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ABSTRACT 

 Individuals with mental illness are overrepresented in the criminal justice system 

and are more likely to end up incarcerated than to receive appropriate psychiatric 

treatment (Abramsky & Fellner, 2003). Historically, the treatment of these offenders has 

primarily focused on factors related to their mental illness; however, a series of studies 

has shown that these individuals share psychiatric risk factors with individuals who are 

not criminal justice involved (Morgan et al., 2010; Gross & Morgan, 2013) and criminal 

risk factors with individuals who are not mentally ill (Morgan et al., 2010; Gross & 

Morgan, 2013; Wolff et al., 2013; Wilson et al., 2014). This highlights the importance of 

a holistic approach to effective treatment that focuses on both criminogenic risk and 

mental illness, as these individuals also have aspects of criminality that are supportive of 

a criminal lifestyle (Draine et al., 2002; Moran & Hodgins, 2004; Morgan et al., 2010).   

In order to effectively treat criminal justice involved persons with mental illness, 

mental illness and criminal risk must be assessed and identified as potential treatment 

targets (Morgan et al., 2012).   Although measures of criminal risk and mental illness 

exist independently, the Services Matching Instrument (SMI; Morgan, Kroner &  Mills, 

2015) is the first measure to integrate assessment of both of these constructs into one 

concise and holistic measure. The SMI was developed to target the dual constructs of 

mental illness and criminality with the intent of matching the needs of criminally justice 

involved persons with mental illness with appropriate services. Specifically, the SMI is 

designed to assess psychiatric symptomology, criminal history, antisocial attitudes and 

associates, social networking, social functioning, substance abuse, negative affect, and 
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traumatic history. Additionally, the SMI contains an infrequency scale composed of 

rarely endorsed items to provide information about the individual’s test taking attitudes.  

 Previous research developed the measure and provided preliminary evidence for 

reliability (i.e., internal consistency, test re-test reliability) and validity. In a three study 

series, the SMI was reconfigured and reduced from 197 to 94 items with statistical and 

theoretical support. The SMI showed to be a reliable measure over time with an overall 

test re-test reliability coefficient of .88, and acceptable internal consistency. Furthermore, 

in a preliminary study of validity five of the SMI scales demonstrated a medium to large 

strength of association with respective reference measures (Olafsson, 2017).  

The purpose of the current study was to build on previous research and provide 

further support for the reliability, validity, and factor structure of the measure. The 

current study re-examined the internal consistency, and examined the concurrent, 

convergent, and discriminant validity of the scales. Results indicated that the SMI 

subscales demonstrated acceptable levels of reliability and overall demonstrated evidence 

for concurrent, convergent, and discriminant validity. The current study supported a four 

factor model for the SMI, with mental illness, substance use, criminalness, and other 

(i.e.., compilation of risk/need factors) each representing a factor. Results of the current 

study support the use of the SMI for service provision and treatment planning for 

criminal justice involved persons with mental illness.   
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CHAPTER 1 

 

 INTRODUCTION 

 

Individuals with mental illness are overrepresented in the criminal justice system. 

These individuals are up to three times more likely to end up incarcerated than they are to 

receive psychiatric treatment (Abramsky & Fellner, 2003). Studies estimate that 

anywhere from 10 to 31 percent of offenders suffer from some form of mental illness, 

with rates of mental illness within correctional facilities far exceeding those in the 

community (Brinded, Simpson, Laidlaw, Fairley, & Malcolm, 2001; Fazel & Danesh, 

2002; Prins, 2014; Raphael & Stoll, 2013; Steadman, Osher, Robbins, Case & Samuels, 

2009). This has left prisons and jails to serve as one of the largest mental health care 

providers in the United States, despite the scarcity of resources (Steadman, Morris, & 

Dennis, 1995, Pogrebin, 1982).  

Treatment and Assessment of Offenders with Mental Illness 

Historically, treatment of criminal justice involved persons with mental illness 

(CJ-PMI) focused mainly on aspects of mental illness, with the belief that an individual’s 

criminal behavior was driven by their mental disorder; however recent research has 

shown that persons with mental illness (PMI) who are involved in the criminal justice 

system share psychiatric symptoms with PMI that are not criminal justice involved 

(Morgan et al., 2010; Gross & Morgan, 2013), and share criminal risk with offenders that 

are not mentally ill (Morgan et al., 2010; Wolff et al., 2013; Wilson et al., 2014; Gross & 

Morgan, 2013). This highlights the idea that treatment must focus on both the 

individual’s mental illness and criminogenic risk in order to effectively reduce risk of 

recidivism (Draine et al., 2002; Morgan et al., 2010).   
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 In their theory of recidivism reduction, Andrews, Bonta, and Hoge (1990) 

developed the Risk-Needs-Responsivity (RNR) model. The RNR model contains three 

basic principles to aid in offender assessment and treatment, briefly: the risk principle 

states that treatment intensity should be appropriately matched with offender risk level, 

such that high risk offenders receive higher intensity services and low risk offenders 

receive lower intensity services. The need principle states that criminogenic needs should 

be assessed and targeted in treatment. These needs are detailed in the ‘Central Eight’, a 

model of dynamic risk factors thought to directly influence criminal behavior. Finally, the 

responsivity principle states that treatment should be modified to fit individual needs 

(e.g., gender, ability) and utilize a style (i.e., cognitive-behavioral) that is best fitting for 

the environment.  While these principles have extensive support individually, it has been 

shown that when they are incorporated together, there is a substantial decrease in 

recidivism risk, while programs that do not attend to these principles have little, or even 

opposite effects, on recidivism (Andrews, Bonta, and Hoge,1990).  

 These principles have also shown to accurately represent recidivism risk in 

individuals with mental illness. For example, it has been found that the presence of 

mental illness does not moderate the predictive utility of risk instruments used in 

recidivism risk estimation (Gray et al., 2004; Skeem, et al., 2013). Similarly, contrary to 

popular belief, the presence of mental illness has not been found to represent a significant 

risk factor for this population, rather risk is better explained by antisocial personality 

disorder, criminal history, and juvenile delinquency (Bonta, Law, & Hanson, 1998). 

Although mental illness is an important treatment consideration, focusing solely on this 

factor will not maximize rehabilitation potential and recidivism reduction; rather mental 
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illness should be considered within the broader scope of empirically supported risk 

factors present within the individual. 

Mental illness and criminal risk must first be assessed and identified as targets for 

effective treatment (Morgan et al., 2012). Although there is no standard of practice for 

assessment in correctional facilities, the American Psychological Association advises that 

facilities implement some sort of mental health screening upon intake. This typically 

consists of using multiple assessments in order to form a comprehensive understanding of 

both criminal risk and mental illness (Bonta, 2002; Osher, Scott, Steadman, & Robbins, 

2006; Thigpen, Solomon, Keiser, & Ortiz, 2004). For example, there are several well-

developed measures to assess mental illness or psychopathology in correctional samples. 

Examples of frequently used measures include: the Millon Clinical Multiaxial Inventory-

III (MCMI-III; Millon, 1994) , the Symptoms Checklist 90-Revised (SCL-90; Derogatis, 

1994), the Brief Symptom Inventory (BSI; Derogatis, 1993) , the Referral Decision Scale 

(RDS; Teplin & Swartz, 1989), the Brief Jail Mental Health Screen (BJMHS; Steadman, 

Scott, Osher, Agnese & Robins, 2005), the Minnesota Multiphasic Personality Inventory-

2 (MMPI-2; Butcher, Graham, Tellegen & Kaemmer, 1989), and the Personality 

Assessment Inventory (PAI; Morey, 1996). Additionally, many reliable and valid 

assessments of criminality are available. Examples include: the Measure of Criminal 

Attitudes and Associates (MCAA; Mills, Kroner & Forth, 2002), the Psychological 

Inventory of Criminal Thinking Styles (PICTS; Walters, 1995), the Criminal Sentiments 

Scale-Modified (CSS-M; Shields & Simourd, 1991), the Measure of Criminogenic 

Thinking Styles (MOCTS, Mandracchia & Morgan, 2011; Mandracchia, 2013), the Level 

of Service Inventory Revised (LSI-R; Andrews & Bonta, 1995), and the Psychopathy 
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Checklist Revised (PCL-R; Hare, 1991). Although these assessments provide for a wide 

range of information, it also requires extensive resources, and suggests that the field 

would benefit from a single measure that integrates assessment of both mental illness and 

criminal risk. The Services Matching Instrument was created to fulfil this need.   

The Services Matching Instrument 

 The SMI, developed by Morgan, Kroner, and Mills (2015), was created to target 

the dual constructs of criminality and mental illness to match the needs of CJ-PMI with 

appropriate services. The SMI incorporated a theoretical approach to recidivism 

reduction and highlighted specific constructs such as substance abuse, mental illness, 

social support, antisocial attitudes, antisocial associates, problem solving, and 

occupational functioning. These constructs were then used to generate items. Unique 

items were created by targeting key symptom profiles (e.g., to target negative affect 

questions such as “I feel sad” were created), while other items were inspired by existing 

measures of similar constructs. A total of 197 items were generated in a true-false format 

that produced eight theoretically derived clinical subscales: traumatic history, antisocial 

attitudes and associates, criminal history, psychiatric symptomology, social networking, 

social functioning, substance abuse, negative affect. An in-depth explanation and 

rationale for each of these scales can be found in Appendix A.  

 Initial research utilizing the SMI focused on measure development and an 

analysis of reliability (i.e., internal consistency, test re-test reliability) and validity. In 

Study 1, the SMI was revised from 197 to 158 items by examining endorsement rate of 

items, item wording, and the internal consistency of the scales.  The original eight clinical 

scales were retained through these processes, each of which demonstrated adequate or 
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better internal consistency. Results from these analyses are displayed in Table 1.  In 

Study 2, the SMI was further reduced from 158 to 94 items and finalized via further 

analysis of item endorsement rate and internal consistency (procedures identical to the 

first study), as well as through a series of confirmatory factor analyses (CFAs; further 

detailed in Table 2). This phase also included examination of test re-test reliability. The 

SMI scales demonstrated consistent or better internal consistency (see Table 3), and 

adequate stability over time (see Table 4). Additionally, after examining rates of item 

endorsement, four infrequently endorsed items (endorsed by less than nine percent of the 

sample) were selected to comprise an infrequency scale to assess for test taking attitudes. 

It is hypothesized that individuals who endorse more than one of these four rarely 

endorsed items may not be attending to item content, therefore their profiles should be 

reviewed with caution. In Study 3, data from Study 1 was used to examined the 

convergent validity of the measure. In Study 1, participants completed the SMI along 

with additional measures of similar constructs as part of a larger study (e.g., BSI, 

Personality Diagnostic Questionnaire 4-Antisocial Personality Disorder Scale; Hyler, 

1994, MCAA, TAA-SR). Measures with constructs that appropriately mapped onto SMI 

scales were used to provide preliminary validity support for the SMI by calculating 

Pearson’s correlations. These results (displayed in Table 5) suggest that all scales of the 

SMI investigated (i.e., traumatic history, criminal history, negative affect, psychiatric 

symptomology, antisocial attitudes and associates) demonstrated a medium to large 

strength of association with their respective reference measure. Together these studies, 

have produced a 94 item measure with eight theoretical subscales and one infrequency 

scale. The SMI has demonstrated acceptable reliability through these initial studies, 
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however the scope of research should be expanded to include an analysis of validity to 

ensure that the SMI is accurately measuring the constructs of interest while maintaining 

the previously founded reliability.  

Purpose and Significance of the Current Study 

 Given the previous research outlined above, the purpose of the current study was 

to continuing exploring the psychometric properties of the SMI. Specifically, to continue 

examining the reliability, validity, and factor structure of the measure. 

By providing support for the psychometric properties it is hoped that this measure 

can provide clinicians with one self-report measure to determine clinical service needs to 

more efficiently match offenders with mental health and rehabilitation services. For 

example, if the SMI identified antisocial attitudes and associates as a potential problem 

area, the offender would be matched with appropriate services targeted at reducing 

criminal thinking and forming pro-social friendships. Once validated, this measure will 

be of clinical utility to psychologists and other mental health professionals working in 

correctional agencies (jail, prison, probation, parole) and forensic mental health units to 

more efficiently guide clinical decision-making and case management strategies.  

 Reliability. For the purpose of the current study, reliability was measured via 

internal consistency of the SMI subscales. Internal consistency is a measure of item 

homogeneity, or the degree to which items in a scale measure the same construct 

(Henson, 2001). It is generally accepted that coefficient alpha values of .70 or greater 

demonstrate adequate internal consistency (Nunnally & Berstein, 1994; Lee & Lim, 

2008). In previous studies, the SMI subscales have produced coefficient alpha values 

ranging from .60 to .84. It should be noted that the subscale with the weakest internal 
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consistency is the antisocial attitudes and associates scale, which comprises two 

theoretically related, but statistically separate constructs; thus a weaker coefficient alpha 

would be expected. All other subscales of the SMI demonstrated adequate internal 

consistency.  

 Validity. It is recommended that multiple types of validity be measured when 

providing support of validity for a new measure (Hinkin, 1995; Lounsbury, Gibson, & 

Saudargas, 2006). The current study used  three types of validity deemed important for 

scale development: concurrent validity, convergent validity, and discriminant validity, 

(Lounsbury, Gibson, & Saudargas, 2006; Smith & McCarthy, 1995). For reference, a list 

of SMI scales and the corresponding reference measures and constructs for each type of 

validity outlined below can be found in Table 6.  

 Concurrent Validity. Concurrent validity is defined as the degree to which there 

is a relationship between a particular scale and a criterion variable measured at the same 

time (Salkind, 2010). To assess concurrent validity of the SMI scales, the current study 

examined the relationship between each SMI scale score and scores on more established 

measures of the same construct. 

 Criminal history. The SMI criminal history total scale score is a measure of 

criminal involvement that reflects the individual’s adherence with a criminal lifestyle. 

Similarly, this is captured by the Cormier-Lang Criminal History (CLCH) checklist, a list 

of a common violent and non-violent criminal offenses with instructions for the 

individual to identify the offenses in which they have been both arrested for and 

convicted of. Additionally, the current study included a comprehensive file review to 

collect each individual’s criminal history. CLCH total scores and the total number of 



Texas Tech University, Brieann Olafsson, August 2020 

 

 8 

offenses collected from the file review were hypothesized to positively correlate with 

SMI criminal history scale scores. 

 Antisocial attitudes and associates. The SMI antisocial attitudes and associates 

scale score is a measure of the individual’s antisocial cognitions and connection with 

criminal others. Similarly, this construct is measured through the use of the Measure of 

Criminal Attitudes and Associates (MCAA). The MCAA produces two scores of 

importance, first, the criminal friends index, which is calculated from Part A of the 

MCAA, and is a representation of the number of antisocial associates and the amount of 

time spent with these individuals. Second, the MCAA Part B total score which is 

representative of four different domains: antisocial intent, entitlement, violence, and 

associates.  MCAA Part A and Part B scores were hypothesized to positively correlate 

with SMI antisocial attitudes and associates scale scores. 

 Negative Affect. The SMI negative affect scale is a measure of various negative 

affect states such as depression, anxiety, fear, and anger. Similarly, the Positive and 

Negative Affect Schedule (PANAS) negative affect total scale is a measure of 10 

comparable negative affective states (e.g., hostility, irritability, guilt, distress, fear). 

PANAS negative affect scale scores were hypothesized to positively correlate with SMI 

negative affect scale scores as these measures conceptualize this construct comparably.  

 Traumatic History.  The SMI traumatic history scale is a measure of the number 

and diversity of traumatic events to which an individual has been exposed. Likewise, the 

Trauma History Screen (THS) is a two-part measure commonly used to evaluation an 

individual’s exposure to global high magnitude stressor events and their resultant distress. 

Part one of this measure produces a numerical valuation of traumatic exposure across 14 
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different domains (e.g., violence, natural disaster, combat) and will be used to represent 

the individual’s traumatic history, and part two quantifies distress resulting from these 

events. Scores on part one of the THS were hypothesized to positively correlate with SMI 

traumatic history scale scores. 

 Substance abuse. The SMI substance abuse scale is a measure of excessive drug 

and alcohol use and dependence. Comparatively, the Drug Abuse Screening Test – 10 

(DAST-10) is a measure used to quantify drug abuse problems and related consequences 

(e.g., feelings of guilt, withdrawal). A modified version of this measure (altered to also 

include alcohol use) will be used in the current study. DAST-10 total scores were 

hypothesized to positively correlate with SMI substance abuse scale scores.  

 Social Networking. The SMI social networking scale is a measure of social 

support and positive interpersonal relationships. Similarly, the Multidimensional Scale of 

Perceived Social Support (MSPSS) is a measure of support across three domains: 

significant others, family, and friends. The MSPSS total scale scores were hypothesized 

to positively correlate with the SMI social networking scale scores.  

