
 

  

 

                                                      

MCMI-III PERSONALITY TYPOLOGIES OF INCARCERATED MALE  

CHILD MOLESTERS 

_____________________________________________________ 

 

A thesis submitted in partial fulfilment of the requirements for the Degree 

Of Doctor of Philosophy in Forensic Psychology 

In the University of Canterbury 

By  

Zhiyan Basharati  

University of Canterbury 

2017 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



2 

 

 

 

Table of Contents 

Acknowledgments...................................................................................................................... 6 

Abstract ...................................................................................................................................... 7 

CHAPTER ONE ........................................................................................................................ 8 

1.1. Introduction ................................................................................................................. 8 

1.2. Prevalence of sexual offending in New Zealand ......................................................... 8 

1.3. Heterogeneity among Sex Offenders ............................................................................... 9 

1.4. Theoretical Background and Personality ....................................................................... 10 

1.5. Personality Assessments ................................................................................................ 11 

1.6. Review of studies using the MCMI ............................................................................... 14 

1.7.  Kia Marama Special Treatment Unit ............................................................................ 22 

1.8. Definition of Child Sex Offender .................................................................................. 27 

1.9. Thesis Structure ............................................................................................................. 28 

CHAPTER TWO ..................................................................................................................... 30 

2.1. Abstract .......................................................................................................................... 30 

2.2. Introduction ................................................................................................................... 31 

2.3. Current Study ................................................................................................................. 37 

2.4. Method ........................................................................................................................... 38 

Setting ................................................................................................................................ 38 

2.4.1 Referral to the Kia Marama Treatment Programme for Child Molesters ............... 38 

2.4.2. Assessment of the Kia Marama Treatment Programme for Child Molesters ......... 38 

2.4.3. Overall Structure at the Kia Marama Treatment Programme for Child Molesters 39 

2.4.4. Subjects.................................................................................................................... 41 

2.5. Measures ........................................................................................................................ 42 

2.5.1. The MCMI ............................................................................................................... 42 

2.5.2. Data Analysis .......................................................................................................... 43 

2.6. Results ........................................................................................................................... 45 

2.7. Discussion ...................................................................................................................... 57 

CHAPTER THREE ................................................................................................................. 67 

3.1. Abstract .......................................................................................................................... 67 

    3.2. Introduction……………………………………………………………………………68 

3.3. Method ........................................................................................................................... 77 

3.3.1. Subjects.................................................................................................................... 77 

3.3.1. Setting ...................................................................................................................... 78 

3.3.2. Referral to the Kia Marama Treatment Programme for Child Molesters .............. 78 

3.4. Measures ........................................................................................................................ 79 

3.4.1. The MCMI ............................................................................................................... 79 



3 

 

 

 

3.4.2. Beck Depression Inventory...................................................................................... 81 

3.4.3. State Trait Anxiety Inventory (STAI) ...................................................................... 81 

3.4.4. State-Trait Anger Expression Inventory (STAXI) ................................................... 82 

3.4.5. Social Self Esteem Inventory (SSEI)........................................................................ 82 

3.4.6. Fear of Intimacy Scale (FIS) ................................................................................... 82 

3.4.7. Revised University of California Loneliness Scale (UCLS) .................................... 83 

3.4.8. Social Avoidance and Distress Scale (SADS) ......................................................... 83 

3.4.9. Assertion Inventory (AI) .......................................................................................... 83 

3.4.10. Adult Nowicki-Strickland Internal External Scale (ANSIE) ................................. 84 

3.4.11. Marlowe-Crowne Social Desirability Inventory (M-CSDI) .................................. 84 

3.4.12. Abel & Becker Cognitive Scale (ABCS) ................................................................ 84 

3.4.13. Hostility Towards Women Scale (HTWS) ............................................................. 85 

3.4.14. Rape Myth Acceptance Scale (RMAS) .................................................................. 85 

3.4.15. Wilson Sex Fantasy Questionnaire (WSFQ) ......................................................... 85 

3.4.16. Automated sexual Recidivism Scale (ASRS).......................................................... 86 

3.4.17. Psychometric measures of dynamic risk factors. .................................................. 86 

3.4.18. Data Analysis ........................................................................................................ 87 

3.4. Results ........................................................................................................................... 88 

3.5. Discussion .................................................................................................................... 101 

CHAPTER FOUR .................................................................................................................. 106 

4.1. Abstract ........................................................................................................................ 106 

4.2. Introduction ................................................................................................................. 107 

4.3. Current study ............................................................................................................... 113 

4.4. Method ......................................................................................................................... 115 

4.4.1. Subjects.................................................................................................................. 115 

4.4.2. Setting .................................................................................................................... 118 

4.4.3. Referral to the Kia Marama Treatment Programme for Child Molesters ............ 118 

4.5. Measures ...................................................................................................................... 119 

4.5.1. The MCMI ............................................................................................................. 119 

4.5.2. Automated Sexual Recidivism Scale (ASRS) ......................................................... 121 

4.5.3. Recidivism ............................................................................................................. 122 

4.5.4. Data Analysis ........................................................................................................ 122 

4.6. Results ......................................................................................................................... 124 

4.6.1. Demographic and offence information ................................................................. 124 

4.6.2. Correlations between MCMI-III Subscales, Overall ASRS Scores and Recidivism

 ......................................................................................................................................... 124 

4.6.3. Cox regression with MCMI-III Subscales and Sexual Recidivism ........................ 127 



4 

 

 

 

4.6.4. Cox regression with MCMI-III Subscales and Violent Recidivism ....................... 129 

4.6.5. Cox regression with MCMI-III Subscales and General Recidivism ..................... 131 

4.6.6. Kaplan-Meier Survival Analysis ........................................................................... 133 

4.7. Discussion .................................................................................................................... 135 

CHAPTER FIVE ................................................................................................................... 141 

5.1. Summary of research findings ..................................................................................... 141 

5.2. Concluding Comments ................................................................................................ 148 

Appendix A ................................................................................................................................ 1 

References …………………………………………………………………………………151 

 

List of Figures 

Figure 2. 1 MCMI-III subscales base rate (BR) scores for 11 subscales for the Kia Marama 

sample. ..................................................................................................................................... 46 

Figure 2. 2 Mean base rate score on each of the MCMI-III personality scales for the four 

clusters derived from K-means clustering. .............................................................................. 48 

 Figure 2. 3 Relationship between the current study clusters base rate scores in relation to 

Wales’s and Blackburn’s cluster base rate scores. ................................................................... 54 

 

Figure 4. 1 Differences between the four clusters and dynamic risk pre-treatment measuring 

social inadequacy (F1), sexual interests (F2), anger/hostility (F3), also, pro-offending 

attitudes (F4), and overall average. .......................................................................................... 97 

Figure 4. 2  Standardized score differences between the four clusters and dynamic risk pre 

and post treatment change measuring social inadequacy (F1), sexual interests (F2), 

anger/hostility (F3), also, pro-offending attitudes (F4), and overall average. ......................... 98 

Figure 4. 3 Survival Curve for High-Low risk clusters. ........................................................ 134 

 

List of Tables                                                                                                                                         

Table 2. 1 Percentage of diagnostic BR scores on the MCMI-III subscales ........................... 47 

Table 2. 2 Differences between the four clusters on each of the 11 MCMI-III subscales ....... 49 

Table 2. 3 Matching of present study MCMI-III clusters in relation to Wales’s and 

Blackburn’s clusters. ................................................................................................................ 51 

Table 2. 4 Relationship between the current study clusters base rate scores in relation to 

Wales’s and Blackburn’s cluster base rate scores. ................................................................... 56 

 

Table 3. 1 Differences between the four clusters and psychometric scales in pre-treatment 

measuring social inadequacy (F1), sexual interests (F2), anger/hostility (F3), and pro-

offending attitudes (F4)………………………………………………………………………91 

Table 3. 2 Differences between the four clusters and standardized change scores between pre-

treatment and post-treatment on psychometric scales measuring social inadequacy (F1), 

sexual interests (F2), anger/hostility (F3), and pro-offending attitudes (F4)………………...93 



5 

 

 

 

Table 3. 3 Differences between the four clusters dynamic risk pre-treatment and standardized 

pre and post treatment change score measuring social inadequacy (F1), sexual interests (F2), 

anger/hostility (F3), pro-offending attitudes (F4) and overall average………………………96  

 

Table 4. 1 Differences between the four clusters and ASRS Items post-treatment. ................ 99 

Table 4. 2 Sample percentage for marital status, education, and income-bracket ................. 117 

Table 4. 3 Correlations between 11 of the MCMI-III subscales and Recidivism Variables 

including: Sexual Recidivism, Violent Recidivism, also General Recidivism. ..................... 126 

Table 4. 4 Correlation between Overall ASRS scores and 11 of the MCMI-III subscales. .. 127 

Table 4. 5 Sexual Recidivism for High-Low risk Clusters .................................................... 134 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



6 

Acknowledgments 

I would like to sincerely thank my senior supervisor, Professor Randolph Grace for his 

guidance and wisdom, particularly for his direction in the statistical input through my PhD 

studies.  I would like to express my gratitude to Dr Sarah Christofferson for her assistance in 

editing my work and in helping me to interpret the profile of the personality clusters in my 

study.  I would like to thank the Department of Corrections for allowing me to use their data 

and I hope my research will be of some use in adding to the knowledge for the Kia Marama 

treatment programme.  

There are not enough words to describe how thankful I am to my lovely parents Miriam and 

Salar. Thank you to all my awesome siblings who have been very patient throughout my PhD 

journey and for stepping in when I need support. Special acknowledgments to all my friends 

who have been there for me during the course of my PhD journey, the thoughtful messages 

and words of endless support and love had given me hope to carry on. I am truly blessed to 

have my family and friends love and support.   



7 

 

 

 

Abstract 

 

 Sub-typing sexual offenders according to personality types may be useful in 

developing and implementing treatment rehabilitation. The purpose of this research was to 

examine personality subscales by using the Millon Clinical Multiaxial Inventory (MCMI-III; 

Millon, 1997) among convicted male sexual offenders from one group: child molesters, in-

order to gain insight into and identify possible personality clusters of child molesters. This 

study used a sample of 358 male sexual offenders against children who completed the Kia 

Marama treatment programme between 1993 and 2007. The subjects MCMI-III base rate 

scores was divided into four groups using k-means cluster analysis. Three studies were 

carried out. Study one’s main goal was to establish the validity of the four MCMI-III clusters 

that was initially proposed by the previous study of Wales (2005). The present study cluster 

centroids were significantly correlated (r=.72) with those reported by Wales (2005). The 

second study goal was to use the identified four MCMI-III personality cluster profiles and 

compare them on a range of psychometric self-reports measures administered at Kia Marama 

prior to and following treatment. Pre-treatment psychometric self-report measures and 

clusters suggested that child molesters who came through the Kia Marama pre-treatment 

programme reported difficulties. Study three’s aim was to examine the relationship between 

the MCMI-III subscales base rate scores and specifically sexual recidivism as well as overall 

ASRS scores. Findings showed significant relationships between the MCMI-III subscales and 

sexual recidivism as well as overall Automated Sexual Recidivism Scale (ASRS; Skelton, 

Riley, Wales, & Vess, 2006). Further in study three, we used the identified four MCMI-III 

subscale clusters centroids that were identified in study 2 and combined them into high and 

low risk clusters. The high and low risk MCMI-III clusters were able to significantly predict 

sexual recidivism.  
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CHAPTER ONE 

1.1. Introduction 

This dissertation forms the criteria for partial fulfilment of the requirement for the degree 

of Doctor of Philosophy in the area of Forensic Psychology. The overall aim is to examine 

personality profiles among convicted male sexual offenders from one group: child molesters, 

in-order to gain insight into personality and identify possible sub-groups of child molesters as 

measured by the Millon Clinical Multiaxial Inventory (MCMI-III; Millon, 1997). This 

introduction will aim to give a brief outline of the definition of child offenders; heterogeneity 

among sex offenders; theoretical background of personality; personality assessments; review 

of studies using MCMI in the sex offender sample; and the Kia Marama Special Treatment 

Unit.  

 

1.2. Prevalence of sexual offending in New Zealand 

 

 Sexual offending is a serious societal and public health problem. In 2010-2011, police 

attended 96,627 incidents against children (aged 16 and younger) under family violence 

(Ministry of Justice, 2013). The Ministry of Justice (2016) reported an estimated 186,000 

sexual offences were committed in 2013. The Department of Corrections states prisoners 

serving sentences for sex offences make up around 20 percent of the New Zealand prison 

population (Nadesu, 2011). Between January 2001 and December 2003 reconviction and re-

imprisonment of 1100 male sex offenders who were released from prison during the 36-

month period show 63 percent were imprisoned for sex offences against children (Nadesu, 

2011). Looking more specifically at sex offences against children, the highest proportion 

were imprisoned for indecent assault (31%), followed by unlawful sexual connection (30%), 

and rape (24%). Attempts at preventing sexual offending will be most effective when they are 

based on a robust aetiological understanding (Nadesu, 2011).  
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1.3. Heterogeneity among Sex Offenders  

Sex offenders are a heterogeneous group with regard to their offence and victim 

characteristics, interpersonal skills, cognitive functioning, and psychopathology (Knight & 

Prentky, 1993). Although recorded sex offences are relatively rare compared to other types of 

offences, it is well known that sex offences are under-reported (Groth & Loredo, 1981; 

Hendriks & Bijleveld, 2008). Estimated rates of under-reported sex offences are reported as 

between 50% to 96% (Hendriks & Bijleveld, 2008). According to a five year follow-up study 

by the Department of Corrections in New Zealand, published in 2011, the vast majority of 

sexual offences are either not reported by the victims or not resolved by the police (Nadesu, 

2011). This indicates that conviction histories of sex offenders in New Zealand are often 

unrepresentative of the actual offending behaviours (Nadesu, 2011). Based on the studies 

above it can be inferred that grouping sex offenders’ treatment and rehabilitation as one 

homogenous group is an issue because there needs to be a breakdown of sexual offender 

offences. The heterogeneity among sex offenders has led researchers to question whether 

sexual offenders share common personality characteristics. Research highlights that different 

personality typologies exist among sex offenders (Ahlmeyer, Kleinsasser, Stoner, & Retzlaff, 

2003; Chantry & Craig, 1994; Cohen et al., 2002). This shows the importance of studying sex 

offenders’ personalities in order to understand the differences or similarities among sex 

offenders’ personality typologies, which can have a large impact on better treatment and 

intervention programmes. The study of personality might be useful in understanding sex 

offenders’ behaviour, although it is a complex and controversial aspect of psychological 

assessment and treatment (Calvo, Alarcón, & Ferragut, 2012).      
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1.4. Theoretical Background and Personality  

Personality has been conceptualized from a variety of theoretical perspectives. The 

trait approach to personality is one of the major theoretical areas in the study of personality. 

Previous trait theorists had suggested a various number of possible traits, such as the Allport 

and Odbert (1936) 18,000 thousand personality attributes, the Cattell (1943) 16 personality 

factors and Hans Eysenck’s three-factor theory (Goldberg, 1993). These trait theories have 

been the subject of considerable research which has led some theorists to believe that Cattell 

(1943) focused on too many traits, while Eysenck focused on too few. As a result, a new trait 

theory often referred to as the “five factor model” theory emerged (McCrae & Costa, 1987), 

which has been widely influential. McCrae and Costa (1987) simplified the concept of 

personality and developed the idea of a five-factor model (FFM) where they established that 

the majority of personality traits could be categorized into five higher-order traits: 

extraversion, agreeableness, conscientiousness, neuroticism, and openness to experience 

(McCrae & Costa, 1987). The extraversion trait is portrayed by talkative, sociable, high-

spirited and friendly behaviours. Agreeableness is described as displaying compassionate, 

warm and trusting characteristics whereas conscientiousness usually requires a reliable, 

trustworthy and productive manner (McCrae & Costa, 1987). Neuroticism illustrates an 

anxious, insecure and self-conscious character and lastly, openness to experience is portrayed 

by daring unorthodox and creative people who enjoy particularly broad interests (McCrae & 

Costa, 1987). In past decades there has been a rapidly increasing interest in the five-factor 

model theory. Goldberg (1993) stated that the five major dimensions of the rating field could 

provide a framework for many theoretical organizations of personality concepts, including 

the views of Cattell (1943) and Eysenck (1970).  
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Madsen, Parsons, and Grubin (2006), examined the relationship between the FFM and 

personality disorders highlighted in the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5; American Psychiatric Association, 2013) in a child molesters sample. 

Offenders with personality disorders (PDs) revealed high Neuroticism and low 

Agreeableness. Madsen et al. (2006) stated FFM can be used to differentiate PDs from the 

general population, however it cannot differentiate specific PDs. This finding is consistent 

with meta-analyses carried out by Saulsman and Page (2004) who also examined the 

relationship between the FFM and personality disorders in the DSM-5 (American Psychiatric 

Association, 2013). Positive associations with Neuroticism and negative associations with 

Agreeableness were found. Saulsman and Page (2004) also stated each individual disorder 

showed a unique, specific personality profile. Further empirical support is needed to make the 

FFM claims testable. Thus, it would need further gathering of data to carry out more 

empirical studies. Other well-known personality assessment tools that have followed may 

include the Minnesota Multiphasic Personality Inventory (MMPI; Buchanan, 1994); 

Personality Assessment Inventory (PAI; Morey, 1991); and the California Psychological 

Inventory (CPI; Craig, 1999).  

 

1.5. Personality Assessments 

Since 1879, there has been a vast shift in science of psychology. The history of 

personality psychology in the twentieth century may be broadly viewed from the point of 

view of conceptual progress. Continuous growth of interest in personality has shown the 

historical importance of interpreting personality assessments. There are many well-known 

personality assessment tools used to test sexual offenders personality traits. These include the 

Minnesota Multiphasic Personality Inventory (MMPI; Buchanan, 1994); Personality 

Assessment Inventory (PAI; Morey, 1991); the California Psychological Inventory (CPI; 
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Craig, 1999; Gough, 1987); and the Revised NEO Personality Inventory (NEO PI-R; Costa 

and McCrae, 1992). However, a prominent researcher who pioneered modern personality 

theories is Theodore Millon (Choca & Grossman, 2015; Craig, 1999). According to Choca 

and Grossman (2015), Millon’s work played a major role in the structure and personality 

disorder prototypes of the Diagnostic and Statistical Manual of Mental Disorders third, fourth 

and fifth edition of the classification system respectively (DSM-III, American Psychiatric 

Association, 1980; DSM-IV, American Psychiatric Association, 1994; DSM-5, American 

Psychiatric Association, 2013).  

Millon (1997) defines personality as:  

“A complex pattern of deeply embedded psychological characteristics that are largely 

unconscious, cannot be eradicated easily and express themselves automatically in almost 

every facet of functioning” (p. 8).  

Millon also argues that personality provides the foundation for an individual’s 

“distinctive pattern of perceiving, feeling, thinking and coping” (p. 8). The MCMI-III 

consists of 175 true-false questions and it has eight scales measuring basic personality styles 

(Schizoid, Avoidant, Dependent, Histrionic, Narcissistic, Antisocial, Compulsive, Passive-

Aggressive); three scales measuring clinical severe personality disorders (Schizotypal, 

Borderline, Paranoid); and nine scales measuring clinical syndromes (Anxiety, Somatoform, 

Hypomania, Dysthymia, Alcohol abuse, Thought disorder, Psychotic depression, Delusional 

disorder) (Millon, 1997). According to Millon the original MCMI and the MCMI-II were 

developed and strengthened based on theory and research data. The new MCMI-III  has 

added personality patterns (Aggressive and Self-defeating) to align with Millon’s evolving 

theory, and has modified clinical syndrome names to align with the DSM-III and the DSM-

III-R (American Psychiatric Association, 1980, 1987) and added modifier indices 

(Disclosure, Desirability, and Debasement) to improve the psychometric quality. Clinical 
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practices has shifted from an emphasis in the diagnosis of psychiatric syndromes (DSM-III, 

Axis I), to the diagnosis of personality disorders (DSM-III, Axis II). The MCMI is the self-

report inventory most closely related to Axis II diagnosis (Millon, 1997; Millon, Millon, 

Davis, & Grossman, 2009).  

 

The MCMI-III is commonly used in clinical and forensic settings, and it is useful 

because it allows a more molecular diagnosis and may provide greater predictive ability when 

assessing sexual offenders (Calvo et al., 2012). Early attempts to differentiate subgroups of 

sex offenders, or sex offenders from non-sex offenders have used the MCMI-III assessment 

to describe offender typologies in order to tailor interventions to their needs. Therefore 

personality characteristics measured by the MCMI-III, have been identified in aetiological 

theories as important factors in sex offending behaviour (Hall & Hirschman, 1991; Marshall 

& Barbaree, 1990). Research has suggested that child sex offenders hold thematically distinct 

cognitive distortions, which Ward and Keenan (1999) call implicit theories. Jones and Vess 

(2010) examined whether the cognitive distortions that were proposed by Ward and Keenan 

(1999) are implicit theories associated with personality-related cognitions. The variables were 

measured using the Implicit Theory Questionnaire (Ward & Keenan, 1999) and Millon’s 

MCMI-III (Millon, 1997) personality scales. The participants were 28 male sex offenders 

against children serving a custodial sentence in New Zealand. Their findings showed that 

Dependent, Depressive, and Schizoid personality patterns were significantly correlated with 

implicit theories. Consistent with previous findings in the literature (Bogaerts, Daalder, 

Vanheule, Desmet, & Leeuw, 2007; Chantry & Craig, 1994), the majority of child-victim sex 

offenders show the presence of at least one type of maladaptive personality type as measured 

by Millon’s MCMI-III (Millon, 1997).  
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1.6. Review of studies using the MCMI  

 Langevin et al. (1988) administered tests to a sample of 419 sex offenders as part of a 

clinical battery to screen for sexual preference, substance abuse, mental illness, personality, 

violence, neuropsychological impairment, physical illness and marital difficulties. The 

MCMI was administered on a mixed group of sex offenders to normal community controls 

which includes 46 homosexual paedophiles, 54 heterosexual paedophiles, 40 sexual 

aggressives, 68 incest perpetrators, 39 miscellaneous sex offenders and 172 controls. 

Findings showed clinical signs on the Schizoid, Avoidant, Dependent, and Passive-

Aggressive (Negativistic) personality disorder scales and fewer elevations on Narcissistic and 

Compulsive-Conforming scales than controls. Langevin et al. (1988) concluded the 

differences among sex offender groups on the MCMI scales were small, however there were 

more differences on personality disordered cases among the sex offenders and controls.  

 

Ahlmeyer et al. (2003) examined psychopathology and personality disorders using the 

most recent version of the MCMI-III with a sample of 7,921 male adult inmates, of those 

7,226 were convicted of nonsexual offences, 695 had felony convictions for sexual offences, 

223 rapists, and 472 child molesters. Ahlmeyer et al. (2003) carried out a number of analyses. 

The Scheffe post-hoc show the most common groups were nonsexual inmates and the child 

molesters. The prevalence of disorders for the nonsexual offenders in comparison to rapists 

and child molesters reveal that the personality disorder scales that predict sex offender group 

are Schizoid, Avoidant, Depressive, Dependent, Self-Defeating, and Schizotypal, and for the 

Axis 1 scales are Anxiety, Somatoform, Dysthymia, PTSD, Thought Disorder, Major 

Depression, and Delusional Disorder. Nonsexual offence groups predict scales on 

Narcissistic, Antisocial, Sadistic, and Drug Dependence. For better understanding of the 

prevalence of various traits found from the post-hoc analysis Ahlmeyer et al. (2003) further 
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compared results of the percentage and odds ratio of rapists and child molesters. The 

prevalence of rapists was 20% or higher on Avoidant, Depressive, Antisocial, Negativistic 

Anxiety, and Alcohol Abuse. However child molesters, had elevations on all the scales in 

comparison to Dependent and Dysthymia. Child molesters had high levels of 

psychopathology; they were high on Avoidance (41%), Depressive (30%), Dependent (30%), 

Anxiety (49%), and Dysthymia (30%). Child molesters’ significant odds ratio scales include 

Schizoid, Avoidant, Depressive, Dependent, and Self-defeating. The Axis 1 scales include 

Dysthymia and Major Depression. In addition rapists’ odds ratio was significant only on 

Alcohol Dependence. To further compare possible predictors of scales found a logistic 

regression was carried out where only scales that were significant in both the ANOVA and 

odds ratio analysis was included. The result was significant on Dependent, Narcissistic, 

Antisocial and Schizotypal in predicting sex offenders from nonsexual inmates. Ahlmeyer et 

al. (2003) comparison of rapists and child molesters concluded the Dependent scale was 

paramount in looking at the differences between the two types of offenders.   

 

Chantry and Craig (1994) examined personality profiles using the MCMI by 

conducting a cluster analysis with a sample of 603 offenders: 202 child molesters, 195 adult 

rapists, and 206 non-sexually aggressive felons. Based on the nature of the offences 

convicted, the sample was divided into three groups. Group I (child molesters), the nature of 

their offences included indecent liberties with a minor, incest, sexual abuse of a minor, 

indecent solicitation of a child, indecent enticement of a child, sodomy, and rape. Group II 

(rapists), the convicted offences included rape, sodomy, and sexual battery. Also Group III 

(non-sexually aggressive felons) had been convicted of violent offences but not sexual 

offences which include first-or second-degree murder, voluntary or involuntary 

manslaughter, robbery, battery, assault, and nonsexual abuse of a minor. Each of the offender 



16 

 

 

 

groups were analysed by carrying out a Ward’s hierarchical cluster analysis. A three cluster 

solution was found for the child molesters and rapists and a two cluster solution for the 

nonsexual aggressive felons. The finding for child molesters’ cluster 1 shows 57% were at 

subclinical with Compulsive and Narcissistic traits at mild levels of expression. Cluster II 

counted for 23% of the sample, showing 38A2 (Dependent, Passive-Aggressive and 

Avoidant) with significant elevations on Anxiety and Dysthymia. Twenty percent accounted 

for cluster III showing 312 code types (Dependent, Schizoid, Avoidant) with moderate 

elevations of Anxiety and Depression. Furthermore, cluster I for the rapists’ sample counted 

for 58% and had mild elevation on the Compulsive scale. Cluster II counted for 26% of the 

sample with 56A code type (Narcissistic, Antisocial) and elevations on Bipolar, Drug and 

Alcohol Abuse scales. Sixteen percent of the rapists sample in cluster III showed 231 code 

(Avoidant, Dependent, and Schizoid) with significant Anxiety and Depression. The two 

cluster solution findings for the nonsexually aggressive felons, show cluster 1 counted for 

59% of the sample with mild Dependent personality traits with Depression, and cluster II 

counted for 41% of the sample with mild Narcissistic pattern with no other scales clinically 

elevated. In summary, findings reveal that Dependent and Narcissistic-Antisocial personality 

traits were in the cluster analyses across all the sex offender groups as well as mild 

personality traits associated with Narcissism and Compulsive traits. Chantry and Craig (1994) 

concluded that sex offenders’ personality styles are heterogeneous, however Dependent, 

Narcissistic, and Antisocial traits are more prevalent with their sample population.  

 

 Carpenter, Peed, and Eastman (1995) used the MCMI to compare the personality 

characteristics of adolescents who committed sexual offences against children and 

adolescents who offend against their peers. The sample size was 36 male adolescent sexual 

offenders. They were divided into two groups based on offenders age of victim (n = 20 sexual 
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offences against children; n = 16 offended against peers). In analysing the data, Carpenter et 

al. (1995) carried out a pairwise multivariate analysis of variance, following one-way 

ANOVA. Only six of the MCMI personality disorder scales were analysed which include: 

Schizoid, Avoidant, Dependent, Histrionic, Narcissistic, and Antisocial. According to  

Carpenter et al. (1995), adolescents who had offended against children scored significantly 

higher on the Schizoid (p = .021), Avoidant (p = .003) and Dependent traits (p = .001) 

compared to adolescents who offended against their peers who had more Narcissistic traits.   

 

 Lussier, Proulx, and McKibben (2001) aimed to determine whether the personality of 

sexual aggressors was related to the strategies used to cope with negative emotional states 

and deviant sexual fantasies. The MCMI was used to examine personality characteristics by 

identifying the type of adaptive coping strategy learned during treatment by sexual aggressors 

to cope with negative moods, interpersonal conflicts, and deviant sexual fantasies. Forty-two 

French speaking men who committed sexual offences participated in this study; 23 of those 

sexual offenders were sexual aggressors of women, and 19 of children. In this sample only 1 

sexual offender suffered from a major mental disorder and paedophilia was more frequent 

within the sample (61.5%). The sexual offenders all took part in a cognitive behavioural 

treatment programme, and the following month they filled out the MCMI-I and also Coping 

Strategy Report (CSR) was administered every day for 3 months towards the end of 

treatment. K-means cluster analysis was tested using the MCMI-I scores and two sexual 

aggressors’ personality profiles were established: Dramatic profile (n = 21) and Anxious 

profile (n = 21). Dramatic profile had high scores on Histrionic, Narcissistic, and Compulsive 

scales. The Anxious profile had high scores on Schizoid, Avoidant, Passive-Aggressive, 

Schizotypal, and Borderline scales. Further the CSR findings reveal the sexual aggressors 

reported having interpersonal conflicts more often than negative moods and deviant sexual 

fantasies. It was also reported the Anxious profile used the adaptive strategies to cope with 
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interpersonal conflict less often than those with a Dramatic profile. The deviant sexual 

fantasies with an Anxious profile showed lower rate of effective coping efforts than those 

with a Dramatic profile. The negative emotional states reported by sexual aggressors 

according to the MCMI-I profiles. Inadequacy and anger were often reported by both 

Dramatic and Anxious personality profiles. Moreover, strategies used to cope with negative 

moods reported sexual aggressors used Avoidance more often than approach strategies and 

that Dramatic profiles were more likely to use approach strategies than those with an Anxious 

profile. Strategies used to cope with interpersonal conflict and deviant sexual fantasies 

showed no difference between the two personality profiles. However, sexual aggressors 

reported approach strategies as the most effective to cope with interpersonal conflict, and 

deviant sexual fantasies reported using fantasy modification as most effective.  Lussier et al. 

(2001) overall reported those with an Anxious profile were less likely to use strategies to 

cope with conflicts and were less effective in coping with deviant sexual fantasies. Further, 

Anxious profiles stated avoidance strategies as most effective to cope with negative moods, 

whereas those with Dramatic profile used approach strategies as most effective.  

 

 Falkenhain, Duckro, Hughes, Rossetti, and Gfeller (1999) replicated cluster analytic 

techniques previously used to identify subgroups among child sexual offenders with a sample 

of 97 Roman Catholic priests who had allegations of child sexual abuse. Criteria for 

admission to this study included a diagnosis of either paedophilia or ephebophilia and a 

complete MMPI-2 protocol. The child molesters were administered the following measures: 

(1) MMPI-2; (2) NEO-PI-R; (3) MCMI-II; and a psychosocial history questionnaire which 

included demographic and offence-related information. Two hierarchical agglomerative 

methods were analysed which identified four clusters on the three validity scales and ten 

clinical scales of the MMPI-2. Falkenhain et al. (1999) further validated and described the 

four cluster findings by using additional MCMI-II and NEO-PI-R personality measures. In 
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validating the MMPI-2 data, cluster 1 child molesters exceeded cut-off scores for the 

Dependent and Compulsive personality scales, and exceeded means for psychiatric child 

molesters on the Schizoid personality scale of the MCMI-II. Also on cluster 1 the NEO-PI-R 

has high scores on the Agreeableness and Neuroticism scales. The results showed cluster 1 

was characterized by valid pattern of scale scores with no clinical elevations on the MMPI-2 

and MCMI-II. Cluster 2 showed most significantly disturbed cluster with mean MMPI-2 

profile which was elevated on scales 1 (Hs), 2 (D), 3 (Hy), 4 (Pd), 6 (Pa), 7 (Pt), 8 (Sc), with 

near significant elevations on F, and 10 (Si). MCMI-II validation of cluster 2 showed mean 

scores on a number of the personality scales exceeded the clinical cut-off which included 

Anxiety and Dysthymia, as well as for the Dependent and Compulsive personality scales. 

Average scores exceeded the mean for psychiatric patients on Schizoid, Avoidant, Self-

Defeating, and Borderline personality scales and also Somatic preoccupation as well as 

Psychotic Depression clinical symptom scales. NEO-PI-R, cluster 2 means were high range 

for Neuroticism and low range on Extroversion and Conscientiousness.  

 

Furthermore, Falkenhain et al. (1999) showed cluster 3 was characterized by a 

number of near clinical elevations, the highest being on scale 4 (Pd). However, none of 

cluster 3 members mean scores on the MCMI-II were significantly elevated. The MCMI-II 

response was similar to response style on the MMPI-2. On the NEO-PI-R, means were high 

on Neuroticism and Agreeableness, and approaching high on Openness. Moreover, on the 

MCMI-II cluster 3 tended to have the second most highly elevated mean scores when 

compared to the other clusters.  Scores did exceed psychiatric means on the Schizoid, 

Dependent, and Compulsive personality style scales, while none of the clusters were above 

clinical cut-off. NEO-PI-R group means were high on Neuroticism and Agreeableness, and 

approaching high on Openness. Cluster 4 showed no significant elevations on clinical scales 
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of the MMPI-2, the highest scale was 3 (Hy) which indicates a tendency towards Narcissistic 

traits and emotional immaturity. MCMI-III cluster 4 corroborated impressions based on the 

MMPI-2. Therefore, cluster 4 child molesters tended to have the lowest scores of the four 

clusters on the MCMI-II, meeting the clinical cut-off for none of the four scales. However, 

group means exceeded psychiatric means on two of the personality style scales: Dependent 

and Compulsive. On the NEO-PI-R, cluster 4 scored high on the Extroversion and 

Agreeableness domains, portraying themselves as outgoing, good natured, and cooperative. 

Falkenhain et al. (1999) concluded using the MCMI-II as the clustering variables and with 

the same population in the cluster analysis would be helpful in further identifying and 

validating subgroups of offenders. Further, according to Falkenhain et al. (1999) for the 

purposes of describing and validating clusters the study was inclusive of measures of 

character pathology, non-pathological personality, and demographic and offence-related data.  

 

 Oliver, Beech, Fisher, and Beckett (2007) investigated similarities and differences 

between two groups (rapists & sexual murderers) in terms of various factors including family 

background, personality, and offence and victim characteristics. The sample includes 112 

rapists and 58 sexual murderers waiting to undergo treatment. There were a number of 

assessments used in this study which include: Shipley Institute of Living Scales, Memories of 

Childhood (s-EMBU), Multiphasic Sex Inventory (MSI), The Multidimensional Assessment 

of Sex and Aggression (MASA), Antisocial Personality Questionnaire (APQ), and the Millon 

Clinical Multiaxial Inventory (MCMI-III). Personality findings comparing the two groups’ 

MCMI-III scores show offenders differed in their response styles, in that the rapists appeared 

to be more self-revealing (higher scores on the Disclosure scale) compared to sexual 

murderers. On the personality scales, no main effect of offender type was found, indicating 

that the two samples of rapists and sexual murderers did not differ significantly overall on 

personality variables according to this measure. There were no differences in the analysis of 
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BR cut-offs in terms of the proportion of each of the two groups scoring in the clinically 

significant ranges on each of the various scales. However the proportion of each of the two 

groups with BR scores of 75 and 85 or above showed rapists and sexual murderers have 

similar elevated prevalence rates of Avoidant and Antisocial personality traits, Anxiety, and 

Alcohol dependence. 

 

 Cohen et al. (2002) compared paedophiles to control groups on three measures of 

impulsive-aggressive personality traits. It was hypothesised that paedophiles would show 

select impairment on personality measures associated with impulsive-aggression, such as 

cluster B personality scales. The sample includes two groups: 21 male offenders with a DSM-

IV diagnosis of paedophilia (offenders convicted of a sexual offence against a prepubescent 

child), and 24 demographically similar, healthy male controls. Both groups’ exclusion criteria 

include: substance abuse/dependence within the past 6 months, major medical or neurological 

disease, mental retardation and significant axis I psychiatric disorder (other than paedophilia). 

