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      Foreword
    


    
      The field of offender rehabilitation has undergone a process of substantial change over the years, from an early
      period of largely atheoretical and empirically unsubstantiated optimism, through assertions that nothing works to
      a focus on what works for contributing to positive changes in offenders and reductions in recidivism. Relatively
      recent evidence suggests that certain types of interventions can have a significant effect in reducing
      reoffending and managing the risk posed by some types of offenders, although general recidivism rates remain high
      for many offenders, as well as for certain known subgroups within offender populations such as violent and sexual
      offenders. Despite a burgeoning professional literature on offender rehabilitation, what has often been missing
      is an explicit articulation of the theoretical underpinnings of offender rehabilitation, and the development of
      assessment and intervention approaches that are clearly based on these theories. In this book we review a variety
      of theories of offending behaviour and current models of offender rehabilitation. This is followed by a
      consideration of available theories of behaviour change. This is an area that we believe is sometimes
      insufficiently utilized in attempts to develop and implement effective rehabilitation programmes with offenders.
    


    
      The theoretical and empirical framework for offender rehabilitation should also guide forensic assessment and
      case formulation. In this book we provide an approach to the assessment of offenders that draws from available
      theoretical and empirical sources of information. But assessment is optimally useful only when it is integrated
      into an aetiologically explanatory case formulation for the offender being assessed. Consideration is therefore
      given to the development of effective case formulation, which should always form the basis for treatment
      planning, intervention and ongoing risk management.
    


    
      The second half of the book applies the approach developed in the first half to specific populations of
      offenders. The chapter on sex offenders presents the fundamentals of current risk assessment practice, and
      considerations of applying assessment findings and case formulation to sex offender treatment. This is followed
      by a similar set of considerations for the assessment, case formulation and intervention with violent offenders.
      Substance abuse is a common and widespread phenomenon among offenders of all types and a chapter is, therefore,
      devoted to examining the current state of knowledge in the assessment and treatment of this
      set of problem behaviours. Female offenders have historically made up a relatively small portion of the total
      offender population, but their involvement in the criminal justice system is nonetheless substantial and may be
      growing. The chapter on female offenders considers the unique characteristics and concerns presented by this
      group, as does the following chapter considering a practice approach to the assessment and treatment of young
      offenders. Finally, the special needs and specific challenges of mentally disordered offenders are discussed.
      Each chapter includes a detailed case example to illustrate the approach to assessment, case formulation and
      rehabilitation that we are advocating.
    


    
      The final chapter of the book presents some of the unique features of professional practice in the area of
      offender rehabilitation. Working in this area requires that the practitioner not only possess a solid set of
      clinical skills, but also specialized knowledge and awareness of the criminal justice context in which any work
      occurs. Consideration must be given to the special nature of informed consent, confidentiality, role boundaries
      and professional ethics when working with offenders. Our intent in writing this book is to present a specifically
      focused resource to the developing and practising professional that articulates the link between the theoretical
      and empirical foundations of offender rehabilitation, and provides a practical approach to working in this
      challenging but important field. We hope that you will find it a useful resource.
    

  


  
    
      Acknowledgement
    


    
      This book emerged as a result of a collaboration between the authors, the Singapore Prison Service and the
      Ministry of Youth, Community and Sports in Singapore. We are grateful for their support and commitment to the
      development of psychological practice.
    

  


  
    
      Part 1
    


    
      Theoretical foundations
    

  


  
    
      
        
          	
            
              1
            

          

          	
            
              Theories of offending
            

          
        

      
    


    
      Stated simply, the role of theory is to inform practice, although the reality is that the interface between the
      two is not always as straightforward as one might hope. In this book we argue that interventions to reduce
      offending should be based on knowledge about the causes of crime, be informed by an empirically supported theory
      (or theories) of behaviour change, and be consistent with what has been shown to be effective in changing
      offending behaviour. Theory is, therefore, imperative in terms of describing and understanding the processes
      involved, in gaining knowledge, and accumulating evidence (Lippke and Ziegelmann, 2008); evidence which is
      subsequently the basis for developing effective and interpretable interventions. Before we discuss current
      practice models of offender rehabilitation, there is a need to consider key theoretical explanations for why
      people commit crime and, equally importantly, why they stop committing crime.
    


    
      Theories of crime and criminal behaviour
    


    
      There have been many theories postulated that seek to explain the causes and correlates of criminal behaviour.
      Several attempts have been made to themati-cally organize different theories according to whether they take a
      broad, large-scale and society-wide ‘macro’ view, or adopt a ‘micro’ approach that considers crime from the
      perspective of the individual. One particularly useful organizing scheme is that proposed by McGuire (2004),
      which consists of five discrete but interconnected levels of theory that range from the social to the individual;
      or from structural causes (i.e., offenders are victims of their circumstances in some way) to views of
      individual agency (i.e., people are responsible for their own life situation). Level 1 theories (e.g.,
      social control theory) are macro accounts; Level 2 (e.g., differential opportunity theory) offers locality-based
      accounts; socialization and group infl uence processes are at Level 3 (e.g., differential association theory,
      social learning theory, developmental criminology); crime events and ‘routine activities’ are at Level 4 (e.g.,
      routine activity theory, rational choice theory); and individual factors are at Level 5 (e.g., neutralization
      theory, psychological control theories, social cognitive theory). Table 1.1 provides a brief explanation of the
      main focus in research and theory construction for each unit of analysis, the broad objective theory in the
      particular area, and examples of various approaches at each level. This is
      followed by examples of theories from different levels which are particularly relevant to understanding the
      proximal and distal antecedents of an individual offender’s behaviour and which have also served to inform the
      development of offender rehabilitation programmes. It is beyond the scope of this book to provide an analysis of
      the relevant merits of each of these theories, but some key theories are described in the following sections
      followed by an analysis of how each theory might contribute to offender rehabilitation practice.
    


    
      Table 1.1 Theories of crime: Structural to agency (based on McGuire, 2004)
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      Level I: Society
    


    
      Social control theories
    


    
      Social control theories operate on the premise that all human behaviour is, by nature, antisocial and that people
      must be controlled in order to prevent their involvement in crime. The most
      commonly cited social control theory is that of Hirschi (1969). According to Hirschi, criminal behaviour occurs
      in the absences of a controlling force which he postulates is the social bond; that is, the link between
      individuals and society. People refrain from engaging in criminal acts because they value this bond and do not
      want it damaged. When the individual’s bond to society is weakened or broken, there is an associated increase in
      the likelihood that they will engage in antisocial and/or criminal behaviours. This bond is said to have four
      elements: attachment, commitment, involvement and belief.
    


    
      Attachment is the affective and emotional element of the bond and represents the value placed by the
      individual on his or her relationships with significant others (e.g., parents, school, peers) and is critical in
      terms of accepting social norms and developing a social conscience. According to Hirschi, individuals who are
      strongly attached to others and care about what they think will not want to disappoint them and, for this reason,
      will be less likely to engage in criminal behaviour.
    


    
      Commitment (also referred to as ‘stakes in conformity’) is the rational element of the social bond. It
      refl ects the degree of time, energy and effort invested in conventional lines of action (i.e., the support of
      and equal participation in social activities that tie an individual to the moral and ethical code of society).
      People who build an investment in life, property and reputation are less likely to engage in criminal acts that
      will jeopardise their social position and, therefore, are less engaged in criminal behaviour.
    


    
      Involvement refers to a preoccupation with activities that stress the conventional interests of society.
      Individuals with a heavy involvement in conventional activities do not have time to engage in delinquent or
      criminal acts. Thus an involvement in areas like school, family or sport serves to insulate the individual from
      the potential for antisocial behaviours that may result from idleness.
    


    
      Finally, belief is the extent to which an individual recognizes and has respect for the legitimacy of
      societal norms and laws as well as those people and institutions which enforce these laws. Hirschi argued that
      people who live in common social settings share similar human values and if these beliefs are weakened or absent,
      the individual is more likely to engage in antisocial or criminal acts. As such, individuals who believe in the
      norms of society are more likely to act in accordance with those norms and be less likely to engage in criminal
      behaviour.
    


    
      The assumptions underlying social control theory were illustrated in Payne and Gainey’s (2004) investigation of
      offenders’ experience of house arrest with electronic monitoring. Consistent with the proposition that connection
      to society is vital in terms of preventing crime, the 49 offenders surveyed in the study recognized that they had
      too much to lose should they breach the conditions of their electronic monitoring conditions. There was also a
      strong appreciation that this particular form of sanction provided an opportunity to maintain family and
      employment bonds while some offenders indicated that it was the controlling nature of the sanction that helped
      ‘keep them in line’ (p. 432). The authors concluded that this form of sanction demonstrated a new sense of trust
      being placed in the offenders by society which, in turn, should serve to strengthen their social bonds (see
      Gainey et al., 2000). It is this stronger bond to society, family and work
      that is thought to reduce the likelihood of future misconduct on the part of the offender by effectively teaching
      them self-control.
    


    
      Table 1.2 Implications of Level I theories for offender rehabilitation
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      Level II: Community
    


    
      Differential opportunity theory
    


    
      This theory, proposed by Cloward and Ohlin (1960), combines notions of strain (Merton, 1957), differential
      association (Sunderland, 1939; see below) and social disorganization (Shaw and McKay, 1969) to explain the
      development of delinquent subcultures. The central premise of the theory is that despite an ideology of equal
      opportunity, people from different levels of the social hierarchy will have different chances of reaching common
      success goals. Strain experienced in the pursuit of these goals can lead to adjustment problems which can, in
      turn, result not only in the use of illegitimate means to gain success goals (crime) but also in the feelings of
      oppression that underpin sub-cultures. In other words, adolescents who form delinquent subcultures have limited
      opportunities to legitimately access conventional goals (goals which they have internalized) and their inability
      to downwardly revise their aspirations leads to intensive levels of frustration and exploration of non-conformist
      alternatives in order to reach these goals. Some of the barriers to success identified in this theory include
      educational, cultural and economic obstacles. And while deprivation and strain can and do play a role, whether
      the individual has a positive or negative response will depend to a large extent on the available opportunities
      and role models, both legitimate and illegitimate.
    


    
      The authors also reasoned that delinquent subcultures fl ourish in lower socio-economic areas in different forms
      so that the means for illegitimate success are no more equally distributed than those for legitimate success.
      Moreover, the form of delinquent subcultures which emerges from within a society will depend, to a large extent,
      on the degree of integration present in a community. Cloward and Ohlin (1960), proposed this could result in one
      of three different types of gangs. The first, the criminal gang, develops in areas where conventional as well as
      non-conventional values are integrated by the close connection of illegitimate and legitimate businesses. Given
      the primary goal of gang activity is to make money, the lack of legitimate means
      is replaced by illegitimate ones, such as theft or extortion. Typically stable in nature, older criminals serve
      as role models for younger gang members, teaching them the criminal skills necessary to successfully maintain
      their illegitimate pursuit of conventional goals. The second type, the confl ict or violent gang, has few
      legitimate or illegitimate opportunities. Found primarily in poor, socially disorganized neighbourhoods, this
      type of gang is unstable and non-integrated with the primary goal being the development of a reputation for
      toughness and destructive violence. Finally, the retreatist gang is equally unsuccessful in legitimate and
      illegitimate means. Unable to fight well or profit from their crimes, these gangs are known as double failures
      with gang members retreating into a world of drugs and alcohol.
    


