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Forensic Case Formulation (4Ps)- Mark R. (Adult Male Sexual Offender)

This forensic formulation applies the 4Ps framework (Presenting, Predisposing, Precipitating, and Perpetuating factors) to explain Mark R’s index offence: sexual assault of an adult female colleague at an office party. The formulation is hypothesis-driven and integrates empirical evidence on adult male sexual offending, with particular emphasis on dynamic risk mechanisms relevant to treatment planning. Contemporary reviews highlight that psychologically meaningful dynamic risk factors for sexual offending include offence-supportive attitudes (e.g., entitlement and hostility towards women), emotional regulation deficits, sexual self-regulation problems, and antisociality, alongside situational catalysts such as intoxication and peer contexts (Seto et al., 2023). Evidence also indicates that intervention effects on sexual recidivism are typically modest but more robust when programmes match risk level, target criminogenic needs, and adhere to the risk-need-responsivity (RNR) principles (Hanson et al., 2009; Holper et al., 2024). Given Mark’s partial acknowledgement and defensiveness, the formulation further considers how shame-based responding and denial/minimisation can function as short-term coping strategies that reduce engagement and impede change (Mottershead et al., 2024), while acknowledging that the empirical link between denial and sexual recidivism is weak and clinically nuanced (Marshall et al., 2001). The goals of this formulation are to (a) explain Mark’s offending in a coherent, evidence-informed narrative; (b) identify priority dynamic risk factors for risk management; and (c) justify a rehabilitation plan that integrates strengths-based and trauma-informed principles within an RNR framework, consistent with modern best practice in forensic rehabilitation (Bonta & Andrews, 2017; Thornton et al., 2024).
Presenting Factors
Mark is a 41-year-old male in a medium-secure forensic rehabilitation unit following a conviction for sexual assault. His current presentation is superficially compliant (polite and cooperative) but becomes defensive when the offence is discussed. He rationalises the incident as “drunken flirting” and frames the victim’s resistance as a misunderstanding, shifting responsibility away from his behaviour. This pattern is clinically significant because offence-related minimisation can be associated with reduced treatment readiness, weaker alliance, and poorer uptake of skills that require honest self-monitoring (Pinto e Silva et al., 2025). Mark also reports shame, but it is blended with resentment about the “sex offender” label, suggesting a threat to identity and status. Contemporary syntheses of offence-related shame/guilt indicate that maladaptive shame (global, self-focused devaluation) can elicit avoidance, anger, and externalisation. In contrast, adaptive guilt (behaviour-focused responsibility) is more compatible with reparative change (Mottershead et al., 2024). In Mark’s case, shame appears to be managed through defensive cognition and emotional constriction (discomfort around feelings), which may limit empathy development and increase the likelihood of hostile attribution during conflict. Finally, Mark’s history of alcohol misuse is a salient treatment and risk issue. Experimental evidence shows that acute alcohol consumption increases sexual aggression intentions/behaviours with a small but robust effect (Rabaud et al., 2025). Therefore, current risk management should prioritise relapse prevention for substance use and offence-related self-regulation, alongside targeted work on consent, boundaries, and attitudes that support coercion.
Predisposing Factors
Multiple developmental and social vulnerabilities plausibly contributed to Mark’s offence pathway. First, Mark describes a childhood marked by domestic violence and paternal alcohol misuse. Exposure to chronic family aggression and instability can shape later interpersonal functioning through hostile expectancies, emotional dysregulation, and learned coercive interaction styles, particularly when children observe aggression being used to manage stress and secure compliance (Bandura, 1977). While not deterministic, developmental adversity is a plausible contributor to difficulties tolerating negative affect and to reliance on externalising coping strategies, both of which are common treatment targets in sexual offending (Seto et al., 2023). In addition, trauma-informed literature notes that individuals in forensic systems frequently have extensive trauma histories and may interpret authority, interpersonal closeness, or rejection through a threat lens, increasing risk for reactive anger and maladaptive coping (Changing Futures Evaluation, 2023).
Second, Mark left school at 16 with few qualifications and worked in manual labour, which may have limited access to stable, identity-affirming roles and adaptive coping resources. After marital breakdown and increased alcohol misuse, Mark also demonstrated harassment towards his ex-partner, indicating a prior pattern of boundary violations and controlling communication under relational stress. This history is consistent with a broader externalising vulnerability (e.g., impulsivity, entitlement, poor conflict management), which is relevant because general criminality and antisociality elevate risk across offence types and can undermine treatment gains if not addressed (Bonta & Andrews, 2017).
Third, Mark’s interpersonal style is characterised by emotional avoidance and discomfort discussing vulnerability. From a formulation perspective, restricted emotional literacy may reduce the capacity to identify escalating arousal states (anger, sexual urgency, humiliation) and to use alternative coping responses in high-risk situations. Empirically, emotional regulation deficits are now considered supported dynamic risk factors for sexual offending (Seto et al., 2023). Consistent with integrative aetiological accounts (e.g., ITSO), sexual offending can emerge from interacting biological, developmental, and social factors that impair self-regulation and increase the salience of hostile/entitlement cognitions when opportunities arise (Ward & Beech, 2006).
