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Risk assessment in the area of identification of violence has been dichotomized by several prominent researchers
as the “clinical approach” versus the “actuarial method”. The proponents of the actuarial approach argue for
actuarially derived decisions to replace existing clinical practice. The actuarial method requires no clinical input, just
a translation of the relevant material from the records to calculate the risk score. A risk appraisal approach based
upon a sole actuarial method raises several questions: those of public safety, peer-accepted standards of practice,
liability issues, and concordance with evidence-based medicine practice. We conclude that the sole actuarial

approach fails to satisfy these critical issues.
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Risk assessments of violence and sex offender recidi-
vism have been dichotomized by several prominent
researchers as the “clinical approach” versus the “ac-
tuarial method.” The proponents of the actuarial ap-
proach"  have long argued that clinical judgment is
bereft of accuracy and produces many more false pos-
itives (i.e., incorrect identification of individuals as
violent) than the actuarial model. Their argument is
that clinical judgment cannot be used to augment
predictions based upon actuarial instruments as such
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an approach leads to the compromise of accuracy.
Quinsey ez al.? argue for the actuarial approach,
through the use of actuarial instruments based on
atheoretical factor analysis of variables found in re-
cidivist samples. These authors also argue that actu-
arially derived decisions should replace existing clin-
ical practice.

One basis of the argument for a sole actuarial ap-
proach is the older studies which demonstrated that
clinician-based outcomes were less accurate than
those based upon empirically derived risk factors.?
Dawes et al.,? for example, cite a 1966 study reveal-
ing that none of 17 comparisons between actuarial
and clinical judgment favored clinical judgment.
While the actuarial proponents criticize human judg-
ment for its inaccuracy, it should be noted that more
recent research in this area has shown that clinicians
have been able to predict at moderate levels of accu-
racy shorter-term risk for assaultive behavior. In a
recent study, for example, Hoptman ez /4 found
that forensic psychiatrists were able to correctly pre-
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dict assaultive behavior at a 71 percent rate during
the first 12 weeks following hospital admission. This
finding not withstanding, the actuarial propo-
nents" ? have cited the instability of the human ele-
ment in clinical judgment. They noted, “. . . actuar-
ial procedures, unlike the human judge, always lead
to the same conclusion for a given data set” (p.
1671),% whereas in human judgment “random fluc-
tuations” decrease accuracy. These authors noted
that clinical judgments are “self-fulfilling prophe-
cies,” that clinicians have difficulty separating valid
from invalid variables, and that clinical experience is
based upon a skewed exposure to an ill population,
thereby fostering a tendency to emphasize the abnor-
mal and disregard other information.

The “actuarial only” proponents contend thac ac-
curate risk appraisal demands the use of stacistically
based models where clinician judgment is omitted.
Risk appraisal, thereby, would be simplified by the
use of an instrument that statistically identifies rele-
vant factors and weights, and calculates a numerical
risk score. The score would translate into descriptors
of “low,” “moderate,” or “high” risk.

Variables commonly used to predict general crim-
inal recidivism include a history of juvenile and adult
criminal behavior; being young; being unmarried;
having criminal associates and antisocial attitudes
and values; and psychopathy.> The Violence Risk
Appraisal Guide (VRAG),? an actuarial instrument
for the prediction of violent recidivism, considers
items such as age, marital status, criminal history,
Psychopathy Checklist® score, performance on con-
ditional release, victim injury and gender, history of
alcohol problems, psychiatric diagnosis of schizo-
phrenia or a personality disorder, and developmental
factors such as elementary school problems and sep-
aration from parents prior to age 16.”

A number of actuarial schemes have examined sex
offender recidivism. The Sex Offender Risk Assess-
ment Guide (SORAG)? is based upon a series of
statistically identified factors differentiating recidivists
from non-recidivists. Recidivism was defined as the
number of convictions for sex offenses. Other sex-of-
fender risk scales include the Rapid Risk Assessment of
Sex Offender Recidivism (RRASOR),”comprised of
four atheoretical factors derived from the results of a
factor analysis of seven follow-up studies and one repli-
cation sample. Recidivism was defined as detected sex
offenses. Hanson and Thornton’s Static-99,° an out-
growth of the RRASOR and a British actuarial instru-

ment, has 10 items including those that comprise the
RRASOR, as well as the elements of a sex offense
against a stranger, non-contact sexual offense, mari-
tal status, non-sexual assault, and the number of con-
victions greater than four. The Minnesota Sex
Offender Screening Tool-Revised (MnSost)” is divided
into “static” (fixed) and “dynamic” (changeable) vari-
ables (e.g., treatment and disciplinary history).