    
      Table 1.3 Implications of Level II theories for offender rehabilitation
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      Level III: Social groups
    


    
      Differential association theory
    


    
      Differential association theory is a social learning theory of crime developed by Sutherland (1947). Social
      learning is a general theory that offers an explanation for the acquisition, maintenance and change in criminal
      and deviant behaviour that incorporates social, non-social and cultural factors that operate both to motivate and
      control criminal behaviour and promote and undermine conformity. According to Sutherland, criminal behaviour is
      learned in much the same way as any other behaviour. This involves learning (a) the techniques of committing
      crimes and (b) the motives, drive, rationalizations and attitudes favourable to violations of the law. Consistent
      with learning any social patterns – conventional or deviant learning takes place in groups, particularly intimate
      social groups such as family or peers. Accordingly, the tendency of any individual towards conformity or deviance
      will depend on the relative frequency of their association with others who encourage either conventional
      behaviour or, alternatively, norm violation. The theory incorporates nine principles to explain the process by
      which an individual becomes a criminal:
    


    
      
        
          	
            
              1.
            

          

          	
            
              Criminal behaviour is not innate, it is learned;
            

          
        


        
          	
            
              2.
            

          

          	
            
              Criminal behaviour is learned through a process of communication, which is active and open-ended;
            

          
        


        
          	
            
              3.
            

          

          	
            
              The principal part of the learning takes place in intimate groups; it is in these primary groups that the
              individual is said to define who they are;
            

          
        


        
          	
            
              4.
            

          

          	
            
              The learning of criminal behaviour involves not just the learning of techniques that enable the
              individual to commit crime, but also the learning of motives and attitudes;
            

          
        


        
          	
            
              5.
            

          

          	
            
              People learn motives and attitudes about the law that can be either positive or negative (this process
              also takes place within primary and intimate social groups);
            

          
        


        
          	
            
              6.
            

          

          	
            
              People differentially associate with the attitudes and motives that are favourable to violating the law
              (i.e., having been provided with excessive definitions that are favourable to violating the law, the
              individual will elect to behave in a criminal way);
            

          
        


        
          	
            
              7.
            

          

          	
            
              Differential associations depend on specific variables: frequency (how often the learning takes place),
              duration (how long the learning episodes are), priority (the age at which the criminal learning began,
              with earlier onset being associated with greater impact), and intensity (the importance or prestige of
              the learning source);
            

          
        


        
          	
            
              8.
            

          

          	
            
              Learning criminal behaviour involves the same mechanisms as any other type of learning; and
            

          
        


        
          	
            
              9.
            

          

          	
            
              Criminal behaviour is not always an expression of needs and values (e.g., not all homeless people steal
              in order to eat).
            

          
        

      
    


    
      The basic prediction of this theory is that people offend because they have been socialized in families and/or
      groups with pro-criminal norms. Empirical evidence certainly supports this proposition. For example, differential
      association theory has been used to explain juvenile delinquency and gang culture (Haynie and Osgood, 2005)
      although it is sometimes difficult to determine whether the delinquent behaviour preceded the delinquent friends.
      Despite this limitation, Gendreau et al. (2006) highlight that differential association can be used to
      explain how pro-criminal attitudes can be transformed into pro-social patterns of behaviour by reducing contact
      with antisocial groups. Differential association has also been used to explain white-collar crime. This research
      suggests white-collar crime is the result of learned definitions (i.e., individual orientations and attitudes
      toward a given behaviour) and experiences that occur within the workplace (Piquero et al., 2005). Criminal
      behaviour is most likely to occur when there is a convergence between learning the drives, motivations and
      rationales to commit white-collar crime and when the definitions toward committing white-collar crime outweigh
      the definitions against law violations (see Akers, 2004 for a review).
    


    
      Differential association-reinforcement theory
    


    
      This theory was an attempt by Burgess and Akers (1966) to combine the approach of differential association with
      the principles of operant conditioning from behavioural psychology. Consistent with Sutherland (1947), they
      argued that people are first indoctrinated into deviant behaviour via
      differential association with deviant peers. Through the process of differential reinforcement – the balance of
      anticipated or actual rewards and punishments that follow or are the consequences of behaviour – the individual
      then learns to refrain from or commit crime at any given time. It is the balance of past, present and anticipated
      future rewards and punishments that is said to be responsible for whether the individual commits a crime (and
      continues to do so or desists in the future). The greater the value, frequency and probability of reward for
      deviant behaviour (when balanced against the punishing consequences and rewards/punishment for alternative
      behaviour), the greater the likelihood it will occur and be repeated (Akers and Jensen, 2006). While reinforcers
      and punishers can be non-social (e.g., the direct physical effects of drugs and alcohol), Akers and Burgess
      propose that the majority of learning in criminal and deviant behaviour is the result of direct and indirect
      social interaction whereby others (a) directly reinforce behaviour (via words, responses, presence and
      behaviour), (b) provide the setting for reinforcement (discriminative stimuli) or (c) are the conduit through
      which other social rewards and punishers are delivered or made available. The nine principles devised by
      Sutherland were reformulated into seven principles which are used to explain how the individual arrives at the
      point where criminal behaviour is activated by discriminative cues (norms):
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              Criminal behaviour is learned according to the principles of operant conditioning;
            

          
        


        
          	
            
              2.
            

          

          	
            
              Criminal behaviour is learned both in non-social situations that are reinforcing or discriminative and
              through that social interaction in which the behaviour of other persons is reinforcing or discriminative
              for criminal behaviour;
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              The principal components of learning occur in groups;
            

          
        


        
          	
            
              4.
            

          

          	
            
              Learning depends on available reinforcement contingencies;
            

          
        


        
          	
            
              5.
            

          

          	
            
              The type and frequency of learning depends on the norms by which these re-inforcers are applied;
            

          
        


        
          	
            
              6.
            

          

          	
            
              Criminal behaviour is a function of norms which are discriminative for criminal behaviour; and
            

          
        


        
          	
            
              7.
            

          

          	
            
              The strength of criminal behaviour depends upon its reinforcement.
            

          
        

      
    


    
      A broad range of rehabilitation, prevention, treatment and behaviour modification programmes are delivered in
      correctional and community treatment facilities for both juvenile and adult offenders which are explicitly or
      implicitly predicated on social learning theory. Empirical evidence supports the effectiveness of this approach
      as compared to alternative methods (see Andrews and Bonta, 2003; Pearson et al., 2002).
    


    
      Developmental criminology
    


    
      Developmental criminology theories (DLC) adopt a dynamic rather than static approach to understanding the causes
      of crime and are effectively concerned with three main issues: the development
      of offending and antisocial behaviour, risk and protective factors at different ages and the effects of life
      events on the course of development. More importantly, from a rehabilitative perspective at least, DLC approaches
      document and explain within-individual variations in offending throughout life – an approach that is more
      relevant to causes, prevention and treatment than the between-individual variations articulated in many of the
      static theories (e.g., the demonstration that unemployed people commit more crimes than employed people). What
      the developmental/dynamic perspective illustrates is that criminal behaviour is too heterogeneous to be explained
      by a common set of factors. A DLC approach assumes that different factors may have different effects on the
      individual offender at different ages. Moreover, such an approach argues that crime data actually contradict an
      age-invariant position that maintains that (1) all antisocial behaviour peaks in late adolescence; (2) there is
      no substantive individual, cohort, historical or cultural differences in this relationship; and (3) all
      antisocial behaviour declines sharply and continuously throughout life. Thus in attempting to understand the
      continuity and stability of offending behaviour across the life-span, DLC theorists explore transactions between
      individual characteristics (e.g., cognitive abilities, temperament) and age-graded developmental contexts such as
      social factors (e.g., family and peer relations, school, employment), that can mediate both pro- and antisocial
      pathways.
    


    
      Moffitt’s (1990, 1993, 1997) developmental taxonomy of antisocial behaviour posits two discrete types of
      delinquent: adolescence-limited and life-course persistent. The majority of young offenders can be considered
      adolescence-limited, and while this group may become involved in very serious crime, they do not engage in
      delinquent behaviour prior to or after adolescence. According to Moffitt, adolescence-limited offenders generally
      have the capacity to suppress antisocial impulses and are, on the whole, law-abiding citizens. Rather than
      maladjusted, Moffitt sees this group of young people as exhibiting processes of social mimicry, motivated by a
      desire to demonstrate maturity and personal independence. They typically engage in low-level offences (e.g.,
      alcohol use, shoplifting, vandalism) that represent rebelliousness rather than violent forms of delinquency. Over
      time, the adolescence-limited offender experiences a lack of motivation for delinquency as biological and social
      age converges on the path to adulthood (i.e., they exhibit the ‘maturity gap’). The life-course persistent
      offender manifests antisocial behaviours at an early age. This small group of offenders – approximately 5 per
      cent – is characterized by persistence in problem behaviour from childhood through adulthood, with different
      manifestations of that behaviour during different stages of development. This life-course pattern of offending is
      said to be linked to pre- and peri-natal conditions and factors associated with adverse child rearing conditions
      during early childhood. According to Moffitt, two types of neuropsychological deficits – verbal intelligence
      (i.e., reading ability, receptive listening, problem-solving skill, memory, speech articulation and writing) and
      executive function (manifested as inattention, hyperactivity and impulsivity) – give rise to an array of
      antisocial behaviours. Children with neuropsychological deficits are restless, fidgety, destructive and
      non-compliant, using violent outbursts rather than conversation. The persistence
      of anti-social behaviour over time is attributed to these early problem behaviours tending to limit the child’s
      opportunities for learning pro-social behaviour during formative developmental stages and, as a result, problem
      behaviours become increasingly entrenched. Moreover, because these behaviours persist into adulthood, they may
      continue to increase the probability of adult antisocial behaviour in a ‘proximal contemporary fashion’ (Moffitt
      et al., 1994).
    


    
      Another DLC approach is Sampson and Laub’s (2005) age-graded theory of informal social control and cumulative
      disadvantage. This theory states that informal social controls (e.g., involvement in family, work, school)
      mediate structural context and explain criminal involvement, even when an underlying level of criminal propensity
      exists. Crime is said to be more likely when the individual’s bonds to society are weakened or broken. Informal
      social controls, which stem from the social relations between individuals and institutions at each stage of the
      life course, are characterized as a form of social investment or social capital (e.g., knowledge and a sense of
      obligation, expectations, trustworthiness, information channels, norms and the sanctions these relations
      engender). Bonds to society create social capital and interdependent systems of obligations that make it too
      costly to commit crime. The individual obtains variable amounts of social capital from informal social control
      networks, which helps to explain continuity in antisocial behaviours across various life stages. Individuals low
      in social capital (with past criminal involvement) ‘mortgage’ future life changes (known as cumulative
      disadvantage). Pro-social adult social bonds (or turning points) can serve to ‘right’ previously deviant pathways
      (e.g., juvenile delinquency, unemployment, substance abuse) and thereby place the individual on a trajectory
      towards more successful outcomes. Criminals are characterized by change and dynamism: even the most active
      offender desists over the life course (e.g., a 60-year-old criminal is not as active and violent as they may have
      been at 17). Change occurs due to variation in the strength of adult social bonds stemming from life events, such
      as a cohesive marriage, stable employment or serving in the military, all of which is independent of criminal
      propensity. The quality of the relationship, the social investment or social capital in the institutional
      relationship (whether family, work or community setting) dictates the salience of informal social control at the
      individual level.
    


