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Abstract 

Inom en snar framtid kan effektiva behandlingsmetoder mot antisocial 

personlighetsstörning komma att bli tillgängliga för användning. I denna 

uppsats driver jag en tes om hur vi på ett etiskt försvarbart sätt skulle kunna 

använda dessa metoder. Tesen begränsar sig till (1) tvångsbehandling (2) av 

våldsamma återfallsbrottslingar (3) som diagnostiserats med antisocial 

personlighetsstörning och psykopati, samt till (4) behandlingsmetoder som 

klassificeras som kapacitetsförbättringar riktade mot moralisk kompetens. Jag 

argumenterar för att vi har starka skäl att godta tesen, främst med hänseende på 

fördelarna det skulle innebära för patienten, potentiella brottsoffer, och 

samhället i stort. Jag diskuterar också de två allvarligaste invändningarna mot 

min tes – att behandlingen hotar patientens autonomi, respektive personliga 

identitet – men konstaterar slutligen att de inte tycks kunna falsifiera tesen.  
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1. Introduction 

With the knowledge of how the human brain works during moral decision making 

constantly growing, and the technological and pharmaceutical possibilities to affect 

these processes rising, we are bound to ask ourselves how we ought to use these 

possibilities. It has been suggested that we soon could be able to make criminal 

rehabilitation more efficient with the help of these emerging technologies and 

medications1. In this paper, I will turn the focus to one of the oldest criminological 

characters there is: the psychopath. Until today she has been thought to be 

untreatable from a medical perspective, but perhaps in a not too distant future, this 

will no longer be the case. Also, psychopaths are generally taken to be in a moral (and 

legal) position to deny psychiatric treatment. In this paper, however, I will argue for 

the following claim: 

 

(T) It is permissible for a state to, through compulsory DBI, enhance moral 

capacities in a Psychopath* through the enhancements CE 1 and CE 2. 

 

The term DBI stands for Direct Brain Intervention; the Psychopath* is the specific 

hypothetical patient receiving the treatment; and CE 1 and CE 2 are two hypothetical 

capacity enhancements.  

 In building this case, I will first, in chapter 2, draw a sketch on what psychopathy 

is generally taken to be, and how it relates to crime and recidivism. I will also briefly 

discuss punishment theory. I will then proceed, in chapter 3, with presenting some 

basic moral enhancement theory, and explaining the difference between capacity 

enhancements and virtue enhancements. In chapter 4 I will state the case in its 

fullest, arguing that (T) is supported by a number of factors, including the 

beneficence of the patient, of the would-be victims and their family and friends, and 

of the society as a whole. In chapter 5 I will first briefly assess some objections 

against my claim that are rather easily dismissed. In the subchapters 5.1 and 5.2, 

however, I will present and discuss what I take to be the two most serious objections 

(or rather clusters of objections) against my claim: the objection from autonomy, and 

the objection from personal identity. In chapter 5.1 I will also show why virtue 

                                                             
1 E. Shaw. 2012; H.T. Greely. 2012. 
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enhancements are less likely to be permissible in the case of compulsory DBI, than 

capacity enhancements. 

 Finally I will conclude that (T) passes the test of these objections, but also that 

more research needs to be done, and more discussions be held, so that we have at 

least a somewhat solid ground to stand on when these technologies and medicines 

stand ready to be implemented. With this paper, I hope to provide for a case from 

which such discussions may take off. 

 

2. Diagnosis, Crime & Punishment 

In this chapter I will begin with giving a brief sketch of what antisocial personality 

disorder and psychopathy are generally taken to be, and how they relate to criminal 

and antisocial behaviour. I will also provide for the basis, on which I will stand in this 

paper, concerning punishment theory: the enhancements that I am proposing in this 

paper rest on an assumption that we want to rehabilitate criminals, rendering them a 

greater chance to choose not to commit crime in the future. In this chapter, I will also 

continuously draw upon a hypothetical patient that would, if she existed, be a 

plausible patient receiving the kind of enhancements I am suggesting. Let us call her 

Psychopath*. 

 

2.1. Antisocial Personality Disorder and Psychopathy 

The diagnosis of antisocial personality disorder (ASPD) is made based on the criteria 

set by the DSM2, or ICD3 diagnosis systems. This disorder is not to be confused with 

psychopathy: psychopathy is not generally considered to be a medical condition as 

such, but is still used (and useful) as a term within discussions and writings about 

justice systems, criminology, law and punishment theory. As a rule of thumb, one can 

say that a psychopath is someone who suffers from ASPD and that also possesses a 

number of specific character traits.4 A common method for determining whether a 

                                                             
2 Diagnostic and statistical manual of mental disorders. DSM IV. 2002. 

3 International statistical classification of diseases and related health problems. The ICD system 

refers to it as ”Dissocial Disorder”. ICD 10. 2010. 

4 The ASPD diagnosis actually excludes patients with further personality disorders, while PCL-R does 

not. So a person can be a psychopath without formally suffering from ASPD, and vice versa. See the 

appendix for more information. 
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person is to be considered a psychopath is to check her against the PCL-R5. The 

enhancement suggestions that are made in this paper are, as far as I can see, relevant 

regardless of which one(s) of the three systems that is (are) used.  

 It should also be said, here, that it has been shown that ASPD is in part genetically 

and psychophysically caused,6 and develops over time.7 However, it is under constant 

debate whether it is reasonable to consider it as a condition rather than a group of 

conditions8. 

 

For the sake of simplicity, we will henceforth assume that our Psychopath* meets 

most of the criteria of both DSM and ICD, scores high on the PCL-R, and does not 

suffer from any additional disorder. 

 

2.2. Antisocial Personality Disorder, Psychopathy and Crime 

There have been many surveys targeting the connection between ASPD and criminal 

behaviour in general – violent criminal behaviour especially. A systematic review 

covering 62 surveys issuing mental illness in prisoners was performed by Seena Fazel 

and John Danesh in 2002.9 The review included surveys from 12 western countries, 

covering the mental health status of a total of 22 790 inmates. It was found that 47% 

of all male inmates, and 21% of all female inmates, had been diagnosed with ASPD.10 

This, Fazel and Danesh state, means that prisoners are ten times more likely to have 

ASPD than the general population.11 

 

To be fair, studies like these are vulnerable to critique concerning a number of 

factors. One such factor has already been brought up: if it is not reasonable to treat 

psychopathy as a condition, but as several conditions, one might think it misleading 

to lump the conditions together this way in statistics. 

                                                             
5 Manual for the Revised Psychopathy Checklist (2nd ed.). 2003. For more information on the PCL-R, 

DSM and ICD, please see the appendix. 

6 R. Blair. 2008; A. Raine & J. Dunkin. 1990. 

7 T. Moffitt et al. 2002. 

8 H. Anckarsäter & Ö. Falk in S. Radovic & H. Anckarsäter (red.) 2009. p. 136; R. Hare. 1996. 

9 S. Fazel & J. Danesh. 2002. 

10 Ibid. 

11 Ibid. 



 7 

 It may also be considered doubtful whether it is reasonable to, like Fazel and 

Danesh, make statistical claims about the occurrence of ASPD in the general 

population, since such studies are rather rare.12 Finally, it has been suggested that the 

inclusion of criminality itself in the ASPD diagnosis13 generates circularity in the case 

of linking the supposed mental condition to criminal behaviour.14 

 These issues, and other issues concerning the validity of the ASPD diagnosis, and 

its connection to criminal behaviour, are important ones to debate and, indeed, some 

day hopefully solve. Be that as it may, I think it is reasonable to accept the diagnosis 

of ASPD as it is for the time being. Also, the Fazel and Danesh review is the most 

comprehensive one of its kind that I have found, and a should provide for reasonable 

hint towards what the connection between ASPD and crime in general looks like. 

 

Before moving on to the subject of punishment theory, there is one more important 

issue to attend to in this area, namely the connection between ASPD and recidivism. 

In these studies, for some reason, most surveys are focused on psychopathy rather 

than ASPD (but for our purposes, again, this is not a problem). As an example, 

Robert Hare (creator of the PCL-R) and his colleagues found that convicted 

psychopaths had general recidivism rates three times higher than those of non-

psychopaths, and violent recidivism rates four times higher than those of non-

psychopaths.15 

 Other studies also show a comparably high recidivism rate, both concerning 

general recidivism and violent ditto: 

 

The violent recidivism rates of 169 adult male mentally disordered offenders 

released from a maximum security psychiatric hospital were compared over an 

average 10-year follow-up period. Forty percent of the total and 77% of the 

psychopaths (as defined by the Psychopathy Checklist) committed a violent 

offense.16 

 

[I]n a sample of 81 offenders followed for a maximum of 67 months [the] 

recommittal or general recidivism rate for the entire sample was 57% (40% for 

                                                             
12 H. Anckarsäter & Ö. Falk in S. Radovic & H. Anckarsäter (red.) 2009. p. 135. 

13 See appendix. 

14 G. Walters et al. 2008. 

15 J. Hemphill et al. 1998. 

16 G. Harris et al. 1991. p. 625. 



 8 

nonpsychopaths, 51.2% for a mixed group, and 85% for psychopaths). The violent 

reoffense rate was 10% for the sample (nonpsychopaths 0%, mixed 7.3%, 

psychopaths 25%).17 

 

As we can see, the recidivism rates of psychopaths are consistently higher than those 

of non-psychopaths – in the case of crime in general, but even more so in the case of 

violent crime. Naturally, these surveys are open to the same critique as the surveys 

linking ASPD to crime, but once again I shall leave that inquiry for others to set out 

on. 

