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Section one:

The larger context

of treatment and
organizational change

Preface

Sexual offenses cause tremendous harm to the lives of
victims, the victims’ families and our communities. We
recommend that the California Department of Corrections
and Rehabilitation implement the “containment approach”
for managing sex offenders in prison and on parole. The
containment approach is a comprehensive strategy that
prioritizes victim protection and community safety.

Prison treatment for sex offenders can be an effective
component of the containment approach. Intense prison
treatment can reduce recidivism and enhance community
safety. It can also reduce the substantial costs (emotional
and financial) associated with recidivism. Miller, Cohen
and Wiersema (1996)! estimated that child sexual abuse
crimes costs victims and society $99,000 per victimization,
and estimated $87,000 per rape/sexual assault victim-
ization. These costs are estimated to be $140,531 and
$123,497 in 2007 dollars. Ninety-percent of the costs are
associated with significant reduction in the quality of life
for victims of these crimes.?

Quantifying the costs of sexual victimization seems to
trivialize it nonetheless. As Miller et al. (1996:14) state,
“pain, suffering, and reduced quality of life do not have a
market price and cannot be bought and sold.” Certainly
victims would pay dearly to avoid them, as would their
families and members of the community.

The following report details a prison sex offender treatment
program plan that is designed to reduce recidivism and
avoid the costs and immeasurable harm of sex crime victim-
ization. It provides evidence-based sex offender treatment
and management recommendations to increase community

safety and decrease new sex crimes by known offenders.

' See Miller, T.R., Cohen, M.A. and Wiersema, B. (1996). Victim Costs
and Consequences: A New Look. A final summary report presented
to the National Institute of Justice, U.S. Department of Justice.
Washington, D.C. NCJ155282.

2 The complex estimates include tangible and intangible losses to the
victim, plus costs associated with the criminal justice system, victim
services, incarceration of the offender, and “second generation costs”
associated with future victims of crimes associated with earlier victims.

Introduction

PURPOSE OF THIS REPORT

The California Department of Corrections and
Rehabilitation (CDCR) requested a document that
describes an empirically based prison sex offender treat-
ment program and provides recommendations for the
development and implementation of such a program in
the California prison system. Program recommendations
are drawn from research and clinical experience. Where
possible, materials from other programs are included in
appendices to facilitate implementation.

VALUE OF TREATMENT

As states face the cost of burgeoning prison populations,
along with the public’s fear of sexual offenders, the use of
sex offender treatment as a primary management and con-
tainment tool has become commonplace in jurisdictions
across the United States.

Fortunately, a plethora of research studies over the past

20 years is guiding most programming, and there is a
general consensus among sex offender management profes-
sionals about “best practices” for this population. When
this information is combined with the “what works in cor-
rections” literature describing evidence-based practices that
reduce recidivism, a solid framework is available for devel-
oping and implementing a state-of-the-art prison treatment
program. However, prison treatment will be more effective
if it is followed by community-based containment services,
including supervision, treatment, and polygraph testing.

RECIDIVISM REDUCTION

While the efficacy of sex offender treatment remains a
debated topic, many studies show that treatment participa-
tion is correlated with lower officially recorded recidivism

rates.® Studies of programs using cognitive-behavioral

5 Hanson, K. R., Gordon, A., Harris, A. J. R., Marques, J. K., Murphy, W.,
Quinsey, V. L. and Seto, M. C. (2002). First Report of the Collaborative
Outcome Data Project on the Effectiveness of Psychological Treatment
for Sex Offenders. Sexual Abuse: A Journal of Research and Treatment,
Vol.14, No. 2, 169-194. This meta-analytic review examined the effective-
ness of psychological treatment for sex offenders by summarizing data
from 43 studies (combined n = 9,454). Averaged across all studies, the
sexual offense recidivism rate was lower for the treatment groups (12.3%)
than the comparison groups (16.8%, 38 studies) and the same was
found with general recidividism (treatment 27.9%, comparison 39.2%, 30
studies). Current treatments (cognitive—behavioral, k = 13; systemic, k =
2) were associated with reductions in both sexual recidivism (from 17.4 to
9.9%) and general recidivism (from 51 to 32%). Older forms of treatment
(operating prior to 1980) appeared to have little effect.
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treatment techniques have found recidivism reductions of
30-50 percent. This reduction translates into victimiza-
tions prevented, criminal justice expenditures avoided,
and crime-free living on the part of many offenders.
Clearly, sex offender treatment can be an effective offender
management tool and crime prevention strategy. Thus,
treatment is a sound, fiscally responsible public policy.

Many treatment effectiveness studies, however, only
briefly describe the content of the program and the
services delivered. In many cases, the population of pro-
gram participants is only minimally described. Even fewer
studies include information on the extent to which the
program is actually delivered as planned. This lack of
programmatic detail translates into a significant unknown
in terms of understanding Aow a specific program or treat-
ment reduces recidivism.

RECIDIVISM REDUCTION IN COLORADO

The only prison sex offender treatment program that has
undergone a comprehensive evaluation that both detailed
services delivered and participant outcomes is the sex
offender treatment program at the Colorado Department
of Corrections (CDOC), founded by the first author in
1984 and evaluated by the second author in 2003.* Since
the authors of this report work for separate state depart-
ments, the evaluation was undertaken by researchers who
had no stake in the outcome.

The 2003 evaluation found that CDOC treatment par-
ticipants were significantly less likely to be rearrested for a
violent crime upon release from prison, and the treatment
effect remained for nearly 7 years, the duration of the
follow-up. The study was generously funded by the U.S.
Department of Justice, Bureau of Justice Assistance, and
allowed for extensive data collection and descriptions of
the services delivered.’

Further, the first author implemented a strong research
component to continuously study and improve program

4 Lowden, K., Hetz, N., Harrison, L., Patrick, D., English, K, and Pasini-
Hill, D. (2003). Evaluation of Colorado’s Prison Therapeutic Community
for Sex Offenders: A Report of Findings. Office of Research and
Statistics, Division of Criminal Justice, Colorado Department of Public
Safety. Denver, Colorado.

5 Researchers observed 67 therapy groups (two researchers in each
group using structured observation instruments), conducted 18 staff
interviews and 7 inmate focus groups, and hand-collected information
from 578 case files. For a copy of the full report, go to http://dcj.state.
co.us/ors/pdf/docs/WebTCpart1.pdf and http://dcj.state.co.us/ors/pdf/
docs/WebTC%20part%202.pdf.

activities. The unique knowledge generated about the
CDOC program from its internal research operation pro-
vides additional empirical guidance for implementation of
a similar program at CDCR.® It also reflects the necessity
of such research to the treatment model so that service
delivery remains consistent and excellent. The value of
prison treatment as a public safety tool was established

by the Colorado evaluation, described in Section One,
and effective replication of the program in California will
require similarly rigorous research-oriented program mon-
itoring and quality assurance efforts. Recommendations
to this effect begin in Section Three.

Because of the relative plethora of research on the
Colorado Department of Corrections sex offender treat-
ment program,’ the authors use this program as a model
that would meet the objectives of the CDCR for an
empirically-based program that reduces recidivism.

NATIONAL OVERVIEW

To provide a context for the recommendations presented
here, this report includes a review of existing in-prison
treatment programs based on two national surveys
conducted in 2000 and 2006 along with more detailed
information on seven prison programs (South Dakorta,
Vermont, Texas, New Hampshire, Washington State,
Minnesota, and Alaska). A review of the Colorado pro-
gram follows. Data from these programs are provided
when available.

AUDIENCE

This report was developed for multiple audiences and
includes a broad range of information, from “what are

other states doing?” (a common question from legislators)

6 For example, see Heil, P., Ahimeyer, S., & Simons, D. (2003). Crossover
sexual offenses. Sexual Abuse: A Journal of Research and Treatment.
15(4), 221-236; Heil, P., Simons, D., Ahlmeyer, S. (2003). Impact of
incentives and therapist attitudes on polygraph results. Presentation
at the Association for the Treatment of Sexual Abusers, 22nd Annual
Research and Treatment Conference. St. Louis, Missouri; Ahlmeyer, S.,
Heil, P., McKee, B., & English, K. (2000). The impact of polygraphy on
admissions of victims and offenses in adult sexual offenders. Sexual
Abuse: A Journal of Research and Treatment, 12, 123-138; Simons, D.,
Heil, P., English, K. (2004). Utilizing polygraph as a risk prediction/treat-
ment progress assessment tool. Presentation at the Association for the
Treatment of Sexual Abusers, 23rd Annual Research and Treatment
Conference. Albuguerque, N.M.

7 Lowden, K., Hetz, N., Harrison, L., Patrick, D., English, K, and Pasini-
Hill, D. (2003). Evaluation of Colorado’s Prison Therapeutic Community
for Sex Offenders: A Report of Findings. Office of Research and
Statistics, Division of Criminal Justice., Colorado Department of Public
Safety. Denver, Colorado.
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to details about important treatment staff characteristics.
As such, some sections may be more relevant to certain
readers than other sections. Overall, the intent is to pro-
vide a model for a public safety oriented, in-prison sex
offender treatment program that is grounded in support
from the professional literature on sex offender treatment
and management. This information is integrated with
the “what works to reduce recidivism” scientific literature
that has proliferated in the past two decades. The report
also includes a short discussion of organizational change
since implementation will require focus and commitment
by CDRC administrators. In the end, we hope this docu-
ment provides a “how to” along with a “why to” strategy
for the implementation of a very specific program. The
documents in the appendices may be useful to the pro-
gram director and staff as implementation proceeds.

ORGANIZATION OF THIS REPORT
This report is organized as follows:

Section One provides

* An overview of in-prison sex offender programs across
the nation,

* A summary of programs with positive outcomes,
e A special focus on the Colorado prison program,

e A review of the findings from the final evaluation study
of the Atascadero sex offender treatment program,

e A brief overview of evidence-based practices for correc-
tional programming, and

* A brief discussion of organizational change.

Section Two provides
* A description of the containment approach,

* A focus on the use of the post-conviction polygraph

examination,
¢ And a review of the effectiveness of the containment

approach in several jurisdictions.

Section Three provides specific guidance for the develop-
ment and implementation of a CDCR prison sex offender
treatment program. It also briefly addresses continuing the
containment approach through supervision in the com-
munity. The section contains the following subsections:

* Designing the program for effectiveness
¢ Target population

* Program structure

* Description of treatment stages

* Treatment location (facility selection)

e Community containment

* Quality control and program evaluation
* Program staffing

Section Four presents a preliminary cost analysis associ-
ated with prison treatment and recidivism reduction.

Section Five is a simple list of 14 implementation steps.

Section Six contains appendices to this report. Some of
the appendices contain supporting documentation; oth-
ers contain sample forms and policies that CDCR officials
can use when developing the California program.
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Summary of U.S. prison-based sex
offender treatment programs

COLORADO DEPARTMENT OF CORRECTIONS
SURVEY: 2000, 2006.

In 2000, the Colorado Department of Corrections
(CDOC) conducted a national survey of in-prison sex
offender treatment programs. Parts of the survey were
updated in 2002 and 2006.® While all of the information
may not be current, it is clear that the majority of prison
systems in the U.S. have implemented treatment programs
for sex offenders. Overall, the information provides an
important national context for the CDCR undertaking.

Although it is estimated that more
than 300,000 sex offenders are
incarcerated in state or federal
prisons, it appears fewer than
480 therapists nationwide are
working with this population,
according to survey findings.

SIGNIFICANT VARIATION

Of 49 responding states and the Federal Bureau of Prisons,
44 of these systems had sex offender treatment programs
in 2006. The survey revealed significant variation in the
operation of sex offender treatment programs. The number
of inmates participating in programs ranged from 20 in
Alabama to 1,000 in Michigan and 2,000 in Pennsylvania.

NUMBER OF THERAPISTS

A telling measure of institutional commitment may be the
number of program therapists, which ranged from 2 in
Louisiana and Rhode Island to 65 in Texas, with 26 insti-
tutions reporting fewer than 10 therapists. Although it is
estimated that more than 300,000 sex offenders are incar-
cerated in state or federal prisons, it appears fewer than
480 therapists nationwide are working with this popula-
tion, according to the survey findings.