    
      Farrington’s (2005) Integrated Cognitive Antisocial Potential (ICAP) theory integrates of ideas from other
      theories of crime (i.e., strain, control, learning, labelling and rational choice). The key construct is
      antisocial potential (AP) – defined as the potential to commit antisocial acts – which posits that the
      translation from antisocial potential to antisocial behaviour depends on cognitive (thinking and decision-making)
      processes that consider opportunities and victims. AP is both a long- and short-term phenomenon. Long-term AP
      depends on impulsiveness, strain, modelling, socialization processes and life events; short-term variations are
      dictated by motivating and situational factors (e.g., being angry or drunk). Individuals with high levels of AP
      are at risk for offending over the life course, while those with low levels tend to live more conventional lives.
      Given that relatively few people experience high levels of AP, the distribution
      of chronic offenders in the population at any age both is limited and highly skewed. Over the long term, AP
      individuals commit many different types of antisocial acts, including different types of crime (offending and
      antisocial behaviour is said to be versatile rather than specialized). And while AP levels are fairly consistent
      over time, they peak in teenage years because of the effects of maturational factors – such as the increase in
      peer infl uence and decrease in family infl uence – that directly infl uence crime rates. Risk factors
      hypothesized to infl uence long-term AP are the desire for material goods, status among intimates, excitement and
      sexual satisfaction (factors which are consistent with strain theory). These motivations only lead to high AP if
      the individual habitually chooses antisocial methods of satisfying them. Offending is therefore the consequence
      of antisocial methods being used by those who find it difficult to satisfy their needs legitimately (e.g.,
      individuals on low incomes, the unemployed and those who fail at school). Long-term AP is also said to depend on
      attachment and socialization processes, is high in impulsive individuals, and infl uenced by life events (in
      males, decreases after marrying or moving out of high crime areas and increases after separation from a partner).
    


    
      According to Catalano and Hawkins’ (1996) Social Development Model, socialization and the process of forming
      bonds with agents of socialization (parents, peers, school and the wider community) is the critical element in
      developing pro- or antisocial behaviour. A social bond forms when the socialization processes are consistent;
      that is, when reinforcement (reward) is consistent with that received for previous, similar involvements with the
      social unit. Each social unit, has a set of norms, beliefs and values that are common among the majority of its
      members. The bond an individual forms with a particular socialization agent determines attachments to other
      people within that group, belief in the values of the unit and the level of commitment or investment the
      individual has toward adhering to or supporting the norms and values of the unit. Thus social bonds produce
      informal controls that infl uence future behaviours: in order to preserve a bond the individual must conform to
      the norms and values of that unit; any behaviour which does not conform to group norms and values jeopardizes
      this bond, while conformity is rewarded with its preservation. The strength of attachment to the social unit is
      determined by the level of reinforcement the individual perceives as forthcoming in response to their involvement
      with the group. Rewards are determined by the skills and ability the person possesses that enable him or her to
      engage with the socializing unit. Attachment outcomes depend on the socialization pathway that the attachment
      produces. The antisocial path of socialization is produced in a number of ways. First, a strong attachment to
      antisocial others, through the process described above, will result in the individual committing to the
      antisocial values of the group to which they have bonded. Second, a weak bond to pro-social units will result in
      diminished rewards for maintaining that bond, the consequences of which is the reduction in negative outcomes for
      contravening group norms and values. A third means by which antisocial behaviours are produced involves a
      cost–benefit analysis of the intended behaviour which indicates that there is
      low risk associated with the behaviour. The individual may perceive that there is little likelihood of their
      antisocial behaviour being discovered by others, and thus the threat to the social bond is minimal. Thus the
      Social Development Model assumes that factors that infl uence the nature, strength and quality of social
      attachments in the domains of family, peers, school and community ultimately determine the manifestation (or lack
      thereof) of antisocial behaviours.
    


    
      A view of delinquency as a developmental process has enabled DLC theorists to identify an array of risk factors
      that either precede or co-occur with its development. Some risk factors appear to be implicated – directly or
      indirectly – in the underlying causes of problem behaviour; others are symptoms or ‘markers’. While it is clear
      that no single risk factor can be said to ‘cause’ delinquency, reviews and further statistical analyzes have
      served to narrow the field and point to those most likely to contribute to interlinked chains of causation (see,
      for example, Farrington, 2007; Rutter et al., 1998). Risk factors can relate to individual children and
      young people, to their families, to their schooling and to the communities in which they live (see Table 1.4). It
      is also clear that different combinations of risk factors contribute to different cumulative effects and that the
      overall risks of antisocial behaviour can increase exponentially depending on
      the number of risk factors to which children are exposed (Rutter, 1979).
    


    
      Table 1.4 Risk factors for delinquency and other antisocial behaviour (adapted from Homel et al., 1999)
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      The developmental approach also highlights infl uences that might serve as a ‘buffer’ between risk factors and
      the onset of delinquency (see Table 1.5). These infl uences, known as protective factors, are thought to mediate
      or moderate outcomes following exposure to risk factors, often resulting in a reduced incidence of problem
      behaviour. While knowledge about protective factors is less extensive and well developed than the literature
      concerning risk, it is nonetheless apparent that protective factors may work by (1) preventing risk factors from
      occurring in a child’s life, (2) by interacting with a risk factor to attenuate its effects, or (3) by breaking
      the mediating chain by which risk leads to negative behaviour.
    


    
      Level IV: Criminal acts and events
    


    
      Routine activities theory
    


    
      Routine activities theory stresses the importance of environment as a necessary component of criminal
      interactions between potential offenders and victims (i.e., there is a convergence in time and space of a
      potential offender and a suitable victim in the absence of a capable guardian; Cohen and Felson, 1979). Unlike
      other theories, the focus is not on the social or psychological characteristics that may lead an individual to
      offend but rather on day-to-day activities and the way in which the daily lives
      of some individuals are structured such that it provides opportunities to commit crime. According to Cohen and
      Felson, socio-economic structures facilitate this convergence between the potential offender and victim which
      allows ‘illegal activities to feed upon the legal activities of everyday life’ (1999, p.588). To illustrate this
      hypothesis the authors cite such things as the distribution of crimes inside and outside families, an increase in
      the proportion of households unattended during the day and the relationship between the portability of many theft
      targets (e.g., televisions, computers, etc.).
    


    
      Table 1.5 Protective factors associated with delinquency and other antisocial behaviour (adapted from
      Homel et al., 1999)
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      Table 1.6 Implications of Level III theories for offender rehabilitation
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      The theory postulates that crime is more likely to occur when three elements come together in any given space and
      time: target suitability (i.e., accessibility and attractiveness of an item or person to become a crime target);
      proximity of the victim to a pool of motivated offenders (i.e., physical proximity of potential target, potential
      offender’s motivation to transgress, size of the potential offender pool); and level of guardianship over the
      target (i.e., formal social controls, informal social controls, target hardening activities such as locks or
      alarms) (e.g., Miethe and Meier, 1990). The rate at which crime increases is thereby equal to the number of
      suitable targets and the absence of individuals to protect those targets. Originally developed to explain ‘direct
      contact predatory crimes where at least one offender comes into direct physical contact with at least one victim’
      (Cohen and Felson, 1979, p.588), Felson (2002) has subsequently extended the theory to include crimes such as the
      illegal use and sale of drugs and white-collar crime although the strongest support for the theory has been found
      for burglary and property crime (e.g., Bennett, 1991). In support of the theory, Bennett’s (1991) work across
      52 countries found that property crime was related to: a per capita income
      between the low and high range (target attractiveness); a level of hard-goods manufacturing between the low and
      moderately high range (target accessibility); a high level of inequality (motivation); a low level of
      urbanization (access); and a low-to-moderately high proportion of women in the work force (guardianship).
    


    
      Rational choice theories
    


    
      Rational choice theories of crime assume that actors behave in an instrumental, outcome-oriented way.
      Individuals will commit a crime if the expected utility exceeds its expected costs (i.e.,
      instrumental rationality; Becker, 1968). Rather than being passive victims of social conditions or driven by
      psychological traits (e.g., low self-control), the offender is perceived as someone who commits crime in an
      effort to ‘maximize physical well-being or social advantages while trying to minimize adverse effects such as
      sanctions’ (Kroneberg et al., 2010, p.260). Given these theories explicitly examine the reasoning
      processes followed by offenders they provide the most explicit models of criminal behaviour. The propositions
      which underpin rational choice theories are that individuals will (1) weigh the costs or consequences of crime
      against the benefit of crime prior to engaging in criminal behaviour and (2) choose criminal behaviour when the
      rewards outweigh the costs. Cornish and Clarke (1986) make a distinction between two types of decision-making.
      Criminal involvement decisions are those which involve general decisions to engage in crime as opposed to
      satisfying needs and wants with non-criminal alternatives; this is said to be a multistage process that unfolds
      over a long period of time. The criminal event involves decision-making about the particular crime in
      terms of how, when, and where it will be carried out. In other words, the decision has been made by the
      individual that they are ready to engage in crime, but a range of situational factors still need to be considered
      before a choice is made to follow through on that decision (e.g., the risk of apprehension, the seriousness of
      the expected punishment, the value of the criminal enterprise and his or her immediate need for criminal gain or,
      alternatively, the economic benefits are no longer available, the risk of apprehension is too great).
    


    
      Rationale choice theorists view crime as both offence-specific and offender-specific, suggesting that separate
      theoretical models are necessary for particular types of crime. The decision process leading to the use of
      illicit drugs, for example, is different from the decision process for burglary. Separate models are also
      required to explain initial involvement, the criminal event, and the decision to persist in or desist from
      criminal activity. Thus the offence specific nature of the crime means that offenders react selectively to the
      characteristics of particular offences. Targets are carefully chosen and the offender’s behaviour is both
      systematic and selective. In the crime of burglary, for example, the offence-specific thought processes might
      include: an evaluation of the target yield; the probability of security devices at the premises; police patrol
      effectiveness; availability of a getaway car; ease of selling the stolen merchandise; presence of occupants; presence of guard dogs; points of entry and exit. That crime is offender-specific
      highlights that individuals do not engage in random acts of anti-social behaviour. Prior to committing a crime, a
      decision is made by the individual about whether they have the capabilities necessary to commit the crime. This
      might include an evaluation of whether they possess the skills necessary to commit the crime; whether they need
      money or other valuables; whether legitimate financial alternatives to crime exist; their fear of expected
      punishment; their physical dexterity; their health and strength. This is illustrated in the research of Nee
      (2004) who examined the motivation and decision-making of burglars and found a consistently high degree of
      planning in their decisions about which residential properties they would target.
    


