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The process of personal change can be a frightening thing; When elements
of our apple cart are upset, most of us become unnerved even under the
best of circumstances. Old habits can be hard to break, particularly'when the
new ones we are trying to put in their place may not be as fun or interest-
ing. Nonetheless, the process of human growth requires that we engage in a-
process of continuous quality improvement in which old, less useful ways of
doing things are cast aside in favor of greater personal efficacy and efficiency.

Making lasting changes in one’s pérsonal life requires some engagement
of a problem-solving rubric, whether formally or informally. Most schemes
include a rough approximation of the following steps:

* Identify the problem (sometimes, this means simply
acknowledging that a problem exists)
» Outline the components-of the problem

.+ Devise and engage alternatives. . -
+ Bvaluate cutcomes N
* Make revisions as necéssary - -
It secems pretty simple, at least on; paper.. However, we know that some
processes of the human psyche--like.denial and minimization—often serve
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* to thwart this process. Indeed, even the seemingly simple task of acknowl-
edging that we must change some part of our behavior can prove daunting,

8o, what if we throw in a wild card, a really big wild card? What if your
problem made you one of society’s most reviled persons? What if there was
somme aspect of your makeup (and ultimately yoﬁr ‘behavior) that rendered
you unwelcome in almost every community? Worse still, what if asking
for help sometimes made matters worse for you? How quickly would you
acknowledge that you had that problem? Yet, as a society, we continue ta be
angered when sexual offenders deny their offenses, or minimize the harm
done to victims. Rea]ly,' just for a moment, think about the sexual offender’s
predicament. Acknowledging that you took sexual advantage of a vulnerable
person—perhaps, even a child—means that you will receive little positive
consideration from anyone, anywhere. However, as a society, this declaration
of guilt is what we expect sexual offenders to do. Ultitnately, it is what they
must do in order to meet society’s expectations and have any hope of a life
in the community.

One practitioner who trains volunteers to work with high-risk offenders
released to the community uses an interesting exercise in the training pro-
cess. He asks his volunteers to close their eyes and remember the last time
they were sexually intimate. Once everyone opens their eyes, he asks to have
one person share the particulars of the sexual encounter—in exacting detail.
Of course, nobody volunteers. In fact, everyone shudders at the thought
that they might be called on to recount such a private and personal event.
Although sexuality is at the core of our being, it is something we guard fero-
ciously and are hesitant to share with others—especially in a public forum.

When you think about it, this kind of public revelation of private mat-
ters is exactly what society expects sexual offenders to provide. The particu-
larly difficult element of this process is that the sexual acts we demand that
offenders share—in minute detail—are repugnant to most people, even to
other offenders. Further, we often require that sexual offenders submit to

a polygraph check of how truthful they are being, with deceptiveness fre- .

quently leading to negative consequences. Other negative consequences can
result from being honest about a history of sexual offending. Being a sexual
offender in aninstitutional setting can be dangerous to the offender’s health
because these offenders are often targets for violenice by nonsexual offenders.

Treatment Readiness and Comprehensive Treatment Programming

The twisted hierarchy normal to prisons puts murderers at the top of the
food chain and homosexual child molesters at the bottom. Often, however,
sexual offenders even find ways to vaunt themselves above others who have
committed even “less acceptable” offenses. S
Before I leave readers with the thought that sexual offenders are much
maligned unfortunates worthy of our sympathy, let me say clearly that it is
not my intention to suggest that we “go softer” on offenders. Rather, itis my
intention to suggest that if we truly wish to eliminate sexual abuse of chil-
dren and other vulnerable people, we need to better understand the dynamics
of denial, minimization, and, ultimately, attitudinal and behavioral change.
When we put the offenders’ perspective and experience in terms described

above, it is not so hard to see why so many offenders have a hard time coming

clean about their offenses. A lot is at stake: personal reputation, social stand-
ing, access to love and support of family and friends, and personal freedom,
Another factor is the oft-maligned concept of self-esteem. Generally, the
research and treatment litérature suggests that we should not.focus on self:
esteem when working with offenders, including those who commit sexual
crimes (Andrews and Bonta 2006; orig. 1994). On the other hand, how could
we possibly expect offenders not to have critical deficits in self-esteem that
would ultimately impact their chances for successful personal change?

For some sexual offenders, a direct consequence of the hatred expressed
by society is a sort of cognitive “shutting down.” The once-popular relapse
prevention model of treatment for sexual offenders has long been criticized
for its negative focus (Yates 2005; 2007). ‘This process. of shutting down
shares many elements in common with Seligman’s (1875) concept of learned
helplessness. Learned helplessness is described as.a frame of mind in which
an individual stops trying 10 change his/her circumstances because noth-
ing he/she does appears to have any effect on the outcome. For instance,
no matter how much insight a sexual offender gains regarding his deviant
behavior, and no matter how much effort he puts into learning how to lead
an offense-free life, a majority of citizens will still not trust him to be free.
For some sexual offenders, this dynamic leads to hopelessness, depression,
and a risk for self-harming behavior. The institutionalizing effects of long
sentences, coupled with the threat (in some jurisdictions) of possible civil
commitment and eventual diﬂ'iculfy establishing stability in the community,
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give offenders little hope for the future. Ultimately, these processes of poor
self-concept and poor self-esteem (shame, in particular) lead to denial and

 minimization. When combined with other farniliar sexual offender tactics,

such as victim blaming, projection, and a plethora of faulty thinking known
as cognitive distortions, these are collecnvely known in the business as ego
defense mechanisms.