Additional exclusion criteria for controls included any history of paedophilia or of sexual 

contact with a child of 14 or younger after the age of 16, or with a child of 16 or younger 

after the age of 18.  Personality measures used were the Millon Clinical Multiaxial Inventory-

II (MCMI-II), Temperament and Character Inventory (TCI), and the Dimensional 

Assessment of Personality Impairment Questionnaire (DAPI-Q). Cohen et al. (2002) carried 

out a Multivariate Analyse of Variance (MANOVAs) followed by univariate F tests by 

comparing paedophiles and controls on the MCMI-II axis II cluster A (Schizoid, Schizotypal, 

and Paranoid), cluster B (Histrionic, Narcissistic, Borderline, and Antisocial), and cluster C 

(Avoidant, Dependent, Obsessive-Compulsive, Passive-aggressive, and Self-defeating) 

personality scores. Results showed MCMI-II paedophiles scored higher than controls on 

cluster A, cluster B, and cluster C personality scales. The F tests were significant for all three 

cluster A scales, three of the five cluster B scales, and three of the five cluster C scales. 
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Paedophiles’ personality cluster scales that exceeded above the cut-off points were calculated 

and compared across the groups. Cluster B and Cluster C disorders did not differ in their 

mean scores. However, Cohen et al. (2002) stated paedophiles’ cluster A disorders had 

marginally more scale scores above cut-off points than did controls. Further the DAPI-Q 

scale scores showed significant differences among groups. The F tests paedophiles scored 

higher than controls on Antisocial behaviour, impulse controls on Antisocial behaviour, 

impulse control, self-inhibition, dominance, and submissiveness. However there was no 

difference between Antisocial attitudes and anger. The TCI results showed no differences 

between groups’ novelty seeking, however paedophiles scored marginally higher than 

controls on harm avoidance. Cohen et al. (2002) concluded paedophilia may not be 

characterized as an impulsive-aggressive disorder and could involve Compulsive or 

Compulsive-aggressive features. 

 

1.7. Kia Marama Special Treatment Unit  

 

Kia Marama was established in 1989 by the New Zealand Department of Corrections. 

It is a prison-based special treatment unit located at Rolleston near Christchurch. Only men 

convicted of sexual offences against children take part in the treatment programme. 

According to Marshall, Fernandez, Hudson, and Ward (2013), the treatment unit was 

modelled on the Atascadero Offender Treatment and Evaluation Program, which was based 

in Vermont. Kia Marama is group based cognitive-behavioural programme and also uses the 

relapse prevention principle. The following review about the Kia Marama treatment unit is 

provided by Hudson, Wales, and Ward (1998); Bakker, Hudson, Wales, and Riley (1998); 

and Marshall et al. (2013). The aim of the treatment programme is to reduce an offender’s 

risk of recidivism, after prisoners are released back into the community. The Kia Marama 

unit consists of 60 self-contained rooms. The eligibility criteria to enter  the programme is a 

history of sexual offences against children, under 16 (convicted or admitted), no intellectual 
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disability, and no serious current mental illness (Bakker et al., 1998). The programme 

duration is 33 weeks and based around 9 hours of group contact per week (Hudson et al., 

1998) with groups meeting for three 2.5 hour sessions per week (Hudson et al., 1998). The 

treatment programme is group-based with individual therapy kept to a minimum and groups 

are chosen based on date of release and consist of eight men with one therapist (Hudson et 

al., 1998). The treatment programme staff consists of three psychologists, one nurse therapist, 

and one social worker therapist. Release arrangements of participants are managed through 

the Reintegration Co-ordinator and if required, individual clients have access to cultural 

consultants to carry out culturally appropriate ceremonies (Hudson et al., 1998).   

 

The assessment period which provides the individual with the customisation of the 

programme content starts with a period of two weeks assessment. As stated by Hudson et al. 

(1998), the assessment encompasses interviews concerning the man's offences, general life 

management skills; interpersonal goals and abilities to form and maintain intimate 

relationships; beliefs and attitudes about himself; his ability to regulate his affect; his capacity 

for empathy and perception of victim harm; his sense of responsibility for the offences; his 

views regarding sex and his use of pornography and intoxicants. Other assessments that are 

carried out on participants at the completion of treatment include phallometric testing which 

is used to recognize the presence or absence of deviant attraction to either children and/or 

aggressive themes (Hudson et al., 1998). Participants also complete a series of 16 self-report 

scales (Hudson et al., 1998) which contains these subsequent domains: sexual attitudes, 

beliefs, and behaviour, including views of sexual activity between an adult and a child; 

attitudes and fantasies about various sexual activity; hostile attitudes, and acceptance of 

violence towards women; emotional functioning, particularly anger, anxiety, and depression; 
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interpersonal competence, particularly issues of self-esteem, intimacy, and loneliness; and 

personality. 

 

Programme components include seven models designed to increase social 

competency skills. Norm building (Module 1) consists of 6 sessions designed to establish the 

rules of conduct that are important for the group to run efficiently and provides an overview 

of the treatment philosophy (Hudson et al., 1998). Module 2 consists of 17 sessions aimed at 

the men’s comprehension of their offence chains (Hudson et al., 1998). Their attitudes and 

beliefs contributing to the offending are identified and challenged (Wales, 2005). Arousal 

reconditioning (Module 3) is 6 sessions. Deviant arousal has played a proximal phase of past 

offending and this is a major reason for the need to alter deviant arousal in order to reduce 

future risk (Hudson et al., 1998). Module 3 introduces three reconditioning components: 

covert sensitisation, direct masturbation, and satiation procedures. Furthermore, Module 4 is 

victim impact and empathy, with a duration of 12 sessions (Hudson et al., 1998). Victim 

impact and empathy examines the man’s understanding of the impact of his offending on 

victims, enhanced by having the man engage in several tasks including: reading from victim 

accounts, videos portraying victim experiences, discussion with guest speaker (abuse 

survivor), “autobiography” from his own victim’s point of view (Hudson et al., 1998). Next is 

Module 5, mood management, with a duration of 12 sessions. Men are presented with an 

overreaching frame-work with cognitive behavioural model of mood where they are taught to 

identify mood associated with their offending process, for example, physiological, cognitive, 

and behavioural skills (Hudson et al., 1998). Module 6, relationship skills, is 12 sessions that 

focus on establishing and maintaining intimate relationships, first establishing their benefits 

and then examining ways in which they can be enhanced (Hudson et al., 1998). The four 

main areas focused on include: conflict and its resolution; the constructive use of shared 
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leisure activities; the need to be communicative, supportive, and rewarding of each other; and 

lastly intimacy (Hudson et al., 1998). The final module 7 is relapse prevention with 12 

sessions, which aim for the men to fully understand their offence chain that includes: 

identification of relapse chain, identification of skills to manage relapse issues, identification 

of support people and presentation of personal statement (Hudson et al., 1998).  

 

 After the treatment programme is completed, the therapy staff report on the outlining 

risk of further offending, treatment progress, and release recommendations for the 

participants. For the duration of the programme release plans are discussed and refined, 

therefore the reintegration coordinator is responsible for liaison between the resident, 

community agencies, and appropriate significant others (Hudson et al., 1998). 

 

Within New Zealand, Kia Marama is an effective treatment programme which has 

been the subject of research due to the comprehensive source of data on sex offenders. 

Bakker et al. (1998) carried out a study on the Kia Marama treatment programme. The 

sample includes 238 graduates of first three years at the Kia Marama programme compared to 

281 control group selected from all sex offenders against children convicted between 1983 

and 1987. The findings showed there was a significant effect for the Kia Marama treatment. 

Lower recidivism rates were found in the treatment group (8%) than in the control group 

(22%). However, confounding factors should be considered because the control group had a 

longer time in the community post-release than the treatment group.  Further, psychometric 

assessments in treatment are important to help further validate the prediction of sex 

offenders’ recidivism and measure of treatment change. Research that studied pro-social 

treatment change in sexual offenders and whether measures of treatment gain would be 

associated with reduced recidivism, in a sample of offenders who attended the Kia Marama 
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treatment programme was carried out by Beggs and Grace (2011). Also, Beggs and Grace 

(2011) measured pre-treatment incremental validity for risk prediction beyond static and 

dynamic factors. The sample included 218 child molesters, who completed a prison-based 

cognitive-behavioural treatment programme between 1993 and 2000.  The measures of 

change included: offender self-reports on a psychometric battery administered both pre- and 

post-treatment; changes across treatment on the Violence Risk Scale; Sexual Offender 

Version (VRS:SO) (Olver, Wong, Nicholaichuk, & Gordon, 2007); and post-treatment 

ratings on the Standard Goal Attainment Scaling for sex offenders (SGAS) (Hogue, 1994). 

Results show positive correlation for all measures of treatment gain, and reduction in 

recidivism were all significantly predicted. Beggs and Grace (2011) examined measures of 

change on the psychometric battery by carrying out a survival analysis, therefore after 

controlling for both static and dynamic factors measured at pre-treatment findings 

significantly predicted recidivism. Beggs and Grace (2011) concluded targeting dynamic risk 

factors is an effective intervention in treatment leading to a reduction in recidivism. Kia 

Marama is a successful treatment programme because studies have shown offenders who 

benefit from treatment have a lower risk of recidivism than offenders who do not benefit.  

 

Further treatment programmes have been an important part of growing theoretical and 

empirical research for sex offenders, batterers, and violent sex offenders (Hamberger & 

Hastings, 1986; Hart, Dutton, & Newlove, 1993; Pithers & Gray, 1996). Research has been 

assessing treatment programmes in receiving effective treatment. These include assessing 

self-esteem, negative emotions, coping strategies among child molester, non-sex offenders, 

and non-offenders. (Lussier et al., 2001; Marshall, Cripps, Anderson, & Cortoni, 1999; 

McKibben, Proulx, & Lussier, 2001; Neidigh & Tomiko, 1991). McKibben et al. (2001) 

examined 32 sexual offenders in treatment programmes by assessing coping strategies 
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learned based on the Relapse Prevention Model (RPM) and looked at which coping strategy 

was most effective, also reasons for not using the coping strategy. For their assessment, 

McKibben et al. (2001) developed a self-administered questionnaire entitled the Coping 

Strategy Report (CRS). Results showed that to deal with negative moods, the adaptive coping 

strategy was not used due to the lack of will, ignorance, and an emotional disturbance. While 

expectation of failures and emotional disturbance were most commonly observed with 

interpersonal conflict and behavioural strategies, for example, social skills, were reported to 

be most effective for negative moods and interpersonal conflicts (McKibben et al., 2001). 

Moreover, Marshall et al. (1999) assessed social self-esteem and coping styles of 30 child 

molesters, 24 non-sex offenders, and 29 community non-offenders. Psychometric measures 

used included the Social Self-Esteem Inventory (Lawson, Marshall, & McGrath, 1979) and 

the Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 1960). Findings show 

child molesters suffer from low self-esteem and employ dysfunctional (emotional focused) 

coping strategies. Marshall et al. (1999) concludes that self-esteem and coping strategies are 

essential for focus of research and treatment with sexual offenders.  

 

1.8. Definition of Child Sex Offender    

In the Diagnostic and Statistical Manual of Mental Disorders child molester has been 

defined as an individual age 16 or older and at least 5 years older than the child, who has 

engaged in sexual activity with a prepubescent child, generally age 13 years or younger 

(American Psychological Association & Association, 1994). Historically the predominating 

stereotype of a child sex offender has been that of ‘the dirty old man’. A small group of 

socially incompetent individuals whose inability to conform to societal norms sees them 

socially alienated and incapable of forming adult relationships (Barnard, Fuller, Robbins, & 
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Shaw, 1989). As a result, these ‘sick’ and ‘perverted’ individuals turn to children in an effort 

to gain the sexual gratification that is denied them by their peers (Barnard et al., 1989).   

  

Child sexual abuse has reached a stage where ignoring it is no longer justifiable or 

even possible. Although a variety of definitions for child molestation have been offered, no 

single definition is universally accepted. Due to the varying manifestations and purported 

causes of child sexual abuse, and the divergent viewpoints among investigators of child 

molestation, it seems unlikely that any one definition will ever be endorsed completely by 

parties interested in child sexual abuse. However, there is enough agreement among those 

involved in the clinical and legal aspects of child sexual abuse to support the accuracy of the 

following broad definition (Lanyon, 1986):  

According to Lanyon (1986) child molesters can be defined as - 

 “Older persons whose conscious sexual desires and responses are directed, at least 

in part, toward dependent, developmentally immature children and adolescents who do not 

fully comprehend these actions and are unable to give informed consent” (p.176).  

Practitioners in the field have limited their definition of child sex offenders to those 

who only direct their sexual desires and behaviour toward pre-pubertal children. Others have 

included both pre-pubertal and post-pubertal children in their definition (Lanyon, 1986). 

Some definitions require a child sex offender’s total sexual interest be directed towards 

children, while others require that any sexual contact with, or interest in, the child, however 

transitory, be viewed as child sexual abuse (Barnard et al., 1989).  

 

1.9. Thesis Structure 

The format of this dissertation may vary slightly from conventional formats, because 

each chapter is based on journal articles’ style formats. In this dissertation, we have focused 
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on three studies that includes chapter 2, chapter 3, and chapter 4. Chapter 5 is a brief 

overview of the preceding three chapters. The aim is to submit chapter 2 for publication 

shortly. Each chapter will have its own introduction, methods section, results/analysis and 

discussion. The literature associated with the topics examined in this empirical study has been 

revised accordingly to each chapter’s study goals. Additionally, contextual background to the 

research will be provided. We tried to avoid repetition, however some was inevitable during 

the progression of our writing. 

 

 The purpose of this research was to examine personality subscales by using the 

Millon Clinical Multiaxial Inventory (MCMI-III; Millon, 1997) among convicted male sexual 

offenders from one group, child molesters, in-order to gain insight into, and to identify 

possible personality clusters of child molesters. In chapter 2, the MCMI-III base rate scores 

were divided into four groups using k-means cluster analysis. We attempted to replicate 

Wales’s findings due to the high correlation found between their MCMI clusters base rate 

scores and previous research by Blackburn (1996). Thus, we endeavoured to establish the 

validity of the four clusters’ MCMI-III typography of sexual offenders initially proposed by 

Wales (2005) and Blackburn (1996). In chapter 3, we examined the four MCMI-III 

personality cluster profiles found in chapter 2 and compared them on a range of psychometric 

measures administered prior to and following treatment which could be meaningful in 

identifying subtypes of child molesters in treatment. Additionally, Chapter 4 examined the 

MCMI-III subscales base rate scores in relation to sexual recidivism and total ASRS scores. 

Further, in chapter 4, we used the identified four MCMI-III subscale cluster centroids that 

were identified in chapter 2 and combined them into high and low risk clusters to examine 

sexual recidivism. Chapter 5 is a brief summary of the research findings and a brief general 

discussion of the results, not a specific outline of the results obtained.  
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CHAPTER TWO 

Establishing the validity of the Millon Clinical Multiaxial Inventory (MCMI-III) 

(Millon, 1997) personality clusters of child molesters initially proposed by Wales (2005) 

and Blackburn (1996). 

 

2.1. Abstract 

We studied a sample of 358 sexual offenders against children who completed the 

Millon Clinical Multiaxial Inventory (MCMI-III; Millon, 1997) at the Kia Marama special 

treatment unit. We used k-means cluster analysis with base rate scores (BR) for the 11 of the 

MCMI-III personality subscales to test whether subgroups would be similar to those 

identified in previous studies (Blackburn 1996; Wales 2005). Respectively, clusters were 

characterized by high scores as follows: Cluster 1, Avoidant, Dependent, Schizoid, and Pass-

Aggressive; Cluster 2, Antisocial, Pass-Aggressive, and Paranoid; Cluster 3, Narcissistic, 

Compulsive, and Histrionic; Cluster 4, Schizoid, Avoidant, and Compulsive. Cohen’s Kappa 

analysis showed agreement between Wales’s clusters and MCMI-III was K=0.57 and the 

agreement for Blackburn’s clusters and the MCMI-III was K=0.54. Cluster centroids were 

significantly correlated (r=.72) with those reported by Wales (2005) and Blackburn (1996). 

Monte Carlo analysis confirmed that the agreement between the studies was significantly 

greater than expected based on chance. Results show that different subgroups of sex 

offenders can be differentiated based on MCMI-III scores.  
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2.2. Introduction  

Sex offenders are recognized as a heterogeneous group (Chantry & Craig, 1994), and 

to better understand the etiology of this behaviour some research has focused on personality 

typologies. Personality can be measured by a number of popular clinical instruments such as 

the Minnesota Personality Inventory (MMPI) (Hathaway & McKinley, 1951), the Five Factor 

Model (FFM) (McCrae & Costa, 1987), and the Millon Clinical Multiaxial Inventory 

(MCMI) (Millon, 1997). It has also been proposed that identifying specific personality 

typologies may be a more effective way of predicting sex offending, as a way to predict 

recidivism, and also prevention and treatment. Sexual offender samples of previous studies 

have been divided into subtypes and typologies, and compared to non-offenders and 

offenders who commit other than sexual offending. The literature review of this chapter will 

illustrate previous research attempts to classify personality and sexual offending using the 

MCMI-III (Millon, 1997) instrument.   

 

The MCMI-III consists of 175 true-false questions and has eight scales measuring 

basic personality styles (Schizoid, Avoidant, Dependent, Histrionic, Narcissistic, Antisocial, 

Compulsive, Passive-Aggressive), three scales measuring clinical severe personality 

disorders (Schizotypal, Borderline, Paranoid), and nine scales measuring clinical syndromes 

(Anxiety, Somatoform, Hypomania, Dysthymia, Alcohol abuse, Thought disorder, Psychotic 

depression, Delusional disorder) The MCMI-III has been used within broader populations to 

identify personality profiles among domestically violent men (Hershorn & Rosenbaum, 1991; 

Holtzworth-Munroe & Stuart, 1994; Tweed & Dutton, 1998). The studies were largely based 

on cluster analysis and overall they show that the family-only cluster reported the least 

violence, and the least Depressive, Antisocial, and Borderline Personality Disorder. Further 

Chantry and Craig (1994) examined personality profiles using the MCMI by conducting a 
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cluster analyses with a sample of 603 offenders: 202 child molesters, 195 rapists, and 206 

non-sexually aggressive felons. Their results suggest that sex offenders are a heterogeneous 

group but that personality styles of Dependent and Narcissistic-Antisocial were more 

prevalent with this population of sex offenders.   

 

 Lussier et al. (2001) used the MCMI-III to examine personality in relation to coping 

strategies using a sample of 42 French-speaking men who committed sexual offences, 23 of 

whom were sexual aggressors of women and 19 of children. K-means cluster analysis using 

the MCMI-I scores was carried out, and they showed two MCMI-I sexual aggressor profiles 

that were labelled Dramatic and Anxious (Lussier et al., 2001). The Anxious profile had 

higher scores on Schizoid, Avoidant, Passive-aggressive, Schizotypal and Borderline scales, 

which suggested the Anxious profile may not be using strategies to cope with conflicts and 

are not as effective in coping with deviant sexual fantasies (Lussier et al., 2001). Therefore, 

the Anxious profile most effective way to cope with negative moods was by reporting 

Avoidance strategies. Moreover, the Dramatic profile had higher scores on the Histrionic, 

Narcissistic, and Compulsive scales. The Dramatic profile reported approach strategies as 

most effective to cope with negative moods. Lussier et al. (2001) concluded it is important to 

assess personality characteristics before treatment and to adapt the relapse prevention model, 

which is a step forward toward understanding how cognitive behavioural treatment works 

with sexual aggressors.  

 

 Moreover, Falkenhain et al. (1999) replicated cluster analytic techniques previously 

used to identify subgroups among child sexual offenders with a sample of 97 Roman Catholic 

priests who had allegations of child sexual abuse. The sample was administered the following 

measures: (1) Minnesota Multiphasic Personality Inventory Test (MMPI-2; Greene, 2000); 
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(2) NEO Personality Inventory, Revised (NEO-PI-R; Costa & McCrae, 1992); (3) MCMI-II; 

and a psychosocial history questionnaire which included demographic and offence-related 

information. Falkenhain et al. (1999) further validated and described the four cluster findings 

by using additional MCMI-II personality measures. In validating the MMPI-2 data, cluster 1 

child molesters exceeded cut-off scores for the Dependent and Compulsive personality scales, 

and exceeded means for psychiatric child molesters on the Schizoid personality scale of the 

MCMI-II. The results showed cluster 1 was characterized by valid pattern of scale scores 

with no clinical elevations on the MMPI-2 and MCMI-II. Cluster 2 showed most the 

significantly disturbed cluster with a mean MMPI-2 profile which was elevated on scales 1 

(Hs), 2 (D), 3 (Hy), 4 (Pd), 6 (Pa), 7 (Pt), and 8 (Sc), with near significant elevations on F, 

and 10 (Si). MCMI-II validation of cluster 2 showed mean scores on a number of the 

personality scales exceeded the clinical cut-off which included Anxiety and Dysthymia, as 

well as for the Dependent and Compulsive personality scales. Average scores exceeded the 

mean for psychiatric patients on Schizoid, Avoidant, Self-Defeating, and Borderline 

Personality scales and also Somatic preoccupation as well as Psychotic Depression clinical 

symptom scales.  

 

Furthermore, Falkenhain et al. (1999) showed cluster 3 was characterized by a 

number of near clinical elevations, the highest being on scale 4 (Pd). However, none of the 

cluster 3 members’ mean scores on the MCMI-II were significantly elevated. The MCMI-II 

response was similar to the response style on the MMPI-2. Moreover, on the MCMI-II cluster 

3 tended to have the second most highly elevated mean scores when compared to the other 

clusters.  Scores did exceed psychiatric means on the Schizoid, Dependent, and Compulsive 

personality style scales, while none of the clusters were above clinical cut-off. Cluster 4 

showed no significant elevations on clinical scales of the MMPI-2. The highest scale was 3 



34 

 

 

 

(Hy), which indicates a tendency towards Narcissistic traits and emotional immaturity. 

MCMI-III cluster 4 corroborated impressions based on the MMPI-2. Therefore, cluster 4 

child molesters tended to have the lowest scores of the four clusters on the MCMI-II, meeting 

the clinical cut-off for none of the four scales. However, group means exceeded psychiatric 

means on two of the personality style scales: Dependent and Compulsive. Falkenhain et al. 

(1999) concluded using the MCMI-II as the clustering variables and with the same population 

in the cluster analysis would be helpful in further identifying and validating subgroups of 

offenders. Furthermore, according to Falkenhain et al. (1999), for the purposes of describing 

and validating clusters, the study was inclusive of measures of character pathology, non-

pathological personality, and demographic and offence-related data.  

 

 The most recent version of the MCMI-III study carried out by Ahlmeyer et al. (2003) 

examined psychopathology and personality disorders using the MCMI-III with a sample of 

7,921 male adult inmates, of whom 7,226 were convicted of nonsexual offences, 695 had 

felony convictions for sexual offences, 223 were rapists and 472 were child molesters.  

Ahlmeyer et al. (2003) found that sex offender personalities were more Schizoid, Avoidant, 

Depressive, Dependent, Self-defeating, and Schizotypal than other offenders.  

Psychopathology results also showed sex offenders were found to have Anxiety, Dysthymia, 

PTSD, and major depression. The results of the percentage and odds ratio of rapists and child 

molesters were also compared. The prevalence of rapists was 20% or higher on the Avoidant, 

Depressive, Antisocial, Negativistic Anxiety, and Alcohol Abuse scale. However, child 

molesters, had elevations on all the scales in comparison to Dependent and Dysthymia. Child 

molesters had high levels of psychopathology. They were high on Avoidance (41%), 

Depressive (30%), Dependent (30%), Anxiety (49%), and Dysthymia (30%). Child molesters 

significant odds ratio scales include Schizoid, Avoidant, Depressive, Dependent, and Self-
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defeating. The Axis 1 scales include Dysthymia and Major Depression. Ahlmeyer et al. 

(2003), found similar psychopathology results when comparing child molesters and rapists, 

whereas child molesters were more neurotic, affective, and socially impaired than rapists. 

Ahlmeyer et al. (2003) comparison of rapists and child molesters lead to conclude that the 

Dependent scale was paramount in looking at the differences between the two types of 

offenders.   

 

None of the studies above have discovered one typical profile for sex offenders. A 

study by Blackburn (1996) has increased interest in personality profiles of mentally 

disordered offenders. Blackburn (1996) studied 144 mentally disordered male violent 

offenders to identify homogenous groups with similar profile patterns. Cluster analyses were 

carried out on the SHAPS (Special Hospital Assessment of Personality and Socialisation) and 

MCMI data by Ward’s hierarchical method and the non-hierarchical k-means procedure. 

Blackburn’s cluster analysis of the MCMI-III suggested four clusters, which he labelled 

primary psychopath, secondary psychopath, controlled, and inhibited. Blackburn’s four 

cluster analysis of the MCMI showed primary psychopaths have the highest scores of all 

groups on the Narcissistic, Antisocial, and Histrionic scales: the lowest scores on the 

Avoidant, Schizoid, Schizotypal, and Dependent scales; and score relatively highly on the 

Paranoid scale. Secondary psychopaths are characterized by high scores on the Passive-

aggressive, Avoidant, Schizoid, and Paranoid scales, and score lowest on the Compulsive 

scale. According to Blackburn, secondary psychopaths also share Antisocial (aggressive) 

traits with the primary psychopaths whereas the controlled group showed few traits of 

personality disorder but have a peak score on the Compulsive scale, and score lower than 

other groups on the Passive-aggressive scale. The inhibited group scored the highest of all 
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groups on the Avoidant, Schizoid, Dependent, and Schizotypal scales; and the lowest on the 

Histrionic, Narcissistic, and Antisocial scales.   

 

To date only a few studies including the ones summarised above have used the MCMI 

for measuring personality clusters among sample of child molesters. The research by Wales 

(2005) examined the role of personality in understanding offending which proposed four 

clusters using the MCMI-I. The sample includes 110 child molesters who had received 

treatment at the Kia Marama programme between February 1993 and November 1995. In 

combination four studies were undertaken. In the first study, offenders were divided into four 

subgroups using cluster analysis of their scores on the MCMI personality scales. Wales’s 

cluster 1 showed high scores on Schizoid, Avoidant, Passive-aggressive, and Antisocial 

scales. Cluster 2 high scores consisted of the Histrionic, Narcissistic, and Antisocial scales 

and very low scores on Schizoid, Avoidant, Dependent, and Schizotypal scales. Cluster 3 had 

high scores on the Dependent and Compulsive scales. Cluster 4, had high scores on Schizoid, 

Avoidant, Dependent, and Schizotypal scales and very low scores on the Histrionic, 

Narcissistic, and Antisocial scales.  

  

Wales (2005) discussed in depth that his findings were similar to the previous study of 

Blackburn (1996). Wales’s study is important in relation to Blackburn (1996) due to 

similarities between their MCMI personality profile scores. Wales examined whether the four 

clusters derived from his study bore any resemblance to the four groups identified by 

Blackburn (1996). Wales stated that his cluster 1 was similar to Blackburn's Secondary 

Psychopath group with elevations on Schizoid and Avoidant scales, whereas cluster 2 was 

more similar to Blackburn's Primary Psychopath with elevations on Histrionic and 

Narcissistic scales. According to Wales both cluster 1and cluster 2 had elevations on the 
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Antisocial scale. Furthermore, cluster 3 with elevations on Dependent and Compulsive scales 

was similar to Blackburn's Controlled group and lastly cluster 4 was similar to Blackburn's 

Inhibited group. Based on the similarities of the clusters reported above by Wales (2005) to 

that of  Blackburn (1996), in the current study results of this chapter we have calculated the 

correlation between Wales’s and Blackburn’s clusters base rate scores. Wales (2005) study 

with those of greatest similarity from Blackburn (1996) clusters MCMI base rate scores has 

an overall correlation of 0.94.  

 

Arguably, the greatest limitation among the studies was using small sample sizes 

(Wales, 2005) which have compounded this lack of clarity regarding the investigation of 

offender, offence, and victim variables and personality-based profile groups. Therefore the 

findings between Wales (2005) and Blackburn (1996) study suggest that MCMI is important 

in predicting offender’s personality profiles and gives the current study great emphasis to 

validate the findings of their results using a larger sample size to that of  Wales (2005) study.   

  

2.3. Current Study   

 Similar to Wales (2005), the proposed study uses a sample of child molesters who 

have attended the Kia Marama treatment programme.  Specifically, we will use a larger 

sample of 358 male sexual offenders against children who attended the programme between 

1993 and 2008 and completed the MCMI-III during their pre-treatment assessment phase.  In 

the present research we will attempt to replicate Wales’s and Blackburn’s (1996) findings due 

to the high correlation found between their MCMI clusters base rate scores. Thus, the first 

goal of this study will be to establish the validity of the four clusters MCMI typography of 

sexual offenders initially proposed by Wales (2005) and Blackburn (1996). 
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2.4. Method 

Setting 

2.4.1 Referral to the Kia Marama Treatment Programme for Child Molesters   

Data was collected at Kia Marama Special Treatment Unit, based at Rolleston Prison 

operated by the New Zealand Department of Corrections. Kia Marama operates a special 

treatment unit; only men convicted of sexual offences against children take part in the 

treatment programme held at the unit. Full details of the programme content are provided by 

Hudson et al. (1998) and Bakker et al. (1998).  Referrals to the programme are made by the 

psychological staff from eligible volunteers within 11 prisons in the South Island and lower 

half of the North Island in New Zealand (Hudson et al., 1998). Offenders are assigned to a 

therapy group and are encouraged to provide support and monitoring of the therapeutic 

progress of the group members in the manner of a therapeutic community (Hudson et al., 

1998). The offenders have freedom of movement within the compound to encourage both 

social and therapeutic interchanges. The programme duration is of 33 weeks and is based 

around 9 hours of group contact per week (Hudson et al., 1998).  The eligibility criteria to 

enter the programme is a history of sexual offences against children, under 16 (convicted or 

admitted), no intellectual disability, and no serious current mental illness (Bakker et al., 

1998). 

 

2.4.2. Assessment of the Kia Marama Treatment Programme for Child Molesters  

The assessment period which provides the individual with the customisation of the 

programme content starts with a period of two weeks’ assessment. As stated by Hudson et al. 

(1998), the assessment encompasses interviews concerning the man's offences, general life 

management skills, interpersonal goals and abilities to form and maintain intimate 

relationships; beliefs and attitudes about himself; his ability to regulate his affect; his capacity 
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for empathy and perception of victim harm; his sense of responsibility for the offences; his 

views regarding sex and his use of pornography and intoxicants (Hudson et al., 1998). Other 

assessments that are carried out on participants at the completion of treatment include 

phallometric testing which is used to recognize the presence or absence of deviant attraction 

to either children and/or aggressive themes (Hudson et al., 1998). Participants also complete a 

series of 16 self-report scales (Hudson et al., 1998), which contain these subsequent domains: 

sexual attitudes, beliefs, and behaviour, including views of sexual activity between an adult 

and a child; attitudes and fantasies about various sexual activity; hostile attitudes, and 

acceptance of violence towards women; emotional functioning, particularly anger, anxiety, 

and depression; interpersonal competence, particularly issues of self-esteem, intimacy, and 

loneliness; and personality (Hudson et al., 1998). 

 

2.4.3. Overall Structure at the Kia Marama Treatment Programme for Child Molesters  

Treatment programme is group-based with individual therapy kept to a minimum and 

groups are chosen based on date of release and consist of eight men with one therapist 

(Hudson et al., 1998). The treatment programme’s staff consists of three psychologists, one 

nurse therapist, and one social worker therapist. Release arrangements of participants are 

managed through the Reintegration Co-ordinator and if required individual clients have 

access to cultural consultants to carry out culturally appropriate ceremonies (Hudson et al., 

1998).  

 

The standard programme is a duration of 31 weeks with groups meeting for three 2.5 

hour sessions per week (Hudson et al., 1998). Programme components include seven modules 

designed to increase social competency skills. Norm building (Module 1), consists of 6 

sessions designed to establish the rules of conduct that are important for the group to run 



40 

 

 

 

efficiently and provides an overview of the treatment philosophy (Hudson et al., 1998). 

Module 2 consists of 17 sessions aimed at the men’s comprehension of their offence chains 

(Hudson et al., 1998). Their attitudes and beliefs contributing to their offending are identified 

and challenged (Wales, 2005). Arousal reconditioning (Module 3) is 6 sessions. Deviant 

arousal has played a proximal phase of past offending and this is a major reason for the need 

to alter deviant arousal in order to reduce future risk (Hudson et al., 1998). Module 3 

introduces three reconditioning components: covert sensitisation, direct masturbation, and 

satiation procedures. Furthermore, Module 4 is victim impact and empathy, with a duration of 

12 sessions (Hudson et al., 1998). Victim impact and empathy examines the man’s 

understanding of the impact of his offending on victims, enhanced by having the man engage 

in several tasks, including: reading from victim accounts, videos portraying victim 

experiences, discussion with a guest speaker (abuse survivor), “autobiography” from his own 

victim’s point of view (Hudson et al., 1998). Next is Module 5, mood management with a 

duration of 12 sessions. Men are presented with an overreaching frame-work with a cognitive 

behavioural model, where they are taught to identify moods associated with their offending 

process, for example, physiological, cognitive, and behavioural skills (Hudson et al., 1998). 

Module 6, relationship skills is 12 sessions that focuses on establishing and maintaining 

intimate relationships. First by establishing their benefits, and then by examining ways in 

which they can be enhanced (Hudson et al., 1998). The four main areas focused on include: 

conflict and its resolution; the constructive use of shared leisure activities; the need to be 

communicative, supportive, and rewarding of each other; and lastly intimacy (Hudson et al., 

1998). The final module 7 is relapse prevention with 12 sessions, which aims for the men to 

fully understand their offence chains that include: identification of relapse chains, 

identification of skills to manage relapse issues, identification of support people and 

presentation of a personal statement (Hudson et al., 1998).  
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 After the treatment programme is completed, the therapy staff report on the outlining 

risk of further offending, treatment progress, and release recommendations for the 

participants. For the duration of  the programme, release plans are discussed and refined, 

therefore the reintegration coordinator is responsible for liaison between the resident, 

community agencies, and appropriate significant others (Hudson et al., 1998).  

 

2.4.4. Subjects 

The subjects for the current study were 358 male prisoners who were moved into the 

Kia Marama Special Treatment Unit at Christchurch Rolleston Prison in New Zealand, and 

who completed the treatment programme between 1993 and 2008. Their age ranged from 18 

to 74 years old, with average age of 41.10 years. The majority (74.30%) were of New 

Zealand European ethnicity; 16.60% were New Zealand Maori, 2.40% were Samoan and 3% 

were Cook Island Maori and the remaining 2.10% were from the other ethnicities and a small 

percentage of participants (0.3%) were reported to be Niuean, Tongan, Chinese, and Indian.  

 

 Offenders completed the Millon Clinical Multiaxial Inventory-III (MCMI-III; Millon, 

1983) as part of a standard battery of psychometric tests administered during the pre-

treatment assessment phase of the Kia Marama programme (Wales, 2005). Offenders 

commonly completed these in a group setting and were administered using the manual 

procedures (Wales, 2005). In New Zealand samples there is no Base Rates (BR) and raw 

scores were converted to BR scores using the conversion tables in the manual (Wales, 2005). 

The White and Black norms were used to convert European descent responses therefore the 

responses of Maori and Pacific offenders were also scored with the White and Black norms 

(Wales, 2005).  
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2.5. Measures   

2.5.1. The MCMI 

The Millon Clinical Multiaxial Inventory has two revisions, the MCMI-II and MCMI-

III (Millon, 1997), which consists of 175 brief, self-descriptive statements to be answered 

“true” or “false”. Potentially objectionable statements have been screened and vocabulary is 

at the eighth-grade reading level. The inventories were designed for clinical patients aged 17 

and older and can be taken in 25-30 minutes (Millon, 1983). The MCMI-III clinical scale was 

constructed as an operational measure of a syndrome derived from a theory of personality and 

psychopathology (Millon, 1997). Of the 24 diagnostic scales of the MCMI-III, 14 are 

personality patterns scales and 10 coordinate with disorders on Axis 1 of DSM-IV.  The five 

categories and 24 diagnostic scales grouped under them, in addition to three modifier indices. 