    
      Level V: Individual level
    


    
      Neutralization theory
    


    
      Neutralization theory emerged as a rejection by Sykes and Matza (1957) of the proposition that offenders
      engage in crime because they adhere to an oppositional sub-cultural rule set that values law breaking, violence
      and rebelliousness (see Cloward and Ohlin, 1960). The underlying assumption of neutralization theory was (and
      still is) that offenders and delinquents are aware of conventional values, understand that offending is wrong and
      engage in self-talk before they offend in order to mitigate the anticipated shame and guilt associated with
      violating social norms (Topalli, 2005). This enables the individual to commit criminal acts without the
      experience of any cognitive dissonance because they remain committed to the value system of the dominant culture
      (Cromwell and Thurman, 2003). According to Matza (1964), this process allows individuals to ‘drift’ into a
      cognitive state where they are open or susceptible to the appeal of offending. Sykes and Matza identified five
      major techniques of neutralization: denial of responsibility, denial of injury,
      denial of the victim, condemnation of the condemners and appeal to higher loyalties. Other researchers have
      proposed two additional techniques, defence of necessity (Minor, 1981) and metaphor of ledger (Klockars, 1974).
      Denial of responsibility refers to the notion that the crime committed is not the fault of the individual;
      instead, it is assumed that the deviant act was an accident and that the individual is not accountable for the
      consequences of the action because it was due to forces beyond their control (e.g., ‘It wasn’t my fault!’).
      Denial of injury refers to the negation of the behaviour as no harm has been caused nor infl icted due to the
      behaviour (e.g., ‘No-one got hurt’). Denial of the victim assumes that the victim deserved the consequences of
      the action and thereby juxtaposes the victim as the wrongdoer. Rather than seeing harm as injury, it becomes a
      rightful retaliation or deserved punishment (e.g., ‘They had it coming to them’). With condemnation of the
      condemners there is a shift in attention from the offenders’ transgressions to the hypocrisy and moral failings
      of those who disapprove of the violations. In this way, the offender justifies his or her behaviour by drawing
      attention to the wrongdoing of others (e.g., ‘They probably did worse things in their day!’). Appeal to higher
      loyalties applies when the individual’s behaviour is consistent with their loyalty to a specific group rather
      than societal norms in general. In this way, the norms and values of a specific subgroup (e.g., family, gang)
      supercede those of the collective whole (e.g., ‘My friends depended on me, what was I going to do?!’) as the
      offender sees the norms of the subgroup as more important than those of the broader society. Defence of necessity
      implies that ‘if an act is perceived as necessary, then one need not feel guilty about its commission, even if
      it’s considered morally wrong in the abstract’ (Minor, 1981, p.298). The amount of guilt experienced can be
      lessened by focusing on the necessity of the act and the lack of choice. Finally, metaphor of the ledger is the
      notion of balancing good and bad acts. An individual who believes they have accumulated a surplus of ‘good’
      mitigates this surplus against a ‘bad’ act (Klockars, 1974).
    


    
      Table 1.7 Implications for Level IV theories for offender rehabilitation
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      Early research has found support for the role of neutralization in criminal behaviour from minor infractions
      (e.g., pilfering bread salesmen, Ditton, 1977) and ‘victimless crimes’ (e.g., professional poker cheats, Hayano,
      1977), to more serious offences such as professional ‘hitmen’ (Levi, 1981), rapists (Pontell, 2001) and ‘deviant
      police officers’ (Kappeler et al., 1998). More recently, Antonopoulos and Winterdyk (2005) used
      neutralization theory to provide an account of how an active trafficker in Greece felt about the trafficking of
      Eastern European women for prostitution. He found support for four of Sykes and Matza’s (1957) techniques. The
      trafficker denied there was a victim; that he was responsible for the choice the women made; that the victims
      incurred any overt injury after becoming involved; and he condemned the condemners (the public and police who
      sometimes solicited the services of such women). Neutralization has also been shown to work in a paradoxical
      manner. In Topalli’s (2005) research, for example, street offenders (e.g., drug dealers, street robbers and
      carjackers) who had been neither caught nor prosecuted for their offences were
      found to neutralize any ‘good behaviour’ in order to protect a self-image consistent with a ‘code of the streets
      orientation’ rather than a conventional one. In other words, they neutralized being good rather than being bad.
      This supports an earlier study by Cromwell and Thurman (2003) examining the use of neutralizations among
      shoplifters. Not only was the use of neutralization widespread among participants in the study, even those who
      did not subscribe to the conventional moral order used the techniques to justify or excuse their behaviour. In
      the case of these shoplifters, neutralization was used as a method to assuage guilt as much as provide the
      necessary justifications for their actions. Cromwell and Thurman concluded that simply being committed to
      conventional norms does not preclude the non-committed individual from understanding that most members of society
      do accept their unconventional values.
    


    
      General Theory of Crime (also known as self-control theory) was developed by Gottfredson and
      Hirschi (1990) and is the most frequently cited, and perhaps most important, of the criminological theories (see
      Armstrong, 2005; Buker, 2011; Piquero et al., 2010). Individualistic in nature, it is the theoretical
      integration of classical criminology theory with the concept of self-control. Consistent with the classical
      school, there is an underlying assumption that people act in ways that they believe will bring them pleasure
      while avoiding actions they believe will cause pain and suffering. The concept of self-control (specifically low
      self-control) is used to explain antisocial, delinquent and criminal behaviour: on the one hand, people base
      their behaviour on the perceived short-term positive consequences of their actions, while on the other, are
      unable to consider any long-term negative consequences that might result from their actions. As such, the theory
      is grounded on the general characteristics of crime. Examining several types of crime, they suggest that crimes
      (a) are stimulating, dangerous or thrilling; (b) require little skill or planning; (c) result in pain or
      discomfort for the victim; (d) provide immediate, easy and simple satisfaction of desires; and (e) supply fewer
      or insufficient long-term benefits. Individual criminal propensity (as defined by self-control) is said to be
      linked to other ostensibly deviant behaviours – termed ‘analogous acts’ – which also tend to offer immediate
      benefit (e.g., smoking, excessive drug and alcohol, cheating on tests, risky sexual behaviour) and may be related
      to crime.
    


    
      According to Gottfredson and Hirschi (1990), self-control is primarily the outcome of ineffective childhood
      socialization when parents (a) fail to monitor their child’s behaviour; (b) fail to recognize misbehaviour when
      it occurs; and/or (c) fail to appropriately punish misbehaviour. They argue that once established in childhood,
      levels of self-control remain stable through the life course with low self-control manifesting in other
      environments the individual encounters later in life (e.g., school, work, marriage). Six inter-related
      characteristics are said to comprise low self-control: (1) impulsivity and the inability to delay gratification;
      (2) a lack of persistence, tenacity or diligence; (3) risk-seeking rather than cautious behaviour; (4) a
      preference for physical activity over mental, verbal or knowledge-based activity; (5) self-centredness and
      indifference to others; and (6) a volatile temper.
    


    
      Despite the high degree of pessimism about the ability of individuals with low
      self-control to change after early childhood, a recent meta-analysis conducted by Piquero et al. (2010) suggests
      that self-control may in fact be malleable. Their findings indicated that the programmes in their study which
      targeted improvement in self-control did improve the child or adolescent’s level of self-control at
      post-treatment (effect sizes ranging from a moderate d = 0.28 to a substantial d = 0.61). The
      meta-analysis also showed (a) that the interventions were correlated with reductions in delinquency and (b) that
      the positive effects generally held across a number of different moderator variables and groupings as well as by
      outcome source (parent-, teacher-, direct observer-, self- and clinical report). Buker (2011) has also tested
      whether self-control can be primarily explained in terms of parental infl uence. Based on a systematic review of
      studies drawn from criminology, psychology and education, he concluded that the formation of self-control is much
      more complex than the propositions put forward by Gottfredson and Hirshi (1990). For example, while parenting was
      found to be an important predictor of the self-control, its development is not confined to the infl uence of
      parental socialization processes. The review also identified several biological (e.g., genetic,
      neuropsychological, psychopathological) and social structural factors (e.g., family structure, neighbourhood
      conditions, religious involvement) which also affected the generation of self-control. And contrary to social
      control theory, effective parenting was shown to extend beyond simply monitoring, recognizing and disciplining;
      it also includes such things as nurturance, the use of non-physical, consistent and fair disciplinary practices,
      and emotional/instrumental support. And consistent with the findings of Piquero and colleagues, Buker also found
      that the individual’s level of self-control could be developed through direct and indirect intervention
      strategies.
    


    
      Attachment theory
    


    
      Attachment theory, which emerged from Bowlby’s (1940, 1944) study of the effects of maternal deprivation on
      personality development, focuses on the child– caregiver relationship and how attachment patterns that develope
      during infancy find expression in a wide range of social behaviours across the life span. Securely attached
      children, for example, are thought to have more positive developmental trajectories as displayed in greater
      levels of self-control, peer acceptance and competent classroom behaviours during childhood (Bretherton, 1990;
      Howes et al., 1998), and form healthier relationships into adolescence and adulthood (Kirkpatrick and
      Davis, 1994; Schneider et al., 2001). On the other hand, disruptions in early secure attachments to
      primary caregivers can predict problems in childhood, adolescence and adulthood (Bowlby, 1969, 1973). For
      example, disrupted attachment has been associated with severe personality disturbances (Ludolph et al.,
      1990; Fonagy et al., 1997), depression (Brown et al., 1986) and the development of antisocial
      behaviour and adjustment problems (Leschied et al., 2008; Loeber and Le Blanc, 1990). Insecure attachment
      has also been associated with the development of internalizing (Lyons-Ruth et al., 1997) and externalizing
      behaviours (Egeland et al., 1990; Lyons-Ruth et al., 1997; Sroufe et
      al., 1990) and increased aggression during childhood (Lyons-Ruth et al., 1993) and with delinquency
      and criminal behaviour that can commence during adolescence and extend into adulthood (Seto and Lalumie, 2010;
      Woods and Riggs, 2008).
    


    
      Attachment does not only refer to a pattern of behaviour. According to the theory, people develop internal
      working models (i.e., mental representations) that consist of expectations about the self, significant others
      (parents, peers, romantic partners) and the relationship between the two. These working models are said to
      include specific content about attachment figures and the self which are stored within a well-organized
      representational structure (Bowlby, 1980). The content of these working models is hypothesized to include
      knowledge about the details of interpersonal experiences (i.e., what happened, where, with whom) and the affect
      associated with those experiences (e.g., happiness, fear, anger) (Bretherton, 1985). There is also an assumption
      that working models infl uence what information the individual will attend to, how they will interpret their
      environment, and what they remember – all of which is said to operate outside of conscious awareness (Bowlby,
      1980; Bretherton, 1985, 1990). Finally, given that working models are said to operate on the principle of
      assimilation, they tend to remain relatively stable over time (Bowlby, 1973).
    


    
      Two important factors appear to mediate the extent to which early disruption of the caregiver–child relationship
      infl uences subsequent delinquent and/or criminal behaviour. The first of these is when the disruption
      occurs. While Lipsey and Derzon (1998) had insufficient empirical data to include children under the age of six
      in their meta-analysis investigating predictors of violent and serious delinquency, they did find that caregiver
      separation occurring when a child is aged between six and fourteen was a small but significant predictor of
      violent behaviour. A much stronger relationship was noted by Rebellon (2002) who examined longitudinal data drawn
      from the US National Youth Survey which includes adolescents aged 11–17 years. He noted a significant
      relationship between earlier parental divorce/separation and the commission of both violent and non-violent
      crimes and delinquency, concluding that early disruption may result in an increased opportunity to associate with
      antisocial peers and learn antisocial attitudes at a much younger age. The second factor is the frequency
      of disruption. Thornberry and colleagues (Thornberry et al., 1999) noted that 90 per cent of young people
      in the Rochester Youth Development Study who had experienced five or more disruptions had engaged in some form of
      criminal behaviour (including violence and drug use). Similarly, Loeber et al.’s (Loeber et al.,
      2005) longitudinal analysis of males (from childhood to 30 years of age) revealed that those who had two or more
      caregivers by age ten were nearly twice as likely to commit violent offences, while Alltucker et al.,
      (2006) found that incarcerated youth with a history of foster care were four times more likely to become
      life-course persistent offenders.
    