The “actuarial only” approach demands the re-
view of data contained in all available records. The
actuarial method requires no clinical input, just a
translation of the relevant material from the records
to calculate the risk score. Indeed, there is no com-
pelling reason for a clinician to be involved, as the
risk assessment can be completed by nonprofessional
individuals who have been trained to review charts
and record the information.

A risk appraisal approach based upon a sole actu-
arial method raises several questions that are the fo-
cus of this article:

1. Would the omission of clinicians in risk ap-
praisal serve the public safety needs adequately?

2. Would such an approach be considered to fall
within peer-accepted standards of practice?

3. Would the use of this approach satisfy judicially
defined parameters of risk assessment of violence by
the clinician as defined in key landmark cases?

4. Does the approach of actuarial risk assessment,
as the sole method, correspond with the methods
utilized by other areas of evidence-based medicine?

Omiission of Clinicians in Risk Appraisal:
Public Safety Needs and the Costs of
False Negatives

Since the original Tarasoff '° ruling, mental health
professionals have incurred increased responsibilicy
in the recognition and assessment of violence risk
potential in psychiatric patients. Subsequent case law
and legislation have charged mencal health profes-
sionals with the responsibility of identifying poten-
tially violent patients and protecting the public from
them. For example, in Macintosh v. Milano,'* the
court opined that a therapist was in a special position
of knowledge about the patients and that the thera-
pist assumed a high level of responsibility to take
measures to protect the identified victim. Several ju-
risdictions have codified clinician responsibility un-
der mandated reporting for patients who threaten to
harm readily identifiable third parties and have insti-
tuted involuntary hospitalization measures for indi-
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viduals who are potentially “dangerous to others.”'?

These cases and legislation reaffirm the notion that
clinicians are in a special position to make violence
risk assessment determinations, and can be held lia-
ble for their failure to do so. Whether sole actuarial
risk assessments discharge this duty is a critical issue.

The actuarial method emphasizes detected and
punished episodes of violence for an assessment of
high or even moderate risk for recidivism. Therefore,
the use of actuarial instruments alone may fail to
detect violence or sex-offender risk in a patient where
there is an idiosyncratic factor related to risk, thac is
not encompassed within the actuarial scheme. For
example, a patient suffering from a delusion that red-
headed women were out to harm him and who at-
tempted to assault a red-haired woman on a bus
would have this delusional belief as a violence risk
factor. Even without a prior detected act of killing or
injuring a red-headed female, the clinical approach
would assess the symptomatic presence of this delu-
sion as a significant risk factor for assaultive behavior.
An atheoretical actuarial scheme such as the VRAG?
does not identify delusional beliefs as a risk factor;
therefore, it would not place a great weight on this
variable. A rigid adherence to actuarial schemes as the
only method of violence risk assessment ignores the
contribution of idiosyncratic factors to violence po-
tential in individual cases as well as research suggest-
ing that a suspicious frame of mind in psychotic in-
dividuals is associated with assaultive potential.' '
Further, even researchers whose findings do not sup-
port that a subset of delusions is linked to violence
risk'> caution that their findings do not “disprove
clinical wisdom that holds that persons who have
acted violently in the past on the basis of their delu-
sions may well do so again” (p. 571). When there is
an association between assaultive behavior and a clear
psychiatric symptom, the prudent clinician should
consider all relevant clinical information in assessing
risk potential, not just those identified in one actu-
arial scheme.

Case Example

One of the most compelling arguments for not
utilizing a sole actuarial measure in evaluating risk
potential is the case of Jeffery Dahmer. As is widely
known, Dahmer was a Wisconsin serial killer and
necrophiliac who had 17 victims by the time of his
arrest. Dahmer had no prior history of arrest for vi-

olent or sex offenses. Utilizing the RRASOR actuar-
ial scheme for sex offender recidivism, Dahmer!'®
would have received a score of 0 for prior offenses
(none prior to the conviction for the 17 killings), a
score of 0 for age at release (older than age 25), a score
of 1 for having male victims, and a score of 1 for
nonrelated victims. The total RRASOR score of 2
would correspond to a 14.2 percent 5-year risk for
re-offense and a 21.1 percent 10-year risk for sexual
re-offense. By this method, Dahmer at the time of his
conviction for the 17 sex killings would fall in a low
range of risk for recidivism. The only factors that are
positive for risk would be Dahmer’s choice of un-
known male victims. His absence of prior convic-
tions and his age at the time of arrest as over 25 are
RRASOR factors negative for risk. The clinical data,
by contrast, tell another story. In the sanity phase of
the trial, psychiatric and psychological experts testi-
fied that Dahmer had a2 multiple-decade necrophiliac
obsession that was resistant to his attempts to control
sexual deviancy (e.g., via attempts to substitute man-
nequins for corpses)."