 

Remembering our Psychopath*, we continue to fill out her form here: in addition to 

being a textbook case of ASPD, and scoring high on the PCL-R, let us also make her a 

four-time18 recidivist of various violent crimes. 

 

2.3. Basic Punishment Theory 

Traditionally, there are three major reasons to person through a penal system: (1) 

Deterrence; (2) Rehabilitation; (3) Retribution. To these three, we might want to add 

(4) Incapacitation, and the more modern (5) Communication.19 Let us briefly outline 

what these say. 

 Starting out with (1), the goal of punishment is to deter the offender, and, perhaps 

more importantly, others from committing the crime in question. Another 

perspective is to (2) try and rehabilitate the offender into becoming a better citizen. 

The (3) retributive perspective is in some way based on the idea of desert, or “an eye 

for an eye”-type of thinking where the victims of the crime are somehow 

compensated through revenge. The idea of (4) incapacitation is rather simple: lock 

the offender up, so we don’t have to have her running around out on the streets where 

she can do more damage. The (5) communicative perspective is not to be confused 

with (1). In the case of the communicative perspective the point is not to deter others 

                                                             
17 R. Serin. 1996. p. 207. 

18 This number is arbitrary. When developing policies for the kind of treatments discussed in this 

paper, more precise guidelines are naturally required. However, the main claim of this paper is not to 

be considered as such a precise guideline, but rather (as stated in the introduction and conclusion) as a 

rough sketch. 

19 J. Wolff. 2011. p. 117. 
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in the society into not committing a certain crime, but rather to communicate to the 

society as a whole: “in our society, we do not tolerate this type of behaviour”.20  

 

Although most countries base their penal system on a mix of several of the motives 

presented in (1-5), the only one that is needed for the purposes of this paper is (2) 

rehabilitation. The reason for enhancing our Psychopath* is to help her to be able to 

live a life within the frames of a civilized society – something that is plausibly rather 

hard if she does not possess essential capacities, such as controlling violent impulses, 

or caring for the safety of herself and others.  

 One may want to ask, then, if the proposed enhancements are to be considered as 

punishments at all. In this paper I will assume the following claim: the enhancements 

are to be considered as punishments in the same sense that other compulsory 

psychiatric treatments motivated by criminal acts are considered as punishments. 

There are good and important discussions on questions related to this issue,21 as well 

as whether recidivist punishments should differ from first time punishments,22 but 

we will have to leave these issues aside for now in order to get to the main issues of 

this paper. 

 

I will now end this chapter by assuming two things concerning the society that our 

Psychopath* is a part of and, finally, sum up her situation so far. The first 

assumption I am making is that the penal system of the society that she is to be 

punished by is focused on rehabilitating offenders, making them more able to choose 

not to reoffend. The second assumption (and this is the big one) is that the penal 

system is not corrupt or unbalanced, but successfully expresses the moral beliefs and 

values that the society as a whole possesses. 

 

Within the embrace of this society’s penal system, then, we have our hypothetical 

enhancement receiver: 

 

 

 

                                                             
20 Ibid. 

21 N. Levy. 2007 ; T. Tännsjö. 2002. 

22 C. Tamburrini & J. Rydberg. 2012. 



 10 

Psychopath* 

A convicted criminal that is properly diagnosed with a severe antisocial personality 

disorder as well as severe psychopathy, is a four-time violent crime recidivist, and 

does not show any signs of wanting to better, and that refuses proposed 

enhancements. 

 

3. Moral Enhancement 

Given that we ought to enhance anything at all in our Psychopath*, one should 

reasonably first ask oneself what exactly it is that we want to enhance. “It”, in this 

case, is obviously something related to morality – since the law of the society we have 

in mind expresses that society’s moral beliefs and values – but such an answer is not 

very satisfying. A major worry in these matters is indeed that the moral in moral 

enhancement (henceforth ME) is still to this day an issue heavily debated. How are 

we even supposed to be able to enhance morality, if we are still uncertain which 

moral code to follow – or if there even are such things as morally right, or morally 

wrong, at all? 

 In this chapter, I will present an example of how proponents of ME have 

approached these issues, and end up assuming a broad minimal naturalism of 

morality. I will also present how one may conceptually distinguish between virtue 

enhancements on the one hand, and capacity enhancements on the other. Finally, I 

shall claim that the latter kind of enhancements are the morally least problematic 

ones, and give two examples on ways in which we might be able to enhance the moral 

capacity of our Psychopath*. 

 

3.1. Morality as Altruism & Justice 

Among the most prominent proponents of ME we find Julian Savulescu and Ingmar 

Persson. On their take of ME, a moral enhancement should consist in calibrating the 

motivation to act morally in the enhancement receiver.23 Like most proponents of 

ME, Savulescu and Persson admit that there is indeed a great amount of moral 

theories out there, and that these theories certainly not always are compatible with 

one another. However, Savulescu and Persson claim to see some major moral pillars 

that many cultures and theories share, the first one being a disposition to altruism – 

                                                             
23 I. Persson & J. Savulescu, Persson. 2008. 
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including attributes such as sympathizing with other beings, and wanting the lives of 

others to go well for their own sake.24 

 

Few would deny that this disposition is central to morality. It is reflected in the 

Golden Rule of Christianity and corresponding prescriptions of other world-wide 

religions, like Confucianism and Buddhism. Furthermore, philosophers like Arthur 

Schopenhauer thought that altruism in the shape of compassion (“Mitleid”) was the 

ground of morality. In David Hume’s terminology, “sympathy” played a similar 

central role in morality.25 

 

One might want to object here, that this definition of altruism is too shallow, and 

imprecise. However, its vagueness also seems to be its strength, in that it successfully 

captures our commonsense intuitions about altruism as a moral disposition. We shall 

return to this issue below.  

 The second pillar of morality, in the account of Savulescu and Persson, is a sense 

for justice (or fairness). This sense of justice is defined by Savulescu and Persson as 

some kind of evolved tit-for-tat (proper response) behaviour:  

 

Suppose that someone does another party a favour out of altruism. Then, according 

to tit-for-tat, the latter should respond with gratitude, and a desire to return the 

favour with a proportionate favour. On the other hand, if someone harms another, 

the proper response of the offended party is anger, and a desire for retaliation. This 

is also, to a lesser degree, the proper reaction if no, or too little, gratitude is 

forthcoming in response to a favour done. It is easy to see the usefulness of these 

responses in populations in which they are widely, but not completely, pervasive, 

for (adequate) gratitude encourages the giving of new favours, and (proportionate) 

anger discourages future aggression.26 

 

 

Starting with these, in some sense “basic“ emotions, they then continue: 

 

 

More sophisticated emotional responses which are parts of tit-for-tat are remorse 

and feelings of guilt if you have acted wrongly by harming someone without good 

                                                             
24 Ibid. 

25 Ibid. p. 168 – 169. 

26 Ibid. p. 169. 
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reason, shame if you are less successful than others in returning favours, or 

retaliating wrongs, pride if you are more successful than others in these respects, 

admiration and contempt for others who are successful and unsuccessful in these 

respects, and forgiveness when you realize that someone is not responsible for 

some wrong done, or shows remorse for it.27 

 

So to sum up this suggestion, then, Savulescu and Persson argue that a moral 

enhancement should consist in calibrating (1) the ability to feel with others, and to 

wish them well, and (2) the motivation to act in such a way that it may be considered 

a “proper response” in a moral, social context. 

 Now, remembering what was shown in the previous chapter concerning the 

criteria for ASPD, it should be clear that our Psychopath* does not necessarily fail to 

live up to the demands of (2): she could reasonably gain much from acting in 

accordance with the specific response expectations of her society, and thus be fairly 

motivated to do so. What seems to be lacking is a sufficient level of (1), as well as a 

connection between (1) and the motivational part of (2), that would make the 

expressions of guilt, shame etc. in some sense authentic. Understanding the two 

moral mechanisms this way, we get a very general account for what a ME could be, 

philosophically. As noted above, this philosophical generality might pose a problem. 

However, it was also noted that the generality of the Savulescu and Persson account 

is a strength, in that it seems to capture many commonsense intuitions about 

morality. Beginning in this end of morality – in what has also been referred to as 

minimal moral naturalism28 – we may remain fairly open in considering which 

moral philosophy is the “right” one, and still be able to coherently suggest different 

variations of ME. In what follows, I will narrow down the proposition quite a bit 

(partly for the proposition to avoid certain possible objections, partly for it to better 

fit the special case of our Psychopath*), but hopefully without it losing the strength of 

being compatible with commonsense morality. I will also, as opposed to Savulescu 

and Persson, claim that the capacity to behave morally is what primarily is to be 

enhanced, rather than the motivation to behave morally. 

 

 

 
                                                             
27 Ibid. 

28 J. Shook.  2012. 
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3.2. Virtue and Capacity 

In narrowing down the proposition, I will distinguish between what I will refer to as 

virtue enhancement (VE), and capacity enhancement (CE). These terms have much 

in common with the terms used by Elisabeth Shaw29 and Nicole Vincent30, and 

although the terminology shifts within this field, the distinction itself seems to be 

widely accepted31. Before moving into details about these terms, it is worth noting 

that both Shaw and Vincent are discussing responsibility as capacity and virtue, 

rather than morality as ditto. However, as I believe this subchapter will show, the 

account fits well as an account of morality within the scope of the minimal naturalism 

I am assuming in this paper. 