    
      More recently, attachment theory has been used to explain the aetiology and maintenance of sexual offending
      behaviour (e.g., Craissati et al., 2002; Jamieson and Marshall, 2000; Lyn and Burton, 2005). Of particular
      relevance to this proposition is the association between secure attachment and a greater capacity for ‘theory of
      mind’ (i.e., the ability to make attributions about the mental states of the self and others) (Fonagy et
      al., 2002). According to Ward (2000), insecure or unstable attachment relationships interfere with theory of
      mind competence and can potentially contribute to the development of maladaptive
      implicit theories about the self, other people, and the world in general. Maladaptive implicit theories are said
      to result in cognitive distortions about relationships and sexual behaviour and subsequently infl uence the onset
      and maintenance of sexual offending (see, for example, Fisher et al., 1999; Jamieson and Marshall, 2000).
      Insecure attachment is also implicated in other predictors of sexual offending including empathy deficits (e.g.,
      Britton and Fuendeling, 2005; Covell and Scalora, 2002; Wood and Riggs, 2008), intimacy deficits (e.g., Bumby and
      Hansen, 1997; Hudson and Ward, 2000) and poor social skills and social skills deficits (e.g., Fisher and Howells,
      1993; Geer et al., 2000) all of which facilitate functioning in interpersonal relationships (Joireman
      et al., 2001).
    


    
      Personal, interpersonal and community-reinforcement theory
    


    
      Personal, interpersonal and community-reinforcement theory (PIC-R) is a general personality and social
      cognitive approach to understanding criminal conduct developed by Andrews and Bonta (Andrews, 2006; Andrews and
      Bonta, 2003). Consistent with social cognitive theory described above, the PIC-R posits that people exercise
      agency over their behaviour:
    


    
      Human beings are active, conscious and wilful, and they are goal-oriented. They are also creatures with
      biological dispositions and habits and conditioning histories whereby repeated associations among stimuli,
      responses, and behavioural outcomes can produce automatic, non-conscious cognitive regulation of motivation,
      perception, and behaviour. Their behaviour is under personal control, interpersonal control, and automatic
      control.
    


    
      (Andrews and Dowden, 2007, p.442)
    


    
      Individual differences are thus regarded as important, particularly in relation to the levels of self-control
      that individuals are able to exert over their behaviour. This, in turn, is infl uenced by the skills with which
      the individual is equipped (e.g., ability to problem solve, self-monitor and evaluate behaviour, and cope with
      temptation), and personal standards around behaviour (e.g., attitudes, beliefs, values, rationalizations,
      identities). The PIC-R further recognizes that multiple sources of infl uence affect human behaviour,
      along with the main interpersonal settings in which behaviour occurs (e.g., families, workplaces, schools,
      leisure). It is in these settings that behaviour is modelled, reinforced, punished or ignored. Moreover, the
      theory considers factors that actively encourage or discourage deviant activity. In so doing, it recognizes
      factors at the personal, inter-personal, and community levels of analysis. The main principles of the PCI-R
      theory are provided below (see Andrews and Bonta, 2010, pp.13–14):
    


    
      Principle 1: Deviant and non-deviant behaviour are under antecedent and consequent control.
    


    
      Principle 2: Inter- and intra-individual variations in the probability of
      occurrence of a given class of behaviour (deviant or non-deviant) are due to variations in the signalled rewards
      and costs for that class of behaviour.
    


    
      Principle 3: The controlling properties of antecedents and consequences are acquired through the
      interaction of the person with the environment. The principles governing the acquisition, maintenance and
      modification of the controlling properties of stimulus conditions include those of genetic and constitutional
      disposition and capability; biophysical functioning; cognitive functioning; human development; behavioural
      repertoire; state conditions; and respondent and operant conditioning, including observational learning, rule
      learning, symbolic learning and role enactment.
    


    
      Principle 4: Antecedents and consequences are of two major types: additive events (stimuli are introduced,
      extended or augmented) and subtractive events (stimuli are withdrawn, postponed or diminished).
    


    
      Principle 5: Variations in the probability of occurrence of a given class of behaviour are a positive
      function of the signalled density of the rewards for that class of behaviour and a negative function of the
      signalled density of the costs for that class of behaviour.
    


    
      Principle 6: Antecedents and consequences arise from three major sources: (1) the actor (personally
      mediated events), (2) other persons (interpersonally mediated events) and (3) the act itself (non-mediated or
      automatic and habitual events).
    


    
      Principle 7: The magnitude of the effect of any one signalled reward for any class of behaviours depends
      upon the signalled density of other results for that class of behaviours. Generally, the magnitude of the effect
      of any one reward is greatest at some intermediate level of density, and the magnitude of the effect of any one
      reward is diminished at the lowest and highest levels of density. Similarly, the magnitude of the effect of any
      one cost for any class of behaviours is greatest at some intermediate level of density of costs.
    


    
      Principle 8: Variations in the signalled rewards and costs for one class of behaviour (deviant or
      non-deviant) may produce variations in the probability of occurrence in another class of behaviour. The magnitude
      of the effect is a function of interconnecting contingencies and schedules for deviant and non-deviant behaviour.
      The rewards for non-deviant behaviour approach their maximum impact on the changes of deviant behaviour under the
      following conditions: (a) when and where relatively non-costly and non-deviant behaviours produce a relatively
      high density of rewards, including rewards similar to those produced by deviant behaviour; (b) when and where the
      costs for deviant behaviour include a reduction, postponement, omission or interruption in the delivery of those
      rewards produced by non-deviant behaviour; and (c) when and where non-deviant behaviour is incompatible with
      deviant behaviour.
    


    
      Principle 9: Variations in the probability of occurrence of any given behaviour within each of the deviant
      and non-deviant classes of behaviour may be understood or produced by the
      application of the preceding principles to that specific behaviour.
    


    
      Principle 10: Historical, geographic and political–economic factors influence individual behaviour
      primarily by way of the contingencies that they produce within settings and communities. For example, physical,
      environmental and cultural variables, and the structure of social systems influence individual behaviour through
      the reward-cost contingencies they maintain within the settings.
    


    
      Principle 11: Two basic dimensions for the analysis of the effects of systems on the deviant and
      non-deviant behaviours of its members are the normative and the control dimensions. The normative dimension
      includes behavioural prescriptions and proscriptions and their distribution according to one’s position within
      the system. The control dimension includes the visibility of normative and deviant behaviour to persons who
      control resources (including potential rewards and costs); the quantity, variety, quality and magnitude of
      potential rewards and costs; the immediacy, frequency and regularity with which rewards and costs are delivered;
      and the maintenance of interconnecting contingencies for deviant and non-deviant behaviour. In the context of
      interpersonal interactions, this refers to the relationship and structuring of interaction.
    


    
      Principle 12: The predictability of behaviour and its amenability to influence increase with
      individualized assessments of the signalled reward/costs contingencies.
    


    
      Principle 13: The human and social value of any perspective on human conduct is in some part a function of
      predictive efficiency and the ability to influence events. For the most part, its practical value is a function
      of ethical, legal and humane applications.
    


    
      Social learning theory
    


    
      Social learning theory proposes that individuals observe the behaviour of others, learn the reactions to
      and consequences of that behaviour and imitate the behaviour to achieve the same or similar desired result
      (Bandura, 1969, 1977). The theory also incorporates two principles of motivation in learning behaviour: vicarious
      reinforcement (i.e., behaviour learned through observing the reinforcing/punishing consequences for others) and
      self-reinforcement (i.e., motivation to behave in a particular way due to internal feelings of self-approval).
      Consistent with the principles of operant conditioning, the consequences of the behaviour are either reinforced
      or punished. That is, rewarding a behaviour will increase the likelihood of it occurring again (positive
      reinforcement), while punishment will likely reduce the likelihood of the behaviour being repeated.1 According to
      Bandura, three components affect the primary internalization of a particular behaviour and the likelihood of that
      behaviour being initiated by the observer at a later date. First, models must be trusted or close to the observer
      in some way with behaviour more likely to be imitated if it is performed by
      someone to whom the observer strongly relates. The three major sources of learning are the family, the
      individual’s sub-culture (peers), and wider culture (e.g., television, books, films). Second, the actual
      behaviour observed plays an important role in that it must be similar in some way to other previously learned
      behaviours. What this means is that the observer is more likely to adopt moderate behaviours or those not overly
      extreme in any one direction rather than behaviour that is inconsistent with their usual behavioural repertoire
      (e.g., an obedient and conforming child may not respond to very aggressive and inappropriately modelled
      behaviour). Finally, the observed consequences of the behaviour will also dictate the probability of particular
      behaviour being imitated at a later date. Reinforcement of the behaviour comes via internal and external sources
      and can include material rewards (e.g., money, goods), social rewards (e.g., peer group status), or personal
      rewards (e.g., avoiding detection if the behaviour is deviant). The combination of these three factors – model
      identity, type of behaviour and observed reactions – will determine whether the target individual later initiates
      the modelled behaviour.
    


    
      Four component processes – attention, retention, motor reproduction and motivation – are also necessary
      conditions for effective modelling. Attention is important as the individual will not learn much from observation
      unless they perceive and focus on the significant features of the modelled behaviour. Various factors increase or
      decrease the amount of attention paid including distinctiveness, affective valence, prevalence, complexity and
      functional value as well as individual characteristics (e.g., sensory capacities, arousal level, perceptual set,
      past reinforcement). The second component, retention, refers to the need to encode information (i.e., the
      observed behaviour) into long-term memory so that the information can be retrieved and used in the future. This
      component includes symbolic coding, mental images, cognitive organization, symbolic rehearsal and motor
      rehearsal. Once learned via attention and retention, the observer must be physically capable of reproducing the
      observed behaviour. Finally, motivation is the expectation of positive reinforcements for the modelled behaviour
      (i.e., some form of reward). This includes motives such as past experience (i.e., traditional behaviourism),
      promised consequences (i.e., imagined incentives) and vicarious experience (i.e., seeing and recalling the
      reinforced model).
    