As is obvious, a clinically salient issue for Dahmer
was not represented in the actuarial tool: that of pre-
occupation with sexual deviance as well as behavior
not previously detected and subject to legal sanction.
This raises the question of sole reliance on an actuar-
ial instrument for sex-offender risk assessment when
one of the most infamous and dangerous sex-offend-
ers in recent history is assessed as a low risk. There-
fore, the scale’s constructor, Hanson,” cautions
against the use of the instrument as the sole method
of risk appraisal, and recommends adjustment of ac-
tuarially derived base rates for offense with other em-
pirically derived risk factors not included in the
scheme. The omission of critical clinical variables
such as diagnoses and behavior is an issue that re-
mains a relevant criticism of this tool and the sole
actuarial method in general. The non-consideration
of such essential predictive variables in risk appraisal
approaches may only be because of the difficulty in
quantifying them. Moreover, the expression of risk
in numerical form (e.g., 39% risk for a 10-year pe-
riod, as in the VRAG? and RRASOR?) may give the
appearance of a greater degree of accuracy and preci-
sion than in fact exists.'” It is evident that the use of
actuarial instruments in isolation does not provide
adequate identification of individuals who may be a
risk to public safety.
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Risk Appraisal Instruments Only: Is This a
Peer-Accepted Approach?

The argument raised by Quinsey et 2/.> and Grove
and Mechl' for an actuarial scheme as the sole ap-
proach is based on their opinion that clinical judg-
ment reduces the accuracy of the instrument. The
principal argument of these researchers' = is that ac-
tuarial instruments are data-driven and based upon
objective information related to risk, as opposed to
their contention that clinical opinion is not data-
driven but based upon subjective factors.'® The issue
that emerges is the extent to which this polarized
approach of the actuarial score as the sole assessment
of risk can be considered as a “peer-accepted”
method. This is of relevance in forensic contexts
where expert testimony is evaluated by judicial deci-
sion makers using standards set forth in Daubert'?
and Frye,?® where there is a consideration and reli-
ance on peer-accepted method. The U.S. Supreme
Court has, in relatively recent cases, established an
acceptable standard of practice for identifying and
treating potentially violent patients. The courts have
concluded generally that a thorough, comprehensive
assessment of the patient, including history, consti-
tutes an appropriate and defensible standard of prac-
tice 2122

Stone,? in discussing a recent and controversial
malpractice case, noted that forensic psychiatrists
have set procedures for the evaluation of violence,
and a failure to adhere to those procedures can result
in a negligent practice claim against a clinician, even
if the purported errors were procedural rather than
substantive. As a procedure, sole reliance on actuarial
instruments is unlikely to fall under the prescribed
standard of forensic practice and potentially can re-
sult in successful litigation against the clinician. Pro-
fessional associations have formulated guidelines
which direct the standard of practice.

While the American Psychiatric Association®* and
American Psychological Association®® guidelines are
designed for the ethical practice of psychiatry and
psychology, specialty guidelines have been formu-
lated for forensic practitioners. The American Acad-
emy of Psychiatry and Law’s “Ethical Guidelines for
the Practice of Forensic Psychiatry”?® endorses that
psychiatrists base their opinions, reports, and testi-
mony on all the data available to them. Psychiatric
standards for risk assessment include a focus on men-

tal status examination and diagnostic factors, as well
as historical variables such as past history of violence
and an identification of exacerbating and mitigating
factors of risk.?”>2® The “Specialty Guidelines for
Forensic Psychologists”” states clearly that “the fo-
rensic psychologist maintains professional integrity
by examining the issue at hand from all reasonable
perspectives, actively seeking information that will
differentially test plausible rival hypotheses™® (p.
661). Thus, with respect to all of the professional
associations’ general and specialty ethical guidelines,
limiting one’s scope of inquiry to a single actuarial
measure would not be construed as a prudent or
acceptable practice for the basis of a clinical-forensic
opinion on violence. Additionally, guidelines related
to psychological testing compel clinicians to use
these tools in ways they were intended and for sub-
jects that are relevant to the groups upon which the
tool was “normed.” Psychologists are urged to cau-
tiously interpret results of tests and to temper opin-
ions with the specific factors unique to the individual
being evaluated.>® *'

The rigid use of actuarial assessment as the sole
method of risk assessment does not represent the
general view of leading forensic researchers. Several
prominent forensic practitioners have developed a
comprehensive view of risk assessment employing
the benefits of actuarially derived methods, while rec-
ognizing the neccssitly of considering behavior con-
textually. Heilbrun®* has noted that risk appraisal
can be divided into two approaches. One, called the
prediction model, focuses on the probability of a
specified event’s occurrence within a given future
time period. The other, called the control model,
relates to identifying the factors that reduce the risk
ofan event (e.g., violent act) occurring. The nature of
risk factors in a prediction model maximizes predic-
tive accuracy and can be based upon static (i.e., not
changeable, such as number of prior arrests) or dy-
namic (i.e., changeable via intervention or other in-
fluences, such as participation in treatment) factors.
The control model would target such dynamic fac-
tors to manage and reduce the risk for an event’s
occurrence, such as violent or sexual assault.