8 Lins, Richard G. (2006). The 2006 50 State Survey of Sex Offender
Prison Programs. Colorado Department of Corrections, Colorado
Springs, CO; West, M., Hromas, C. S., and Wenger, P. (2000).
State Sex Offender Treatment Programs, 50-state survey. Colorado
Department of Corrections, Colorado Springs, CO.

PROGRAM DURATION

Program length varied considerably, from 6 months
(Georgia) to 48 months (Maine). Only seven institutional
programs were 24 months or longer; another 3 reported
open-ended completion times. It is likely that many prison
sex offender treatment programs lack the duration necessary
to assist offenders make long lasting changes. The Colorado
evaluation of the CDOC program found longer time in
intense treatment was correlated with reduced recidivism.

Prison inmate policies are frequently
modified for sex offender program
participants to ensure consistency
with treatment objectives.

VISITATION WITH CHILDREN

Prison inmate policies are frequently modified for sex
offender program participants to ensure consistency with
treatment objectives. Twenty-five of the 45 institutions
surveyed disallow visitation with children for inmates con-

victed of sexual assault against a child.

Research using guaranteed confidentiality, anonymous
survey, or polygraph testing indicates that the majority

of convicted sex offenders “crossover” in the age, gender
and relationship of their victims,” meaning that few sex
offenders “specialize” and most have histories of assault-
ing multiple types of victims. The most progressive policy
would be to disallow all sex offenders from having contact
with children unless a comprehensive evaluation indicates
that they pose a low risk to children. Contact may place

a child at risk of being abused and increase the likelihood

¢ Heil, P, Ahimeyer, S., & Simons, D. (2003). Crossover sexual offenses.
Sexual Abuse: A Journal of Research and Treatment. 15(4), 221-236;
Ahlmeyer, S., Heil, P, McKee, B., & English, K. (2000). The impact of
polygraphy on admissions of victims and offenses in adult sexual offend-
ers. Sexual Abuse: A Journal of Research and Treatment, 12, 123-138;
Abel, G. G., Becker, J.V. Cunningham-Rathner, J., Mittelmann, M.S., &
Rouleau, J.L. (1988). Multiple paraphilic diagnoses among sex offenders.
Builletin of the American Academy of Psychiatry and the Law, 16, 153-
168.; English, K., Jones, L., Pasini-Hill, D., Patrick, D., & Cooley-Towell,
S. (2000). The value of polygraph testing in sex offender management.
Final research report submitted to the National Institute of Justice for
grant number D97LBVX0034. Denver, CO: Colorado Division of Criminal
Justice, Office of Research and Statistics; O’Connell, M. A. (1998).
Using polygraph testing to assess deviant sexual history of sex offend-
ers (Doctoral dissertation, University of Washington, 1998). Dissertation
Abstracts International, 49, Ml 48106; Grubin, D., Madsen, L., Parsons,
S., Sosnowski, D., Warberg, B., (2004). A prospective study of the
impact of polygraphy on high-risk behaviors in adult sex offenders.
Sexual Abuse: A Journal of Research and Treatment, 16(3), 209-222;
Weinrott, M.R. & Saylor, M. (1991). Self-report of crimes committed by
sex offenders. Journal of Interpersonal Violence, 6, 286-300.
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that an offender will engage in sexual fantasies involving
children.' Yet only 11 states restrict visitation of sex offend-
ers whose conviction crime did not involve children. See
Section Three, Facility policies that promote a treatment
environment, and Appendix 1 for more information.

PORNOGRAPHY

Twenty-six of the survey respondents reported that all
prisoners were restricted from viewing pornography, but
only eight of the 19 states that allowed pornography
among the general population disallowed its use by those
in sex offender treatment. Pornography encourages the
objectification of others, and since this is an issue in sex
offender treatment and criminal thinking generally, it is
an important issue for prison administrators to address.
See Section Three, Facility policies that promote a treatment

environment, for more information.

INCENTIVES

Because change is difficult for everyone, and sex offender
treatment requires considerable effort on the part of the
inmate, treatment incentives are an important aspect of
program management. Nineteen states awarded earned
time based on treatment participation. Of the 26 states
with post-release supervision, 14 used treatment participa-
tion as a criterion for recommending the inmate for release.
Only 14 used treatment participation as a progressive cus-

tody classification for moves to a less restrictive facility.

Among the states participating in the survey, only
Colorado used all three incentives inquired about: earned
time, parole recommendations, and progressive moves.
However, depending on the corrections system, only some
of these options were available. Iowa, Kansas, Nebraska,
New Mexico, North Dakota, and South Dakota imple-
mented two of the three incentives.

STATEWIDE STANDARDS

In 2006, seven respondents reported that sex offender treat-
ment was guided by statewide standards: Colorado, Georgia,
lowa, Kentucky, Louisiana, Tennessee, and Virginia.

0 Heil, P. (1999). Contact with children in the prison visiting room.
Colorado Department of Corrections, Colorado Springs, CO, as cited
in the Colorado Sex Offender Management Board Standards and
Guidelines for the Assessment, Evaluation, Treatment and Behavioral
Monitoring of Adult Sex Offenders (rev 2003), Colorado Department of
Public Safety, Denver, CO; Davis, G., Wiliams, L., and Yokley, J. (1996).
Deviant fantasies and masturbation in sex offenders with and without
contact with children. Paper presented at the 15th Annual Conference
of the Association for the Treatment Sexual Abusers.

Given the recommended practices
regarding use of the polygraph,

it appears from the survey data
that most prisons using the
polygraph did so in a minimal
fashion, suggesting that it was
significantly underused in the
prison setting.

ASSESSMENT TOOLS

Eight of the states and the Federal Bureau of Prisons
(BOP) used the penile plethysmograph,'! 6 states and the
BOP used the Abel Assessment,'? and 13 states and the
BOP used the polygraph as assessment and monitoring
tools. These are commonly used tools in the sex offender
treatment community. However, the extent to which

the polygraph was used became clearer when one of the
surveys indicated that most of the programs used the
polygraph less than once per year. Eight reported that it
was used only once during treatment; two reported that
it was used “rarely” or on less than 10 percent of program
participants. Only Colorado and Delaware had integrated
polygraph testing into the program as recommended by
exerts, with Colorado using it every four months, and
Delaware using every six months."* It appears from the
survey data that most prisons using the polygraph did so
in a minimal fashion, suggesting that it was significantly
underused in the prison setting.

IDENTIFICATION OF TREATMENT POPULATION

The most significant reform in sex offender management
has been in the area of the identification of sex offenders.
Today, it is rare to classify sex offenders solely based on

their conviction crime. Sex crimes are difficult to investigate

" The penile plethysmograph is a phallometric measure of sexual arousal.

2 The Able Assessment of Sexual Interest is visual reaction time measure
of sexual interest.

'® English, K., Pullen, S., and Jones, L. (1996). Managing adult sex
offenders: A containment approach. Lexingon, KY: American Probation
and Parole Association; Simons, D., Heil, P., English, K. (2004). Utilizing
polygraph as a risk prediction/treatment progress assessment tool.
Presentation at the Association for the Treatment of Sexual Abusers,
23rd Annual Research and Treatment Conference. Albuquerque, N.M.;
Hindman, J. & Peters, J. (2001). Polygraph testing leads to better
understanding adult and juvenile sex offenders. Federal Probation,
65(3); Heil, P., Ahlmeyer, S., & Simons, D. (2003). Crossover sexual
offenses. Sexual Abuse: A Journal of Research and Treatment. 15(4),
221-236; Colorado Sex Offender Management Board Standards and
Guidelines for the Assessment, Evaluation, Treatment and Behavioral
Monitoring of Adult Sex Offenders (rev 2003), Colorado Department of
Public Safety, Denver, CO.
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and prosecute since the victim is often a child or a close
acquaintance or both; therefore, offenders are frequently
convicted on other charges such as burglary, murder or con-
tributing to the delinquency of a minor. Current practice is
to look at the facts associated with current and past crimes
to identify the actual sex offender population.

The most common method of
prioritizing offenders for treatment
was time to release.

Not surprisingly, then, the 2006 survey of prison treat-
ment programs found that only eight states identifed sex
offenders for treatment based on their conviction crime
alone. Thirty states included the factual basis of the con-
viction crime as a criterion for treatment, and 33 states
included past convictions in the identification of eligible
offenders. Ten states included juvenile adjudications, and
12 states included misdemeanor sex crimes. Only eight
states included the common institutional sex crime of
exposure;' this is unfortunate since research on sex offend-
ers at the Colorado Department of Corrections found
these offenders to be especially dangerous upon release.
Only seven respondents (Federal Bureau of Prisons,
Colorado, Kansas, Louisiana, Michigan, Pennsylvania,
and Virginia) included all of the following as a basis for
identifying an offender as eligible for sex offender treat-
ment: factual basis of a sex crime, current or past felony
or misdemeanor conviction for a sex crime, and juvenile
adjudication for a sex offense.

Few states rely only on the crime
of conviction to identify offend-
ers for treatment eligibility. Thirty
states include the factual basis
and 33 include past convictions
for sex crimes.

PRIORITIZATION FOR TREATMENT

According to the survey findings, the most common method
of prioritizing offenders for treatment was an offender’s

=

The eight departments that included institutional exposure as a crite-
rion for sex offender treatment were the following: Colorado, Kansas,
Louisiana, Michigan, Rhode Island, Vermont, Virginia and the Federal
Bureau of Prisons.

15 English, K., and Heil, P. (2005). Prison rape: What we know today.
Corrections Compendium. 30(5), 1-5, 42-43.

proximity to release from prison. Colorado, Hawaii, Idaho,
Kansas, Kentucky, New Jersey, and Washington used this as
the sole criterion. These states relied upon risk assessment
scores: Connecticut, Delaware, Minnesota, New Mexico,
South Carolina, South Dakota, Texas, West Virginia, and

Wisconsin.'®

INTENSE TREATMENT

Twenty of the states reported that sex offender program-
ming included some form of residential milieu-oriented
treatment. These are highly structured residential programs
that integrate the inmates’ community and work life to
promote difficult behavior changes.

Snapshots of prison programs

The following descriptions of prison treatment programs
provide additional programmatic detail and raise important
policy issues. Ideally, this section would describe both the
services delivered by program staff along with the recidi-
vism findings, but both types of information are rarely
available. Detailed outcome studies of prison programs in
Vermont and Minnesota are presented below but services
received by the treatment groups are minimally described.
Likewise, detailed information is available on services
delivered by the Texas Department of Corrections, but
the program has not been evaluated. Thus, while available
information varies significantly, snapshots of seven state
prison treatment programs are provided below.

SOUTH DAKOTA

Inmates convicted of a current or past sex offense or

who have a sex crime as the factual basis of their convic-
tion crime are encouraged to take part in a Sex Offender
Treatment Program (SOTP). Failure to take part or com-
plete STOP can negatively impact an inmate’s parole and
classification level. Those inmates who are terminated
from or refuse treatment while in prison may have their
visits restricted, may be classified to a higher level and

may jeopardize their parole release.!”

>

Note that for all of the states in this list, the data were not available in
the 2006 survey but rather were obtained from a brief 2002 survey
executed by the same author as the 2006 studly.

1

South Dakota Department of Corrections at http://www.state.sd.us/
corrections/FAQ_Sex_Offenders.htm.
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VERMONT

The Vermont DOC recently (January 2006) expanded its
treatment program for sex offenders. Like most modern
correctional interventions, the treatment program uses a
cognitive behavioral group treatment approach. Prison-
based treatment takes place as the offender approaches
re-entry to maximize the likelihood that the skills learned
in treatment will be transferred and reinforced in the
community. Follow-up community treatment is available

to offenders on supervised released.

Prison-based treatment takes
place as the offender approaches
re-entry to maximize the likelihood
that the skills learned in prison
treatment are transferred and
reinforced in the community.
Follow-up community treatment

is available once offenders

are released.