The three modifier indices and validity index were designed to detect careless, confused, or 

random responding (Millon, 1997). The MCMI has eight scales measuring basic personality 

styles (Schizoid, Avoidant, Dependent, Histrionic, Narcissistic, Antisocial, Compulsive, 

Passive-Aggressive), three scales measuring severe personality disorders (Schizotypal, 

Borderline, Paranoid), and nine scales measuring clinical syndromes (Anxiety, Somatoform, 

Hypomania, Dysthymia, Alcohol Abuse, Drug Abuse, Thought Disorder, Psychotic 

Depression, Delusional Disorder). Raw scores on the scales are transformed to base rate (BR) 

scores that are based on clinical prevalence rates  (Millon, 1997). BR scores provide a basis 

for optimal differential diagnostic cut-offs and attempt to ensure that the frequency of MCMI 

generated diagnosis is comparable with representative clinical prevalence rates (Millon, 

1997).    

  

In revising the MCMI-II to produce MCMI-III, 95 of the items were replaced to align 

them more closely with DSM-IV (Millon, 1997). The scope of the inventory was also 
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broadened by two new scales: scale 2B Depressive (related to DSM-IV, Axis II Depressive 

Personality Disorder) and scale R. Post-Traumatic Stress Disorder (Millon, 1997). The 

MCMI-III was designed for administration to adults 18 years and older in clinical situations 

where people are evaluated for emotional, behavioural, or personality problems. It can be 

scored with a set of hand-scoring templates, or by means of MICROTEST Q System 

computer software. Raw scores on the various scales are weighted and converted to base rate 

scores, which take into account the incidence of a certain characteristic or disorder (Millon, 

1997). The MCMI-III manual describes standardization data from various samples. The 

average test-retest and internal consistency reliabilities of the MCMI-III scales are quite good 

for a personality inventory (Millon, 1997). Alpha coefficients range from .66 to .86 for the 

personality scales (Scales 1 through P) and .71 to .90 for the clinical syndrome scales (Scales 

A through PP); test-retest reliabilities range from .84 to .96 for the clinical syndrome scales 

(Millon, 1997). Research has been generally positive regarding the theoretical foundation, 

construction methodology, and research agenda of the MCMI-III. The scales have 

demonstrated constancy with clinical and offender populations (stability coefficients for the 

scales show median values in the .60s and .70 with a variety of clinical groups; (Chantry & 

Craig, 1994). Langevin et al. (1988) described the reliability measures (coefficient alpha) as 

impressive for a sex offender sample (.61- .95 across the personality scales).  

 

2.5.2. Data Analysis  

Descriptive statistics were used to characterize the overall sample in terms of BR 

scores on the 11 MCMI personality subscales analysed by Wales (2005) and Blackburn 

(1996), including the percentage of cases within the clinical ranges for each subscale.  Cluster 

analysis was then conducted and results were compared with those of Wales and Blackburn.  

Specifically, we used k-means cluster analysis to identify four groups in the present sample.  
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The resulting clusters were paired with those obtained by Wales and Blackburn by 

minimizing the Euclidean distance between the centroids (i.e., minimizing the total sum of 

squared deviations from centroid means).  Several analyses were then conducted to determine 

how similar the clusters derived from the present sample were to those reported by Wales and 

Blackburn.  First, we compared the cluster assignments of cases in the present sample with 

the classification obtained by determining the nearest centroid from Wales and Blackburn for 

each case based on minimizing Euclidean distance.  The classifications were then compared 

by calculating kappa statistics (McIntyre & Blashfield, 1980).  Next, we compared the 

centroids between the current sample and Wales and Blackburn by examining scatterplots 

and correlations.  Because the correlations were significantly positive, we conducted a Monte 

Carlo analysis to determine the level of agreement between the centroids that was to be 

expected on the basis of chance. 

 

Furthermore, in this research we considered the validity scales MCMI (X=Disclosure, 

Y=Desirability, and Z=Debasement) and all the data had valid cases but we did not include 

these as part of our 11 MCMI clusters. From our analysis of the data it was inferred that Kia 

Marama does not include any MCMI cases which do not meet the validity criteria.   
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2.6. Results 

Offenders’ ages ranged from 18 to 74 years old, with an average of 47.1 years. The 

majority (74.30%) were of New Zealand European ethnicity; 16.60% were New Zealand 

Maori, 2.40% were Samoan and 3% were Cook Island Maori and the remaining 2.10% were 

from the other ethnicities and a small percentage of participants (0.3%) were reported to be 

Niuean, Tongan, Chinese, and Indian. The sample of 358 was followed for an average of 10.0 

years after their release.  The recidivism sample was available for sexual, general and violent 

reconviction and non-reconvicted offences. Respectively the sample included: sexual 

reconviction (N= 29), sexual non-reconviction (N = 246), violent reconviction (N = 22), and 

violent non-reconviction (N = 279), general reconviction (N = 78), and general non-

reconviction (N= 223).  Offenders in the sample were serving a sentence for a range of 

convictions. During the follow up (M = 10.0 years), 10.5% (n = 29) were convicted of a new 

sexual offence with an average of 5.04 years before re-offence; 7.3% (n = 22) were convicted 

of a new violent offence with average of 4.97 years before a re-offence, and 25.9% (n = 78) 

were convicted for a general offence with an average of 4.14 years before a re-offence.  
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Figure 2. 1 MCMI-III subscales base rate (BR) scores for 11 subscales for the Kia Marama 

sample. 

 

Figure 2.1 shows box plots of base rate scores for the 11 subscales for the present 

study, overall, base rate scores were highest on Avoidance, Dependent, Schizoid, Passive-

Aggressive, Antisocial, and Schizotypal subscales, and lowest on Histrionic, Narcissistic, and 

Compulsive. Below, Table 2.1 shows the percentage of cases with BR scores in the clinical 

range on the MCMI-III subscales. Offenders with BR > 84 can be interpreted as having all 

the defining features that characterize the disorder and would meet the criteria for the 

personality disorder; and when BR is between 75 to 84 the individual has most but not all of 

the defining features and traits of the disorder but is below the diagnostic threshold (Millon, 

1997). Base rates below 75 are not considered diagnostically significant and hence are 

typically not interpreted (Craig, 1999). Below, Table 2.1 illustrates in bold the percentages of 

offenders that meet the clinical criteria for personality disorder (BR > 84) on the MCMI-III 
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subscales were highest on Avoidant (18.40%), Dependent (11.50%), Schizoid (10.60%), 

Antisocial (10.60%), and Passive-Aggressive (9.20%). Offenders that have most but not all of 

the defining features and traits (BR 75 to 84) on the MCMI-III subscales were highest on 

Passive-Aggressive (28.80%), Avoidant (27.70%), Dependent (26.30%), Antisocial 

(19.80%), and Schizoid (17.60%). Further, the percentage traits that meet the clinical criteria 

for personality disorder are in relation to previous findings of Ahlmeyer et al. (2003), in the 

following order: highest percentage of the child molesters in their sample had Avoidant 

(41%; n = 472), Dependent (30%; n = 472), Antisocial (24%; n = 472), and Schizoid (18%; n 

= 472) personality disorders.  

 

 

Table 2. 1 Percentage of diagnostic BR scores on the MCMI-III subscales 

MCMI-III 

Scale   
Diagnostic BR Scores (n= 358)  

  BR > 84  BR 75 to 84  

Schizoid  10.60% 17.60% 

Avoidant  18.40% 27.70% 

Dependent  11.50% 26.30% 

Histrionic 0.60% 1.70% 

Narcissistic  2.80% 4.70% 

Antisocial 10.60% 19.80% 

Compulsive  1.70% 3.10% 

Pass-Agg 9.20% 28.80% 

Schizotypal 5.90% 9.80% 

Borderline 3.90% 14.80% 

Paranoid  8.10% 9.50% 
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Data from above Figure 2.1 were submitted to a cluster analysis.  The k-means 

procedure was used with untransformed base rate scores for the 11 subscales, and four 

clusters were specified.  Profiles of centroid means are shown in Figure 2.2. As can be seen 

from Figure 2.2, cluster 1 was the only one of the four for which the centroid mean scores 

were on the clinical range, with base rate scores of 75 or greater. This was the case for four 

subscales for cluster 1. These were: Schizoid, Avoidant, Dependent, and Passive-Aggressive. 

Potential clinical implications of this pattern of elevations are discussed below, in the 

discussion section. Although below the base rate cut-off of 75 for clinical significance, 

cluster 2 showed the highest mean base rate of any of the groups on Antisocial. Furthermore, 

cluster 2 mean base rate on the passive-aggressive scale did not differ significantly from that 

of cluster 1, despite being under 75 (BR = 70.58).     

 

Figure 2. 2 Mean base rate score on each of the MCMI-III personality scales for the four 

clusters derived from K-means clustering. 
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We further examined the differences between the mean base rate scores on each of the 

11 MCMI-III personality scales for the four clusters (see Table 2.2 below). An analysis of 

variance (ANOVA) yielded significant difference among the four clusters on each of the 11 

MCMI-III personality subscales (Schizoid, F(3, 354) = 103.84, p = .001; Avoidant, F(3, 354) 

= 223.34, p = .001; Dependent, F(3, 354) = 117.15, p = .001; Histrionic, F(3,352) = 156.95, p 

= .001; Narcissistic, F(3,353) = 111.02, p = 0.001; Antisocial, F(3, 354) = 62.98, P = .001; 

Compulsive F(3, 354) = 51.78, P = .001; Passive-Aggressive, F(3, 353) = 328.78, P = 0.001; 

Schizotypal, F(3, 353) = 266.67, P = .001; Borderline, F(3, 354) = 149.78, P = .001; 

Paranoid, F(3, 354) =153.75, P = .001).  Moreover as shown in Table 2.2, a post-hoc Tukey 

test showed the four clusters on each 11 MCMI-III subscales differed significantly at p = 

.001. However the following MCMI-III subscales were not significantly different between 

each clusters, these include: Schizoid, cluster 2 and 4; Avoidant, cluster 2 and 4; Narcissistic 

cluster 2 and 3; Antisocial, cluster 1 and 2, also cluster 3 and 4; Compulsive, cluster 3 and 4; 

Passive-Aggressive, cluster 1 and 2 and also cluster 3 and 4; Borderline, cluster 3 and 4; and 

Paranoid, cluster 1 and 2.  

 

Table 2. 2 Differences between the four clusters on each of the 11 MCMI-III subscales 

MCMI-III Scale              Cluster   

  Cluster 1  Cluster 2 Cluster 3 Cluster 4 

Schizoid  76.08a 66.92b 34.61c 65.42b 

Avoidant  84.72a 63.03b 20.49c 62.40b 

Dependent  80.07a 62.24b 29.19c 49.79d 

Histrionic  19.04d 45.49b 55.54a 40.09c 

Narcissistic  29.83c 58.60a 60.49a 51.88b 

Antisocial  67.72a 73.47a 43.67b 44.98b 

Compulsive  34.58c 44.21b 58.18a 55.09a 
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Pass-Agg 75.18a 70.58a 18.37b 24.72b 

Schizotypal  73.82a 62.59b 12.88d 50.11c 

Borderline  69.29a 62.81b 26.80c 28.72c 

Paranoid 71.86a 67.19a 19.89c 41.07b 

Note: Values with the same lower case letter (a, b, c and d) were not statistically different 

from each other.  

 

 

As shown in Table 2.2, cluster 1 was characterized by elevation scores on the 

Avoidant, Dependent, Schizoid and Passive-Aggressive. Cluster 2 showed elevation scores 

on Antisocial and Passive-Aggressive. However the scores in cluster 2 did not reach the 

clinical cut-off score of 75 BR points. By contrast, cluster 3 had elevation scores on 

Narcissistic and Compulsive and low scores on Schizotypal, Passive-Aggressive, Paranoid, 

and Avoidant. Nonetheless the scores in cluster 3 did not reach the clinical cut-off score of 75 

BR points. Cluster 4 showed elevation scores on Schizoid, Avoidant and low scores on 

Passive-Aggressive and Borderline. But cluster 4 also did not reach the clinical cut-off score 

of 75 BR points. 

 

We conducted several analyses to evaluate whether the clusters obtained in the 

present study were similar to those reported by Wales (2005) and Blackburn (1996). First, we 

compared our clusters with the classification produced when cases were assigned based on 

the nearest centroid from Wales (2005) and Blackburn (1996).  Specifically, each case in the 

present sample was assigned to one cluster from Wales (2005) and one cluster from 

Blackburn (1996) based on the minimum Euclidean distance from the centroids in the 

previous studies.  Table 2.3 in which the highest number of occurrence between the clusters, 

is shown in bold.  Table 2.3 reports the present study MCMI-III cluster 1 is best matched to 

Wales cluster 4 because it has the highest depicted number of 63 compared to the rest of the 
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remaining clusters; MCMI-III cluster 2 is best matched with Wales cluster 1 with highest 

depicted number of 92 in relation to the other clusters; the MCMI-III cluster 3 is also best 

matched to Wales cluster 2 with depicted number of 53 and MCMI-III cluster 4 is best match 

to Wales cluster 3, with highest depicted number of 37. 

 

Table 2. 3 Matching of present study MCMI-III clusters in relation to Wales’s and 

Blackburn’s clusters. 

Current Study 

Clusters 
        

  

              Wales Clusters      

  
Wales  

Cluster 1 

Wales  

Cluster 2 

Wales 

Cluster 3 

Wales 

Cluster 4 
Total 

Cluster 1  60 0 0 63 123 

Cluster 2 92 11 7 1 111 

Cluster 3 0 53 14 0 67 

Cluster 4 2 11 37 7 57 

Total 154 75 58 71 358 

Current Study 

Clusters 
        

  

 
           Blackburn Clusters   

 

  
Primary 

Psychopath 

Secondary 

Psychopath 
Controlled  Inhibited  Total 

Cluster 1  0 47 0 76 123 

Cluster 2 18 86 6 1 111 

Cluster 3 23 0 44 0 67 

Cluster 4 3 0 50 4 57 

Total 44 133 100 81 358 

 

  

 

To further explore the similarity between the clusters in the present study, it is 

important to consider whether the four clusters derived here bear any similarity to the four 

groups identified by previous research of Blackburn (1996) which Wales (2005) found his 
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clusters bore similarity to. Therefore the k-means clusters obtained for the present study were 

also matched to that of Blackburn’s (1976). As reported in Table 2.3 the present study cluster 

1 is best matched to Blackburn’s Inhibited than to any of Blackburn’s other groups. Cluster 2 

of the present study is similar to that of Blackburn’s Secondary Psychopath than to any of 

Blackburn’s groups. These two clusters differ, in that cluster 1 is high on Avoidant, 

Dependent, Schizoid, and Passive Aggressive, whereas cluster 2 is also high on Antisocial 

and Paranoid.  The present study, cluster 3, is similar to that of Blackburn’s Primary 

Psychopath than to any of Blackburn’s other clusters. Further, cluster 4 is similar to that of 

Blackburn’s Controlled cluster than to any of Blackburn’s other groups.   

 

Therefore, to explore the inter-rater reliability of the similarities between Wales’s and 

Blackburn’s clusters to that of the present study clusters, a Cohan’s Kappa was carried out.  

The agreement between Wales’s clusters and current study clusters was K = 0.57 and the 

agreement for Blackburn’s clusters and the current study clusters was K = 0.54.  Our results 

validate the analyses carried out above by minimizing the sum of squared deviations of the 

base rate mean scores by pairing of our clusters and our correlation findings. The results of 

the present study MCMI-III cluster profiles obtained show our best match of the four groups 

of personality clusters identified in Blackburn’s (1996) and Wales’s (2005) clusters. 

 

Figure 2.3 shows the centroid profiles obtained in the current study plotted against 

those reported by Wales (2005; upper panel) and Blackburn (1996; lower panel).  

Specifically, the mean BR scores for each cluster in the present sample was plotted against 

the mean BR score from the cluster reported by Wales and Blackburn.  The same cluster 

pairings from Table 2 were used.  Figure 3 shows that correlations between the centroid 
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profiles in the current study and those from Wales’s (2005) and Blackburn’s (1996) studies 

were strongly positive, r = 0.72, p = .001 and r = 0.72, p = .001, respectively.   

 

The positive correlations in Figure 2.3 suggest that the cluster profiles from the 

present sample are similar to those reported by Wales (2005) and Blackburn (1996).  

However, stronger evidence for this conclusion would be provided if it could be shown that 

the correlations were greater than would be expected on the basis of chance.  To accomplish 

this, we performed a Monte Carlo analysis.  Specifically, data from the present study was 

simulated by generating 358 cases with values on the 11 subscales obtained by sampling from 

normal distributions with means and standard deviations in the current sample.  Note that this 

sampling process assumes that there is no true heterogeneity in the data. The randomly-

generated sample of 358 cases was then submitted to a k-means cluster analysis, and four 

clusters obtained.  These clusters were then paired with those from Wales (2005) and 

Blackburn (1996) separately according to all possible 24 combinations (i.e., there are 24 

possible ways that two sets of four clusters can be paired), and the largest positive correlation 

between the pooled centroids was recorded.  One thousand iterations were performed.  The 

average largest correlation for the simulated data with Wales’s (2005) centroids was r = .396 

(SD = 0.057), while the corresponding average correlation with Blackburn’s (1996) centroids 

was r = .435 (SD = 0.059).  This shows that the obtained correlations (r = .72) of centroids 

from the present sample with those of Wales (2005) and Blackburn (1996) are greater than 

would have been expected based on chance. 
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Figure 2. 3 Relationship between the current study clusters base rate scores in relation to 

Wales’s and Blackburn’s cluster base rate scores. 
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The differences between the mean base rate scores on each of the other 17 MCMI-III 

personality subscales for the four clusters were tested (see Table 2.4 below). An analysis of 

variance (ANOVA) yielded significant difference among the four clusters on each of the 17 

personality MCMI-III subscales (Disclosure, F(3, 354) = 202.50, p = .001; Desirability, F(3, 

354) = 135.07, p = .001; Debasement, F(3, 354) = 139.29, p = .001; Depressive, F(3,352) = 

105.15, p = .001; Aggressive, F(3,354) = 71.21, p = 0.001; Self-Defeating, F(3, 354) 

=117.53, p= .001; Anxiety F(3, 353) =76.42, p = .001; Somatoform, F(3, 353) =50.14, p = 

0.001; Bipolar, F(3, 354) =55.51, p = .001; Dysthymia, F(3, 354) =104.24, p = .001; Alcohol 

Dependence, F(3, 354) =53.24, p = .001; Drug Dependence, F(3, 354) =35.27, p = .001; 

PTSD, F(3, 354) =79.28, p = .001; Thought Disorder; F(3, 354) =131.97, p = .001; Major 

Depression, F(3, 354) =59.33, p = .001; Delusional Disorder,  F(3, 354) =43.05, p = .001).  

Moreover as shown in Table 2.4, a post-hoc Tukey test showed the four clusters on each 17 

MCMI-III subscales differed significantly at p = .001. However as shown by the subscript 

notations the following MCMI-III subscales were not significantly different between each 

cluster. These include: Desirability, cluster 2 and 4; Aggressive, cluster 3 and 4; Somatoform, 

cluster 1 and 2; Bipolar, cluster 3 and 4; Alcohol Dependence, cluster 1 and 2, also cluster 3 

and 4; Major Depression, cluster 3 and 4; Delusional Disorder, cluster 1 and 2.   
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Table 2. 4 Relationship between the current study’s clusters base rate scores in relation to 

Wales’s and Blackburn’s cluster base rate scores. 

MCMI-III Scale             Cluster   

  Cluster 1  Cluster 2 Cluster 3 Cluster 4 

Disclosure  80.19a 71.31b 39.19d 49.39c 

Desirability 36.00c 66.26b 76.43a 64.89b 

Debasement  70.86a 60.60b 29.10d 45.23c 

Depressive  84.93a 68.89b 31.07d 51.93c 

Aggressive  55.15b 64.12a 31.78c 34.11c 

Self-Defeating  79.24a 66.65b 27.36d 46.28c 

Anxiety  80.24a 66.60b 22.27d 44.42c 

Somatoform 58.35a 53.13b 19.99d 34.81c 

Bipolar 57.310b 63.59a 34.25c 37.47c 

Dysthymia 76.56a 66.02b 29.10d 42.21c 

Alcohol Dependence  71.02b 75.23a 43.99c 47.61c 

Drug Dependence  62.53b 65.03a 40.61c 41.05c 

PTSD 67.02a 58.59b 22.97d 37.42c 

Thought Disorder 62.35a 55.70b 13.37d 28.28c 

Major Depression  61.06a 51.02b 21.16c 30.35c 

Delusional Disorder  53.37a 57.10a 19.82c 33.86b 

Note: Values with the same lower case letter (a, b, c and d) were not statistically different 

from each other.  
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2.7. Discussion  

The main goal of the present study was to establish validity of four MCMI-III clusters 

typography with a sample (N = 358) of male sexual offenders against children who 

completed a prison based treatment programme. A k-means cluster analysis with base rate 

scores (BR) for 11 of the MCMI-III subscales were similar to those identified in previous 

studies (Blackburn 1996; Wales 2005).  Respectively clusters were characterized by high 

scores as follows: Cluster 1, Avoidant, Dependent, Schizoid, and Passive-Aggressive; Cluster 

2, Antisocial, Passive-Aggressive, and Paranoid; Cluster 3, Narcissistic, Compulsive, and 

Histrionic; Cluster 4, Schizoid, Avoidant, and Compulsive. The most important finding of the 

present research was how the expression of personality could be used to account for some of 

the heterogeneity reported in comparing broader sex offender samples (Ahlmeyer et al., 2003; 

Blackburn, 1996; Lussier et al., 2001; Wales, 2005). In this respect, the current study findings 

suggest that different subgroups of sex offenders can be differentiated based on MCMI-III 

personality subscale base rate scores.  

 

A further important contribution of the present study is the examination of the 

replication of Wales’s (2005) and Blackburn’s (1996) findings due to the high correlation 

found between the centroid mean base rate scores of the clusters from each of the studies. 

Additional analyses further validated this finding. Specifically, a Cohen’s Kappa analysis 

showed that agreement between Wales’s clusters and the present study was K=0.57, and the 

agreement between Blackburn’s clusters and present study was K=0.54. The cluster centroids 

were significantly correlated (r=.72) with those reported by Wales (2005) and Blackburn 

(1996). Additionally, high positive correlation with Wales’s and Blackburn’s cluster 

centroids was further validated by performing a Monte Carlo analysis which confirmed that 
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the agreement between the studies was significantly greater than that expected based on 

chance.    

 

The similarities between the current study’s four clusters were examined to those of 

Blackburn (1996) personality based typology of mentally disordered male violent offenders 

to identify homogenous groups with similar profile patterns. The present study’s cluster 1 

was best matched to Blackburn’s Inhibited cluster. Blackburn’s Inhibited group were 

characterised by extreme introversion and shyness, restively low impulsivity, and high levels 

of anxiety, hostility, depression and tension. Whereas the present study’s cluster 1 was 

characterised by elevation scores on Schizoid, Avoidant, Dependent, and Passive-Aggressive; 

and the low on the Histrionic, Narcissistic, and Antisocial scales. Moreover Blackburn’s 

secondary psychopath is best matched to the present study’s cluster 2. The secondary 

psychopaths were characterized by patterns of hostility, impulsivity, aggression, and high 

levels of anxiety, shyness, tension, and mood lability (Blackburn, 1996). Therefore, cluster 2 

was characterized by elevation scores on Antisocial and Passive-Aggressive, lowest on the 

Compulsive subscales. The present study’s cluster 3 was best matched to Blackburn (1996) 

primary psychopaths. Blackburn’s primary psychopaths were characterised as high 

extraversion, impulsivity, moderate hostility, and aggression, and a low level of anxiety and 

shyness. The present study’s cluster 3 showed subclinical levels of Histrionic traits that were 

higher than any other cluster and subclinical elevation on Narcissistic and Compulsive scales, 

and also scored lowest on the Avoidant, Schizoid, Schizotypal, and Dependent scales.  

Moreover cluster 4 of this study was similar to Blackburn (1996) controlled group. The 

controlled profile showed defensive, controlled, unaggressive, and report low levels of 

shyness, anxiety, depression, and tension. Cluster 4, in the present study showed relatively 
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subclinical elevations on Compulsive trait in comparison to all the clusters and low scores on 

Borderline and Passive-Aggressive subscales. 

 

Our follow-up study to Wales (2005) which distinguished four personality clusters, 

was significantly correlated (r=.72) as stated above.  We were able to identify the cluster 

profile and its strong correlation identified in our current study in relation to Wales’s. The 

present study’s MCMI-III Cluster 1 had elevated scores on Avoidant, Dependent, Schizoid, 

and Passive-Aggressive, and was best matched to Wales’s cluster 4, which had elevated 

scores on Schizoid, Avoidant, Dependent, and Schizotypal scales. The present study’s 

MCMI-III cluster 2 showed elevated scores on Antisocial and Passive-Aggressive, which was 

best matched with Wales’s cluster 1, with elevated scores on Schizoid, Avoidant, Passive-

Aggressive and Antisocial scales. Further, the present study’s MCMI-III cluster 3 was 

elevated on Narcissistic, Compulsive, and Histrionic subscales and was also best matched to 

Wales’s cluster 2 with elevated scores on Histrionic, Narcissistic, and Antisocial scales. The 

present study’s MCMI-III cluster 4 had elevated scores on Schizoid, Avoidant, and 

Compulsive and was best match to Wales’s cluster 3, which had elevated scores on the 

Dependent and Compulsive scales. It is important to note that only cluster 1 of the current 

study reached clinical significance for personality diagnosis, while clusters 2, 3, and 4 were 

subclinical. These personality clusters are important because they can be used to interpret the 

way child molesters offend, which is an important factor in identifying high risk offenders 

through treatment targets linked to sexual offending.  

 

All four cluster subscales that meet the clinical criteria or subclinical profiles will 

provide us with valuable information concerning the manifestation of each personality 

disorder based on Millon (1997) personological domains, which include: behavioural (i.e., 
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expressive behaviour, interpersonal conduct), phenomenological (i.e., cognitive style, self-

image, mental representations), intrapsychic (i.e., regulatory mechanisms, morphologic 

organisation), and biophysical (i.e., mood, temperament). Clinical implications of this pattern 

of elevations are explored further in the discussion below. Cluster 1 was the only one of the 

four for which the centroid mean scores were on the clinical range, with base rate scores of 

75 or greater. This was the case for four subscales in cluster 1 with clinically significant 

elevations on Avoidant, Dependent, Schizoid and Passive-Aggressive subscales. The MCMI-

III manual by Millon (1997) describes Avoidant subscale characteristics of the child 

molesters as cognitively distracted such as: warily scans the environment for potential threats, 

and is preoccupied by intrusive and disruptive random thoughts; and sees self as socially 

inept, inadequate, and inferior, thereby justifying his or her isolation and rejection by others. 

Moreover, the Avoidant scale depends excessively on imagination to achieve need 

gratification, confidence building, and conflict resolution (Millon, 1997). Further, the 

Avoidant scale has an anguished mood which is described by Millon (1997) as a constant and 

confusing undercurrent of tension, sadness, and anger, vacillating between a desire for 

affection. Cluster 1 Dependent personality subscale also meets the criterion for clinical 

diagnosis. Millon (1997) describes the Dependent personality subscale as expressively 

incompetent, such as withdrawing from adult responsibilities by acting helpless and seeking 

nurturing from others, and interpersonally submissive, for example, needing excessive advice 

and reassurance. Also, a lack of self-confidence by belittling own attitudes and competencies. 

In addition, according to Millon (1997), the Dependent personality subscale can also have a 

pacific mood such as being characteristically warm, tender, and non-competitive. Cluster 1, 

Schizoid personality subscale, includes being expressively impassive and interpersonally 

unengaged in manner, seeming indifferent and remote, rarely responsive to the actions or 

feelings of others, and choosing solitary activities. Lastly, appearing apathetic in mood, 
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acting emotionally unexcitable, exhibiting an intrinsic unfeeling, cold, and stark quality; 

reporting weak affectionate or erotic needs (Millon, 1997). Moreover, cluster 1 meets the 

clinical diagnosis for Passive-Aggressive personality disorder, illustrated by Millon (1997) as 

expressively resentful, for instance, resisting fulfilling the expectations of others, frequently 

exhibiting procrastination and being interpersonally contrary (Millon, 1997). Further, the 

individual is cynical, doubting, and untrusting; also having a discontented self-image, for 

instance sees self as misunderstood, luckless, and demeaned by others. In addition, Millon 

(1997) describes Passive-Aggressive as having an irritable mood, being sullen and moody, 

withdrawn and is often petulant and impatient.  

 

The findings of the MCMI-III subscale interpretations suggest a number of 

implications the personality profile findings raise, which can be used to develop offence 

typologies or classification systems that can be used during treatment to prevent risk of 

recidivism. To make our societies safer from the risk of offenders, we need to overcome the 

challenges that therapists face in clinical settings to treat sex offenders. Moreover, our 

profiles can be used to interpret the way child molesters offend, which is an important insight 

into identifying high risk offenders through treatment targets linked to sexual offending by 

using the dynamic tool Stable-2007 (Hanson, Harris, Scott, & Helmus, 2007), or the Violence 

Risk Scale-Sexual Offender version (VRS-SO) (Wong, Olver, Nicholaichuk, & Gordon, 

2003). The findings of cluster 1 could be addressed in clinical settings because the 

implications of such a profile can be used to inform treatment planning based on each 

personality subscale profile that meets the clinical criteria for personality disorders. Cluster 1, 

which best matches profiles in relation to that of Wales (2005) cluster 4 and Blackburn 

(1996) Inhibited profile, illustrate offenders who meet the clinical criteria for personality 

disorder on subscales including Schizoid, Avoidant, Dependent, and Passive-Aggressive. 
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Cluster 1 scored higher on Schizoid personality disorder, thus individuals with this 

personality have limited expression of emotions (emotional coldness, detachment, or 

flattened affectivity). Those with Schizoid personality disorder have a higher risk of 

developing other mental health disorders which may include major Depressive disorder, 

Anxiety disorders etc. (American Psychiatric Association, 2013). Treatment for Schizoid 

personality disorder can be challenging according to physicians because individuals appear to 

be aloof about the need to change, which can be challenging for any therapeutic approach 

(American Psychiatric Association, 2013).  According to the Diagnostic and Statistical 

Manual of Mental Disorders, fifth edition (DSM-5) (American Psychiatric Association, 

2013), therapists need to be aware of the lack of emotional awareness and give the patient the 

space needed, thus group therapy is suggested to provide support structure and increase social 

motivation. Moreover, treatment planning for Avoidant (personal inadequacy and intense fear 

of social rejection) personality disorder could be psychotherapy used in treatment to help the 

individual with becoming less sensitive to rejection (American Psychiatric Association, 

2013).  Individuals with Avoidant personality disorder find it hard to seek treatment because 

they expect their therapist will dislike them. Thus, therapists must be aware that their 

behaviour towards the patient can be interpreted as judgmental or disapproving because they 

can be seen by the patient as very critical even though no bias was intended (American 

Psychiatric Association, 2013). According to DSM-5, treatment is difficult with Avoidant 

personality disorder, as there is increased risk of receiving treatment from the patient. Thus, 

the therapist building trust and emotional warmth is important in order to receive treatment 

(American Psychiatric Association, 2013).  

 

Furthermore, individuals with Dependent personality disorder often have a fear of 

abandonment which results in behaviour such as pervasive need to be taken care of, 
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submissive, clinging, and needy. According DSM-5 (American Psychiatric Association, 

2013), Dependent personality disorder is usually treatment-resistant, so cognitive behavioural 

therapy (CBT) has been suggested as an ideal treatment. Individuals with Dependent 

personality disorder should be treated as fragile, and clinicians most importantly should not 

be drawn into their expressions of dependence and helplessness (American Psychiatric 

Association, 2013). Cluster 1’s clinical diagnosis for Passive-Aggressive personality disorder 

(PAPD), suggests treatment for PAPD is also difficult, because the individuals fail to admit 

that they are a major factor in the problems they have (American Psychiatric Association, 

2013). Counselling could be significant in helping individuals overcome their pattern of 

behaviour such as procrastination, forgetfulness, stubbornness, and intentional inefficiency 

(American Psychiatric Association, 2013).  

  

Additionally, although below the base rate cut-off of 75 for clinical significance, 

cluster 2 showed the highest mean base rate of any of the groups on Antisocial. Also, cluster 

2’s mean base rate on the passive-aggressive scale did not differ significantly from that of 

cluster 1, despite being under 75 (BR = 70.58). Millon (1997) describes Antisocial as 

expressively impulsive, acting hastily and spontaneously in a restless, spur-of-the-moment 

manner. The individual may have a callous mood, by its nature insensitive, irritable, and 

aggressive. Professionals may have trouble helping those with Antisocial personality because 

professionals assume individuals may not have real feelings. Therefore, this can lead to 

difficulties within treatment. Clinicians may help individuals among group settings 

specifically tailored for Antisocial personality, which can put the individual at ease in 

conversing about their feelings and behaviour in front of peers with some reassuring 

modality.  
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Furthermore, cluster 3 showed the least problematic patterns of personality symptoms 

of all the clusters. Although not at clinically interpretable levels, it is worth noting that this 

group showed levels of Histrionic traits that were significantly higher than any other cluster. 

The MCMI-III manual refers to Histrionic as expressively dramatic in manner, that is, 

volatile, provocative, and highly emotional (Millon, 1997). Also, fickle mood, for instance, 

displaying rapidly shifting and shallow emotions; coming across as vivacious and animated 

(Millon, 1997). Treatment with Histrionic personality is perceived difficult by professional 

because they may experience reactions to treating this disorder. Therefore therapists should 

be more familiar to their own feelings with the rehabilitation setting and make certain that 

they are treating the individual justly and with respect.  

 

Nonetheless, cluster 4 had generally higher means base rates scores than cluster 3. 

They were similarly at subclinical levels across the board. Out of all the groups, cluster 4 

showed relatively high traits endorsed on the Compulsive scale, only on which they scored 

significantly higher than clusters 1 and 2 (although this was indistinct for cluster 3). As stated 

by Millon (1997) in the MCMI-III manual, the Compulsive personality subscale maintains a 

regulated, highly structured, strictly organised life; perfectionism interferes with decision 

making and task completion. In addition, they may have a solemn mood, being tense, joyless, 

and grim; restraining warm feelings and keeping most emotions under tight control. 

Therapists can help the individual identifying their feeling states, which can be accomplished 

by techniques such as feeling identification at the onset of every therapy session (McGlashan 

et al., 2005). Realisation of feelings may bring change. This may be done by giving 

homework such as writing feelings in a journal.   
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This study has identified important typologies which future research could use to 

further examine the identified cluster profiles in comparing the risk of future offending, 

responsiveness, rehabilitation needs for treatment, and other issues related to risk 

management, and treatment progress. Similarly potential clinical applications can be tested 

by comparing our typologies with a number of psychometric assessments used to measure 

risk or other ranges of factors such as social perception, cognitive distortions, self-esteem, 

loneliness, social isolation, and intimacy or emotional functioning.  Further, future research 

may validate our results further with regards to offending MCMI-III personality cluster 

profiles with larger sample sizes. Longer follow-up time for longitudinal studies for future 

research should be looked into with respect to recidivism, in an attempt to identify those 

personality types best suited to certain treatment interventions. Other limitations that need to 

be considered in this study may include the small number of samples within each cluster that 

may have resulted in an over or under classification of the personality subscales. 

Additionally, there is a lack of research on personality using the MCMI-II or MCMI-III, and 

these few studies use small samples to test reliability and validity of MCMI personality 

subscales which could have been useful for our study for comparison. Generalization from 

the present study’s findings to other clinical populations must be limited to some extent due 

to the unusual nature of the sample. 