    
      As well as explaining conforming, appropriate behaviours, social learning theory has been used extensively to
      explain both aggressive and sexually deviant behaviour. According to Bandura (1973), people acquire aggressive
      responses in the same way as any socially conforming behaviour (i.e., via direct experience or observational
      learning) and that positive reinforcement for acts of aggression will lead the observer to later imitate those
      acts. Observation allows the individual to ‘extract general tactics and strategies of behaviour that enable them
      to go beyond what they have seen or heard’, whereby ‘observers can evolve new forms of aggression’ (Bandura,
      1978: p.14). Observation is said to be more important in the initial stage of learning while reinforcement is
      more critical in the later stages. The conditions most conducive to the learning
      of aggression are those in which the individual (1) has many opportunities to observe aggression, (2) is
      reinforced for his or her own aggression, or (3) is often the object of aggression (see Huesmann, 1988).
      Empirical support for a social learning theory of aggression can be found in the early ‘Bobo doll’ experiments
      (Bandura and Huston, 1961; Bandura et al., 1963) and later variations of the procedures used in these
      experiments which have revealed the same pattern of aggression in both adults and children following observation
      of aggressive behaviour (e.g., Walters and Grusec, 1977). More recently, this research has been extended to the
      viewing of media violence and the playing of violent video games which has found that individuals who observe
      aggressive acts not only imitate the observed behaviour, but also show greater levels of hostility and
      aggressiveness towards others (e.g., Bryant and Zillman, 2002). There is also evidence that aggressive children
      anticipate more positive outcomes and fewer negative outcomes from their negative actions, fuelled by a belief
      that aggression will produce tangible rewards, reduce the impact of aversive treatment by others and generally
      increase self-esteem (see Hubbard et al., 2001). It is not difficult to see how this might occur: The
      individual harassed by others responds aggressively, and behaviour is rewarded via the negative reinforcement
      which occurs when the harassment stops. Similarly, aggression can facilitate a sense of control when used to stop
      aversive circumstances. The psychological reinforcement which accompanies feelings of control is an extremely
      powerful component in any human behaviour. In terms of sexually deviant behaviour, recent work by Felson and Lane
      (2009) examined the role of social learning theory and the level of specialization found in violent and sexual
      offenders who had been victimized in childhood. Their findings supported a social learning explanation in terms
      of modelling the type of abuse perpetrated upon the offender during childhood. Offenders with prior childhood
      experience of sexual abuse were found to be eight times more likely to commit a sexual offence against a child,
      and 2.3 times more likely to commit sexual assault against an adult. The relationship between sexual abuse and
      assaultive violence and robbery was not statistically significant. On the other hand, offenders who had previous
      experience of physical abuse were shown to be significantly more likely to commit assaultive violence, robbery
      and sexual assaults on adults, although the odds ratio (1.8) was much lower than that found for sexual abuse. The
      relationship between prior physical abuse and current sexual offences involving children was found to be
      non-significant. Based on their findings, Felson and Lane concluded there was evidence of offence specialization,
      particularly for sexual offences.
    


    
      Social cognitive theory
    


    
      Social cognitive theory is an extension and re-labelling of social learning theory (to distinguish its
      broader theoretical perspective from the general class of social learning theories) and analyzes human
      self-development, adaptation and change from an agentic perspective (Bandura, 1999, 2001). An integration of
      concepts and processes from cognitive, behaviourist and emotional models of
      behaviour change (see Table 1.8), it defines human behaviour as a triadic, dynamic and reciprocal interaction of
      personal factors, behaviour and the environment. Known as reciprocal determinism, this interplay sees the person,
      environment and behaviour as having multiple (bi-directional) infl uences on each another. Cause and effect are
      said to move in a variety of ways. Environment affects behaviour (classic behaviourism) but characteristics
      within a person infl uence behaviour (trait approaches) and behaviour can cause changes in the environment. Thus
      while Bandura maintains the behaviourist notion that response consequences mediate behaviour, he argues that
      behaviour is strongly regulated via antecedent cognitive processes. Response consequences are used to form
      expectations of behavioural outcomes. The ability to form these expectations enables the individual to predict
      behavioural outcomes before the behaviour is performed. In other words, what and how the individual thinks will
      affect the way in which that person behaves; at the same time, how they behave will affect how they think. In
      this sense, a central role is assigned to cognitive, vicarious, self-regulatory and self-refl ective processes in
      human development and functioning. Moreover, the strong emphasis on cognitions depicts the mind as an active
      force, constructing reality, selectively encoding information, performing behaviour on the basis of values and
      expectations, and at the same time, imposing structure on its own actions (Jones, 1989). Another important element, particularly with respect to behaviour change strategies, is that
      cognitions change over time due to maturation and experience (i.e., attention span, memory, ability to form
      symbols, reasoning skills).
    


    
      Table 1.8 Major constructs of social cognitive theory, defi nitions and change strategies
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      Effortful behaviour, as described in social cognitive theory, is the notion of efficacy expectations (i.e.,
      self-efficacy) and is mediated by the confidence individuals have in their ability to undertake a particular
      behaviour (e.g., drive a car, resist the temptation to use drugs). Different types of expectations will infl
      uence efficacy expectations and thereby determine the probability that a given behaviour will be executed.
      Outcome expectations, the subjectively assessed probability that a given action will produce the intended
      consequences, can infl uence the effect of efficacy expectations on behaviour. For example, a particular outcome
      is expected after executing a particular response in an ‘if-then’ framework: ‘If I use drugs, then I will feel
      relaxed’. A corresponding self-efficacy expectancy might be the degree of confidence an individual has in terms
      of executing a particular behaviour: ‘I am not confident that I can resist the urge to use drugs when I am
      feeling stressed’. If these two self-efficacy expectations are combined we have: ‘I am not confident that I can
      resist the urge to use drugs when I am feeling stressed. I know that using drugs will help me relax’. The
      probability of using drugs in a stressful situation is therefore compounded by strong outcome expectations for
      the effect of the drug, and weak efficacy expectations concerning the ability to execute the skills necessary to
      resist using drugs in that situation. However, the probability of drug use would be weaker if efficacy
      expectations were strong, despite strong outcome expectations.
    


    
      With social cognitive theory, Bandura (1986, 2001, 2004) adopts an agentic perspective toward human development,
      adaptation and change. In other words, he argues that the individual has the capacity to intentionally exert infl
      uence over both their functioning and their life circumstances. Four core properties are said to comprise human
      agency: intentionality (representations of future courses of action to be performed); forethought (goal setting
      and anticipated likely outcomes that serve to guide and motivate effort; a temporal extension of agency);
      self-reactiveness (ability to construct appropriate courses of action as well as motivate and regulate
      execution); and self-refl ectiveness (making necessary corrective adjustments based on refl ection of personal
      efficacy, soundness of thoughts and actions, and meaning of pursuits) (Bandura, 2006). Social cognitive theory
      distinguishes between three modes of agency: individual, proxy and collective. Personal agency is exercised
      individually and represents the individual’s capacity to exert direct control over both their own functioning and
      their environment. Given the lack of direct control in many spheres of functioning, agency is socially mediated
      via a proxy. That is, the individual exerts infl uence over others with necessary resource, knowledge and means
      to secure the outcome they desire. Collective agency is when people work together, sharing knowledge, skills and
      resources to shape their future. This relies heavily on the shared belief in the collective capability to achieve
      identified goals.
    


    
      Given the prevalence of substance use among offender populations, Bandura’s (1999) application of social
      cognitive theory to substance abuse (and treatment success) is a particularly
      informative one. Research (e.g., Schadel and Mermestein, 1993) suggests that the ongoing desire for an addictive
      substance (licit or illicit) after the physiological ‘high’ has abated is largely cognitive in nature. According
      to Bandura, because people live in cognitive environments which, to a large extent, are of their own making, they
      have the capacity to cognitively ‘cue’ various desires or affective states, including the consequences associated
      with the use of addictive substances. For individuals low in self-regulatory efficacy, the outcome expectations
      for the pleasurable effects of substance use serves as a predictor of the urge to use (and the experience of that
      pleasurable experience is a strong reinforcer). Individuals who are low in regulatory self-efficacy are therefore
      more likely to avoid treatment or drop out if the results are not immediate (see DiClemente and Hughes, 1990). In
      fact, levels of self-regulatory efficacy at treatment completion have been shown to predict who will relapse,
      time to relapse, the situations in which relapse occurs (Bandura, 1997; Marlatt et al., 1995) and how
      people respond to setbacks (i.e., a temporary versus beyond personal control; Bandura, 1999). Social cognitive
      theory is also one of five theories of aggression which underpin the general aggression model (GAM; see Anderson,
      1997; Anderson, Anderson and Deuser, 1996; Anderson and Bushman, 2002; Anderson, Deuser and DeNeve, 1995). This
      particular theoretical framework integrates existing ‘mini-theories of aggression into a unified whole’ (Anderson
      and Bushman, p.33). In so doing, its proponents suggest the framework has four main advantages over previously
      developed theories of aggression: (1) greater parsimony, (2) better explanations of aggressive acts based on
      multiple motives (e.g., both instrumental and affect-based aggression), (3) it can assist in the development of
      more comprehensive interventions to treat chronically aggressive individuals whose treatment attempts have
      previously failed due to the focus on single types of aggression or the use of single mini-theoretical approaches
      to treatment and (4) its broader insights into child rearing and development issues.
    


    
      Another important contribution made by Bandura (1990, 1999, 2002), particularly in the context of offender
      rehabilitation, is his theory of moral disengagement. While psychological theories of morality tend to focus on
      the character of moral reasoning, moral conduct is often neglected. Consequently, a complete theory of moral
      reasoning should link moral knowledge and reasoning to moral conduct. According to Bandura’s social cognitive
      theory of the moral self, moral reasoning is linked to moral action through ‘affective self-regulatory mechanisms
      by which moral agency is exercised’ (Bandura, 2002, p.101). What this means, for Bandura at least, is that the
      moral self is embedded in a socio-cognitive theory of the self that encompasses self-organizing, proactive,
      self-refl ective and self-regulative mechanisms. It is these self-reference processes that provide the individual
      with the motivational and cognitive regulators of moral conduct. Thus moral agency is manifested in the ‘power to
      refrain from behaving inhumanely and the proactive power to behave humanely’ (p.193). It is the selective
      activation and disengagement of self-sanctions that enables people with essentially the same moral standards to
      engage in different types of behaviour. The points in the process of moral control at which
      Bandura (1990, 1999, 2002) argues that moral self-censure can be disengaged from reprehensible conduct are
      illustrated in Figure 1.1. Disengagement is said to occur progressively, beginning with mildly harmful acts
      which, through repetition, diminishes self-reproof to the point at which more seriously harmful acts can be
      performed without self-censure (i.e., inhumane practices are routinized). Because of the transformative nature of
      the ongoing interplay between moral thought, affect, action and subsequent social reception, there may be no
      recognition by the individual that the moral self has undergone any change.
    


    
      Working from the left-hand side of the figure, Bandura (1990, 1999, 2002) has provided various mechanisms of
      moral disengagement first from the behaviour, then from the consequences of that behaviour and, finally, from the
      victim. Moral justification, for example, is the process that ‘allows’ the individual to engage in harmful
      behaviour and preserve a belief in the self as a moral agent. The harmful behaviour is made personally and
      socially acceptable by portraying it as having some form of social worth or moral purpose. The language used to
      describe the behaviour can also be used to reduce personal responsibility. Euphemistic labelling can take the
      form of sanitizing language (e.g., ‘collateral damage’ for civilian deaths in war or bombing missions described
      as ‘servicing the target’) or adopting the agentless passive voice and thereby conferring respectable status on
      an otherwise reprehensible act (e.g., a criminal conspiracy becomes a ‘game plan’ and the conspirators are ‘team
      players’). Palliative comparison (e.g., advantageous or exonerative comparison) can render an injurious act as
      benign or result in inhumane behaviour assuming less repugnant qualities or even appearing benevolent by
      contrasting it with more harmful extremes. According to Bandura, moral justification, sanitizing language and
      exonerating comparisons are the most effective psychological mechanisms for disengaging moral control. The second
      set of disengagement practices serve to obscure or minimize the individual’s agentive role in the harm caused. In displacement of responsibility, moral disengagement is made
      possible by assigning responsibility to some legitimate authority. Moral control can also be weakened if the
      individual disregards or distorts the consequences of his or her actions. In other words, self-censure can be
      avoided by minimizing, distorting or simply not believing there are any harmful effects from a particular
      behaviour or course of action. It is also much easier to infl ict harm when the effects are not immediately
      visible or the harmful behaviours/ actions are physically and/or temporally remote from the consequences. The
      final set of disengagement practices operates on the recipients of detrimental acts. Given most people experience
      personal distress and self-condemnation if they mistreat others they perceive as
      similar, self-censure for harmful behaviour can be disengaged by removing the qualities that make others ‘human’.
      Dehumanization in conjunction with diffusion of responsibility has been shown to greatly escalate levels of
      punitiveness. Finally, attributing blame to the victim or to some other compelling circumstance also serves a
      self-exonerative function. In this way, for example, violent behaviour is justified as a defensive reaction to
      some form of unnecessary or unreasonable provocation on the part of the victim.
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              Mechanism through which moral self-sanctions are selectively activated and disengaged from detrimental
              behaviour at different points in the self-regulatory process (see Bandura, 2002, p.103)
            