Sex offenders entering the Vermont DOC receive an initial
risk/needs assessment. The Vermont DOC relies primar-
ily on the Static-99 risk tool which considers a variety of
factors including prior sex offenses, prior sentencing dates,
non-contact sexual offenses, nonsexual violence, the rela-
tionship of the victim to the offender, the gender of the
victim, the age of offender, and the offender’s cohabitation
history. An offender who takes responsibility for his or her
sexual offense and is determined to be at low risk on the
Static-99 generally does not receive prison sex offender
treatment. These inmates are generally released after serving
the minimum sentence and receive sex offender treatment
in the community. Inmates designated moderate to high
risk will be required to complete the prison treatment pro-
gram to be considered for release at their minimum
sentence. Prison sex offender treatment is approximately

18 months to three years in duration and occurs toward the

end of an offender’s minimum release date.

A study of the Vermont prison
program showed that male sex
offenders who completed treatment
had a rate of reoffense six times
lower than that of male offenders
who did not complete treatment.

Very high risk inmates are also required to complete

a general violent offender program in prison. All sex
offenders are released into community-based sex offender
treatment. According to the most recent study, slightly
more than half of incarcerated sex offenders enter sex
offender treatment. Of those offenders, slightly more than
half completed the treatment. In community programs,
approximately 85 percent of offenders who enter sex
offender treatment complete the treatment.'

One study found that those who completed treatment
had fewer violent crimes than those with no treatment
although the differences were modest. Upon return to the
community, those inmates who completed prison treat-
ment were more likely to receive correctional supervision
and aftercare sex offender treatment. This is important
because the longer a participant was in outpatient after-
care community treatment, the less likely he was to
sexually reoffend. Conversely, sexual and violent recidi-
vists were less likely to receive community supervision and

engage in treatment."

The longer a participant was in
outpatient aftercare community
treatment in Vermont, the less
likely he was to sexually reoffend
upon release.

TEXAS

Because Texas has a large prison system akin to
California’s, it is instructive to review in greater detail the
programming implemented there. Implementation prob-
lems faced by California officials will likely mirror those
faced by their DOC counterparts in Texas.

The Sex Offender Treatment Program (SOTP) is a part of
the Texas Department of Criminal Justice Rehabilitation
Tier Programs. The program is an educational and psycho-
logical treatment program designed to interrupt cognitive
and behavioral patterns that lead to sexual offending

>

McGrath, R. J., Cumming, G., Livingston, J. A., Hoke, S. E. (2003).
Outcome of a treatment program for adult sex offenders: From prison
to community. Journal of Interpersonal Violence, 18(1), 3-17. Sexual
recidivism rates for those who: Completed-treatment, 5.4 percent;
Some treatment, 30.6 percent; No-treatment, 30.0 percent.

0 Ibid.
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and criminal behaviors. The design of the Sex Offender

Treatment Program is based on the following assumptions:
¢ There is no known “cure” for sexual deviancy at this time.

¢ The sex offender remains vulnerable to his deviant
sexual preference indefinitely.

* In some cases the offender can learn appropriate and
necessary skills and tools to control his behavior if he is
highly motivated and involved in an intense and spe-
cialized treatment program.

* Without specialized treatment participation during
incarceration and follow-up community based pro-
grams, the prison experience may only increase the

offender’s pathology.

* The development of sexual deviancy is complex and can
only be understood within the context of each offend-

er’s developmental years.

* Environmental, socio-cultural, experiential, interper-
sonal and biological factors all impact the psychosexual
development of an individual.

e The individual person’s circumstances resulted in the
development of a pattern of faulty, deviant, and crimi-
nal thinking that distorts his perceptions and feelings,
leading to his deviant and destructive behavior.

e Effective treatment depends on extensive assessment
and knowledge of an individual’s criminal history so
that treatment strategies can be developed to address
the needs of each offender.

e Effective treatment must be sufficient in duration to
allow for mastery of appropriate behavioral and
cognitive changes.?

* To enhance the probability that appropriate changes
will continue beyond the incarceration experience, the
individual must receive relapse prevention training

before he is released from prison.

* The individual must continue relapse prevention train-
ing and treatment after his release, for an indefinite
period of time.*!

According to its web site,?? the Texas sex offender pro-
gram includes a modified therapeutic community with

o
3

Despite this point, the Texas sex offender program is time limited

and programming for most offenders is, at most, between 12 and

24 months, according to the description of the program at http://www.
tdgj.state.tx.us/pgm&svecs/pgms&svces-sexofftrtpgm.htm.

2" Ibid.
2 Ibid.

behavior change linked to privileges. The TC is highly
structured, and the program policies and procedures state
that placement in the program phases is awarded based on
behaviors, participation, and personal growth. The time
spent in each level depends on individual progress. Levels
are associated with privileges such as phone calls and com-
missary allowances.

TEXAS DOC

Required SO Treatment Programs
e QOrientation

e Group Counseling

e |ndividual Counseling
e Cognitive Training

e Relapse Prevention
Need Based

e Family Counseling

Optional

e AA/NA Sessions

e Fducation Program

e Alcohol/Drug Education
e Chaplaincy Program

Level I11 is assigned when offenders first arrive on the
Estelle Unit. To advance, offenders must complete two
weeks of orientation, a Committing Offense Synopsis,
and apply for membership into the therapeutic peer
group. After completing Level I1I, an offender progresses
to Level II. The time spent at this level is determined by
the offender’s willingness to engage in the program. To
complete Level II the offender must complete all three
Offense Cycle Worksheets and the Offense Cycle Summary to
the satisfaction of the treatment team and his peer group.
The offender must also demonstrate diligent participa-
tion in the functions of the therapeutic community and
positive interaction with peers. After all criteria are met
in Level 11, the offender may graduate to Level I if they
are demonstrating consistent peer leadership qualities.
To progress through Level I the offender must undertake
victim empathy work, complete three traumatic experi-
ences worksheets, a persons harmed worksheet, a victim
empathy letter, victim losses worksheet, and transition to
the relapse prevention phase.

Each phase of the program is located in different facil-
ity units. According to a very small sample of fewer than
50 offenders who entered Phase II, 36 percent returned
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to Phase I1I; and 26 percent remained at Phase II. Staff
reported that program integrity was compromised because
of pressure to transfer inmates to Phase I to maximize

bed space. Movement of offenders between the phases
was further complicated by release dates, according to the
information placed on the Internet by the Texas DOC.*

Staff reported that program integ-
rity was compromised because

of pressure to transfer inmates to
Phase | to maximize bed space.
Movement of offenders between
the phases was further compli-
cated by release dates, according
to the information placed on the
Internet by the Texas Department
of Criminal Justice.

NEW HAMPSHIRE

The state has two prison programs for sex offenders.
The program for moderate- to high-risk offenders lasts
18 months. Approximately 85 men live in the same
cellblock as part of a therapeutic community. The less
intensive program targets lower risk sex offenders and
provides group treatment twice per week. Sex offend-
ers must complete the programs to be paroled. New
Hampshire targets prisoners for programming at the
end of their minimum release date. According to the
2006 survey discussed above, 85 percent of the partici-
pants complete the programs. Program participants are
polygraphed once per year, but it appears there are no
consequences for deceptive results since it is not used to
assess treatment progress.

WASHINGTON STATE

The Washington State Department of Corrections (DOC)
has operated a prison-based Sex Offender Treatment
Program (SOTP) at the Twin Rivers Corrections Center
since 1988. In 1996, the SOTP began using a combina-
tion of treatment techniques including group therapy,
psycho-educational classes, behavioral treatment, and
family involvement. Offenders selected for the prison treat-
ment program must be convicted of a sex crime, admit
their guilt, volunteer to participate, qualify for medium

2 From http://www.tdcj.state.tx.us/pgmasvcs/pgmsasvcs-sexofftrtpgm.htm.

or lower custody classification, and have at least one year
remaining on their prison sentence. Additionally, since
2000, sex offenders assessed as having a high likelihood to
reoffend, based on their criminal history, are prioritized for
program entry. The SOTP uses three tools to determine
risk for sexual reoffense: MnSOST-R, RRASOR, and
Static 99. The length of treatment has decreased from two
years in 1996 to approximately one year as of 2006.*

Figure 1.1. Trends in Washington state DOC
treatment participation for sex offenders released
from prison since 1996

50%
Not willing to participate Q——
40% | O Declined #= = =
30% —
20% —
9 = *
10% . Rejected M======
Ll SOTP participant @======
1996 2000 2005

Year released from prison

Public policy may influence treatment participation.
The Washington State Institute for Public Policy evaluated
the prison’s sex offender treatment program. First research-
ers analyzed the characteristics of offenders served in the
program and found changes in the level of participation, as
reflected in the following figure displaying program partic-
ipation rates between 1996 and 2006. In 1996, 40 percent
declined to participate, 30 percent participated, 18 percent
were not willing to participate, and less than 5 percent
were rejected. In 2005, 20 percent declined to participate,
25 percent participated, 20 percent were not willing, and
30 percent were rejected. The researchers speculate that
program participation patterns may be influenced by
changes in laws and policies regarding sex offenders. For
example, the full implementation of community notifi-
cation laws (public release of information related to sex
offenders leaving prison) may cause more sex offenders to

24 Washington State Institute for Public Policy. (June 2006). Sex offender
sentencing in Washington State: Who participates in the prison treat-
ment program? Evergreen State College, Olympia, WA. Available at
http://www.wsipp.wa.gov/rptfiles/06-06-1204.pdf.
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seek treatment and, thus, potentially decrease their notifi-
cation level. On the other hand, the law authorizing civil
commitment of sexually violent offenders could motivate
some sex offenders to decline participation because revela-
tions during their treatment about additional victims or
violence could later be used as reasons for the state to file a
Sexually Violent Predator petition.

The number of Washington State
SOTP participants released from
prison peaked at 192 in 2000;
131 SOTP participants were re-
leased in 2005. This is not incon-
sequential given the research
that links treatment participation
to lower recidivism rates. Pub-
lic policy regarding sex offender
management must be informed,
comprehensive and integrated to
maximize public safety.

The number of Washington State SOTP participants
released from prison peaked at 192 in 2000; 131

SOTP participants were released in 2005. This is not
inconsequential given the research that links treatment
participation to lower recidivism rates. Public policy
regarding sex offender management must be informed,
comprehensive and integrated to maximize public safety.

In its 2006 evaluation, the Washington State Institute

for Public Policy found that the SOTP group had a statis-
tically significant Aigher felony sex recidivism rate

(1.8 percent, or 12 crimes) than the comparison group
(.06 percent, or 6 crimes). The comparison group repre-
sented those offenders who were willing to participate in
treatment but did not. Further, the treatment group had
a greater proportion of child sexual abusers (22 percent
higher), and male-oriented child abusers have been found
to have higher recidivism rates in the sex offender litera-
tures.” Nevertheless, the researchers concluded that the
program did not reduce recidivism.*

% Hanson, R. K and Morton-Bourgon, K. (2004). Predictors of Sexual
Recidivism: An Updated Meta-Analysis. Public Works and Government
Services Canada, Ontario. Available at http://ww2.ps-sp.gc.ca/publica-
tions/corrections/pdf/200402_e.pdf.
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Baranoski, R. (2006). Sex offender sentencing in Washington State:
Does the prison treatment program reduce recidivism? Washington
State Institute for Public Policy, Olympia, WA. Available at http://www.
wsipp.wa.gov/rptfiles/06-06-1205.pdf.

MINNESOTA

In April 2007, researchers at the Minnesota Department
of Corrections analyzed the impact of treatment and
post-release supervision by studying 3,166 sex offenders
released from prison between 1990 and 2002. The aver-
age follow-up period was 8.4 years, with a range of 3-16
years. Recidivism was measured three different ways (rear-
rest, reconviction, and reincarceration for a new crime)
and distinguished by the type of felony or misdemeanor
reoffense (sex offense, non-sex offense, any offense). After
three years, seven percent of the 3,166 offenders had been
rearrested for a sex offense, six percent reconvicted, and
three percent reincarcerated.

