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Training Objectives

 Learn how sexual risk assessment was developed.

 Learn how risk assessments apply to  

treatment/management decisions for ID clients.

 Learn how sexual risk assessment can be applied to sex 

behavior problems of non-offender ID clients.
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Sexual Offense Risk Assessment-
What to Look for Generally

 Unstructured Clinical 

 Structured Clinical (Structured Clinical Judgment)

 Actuarial (Static, Dynamic Factors)

 Clinically Adjusted Actuarial

 Contextualized (Dynamic Factors for ID clients)
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Sexual Offense Risk Assessment:
3 Generations of Development (after Bonta 1996)

 First Generation = Clinical Judgment

 Unstructured Clinical Judgment

 Structured Clinical Judgment

 Second Generation = Actuarial Assessment

 Actuarial

 Clinically Adjusted Actuarial

 Third Generation = Dynamic Assessment
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First Generation = Clinical Judgment
Unstructured

 No stated rules/procedures 

 Personal professional opinion

 Prediction rates no better than chance (50/50)

Structured

 Clear definitions, coding rules

 Global judgment of risk by evaluator

 Static and dynamic factors included, not labeled as such

 Better prediction rates than unstructured judgment
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SVR-20
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Second Generation = Actuarial Assessment

 Static factors – historical, unchanging

 Risk Factors empirically related to reoffense

 Clearly stated definitions, coding rules

 Moderate level of prediction (AUC = 0.70 – 0.80)

 Standardized and Replicable
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Static 99R
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Third Generation = Dynamic Assessment

 Dynamic Factors – can change over time

 Risk Factors empirically related to reoffense

 Clearly stated definitions, coding rules (e.g., actuarial)

 Standardized and Replicable 
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Stable 2007
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Fourth Generation I
Interaction with Social & Physical Environment

 Environmental demands and expectations for behavior 

shape expression of social and sexual behaviors

 “Contextualizing Risk” (Boer, et al., 2007)

 Staff attitudes toward ID clients

 Staff knowledge about ID

 Frequency of staff changes

 Victim availability/access

 Use of structured daily activity plans
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Fourth Generation II
Re-conceptualizing Sexually Offensive Behavior

(Boer, et al., 2007)

 Includes both illegal and “challenging” behaviors

 Challenging = “culturally abnormal behaviors of such an

intensity, frequency or duration that the physical safety of

the person or others is likely to be placed in serious

jeopardy, or behaviour which is likely to seriously limit the

use of, or resulting in the person being denied access to,

ordinary community activities.” (Emerson, 2001)
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Fourth Generation III
Examples of Challenging Sexual Behaviors

 Compulsive viewing of legal pornography

 Exposing self to others in a group home setting

 Touching others over clothing on private parts

 Making unsolicited phone calls to engage in sexually 

explicit talk

 Spying on others dressing or in the shower
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Sexual Risk Assessment Tools - I
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 First Generation

 Unstructured Judgment

 Structured Judgment -

SVR-20

 Second Generation

 STATIC99

 STATIC99R

 SORAG

 Predictive Validity 

 Poor

 Low-moderate

 Second Generation

 Moderate 

 Low-moderate



Sexual Risk Assessment Tools - II

 Third Generation

 STABLE-2007

 ACUTE – 2007

 STABLE-2007 & 

STATIC99R

 Fourth Generation

 STATIC99 & SVR-20

 Plus ARMIDILO
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 Predictive Validity

 Moderate

 High-moderate 

 Fourth Generation

 Moderate (ID offenders)

 High-Moderate (early 

results) (ID offenders)



ARMIDILO-S             Page 1
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ARMIDILO-S             Page 2
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ARMIDILO-S             Page 3
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Sexual Offense Risk Assessment-
What to Look for in Assessment Tools

 Were ID clients included in the sample population on 

which the risk assessment tool was developed? 

(ARMIDILO, SORAG, HARE PCLR, STATIC99R, 

RRASOR)

 Are the risk factors included on the risk assessment tool 

relevant to assessing or managing risk of ID clients? 