          
        

      
    


    
      Table 1.9 Implications of Level IV theories for offender rehabilitation
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      Conclusion
    


    
      The primary aim of this chapter was to examine the utility of various theories of crime in terms of understanding
      the aetiology and maintenance of offending behaviour. Using the conceptual framework developed by McGuire (2004),
      we have taken a broad-brush approach that encompasses individual difference factors (e.g., biology, temperament),
      the impact of family, peer and community connectedness, environmental factors and the effects of socialization
      processes on the individual. For a great many people, poverty, family dysfunction and limited life choices do not
      lead them down the path to delinquency or criminal behaviour. There is, however, a small proportion of
      individuals for whom either a confl uence of factors or single life-changing event can have dramatic
      consequences. While not a definitive account of all possible infl uences on the individuals, the theories
      explored in this chapter illustrate the need to go beyond the individual’s presenting problem when making a
      determination of risk. It is not enough to simply conduct a risk assessment and identify criminogenic needs. What
      is required is a broader analysis of the individual that takes a holistic view of their offending behaviour which
      will enable the practitioner to conduct a case formulation and develop a treatment plan that is specific to the
      individual offender’s needs.
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              Using operant conditioning principles to explain criminal behaviour requires the identification of the
              rewards that may be received through such actions. Rewards may include tangible results, such as
              obtaining items without paying for them, or stealing money without having to work for it. Rewards may
              also include emotions, such as the reduction of frustration, or a feeling of accomplishment for
              successfully solving a problem.
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              Theories of offender rehabilitation
            

          
        

      
    


    
      Any kind of therapeutic work with individuals relies heavily upon theories that function to explain the origins
      of the problem being addressed and, by doing so, suggest ways of intervening to alleviate the person’s suffering.
      In a similar way, rehabilitation theories provide practitioners with conceptual maps, which assist them to
      negotiate the various challenges associated with correctional and forensic therapeutic work (Ward and Maruna,
      2007). Ideally, rehabilitation theories should provide guidance on such issues as the overall aims of
      intervention, what constitutes risk, the general causes of crime, how best to manage and work with individuals
      who are often reluctant to change and how to effectively balance offender needs with the interests of the
      community.
    


    
      The Risk-Need-Responsivity model (RNR; Andrews and Bonta, 2010) has been the accepted paradigm for offender
      rehabilitation over the last 20 years or so. However, in recent years there has been a wave of theoretical,
      empirical and ethical criticisms of its preoccupation with risk management and the development of alternative,
      strength-based perspectives to the RNR model (see Ward and Maruna, 2007). The principal difference between these
      perspectives rests in risk management approaches having a primary focus on the detection and modification of
      criminogenic needs (i.e., dynamic risk factors), while strengths-based perspectives converge on creating or
      increasing competencies and skills for offenders while indirectly reducing risk.
    


    
      A striking feature of strength-based correctional frameworks is the way they resonate with longstanding
      criminological research into the desistance process, mainly because of their interest in identifying the social
      and psychological resources that facilitate offence-free lives. A consequence of this positive turn is that it
      encourages practitioners to view offenders as more like ‘people like us’ rather than moral strangers (Laws and
      Ward, 2011). And the adoption of this type of attitude is likely to result in the establishment of stronger
      working alliances between offenders and therapists. For example, research indicates that offenders respond well
      to practitioners who demonstrate an interest in them and believe in their capacity to make positive changes in
      their lives (McNeill et al., 2005). A notable feature of strength-oriented intervention programmes is that
      they are directly responsive to offenders’ commitments and interests.
    


    
      In this chapter we will (i) discuss the effectiveness of interventions in
      reducing recidivism, (ii) provide a description of the RNR and discuss its limitations and (iii) describe the
      Good Lives Model (GLM) which is a more recently developed strength-based perspective of offender rehabilitation.
      In this chapter we often refer to the literature on sexual offending to support our argument; however, the
      commentary is intended to apply to all types of offenders.
    


    
      Features of effective offender rehabilitation
    


    
      The process of assisting individuals to change their criminal dispositions is a value-laden and
      capability-building process which primarily focuses on assisting individuals to acquire the skills and values to
      lead more fulfilling and less harmful lives (Laws and Ward, 2011; Lösel, 2010; Ward and Laws, 2010). The
      value-laden component of rehabilitation is refl ected in the fact that the concept of an offender is a
      moral one, where individuals have been judged to have acted wrongly and illegally, and are punished accordingly.
      Furthermore, in order to be able to pursue a meaningful life, individuals must discern what is truly valuable and
      discover ways of living that embody these activities, outcomes and experiences. The capabilities-building
      component of rehabilitation ‘piggybacks’ upon the value reorientation and discovery dimension described above. In
      short, the goals are to provide individuals with the internal (e.g., attitudes, beliefs, knowledge, skills, etc.)
      and external (e.g., social supports, intimate relationships, education/training, employment, leisure activities,
      etc.) resources to achieve their individually identified goals, which will help them attain better or good lives.
      ‘Good lives’ as ones which enable individuals to have a sense of purpose, achieve higher levels of well-being and
      allow them to adhere to socially proscribed norms (Ward and Maruna, 2007).
    


    
      Ultimately, the major aim of intervening with offenders is to reduce the chances of their acting in ways that
      unjustifiably harm other people in the community (Andrews et al., 1990). In a recent paper, Lösel (2010)
      systematically evaluated the theoretical and empirical literature and concluded that a combination of effective
      rehabilitation programmes, a greater use of community measures and adopting a developmental perspective on
      prevention are likely to reduce recidivism rates. Lösel (2010) also identified other factors associated with good
      rehabilitation outcomes including basic education (e.g., mathematics and literacy skills), vocational and
      employment training, restorative justice approaches such as restitution, face to face meetings – for some groups
      but not all, drug courts which included a treatment element and psychopharmacological/substitution drug therapies
      (again he cautions that this is true for some groups only). Overall, Lösel stated that programmes that are based
      on a social learning model of offending, structured, skills-oriented, delivered with manuals by qualified staff
      and which are implemented in supportive correctional environments result in reoffending reductions between 10 per
      cent and 30 per cent.
    


    
      From a more desistance or resilience perspective, Lösel (2010) identified ten general protective factors: 1)
      individuals maintaining at least one stable emotional relationship, 2) adequate
      acceptance and supervision in educational contexts, 3) receiving adequate social support, 4) access to social
      models that encourage adaptive coping, 5) exposure to appropriate levels of social responsibility, 6) having
      adequate cognitive capacities (e.g., an ability to plan a future), 7) ‘an easy temperament’ and ‘ego resiliency’,
      8) some previous experience of self-efficacy and an adequate self concept, 9) active mechanisms for coping with
      stressors and strains, and 10) previous experience of making sense, structure and meaning in one’s life.
    


    
      Recent research has also looked more critically at the content of standard intervention programmes and emphasized
      the important role of resilience and social factors as well as psychological variables. In a thoughtful,
      stock-taking paper Porporino (2010) raised concerns that the field may have reached a point where further
      refinement of so-called evidence-based programmes will not produce significant improvements because there is too
      much uncertainty about how such programmes exert their effect. Drawing on the desistance literature
      Porporino proposes that there are potentially fruitful ways of working with offenders that, rather than
      attempting to simply repair their fl aws, aim to assist them ‘look at their lives though some new lenses, sort
      out their needs and wants, refine their vague wishes and commit to some SMART goals …’ (p.78). He argues that
      teaching skills in isolation has only limited utility and emphasizes the importance of taking contexts into
      account. His observation that standard correctional interventions assume that: ‘We seem to believe that once they
      have the recipe, the meal they cook will be tasty automatically’ (p.80) is particularly apposite.
    


    
      A number of correctional and forensic research studies have looked more closely at the role of desistance factors
      or social capital in the process of offender change, and overall have pointed to the value of interventions
      incorporating these variables. For example, Martin et al., (2010) investigated whether the inclusion of an
      intervention targeting social and employment integration was more effective than social cognitive training (a
      Spanish adaptation of the Reasoning and Rehabilitation programme) alone. The authors concluded that social
      and employment integration appeared to strengthen the effects of the social cognitive training programme and
      contributed to delaying recidivism. They went on to suggest the findings provided support for the efficacy of R
      and R, but suggested the programme failed to take into account an individual’s social and economic context. Bahr
      et al., (2010) used both quantitative and qualitative methods to explore factors (drug treatment,
      friendships, employment, family relationships, age) associated with successful community re-entry (which was
      defined as successful completion of parole) three years after offenders were released from prison. Parolees were
      interviewed shortly after release and again at one, three and six months following the first interview. They
      found that attending a substance abuse programme in prison and spending more time with friends in enjoyable
      activities were both associated with successful parole completion. Amongst employed parolees they found that
      success was associated with working at least 40 hours per week. Contrary to their expectations, analysis of
      quantitative data determined that being in a relationship or being married, having children, having a close
      relationship with their parents and education level were not associated with
      greater re-entry success. However, qualitative data showed that successful parolees had higher levels of support
      from family and friends and more self-efficacy, which both helped in participants’ efforts to stay away from
      drugs. Finally, Tripodi et al., (2010) investigated whether obtaining employment increased duration to
      re-offence utilizing a random sample (n = 250) of men on parole from Texas prisons. They found that when
      controlling for offence history variables and other known predictors of recidivism, obtaining employment on
      release from prison was not associated with a significant decrease in the likelihood of re-incarceration, but was
      associated with a significantly greater time to re-incarceration (compared to recidivists who were not employed).
    


    
      Furthermore, there is also recognition of a number of resilience and desistance factors associated with
      successful reduction in criminal activity, including access to prosocial models that promote a non-offending
      lifestyle, a stable emotional relationship, employment, appropriate social support, adequate cognitive
      capabilities, the development of an adequate self-concept and the acquisition of a sense of a meaningful life
      (Laws and Ward, 2011; Lösel, 2010; Maruna, 2001). One of the major implications of desistance-oriented research
      with offenders is that it is a mistake to focus solely on individuals. Rather, it is imperative when constructing
      rehabilitation or treatment plans for offenders to consider the important roles that social relationships and the
      community have in the successful rehabilitation of offenders (Laws and Ward, 2011; McNeill, 2006).
    


    
      Broadening the scope of intervention
    


    
      The brief review provided here highlights a number of factors which are key elements in successful correctional
      programmes and interventions including those of ensuring adequate social support, assistance in
      self-transformation, developing a sense of meaning and increasing individual competencies. The accepted
      aetiological assumption is that offending is a product of defective social learning and that individuals engage
      in criminal activity because they have a number of skill deficits that make it difficult for them to gain
      reinforcement in socially acceptable ways (Andrews and Bonta, 2010; Laws and Ward, 2011; Ward and Laws, 2010;
      Ward et al., 2006). However, resilience and desistance guided research indicates that the picture is more
      complex than this and that it is crucial to attend closely to offenders’ core commitments, needs and priorities
      when developing rehabilitation plans. It is a question of desistance as well as risk management.
    