 

 As discussed above, cluster 1 showed several clinically significant elevations 

which provide useful information for therapists from a responsivity perspective, while 

clusters 2, 3, and 4 did not show mean elevations at diagnostic levels. There were however, 

some patterns of elevation that may provide some clinically useful information for therapists 

working with such individuals. Overall our study generally identified high levels of reliability 

and validity in the MCMI-III as a measure of personality characteristics among sample of 
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male child molesters. The current study’s findings strongly support our aim that established 

the validity of the MCMI-III (Millon, 1997) personality clusters of sex offenders initially 

proposed by Wales (2005) and Blackburn (1996). Respectively, clusters were characterized 

by elevation scores including: cluster 1, Avoidant, Dependent, Schizoid, and Passive-

Aggressive; cluster 2, Antisocial, Passive-Aggressive, and Paranoid; cluster 3, Narcissistic, 

Compulsive, and Histrionic; cluster 4, Schizoid, Avoidant, and Compulsive. In summary, our 

results showed that different subgroups of sex offenders, specifically child molesters, can be 

differentiated based on the MCMI-III scores. 
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CHAPTER THREE 

Millon Clinical Multiaxial Inventory (MCMI-III) personality clusters of child molesters 

in assessing treatment change with psychometric measures 

 

3.1. Abstract  

We studied a sample of 358 male child molesters who attended the Kia Marama 

Treatment programme between 1993 and 2008. The main goal of this study was to use the 

four MCMI-III personality cluster profiles and compare them on a range of dynamic risk 

psychometric self-reports measures administered prior to and following treatment. The 

dynamic risk psychometric self-reports measures were loaded under Allan, Grace, 

Rutherford, and Hudson (2007) four factor dimensions which include: social inadequacy 

(F1), sexual interests (F2), anger/hostility (F3), and pro-offending attitudes (F4). One-way 

analysis of variance (ANOVA), showed that child molesters who came through the Kia 

Marama pre-treatment programme reported difficulties on all four factor dimensions. 

Although pre- and post-treatment changes revealed differences on only three of the 

psychometric variables measuring social inadequacy and anger/hostility. Additionally ASRS 

items and dynamic risk factors were analysed. ASRS items and cluster profiles predict 

offenders convicted of prior sex offences, prior violence offences and convicted of a sexual 

offence where the reported victim was male.  However, the dynamic risk factors pre- and 

post-treatment, did not significantly differ. Overall results show personality clusters of child 

molesters differentiated based on MCMI-III scores are meaningful in identifying subtypes of 

child molesters with self-report psychometric tests measured during treatment.   
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3.2. Introduction 

Within New Zealand, there are currently two main accredited prison-based treatment 

units for child sex offenders. These include Kia Marama and Te Piriti (Marshall et al., 2013). 

Each treatment unit structure differs to reflect the local population demographic, however 

both focused on assessing the following factors: sexual attitudes, beliefs, and behaviour, 

including emotional functioning, particularly anger, anxiety, and depression, interpersonal 

competence, particularly issues of self-esteem, intimacy, and loneliness, and personality 

(Marshall et al., 2013; Wales, 2005). Therefore, growing theoretical and empirical research 

has focused on treatment programmes for sex offenders, batterers, and violent sex offenders 

(Hamberger & Hastings, 1986; Hart et al., 1993; Pithers & Gray, 1996). Research has been 

assessing treatment programmes among child molesters, non-sex offenders, and non-

offenders by examining psychometric tests, dynamic and static risk factors in order to 

understand effective prison-based treatment programmes (Beech, Fisher, & Thornton, 2003; 

Beggs & Grace, 2010, 2011; Hanson & Thornton, 2000; Lussier et al., 2001; Marshall et al., 

1999; McKibben et al., 2001; Neidigh & Tomiko, 1991; Olver et al., 2007; Thornton, 2002; 

Wales, 2005). Factors are measured using psychometric assessments before and after 

treatment, which is critical in response to determining the key aetiological features of sex 

offenders’ behaviour. The following chapter 3 literature review focuses on examining sex 

offenders’ risk assessment in treatment with relation to personality subscales as measured by 

the MCMI-III.    

 

Assessing risk has important implications for the criminal justice system, prison-

based treatment programmes, individuals and society because we need to protect our 

communities from an individual’s risk of re-offending. Risk assessment can primarily fall 

into two categories, either clinical or actuarial prediction (Campbell, 1995). Clinical 
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prediction is the judgment by mental health professional involving risk a specific person 

poses, combined with theoretical knowledge and experience with offenders (Hanson & 

Thornton, 1999). Moreover, actuarial risk prediction is based on large amounts of historical 

data, the use of statistical modelling, and risk factor tools which can include psychometric 

tools, static and dynamic risk factors (Andrews, Bonta, & Wormith, 2006).  

 

When assessing risk, the factors that are taken into account by clinicians include: 

personality traits, mental illness, social and psychological factors (Bakker et al., 1998; Beech, 

Friendship, Erikson, & Hanson, 2002; Hanson & Harris, 2001). An extensive body of 

literature exists on the subject of assessing psychometric measures of risk with sex offenders. 

Beech (1998) study of psychometric typology with a sample of child abusers (N = 140) 

aimed to progress psychometric typology of child abusers in order to assess essential 

treatment need and level of risk, and to evaluate a definite level of offence-related problems 

and social adequacy. Two hypotheses were made. Hypothesis one was highly deviant men 

(socially inadequate with many offence-related problems) may possibly be expected to have 

an extensive history of sexual offending and be at greater risk of reoffending, than men who 

were less deviant. Hypothesis two posits that it is possible to identify a level of deviance even 

in those who were responding in a socially desirable manner. Three cluster analyses were 

carried out which adjusted for 13 variables. Cluster 1 was categorized as high deviance 

groups, because cluster 1 was significantly more deviant with more distorted attitudes, with 

the highest levels of social inadequacy, such as low self-esteem and high levels of emotional 

loneliness, under-assertiveness, and personal distress. Cluster 2, according to Beech (1998) 

falls between cluster 1 and 3, labelled as “high-denial-faking good group” (p.328) and had 

significantly higher social desirability scores. Cluster 3 had the lowest level of social 

inadequacy and lowest levels of distorted attitudes among the three groups. This cluster was 



70 

 

 

 

labelled as a low-deviance group. Further, Beech (1998) results show men with high 

deviancy compared to men with low deviancy were more likely to have been convicted of a 

previous sexual offence; to have committed offences against boys; to have committed extra-

familial, or both extra-and intra-familial, offences; and to have had many victims. In addition, 

Beech et al. (2002) examined deviancy (measure of dynamic risk) and Static-99 (Hanson & 

Thornton, 2000) with a sample of 59 U.K. child molesters. Beech et al. (2002) hypothesised 

levels of static risk would be associated with levels of reconviction, and also pre-treatment 

deviancy (measure of dynamic risk) would assist in prediction of reconviction rates besides 

static risk procedures. High-risk men were more likely to be reconvicted for a sexual offence 

compared to low-risk men. Most importantly, findings show the accuracy of risk prediction 

increased by adding psychometric measures of dynamic risk beyond the level reached by 

actuarial assessment of static factors.   

 

Similarly, alongside Beech et al., (1999; 2002), other researchers have supported the 

importance of considering psychological deviance in conjunction with static risk 

classification (Hanson & Harris, 2001; Hanson & Thornton, 2000; Thornton, 2002). Thornton 

(2002) assessed a framework for dynamic risk with a sample of 117 adult male sex offenders 

serving sentences for sexual offences against a child. Psychometric battery were used to 

measure three domains in this study including: distorted attitudes, socio-affective functioning, 

and self-management. The distorted attitudes domain was measured by the Rape Myths Scale 

(Burt, 1980) and the Justifications for Sex with Children Scale by Marshall (1990; 

unpublished manuscript). The socio-affective functioning domain was measured by the Self-

Esteem Questionnaire (Beech, Fisher, & Browne, 1999), the UCLA Emotional Loneliness 

Questionnaire (Russell, Peplau, & Cutrona, 1980), the Rumination of Anger Scale (Caprara, 

1986) and the Rehearsal of Negative Emotions Scale (Roger & Najarian, 1989); the self-
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management domain measured by the Benign Control and Aggression Control Scale (Roger 

& Najarian, 1989). Psychometric factors were combined into overall deviance using an 

algorithm, and offenders were categorised as high, moderate, or low on deviance. Also, the 

Static-99 (Hanson & Thornton, 2000) was used as a measure of risk. Findings show that by 

combining static and dynamic (Initial Deviance Assessment, DIA) classifications, there was a 

significant increase in prediction obtained. Thornton (2002) suggested when evaluating 

recidivism both assessments of risk should be considered due to the contributions made to 

prediction.    

 

 Allan et al. (2007) studied the relationship between dynamic risk factors and 

recidivism with a sample of child molesters (N = 495) who completed prison-based treatment 

programmes in New Zealand. Allan et al. (2007) had three major goals, including: (1), 

developing a profile of the child molesters sample, with available adult normative data for the 

psychometric measures; (2), labelling the pattern of deviance with dimensions which 

represent possible dynamic risk factors; and (3), examining the identified factor scores which 

include a measure of overall deviance derived from the identified factors and if it was 

significantly related to sexual recidivism as well as showing gradual validity for risk 

prediction though controlling for static factors. Psychometric battery was administered pre-

treatment measuring variables such as sexual attitudes and beliefs, emotional functioning, and 

interpersonal competency. Allan et al. (2007) loaded the psychometric variables under 

dynamic risk factors. The first factor is entitled social inadequacy (F1), which is a measure of 

social self-esteem, under-assertiveness, fear of intimacy, loneliness, hostility towards women, 

state anxiety, trait anxiety and external locus control. The second factor is entitled sexual 

interests (F2), and comprises of all the Wilson Sex Fantasy Questionnaires (exploratory, 

intimate, impersonal, and sado/masochistic). Similarly, the third factor, entitled 
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anger/hostility (F3), comprises of five state STAXI subscales: state anger, trait anger, anger 

expression, anger suppression, and anger control. Lastly, the fourth factor entitled pro-

offending attitudes (F4), includes a distorted cognitive scale (Abel and Becker Cognitive 

scale) and attitudes about sex (Rape Myth Acceptance scale). The results showed poorer 

social and emotional functioning and distorted cognitions about sexuality, compared with 

available normative data. Results of pre-treatment psychometric tests show child molesters 

reported low levels of self-esteem, assertiveness, and ability to control anger, and high levels 

of anger, anger suppression, anxiety, depression, loneliness, fear of intimacy, external locus 

of control, hostility towards women, and distorted cognitions about children and sexuality. 

Allan et al. (2007) conclude psychometric self-report tests provide valid measures of dynamic 

risk factors and reported future research should examine whether the dynamic risk factors 

identified in their research could be useful for the assessment of treatment change.  

  

 Recent development of risk instruments are created to combine psychometric 

assessments in treatment by including dynamic and static factor scales to help further validate 

the prediction of sex offenders recidivism and measure of treatment change. Beggs and Grace 

(2011) studied pro-social treatment changes in sexual offenders and whether measures of 

treatment gains would be associated with reduced recidivism. Also, the study measured pre-

treatment incremental validity for risk predictions beyond static and dynamic factors. The 

sample include 218 child molesters, who completed a prison-based cognitive-behavioural 

treatment programme between 1993 and 2000.  The measures of change included: offender 

self-reports on a psychometric battery administered both pre- and post-treatment, change 

across treatment on the Violence Risk Scale: Sexual Offender Version (VRS:SO) (Olver et 

al., 2007) and post-treatment ratings on the Standard Goal Attainment Scaling for sex 

offenders (SGAS) (Hogue, 1994). Results showed that positive correlations for all measures 
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of treatment gain, and reductions in recidivism were all significantly predicted. Beggs and 

Grace (2011) examined measures of change on the psychometric battery by carrying out a 

survival analysis, therefore after controlling for both static and dynamic factors measured at 

pre-treatment findings, they significantly predicted recidivism. Beggs and Grace (2011) 

concluded targeting dynamic risk factors is an effective intervention in treatment leading to a 

reduction in recidivism.  

 

As can be seen above, there were a large number of studies on psychometric tests, 

static and dynamic risk factors that have been developed to assess behaviours of sex 

offenders in treatment. However, there has been little study done using psychometric 

measures or static and dynamic risk factors in comparison to personality, such as using 

versions of the Millon Clinical Multiaxial Inventory (MCMI; MCMI-II; and MCMI-III) 

(Millon, 1987, 1997) in attempting to further illustrate a typology of sex offenders within 

treatments based on personality traits. Therefore, an important study by Wales (2005) 

examined role of personality using the MCMI-I in a sample of 110 child sex offenders in the 

Kia Marama treatment programme. Study 1 results show child molester types can be 

differentiated based on their personality profiles. Therefore, study 2 examined child molesters 

on the basis of their four cluster personality profiles in response to treatment changes on 

psychometric tests administered prior to and following treatment. The psychometric tests 

administered examined a number of areas which included: emotional functioning, intellectual 

functioning, interpersonal and relationship skills, self-perception, sexual attitudes, beliefs and 

behaviour. Study two (part 2) showed the four clusters differed in responses to treatment. 

Cluster 1 was described as making considerable progress in their emotional functioning, more 

than the other groups. Nevertheless, according to Wales (2005), cluster 1 made little 

improvement in terms of key interpersonal skills deficits regularly linked with sexual 
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offending against children (assertiveness, intimacy, social confidence). Further, they did not 

have sturdy improvements on attitudes, beliefs and fantasies. However, they did fail in their 

statement about acceptance of rape myths and usage of impersonal fantasies. Cluster 2, had 

high sociability and showed a level of difficulty related to hostility at the start of treatment. 

At the end of treatment, child molesters in cluster 2 showed a drop in their statements of 

feeling typically angry and a decrease in fears of intimacy. Further statements of hostility to 

women and rape myth acceptance did not illustrate statistically significant reduction. After 

treatment, Cluster 3 illustrated progress in levels of state anxiety and social self-esteem, as 

well as improvements in their probabilities of acting assertively. Moreover, scores testing 

problematic beliefs, attitudes and fantasies were low, and there was a decrease in their 

acceptance of rape myths. According to Wales (2005), cluster 3 treatments were carefully 

directed to the child molesters’ deficits. Lastly, cluster 4 is similar to cluster 1’s emotional 

functioning (Wales, 2005) but did not exhibit significant improvements in interpersonal 

skills. Cluster 4 showed high percentages of members continuing to report low probabilities 

of acting assertively, fearing intimacy, experiencing loneliness and social avoidance and 

distress. There was a decrease in child molesters’ need for impersonal sexual fantasies and 

reduced hostility towards women. Further, during treatment, cluster 4 made less improvement 

compared to all the other clusters. Wales (2005) concluded the four cluster profiles are 

different when tested with psychometric measures and clusters respond differently in 

treatment, so that they may make variable progress in treatment.   

 

In chapter 2 of this thesis, similar to Wales (2005), our study used a sample of child 

molesters who attended the Kia Marama treatment programme. Specifically, we used a larger 

sample of 358 male sexual offenders against children, who attended the programme between 

1993 and 2008 and completed the MCMI-III during their pre-treatment assessment phase.  In 
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chapter 2 we attempted to replicate Wales's and Blackburn (1996) findings due to the high 

correlation found between their MCMI clusters base rate scores. Thus, the first goal of 

chapter 2 was to establish the validity of the four clusters’ MCMI typography of sexual 

offenders initially proposed by Wales (2005) and Blackburn (1996), and we carried out a k-

means cluster analysis with a base rate scores (BR) for 11 of the MCMI-III subscales. K-

means analysis found four clusters, respectively characterized by high scores as follows: 

Cluster 1, Avoidant, Dependent, Schizoid, and Passive-Aggressive; Cluster 2, Antisocial, 

Passive-Aggressive, and Paranoid; Cluster 3, Narcissistic, Compulsive, and Histrionic; 

Cluster 4, Schizoid, Avoidant, and Compulsive. To explore the inter-rater reliability of the 

similarities between Wales’s and Blackburn’s clusters to that of the present study’s MCMI-III 

clusters, a Cohen’s Kappa analysis showed agreement between Wales’s clusters and the 

MCMI-III was K=0.57 and the agreement for Blackburn’s clusters and the MCMI-III was 

K=0.54. Further our results showed cluster centroids were significantly correlated (r=.72) 

with those reported by Wales (2005) and Blackburn (1996). However, we needed stronger 

evidence for this conclusion in order to show that the correlations were greater than would be 

expected on the basis of chance.  To accomplish this, we performed a Monte Carlo analysis. 

Our results of the Monte Carlo analysis confirmed that the agreement between the studies 

was significantly greater than expected based on chance. Therefore in chapter 2, we 

concluded that different subgroups of sex offenders can be differentiated based on MCMI 

scores.  

 

Moreover, the goal of chapter 3 will be to use the four MCMI-III personality cluster 

profiles found in chapter 2 and compare them on a range of psychometric measures 

administered prior to and following treatment which could be meaningful in identifying 

subtypes of child molesters in treatment. The sample includes 358 male child molesters who 



76 

 

 

 

attended the Kia Marama Treatment programme between 1993 and 2008 and who completed 

the MCMI-III during their pre-treatment assessment phase. The four clusters will be 

compared on a number of psychometric self-reports measures, which were loaded under the 

Allan et al., (2007) dimensions of the four dynamic risk factors. These include: social 

inadequacy (F1), sexual interests (F2), anger/hostility (F3), and pro-offending attitudes (F4). 

The results of the four dimensions according to Allan et al., (2007) suggested social 

inadequacy, sexual interests, anger/hostility, and the pro-offending attitudes provided a good 

account of individual differences in the battery. Thus, the same psychometric variables 

loaded under the Allan et al. (2007) factor analysis study will be used to look at pre- and 

post-treatment changes in this chapter.  
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3.3. Method 

3.3.1. Subjects 

The subjects for the current study were 358 male prisoners who were moved into the Kia 

Marama Special Treatment Unit at Christchurch Rolleston Prison in New Zealand, who 

completed a treatment programme between 1993 and 2008. Their age ranged from 18 and 74 

years old, with average age of 41.1 years. The Majority (74.30%) were of New Zealand 

European ethnicity; 16.60% were New Zeeland Maori, 2.40% were Samoan and 3% were 

Cook Island Maori and the remaining 2.10% were from the other ethnicities and a small 

percentage of participants (0.3%) were reported to be Niuean, Tongan, Chinese, and Indian. 

Written consent were received from the whole sample of men for the purpose of their file 

information to be used for evaluation and research.      

 

  Offenders completed the Millon Clinical Multiaxial Inventory-III (MCMI-III; Millon, 

1983) as part of a standard battery of psychometric tests administered during the pre-

treatment assessment phase of the Kia Marama programme (Wales, 2005). Offenders 

commonly completed these in a group setting and were administered using the manual 

procedures (Wales, 2005). In New Zealand samples there is no Base Rates (BR) and raw 

scores were converted to BR scores using the conversion tables in the manual (Wales, 2005). 

The White and Black norms were used to convert European decent responses therefore the 

responses of Maori and Pacific offenders were also scored with the White and Black norms 

(Wales, 2005).  
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3.3.1. Setting   

3.3.2. Referral to the Kia Marama Treatment Programme for Child Molesters   

Data was collected at Kia Marama Special Treatment Unit, based at Rolleston Prison 

operated by the New Zealand Department of Corrections. Kia Marama operates a special 

treatment unit; only men convicted of sexual offences against children take part in the 

treatment programme held at the unit. Full details of the programme content are provided by 

Hudson et al. (1998) and Bakker et al. (1998).  Referrals to the programme are made by the 

psychological staff from eligible volunteers within 11 prisons in the South Island and lower 

half of the North Island in New Zealand (Hudson et al., 1998). Offenders are assigned to each 

therapy group and are encouraged to provide support and monitoring of the therapeutic 

progress of the group members (Hudson et al., 1998). The offenders have freedom of 

movement within the compound to encourage both social and therapeutic interchanges. The 

programme is a duration of 33 weeks and is based around 9 hours of group contact per week 

(Hudson et al., 1998).  The criteria to enter  the programme is that offenders have a history of 

sexual offences against children under 16 (convicted or admitted), no intellectual disability, 

and no serious current mental illness (Bakker et al., 1998). 

 

At the Kia Marama treatment programme, psychometric data was collected by 

administering a battery of tests prior to and following treatment. Psychometric assessments 

were administered in a group setting. Offenders who had problems with reading and 

comprehension were provided with assistance (Wales, 2005).  The battery of tests that were 

measured included the following: intellectual functioning, emotional functioning, 

interpersonal, and relationship skills, self-perception, sexual attitudes, beliefs, and behaviours 

(Wales, 2005).    
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To avoid repetition, further information on the Kia Marama treatment programme and 

overall structure at the Kia Marama treatment programme for child molesters can be found in 

chapter 2 methods section.  

 

3.4. Measures  

3.4.1. The MCMI 

The Millon Clinical Multiaxial Inventory has two revisions, the MCMI-11 and 

MCMI-III which (Millon, 1997) consists of 175 brief, self-descriptive statements to be 

answered “true” or “false.” Potentially objectionable statements have been screened and 

vocabulary is at the eighth-grade reading level. The inventories were designed for clinical 

patients aged 17 and older and can be taken in 25-30 minutes (Millon, 1983). The MCMI-III 

clinical scale was constructed as an operational measure of a syndrome derived from a theory 

of personality and psychopathology (Millon, 1997). Of the 24 diagnostic scales of the 

MCMI-III, 14 are personality patterns scales and 10 coordinate with disorders on Axis 1 of 

DSM-IV.  The five categories and 24 diagnostic scales are grouped under them, in addition to 

three modifier indices. The three modifier indices and validity index were designed to detect 

careless, confused, or random responding (Millon, 1997). The MCMI has eight scales 

measuring basic personality styles (Schizoid, Avoidant, Dependent, Histrionic, Narcissistic, 

Antisocial, Compulsive, Passive-Aggressive), three scales measuring severe personality 

disorders (Schizotypal, Borderline, Paranoid), and nine scales measuring clinical syndromes 

(Anxiety, Somatoform, Hypomania, Dysthymia, Alcohol abuse, Drug abuse, Thought 

disorder, Psychotic depression, Delusional disorder). Raw scores on the scales are 

transformed to base rate (BR) scores that are based on clinical prevalence rates (Millon, 

1997). BR scores provide a basis for optimal differential diagnostic cut-offs and attempt to 
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ensure that the frequency of MCMI generated diagnosis is comparable with representative 

clinical prevalence rates (Millon, 1997).    

  

In revising the MCMI-II to produce MCMI-III, 95 of the items were replaced to align 

them more closely with DSM-IV (Millon, 1997). The scope of the inventory was also 

broadened by two new scales: scale 2B Depressive (related to DSM-IV, Axis II Depressive 

Personality Disorder) and scale R. Post-Traumatic Stress Disorder. The MCMI-III was 

designed for administration to adults 18 years and older in clinical situations where people 

are evaluated for emotional, behavioural, or personality problems. It can be scored with a set 

of hand-scoring templates or by means of MICROTEST Q System computer software. Raw 

scores on the various scales are weighted and converted to base rate scores, which take into 

account the incidence of a certain characteristic or disorder. The MCMI-III manual describes 

standardization data from various samples. The average test-retest and internal consistency 

reliabilities of the MCMI-III scales are quite good for a personality inventory. Alpha 

coefficients range from .66 to .86 for the personality scales (Scales 1 through P) and .71 to 

.90 for the clinical syndrome scales (Scales A through PP); test-retest reliabilities range from 

.84 to .96 for the clinical syndrome scales (Millon, 1997). Research has been generally 

positive regarding the theoretical foundation, construction methodology, and research agenda 

of the MCMI-III. The scales have demonstrated constancy with clinical and offender 

populations (stability coefficients for the scales show median values in the .60s and .70 with a 

variety of clinical groups) (Chantry & Craig, 1994). Langevin et al. (1988) described the 

reliability measures (coefficient alpha) as impressive for a sex offender sample (.61- .95 

across the personality scales).   
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3.4.2. Beck Depression Inventory  

The Beck Depression Inventory (BDI) measures depressed mood as a self-report 

inventory with 21 multiple-choice questions (Beck, Steer, & Brown, 1996). Over the years 

the BDI has been altered and developed to reflect changes to the diagnostic criteria for Major 

Depressive Disorder within the DSM-IV, entitled BDI-II. The BDI-II similarly contains 21 

questions which still has the four-point scale ranging from not present symptoms (0) to very 

severe symptoms (3) (Beck et al., 1996). The 21 items include: (a) sadness, (b) pessimism, (c) 

past failure, (d) loss of pleasure, (e) guilty feelings, (f) punishment feelings, (g) self-dislike, 

(h) self-criticalness, (i) suicidal thoughts or wishes, (j) crying, (k) agitation, (l) loss of 

interest, (m) indecisiveness, (n) worthlessness, (o) loss of energy, (p) changes in sleeping 

pattern, (q) irritability, (r) changes in appetite, (s) concentration difficulty, (t) tiredness or 

fatigue, and (u) loss of interest in sex (Beck et al., 1996). Internal consistency described 

around 0.90 and retest reliability range from 0.73 to 0.96 (Wang & Gorenstein, 2013).  

 

3.4.3. State Trait Anxiety Inventory (STAI) 

The State Trait Anxiety Inventory (STAI) (C. D. Spielberger, Gorsuch, Lushene, 

Vagg, & Jacobs, 1983) is a self-report rating scale that measure two dimensions called state 

anxiety and trait anxiety. It is a 40 item self-report rating scale, 20 items are for assessing 

state anxiety which is rated on a 4-point scale ranging from 1 (e.g., “Not at all”) to 4 (“Very 

much so”) and remaining 20 is for trait anxiety which is also rated on a 4-point scale ranging 

from 1 (e.g., “Almost Never”) to 4 (“Almost Always”) (Vigneau & Cormier, 2008). Internal 

consistency coefficient described around .86 to .95; test-retest reliability coefficient described 

to range from .65 to .75 (C. D. Spielberger et al., 1983).  
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3.4.4. State-Trait Anger Expression Inventory (STAXI)  

STAXI is a 44-item instrument with 5 subscales which include State Anger; Trait 

Anger; Anger Expression; Anger Suppression and also Anger Control (Spielberger, 1999). 

State Anger measures strength of anger in a specific time; Trait Anger measures how 

frequently feelings of anger is experienced. Also, Anger Expression (Anger-In) measures 

expression of angry emotions towards people or objects in the environment; Anger 

Suppression (Anger In) is internalized angry emotions; and Anger Control, is when an 

individual tries to control anger expression (Allan et al., 2007). Speilberger stated the 

reliability coefficient between .69 and .93 through numerous samples.  

 

3.4.5. Social Self Esteem Inventory (SSEI) 

The Social Self Esteem Inventory (SSEI) (Lawson et al., 1979) measures self-esteem 

in social situations with 30 statements, with a 6-point Likert scale (1 “completely unlike me”; 

6 “exactly like me”). The minimum score of the SSEI is 30 and the maximum score is 180. 

The test retest reliability was .88 and the coefficient of internal consistency was .91.     

  

3.4.6. Fear of Intimacy Scale (FIS) 

The Fear of Intimacy Scale (FIS) (Descutner & Thelen, 1991) assesses individual’s 

fear of intimacy in romantic relationships with 35-item self-report instrument rated on a scale 

from 1 (“not at all characteristic of me)” to 5 (“extremely characteristic of me”). There are 

two versions. The first version contains 30 statements which target ‘close dating 

relationships’, and second version targets a ‘close same-sex friend’. The internal consistency 

was found to be very high (alpha of .93) and a one-month test-retest correlation of .89 

(Descutner & Thelen, 1991).   
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3.4.7. Revised University of California Loneliness Scale (UCLS) 

The revised UCLS measures feelings of loneliness as well as feeling of social 

isolation, where each item is rated by individuals as either O (“I often feel this way”), S (“I 

sometimes feel this way”), R (“I rarely feel this way”), N (“I never feel this way”) (Peplau & 

Cutrona, 1980).  Scores range from 20 to 80 and individuals with a score greater than 45 

show the presence of emotions associated with loneliness. Both measures of internal 

consistency (alpha ranging from .89 to .94) and test-retest reliability were highly reliable (r 

= .73) (Russell, 1996). Convergent validity was found to be correlated with other 

supplementary measures of loneliness (Russell, 1996).   

 

3.4.8. Social Avoidance and Distress Scale (SADS) 

The SADS is used to measure social anxiety (distress, discomfort, fear, anxiety) and 

the avoidance of social interaction/situations. SADS  includes 28 true/false items as a 

questionnaire, with high score greater than 14 show presence of avoidance and distress scores 

(D. Watson & Friend, 1969). According to D. Watson and Friend (1969) SADS has high 

reliability with an internal consistency of .94 and test-reliability ranging from .68.   

 

3.4.9. Assertion Inventory (AI) 

The Assertion Inventory (AI) (Gambrill & Richey, 1975) is a 40-item scale which 

measures three aspects of assertion including discomfort with assertion, probability of 

engaging in assertive behaviour, and identification of problem situations. Aspects of assertion 

is measured on a five point scale which include: degree of discomfort (1 “none”, to 5 “very 

much”); probability of engaging in assertive behaviour (1 “always do it”, to 5 “never do it”); 

and identification of situations been more assertive (Gambrill & Richey, 1975). AI can be 

used to classify individuals as “assertive”, “unassertive”, “anxious performer”, or “doesn’t 
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care” (Cotton, 1990). There is a presence of discomfort in acting assertively if scores are 

above 96 and there is presence of low probability of acting assertively if scores are greater 

than 105 (Wales, 2005). The test-retest reliabilities and constructive validity is reported 

with .80 range (Gambrill & Richey, 1975).  

 

3.4.10. Adult Nowicki-Strickland Internal External Scale (ANSIE) 

The Adult Nowicki-Strickland Internal External Scale (ANSIE) (Duke & Nowicki, 

1974) is a self-administered 40-item “yes or no” scale that measures an individual’s degree of 

either internal (own behaviour) or external (fate or chance) locus of control. The scores range 

from 0 (internal) to 40 (external). The ANSIE has a strong test-retest reliability (r = .83) and 

construct validity (r = .68) (Nowicki Jr & Duke, 2013).  

 

3.4.11. Marlowe-Crowne Social Desirability Inventory (M-CSDI)  

 The Marlowe-Crowne Social Desirability Inventory (M-CSDI) (Crowne & Marlowe, 

1960) measures social desirability to recognize a set of behaviour that is perceived by 

respondents to be ideal, but act out only occasionally.  Items include 33 true/false response 

format. The internal consistency of the 33 items is .88, and the test-retest correlation was .89 

(Crowne & Marlowe, 1960).  Scores range from 0 to 33, greater than 15 show a “faking 

good” response approach.  

 

3.4.12. Abel & Becker Cognitive Scale (ABCS)  

The Abel & Becker Cognitive Scale (ABCS) (Abel et al., 1989) was developed to 

measure cognitive distortions and has been applied in research to assess child sex offenders. 

This measure has 29-item scale, each item is scored on a 5-point Likert scale from 1 

(Strongly agree) to 5 (strongly disagree).  The overall range score is between, 29 to 145. The 
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ABCS has an adequate test-retest reliability of .76 over three weeks and an internal 

consistency ranging from .59 to .82 (Abel et al., 1989).  

 

3.4.13. Hostility Towards Women Scale (HTWS) 

The Hostility Towards Women Scale (HTWS) (Check, 1985) is  a 30-item true/false 

self-report measure developed to assess anger/hostility and resentment towards women. 

HTWS has a 4-point Likert scale ranging from “Strongly agree” to “Strongly disagree.”  The 

reliability is over .80 and a one week, test-retest reliability is over .80 (Check, 1985). 

According to Check (1985), the HTWS always predicted a number of self-report measures of 

rape-related attitudes, motivations, and behaviour.  

 

3.4.14. Rape Myth Acceptance Scale (RMAS) 

 The Rape Myth Acceptance Scale (RMAS) (Burt, 1980) is a 19-item scale used to 

measure of attitudes towards rape. The rating scale is a 7-point response scale where items 1-

11 ranges from “strongly agree” to  “strongly disagree”;  items 12 and 13 ranging from 

“almost none” to “almost all” and items 14 to 19 ranging from “never” to “always”.  Scores 

range from 19 to 133, where high scores indicate the presence of myths about rape.  The 

reliability of the RMAS was examined in a sample of 90 male and 90 female students from 

British university who completed the scale (Gray, 2006). Reliability was found to be high 

(alpha = .85) and this is consistent to Burt (1980) measure of reliability for the scale (alpha 

= .87). 

 

3.4.15. Wilson Sex Fantasy Questionnaire (WSFQ) 

 Wilson Sex Fantasy Questionnaire (WSFQ) (Hudson, Wales, Bakker, & Ward, 2002) 

measures the frequency of sexual fantasies with a 40-item self-report questionnaire divided 
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into four subtypes: exploratory (e.g., group sex and partner swapping); impersonal (e.g., such 

as having sex with strangers and fetishism); sado/masochistic (e.g., such as been forced into 

having sex); intimate (e.g., intimate such as oral sex or kissing). Each subscale score ranged 

from 0 to 50, with a total score ranging from 0-200. Therefore, higher scores show the 

presence of more sexual fantasies.  

 

3.4.16. Automated Sexual Recidivism Scale (ASRS) 

The New Zealand Department of Correction uses the ASRS (Skelton, Riley, Wales, & 

Vess, 2006) as a measure of static risk. ASRS is as a computer programme which was based 

on the coding rules of the Static-99, which is a measure of static risk widely used and 

validated ((Hanson & Thornton, 2000). The ASRS consists of seven items, including: number 

of prior sex convictions, number of prior sentencing dates, any convictions for non-contact 

sex offences, index offence of non-sexual violence, prior non-sexual violence charges, any 

male victims, and age of offender at time of index offence (T. Watson & Vess, 2007). 

Information is scored and stored in the database maintained by the New Zealand Department 

of Corrections. Scoring is from 0 to 9, with a higher score indicating a higher risk of sexual 

re-offending (T. Watson & Vess, 2007). The overall raw scoring is divided into four risk 

categories: low (0), medium-low (1-2), medium-high (3-4), and high (≥5) (T. Watson & 

Vess, 2007). The ASRS is relevant to New Zealand norms and provide information on sexual 

recidivism rates which are more specific. Skelton et al. (2006) found in a sample of offenders 

(N = 1133) predictive validity with AUCs ranging from .70 to .78 for sexual recidivism.   

 

3.4.17. Psychometric measures of dynamic risk factors.  

As part of the initial assessment phase of the programme the offenders completed a 

psychometric battery and also after the completion of the programme, which assessed four 
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domains of dynamic risk: Social Inadequacy (Factor 1), Sexual Interests (Factor 2), 

Anger/Hostility (Factor 3), and Pro-Offending Attitudes (Factor 4) (Allan et al., 2007). Social 

Inadequacy (F1) measures: Social Self-Esteem Inventory (SSEI) (Lawson et al., 1979); 

Assertion Inventory Response Probability subscale (AIRP; Gambrill and Richey (1975); Fear 

of Intimacy Scale (Descutner & Thelen, 1991); University of California Loneliness Scale 

(UCLA) (Peplau & Cutrona, 1980); Hostility Towards Women Scale (HTW) (Check, 1985); 

Beck Depression Inventory (BDI) (Beck et al., 1996); State-Trait Anxiety Inventory (STAI) 

(C. D. Spielberger et al., 1983), which includes subscales for state anxiety and trait anxiety 

(C. D. Spielberger et al., 1983). Further, Sexual Interests (F2) includes the following 

psychometric measures: Wilson Sexual Fantasy Questionnaire (WSFQ) (Hudson et al., 

2002);  which measures the frequency of a variety of sexual fantasies and provides subscale 

scores for intimate, exploratory, impersonal, and sadomasochistic themes (Hudson et al., 

2002). Moreover, Anger/Hostility (F3) includes the following psychometric measures: 

STAXI four remaining subscales, State Anger, Trait Anger, Anger Expression, Anger 

Suppression, and Anger Control (C. D. Spielberger et al., 1983). Finally, Pro-Offending 

Attitudes (F4) psychometric measures include: Abel-Becker Cognitions Scale (ABCS), which 

is a measure of distorted attitudes and beliefs about sexual offending against children (Abel et 

al., 1989); and Rape Myth Acceptance Scale (RMAS) (Burt, 1980).  

 

3.4.18. Data Analysis   

The four clusters identified using k-means cluster analysis in the previous chapter 2 of 

this thesis will be used to further examine in comparison to psychometric tests assessed at the 

Kia Marama pre- and post-treatment programme. The psychometric variables measuring 

dynamic risk factors loaded under Allan et al. (2007) four dimensions were used to look at 

treatment change. Allan et al. (2007) analysis suggested that four factors entitled: social 
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inadequacy, sexual interests, anger/hostility, and pro-offending attitudes provided a good 

account of individual differences in the battery. Factor scores were calculated for individual 

cases by averaging the standardized scores for tests that loaded on each factor. The first factor 

is entitled social inadequacy (F1), which is a measure of social self-esteem, under-

assertiveness, fear of intimacy, loneliness, hostility towards women, state anxiety, trait 

anxiety and external locus control. The second factor, entitled sexual interests (F2), 

comprises all the Wilson Sex Fantasy Questionnaires (exploratory, intimate, impersonal, and 

sado/masochistic). Similarly, the third factor, entitled anger/hostility (F3), comprises the five 

state STAXI subscales (state anger, trait anger, anger expression, anger suppression, and 

anger control. Lastly, the fourth factor, entitled pro-offending attitudes (F4), includes 

distorted cognitive scale (Abel and Becker Cognitive scale) and attitudes about sex (Rape 

Myth Acceptance scale). Several analyses were conducted to determine how the clusters 

differ based on the psychometric tests conducted pre- and post-treatment change. The clusters 

were compared on pre- and post-treatment psychometric test scores using a one-way 

ANOVA. Next, we compared the clusters on Static-99 and Dynamic risk factors by running a 

one-way ANOVA.  