In Freudian psychology, ego defense mechanisms are employed by the
psyche when a person’s self-concept is under threat. In fact, Preud listed a
number of processes that we often find employed by persons who have done
wrong—including each and every one of us, for thirigs as simple as, “Who
left the milk out?” However, for the purposes of this chapter, we are speaking
specifically about those persons who have committed monumental wrongs,
like sexual offenses. In 21st-century Western culture, it is a reasonably safe
bet that most or all persons were raised with the same, basic Judeo-Christian
morals, based loosely on the Ten Commandments and associated culture-
specific amendments. This cultural influence applies just as much to offend-
ers as to the rest of us. They know right from wrong just as well as we do. Yet,
for some reason, offenders are able to either ignore or turn off this awareness
of right and wrong to suit nefarious purposes. In 25 years of practice, I esti-
mate that T have seen between eight and ten thousand sexual offenders. Most
of thése were men or boys, with only a handful being women or girls. I saw
the majority of these persons either in assessment or for provision of coun-
seling or other treatment services. Interestingly, excepting those who were
particularly psychopathic, 1 have seen very, very few offenders who were
happy withthieir sexually offensive behavior.

Pain, why are we spending so much time outlining the dynamics of
‘opienness and honesty in sexual offenders regarding their deviant behavior?
‘Becatige the process of béing frankly able to recount one’s wrongdoing, and
takinig full personal responsibilicy for the harm done to others, is exactly what

We st e'icf)_éct' of sexizal offenders in treatment, especially if we want them

to'ttuly unidérstand why the rest of us-are so upset with them. To understand
how best to get to the heart of why they do it, and how to stop them from
domg it agaih,; we have to accept and understand the particularly difficult
task we give offenders when we ask thein (or mandate them) to acknowledge
their own behavior and to attend treatment.

Treatment Readiness and Comprehensive Treatment Programming

Effective Interventions

The Andrews and Bonta (2006; orig. 1994) meta-analysis of the principles
of effective correctional interventions was a seminal answer to Martinson's
{1974 see also Purby, Weinrott, and Blackshaw 198%) damning assertion that
“nothing works.” Their research showed that, by following a small number
of simple rules, treatment programs could dramatically increase correlations
between participation and lowered recidivism. Their model has since come
to be known as the “risk-need-responsivity” (RNR} model. In simple terms,
this model decrees that programs will be more successful in decreasing prob-
lematic behavior if they 1) match intensity of intervention to level of assessed
risk; 2) specifically target problem areas identified at assessment; and 3) make
genuine attempts to respond to client characteristics and issues of motivation,
While the majority of Andrews and Bonta’s work has focused on offenders
in general, Hanson (2006) recently demonstrated that these principles also
apply to sexual offenders. In his study, Hanson found that adherence to the
RNR principles was associated with reduced sexual recidivism, with the most
significant effect found among treatment programs that adhered to all three
principles. Accordingly, we have good reason to belleve that applying sound
social learning in a multidimensional, 'cognitive—behavioral framework will
succeed every bit as much with sexual offenders as with offenders in general.
However, as influentidl as it has been, l:he RNR model is not without its
critics. For example, proponents of the Good Lives Model (GLM) approach
to the treatment of sexual offenders (Ward 2006; Ward and Gannon 2008;
Ward, Melser, and Yates 2007) have suggested that the RNR model’s focus
on criminogenic needs is a necessary but not sufficient condition for effective
treatment. Ward (2006) furthet suggests that it is “necessary to broaden the
scope of correctional interventions to take into account the promotion of
human goods.” In the Good Lives Model, individuals are regarded as active,
goal-seeking beings who seek to -acquire fundamental, primary human

*'good_s—actidns, experiences, and activities that are intrinsica.lly beneficial to

their individual well-being and that are sought for their own sake (Ward and
Gannon 2006; Ward and Stewart 2003), Examples of primary human goods
that all of us seek to-attain ificlude relatedness/intimacy, agency/antonomy,

" and’ emotional equilibritm ;W\[a,rd,lz_OOZ; Wa;d and Stewart 2003). In short,
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human goods are associated with general well-being, and the sort of bal-
anced, self-determinism argued in the life skills model (Curtiss and Warren
1973).