 Social Functioning. The SMI social functioning scale is a measure of the 

individual’s ability to make a positive contribution to society within the realms of 

educational attainment, occupational functioning, and prosocial leisure and recreation 

involvement. Likewise, the Mental Health Continuum – Short Form (MHC-SF) is a 

measure of well-being across three domains: emotional well-being, social well-being, and 

psychological well-being. MHC-SF social well-being scale scores were hypothesized to 

positively correlate with SMI social functioning scale scores. 
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 Psychiatric Symptomology. The SMI psychiatric symptomology scale is a 

measure of positive symptoms (e.g., hallucinations, delusions, paranoia) consistent with 

serious mental illness. Similarly, the Brief Symptom Inventory (BSI) positive symptom 

index is comprised of the sum of all item values divided by the number of items endorsed 

with a value of greater than 0 (i.e., total BSI score/ number of items with a non-zero value 

of out of 53). This quantifies overall distress and represents the individual’s endorsement 

of impairment related to mental health symptoms. BSI positive symptom distress index 

scores were hypothesized to positively correlate with SMI psychiatric symptomology 

scale scores. 

 Validity. The SMI validity scales were created to capture test taking attitudes and 

identify individuals who may be random responding or not attending to item content. 

This is similar to the aim of the Psychological Inventory of Criminal Thinking Styles 

(PICTS) validity scales (i.e., Cf-r and Df-r). The confusion scale as described previously, 

is sensitive to attempts to “fake bad” as well as haphazard responding while the 

defensiveness scale is able to detect attempts to “fake good” or present in a more 

favorable light than is really true. The SMI validity scale was hypothesized to positively 

correlate with PICTS Cf-r scale scores, as these scales conceptualize problematic 

responding in a similar manner.  

Convergent Validity. Convergent validity can be defined as the degree to which a 

particular scale correlates with different instruments that measure similar constructs that 

should be related (Carlson & Herdman, 2012). To assess convergent validity of the SMI 

scales, the current study examined the relationship between each SMI scale score and 

scores on measures of similar constructs. 
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Criminal history. Individuals who ascribe to a criminal lifestyle and engage in 

criminal activity, also typically utilize criminal thinking. These criminal thinking styles, 

outlined by Walters (1990) and quantified via the Psychological Inventory of Criminal 

Thinking Styles (PICTS; Walters, 1995), influence the individual’s decision making 

process and their perceptions of the world around them. Previous research has shown a 

positive correlation between all eight of Walters’ criminal thinking styles and a history of 

criminal activity (r = 0.7 – 0.22), however the proactive scale of the PICTS is thought to 

be the most theoretically stable retroactive predictor of criminal history (Walters, 1995). 

The proactive scale of the PICTS is a composite scale comprised of four criminal 

thinking styles (i.e., mollification, entitlement, power orientation, and superoptimism) 

that represents a planned and goal-directed approach to criminal activity in which 

individuals view crime as a means to an end, rather than a reaction to injustice (Walters, 

2006; Walters, Frederick, & Schlauch, 2007). It is possible that the proactive scale is a 

better indicator of criminal history as these incidences represent the vast majority of 

major crimes committed, and are motivated by intent and personal gain (e.g., burglary, 

theft, robbery). The current study hypothesized that the SMI criminal history scale scores 

will be positively correlated with the PICTS proactive scale scores. 

 Antisocial attitudes and associates. Criminal versatility, or the diversity of 

offenses an individual engages in, is supported by a general theory suggesting that 

involvement in one type of crime is associated with involvement in other types of crime 

(Klein, 1984). Criminal versatility has been shown to correlate with antisocial personality 

disorder (ASPD), such that individuals with ASPD have been shown to have high degrees 

of criminal versatility compared to individuals without ASPD (Kosson, Lorenz, & 
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Newman, 2006). Although not all individuals who possess antisocial attitudes meet 

diagnostic criteria for antisocial personality disorder, there is a high degree of overlap 

between these two constructs as antisocial attitudes and cognitions generally support 

antisocial behavior, which is a principal component of antisocial personality disorder 

(Walters, 1995; Poythress et al., 2010). Theoretically this relationship is also supported in 

the conceptualization of ASPD and antisocial attitudes, in that these individuals have a 

blatant disregard for the rights of others and often engage in high rates of gratuitous 

crime. Similarly, the relationship between antisocial associates and antisocial behavior, 

links this construct to criminal versatility. McGloin & Piquero (2010) examined the 

relationship between co-offending networks and offending versatility and found that 

individuals with extensive non-redundant networks (i.e., higher number of unique 

antisocial associates) had greater degrees of criminal versatility. Criminal versatility is 

also a common static risk factor used in risk determinations and is often quantified via the 

Violence Risk Appraisal Guide (VRAG) using the Cormier-Lang Criminal History 

checklist. The current study hypothesized that the SMI antisocial attitudes and associates 

scores will be positively correlated with CLCH violent and non-violent offense total 

scores. 

 Negative affect. There is a significant body of research that focuses on an 

individual’s self-concept and their associated emotional states. For example, negative 

affective states have been shown to positively correlate with feelings of inferiority or 

personal inadequacy. Peeters, Buunk, & Bschaufeli (1995) examined this relationship 

with respect to stressful workplace incidents and found that when feelings of inferiority 

are induced, individuals are more likely to report feelings consistent with negative 
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affective experiences (e.g., anger, depression, anxiety). Similarly, high levels of self-

efficacy and self-esteem have been shown to negatively correlate with negative affect, 

specifically depression, anxiety and overall negative mood (Pyszczynski et al., 2004). It 

has also been demonstrated that threats to one’s self-esteem, or confidence in their own 

worth and abilities, can induce negative affective states (Fries & Frey, 1980; Mehlman & 

Snyder, 1985; Stephan & Gollwitzer, 1981; Tesser, 1988).  Low self-esteem, negative 

self-concept, and feelings of inferiority can be measured through the use of the BSI  

interpersonal sensitivity scale. The current study hypothesized that the SMI negative 

affect scores will be positively correlated with BSI interpersonal sensitivity scale scores.  

 Traumatic history. Individuals who are exposed to traumatic life events may 

experience a variety of after effects. These individuals are at higher risk for diagnosis of 

posttraumatic stress disorder (PTSD) or major depressive disorder, with some 

experiencing these disorders co-morbidly (Breslau et al., 1998; Schnyder, Moergeli, 

Klaghofer, & Buddeberg, 2001; Kessler, Sonnega, Hughes, & Nelson, 1995). 

Furthermore, as the number and type of traumatic stressors increases, the risk of 

symptoms increases (Follette, Polusny, Bechtle, & Naugle, 1996; McCauley et al., 1997). 

The causality of the relationship between depressive symptoms and traumatic events is 

heavily debated; some researchers argue that individuals who experience depressive 

symptoms are at a higher risk for exposure to traumatic events and the development of 

PTSD, while others believe that depressive symptoms merely follow exposure (Breslau et 

al., 1997; Bromet, Sonnega, & Kessler, 1998; Connor & Davidson, 1997; Kessler, 

Sonnega, Bromet, & Nelson, 1995).  Although some individuals may not meet full 

diagnostic criteria for a disorder, there seems to be a general relationship between 
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depressive symptoms and trauma exposure (O’Donnell, Creamer, & Pattison, 2004). The 

BSI depression subscale is a common measure of depressive symptoms. The current 

study hypothesized that the SMI traumatic history scale scores will be positively 

correlated with BSI depression scale scores.  

 Substance Abuse. Previous research has shown a positive correlation between 

substance abuse and anxiety. In an epidemiological study of mood disorders and 

substance abuse, Merikangas and colleagues (1998) found that across six different 

countries 31 to 56 percent of individuals who met criteria for drug dependence and 15 to 

45 percent of individuals who met criteria for alcohol dependence also met criteria for an 

anxiety disorder. In a study of substance use disorders and comorbid mood disorders, 

anxiety disorders were found to be the most common co-occurring disorder with 80 

percent of individuals reporting symptoms consistent with panic, agoraphobia, social 

phobia, generalized anxiety disorder, obsessive compulsive disorder, or PTSD (Prior, 

Mills, Ross & Teeson, 2017). There may be a high correlation between anxiety disorders 

and substance use due to the fact that many of these individuals self-medicate with 

substances for symptom relief (Bolton, Cox, Clara & Sareen, 2006). The BSI anxiety 

subscale is a common measure of anxiety symptoms. The current study hypothesized that 

the SMI substance abuse scale scores will be positively correlated with BSI anxiety scale 

scores.  

 Social networking. Social networking is comprised of the presence of positive 

interpersonal relationships and strong social support networks. Similar to the research 

outlined above regarding negative affect and feelings of inferiority and personal 

inadequacy, research has found a positive correlation between positive interpersonal 
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relationships, strong social support, and positive affect. Specifically, positive 

interpersonal relationships which provide support, social regulation, and a sense of 

companionship, have been shown to have positive psychological effects (Rook, 1998). 

Similarly, Berry & Hansen (1996) investigated the effect of the quality of social 

interaction on positive and negative affect in a student sample and found that higher 

quality interactions were associated with higher levels of positive affect. The stress-

buffering hypothesis incorporates the impact of strong social support, stating that these 

interactions have the ability to mitigate against the potential negative effects (Cobb, 

1976). Overall, when individuals have positive interactions with others and perceive that 

others are providing them with adequate social support, they are more likely to report 

positive affective feelings. Positive affect can be measured using the positive affect scale 

of the PANAS. The current study hypothesized that the SMI social networking scale 

scores will be positively correlated with positive affect scale scores of the PANAS. 

 Social functioning. Social functioning can be conceptualized as an individual’s 

ability to contribute to society in a meaningful way (e.g., educational success, 

occupational obtainment, prosocial leisure and recreation). High levels of perceived self-

efficacy and feelings of adequacy have been positively correlated with levels of success 

in both the school and work environment (Betz & Hackett, 1981; Collins, 1982). 

Bachman & O’Malley (1977) completed a longitudinal analysis of the impact of high 

levels of social functioning (e.g., education and occupational attainment) and found that 

both education and occupational attainment were positively correlated with self-esteem 

(i.e., feelings of adequacy; r = .15-26, r = .16-.20 respectively). Additional studies have 

found similar results with positive correlations between both job satisfaction (r = .20) and 
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job performance (r = .18; Judge, Bono, and Patton 2001). Feelings of inadequacy and 

inferiority will be measured as described above, through the use of the BSI interpersonal 

sensitivity subscale. The current study hypothesizes that the SMI social functioning 

scores will be negatively correlated with the BSI interpersonal sensitivity subscale. 

Additionally, it was hypothesized that prior occupational functioning will be positively 

correlated with current social functioning. Prior occupational functioning will be 

operationalized as hours of work per week in the month prior to incarceration. Although 

this hypothesis is exploratory in nature, it is supported by the idea that individuals with 

adequate levels of social functioning will have maintained this proficiency and applied it 

to their new environment (e.g., employment during incarceration).  

 Psychiatric symptomology. The presence of positive psychiatric symptoms, such 

as delusions and hallucinations, along with serious mental illness directly impacts how an 

individual perceives and interprets the world around them. This impact on perception 

may also influence how these individuals respond to self-report measures, which is 

largely conceptualized as the individual’s test taking attitude. In severe cases, these 

individuals may have a more difficult time focusing, understanding the nature of the 

questions, responding in a consistent manner, and reflecting on the insight necessary to 

correctly report symptoms (Atkinson, Zibin, & Chuang, 1997; Mialet, Pope, & Yurgelun-

Todd, 1996; Rund, 1998). One of the PICTS validity scales, the confusion-revised (Cf-r) 

scale, was developed in order to identify fake bad response styles, careless responding, 

and/or severe emotional disorders. In a simulation study, the Cf-r scale demonstrated an 

adequate ability to differentiate between the simulation, no-instruction, and control 
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groups (Walters, 2001). The current study hypothesized that the SMI psychiatric 

symptomology scores will be positively correlated with PICTS Cf-r validity scale scores. 

Discriminant Validity. Discriminant validity can be defined as the degree to 

which a scale does not correlate with constructs or instruments that are not expected to be 

theoretically correlated (Messick, 1989). Discriminant validity can be established through 

insignificant low correlations between unrelated constructs. To assess discriminant 

validity of the SMI scales, the current study examined the relationship between SMI scale 

scores and scores on established measures of unrelated or opposite constructs. 

 Antisocial attitudes and associates.  Antisocial attitudes are typically 

characterized by themes of entitlement, power, avoidance of responsibility, and 

impulsivity. At the extremes, these ideals can create impairment in the form of legal or 

interpersonal dysfunction (Clifton, Turkheimer & Oltmanns, 2009). Additionally, 

research has supported the idea that frustration and anger are underlying mechanisms and 

major contributing factors in antisocial behavior (Calkins & Fox, 2002; Shiner, Masten, 

& Roberts, 2003) suggesting a correlation between negative affective states and antisocial 

tendencies. Although the presence of negative affect does not eliminate the possibility of 

possible positive affect, it is hypothesized that SMI antisocial attitudes and associates 

scale scores will not significantly correlate with PANAS Positive affect scale scores. 

Psychiatric symptomology. In the past, symptoms of severe mental illness have 

been the primary culprit identified as motivating criminal behavior. While it is important 

to acknowledge that for a small group of people severe mental illness is a motivating 

factor for criminal activity (e.g., populations acquitted Not Guilty by Reason of Insanity), 

this is not the case for the majority of the population (Peterson, Skeem, Hart, Vidal, & 



Texas Tech University, Brieann Olafsson, August 2020 

 

 18 

Keith, 2010). This has direct implications for treatment, suggesting that addressing 

psychiatric symptomology is only a small part of reducing recidivism rates. Consistent 

with this theory, it is hypothesized that the SMI psychiatric symptomology scale scores 

will not significantly correlate with CLCH total scores.   

 Factor Structure. When developing a new measure, it is important to examine the 

factor structure through exploratory and confirmatory methods. Previous research 

utilizing a confirmatory factor analysis with three scales of the SMI (i.e., antisocial 

attitudes and associates, criminal history, and substance abuse) demonstrated acceptable 

model fit when a three factor model was imposed, suggesting that each scale could 

perhaps load to its own factor (CFI = .94, RMSEA = .043; Olafsson, 2017.). However, it 

is also plausible that the measure is accurately represented by three factors, two 

representing the dual constructs (e.g., mental illness, criminality) and an “other” factor 

for items more distantly related (e.g., substance abuse) . The current study included a 

confirmatory factor analysis to assess model fit for a three factor model and the original 

theoretically derived eight factor model with data from SMI scale scores. It is 

hypothesized that the three factor model will demonstrate good fit, with the eight factor 

model demonstrating poorer fit.  

Research Questions and Hypotheses 

 Research question 1. Is there evidence for reliability of the SMI subscale scores? 

 Hypothesis 1. The SMI subscale scores will maintain acceptable levels of internal 

consistency as measured during the development phase of the measure.  

(a) The SMI criminal history scale will maintain acceptable internal 

consistency with a Cronbach’s alpha value of 0.70 or better. 
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(b) The SMI attitudes and associates scale will maintain adequate internal 

consistency with a Cronbach’s alpha value of 0.60 or better. 

(c) The SMI negative affect scale will maintain acceptable internal 

consistency with a Cronbach’s alpha value of 0.70 or better. 

(d) The SMI traumatic history scale will maintain acceptable internal 

consistency with a Cronbach’s alpha value of 0.70 or better. 

(e) The SMI substance abuse will maintain acceptable internal consistency 

with a Cronbach’s alpha value of 0.70 or better. 

(f) The SMI social functioning will maintain acceptable internal 

consistency with a Cronbach’s alpha value of 0.70 or better. 

(g) The SMI social networking will maintain acceptable internal 

consistency with a Cronbach’s alpha value of 0.70 or better. 

(h) The SMI psychiatric symptomology will maintain acceptable internal 

consistency with a Cronbach’s alpha value of 0.70 or better. 

Research question 2. Is there evidence for concurrent validity of the SMI scale 

scores? 

Hypothesis 2. The SMI subscale scores will demonstrated statistically significant 

correlations with established measures of the same constructs. Specifically,  

(a) The criminal history scale scores of the SMI will have a statistically 

significant positive correlation with Cormier-Lang History total scores 

and total number of historical offenses collected from the file review. 
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(b) The antisocial attitudes and associates scale scores of the SMI will 

have a statistically significant positive correlation with MCAA Part A 

criminal friend index scores and Part B total scale scores.  

(c) The negative affect scale scores of the SMI will have a statistically 

significant positive correlation with the PANAS negative affect scale 

scores. 

(d) The traumatic history scale scores of the SMI will have a statistically 

significant positive correlation the THS part one total scores. 

(e)  The substance abuse scale scores of the SMI will have a statistically 

significant positive correlation with the modified version of the 

DAST-10 total scores.  

(f) The social networking scale scores of the SMI will have a statistically 

significant positive correlation with MSPSS total scores. 

(g) The social functioning scale scores of the SMI will have a statistically 

significant negative correlation with the MHC-SF social well-being 

scale scores. 

(h) The psychiatric symptomology scale scores of the SMI will have a 

statically significant positive correlation with the BSI positive 

symptoms distress index scores. 

(i) The infrequency scale scores of the SMI will have a statistically 

significant positive correlation with the PICTS Cf-r validity scale 

scores.  
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Research question 3. Is there evidence for convergent validity of the SMI scale 

scores? 