Heilbrun®? advocates matching forensic assess-
ments to legal demands. He suggests that the predic-
tion model is appropriate for legal decision-making
in which a single decision must be formed by the
most accurate available information and where there
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is no continued jurisdiction (e.g., completion of
commitment as a sexual predator). However, where
there is ongoing legal decision-making and juris-
diction, a control model may be more appropriate
(e.g., continued NGRI commitments, adult and
juvenile probation decisions, restoration of com-
petence to stand trial, continued sexual predator
commitments). Thus, it is argued that the practice
of risk assessment should be sensitive to the legal
issue.

Other forensic practitioners have developed a
structured approach to integrating clinical judgment
into risk assessments.>> >* Hanson and Thornton,®
the developers of the Static-99 sex-offender risk scale,
have cautioned that evaluators need to consider the
unique features of the individual which limit the ap-
plicability of the scale in making their assessments.
They advocate a method beginning with a risk pre-
diction provided by an actuarial risk scale, and then
considering empirically validated dynamic risk fac-
tors and adjusting the risk predictions up or down
accordingly. Sex- offender risk scales that include an
assessment of dynamic factors (e.g., Structured Risk
Assessment and others)**™7 require the use of
clinical judgment in weighting the aggravating
and protective factors related to risk (e.g., sexual
interest; distorted attitudes about sexual deviance,
emotional functioning, and self-management.
Other researchers are in the process of develop-
ing systems that examine changeable risk factors
such as the role of intimacy deficits, negative social
influences, emotional instability, substance abuse
problems, and lack of compliance with commu-
nity supervision to enhance risk prediction. The
methodology is intended to begin with a risk level
based upon a static calculation (e.g., score based
on an actuarial instrument such as the Static-99)%
and amended based upon the risk level as calcu-
lated using the dynamic factors. Thornton’s®’
work in the United Kingdom, though preliminary,
has found that an integrated approach to sex-
offender risk assessment improves predictive accu-
racy over the actuarial approach alone. It is the
unguided clinical method, when compared to ac-
tuarial risk assessment, which has low predictive
accuracy for sex-offender recidivism.>® However,
when clinical judgment is guided by research-
identified risk factors, the predictive accuracy for
risk is much improved.*

Actuarial Risk Apprasial: Does It Meet
Judicially Defined Parameters of
Clinicians’ Risk Assessment of Violence as
Identified in Key Landmark Cases?

Courts have ruled and clarified the clinician’s re-
sponsibility for their patients’ violent behavior. The
following cases are used to illustrate judicial decision
making regarding the parameters of risk assessment
made by clinicians.

Petersen v. Washington

In Petersen,® the clinician was held responsible for
the violent acts of a released psychiatric patient be-
cause of a failure to conduct an adequate risk assess-
ment. The patient was known by the mental health
hospital staff to be a chronic PCP abuser, under
court-mandated treatment with a history of bizarre
delusional behavior. Five days after release from the
hospital and while under the influence of drugs, the
patient struck the car of Petersen. The history con-
tained references that the patient had been noncom-
pliant with psychiatric medications. At the time of
the patient’s release, he was described as fully recov-
ered from a drug-related schizophrenic reaction.

The Petersen court™ relied on the standard of cli-
nicians taking “reasonable precautions” and cited the
patient’s mental illness, drug addiction and history of
medication noncompliance as risk factors which
should have alerted the clinician to seek an extension
of involuntary commitment. The question raised is
whether the administration of an actuarial risk
scheme such as the VRAG and its score alone would
be sufficient to alert the clinician about a patient’s
risk and thus impel the clinician to take “reasonable
precautions.” Additionally, relying solely on the
VRAG would not assist the clinician in understand-
ing the unique relevant factors that underlie and pro-
duce violence in this specific patient, namely, the
interaction between medication noncompliance,
sexually related injurious behavior to self and others,
and the dual diagnosis of psychosis and severe drug
addiction.