Finally, although no prior sexual convictions are reported, the absence of recorded prior sexual offending does not imply the absence of underlying attitudes or scripts that normalise sexual pressure or disregard consent. Rape myth acceptance and hostile masculinity are linked to sexual aggression in community samples and are clinically relevant targets for intervention, particularly where intoxication and peer settings may amplify these beliefs (Seto et al., 2023; Yapp & Quayle, 2018).
Precipitating Factors
The index offence occurred in a context with multiple proximal triggers. The office party created a social setting with alcohol availability, peer norms that may tolerate sexualised behaviour, and reduced formal supervision. Both Mark and the victim were drinking; acute intoxication is a well-supported situational catalyst that can narrow attention, impair processing of refusal cues, and increase reliance on dominant sexual scripts, thereby elevating the probability of coercive behaviour (Rabaud et al., 2025). From a cognitive perspective, intoxication can interact with pre-existing entitlement or misperception biases, leading to overestimation of sexual interest and reinterpretation of resistance as “playing hard to get.” Such mechanisms align with cognitive distortion accounts in which offenders use self-serving interpretations to justify boundary violations and reduce internal discomfort (Ward & Hudson, 1998).
The offence also occurred following cumulative stressors (marital breakdown, estrangement from ex-wife, and a history of emotional volatility). In line with relapse prevention models, heightened negative affect and interpersonal rejection can function as distal triggers that increase vulnerability to impulsive coping, including substance use escalation and risk-taking (Bonta & Andrews, 2017). Therefore, the precipitating formulation emphasises the convergence of (a) acute intoxication and opportunity, (b) impaired self-regulation under arousal, and (c) offence-supportive misinterpretation of consent cues.
Perpetuating Factors
Several mechanisms plausibly maintain risk if unaddressed. First, Mark’s partial denial/minimisation may reduce learning from treatment. While categorical denial alone is not a reliable predictor of sexual recidivism and can sometimes reflect shame-avoidance rather than entrenched deviance (Marshall et al., 2001), minimisation can still obstruct the development of offence chains, victim empathy, and self-management plans because these require accurate appraisal of harm and risk situations. Mark’s statement that he “did not mean any harm” is consistent with an outcome-minimising cognitive style in which the absence of intent is used to negate impact. Clinically, this can sustain risky behaviour by preserving a self-image of being “not that kind of person,” limiting accountability and future risk anticipation (Levenson et al., 2023).
Second, untreated alcohol misuse is a critical dynamic risk factor. In sexual violence, intoxication does not cause offending in isolation, but it reliably increases risk by weakening inhibitory control and heightening misperception of sexual intent (Rabaud et al., 2025). If Mark conceptualises the offence as primarily alcohol-driven, he may externalise responsibility (“the drink made me do it”) and fail to challenge underlying attitudes about entitlement and persistence. This is a recognised treatment hazard, because effective rehabilitation requires targeting both situational and person-level criminogenic needs (Bonta & Andrews, 2017; Seto et al., 2023).
Third, emotional avoidance and poor affect regulation may perpetuate risk through reactive anger and impulsivity in interpersonal contexts. Mark’s earlier harassment conviction suggests a pattern of escalation when he feels rejected or disrespected. Within Seto et al.’s (2023) updated synthesis, emotional regulation deficits and hostility towards women are now better supported than in earlier reviews, indicating they should be prioritised when supported by clinical evidence. Mark’s defensiveness may also reflect a broader hostile attribution style that sustains resentment and blame toward others.
Fourth, social disconnection is relevant. Mark is estranged from his ex-wife, but he maintains contact with his daughter. Positive, prosocial social support is one of the few empirically supported protective factors identified in recent reviews (Seto et al., 2023). It is also emphasised within protective-factor models of assessment and treatment planning (Thornton et al., 2024). Therefore, strengthening prosocial connections while reducing risky peer contexts (e.g., alcohol-focused environments) is likely important for sustained change.
Finally, accurate risk management requires ongoing monitoring of dynamic change. Evidence indicates that the predictive accuracy of dynamic sexual recidivism risk tools (e.g., STABLE-2007, ACUTE-2007) decreases over time since assessment, supporting periodic reassessment to guide case management and detect escalation in acute risk states (Lee et al., 2024). In Mark’s case, structured monitoring could support timely adjustments to privileges, coping plans, and relapse prevention strategies.
Proposed Rehabilitation / Intervention Option
A defensible intervention plan for Mark should integrate (a) RNR principles to ensure the right intensity and targets, (b) a strengths-based orientation consistent with the Good Lives Model (GLM), and (c) a trauma-informed and motivational approach to improve engagement. Meta-analytic evidence indicates that sex-offending interventions show greater effectiveness when they are specialised and delivered to individuals at medium-to-high risk, consistent with RNR (Holper et al., 2024; Hanson et al., 2009). Accordingly, treatment should prioritise dynamic criminogenic needs that are salient in Mark’s case: substance misuse, offence-supportive attitudes (consent, entitlement, hostility), emotional regulation, and relationship skills.