Although RNR provides a framework for the preparation and evaluation
of “effective” programs, critics of the RNR mode] suggest that it does not
necessarily assist clinicians in choosing intervention styles that best engage
offenders in therapy. In particular, knowing or asserting that a focus on risk
reduction is important does not necessartily ensure’ that offenders will be
motivated to engage in treatment to that end. Given that lack of mativa-
tion is an important response factor in treatment (Barrett, Wilson, and Long
2003; Stirpe, Wilson, and Long 2001), and that research clearly indicates that
individuals who do not complete treatment re-offend at higher rates than
those who complete treatment (Hanson and Bussiére 1998), it is obvious that
practitioners cannot afford to ignore interventions that are better designed
to address offender responsiveness concerns. Furthermore, research in vari-
ous clinical domains clearly indicates that effective therapist characteristics
and behaviors, such as empathy, respect, warmth, and the use of positive
reinforcement, are essential to treatment effectiveness, 4nd that they account
for significant portions of the variance in outcome {Marshall, Anderson, and
Fernandez'1999; Marshall, Fernandez, Serran, Mulloy, Thornton, Mann, and
Anderson 2003; Marshall, Marshall, Serran, and Fernandez 2006; Marshall,
Serran, Moulden, Mulloy, Fernandez, Mann, and Thornton 2002). Therefore,
it is critical for treatment to go beyond the RNR approach, if it is to be maxi-
JHially effective, because its principal focus on risk managernent does not pro-
wide ‘therapists with sufficient tools to engage and work with offenders in
therapy, not does it provide offenders with sufficient motivation to engage
it the treatriient process (Mann, Webster, Schofield, and Marshall 2004). In
short, wé need to teach treatment providers how to “sell” offenders on the
ptocess of change, and we need to motivate offenders to “buy” what we are

~ Ii'd recerit paper (Wilson and Yates 2009), Pamela Yates and 1 argued that
the RNR'and GLM are ultimately complementary and, when fused, pro-
vide 4 usefitl framework for the effective treatment of persons who sexually
offend. The RNR's focus on ensuring adequate intensity and focus in treat-
ment meshes nicely with the GLM’s focus on human goods and the ensur-
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ing of sufficient motivation to change. The literature regarding treatment
efficacy continues to offer conflicting messages (see Marques, Wiederanders,
Day, Nelson, and van Ommeren 2005 Marshall and Marshall 2007; 200s;
Seto, Marques, Harris, Chaffin, Lalumiére, Miner, Berliner, Rice, Lieb, and
Quinsey 2008); however, to paraphrase Abracen and Looman (2005), I believe
we have Iorig moved beyond the question of “What works?” and into the
realm of “What works best?” We should always be compelled, however; to
look for ways to maximize reductions in re-offending. It would seem that
an integration of RNR and the GLM might help us to achieve those addi-
tional reductions in recidivism by focusing on problem areas and by offering
interventions commensurate with risk and need, while ensuring consumer
buy-in and attending to the overall well-being and pro-social functioning of
offenders.

Comprehensive Treatment Programming for Petsons |
Who Have Sexually Offended -

In offering comprehensive treatment programming to persons who have sex-
ually offended, we must take several considerationsinto account, First, more
is at stake with regard to these clients and the risks they pose, in comparison
to the risks posed by most other types of offenders. Sexual offenders released
to the community are held to a much higher standard. Indeed, most citizens
hold that even one sexual recidivist is too many. Consequently, society. tends
to advocate longer sentences and more stringent controls for sexual offend-
ers. The literature (Hanson and Bussiére 1998; Hanson and Mo:;toh—Bourgon
2004) is clear that sexual re-offending is the result of a complex interaction
of offender-specific and environmental factors that span biological, psycho-
logical, and social realms. As such, simply focusing on issues of containment,
without attending to offenders as whole beings, will ultimately fail to maxi-
mize reduction of risk to the community. . ‘

To truly address risk for sexual offending, we must attend to skill deficits
and psychological needs in a' number of domains. First, intensity of treat-
ment must be in line with the level of risk posed by the offender (in keeping
with the risk prinéiplc of RNR—see Abracen, Looman, Mailloux, Serin, and
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Malcolm 2003; Hanson and Yates 2004; Mailloux, Abracen, Serin, Cousineat,
Malcolm, d4nd Looman 2003; Marshall and Yates 2005). Second, consistent
with the needs principle, programming must specifically address the various
lifestyle areas identified as contributing to risk during both assessment and
ongoing intervention. We must remember that sexual offending is a mudti-
faceted problem, with problematic behavior and attitudes existing in a ium-
ber of domains. Thus, for example, simply focusing on inappropriate acquisi-
tion of intimacy is unlikely to truly address risk overall. In this, the concept of
“sex-offender-specific” treatment is discarded in favor of a holistic approach
inclusive of risk-increasing factors in a multitude of domains.