By the end of the follow-up period (an average of 8.4 years
for all 3,166 offenders), 12 percent had been rearrested
for a sex offense, 10 percent were reconvicted, and seven
percent were reincarcerated. Failure in prison-based sex
offender treatment significantly increased the risk of a new
sex crime. Supervised release and successful participation/
completion of sex offender treatment each significantly
reduced the risk of timing to a sexual reoffense.

The length and intensity of post-release supervision for
sex offenders increased dramartically over the last decade.
For example, the average length of post-release supervision
for sex offenders released in 2002 was 63 months, which
is 50 months greater than the average for 1990 releasees.
Moreover, very few offenders were released to intensive
supervision prior to 1997. In 2002, however, 53 percent
of sex offenders were placed on intensive supervised
release. Due largely to longer and more intense periods of
post-release supervision, sex offenders have been returning
to prison more frequently as technical violators. Indeed,
during 2005, supervised release violators comprised

56 percent of sex offender admissions compared to only
11 percent during 1990.

In Minnesota, greater intensity
and length of supervision of sex
offenders reduced recidivism;
completion of prison treatment
decreased sexual recidivism and
delayed the time to reoffense.

It is noteworthy that during the period that release super-
vision expanded, sexual recidivism declined substantially

10
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since 1990, but especially since 1997. In 1990 the sexual
recidivism rate was 19 percent (rearrested within three

years) and in 2002 the rate was 3.8 percent.

ALASKA

The Alaska DOC, in conjunction with the University of
Alaska Anchorage Justice Center, completed a study of sex
offenders in the treatment program from January 1987 to
August 1995. The treatment group was compared with
three other groups: (1) a motivated control group, (2) an
unmotivated control group, and (3) a group of non-sex

offenders. The study found the following:

1. A treatment effect was clearly demonstrated. Treated
sex offenders lasted longer in the community before
they re-offended than offenders in any of the com-
parison groups. Even under varied definitions of
re-offense, the treatment group lasted longer without
re-offense regardless of the definition applied (arrest,
conviction, or return to prison).

2. Treatment at any level delayed length of time to new
detected crime, but those who were in treatment
longer tended to remain longer in the community

without a re-offense.

Before it was disbanded in 2003, the multi-phase treat-
ment program housed approximately 85 sex offenders in
a therapeutic milieu setting. Seventy of the inmates were
involved in intensive treatment programming while 15
were involved in pre-treatment and program screening.
Services were provided by a unique blend of contract
therapists and specially trained correctional officers.

Those who completed all stages of
treatment through the advanced
stage had a zero reoffense rate
for sexual reoffenses.

The SOTP consisted of four program stages.
Pretreatment: The purpose of this stage was to provide
assessment, orientation, education, challenge of offense
denial, and clinical management. Beginning Treatment:
This stage prepared offenders to give and receive feedback,

27 Sex Offender Treatment Program: Initial Recidivism Study. (August 15,
1996). Alaska Department of Corrections, Offenders Programs and
the University of Alaska, Alaska Justice Statistical Analysis Unit Justice
Center, Anchorage, AK.

to use self-regulation and social skills, to assume respon-
sibility for the current offense and how it affected the
victim(s). It focused on the most immediate precursors
to the sexual offense and assisted offenders in developing
external management strategies. Intermediate Treatment:
This stage addressed the earliest precursors to the offense
and helped offenders develop the skills for self-man-
agement of all risk factors. In the Intermediate phase

the focus was on the internalization of skills learned in
the preceding phase. Advanced Treatment: This stage
emphasized the application and generalization of skills to

new situations.

Except for pretreatment, each stage lasted from six to

12 months. Duration in treatment depended on the
offender’s individual resources, problem areas, skills, moti-
vation, and length of sentence. The sex offender population
was recognized as diverse, allowing for different levels of
outcome. The SOTP was not designed with the expecta-
tion that every sex offender would complete all stages of
treatment since many offenders lacked the ability or the
sentence length to complete each phase of the program.
Regardless of which stage was reached, offenders were eli-
gible for follow-up treatment in community programs.

SUMMARY OF STATE SNAPSHOTS

The review above is less than complete due to the lack

of documentation of important information. Some pro-
grams have outcome data but no comprehensive program
description, while others have program descriptions with-
out outcome data. For that reason, we now turn to a brief
overview of the Colorado Department of Corrections’

Sex Offender Treatment and Management Program
(SOTMP) for which details are available on both the pro-
gram delivered and the outcome of treatment participants.
The first author developed the program and directed it
for 18 years; the second author evaluated it with a team of
professional researchers.

il
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Program description and evaluation
findings: Colorado Department of Cor-
rections Sex Offender Treatment and
Monitoring Program?2

COMPLETE DESCRIPTION PLUS OUTCOME DATA

This section thus far shows that few prison sex offender
treatment programs have a thorough description of ser-
vices delivered (and an objective, systematic assessment of
services delivered) along with a detailed program outcome
evaluation. The Colorado Department of Corrections
program has both. For that reason, the program and the
evaluation findings are summarized here. Since the out-
comes were positive, the program will serve as the authors’
model for implementing a prison sex offender treatment
program in California.

HISTORY

The Colorado DOC established the Sex Offender
Treatment and Monitoring Program in 1984. It was
designed with the understanding that most sex offenses
are the sexual expression of aggression, not the aggres-
sive expression of sexuality. In addition, sex offenses were
seen as a symptom of multiple underlying problems in
meeting life demands. The program initially had three
phases: Basic group, Advanced Group, and Pre-Release

Preparation.”

In the early stages of program development, clinical
administrators visited Missouri, Nebraska, and Oregon to
gain information from established treatment programs.
Opver the years, the program evolved considerably to
reflect advances in the field of treatment and correctional

management.

In 1992, the Colorado General Assembly specifically
allocated funds to ensure sex offender treatment services
continued in DOC and parole. In 1993, a 48-bed modi-
fied therapeutic community (TC) was opened to intensify
and support the cognitive behavioral treatment compo-
nents of the program. While designing the residential

% Lowden, K., Hetz, N., Harrison, L., Patrick, D., English, K, and Pasini-
Hill, D. (2003). Evaluation of Colorado’s Prison Therapeutic Community
for Sex Offenders: A Report of Findings. Office of Research and
Statistics, Division of Criminal Justice, Colorado Department of Public
Safety. Denver, Colorado. For a copy of the full report, go to http://dcj.
state.co.us/ors/pdf/docs/WebTCpart1.pdf.

~
R

For a complete description, see the report by Lowden et al. (2003).

component of the program, clinical staff and prison
administrators visited sex offender treatment programs in
Minnesota that operated within the context of therapeu-
tic milieus. That same year, the program director hired a
researcher to collect and analyze data to provide empiri-
cal feedback and guidance for program development and
modification. The following year, after being presented
with research findings regarding the impact of the use of
the polygraph as a treatment tool, the General Assembly
allocated additional funding to pay for polygraph exami-

nations for inmates and parolees.

MODIFIED TC

From the onset, the program was a modified TC.
Specifically, some of the principles of substance abuse TC
intervention were adapted to accommodate psychological
issues related to sexual offending behavior. For example,
traditional drug and alcohol TCs usually hire recovering
addicts to work in the program. And, as participants prog-
ress in the program, they take on leadership roles whereby
they may exert power over others with lower program
status. However, because sex offender’s abuse power in
the commission of their crimes, the use of these program
components would be non-therapeutic and potentially

Therapeutic Communities have been a
method of treatment for drug abuse and
addiction for nearly 40 years. Many studies
have found this approach to be an effective
means of treatment for substance abusers,
reducing both drug use and criminal recidi-
vism (for example, Field, 1989; Inciardi et
al., 1997; Prendergast, et al., 2001; Shapiro,
2001; Wexler, Falkin and Lipton, 1990; 1998).
The most comprehensive study of the ef-
fects of TCs on rearrest for adult offenders
concluded that these programs “do signifi-
cantly reduce recidivism” (Lipton, Pearson,
Cleland and Yee, 2002; P. Falkin, and D. S.
Lipton, 1990). Further, the latter study found
that those who received more treatment
were more likely to avoid recidivism.

Deleon (1995:1610) notes that treatment “is
not provided but made available” to individ-
uals who then must commit to the process
of change in themselves and others. Lipton
et al. (2002) note that recovery depends on
positive and negative pressures to change,
and remaining in treatment requires con-
tinued motivation to change. Changes in
lifestyle and identity are learned in the com-
munity. The process begins in prison but
must be continued in the community
(Wexler, 2000; Lipton, et al., 2003).

12
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dangerous. Therefore, the focus in the Colorado TC for
sex offenders is on the development and maintenance of
egalitarian relationships. This is a key program difference
between traditional TCs and the Sex Offender Treatment
and Management Program (SOTMP).

PROGRAM DESCRIPTION

The goals of the SOTMP, according to material reviewed
by the evaluation team, was:

To increase public safety by

1. Providing treatment to sex offenders who are moti-
vated to change to a more appropriate lifestyle and

eliminate sexually assaultive behaviors;

2. Developing increased information on specific
offender’s sex offending behaviors to contribute to
more effective monitoring and early detection if the
offender does reoffend;

3. Contributing to the general knowledge of sex offend-
ers for prevention, treatment, management and
detection efforts through research, community ser-

vice projects and program evaluation.

Between April 1993 and March 2003, 723 inmates

were admitted to the TC. Eighty-two were still active

at the time of the evaluation. Many prison inmates in
Colorado participate in Core Curriculum, a program
that introduces inmates to basic mental health concepts
and prepares them for more specific treatment later. This
brief educational program is delivered to inmates in a 16
session group format. Participation in this program is a
prerequisite to the sex offender program.

PHASE |

Participation in Phase I of the SOTMP requires the fol-

lowing of inmates:
e Admit that they committed a sex crime;
e See sex offending as a current problem;

* Be willing to discuss the crime and their problems in
the context of treatment.

At the time of the program evaluation, adapted forms of
Phase I were offered to inmates who were developmentally
disabled, chronically mental ill, Spanish-speaking, and
women. Phase I involved 2-hour group therapy sessions
conducted by two specially trained clinicians. The groups

met 4 days per week for six months and followed a very
specific education and cognitive-restructuring curriculum.
At the end of each section, inmates were tested on the
program content. Successful completion of Phase I was
necessary for participation in Phase II, the TC.

Phase | was not offered in all facili-
ties, and inmate movement, along
with variations in treatment mo-
tivation over time, likely affected
program participation. Many of the
inmates who eventually participat-
ed in Phase Il spent, on average,
one year in Phase I, even though
it was a six-month program. For

a variety of reasons (drop outs,
terminations, lack of motivation)
many of the offenders repeated
Phase | before successfully com-
pleting it. In reality, then, many TC
participants spent more than six
months in Phase |.

The program evaluation focused on Phase I, the TC.
Nevertheless, in the course of the evaluation, some infor-
mation was learned about Phase I. Among the most
important findings were those related to duration of treat-
ment participation. Analysis of Phase I completions and
dropouts/terminations found that many if not most of
those who completed Phase I dropped in and out of the
program.* Phase I was not offered in all facilities, and
inmate movement, along with variations in treatment
motivation over time, likely affected program participa-
tion. Many of the inmates who eventually participated

in Phase II spent, on average, one year in Phase I, even
though it was a six-month program. In reality, then, many
TC participants spent more than six months in Phase I.

PHASE Il, THE TC

The evaluation study found that the TC program design,
which was well documented in the TC handbook, its

30 Many of the Phase | program entry/exit dates were missing in the
DOC’s management information system. Consequently, the data were
too unreliable to include in anything more than a cursory review of
duration in treatment. Nevertheless, a few trends appeared and were
consistent with information obtained from program staff.
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program plans, and its Resource Guide, described the pro-
gram and expectations of the offender.®’ The modified
TC housed inmates together, providing opportunities

for them to work and live with others who were address-
ing on similar treatment issues. The TC was designed to
address offenders’ life skills and their understanding of
the world, others, and themselves, and to help offenders
develop socially appropriate responses to their problems.
Treatment tools included relapse prevention plans, cog-
nitive restructuring programming, and education and
psychotherapy that focused on sexuality, denial and social
skills. Because the program evaluation found that the TC
was primarily implemented as planned, the description
that follows provides an overview of the program philoso-
phy and methods that resulted in recidivism reduction.