(ARMIDILO)

 Which risk factors look different for ID clients, compared 

with neurotypical clients? (static factors, dynamic factors)

 Should the risk factor score be adjusted?
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New Risk Assessment Tool for ID Clients 
in Residential Care - ARMIDILO
 Assessment of Risk Manageability for Individuals with 

Developmental, Intellectual or Learning Limitations Who Offend

 Risk factors categorized as client variables, environmental 

variables, staff variables

 Adds staff and environmental variables (risk management

dimension) to the assessment.

 Empirically guided tool.

 drdoug@walkato.ac.nz;  keithmcvilly@deakin.edu.au

 Boer, et al., “Contextualizing risk in assessment of intellectually 

disabled individuals.”(2007) Sex offender treatment, vol. 2,#2, 1-5.
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Future Directions in Risk 
Assessment: Offenders ID

 Descriptions of how risk factors appear in ID 

offenders – STATIC-99R, SABLE 2007, ACUTE 

2007, SVR-20, HARE PCL-R 

 Reliability Training for raters – mental health 

professionals, private agency staff, agency 

supervisors, DDD staff, Probation Officers, Parole 

Officers

 Expanded use of ARMIDILO in residential settings 
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Questions?
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Thanks for Joining The 
Webinar!
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Psychosexual Evaluations –
What to Look for Generally

 Clear statement of your referral questions.

 Analysis of information in referral documents. This is not a 
paraphrase, but draws implications for client’s development or 
current functioning.

 Mental status examination.

 Psychological and psychosexual testing, if relevant.

 Diagnostic Interview.

 Diagnostic Formulation – What do labels mean?

 Summary & Recommendations – addresses your referral 
questions.
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Referral Questions
 What are the diagnoses?

 What factors are triggering/motivating the sex behavior 

problems?

 Is the behavior predatory or just “challenging?”

 What treatments are recommended?

 What placements are recommended?

 What wraparound services are needed?
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Analysis of Referral Documents

 Possible effects of the specific ID/DD on past/current 

sexual function – Asperger’s, Autism, FAS, 

Mild/Moderate ID.

 Effects of other mental disorders on past and current 

sexual function – psychotic, personality, impulse control, 

sexual.

 Effects of family experiences, prior sexual learning or 

experiences, drugs/alcohol, diseases, head injury, school 

experiences on past or current sexual function.
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Psychosexual Evaluations-
What to Look for with ID Clients - I

 Thorough as possible developmental history of client, to provide 
context for understanding sexual behavior problems.

 Recent history of the sexual behavior problem, –
chronic/episodic? Sexual disorder or a poor fit between client and 
environment? Triggered by changes?

 Information from collaterals – especially family members, staff.

 Mental Status Examination – How do symptoms of mental 
disorder appear in ID clients?

 Interview – comfort level - rapport is key; watch for 
confabulation, confused timelines, efforts to appear “normal.”
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What to Look for with ID Clients - I I
 Testing – IQ (static); Adaptive Skills (dynamic); 

Psychosexual – Sociosexual Knowledge and 

Attitudes Test – Versions 1 & 2

 Diagnoses – DSM-V changes; MR now “Intellectual 

Developmental Disorder”; Asperger’s Disorder 

now subsumed under “Autism Spectrum 

Disorder.” 

 Interview – Sexual History, Sexual Knowledge, Client’s

View of Offending/Challenging Behaviors 
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Use of IQ Testing with ID Clients

 Heavily influenced by verbal ability, interactive ability, 

level of comfort.

 Must be compared with adaptive abilities (Scales of 

Independent Behavior – Revised, Vineland or other 

adaptive behavior scales).

 Serial IQ measurements.

 IQ scores must be balanced against evaluator’s 

observations of client during testing.
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Questions?
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How Does Mental Disorder Appear 
in ID Clients?

 Counterfeit sexual deviance (Hingsburger, Griffiths and 

Quinsey, 1991)

 Counterfeit psychosis – auditorization of thought, 

soliloquizing (Levitas and Silka, 2001)
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