In keeping with the needs principle of the RNR model, our main con-
cern in treating sexual offenders must continue to be the risk of future sex-
ual offending, as that is the area that puts them most at odds with society.
Current literature (Wilson and Yates 2009) strongly suggests that comprehen-
sive approaches are likely to be the most effective in addressing the tisks of re-
offending, Indeed, the literature is replete with evidence that sexual offense
risk is mediated by such concerns as alcohol and substance abuse, poor prob-
lem-solving skills, dysregulation of emotion, selfregulation deficits, mental
health difficulties, and other treatment-complicating factors. In order to fully
address the totality of risk, we must consider all of these areas, and do so in
a manner that treats the whole person and aims to increase psychological
well-being. In 4ddition to paying attention to the two aspects of the RNR
miodel thit dre t‘faditibnaﬂy emphasized—risk and need—it is clear that treat-
et programmmg s truly attend to issues of responsivity in attempt-
g6 maxitize gainis afid overall reintegration potential. In offering effec-
e mtewenhons, consideration of treatment readiness (Cullen and Wilson

 2003)i8d Hlecessity; asis attention to approaches that seek to engage clients,

+athts than oties that simply fequire that they “do what we want them to”
(86& Marshiyll; Thotriton, Marshall, Fernandez, and Mann 2001). Further, it is
cléaf that Wwe miust 46 tore to engage those we want to change in the process

of change, which will require a consistent effort to gauge how offenders are

doing in'tiéatment ds whole personis. It is incumbent on treatment providers to
rémember that offenders iti tréatment miist have something to work toward,
if°te¥ms of futtire planning. As lofty a goal as it may be, treatment providers
must assist offenders in tecognizing not only their difficulties and problem
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areas but also their strengths and goals so that they can ultimately achieve
well-being and the sort of balanced, self-determined lifestyle promoted by
the Good Lives Model,

Probiem 'Identiﬁcat_ion and Treatment Readiness

Aside from us telling them so, how are offenders to know what their prob-.
lems are? The current zeitgeist in treatment programnﬁng for sexual offend-
ers is the Good Lives Model, as described by Ward and others Ward and
Stewart 2003; Wilson and Yates 2009). What is a “good life”} It has been said |
(see Thornton 2002, as quoted by Schlank 2008) that many offenders. come
from backgrounds in which they were provided with very few of. the typical
aspects of what most successful people would call 2 "good life.” Wh@ll,aYOl;,l",
developmental history is replete with abuse, poor parenting, poor nytrition;
poor role modeling, and a host of other “poor” foundational elements, is it
any wonder that many of our offenders are left scratchihg their heads when
we suggest that they needto lead a “good life”? This proposal is a tall order
for those without a realistic frame of reference. - :

In many ways, the recent push to provide treatment readiness program-
ming for sexual offenders derives its origins from efforts to engage deniers in
treatment. As a psychologist formerly providing sexual offender assessment
and treatment $ervices in the Correctional Service of Canada (CSC), I am
mindful of how fortunate I was to work in that environment, arguably one
of the most dynamic research and practice networks in the world. In the
mid-1990s, sexual oﬂendez_‘_treamqent pioneer Bill Marshall was tasked with
finding a way to engage deniers in treatment. The reintegration heyday of
CSC took place during the 1990s. In those years; great efforts were made to
manage and treat lower-risk offenders in community settings in keeping with
the (then) recent findings of Andrews and Bonta (2006; orig, 1994). Many
sexual offenders—regardless of risk level—were being held in prison, simply
because they refused to admit they had done anything wrong,

Interestingly, Hanson and Bussiére (1998; see also Hanson and Morton-
Bourgon 2004) published the first of two seminal meta- -analyses of the pre-
dictors of sexual offender recidivism at about the same time that Marshall
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was trying to work with deniers. The first meta-analysis was a major larid-
mark in our understanding of the factors most related to risk for future
offending but, su.rpfising to most in the field, the researchers’ data (later
corroborated by the 2004 meta-analysis) strongly suggested that denial and
minimization were unrelated to recidivism. The field exclaimed a collec-
tive, “How could this be?” Later research (e.g., Nunes, Hanson, Firestone,
Moulden, Greenberg, and Bradford 2007) would refine our understanding
of the Hanson findings, but it is still unclear whether denial or minimization
constitutes a worthwhile factor to consider when attempting to determine
who will and who will not reoffend. As with most elements of human behav-
ior, the reasons behind recidivism seem to be more complex than any one
single factor. We do know, however, that those who enter treatment and see
it through to the end seem to reoffend at lower rates than those who drop
out (Marshall, Marshall, Fernandez, Malcolm, and Moulden 2008). We also
know that coordinating treatment, throughout the process (see Wilson and
Eccles 1998), and beyond, of an offender’s reintegration into the communiry
(Wilson 1996), is also likely good clinical and risk-management practice,

To get back to Marshall, his efforts to engage deniers in treatment led to
some important findings. Principally, we learned that once we take admis-
sion of guilt off the table, many deniers are willing to look at the sort of
lifestyle mariagement issues we now know to be important in building the
sort of balanced, self-determined lifestyles (Curtiss and Warren 1973) that are
Incongruent with reoffending. Basically, the approach was like this: “Ckay,
let’s say for the sake of argument that you are completely innocent, and that

" you did nothing wrong. Look at where you are. You're locked up in a federal
penitentiary, facing a long sentence with little chance of early release because
the parole board is unimpressed by offenders who fail to take responsibility
for their actions. Do you think, just maybe, that there were things going on
in your life that you might want to re-examine—maybe even change—so that
you don’t end up here, locked up unfairly, again?”

