions affect others. 0.043 0.095 0.231 0.179 0.266 1.000  

14. You think about the probable results of your actions 0.033 0.065 0.202 0.161 0.220 0.367 1.000 

15. You feel anger inside you. 0.198 0.200 -0.013 -0.008 0.141 -0.042 0.072 

16. You have a hot temper. 0.171 0.198 -0.003 0.010 0.101 -0.047 0.045 

17. You get made at other people easily. 0.171 0.212 0.064 0.042 0.145 0.074 0.100 

N = 521.  Factor (Items): Cognitive Distortion (1-9); Social Disassociation (10-14); Behavioral Responsivity (15-21).  Correlations:  
≥  .085 significant at .05 level; ≥  .108 significant at .01 level; ≥  .155 significant at .001 level; ≥  .170 significant at .0001 level. 
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Items    (8)    (9)    (10)    (11)    (12)    (13)    (14) 

18. You have urges to fight or hurt others. 0.230 0.254 0.063 0.051 0.109 0.095 0.114 

19. You like to take chances. 0.064 0.082 0.043 0.015 -0.011 0.043 -0.080 

20. You like the “fast” life. 0.117 0.192 0.024 0.061 0.046 -0.008 0.002 

21. Your temper gets you into fights/trouble. 0.183 0.191 -0.028 -0.008 0.097 0.040 0.025 

N = 521.  Factor (Items): Cognitive Distortion (1-9); Social Disassociation (10-14); Behavioral Responsivity (15-21).  Correlations:  
≥  .085 significant at .05 level; ≥  .108 significant at .01 level; ≥  .155 significant at .001 level; ≥  .170 significant at .0001 level. 
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Items    (15)    (16)    (17)    (18)    (19)    (20)    (21) 

15. You feel anger inside you. 1.000       

16. You have a hot temper. 0.656 1.000      

17. You get made at other people easily. 0.545 0.691 1.000     

18. You have urges to fight or hurt others. 0.418 0.479 0.463 1.000    

19. You like to take chances. 0.205 0.276 0.245 0.225 1.000   

20. You like the “fast” life. 0.357 0.353 0.350 0.342 0.375 1.000  

21. Your temper gets you into fights/trouble. 0.550 0.699 0.633 0.506 0.206 0.347 1.000 

N = 521.  Factor (Items): Cognitive Distortion (1-9); Social Disassociation (10-14); Behavioral Responsivity (15-21).  Correlations:  
≥  .085 significant at .05 level; ≥  .108 significant at .01 level; ≥  .155 significant at .001 level; ≥  .170 significant at .0001 level. 
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In therapeutic community models for drug treatment, individual recovery is principally 

structured around group meetings and positive peer influences.  Research shows that asocial 

group members with resistant behaviors and attitudes have the potential to adversely impact 

the therapeutic group.  To gain a better understanding of the asocial client’s role in the larger 

treatment process, archival Texas Christian University data were used to (1) model and 

confirm a 2-factor solution of asociality consistent with the literature, and (2) examine the 

relationship between asocial clients and treatment engagement for validation of the 2-factor 

model.  Exploratory analysis resulted in a 3-factor solution representing Behavioral 

Responsivity, Cognitive Distortion, and Social Disassociation dimensions.  Nested ANOVA 

(i.e., clients nested within prison programs) demonstrated that asocial levels (low, medium, 

and high) predicted treatment engagement.  Furthermore, comparison between asocial levels 

indicated that high asocial clients reported significantly lower engagement levels compared 

to low and medium asocial clients. 

 