 Hypothesis 3. The SMI subscale scores will demonstrated statistically significant 

correlations with measures of related constructs. Specifically,  

(j) The criminal history scale scores of the SMI will have a statistically 

significant positive correlation with PICTS proactive scale scores. 

(k) The antisocial attitudes and associates scale scores of the SMI will 

have a statistically significant positive correlation with Cormier-Lang 

History total scores. 

(l) The negative affect scale scores of the SMI will have a statistically 

significant positive correlation with the BSI interpersonal sensitivity 

scale scores.  

(m)The traumatic history scale scores of the SMI will have a statistically 

significant positive correlation the BSI depression scale scores.  

(n)  The substance abuse scale scores of the SMI will have a statistically 

significant positive correlation with the BSI anxiety scale scores. 

(o) The social networking scale scores of the SMI will have a statistically 

significant positive correlation with the PANAS positive affect scale 

scores. 

(p) The social functioning scale scores of the SMI will have a statistically 

significant negative correlation with the BSI interpersonal sensitivity 

scale scores. 



Texas Tech University, Brieann Olafsson, August 2020 

 

 22 

(q) The social functioning scale scores of the SMI will have a statistically 

significant positive correlation with hours worked per week in the 

month prior to incarceration. 

(r) The psychiatric symptomology scale scores of the SMI will have a 

statically significant positive correlation with the PICTS Cf-r validity 

scale scores.  

Research question 4. Is there evidence for discriminant validity of the SMI scale 

scores? 

Hypothesis 4. The SMI subscale scores will demonstrate low and statistically 

non-significant correlations with established measures of theoretically unrelated or 

opposite constructs. Specifically,  

(a) The antisocial attitudes and associates scale scores of the SMI will not 

significantly correlate with PANAS positive scale scores. 

(b) The psychiatric symptomology scale scores of the SMI not 

significantly correlate with CLCH total scores. 

Research question 5. What is the factor structure of the SMI? 

Hypothesis 5. When comparing the three factor model and the theoretical eight 

factor model, the three factor model will demonstrate more acceptable model fit.  
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Table 1 

 

Internal Consistency of SMI Scales Before and After Measure Revision (Study 1) 

 

 

      Scale         Initial Alpha Value                   Final Alpha Value 

Criminal History   .842 (n =22)    .816 (n =18)  

Attitudes & Associates  .829 (n =15)    .864 (n =13)  

Psychiatric Symptomology  .933 (n =26)    .937 (n =24) 

Social Functioning   .499 (n =49)    .903 (n =29) 

Social Networking   .820 (n =17)    .888 (n =15)  

Substance Abuse   .825 (n =16)    .767 (n =14)  

Negative Affect   .916 (n =38)    .927 (n =33)  

Traumatic History   .925 (n =14)    .911 (n =12)  

Note: n = number of items 
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Table 2 

Analyses Conducted with Number of Items Qualifying for Removal vs. Retained (Study 1 

& 2) 

 

 

         Analysis                 Items Qualifying for Removal                     Items 

Retained 

Frequency of Response   26     7 

Bivariate Correlation     4                         0 

Confirmatory Factor Analysis 

 Factor Loading Value   11     0 

 Residual Error Variance   13     2 

 Individual Subscale   4     2 

 Internal vs. External    2     1 

Correlation Between Items   13     0 

Cronbach’s Alpha    5     1 

Total       78     13 
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Table 3 

 

Internal Consistency of SMI Scales Before and After Measure Second Revision (Study 2) 

 

 

      Scale          Initial Alpha Value          Final Alpha 

Value 

Criminal History   .760 (n =18)    .703 (n =11) 

Attitudes & Associates  .725 (n =13)    .602 (n =9)  

Psychiatric Symptomology  .832 (n =24)    .840 (n =18)  

Social Functioning   .729 (n =29)    .774 (n =12) 

Social Networking   .781 (n =15)    .769 (n =9)  

Substance Abuse   .819 (n =14)    .800 (n =9) 

Negative Affect   .901 (n =33)    .836 (n =15)  

Traumatic History   .784 (n =12)    .836 (n =7)  

Note: n = number of items 
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Table 4 

 

Test Re-Test Reliability of the SMI and Subscales  (Study 2) 

 

 

       Scale                  Pearson Correlation 

SMI  

As used in Study 2   .908** 

After Study 2 Revision   .881** 

Criminal History    .863**   

Attitudes & Associates   .868**  

Psychiatric Symptomology   .905**  

Social Functioning    .803**     

Social Networking    .787**  

Substance Abuse    .884**      

Negative Affect    .779**     

Trauma     .809**      

Note: ** Correlation is significant at the p <.01 level   
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Table 5 

 

Pearson’s Bivariate Correlations for SMI Scales and Reference Measures (Study 3) 

 

  

     SMI Scale         TAA-SR          PDQ-4 ASPD       BSI-DEP       BSI-PSD       MCAA-AIS       MCAA-AAS 

           (n=46)  (n= 46)    (n=32) (n=32)  (n=57)       (n=57) 

Traumatic History           .649**  

Criminal History                  .550**      

Negative Affect         .409* 

Psychiatric Symptomology        .490** 

Antisocial Attitudes & Associates          .665**       .466**   

Note: n = number of measures included in analysis, * correlation is significant at the 0.05 level, ** correlation is significant at the 0.01 

level 

 

TAA-SR: Trauma Assessment for Adults – Self Report 

PDQ-4 APSD: Personality Diagnostic Questionnaire - 4 Antisocial Personality Disorder Scale 

BSI-DEP: Brief Symptom Inventory – Depression Scale 

BSI – PSD: Brief Symptom Inventory – Positive Symptom Distress Index  

MCAA – AIS: Measure of Antisocial Attitudes and Associates – Antisocial Intent Scale 

MCAA- AAS: Measure of Antisocial Attitudes and Associates – Antisocial Associates Scale 
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Table 6 

 

SMI Scales, Types of Validity, and Associated Constructs 

 

 

SMI Scale                         Types of Validity 

                                                             Convergent       Concurrent                  Discriminant                                  

Traumatic History    THS (Part 1)   BSI (Dep)        

Antisocial Attitudes & Associates  MCAA (CFI, Part B)  CL        MHC-SF (SWB)   

Criminal History    CL, Demographic   PICTS (Pro)       Education/Work   

Psychiatric Symptomology   BSI (PSDI)   PICTS (Cf-r)       SOS-10          

Social Networking    MSPSS    PANAS (PA)       PANAS (NA) 

Social Functioning    MHC-SF (SWB)  BSI (IS)       BSI (Hos) 

Substance Abuse    DAST-10*   BSI (Anx)            

Negative Affect    PANAS (NA)   BSI (IS)                           PANAS (PA)            

Validity     PICTS (Cf-r)    

 

Note: Measure in which SMI scale is being compared to is listed; if a specific scale is used it is listed within (  ), if no scale is listed 

total scores will be used; * denotes a modified version of the measure is being used  

 

THS: Traumatic History Screen 

MCAA: Measure of Criminal Attitudes and Associates 

CFI: Criminal Friends Index 

CL: Cormier-Lang History Index 

BSI: Brief Symptom Index 

 PDI: Positive Symptoms Distress Index 

 Dep: Depression  

 IS: Interpersonal Sensitivity 

 Anx: Anxiety 

 Hos: Hostility  

MHC-SF: Mental Health Continuum – Short Form 

 SWB: Social Well-Being 

PANAS: Positve and Negative Affect Schedule
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CHAPTER 2 

METHOD 

Participants 

 Participants consisted of adult male inmates recruited from three southwestern 

county jails and a residential treatment center for probationers. A total of 564 inmates 

volunteered to participate in the study across the four facilities. Participants were required 

to be at least 18 years of age, able to read and write in the English language, and provide 

written informed consent. Of the 564 recruited participants, 6 were excluded from the 

sample due to failure to meet the inclusionary criteria and were not included in data 

analytic procedures. Additionally, 31 participants withdrew from the study during 

participation, producing an attrition rate of 5.5%.  

 Participants’ mean age was 33.0 years (SD = 9.9). The majority of participants 

self-identified as White/Caucasian (n = 136, 25.8%), and Black/African-American (n  = 

122, 23.1%). The remaining participants self-identified as “other” which includes bi-

racial and multi-racial groups, and those that identified as Asian, or Native American (n = 

61, 11.6%). Of these, 206 (39.1%) identified as Hispanic/Latino. About half of the 

participants reported being Single (n = 309, 58.6%), followed by Partnered/Married (n = 

139, 26.4%), Separated, (n = 28, 5.3%), Divorced (n = 44, 8.3%), and Widowed (n = 4, 

0.8%). Participants reported a mean of 11.4 (SD = 2.3) years of education.  

 The majority of participants reported incarceration for one current charge (n = 

361, 68.5%), while others reported being incarcerated for two (n = 120, 22.7%), three (n 

= 24, 4.5%), four (n = 11, 2.0%), five (n = 4, 0.7%), and six (n = 3, 0.5%) current 

charges. Most participants reported being charged with a drug crime (e.g., possession, 
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distribution, DWI; n = 206, 39.0%), an “aggravated” offense (n = 70, 13.2%), or 

assault/terroristic threat (n = 52, 9.8%). Participants reported a mean of 66.1 (SD = 73.1) 

months of incarceration since age 18.  

One third of participants reported a current mental health diagnosis (n = 179, 

33.9%), and 172 participants (32%) indicated they were currently receiving mental health 

services. Of those with a current psychiatric diagnosis, 144 (80.4%) participants reported 

taking psychotropic medications while incarcerated.  

Measures 

Demographic Questionnaire. A demographic questionnaire (see Appendix C) 

was used to collect information about age, race, ethnicity, education, sentence length, 

work history, and current medications, as well as mental health and legal history.  

The Services Matching Instrument. The development of the SMI is outlined 

above and described in further detail in Appendix A. The SMI (see Appendix B) is a self-

report measure that consists of 94 true-false items that comprise eight theoretically 

support scales: traumatic history, substance abuse, negative affect, social networking, 

social functioning, antisocial attitudes and associates, psychiatric symptomology, and 

criminal history. Additionally, the SMI contains a four item infrequency scale used to 

assess test taking attitudes. The SMI has demonstrated acceptable reliability with 

Cronbach’ alpha coefficients of .60-.84 and a test re-test reliability coefficient of .88.  

The Trauma History Screener. Traumatic History was measured using the 

Trauma History Screener (THS; Carlson et al., 2011) a brief 14 item self-report measure 

of global high magnitude stressor events (HMS) and events commonly associated with 

persisting posttraumatic distress (PPD).  The THS consists of two sections: in the first 
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section, individuals simply circle “yes” or “no” in response to whether or not they have 

experienced a listed traumatic event, while the second section further explores the 

specific event, including ratings of resulting emotional distress. Only scores from the first 

section will be used in this study, as the SMI does not include aspects of emotional 

distress in relation to exposure to traumatic events. The THS has evidence for substantial 

test-retest reliability (r = 0.73 - 0.93) with various non-psychiatric populations over a two 

week testing interval (Carlson et al., 2011). Additionally, the THS has also established 

strong convergent validity with a similar trauma measures such as The Traumatic Life 

Events Questionnaire (TLEQ; r = 0.77, p<0.001). 

Cormier-Lang System for Quantifying Criminal History. The Cormier-Lang 

System for Quantifying Criminal History (as used in the Violence Risk Appraisal Guide, 

VRAG) was used to gauge criminal versatility, or the commission of various types of 

offenses. The Cormier-Lang System consists of a list of violent and non-violent offenses 

and asks the individual to write down the number of times they have been arrested or 

charged for the listed offense. Each offense is then multiplied by a listed “weight” and 

scored accordingly. Although this is a self-report measure of criminal history, it has been 

found that individual’s typically report criminal history truthfully and socially desirable 

responding is not a significant impediment (Kroner, Mills, & Morgan, 2006).  

  Multidimensional Scale of Perceived Social Support. Social Networking was 

measured using the Multidimensional Scale of Perceived Social Support (MSPSS; Zimet, 

Dahlem, Zimet, Farley, 1988), a 12 item self-report measure of an individual’s perception 

of social support from friends, family, and significant others. Each domain of support 

constructs a separate subscale that consists of 4 items scored from 1 (Very Strongly 
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Disagree) to 7 (Very Strongly Agree. The MSPSS demonstrated adequate internal 

consistency with Cronbach’s alpha coefficients ranging from .85-.91for the subscales, 

and significant test re-test reliability with correlation coefficients ranging from .72-85 for 

the subscales over a three-month period. Additionally, the MSPSS has demonstrated 

discriminant validity, negatively correlating with the anxiety and depression scales of the 

Hopkins Symptom Checklist (HSCL; Zimet, Dahlmen, Zimet, Farley, 1988).  

 Drug Abuse Screening Test – 10. Substance abuse was measured using the Drug 

Abuse Screening Test – 10 (DAST-10; Skinner, 1982), a 10 item self-report measure that 

identifies individuals who may be abusing substances, and indicates the severity of the 

drug use.  The measure focuses on the last 12 months, and asks individuals to indicate 

whether the statement applies to them by circling either “yes” or “no.” The measure 

assesses for all substance use, defined as any prescribed or over the counter drugs used in 

excess, or any non-medical substance, excluding alcohol. The measure will be adapted 

for the current study by expanding the 12-month window and asking about the presence 

of the symptoms across the individual’s lifetime (to account for individuals who have 

been incarcerated for significant periods of time). Additionally, items will be revised to 

also include alcohol use as this is a substance of interest on the SMI (e.g., “Have you ever 

felt bad or guilty about your drug use?” will be edited to “Have you ever felt bad or 

guilty about your drug or alcohol use?”). The DAST-10 has demonstrated adequate 

internal consistent utilizing an outpatient psychiatric sample with an alpha coefficient of 

.86 and acceptable test re-test reliability with an intraclass correlation coefficient (ICC) of 

.71 over a 10-day period (Cocco & Carey, 1998).  
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 The Mental Health Continuum-Short Form. Social functioning was measured 

utilizing the social well-being scale of the Mental Health Continuum-Short Form (MHC-

SF; Keyes, 2008). The MHC-SF is a 14 item measure that examines emotional well-

being, psychological well-being, and social well-being. The social well-being scale 

consists of 5 items originally developed from Keyes’ model of social well-being that 

target areas of social contribution, social integration, social actualization, social 

acceptance, and social coherence. Respondents are asked to rate the frequency to which 

they experience the symptoms listed on a 6-point scale ranging from never to everyday. 

The MHC-SF has demonstrated excellent internal consistency with alpha values larger 

than .80, as well as good discriminant validity, and test re-test reliability with coefficients 

ranging from .57-.71 (Keyes, 2005; Robitschek & Keyes, 2009). 

 Schwartz Outcome Scale – 10. Psychological well-being and quality of life was 

measured using the Schwartz Outcome Scale – 10 (SOS-10; Blais et al., 1999). The SOS-

10 consists of 10 items related to overall functioning and well-being and asks the 

respondent to rate how they have been feeling over the last 7 days from 0 (never) to 6 (all 

of the time or nearly all of the time). Higher scores are indicative of more positive well-

being, better overall functioning, and more life satisfaction. The SOS-10 has 

demonstrated good internal consistency with a Cronbach’s alpha value of 0.96, and item-

scale correlations from 0.74 to 0.90. The SOS-10 also correlates well with other 

constructs of mental health such as self-esteem, positive and negative affect, and 

hopelessness (Haggerty, Blake, Naraine, Siefert, & Blais, 2010). Additionally, the SOS-

10 has shown to be applicable in many different settings with a variety of populations 

(Young et al., 2003). 
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Measures of Criminal Attitudes and Associates.  Antisocial associates (of the 

antisocial attitudes and associates scale) was measured using the Measures of Criminal 

Attitudes and Associates (MCAA; Mills, Kroner, & Forth, 2012). The MCAA is a two-

part, self-report measure that evaluates criminal associates and antisocial attitudes. Part A 

asks the participant to identify four people with whom the individual spends a majority of 

his/her time and to indicate the amount of time he/she spends with each person. Part B 

consists of 46 questions that measure responses on four subscales including violence, 

entitlement, antisocial intent, and associates. (Mills, Kroner & Fourth, 2012).  The 

questions that compose Part B consist of a yes/no response format, and each yes response 

is scored as a 1 and each no response is scored as a zero.  Higher scores are indicative of 

more support for criminal attitudes and associates. The MCAA demonstrates acceptable 

test re-test reliability with ICC values exceeding 0.72 at a 4-week retest interval. Internal 

consistency values were relatively weak for the subscales, ranging from .26 to .54, 

however the α value for the MCAA overall was excellent at 0.90 (Mills, Kroner & Forth, 

2002). Concurrent validity was also established by comparing the MCAA total score to 

similar measures, specifically the Criminal Sentiments Scale (CSS) and Pride in 

Delinquency Scale (PID), with correlations ranging between .40 and .76 (Mills, Kroner & 

Forth, 2002).  