 

Beginning with the case of VE, generally speaking an enhancement should be 

considered as a VE, if the aim (and/or effect) of the intervention is to directly alter 

the patient’s values. Examples of this could be, if the mind of the patient is altered in 

a way so that she becomes more motivated to help strangers, less motivated to choose 

fast food, or perhaps more positive towards paying taxes! As Shaw notes: 

 

[A]ssuming that psychological properties such as those that are involved in valuing 

are identical with or are nomically paired with brain states, it is conceivable that 

the authorities could operate on the offender’s brain in order to render his values 

qualitatively identical to the values of a ‘model citizen’. However, thankfully, it 

seems unlikely that knowledge of the brain will advance enough to make that 

technically possible in the foreseeable future.32 

  

Stating clear examples, of which brain interventions would fall under virtue 

enhancement, is of course a difficult (and partly empirical) task to embark on. Prima 

facie, modifying the supply of serotonin in the patient’s brain in order to make her 

less motivated to injure others could be such a case.33 In chapter 5 I will go more into 

detail about why I believe this form of enhancement, and VEs in general, are less 

                                                             
29 E. Shaw. 2012. 

30 N. Vincent. 2012. 

31 Consider: Motivational enhancements, and Doxactic enhancements, in B. Curtis, 2012; Moral 

motivation, and Moral insight, in D. DeGrazia, 2013. 

32 E. Shaw. 2012. 

33 M. Crockett et al. 2010. 
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likely to be morally permissible to perform – at least under compulsory 

circumstances. 

 As a contrast to VE, then, we have the possibility of capacity enhancement – CE. 

Instead of aiming directly towards altering the patient’s values, this type of 

enhancements would be aimed at, for example, enhancing the patient’s ability to pay 

attention to, understand, and reason about morally loaded situations, and form moral 

beliefs and values based on relevant criteria.34 Let me here suggest two different 

hypothetical enhancement cases that I take to be considered as CEs, as well as highly 

relevant to the specific case of our Psychopath*. The first suggestion (CE 1) is being 

made on the basis of studies showing that a certain kind of ADHD might be an 

important ingredient in ASPD, and has also been proposed by Shaw.35 The second 

suggestion is being made on the basis of studies showing that psychopaths have a 

neurological impairment in the amygdala and ventromedial prefrontal cortex, 

making them unable to form certain kinds of emotions.36 

 

CE 1 

The Psychopath* receives a psychiatric treatment, resulting in her being able to pay 

more attention to morally relevant information. 

 

CE 2 

The Psychopath* receives a synthetic neurotransplant to the amygdala and 

ventromedial prefrontal cortex, making her able to form emotional capacities that 

she lacks. 

 

Ending this chapter, I would like to make two more clarifications. First, the term 

“enhancement” could be said to be misleading, since the Psychopath* is really only 

                                                             
34 For similar descriptions and examples, see: J. Shook. 2012; E. Shaw. 2012. D. DeGrazia 2013. 

35“Recent studies suggest that individuals who score highly on measures for psychopathy may suffer 

from a kind of attention-deficit disorder which may help to explain their characteristic anti- social 

behaviour. It seems that when presented with incentives for performing an action these individuals 

lose sight of the reasons against performing the action. Neurological enhancements might be 

developed that enable these individuals to focus on all the relevant considerations (and in particular 

the reasons against breaking the law)”. E. Shaw. 2012. p. 18 – 19. For more information, see J. 

Newman et al. 2010. 

36 R. Blair. 2003. 
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rehabilitated into a, in some sense, normal neural capacity.37 This could be correct. I 

have chosen to stick with the term “enhancement” in order to avoid confusion when 

referring to relevant literature. 

 Secondly, the enhancement methods that are discussed in this paper are what is 

called Direct Brain Interventions (DBI). With the words of H.T. Greely: 

 

This article speaks of “direct” brain interventions because all behavioral 

interventions are brain interventions. We know that putting someone in prison 

changes his or her brain, physically, even if we cannot now pinpoint the changes; if 

a criminal is deterred or rehabilitated, his brain has changed. This article uses 

“direct brain interventions” to distinguish drugs, electrical stimulation, or surgery 

from the traditional ways we intervene in people’s brains38 

  

With the conceptual clarifications out of the way, it is now time to assess the main 

issue of this paper. 

 

4. A Case for Enhancing a Psychopath* 

This is my major claim: 

 

(T) It is permissible for a state to, through compulsory DBI, enhance moral 

capacities in a Psychopath*39 through the enhancements CE 1 and CE 2. 

 

This claim is supported by the information referred to in chapters 2 and 3. It is 

further supported by its ability to counter the most serious objections usually raised 

in these matters, as we shall see in chapter 5. 

 Finally, it is supported by the overall beneficence that would follow from routine 

implementation of the proposed treatments. We have already looked at the 

correlation between antisocial personality disorder, psychopathy, crime, violence and 

recidivism (chapter 2). Turning to solely economic matters, the possibility of 

beneficence soon becomes obvious. Even if we are only able to reduce the general and 

                                                             
37 N. Bostrom & R. Roache. 2008. 

38 H.T. Greely. 2012. p. 163. 

39 That is, persons fitting the description of the Psychopath*. 
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violent recidivism rates of psychopaths to those of non-psychopaths, the economic 

burden for society would still be greatly lightened.40 

 Although the possibility of reduced costs for society is appealing, it is still not that 

impressive compared to the possibilities of reducing pain and suffering in society: 

preventing that more innocent people get hurt (or worse), by enabling the would-be-

recidivists to reason about impulses and form emotional ties, would indeed be a great 

victory – perhaps it is the greatest benefit at stake. 

 But this also brings us to a less highlighted issue: the benefits for the person 

enhanced. Through the enhancements, the Psychopath* receives abilities that she 

earlier lacked or almost lacked, and that do not only increase her chances to not 

reoffend and hurt other people, but plausibly also to gain access to values and 

emotions that many of us hold to be among the most important ones to possess in 

order to live a fulfilling life: trust, empathy – perhaps even friendship and love. 

 In this way, the claim (T) is supported by overall beneficence: it is beneficial to the 

enhanced person, it is beneficial to the would-be-victims and their families, and it is 

beneficial to the society as a whole. But, also – and this is important to remember 

when we later arrive at the discussion about compulsory treatment – the relation 

goes the other way. We need to take into account the overall badness that would 

entail us not to implementing these enhancements: the economic costs for the society 

will continue to be great; innocent people will get hurt and killed; the will-be-

offenders will continue to be denied the experiences of true friendship, love and 

empathy. How are we to justify not having prevented those things, even though we 

could have?41   

 

 

 

 

 
                                                             
40 Consider, for example: In the UK the overall cost for keeping a prisoner is around £40,000 a year. 

In California that cost is around $47,000 per prisoner and year, and in Sweden it is around SEK 1,000 

000 per prisoner and year. (Ministry of Justice (UK). 2011; Legislative Analyst’s Office (California, 

US). 2009; Kriminalvården (Sweden). 2012.) 

41 One reason for our reaction in these matters, I think, could be a status quo bias. Nick Bostrom 

makes a convincing case in exposing the flaws of that kind of reasoning through a simple “Reversal 

Test”. Bostrom, 2006. 
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5. Objections and Responses 

My claim is open to many objections, where some are stronger than others. One 

objection that might come to mind more or less instinctively, is that the slope is 

rather slippery when it comes to compulsory DBI – perhaps especially when 

commanded by the state: if we begin to allow such treatments, where does it all end? 

What prevents that very same state from trying to turn everyone into some kind of 

ideal citizens? The philosopher will notice that this kind of objection can be either 

OK, or flawed, depending on what the aim is. In our case, in one sense, it is OK. For it 

is indeed important that we tread lightly in these matters. In expanding the 

metaphor: since the slope is slippery, we better walk carefully. If the aim of the 

objection is to say that my claim is less correct because of the risk of abuse, on the 

other hand, the objection is flawed. A knife may be used to hurt people, but the 

surgeon uses it to heal. Ought we not to use knives? 

 Another objection, is that (T) is paternalistic.42 Such an argument would go 

something like: since the Psychopath* is competent (in a Feinbergian sense) and 

declines treatment, it would be paternalistic to force her to go through with it anyway 

for her own sake. 

 This might be true in a way, since one of the arguments given in 3.1 is that (T) is 

beneficial to the patient. However, it is not a very strong objection. First: even if we 

remove the paternalistic reasons for accepting (T), we still have a rather strong case. 

Also, if anything, it would reasonably be classed as soft paternalism.43 Was the 

patient to grasp what it is she lacks, she would (if she is rational) most likely want to 

                                                             
42 Naturally, there are many interpretations of what kinds of actions are paternalistic. On some general 

account, paternalism could be said to mean ”[T]he interference of a state or an individual with another 

person, against their will, and defended or motivated by a claim that the person interfered with will be 

better off or protected from harm”. (G. Dworkin. 2002) 

43 This is the kind of paternalism that most people accept (or do not consider to be paternalism at all). 

The perhaps most famous example of such an act is presented by J. Stuart Mill: “If either a public 

officer or any one else saw a person attempting to cross a bridge which had been ascertained to be 

unsafe, and there were no time to warn him of his danger, they might seize him and turn him back 

without any real infringement of his liberty; for liberty consists in doing what one desires, and he does 

not desire to fall into the river.” (J. S. Mill. 2003. p. 158) The analogy with our case is not concerned 

with the time aspect of the example (there is reasonably lots of time to inform the patient) but rather 

with the information aspect: The patient lacks the capacity to grasp the concept of a broken bridge, so 

to speak. 
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go through with it. But, in the case of our Psychopath*, the patient does not possess 

the capacities needed for having access to the relevant information, namely what it is 

she lacks. 