 

3.4. Results 

Offenders’ ages ranged from 18 years to 74 years old, with an average of 47.0 years. 

The majority (74.30%) were of New Zealand European ethnicity; 16.60% were New Zealand 

Maori, 2.40% were Samoan and 3% were Cook Island Maori and the remaining 2.10% were 

from the other ethnicities and a small percentage of participants (0.3%) were reported to be 

Niuean, Tongan, Chinese, and Indian. The sample of 358 was followed for an average of 10.0 

years after their release.  The recidivism sample was available for sexual, general and violent 

reconviction and non-reconvicted offences. Respectively the sample included: N= 29, sexual 
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reconviction, N = 246 sexual non-reconviction; N = 22 violent reconviction, and N = 279 

violent non-reconviction; N = 78 general reconviction, and N= 223 general non-reconviction.  

Offenders in the sample were serving a sentence for a range of convictions. During the follow 

up (M = 10.0 years), 10.5% (n = 29) were convicted of a new sexual offence with an average 

of 5.04 years before re-offence; 7.3% (n = 22) were convicted of a new violent offence with 

average of 4.97 years before a re-offence, and 25.9% (n = 78) were convicted for a general 

offence with an average of 4.14 years before a re-offence.  

 

As shown in Table 3.1, an analysis of variance (ANOVA) that yielded significant 

difference among the four clusters on each of the pre-treatment psychometric variables 

measuring social inadequacy (F1) (AIRP, F(3, 355) = 31.67, p = .0001; BDI-II, F(3, 329) = 

37.16, p = .0001; HTW, F(3, 356) = 57.86, p = .0001; STAI-State, F(3,354) = 32.66, p = 

.0001; STAI-Trait, F(3,352) = 46.15, p = .0001; SSEI, F(3, 355) =14.48, p = .0001; Fear of 

Intimacy scale F(3, 353) = 41.32, p = .0001; UCLS, F(3, 353) = 43.79, p = .0001). This 

illustrates that each cluster reported difficulties with social inadequacy such as varying of 

anxiety intensity, performance of social self-esteem, past relationships, experiences of 

loneliness, measuring sex role stereotyping as well as adversarial sexual beliefs and sexually 

conservative attitudes, lastly degree of discomfort in range of situations. Further, the four 

clusters on each psychometric variables measuring sexual interests (F2) were significant 

(WSFQ-Exploratory, F(3, 353) =15.89, p = .0001; WSFQ-Intimate, F(3, 355) =6.16, p 

= .0001; WSFQ--Impersonal, F(3, 355) =16.02, p = .0001; WSFQ-Sado/Masochistic, F(3, 

355) =8.84, p = .0001). Therefore, Factor 2 findings show child molesters have the presence 

of sexual fantasies such as exploratory (e.g., group sex and partner swapping); impersonal 

(e.g., such as having sex with strangers and fetishism); sado/masochistic (e.g., such as being 

forced into having sex); intimate (e.g., intimate such as oral sex or kissing). The third factor, 
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anger/hostility psychometric variables were also significant (STAXI-State anger, F(3, 348) 

=6.39, p = .0001; STAXI-Trait anger, F(3, 348) =28.39, p = .0001; STAXI-Expression, F(3, 

347) =18.57, p = .0001; STAXI-Suppression,  F(3, 347) = 46.84, p = .0001 ; STAXI-Control,  

F(3, 347) =12.28, p = .0001). The findings of third factor anger/ hostility shows the child 

molesters current feelings of anger or their disposition towards anger. Lastly, the fourth factor 

of pro-offending attitudes also yielded a significant difference between the four clusters and 

pre-treatment psychometric variables (ABCS, F(3, 355) =10.09, p = .0001; RMAS, F(3, 356) 

=15.73, p = .0001). Fourth factor pro-offending attitudes shows that clusters were cognitively 

distorted regarding sexual molestation and held false beliefs about rape which seek to 

repudiate its effects on the victim. Overall, the results of the pre-treatment psychometric 

variables and clusters suggest that child molesters who came through the Kia Marama pre-

treatment programme report difficulties of being anxious, intense performance of social self-

esteem, lonely, as well as holding adversarial sexual beliefs and sexually conservative 

attitudes, degrees of discomfort in a range of situations, anger, and depression.  

 

Moreover, as shown in Table 3.1, post-hoc Tukey HSD show the four clusters on each 

pre-treatment psychometric subscales differed significantly at p = .001 (values with different 

lower case letter e.g. a, b, c, and d are significantly different). However, values with the same 

lower case letter (a, b, c and d) were not statistically different from each other. The following 

psychometric subscales that were not significantly different between each clusters, include: 

AIRP, cluster 1 and 3; BDI-II, cluster 3 and 4; HTW, cluster 3 and 4; STAI-State, cluster 3 

and 4; STAI-Trait, cluster 1, 3 and cluster 3, 4; SSEI, cluster 1, 3 and cluster 3, 4; UCLS, 

cluster 1 and 3; WSFQ-Exploratory, cluster 1 and 2; also cluster 3 and 4; WSFQ-Intimate, 

cluster 1, 2, and 3, also, cluster 3 and 4; WSFQ-Impersonal, cluster 1 and 2, also, cluster 3 

and 4; WSFQ-Sado/Masochistic, cluster 1 and 2, also, cluster 3 and 4; STAXI-State anger, 
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cluster 1 and 2, also, 3 and 4; STAXI-Trait anger, cluster 1 and 2, also, cluster 3 and 4; 

STAXI-Expression cluster 1 and 2, also, cluster 3 and 4; STAXI-Suppression, cluster 1 and 

3; STAXI-Control, cluster 1 and 2, also, cluster 3 and 4; ABCS, cluster 1, 2 and 3, also, 

cluster 3 and 4; RMAS, cluster 1, 2, cluster 1, 3, also, cluster 3 and 4.  

 

Table 3. 1 Differences between the four clusters and psychometric scales in pre-treatment 

measuring social inadequacy (F1), sexual interests (F2), anger/hostility (F3), and pro-

offending attitudes (F4). 

Psychometric Scale                                                                                 

           

Clusters                 

F (df Effect, df 

Error) 

  1 2 3 4   

Social Inadequacy (F1)       
AIRP -0.1208b 0.6665a -0.1204b -0.5932c 31.67 (3, 355)*** 

BDI-II 0.0001b 0.6982a -0.4119c -0.6221c 37.16 (3, 329)*** 

HTW 0.1158b 0.7386a -0.5393c -0.7474c 57.86 (3, 356)*** 

STAI - State -0.0973b 0.6767a -0.1951bc -0.5900c 32.66 (3, 354)*** 

STAI - Trait  -0.0751b 0.7318a -0.1429b -0.7593c 46.15 (3, 352)*** 

SSEI 0.1308ac -0.4699b -0.0301a 0.4344c 14.48 (3, 355)*** 

Fear of Intimacy Scale  0.0734b 0.6543a -0.2902c -0.7509d 41.32 (3, 353)*** 

UCLS  0.0186bc 0.6817a -0.1781c -0.7832d 43.79 (3, 353)*** 

Sexual Interests (F2)     
 

WSFQ- Exploratory    0.1891a 0.3519a -0.4001b -0.4653b 15.89 (3, 353)*** 

WSFQ-Intimate 0.2192a 0.1010a -0.1646ab -0.3455b 6.16 (3, 355)*** 

WSFQ-Impersonal  0.1651a 0.3686a -0.2911b -0.5157b 16.02 (3, 355)*** 

WSFQ-Sado/Masochistic  0.1281a 0.2874a -0.3153b -0.3386b 8.84 (3, 355)*** 

Anger/hostility (F3)      

STAXI - State anger 0.1046a 0.2548a -0.3159b -0.2617b 6.39 (3, 348)*** 

STAXI - Trait anger 0.3571a 0.3326a -0.5053b -0.6115b 28.39 (3, 348)*** 

STAXI - Expression 0.3841a 0.1573a -0.4705b -0.4639b 18.57 (3, 347)*** 
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STAXI - Suppression  0.0660b 0.6860a -0.2182b -0.8145c 46.84 (3, 347)*** 

STAXI - Control -0.1878b -0.2948b 0.4919a 0.3227a 12.28 (3, 347)*** 

Pro-offending  

attitudes (F4)     
 

ABCS -0.2139b -0.2052b 0.1819ab 0.4583a 10.09 (3, 355)*** 

RMAS 0.2211ab 0.2805a -0.1647b -0.5813bc 15.73 (3, 356)*** 
      

Notes.  ABCS, Abel & Becker Cognitive Scale; BDI, Beck Depression Inventory; UCLS, 

University of California Loneliness Scale; RMAS, Rape myth acceptance; HTW, Hostility 

Towards Women; AIRP, Assertion Inventory - Response Probability; SSEI, Social Self 

Esteem Inventory; WSFQ, Wilson Sexual Fantasy Questionnaire (intimate, exploratory, 

impersonal, and sado/masochistic); STAI, State –Trait Anxiety Inventory; STAXI, State-Trait 

Anger Expression Inventory.    

The symbol *** denotes reaching statistical significance at the 0.0001 level. 

Post-hoc Tukey HSD analysis: values with the same lower case letter (a, b, c and d) were not 

statistically different from each other. 

 

 

 

 Table 3.2 below, shows differences between the four clusters and change scores 

between pre-treatment and post-treatment of psychometric variables measuring social 

inadequacy (F1), sexual interests (F2), anger/hostility (F3), and pro-offending attitudes (F4). 

Results show significant difference between the clusters and only three of the psychometric 

variables measuring social inadequacy (F1) (STAI-Trait, F(3,315) = 2.73, p = .05; UCLS, 

F(3, 319) =5.79, p = .0001) and anger/hostility (F3) (STAXI - Expression F(3,315) = 2.74, p 

= .05) administered pre- and post-treatment change.  Results show that after treatment there 

was a difference in long standing anxiety, experiences associated with loneliness, and also 

changes in measures of angry emotions (Anger In) towards people or objects in the 

environment.  

 

Post-hoc Tukey HSD results as reported in Table 3.2, show the four clusters on each 

psychometric subscales that were not statistically different from each other (values with the 

same lower case letter a, b, and c did not differ). Overall, after treatment change, clusters did 



93 

 

 

 

not vary in terms of their reported difficulties of being anxious, intense performance of social 

self-esteem, adversarial sexual beliefs and sexually conservative attitudes, degree of 

discomfort in range of situations, depression and anger (except Anger In). The following 

psychometric subscales that were not significantly different between each clusters, include: 

AIRP, cluster 1, 2, 3 and 4; BDI-II, cluster 1, 2 , 3 and 4; HTW, cluster 1, 2, 3 and 4; STAI-

State, cluster 1, 2 ,3 and 4; STAI-Trait, cluster 1, 2, 3, and 4, also cluster 1, 2, and 3; SSEI, 

cluster 1, 2, 3 and 4; Fear of Intimacy Scale; cluster 1, 2, 3 and 4; UCLS, clusters 1, 2, and 3, 

also cluster, 1 and 4; WSFQ-Exploratory, cluster 1, 2, 3 and 4; WSFQ-Intimate, cluster 1, 2, 

3 and 4; WSFQ-Impersonal, cluster 1, 2, 3 and 4; WSFQ-Sado/Masochistic, cluster 1, 2, 3 

and 4; STAXI-State anger, cluster 1, 2, 3 and 4; STAXI-Trait anger, cluster 1, 2, 3 and 4; 

STAXI-Expression cluster 1, 2, 3 and 4; STAXI-Suppression, cluster 1, 2, 3 and 4; STAXI-

Control, cluster 1, 2, 3 and 4; ABCS, cluster cluster 1, 2, 3 and 4; RMAS, cluster 1, 2, 3 and 

4.  

 

Table 3. 2 Differences between the four clusters and standardized change scores between pre-

treatment and post-treatment on psychometric scales measuring social inadequacy (F1), 

sexual interests (F2), anger/hostility (F3), and pro-offending attitudes (F4). 

Psychometric Scale                                                                                   Cluster    

F (df Effect, df 

Error) 

  1 2 3 4   

Social Inadequacy (F1)       
AIRP -0.0876a 0.0096a 0.0267a 0.1028a 0.558 (3, 325) 

BDI-II -0.0527a -0.0826a -0.0117a 0.1749a 0.912 (3, 273) 

HTW -0.0688a -0.1201a 0.1297a 0.1613a 1.545 (3, 327) 

STAI - State 0.0295a -0.0767a -0.0917a 0.1140a 0.658 (3, 316) 

STAI - Trait  -0.0856a -0.1633a 0.1220a 0.2427a 2.725 (3, 315)* 

SSEI 0.0412a -0.0713a -0.0100a 0.0344a 0.236 (3, 312) 
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Notes.  ABCS, Abel & Becker Cognitive Scale; BDI, Beck Depression Inventory; UCLS, 

University of California Loneliness Scale; RMAS, Rape myth acceptance; HTW, Hostility 

Towards Women; AIRP, Assertion Inventory - Response Probability; SSEI, Social Self 

Esteem Inventory; WSFQ, Wilson Sexual Fantasy Questionnaire (intimate, exploratory, 

impersonal, and sado/masochistic); STAI, State –Trait Anxiety Inventory; STAXI, State-Trait 

Anger Expression Inventory.     

Post-hoc Tukey HSD analysis: values with the same lower case letter (a, b, and c) were not 

statistically different from each other.  

The symbol *** denotes reaching statistical significance at the 0.001 level. 

The symbol * denotes reaching statistical significance at the 0.05 level. 

The symbol # denotes approaching significance at the 0.05 level.  

 

 

Furthermore, as illustrated below in Table 3.3, measures of dynamic risk which 

provide further evidence that child molesters before treatment had issues of social 

inadequacy, sexual interests, anger/hostility and pro-offending attitudes. Results show 

Fear of Intimacy Scale  0.0622a -0.0847a -0.2208a 0.1628a 1.827 (3, 316) 

UCLS 0.0414abc -0.2304bc -0.2112c 0.3647a 5.787 (3, 319)*** 

Sexual Interests (F2)      

WSFQ- Exploratory    -0.0403a -0.0658a -0.1046a 0.2140a 1.430 (3, 309) 

WSFQ-Intimate -0.0666a 0.0389a -0.1790a 0.1799a 1.515 (3, 311) 

WSFQ-Impersonal  -0.0657a 0.0581a -0.1114a 0.1099a 0.741 (3, 311) 

WSFQ-Sado/Masochistic  -0.1137a 0.0061a 0.0696a 0.1154a 0.863 (3, 311) 

Anger/hostility (F3)      
STAXI - State anger -0.1193a 0.1489a 0.0285a -0.0245a 1.184 (3, 316) 

STAXI - Trait anger -0.1653a 0.0068a 0.2101a 0.0913a 1.922 (3, 316) 

STAXI - Expression -0.1332b -0.0247ab 0.3504a -0.0151ab 2.740 (3, 316)* 

STAXI - Suppression  0.0569a -0.2038a 0.0447a 0.1335a 1.805  (3, 316) 

STAXI - Control -0.1138a -0.1206a 0.1320a 0.2234a 2.398 (3, 315)# 

Pro-offending      
 

attitudes (F4)     
 

ABCS 0.0538a -0.0532a -0.0690a 0.0308a 0.293 (3, 324) 

RMAS -0.1107a 0.0320a 0.1557a 0.0196a 0.906 (3, 326) 
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differences between the four clusters and dynamic risk factors in pre-treatment. One-way 

ANOVA yielded significant difference among the four clusters and on all the dynamic risk 

factors (social inadequacy, F(3, 347) = 146.67, p = .0001; sexual interests, F(3, 352) = 

146.67, p = .0001; anger/hostility, F(3, 344) = 30.18, p = .0001; pro-offending attitudes, F(3, 

352) = 39.76, p = .0001; and, Overall Factor, F(3, 342) =87.39, p = .0001).  Additionally as 

shown in Table 3, Post-hoc Tukey HSD show values with the same lower case letter (a, b, c 

and d) were not statistically different from each other. The following dynamic risk factors 

that were not significantly different between each cluster includes: Factor 2, cluster 1, 2, also 

cluster 3, 4; Factor 3, cluster 1, 2, also cluster 3, 4; and Factor 4, cluster 3, 4. Most 

importantly as shown in Table 4, the differences between the four clusters and all the 

dynamic risk factors pre- and post-treatment change did not significantly differ (social 

inadequacy, F(3, 309) = 2.06; sexual interests, F(3, 308) = 1.22; anger/hostility, F(3, 312) = 

0.61; pro-offending attitudes, F(3, 321) = 1.49; and, overall factor F(3, 288) = 1.34). In 

summary, the results of dynamic risk indicate all factors administrated pre-treatment 

produced significantly different results for the four clusters. However pre-post treatment 

change show some child molesters made no progress in treatment and were not significantly 

different on each measure of dynamic risk factors (see Table 3.3).  
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Table 3. 3 Differences between the four clusters dynamic risk pre-treatment and standardized 

pre and post treatment change score measuring social inadequacy (F1), sexual interests (F2), 

anger/hostility (F3), pro-offending attitudes (F4) and overall average.  

Notes. The symbol *** denotes reaching statistical significance at the 0.0001 level. 

Post-hoc Tukey HSD analysis: values with the same lower case letter (a, b, c and d) were not 

statistically different from each other.  

 

Further, Figure 4.1 below shows the differences between the four clusters and 

dynamic risk pre-treatment. As illustrated in Figure 1, cluster 2 measures of pre-treatment 

dynamic risk were highest on social inadequacy (F1) and pro-offending attitudes (F4). 

Cluster 4 were lowest on measures of pre-treatment dynamic risk social inadequacy (F1) and 

pro-offending attitudes (F4), followed by sexual interests (F2), and anger/hostility (F3). Also, 

illustrated in Figure 4.2 below, standardized score differences between the four clusters and 

dynamic risk pre and post treatment change. Although pre-post treatment change were not 

                                    Clusters   F 

Dynamic Risk  

Pre-Treatment 1 2 3 4 

F (df Effect, df 

Error) 

Social Inadequacy (F1) 0.0023a 0.6846b -0.2626c -0.6868d 146.67 (3, 347)*** 

Sexual Interests (F2) 0.1754a 0.2772a -0.2928b -0.4098b 14.58 (3, 352)*** 

Anger/Hostility (F3) 0.2584a 0.2598a -0.4459b -0.4164b 30.18 (3, 344)*** 

Pro-offending  

Attitudes (F4) 0.1797a 0.4244c -0.3028b -0.6112b 39.76 (3, 352)*** 

 

Overall Average  0.1603a 0.4131c -0.3204b -0.5316d 87.39 (3, 342)*** 

Dynamic Risk                                    Clusters   F 

Pre-Post Treatment 

Change Score 1 2 3 4 

F (df Effect, df 

Error) 

Social Inadequacy (F1) -0.0359a -0.07524a -0.0203a 0.1293a 2.06 (3, 309) 

Sexual Interests (F2) -0.0716a 0.0093a -0.0814a 0.1565a 1.22 (3, 308) 

Anger/Hostility (F3) -0.0229a -0.0318a 0.0738a 0.0365a 0.61 (3, 312) 

Pro-offending  

Attitudes (F4) -0.0764a 0.0324a 0.1033a 0.0127a 1.49 (3, 321) 

      

Overall Average -0.0553a -0.0059a 0.0237a 0.0728a 1.34 (3, 288) 
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significantly different for all the dynamic risk factors, Figure 2 illustrates cluster 4 had the 

highest score of dynamic risk treatment change on sexual interests (F2) and social inadequacy 

(F1) followed by cluster 3 on pro-offending attitudes (F4) and anger/hostility (F3). Also, 

cluster 1 has the lowest dynamic risk treatment change score on social inadequacy (F1) and 

sexual interests (F2), followed by cluster 3 which also show low change score in treatment on 

sexual interests (F2) and social inadequacy (F1).  

 

 

Figure 4. 1 Differences between the four clusters and dynamic risk pre-treatment measuring 

social inadequacy (F1), sexual interests (F2), anger/hostility (F3), also, pro-offending 

attitudes (F4), and overall average. 
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Figure 4. 2  Standardized score differences between the four clusters and dynamic risk pre 

and post treatment change measuring social inadequacy (F1), sexual interests (F2), 

anger/hostility (F3), also, pro-offending attitudes (F4), and overall average.  

 

 

The clusters obtained in chapter 2 were also compared to risk of re-offending on the 

ASRS items post-treatment (See Table 4.1). An analysis of variance (ANOVA) yielded 

significant difference for the overall ASRS scores, F(3, 297) =4.44, p = .001 among clusters 

and also significant difference on only three of the ASRS items which include: prior sex 

offences, F(3, 297) =4.07, p = .001; prior violence offences, F(3,297) = 3.65, p = .001, and; 

male victims, F(3,297) = 3.66, p = .001. However clusters did not differ on the following 

ASRS items: prior sentencing dates, F(3, 297) = 0.83; prior non-contact, F(3, 297) = 1.13; 

index violence, F(3, 297) = 0.58; prior violence offences, F(3, 297) = 3.65; and young 

offenders, F(3, 297) = 1.90. Additionally as shown in Table 4.1, Post-hoc Tukey HSD test 
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illustrates cluster means on each ASRS static risk factors. Values with the same lower case 

letter (a, b, and c) were not statistically different from each other. The following ASRS static 

risk factors that were not significantly different between each clusters, include: ASRS, cluster 

1, 2, cluster 1, 3, and cluster 2, 4, cluster 2, 3, also, cluster 3 and 4; prior sex offences, cluster 

1, 2, cluster 1, 3 and 4, cluster 2, 4, also, cluster 3, 4; prior sentencing dates, cluster 1, 2, 3, 

and 4; prior non-contact, cluster 1, 2, 3, and 4; index violence, cluster, 1, 2, 3, and 4; prior 

violence offences, cluster 1, 2, cluster 2, 1, cluster 2, 3, cluster 2, 4, also, cluster, 3, 2 and 3, 

4; male victims, cluster 1, 2, cluster 1, 4, cluster, 2, 3, 2, 4 and 3, 2, also 4, 2; young 

offenders, cluster 1, 2, 3, and 4. Overall ASRS static risk factors during post-treatment results 

show our identified cluster profiles. When the clusters were compared, they predicted 

offenders convicted of prior sex offences and measured if an offender had received a 

conviction for a non-sexual violent offence prior to their index sexual offence convictions 

(prior violence offences). Also, clusters show whether an offender has been convicted of a 

sexual offence where the reported victim was male.     

 

Table 4. 1 Differences between the four clusters and ASRS Items post-treatment. 

ASRS items                            Clusters   F 

  1 2 3 4 F (df Effect, df Error) 

Overall ASRS  1.46a 1.48a 1.00ab 0.82b 4.44 (3, 297)** 

Prior Sex Offences 0.61ab 0.70a 0.24b 0.32ab 4.07 (3, 297)** 

Prior Sentencing Dates  0.08a 0.05a 0.02a 0.06a       0.83 (3, 297) 

Prior Non-Contact  0.01a 0.05a 0.06a 0.03a       1.13 (3, 297) 

Index Violence 0.08a 0.10a 0.08a 0.04a       0.58 (3, 297) 

Prior Violence Offences 0.34a 0.24ab 0.14b 0.15b 3.65 (3, 297)** 

Male Victims  0.23bc 0.27abc 0.44a 0.15c 3.66 (3, 297)** 
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Young Offender  0.10a 0.07a 0.02a 0.03a      1.90 (3, 297) 

Notes: ASRS: Automated Sexual Recidivism Scale  

The symbol *** denotes reaching statistical significance at the 0.0001 level. 

The symbol ** denotes reaching statistical significance at the 0.001 level. 

Post-hoc Tukey-HSD analysis: values with the same lower case letter (a, b, and c) were not 

statistically different from each other.   
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3.5. Discussion  

 

The identification of our four clusters in chapter 2 of this thesis set the foundation for 

chapter 3 of the present study’s goal, which was to examine the four MCMI-III personality 

cluster profiles in comparison to a range of psychometric measures administered prior to and 

following treatment. Psychometric tests were administered to a large sample (N= 358) of 

male child molesters who attended the Kia Marama Treatment programme. Results were 

analysed by looking at the differences between clusters and psychometric tests administered 

pre- and post-treatment.  Dynamic risk factors psychometric self-reports were loaded under 

Allan et al. (2007) four dimensions including: social inadequacy (F1), sexual interests (F2), 

anger/hostility (F3), and pro-offending attitudes (F4).  

 

MCMI-III cluster 1 and pre-treatment dynamic risk factors were characterized by 

moderately high scores on Factor 3 and Factor 2, followed by, Factor 4 and Factor 1. Factor 1 

psychometric variables show cluster 1 has moderately high scores on measures of depression, 

anxiety, social self-esteem, sexual beliefs, loneliness, fear of intimacy, and behaving 

assertively in a range of situations. Additionally, MCMI-III cluster 1 in relation to Factor 2 

describe high scores on measures of sexual fantasies and Factor 3 show higher scores with 

difficulties on both expressing and supressing anger, and also difficulties with controlling 

angry feelings. Cluster 1, Factor 4 show higher scores on myths about rape followed by high 

scores on measures of cognitive distortions regarding the sexual molestation of children. 

Further, MCMI-III cluster 2 pre-treatment dynamic risk factor have highest scores among all 

the four clusters. MCMI-III cluster 2 is characterised by higher scores on Factor 1 and Factor 

4, followed by Factor 2 and Factor 3. Factor 1 psychometric variables show cluster 2 has high 

scores on measures of depression, sexual beliefs, anxiety, fear of intimacy, loneliness and 

behaving assertively in a range of situations (i.e. refusing requests, expressing personal 
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limitations, initiating social contacts, handling criticism etc.). However, they reported low 

scores on social self-esteem. Further, MCMI-III cluster 2 in relation to Factor 2 reported high 

scores on measures of sexual fantasies and Factor 3 show difficulties in both expressing and 

supressing anger, however low scores with controlling angry feelings. Cluster 2, Factor 4 

show higher scores on myths about rape and high scores on measures of cognitive distortions 

regarding the sexual molestation of children.  

 

The MCMI-III cluster 3 and 4, show lower scores on pre-treatment dynamic risk 

factors in relation to clusters 1 and 2. Factor 1 psychometric variables show cluster 3 has 

moderately low scores on measures of depression, anxiety, social self-esteem, sexual beliefs, 

loneliness, fear of intimacy, and behaving assertively in a range of situations. As well, 

MCMI-III cluster 3 in relation to Factor 2 describe low scores on measures of sexual 

fantasies and Factor 3 show low scores on both expressing and supressing anger. However, 

Factor 3 had high scores on anger control showing difficulties with controlling angry 

feelings. Cluster 3, Factor 4 show lower scores on myths about rape followed by high scores 

on measures of cognitive distortions regarding the sexual molestation of children.  

 

Likewise, MCMI-III cluster 4 scores on pre-treatment dynamic risk factors show the 

least distorted of the clusters. Factor 1 psychometric variables show cluster 4 has low scores 

on measures of depression, anxiety, sexual beliefs, loneliness, fear of intimacy, and behaving 

assertively in a range of situations. However cluster 4, Factor 1 show high scores on only 

social self-esteem reported difficulties. Although, MCMI-III cluster 4 in relation to Factor 2 

describe low scores on measures of sexual fantasies. Factor 3 shows low scores on both 

expressing and supressing anger, but Factor 3 had high scores on anger control showing 

difficulties with controlling angry feelings. Furthermore, cluster 4, Factor 4 were least 
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distorted on myths about rape followed by high scores on measures of cognitive distortions 

regarding the sexual molestation of children.  

 

As we expected the findings are consistent with previous research by Wales (2005), 

because this is a follow up study to his, where in this study we are just using a larger sample 

size. Overall in relation to Wales (2005), the results of our clusters based on the pre-treatment 

psychometric variables suggested that child molesters who came through the Kia Marama 

pre-treatment programme reported difficulties of being anxious, intense performance of 

social self-esteem, loneliness, as well as holding adversarial sexual beliefs and sexually 

conservative attitudes, a degree of discomfort in a range of situations, anger, and depression. 

Moreover, our results also evaluated the progress of pre- and post-treatment change. 

Although the findings show clusters were not significant on majority of the psychometric 

variables in their assessment of treatment change for dynamic risk factors apart from three 

psychometric variable measuring trait anxiety, loneliness and expression of anger. Therefore, 

cluster 1 made no improvement on some dynamic risk factor variables measuring depression, 

sexual beliefs, and fear of intimacy, anxiety, loneliness and difficulty in behaving assertively 

in a range of situations. Although cluster 1 made a small decline in treatment change scores 

measuring factors on sexual fantasies (F2); expressing and supressing anger, also anger 

control (F3); and distortions on myths about rape (F4) however these factor scores did not 

show statistically significant reductions. Additionally, cluster 2 went into treatment with a lot 

of difficulties on measures of social inadequacy (F1); sexual interests (F2); anger/hostility 

(F3) and also pro-offending attitudes, but cluster 2 made small a decline in all the 

psychometric variables and showed no significant differences during pre- and post-treatment 

change. Findings show the only clusters that were significant include cluster 4, Factor 1 

(social inadequacy) measuring State Trait Anxiety Inventory (STAI-Trait) and Revised 
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University of California Loneliness Scale (UCLS); also cluster 3, Factor 3 (anger/hostility) 

measuring State Trait Anger Inventory (STAXI-Expression). Cluster 3, during pre- and post-

treatment change made some improvement on Factor 4’s measure of acceptance of myths 

about rape and, as described above, cluster 3 during pre-treatment child molesters reported 

higher scores on measures of feeling anger. Therefore most importantly, cluster 3 showed 

significant a decrease on reports of feeling typically angry under measures of dynamic risk 

Factor 3. Hence for this group, treatment seemed to have targeted their difficulties. Moreover, 

cluster 4 showed when child molesters entered the treatment programme they reported 

difficulties with social self-esteem and controlling angry feelings thus pre- and post-treatment 

change there was a significant reduction on improvement with measures of more general and 

long standing quality of trait anxiety and also significant difference in reduction of 

experiences associated with loneliness. Among the cluster profile findings, we can conclude 

that clusters 1 and 2 made the slightest progress among all the clusters during treatment.  

 

The study limitation is that child molesters volunteered to complete the prison based 

treatment programme at Kia Marama. Therefore the results of this study may not be 

generalized to all groups of sex offenders (rapists, general, violent, intra and extra-familial 

offenders) (Wales, 2005). The four clusters based on the MCMI-III subscales has shown a 

range of profiles based on the dynamic risk factors in treatment. As previous research (Allan 

et al., 2007; Beggs & Grace, 2011; Thornton, 2002) has suggested, targeting dynamic risk 

factors is effective in the intervention of treatment that can lead to a reduction in recidivism. 

Thus, it is important to look at the base rate scores of the MCMI-III personality subscales 

measured in the Kia Marama treatment programme and compare them to the risk of 

recidivism and look at their personality subscales in relation to ASRS (Automated Sexual 
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Recidivism Scale) or static-99 which include: prior sex offences, prior sentencing dates, prior 

non-contact, index violence, prior violence offences, male victims and young offenders.  

 

The pre-treatment psychometric variables show extensive arrays of difficulties in the 

Kia Marama sample. These results are consistent with a range of studies which have shown 

child molesters have low levels of self-esteem, ability to control anger, anger suppression, 

high levels of anger, depression, anxiety, fear of intimacy, distorted cognitions about children 

and sexuality, also  myths about rape (Allan et al., 2007; Wales, 2005).  The findings in this 

study make contributions to the treatment of offenders in assessing risk and also supports 

previous studies that have examined the four dynamic risk factors measured by psychometric 

tests (Allan et al., 2007; Beech, 1998; Beech et al., 2003; Beggs & Grace, 2011; Thornton, 

2002). Our study has great implications for clinicians and treatment programmes designed 

solely for targeting sex offenders and most importantly, our cluster profiles show meaningful 

subtypes of child molesters who receive treatment. This study is similar to, and supports 

previous research (Allan et al., 2007) conclusions, that the four dynamic risk domains: social 

Inadequacy (F1), sexual interests (F2), anger/hostility (F3), pro-offending attitudes (F4) 

provide valid measure of risk for sex offenders. Overall, we conclude personality clusters of 

child molesters differentiated based on the MCMI-III scores are meaningful in identifying 

subtypes of child molesters with self-report psychometric tests measured during treatment.   
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CHAPTER FOUR 

MCMI-III subscales base rate scores in relation to Sexual Recidivism and Automated 

Sexual Recidivism Scale (ASRS) 

 

4.1. Abstract 

 

We studied a sample of 358 male sexual offenders against children who attended the 

Kia Marama Treatment programme between 1993 and 2008. The recidivism sample 

respectively include: 29, sexual reconviction; 22 violent reconviction; and, 78 general 

reconviction. The aim of this study is to identify any meaningful MCMI-III subscales base  

rate scores in relation to sexual recidivism and the overall Automated Sexual Recidivism 

Scale (ASRS; Skelton, Riley, Wales, & Vess, 2006). Findings showed significant positive 

relationships between the MCMI-III subscales including: Antisocial; Passive-Aggressive; 

Borderline; and Paranoid in relation to sexual recidivism. Further the correlation between 

overall ASRS scores were significantly positive among eight of the MCMI-III subscales 

including: Schizoid, Avoidant, Dependent, Antisocial, Passive-Aggressive, Schizotypal, 

Borderline, and Paranoid. Additionally, overall ASRS scores correlation were negatively 

significant between MCMI-III subscales including: Histrionic; Narcissistic and Compulsive 

subscales. Most importantly, Cox regression findings showed overall ASRS scores and 

Antisocial personality subscales were the best predictor’s of sexual recidivism, after 

controlling for Passive-Aggressive, Borderline, and Paranoid personality subscales. Kaplan-

Meier pairwise comparisons showed high risk clusters (22 out of 167 sexually re-offend) had 

a significantly higher rate of sexual recidivism compared to low risk clusters (7 out of 108 

sexually re-offend). The findings further support the use of personality typologies of MCMI-

III base rates scores and been able to differentiate according to the likelihood of re-offending.   

 



107 

 

 

 

4.2. Introduction 
 

 Theoretical and empirical research has focused on using the Millon Clinical 

Multiaxial Inventory-III (MCMI-III; Millon, 1997) to understand the role of personality 

characteristics among sexual offences against children, batterers, and violent sex offenders 

(Hamberger & Hastings, 1986; Hart et al., 1993; Pithers & Gray, 1996). Sex offenders are 

seen as heterogeneous group with regard to their offence and victim characteristics, 

interpersonal skills, cognitive functioning and psychopathology (Knight & Prentky, 1993). 

Consistent with previous findings in the literature (Bogaerts et al., 2007; Chantry & Craig, 

1994), the majority of child-victim sex offenders show the presence of at least one type of 

maladaptive personality type as measured by Millon’s MCMI-III (Millon, 1997). Therefore, 

personality characteristics measured by the MCMI-III, have been identified in aetiological 

theories as an important factor in sex offending behaviour (Hall & Hirschman, 1991; 

Marshall & Barbaree, 1990). In addition, clarifying the risk of sex offender recidivism, there 

needs to be more recent research into the role of personality using the MCMI-III. The aim of 

this study is to build on previous research to determine the links between personality and 

recidivism using the MCMI-III subscales, and static risk using the Automated Sexual 

Recidivism Scale (ASRS; Skelton et al., 2006). The literature associated with the topics 

examined in this empirical study have been revised in detail in Chapters 1 and 2 of this thesis. 

Additionally, contextual background to the research will be provided, however to prevent 

repetitiveness the brief introduction to the research or summary of the literature presented in 

Chapter 1 will be presented here as well.  