Positive and Negative Affect Schedule. Negative affect was measured using the 

Positive and Negative Affect Schedule (PANAS; Watson, Clark, & Tallegen, 1988), a 20 

item self-report questionnaire with two affect subscales, positive and negative. The 

negative affect subscale is composed of 10 questions, each scored on a 5-point scale 

ranging from 1 (Very Slightly or Not At All) to 5 (Extremely). The subscale total score 
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ranges from 10 to 50 with lower scores indicating lower levels of negative affect. The 

PANAS has established moderate reliability and validity with Cronbach α values for the 

negative affect scale ranging from 0.86 to 0.90 and test-retest coefficients ranging from 

0.39 to 0.71 over an 8-week time period (Watson, Clark, & Tallegen, 1988). The PANAS 

has also demonstrated acceptable validity with other measures of affective distress such 

as the Depression Anxiety Stress Scale (DASS-21; Crawford & Henry, 2004). The 

PANAS is commonly used with offenders and has demonstrated similar reliability and 

validity in this population (Serafini, Malin-Mayor, Nich, Hunkele, & Carroll, 2016). 

Brief Symptom Inventory. Psychiatric symptomology was measured using the 

Brief Symptom Inventory (BSI; Derogatis, 1993), a 53 item self-report questionnaire 

with nine domains including: somatization, obsessive-compulsive, depressive symptoms, 

interpersonal sensitivity, anxiety, hostility, phobic anxiety, paranoid ideation, and 

psychoticism. For the purpose of this study, the positive symptom distress global index 

and the depression and anxiety subscales will be used. Each item is scored on a 5-point 

scale from 0 (not at all) to 4 (extremely). The positive symptom distress global index is 

calculated by summing all items endorsed with a value of 1 or greater and dividing by the 

number of items endorsed with a value of 1 or greater. The BSI demonstrates very high 

internal consistency with a Cronbach’s α value of 0.96 (Tate et al. 1993). The BSI also 

has a high correlation (r = 0.71) with the depression subscale of the Depression and 

Anxiety Stress Scale and a medium to high correlation with the anxiety subscale (r = 

0.61; Tate, Forchheimer, Maynard, Davidoff & Dijkers, 1993). The BSI is commonly 

used as a mental health-screening tool and can be used in a variety of settings (Stewart, 

Archambault, & Wilton, 2013). 
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The Psychological Inventory of Criminal Thinking Styles. Antisocial attitudes 

was measured using the Psychological Inventory of Criminal Thinking Styles (PICTS; 

Walters, 1995). The PICTS is an 80-item, self-report measure that utilizes a four-point 

scale from 1 (disagree) to 4 (strongly agree) to evaluate criminal thinking styles. The 

assessment is comprised of three validity scales, eight thinking style scales, two general 

content scale, two composite scales, four factor scales, and a one special scale. One scale 

of interest for this study was the current criminal thinking scale (CUR) which consists of 

18 items and measures the degree to which the individual presently subscribes to a 

criminal belief system. Additionally, the Confusion-Revised (Cf-R) scale of the PICTS is 

an 8 item scale that detects careless responding or attempts to exaggerate pathology. The 

PICTS demonstrates sufficient internal consistency with Cronbach’s α values ranging 

from .55 to .88 across subscales. Additionally, test-retest reliability at the 2-week interval 

produced Pearson product-moment correlation coefficients ranging from 0.73 to 0.85 

across subscales (Walters, 2002). The PICTS also demonstrates acceptable concurrent 

validity with high correlations (r > 0.70) between the subscales and prior arrests, prior 

commitments, age at first arrest, and age at commitment of first offense (Walters, 2002).  

Procedure 

Participant Recruitment 

 The procedures used in this study were approved by the Texas Tech Institutional 

Review Board and approval for data collection was obtained by the appropriate personnel 

at all three facilities.  Data collection times were arranged by staff to coordinate with 

programming schedules for each facility and their associated pods (inmate housing 

structures). Researchers made general announcements to each housing area identifying 
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themselves and providing a brief description of the study. Inmates were invited to a 

general purpose classroom within the pod to learn more about participation and to ask 

further questions. Once congregated in the classroom, researchers described the nature 

and purpose of the study and explained procedures for participation. Researchers also 

answered any questions or concerns regarding participation. Inmates who declined 

participation were allowed to leave the room consistent with facility policy.  

 Data Collection 

 Inmates who consented to participate were randomly assigned to either Group A 

or Group B, which determined which subset of counterbalanced measures they would 

complete (see Table 7). Note that all participants completed the demographic form, SMI, 

BSI, and PICTS across both groups. Group A consisted of 264 participants and Group B 

consisted of 263 participants. Participants were given a research packet which contained 

all measures to be completed. Researchers addressed questions and concerns on an 

individual basis during the data collection sessions. Upon completion, participants 

returned their packet to a researcher and were dismissed consistent with facility policy. 

After each data collection session, the researchers documented the participant’s current 

charge as listed on the facilities publicly available inmate roster (no information was 

available for individuals within the residential treatment facility).  
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Table 7 

 

Validation Measures by Group 

 

 

Measure             Group A (n = 125)                     Group B (n = 

125) 

SMI         X (94)         X (94)  

PICTS         X (80)         X (80) 

MCAA        X (46) 

DAST-10                  X (10) 

MHC-SF        X (15) 

BSI         X (53)         X (53) 

PANAS               X (20) 

THS               X (14) 

MSPSS              X (12) 

SOS-10         X (10) 

Total            298                                                      285  

Note: X = group receiving measure, () = number of items on measure 

 

SMI: Services Matching Instrument 

PICTS: Psychological Inventory of Criminal Thinking 

MCAA: Measure of Criminal Attitudes and Associates 

DAST-10: Drug and Alcohol Screen Test – 10 

MHC-SF: Mental Health Continuum Short Form 

BSI: Brief Symptom Inventory 

PANAS: Positive and Negative Affect Scale 

THS: Trauma History Screener 

MSPSS: Multidimensional Scale of Perceived Social Support 

SOS-10: Schwartz-Outcome Scale-10. 
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CHAPTER 3 

RESULTS 

 All data analytic procedures were performed using either SPSS 25 (IBM Corp, 

2017) or MPlus v7.11 (Muthén & Muthén, 2012). A series of Pearson’s bivariate 

correlations were used to examine the convergent, concurrent, and discriminant validity 

of the SMI. Confirmatory factor analysis (CFA) of the SMI was conducted using 

maximum likelihood estimation with categorical indicators. Model fit was evaluated 

using the following global fit indices: root mean square error of approximation (RMSEA 

< .08; Browne & Cudeck, 1993), the comparative fit index (CFI > .90; Bentler, 1980), 

and chi square (χ2).  

 Descriptive analyses and examination of distributions indicated that scores on 

almost all of the scales were approximately normally distributed with acceptable levels of 

skewness and kurtosis (< |3.0| and < |10.0| respectively; Kline, 2005). CLCH total scores 

were highly positively skewed, therefore a log transformation was performed to adjust for 

this. Participants with 10 percent of missing data for any one scale or subscale of interest 

were handled via pairwise deletion (n = 58, 11%).  

Research Question 1.  Is there evidence for reliability of the SMI subscale 

scores? 

Cronbach’s alpha values were calculated for each scale of the SMI and all scales, 

with the exception of the traumatic history scale, demonstrated improved internal 

consistency values from those measured during the development phase of the measure 

(see Table 8 for a comparison of alpha values). Alpha values for the SMI during the 
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development phase ranged from .60 to .84 and alpha values for the current study ranged 

from .69 to .87.  

Research Question 2. Is there evidence for concurrent validity of the SMI scale 

scores? 

Pearson’s bivariate correlations were used to compare SMI scale total scores to 

total scores on reference measures, specifically CLCH scale total scores, MCAA Part A 

and Part B scale scores, PANAS Negative Affect scale scores, THS scale total scores, 

DAST-10 scale total scores, MHCSF Social Well-Being scale scores, MSPSS total scale 

scores, BSI positive symptom distress index scores, and PICTS confusion-revised scale 

scores (also see Table 9). Results indicated statistically significant correlations for the 

following comparisons: SMI Antisocial Attitudes and Associates and MCAA Entitlement 

(r = .44, p < .001), SMI Antisocial Attitudes and Associates and MCAA Associates (r = 

.45, p < .001), SMI Antisocial Attitudes and Associates and MCAA Antisocial Intent (r = 

.76, p < .001), SMI Antisocial Attitudes and Associates and MCAA Violence (r = .50, p 

< .001), SMI Antisocial Attitudes and Associates and MCAA Criminal Friend Index (r = 

.38, p < .001), SMI Negative Affect and PANAS Negative Affect (r = .52, p < .001), SMI 

Traumatic History and THS (r = .65, p < .001), SMI Substance Abuse and DAST-10 (r = 

.75, p < .001), SMI Social Functioning and MHCSF Social Well-Being (r = -.18, p = 

.003), SMI Social Networking and MSPSS (r = -.65, p < .001), SMI Psychiatric 

Symptomology and BSI Positive Symptom Distress Index (r = .48, p < .001), and SMI 

Infrequency and PICTS Confusion-Revised (r = .29, p < .001).  

A comparison of SMI criminal history scale scores and Cormier-Lang Criminal 

History total scores, yielded a non-significant correlation (r = .04, p = .32). Note that two 
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of the correlations (e.g., SMI Social Functioning and MHCSF, SMI Social Networking 

and MSPSS) are negative (i.e., opposite direction than predicted), however higher scores 

on the reference measures for these comparisons indicate more positive states (e.g., 

higher well-being) while higher scores on the SMI indicate higher levels of dysfunction.  

Research Question 3. Is there evidence for convergent validity of the SMI scale 

scores? 

Pearson’s bivariate correlations were used to compare SMI scale total scores to 

total scores on reference measures, specifically PICTS proactive scale scores, CLCH total 

scores, BSI Interpersonal Sensitivity scale scores, BSI Depression scale scores, BSI 

Anxiety scale scores, the average number of hours worked per week in the month prior to 

incarceration, PANAS Positive scale scores, and PICTS confusion-revised scale scores 

(also see Table 10). Results indicated statistically significant correlations for the 

following comparisons: SMI Criminal History and PICTS Proactive (r = .64, p < .001), 

SMI Negative Affect and BSI Interpersonal Sensitivity (r = .59, p < .001), SMI 

Traumatic History and BSI Depression (r = .40, p < .001), SMI Substance Abuse and BSI 

Anxiety (r = .35, p < .001), SMI Social Functioning and BSI Interpersonal Sensitivity (r 

= .41, p < .001), SMI Social Networking and PANAS Positive Affect (r = -.14, p = .02), 

and SMI Psychiatric Symptomology and PICTS Confusion-Revised (r = .69, p < .001).  

Comparisons of SMI antisocial attitudes and associates scale scores and Cormier-

Lang Criminal History total scores (r = .05, p = .26) and SMI social functioning scores 

and average number of hours worked per week in the month prior to incarceration (r = -

.02, p = .61), yielded  non-significant correlations. Note that the relationship between the 
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SMI social networking scale and the PANAS positive affect scale is negatively 

correlated, which is opposite of the expected direction.  

Research Question 4. Is there evidence for discriminant validity of the SMI scale 

scores? 

Pearson’s bivariate correlations were used to compare SMI scale total scores to 

total scores on reference measures, specifically PANAS positive affect scale scores, and 

CLCH total scores (also see Table 11). Results indicated statistically non-significant 

negative correlations for both comparisons: SMI Antisocial Attitudes and Associates 

PANAS Positive affect (r = -.08, p = . 17), and SMI Psychiatric Symptomology and 

CLCH (r = .02, p = .61).  

Research Question 5. What is the factor structure of the SMI? 

The three-factor solution was fit to the data yielding a  χ2 = 9073.99, p < .001, df 

=  4371 with RMSEA = 0.03 (90% confidence interval: 0.031 – 0.034) and CFI = 0.84, 

indicating a slightly less than acceptable model fit. Several modification indices were 

suggested, however correlating items did not improve model fit significantly. 

The eight-factor solution was fit to the data yielding a χ2 = 7531.18, p < .001, df =  

3887 with RMSEA = 0.04 (90% confidence interval: 0.041 – 0.044) and CFI = 0.76, 

indicating poor model fit. Again, numerous modification indices were suggested, 

however correlating items did not improve model fit to an acceptable level.  

Supplementary Analyses 

Results from Hypothesis 5 indicate that the three-factor model is superior to the 

eight factor model, however neither meet the statistical threshold for good model fit. In 

order to determine whether another theoretically supported model would better fit the 
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data, a two-factor and a four-factor model solution were investigated. The two-factor 

model solution is based off an externalizing and internalizing theoretical structure (see 

Krueger, Caspi, Moffitt, & Silva, 1998; Krueger, 1999) yielding a χ2 = 6759.11, p < .001, 

df = 4276 with RMSEA = 0.03 (90% confidence interval: 0.032 – 0.035) and CFI = 0.83. 

This model is again slightly below the threshold for good model fit. The four-factor 

model solution closely paralleled the three-factor model solution initially hypothesized, 

however in this solution substance abuse is separated from the “other” factor originally 

proposed in the three-factor model. The four-factor solution was fit to the data yielding a 

χ2 = 6370.54, p < .001, df = 4271 with RMSEA = 0.03 (90% confidence interval: 0.029 – 

0.032) and CFI = 0.85. The model fit indices are slightly below the threshold for good 

model fit, however this model represents the most acceptable model fit of all the tested 

solutions.  
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Table 8 

 

Internal Consistency of SMI Scales Before and After the Current Study 

 

 

      Scale          Initial Alpha Value          Final Alpha 

Value 

Criminal History        .703          .810 

Attitudes & Associates       .602         .690 

Psychiatric Symptomology       .840         .879 

Social Functioning        .774              .827 

Social Networking        .769         .790  

Substance Abuse        .800         .869 

Negative Affect        .836          .850 

Traumatic History        .836          .695 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Texas Tech University, Brieann Olafsson, August 2020 

 

 45 

 

Table 9 

 

Concurrent Validity: Pearson’s Bivariate Correlations for SMI Scales and Reference Measures 

 

  

     SMI Scale          CLCH      MCAA_Ent     MCAA_Assoc     MCAA_Int     MCAA_Viol     MCAA_CFI     

     

Criminal History              .04  .29**  .50**  .55**  .40**        .36** 

Antisocial Attitudes & Associates .65**  .44**  .45**   .76**  .50**        .38**     

Negative Affect   -.01  .21**  .26**  .25**  .23**        .12  

Traumatic History   .03  .08  .31**  .24**  .07        .10   

Substance Abuse   .02  .17**  .42**  .35**  .20**        .24**   

Social Functioning    .01  .30**  .20**  .33**  .19**        .22** 

Social Networking   -.04  .10  .11  .03  .07        .01 

Psychiatric Symptomology  .00  .26**  .28**  .29**  .23**       .21** 

Infrequency Scale   .01  .25***  .09  .25**  .07       .17** 

Note: ** p < .01, *** p < .001. 
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Table 9 (continued) 

 

Concurrent Validity: Pearson’s Bivariate Correlations for SMI Scales and Reference Measures 

 

  

     SMI Scale          PANAS_N      THS      DAST10      MHCSF      MPSSS    BSI_PSDI      PICTS_Cfr 

     

Criminal History                    .18**           .35**       .38** -.17**         .09 .18**  -.01 

Antisocial Attitudes & Associates       .13*   .13*         .28** -.16**         -.08     .13**  .00   

Negative Affect         .52**   .30**       .38** -.35**         -.21** .40**  .11*           

Traumatic History         .28**   .45**       .28** -.17**         -.16** .26**  .04    

Substance Abuse         .27**   .22**       .38** -.23**         -.09          .16**  -.02   

Social Functioning          .33**   .34**       .40** -.18**         -.27** .30**  .07    

Social Networking         .21**   .12       .08  -.15*            -.65**      .22**  .05 

Psychiatric Symptomology        .53**   .29**       .43** -.32**         -.23** .48**  .13**   

Infrequency Scale         .04    .15*       .05   -.06         -.11 .21**  .29** 

Note: ** p < .01, *** p < .001. 
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Table 10 

 

Convergent Validity: Pearson’s Bivariate Correlations for SMI Scales and Reference Measures 

 

  

     SMI Scale          PICTS_Pro      CLCH      BSI_IS      BSI_Dep      BSI_Anx      PANAS_P      PICTS_Cfr 

     

Criminal History        .64**              .02          .26**         .28** .28**         -.07  .00 

Antisocial Attitudes & Associates      .29**     .05          .21**    .23** .23**         -.08  .00              

Negative Affect        .27**     -.01          .59**    .69** .65**         -.23**  .11*   

Traumatic History        .13**     .03          .32**     .40** .42**         -.03  .04   

Substance Abuse        .23**     .02          .32**         .38** .35**         -.15*  -.02  

Social Functioning                                   .26**     .01          .41**         .49**            .46**         -.19*  .07 

Social Networking        .07      -.04          .20**         .25**            .19**           -.14*             .05 

Psychiatric Symptomology       .30**              -.04          .64**    .72**            .75**           -.24**  .29** 

Note: ** p < .01, *** p < .001. 
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Table 11 

 

Discriminant Validity: Pearson’s Bivariate Correlations for SMI Scales and Reference Measures 

 

  

     SMI Scale     CLCH   PANAS_POS          

     

Antisocial Attitudes & Associates             .05    -.08 

Psychiatric Symptomology   .02    -.24** 

Note: ** p < .01, *** p < .001. 
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CHAPTER 4 

DISCUSSION 

 This study aimed to explore the psychometric properties of the SMI, a measure 

developed to efficiently assess both criminogenic risk and mental health functioning in 

justice involved persons. Specifically, this study examined the convergent, concurrent, 

and discriminant validity of the SMI, as well as the factor structure.  