Surprisingly, many offenders could see the logic in these assertions and
decided to give Dr, Marshall’s program d chance, And as some of these men
began to explore their lifestyle and interpersonal choices, they also began to
share more and more about the poor sexual choices they had made—to the
point that many ended up admitting to their offenises and, ultimately, mov-
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ing into mainstream treatment for sexual offenders. In essence, program-
ming for deniers targeted the sort of precontemplative issues identified by
DiClemente and Prochaska (1998) in their transtheoretical stages of change
model, roughly equivalent to the “problem identification” step outlined in
the beginning of this chapter. -

TRY:.Treatme.nt Readiness for You

As psychologists working in the Correctional Serwce of Canada, Murray
Cullen and I were acutely aware of the groundbreaking work being done
by Marshall and his associates. Dr. Cullen has had great success in helping
men with anger and emotion difficulties come to terms with those prob-
lems and gain better control of their lives.through his popular Cage Your R;’jlgg,
workbook series (see Cullen 1992). Together, we recognized that the ‘sqr_ts'p.fj
issues highlighted by Marshall’s efforts were not just applicable to deniers,
but applied, as well, to most sexual offenders contemplating treatment. In
fact, it occurred to us that any course of change takes some preparation and
a certain easing into the process. Consider exercise as a means to lose weight.
Do you start slowly and then gradually increase the intensity.of your work-
out, or do you just jump in with both feet and start compéting in 10K races?
In the beginning section of this chapter, I outlined reasons why many
sexual offenders would have a difficult time agreeing to engage in therapy
focusing on their sexually deviant behavior. These barriers to change—also
called “treatment interfering factors” by psychologists and other professional
sexual offender treatment providers—need to be overcome. In order to make
successful lifestyle changes of the sort that will assist offenders in successfully
avoiding situations of risk and reoffending, the course of treatment must be
intelligently constructed and implemented. This necessary step is the often-
overlooked “professional discretion” element of Andrews and Bonta’s RNR
model, in which well-considered design and in-process reflection are critical
to successful behavioral change. ' o
The literature on effective interventions stresses that all successful treat-
ment endeavors must attenid to issues-of client responsivity. Simply put, all
program components must take intg account the personal attributes and skill
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levels of each participant in order to ensure maximum treatment efficacy.
Programs also need to ensure that prospective participants understand why
they must engage in treatment, and they must believe that such engagement
will assist them in making the changes necessary to achieve the sort of bal-
anced, self-determined lifestyle that we promise them will help them to live
better lives. Individuals slated for intensive psychotherapy must be ready for
that experience. The curriculum in the workbook entitled TRY—Treatment
Readiness for You (Cullen and Wilson 2003) assists participants who have expe-
rienced past behavioral difficulties to identify their own potential stumbling
blocks as a natural part of the process of personal change.

“TRY is a short-term group intervention aimed at identifying barriers to
treatment and increasing motivation to change. As originally conceived, the
program was intended to run for eight weeks and was to be offered princi-
pally in a group format. Through participation in TRY, clients were told they
would :

+ confront reasons for being in their current life circumstances
(ie., being instirutionalized, being rcqulred to attend
treatment, etc.);

+ be introduced to models of change as they apply to behavior;

* learn to deal with cognitive dissonance by confrontmg
ambivalence; :

« identify short- and long-term barriezs to making pro-social
hfestyle changes,

~ establish a road.map for change in future treatment groups;
and

-*

“develop hopefulness while decreasing hopelessness and
helplessness. '
" Marshall and his associates (Marshall et al. 2008) published outcomes from
 thi& Rockwood Prepiratory Piogram for Sexual Offenders showing clearly that
involvement in treatment readiness programming can increase self-efficacy and
hivpe foi' future success. Although the genesis of théir program was related
to dealing with deniers, they ultimately found that motivation was the more
worthy treatment target, as I did in research completed with two of my gradu-
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ate students (Barrett, Wilson, and Long 2003; Stirpe et al. 2001). However, of
most interest, Marshall et al. (2008) found that offenders who did not com-
plete their preparatory program ultimately received more treatment.in higher
security settings, had greater difficulty engaging in treatment, and spent more
time in prison before release than their peers who completed the preparatory
program, That is, offenders who completed treatment readiness programming
were better prepared for the process of change, understood the material more
quickly, and were more likely to achieve early release.