Sex offenders are comfortable operating in a power posi-
tion. They evaluate relationships in terms of who has
more power and how they can increase their power.
They tend to have deficits in establishing mutually car-
ing relationships on the basis of equality. We designed
this TC to minimize opportunities for power or control
over others and to maximize opportunities for equal
peer relationships and responsibility for others. We also
want to teach offenders how to respond appropriately

to conflict. Therefore, we require offenders to use non-
offensive language, a behavior that is usually allowed in
drug and alcohol TC's “game.” Further, we wanted to
maximize peer monitoring instead of using hierarchi-
cal monitoring, and we wanted inmates to progress to
higher treatment levels by assuming greater responsibility
instead of greater power over other participants.

The TC targeted offenders who had successfully completed
Phase 1. To participate, inmates were required to be moti-
vated to work toward eliminating sexual assault behavior
and accept responsibility for changing their behavior.

81 Program materials that documented the intervention objectives and
expectations of participants were readily available to evaluators, and
were the source of the descriptions provided here.

3

<

Program deficits were identified and documented in the final evaluation
report (Lowden et al, 2003) but the implementation weakness were
primarily due to minimal staffing of the program. The program had lost
25 percent of its clinical staff in the preceding two years, along with
training and contract funds as a result of state budget problems.
Therapists literally ran across the prison yard to move from one group
to the next, and the lack of adequate resources, including facility space,
affected service delivery. Although some were weakened, all program
components were in place except for a quality control process; an effort
to implement a quality control component was interrupted by state
budget cuts.

% Lowden, et al. (2003). Page 30.

The program evaluation found that
the TC was primarily implemented
as planned. Deficits in the program
could be linked to a reduction of
resources due to state-wide bud-
get shortfalls.

The goals for Phase II of treatment were

1. Applying and incorporating the material learned in
Phase I into his lifestyle.

2. Identifying and changing distorted thinking.

3. DPreparing for living a responsible lifestyle in
the community.

4. Realizing the importance of developing a balanced
lifestyle and monitoring his thoughts and behaviors
the rest of his life.

5. Identifying his relapse cycle and methods for inter-
vention in the cycle.

6. Realizing the importance of sharing his relapse cycle
and methods for intervention with significant others
in his life.

7.  DPracticing and incorporating a model for solving
problems.

8. Ongoing evaluation of the inmate and his problem areas.
Group therapy was the primary intervention. Sixteen
types of groups were offered:

* Basic orientation training,

* Anger management,

* Concept group,

* Covert sensitization,

* Crossover/kitchen group (this group included inmates
from the drug and alcohol TC to discuss issues that

arose in their shared work environment),
* Cycle group,

* Integrated group (this group included inmates who
were developmentally disabled and in Phase I of the
program; while they were not part of the TC, they
worked with Phase II members),

* Interpersonal communication skills,
* Journaling I,

* Journaling II,

14
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* Personal change contract development,

* Probation group (for inmates who had been placed
on probation for lack of progress),

¢ Rational office (this is a committee that determines
consequences and learning experiences for program

violations),
* Rational behavior therapy,
* Relapse prevention rehearsal, and

* Victim impact.

Using structured instruments

to document the interactions,
researchers observed 67 groups
and found that therapists empha-
sized inmates’ behavior change
rather than just verbalizing insight.

The evaluation findings included data collected from

six focus groups with inmates and one focus group with
parole officers. While some inmates expressed concern
about being a “snitch” or a “rat” in the TC and the danger
this presented in the general population, other inmates
did not agree. One inmate said, “I went from having a
sick feeling in the pit of my stomach before I came over
here thinking about...all the stuff I'd heard in GP about it
being a snitch pad.... It’s [a place where we say] ‘oh, yeah,
they rat each other out’.... Getting over here and seeing
how it worked I came to believe it was a stroke of genius.”
Another said, “You've got to break up the convict code

to get out of that. People think it is still snitching and it’s
really to be helping.”

Given that the evaluation found the TC services were
delivered essentially as planned and intended, the out-
come findings can be considered linked to the program.

OUTCOME FINDINGS

Between April 1, 1993 and July 30, 2002, over 3,000 sex
offenders were released from the Colorado DOC. Those
in Phase I specialty programs (women, Spanish-speaking
or inmates with developmental disabilities) were excluded
from analysis since the number of cases was too small to
analyze possible differences.

The largest group was the “no treatment” group, which
comprised nearly 74 percent of the follow-up cohort.
Over 500 inmates participated in Phase I and over 300
participated in Phase II. The number of inmates studied is
shown in Table 1.1.

Table 1.1. Colorado TC evaluation study groups®

I Y

No treatment 2465 73.8%
Phase | 548 16.4%
Phase Il 325 9.7%
Total 3338 100.0%

Efforts to develop matched comparison groups were
confounded by a lack of data in the DOC’s data manage-
ment system on criminal history variables. Only half of
the cases included information that might be suitable to
match cases on historical and service need variables. The
groups were very well matched on prior felonies and prior
incarcerations, with about 85 percent of each group serv-
ing their first prison sentence, but those in treatment were
older.?> The treatment groups were more likely to be: (1)
white, (2) serving a longer sentence, and (3) serving time
for a sex crime conviction (versus having a documented
history of a sex crime while serving time for a non-sex
crime conviction). Therefore, the treatment groups were
likely less serious to some unknown extent compared to
the no treatment group since being white and older are
factors that tend to improve recidivism outcomes.

The outcome study involved two analyses. The first
focused on the group of offenders released to parole to
determine the proportion that was revoked back to prison.
Those under parole supervision clearly have a different
release situation compared to those who are discharged
without parole, so parolees were analyzed separately.

34 For details on variation across groups, please refer to Lowden et al., 2003.

% Average age was as follows: No treatment group, 36.0 years; Phase |,
37.1; Phase Il, 38.5.
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Table 1.2. Parole outcomes: Colorado SOTMP

No treatment n 685 625 1310
% 52.3% 47.7% | 100.0%
Phase | n 112 48 160
% 70.0% 30.0% | 100.0%
Phase Il n 97 18 115
% 84.3% 15.7% | 100.0%
Total n 894 691 1585
% 56.4% 43.6% | 100.0%

Note: Sex offenders placed on parole between April 1, 1993 and July
30, 2002. Difference is significant at p<.001.

Source: Lowden et al. (2003). Evaluation of Colorado’s Prison
Therapeutic Community for Sex Offenders: A Report of Findings. Office
of Research and Statistics, Division of Criminal Justice, Colorado
Department of Public Safety. Denver, Colorado.

Treatment was significantly related to successful parole
completion. Approximately half of the no treatment
group completed parole compared to 70 percent of the
Phase I group and 84 percent of the Phase II group.

Next, offenders who successfully completed parole and
discharged their sentence were compared with those who
discharged directly from prison. Figure 1.2 compares the
violent crime outcomes of these offenders by treatment
category. The value of treatment combined with parole
supervision, polygraph testing, and sex offender treatment
in the community is evident in the first year.

Table 1.3 shows that 55.3 percent of the no treatment
group was rearrested within three years, compared to
42.8 percent for those in Phase I and 34.5 percent for
those in Phase II.

Figure 1.2. Colorado SOTMP: Violent rearrest 1-year
post discharge from prison or parole®
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Table 1.3. Any rearrest 3 years: Colorado SOTMP

T e e st | o

No treatment n 491 607 1098
% 44.7% 556.3% | 100.0%
Phase | n 170 127 297
% 57.2% 42.8% | 100.0%
Phase |l n 78 41 119
% 65.5% 34.5% | 100.0%
Total n 739 775 1514
% 48.8% 51.2% | 100.0%

Note: Sex offenders discharged from prison between April 1, 1993 and
July 30, 2002 who had at least 3 years at-risk. Difference is significant
at p<.001.

Source: Lowden et al. (2003). Evaluation of Colorado’s Prison
Therapeutic Community for Sex Offenders: A Report of Findings. Office
of Research and Statistics, Division of Criminal Justice. Colorado
Department of Public Safety. Denver, Colorado.

Further, the average time to new arrest for the no treat-
ment group was substantially shorter than the Phase I
group, as was the time to new arrest for the Phase I group
compared to the TC group (data not presented). As can
be seen in Figure 1.3, survival analysis showed remarkable
separation in the outcomes for the three groups on “any
arrest” for nearly 8 years, the maximum amount of at-risk
time studied. This suggests that the treatment effect lasted
for the duration of the outcome time period.

% | owden et al. (2003). Page 114, Table 17.
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Figure 1.3. The proportion of cases not rearrested for a new crime during the study period,

by treatment groups
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Note: Significant at p<.001.

Source: Lowden et al., 2003.

Finally, analysis revealed that increasing time spent in
the TC significantly decreased the risk of rearrest.’”
Specifically, each additional month spent in the TC
increased the likelihood of success upon release by one
percent—12 percent per year.

Other factors were positively correlated with new arrest
including 7ot being released to parole supervision. In sum,
duration of intense TC participation and parole supervi-

sion were linked with lower recidivism rates.

STRENGTH OF THE STUDY

The treatment groups in this study contained everyone
who participated in that phase of treatment for at least

30 days whether or not they dropped out or were termi-
nated after 30 days. This method makes the findings more
significant. That is, the evaluation of the SOTMP can

be viewed with greater confidence because the problem
inmates were not excluded from the analysis.

The treatment groups in this study
contained everyone who partici-
pated in that phase of treatment
for at least 30 days whether or not
they dropped out or were termi-
nated after 30 days. This method
makes the findings more signifi-
cant. That is, the evaluation of the
SOTMP can be viewed with great-
er confidence because the prob-
lem inmates were not excluded
from the analysis.

87 Using the Cox proportional hazards regression technique.

LIMITATIONS OF THE STUDY

The primary limitation of the study was the lack of equiv-
alent study groups. The TC participants were more likely
to be white and were older, on average, by over two years,
compared to the no treatment group, and these factors are
known to reduce the probability of recidivism. Also, the
Phase 1 group was more likely (because of changes in the
parole laws) to discharge their sentence from prison with-

out serving time on parole.
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Another limitation is that the study followed a release
cohort which, by the fact that the offenders are getting

released, is inherently a less serious group.

Finally, arrest data is a more sensitive measure than filing
charge or conviction. This is important with a criminal pop-
ulation that is rarely arrested (since few sexual assault victims
report the crime). Yet, even arrest data are often incomplete,
so this measure underestimates actual reoffense.

Despite the study limitations, this model—if carefully
replicated and monitored for quality assurance—appears
to hold promise for improving community safety.

Atascadero: Program efficacy study

The most rigorously designed study of a cognitive-behav-
ioral relapse prevention program found no difference in
recidivism rates of treated and untreated offenders. The
findings are particularly relevant to this report since the
program operated at Atascadero State Hospital.?®

The program operated between 1985 and 1995 and was
considered state-of-the-art. The program consisted of
Relapse Prevention (RP) groups three days a week in addi-
tion to specialty groups and individual appointments with
therapists. Deviant sexual arousal was addressed with the
techniques of orgasmic reconditioning or olfactory aversion.

Marques, Wiederanders, Day, Nelson and Ommeren
(2005) compared outcomes of sex offenders engaged in
RP¥ with those of two untreated control groups: treat-
ment volunteers and treatment refusers.”’ The authors
point out that the random assignment did not produce
equivalent groups: the treated group had higher risk
scores, a higher number of offenders previously commit-
ted for treatment as mentally disordered sex offenders

% Marques, J., Wiederanders, M., Day, D., Nelson, C., and van Ommeren,
A. (2005). Effects of a relapse prevention program on sexual recidivism:
Final results from California’s sex offender treatment and evaluation
project (SOTEP). Sexual abuse: A Journal of Research and Treatment,
17, 79-107.

%9 There were 259 men in the Relapse Prevention group; 55 withdrew
consent before entering program, 204 were admitted to the program,
and 167 completed their sentence in the program.