 Finally, there are worries that the freedom of the patient is threatened.44 Some 

formulations of such objections are skilfully discussed and deflected elsewhere.45  

However, if one by “freedom” means “personal autonomy”, responses to the objection 

are less common. Nonetheless the objection is important, and ought to be addressed 

within the scope of this paper. Hence, I shall in the following subchapter discuss such 

worries. 

 

5.1. The Autonomy Objections 

A serious objection that could be raised against the claim (T) is that CE 1 and CE 2 

violate or seriously threaten the personal autonomy of the patient. Formulated this 

way, however, the objection is rather ambiguous. On a Feinbergian account, there are 

four closely related conceptions of personal autonomy: 

 

It can refer either to the capacity to govern oneself, which of course is a matter of 

degree; or to the actual condition of self-government and its associated virtues; or 

to an ideal of character derived from that conception; or (on the analogy to a 

political state) to the sovereign authority to govern oneself, which is absolute 

within one's own moral boundaries (one's “territory,” “realm,” “sphere,” or 

“domain”).46 

 

Although many objections in the literature on these matters certainly not explicitly 

use a Feinbergian account, they often seem to be based on one or, more often, several 

of the Feinbergian conceptions.47 

 As it is unclear how to interpret an objection that claims that CE 1 and CE 2 

threaten the ideal character-autonomy of the patient, I will leave that conception 

                                                             
44 J. Harris. 2011. 

45 E. Shaw. 2012; B. L. Curtis. 2012. 

46 J. Feinberg. 1989. p. 28. 

47 Consider E. Shaw, 2012; T. Tännsjö, 2002; J. Gunn & P. Taylor, 1993 for examples. 
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aside48. The other three Feinbergian conceptions of personal autonomy, however, 

seem to be highly relevant to our case. Let us therefore assess them, beginning with 

the case of capacity-autonomy. 

 

5.1.1. The Objection from Capacity-autonomy 

Feinberg sums up the conception of capacity-autonomy as being determined by the 

person’s mental ability to make “rational choices”, and her being a “competent” 

person.49 These abilities, he continues, are a matter of degree assuming they are 

above some kind of minimum threshold – a threshold that most people are above 

of.50 As I understand Feinberg in these matters, our Psychopath* definitely passes 

the threshold, but due to her inability to grasp certain morally relevant information 

she has a relatively low capacity-autonomy. This may result in her making bad 

choices, but she does nonetheless qualify for other autonomy variations (such as the 

right to personal sovereignty):  

 

A genuinely incompetent being, below the threshold, is incapable of making even 

foolish, unwise, reckless, or perverse choices. Jellyfish, magnolia trees, rocks, 

newborn infants, lunatics, and irrevocably comatose former “persons,” if granted 

the right to make their own decisions, would be incapable of making even “stupid” 

choices. Being stupid, no less than being wise, is the sole prerogative of the 

threshold-competent.51 

 

To be calling our Psychopath* a lunatic is, I think, a mistake. Although she lacks 

certain abilities essential for social conduct, she reasonably has the ability to 

rationally think about the facts that she does have access to52 (this is also how 

psychopaths are treated in general by penal systems, in that they are assumed to be 

responsible for their actions and fit for regular punishment rather than compulsory 

psychiatric care). 

                                                             
48 Also, since the ideal character conception derives from the conception of condition-autonomy, it 

seems we only need to show that (T) can handle an objection from the latter conception, to indirectly 

handle an objection from the former conception. 

49 J. Feinberg. 1989. p. 28. 

50 Ibid. p. 30. 

51 Ibid. 

52 As is the case of many claims like this one, this is debatable. Neil Levy argues that psychopaths 

cannot be held responsible for their actions. N. Levy. 2007. 



 20 

The objection from capacity-autonomy may then, in our case, be formulated in at 

least two relevant ways: 

 

(1) (T) is false, since the enhancements CE 1 and/or CE 2 threaten the capacity-

autonomy of the patient. 

 

(2) (T) is false, since compulsory treatment through the enhancements CE 1 and/or 

CE 2 threaten the capacity-autonomy of the patient. 

 

In (1), the objection is that the capacity-autonomy of the patient is reduced through 

the enhancements, leaving the patient less capacity-autonomous after the 

enhancements than she were before. 

This is clearly not the case. Quite the opposite, the capacity enhancements CE 1 and 

CE 2 would (as the term suggests) increase the capacity-autonomy of the patient – at 

least if the patient is a psychopath: she receives abilities essential for making rational 

choices in morally loaded situations, such as empathy in a situation where someone is 

in pain and needs help. In short, the patient is more capacity-autonomous after 

receiving CE 1 and/or CE 2. 

 In short, my response to this formulation (1) of the objection from capacity-

autonomy is that it is not only false, but actually the opposite is the case. 

 

In (2) the problem is rather that the patient does not agree to go through with the 

procedure, and to force her to do so would be to ignore her being sufficiently 

capacity-autonomous to decline treatment. 

 This objection rests on two assumptions, the first being that the patient actually is 

capacity-autonomous enough to be allowed to decide whether she should go through 

with the enhancements or not. It is, as was pointed out earlier, plausible that she is 

above the threshold (although, perhaps not very far). 

 The second assumption that is being made, is that if the patient possesses 

capacity-autonomy above the threshold, she should be allowed to be in control of her 

own life to the extent that she could rightly decline the punishment. This assumption 

is questionable in the case of our Psychopath*. One of the effects of having a decently 

working penal system is that it deprives capacity-autonomous persons (that are also 

criminals) from exercising forms of autonomy if they in some way abuse that 
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autonomy. Our Psychopath* is clearly such a case. The fact that the Psychopath* 

finds herself above the threshold of capacity-autonomy is not an argument against 

that she may be subject to legal measures – it is an argument in favour of it.53 

  

In short, then, my response to this formulation (2) of the objection from capacity-

autonomy is: the compulsory treatments proposed do, granted the two assumptions, 

set aside the capacity-autonomy of the patient, but this does not implicate that (T) is 

false. 

 

Before moving on to the next variation of the autonomy-objections, we should just 

have a quick look at how a case for virtue enhancements would hold against a similar 

objection. 

 Concerning a version mutatis mutandis of formulation (1): in the case of 

implementing VEs of the kind mentioned in chapter 3.2,54 the capacity-autonomy 

cannot be said to increase in the patient. Although the patient might gain access to a 

given value that has not been hers to grasp before, it would be wrong to call it an 

increase of autonomy: she does not only gain access to the value, but is also forced to 

accept it without consideration. In this way, she plausibly has less capacity-autonomy 

after the treatment than before. While she before may have valued helping her 

friends, parents or children, she after the treatment values helping out strangers just 

as much (or more), for example.55 

 Also, as hinted above, the second variation of the formulation (2) seems to me to 

be more serious in the case of VEs. The reason for that is that the patient does not 

gain more capacity-autonomy through the DBI, but plausibly less.  

                                                             
53 This answer of mine, however, may not be very satisfying if one also makes a third assumption: 

Compulsory DBI is not a punishment – it is a medical treatment, and as such any person above the 

threshold of capacity-autonomy (criminal or not) ought to have the right to decline it. Once again, 

however, for the purposes of this paper we will assume that medical treatment may be used as part of a 

punishment if the aim is to rehabilitate the patient effectively (chapter 2.3).  

54 Examples of this could be if the mind of a patient is altered in a way so that she becomes more 

motivated to help strangers, less motivated to choose fast food, or perhaps more positive towards 

paying taxes. 

55 A more precise case: in modifying the supply of serotonin in order to make the patient less 

motivated to injure other people directly, one also reduce her ability to reason in a utilitarian way (M. 

Crockett, et al. 2010.). 
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5.1.2. The Objection from Right-autonomy 

Revisiting Feinberg, he formulates a conception of personal autonomy as the 

sovereign authority to govern oneself.56 This is also formulated as “de jure 

autonomy” and “autonomy as right”, and I shall henceforth refer to it as “right-

autonomy”.57 Feinberg is uncertain whether there even is something like right-

autonomy at all, but writes that if there is such a thing, then it presumably belongs to 

persons having a mental capacity above the threshold of capacity-autonomy.58 The 

right-autonomy is to be understood as analogous to a nation’s right to govern itself, 

and thus it does not matter whether the person, or nation, may not govern itself very 

well. As long as she finds herself above the threshold, no person, institution or nation 

has the right to interfere with her self-governance.59 Feinberg does raise a finger in 

warning: the analogy is not perfect. Whereas a person has the right to do as she 

wishes with her own body, a state does not have the right to do as it wishes with its 

people. Also, whereas a state may interfere with a neighbouring state in order to 

protect the people of that nation, a person may not interfere with the body of her 

neighbour – the parts of a body do not have rights of their own, the way the people of 

a nation have!60 Finally, unlike the capacity-autonomy, the right-autonomy is mainly 

thought of as a threshold value. Either you have the right or you do not, and there are 

no cases of a person being more or less right-autonomous than another.61 

 The objection from right autonomy may then, just like in the case of the capacity-

autonomy objection, be formulated in at least two relevant ways: 

 

(1) (T) is false, since the enhancements CE 1 and/or C E2 violate the right-autonomy 

of the patient. 

 

                                                             
56 J. Feinberg. 1989. p. 47 – 51. 

57 Ibid. p. 47 – 66. 

58 ”If there is such a thing as ‘personal sovereignty’, then presumably it belongs to all competent adults 

and to no newborn infants”. Ibid. p. 48. 