Perreira v. State of Colorado

In this case,* the spouse of a slain police officer
brought suit against a state mental hospital and psy-
chiatrist for the release of a psychiatric patient who
killed her husband. The patient committed this act
four months after discharge from the hospital. The
patient had a diagnosis of paranoid schizophrenia. At
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the time of a second and third hospital admission
that year, he complained that the police were con-
wrolling his thoughts, burning his feet and ears with a
radiation gun, interfering with his mail, and causing
problems with his car. He was involuntarily hospital-
ized for almost two months, during which time he
refused medications; the staff did not obtain a court
order for involuntary medication. At the time of re-
lease, the patient refused to take antipsychotic med-
ications.

The court ruled that the psychiatrist had a legal
duty to exercise due care when considering the release
of a mentally ill and dangerous patient, and to con-
sider the public safety. The court defined the exercise
of “reasonable care” as, “If a patient manifests what
might appear to be violent propensities, but the psy-
chiatrist conducts a thorough evaluation of the pa-
tient’s mental condition and violence and then
makes a good faith decision, in accordance with ac-
cepted psychiatric practices, that the patient does not
have a propensity for violence and releases the pa-
tient, the psychiatrist will have complied with his
legal responsibility” (p. 1218).%

While Quinsey ez al.? note that “[a)ctuarial meth-
ods are too good and clinical judgments too poor to
risk contaminating the former with the latter.”
(p.171), the Perriera court*® judgment would sug-
gest that this approach would fall below the accepted
standard of care. The Perriera court*® cited an inte-
grative approach that is individually based; chat is,
balancing the “various therapeutic conditions” con-
cerning the patient, and making a “good faith deci-
sion in accordance with accepted psychiatric prac-
tices.” There is no indication either by the American
Psychiatric Association’s ethical standards of prac-
tice?® or by that of the American Psychological Asso-
ciation®® that the use of an actuarial instrument as
the sole assessment tool would meet the threshold for
an accepted practice.

In re Dennis Darol Linehan

The Linehan*' case involved the civil commit-
ment of the appellant under Minnesota’s Sexually
Dangerous Persons Act. Linehan, a 54-year-old
male, had a history that was notable for sexually de-
viant behavior beginning at age 15 (pulling down the
shorts of a 4-year-old girl) which resulted in reform
school placement. Subsequently, at age 19 he had
intercourse with a 13-year-old girl; atage 22 heand a
friend beat and raped a victim; at age 23, after win-

dow-peeping, he killed a 14-year-old girl he was ac-
tempring to sexually assault, and prior to his arrest
one month later, he committed two sexual assaults,
one being a rape. Linehan*' was sentenced to prison,
and while there in 1975 he escaped and assaulted a
12-year-old in Michigan for which he was convicted
of assault with intent to commit criminal sexual mis-
conduct. Upon the enactment of the Minnesota Sex-
ually Dangerous Persons Act in 1995, the state
moved to civilly commit Linehan, and the matter was
taken to the state’s district, appellate, and Supreme
Court levels. The Minnesota Supreme Court?! 42
ruling in Linehan addressed the issue of actuarial risk
assessment in sexually violent predator civil commit-
ments.

Linehan argued that “actuarial methods of predic-
tion founded on base rate recidivism statistics are
more accurate than ‘clinical’ predictions, and there-
fore violence predictions must rely on the former”
(p- 189). A clinical psychologist for the defense tes-
tified at Linehan’s initial commitment hearing that
“multi-factor ‘clinical’ predictions based on an exam-
iner’s experience and judgment are generally less ac-
curate than ‘actuarial’ predictions founded on well-
tailored base rate statistics” (p. 177). In a review
hearing of the commitment, Linehan submitted ev-
idence by a well-known actuarial proponent who tes-
tified as to the accuracy of clinical versus actuarial
predictions. This psychologist used a hypothetical
base rate of 18 percent from a study of child molester
recidivism, and indicated that even if Linehan were
to be in that group of re-offending child molesters,
the base rate for recidivism was low, and clinical pre-
dictive accuracy would thereby also be low.*! The
base-rate of 18 percent by actuarial estimation of
Linehan’s risk for sex offending was used to argue
that the level of risk was low, and thereby did not rise
to the higher legislative threshold of “likely to” en-
gage in harmful sexual conduct in the future.