40 There were 225 in the volunteer control group and 220 in the non-vol-
unteer control group.

and a higher number of unmarried offenders.” Program
participants, then, were probably more serious and more
likely to reoffend than those in the control groups.*

OUTCOME

Arrest data were obtained from the FBI and the California
Department of Justice records. Reincarceration data were

obtained from the California DOC.%#

Sexual reoffense averaged 19-22 percent after eight years
at risk. “When static risk was controlled for, the RP
group appeared to have the lowest reoffense rate, but this
difference did not approach [statistical] significance . .”
(Marques et al, 2005:94).

In comparison to the voluntary control group, the RP
group had a lower percentage of crimes that were rated as
severe on three of the four indicators, sexual penetration
(15.3 percent compared to 33.3 percent), weapons

(2 percent compared to 10 percent), and victim injury
(7.6 percent vs. 14.6 percent).

Treatment dropouts had a shorter time to sexual reof-
fense. Early dropouts tended to reoffend within one year.
Treatment dropouts were significantly younger than treat-
ment completers. Reoffenses occurred steadily the first
three years and almost leveled off after five years.

Offenders with less than one year treatment (due to termi-
nation or dropping out) had the highest rate of recidivism
(35.7 percent after eight years at risk) while offenders who
met treatment goals had the lowest recidivism (13.5 per-
cent versus 27.2 percent), which approached significance.
High-risk offenders who “got it” (according to program
staff) reoffended at a significantly lower rate (10 percent).
In particular, child molesters who were judged as “got it”
in relationship to treatment goals had lower recidivism

versus rapists.

4

Specifically, the RP group had higher average scores on the “Static-
Lite” risk assessment scale (reduced version of the Static 99 that
included: prior sex offenses, convictions for noncontact sex offenses,
any unrelated victims, any stranger victims, any male victims, young
and never married); 12.8 percent of the RP group had been previously
committed for treatment as mentally disordered sex offender compared
to 6.4 percent of the controls; and a higher percentage (66.3 percent) of
the RP group was unmarried compared to the controls (58.7 percent).

4;

IS

The study sample excluded incest offenders, offenders who perpetrated
with another person (gang rape), those with more that two prior felony
convictions prior to instant offense, offenders with psychotic or organic
mental conditions, and those who had a record of severe management
problems in prison.

4 Sexual reoffenses included hands-on and hands-off offenses.
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High-risk offenders who “got it”
(according to program staff)
reoffended at a significantly lower
rate (10 percent). In particular,
child molesters who were judged
as “got it” in relationship to treat-
ment goals had lower recidivism
versus rapists.

RP participants who were intoxicated at the time of origi-
nal offense had lower recidivism after treatment compared
to a similar group that did not receive treatment. This is
an interesting finding since participants with significant
substance abuse histories had to participate in the sub-
stance abuse RP treatment component. It is possible that
the additional treatment was valuable.

The researchers identified considerable problems with the
proper implementation of the treatment program. Marques
etal. (2005) note that the treatment program differed in
some respects from most current treatment programs.

1. To reduce treatment attrition, offenders were not
required to fully participate in the program.*
Participants did not have to demonstrate motivation,
fully engage in treatment or show improvement to
stay in the program.

2. The only individuals terminated from the program
were those that caused severe management problems
in the hospital.

3. Treatment was time-limited, up to two years.

4. The offender’s sentence determined program dis-
charge and was unrelated to treatment progress or
assessed risk.

5. The program did not include polygraph testing.

6. Upon release, offenders received one-year follow-up
treatment in the community with twice a week indi-
vidual or group sessions and standard (not intensive)
parole supervision.

7. Therapists were encouraged but not required to com-
municate with parole officers.

8. Polygraph testing was not a component of the

release program.

4 The reported drop-out/termination rate was only 18 percent, far below
other programs that require accountability in the therapeutic approach.

9. Additional surveillance, such as GPS monitoring,

was not included in the release program.

10. Medications for deviant arousal were not included in
the release program.

11. The release program did not include social or other

supportive services.
The authors conclude:

Although it has not been rigorously tested, this
“containment approach” (English, 1998) represents
the current thinking in the field (Association for
the Treatment of Sexual Abusers, (2004; California
Coalition on Sexual Offending, 2001; Center for
Sex Offender Management, 2000; Colorado Sex
Offender Management Board, 1999). As we learned
in interviews with our treatment failures, a number
of RP participants were facing high-risk situations
soon after entering the community (Marques et al.,
2000). It is possible that added surveillance and
teamwork could have prevented some of these early
failures (Marques, 2005: 101-102).%

In the end, the efficacy of institutional treatment as it was
applied in the Atascadero program remains uncertain.
However, treatment in combination with additional program
components, such as behavioral accountability and poly-
graph testing to obtain information on risk and behavioral
change, and use of the containment approach upon release,

have the potential to considerably improve outcomes.

Evidence based correctional practices

Corrections and criminology research conducted over
the past several decades provides substantial direction for
implementing prison and community-based programs
for criminal offenders. Criminologists have spanned the
research-practice divide in the last fifteen years, and now
leaders in corrections must take the information forward

4 Association for the Treatment of Sexual Abusers. (ATSA). (2004).
Practice guidelines for members of the Association for the Treatment of
Sexual Abusers. Beaverton, OR: Author; California Coalition on Sexual
Offending. (2001). Effective management of sex offenders residing in
open communities, available at www. ccoso.org/papers/containment.
html; Center for Sex Offender Management. (2000) . The collaborative
approach to sex offender management. Available from www.csom.org/
pubs/collaboration.pdf; Colorado Sex Offender Management Board.
(1999). Standards and guidelines for the assessment, evaluation,
treatment and behavioral monitoring of adult sex offenders. Denver:
Colorado Department of Public Safety; English, K. (1998). The contain-
ment approach: An aggressive strategy for the community management
of adult sex offenders. Psychology, Public Policy, and Law, 4, 218-235.

19



Prison sex offender treatment: Recommendations for program implementation

and implement programs based on the principles of effective
intervention. “What works in corrections” is not a program
or a single intervention but rather a body of knowledge that
is accessible to criminal justice professionals.®

The National Institute of Corrections (NIC) has been
promoting the use of evidence-based practice for many
years. The nine principles of evidence-based corrections
are summarized on the NIC website.”” These principles,
along with additional discussion, are presented below.

1. Assess offender risk/need levels using actuarial
instruments. Risk factors are both static (never
changing) and dynamic (changing over time, or
having the potential to change). Focus on crimino-
genic needs, that is, offender deficits that put him
or her at-risk for continued criminal behavior.*® For
example, many studies show that specific offender
deficits are associated with criminal activity, such
as lack of employment, lack of education, lack of
housing stability, substance abuse addition. Actuarial
instruments are available which can assist in the
identification of these areas of service needs. One
of the most common of these is the Level of Service
Inventory (LSI).” In a 1999 study, researchers found
that 14 percent of the agencies surveyed in a national
study were using the LSI-R with another 6 percent
planning on implementing it in the near future.”® It
is used in jurisdictions across the U.S. and Canada,
and has been the subject of a considerable amount of
research. Systematically identifying and intervening

in the areas of criminogenic need is effective at reduc-
ing recidivism.

Enhance offender motivation. All humans must

be motivated (rather than persuaded) to engage in

a change effort. An essential principle of effective
correctional intervention is recognizing that the treat-
ment team plays an important role in this regard and
must use proven motivation techniques. Motivational
Interviewing, for example, is a specific approach to
interacting with offenders in ways that tend to enhance
and maintain interest in changing their behaviors.

Research shows that targeting
three or fewer criminogenic needs
does not reduce recidivism. Tar-
geting 4 to six needs (at a mini-
mum) has been found to reduce
recidivism by up to 31 percent.

4 | atessa, E. J. and Lowenkamp, C. (2006). What works in reducing
recidivism? University of St. Thomas Law Journal, 521-535.

4

ES]

Available at http://www.nicic.org.

4

&

Criminogenic need refers to these attributes associated with criminal
behavior and recidivism (Gendreau, and Andrews, 1990): (1) Anti-
social attitudes, values, and beliefs (criminal thinking); (2) Pro-criminal
associates and isolation from pro-social associates, (3) Particular
temperament and behavioral characteristics (e.g., egocentrism); (4)
Weak problem-solving and social skills; (5) Criminal history; (6) Negative
family factors (i.e., abuse, unstructured or undisciplined environment,
criminality in the family, substance abuse in the family); (7) Low levels of
vocational and educational skills; (8) Substance abuse. The more fac-
tors present, the greater the risk for committing criminal acts.

4 Andrews, D.A. and Bonta, J. L. (2003). Level of Supervision Inventory-
Revised. U.S. Norms Manual Supplement. Multi Health Systems,
Toronto. The LS| assesses the extent of need in the following areas:
criminal history, education, employment, financial, family and marital
relationships, residential accommodations, leisure and recreation activi-
ties, companions, alcohol and drug problems, emotional and personal
problems, and pro-social attitudes and orientations.

Jones, D., A., Johnson, S., Latessa, E. J., and Travis, L. F. (1999). Case
classification in community corrections: Preliminary findings from a
national survey. Topics in Community Corrections, National Institute of
Corrections, U.S. Department of Justice, Washington, D.C.

5

3

Target interventions. This requires the application of
what was learned in the assessment process described
in #1 above.”! Research shows that targeting three

or fewer criminogenic needs does 7oz reduce recidi-
vism. Targeting 4 to six needs (at a minimum) has
been found to reduce recidivism by up to 31 percent.
Correctional organizations have a long history of assess-
ing inmates, for institutional management purposes if
nothing else. But when it comes to using this informa-
tion in the systematic application of program services,
most corrections agencies fall short. Inmate files may
have adequate information on the offender’s deficits,
but lack of staff training regarding case management,
lack of services, inmate movement, lockdowns, and
day-to-day prison operations often take priority over
the delivery of services based on the offender’s crimi-
nogenic needs. Targeting interventions requires clear
leadership and management of the prison culture.
Implementation methods include the following:

51 Latessa, E. J. and Lowenkamp, C. (2006). What works in reducing

recidivism? University of St. Thomas Law Journal, 521-535.
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* Act on the risk principle. This means prioritizing
supervision and treatment resources for higher risk
offenders. Some studies have shown that lower risk
offenders have a high probability of successfully
re-integrating into the community without intense
prison programming.”* They tend to have posi-
tive support groups and are not without resources.
Placing these offenders in correctional programs
tends to disrupt their pro-social networks and
increase their likelihood of recidivism.

0 Sex offenders are différent. The majority of
known sex offenders in prison are high need/
risk. Studies show that institutionalized adult
sex offenders generally commit sex crimes for
many years prior to getting caught,”® meaning
that abusive behavior is well-ingrained. Since
victims seldom report the crime to law enforce-
ment, many sex offenders have minimal criminal
records and score low risk on actuarial scales. For
sex offenders in prison, risk should be considered
high, medium or unknown. Only polygraph
assessments in treatment can verify when a sex
offender is low risk. This is because the combi-
nation of treatment and polygraph exams elicits
critical information about past sex crimes and
victims that would otherwise remain hidden.

* Act on the need principle. The fundamental
point of this principle is to provide services accord-
ing to individual deficits—social skills, thinking
errors, vocational training, leisure time monitoring,
drug and alcohol treatment—when these are iden-
tified by the assessment in #1 above. Sex offenders,
like other offenders, have significant deficits, and
research shows they have additional treatment
needs that require specialized interventions.

52 Andrews, D. A. and Bonta, J. (2003). The psychology of criminal
conduct. Anderson Publishing Co., Cincinnati; Clear, T. R. “Objectives-
Based Case Planning,” NIC, Monograph 1981, Longmont, CO.; Currie,
E. (1998). Crime and punishment in America. Metropolitan Books, New
York; Palmer, T. (1995). “Programmatic and non-programmatic aspects
of successful intervention: New directions for research,” Crime and
Delinquency, 41, 100-131.

5 Ahlmeyer, S., Heil, P., McKee, B., & English, K. (2000). The impact of
polygraphy on admissions of victims and offenses in adult sexual offend-
ers. Sexual Abuse: A Journal of Research and Treatment, 12, 123-138.