Reliability of the SMI Scales 

 In previous studies of reliability, the SMI scales demonstrated acceptable internal 

consistency values (Cronbach’s alpha = .60 - .84) and good test re-test reliability (r = .88) 

over a two-week period. In the current study, further support was provided for the 

reliability of the measure, with alpha values improving across all of the SMI scales, with 

the exception of the traumatic history scale (see table 9). The Criminal History and 

Antisocial Attitudes and Associates scales demonstrated the most significant 

improvements with an increase in alpha value of .11 and .09 respectively. It is unclear 

why the internal consistency of the traumatic history scale significantly decreased, 

however Tavakol and Dennick (2011) suggest several possible explanations including 

that the scale has too few number of items (n = 7), poor inter-item relatedness, and  the 

existence of heterogeneous constructs within a single scale.  Because alpha is directly 

influenced by scale length, having only seven items on this scale may contribute to the 

lower alpha value. Research by Briggs and Cheek (1986) suggested that calculating the 

mean inter item correlation of a scale with fewer than 10 items may be a more 

appropriate method for evaluating reliability as these values are not directly influenced by 

scale length (as an alternative to Cronbach’s alpha).  Briggs and Cheek suggest mean 
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inter-item correlations should be between .2 and .4 to ensure that scales are not overly 

redundant, yet maintain a sense of homogeneity. The inter item correlation for the 

Traumatic History scale was calculated to be .24, demonstrating evidence for adequate 

reliability of scores when scale length is not considered.  

Validity of the SMI Scales 

As hypothesized, the majority of the SMI scale scores were significantly 

positively correlated with more established measures of the same construct. Below is a 

summary of these findings by SMI scale.  

Traumatic History.  A significant positive relationship was found between the 

Traumatic History scale of the SMI and both a measure of historical trauma (THS; r = 

.65) and depression (BSI; r = .40),  demonstrating evidence for both concurrent and 

convergent validity. Clinicians may traditionally evaluate traumatic history with the THS, 

or other related trauma symptom checklists or inventories; however, in criminal justice 

settings, traumatic history can often be overlooked. This may be due to lack of resources 

(e.g., money, time, staff), the presence of higher priorities, or complexity of presenting 

concerns. The results of this study suggest that the SMI would allow clinicians and 

facilities to gather valid information about an individual’s traumatic history in order to 

integrate this information for trauma informed care, while not taxing already limited 

resources.   

Antisocial Attitudes and Associates. A significant positive relationship was found 

between the Antisocial Attitudes and Associates scale of the SMI and a measure of 

attitudes such as entitlement, antisocial associates, antisocial intent, violence, a 

quantification of associates (MCAA;   r = .38-.76) demonstrating evidence for concurrent 
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validity. Additionally, a non-significant relationship was found between the Antisocial 

Attitudes and Associates scale of the SMI and a measure of positive affect (PANAS 

Positive Affect Scale; r = -.08) providing evidence for discriminant validity. With respect 

to convergent validity, the SMI Antisocial Attitudes and Associates scale did not 

correlate with a measure of criminal versatility (CLCH; r = .05). This was unexpected as 

it was hypothesized that those with more antisocial attitudes and associates would have a 

more extensive criminal history, leading to higher CLCH score totals. The settings of the 

current study may have led to a restricted range (i.e., low criminal versatility) of CLCH 

total scores, suppressing the correlation coefficient and leading to non-significant results 

(Bland & Altman, 2011). Specifically, the individuals who participated in this study were 

housed in a county jail and were more likely to have been charged or convicted of a less 

severe offense, and have a history of committing less severe offenses of the same variety 

while individuals with more extensive and versatile criminal histories may be housed in 

more restrictive settings (e.g., prison). The majority of participants had lower CLCH 

scores and even when accounting for the high positive skew, the range of scores was 

significantly restricted (range = 2.27, SD = .37, variance = .14). It will be important to 

include more criminally diverse populations in future studies with the SMI to address this 

concern and further investigate this aspect of validity.  

To evaluate antisocial attitudes, clinicians in criminal justice settings may 

traditionally use the PICTS, CSS-M, or MOCTS, while more in depth information 

regarding associates requires the use of the MCAA. Together the total number of items 

created by these pairs of measures range anywhere from 72 to 130 items. The results of 

the current study support the use of the SMI to gather this information in a far more 
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efficient manner. While the SMI may not provide detailed information regarding the 

different types of criminal thinking styles or the strength or quality of criminal 

relationships as the measures above, results of factor analyses for the PICTS consistently 

identify one or two factor models as the most representative of the data (Walters, 2008) 

suggesting that this framework (e.g., one scale on the SMI) is sufficient. The current 

study provided support for the use of the SMI in this capacity; however, further 

investigation into the convergent validity of the scale is warranted.  

Criminal History. Surprisingly, the SMI Criminal History scale did not produce a 

statistically significant correlation with a measure of criminal versatility (CLCH ; r = 

.04). This could be a result of the restricted range of the setting used in this study 

(discussed above), the adaptation of the measure to be self-report, or may suggest that the 

Criminal History scale should be revised to be more inclusive of a wider variety of 

prevalent criminal offenses. A comparison of the SMI criminal history scale and the total 

number of historical offenses from the individual’s documented criminal history was not 

able to be completed due to lack of access to data as several facilities did not have the 

capacity (e.g., understaffed, restricted access to requested data) to accommodate for the 

proposed file review process; however, it is expected based on examination of the CLCH 

ratings, that this correlation would also be non-significant. Specifically, participants self-

reported historical criminal offenses on the CLCH, and previous research has shown that 

criminal justice involved individuals do tend to report this information accurately 

(Kroner, Mills, & Morgan, 2007), suggesting that the omitted analysis would have 

yielded similar results. When comparing SMI Criminal History scale scores and the 

average number of hours worked per week in the month prior to incarceration, results 
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were also not significant. While previous research has found a generally negative 

correlation between occupational attainment and criminal involvement, it is also 

important to consider the generally weak correlations produced in these studies. The non-

significant findings in the current study may also be due to the way in which occupational 

attainment was measured (operationalized as hours worked per week in the month prior 

to incarceration).  

Criminal History information in justice settings is typically gathered via one’s 

offense history, however this process can be cumbersome for large populations. The SMI 

capitalizes on previous findings that suggest individual’s self-report of this information is 

generally accurate and provides an efficient snapshot of one’s criminal past. The current 

study provided some support for the use of the scale in this capacity; however, additional 

investigation is still needed with respect to concurrent validity.  

Negative Affect. A significant relationship was found between the Negative Affect 

scale of the SMI, a measure of similar negative affective states (PANAS Negative affect; 

r = .52) and a measure of self-esteem/self-concept (BSI Interpersonal Sensitivity; r = .59), 

demonstrating evidence for concurrent and convergent validity.  Many clinicians tend to 

focus primarily on the assessment of depression (over other negative affective states) due 

to its prevalence relative to other disorders (Teplin, 1990; Teplin, Abram, McClelland, 

1996), and may use measures such as the Beck Depression Inventory Second Edition 

(BDI-II; Beck, Steer, and Brown, 1996), the Depression Hopelessness and Suicide 

Screening form (DHS; Mills & Kroner, 2004), or the Center for Epidemiological Studies 

– Depression Scale (CES-D; Radloff, 1977) to do so. More holistic measure of negative 

affective states include the PANAS and the Profile of Mood States – Second Edition 
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(POMS2; Heuchart & McNair, 2012). In criminal justice settings, assessment in this 

domain may be limited to inquiring about suicidal and homicidal ideation to ensure 

immediate safety, however additional clinical information regarding negative affective 

states (e.g., if the person is not experiencing suicidal ideation, but is still experiencing 

depressive symptoms) is crucial to informing treatment and additional service provision. 

The current study provided support for the use of the SMI Negative Affect scale to 

provide information about the presence of depressive symptoms and other prevalent 

negative affective states (e.g., anger).  

Psychiatric Symptomology. A significant relationship was found between the 

Psychiatric Symptomology scale of the SMI, a measure of positive symptoms and related 

impairment (BSI Positive Symptom Distress; r = .48) and a measure of severe emotional 

disorders (PICTS Confusion-Revised; r = .69), demonstrating evidence for concurrent 

and convergent validity. A  non-significant relationship between the Psychiatric 

Symptomology scale of the SMI and a measure of criminal versatility (CLCH, r = .02) 

also provides evidence for discriminate validity. Many clinicians use symptom checklists 

or inventories such as the BSI or SCL-90 to capture mental health symptoms and 

functioning, and although these measures are accepted as reliable and valid, they can be 

costly when considering the typical volume of the facility (e.g., one administration of the 

BSI or SCL-90 costs approximately 69 cents not including supportive materials used to 

score the measure) and the need to utilize additional measures in order to fully inform the 

individual’s treatment (i.e., also requires the use of a risk/need measure). These measures 

also tend to be lengthy with 53 and 90 items comprising the BSI and SCL-90, 

respectively. The SMI has demonstrated the capacity to capture several severe symptom 
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profiles of interest (e.g., psychotic symptoms) in a valid manner, thus reducing the 

burden on facility staff and client, as well as providing meaningful data to clinicians for 

treatment and service provision.  

Social Networking. A significant relationship was found between the Social 

Networking scale of the SMI, a measure of perceived social support (MSPSS; r = -.65) 

and a measure of positive affective states (PANAS Positive Affect scale; r = .-.14) 

demonstrating evidence for concurrent and convergent.  Social networking, or one’s 

ability to maintain pro-social and productive relationships with individuals in the 

community, is most often assessed from a risk perspective. For example, one of the most 

popular risk/need assessments used in this setting, the LSI-R (Hubbard, Travis, & 

Latessa, 2001), includes key domains titled ‘companions’ and ‘family/marital.’ Social 

networking is typically approached from an antisocial associates lens; however, it is 

important to consider other aspects of one’s social functioning, specifically protective 

factors such as perceived social support (Cauce, Mason, Gonzales, Hiraga, & Liu, 1996; 

Fitzpatrick, 1997; Fonagy, Target, Steele, & Steele, 1997; Stouthamer-Loeber et al., 

1993). The current study provided support for the use of the SMI as a measure of social 

functioning, capturing an important risk and protective factor against recidivism. 

Social Functioning. A significant relationship was found between the Social 

Functioning scale of the SMI, a measure of social well-being (MHCSF; r = -.18), and a 

measure of self-esteem/self-concept (BSI Interpersonal Sensitivity; r = .41), providing 

support for concurrent, and convergent validity. A significant relationship was also found 

between the SMI Social Functioning scale and a measure of hostility (BSI Hostility ; r = 

.41), however it was positive, which is opposite of the expected direction. This suggests 
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that as one experienced more dysfunction in their ability to meaningfully contribute to 

society, levels of hostility also increased. Perhaps this is less unexpected than originally 

thought as previous research has suggested that individuals who are educated and able 

bodied, yet unemployed, may experience significantly higher levels of hostility when 

compared to their employed counterparts (Barefoot et al., 1991; Singh, Kumari, & Singh, 

1992). Furthermore, it is not unreasonable to suggest that impaired or social dysfunction 

leads to feelings of hostility.  

Number of hours worked per week in the month prior to incarceration was not 

significantly correlated with current Social Functioning scores (r = -.02). This is 

potentially due to the temporal incongruency of the comparison, suggesting that current 

social functioning may be significantly impacted by adjustment during incarceration, 

especially in correctional settings characterized by relatively brief periods of stay (e.g., 

jail). This may also be due to the exploratory nature of the hypothesis suggesting no 

correlations exists for this relationship.  

Similar to social networking, social functioning is typically evaluated from a risk 

perspective, comprising two key domains of the LSI-R, titled ‘leisure/recreation’ and 

‘education/employment’. These needs are typically deemed lower priority as they are 

related to post-release behaviors rather than institutional success, however, these domains 

have been identified as important contributors to predicting overall recidivism (Andrews 

& Bonta, 2006).  The SMI has demonstrated the ability to inform clinical decision 

making and treatment goals for factors proven to contribute to recidivism.  

 Substance Abuse. A significant relationship was found between the Substance 

Abuse scale of the SMI, a measure of drug and alcohol use (DAST-10; r = .75), and a 
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measure of anxiety (BSI anxiety scale; r = .35), demonstrating evidence for concurrent 

and convergent validity. The SMI provides important diagnostic and treatment related 

information, including potentially clinically important differential diagnostic information, 

for clinicians and has demonstrated the capacity to do so in a valid manner.  

 Infrequency Scale. A significant relationship was found between the Infrequency 

scale of the SMI and a measure of careless responding (PICTS Confusion-Revised; r = 

.29), demonstrating evidence for concurrent validity. This provides preliminary support 

for the use of the scale to gather information about test taker random responding. The 

infrequency scale of the SMI warrants further investigation, specifically related to its 

ability to accurately discern between specific test taking attitudes. For example, 

individuals within the justice system may attempt to present themselves in a more or less 

favorable manner for purposes of secondary gain (i.e., malingering, “faking bad” or 

“faking good”) and many measures used with this population include a method for 

detecting these test taking attitudes. Thus a study exploring participant response style 

(e.g., valid responders, responders instructed to fake good, responders instructed to fake 

bad) will be an important next step. 

Factor Structure 

Contrary to previous preliminary findings in which the theoretical model (i.e., 

factors load to their expected theoretical domain) demonstrated good model fit (Olafsson, 

2017), a comparison of a three factor and eight factor theoretical model revealed that 

neither model demonstrated good fit. Between the two models, the three-factor model did 

prove to better fit the data than the eight-factor model; however supplementary analysis 

were preformed to investigate the possibility of a better fitting model.  
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Continuing to follow a theoretical approach, two and four factor models were 

assessed. The two-factor model followed the bifurcated hypothesis of psychopathology 

(Carragher, Krueger, Eaton, & Slade, 2015) suggesting that the SMI may best be divided 

into externalizing and internalizing symptoms. The four-factor model built on the existing 

three factor model, yet highlighted the importance of substance abuse as its own factor 

and was thus separated out from the “other” factor in the three-factor model. The two and 

four-factor models revealed similar fit indices as the three and eight factor models; 

however, the four-factor model yielded the best fit of all the models investigated. While 

the four-factor model still did not meet statistical criteria for acceptable model fit, it is 

hypothesized that this model may be the most appropriate conceptualization for the data. 

Several hypotheses can be made as to why the factor structure of the measure 

remains uncertain. Perhaps the population in this sample, specifically the inclusion of 

only inmates in a jail setting, limited the fit of the data. Specifically, the range of data 

available (e.g., severity of criminal history, number significant mental health symptoms) 

was more restricted in the current study which could have led to the incongruence with 

previously theoretically prescribed models. It is also possible that a significant difference 

exists between the statistical and theoretical fit of the SMI tenants. While this is not ideal, 

it is important to determine whether this is accurate to better inform the use of the 

measure in both clinical and research settings.  

Limitations  

This study has several limitations that must be considered when interpreting and 

considering the results. First, the sample used in the study was made up of only adult 

male inmates within Texas, which limits the generalizability and applicability of the 
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instrument in real world settings. Research has previously supported the idea that male 

and female inmates may have different risk factors (Salisbury, Van Voorhis, & 

Spiropoulis, 2009; although this appears to be increasingly questionable, see Van Horn, 

2019), with subsequently different treatment needs, so it will be important to continue 

research with the SMI to examine psychometric properties with populations other than 

adult males (e.g., women offenders, juveniles).  Additionally, different risk/need factors 

may be more salient for juvenile delinquency (Mulder, Brand, Bullens, and Van Marle, 

2011), further highlighting the need to diversify the population of interest with this 

measure. Lastly, the inmates in this study were all localized within one southern state 

which creates important considerations surrounding generalizability of data from a 

restricted setting and potential confounds related to regionality.  

Second, one of the measures (e.g., the Cormier Lang Criminal History measure) 

was employed outside of its intended means, transforming the measure into a self-report 

instrument and using it as an avenue to collect the individual’s criminal history. This 

takes the measure out of its intended and supported use, which may have implications for 

the validity of data collected with this tool. While self-report is generally an acceptable 

means of collecting data (Del Boca & Noll, 2000), the monomethod bias of data 

collection in this study could be constraining results, such that supporting intuitional 

records may provide more rich and meaningful data. The length of the battery proved to 

be difficult for many participants to complete. Although the battery was constrained and 

the study was designed in a way that minimized the number of items each participant 

completed, the length of the battery could have been perceived as cumbersome by some 

participants, potentially leading to variations in the quality of data collected. Consistent 
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with this, less than 25% of individuals who were provided the recruitment script agreed 

to engage in the formal informed consent process, 90  individuals who participated in the 

informed consent process decided not to participate further, and 31 participants 

completed at least  one of the measures before  dropping out of the study. With respect to 

missing data, variables ranged from .3%-2.0% missingness with MHCSF items most 

often left blank. Data from a total of 50 participant measures (pairwise deletion) had to be 

removed from analyses to account for missingness. This suggests that individuals who 

did not drop out of the study, completed most of the measures with fairly low rates of 

missingness across measures. Lastly, the division of the participants into two groups (and 

the associated division of measures across these groups) limited analyses such that 

correlations were unable to be made with the total sample.  