The Minnesota Supreme Court rejected Linchan’s
argument stating that he did not provide any statu-
tory or precedential support that actuarial methods
or base rates should be the sole method employed.
Moreover, the Supreme Court noted that the districe
court did not rely only on clinical prediction, but
that the district court analyzed both base rate statis-
tics and case-specific facts. Indeed, the Court ap-
proved the application of guidelines for violence pre-
diction used in an earlier Linehan case; namely, a
multifactor analysis using six factors: relevant demo-
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graphic characteristics; history of violent behavior;
base rate statistics for violent behavior among indi-
viduals of this person’s background; sources of stress
in the environment; similarity of present and future
contexts to those in which violence has been used in
the past; and record of sex therapy. The Court noted,
“contrary to Linehan’s assertions, violence predic-
tion under the SVP Act, is not simply a matter for
statisticians” (p. 91).

In re the Commitment of Peter Kienitz

The Kienitz case? involved the civil commitment
of the appellant under Wisconsin’s sexually violent
person law. Kienitz had a long history of sexual vio-
lence beginning with a 1963 conviction of indecent
behavior with a child, followed by a 1966 probation
violation related to molesting young boys that re-
sulted in a prison sentence. He was released from
prison in 1973; in November of 1977, he was found
tying up young boys and fondling their genitals. Af-
ter a conviction for first degree sexual assault, he was
committed to the Department of Health Services
and placed on probation. In September of 1980, he
was arrested for assaulting two 13-year-old boys in a
park by tying them to a tree, pulling their shorts over
their heads, and fondling their genitals. He was sen-
tenced to state prison and ordered into treatment at
Mendota Mental Health Institute. Kienitz was con-
ditionally released in March of 1988, but the release
was revoked due to seven instances of parole viola-
tions.

The issue at trial, with testimony taken from both
expert and lay witnesses, was whether there was a
substantial probability that Kienitz would engage in
future acts of sexual violence. Both the state and de-
fense experts agreed that Kienitz suffered from the
mental disorder pedophilia. The defense expert ar-
gued that Kienitz had a 48 percent chance of recidi-
vism in a 10-year period, and made this determina-
tion on the basis of an actuarial method, the VRAG.
The relevance of this percentage is that it could be
argued that 48 percent risk does not meet the “likely
to” legislative threshold for risk interpreted by some
to mean anything over 50 percent. Lay witnesses tes-
tified that they had observed Kienitz having contact
with young children while on probation, that he had
photos and the phone numbers of children among
his possessions, and that he carried rope and a knife
in his backpack. Additionally, a nurse testified that
Kienitz received pornographic pictures of children in

the mail while at the Mendota Mental Health Insti-
tute in 1994 and attempted to sell computer diskettes
to children in 1995. One of the issues raised on ap-
peal was whether sufficient evidence, based on expert
testimony, was presented to support “substantial
probability” that Kienitz would engage in future acts
of sexual violence.

Addressing this issue, the Wisconsin Supreme
Court concurred with the lower court’s assessment
that it was not obliged to accept the weight assigned
by the defense expert to the VRAG score, and “rely
solely on that score as a measure of probability” (p.
717). Rather, the trier of fact accepts the testimony it
finds credible. The Wisconsin Court noted and con-
curred with the lower court’s weighting of significant
factors such as Kienitz's 25-year criminal history with
little improvement despite incarceration and treat-
ment, his deliberate violations of the conditions of
parole, his denial that he needs treatment, and his
procurement of materials about children. Based on
this evidence, the Wisconsin Supreme Court wrote
that the circuit court was entitled to opine that Klen-
itz was more likely than not to re-offend and that he
was a sexually violent predator beyond a reasonable
doubt. The Wisconsin Supreme Court’s ruling in
this case addressed the issue of the reasonableness of
weighing factors idiosyncratic to the individual
which are relevant to his risk for re-offense, and not
of adhering rigidly to a numerical value derived from
an actuarial risk instrument.

Actuarial Risk Assessment As the Sole
Method: Correspondence with Other
Areas of Evidence-Based Medicine

There has been an increasing recognition of dis-
cordance between the clinical practice of medicine
and research information. A practice and process of
“evidence-based medicine” has been developed in an
attempt to inform clinicians about current research
findings. The practice of evidence-based medicine
involves the integration of individual clinical exper-
tise with available information from systematic re-
search, recognizing that no individual patient is truly
representative of a research cohort. As noted by Sack-
ett ez al.,** evidence-based medicine is not a “cook-
book” approach and requires a method integrating
“the best external evidence with individual clinical
expertise and patient choice” (p. 3).