Comprehensive Treatment Programming that Emphasizes L
Treatment Readiness in a Civil Commitment Setting

Civil commitment is 2 somewhat uniquely American approdch to long-term
sexual offender risk management. Under Kansas’s.Sexually Violent Predator
Act (see Kansas v. Hendricks 1997), any person who, due to. "mcntgl.:abn'orihal-
ity” or “personality disorder,” is likely to engage in “predatory acts of sexual
violence” can be mdéﬁnitely confined. In this ,landmérk case, which essen-
tially began the process of sexual offender civil commitment in the United
States, Hendricks appealed the finding against him, but the Supreme Court
ultimately upheld the decision. In doing so, the Supreme Court defined a
“mental abnormality” as a “congenital or acquired condition affecting the
emotional or volitional capacity which predisposes the person to commit
sexually violent offenses.” As such, persons eligible for confinement were

~ limited to those “not able to control” their dangerousness.

In Florida, the Involuntary Civil Commitment for Sexually Violent
Predators’ Treatment and Care Actbecame effective-onJanuary 1, 1999, Under
this act, inmates serving sentences with sexual offense histories (not neces-
sarily fot their latest offenses) are reviewed by the Department of Children
and Families, prior to release, for possible referral for civil commitment trial.
The court then decides who meets criteria for civil commitment as a sexually
violent predator (SVP) based, in part, on expert testimony, Those offenders
awaiting trial are detained in the same facility as those already civilly com-

‘mitted. Housing and treatment are offered at the Florida Civil Commitment

Center (FCCC) in Arcadia; Florida.
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The goal of the Florida Civil Commitment Center is to assist all residents in
the development of a balanced, self-determined lifestyle, Arguably, the men
referred to the FQCC are among the highest risk sexual offenders of all those in
Florida who receive determinate sentences for sexual offenses. Consequently,
and in keeping with the tenets of the risk principle, the program is long-
term and intensive. The FCCC’s Comprehensive Treatment Program (CTP}
for persons who have sexually offended is a four-phase, multi-modal, holistic
approach to identifying and addressing problematic cognitions and behaviors
that lead to increased risk for future sexual violence. The program is mod-
eled, with adaptation, on aspects of treatment and risk-management pro-
gramming designed in part by David Thornton (formerly of Her Majesty’s
Prison Service in the United Kingdom—see Thornton 2002), Jim Haaven's
“New Me Life Planning” model (Haaven, Little, and Petre-Miller 1990), and
elements of the Correctional Service of Canada’s National Sex Offender
Programs model (see Wilson, Cortoni, Picheca, and Nunes 2007).

The traditional model of sexual offender treatment puts principal empha-
sis on identification of deviant sexual fantasies and high-risk situations, full
disclosure of sexual offense histories, and development of new cognitions
and behavior—sometimes with little or no attention to treatment readiness
and motivation. The FCCC model puts considerable time and effort into the
process of preparing treatment participants for change. We believe that this
preparation is tanitamount to laying the foundation on which all other treat-
ment endeavors will rely for stability. Simply pu, it is a lot like painting with-
out priming: without adequate preparation for change many of the concepts
we wish participants to incorporate into their new lives will not stick.

Phase Ii Preparation for Chiange

Phase I of the CTP emphiasizes identification of the participants’ problems,
pcor inethods of problem solving, and treatment-nterfering factors (or, bar-
riexs to.change).  All program participants must complete three individual
programmmg components before being advanced to Phase II. Participants
Jbegin with' participation in. Moral Reconation Therapy (MRT—see Little
and Robinson, 1988; Little, Robinson, Burnette, and Swan 1999) then move
on to Thmkmg for a Change (T4C—see Glick, Bush, and Taymans 1997),
Participation in TRY—Treatment Readiness for You (Cullen and Wilson
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2003} commences approximately halfway through T4C. Placement of TRY.
toward the end of Phase I is intentional, in that this is when CTP participants
first begin to speak about lifestyle management issues, specifically as they
relate to sexuality. Up to that point, sexual issues may be raised as examples,
but they are not the primary focus of intervention,

Movral Reconation Thempy (MRT)- .

Moral Reconation Therapy is an evidence-based approach to- increasing
problem-solving and moral decision-making skills, Tn using exercises and
tasks, MRT resembles what is usualty described as “cognitive skills” educa-
tional programming. However, the skills training with MRT is intended to go
beyond usual classroom methods of skills development. Recent li_tera_,l_:izre has
shown MRT to be effective in lowering recidivism rates in those who success-
fully complete the program. The seven parts of MRT are as follows: -

1. Confrontation and Assessment of Self: Assesses residents’ beliefs,
attitudes, behaviors, and defense mechanisms
2, Assessment of Current Relationships: Includes planning to heal
damaged relationships
3. Reinforcement of Positive Behaviors and Habits: Res1dents help
others to raise their own awareness of moral responsibility to
_ - the community - . |
4. Positive Identity Formation: Bxplores the inner self and the
setting of goals . :
5. Enhancement of Self Concept: Builds self-esteem and positive habits
6. Increased Impulse Control: Develops skills to delay gratification
and manage their pleasure-seeking behavior
7. Developing Higher Stages of Maral Reasoning: Res1dents are
encouraged to demonstrate greater concern for others and
. for social systems