Implications & Treatment Recommendations 

Despite these limitations, the SMI has the potential to increase the efficiency of 

assessment procedures in criminal justice settings by assessing for both aspects of 

criminogenic risk and mental health functioning in one measure.  Using the SMI also 

decreases the resources needed for effective assessment, both in terms of time and cost, 

as the SMI does not require extensive interpretation. The ultimate goal of the SMI is to 

aid in treatment planning and the effective provision of services by highlighting 

empirically supported risk factors and important aspects of inmate mental health 

functioning. Relevant clinical interpretations and intervention strategies are summarized 

below. It is important to not only consider the implications and recommendations for 

each scale individually, but also in conjunction with related and interacting constructs 

from other SMI scales. Similar to assessment interpretation methods in which scale 
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profiles are developed (e.g., MMPI-2), elevated SMI scale scores should be considered 

with respect to one another. Important relationships between scale scores are highlighted 

throughout the paragraphs below.  

Traumatic History. Elevated scores on the Traumatic History scale should be used 

to support the use of trauma-informed care (including addressing the responsivity 

principle from the Risk-Need-Responsivity theory) and to identify a potentially 

noteworthy treatment element. Individuals with extensive histories of trauma may also 

have difficulty with institutional adjustment (Islam-Zwart & Vik, 2004). Elevated scores 

on other SMI scales (i.e., substance abuse, negative affect) should be considered in 

conjunction with the individual’s Traumatic History scale score to further inform 

treatment planning and management strategies. 

Antisocial Attitudes and Associates. Elevated scores on the Antisocial Attitudes 

and Associates scale should warrant the use of a Cognitive Behavioral (CB) framework 

to highlight the occurrence and implications of antisocial cognitions, skills for 

challenging these maladaptive thoughts, and facilitate an understanding of the 

ramifications of antisocial associates. CB skills should be used not only to eliminate the 

presence of negative attitudes and associates, but should also be used to facilitate 

prosocial associates and strengthen prosocial attitudes. It should also be noted that 

individuals who score high in this domain may tend to be treatment resistant (Chambers, 

Eccleston, Day, Ward & Howells, 2005).  

Criminal History. Elevated scores on the Criminal History scale should highlight 

the potential for more frequent acting out behaviors (Adams, 1992) which may lead to 

increased difficulty with institutional adjustment. Individuals with higher Criminal 
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History scores may also require increased levels of intervention (consistent with the RNR 

model) and more direct focus on risk reduction strategies. Elevated scores on other SMI 

scales, such as the Antisocial Attitudes and Associates scale, should be anticipated and 

taken into consideration to further inform the individuals treatment plan.  

Negative Affect. Elevated scores on the Negative Affect scale should initiate 

enrollment in basic mood regulation and distress tolerance interventions more generally. 

Item level analysis of the scale will provide information about specific individual 

dysfunction (e.g., anger versus depression) and can be used to inform treatment 

programming. Choosing interventions that utilize a CB framework will also allow for 

maximization of therapeutic benefit for reducing depressed mood (Andrews & Bonta, 

2006). Attention to comorbidities and other elevated scale scores will also provide 

information regarding necessary dosage of treatment. Infrequency scale scores should 

also be considered with respect to potential malingering and feigning attempts depending 

on the context of the encounter. 

Psychiatric Symptomology. Elevated Psychiatric Symptomology scale scores 

should allow for the immediate initiation of services aimed at symptom reduction. 

Importantly, Substance Abuse scale scores should also be examined to determine 

comorbidities and potential interacting effects depending on the timeline of contact with 

the individual (e.g., if used in an intake setting where the patient was previously or is 

currently in the community, substance induced psychosis may be a consideration). These 

individuals may require more frequent intervention initially to monitor symptoms and 

facilitate services with other professional divisions (e.g., psychiatry). Infrequency scale 
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scores should also be considered with respect to potential malingering and feigning 

attempts depending on the context of the encounter.  

Social Functioning. Elevated Social Functioning scale scores indicate a lack of 

involvement in activities known to reduce the risk of recidivism. Individuals may benefit 

from interventions aimed at enhancing already existing resources or exploring avenues 

for involvement (e.g., community support groups, employment agencies, volunteer 

opportunities). Involvement in pro-social school and work activities has been shown to 

significantly reduce recidivism (Wooditch, Tang, & Taxman, 2014), suggesting that 

vocational or educational programming may also be effective in addressing deficits in 

social deficits broadly defined. Additional therapeutic support may be beneficial in 

addressing motivations for change and any resistance towards the development of these 

resources.  

Social Networking. It is important to note that items on this scale are reversed 

scored such that elevated scores on the Social Networking scale indicate the lack of pro-

social and supportive relationships for the individual, another important factor considered 

in recidivism risk reduction. Elevated scores should initiate services aimed at the 

development of strong and successful relationships that are also supportive in nature. 

Although the individual may not necessarily have high affiliations with antisocial others, 

the buffering model of social support states that individuals who lack a strong social 

support system may experience many aversive psychological consequences (Cohen, 

1985).  

Substance Abuse. Elevated scores on the Substance Abuse scale should suggest 

interventions focused on relapse prevention planning that also consider the social context 
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of the client. In addition to more focused substance abuse services, holistic psychiatric 

services for potential comorbidities should be considered. An individual’s readiness for 

change will be an important factor in treatment planning and programming for this 

domain, as many individuals have low motivation for treatment and may lack insight into 

the negative effects of substance use (DiClemente, 1999). 

Infrequency Scale. Elevated scores on the Infrequency scale should trigger an 

evaluation of test taking attitudes. The profiles for individuals who endorse more than 

two infrequency scale items should be reviewed and flagged for potential random 

responding as the item endorsement rate for each of these four items was less than nine 

percent in a clinical sample.  

Directions for Future Research 

Future research with the SMI should focus on the generalizability of the measure 

by collecting data from diverse samples (e.g., females, juveniles) and comparing these 

psychometric properties with those gathered from the current study. It will be important 

to ensure that the measure has appropriate psychometric properties for a diverse sample 

of CJ involved individuals, as research has supported the idea that the risk/need factors 

may vary for each population. The current results provide generous support for 

psychometric properties of the SMI with male CJ involved populations, however types of 

validity across several scales (e.g., discriminant validity of the traumatic history scale) 

and across the measure as a whole (e.g., predictive validity) were not able to be 

investigated due to size of the current study. The clinical utility of the Infrequency scale 

of should also be investigated. While not heavily explored in the current study, this scale 

was designed to provide information about an individual’s test taking attitudes, however 
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the full effectiveness has yet to be determined. A simulation study may be useful in 

determining whether this scale may also be used to provide information regarding 

response style bias and other important profile validity domains. Next, the factor structure 

of the measure still leaves several questions. While the four-factor model was determined 

to be the best fitting model, the model fit indices were slightly below the significant level, 

suggesting that perhaps further confirmatory factor analyses should be considered with a 

large population. Lastly, it will be critical for next steps to focus on the development of 

norms for CJ and CJ-PMI populations to allow for clinical interpretations and the use of 

the SMI for treatment planning purposes as outlined above.  

Conclusion 

 The SMI was designed to facilitate the matching of CJ involved individuals with 

services with an emphasis on mental health functioning and criminogenic need. The 

current study aimed to evaluate the psychometric properties of the measure, specifically 

examining internal consistency of the scale, concurrent, convergent, and discriminant 

validity, and the factor structure of the measure. Results suggest the SMI is a reliable and 

valid measure across many of the domains assessed and supports the use of a four-factor 

model (i.e., mental health functioning, criminogenic need, substance use, other). Future 

research should continue to evaluate the psychometric properties of the SMI with various 

diverse populations, and facilitate the development of norms for these populations. The 

SMI has the potential to be a helpful tool for not only assessment of current functioning 

but also treatment planning and service provision with elevated scale cores signifying a 

variety of intervention strategies. The SMI is an effective self-report measure that 
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eliminates the need for multiple risk and need measures and reduces burden on staff, CJ-

PMI, and already limited resources.  
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APPENDIX A 

EXTENDED LITERATURE REVIEW 

It is well known that individuals with mental illness are overrepresented in the 

criminal justice system. These individuals are up to three times more likely to end up 

incarcerated than they are to receive treatment in a psychiatric facility (Abramsky & 

Fellner, 2003). 

This is in spite of the fact that the overall prison population is decreasing. For 

example, in 2016 the incarceration rate was found to be the lowest it has been in over 20 

years (Kaeble & Cowhig, 2018). Although there has been a decrease in the number of 

individuals incarcerated, rates of mental illness in this population are seemingly 

increasing. This is potentially due to an increased focused on mental illness within the 

criminal justice system, the development and utilization of diagnostic screening tools, 

and an overall increase in the availability of mental health services (Nurse, Woodcook & 

Ormsby, 2003).  In 2009, it was estimated that 14.5% of male inmates suffered from 

some form of mental illness (Steadman, Osher, Robbins, Case & Samuels, 2009). In 

2014, a meta-analysis was conducted to review prevalence rates of mental illness in U.S 

state prisons and found that 10 percent of inmates reported suffering from serious mental 

illness (e.g., schizophrenia, major depression, bipolar disorder) and 31 percent of inmates 

reported suffering from others forms of mental illness (Prins, 2014). Although these 

estimates have significant variability, the number of mentally ill individuals within 

correctional facilities continues to increase, far exceeding the rate of mental illness in the 

community and inpatient psychiatric facilities (Abramsky & Fellner, 2003; Brinded, 

Simpson, Laidlaw, Fairley, & Malcolm, 2001; Fazel & Danesh, 2002; Raphael & Stoll, 
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2013). Consequently, prisons and jails have become some of the largest mental health 

care providers in the nation despite their lack of resources (Steadman, Morris, & Dennis, 

1995, Pogrebin, 1982).  

Treating PMI in the Criminal Justice System 

While treatment of offenders with mental illness has historically focused 

primarily on factors related to mental health, it has been shown that persons with mental 

illness (PMI) who are involved in the criminal justice system share psychiatric symptoms 

with PMI that are not criminal justice involved (Morgan et al., 2010; Gross & Morgan, 

2013), and share criminal risk comparable to offenders that are not mentally ill (Morgan 

et al., 2010; Wolff et al., 2013; Wilson et al., 2014; Gross & Morgan, 2013). Similarly, it 

is estimated that 9 in 10 persons with mental illness become involved in the criminal 

justice system for reasons unrelated to their mental illness, suggesting that these 

individuals bear aspects of criminality that are supportive of a criminal lifestyle (Skeem, 

Manchak, & Peterson, 2011). Therefore, in order to effectively reduce risk of recidivism, 

both the individual’s mental illness and criminogenic risk must be addressed (Draine et 

al., 2002; Morgan et al., 2010).  For example, in a study of 248 men diagnosed with 

schizophrenia, Hodgins and colleagues (2007) found that individuals who received 

comprehensive treatment of both their mental illness and criminal risk had better 

outcomes than individuals who received treatment that only targeted their mental illness. 

Specifically, individuals who received comprehensive treatment reported significantly 

lower levels of both positive and negative symptoms, and engaged in lower rates of 

aggressive behavior. 



Texas Tech University, Brieann Olafsson, August 2020 

 

 88 

Relevant to the issue of treating co-occurring issues of mental illness and criminal 

risk, the Risk Needs Responsivity model (RNR) was developed to guide offender 

assessment and treatment (Andrews, Bonta, & Hoge, 1990).  The RNR model lays out 

three basic principles to effectively reduce recidivism. First, the risk principle states that 

the offender’s level of service should be matched to their risk of re-offending. In other 

words, low risk offenders should receive lower intensity services and higher risk offender 

should receive higher intensity services. The risk principle also highlights the fact that the 

greatest reduction of recidivism risk is generally found in higher risk offenders. 

Particularly, Andrews and Bonta (2006) found that when services were appropriate 

matched to offender risk, recidivism risk reductions were approximately 3 percent for 

low risk offenders, and 10 percent for high risk offenders. Furthermore, in a review of a 

Canadian corrections program, Bonta, Wallace-Capretta, & Rooney (2000) examined the 

empirical relationship between offender risk level and the associated treatment intensity 

in a sample of 54 recently released prison inmates mandated to treatment (high risk), 17 

offenders on probation referred for treatment (low risk), and 100 offenders in a no 

treatment comparison sample, and found that when risk is appropriately matched to 

intensity there is on average a 15 percent reduction in recidivism. Additionally, when the 

risk principle is violated and low risk offenders are matched with higher treatment 

intensity, criminal behavior can actually increase and recidivism rates more than doubled 

(32%). Therefore, it is important to adhere to this principle not only to maximize risk 

reduction, but also to prevent an adverse increase in criminal behavior.  

Next, the need principle states that criminogenic needs should be assessed and 

targeted in treatment. Andrews and Bonta (2006) classified these needs and developed 
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the ‘Central Eight’ risk/need factors. In this model, criminogenic needs are defined as 

dynamic risk factors that directly influence criminal behavior. These risk/need factors are 

further divided into the ‘big four’ (i.e., antisocial attitudes, antisocial associates, 

antisocial personality traits, and criminal history) which are the factors most predictive of 

recidivism, and the ‘moderate four’ (i.e.., substance abuse, family/marital relationships, 

school/work, and leisure/recreation In a review of eight meta-analyses summarizing these 

risk/need factors, Andrews & Bonta (2010) calculated the grand mean predictive validity 

(r) for the big four (r=  0.26; 95% confidence interval (CI): 0.13-0.20), moderate four (r 

= 0.17; 95% CI: 0.13-0.20), and other minor risk/need factors (r = .03; 95% CI: -0.20-

0.80). Focusing treatment on criminogenic needs has been shown to greatly reduce risk of 

recidivism, while programs that concentrate on non-criminogenic needs have been shown 

to have little effect on recidivism rates, and in some cases have increased the offender’s 

risk (Andrews & Bonta, 2006; Dowden & Andrews, 2000). For example, in a study of 66 

community based correctional programs with over 5,500 individuals, Lowenkamp, 

Pealer, Smith & Latessa (2006) found that programs that primarily referred individuals to 

treatment programs that focused on criminogenic needs effectively reduced recidivism on 

average by 11 percent, while programs that primarily referred individuals to treatment 

programs that focused on non-criminogenic needs (e.g., vague emotional concerns, self-

esteem, physical health) increased recidivism on average by 3 percent.  

Finally, the responsivity principle states that treatment should be tailored to 

individual needs and characteristics. This can take a general approach (i.e., type of 

treatment, style of programming) or be more specific to the offender (i.e., individual 

learning style, ability). Generally, cognitive behavioral approaches have garnered the 
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greatest support in correctional settings (Antonowicz & Ross, 1994; Dowden & Andrews, 

1999; Lipsey, 1995). On a more individual level, Hubbard (2007) investigated personal 

factors thought to be related to responsivity (e.g., gender, ethnicity, age) in a sample of 

442 men and women with various levels of criminal justice involvement (i.e., residential 

treatment facility, halfway houses) all receiving a structured cognitive-behavioral 

treatment program. Specifically, the author examined factors related to treatment 

completion, re-arrest, and re-incarceration. Results found no significant factors related to 

treatment completion, however, gender, and Level of Service Inventory-Revised scores 

(LSI-R: an assessment tool used to evaluate risk/needs) were significantly correlated with 

re-arrest and re-incarceration. While LSI-R scores provide support for the risk principle, 

these findings also highlight the importance of one important factor for responsivity, 

gender, and illustrate how the effectiveness of programming can vary for male and 

female offenders.  

When these principles are adopted together, the decrease in recidivism risk is 

substantial. In a review of 80 studies with 154 effect sizes, Andrews and colleagues 

(1990) found that adherence to all three RNR principles had a mean effect size of .30 (phi 

coefficient), and treatment programs that did not adhere to these principles were found to 

be detrimental to recidivism with a mean effect size of -.06. Additionally, the RNR model 

has been found to be applicable to a wide range of treatment settings and populations 

including community and inpatient settings with juveniles, women, minorities, and even 

sex offenders (Andrews & Bonta, 2006; Andrews et al., 1990; Dowden & Andrews, 

1999; Hanson, Bourgon, Helmus, & Hodgson, 2009).  