* Implement the responsivity principle. Inmates,
like other humans, have different temperaments,
learning styles, and motivation levels. These must
be acknowledged and services must accommodate
and consistently promote every individual’s abil-
ity to participate in a program. This means gender
and cultural differences must be accounted for.
Many evidence-based programs have lower or no
success with offenders of color, and women have
very different service and program needs than men.
Recidivism reduction requires developing interven-
tions that are sensitive to the learning styles and
psychological needs of program participants.

* Ensure adequate program dose and duration.
Many efficacy studies have found that high-risk
offenders should spend 40 to 70 percent of their
time in highly structured activities and pro-
gramming for 3 to 9 months prior to release.”
However, these are minimum durations and
are likely to be inadequate for both sex offender
populations and serious drug addicts. Studies of
both populations have found that duration and
intensity are linked to positive outcomes. For
both populations, the need for structured and
accountable time throughout the day and week
is likely higher than the average 40 to 70 percent
found in studies of the general criminal popula-
tion. The continuity of structure, treatment and
accountability must follow both substance addicts
and sex offenders into the community, and treat-
ment should be delivered as a life-long plan for
changing entrenched negative lifestyle behaviors.”

The evidence indicates that incomplete or unco-

ordinated approaches can have negative effects

and increase recidivism and victimization.*®

5 Gendreau, P. and Goggin, C. (1995). “Principles of effective correc-

5!

5
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>

tional programming with offenders,” Center for Criminal Justice Studies
and Department of Psychology, University of New Brunswick, New
Brunswick; Palmer, T. (1995). “Programmatic and non-programmatic
aspects of successful intervention: New directions for research,” Crime
& Delinquency, 41,100-131; Higgins, H. and Silverman, K. (1999).
Motivating Behavior Change Among lllicit-Drug Abusers: Research on
Contingency Management Interventions. Washington, D.C.: American
Psychological Association.

National Institute on Drug Abuse’s Principles of Drug Abuse Treatment for
Criminal Justice Populations: A Research Based Guide, available at http://
www.nida.nih.gov/PODAT_CJ/ from the U.S. National Institutes of Health.

Higgins, H. and Silverman, K. (1999). Motivating Behavior Change
Among lllicit-Drug Abusers: Research on Contingency Management
Interventions. Washington, D.C.: American Psychological Association.
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Implement the treatment principle. The treatment
principle states that cognitive/behavioral treatment
should be incorporated into all sentences and sanc-
tions.”” Treatment is action. First, it is centered on

the present circumstances and risk factors that are
responsible for the offender’s behavior. Second, it is
action oriented rather than talk oriented. Offenders
do something about their difficulties rather than just
talk about them. Third, clinicians teach offenders new,
prosocial skills to replace the anti-social ones like steal-
ing, cheating and lying, through modeling, practice,
and reinforcement. Examples of behavioral programs
include the following: structured social learning
programs where new skills are taught, and behaviors
and attitudes are consistently reinforced; cognitive
behavioral programs that target attitudes, values, peers,
substance abuse, anger, etc.; and family based inter-
ventions that train families on appropriate behavioral
techniques. Interventions based on these approaches
are very structured and emphasize the importance of
modeling and behavioral rehearsal techniques that
promote self-efficacy, challenge cognitive distortions,
and assist offenders in developing good problem-solv-
ing and self-control skills. These strategies have been
demonstrated to be effective in reducing recidivism.®

Provide skill training for staff and monitor their
delivery of services. Evidence-based programming
emphasizes cognitive-behavior strategies and is deliv-
ered by well-trained staff. Staff must coach offenders
to learn new behavioral responses and thinking pat-
terns; offenders must engage in role playing and staff
must continually and consistently reinforce positive
behavior change.

Increase positive reinforcement. Researchers have

found that optimal behavior changes results when the

ratio of reinforcements is four positive to every nega-
tive reinforcement.”® While this principle should not

5

5¢

5

g

@

@

Latessa, E.J. (no date). From theory to practice: What works in reducing
recidivism? University of Cincinnati. Paper prepared for the Virginia Division
of Criminal Justice Services. Available at http://www.dcjs.virginia.gov/cor-
rections/documents/theoryToPractice.pdf.

Exerpted from page 2, Latessa, E.J. (no date). From theory to practice:
What works in reducing recidivism? University of Cincinnati. Paper pre-
pared for the Virginia Division of Criminal Justice Services. Available at
http://www.dcjs.virginia.gov/corrections/documents/theory ToPractice. pdf.

Gendreau, P. and Goggin, C. (1995). Principles of effective correctional
programming with offender. Unpublished manuscript, Center for Criminal
Justice Studies and Department of Psychology, University of New
Brunswick, New Brunswick.

interfere with the need for administrative responses
to disciplinary violations, the principle is best applied
with clear expectations for and descriptions of behav-
ior compliance, and consequences for failing to meet
expectations should be known to the offender as

part of the programming activity. Clear rules and
consistent consequences that allow offenders to make
rewarding choices can be integrated into the overall

treatment approach.”’

Engage ongoing support in natural communities.
For many years research has confirmed that placing
offenders in poor environment and with anti-social
peers increases recidivism. The prison-based drug
and alcohol treatment communities show that the
inmate code can be broken and replaced with a posi-
tive alternative and, in the process, teach offenders
the skills they will need upon release. Likewise, parole
supervision requires attending to the pro-social sup-
ports required by inmates to keep them sober and
crime free. Building communities in prison and out-
side of prison for offenders who struggle to maintain
personal change is a key responsibility of correctional
administrators today. The National Institution of
Corrections calls for this:

Realign and actively engage pro-social support
Jor offenders in their communities for positive
reinforcement of desired new behaviors.*!

Measure relevant processes/practices. An accurate
and detailed documentation of case information

and staff performance, along with a formal and valid
mechanism for measuring outcomes, is the founda-
tion of evidence-based practice. Quality control and
program fidelity play a central and ongoing role to
maximize service delivery. In a study at the Ohio
DOC, programs that scored highest on program
integrity measures reduced recidivism by 22 percent.
Programs with low integrity increased recidivism.®

S

80 McGuire, J. (2001). “What works in correctional intervention? Evidence

and practical implications,” Offender rehabilitation in practice:
Implementing and evaluating effective program; Higgins, S. T and
Silverman, K. (1999). Motivating Behavior Change Among lliicit-Drug

Abusers: Research on Contingency Management Interventions. American

Psychological Association.

National Institute of Corrections, http://nicic.org/ThePrinciplesofEffective
Interventions.

Latessa, E. J. and Lowenkamp, C. (2006). What works in reducing recidi-
vism? University of St. Thomas Law Journal, 521-535.
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In a study at the Ohio DOC,
programs that scored highest

on program integrity measures
reduced recidivism by 22 percent.
Programs with low integrity
increased recidivism.

9. Provide measurement feedback. Providing feedback
builds accountability and maintains integrity, ulti-
mately improving outcomes. Offenders need feedback
on their behavior changes, and program staff need
feedback on program integrity. It is important to
reward positive behavior—of inmates succeeding in
programs, and of staff delivering effective program-
ming. Measurements that identify effective practices
need, then, to be linked to resources, and resource
decisions should be based on objective measurement.

Implementing organizational change

Evidence-based principles provide a scientific basis for
developing more effective services. Organizational develop-
ment is required to successfully implement and maintain
systemic change. Implementing evidence-based practices
(EBP) require organizational administrators and leaders to
redefine the organizational mission and develop explicit val-
ues that are consistent with the new direction. It is vital to
expose staff to new ideas, and then to proactively build new
knowledge and skills through a carefully planned training
program. It is usually necessary to modify the infrastructure
to support this new way of doing business—that is, a por-
tion of the organization must be identified as having the
authority and responsibility to move the new plan forward.
Transforming organizational culture requires a consistent
message from the organization leaders, followed by actions
and resources that reinforce the message. The National
Institute of Corrections offers technical assistance to
correctional organizations to implement evidence-based
policies and practices.®

NIC asked Ralph Serin, a respected researcher, to summa-
rize this topic for correctional administrators. He makes a
solid case for effective programming:

8 For more information, contact NIC directly or explore their web site at
NIC at http://nicic.org/OrganizationalCommitment.

Prison administrators then have two primary goals

— safely operating their prisons and preparing inmates
Jor safe release. Interestingly, these goals are empirically
related in that poor institutional behavior is predictive
of higher rates of post-release recidivism (French and
Gendreau, 2003; Motiuk, 1991). Substantial published
research across multiple countries and correctional agen-
cies has also demonstrated that a primary method to
reduce prison misconducts and recidivism is through
effective correctional programming (Andrews, Zinger,
Hoge, Bonta, Gendreau, and Cullen, 1990; French and
Gendreau, 2003; Lisel, 1995; McGuire, 1995, 2002).
This means that if prison administrators want to ensure
safer institutions and communities, then they need to
provide correctional programming opportunities consis-

tent with evidence-based practice.%* ©

It is vital to expose staff to new
ideas, and then to proactively
build new knowledge and skKills
through a carefully planned
training program.

Cognative-behavioral correctional programming reduces
prison misconducts. French and Gendreau (2003)
conducted a meta-analysis of 103 studies involving
21,000 inmates and found that correctional programs
that met EBP criteria resulted in a 26 percent reduction

in prison misconducts.

% French, S. & Gendreau, P. (2003). Safe and Humane Corrections
Through Effective Treatment, Correctional Service of Canada, Research
Report 139; Motiuk, L.L. (1991). The Antecedents and Consequences
of Prison Adjustment: A Systematic Assessment and Reassessment
Approach. Unpublished doctoral thesis. Ottawa: Carleton University,
as cited in Serin, R. C. (2005). Evidence-Based Practice: Principles
for Enhancing Correctional Results in Prisons, National Institute of
Corrections, Washington, D.C.; Andrews, D. A., Zinger, |., Hoge, R.

D., Bonta, J., Gendreau, P., & Cullen, F. T. (1990). Does correctional
treatment work? A clinically relevant and psychologically informed meta-
analysis. Criminology, 28, 369-404; Losel, F. (1995). The efficacy of
correctional treatment: A review and synthesis of meta-evaluations. In

J. McGuire (Ed.). What Works: Reducing Reoffending. Guidelines from
research and practice. Chichester: Wiley; McGuire, J. (1995). What
Works: Reducing Re-offending. Guidelines from research and practice.
Chichester: Wiley; McGuire, J. (2002). Criminal sanctions versus psy-
chologically-based interventions with offenders: a comparative empirical
analysis. Psychology, Crime and Law, 8, 183-208.
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Serin, R. C. (2005). Evidence-Based Practice: Principles for Enhancing
Correctional Results in Prisons, National Institute of Corrections,
Washington, D.C. available at http://nicic.org/Downloads/PDF/
Library/021139.pdf.
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Transforming organizational culture
requires a consistent message
from the organization leaders,
followed by actions and resources
that reinforce the message.

In some jurisdictions such as Canada, according to Serin,

providing correctional programming to inmates is man-

dated by legislation and described in correctional policy.

The primary goal of correctional programming is to

reduce recidivism but there are other benefits for correc-

tional agencies. These include:

Population management (impacting the flow of

inmates out)

Institutional management (reducing rate and serious-
ness of institutional incidents)

Increasing case-based knowledge for risk management
(identifying factors for institutional and parole staff

to monitor)

Facilitating re-entry to the community (continuity
of care)®

Serin summarizes the steps necessary to implement evi-

dence-based programs:

Systematic assessment of criminogenic needs and risk

using standardized and validated procedures
Address program design and implementation issues
Consider staff selection & initial training

Provide clinical supervision

Develop standardized manuals

Monitor service (doing what you say)

Monitor change (is it working)

Provide adequate dosage/ duration/ intensity of
programming for the risk level of inmates

Consider program intensity, sequencing, and dosage

Monitor change and be dynamic to reflect change dur-

ing incarceration or supervision
Conduct evaluation to confirm effectiveness

Provide ongoing staff training and professional

development®’

6

3

6

2

Ibid, page 13.
Ibid, page 14.