Braitman and Davidkoff,** using a study of prog-
nosis in skin cancer patients, provide a method for
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appraising a model for the prediction of clinical states
in individual patients on the basis of actuarial risk
models in medicine. These authors discussed a rea-
soning process clinicians should consider in utilizing
risk studies predicting clinical outcome. Seven crite-
ria were listed by Braitman and Davidkoff,** five of
which concerned the applicability of the model to the
specific patient. These seven criteria are examined in
detail below with regard to the issue of risk assess-
ments. Braitman and Davidkoff*> suggest that for a
specific patient, one negative response to any of these
seven questions should disqualify use of the model
for that patient. The careful approach demonstrated
in this oncology study underscores the limitations of
the actuarial methods, which do not pass the critical
questions suggested by Braitman and Davidkoff.**
This is of significant interest given the methodolog-
ical limitations in the actuarial risk studies. In apply-
ing Braitman and Davidkoffs** seven questions to
violence and sex-offender risk assessment actuarial
tools, we also find significant shortcomings. Would
the specific patient have been eligible to participate
in the study?

The population base for the actuarial models is not
discussed as a limitation in the application and gen-
eralizability of the model. For example, the VRAG
and SORAG? actuarial tools are based largely upon a
restricted sample (e.g., Canadian prisoners or psychi-
atric patients). This issue points to a related criticism
of actuarial models, viz, that the patients entered in
the study may not be representative of the popula-
tion, or they may not be representative of the indi-
vidual to whom the model is being applied.*® The
RRASOR? and Static-99° risk factors were identified
on the basis of a meta-analytic study® of 61 data sets
from 1943 to 1995 and spanning several countries
(Western Europe, Canada, United States, and oth-
ers). The methodology in the compilation of these
data sets varies across a number of issues. There was
not uniform consensus in the definition of outcome;
for example, whether sex-offender recidivism re-
ferred to arrest or conviction. The legal definition of
sex crimes may have changed through the years from
1943 to 1995, as well as varied by region within a
country and/or nations. Also, there were differences
in law enforcement and judicial practices regarding
the detection and punishment of sex crimes. A fur-
ther problem is that evidence-based methods would,
in all likelihood, have excluded many of the studies
due to methodological shortcomings. Therefore, the

applicability of the factor analysis from this meta-
analytic study to the individual patient is limited by
the extent to which that individual is represented in
the actuarial developmental and validation samples.
For example, a clinician in the United States evalu-
ating an ethnic gang member from the inner city,
who was raised in juvenile hall and has drug-related
psychosis and rape offenses, may have problems ren-
dering predictions about risk on the basis of a factor-
analytic study where such an individual was not rep-
resented in the normative base. As is evident in this
example, the response to Braitman and DavidkofFs*>
first question would have to be negative. Does the
outcome in the study reflect the clinical outcome to
be predicted?

Studies used to make survival prognosis have spe-
cific and comprehensively measured findings; for ex-
ample, the number of people alive at ten years, in the
study group, after removal of a melanoma in the
study group.*” Outcome variables in violence and
sex-offender recidivism are not comprehensively
measured. That is, every instance of the actual behav-
ior is not counted; rather, the focus is on “caught”
behaviors. There is general agreement that instances
of detected violent or sex offenses underestimate the
true rate of recidivism,*® 4° thereby inherently rais-
ing the risk of false negatives and seriously underes-
timating the risk of a given individual. Are all the
variables available for the patient on whom the
model is to be used?

Many of the actuarial models require information
that may not be relevant to the patient’s risk, such as
living with biological parents to the age of sixteen for
an individual who was raised in an extended versus
nuclear family environment. Another problem may
be that the documentation may not be available to
rate a risk factor; for example, the Psychopathy
Checklist-Revised,® which requires juvenile delin-
quency history. This is a minor criticism of the actu-
arial application as the method may be useful in in-
stances where the specific information targeted by
the tool could be obtained. Will this outcome prob-
ability assist inpatient care?

The actuarial models are limited primarily to
“static” or unchangeable variables. Additionally, the
models are not targeted toward assessing patient
treatment potential or management. The actuarial
models were derived for the purpose of making ab-
solute predictions of the behavior reoccurring in a
specific time period. Such models do not emphasize
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the measurement of individual change based upon
treatment intervention, or placement in community
programs which might mitigate risk (e.g., placement
in a residential drug program for the individual with
drug-related violence). Is the degree of uncertainty in
the probability estimate, (i.e., confidence intervals)
small enough for it to be useful in making a predic-
tion?

Confidence intervals are not typically specified in
the actuarial violence or sex offender risk models.
Rather, the scores give an estimate of the probability
of re-offense over a specified period of time. There-
fore, this element would be difficult to assess with
most of the actuarial models in violence and sex-
offender risk assessment. There has been an attempt
by some® to develop actuarial tables, but these are
limited by small cell numbers and lack of external
cross-validation. How well does the model fit the
data; i.e., what is the relationship between the mod-
el’s estimate and the actual data for the subjects in the
study?