Texas Tech University, Brieann Olafsson, August 2020 

 

 91 

These risk factors have also been found to be predictive of crime in individuals 

with mental illness. Although these individuals present with a unique trait (i.e., mental 

illness) this has not been found to be predictive of reoffending, rather antisocial 

personality disorder, criminal history, and juvenile delinquency represent the most 

prominent predictors in this population (Bonta, Law, & Hanson, 1998). In a matched 

sample of 221 parolees with and without mental illness Skeem and colleagues (2013) 

examined the validity of the general criminal risk factors (i.e., the central eight) for 

individuals with mental illness. Risk was operationalized via risk assessment scores from 

the Level of Service Case Management Inventory (LS/CMI) and scores on the Historical-

Clinical-Risk Management-20 (HCR-20). It was found that that the presence of mental 

illness did not moderate the predictive utility of these instruments for recidivism, 

providing support for the need principle for offenders with mental illness. Similarly, Gray 

and colleagues (2004) reported comparable results in a study of 314 mentally disordered 

offenders, finding that well established measures of recidivism risk (e.g., HCR-20, 

PCL:SV, OGRS) are equally as effective when used with offenders with mental illness. 

Specifically, the HCR-20 and PCL:SV appeared to be roughly equivalent in their 

predictive ability, producing medium effect sizes (d = .35 and .54 respectively) while the 

OGRS demonstrated superior predictive ability with a large effect size (1.28).  This 

further supports the notion that mental illness alone does not represent a significant risk 

factor, rather risk is better explained by the variables the compose the central eight, 

namely antisocial attitudes, antisocial cognitions, and substance abuse (Link, Andrews, & 

Cullen, 1992; Swanson, Borum, Swartz, & Monahan, 1996).  
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Assessment of Mental Illness & Criminal Risk – Current Practices  

Consistent with the principles of RNR, in order to effectively treat CJ-PMI, 

mental illness and criminal risk must be assessed and potentially identified as treatment 

targets (Morgan et al., 2012). In other words, we must first effectively assess offender 

needs in order to formulate effective treatment and match offenders with appropriate 

services. Although the American Psychological Association (APA) advises that 

correctional facilities provide some kind of mental health screening; these processes vary 

between facilities and current assessment recommendations require the use of multiple 

assessments to gather the information necessary (i.e., information related to criminal risk 

and mental illness) to compose a comprehensive treatment plan (Bonta, 2002; Osher, 

Scott, Steadman, & Robbins, 2006; Thigpen, Solomon, Keiser, & Ortiz, 2004). In 

correctional samples there are several well-developed measures to assess mental illness 

or psychopathology. Examples of frequently used measures are briefly described here. 

The Millon Clinical Multiaxial Inventory-III (MCMI-III; Millon, 1994) a 175 item self-

report measure of personality and psychopathology often used to identify the presence of 

personality disorders or major clinical syndromes. The Symptoms Checklist 90-Revised 

(SCL-90; Derogatis, 1994) is a 90 item self-report measure of a broad range of 

psychiatric symptoms. The Brief Symptom Inventory (BSI; Derogatis, 1993) is a 53 item 

self-report measure (abbreviated from the SCL-90) used to efficiently quantify patient 

symptoms and make diagnostic and treatment related decisions. The Referral Decision 

Scale (RDS; Teplin & Swartz, 1989) is a rapid screening tool used to detect mental 

illness, specifically major mood disorders and schizophrenia, in jail inmates. Similarly, 

the Brief Jail Mental Health Screen (BJMHS; Steadman, Scott, Osher, Agnese & Robins, 
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2005) is a screening tool used in jail settings to determine the need for further mental 

health assessment. The Minnesota Multiphasic Personality Inventory-2 (MMPI-2; 

Butcher, Graham, Tellegen, & Kaemmer, 1989) is a 567 items self-report comprehensive 

measure of personality and psychopathology.  Lastly, the Personality Assessment 

Inventory (PAI; Morey, 1996) is a 334 item self-report measure of personality and 

psychopathology that assesses for features of 11 different clinical constructs.   

Additionally, many reliable and valid assessments of criminality are available to 

assess characteristics such as antisocial thought patterns, antisocial behaviors, criminal 

thinking styles, and criminal attitudes. Examples of frequently used measures are briefly 

described in the following paragraph. The Measure of Criminal Attitudes and Associates 

(MCAA; Mills, Kroner & Forth, 2002) is a two-part self-report measure aimed that 

gathering information about an individual’s association with criminal friends and the 

degree to which they hold antisocial attitudes. The Psychological Inventory of Criminal 

Thinking Styles (PICTS; Walters, 1995) is an 80 item self-report measure of thinking 

styles that support a criminal lifestyle. Similarly, the Criminal Sentiments Scale-Modified 

(CSS-M; Shields & Simourd, 1991) is a 22 item self-report measure that gathers 

information about an individual’s criminal thought content. The Measure of 

Criminogenic Thinking Styles (MOCTS, Mandracchia & Morgan, 2011; Mandracchia, 

2013) is a 70 item-self report measure used to identifying maladaptive behaviors and 

thinking styles supportive of criminal behavior. The Level of Service Inventory Revised 

(LSI-R; Andrews & Bonta, 1995) is an actuarial risk assessment tool used to identify 

offender risk/needs for recidivism, theoretically consistent with the central eight. The 

Psychopathy Checklist Revised (PCL-R; Hare, 1991) is an assessment tool used to 
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evaluate personality traits and recorded behaviors to assess for the presence of 

psychopathy in individuals. Collectively, these measures allow correctional and mental 

health professionals to identify an individual’s psychiatric and criminogenic needs in 

order to distinguish factors that make them more susceptible to recidivism. 

Although a combination of these measures allows for a comprehensive assessment, it 

requires extensive resources (e.g., finances, time, training) on behalf of both the facility 

and the offender. Therefore, it seems reasonable to suggest that the field of correctional 

and criminal psychology,  

would benefit from a single measure that effectively and efficiently integrates assessment 

of both mental illness and criminal risk. The Services Matching Instrument was 

developed to achieve this goal.  

Development of The Services Matching Instrument 

 The SMI was developed by Morgan, Kroner, and Mills (2015) to target the dual 

constructs of mental illness and criminality with the intent of matching the needs of 

criminally justice involved persons with mental illness with appropriate services. The 

SMI was based on a theoretical approach to recidivism reduction, and highlights specific 

constructs empirically tied to an offender’s recidivism risk (i.e., substance abuse, 

antisocial associates, antisocial attitudes, occupational functioning, problem solving 

skills, resilience) and mental health (i.e., symptoms of mental illness, social support). The 

developers then generated a pool of relevant items to assess each of these constructs. 

Some items were inspired by existing measures (e.g., antisocial associates questions 

based on MCAA) while other items were uniquely drafted to target constructs through 

common symptoms or occurrences (e.g., substance abuse questions utilized DSM criteria 
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to gather information with items such as “I get high or drunk often”).  Throughout this 

process, several constructs were revised in order to form a comprehensive measure of 

criminality and mental illness (e.g., social support and occupational functioning were 

transformed to formulate social networking and social functioning, mental illness was 

divided into more specific symptom profiles such as negative affect and psychiatric 

symptomology). Additionally, through further research of important constructs, some 

domains were added (e.g., traumatic history) in order to further inform the measure. A 

final list of all generated items was compiled and the SMI consisted of 197 true-false 

items that produced eight theoretically derived clinical subscales: traumatic history, 

antisocial attitudes and associates, criminal history, psychiatric symptomology, social 

networking, social functioning, substance abuse, negative affect.  

Through a series of studies, the original SMI was revised to improve the 

reliability and validity of the measure. Specifically, Study 1 aimed to revise item content, 

and provide preliminary evidence for measure reliability (i.e., internal consistency). In 

this study, the SMI was administered to 66 adult males within a residential treatment 

center for offenders on probation as part of a larger study. Analyses were conducted to 

eliminate and revise items, such as looking at the endorsement rate of items to ensure that 

questions were not worded in a way that affected responses, examining questions that 

contained negative wording or the use of absolutes, and items with excessive length. 

Additionally, the items within each scale were compared to each other to ensure an 

adequate strength of association, or cohesion within the construct. Lastly, the internal 

consistency of each scale was calculated using Cronbach’s Alpha coefficients. These 

procedures reduced the SMI from 197 items to 158 items with no changes to the clinical 
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scales. Final alpha coefficients (displayed in Table 1) ranged from .76 to .93 for the 

subscales.  

 The purpose of Study 2 was to complete the development phase by further 

reducing the total number of items, and providing further evidence of reliability through 

examining the test re-test reliability and reevaluating the internal consistency of the 

subscales. In this study, the SMI was administered to 185 adult males from a residential 

treatment facility for offenders on probation. Item content was reduced by repeating the 

process outlined in Study 1, and through the use of several confirmatory factor analyses 

(CFAs; process outlined in Table 2). The internal consistency of each scale was then 

recalculated using Cronbach’s Alpha coefficients. Lastly, the test re-test reliability of the 

SMI was calculated over a two-week interval. These procedures further reduced the SMI 

from 158 items to 94 items, while maintaining the same theoretical structure. After 

examining the endorsement rate of all items in the measure, four items endorsed at a rate 

of less than nine percent were isolated to construct an infrequency scale and provide 

information about test taking attitudes. Individuals who endorse more than one of these 

four rarely endorsed items may not be attending to item content, therefore their profiles 

should be reviewed with caution. This is similar to the MCMI-III which contains a 

validity scale (V) of improbable items that when endorsed,  result in questionable validity 

of the profile. Final alpha coefficients (displayed in Table 3) ranged from .60 to .84 for 

the subscales.  Test re-test reliability was calculated using Pearson’s correlation 

coefficients and the SMI demonstrated acceptable test re-test reliability with a coefficient 

of .88 (displayed in Table 4).  
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 The purpose of Study 3 was to analyze existing data from Study 1 to provide 

preliminary evidence of concurrent validity. In Study 1 participants completed the SMI, 

as well as several measures as part of a larger study (e.g., BSI, PDQ4-ASPD, MCAA, 

TAA-SR). Data from these measures were used to provide validity information for 

related scales of the SMI through the use of Pearson’s correlations. For example, the 

individual’s depression scale total score on the BSI was compared to their negative affect 

scale score on the SMI. Results (displayed in Table 5) suggested that all scales of the 

SMI investigated (i.e., traumatic history, criminal history, negative affect, psychiatric 

symptomology, antisocial attitudes and associates) demonstrated a medium to large 

strength of association with their respective reference measure. Although data did not 

exist for all scales of the SMI due to the nature of the larger project from which the data 

was gathered, this provided strong support to continue the process of validating each 

corresponding scale with a larger sample size to further explore the concurrent validity of 

the measure.  

The studies outlined above have produced a 94-item measure that incorporates the 

original theoretical structure and adds an infrequency scale that allows for assessment of 

test-taking attitudes. Although, the SMI has demonstrated acceptable reliability across 

these studies, it is importance to also provide evidence for the validity of the measure to 

ensure that the constructs of interest are accurately being captured.   

The Scales of The Services Matching Instrument 

Traumatic History. Traumatic history can be defined as the experiencing of an 

event including, but not limited to, abuse, violence, combat, death or threatened death. 

Although it is known that an individual’s history of trauma is not a risk factor for 
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criminal offending, it is well accepted that the treatment of offenders should be trauma 

informed, that is treatment of offenders should account for the possibility of exposure to 

trauma (Harner & Burgess, 2011; Levenson, 2014; Miller & Najavits, 2012).  Individuals 

within the criminal justice system are more likely to report experiencing a life-time 

traumatic event than members of the community (Jordan et al., 1996). In fact, most of 

these individuals report experiencing a traumatic event as a child or young adult, as they 

typically have backgrounds that include substance abuse, justice-involved family 

members, and physical, emotional, or sexual abuse (Blaauw, Arensman, Kraaij, Winkel, 

& Bout, 2002; Jespersen, Lalumiere, & Seto, 2009; Masuda, Cutler, Hein, & Holmes 

1978; Murray, Loeber, & Pardini, 2011). These life experiences have been linked to 

increased risk of mental illness (e.g., posttraumatic stress disorder, depression, anxiety) 

and an increased risk for suicide with poorer outcomes for individuals with recurrent or 

cumulative traumas (Blaauw et al., 2002; DeHart, Lynch, Belknap, Dass-Brailsford, & 

Green, 2013; Swogger, You, Cashman-Brown, & Conner, 2011). Moreover, individuals 

with traumatic histories are at an increased risk for developing a co-occurring substance 

use disorder, as substances are sometimes used to help cope with unwanted symptoms. 

This has a significant effect on post-release outcomes, with individuals with co-occurring 

disorders typically experiencing poorer prognoses (Kubiak, 2004). Information regarding 

an individual’s traumatic history also informs clinical factors such as treatment 

engagement and the therapeutic alliance (Ahn & Wampold, 2001; Howells & Day, 2006).  

The traumatic history scale of the SMI is a 7-item scale that assesses for the 

occurrence of distressing events such as physical or sexual abuse, witnessing or engaging 

in violence, and combat experience. This scale produces clinically relevant information 
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regarding the types of traumatic events the individual has experienced in order to further 

inform treatment.  

Antisocial Attitudes and Associates. Antisocial attitudes (also referred to as 

antisocial cognitions) can be conceptualized as the individual’s beliefs, cognitions, and 

values that disregard the rights of others and are supportive of a criminal lifestyle. These 

attitudes generally represent ideals of entitlement, power, avoidance of responsibility, and 

impulsivity. It is well understood that an individual’s beliefs, values, and cognitions 

influence their behavior, with antisocial attitudes directly correlating with one’s criminal 

involvement (Andrews & Bonta, 2010; Walters 2009). Antisocial attitudes have been 

shown to be predictive of future criminal behavior, further highlighting the importance of 

this dynamic risk/need (Walters & DeLisi, 2013). The presence of antisocial attitudes, 

and related high levels of general criminal thinking, have been linked to higher rates of 

prison misconduct. This suggests that in order to increase safety within correctional 

institutions and decrease criminal activity, these criminal thinking errors must be directly 

targeted (Gendreau, Goggin, & Law, 1997). 

Moreover, another important factor to consider is the individual’s association with 

criminal others. Consistent with Bandura’s social learning theory (1977), it is posited that 

antisocial attitudes and behaviors are a direct result of observations and interactions with 

criminal others. Individuals who associate with criminal others are more likely to hold 

similar pro-crime beliefs, values, and cognitions, resulting in criminal behavior (Casey, 

2019). These influences may involve social pressure, social reinforcement, or simply a 

social environment that is generally supportive of crime (Ward, Melser, & Yates, 2007). 

Targeting the individual’s interactions with antisocial others can directly reduce their risk 
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for reoffending; however, it has proven to be one of the more difficult changes to 

generate as these associates often serve as the primary social support for the individual 

(Kroner & Yessine, 2013).  Together antisocial attitudes and associates have been found 

to be a significant predictor of criminal behavior (r = .022; Gendreau, Goggin, 

Chanteloupe, & Andrews, 1992; Gendreau, Little, & Goggin, 1996).  

The antisocial attitudes and associates scale of the SMI is composed of 9 items 

that inquire about the individual’s cognitions, values and belief regarding criminal 

activity (e.g., “Sometimes you have to break the law to survive”) as well as their criminal 

and non-criminal associations. This provides clinically relevant information regarding 

their previous criminal involvement as well as predictive information related to risk of 

future offending.  

Criminal History. Criminal history is the summation of an individual’s criminal 

behavior. It goes without saying that the best predictor of future criminal behavior is past 

criminal behavior (Blumstein, Farrington, & Moitra, 1985; Bonta, Law, & Hanson, 

1998). In a longitudinal study of several cohorts, it was found that individuals with 

multiple prior convictions were significantly more likely to accrue a new charge than 

their one-time offender counterparts (Blumstein, Farrington, & Moitra, 1985). 

Additionally, in a meta-analysis of recidivism among mentally disordered offenders, 

criminal history was a significant predictor of recidivism for both mentally disordered 

and non-disordered offenders, further providing support for the use of this construct as a 

principal component of many risk assessments (Bonta, Law, & Hanson, 1998; Gendreau, 

Little, & Goggin, 1996). An individual’s criminal history can also inform important legal 

decisions such as sentencing and impact personal factors such as their ability to obtain 
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post-release employment (Bushway & Piehl, 2007; Grogger, 1995). While criminal 

history is a static risk factor, and therefore cannot be a target of intervention, 

understanding the individual’s history can provide useful information with respect to 

other risk factors that may be present. For example, this construct is important to consider 

in conjunction with the dynamic variables on the SMI as a strong correlation has been 

established between an individual’s criminal history and the presence of antisocial 

attitudes and associates (Gendreau, Little, & Goggin 1996; Gendreau, Goggin, 

Chanteloupe, & Andrews, 1992).  

The criminal history scale of the SMI is an 11-item scale that asks about the 

individual’s involvement in common criminal activities, surveying for a wide array of 

crime-related behaviors (i.e., vandalism, theft, evading arrest). This scale produces 

clinically relevant information regarding the degree to which the individual has been 

involved in antisocial activities, which can subsequently be used to predict future 

behavior.  