59 Ibid. p. 47 – 97. 

60 Ibid. p. 50 – 51. 

61 Feinberg admits there could be cases where the threshold might be somewhat blurry.(Ibid. p. 47 – 

51.) Consider the case of a teenager, that does not possess self-governance in the same sense that her 

parents do, but she is still ”more” right-autonomous than, say, a five-year old.  
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(2) (T) is false, since compulsory treatment through the enhancements CE 1 and/or 

CE 2 violates the right-autonomy of the patient. 

 

In (1), the objection says that implementing the enhancements in a patient in itself 

would mean denying that patient a right that she has, namely the right to self-

governance. 

 Naturally, this is false. If anything, her right-autonomy demands that she is 

allowed to implement these enhancements if she so wishes. 

 

In (2), however, the objection is that if the patient does not agree to go through with 

the procedure, and she nonetheless is forced to do so, her right-autonomy is violated. 

 This is a serious objection. Recall Feinberg’s warning: do not push the analogy too 

far. It is not permissible for a state to do as it pleases with its people, the way persons 

(with capacity-autonomy) are allowed to use their bodies almost any way they want. 

In (1) we saw a case of a person simply using her right-autonomy, but in (2) the story 

is radically different. In meddling with rights, the slopes are by nature rather 

slippery. If a state starts ignoring a right (any right) in the case of even one 

individual, that right is threatened in all individuals, ceteris paribus, within that 

state. Concerning formulation (2), then, we ought to answer two questions, the first 

being: is the right-autonomy of the patient violated in (T)? 

 The only criterium for possessing right-autonomy, according to Feinberg, is that 

one meets the criteria of capacity-autonomy, and we have already established that 

our Psychopath* does so. From this follows that our Psychopath* possesses right-

autonomy. In the case of (T) the patient declines treatment, but is yet forced to go 

through with it. This means that her right-autonomy is being violated, so the answer 

to this first question is: yes, the right-autonomy of the patient is violated in (T). 

 

There is, however, a second question that needs to be answered, namely: can it be 

justified to violate the right-autonomy of the patient in the case of (T)? 

 Bringing back the analogy between the sovereign state and the right-autonomy of 

the person, I believe a good case can be made for answering “yes” to this question. 

For in (T) the analogy cannot be adequately made with just any state. A state 

analogous with our Psychopath* would need to have the following attributes: the 

state has repeatedly attacked and/or annihilated other nations; shows no intention of 
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seizing with this behaviour; lacks tools essential to reform into a state that can keep 

peace with other nations over a longer period of time, and refuses to voluntarily 

accept these tools when offered. 

 In accordance with the Feinbergian account, we do not in this case bring up the 

well-being of the people living in the state. However, it should be clear that it is not 

needed. There is still a rather strong case for the nations of the world (especially 

those nations surrounding the state in question) to intervene. To claim that it is not 

permissible for other nations to intervene at all, only pleading to the sovereignty of 

the state, I think is absurd. And in this case, the intervention is not even violent (in 

the most obvious sense), but merely an implementation of tools essential for that 

state to be able to live in peace with other nations. 

 

It is unclear whether the results of this analogy is to be interpreted as our 

Psychopath* having “forfeited” her right-autonomy through her own behaviour, or if 

her right-autonomy is in fact violated in (T), but on a justified basis. Either way, the 

objection fails to bring down our case, and since we earlier agreed on our 

Psychopath* having her right-autonomy violated, we let the answer to (2) be: 

 Compulsory treatment through the enhancements CE 1 and/or CE 2 violates the 

right-autonomy of the patient, but this does not implicate that (T) is false. 

 

Before moving on to the last formulation of the objections from autonomy, we should 

once again have a look at how a case for virtue enhancements would hold against a 

similar objection. 

 Like in the case of CE, the right-autonomy of the patient ought to speak in favour 

of her being allowed to implement the enhancements in herself, rather than against it 

(once again, as long as she is capacity-autonomous). Also like in the case of capacity 

enhancements, we here assume that the patient has not forfeited her right-autonomy 

through her actions, but that it remains intact and thus becomes violated if an 

intervention is made against her will. 

 The question then remains if it can be justified to violate the right-autonomy of our 

Psychopath* through compulsory VE implementation. Can it perhaps be permissible 

to override the right-autonomy of the patient in the same way it is permissible in the 

case of (T)? If it is the only option, I believe a case can be made for this on the same 

basis as brought forward concerning compulsory CE implementation (that is, through 
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usage of the state-analogy). But if we have the choice of not implementing values 

directly, intuitively, it seems to be a form of unnecessary force to do so anyway.62  

 In this way, I believe that although it may be morally permissible for a state to 

violate the right-autonomy of the Psychopath* through compulsory VE 

implementation, it (a) only applies to a certain degree63, and, more importantly, (b) 

only if there are no sufficient CEs available. 

 

5.1.3. The Objection from Condition-autonomy 

The final Feinbergian conception of personal autonomy that we are going to assess, is 

that of autonomy as a condition, or de facto autonomy.64 As Feinberg notes: 

 

A person with both the capacity for, and right to, self-government may in fact be an 

unwilling slave to another, with no opportunity to exercise his rights and capacities. 

Such a person falls short of autonomy in the sense that he does not actually govern 

himself, whatever his rights and capacities. [W]hatever else we mean by autonomy 

in this sense, it must be a good and admirable thing to have, not only in itself but 

for its fruits—responsibility, self-esteem, and personal dignity. Autonomy so 

conceived is not merely a “condition,” but a condition to which we aspire as an 

ideal.65 

 

This conception of personal autonomy is not to be understood as a threshold, but 

rather as a matter of degree resting on the basis of several (often overlapping) 

virtues.66 We need not go through all of those virtues here, but it would be fruitful to 

present and discuss three of the most relevant virtues at stake. 

                                                             
62 With risk of pushing the analogy too far for Feinberg’s taste, the difference could be said to lie in 

something like (in the CE case) giving the state functional basic institutions and providing for tools for 

pursuing economic stability, and (in the VE case) constituting specific laws for how the state should act 

concerning taxation rates, market sanctions and subventions, customs policies, penalty rates, or even 

sanctions concerning certain cultural utterances. 

63 For example, it may be permissible if the enhancement is directed towards making the patient less 

motivated to hurt other people, but not if the enhancement is directed towards tax paying. How to 

distinguish between permissible and non-permissible cases of VE may be a troublesome project, but 

also one that I hope that we will not have to take on. As the second condition states, it may only be 

allowed (in terms of right-autonomy) as a last resort if there are no sufficient CEs available. 

64 J. Feinberg. 1989. p. 31 – 44. 

65 J. Feinberg. 1989. p. 31. 

66 The twelve virtues are presented and thoroughly explained in (Ibid.). 
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First, we have the virtue of condition-autonomy that Feinberg calls Self-legislation.67 

This is not to be interpreted in the most literal sense, but ought rather to be 

understood as the ability to form moral principles through rational reasoning. 

Feinberg uses the Kantian categorical imperative to exemplify how this virtue 

expresses itself, and stresses that us possessing this virtue is a strong reason why 

moral law has the force it has.68 

 The second virtue we shall have a look at is that of Moral authenticity. About this 

virtue, Feinberg elegantly summarizes: 

 

The autonomous person is not only he whose tastes and opinions are authentically 

his own; he is also one whose moral convictions and principles (if he has any) are 

genuinely his own, rooted in his own character, and not merely inherited.69 

 

The virtue of moral authenticity, then, is connected to the ability to genuinely hold 

ones moral principles and convictions as ones own. This virtue is not to be confused 

with Moral independence, which is the third and last virtue we shall consider.  The 

virtue of moral independence is connected to the ability to choose for oneself which 

moral commitments to make throughout life – not only in the sense that one may 

morally commit oneself to some value, person or project that one does choose, but 

also in the sense that none may impose commitments on us that we have not chosen 

for ourselves.70 

 

So, the question is whether the condition-autonomy of the patient is threatened in 

the case of (T) (granted that we reduce the account of condition-autonomy to the 

three virtues defined above. The discussion is admittedly not a complete one but, I 

think, a fair one: these virtues are prima facie the most “dangerous” ones for the case 

                                                             
67 J. Feinberg. 1989. p. 35 – 37. 

68 “The moral law exerts a compelling force on us, but only because our rational will is the very author 

(legislator) of the law to which it is subject. It is this state of being at once author and subject of the law 

that Kant calls ‘autonomy’ and praises in his most glittering terms.” (Ibid. p. 35.) 

69 Ibid. p. 36. 

70 Feinberg admits this virtue being a difficult one to possess to the fullest. I may, as an example, be 

morally committed to supporting my parents, even though I have not freely and voluntarily chosen to 

make this commitment – I was born into it. However, as Feinberg notes, the virtues are to be 

understood not only as factual conditions but also as ideals. (Ibid. p. 39.) 
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of (T)). Let us once again construct the two most relevant formulations of this 

objection: 

 

(1) (T) is false, since the enhancements CE 1 and/or CE 2 threatens the condition-

autonomy of the patient. 

 

(2) (T) is false, since compulsory treatment through the enhancements CE 1 and/or 

CE 2 threatens the condition-autonomy of the patient. 

 

In the first formulation (1), the objection is that the degree to which the patient 

possesses condition-autonomy is lower after the implementation of the 

enhancements, than before. Once again, formulated this way, the objection seems 

false. After receiving the enhancements, the patient will reasonably have a greater 

ability to form moral principles for herself (Self-legislation), a greater ability to 

analyze her moral beliefs, making her more likely to hold moral principles that are 

truly her own (Moral authenticity), and a greater ability to gain insight in how moral 

commitments work, rendering her more able to make and avoid such commitments 

(Moral independence). So, again, the objection is not only false, but its opposite is 

true. 