Florida’s Department of Juvenile Justice recognizes the

need for organizational change to implement effective

interventions in corrections settings. It has tasked its

executive staff with the responsibility for implement-

ing a “quality improvement loop” than includes needs

assessments, program design and implementation proto-

cols, and program monitoring and evaluation to ensure

management has the information necessary to imple-

ment periodic program adjustments that ensure “a safer
t d g djustments that

Florida.” Action plan tactics for this priority include:

Tactic 1: Educate staff and stakeholders regarding the
impact of implementation quality on outcomes and cost.

Tactic 2: Develop and disseminate implementation
guidelines and standards designed to ensure high qual-

lty treatment and services.

Tactic 3: Provide advanced training for supervisory
personnel, including monitoring tools.

Tactic 4: Provide technical assistance and coaching
services to programs that choose to implement evi-

dence-based practices.

Tactic 5: Provide a departmental quality assurance
process that assesses implementation quality and
treatment fidelity.

Tactic 6: Target poorly performing programs for tech-
nical assistance, coaching or contract sanctions.®

In sum, many efforts are underway nationwide and

resources, such as those offered by the National Institute

of Corrections, may be available to assist in the orga-

nizational and cultural changes facing the California

Department of Corrections and Rehabilitation as it moves

forward its recidivism reduction initiatives.

References for therapeutic
community discussion

De Leon, G. (2000). The therapeutic communities for addictions: A
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1603-1645.

De Leon, G. (2000). The therapeutic community: Theory, model, and

method. Springer, New York.

Field, G. (1989). The effects of intensive treatment on reducing the criminal

recidivism of addicted offenders. Federal Probation, 54,3, 51-56.

% Florida Department of Juvenile Justice Florida Comprehensive

Accountability Report, accessed June 2007 at http://www.djj.state.
fl.us/OPA/2006car/1philosophy.pdf.
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Section two: The
containment approach

Introduction

CONTAINMENT APPROACH IN CALIFORNIA

Sex offender containment has been part of the statutory
language in California for several years. In 2000, Assembly
Bill 1300 was named the “Sex Offender Containment
Act,” and provided mandatory parole for certain sex
offenders along with intensive parole supervision.! In the
declaration of the Act, the Legislature stated the following:
“the containment approach emphasizes making the safety
of the community and past sex crime victims a high prior-
ity, and calls for individualized case management of sex
offenders that addresses the specific supervision, treatment,
and controls needed to reintegrate them safely in the com-
munity.” More recently, Senate Bill 1128 was named the
“Sex Offender Punishment, Control and Containment Act
0f 2006.7% In addition, in its August 15, 2006 report, the
California High Risk Sex Offender Task Force recognized
the “containment model” as an important component of
a comprehensive plan to improve public safety.? Likewise,
the High Risk Sex Offender and Sexually Violent Predator
Task Force’s December 1, 2006 report recommends

that the Department of Mental Health formally adopt a
policy that commits to the containment model. Further,
the California coalition on Sexual Offending (CCOSO)
identified the containment approach in a April 15, 2001
position paper.”

This section focuses on the containment approach for
two reasons: (1) this approach is widely recognized

in California, and (2) the treatment program recom-
mended in this document is grounded in the containment
approach. This section begins with a full description of
the containment approach. This is followed by a discus-

sion of some common questions concerning the use of

T Assembly Bill 1300 (2000), Chapter 142, amending Sections 3000 and
3000.1 of, to add and repeal Article 1.5 (commencing with Section
3005) Chapter 8 of Title 1 of Part 3 of, the state Penal Code.

2 Senate Bill 1128, Chapter 337, Statutes of 2006.

3 California High Risk Sex Offender Task Force. August 15, 2006. Report
to the Governor and the Legislature. Author.

4 California Coalition on Sexual Offending. (2001). Effective Management
of Sex Offenders Residing in Open Communities. Available at http://
WWW.CCOS0.0rg/papers/containment.html.

the post-conviction polygraph examination. Finally, while
the containment approach has not yet been subject to a
comprehensive evaluation, the last part of this section will
review relevant research from jurisdictions using the con-
tainment approach.

The Containment Approach?®

The Containment Approach, often referred to as the con-
tainment model or model process, is a very specific case
management strategy imbedded in a five-part practice that
was first documented by researchers following extensive
field study in multiple states.® As recognized by the reports
issued by the HRSO and HRSO/SVP Task Force, the con-
tainment approach operates in the context of multi-agency
collaboration, explicit policies, and consistent practices
that combine case evaluation and risk assessment, sex
offender treatment, and intense community surveillance

— all designed specifically to maximize public safety.

Five components were identified from comprehensive field
research in dozens of jurisdictions across the country.” The

containment approach consists of the following aspects:

1. A philosophy that values victim protection, public
safety, and reparation for victims as the paramount

objectives of sex offender management;

2. Implementation strategies that depend on agency
coordination and multidisciplinary partnerships;

3. Anindividualized, case management and risk control
approach to supervision and treatment;

5 Parts of this discussion are excerpted with permission from: English, K.
(2004). The Containment Approach to Managing Sex Offenders, Seton
Hall Law Review, 34(4).

8 English, K., Pullen, S., & Jones, L. (Eds.). (1996). Managing adult sex
offenders: A containment approach. Lexington, KY: American Probation
and Parole Association; English, K., Jones, L., Pasini-Hill, D., Patrick,

D., and Cooley-Towell, S. (2000). The value of polygraph testing in sex
offender management. Final research report submitted to the National
Institute of Justice for grant number D97LBVX0034. Denver, CO;
English, K. (1998). The containment approach: An aggressive strategy
for the community management of adult sex offenders. Psychology,
Public Policy, and Law, 4, 218-235; English, K., Jones, L., and Patrick,
D. (2003). Risk management of adult sex offenders. In B. Winick and

J. LaFond (Eds.), Sexually Violent Offenders: Law and Policy in North
America, American Psychological Association, Hyattsville, MD; English,
K., Jones, L., Patrick, D., and Pasini-Hill, D. (2003); Sex Offender
Containment: Use of the Post-Conviction Polygraph. In R. A. Prentky, E.
Janus, & M. Seto (Eds.), Sexually Coercive Behavior: Understanding and
Management. New York: New York Academy of Sciences.

7 Much of this research was funded by the National Institute of Justice,
U.S. Department of Justice. The findings reported here represent the
views of the authors and not the Department of Justice.
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4.  Consistent multi-agency policies and protocols; and

5. Quality control mechanisms, including program

monitoring and evaluation.

VICTIM-CENTERED PHILOSOPHY

“What's best for the victim and the community?” This
question lies at the crux of the containment approach.
This aspect is based on an explicit philosophy that defines
victim protection and community safety as primary
objectives of sex offender management. Research on

the effects of sexual assault on victims confirms that the
consequences of this crime are often brutal and long-last-
ing (see Wyatt and Powell, 1988).% Because most sexual
assaults occur in the context of a relationship established
and manipulated over time, the victim is often confused
and made by the perpetrator to feel responsible. Experts
on sexual abuse explain that this violation of a trusting
relationship causes great confusion and nearly unbearable
trauma to the victim (Herman, 1992). Summit (1988:55)
points to the psychological damage inherent in the full
range of sexually abusive behaviors when he emphasizes
not just rape but touching: “Sexual touching, so often
trivialized by words such as fondling or molestation
(annoyance), is only the physical expression of a climate
of invasion, isolation and abandonment.” A victim-cen-
tered philosophy, then, assumes that every sexual assault,
from a violent stranger-rape to voyeurism by a family
member, represents a significant act resulting in fear and a
sense of betrayal. The victim’s need for safety and empow-
erment thus becomes a priority in the management of the
offender’s case.

If the societal or criminal justice system response to an
attack is to place the victim at fault, the trauma is mag-
nified and recovery may be delayed (Hindman, 1988).
Explaining that sexual abuse is a complex process rather
than an act or series of acts, Finkelhor (1988:77-78)
notes, “Clinicians have often observed that the harm

of some sexual abuse experiences lies less in the actual
sexual contact than in the process of disclosure or even
in the process of intervention.” Understanding this point
is vital for professionals interested in implementing the
containment approach. The power and authority of police

8 Sexual assault victims, compared to non-rape victims, are at signifi-
cantly higher risk to abuse alcohol and drugs, to suffer from depression,
anxiety, nightmares and social isolation, and to attempt suicide.

officers, lawyers, judges, and social workers can weigh as
heavily on the victim as on the perpetrator.

If the societal or criminal justice
system response to an attack is

to place the victim at fault, the
trauma is magnified and recovery
may be delayed (Hindman, 1988).
Explaining that sexual abuse is a
complex process rather than an
act or series of acts, Finkelhor
(1988:77-78) notes, “Clinicians
have often observed that the harm
of some sexual abuse experi-
ences lies less in the actual sexual
contact than in the process of dis-
closure or even in the process

of intervention.”

For example, even well intentioned community notifica-
tion laws may have a devastating effect on the victim if
the perpetrator is a family member. Recognizing this, an
Oregon statute explicitly directed probation and parole
officers to develop and implement the notification plan
on a case-by-case basis to guard against re-victimization of
family members. This process required the officer under-
stand the full impact of notification and other policies

on the victims of sex crimes. In an effective containment
approach, the healthy recovery of the victim and the
well-being of the community guide policy development,
program implementation, and the actions of professionals
working with both sexual assault victims and perpetrators.

New information about the offend-
er’s risk to reoffend is revealed

in the first months and years of
supervision, so intervention strate-
gies and policies must encourage
an elastic response to risk.

Adopting a victim-centered philosophy sometimes
requires a significant shift in management values, as
every case management decision will require consider-
ing the risk the offender presents to past and potential
victims. Probation and parole agencies may be challenged
to dissolve usual job and agency boundaries so that risk
management decisions can be made quickly and in an
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ongoing fashion. New information about the offender’s
risk to reoffend is revealed in the first months and years of
supervision, so intervention strategies and policies must
encourage an elastic response to risk. Although most sex
offenders do not have an extensive arrest or conviction
record, research indicates that many sex offenders have a
long history of hurting many types of victims (Ahlmeyer,
et al., 2000).° The lack of officially recorded contacts with
the criminal justice system can cloud risk assessments
conducted with actuarial scales since these usually depend
on past (documented) criminal history to predict future

criminal behavior.

MULTI-DISCIPLINARY COLLABORATION

The containment model for managing sex offenders in
the community calls for the creation of intra-agency,
interagency, and interdisciplinary teams. These teams can
overcome the fragmentation that usually results from the
multi-layered nature of the criminal justice system. These

teams are valuable for several reasons:

¢ They vastly improve communication among the

agencies involved;

* They allow for quicker and less intrusive responses to
victims (Epstein and Langenbahn, 1994);'°

* They promote the exchange of expertise and ideas;

e They facilitate the sharing of information about
specific cases;

¢ They increase team members’ understanding of what
everyone on the team needs to do his/her job well; and

* Perhaps most importantly, they foster a unified and
comprehensive approach to the management of
sex offenders."!

Collaborating agencies include sex offender treatment
programs, law enforcement, probation, parole, schools,
social services, rape crisis centers, hospitals, prisons,
polygraph examiners, researchers and victim advocate
organizations. In a call to collaborate across disciplines

and within communities for the purpose of addressing

9 Ahlmeyer, S., Heil, P, McKee, B. and English, K. (2000). The impact of
polygraphy on admissions of victims and offenses in adult sexual offend-
ers. Sexual Abuse: A Journal of Research and Treatment, 12, 123-138.

o

Epstein, J., & Langenbahn, S. (1994). The Criminal Justice System and
Community Response to Rape. Washington DC: U.S. Department of
Justice, Office of Justice Programs, National Institute of Justice.

English, Pullen and Jones (1996).

the epidemic of sexual assault, the American Medical
Association (1995) added the following to the list above:
attorneys, emergency room staff, universities, and victim’s

assistance centers.

Interagency and multi-disciplinary collaboration can occur
in many ways. In Colorado, for example, a state-level Sex
Offender Management Board with multi-disciplinary
membership is defined in legislation and meets monthly.
The Board has issued guidelines for the evaluation, treat-
ment, and behavioral monitoring of adult sex offenders,
including sex offenders with developmental disabilities.

It also developed release criteria for sex offenders servi