This element is difficult to assess in sex offender
and violence risk assessment due to the ambiguity of
outcome. The actual study data are often flawed be-
cause the measurement of violence or sex-offense re-
cidivism may have to be based upon estimates and
not actual findings. In the RRASOR,” the risk num-
bers for 10-year sexual recidivism risk are estimated
at the highest risk range and not based upon actual
individuals; i.e., no individuals fell in the highest risk
range in the RRASOR developmental or cross-vali-
dated samples. Additionally, there is the thorny issue
of defining populations as sexual or violent “recidi-
vists” versus “non-recidivists” when there is insuffi-
cient data to conclusively state, as there would be in
mortality rates, that there is no overlap between the
populations. That is, for most violence and sex-of-
fender recidivism scales, outcome is based upon
criminal databases or “caught behaviors.” Significant
differences in rates of occurrence may exist between a
person’s actual behavior and the caught behaviors.
That is, a paroled child molester who has no subse-
quent rearrest for sex offenses, but who has sex with
“child prostitutes,” would fall in the “non-recidivist”
group, despite having manifested an entrenched pat-
tern of pedophilia. The issue becomes one of defini-
tion rather than actual behavior. The actuarial mod-
els based on such subjective sampling are thereby
inherently flawed. Is the model more accurate than

chance and traditional methods, and does the model
have follow-up darta?

The actuarial risk model’s utility in violence and
sex-offender risk appraisal is more accurate for sub-
jects who are highly consistent with the normative
sample. As noted in our examples within the text of
this article, there are instances where there is reduced
applicability of the actuarial model when the individ-
ual’s risk factors do not reflect the study population
and are not addressed in the actuarial scheme. The
predictive accuracy of the tool is directly impacted by
the actual risk factors for an individual. This is the
difference between what is called an “idiographic”
approach and a “nomothetic” one. The idiographic
approach relies upon person-specific factors for risk,
while the nomothetic approach utilizes large group
norms. The translation of a nomothetic (actuarial
score) to the idiographic (application to the individ-
ual) is where a combined approach may be superior
to sole reliance on one method versus the other. In
psychological assessment, for example, normative
data are the starting point for interpretation of find-
ings in personality tests such as the MMPI-2 or neu-
ropsychological measures. As Stricker and Gold'
noted recently, “It is the clinician’s responsibility to
use the numbers and data as a starting point for de-
scribing the unique individual” (p. 241). These au-
thors recommend a “configurational integrative
model” of assessment where norms from group data
are adjusted to the individual. This approach repre-
sents a more complex assessment in which there is
not sole reliance upon one or another method.

Conclusions

The courts have clearly outlined clinicians’ re-
sponsibility for identification of factors that predict
sexual and general violence. Clinicians have a legal
and ethical responsibility to identify and understand
the specific operative factors that place their clients at
risk for violence. The onus, therefore, is upon clini-
cians and researchers to develop techniques to assess
accurately and reliably individuals’ risk of violence.
While researchers have contributed significantly to
the identification of some general factors highly as-
sociated with violent recidivism, the responsibility of
the clinician is to understand how these factors are
represented in the specific patient. The best strategies
are based upon a solid theoretical framework, clinical
acumen and actuarial data. Risk appraisal should be
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based upon guided clinical judgment by forensically
trained clinicians.

Utilization of a single model, based exclusively on
group norms, is tantamount to predicting that every
individual is best described by a mean. Clearly this is
both clinically and statistically incorrect. Leading re-
searchers and theoreticians have identified and advo-
cated a heteromethod®' for understanding the rele-
vant prediction factors for any future event. Such
factors would include mitigating and aggravating risk
factors. This approach is widely used in medicine
where the relevance of the patient’s unique individ-
ual strengths and weaknesses is considered when de-
termining treatment options and likely outcome. Ev-
idence-based medicine, in particular, is based upon
the notion that individual patients typically differ
from study samples in various ways and that clinical
judgment must be utilized to determine how these
differences impact the prognosis .*! These models do
not support the “actuarial only” advocates.* 3

Assessment for any purpose is a complex enter-
prise requiring understanding of research-based as-
sessment tools and a solid theoretical framework that
guides acquisition of relevant individual (clinical) in-
formation. Neither clinical judgment unguided by
the research literature nor the use of a sole actuarial
model would meet judicially determined or profes-
sional standards of practice. Integrating these data is
the acceptable standard of practice and underlies ev-
ery cautionary caveat inscribed in computer-gener-
ated assessment tools. Each caveat underscores the
clinician’s responsibility to utilize the individual’s
unique factors to interpret the results of a given test.
This same caution must be applied to actuarial tools.
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