- Thinking for a Change (T4C)
Thinking for a Change consists. of exercises that build problem-solving skills,
Participants learn how good decisions are made and how to use those good

 decisions to get along better with their friends, families, and others. The goal
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is for participants to quickly identify and appreciate how reevaluating their
thinking, belief systems, personal and intetpersonal values, and attitudes can
help their lives. Participants begin organizing their thoughts using cognitive
skills anid methods, applying both in an objective and systematic way. T4C
has the following goals:

1. Increase awareness of cognitive distortions related to events-
thoughts-feelings-actions

2. Identify differences between physical and emotional feelings -
and examine how they guide behavior

3, Learn to identify high-risk thoughts and feelings

4, ldentify unhealthy attitudes and beliefs that lead to unhealthy
behaviors

5. Improve problem-solving skills and coping strategies through
new thinking :

6. Improve communication and listening skills to improve

interpersonal relationships

TRY: Treatment Readiness for You
Earlier in this chapter, we discussed that before offenders can go into inten-
sive treatment, they must be ready for that tredtinerit. The Florida Civil
Commitment Center is currently piloting the TRY curriculumn described
above as adapted to a civil commitmeni population. Because treatment inter-
fering factors in this population are frequently coupled with higher than
avef#{gé "d’eg‘i‘ees of aﬁ'tisbcielity and a deep anger at the cml commitment
bigger challenge than offering such programming to many sexual offender
clients, Iri' thé FCCC adaptation, TRY programming helps residents to iden-
tify barriers to change as a fatural part of the process of personal growth.
Increasing motivation to change in this population, however, must also take
' into consideration entrenched antisocial values and attitudes (some of which
can be profound), degrees of institutionalization, comorbid mental health
issuiés, and systemic issues (i.e., civil comm1tment as a concept, ongomg liti-

gation, and legislative difficulties).
TRY programming at the FCCC is offered in a group setting with two facil-
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itators, ideally one of each gender. Group sizes average 15 participants, who
meet weekly for 90 minutes over a 12-week period. The program closely fol-
lows the published curriculum; however, some elements (e.g,, ambivalence)
targeted for one session in the original configuration are extended because

- of an increased need for focus in this particular population. To date, we have

run four cycles with approximately 80 FCCC residents having completed the
program prior to advancement to Phase II. At present, no outcome data are
available (program evaluation efforts are ongoing), Observations from receiv-
ing Phase II facilitators, however, have been that TRY participants appear to
have an easier time in the disclosure portion (i.e., giving a- .complete accouny
of one’s sexual offending past). ;

Phase II; Awareness : Geid T
In Phase II of the CTP, parumpants develop an agreed upon: and comprehen» .
sive identification of the main factors that contributed- t0:past. ‘offending:In
dlsclosure the goal is to completely disclose the entirety of one'’s history:of
deviant sexuality and behavior. This process is usually completed with the
assistance of polygraph evaluations (although it is i:nqupant;’eo note-thatwe
use polygraph as a tool to assist participants in being honest; we do not use it
as a pass/fail tool to aid or inhibit graduation to h1gher phases of treatment).
Once the goals of disclosure are met, partieipante move into. the discovery
stage, where the goal is to provide opportunities to demonstrate insight into
participants’ current expressions of risk factors and to further 1dent1fy contin-
ued barners to personal balance and self-determinism.

Phase III: Healthy Alt\ernal:ive Behaviors

In Phase III of the CTP, we encourage res1dents to re- evaluate justifications
and attitudes that supported their offending behavior. Ultimately this pro-
cess leads to increased awareness of deficits in emotional coping and specific
problematic emotions, acknowledgment of deviant sexual arousal/interest,
reduction of deviant arousal, verbalization of events and behaviors that com-
prised sexual offenses, and the apphcatmn of new coping strategies. In the
development component of Phase I1I, the focus of treatment is to help resi-
dents reliably control their psychological risk factors. Residents use healthier,
more prosocial strategies in situations. where risk factors are more common.
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This large task is accomplished by addressing the following objectives:

+ Develop a representation of “old me”

+ Develop a‘reprcsentation of “future me”

* Enact “future me” role plays

» Review a balanced, self-determined lifestyle
Get to the "future me”

The relationship skills component of Phase Il is designed to help residents
understand how they relate to others. It helps residents see how they may
wish to change patterns of relating. Finally, it enables residents to develop
the attitudes and skills that promote healthier ways of relating to others.
The development of relationship skills is important. Experiencing problems
making and keeping emotionally intimate relationships with adults has a lot
to do with reducing risk for sexual reoffending. Persons who commit sexual
offenses and have problems with relationships sometimes avoid close rela-
tionships, seek but fail to establish close relationships, or enter relationships
that are not meaningful. '