 

The second formulation of the objection (2), however, is indeed a better one. At least 

in principle. Consider that, as Feinberg notes, the moral authenticity in a person does 

not only include the ability to hold moral principles as ones own, but it also includes 

the ability to not hold any moral principles at all, if that is ones choice.71 One could 

also argue that the moral independence of a Psychopath* is rather strong – she has 

chosen not to morally commit herself to other people (in which case there are few, if 

any, good reasons for her not to hurt other people if she so pleases). Finally, we must 

consider her ability of self-legislation, which is ignored if we force her into a pattern 

of moral principles that she does not form on her own, but that are imposed upon 

her. 

 

In the case of (T), I believe there are good responses to this formulation of the 

objection from condition-autonomy. Starting with the claim that the ability of self-
                                                             
71 Ibid. p. 36. 
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legislation of our Psychopath* is ignored, it is questionable how great her ability 

actually is. Remember that this virtue has to do with her ability to form moral 

principles through rational reasoning. How, then, is she supposed to form these 

moral principles through rational reasoning, if she has neither (a) enough access to 

the material essential to form such principles, nor (b) the capacity to take such 

material into account properly when forming such principles? In the case of our 

Psychopath*, the patient obviously fails to live up to both (a) and (b), (and that is 

partly why the specific enhancements CE 1 (in the case of (b)) and CE 2 (in the case of 

(a)) are so beneficial). If our Psychopath* has any ability of self-legislation at all, it is 

so low, that a violation of it cannot be taken very seriously, at least if that violation 

means increasing her self-legislative abilities. 

 In considering the virtue of moral independence, the case against (T) is even 

weaker: one cannot be said to have chosen something if that “choice” is purely a 

result of one lacking the mental capacity to grasp any other option. I claim that this is 

the case of our Psychopath*: she has not chosen to not make such commitments – 

she is simply unable to make them. In this way, rather than being morally free and 

independent, she is trapped in a world of non-commitments. 

 Finally, considering the virtue of moral authenticity, I think it is well in its place 

with a similar response: even if the virtue of moral authenticity includes the ability 

not to live by any specific moral principle, it does not include a non-ability to hold a 

moral principle.72 

 

In short, the response to this formulation of the objection from condition-autonomy 

is: in the case of (T), the patient already lacks virtues that constitute the basis for 

condition-autonomy, and although she possess some virtues, it is to such a low 

degree that they may be neglected in the pursuit of giving her an acceptable degree of 

ability to meet the criteria of condition-autonomy. 

 

Before summarizing this chapter, let us have a look at how well the VEs do against 

the objection from condition-autonomy. Beginning with a version mutatis mutandis 

of (1), the result is crucially different from that of (1) concerning (T). The ability of 

                                                             
72 An analogy to this is the way a person’s lifestyle may be authentically expressed through her not 

exercising, while that cannot be said to be the case if she is simply unable to exercise at all due to 

severe injury. 
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self-legislation cannot be claimed to increase through implementation of VEs, since 

the patient does not gain the ability to understand or reason about values – she 

simply receives a value that she then follows (otherwise the intervention has failed). 

The virtue of moral authenticity meets a similar fate in a VE-version of (1): the 

patient’s ability to analyze and reason about her values and moral beliefs does not 

increase. Instead, the patient receives values and moral beliefs that she then holds as 

being her own, although they can hardly be said to be authentically hers. Finally, the 

moral independence does not increase through the implementation of VEs, since the 

patient does not gain any ability to choose which moral commitments to make or not 

make. 

 Concerning some version mutatis mutandis of the latter formulation (2), it might 

be thought that the same story applies to VEs as to CEs: the patient lacks many 

virtues essential for condition-autonomy, and those she does have she only possesses 

to a negligible degree. However, remembering the case for (T), the only reason we 

have for allowing negligence concerning the virtues that she does possess was that 

she gains a proper degree of condition-autonomy through the intervention. But, as we 

have seen, this criterion is not met in the VE version of the objection; hence we have 

no moral basis for neglecting the condition-autonomy of the patient in the VE 

version. 

 

5.1.4. Summary of the Enquiry of the Autonomy Objections 

We have in this chapter gone assessed a number of objections from autonomy, 

stemming from the different conceptions of personal autonomy provided by 

Feinberg. As mentioned in the beginning of this chapter, objections from autonomy 

in the debate surrounding compulsory DBI treatment are rarely formulated in the 

ways presented in this paper. However, it was also said that many (all that I have 

come across) of those objections rest on one or several of the Feinbergian 

conceptions. Hence, I believe that the responses provided, and the results of each 

enquiry, can be applied to most contributions in this debate. 

 So what were the results? Concerning all objection formulations of the type (1) – 

where the focus was on examining whether the autonomy of the patient was 

threatened or violated in the sense of her being less autonomous after the 

enhancements than before – we saw that (T) handled the situation with excellence. 

Rather than threatening the autonomy of the patient, (T) increases her autonomy in 
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every relevant way. So not only does (T) duck a number of serious objections, but it 

should also be clear that the reasons for (T) ducking these objections are also strong 

reasons in favour of (T), in that it promotes overall beneficence. 

 Concerning the objection formulations of type (2) – where the focus was on 

whether ignoring the autonomy of the patient through compulsory treatment is 

wrong – we saw that (T) to some degree is forced to bite the bullet in the sense that it 

actually threatens the autonomy of the patient. However, we also saw that this 

violation can be justified on solid grounds, mainly consisting in that (a) the patient 

has a low degree of autonomy to start with, (b) the interventions result in the patient 

being more autonomous, and (3) that the well-being of the patient, and others, is at 

stake.73 

In this chapter we have also been briefly looking at how a case for VEs would handle 

similar objections from autonomy. The result of that examination was radically 

different from that of (T). In the case of versions mutatis mutandis of objections of 

type (1) the only one that VEs could handle was that of right-autonomy. However, 

VEs did not handle the type (2) version of the right-autonomy objection very well, 

and on the other two autonomy accounts VEs failed miserably on their respective 

type (2) versions. A case for VEs is therefore, it seems to me, difficult to defend from 

the perspective of personal autonomy.  

 

5.2. The Personal Identity Objections. 

Another objection that could potentially bring down the main claim of this paper, (T), 

is that (T) seriously threatens the personal identity of the patient. In this chapter, I 

will first argue for a specific way in which we ought to understand such an objection, 

and formulate an objection based on that argument. I will then show how (T) may 

handle this objection, and why versions including personality in the concept of 

personal identity are difficult to defend. In this chapter it will also be made clear why 

I chose to include two different suggestions of enhancements (CE 1 and CE 2) in (T), 

                                                             
73 On a strict deontological account, it may be held that overriding the autonomy of the patient cannot 

be justified on a basis of overall beneficence. On such a view, any violation of the personal autonomy of 

a patient would be wrong, no matter the consequences. I believe such a view is fairly implausible – in 

general, but perhaps even more so considering our case: as we saw in the subchapter about right-

autonomy (5.1.2), the situation reasonably changes when the patient has hurt other people (and may 

continue to do so). Not allowing the society to intervene, referring solely to autonomy, seems absurd. 
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namely because the intuitions about how to understand an objection from personal 

identity seem to differ depending on whether we discuss DBI as pharmacological 

interventions (CE 1) or as neural transplantation (CE 2). However, it will be shown 

that the difference between the two, in how to respond to the objection, will be 

minimal. 

 

5.2.1. Personal Identity & Personality 

In starting the investigation of what the objection from personal identity says, we 

need to make a number of distinctions and definitions, beginning with the distinction 

between personality and personal identity. For on any substantial account of 

personal identity, the terms cannot mean the same thing. There are many accounts 

on how these terms relate to one another, but I will here only sketch an account on 

which we may rely for our purposes. In a sense, one could say that personality has to 

do with how I am, while personal identity has to do with who I am. As rough a 

description as this may be, it does give us a hint about where we are going. Consider 

the two stories below: 

 

Bob 

Bob is an old, grumpy man. He swings his cane at kids that pass him by in the 

sidewalk, and at dusk he sits alone on his front porch, throwing old fruit at cats and 

stray dogs. But Bob was not always like this. When he was young, Bob was a jolly 

and friendly man that loved to talk to people on the street. He also had a dog named 

Zap. But eventually Zap died. Bob was devastated, and slowly he started to alienate 

himself from other people. As the years went by, Bob turned more and more 

grumpy, and today none of his old friends recognise him anymore. 

 

Alex 

One night when Alex was out driving her car along the countryside, a deer suddenly 

ran out on the road in front of her vehicle. Alex instinctively turned the steering 

wheel, and lost control. The car crashed into the woods. At the hospital, it was 

discovered that Alex had suffered severe head trauma, mostly damaging large 

areas of her frontal lobes. When Alex woke up, it was noted that she also suffered 

from severe memory loss regarding both short- and long-term memory. Due to 

these injuries, Alex has few memories of her past, including friends, family and 



 32 

ambitions. Her near and dear also report that she is so radically different from 

before regarding personality, ambitions and behaviour, that they feel as if they do 

not know her anymore. Alex herself also reports that she does not in any way feel 

connected to the person that her friends and family talk about. 

 

In both of these cases, many important questions arise. The most important ones, 

here, are: is Bob the same person as he was when he was young? Is Alex the same 

person after the crash, as she was before? 

