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Overview & Objectives: We will explore how criminogenic 
needs are present in SOMMI, how the expression of needs might be affected 
by their MMI, and the implications of this for assessment

Background: Provide an overview of the research related to sexual 
offending and major mental illness
Relation of Symptoms to Offending: Do symptoms influence offending 
behavior?
Criminogenic Need Profile: How common are different Needs in a 
SOMMI population?
Relation of MMI to Criminogenic Needs: How does acuity of symptoms 
impact criminogenic needs? Are some individuals with SOMMI more 
impacted?
Conclusions: Implications for practice



Background

´ The SOMMI population is underserved and under-researched
´ Underserved by traditional mental health systems that lack 

expertise in sexual deviance
´ Underserved by traditional sex offense-specific treatment 

programs that struggle in addressing the responsivity issues 
related to MMI

´ Under researched because it comprises only a small proportion 
of both MMI and SO populations



Are certain MMI symptoms causal factors 
in offenses?

´ Psychotic symptoms appear most often to be either unrelated or 
only indirectly related to violence and sexual offending (Peterson et 
al., 2014; Smith & Taylor, 1999)  

´ One study of patients who were psychiatrically hospitalized 
following an index sex offense (N = 80) reported the frequency of 
symptoms had a direct causal effect on offending behaviors:
² Command auditory hallucinations: 15%
² Delusions containing sexual elements that are clearly congruent 

with committing the SO: 18% 
(Smith & Taylor, 1999)



Risk and major mental illness

´ Recidivism studies show inconsistent results ranging from marked effects 
to little/no effect

´ Hanson & Bussiere’s (1998) meta-analysis found a relationship between 
major mental illness and sexual recidivism but this was largely 
attributable to one sample (Hackett et al, 1971)

´ Hanson & Morton-Bourgon’s (2004) meta-analysis again found a 
significant effect of major mental illness on sexual recidivism, now with 9 
studies and N = 2,783
´ This was mainly accounted for by one very large study with a large effect 

(Langstrom et al,. 2004) while there were small/no effects in several studies 



Risk and major mental illness

´ Possible reason for inconsistent results: Lack of clear diagnostic 
information and differentiation in current samples
´ Mixed with MDO samples including various personality disorders, substance 

abuse disorders, ADHD, etc.

´ For example:
´ Looman & Abracen (2013) found that psychiatric impairment predicted 

sexual recidivism after controlling for static risk.  However, they included 
a mixed general mental disorder sample (ADHD, PD, etc)

´ Kingston et al. (2015) found no relationship between mental illness and 
sexual recidivism. However, there were only 6 cases with MMI in each of 
the two studies (mostly included mood disorders and adjustment 
disorders)



Risk and major mental illness

´ A study by Douglas et al. (2009) is frequently cited as demonstrating a 
relationship between MMI and risk for violence

HOWEVER

´ What they found was that individuals with MMI have higher rates of 
violence compared to overall rates in the community

´ Psychosis is more related to violence than are internalizing disorders

´ Psychosis is less related to violence than are externalizing disorders 



Risk and major mental illness
´ Similar findings have been found by others:
´ Externalizing disorders and empirically validated risk factors are more 

consistently related to general violence than psychosis (Bonta et al., 2014)
´ Langstrom et al. (2004): N = 1,215 individuals convicted of sex offenses in 

Sweden
´ Sexual recidivism was found to be associated with psychosis, any psychiatric 

disorder, and any inpatient care
´ Much stronger relationship for substance abuse and personality disorder

´ Lee & Hanson (2016): N = 947 individuals on community supervision
´ After controlling for static and dynamic risk, the association between psychiatric 

history and sexual recidivism was no longer significant
´ However, they used history of overnight psychiatric hospitalization, as diagnosis 

was not available (e.g., sample may include PDs, depression, etc)



Risk and major mental illness

´ Increased risk in MMI appears to be best accounted for by static 
and dynamic risk factors (Kingston et al., 2015; Lee & Hanson, 2016; 
Skeem et al., 2013)

´ Overall, MMI appears to increase the risk for sexual recidivism, but it 
likely does so by exacerbating the underlying dynamic risk factors



Current study

• Determine presence of MMI at or near time of offenses
• Other relevant precipitating factors (i.e., medication compliance; substance use)

Archival record review

• Whether they are generally present
• Whether they are exacerbated by the presence of acute MMI symptoms
• Whether there was evidence they existed prior to first onset of MMI