Given Mark’s defensiveness, the initial phase should focus on engagement and treatment readiness. A systematic review and meta-analysis of motivational interviewing (MI) with justice-involved populations found MI-based approaches improve attendance, reduce dropout, and show evidence of reducing recidivism compared to non-MI approaches (Pinto e Silva et al., 2025). MI is therefore appropriate as a front-end responsivity strategy to reduce confrontation, explore ambivalence (“shame vs resentment”), and build discrepancy between Mark’s values (e.g., being a good father) and his behaviour. This approach can be paired with structured offence analysis without requiring immediate full disclosure, consistent with evidence that treatment can proceed with deniers when the focus remains on risk mechanisms and future prevention (Marshall et al., 2001).
Core treatment targets should then include: (1) Alcohol-focused relapse prevention and coping plans including refusal skills, trigger mapping, and alternative emotion regulation strategies; (2) Cognitive restructuring of rape myths and consent distortions, including explicit work on recognising refusals, challenging entitlement, and developing accurate perspective taking; (3) Emotion regulation and self-control training (e.g., identifying escalation signatures, distress tolerance, anger management), which aligns with contemporary evidence identifying emotional regulation deficits as a supported risk factor (Seto et al., 2023); and (4) Relationship and communication skills to reduce coercive responding during rejection and conflict.
Trauma-informed practice should be integrated across the programme rather than treated as a separate module. UK evidence reviews emphasise that trauma-informed approaches can improve engagement and wellbeing, but also note definitional ambiguity and limits in outcome evidence, requiring cautious and reflective implementation (Changing Futures Evaluation, 2023). In secure forensic settings, staff report that trauma-informed frameworks can support safety and collaboration, but require clear boundaries and organisational support to manage risk (Seitanidou et al., 2024). For Mark, this means (a) recognising how early violence exposure may influence threat sensitivity and emotional constriction; (b) avoiding shaming, confrontational styles that intensify avoidance; and (c) using formulation to link trauma-related coping patterns (e.g., alcohol use, externalisation) to current risk, without excusing harm. The clinical aim is to reduce maladaptive shame and increase adaptive guilt and responsibility, given evidence that shame-based responding is associated with avoidance and externalisation (Mottershead et al., 2024).
Consistent with a strengths-based case management approach, the plan should also build protective factors, such as prosocial connections and future-oriented goals, which are increasingly emphasised as useful for treatment planning and risk reduction (Thornton et al., 2024). Mark’s ongoing relationship with his daughter can be framed as a primary prosocial value and reintegration anchor, with careful work on safe, respectful relationships and healthy intimacy. Finally, progress monitoring should include structured dynamic reassessment at clinically meaningful intervals (e.g., monthly acute risk review; 6-month stable factors review) to respond to fluctuations in risk and to reinforce treatment gains (Lee et al., 2024).
Potential Outcomes After Six Months
At six months, realistic outcomes would be proximal change indicators rather than complete risk resolution. Based on evidence that treatment effects are typically minor and moderated by programme quality and targeting (Holper et al., 2024), expected progress would include: improved treatment engagement (higher attendance, reduced defensiveness in sessions) supported by MI strategies (Pinto e Silva et al., 2025); clearer offence pathways identifying decision points where Mark ignored refusal cues; reduced cognitive distortions regarding consent and alcohol (measured via structured exercises and staff observations); and demonstrable use of emotion regulation skills during interpersonal stress within the unit (e.g., fewer angry outbursts, improved conflict management).
In substance-related domains, progress would be indicated by sustained participation in alcohol reduction groups, explicit coping plans for high-risk situations, and behavioural consistency with abstinence or controlled-use goals agreed in risk management. In protective domains, Mark may show increased prosocial connections (family contact managed safely, engagement in prosocial leisure/work activities), consistent with protective-factor frameworks (Thornton et al., 2024). Finally, dynamic risk monitoring should show either stability or improvement on relevant domains (e.g., self-regulation, cooperation, intimacy deficits), with reassessment practices aligned to evidence on the time-limited validity of dynamic measures (Lee et al., 2024).
Conclusion
In summary, Mark’s sexual assault is best understood as the convergence of developmental and psychosocial vulnerabilities (family violence exposure, emotional avoidance, alcohol misuse, prior boundary violations) with proximal situational triggers (intoxication and opportunity) and perpetuating mechanisms (minimisation, poor affect regulation, social disconnection). Contemporary evidence supports prioritising dynamic risk factors such as offence-supportive attitudes and emotion regulation deficits (Seto et al., 2023), alongside structured risk-need-responsivity-informed intervention where treatment effects are most potent for appropriately targeted programmes (Hanson et al., 2009; Holper et al., 2024). A combined RNR + GLM approach, delivered with motivational and trauma-informed responsivity strategies, is therefore justified to reduce Mark’s dynamic risk while strengthening protective factors that support long-term desistance (Changing Futures Evaluation, 2023; Thornton et al., 2024). Notably, the present formulation is constrained by the absence of detailed psychometric and offence-chain data (e.g., validated measures of hostility, empathy, impulsivity, and alcohol dependence), so the hypotheses should be treated as provisional and updated iteratively as assessment information and behavioural observations accumulate over time.
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