The empathy and emotional awareness component of Phase III is designed
to assist residents as they try to understand and share with others in a more
empathic and emotionally healthy manner through

» developing a richer, better-differentiated emotional experience;

« increasing perspective-taking skills in general, and specifically
in situations where problems exist in seeing how others
might interpret the things we do and say;

» increasing one’s ability to share and understand emotions
with others in a healthy way;

» reducing unhelpful or unhealthy responses to others” distress
{e.g., freezing, self-pity, rescue-ranger); and

« developing and exploring erhpathy skills in the context of
close relationships:

Last, consolidation of treatment gains (L., organizing and making them
more permanent) comes through ongoing development and supervised prac-

Treatment Readiness and Comprehensive Treatment Programming. 23

tice of self-control over behaviors, thoughts, and emotions. Interventions are
defined as contributing to a model of behavior that stresses balance and self-
determination, Therefore, consolidation is very helpful in learning how to
maintain treatment gains, encourage prosocial behavior, feel better about
cneself, make better decisions, and provide support and reinforcement to
ensure residents use their newly learned behaviors.

Phase IV: Maintenance and Comprehensive Discharge Planning

Phase IV of the Comprehensive Treatment Program provides additional
opportunity to evaluate behavioral change and skill development. Phase v
allows us to gauge to what extent each participant has both acqu!redand
integrated, and is now demonstrating behaviorally the attitudes and skﬂls
critical to avoiding future sexual offending behavior. A key.componenit of this
last phase of treatment involves volunteering and providing mentonng to
persons in earlier phases of treatment. Residents in Phase IV also make prep
arations for life in the community through structured vocational program-
ming (in which they identify potential sources of employment and engage
in practice job interviews); make connections with social supports (including
family and friends) and community- -based social service agencies (e.g., treat-
ment providers, advocacy organizations, welfare), and identify legal and civic
responsibilities (e.g., probation, sexual offender registration, etc.)..

Sexual offender assessment, treatment, and risk management is serious
business. The potential costs of not doing a good job are huge. The pub-
lic expects that persans who pose a risk to others will either take whatever
treatment is necessary to eliminate that risk or—if they cannot conu"oi them-
selves—will be removed from society, possibly forever. Couple this attitude
with the reality that most citizens believe that even one recidivist is too many,
and it is easy to see the daunting task facing sexual offender service provid-
ers, to say nothing of the tremendous challenges up agamst the offenders
themselves.

In this chapter, I have framed the phght of the offender—who must face
both the chilling reality of his own behaworal history and the absolute need
to make substantial lifestyle changes, if he ever hopes to be free in the com-
munity. My intention was not to seek absolution for offenders, although my
mentor (Kurt Preund) was always clear in his acknowledgment of the bitter
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duality of sexual offenders—inherent dangerousness coupled with a social
predicament worthy of compassion. Rather, I hope that readers have been
able to acknowledge and identify some of the very real challenges we all face
in getting offenders into treatment, having them stay there, and making sure
that they actually learn (and incorporate into their core beings) better ways
of living—offense free. Addressing barriers to change, treatment-interfering
factors, and motivation are key components of any program that has the
goal of successfully altering behavior, including the especially lofty objective
of the development of a balanced, self-determined lifestyle. The same chal-
lenge is true of sexual offender treatment in general. However, traditional
programming has done little to consider issues of offender responsivity. In
fact, we often mandate sexual offenders to the sort of treatment we think
they need, rather than taking the time to find out whether the offender also
believes these targets and goals to be important. While I hesitate to suggest
that we should leave curriculum development to the clients, there is a certain
benefit in at least checking in with clients to see if we are hitting all the nec-
essary targets. Interestingly, we are now seeing more “user satisfaction” data
being reported regarding sexual offender treatment endeavors (see Levenson
and Prescott 2009; Levenson, Macgowan, Morin, and Cotter 2009). 1 believe
this process of checking in with clients to be a very important element of
good clinical intervention.

Treatment readiness programming has been a long time coming in the
séxual offender treatment realm. As we refine methods of intervention, we
identify areas in need of further exploration. Unfortunately, little research
has been pubhshed regarding motivation to change in sexual offenders—
certainly not nearly as much as we have seen regarding risk’ assessment and
risk management. Ward (2006), in his criticisms of the RNR model, empha-
sized the need to pay more than mere lip service to the concept of respon-
sivity. Of the components of the RNR model, the one we consistently do
most poorly is being responsive to clients’ needs in the design and imple-
mentation of treatment models. The need to prepare and motivate clients
for participation in treatment is essential. Critical to this foundation is an
atknowledgment of how difficult it is to change, especially when we con-
sider the environments in which the changes are to begin (i.e., prison, civil
commitment center, ete.) and, second, where they will be implemented (i.€.,
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community). Sanding the surface, keeping it clean, and applying a good.coat
of primer will help ensure success in any painting endeavor. The same pnn
ciples apply here.
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