Psychiatric Symptomology. For the purpose of this study, psychiatric 

symptomology is defined as the positive symptoms that contribute to abnormal thinking 

or perceptions consistent with psychological dysfunction (i.e., hallucinations, delusions, 

paranoid ideation). Positive symptoms are of particular interest, as these are some of the 

most prominent symptoms indicative of severe mental illness (Schinnar, Rothbard, 

Kanter, & Jung, 1990; Bond, Drake, Mueser, & Latimer, 2001). As mentioned 

previously, an individual’s mental illness must be addressed in combination with their 

criminogenic needs in order to holistically address recidivism. Studies have shown that 

the driving factor for incarceration is not typically mental illness; however, a general lack 
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of supportive community-based mental health resources in conjunction with a legal 

system that does not have the resources to properly detect underlying mental health 

problems perpetuates the “revolving door” phenomenon. This is a progression in which 

individuals with several mental illness are caught in a cycle of minor criminal offenses, 

followed by incarceration, release, homelessness (or living within low socioeconomic 

status), and eventual re-arrest, with various psychiatric hospitalizations interwoven 

(Baillargeon, Binswanger, Penn, Williams, & Murrary, 2009; Kondo, 2000). While these 

individuals are stuck in this cycle, they do not receive consistent medication needed to 

treat their psychiatric symptoms and very rarely receive the holistic rehabilitative support 

needed to achieve stability and facilitate successful reintegration into the community. 

Factors such as medication non-compliance, treatment dropout, and longer duration of 

illness are all predictive of psychiatric recidivism (Polk-Walker, Chan, Meltzer, Goldapp, 

& Williams, 1993; Rabiner, Wagner & Kane, 1986). With respect to treatment, 

individuals who receive treatment with a psychoeducational component that emphasizes 

recognizing signs of relapse have been shown to have lower recidivism rates, especially 

those with chronic conditions such as schizophrenia (Bernheim & Lehman, 1985; 

Hogarty, Anderson, & Reiss, 1987). Individuals with unaddressed symptoms of mental 

illness are also at greater risk of substance abuse relapse (Bradizza & Stasiewicz, 2003). 

By identifying offenders with positive psychiatric symptoms, providing appropriate care, 

and educating them on the prevention of psychiatric recidivism, the cycle of re-entry and 

re-arrest can be broken. 

 The psychiatric symptomology scale of the SMI is composed of 18 items that 

inquire about the individual’s psychiatric history and the presence of positive symptoms 
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such as delusions and auditory and visual hallucinations. This scale produces clinically 

relevant information regarding potential risk factors for psychiatric and criminal 

recidivism.  

Social Networking. Social networking can be conceptualized as the individual’s 

ability to form and maintain positive interpersonal relationships and social support 

systems. Andrews and Bonta (2006) identified family and marital circumstances as a 

moderate risk/need factor, highlighting low quality relationships as a risk factor for 

potential criminal behavior. In an extension of social bonding theory (Hirschi, 1969) 

Laub and Sampson (1993) posit that ties to pro-social institutions (such as adult social 

bonds like marriage) can serve as a source of social control, restraint or desistance. These 

social bonds create structure, stability, and a sense of obligation that represent a total 

‘value’ or stake in society for the individual. The degree to which this value is greater 

than the investment of engaging in antisocial behavior (e.g., spouse files for divorce due 

to incarceration) determines the individual’s involvement in criminal activity 

(Savolainen, 2009). Although marriage alone has been shown to decrease the likelihood 

of an individual engaging in criminal behavior by increasing social stake and providing 

stability, the individual’s association with a non-criminal partner demonstrates similar 

effects on recidivism (Beaver, Wright, DeLisi, & Vaughn, 2008; Sampson & Laub 1995; 

Skardhamar, Monsbakken, & Lyngstad, 2014). Similarly, individuals with strong social 

support systems that consist of pro-social friends and family members typically reoffend 

at lower rates (Cullen, 1994). For individuals that are incarcerated, maintaining 

relationships with family members is integral in moderating incarceration related stress 

and ensuring success post-release (Hairston, 1988; Wright & Wright, 1992). This 
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relationship between social support and recidivism is also true with respect to psychiatric 

recidivism, as individuals with strong social support are less likely to be readmitted to 

psychiatric hospitals. This is due to several factors - such as the responsibility of caring 

for children - that encourage individuals to comply with medication and treatment 

recommendations (Polk-Walker, Chan, Meltzer, Goldapp, & Williams, 1993).  

 The social networking scale of the SMI is composed of 9 items that assess the 

individual’s interpersonal functioning and the degree to which they feel supported in their 

relationships. This produces clinical relevant information regarding the individual’s 

support system and provides a potential target for intervention.  

  Social Functioning. Social functioning can be defined as one’s ability to 

contribute to society in a meaningful way. Andrews and Bonta (2006) outlined both 

school/work, and leisure/recreation as two of the moderate risk/need factors in the central 

eight. Specifically, these factors state that individuals with poor performance and 

engagement in academic or occupational settings, in addition to individuals with low 

levels of investment or satisfaction in pro-social leisure activities, are at greater risk for 

criminal involvement.  Beyond reducing the amount of free time that the individual has to 

engage in illegal activity, work and/or school provide structure, attachment, and 

engagement with a pro-social institution and seemingly pro-social group of individuals 

that mitigate the likelihood of offending (Catalano, Oesterle, Fleming, & Hawkins, 2004; 

Uggen, 2000). When employed these individuals possess less free time, have a stable 

income, are at least somewhat less distressed by financial difficulties, and have 

something to lose if incarcerated, making them incompatible with a criminal lifestyle 

(Ouimet & Le Blanc, 1996). When these individuals are provided with at least minimal 
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employment post-release, they report fewer arrests and reconvictions, suggesting that 

employment can serve as a critical opportunity for these individuals (Uggen, 2000). 

Similarly, these individuals are more likely to engage in criminal activity even during 

short periods of unemployment, highlighting the importance of sustained involvement 

and stability in work-related activities (Farrington, Gallagher, Morley, Ledger, & West, 

1986). Pro-social leisure and recreational activities reinforce structure and reduce 

boredom, therefore also decreasing the likelihood that an individual will be involved in 

criminal behavior (Catalano & Hawkins, 1996; Mahoney & Stattin, 2000; Ramirez-

Valles, Zimmerman, & Newcomb, 1998).  When individuals have greater amounts of 

unstructured time in the community, they are more likely to engage in criminal activity 

(i.e., substance abuse, gang membership, general criminal offenses; Esbensen, Peterson, 

Taylor, & Freng, 2009; Horney, Osgood, & Marshall, 1995; Iso-Ahola, Seppo, & 

Edward, 1991).  

The social functioning scale of the SMI is composed of 12 items that investigate 

the individual’s vocational status, involvement in pro-social activities, and personal 

stability (i.e., variables related to the presence of a safe and secure shelter). This produces 

clinical relevant information regarding the individual’s ability to contribute to society and 

sustain a pro-social lifestyle.   

Substance Abuse. The Bureau of Justice Statistics (2004) reports that over half of 

all individuals in the criminal justice system meet diagnostic criteria for substance 

dependence or substance abuse, including individuals incarcerated for non-drug related 

offenses. In addition, there is a strong correlation between drug use and criminal 

behavior. Studies have found that individuals who use drugs are anywhere from 
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approximately 3 to 4 times more likely to commit a criminal offense, including offenses 

other than those associated with drug use (Bennett, Holloway & Farrington, 2008).  There 

are several different explanations for the prevalence of substance use in the criminal 

justice population. First, alcohol and drug use often precedes the commission of a crime, 

lowering one’s inhibition and decision making abilities and acting as a catalyst for 

criminal activity (Lang & Sibrel 1989). Additionally, substance use has been shown to 

increase aggression in some individuals, exacerbating their propensity to violence 

(Zamble & Quinsey, 2001). An analysis of violent offenders within a state jail revealed 

that 40% of inmates reported consuming alcohol before engaging in their index offense 

(Greenfeld et al., 1998). Additionally, individuals with mental illness are estimated to be 

five to seven times more likely to have a co-occurring substance use disorder than 

members of the general population (Drake, Brunette, & Mueser, 1998). These individuals 

may use substances to self-medicate and alleviate unwanted symptoms of their respective 

disorders (e.g., sadness, excessive worry; Leeies, Pagura, Sareen, & Bolton, 2010). 

Individuals who do not receive substance abuse treatment (and subsequent aftercare) are 

three times more likely to be rearrested, suggesting that the criminal justice system is the 

logical place to begin treatment intervention (Chandler, Fletcher, & Volkow, 2009; 

Hiller, Knight, & Simpson, 1999).  

The substance abuse scale of the SMI is a 9-item scale that evaluates the 

individual’s use and dependence on substances such as alcohol and marijuana as well as 

the degree to which the individual believes their substance abuse precipitates criminal 

behavior (i.e., “Drugs and alcohol led to my current conviction”). Due to the intent of this 
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measure to be used with incarcerated and non-incarcerated individuals, the use and 

dependence questions are primarily designed to be retrospective in nature.  

Negative Affect. Negative affect can be conceptualized as the persistence of 

negative emotion namely depression, anxiety, anger, fear, and associated feelings. 

Negative affect is a component for a variety of mental disorders such as major depressive 

disorder, generalized anxiety disorder, specific phobias, and bipolar disorder. It has also 

been theorized that levels of negative affect may be a key component in understanding 

and predicting the manifestation of many mental disorders, specifically for the 

development of anxiety and depression (Watson,  Clark, & Tellegen, 1984). Negative 

affect can also serve as a barrier to treatment success, as treatment attrition can be 

especially problematic for offenders with depression (Wormith & Olver, 2002). Beyond 

potentially being indicative of mental illness, negative affect has also been considered a 

criminogenic need for some offenders (Andrews & Dowden, 2006). While it is 

understandable that anger has been specifically linked to increased antisocial behavior, 

this relationship has not been directly shown for other variants of negative affect (e.g., 

depression, anxiety; Day, Howells, Heseltine, & Casey, 2003; Chow, Tiedens, Govan, 

2008). However, poorly self-regulated negative affect has been shown to represent a 

criminogenic risk factor for increased substance use, and subsequent offending behaviors 

(Day, Howells, Heseltine, & Casey, 2003). Though seemingly counterintuitive, anxiety 

disorders have been shown to co-occur with antisocial personality disorder at extremely 

high rates even when controlling for demographic and other related variables (Sareen, 

Stein, Cox, & Hassard, 2004). While this does not provide evidence for the relationship 
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between anxiety and offending behaviors, it does provide clinically useful information for 

understanding diagnoses and treatment planning.   

 The negative affect scale of the SMI is composed of 15 items that evaluate for the 

presence of suicidal ideation, abnormal fear, anxiety, and a variety of depressive 

symptoms. This provides clinical usefully information for diagnosis, treatment, and 

further understanding risk.  
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APPENDIX B 

THE SERVICES MATCHING INSTRUMENT 

 

Please respond to this questionnaire by circling (T) if the statement applies to you OR (F) if the  

statement does not apply to you. There are no right or wrong answers.  You may skip any 

questions you choose, although it is helpful if you answer all questions.  

 

1. In certain situations, I would try to outrun the police.     T F 

2. I have had problems with drugs or alcohol. T F 

3. I cannot seem to hold a job. T F 

4. I have used illegal drugs frequently. T F 

5. I often want to get high using drugs or alcohol. T F 

6. I have memories of many bad things. T F 

7. I have cheated to get what I want. T F 

8. I have smoked dope a lot.  T F 

9. It is none of my business if I see a store being robbed. T F 

10. I find it hard to make a simple decision. T F 

11. I have vandalized school property. T F 

12. I think a lot about bad things that have happened to me. T F 

13. I will need help finding a place to live (or will get help) when I am released. T F 

14. I feel like a failure. T F 

15. I would be willing to cheat certain people. T F 

16. I have friends that help me when I am down. T F 

17. I am really afraid of certain things. T F 

18. I was removed from school at least once.  T F 

19. I have been removed from my housing at least once. T F 

20. I have resisted arrest. T F 

21. My symptoms interfere with work. T F 

22. I have close friends. T F 

23. I used to have a secret hiding place I would go to when scared. T F 

24. Sometimes I feel uneasy for no reason. T F 

25. I can taste and/or smell hidden things in my food. T F 

26. I feel bad today about things that happened to me in the past. T F 

27. I feel restless. T F 

28. Sometimes I feel my skin moving. T F 

29. I would like to forget my past. T F 

30. I had no permanent place to sleep last night. T F 

31. I would keep any amount of money I found. T F 

32. People told me I suffered as a child. T F 
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33. Things in my life are out of my control. T F 

34. I have special powers. T F 

35. My thoughts seem to race. T F 

36. I feel supported by my friends. T F 

37. Not much interests me anymore. T F 

38. I am feeling down. T F 

39. I need help keeping a job. T F 

40. Sometimes other people control my thoughts. T F 

41. I have been in a psychiatric hospital or ward in the past. T F 

42. When things go wrong I have the support of my friends and family.  T F 

43. Two or more of my friends have criminal records. T F 

44. When I am mad, alcohol or drugs calm me down. T F 

45. I worry a lot. T F 

46. I have a wife or partner. T F 

47. I have been irritable lately. T F 

48. I have seen people I care about killed. T F 

49. I have experienced withdrawal from drugs or alcohol. T F 

50. I have bad panic attacks. T F 

51. I have committed crimes while high. T F 

52. I was verbally abused. T F 

53. I have been fired from many jobs. T F 

54. I have problems finding a job. T F 

55. I met most of my friends on the internet. T F 

56. I have craved alcohol or drugs. T F 

57. My house burned down when I was young. T F 

58. I enjoy taking risks that are fun. T F 

59. I have ‘conned’ someone out of money, drugs, or possessions. T F 

60. Working with others is hard. T F 

61. I have been severely beaten. T F 

62. I have friends who are not criminals T F 

63. I would run a scam if I could get away with it. T F 

64. I have been in war (military, drug, gang or other). T F 

65. I have problems keeping a job. T F 

66. Anyone with self-respect would rather steal than live off food stamps. T F 

67. I anticipate many problems in the future. T F 

68. I can often go days without sleeping even when I am not using drugs T F 

69.  I am drunk or high often. T F 

70. I can hear things others cannot. T F 

71. I have stolen from others. T F 

72. I am depressed. T F 
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73. I have not been sleeping well. T F 

74. It is hard for me to focus my attention. T F 

75. I have physically hurt others. T F 

76. I have family I can turn to when I am down. T F 

77. I feel supported by my family. T F 

78. I sometimes hear voices in my head. T F 

79. I have problems getting to my favorite activities. T F 

80. I have bullied other people to get what I wanted. T F 

81. My mood can go from happy and energetic to sad quickly. T F 

82. I enjoy my friends. T F 

83. I have broken the law for fun. T F 

84. I am uneasy around groups of people. T F 

85. I saw my mom raped. T F 

86. I saw my mom physically beaten. T F 

87. Sometimes you have to break the law to survive. T F 

88. I have used a weapon to commit a crime. T F 

89. I often do not have enough money for food, clothes, and a place to live. T F 

90. None of my friends have committed crimes. T F 

91. The things I like to do are too expensive or too far away. T F 

92. I often feel tense. T F 

93. I have been sexually assaulted T F 

94. I cannot get bad memories out of my head. T F 
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APPENDIX C 

DEMOGRAPHIC FORM 

Directions: Please indicate your responses to the following items by checking the appropriate 

response or completing the blank. 

1. Age: __________       

2. Sex: ☐Male  ☐Female  

3. Relationship Status: ☐Single ☐Partnered/Married ☐Separated ☐Divorced ☐Widowed 

4. What do you consider to be your race? ☐Hispanic ☐White ☐African American ☐Asian 

☐ Native American ☐Other (please indicate) ______________________  

5. How many years of school have you completed? ____________  
 

6. What is the current charge for which you are now serving (check all that apply)?  

☐Homicide/Murder   ☐Kidnapping  ☐Rape/Sexual Assault 

☐Sexual Assault against a Child ☐Robbery  ☐Assault/Terroristic Threat 

☐Any “Aggravated” Offense  ☐Arson  ☐Burglary 

☐Larceny    ☐Stolen Vehicle ☐Forgery 

☐Fraud    ☐Family Offense        ☐Other: _______________ 

☐Escape    ☐Weapons Offense ☐Other: _______________ 

☐Stolen/Damaged Property  ☐Failure to register as a Sex Offender  

☐Obstruction/Public Order  ☐Drug Crimes (e.g., possession, distribution, DWI) 

7. What is the length of your sentence (if you have not been convicted, how long have you 

been incarcerated for the current charge)? ______years _______months 

8. As an adult (since age 18), approximately how many years have you spent incarcerated in 

a jail or prison facility? _______years  

9a. Are you currently receiving medications for mental health purposes? ☐Yes ☐ No 

9b. Please list all of your current mental health medications and the purpose of each. 

___________________________________________________________________________ 

10. How long have you been receiving mental health services (that is seeing a psychiatrist, 

therapist, or counselor)? ________ years________months 

11. If known, please list your current psychiatric diagnosis: 

___________________________________________________________________________ 

12. In the month prior to your most recent incarceration, were you legally employed? 

☐Yes_☐_No   If yes, how many hours per week did you work (on average)? ______ 
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