 

 Personality has been the subject of research and discussion, in particular Antisocial 

personality disorder has been found to be predictive of sexual offender recidivism (Hanson & 

Bussiere, 1998; Harris et al., 2003; Långström, Sjöstedt, & Grann, 2004; Quinsey, Rice, & 
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Harris, 1995). A meta-analysis review by Hanson and Bussiere (1998) examined 61 follow-

up studies to identify the factors most strongly related to recidivism among sex offenders. 

The average follow-up period was 4 to 5 years. Overall, the sex offence recidivism rate was 

13.4% (n = 23,393); 18.9% for rapists (n = 1,839); 12.7% for child molesters (n = 9,603); 

and nonsexual violence was 12.2% (n = 1,774). The strongest predictors of sexual recidivism 

were factors related to sexual deviance, prior sexual offences, and deviant victim choices. 

Also, Hanson and Bussiere (1998) stated correlation coefficients for Antisocial personality 

disorder (r = .14) was one of largest predictors of sexual recidivism. Furthermore, for better 

understanding of the prevalence of various traits among rapists and child molesters, 

Ahlmeyer et al. (2003) used the original MCMI-III to examine differences between sexual 

and non-sex offenders. Ahlmeyer et al. (2003) acknowledged that the Antisocial and 

Narcissistic subscales had the highest mean scores for all the groups and significant 

difference on Dependent, Narcissistic, Antisocial, and Schizotypal in predicting sex offenders 

from nonsexual inmates. For thorough review of Ahlmeyer et al. (2003) study, please refer to 

Chapter 1 and 2 of this thesis to avoid repetition.   

  

 Additionally, Chantry and Craig (1994) examined personality profiles using the 

MCMI by conducting a cluster analysis with a sample of 603 offenders; 202 child molesters; 

195 adult rapists; and 206 non-sexually aggressive felons. Based on the nature of the offences 

convicted the sample was divided into three groups. The finding for child molesters shows 

57% were at subclinical with Compulsive and Narcissistic traits at mild levels of expression.  

The second group counted for 23% of the sample, showing 38A2 (Dependent, Passive-

Aggressive, and Avoidant) with significant elevations on Anxiety and Dysthymia. Twenty 

percent accounted for group III showing 312 code types (Dependent, Schizoid, Avoidant) 

with moderate elevations of Anxiety and Depression. Further, group I for the rapists sample 
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counted for 58% and had mild elevation on the Compulsive scale. Group II counted for 26% 

of the sample with 56A code type (Narcissistic, Antisocial) and elevations on Bipolar, Drug 

and Alcohol Abuse scales. Sixteen percent of the rapists in group III showed 231 code 

(Avoidant, Dependent, and Schizoid) with significant Anxiety and Depression. The two 

cluster solution findings for the non-sexually aggressive felons, show group I counted for 

59% of the sample with mild Dependent personality traits with depression and group II 

counted for 41% of the sample with mild Narcissistic pattern with no other scales clinically 

elevated. In summary, findings reveal that Dependent and Narcissistic-Antisocial personality 

traits were in the cluster analyses across all the sex offender groups as well as mild 

personality traits associated with Narcissism and Compulsive traits. Chantry and Craig (1994) 

concluded that sex offender’s personality styles are heterogeneous, however Dependent and 

Narcissistic-Antisocial traits are more prevalent with their sample population.  

 

Moreover, as reviewed previously, the study of Hanson and Bussiere (1998) found 

that an Antisocial construct associated with recidivism is not necessarily surprising, 

according to Salamone (2014). Salamone (2014) aim was to identify among sex offenders 

clinically meaningful personality subscales in Axis I and Axis II psychopathology as 

measured by the MCMI-III Manual Fourth Edition (Millon et al., 2009) scores. Additionally, 

sex offender subgroups were examined based on their Static-99 scores. A subgroup of 

offenders who scored 3 or below Static-99 were categorized as low risk, and those who 

scored above 3 were categorized as high risk groups. Archival data was collected from 

Midwestern maximum-security state prison for adult male offenders at the Kansas 

Department of Corrections (KDOC). The total sample was N = 318 subgroups of sexual and 

nonsexual incarcerated male offenders, comprised with:  N = 191 non-sexual violent 

offenders, N = 101 child molesters, N = 18 rapists, N = 5 sexual offender of unknown 

subtype, and N = 3 mixed sexual offenders. During the data collections procedure, 
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demographic information and offenders criminal histories pertaining to the offenders was 

gathered. Among the psychometric measures examined in this study included the MCMI-III 

(Millon et al., 2009) and Static-99 (Hanson & Thornton, 2000). Results of the Axis II scales 

showed the child molester subgroup base rate (BR) scored highest on Antisocial (M = 61.95) 

and lowest on Sadistic (M = 44.84), followed by high BR scores on the Narcissistic scale for 

both rapists (M = 63.39) and nonsexual violent subgroups (M = 69.03); though the rapist 

subgroup BR score was lowest on Schizotypal scale (M = 39.50), and nonsexual violent 

offenders scored lowest on Depressive scale (M = 32.63). Additionally, findings from the 

Axis I scales, resulted in lowest mean BR scores for all three subgroups: child molesters, M = 

35; rapists, M = 26.50; and nonsexual violent offenders, M = 21.44. The highest mean BR 

score was of the Drug Dependence scale for child molesters, M = 60.24; and, nonsexual 

violent offenders, M = 65.19, respectively. Similarly, the rapist subgroup scored highest on 

BR for Alcohol Dependence scale M = 59.22. It is important to note that the mean BR score 

of 75 for Axis II and I scales of all the offender subgroups did not reach clinical significance 

(Salamone, 2014). Furthermore, Salamone (2014) stated that the logistic regression analyses 

and T-test results were consistent because both analyses provided different viewpoints on 

how we look at the offenders’ groups. There was an association between increasing BR 

scores on the Antisocial, Narcissistic, and/or Drug Dependent scales and a decreased 

likelihood that an offender would be classified as a child molester (Salamone, 2014). Also, 

higher MCMI-III scores on the Borderline, Schizotypal, Dysthymia, and/or Major Depression 

scales were associated with a decreased likelihood of classification as a nonsexual violent 

offender. Lastly, results of the low risk Static-99 group show significantly higher scores on 

the Axis II scale Compulsive (Cohen’s d = .51), although high risk Static-99 group scored 

significantly greater on the Axis II Antisocial scale and Axis I scales of Alcohol and Drug 

Dependence (Cohen’s d values ranging from .51 to .44). Salamone (2014) concludes their 
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findings support therapies designed to address the Axis I distress that child molesters 

experience when they first enter prison system.  

 

Furthermore, given the reasonably regular rate at which personality disorders are 

diagnosed among male sexual offenders, previous research by Langevin et al. (1988) 

acknowledged the importance of using the psychological assessment designed to measure 

Axis II pathology. Langevin et al. (1988) examined a sample of 419 sex offenders as part of a 

clinical battery to screen for sexual preference, substance abuse, mental illness, personality, 

violence, neuropsychological impairment, physical illness, and marital difficulties. The 

MCMI was administered on a mixed group of sex offenders to normal community controls 

which includes 46 homosexual paedophiles, 54 heterosexual paedophiles, 40 sexual 

aggressive, 68 incest perpetrators, 39 miscellaneous sex offenders, and 172 controls. Results 

findings showed statistically significant differences among the sex offender groups for 8 

scales, 6 of which were personality scales. According to Langevin et al. (1988) sex offenders 

revealed clinical signs of concern on the Schizoid, Avoidant, Dependent, and Passive-

Aggressive (Negativistic) personality disorder scales and fewer elevations on Narcissistic and 

Compulsive-Conforming scales. Langevin et al. (1988) concluded the differences among sex 

offender groups on the MCMI scales were small, however there were more differences on 

personality disordered cases among the sex offenders and controls.  

 

In addition, our study used a larger sample size as a follow-up to that of  Wales's 

(2005) research where he examined the role of personality using the MCMI-I in a sample of 

110 child sex offenders who went through the Kia Marama treatment programme. In study 1, 

Wales (2005) identified four clusters within a sample of child molesters based on their 

responses to only 11 of the personality subscale items of the MCMI-I. Therefore, study 2 
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examined child molesters on the basis of their four cluster personality profiles in response to 

treatment change on psychometric tests administered prior to and following treatment (to 

prevent repetitiveness, please refer to chapter  2 and 3 of this thesis for detailed revision of 

Wales’s study 1 and 2). In the introduction of chapter 4, we revised Wales’s study 3 because 

of its relation to our chapter 4 goal. Wales (2005) conducted a third study comparing the 

clusters on offending, risk of re-offending and actual re-offending. Wales (2005) examined 

the third study of his research in three parts. In part 1, the MCMI-I scale mean scores and the 

four clusters were compared on a range of variables related to their offending using 

information from their criminal records. Part 2 compared the four clusters obtained in terms 

of risk of re-offending on the Static-99. Also, in part 3, Wales (2005) compared the clusters 

in terms of their actual re-offending following release from the programme and custody. The 

results of Wales’s study 3 showed clusters did not differ in terms of their victims, their 

relationship to the victim, their offending history, their risk for future offending using the 

Static-99, or their actual re-offending rates following release after treatment. Further, Wales 

(2005) compared the mean MCMI-I scale scores on offenders who reconvicted for a sexual 

re-offences, violent re-offences, and, general re-offences. The sample for reconviction were 

very small, there were eight sexual re-offences, eleven violent offences, and twenty general 

offences. The results showed the MCMI-I scores for Antisocial scale were significantly 

higher for those reconvicted of sexual offences compared to those not reconvicted of sexual 

offences. Also, the MCMI-I Histrionic scale was found to be significant whereas the Passive-

Aggressive scale approached significance. Additionally, MCMI-I scores for those 

reconvicted of violent offences showed significant difference for Compulsive and Passive-

Aggressive scales compared to those not reconvicted of violent offences. Furthermore, those 

reconvicted of general offences showed a significant difference for Dependent and Passive-

Aggressive scales compared to those not reconvicted of general offences. Overall, Wales 
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(2005) concluded study 3 indicated that hostility, reflected in the Antisocial and Passive-

Aggressive scales, was the strongest predictor of re-offending amongst the personality 

attributes measured by the MCMI-I.   

 

4.3. Current study  

Similar to Wales (2005), the proposed study uses a sample of child molesters who 

have attended the Kia Marama treatment programme.  Specifically, we will use a larger 

sample of 358 male sexual offenders against children who attended the programme between 

1993 and 2008 and completed the MCMI-III during their pre-treatment assessment phase. In 

chapter 2 of this thesis, the first goal was to establish the validity of the four clusters MCMI-

III typography of sexual offenders initially proposed by Wales (2005) and Blackburn (1996). 

We carried out a k-means four cluster analysis with base rate scores (BR) for only 11 of the 

MCMI-III subscales as Wales used. K-means clustering analysis found four clusters, 

respectively clusters were characterized by high scores as follows: Cluster 1, Avoidant, 

Dependent, Schizoid, and Passive-Aggressive; Cluster 2, Antisocial, Passive-Aggressive, and 

Paranoid; Cluster 3, Narcissistic, Compulsive, and Histrionic; Cluster 4, Schizoid, Avoidant, 

and Compulsive. Therefore to explore the inter-rater reliability of the similarities between 

Wales’s and Blackburn’s clusters to that of the present study MCMI-III clusters, a Cohen’s 

Kappa analysis showed agreement between Wales’s clusters and current study MCMI-III was 

K=0.57 and the agreement for Blackburn’s clusters and the current study MCMI-III was 

K=0.54. Further, our results showed cluster centroids were significantly correlated (r=.72) 

with those reported by Wales (2005). However, we needed stronger evidence for this 

conclusion if it could be shown that the correlations were greater than would be expected on 

the basis of chance. To accomplish this, we performed a Monte Carlo analysis. Our results of 

the Monte Carlo analysis confirmed that the agreement between the studies was significantly 
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greater than expected based on chance. Therefore in chapter 2, we concluded that different 

subgroups of sex offenders can be differentiated based on MCMI-III scores.  

 

Moreover, the goal of chapter 3 was to use the four cluster MCMI-III personality 

profiles we found in chapter 2 and compare them on a range of psychometric measures 

administered prior to and following treatment which could be meaningful in identifying 

subtypes of child molesters in treatment. The sample includes 358 male sexual offenders 

against children who attended the Kia Marama Treatment programme between 1993 and 

2008 and completed the MCMI-III during their pre-treatment assessment phase. The four 

clusters were compared on Allan et al. (2007) four dimensions of dynamic risk factor used to 

measure a number psychometric tests these include: social inadequacy (Factor 1), sexual 

interests (Factor 2), anger/hostility (Factor 3), and pro-offending attitudes (Factor 4). Thus, 

psychometric variables loaded under Allan et al. (2007), four factor dimensions were also 

used to look at pre and post-treatment standardized change scores in the Kia Marama 

programme. A one-way analysis of variance (ANOVA) was carried out to look at the 

differences between the four clusters and Allan et al. (2007) four factor dimensions pre-

treatment phase. Overall, the results of the pre-treatment psychometric variables and clusters 

suggest that child molesters who came through the Kia Marama pre-treatment programme 

reported difficulties of being anxious, intense performance of social self-esteem, lonely, as 

well as holding adversarial sexual beliefs and sexually conservative attitudes, a degree of 

discomfort in a range of situations, anger, and depression. Furthermore, one-way ANOVA 

was also carried out to look at the differences between the four clusters and the four factor 

dimensions using standardized change scores between pre-treatment and post-treatment 

change. Results showed after treatment there was only a difference in long standing anxiety, 

experiences associated with loneliness, and also changes in measures of angry emotions 
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(Anger In) towards people or objects in the environment. Lastly, the clusters obtained in 

chapter 2 were also compared to risk of re-offending on the ASRS items post-treatment. 

Overall ASRS items during post treatment showed our identified cluster profiles when 

compared, it can predict offenders convicted of prior sex offences and can measure whether 

an offender has received a conviction for a non-sexual violent offence prior to their index 

sexual offence convictions (prior violence offences). Also, clusters show whether an offender 

has been convicted of a sexual offence where the reported victim was male.  

 

In the progression of our study’s chapter 2 and 3 goals, we analysed the MCMI-III 

personality subscales based on clustering our subjects using k-means clustering analysis. 

However, the aim of the current study in chapter 4 will be to only examine the MCMI-III 

subscales base rate scores in relation to sexual recidivism and overall ASRS scores. Further 

in chapter 4, we will use the identified four MCMI-III subscale cluster centroids that were 

identified in study 2 and combine them into high and low risk clusters to examine sexual 

recidivism. The MCMI-III subscale sample includes 358 male sexual offenders against 

children who attended the Kia Marama Treatment programme between 1993 and 2008 and 

completed the MCMI-III during their pre-treatment assessment phase. However we had 

missing cases in the sample for recidivism. The sample for reconviction was small. 

Respectively, there were 29 sexual re-offences, 22 violent offences, and 78 general offences.  

 

4.4. Method 

4.4.1. Subjects 

The subjects for the current study were 358 male prisoners who were moved into the 

Kia Marama Special Treatment Unit at Christchurch Rolleston Prison in New Zealand, who 

completed a treatment programme between 1993 and 2008. Their ages ranged from 18 and 74 
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years old, with an average age of 41.1 years. Written consents were received from the whole 

sample of men for the purpose of their file information to be used for evaluation and research. 

The majority (74.30%) were of New Zealand European ethnicity; 16.60% were New Zeeland 

Maori, 2.40% were Samoan and 3% were Cook Island Maori and the remaining 2.10% were 

from the other ethnicities and a small percentage of participants (0.3%) were reported to be 

Niuean, Tongan, Chinese, and Indian. The sample was from a wide range of socio-economic 

backgrounds. As shown in Table 4.2, further information about the percentage for marital 

status, education, and income bracket, at the time of arrest for the sample.      
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Table 4. 2 Sample percentage for marital status, education, and income-bracket.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Marital Status  N (336) % 

Never Married 87 25.9 

First Marriage 84 25.0 

Remarried  38 11.3 

Separated 30 8.9 

Divorced  34 10.1 

Widowed  4 1.2 

Defacto Relationship  55 16.4 

Education  N (339) % 

Primary only 60 17.7 

Form 3-4 99 29.2 

Form 5 90 26.5 

School certificate  24 7.1 

Form 6 18 5.3 

University Entrance  6 1.8 

Form 7 5 1.5 

Bachelors  5 1.5 

Masters/Post-grad Dip 4 1.2 

Income Bracket  N (342) % 

Less than $20,000 139 40.6 

$20 - $30,000 76 22.2 

$31 - $40,000 42 12.3 

Greater than $40,000 71 20.8 
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4.4.2. Setting   

4.4.3. Referral to the Kia Marama Treatment Programme for Child Molesters   

Data was collected at Kia Marama Special Treatment Unit, based at Rolleston Prison 

operated by the New Zealand Department of Corrections. Kia Marama operates a special 

treatment unit; only men convicted of sexual offences against children take part in the 

treatment programme held at the unit. Full details of the programme content are provided by 

Hudson et al. (1998) and Bakker et al. (1998).  Referrals to the programme are made by the 

psychological staff from eligible volunteers within 11 prisons in the South Island and lower 

half of the North Island in New Zealand (Hudson et al., 1998). Offenders are assigned to each 

therapy group and are encouraged to provide support and monitoring of the therapeutic 

progress of the group members (Hudson et al., 1998). The offenders have freedom of 

movement within the compound to encourage both social and therapeutic interchanges. The 

programme is a duration of 33 weeks and is based around 9 hours of group contact per week 

(Hudson et al., 1998).  The criteria to enter the programme is that offenders have a history of 

sexual offences against children, or admitted to sexual offences against a person under 16 

years, is not intellectually disabled, and do not have a mental illness (Bakker et al., 1998). 

 

At the Kia Marama treatment programme psychometric data was collected by 

administering a battery of tests prior to and following treatment. Psychometric assessments 

were administered in a group setting. Offenders who had problems with reading and 

comprehension were provided with assistance (Wales, 2005).  The battery of tests that were 

measured included the following: intellectual functioning, emotional functioning, 

interpersonal and relationship skills, self-perception, sexual attitudes, beliefs, and behaviours 

(Wales, 2005). 
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To avoid repetition, further information on the Kia Marama treatment programme and overall 

structure at the Kia Marama treatment programme for child molesters can be found in the 

chapter 2 methods section.  

 

4.5. Measures  

4.5.1. The MCMI 

The Millon Clinical Multiaxial Inventory has two revisions, the MCMI-11 and 

MCMI-III which (Millon, 1997) consists of 175 brief, self-descriptive statements to be 

answered “true” or “false.” Potentially objectionable statements have been screened and 

vocabulary is at the eighth-grade reading level. The inventories were designed for clinical 

patients aged 17 and older and can be taken in 25-30 minutes (Millon, 1983). The MCMI-III 

clinical scale was constructed as an operational measure of a syndrome derived from a theory 

of personality and psychopathology (Millon, 1997). Of the 24 diagnostic scales of the 

MCMI-III, 14 are personality patterns scales and 10 coordinate with disorders on Axis 1 of 

DSM-IV.  The five categories and 24 diagnostic scales grouped under them, in addition to 

three modifier indices. The three modifier indices and validity index were designed to detect 

careless, confused, or random responding (Millon, 1997). The MCMI has eight scales 

measuring basic personality styles (Schizoid, Avoidant, Dependent, Histrionic, Narcissistic, 

Antisocial, Compulsive, Passive-Aggressive), three scales measuring severe personality 

disorders (Schizotypal, Borderline, Paranoid), and nine scales measuring clinical syndromes 

(Anxiety, Somatoform, Hypomania, Dysthymia, Alcohol abuse, Drug abuse, Thought 

disorder, Psychotic depression, Delusional disorder). Raw scores on the scales are 

transformed to base rate (BR) scores that are based on clinical prevalence rates  (Millon, 

1997). BR scores provide a basis for optimal differential diagnostic cut-offs and attempt to 
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ensure that the frequency of MCMI generated diagnosis is comparable with representative 

clinical prevalence rates (Millon, 1997).    

  

In revising the MCMI-II to produce MCMI-III, 95 of the items were replaced to align 

them more closely with DSM-IV (Millon, 1997). The scope of the inventory was also 

broadened by two new scales: scale 2B Depressive (related to DSM-IV, Axis II Depressive 

Personality Disorder) and scale R. Post-Traumatic Stress Disorder. The MCMI-III was 

designed for administration to adults 18 years and older in clinical situations where people 

are evaluated for emotional, behavioural, or personality problems. It can be scored with a set 

of hand-scoring templates or by means of MICROTEST Q System computer software. Raw 

scores on the various scales are weighted and converted to base rate scores, which take into 

account the incidence of a certain characteristic or disorder. The MCMI-III manual describes 

standardization data from various samples. The average test-retest and internal consistency 

reliabilities of the MCMI-III scales are quite good for a personality inventory. Alpha 

coefficients range from .66 to .86 for the personality scales (Scales 1 through P) and .71 to 

.90 for the clinical syndrome scales (Scales A through PP); test-retest reliabilities range from 

.84 to .96 for the clinical syndrome scales (Millon, 1997). Research has been generally 

positive regarding the theoretical foundation, construction methodology, and research agenda 

of the MCMI-III. The scales have demonstrated constancy with clinical and offender 

populations (stability coefficients for the scales show median values in the .60s and .70 with a 

variety of clinical groups; (Chantry & Craig, 1994). Langevin et al. (1988) described the 

reliability measures (coefficient alpha) as impressive for a sex offender sample (.61- .95 

across the personality scales).   
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Offenders completed the Millon Clinical Multiaxial Inventory-III (MCMI-III; Millon, 

1983) as part of a standard battery of psychometric tests administered during the pre- and 

post-treatment assessment phase of the Kia Marama programme (Wales, 2005). Offenders 

commonly completed these in a group setting and were administered using the manual 

procedures (Wales, 2005). In New Zealand samples there is no Base Rates (BR) and raw 

scores were converted to BR scores using the conversion tables in the manual (Wales, 2005). 

The White and Black norms were used to convert European decent responses therefore the 

responses of Maori and Pacific offenders were also scored with the White and Black norms 

(Wales, 2005).  

 

Further information about the MCMI-III were provided in Chapters 2 and 3 of this 

thesis, therefore to prevent repetitiveness we have provided a brief outline.  

 

4.5.2. Automated sexual Recidivism Scale (ASRS) 

The New Zealand Department of Correction uses the ASRS (Skelton et al., 2006) as a 

measure of static risk. ASRS is as a computer programme which was based on the coding 

rules of the Static-99, which is a measure of static risk widely used and validated ((Hanson & 

Thornton, 2000). The ASRS consists of seven items, including: number of prior sex 

convictions, number of prior sentencing dates, any convictions for non-contact sex offences, 

index offence of non-sexual violence, prior non-sexual violence charges, any male victims, 

and age of offender at time of index offence (T. Watson & Vess, 2007). Information is scored 

and stored in the database maintained by the New Zealand Department of Corrections. 

Scoring is from 0 to 9, with a higher score indicating a higher risk of sexual re-offending (T. 

Watson & Vess, 2007). The overall raw scoring is divided into four risk categories: low (0), 

medium-low (1-2), medium-high (3-4), and high (≥5) (T. Watson & Vess, 2007). The ASRS 
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is relevant to New Zealand norms and provide information on sexual recidivism rates which 

are more specific. Skelton et al. (2006) found in a sample of offenders (N = 1133) predictive 

validity with AUCs ranging from .70 to .78 for sexual recidivism.   

 

4.5.3. Recidivism 

All participants’ criminal history information was obtained from the computer 

database maintained by the New Zealand Department of Corrections as of January 2008. 

Recording of convictions for sexual offences that occurred after release and prior to 1st 

November 2016 were recorded.  Category A was referred to as Sexual recidivism, as an 

offence with an identifiable victim such as incest, sexual assault, exhibitionism (Harris et al., 

2003). Offences with Category B were excluded because it was recognised as no identifiable 

victim, except for possession of child pornography. An offender who had been convicted for 

a nonsexual offence against a person such as assault, robbery, kidnapping was categorised as 

violent recidivism. Lastly, general recidivism such as possession of cannabis was identified 

as an offence that was neither sexual nor violent. Further for each offender time at large prior 

to each reconviction, and to the end of the follow-up period, was calculated and recorded into 

the database.  

 

4.5.4. Data Analysis   

 Statistical analyses were conducted using SPSS (version 24.0) and Statistica (Version 

13.0). Data Aanalyses include descriptive statistics of demographic information, bivariate 

correlations, hierarchical Cox regression, analysis of variance (ANOVA), cross-tabulation 

and Kaplan-Meier survival analysis. Bivariate correlations was used to analyse the 

relationship between 11 of the MCMI-III subscales to that of the ASRS static risk items and 

recidivism for sexual, violent and general offenders. Hierarchical Cox regression was chosen 
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as an appropriate method to examine which of our significant correlations of the MCMI-III 

subscales are predictive of sexual recidivism in addition to ASRS static risk. Also, Cox 

regression allows examiners to control for other variables that allows the examiner to see 

each variable contribution to the predictive accuracy of the model we come up with. ANOVA 

was used to look at the differences between our clusters in comparison to the ASRS static risk 

items, to examine which cluster best predicts static risk. Cross-tabulation was used to look at 

obtaining different re-offending rates between clusters for sexual offenders. Lastly, Kaplan-

Meier was used to examine the rate of re-offending between the clusters 

 

Furthermore, chapter 4 required that criminal history information and consent was 

received from the New Zealand Department of Corrections to obtain the information in their 

database. Sufficient file information for recidivism (sexual, violent, and general) were 

available for only 275 male sexual offenders 01/11/2016. This study was conducted after 

approval was gained by the University of Canterbury Human Ethics Committee and the New 

Zealand Department of Corrections.   
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4.6. Results 

4.6.1. Demographic and offence information   

The sample for the MCMI-III base rate (BR) scores include 358 male child molesters 

who were followed for an average of 10.0 years after their release.  Their ages ranged from 

18 years to 74 years old, with an average of 47.0 years. The majority (74.30%) were of New 

Zealand European ethnicity; 16.60% were New Zealand Maori, 2.40% were Samoan and 3% 

were Cook Island Maori and the remaining 2.10% were from the other ethnicities and a small 

percentage of participants (0.3%) were reported to be Niuean, Tongan, Chinese, and Indian. 

The recidivism sample was available for sexual, general and violent reconviction and non-

reconvicted offences. Respectively the sample included: N= 29, sexual reconviction, N = 246 

sexual non-reconviction; N = 22 violent reconviction, and N = 279 violent non-reconviction; 

N = 78 general reconviction, and N= 223 general non-reconviction. Offenders in the sample 

were serving a sentence for a range of convictions. During the follow up (M = 10.0 years), 

10.5% (n = 29) were convicted of a new sexual offence with an average of 5.04 years before 

re-offence; 7.3% (n = 22) were convicted of a new violent offence with average of 4.97 years 

before a re-offence, and 25.9% (n = 78) were convicted for a general offence with an average 

of 4.14 years before a re-offence. 

 

4.6.2. Correlations between MCMI-III Subscales, Overall ASRS Scores and Recidivism  

 We examined correlations between the 11 MCMI-III subscales and recidivism for 

sexual, violent, and general offenders. These correlations are shown in Table 4.3, MCMI-III 

subscales which include: Antisocial, (r = .17, p < .001); Passive-Aggressive, (r = .15, p 

< .01); Borderline, (r = .15, p < .01); and Paranoid, (r = .13, p < .05) were positively 

correlated with sexual recidivism. The Antisocial subscale was also positively correlated with 

violent offenders, (r = .15, p < .01), and the Compulsive subscale was negatively correlated 

with violent offenders, (r = -.15, p < .01). Also, a number of the MCMI-III subscales 
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including: Antisocial, (r = .28, p < .001); Passive-Aggressive, (r = .19, p < .001); 

Schizotypal, (r = .14, p < .01); Borderline, (r = .19, p < .001); and Paranoid, (r = .25, p 

< .001) were positively correlated with general recidivism. Lastly, the Histrionic subscale (r 

= -.14, p < .01) and the Compulsive subscale (r = -.25, p < .001) were also negatively 

correlated with general recidivism.  

 

The correlation between overall ASRS scores and MCMI-III subscales were also 

analysed, as illustrated in Table 4.4. Eight of the MCMI-III subscales were positively 

correlated with overall ASRS scores which includes the following: Schizoid, (r = .18, p 

< .01); Avoidant, (r = .16, p < .01); Dependent, (r = .12, p < .05); Antisocial,( r = .30, p 

< .001); pass-aggressive, (r = .15, p < .01); Schizotypal, (r = .18, p < .01); borderline, (r 

= .20, p < .01); and also, paranoid, (r = .16, p < .01). Further, MCMI-III subscales Histrionic 

(r = -.11, p < .05) and Compulsive (r = -.19, p < .01) were negatively correlated with overall 

ASRS scores (see Table 4.3 below).  
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Table 4. 3 Correlations between 11 of the MCMI-III subscales and Recidivism Variables 

including: Sexual Recidivism, Violent Recidivism, also General Recidivism. 

  

Sexual 

Recidivism  

Violent 

Recidivism  

General 

Recidivism 

MCMI-III 

Subscales 

r  

   

r  

   

r  

 

Schizoid             .05 

 

.02 

 

.10 

Avoidant             .06 

 

-.03 

 

.05 

Dependent             .10 

 

.01 

 

.03 

Histrionic            -.01 

 

-.02 

 

    -.14** 

Narcissistic            .01 

 

-.05 

 

-.07 

Antisocial  .17*** 

 

     .15** 

 

      .28*** 

Compulsive           -.11 

 

      -.15** 

 

     -.25*** 

Pass-Aggressive .15** 

 

.03 

 

      .19*** 

Schizotypal            .08 

 

.004 

 

    .14** 

Borderline            .15** 

 

           .03 

 

      .19*** 

Paranoid          .13*              .05          .25*** 

Note. Analyses sample: Sexual Recidivism, n = 29; Violent Recidivism, n = 22; General 

Recidivism n = 78.  

MCMI-III Subscales, n = 358. *p < .05. **p < .01. ***p < .001. 

 

 

 

 

 

 

 

 

 

 

 

 



127 

 

 

 

Table 4. 4 Correlation between Overall ASRS scores and 11 of the MCMI-III subscales. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note. Analyses sample: MCMI-III Subscales, n = 358;  

ASRS, Automated Sexual Recidivism Scale, n = 301.  

*p < .05. **p < .01. ***p < .001. 

 

4.6.3. Cox regression with MCMI-III Subscales and Sexual Recidivism  

The significant positive correlations provide additional evidence that any of the 

MCMI-III subscales: Antisocial, Passive-Aggressive, Borderline, and Paranoid could be 

associated with sexual recidivism. Therefore a series of analyses were carried out to identify 

the best model for MCMI-III personality subscales in predicting sexual recidivism. In order 

to test whether measures of the Antisocial MCMI-III subscale could provide predictive 

validity for sexual recidivism after controlling for Passive-Aggressive, Borderline, and 

Paranoid traits. We conducted three separate analyses of hierarchical Cox regressions. In 

analysis one, to test the Antisocial subscale as a reliable predictor for sexual recidivism, 

Antisocial was entered at step 1 and Passive-Aggressive was entered at step 2 as the 

  Overall ASRS scores  

MCMI-III 

Subscales r  

Schizoid  .18** 

Avoidant  .16** 

Dependent  .12* 

Histrionic  -.11* 

Narcissistic  -0.08 

Antisocial  .30*** 

Compulsive  -.19** 

Pass-Aggressive .15** 

Schizotypal  .18** 

Borderline  .20** 

Paranoid .16** 
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covariate, with sexual recidivism as a criterion variable. Antisocial (B = 0.047 (SE = 0.013), 

exp(B) = 1.048, p = .001) was a significant predictor of sexual recidivism and Passive-

Aggressive (p = .385) was not significant predictor. This showed that those with Antisocial 

personality were 1.048 times more likely to sexually re-offend after controlling for Passive-

Aggressive traits. Overall the Antisocial model was a significant predictor of sexual re-

offending (χ² (2) = 13.81, p =.001) after controlling for Passive-Aggressive subscale. 

Similarity in analysis two, Antisocial was entered at step 1 and Borderline entered at step 2 as 

the covariate. Antisocial (B = 0.041 (SE = 0.014), exp(B) = 1.042, p = .001) was a significant 

predictor of sexual recidivism and Borderline personality (p = .774) was not significant 

predictor. This showed that those with Antisocial personality were 1.042 times more likely to 

sexually re-offend after controlling for Borderline personality. Therefore the Antisocial 

model again was a significant predictor of sexual re-offending (χ² (2) = 12.65, p =.001) after 

controlling Borderline personality. In analysis three, Antisocial was entered at step 1 and 

Paranoid entered at step 2 as the covariate. Antisocial (B = 0.049 (SE = 0.013), exp(B) = 

1.051, p = .001) was a significant predictor of sexual recidivism, but Paranoid (p = .153) was 

not a significant predictor. Also those with Antisocial personality were 1.051 times more 

likely to sexually re-offend after controlling for Paranoid personality. The Antisocial model 

again was a significant predictor of sexual re-offending (χ² (2) = 14.77, p =.001) after 

controlling Paranoid personality.  

The area under the receiver operating characteristic curve (AUC) examined the 

predictive validity of the MCMI-III Antisocial scores for sexual recidivism which is also 

shown in Table 5. This utilized the XBeta which was calculated for each individual score that 

predicted risk of sexual re-offending for each case. The AUC for Antisocial scale predicted 

the likelihood of sexual recidivism with 72% accuracy when controlling for Passive-
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Aggressive; 71% when controlling for Borderline and 73% accuracy when controlling for 

Paranoid personality.  

 

Further, Cox regression was conducted with the overall ASRS scores to test the 

reliability of predicting for sexual recidivism while controlling for Antisocial subscale. ASRS 

was entered at step 1 and Antisocial was entered at step 2 as the covariate, with sexual 

recidivism as the criterion variable. Both the overall ASRS scores (B = 0.264 (SE = 0.122), 

exp(B) = 1.302, p = .031) and Antisocial personality (B = 0.039 (SE = 0.013), exp(B) = 

1.040, p = .002) were a significant predictor of sexual recidivism. This showed those with 

static risk as measured by the overall ASRS scores were 1.302 times more likely to sexually 

re-offend and Antisocial personality subscale were also 1.040 times more likely to sexually 

re-offend. Overall both the overall ASRS scores and Antisocial personality subscales model 

was a significant predictor of sexual re-offending (χ² (2) = 17.51, p =.001) after controlling 

for Antisocial scale. The AUC examined the predictive validity of the ASRS scores for 

predicting sexual recidivism. The AUC for ASRS scale predicted the likelihood of sexual 

recidivism with 72% accuracy when controlling for Antisocial personality subscale. Overall, 

Cox regression results confirm that measures of MCMI-III Antisocial subscales and ASRS 

can provide additional predictive validity for sexual recidivism. 

 

4.6.4. Cox regression with MCMI-III Subscales and Violent Recidivism   

Moreover, we tested whether Antisocial MCMI-III subscale could provide predictive 

validity for violent recidivism after controlling for Passive-Aggressive, Borderline, and 

Paranoid traits we conducted three separate analysis of hierarchical Cox regressions. In 

analysis one, to test Antisocial subscale as a reliable predictor for violent recidivism, 

Antisocial was entered at step 1 and Passive-Aggressive was entered at step 2 as the 
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covariate, with violent recidivism as the criterion variable. Antisocial (B = 0.04 (SE = 0.014), 

exp(B) = 1.041, p = .01) was a significant predictor of violent recidivism and Passive-

Aggressive (p = .170) was not significant predictor. This showed that those with Antisocial 

personality were 1.041 times more likely to violently re-offend after controlling for Passive-

Aggressive traits. Overall the Antisocial model was a significant predictor of violent re-

offending (χ² (2) = 8.44, p =.01) after controlling for Passive-Aggressive subscale. Similarly 

in analysis two, Antisocial was entered at step 1 and Borderline entered at step 2 as the 

covariate. Antisocial (B = 0.048 (SE = 0.014), exp(B) = 1.049, p = .001) was a significant 

predictor of violent recidivism and Borderline personality (B = -0.024 (SE = 0.012), exp(B) = 

0.977, p = .041) was also a significant predictor of violent recidivism. This showed that those 

with Antisocial personality were 1.049 times more likely to violently re-offend and also 

Borderline personality were 0.977 times more likely to violently re-offend. Therefore the 

Antisocial and Borderline model was a significant predictor of violent re-offending (χ² (2) = 

10.91, p =.004). Again analysis three, Antisocial was entered at step 1 and Paranoid entered 

at step 2 as the covariate. Antisocial (B = 0.036 (SE = 0.014), exp(B) = 1.036, p = .002) was a 

significant predictor of violent recidivism, but Paranoid (p = .482) was not a significant 

predictor. Also those with Antisocial personality were 1.036 times more likely to violently re-

offend after controlling for Paranoid personality. The Antisocial model again was a 

significant predictor of sexual re-offending (χ² (2) = 6.99, p =.03) after controlling Paranoid 

personality. 