Identification of criminogenic needs



Effect of psychiatric 
symptom(s) on sex offense

4 - Direct Effect: The delusion/hallucination/symptom contained a 
sexual element that was clearly congruent with carrying out the index 
offense (e.g., the sex attack had to be carried out as part of mission to 
avert world catastrophe; an imperative auditory hallucination that 
instructed him to rape or carry out a sex attack)
3 – Indirect Effect:  The delusion/hallucination/symptom contained a 
sexual component that was not directly congruent, but not entirely 
unrelated with the sex assault (e.g., a belief that he was famous and 
admired by all women or was developing another penis; voices 
discussing sexual matters; a command hallucination that instructed him 
to carry out a physical assault, but not specifically sexual; a tactile 
hallucination perceived as sexual by the offender, such as the 
sensation of being touched in the genital region) OR had no sexual 
component but was linked in some way to the offense (e.g., 
persecutory belief regarding the victim leading to a retaliatory physical 
assault). In the latter, the type of delusional content did not specifically 
account for the sexual nature of the offense.
2 - Coincidental Effect: The delusion/hallucination/symptom appeared 
to have no connection to carrying out the sex offense (e.g., a belief 
that he was being monitored by secret services; command 
hallucinations to pray 10 hours a day)
1 - No symptoms present at the time of offense
0 - Not Applicable 



Below the rating for each LTV you should explain the rationale for your ratings.

LTV Existence Relation to MMI
(only code if "Existence" is rated a 2) Pre-existence

1. Sexual 
Preoccupation
This refers to intense 
mental preoccupation 
with impersonal (rather 
than relational) sex and 
to behavior being 
disproportionately 
sexually motivated

Existence Rationale: Relation to MMI Rationale: Pre-Existence 
Rationale: 



Descriptive information

SRSTC Bridgewater

Problematic Sexual Behavior as a Child 
(Age 12 and under)

41% of 51 15%* of 20

Problematic Sexual Behavior age 13 to 
17

71% of 51 50% of 20

Note: “don’t know” ratings excluded  resulting in variable Ns



Descriptive information

Mean (SD)
SRSTC (N=55)

Mean (SD)
Bridgewater (N=25)

Age at First Arrest 17 (7) 19 (10)
Age at First Sex Offense 17 (6) 23* (8)
# of Non-Sex Offenses 8 (6) 11 (9)*
# of Contact Sex Offenses 4 (2) 7 (7)*
# of Non-Contact Sex Offenses 2 (3) 1 (3)
# of Psych Hospitalizations 6 (9) 6 (5)
Age at First Psych Hospitalization 21 (8) 22 (6)
Age at Onset of Mental Illness 23 (9) N=54 24 (5) N=18



Relation of Symptoms to Offending
Do symptoms influence offending behavior?



Relation between MMI and sex 
offenses: Total sample

No Symptoms Coincidental Indirect Direct

SRSTC (N=55) 73% 15% 22% 20%
Bridgewater (N=25) 80% 4% 16% 4%

Note: includes all sex offenses where symptoms could be coded so 
sums to > 100%

SRSTC number of contact sex offenses X = 4 (2)
Bridgewater number of  contact sex offenses X = 7 (7) 



Relation between MMI and sex offenses: Excluding 
cases with questionable/vague MMI diagnoses

No Symptoms Coincidental Indirect Direct

SRSTC (N=41) 68% 17% 29% 24%

Bridgewater (N=16) 69% 6% 25% 6%

Note: includes all sex offenses where symptoms could be coded so sums to 
> 100%

SRSTC number of contact sex offenses X = 4 (2)
Bridgewater number of  contact sex offenses X = 7 (7) 



Relation between medication non-
compliance and sex offenses: Total sample

Med non-compliance
< 30 days and/or 
intermittent non-
compliance

Med non-compliance 
30+ days

SRSTC (N = 55) 22% 20%
Bridgewater (N = 25) 8% 8%

Direct effect of MMI on SO for SRSTC =  20%
Direct effect of MMI on SO for Bridgewater = 4%



Relation between substance use and 
sex offenses: Total sample 

Moderate 
Alcohol 
Intoxication

Substantial 
Alcohol 
Intoxication

Moderate 
Drug 
Intoxication

Substantial 
Drug 
Intoxication

SRSTC (N = 55) 47% 18% 35% 7%
Bridgewater 
(N = 25)

36% 32% 8%* 4%

Note: includes all sex offenses where symptoms could be coded so sums to 
> 100%

SRSTC number of contact sex offenses X = 4 (2)
Bridgewater number of  contact sex offenses X = 7 (7) 



MMI severity: delusions & hallucinations

´ Hallucinations and Delusions (HALDEL) Rating Scale based on historical 
and/or current complaints of each of the following (1 point each)
´ Auditory Hallucinations without Commands

´ Auditory Hallucinations with Commands

´ Visual Hallucinations

´ Erotomanic Delusions

´ Grandiose Delusions

´ Somatic Delusions

´ Paranoid Delusions

´ Alpha Internal Consistency =0.76



MMI severity: manic symptoms

´ MANIA Rating Scale based on historical and/or current complaints of each 
of the following (1 point each)
´ Inflated Self-esteem

´ Decreased Need for Sleep

´ More Talkative / Pressured Speech

´ Flight of Ideas / Racing Thoughts

´ Distractibility

´ Increase in Goal Directed Activity

´ Excessive Involvement in Pleasurable Activities

´ Alpha Internal Consistency =0.84



Correlations between MMI severity and 
influence on sex offending

Any Direct 
Influence?