 Concerning the case of Bob, the answer is yes. Bob is still Bob, even though his 

personality has changed drastically over the years. This change has caused his friends 

to distance themselves from him (making them not “recognising” him anymore), and 

him from them, but really the correct thing to say about the whole situation would be: 

wow, Bob has really changed over the years. 

 

The same thing cannot be said about Alex. In her case, it is not only the case that her 

family and friends claim not to know the person before them, even if she certainly 

looks like Alex, but also that “Alex after the accident” does not feel connected to, and 

can barely remember, the person that people refer too as “Alex before the accident”. 

To some extent, Alex can plausibly be said to not be the same person as before.74 

 

Hopefully, these examples show how personality cannot be equal to personal identity. 

While the latter is the account on which I am me, and nobody else, the former is the 

account that describes how I am now, and how I was before. 

 This is a crucial distinction to remember when we arrive at formulating the 

objection from personal identity. 

 

 

 

                                                             
74 In briefly discussing this issue, S O. Hansson writes: “On the other hand, it does not follow that a 

treatment is necessarily unethical if family and friends report afterwards that ‘she is not the same 

person any more’. The patient’s own experience of personal identity and mental continuity, during and 

after the treatment, is prima facie a more important criterion than the views of others.” (S O. Hansson. 

2005. p. 523) I believe this is important to remember, and largely correct. But the patient reporting to 

be the same person as before is hardly a sufficient warrant for the person’s actually being the same. 



 33 

5.2.2. A plausible Account of Personal Identity 

Now that we have this distinction between personality and personal identity, it is 

time that we move on to find a plausible account on which we can answer the 

question of what really makes me me (and nobody else) – what we essentially are. 

There are many accounts claiming to answer this, and there is neither space nor need 

to go through all of them here. However, within the ethical debate surrounding DBI, 

there are a few different classes of accounts that keep coming back. Georg Northoff 

sums up what he makes out as the three major classes: 

 

 

The Mentality Account Class 

[P]ersonal identity is closely related to mental states which by themselves can 

neither be reduced to psychological functions nor to neurophysiological 

properties.75 

 

The Brain Account Class 

[T]he central role of the brain as a necessary and sufficient condition for personal 

identity (“I am my brain”).76 

 

The Psychology Account Class 

Another position, defended by D Parfit, considers psychological continuity as a 

sufficient condition for personal identity77 

 

I will, in this paper, deny all of these classes of accounts. Instead I will assume the 

embodied mind account, as presented by Jeff McMahan.78 Roughly, the embodied 

mind account is what you get when you bring together an account of personal identity 

as brain-identity, and an account of personal identity as psychology-identity79 (on a 

strict brain account, however, any physiological change in the brain must be 

                                                             
75 G. Northoff. 1996. p. 179. 

76 Ibid. p. 180. 

77 Ibid. p. 179. 

78 J. McMahan. 2002. 

79 This is not to be confused with an account belonging in the mentality account class. Accounts 

belonging to that class do not recognise either one of the two components as essential (for an example 

of a mentality account, Northoff refers to R. Swinburne. 1986) while the embodied mind account 

considers both components essential in some respect. 
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considered a shift of personal identity.80 On a strict psychological account, on the 

other hand, we would survive a teletransportation, which is highly unlikely,81 and also 

did not exist as infants82). McMahan himself summarizes his account in the following 

way: 

 

According to the Embodied Mind Account, the criterion of personal identity is 

physical and minimal functional continuity of the brain. [...] I believe that there 

need be only enough physical and functional continuity to preserve certain basic 

psychological capacities, particularly the capacity for consciousness. This, I believe, 

is a sufficient basis for egoistic concern; it should, therefore, be a sufficient basis for 

identity, other things being equal.83 

 

Egoistic concern, on the McMahanian take, may be used as a kind of philosophical 

test for finding out whether personal identity is preserved in specific cases. If there is 

reason for me to have egoistic concern for, say, the person coming out in the other 

end of the teletransporter that I am about to step into, personal identity is 

preserved.84 McMahan explains it as follows, quoting Marya Schechtman: 

 

Each of us has a special sort of concern for his or her own future. We anticipate our 

own future experiences, fearing future pains and looking forward to future 

pleasures, in a way that is different from our attitude to the future experiences of 

others. As Marya Schechtman notes, ”we all know the difference between fearing 

for our own pain and fearing for the pain of someone else. The difference here 

consists not in degree—I may care more about the pain of my beloved than about 

my own—but in kind.” Let us call this special kind of concern about the future 

egoistic concern.85 

 

The embodied mind account thus limits the scope of an objection from personal 

identity to interventions threatening the physical and functional continuity of the 

                                                             
80 G. Northoff. 1996. p. 180. 

81 McMahan argues persuasively against the intuition that we would survive such trips. See: J. 

McMahan. 2002. p. 55 – 60. 

82 Ibid. p. 44. 

83 Ibid. p. 69. 

84 As noted above, McMahan concludes that this is not the case. Ibid. p. 55 – 60. 

85 Ibid. p. 41. 



 35 

brain to the extent that it cannot support basic psychological capacities – particularly 

the capacity for consciousness. 

 McMahan discusses the possibility of it being permissible to replace parts of the 

brain supporting even these functions (on the premise that the interventions are 

distributed over a large enough time span) finally landing in that there seems to be a 

vagueness problem involved.86 However, in the case of (T), it will soon become 

obvious that we will not have to fall into the philosophical abyss of vagueness 

problems. 

 

5.2.3. The Objection from Personal Identity 

Recalling the enhancements suggestions of this paper87 one soon realizes that it may 

be helpful to treat CE 1 and CE 2 individually in responding to the objection that (T) 

threatens the personal identity of the patient. For narrative reasons we ought to begin 

with CE 2, and so we get: 

 

(T) is false, since the enhancement CE 2 threatens the personal identity of the 

patient. 

 

The objection could once again be taken to be somewhat ambiguous. It could mean, 

on some general account, that (1) the patient survives the transplantation, but in 

some respect her identity is severely damaged. On a strict embodied mind account, 

however, the objection must be taken to be that (2) in adding a synthetic 

neurotransplant to enhance the basis for communication between the VPC and the 

amygdala, we kill the patient, creating a new person with the ability to form 

emotional capacities. 

 On the first interpretation, I think it is common that one confuses personal 

identity with personality. But, as we saw in the cases of Bob and Alex, there are 

important differences between the concepts. One could claim that the concepts are so 

                                                             
86 Ibid. p. 70 – 72. 

87  CE 1: The Psychopath* receives a psychiatric treatment, resulting in her being able to pay more 

attention to morally relevant information. CE 2: The Psychopath* receives a synthetic 

neurotransplant to the amygdala and ventromedial prefrontal cortex, making her able to form 

emotional capacities that she lacks. 
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closely intertwined that they are inseparable88, but then we fall into the problem of 

how one can be one and the same even though one changes constantly. One also has 

to account for how any brain intervention – direct or not – may be permissible. After 

all, we cause people to change personality all the time through dialogue, body 

language, and other social actions (if one still insists in pursuing this line of thought, 

if anything, it seems to become a question of whether or not the autonomy of the 

patient is threatened. As we have seen, (T) handles that objection with excellence). If 

we choose to stick with the distinction between personality and personal identity, 

however, we seem to come closer to the second formulation (2), which is, I think, how 

the objection ought to be formulated in order to be correctly understood. 

 

In understanding the objection as (2), regarding personal identity according to the 

embodied mind account, then, the patient must cease to exist as the intervention 

takes place, in order for the objection to be correct. If the objection is correct, my 

claim that (T) is supported by overall beneficence, mildly put, weakens: it can hardly 

be beneficial for the patient to be killed in favour of a similar (but more emotionally 

capable) person walking the earth.89 So is it correct? 

 It is not, fortunately. There are no studies showing that the VPC, the amygdala, or 

the connections between them (these are the elements relevant to CE 2) are involved 

in any of the capacities or functions that the embodied mind account demands. The 

patient would hence continue to exist as the same individual as she was before the 

intervention, since her personal identity would remain intact. As she reports her 

experience of the intervention, she should presumably describe it as now feeling 

things that she has not felt before, and maybe as having impressions of certain social 

situations that she has not had before, but not as feeling detached from her past (as in 

the case of Alex). Also, intuitively, the patient before the enhancement would have 

reason to have egoistic concern about herself after the enhancement. 

 This means that CE 2 can handle the objection from personal identity, for the 

reason that it does not threaten the capacities essential for personal identity. 

 

 

                                                             
88 T. Takala & T. Buller. 2011. 

89 It is also highly doubtful whether it is beneficial to the society as a whole to live in a state that allows 

such methods. 
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Concerning the other enhancement, CE 1, the objection is this: 

 

(T) is false, since the enhancement CE 1 threatens the personal identity of the 

patient. 