 

The area under the receiver operating characteristic curve (AUC) examined the 

predictive validity of the MCMI-III Antisocial scores for violent recidivism. This utilized the 

XBeta which was calculated for each individual score that predicted risk of violent re-

offending for each case. The AUC for Antisocial scale predicted the likelihood of violent 
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recidivism with 68% accuracy when controlling for passive aggressive; 67% when 

controlling for borderline and 68% accuracy when controlling for paranoid personality.  

Cox regression was conducted with the overall ASRS scores to test the reliability of 

predicting for violent recidivism while controlling for Antisocial subscale. ASRS was entered 

at step 1 and Antisocial was entered at step 2 as the covariate, with violent recidivism as the 

criterion variable. Only Antisocial personality (B = 0.033 (SE = 0.013), exp(B) = 1.033, p 

= .01) was a significant predictor of violent recidivism, but overall ASRS scores (p = .992) 

was not significant. This showed those with Antisocial personality were 1.033 times more 

likely to violently re-offend. Overall Antisocial personality subscales was a significant 

predictor of violent recidivism (χ² (2) = 6.51, p =.03). The AUC for ASRS scale predicted the 

likelihood of sexual recidivism with 68% accuracy when controlling for Antisocial 

personality subscale. Overall Cox regression results confirm that measures only MCMI-III 

Antisocial subscales can provide additional predictive validity for violent recidivism not 

overall ASRS scores.  

 

4.6.5. Cox regression with MCMI-III Subscales and General Recidivism     

Antisocial MCMI-III subscale predictive validity was also tested for general 

recidivism after controlling for Passive-Aggressive, Borderline, and Paranoid traits. We 

conducted three separate analyses of hierarchical Cox regressions. In analysis one, to test 

Antisocial subscale as a reliable predictor for general recidivism, Antisocial was entered at 

step 1 and Passive-Aggressive was entered at step 2 as the covariate, with general recidivism 

as criterion variable. Antisocial (B = 0.031 (SE = 0.008), exp(B) = 1.032, p = .001) was a 

significant predictor of general recidivism and Passive-Aggressive (p = .711) was not a 

significant predictor. This showed that those with Antisocial personality were 1.032 times 
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more likely to generally re-offend after controlling for Passive-Aggressive traits. Overall the 

Antisocial model was a significant predictor of general re-offending (χ² (2) = 24.16, p =.001) 

after controlling for Passive-Aggressive subscale. Similarity in analysis two, Antisocial was 

entered at step 1 and Borderline entered at step 2 as the covariate. Antisocial (B = 0.034 (SE 

= 0.008), exp(B) = 1.034, p = .001) was a significant predictor of violent recidivism and 

Borderline personality (p = 0.722) was not a significant predictor. This showed that those 

with Antisocial personality were 1.034 times more likely to violently re-offend. Therefore the 

Antisocial model was a significant predictor of violent re-offending (χ² (2) = 24.09, p =.001). 

Again analysis three, Antisocial was entered at step 1 and Paranoid entered at step 2 as the 

covariate. Antisocial (B = 0.027 (SE = 0.007), exp(B) = 1.027, p = .001) and paranoid (B = 

0.012 (SE = 0.006), exp(B) = 1.012, p = .040) were both significant predictors of general 

recidivism. Also those with Antisocial personality were 1.027 times more likely to generally 

re-offend and Paranoid personality were 1.012 times more likely to also generally re-offend. 

Both Antisocial and Paranoid models were significant predictors of general re-offending (χ² 

(2) = 27.21, p =.001). 

 

The area under the receiver operating characteristic curve (AUC) examined the 

predictive validity of the MCMI-III Antisocial scores for general recidivism. This utilized the 

XBeta which was calculated for each individual score that predicted risk of general re-

offending for each case. The AUC for Antisocial scale predicted the likelihood of general 

recidivism with 70% accuracy when controlling for passive aggressive; 70% when 

controlling for Borderline and 72% accuracy when controlling for Paranoid personality.  
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Cox regression was conducted with the overall ASRS scores to test the reliability of 

predicting for general recidivism while controlling for Antisocial subscale. Overall ASRS 

scores were entered at step 1 and Antisocial was entered at step 2 as the covariate, with 

general recidivism as the criterion variable. Both, overall ASRS scores (B = 0.155 (SE = 

0.074), exp(B) = 1.168, p = .03) and Antisocial personality (B = 0.029 (SE = 0.007), exp(B) = 

1.030, p = .001) were a significant predictor of general recidivism. This showed those with 

Antisocial personality were 1.030 times more likely to generally re-offend and overall ASRS 

scores were 1.168 times more likely to generally re-offend. Overall, ASRS scores and 

Antisocial personality subscales were both significant predictors of general recidivism (χ² (2) 

= 28.80, p =.001). The AUC for overall ASRS scores and Antisocial personality predicted 

the likelihood of general recidivism with 70% accuracy. Overall Cox regression results 

confirm that overall ASRS scores and MCMI-III Antisocial subscales both provide additional 

predictive validity for general recidivism. 

 

4.6.6. Kaplan-Meier Survival Analysis  

Important findings based on our previous chapter 2 and chapter 3 results of this 

dissertation show we have groups of high and low risk clusters among our four personality 

typologies. Therefore, we combined our high risk clusters and low risk clusters and carried 

out a cross-tabulation and have identified clusters 1 and 2 as high risk clusters and clusters 3 

and 4 identified as the low risk clusters. As illustrated in Table 4.5, high risk clusters had a 22 

percent re-offence rate (22 out of 167 offenders) and low risk clusters had a 6 percent re-

offence rate (7 out of 108 offenders) for sexual recidivism.    

 

Kaplan-Meier analysis was conducted to compare the survival rates of the two High-

Low risk clusters groups (see Figure 4.3).  The clusters that were divided into High-Low risk 

clusters, the pairwise comparisons showed high risk clusters had a significantly higher rate of 



134 

 

 

 

sexual recidivism compared to low risk clusters: χ² = 3.66, p < .05. These results support the 

use of personality typologies of MCMI-III base rates scores and been able to differentiate 

according to the likelihood of re-offending.  

 

Table 4. 5 Sexual Recidivism for High-Low risk Clusters 

 

 

 

 

 

Figure 4. 3 Survival Curve for High-Low risk clusters. 

 

 

 

         Clusters   

Sexual Recidivism Low  High Total  

Non re-offence  101 145 246 

Reoffend  7 22 29 

Total  108 167 275 
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4.7. Discussion 

The MCMI-III sample consists of 358 male sexual offenders against children who 

attended the Kia Marama Treatment programme between 1993 and 2008. The recidivism data 

respectively include: 29, sexual reconviction; 22 violent reconviction; and, 78 general 

reconviction. The purpose of this study was to identify any meaningful personality subscales 

base rate scores using the Millon Clinical Multiaxial Inventory-III (MCMI-III; Millon, 1997) 

in relation sexual recidivism. Additionally, analyses were conducted to determine the 

relationship between Automated Sexual Recidivism Scale (ASRS; Skelton, Riley, Wales, & 

Vess, 2006) with the MCMI-III subscales and also sexual recidivism. We were specifically 

looking at sexual recidivism but we also analysed violent and general recidivism in our 

analysis. Further, in our previous chapter 2 of this thesis we established the validity of four 

MCMI-III clusters typography. Therefore, in this chapter 4 we will use the identified clusters 

to test sexual recidivism with the high and low risk clusters.    

 

Our correlations results showed significant positive relationship between the MCMI-

III subscales including: Antisocial; Passive-Aggressive; Borderline; and Paranoid to 

recidivism for sexual offences. Violent offenders were also positively correlated with 

Antisocial subscale, and negatively correlated with Compulsive subscale. Also, general 

recidivism was positively correlated with a number of the MCMI-III subscales including: 

Antisocial; Passive-Aggressive; Schizotypal; Borderline; and Paranoid. General recidivism 

was also negatively correlated with Histrionic and Compulsive. The correlation between total 

ASRS scores were positively significant in relation to eight of the MCMI-III subscales that 

include: Schizoid, Avoidant, Dependent, Antisocial, Passive-Aggressive, Schizotypal, 

Borderline, and Paranoid. Further, significant negative correlation between total ASRS scores 

and the MCMI-III subscales include: Histrionic, Narcissistic, and Compulsive.  
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Previous findings have suggested that personality subscales are important predictors 

of sexual recidivism. For example Hanson and Bussiere (1998) have stated correlation 

coefficients for  Antisocial personality disorder (r = .14) was one of largest predictor of 

sexual recidivism. An important implication of our findings was our correlation coefficients 

findings suggesting sexual recidivism can be predicted based on MCMI-III subscales such as, 

Antisocial (r = .17), Passive-Aggressive (r = .15), Borderline (r = .15), and Paranoid (r 

= .13). The current study findings appear to be consistent to a number of other previous 

findings, for example Wales (2005) third study found the Antisocial scale was significantly 

higher for the reconviction of sexual offences and stated Antisocial and Passive-Aggressive 

scales, were the strongest predictors of re-offending amongst the personality attributes 

measured by the MCMI-I. This finding is not surprising as we are doing a follow-up to 

Wales’s study, the only difference is we are using a larger sample size to that of Wales. 

Additionally, other personality subscales identified by Chantry and Craig (1994) suggested 

that sex offenders’ Dependent and Narcissistic along with Antisocial traits are more prevalent 

with their sample population. Also, Salamone (2014) and Ahlmeyer et al., (2003) were the 

only two studies reviewed in the present study that used the same version of the MCMI-III 

and found similar findings to our current study. Salamone (2014) suggested the Axis II scales 

showed child molester subgroup scored highest on the Antisocial (M = 61.95) subscale. 

However their MCMI-III subscale base rate scores were subclinical. Further, Ahlmeyer et al., 

(2003) acknowledged that the Antisocial and Narcissistic subscales had the highest mean 

scores for all the groups and significant difference on Dependent, Narcissistic, Antisocial and 

Schizotypal in predicting sex offenders from nonsexual inmates.  
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The present study also attempted to control for possible covariates that could have 

affected MCMII-III subscales scores. These included possible combinations of personality 

subscales that were predictive of sexual recidivism.  A Cox regression was carried out to 

identify the best model. Therefore, Antisocial, Passive-Aggressive, Borderline, and Paranoid 

were the four significant positive correlations on MCMI-III personality subscales for 

predicting sexual recidivism that were tested. The Cox regression findings showed no 

significant covariates were found after controlling for Passive-Aggressive, Borderline, and 

Paranoid subscales. However, the Antisocial subscale was a significant predictor of sexual 

recidivism after controlling for the covariate subscales and the AUC for the Antisocial scale 

predicted the likelihood of sexual recidivism with 72% accuracy when controlling for passive 

aggressive; 71% when controlling for borderline and 73% accuracy when controlling for 

paranoid personality. Given the limited research on MCMI-III profile differences on sexual 

offenders’ profiles, previous research that carried out different analyses to ours provide 

another piece of evidence linking recidivism with Antisocial personality disorder. For 

example, Salamone (2014) stated the logistic regression analyses and T-test results were 

consistent because both analyses provide different viewpoints on how we look at the 

offenders’ groups. There was an association between increasing BR scores on the Antisocial, 

Narcissistic, and/or Drug Dependent scales and decreased likelihood that an offender would 

be classified as a child molester (Salamone, 2014). Although, these results were not 

particularly striking, they did provide some important evidence that otherwise may not have 

been acknowledged.  

  

Additionally, analyses were conducted to determine the relationship between ASRS 

(Skelton et al., 2006) with MCMI-III personality subscales and sexual recidivism. Given we 

found that the Antisocial subscale was a significant predictor of sexual recidivism after 
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controlling for other covariate subscale traits, we also carried out a Cox regression with the 

ASRS as a predictor and the Antisocial subscales as a covariate. Overall, Cox regression 

results confirm that the Antisocial MCMI-III subscale and ASRS can provide additional 

predictive validity for sexual recidivism. The AUC for ASRS and the Antisocial subscale 

predicted the likelihood of sexual recidivism with 72% accuracy when controlling for the 

Antisocial subscale. Again, this analysis provide further evidence and support previous 

findings by linking recidivism with Antisocial personality. However, limited amounts of 

research have focused on testing personality with risk scores such as the ASRS or the Static-

99. A study that was reviewed previously by Salamone (2014) stated that an increase in base 

rate scores on the Antisocial scale is associated with an increase in offenders’ Static-99 

scores. Salamone (2014) found the low risk Static-99 group showed significantly higher 

scores on the Axis II scale Compulsive, although the high risk Static-99 group scored 

significantly greater on the Axis II Antisocial scale and Axis I scales of Alcohol and Drug 

Dependence.   

 

Moreover, we wanted to test sexual recidivism in relation to MCMI-III subscales. 

Therefore, based on chapter 2 and 3 findings we had grouped clusters into high and low risk 

clusters among our four personality typologies. Cluster 1 were characterised by clinically 

significant elevations scores on Schizoid, Avoidant, Dependent, and Passive-Aggressive and 

subclinical low on the Histrionic, Narcissistic, and Antisocial scales. Additionally, although 

below the base rate cut-off of 75 for clinical significance, cluster 2 showed the highest mean 

base rate of any of the groups on Antisocial. Cluster 3 showed subclinical levels of Histrionic 

traits that were higher than any other cluster and subclinical elevation on Narcissistic and 

Compulsive scales, also scored lowest on the Avoidant, Schizoid, Schizotypal, and 

Dependent scales. Lastly, cluster 4 were subclinical and showed elevations on Compulsive 
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traits in comparison to all the clusters and low scores on the Borderline and Passive-

Aggressive subscales. Additionally, our four clusters in chapter 2 of this thesis set the 

foundation for the chapter 3 goal, which was to examine the four MCMI-III personality 

cluster profiles in comparison to a range of dynamic risk psychometric measures 

administered prior to and following treatment. Therefore, in chapter 3 we concluded that 

clusters 1 and 2 made the slightest progress among all the clusters during treatment. From the 

previous chapter 2 and 3 findings, we had grouped the clusters into high and low risk clusters 

among our four personality typologies. We identified clusters 1 and 2 as high risk clusters 

and clusters 3 and 4 identified as the low risk clusters. The findings of the high risk clusters 

showed 22 out 167 sexually re-offended and also low risk clusters showed 7 out of 108 

sexually re-offended. These results support the use of personality typologies of MCMI-III 

base rates scores and are able to differentiate according to the likelihood of re-offending.  

 

A number of limitations may be considered in this study. The small sample size for 

the recidivism data may dictate the amount of information we have and therefore, in part, 

determines our level of assurance that we have in our sample estimates in relation to the 

personality subscales. Also collecting data can be subject to error on the part of the clinician 

making the rating and perhaps true reflection of the offenders’ pattern of offending erroneous. 

The implications of this study show the MCMI-III Antisocial personality could be used to 

adequately predict sexual, violent and general offending. Therefore having effective 

treatment, for example offenders with clinically diagnosed Antisocial personality disorder 

will require trained clinicians, although para-professionals may have trouble helping those 

with Antisocial personality disorder. As noted by Durlak (1979) “as future investigators 

achieve stricter control of therapist, treatment, and client characteristics, para-professionals 

functioning under different circumstances can be assessed more accurately and reliably in 
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order to challenge or qualify the general conclusions offered here” (p. 90). Therefore, Millon 

(1997) describes Antisocial as expressively impulsive, acting hastily and spontaneously in a 

restless, spur-of-the-moment manner. The individual may have a callous mood, by its nature 

insensitive, irritable, and aggressive. Therefore, having trained clinicians may help 

individuals among group setting specifically tailored for the Antisocial personality which can 

put the individual at ease in conversing about their feelings and behaviour in front of peers 

with some reassuring modality. Furthermore our high and low risk MCMI-III clusters was 

able to significantly predict sexual recidivism which could suggest the need for exploratory 

research to develop an effective treatment programme for high-risk offenders that addresses 

their unique risks, needs, and responsivity issues.  

 

In summary, the findings that an Antisocial personality disorder is associated with 

recidivism is not unanticipated, given previously discussed findings (Ahlmeyer et al., 2003; 

Chantry & Craig, 1994; Hanson & Bussiere, 1998; Salamone, 2014; Wales, 2005). MCMI-III 

subscales and overall ASRS scores predicted recidivism in particular among sexual offenders. 

Also, the present study results showed a significant link between high risk clusters of MCMI-

III personality subscales and predicting recidivism. Therefore, our results point out that high-

risk clusters need to be acknowledged and future research could help to grow our 

understanding of high-risk clusters among sex offender samples.   
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CHAPTER FIVE 

5.1. Summary of research findings 

In Chapter 2 the main goal was to establish the validity of four MCMI-III clusters 

typography with a sample (N = 358) of male sexual offenders against children who 

completed a prison based treatment programme at Kia Marama special treatment unit. We did 

a follow-up study to previous research by Wales (2005), who examined the role of 

personality in understanding offending, which proposed four clusters with only 11 personality 

subscales by using the MCMI-I. Wales (2005) discussed in depth that his findings were 

similar to the previous research of Blackburn (1996). Wales’s study is important in relation to 

Blackburn (1996), due to similarities between their MCMI personality profile scores. Wales 

examined whether the four clusters derived from his study bore any resemblance to the four 

groups identified by Blackburn (1996). Therefore, Wales (2005) study suggested that MCMI-

I is important in predicting offenders’ personality profiles and give the current study’s 

chapter 2 emphasis to validate the findings of their results by using a larger sample size. 

 

We used k-means cluster analysis with base rate scores (BR) for only 11 of the 

MCMI-III personality subscales to test whether subgroups would be similar to those 

identified in previous studies (Blackburn 1996; Wales 2005). The 11 MCMI-III subscales 

used in the current study were 8 moderate personality disorder scales (Schizoid, Avoidant, 

Dependent, Histrionic, Narcissistic, Antisocial Compulsive, and Passive-Aggressive) and 3 

severe personality pathology scales (Schizotypal, Borderline, and Paranoid) (Millon, 1997). 

Our results showed that the clusters were characterized by high scores as follows: Cluster 1, 

Avoidant, Dependent, Schizoid, and Passive-Aggressive; Cluster 2, Antisocial, Passive-

Aggressive, and Paranoid; Cluster 3, Narcissistic, Compulsive, and Histrionic; Cluster 4, 

Schizoid, Avoidant, and Compulsive. Cluster 1 met the clinical criteria for personality 
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disorder, however, clusters 2, 3 and 4 were subclinical. The contribution of the present study 

was the replication of Wales’s (2005) and Blackburn’s (1996) findings due to the high 

correlation found between the centroid mean base rate scores of the clusters from each of the 

studies. The cluster centroids were significantly correlated (r=.72) with those reported by 

Wales (2005) and Blackburn (1996). Additional analyses further validated this finding; 

specifically a Cohen’s Kappa analysis showed agreement between Wales’s clusters and 

current study MCMI-III was K=0.57 and the agreement for Blackburn’s clusters and the 

current study MCMI-III was K=0.54. Furthermore, high positive correlation with Wales’s 

and Blackburn’s cluster centroids was further validated by performing a Monte Carlo analysis 

which confirmed that the agreement between the studies was significantly greater than 

expected based on chance. The most important finding of the present research was how the 

expression of personality could be used to account for some of the heterogeneity reported in 

comparing broader sex offender samples, which confirms earlier literature (Ahlmeyer et al., 

2003; Blackburn, 1996; Lussier et al., 2001; Wales, 2005). The current study findings suggest 

that different subgroups of sex offenders can be differentiated based on MCMI-III personality 

subscale base rate scores.  

 

Some limitations that need to be acknowledged in this study include the small sample 

within each cluster that may have resulted in an over or under classification of the personality 

subscales. Generalization from the present study’s findings to other clinical populations must 

be limited to some extent due to the unusual nature of the sample. 

 

The findings of chapter 2 MCMI-III subscale interpretations suggest a number of 

implications, which can be used to develop offence typologies or classification systems that 

can be used during treatment to prevent risk of recidivism. Chapter 2 study has identified 
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important typologies including the identified cluster profiles in comparing the risk of future 

offending, responsiveness, rehabilitation needs for treatment, and other issues related to risk 

management, and treatment progress – which was further explored in chapter 3 of this thesis. 

Similarly potential clinical applications were tested in chapter 3 by comparing our typologies 

with a number of psychometric assessments which measure risk or other ranges of factors such 

as social perception, cognitive distortions, self-esteem, loneliness, social isolation, and 

intimacy or emotional functioning. This has been presented in detail in a subsequent section of 

this chapter. 

 

Further research is required to overcome the challenges that therapists face in clinical 

settings in the treatment of sex offenders. Our profiles can be used to interpret the way child 

molesters offend, which is an important insight into identifying high risk offenders through 

treatment targets linked to sexual offending by using the dynamic tool Stable-2007 (Hanson et 

al., 2007), or the Violence Risk Scale-Sexual Offender version (VRS-SO) (Wong et al., 2003). 

Subsequent research could also potentially validate the results from this thesis further with 

regards to offending MCMI-III personality cluster profiles using larger sample sizes. Longer 

follow-up time for longitudinal studies for future research should be looked into with respect 

to recidivism, in an attempt to identify those personality types best suited to certain treatment 

interventions.  

 

Chapter 3 extended the examination in personality clusters of child molesters 

differentiations based on the MCMI-III scores. The main goal of this study was to use the 

four MCMI-III personality cluster profiles and compare them on a range of psychometric 

self-reports measures administered prior to and following treatment at Kia Marama special 

treatment unit. Psychometric self-reports measures were loaded under the Allan et al., (2007) 
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dimensions of the four dynamic risk factors which include: social inadequacy (F1), sexual 

interests (F2), anger/hostility (F3), and pro-offending attitudes (F4). The findings of this 

chapter were important in identifying subtypes of child molesters in pre- and post-treatment. 

Significant differences were found among the four clusters on each of the pre-treatment 

psychometric variables measuring social inadequacy (F1). This illustrates each cluster 

reported difficulties with social inadequacy such as variations in intensity of anxiety, 

performance of social self-esteem, past relationships, experiences of loneliness, measuring 

sex-role stereotyping as well as adversarial sexual beliefs and sexually conservative attitudes 

and finally, the degree of discomfort in a range of situations. The four clusters on each 

psychometric variables measuring sexual interests (F2) were significant. Therefore, Factor 2 

findings show child molesters have sexual fantasies such as exploratory (e.g., group sex and 

partner swapping); impersonal (e.g., such as having sex with strangers and fetishism); 

sado/masochistic (e.g., such as being forced into having sex); intimate (e.g., intimate such as 

oral sex or kissing). The third factor, anger/hostility variables were also found to be 

significant. The findings of this factor demonstrates the child molesters’ current feelings of 

anger or their disposition towards anger. Lastly, the fourth factor of pro-offending attitudes 

also yielded a significant difference between the four clusters and pre-treatment psychometric 

variables. Therefore, the fourth factor of pro-offending attitudes shows that the clusters were 

cognitively distorted regarding sexual molestation and false beliefs about rape which seek 

repudiation of effects on the victim. Furthermore, the findings showed pre-treatment and 

post-treatment change. There was a significant difference between the clusters and only three 

of the psychometric variables measuring social inadequacy and anger/hostility.  

 

The findings of the MCMI-III clusters and pre-treatment psychometric variables 

suggests that child molesters who came through the Kia Marama pre-treatment program 
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report difficulties of being anxious, intense performance of social self-esteem, loneliness, 

holding adversarial sexual beliefs and sexually conservative attitudes, a degree of discomfort 

in a range of situations, anger, and depression. Overall, after treatment there was a difference 

in long-standing anxiety, experiences associated with loneliness, and also changes in 

measures of angry emotions (Anger In) towards people or objects in the environment. 

Additionally, overall ASRS scores were tested and generally post-treatment results show our 

identified cluster profiles, and when compared, it could predict offenders convicted of prior 

sex offences and could measure if an offender has received a conviction for a non-sexual 

violent offence prior to their index sexual offence convictions (prior violence offences). Also, 

the clusters show whether an offender has been convicted of a sexual offence where the 

reported victim was male.  

 

The findings suggested that the personality clusters of child molesters, differentiated 

based on MCMI-III cluster scores, are meaningful in identifying subtypes of child molesters 

being tested with dynamic risk self-report psychometric measures during treatment. These 

findings also suggested the relationship between the MCMI-III cluster subscales in relation to 

risk provide valuable knowledge for the treatment of child molesters.   

 

The limitation within the third chapter was that all the child molesters who completed 

the prison based treatment programme at Kia Marama did so voluntarily. Therefore the results 

of this study may not be easily generalized to all groups of sex offenders  (Wales, 2005). As 

previous research (Allan et al., 2007; Beggs & Grace, 2011; Thornton, 2002) has suggested, 

targeting dynamic risk factors is effective in the intervention of treatment that can lead to a 

reduction in recidivism which makes it important to look at the base rate scores of the MCMI-

III personality subscales measured in the Kia Marama treatment programme. These base rate 
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scores could then be compared to the risk of recidivism to look at their personality subscales 

in relation to ASRS (Automated Sexual Recidivism Scale) or static-99. 

 

The chapter 3 study has many valuable implications for clinicians and treatment 

programmes designed solely for sex offenders and more importantly, our cluster profiles show 

meaningful subtypes of child molesters who received treatment. The results in this study are 

consistent with previous research (Allan et al., 2007) conclusions, that the four dynamic risk 

domains: social Inadequacy (F1), sexual interests (F2), anger/hostility (F3), pro-offending 

attitudes (F4) provide valid measure of risk for sex offenders. Overall, we conclude personality 

clusters of child molesters differentiated based on the MCMI-III scores are meaningful in 

identifying subtypes of child molesters with self-report psychometric tests measured during 

treatment. 

 

The main aim of Chapter 4 was to examine the relationship between the 11 MCMI-III 

subscale base rate scores and sexual recidivism, in addition to overall ASRS scores. Violent 

and general recidivism was also discovered in our findings, but the focus was on sexual 

recidivism. Findings showed significant positive relationships between the MCMI-III 

subscales including: Antisocial; Passive-Aggressive; Borderline; and Paranoid in relation to 

recidivism for sexual offences. MCMI-III Antisocial were positively correlated with violent 

offenders and Compulsive subscale were negatively correlated with violent offenders. 

MCMI-III subscales including: Antisocial; Passive-Aggressive; Schizotypal; Borderline; and, 

Paranoid were found to be positively correlated with general recidivism. But the MCMI-III 

subscale Histrionic and Compulsive subscales were negatively correlated with general 

recidivism. Furthermore, the correlation between the overall ASRS scores was significantly 

positive among eight of the MCMI-III subscales including: Schizoid, Avoidant, Dependent, 
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Antisocial, Passive-Aggressive, Schizotypal, Borderline, and Paranoid. Additionally, 

correlation was negatively significant between overall ASRS scores and MCMI-III subscales 

including the Histrionic; Narcissistic and Compulsive subscales. Most importantly, Cox 

regression findings showed overall ASRS scores and Antisocial personality subscales were 

the best predictors of sexual recidivism, after controlling for Passive-Aggressive, Borderline, 

and Paranoid personality subscales. MCMI-III Antisocial and Borderline personality 

subscales were the best predictors of violent recidivism. Lastly, the MCMI-III Antisocial and 

Paranoid personality subscales as well as overall ASRS scores were significant predictors of 

general recidivism. Furthermore, in this chapter 4 we used the chapter 2-identified four 

MCMI-III subscale clusters, and combined them into high and low risk clusters based on 

further validation of dynamic risk clusters outcomes in chapter 3 to further examine sexual 

recidivism. The Kaplan-Meier pairwise comparisons showed that high risk clusters (22 out of 

167 sexually re-offend) had a significantly higher rate of sexual recidivism compared to low 

risk clusters (7 out of 108 sexually re-offend). The findings further support the use of 

personality typologies of MCMI-III base rates scores and being able to differentiate 

according to the likelihood of re-offending.  

 

It was observed that the high and low risk MCMI-III clusters was able to significantly 

predict sexual recidivism, which could help in developing an effective treatment programme 

for high-risk offenders that addresses their unique risk, need, and responsivity issues.  

 

A number of limitations in chapter 4 need to be acknowledged. Firstly, the data 

collection process could have been subject to error on the part of the clinician making the rating 

and the true reflection of the offenders’ pattern of offending erroneous. Secondly, the small 

sample size for the recidivism data may dictate the amount of information we have and 
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therefore, in part, determines our level of assurance that we have in our sample estimates in 

relation to the personality subscales. 

 

The findings of chapter 4 demonstrate that the antisocial personality as measured by 

the MCMI-III could be used to adequately predict sexual, violent and general offending. 

Therefore having effective treatment, for offenders with clinically diagnosed antisocial 

personality (for example) disorder will require trained clinicians, because para-professionals 

could potentially encounter challenges in the treatment of those with antisocial personality 

disorder. These individual may have callous moods, which by nature are insensitive, irritable, 

and aggressive. Therefore, having trained clinicians specifically for the antisocial personality 

who can engage with the individual about their feelings and behaviour in front of peers with 

some reassuring modality, are paramount. The high and low risk MCMI-III clusters were able 

to significantly predict sexual recidivism which suggests the need for further exploratory 

research to develop an effective treatment programme for high-risk offenders that addresses 

their unique risks, needs, and responsivity issues.  

 

5.2. Concluding Comments  

At the start of my thesis it was my observation from the literature that there was a lack 

of research on personality using the MCMI-II or MCMI-III. The few studies that were 

identified used smaller samples to test the reliability and validity of MCMI personality 

subscales. My aim in this thesis was to replicate these studies by using a larger sample. I did 

not set out to produce generalizable findings, but rather wanted to explore the personality 

typologies of incarcerated child molesters. 

We first examined k-means cluster analysis with base rate scores (BR) for only 11 of 

the MCMI-III personality subscales, 8 scales were moderate personality disorder scales 
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(Schizoid, Avoidant, Dependent, Histrionic, Narcissistic, Antisocial Compulsive, and 

Passive-Aggressive) and 3 scales were severe personality pathology scales (Schizotypal, 

Borderline, and Paranoid). The clusters were characterized by elevated scores as follows: 

Cluster 1, Avoidant, Dependent, Schizoid, and Passive-Aggressive; Cluster 2, Antisocial, 

Passive-Aggressive and Paranoid; Cluster 3, Narcissistic, Compulsive and Histrionic; Cluster 

4, Schizoid, Avoidant, and Compulsive. Only cluster 1 subscales met the clinical criteria for 

personality disorder, however, clusters 2, 3 and 4 were found to be subclinical. Additional 

analyses including: correlations, Cohen’s Kappa, and Monte Carlo analyses further validated 

the MCMI-III cluster profiles in relation to previous research by Wales’s (r=.72; K=0.57) and 

Blackburn’s (r=.72; K=0.54) clusters. The four MCMI-III personality cluster profiles were 

used to compare a range of dynamic risk psychometric self-reports measures administered 

prior to and following treatment. Child molesters were also found to respond differently to 

treatment. Further, the relationship between MCMI-III subscales, overall ASRS scores and 

sexual recidivism showed overall ASRS scores and Antisocial personality subscales were the 

best predictors of sexual recidivism. This research has been able to find the link between 

personality and offensive behaviour based on the understanding of risk of recidivism and 

personality trait disorders. The collective results of all 3 studies carried out provides strong 

support for the investigation of personality in understanding offending child molesters. 

Though the findings in this thesis do not provide a conclusive statement on all measures of 

MCMI-III subscales, they do explore and set a foundation for future research goals, 

specifically, testing MCMI-III clusters with dynamic risk factors, ASRS and recidivism, 

which would benefit those working in treatment and reinforces what treatment options should 

be targeted towards offenders with validating results of personality traits. We need to note 

that the findings when compared to previous research of Wales were not surprising as we 

were are doing a follow-up to study to his clusters. The only difference was that we used a 
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larger sample. The benefit of having a larger sample size for recidivism is beneficial for 

future research as it can provide conclusive findings on offending behaviour in relation to the 

MCMI-III subscales. The most important finding of the present research was how the 

expression of personality could be used to account for some of the heterogeneity reported in 

comparing broader sex offender samples, which confirms earlier literature (Ahlmeyer et al., 

2003; Blackburn, 1996; Lussier et al., 2001; Wales, 2005). Additionally, this research 

suggests that different subgroups of sex offenders can be differentiated based on MCMI-III 

personality subscale base rate scores.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



151 

 

 

 

References 

Abel, G. G., Gore, D. K., Holland, C., Camps, N., Becker, J. V., & Rathner, J. (1989). The 

measurment of the cognitive distortions of child molesters. Annals of sex research, 

2(2), 135-152.  

Ahlmeyer, S., Kleinsasser, D., Stoner, J., & Retzlaff, P. (2003). Psychopathology of 

incarcerated sex offenders. Journal of Personality Disorders, 17(4), 306-318.  

Allan, M., Grace, R. C., Rutherford, B., & Hudson, S. M. (2007). Psychometric assessment of 

dynamic risk factors for child molesters. Sexual Abuse: A Journal of Research and 

Treatment, 19(4), 347-367.  

Allport, G. W., & Odbert, H. S. (1936). Trait-names: A psycho-lexical study. Psychological 

monographs, 47(1), i.  

Andrews, D. A., Bonta, J., & Wormith, J. S. (2006). The recent past and near future of risk 

and/or need assessment. Crime & Delinquency, 52(1), 7-27.  

Association, A. P. (2013). DSM 5: American Psychiatric Association. 

Association, A. P., & Association, A. P. (1994). Diagnostic and statistical manual of mental 

disorders (DSM-IV). Washington, DC: Author.  

Bakker, L., Hudson, S., Wales, D., & Riley, D. (1998). And there was light… evaluating the 

Kia Marama programme for New Zealand Sex Offenders against Children. E. 

Westaway, Justice Department, Christchurch.  

Barnard, G. W., Fuller, A. K., Robbins, L., & Shaw, T. (1989). The child molester: An 

integrated approach to evaluation and treatment: Brunner/Mazel. 

Beck, A. T., Steer, R. A., & Brown, G. K. (1996). Beck depression inventory-II. San Antonio, 

78(2), 490-498.  

Beech, A. (1998). A psychometric typology of child abusers. International Journal of 

Offender Therapy and Comparative Criminology, 42(4), 319-339. doi: Doi 

10.1177/0306624x9804200405 

Beech, A., Fisher, D., & Browne, K. (1999). Comparison of sex offenders to nonoffenders on 

selected psychological measures. International Journal of Offender Therapy and 

Comparative Criminology, 43(4), 473-491.  

Beech, A., Fisher, D., & Thornton, D. (2003). Risk assessment of sex offenders. Professional 

Psychology Research and Practice, 34(4), 339-352.  

Beech, A., Friendship, C., Erikson, M., & Hanson, R. (2002). The relationship between static 

and dynamic risk factors and reconviction in a sample of UK child abusers. Sexual 

Abuse: A journal of research and treatment, 14(2), 155-167.  

Beggs, S. M., & Grace, R. C. (2010). Assessment of dynamic risk factors: An independent 

validation study of the Violence Risk Scale: Sexual Offender Version. Sexual Abuse, 

22(2), 234-251.  

Beggs, S. M., & Grace, R. C. (2011). Treatment gain for sexual offenders against children 

predicts reduced recidivism: a comparative validity study. Journal of consulting and 

clinical psychology, 79(2), 182.  

Blackburn, R. (1996). Replicated personality disorder clusters among mentally disordered 

offenders and their relation to dimensions of personality. Journal of Personality 

Disorders, 10(1), 68.  

Bogaerts, S., Daalder, A., Vanheule, S., Desmet, M., & Leeuw, F. (2007). Personality 

disorders in a sample of paraphilic and nonparaphilic child molesters: A comparative 

study. International journal of offender therapy and comparative criminology.  

Buchanan, R. D. (1994). The development of the Minnesota Multiphasic Personality 

Inventory. J Hist Behav Sci, 30.  



152 

 

 

 

Burt, M. R. (1980). Cultural myths and supports for rape. Journal of personality and social 

psychology, 38(2), 217.  