Any Indirect 
Influence

HALDEL 0.47
p<0.001

0.23
p=0.06

MANIA 0.05
p<0.05

0.39
p=0.001

´ More Severe Hallucinations and 
Delusions are associated with 
symptoms having a marked direct 
influence on sex offending (and a 
lesser indirect influence)

´ More Severe Manic Symptoms 
are associated symptoms having 
an indirect effect on sex 
offending



Criminogenic Need Profile
How common are different Needs in a SOMMI population?



Evidence for LTVs by sample

SRSTC
(n = 55)

Bridgewater
(n = 25)

Sexual Preoccupation 93% 72%*

Offense-related Sexual Interests 67% 56%

Difficulty with Romantic Relationships 93% 64%*

Emotional Congruence with Children 16% 4%

Grievance Thinking 87% 64%*

Poor Empathy 64% 16%*

Oppositional Reactions to Rules & Supervision 95% 72%*

Poor Emotional Control 87% 48%*

Poor Problem-solving 98% 72%*



Pre-existence of the individual’s LTVs 

SRSTC Bridgewater

Sexual Preoccupation 63% 89%
Offense-related Sexual Interests 71% 79%

Difficulty with Romantic Relationships 74% 65%

Emotional Congruence with Children 78% 50%

Grievance Thinking 59% 46%
Poor Empathy 67% 69%
Oppositional to Rules & Supervision 71% 79%

Poor Emotional Control 64% 57%
Poor Problem-solving 63% 83%



Relation of MMI to Criminogenic Needs
How does acuity of symptoms impact criminogenic needs?



MMI symptoms exacerbate LTV by sample

SRSTC Bridgewater

Sexual Preoccupation 41% 28%

Offense-related Sexual Interests 26% 15%

Difficulty with Romantic Relationships 53% 69%

Emotional Congruence with Children 20% 0%

Grievance Thinking 75% 75%

Poor Empathy 45% 69%

Oppositional Reactions to Rules & Supervision 55% 61%

Poor Emotional Control 60% 67%

Poor Problem-solving 72% 65%



Number of LTVs present 
that are exacerbated by 
MMI symptoms

Sample Mean (SD)
SRSTC (55) 3.9 (2.8)
Bridgewater (25) 2.8 (2.5)

Assign a point for each LTV 
which is present and rated as 
exacerbated by MMI

Max total = 9

Samples do not differ 
significantly



Severity of MMI and symptom influence 
on sex offending

Overall MMIàLTV

HALDEL 0.59 p<0.001

MANIA 0.36 p<0.01

Where MMI influences LTV, 
both kinds of symptoms tend 
to be more severely present



Correlation between MMI severity and influence 
on specific LTVs

HALDEL MANIA
Sexual Preoccupation 0.43* 0.34*
Offense-related Sexual Interests 0.26 0.03

Difficulty with Romantic 
Relationships

0.49* 0.16

Emotional Congruence with 
Children

-0.32 0.80*

Grievance Thinking 0.52* 0.07
Poor Empathy 0.52* 0.02
Oppositional Reactions to Rules & 
Supervision

0.49* 0.16

Poor Emotional Control 0.44* 0.11
Poor Problem-solving 0.47* 0.22



Summary

´ It is rare for command hallucinations/delusions to directly result in sex 
offenses, although this does happen occasionally

´ In this sample of SOMMI many LTVs are markedly present 
´ These LTVs often pre-existed the individuals’ MMI

´ But MMI symptoms, once they started occurring, would often exacerbate the LTVs

´ The degree to which this happened varied considerably with LTVs being markedly 
exacerbated by MMI symptoms for some individuals & hardly affected others

´ When risk is directly related to MMI symptoms, or LTVs are substantially 
exacerbated by MMI symptoms, medication non-compliance becomes 
a risk factor unique to the SOMMI population



Implications for practice

´ It would be important to first identity which subgroup of SOMMI the 
individual represents

´ SOMMI whose LTVs are not exacerbated by MMI symptoms can be 
assessed using LTV/dynamic risk measures

´ SOMMI whose risk fluctuates based on mental status may not be well 
captured by traditional LTV/dynamic risk measures
´ For these SOMMI, it may be helpful to code items at the individual’s best and worse 

psychiatric baseline to better capture this fluctuation of risk

´ Consideration of protective factors (medication compliance, community 
support, living circumstances) will be important in understanding risk and 
risk management needs



Limitations & future directions

´ Data coding incomplete – Bridgewater coding will be complete in the next 
year

´ Difficulty in coding the Bridgewater files – detailed info often absent

´ Cases largely limited to SVP/prison
´ High risk population that began demonstrating problematic sexual behaviors well 

before onset of MMI

´ How would psychiatric hospital samples look?

´ Add 1-2 psychiatric hospital samples in the next two years
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