 

Here, the situation is different from that of CE 2. In CE 1, the patient receives a 

psychiatric treatment, instead of a neural transplant. It is also targeting attention in 

social situations rather than capacity of emotional commitment. In presenting CE 1 in 

subchapter 3.2, it was mentioned that this enhancement suggestion was based on 

studies showing that a certain kind of ADHD might be an important ingredient in 

ASPD.90 

 If this is true, it could be helpful to look at the evidence available. How do 

psychiatric treatments affect those suffering from ADHD today? Is the personal 

identity of these patients threatened? Ineke Bolt and Maartje Schermer, studying the 

effects of medication on identity and personality in patients diagnosed with ADHD, 

conclude: 

 

Our empirical research shows that the philosophical debate about personal 

identity, authenticity and psychopharmaceutical enhancers is not just an academic 

issue: authenticity and personal identity do play an important role in the 

experiences and narratives of ADHD adults. The use of medication in particular 

may confront them with questions concerning personal identity. Do I feel myself 

off or on medication? Does the medication obscure or reveal my true self? Should I 

use medication for certain reasons even though this may change who I am in a 

certain way? Our respondents try to work out their experiences in terms of loss of 

self and authenticity (‘who I really am’).91 

 

Like Hansson92, Bolt and Schermer put great weight to the patient’s personal 

experience, regarding how to measure the continuity of personal identity. However, 

what soon becomes obvious is that the results include changes in what we in this 

paper have labelled as “personality”. One of the respondents in their survey puts her 

finger on this, when stating that the medication have not changed her at all: 

 
                                                             
90 E. Shaw. 2012. p. 18 

91 I. Bolt & M. Schermer. 2009. p. 110. 

92 S O. Hansson. 2005. p. 523 
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“Am I a different person when I have fever? No. I behave differently, but I’m not a 

different person.”93 

 

Other respondents reported experiencing a change, but (and  this is also the most 

important point that is to be made here) of all the respondents reporting changes, 

none of them reported to experience the sort of disconnectedness from their past that 

ought to be characteristic for a loss of personal identity. Instead some reported 

feeling less like “themselves”, while others report to feel more like themselves.94 This 

could be interpreted as simply being a question of a change in personality, where the 

patient prefers one set of personality traits before another set of personality traits, 

but it is not reasonably a question of a change of personal identity. 

 Carrying with us these results, let us remember that the objection can be 

understood in two ways. First, the objection can be understood on some general 

account, including personality in the concept of personal identity. On such an 

account the personal identity could be considered to be threatened. However, as we 

saw in the response to the personal identity objection against CE 2, such an account 

is extremely difficult to defend. 

 If we on the other hand choose to understand the objection through the embodied 

mind account, and separate the concept of personality from that of personal identity, 

it is not plausible that CE 1 would affect personal identity at all – at least not if we 

consider the evidence available on similar treatments.95 

 

5.2.4. Summary of the Enquiry of the Personal Identity Objection 

In examining the objection from personal identity, we treated the enhancements CE 1 

and CE 2 separately, but saw that the result of the two enquiries was virtually the 

same: on the most plausible account of personal identity (the embodied mind 

account), the enhancements do not threaten the personal identity of the patient. On 

an account including the concept of personality in that of personal identity, the 

                                                             
93 I. Bolt & M. Schermer. 2009. p. 106. 

94 Ibid. p. 103 – 111. 

95 Also, in reporting their experiences of the medication, the respondents of the survey (I. Bolt & M. 

Schermer. 2009) undoubdtely exhibit egoistic concern about their future selves. This ought to be a 

good indication that personal identity is, intuitively, preserved throughout the treatment. 
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enhancements could reasonably be threatening to the personal identity of the patient, 

but we also saw that such a position is highly implausible96. 

 We have thus rejected the claim that (T) threatens the personal identity of the 

patient. 

6. Concluding remarks 

In this paper, I have argued that: 

 

(T) It is permissible for a state to, through compulsory DBI, enhance moral 

capacities in a Psychopath*97 through the enhancements CE 1 and CE 2. 

 

Where the Psychopath* has been defined as follows: 

 

Psychopath* 

A convicted criminal that is properly diagnosed with a severe antisocial personality 

disorder as well as severe psychopathy, is a four-time violent crime recidivist, and 

does not show any signs of wanting to better, and that refuses proposed 

enhancements. 

 

And CE 1 and CE 2 are defined as:  

 

CE 1: 

The Psychopath* receives a psychiatric treatment, resulting in her being able to pay 

more attention to morally relevant information. 

 

                                                             
96 Discussing compulsory DBI treatment as a punitive method, H. T. Greely writes: “This feels wrong, 

but we send convicted criminals to prison without giving them another choice. Prison will have 

enormous effects on their liberty, physical safety, and mental health. If we can do that, why can we not 

require a direct brain intervention? We may be reluctant because of doubts about the safety and 

efficacy of the direct brain interventions, but if we assume that these treatments are proven to be at 

least as safe and as effective as prison, why should they not be similarly compulsory? In a perverse 

way, the more effective the treatment—the less it can be resisted—the more objectionable it seems.” 

(H.T. Greely. 2012. p. 164) This is somewhere in the line of why I also believe that the patient’s 

changing personality is not only unwise to include into the concept of personal identity, but also, as an 

argument against DBI specifically, it is not a reasonable position to hold. 

97 That is, persons fitting the description of the Psychopath*. 
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CE 2: 

The Psychopath* receives a synthetic neurotransplant to the amygdala and 

ventromedial prefrontal cortex, making her able to form emotional capacities that 

she lacks. 

 

This claim (T) has been supported partly through the information referred to in 

chapter 2. It is further supported by its overall beneficence: it is beneficial to the 

patient, to the would-be-victims and their families and friends, and to the society as a 

whole. Similarly, it is supported by the overall badness it would mean not to 

implement the proposed enhancements. Finally, the claim is also supported by its 

ability to counter two of the most serious kinds of objections that may be raised 

towards it, and that could potentially bring it down: the objections from autonomy, 

and the objections from personal identity. 

 It has also been argued that virtue enhancements, VEs, cannot in a satisfactory 

way handle the objections from autonomy. Therefore it cannot be permissible for a 

state to punish the Psychopath* through compulsory virtue enhancement. 

 

There are of course many questions that remain to be answered, in order for (T) to be 

correct. One issue is, granted, that the enhancements CE 1 and CE 2 are both 

hypothetical, and when (not if) enhancements are developed targeting these 

capacities there is no guarantee that they will work in the ways assumed in this paper. 

And what are the side effects of those treatments? Although these are relevant 

questions, I believe that the hypothetical enhancements that I have proposed have 

been enough for our purposes: to expose intuitions, and find plausible accounts to 

rely on, when it comes to dealing with ethical issues surrounding compulsory moral 

enhancements. 

 There is also the question whether I am correct in claiming that the autonomy and 

personal identity of the patient are the heaviest objections against (T). There might 

be other objections at least as relevant and serious, although I have not identified 

them yet. 

 The list of issues that need to be assessed and further discussed can be made long 

indeed, for these are complex and important matters. But I hope that this paper has, 

if not cleared the view, then at least stirred up some more questions for philosophers 

and others to argue about. 
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8. Appendix 

 

Antisocial Personality Disorder according to the Diagnostic and 

Statistical Manual of Mental Disorders, Fourth Edition. 2000. 

 

A) 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: 

(1) failure to conform to social norms with respect to lawful behaviours as 

indicated by repeatedly performing acts that are grounds for arrest; 

(2) deception, as indicated by repeatedly lying, use of aliases, or conning others for 

personal profit or pleasure; 

(3) impulsiveness or failure to plan ahead; 

(4) irritability and aggressiveness, as indicated by repeated physical fights or 

assaults; 

reckless disregard for safety of self or others; 

(5) consistent irresponsibility, as indicated by repeated failure to sustain consistent 

work behaviour or honour financial obligations; 

(6) lack of remorse, as indicated by being indifferent to or rationalizing having 

hurt, mistreated, or stolen from another; 

B) The individual is at least age 18 years. 

C) There is evidence of conduct disorder with onset before age 15 years. 

D) The occurrence of antisocial behaviour is not exclusively during the course of 

schizophrenia or a manic episode.98 

 

Dissocial Disorder according to the International Statistical 

Classification of Diseases and Related Health Problems - Tenth Revision. 

2011. 

 

It is characterized by at least 3 of the following: 

Callous unconcern for the feelings of others; 

 (1) Gross and persistent attitude of irresponsibility and disregard for social norms, 

rules, and obligations; 

                                                             
98 DSM-IV-TR. 2000. 
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 (2) Incapacity to maintain enduring relationships, though having no difficulty in 

establishing them; 

 (3) Very low tolerance to frustration and a low threshold for discharge of 

aggression, including violence; 

 (4) Incapacity to experience guilt or to profit from experience, particularly 

punishment; 

 (5) Marked readiness to blame others or to offer plausible rationalizations for the 

behavior that has brought the person into conflict with society. 

 

There may be persistent irritability as an associated feature. 

The diagnosis includes what may be referred to as amoral, antisocial, psychopathic, 

or sociopathic personality (disorder.) 

The criteria specifically rule out conduct disorders. Dissocial personality disorder 

criteria differ from those for antisocial personality disorders.99 

 

Antisocial Personality Disorder according to Hares Psychopathy 

Checklist – Revised. (2003) 

Factor 1: Personality "Aggressive narcissism" 

 Glibness/Superficial charm  

 Grandiose sense of self-worth 

 Pathological lying 

 Cunning/Manipulative  

 Lack of remorse or guilt 

 Shallow affect (genuine emotion is short-lived and egocentric) 

 Callousness; lack of empathy 

 Failure to accept responsibility for his or her own actions 

Factor 2: Case history "Socially deviant lifestyle." 

 Need for stimulation/proneness to boredom 

 Parasitic lifestyle 

 Poor behavioral control 
                                                             
99 The ICD-10 Classification of Mental and Behavioural Disorders: Diagnostic Criteria for Research. 

2010. 
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 Lack of realistic long-term goals 

 Impulsivity 

 Irresponsibility 

 Juvenile delinquency 

 Early behavior problems 

 Revocation of conditional release 

Traits not correlated with either factor 

 Promiscuous sexual behavior 

 Many short-term (marital) relationships 

 Criminal versatility 

 Acquired behavioural sociopathy/sociological conditioning100 

                                                             
100 R. D. Hare. 2003. 