Calvo, I. L., Alarcón, M. O.-T., & Ferragut, M. (2012). MCMI-III Grossman personality 

facets among partner-violent men in prison. International Journal of Clinical and 

Health Psychology, 12(3), 389-404.  

Campbell, J. C. (1995). Assessing dangerousness: Violence by sexual offenders, batterers, 

and child abusers: Sage Publications, Inc. 

Caprara, G. V. (1986). Indicators of aggression: The dissipation-rumination scale. 

Personality and Individual Differences, 7(6), 763-769.  

Carpenter, D. R., Peed, S. F., & Eastman, B. (1995). Personality characteristics of adolescent 

sexual offenders: A pilot study. Sexual Abuse: A Journal of Research and Treatment, 

7(3), 195-203.  

Cattell, R. B. (1943). The description of personality: basic traits resolved into clusters. The 

journal of abnormal and social psychology, 38(4), 476.  

Chantry, K., & Craig, R. J. (1994). MCMI typologies of criminal sexual offenders. Sexual 

Addiction & Compulsivity: The Journal of Treatment and Prevention, 1(3), 215-226.  

Check, J. V. (1985). AN EMPIRICAL ASSESSMENT OF SOME FEMINIST 

HYPOTHESES ABOUT RAPE JAMES VP CHECK and NEIL MALAMUTH. 

International Journal of Women's' Studies, 8, 414-423.  

Choca, J. P., & Grossman, S. D. (2015). Evolution of the Millon Clinical Multiaxial 

Inventory. Journal of personality assessment, 97(6), 541-549.  

Cohen, L. J., Gans, S. W., McGeoch, P. G., Poznansky, O., Itskovich, Y., Murphy, S., . . . 

Galynker, I. I. (2002). Impulsive personality traits in male pedophiles versus healthy 

controls: Is pedophilia an impulsive-aggressive disorder? Comprehensive psychiatry, 

43(2), 127-134.  

Costa Jr, P. T., & McCrae, R. R. (1992). Neo personality inventory–revised (neo-pi-r) and 

neo five-factor inventory (neo-ffi) professional manual. Odessa, FL: Psychological 

Assessment Resources.  

Cotton, D. H. (1990). Stress management: an integrated approach to therapy: Psychology 

Press. 

Craig, R. J. (1999). Interpreting personality tests: a clinical manual for the MMPI-2, MCMI-

III, CPI-R, and 16PF: ERIC. 

Crowne, D. P., & Marlowe, D. (1960). A new scale of social desirability independent of 

psychopathology. Journal of consulting psychology, 24(4), 349.  

Descutner, C. J., & Thelen, M. H. (1991). Development and validation of a Fear-of-Intimacy 

Scale. Psychological assessment: A journal of consulting and clinical psychology, 

3(2), 218.  

Duke, M. P., & Nowicki, S. (1974). Locus of control and achievement—the confirmation of a 

theoretical expectation. The Journal of Psychology, 87(2), 263-267.  

Durlak, J. A. (1979). Comparative effectiveness of paraprofessional and professional helpers. 

Psychological Bulletin, 86(1), 80.  

Falkenhain, M. A., Duckro, P. N., Hughes, H. M., Rossetti, S. J., & Gfeller, J. D. (1999). 

Cluster analysis of child sexual offenders: A validation with Roman Catholic priests 

and brothers. Sexual Addiction & Compulsivity: The Journal of Treatment and 

Prevention, 6(4), 317-336.  

Gambrill, E. D., & Richey, C. A. (1975). An assertion inventory for use in assessment and 

research. Behavior Therapy, 6(4), 550-561.  

Goldberg, L. R. (1993). The structure of phenotypic personality traits. American 

psychologist, 48(1), 26.  



153 

 

 

 

Gough, H. (1987). CPI: California Psychological Inventory: Administrator’s guide. Palo 

Alto: Consulting Psychologists Press. 

Gray, J. M. (2006). Rape myth beliefs and prejudiced instructions: Effects on decisions of 

guilt in a case of date rape. Legal and Criminological Psychology, 11(1), 75-80.  

Greene, R. L. (2000). The MMPI-2: An interpretive manual: Allyn & Bacon. 

Groth, A. N., & Loredo, C. M. (1981). Juvenile sexual offenders: Guidelines for assessment. 

International Journal of Offender Therapy and Comparative Criminology, 25(1), 31-

39.  

Hall, G. C. N., & Hirschman, R. (1991). Toward a theory of sexual aggression: a 

quadripartite model. Journal of consulting and clinical psychology, 59(5), 662.  

Hamberger, L. K., & Hastings, J. E. (1986). Personality correlates of men who abuse their 

partners: A cross-validation study. Journal of family violence, 1(4), 323-341.  

Hanson, R., & Bussiere, T. (1998). Predicting relapse: a meta-analysis of sexual offender 

recidivism studies. Journal of consulting and clinical psychology, 66(2), 348.  

Hanson, R., Harris, A., Scott, T., & Helmus, L. (2007). Assessing the risk of sex offenders on 

community supervision. Ottawa, Canada: Public Safety and Emergency 

Preparedness Canada.  

Hanson, R., & Harris, R. (2001). A structured approach to evaluating change among sexual 

offenders. Sexual Abuse, 13(2), 105-122.  

Hanson, R., & Thornton, D. (1999). Static 99: Improving actuarial risk assessments for sex 

offenders (Vol. 2): Solicitor General Canada Ottawa, Ontario, Canada. 

Hanson, R., & Thornton, D. (2000). Improving risk assessments for sex offenders: a 

comparison of three actuarial scales. Law and human behavior, 24(1), 119.  

Harris, G. T., Rice, M. E., Quinsey, V. L., Lalumière, M. L., Boer, D., & Lang, C. (2003). A 

multisite comparison of actuarial risk instruments for sex offenders. Psychological 

assessment, 15(3), 413.  

Hart, S. D., Dutton, D. G., & Newlove, T. (1993). The prevalence of personality disorder 

among wife assaulters. Journal of personality disorders, 7(4), 329-341.  

Hathaway, S. R., & McKinley, J. C. (1951). Minnesota Multiphasic Personality Inventory; 

Manual, revised.  

Hendriks, J., & Bijleveld, C. (2008). Recidivism among juvenile sex offenders after 

residential treatment. Journal of sexual aggression, 14(1), 19-32.  

Hershorn, M., & Rosenbaum, A. (1991). Over-vs. undercontrolled hostility: Application of 

the construct to the classification of maritally violent men. Violence and Victims, 6(2), 

151-158.  

Hogue, T. E. (1994). Goal attainment scaling: A measure of clinical impact and risk 

assessment. Issues in Criminological & Legal Psychology.  

Holtzworth-Munroe, A., & Stuart, G. L. (1994). Typologies of male batterers: three subtypes 

and the differences among them. Psychological bulletin, 116(3), 476.  

Hudson, S. M., Wales, D. S., Bakker, L., & Ward, T. (2002). Dynamic risk factors: the Kia 

Marama evaluation. Sexual Abuse: A Journal of Research and Treatment, 14(2), 103-

119.  

Hudson, S. M., Wales, D. S., & Ward, T. (1998). Kia Marama: A treatment program for child 

molesters in New Zealand.  

Jones, J., & Vess, J. (2010). Implicit theories and personality patterns in child-victim sex 

offenders. Sexual Abuse in Australia and New Zealand, 2(2), 58.  

Knight, R. A., & Prentky, R. A. (1993). Exploring characteristics for classifying juvenile sex 

offenders.  

Langevin, R., Lang, R., Reynolds, R., Wright, P., Garrels, D., Marchese, V., . . . Frenzel, R. 

(1988). Personality and sexual anomalies. Annals of sex Research, 1(1), 13-32.  



154 

 

 

 

Långström, N., Sjöstedt, G., & Grann, M. (2004). Psychiatric disorders and recidivism in 

sexual offenders. Sexual Abuse: A Journal of Research and Treatment, 16(2), 139-

150.  

Lanyon, R. I. (1986). Theory and treatment in child molestation. Journal of consulting and 

clinical psychology, 54(2), 176.  

Lawson, J., Marshall, W., & McGrath, P. (1979). The social self-esteem inventory. 

Educational and Psychological Measurement, 39(4), 803-811.  

Lussier, P., Proulx, J., & McKibben, A. (2001). Personality characteristics and adaptive 

strategies to cope with negative emotional states and deviant sexual fantasies in sexual 

aggressors. International Journal of Offender Therapy and Comparative Criminology, 

45(2), 159-170.  

Madsen, L., Parsons, S., & Grubin, D. (2006). The relationship between the five-factor model 

and DSM personality disorder in a sample of child molesters. Personality and 

individual Differences, 40(2), 227-236.  

Marshall, W., & Barbaree, H. (1990). An integrated theory of the etiology of sexual 

offending Handbook of sexual assault (pp. 257-275): Springer. 

Marshall, W., Cripps, E., Anderson, D., & Cortoni, F. (1999). Self-Esteem and Coping 

Strategies in Child Molesters. Journal of Interpersonal Violence, 14(9), 955-962. doi: 

10.1177/088626099014009003 

Marshall, W., Fernandez, Y., Hudson, S., & Ward, T. (2013). Sourcebook of treatment 

programs for sexual offenders: Springer Science & Business Media. 

McCrae, R. R., & Costa, P. T. (1987). Validation of the five-factor model of personality 

across instruments and observers. Journal of personality and social psychology, 

52(1), 81.  

McGlashan, T. H., Grilo, C. M., Sanislow, C. A., Ralevski, E., Morey, L. C., Gunderson, J. 

G., . . . Bender, D. (2005). Two-year prevalence and stability of individual DSM-IV 

criteria for schizotypal, borderline, avoidant, and obsessive-compulsive personality 

disorders: toward a hybrid model of axis II disorders. American Journal of Psychiatry, 

162(5), 883-889.  

McIntyre, R. M., & Blashfield, R. K. (1980). A nearest-centroid technique for evaluating the 

minimum-variance clustering procedure. Multivariate Behavioral Research, 15(2), 

225-238.  

McKibben, A., Proulx, J., & Lussier, P. (2001). Sexual aggressors' perceptions of 

effectiveness of strategies to cope with negative emotions and deviant sexual 

fantasies. Sexual abuse: a journal of research and treatment, 13(4), 257-273.  

Millon, T. (1987). Manual for the MCMI-II: National Computer Systems. 

Millon, T. (1997). Millon Clinical Multiaxial Inventory-III [Manual Second Edition]: 

Bloomington, MN: Pearson Assessments. 

Millon, T., Millon, C., Davis, R., & Grossman, S. (2009). MCMI-III: Millon Clinical 

Multiaxial Inventory: Pearson. 

Morey, L. C. (1991). Personality assessment inventory: Routledge Odessa, FL. 

Neidigh, L., & Tomiko, R. (1991). The coping strategies of child sexual abusers. Journal of 

Sex Education and Therapy, 17(2), 103-110.  

Nowicki Jr, S., & Duke, M. (2013). The Nowicki-Strickland life-span locus of control scales: 

Construct validation. Research with the locus of control construct, 2, 9-51.  

Oliver, C. J., Beech, A. R., Fisher, D., & Beckett, R. (2007). A comparison of rapists and 

sexual murderers on demographic and selected psychometric measures. International 

Journal of Offender Therapy and Comparative Criminology, 51(3), 298-312.  



155 

 

 

 

Olver, M. E., Wong, S. C., Nicholaichuk, T., & Gordon, A. (2007). The validity and 

reliability of the Violence Risk Scale-Sexual Offender version: assessing sex offender 

risk and evaluating therapeutic change. Psychological assessment, 19(3), 318.  

Peplau, L. A., & Cutrona, C. E. (1980). The revised UCLA Loneliness Scale: Concurrent and 

discriminant validity evidence. Journal of personality and social psychology, 39(3), 

472-480.  

Pithers, W. D., & Gray, A. S. (1996). Utility of relapse prevention in treatment of sexual 

abusers. Sexual Abuse: A Journal of Research and Treatment, 8(3), 223-230.  

Quinsey, V. L., Rice, M. E., & Harris, G. T. (1995). Actuarial prediction of sexual 

recidivism. Journal of interpersonal violence, 10(1), 85-105.  

Roger, D., & Najarian, B. (1989). The construction and validation of a new scale for 

measuring emotion control. Personality and individual differences, 10(8), 845-853.  

Russell, D. W. (1996). UCLA Loneliness Scale (Version 3): Reliability, validity, and factor 

structure. Journal of personality assessment, 66(1), 20-40.  

Russell, D. W., Peplau, L. A., & Cutrona, C. E. (1980). The revised UCLA Loneliness Scale: 

Concurrent and discriminant validity evidence. Journal of personality and social 

psychology, 39(3), 472-480.  

Salamone, D. L. (2014). Examining the differences among the MCMI-III profiles of 

incarcerated sexual offender subgroups and nonsexual violent offenders. Wichita 

State University.  

Saulsman, L. M., & Page, A. C. (2004). The five-factor model and personality disorder 

empirical literature: A meta-analytic review. Clinical psychology review, 23(8), 1055-

1085.  

Skelton, A., Riley, D., Wales, D., & Vess, J. (2006). Assessing risk for sexual offenders in 

New Zealand: Development and validation of a computer-scored risk measure. 

Journal of Sexual Aggression, 12(3), 277-286.  

Spielberger. (1999). State‐Trait anger expression inventory: Wiley Online Library. 

Spielberger, C. D., Gorsuch, R. L., Lushene, R., Vagg, P., & Jacobs, G. (1983). Manual for 

the state-trait anxiety inventory (form Y): self-evaluation questionnaire: Consulting 

Psychologists Press Palo Alto, CA. 

Thornton, D. (2002). Constructing and testing a framework for dynamic risk assessment. 

Sexual Abuse, 14(2), 139-153.  

Tweed, R. G., & Dutton, D. G. (1998). A comparison of impulsive and instrumental 

subgroups of batterers. Violence and victims, 13(3), 217-230.  

Vigneau, F., & Cormier, S. (2008). The Factor Structure of the State-Trait Anxiety Inventory: 

An Alternative View. Journal of Personality Assessment, 90(3), 280-285. doi: 

10.1080/00223890701885027 

Wales, D. S. (2005). Personality and sexual offending against children.  

Wang, Y.-P., & Gorenstein, C. (2013). Psychometric properties of the Beck Depression 

Inventory-II: a comprehensive review. Revista Brasileira de Psiquiatria, 35(4), 416-

431.  

Ward, T., & Keenan, T. (1999). Child molesters' implicit theories. Journal of interpersonal 

violence, 14(8), 821-838.  

Watson, D., & Friend, R. (1969). Social Avoidance and Distress Scale (SADS). Clinical 

Psychology, 33(4), 448-457.  

Watson, T., & Vess, J. (2007). Risk assessment of child-victim sex offenders for extended 

supervision in New Zealand. The Journal of Forensic Psychiatry & Psychology, 

18(2), 235-247.  



156 

 

 

 

Wong, S., Olver, M., Nicholaichuk, T., & Gordon, A. (2003). The violence risk scale: Sexual 

offender version (VRS-SO). Regional Psychiatric Centre and University of 

Saskatchewan, Saskatoon, Saskatchewan, Canada.  

 

 

 

 

 

 

 

 

 

 

 

 



Appendix A 

Summary of studies using cluster analysis of personality tests applied to sex offenders.  

 

Author  Sample Number  of 

Clusters/Groups  

Assessment Tools Analysis procedure/ 

Results  
on MCMI Scales  

Carpenter, Peed, & 

Eastman (1995) 

36 adolescent offenders  

20 child offenders  

16 peer offenders 

 

2 Groups: 

 

Group 1: Child 

Offenders 

 

Group 2: Peer 

Offenders 

  

 

 

MCMI6  

 

Subscales used: 

-Schizoid  

-Avoidant 

-Dependent 

-Histrionic  

-Narcissistic 

-Antisocial  

 

-One-way ANOVAs 

performed on 6 MCMI 

scales for both groups 1 & 2.  

 

Group 1: Mean & SD 

Schizoid (M= 63.05; SD = 

27.62), Avoidant M= 69.35; 

SD = 27.62), Dependent (M= 

77.60; SD = 18.44), 

Histrionic M= 67.10; SD = 

17.27), Narcissistic (M= 

73.05; SD = 75.95); 

Antisocial (M= 75.95; SD = 

12.95).  

 

Group 2: Mean & SD 

Schizoid (M= 41.19; SD = 

25.76), Avoidant M= 39.69; 

SD = 27.36), Dependent (M= 

50.31; SD = 27.44), 

Histrionic M= 73.31; SD = 

13.08), Narcissistic (M= 

85.69; SD = 21.48); 



2 

 

 

 

Antisocial (M= 81.19; SD = 

20.16).  

 

Significant difference found 

for Child offenders on 

Schizoid (p = .021), 

Avoidant (p = .003), 

Dependent (p = .001) scales 

compared to the peer groups.  

 

 

Chantry & Craig 

(1994) 

603 offenders, 

consisting of child 

molesters (N=202), 

adult rapists (N=l95), 

and non-sexually 

aggressive felons 

(N=206). 

Found 3 cluster 

solution for the child 

molesters and 

rapists, and a 2 

cluster solution for 

the non-sexually 

aggressive felons. 

MCMI Ward’s hierarchical cluster 

analysis conducted. 

 

All Clusters subjected to 

ANOVA 

and Scheffe’s test for 

planned comparisons 

 

-Cluster I, accounting for 

57% of the child molesters, 

had a 

subclinical MCMI, with 

compulsive and narcissistic 

traits at mild levels of 

expression.  

 

Cluster 2, accounting for 

23% of the sample, showed a 

38A2 

(Dependent, Passive-

Aggressive and Avoidant) 
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code with significant 

elevations 

on Anxiety and Dysthymia.   

 

Cluster 3, accounting for 

20% of the sample, showed a 

3 12 code type (Dependent, 

Schizoid, Avoidant) with 

moderate elevations on 

Anxiety and Depression. 

Ahlmeyer, 

Kleinsasser, Stoner 

and Retzlaff (2003) 

Overall sample N = 

7,921 male adult 

inmates; of those N = 

7226 convicted of 

nonsexual offences, of 

those N = 695 inmates 

has felony convictions 

for sexual offences 

which includes N = 223 

convicted of sexual 

assault and N = 472 

child molesters. 

Three groups tested 

against the MCMI-

III subscales.  

1) Nonsexual  

2) Rapists 

3) Child molesters  

MCMI ANOVA, Odds Ratio and 

logistic regression 

performed.  

 

MCMI-III means, SD, 

ANOVA’s and Scheffe’s test 

where carried out for all 

three different samples 

nonsexual (N= 7226), rapists 

(N =223) and child molesters 

(N = 472).  

 

Percent of Inmates with 

scores >74 and associated 

odds ratio (nonsexual and 

sexual offenders) 

 

Percent of Inmates with 

scores >74 and associated 

odds ratio (Rapists and Child 

molesters) 

 



4 

 

 

 

Logistic Regression 

Summary for predicting sex 

offenders and child 

molesters (Beta, Wald and P 

recorded).  

 

 

Lussier, Proulx & 

Mckibben, (2001) 

 

 

 

 

44 male sexual 

offenders of which 23 

were sexual aggressors 

K-means cluster 

analysis:  

2 MCMI-I sexual 

aggressor profiles 

that were dramatic 

and anxious.  

MCMI-I Scores of the MCMI-I 

personality profiles of sexual 

aggressors (Dramatic and 

Anxious) reported.  

 

Comparisons between both 

groups were recorded.  

Worling 

(2001) 

 

 

112 adolescent male  

Sexual offenders aged 

between 12-19. 

Mean age 15.59. 

 

4 clusters  

 

California 

Psychological 

Inventory 

(CPI) 

(Gough, 

 

Four cluster groups: 

1) Antisocial/Impulsive 

N=43. Elevations on 

‘antisocial’, ‘impulsive’ 

‘anxious’’, ‘unhappy’ & 

‘rebellious’ 

 

2) Unusual/ Isolated 

N=15. Elevations on 

‘unusual’, ‘isolated’ 

‘undependable’ & 

‘confused’. 

 

3) Over controlled/ 

Reserved. N=20. 

Elevated on ‘emotionally 

 over controlled’,  

‘responsible’, ‘reserved’ 
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‘reliable’, ‘suspicious of 

others’ & ‘rigid’.  

4) Confident/ 

Aggressive. N=19. 

Elevated on ‘confident’, 

‘self-centred’, 

‘outgoing’, ‘aggressive’, 

‘sociable’, ‘dependable’, 

‘organised’ & 

‘optimistic’. 

 

When groups 2 and 3 

were compared to 1 and 

4, it was found that they 

(2 and 3) were 

significantly more likely 

to assault interfamilial 

victims. However groups 

1 and 4 were more likely 

to assault younger 

siblings in their family. 

 

Four-group typology is 

suggestive of differential 

etiological pathways and 

treatment needs. 

 

Herkov et al., 

(1996).  

 

61 male 

adolescents sex 

offenders aged 

between 12 and 

 Minnesota multiphasic 

personality inventory 

(MMPI) (Luteijn & 

Sodomy subjects scored 

significantly higher than 

the rape and sexual 

abuser offenders and 
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18 years, mean age 

15.27, and 

22 sexual 

abusers, 19 

rapists, 18 

sodomy and 

15 non-offending 

inpatients on a 

psychiatric unit. 

All recruited 

from a state 

youth offenders 

programme or 

an adolescent 

inpatient 

psychiatric unit. 

 

Kok, 1995). 

 

inpatients on scale 8 

(schizoid). 

The sodomy and 

inpatient groups, 

although not different 

from each other 

produced significantly 

higher elevations on 

scale 6 (Paranoia) than 

the sexual abuse group 

and the rape group, this 

is associated with 

increased anger and poor 

interpersonal ratings. 

Scale 4 (psychopathic 

deviate) occurred most 

often among the 

inpatients and sex abuser 

groups, this may also be 

associated with the 

frequency of the 

diagnosis of conduct 

disorder among the 

sample. May also reflect 

the impulsivity and 

disregard for societal 

standards of the sex 

abuser subjects. 

Oxnam & Vess 

(2006) 

25 male 

adolescent sex 

3 Millon Adolescent 

Clinical 

Three groups were 

identified by cluster 
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 offenders aged 

13-17. Mean age 

is 15.8. 

Recruited from a 

community 

treatment group 

in New Zealand. 

 

All participants 

had committed a 

sexual offence. 

 

 Inventory 

(Millon, 1993) 

 

analysis: 

1) Antisocial and 

externalising types 

(N=11). Elevations 

on “unruly”, 

“oppositional”, 

“family discord”, 

“delinquent 

predisposition” & 

“impulsive propensity” 

2) Socially inadequate 

types (N=7). 

Elevations on 

“introversive”, 

“inhibited”, “selfdemeaning” 

“selfdevaluation”, 

“peer 

Insecurity”, 

“depressive affect” & 

“childhood abuse” 

3) Normal (N=7) with 

no significant 

elevations. 

Also evidence that 

adolescent sex 

offenders display 

similar personality 

profiles to delinquent 

non-sexual 

offenders. 

Suggests potential 
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different pathways 

and different 

treatment needs for 

adolescent sex 

offenders. 

Richardson et 

al., (2004). 

 

112 adolescent 

sex offenders, 

male aged 13- 

19. Mean age 

15.36. 

They had all 

been referred to 

an outpatient 

adolescent 

forensic mental 

health service 

between 1997- 

2000. 

 

5 

 

Millon 

Adolescent 

Clinical 

Inventory 

(Millon, 

1993) 

 

Five cluster groups were 

identified: 

1) Normal N=28. No base 

rate over 75 or raised 

personality pattern scales. 

10/28 offended against 

children. 

 

2) Antisocial N=12. 

Elevations on “social 

Insensitivity” & “family 

discord”. Mixed victim 

group. 

 

3) Submissive N=11. 

Elevation on “anxious 

Feelings”. Mixed victim 

group. 

 

4) Inhibited. Elevation on 

“depressive affect”. 

15/39 offended against 

children. 

 

5) Dysthymic/ 

Negativistic. Elevations on 
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“self Devaluation”, “family 

discord”, “substance abuse 

Proneness”, “impulsive 

Propensity” & “depressive 

affect” 10/22 offended 

against adults. 

 

Burton (2008) 

 

74 adjudicated 

sexual abusers 

and 53 

nonsexual 

abusers. All 

male and under 

the age of 18, 

mean age= 

17.84. 

 

Mixed 

ethnicities and SES. 

All recruited 

from a large 

residential 

facility. 

 

- MACI 

(Millon, 

1993) 

 

The sexual abusers had 

concerning scores on 

“unruly” and 

“oppositional” whereas 

non-sexual abusers had 

concerning scores on 

“dramatizing” and 

“unruly”. 

Using logistic regression 

to understand the 

contribution of personality 

and 

victimisation, the 

researcher developed a 

model. The variables 

that contributed 

significantly to this 

model were “sexual 

abuse and “physical 

neglect” from the CTQ 

and the “submissive” and 

“forceful” scales on the 

MACI. The final model 

successfully classified 

75.61% of the youths, 
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incorrectly classifying 

19% of the nonsexual 

abusing youths and 30% 

of the sexually abusing 

youths. 

Van Wijk et al., 

(2005) 

 

The participants 

are split into two 

groups: 1) sex 

offenders 

(N=112) and 2) 

non-sex 

offenders 

(N=165). The 

sex offenders 

group was then 

split further into 

rapists/assaulters(N=57, 

mean age 14.7) and 

child molesters 

(N= 55, mean 

age 14.4). 

The non sex  

Offenders was 

split into violent 

offenders 

(N=85, mean 

age 15.9) and 

property 

offenders 

(N=80, mean 

age 15.6). 

- Adolescent 

Temperament 

List (ATL) 

(Feij & 

Kuipers, 

1984).  

 

Violent offenders were 

significantly more 

extraverted and 

impulsive and had 

higher scores on lack of 

conscience than other 

offenders. 

Child molesters showed 

significantly higher scores 

on neuroticism. 

Sex offenders as a whole 

had higher scores on bad 

contact with peers and 

lower scores on 

extraversion and 

impulsiveness. 

Violent offenders appear 

to have the most 

problematic personality 

profiles.  
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Hunter & 

Figueredo 

(2000) 

 

 

N=235 all male 

and aged 

between 13 and 

17. 55 adolescent 

child molesters 

with a history of 

sexual offending 

72 adolescent 

child molesters 

without a history 

of sexual 

victimisation 

28 adolescents 

with a history of 

sexual 

victimisation but 

no history of 

sexual 

perpetration. 

40 adolescents 

with a history of 

emotional or 

behavioural 

maladjustment 

but no history of 

sexual 

victimisation or 

sexual 

perpetration. 

40 adolescents 

6 Attributional 

style 

questionnaire 

(ASQ; 

Seligman et 

al., 1979) 

Narcissistic 

Personality 

Inventory 

(NPI; Raskin 

& Hall, 1979) 

 

Erikson 

Psychosocial 

Stage 

Inventory 

Scale (EPSI; 

Rosenthal et 

al., 1981) 

 

Adolescent child 

molesters were found to 

have more deficits in 

self-confidence, 

independence, 

assertiveness and self- 

satisfaction than  

non perpetrating 

youths. They were  

also found to be more  

pessimistic and 

apt to self-blame in 

their explanation of the 

negative events that 

occur in their lives. 

There was no support 

maladjusted, 

psychosocially  

immature or  

narcissistically 

entitled and  

exploitative. 

 

They were no more less 

likely than other 

adolescents to have 

internal, stable and 

global attributions for 

the positive events that 

occur in their lives. 
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without a history 

of sexual 

victimisation, 

sexual perpetration,  

or significant 

emotional or 

behavioural 

maladjustment. 

All participants 

categorised by 

file or 

information 

from parents. 

 

Therefore, this sexual 

acting may be more 

reflective of 

compensatory behaviour 

than psychopathy and 

arrested sexual 

development and 

paraphiliac interest. 

 

Bijleveld & 

Hendriks 

(2003) 

 

N=99 male 

adolescents aged 

between 12 and 

17, mean age of 

15. All juvenile 

sexual offenders 

registered for 

personality 

screening by 

judiciary. 

Split into two 

group 

1) Solo 

offenders 

N=63 

2) Group 

offenders 

 Adolescent 

Temperament 

List (ATL; Feij 

& Kuiper, 1984) 

MMPI-A 

(Luteijn & Kok, 

1995) and 

Amsterdam 

Biographical 

Questionnaire 

(ABV; Wilde, 

1970; Van Dijl 

& Wilde, 1982) 

 

The group offenders were 

found to have fairly average 

scores and the solo offenders 

deviated negatively from 

this pattern. Solo offenders 

had significantly higher 

scores than the group 

offenders for neuroticism 

(p≤0.01), and impulsivity 

(p≤0.02) they also had 

Significantly lower scores 

for sociability (p≤0.03). 

There were no significant 

differences found in the level 

of conscience between solo 

offenders and group 

offenders. 
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3) N=36 

 

However, group offenders 

did have significantly lower 

scores on sensation seeking. 

 

Freeman et al., 

(2005) 

 

Adolescent male 

sex offenders 

(N=18) and nonsex 

offenders 

(N=18) aged 

between 11 and 

18. Mean age 

was 14.89. 

Both the sex 

offenders and the 

non-sex 

offenders were 

recruited on a 

residential 

programme for 

delinquent 

youths and were 

matched on age, 

Axis 1 diagnosis 

and number of 

offences. 

 

  

MMPI-A 

(Luteijn & Kok, 

1995)  

 

Independent t-tests 

revealed no 

significant 

differences in the 

mean scores 

between the 

groups on 

validity and 

clinical scales. 

 

The mean score 

for „psychopathic 

deviance‟ was in 

the clinical range 

for non-sexual 

offending 

delinquents but 

not for the 

adolescent sex 

offenders. 

 Non-sex 

offenders were 

more likely to 

respond on the 

MMPI-A in a 

manner that 

indicates 
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difficulties with 

externalising 

behaviour 

problems, 

moodiness and 

disrespect for 

authority. 

 

The mean 

number of 

elevated scales 

for the sex 

offending group 

was 1.72 which 

suggests that sex 

offending adolescents 

demonstrate 

more difficulties 

than normal 

children. 

Van Wijk et 

al., (2007) 

 

Male adolescent 

sex offenders 

(N= 30) and nonsexual 

offenders 

(N=368). All 

aged between 12 

and 18yrs. All 

recruited at a youth  

detention centre.  

 

5 Adolescent 

Temperament 

List (ATL; Feij 

& Kuiper, 1984) 

 

Sex offenders 

Scored significantly 

lower on disinhibition 

(non-conformist lifestyle, 

use of drugs and alcohol,  

parties and a free sex 

moral (F=5.21, p=0.02). 

There is also a trend towards 

externalising problem 

behaviour in sex offenders. 

No other differences were 
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found in terms of personality 

or in terms of psychiatric 

disorders (i.e. anxiety, 

affective, disruptive and 

psychotic behaviour). 

 

Smith, 

Monastersky, & 

Deisher (1987) 

 

262 adolescent males 

who committed sexual 

offences.  

 

4 Minnesota Multiphasic 

Personality Inventory 

(MMPI).  

 

Components analysis of the 

262 JSO MMPIs yielded 

four major orthogonal 

dimensions: 

 

First dimension, represent a 

propensity for impulsive 

acting out; all of the clinical 

scales typically indicative of 

acting-out load highly on this 

factor. 

 

Second factor is 

characterized by high 

loadings on the Social 

Introversion and Depression 

scales and may represent a 

constellation of traits 

characterized by social 

inhibition, depressed affect, 

and low energy. 

 

Third factor is dominated by 

loadings on the Male/Female 

and Hysteria scales and may 

represent a characterological 
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over-reliance on repression 

and denial. 

 

Fourth factor, composed of 

high loadings on the Lie 

scale and the Male/Female 

scale, may represent a 

propensity to naively deny 

difficulties along 

with a hypermasculine 

identification. Together, 

these four factors accounted 

for nearly 80% of the 

common variance of the 13 

MMPI scales. 

 

By suggesting the existence 

of four distinct personality 

types within this population 

of relatively less violent 

male JSOs, the results of the 

current study provide an 

opportunity 

to investigate the interactions 

among personality and 

situational factors that 

underlie adolescent sexual 

offending behavior. 
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Shealy, Kalichman, 

Henderson, 

Szymanowski, & 

McKee (1991). 

 

90 convicted child 

molesters, with average 

age of  33.1 years.  

 

4 Minnesota Multiphasic 

Personality Inventory 

(MMPI). 

 

Identified four subgroups: 

Subgroup 1: presented a 

mean profile common 

among persons with 

antisocial personalities and 

impulsivity.  

Less likely to report thought 

disturbance, atypical sexual 

experiences, and affective 

distress.  Presented the 

highest level of self-esteem. 

Subgroup 2: characterized by 

a single moderate elevation 

on MMPI scale, and 

subclinical elevations on the 

scales composing “the 

neurotic triad”.  

Tendency to harbour feelings 

of resentment towards 

others, suspiciousness, 

guardedness, and sensitivity 

to the opinions of others. 

Lower levels of 

psychological and sexual 

disturbance were reported.  
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Subgroup 3 elevations on 

MMPI scales Pd, Pa, and Sc. 

Subgroup 3 had heightened 

levels of anger, hostility,  

and difficulties in judgement.  

Subgroup: 4 had highest 

MMPI scale elevations, with 

extremely elevated scores on 

F, Pa, Pt, and Sc.  

Subgroup 4 suggest an 

exaggeration of 

psychopathology or tendency 

to endorse items of 

pathology.  

Subgroup 4 presented higher 

levels of anxiety, anger, and 

less anger control than the 

other groups.  

Were significantly more 

likely to be seen for mental 

services and had more 

suicide attempts.  

This subgroup presented 

several indications of 
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psychopathology and 

marginal functioning.  

Subgroup 1 and 2 were less 

psychologically disturbed 

than subgroup 3 and 4.  

Subgroup 1 and 2 had 

significantly lower scores on 

the MSI scales, indicating 

less generalized 

psychosexual deviances. 

Pattern of responding 

appeared indicative of 

characterological disorders 

and neurotic styles in 

personality functioning.  

Subgroup 3 and 4, had more 

signs of seriously disturbed 

thoughts, affect, and sexually 

aberrant behaviour.  

Lussier, Proulx, & 

Mckibbon (2001).  

 

Participants were 42 

sexual offenders. 23 

were sexual aggressors 

of women and 19 of 

children. The average 

2 MCMI 

 

Two MCMI-I sexual 

aggressor profiles emerged: 

dramatic (n = 21) and 

anxious (n = 21).  

Respondents with a dramatic 

profile presented higher 
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age range was 37.3 

years.  

 

scores on the Histrionic; 

Narcissistic, and Compulsive 

scales.  

Respondents with an anxious 

profile, instead, recorded 

higher scores on the 

Schiziod, Avoidant, Passive-

Aggressive, Schizotypal, and 

Borderline scales.  

The two profiles showed no 

differences in terms of age, 

years of schooling, marital 

status, type of sexual 

aggressors, previous 

convictions for a sexual 

offence, previous 

convictions for a nonsexual 

violent offence, and number 

of self-reports completed.  

The CSR showed that sexual 

aggressors reported having 

interpersonal conflicts more 

often than negative moods 

and deviant sexual fantasies.  
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Sexual aggressors had more 

problems coping with 

negative moods than with 

interpersonal conflicts or 

deviant sexual fantasies.  

Respondents with an anxious 

profile reported using the 

adaptive strategies to cope 

with interpersonal conflicts 

less often than those with a 

dramatic profile.  

Respondents with an anxious 

profile reported a lower rate 

of effective coping efforts 

than did the dramatic profile.  

-inadequacy and anger were 

the negative emotional states 

most often reported by both 

personality profiles.  

Respondents with an anxious 

profile reported loneliness 

more often than did those 

with a dramatic profile. 

Respondents with a dramatic 

profile were more likely than 
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those with an anxious profile 

to use approach strategies.  

Respondents with a dramatic 

profile reported approach 

strategies being effective 

more often than did those 

with an anxious profile.  

The anxious profile more 

frequently reported 

avoidance strategies as more 

effective compared with 

those with a dramatic profile.  

Both reported approach 

strategies as the most 

effective to cope with 

interpersonal conflicts, 

whereas fantasy modification 

strategies were reported as 

the most effective to cope 

with deviant sexual fantasies. 

 

 