    
      While the forensic psychological literature focuses on factors associated with offending and reoffending, the
      desistance literature seeks to understand the lifestyle change process associated with the cessation of criminal
      activity (Laws and Ward, 2011; Serin and Lloyd, 2009). Suggesting that desistance can be explained by a reduction
      in dynamic risk factors alone is inadequate. Such an explanation ignores the normative aspect of human action –
      whereby humans actively seek outcomes that are personally meaningful and valued (Ward and Maruna, 2007) The desistance literature helps us unravel how offenders achieve changes to
      dynamic risk factors, and therefore provides additional information which has not previously been a focus in the
      forensic psychology literature (Laws and Ward, 2011; McNeill, 2006). Although they are referred to in a variety
      of ways – for example, ‘turning points’ (Laub and Sampson, 2003; Sampson and Laub, 1993), ‘hooks for change’
      (Giordano et al., 2007), a ‘change in narrative identity’ (McNeill et al., 2005), or ‘making good’
      (Maruna, 2001) – the available evidence points to the transformative role of employment, social support,
      education, intimate relationships, change in narrative identity, opportunities and access to legitimate ways of
      meeting human needs (Laws and Ward, 2011).
    


    
      For example, Laub and Sampson (2001) and Sampson and Laub (1993) conducted an extended and comprehensive
      follow-up of men from Sheldon and Eleanor Glueck’s landmark longitudinal research (Glueck and Glueck, 1950, 1968)
      to explore factors which differentiated serious and persistent delinquent boys from a matched group of
      non-delinquent boys. They found that conventional adult social bonds such as marriage and employment explained
      variations in crime that could not be predicted by other variables such as childhood adversity. Specifically,
      they found that durable social bonds, for example, strong marital attachment and job stability, could facilitate
      the lifestyle change required for criminal desistance. Their findings are consistent with other research outcomes
      which have been reported in the desistance literature (e.g., Graffam et al., 2005; Maruna, 2001;
      Petersilia, 2003; Uggen, 2000), with comparable findings also being reported in the forensic psychology
      literature (Hanson and Harris, 2000; Hanson and Morton-Bourgon, 2005). Laub and Sampson also replicated the
      longstanding finding in criminology that the frequency of offending decreases with age (e.g., see Gottfredson and
      Hirschi, 1990). They acknowledged the role of human agency, noting that men who disengaged from criminal activity
      played an active role in the desistance process through making choices to desist. Maruna (2001) replicated Laub
      and Sampson’s findings regarding the importance of social bonds, and also noted that one of the key components of
      desistance was human agency or cognitive transformation (i.e., the creation of a new, more adaptive narrative
      identity).
    


    
      In our view, offender rehabilitation frameworks should be seeking to provide offenders with the values and
      competencies required to live more satisfying lives and also aim to reduce their risk of recidivism. The two most
      prominent correctional theories of rehabilitation, the RNR and the GLM prioritize different aspects of this
      equation: the RNR is focused primarily on risk management while the GLM, while not ignoring risk, has a primary
      interest in enhancing offender well-being. We will review each of these theories in turn below.
    


    
      The RNR of offender rehabilitation
    


    
      The risk management approach to offender assessment and rehabilitation dominates the way correctional programmes
      are delivered throughout the western world. It is possible to trace the beginnings of this paradigm in an article
      on classification for effective offender rehabilitation by Andrews et
      al., (1990), which was expanded on in their pioneering book, The Psychology of Criminal Conduct (PCC;
      most recently the 5th Edition, Andrews and Bonta, 2010; Bonta and Andrews, 2010). Andrews and Bonta set out to
      account for criminal conduct through the derivation of empirically derived predictors of recidivism in
      conjunction with a general personality and social psychology perspective of human behaviour. They arrived at a
      set of empirically based principles that collectively, were able to describe effective programmes. The most
      important of these principles were those of risk, need and responsivity. Additional
      principles incorporated into the RNR since 1990 include those focused on offender strengths and the use of
      professional discretion (Bonta and Andrews, 2010). The model is now widely referred to as the RNR model of
      offender rehabilitation, a term synonymous with the risk management approach to offender rehabilitation. A key
      (implicit) assumption of the risk management approach is that offenders are embodiments of risk through their
      possession of certain psychological and social variables. A major consequence of this conceptualization is that
      that the primary aim of offender rehabilitation is to reduce this risk, which can be achieved through adherence
      to the RNR principles.
    


    
      In brief, the risk principle states that criminal behaviour can be predicted and that the intensity or
      ‘dosage’ of interventions should be matched to an offender’s level of risk, with more intensive and extensive
      interventions targeted at high-risk offenders and minimal, or no, interventions being offered low-risk offenders.
      The need principle states that interventions should target an offender’s dynamic risk factors or
      what have been referred to as ‘criminogenic needs’. Criminogenic needs, which are differentiated from
      non-criminogenic needs (i.e., changeable offender characteristics whose reduction is NOT associated with reduced
      recidivism), are factors which are directly related to offending, for a given individual, and are changeable and
      therefore should be explicitly immediately targeted through intervention (Bonta and Andrews, 2010). Dynamic risk
      factors/criminogenic needs include antisocial associates, antisocial personality pattern including impulsivity,
      aggression and pleasure seeking, and pro-criminal attitudes (Andrews and Bonta, 2010; Bonta and Andrews, 2010).
      In the case of sexual offending examples of dynamic risk factors include deviant sexual interests, intimacy
      deficits and poor self-regulation skills (e.g., Hanson and Morton-Bourgon, 2005). Thus, from the perspective of
      the RNR model, treatment should aim to reduce an individual’s array of dynamic risk factors (Bonta and Andrews,
      2010). According to the need principle, interventions which target non-criminogenic needs such as low self-esteem
      or a history of victimization are likely to prove ineffective if they have not been directly linked with the risk
      of further offending and therefore, at the very least, are discretionary targets (Andrews and Bonta, 2010; Bonta
      and Andrews, 2010). Finally, the responsivity principle is intended to inform the way interventions should
      be delivered to offenders, and can be regarded as a matching principle. In brief, it specifies that interventions
      should be matched to accommodate the unique cultural and psychological characteristics of offenders. More particularly, factors such as cognitive ability (e.g., for those with
      intellectual disabilities), personality, gender, learning style, ethnicity, level of motivation should all be
      considered and used to tailor the way interventions are delivered – as long as the other two principles are not
      violated. Furthermore, according to Andrews and Bonta (2010) effective correctional interventions are likely to
      be cognitive-behavioural in nature, rely on the use of detailed manuals, be structured, uitilize trained and
      qualified staff, and operate within environments that are supportive of rehabilitation initiatives. For groups
      such as sex offenders, structured cognitive behaviour therapy interventions have found empirical support as the
      best treatment currently available (e.g., Hanson et al., 2002). Relapse Prevention, a risk management
      approach, (e.g., Laws, 1989) was adapted from the addictions treatment literature for use in the treatment of sex
      offenders and is currently a key component in the delivery of CBT with sex offenders in most programmes (McGrath
      et al., 2003).
    


    
      The RNR approach has been extremely significant in the development of offender risk instruments and procedures
      and has pretty well determined the structure and content of rehabilitation initiatives internationally. As noted
      earlier, while programmes based on the RNR model can deliver reductions in offending of around 10–30 per cent,
      there are problems with the way it is often operationalized and in its ability to engage offenders in the process
      of change.
    


    
      Limitations of the RNR model
    


    
      As stated above, meta-analyzes have found support for the efficacy of RNR-based treatment programmes in reducing
      recidivism amongst general and sexual offenders (e.g., Andrews and Dowden, 2005; Hanson et al., 2002,
      2009; Lösel and Schmucker, 2005). Despite this success, some researchers argue that the available evidence is
      insufficient to conclude that correctional treatment programmes are effective (e.g., Marques et al., 2005;
      Porporino, 2010; Rice and Harris, 2003). However, putting the question of the RNR’s overall treatment
      effectiveness to one side for a moment, the fact that anywhere between 12 per cent (e.g., Hanson et al.,
      2002) and greater than 50 per cent (e.g., Prentky et al., 1997) of treated child molesters go on to
      reoffend (and as many as 46 per cent of treated general offenders – Wilson et al., 2005), suggests that
      there remains considerable scope for improvement in offender rehabilitation and reintegration initiatives.
    


    
      The RNR model has been heavily criticized for its failure to motivate and engage offenders in the demanding
      process of changing their criminal dispositions and offence supportive environments rehabilitation process (e.g.,
      Mann, 2000; Ward and Maruna, 2007). Its risk-oriented approach means that offenders are asked to cease from
      harming others without their specific needs and interest necessarily being given sufficiently attention. Jones
      et al., (2006) found that a judge’s recommendation for treatment significantly predicted whether sex
      offenders volunteered for treatment, suggesting that external motivators, such as parole eligibility, infl uence decisions to enter treatment. Furthermore, attrition rates from programmes are
      high, a worrying finding when research suggests that dropping out from programmes elevates risk for further
      offending (Hanson et al., 2002; Marques et al., 2005) as well as untreated comparison groups
      (Hanson et al., 2002). For example, researchers have reported failure to complete rates as high as 30 per
      cent to 50 per cent for some sex offender programmes (e.g., Browne et al., 1998; Ware and Bright, 2008),
      relating to poor treatment engagement (Beyko and Wong, 2005).
    


    
      There are likely to be a number of factors contributing to the difficulty experienced by proponents of the risk
      management approach in engaging clients in treatment. An obvious issue is that risk management approaches with
      offenders differ significantly from therapy delivered to other client populations seeking help for psychological
      and behavioural problems (e.g., in the treatment of mental health problems). These differences include the nature
      of correctional treatment goals, the limited collaboration between client and therapist and lack of attention to
      problems that are not causally related to the problem behaviour (i.e., in the case of offending –
      non-criminogenic needs such as self-esteem or personal distress).
    


    
      Looking at these differences in greater detail, first, therapeutic models applied to non-offending domains tend
      to concentrate on achieving what have been called approach goals. These are goals that spell out the steps
      required to achieve a specific, positive outcome, for example, increased levels of well-being, or employment
      skills. Such goals are typically based on individuals’ core commitments and are sensitive to their abilities and
      needs. Thus, approach goals emphasize the importance of achieving specific outcomes rather than simply avoiding
      negative consequences. By contrast, risk management interventions rely heavily on avoid-ant goals, which
      stress the need for hypervigilance around potential threats of relapse and the priority of directing resources to
      the reduction of criminogenic risk factors (Mann, 2000). It has been found that these two goals’ orientations can
      result in different outcomes with approach goals, which focus on positive outcome, being associated with higher
      levels of perseverance than avoidance goals (e.g., Higgins, 1996). The overarching goal of offender treatment
      (i.e., the reduction of recidivism risk) could be reframed as an approach goal such as ‘to become someone who
      lives a satisfying life that is always respectful of others’ (Mann, 2000, p.194). Such a goal remains consistent
      with the aim of avoiding relapse given it is incongruent with offending, and can be broken down into several,
      personally meaningful sub-goals that provide offenders with a constructive life plan, for example, increasing
      confidence in socializing with adult women. Thus, by using approach goals treatment can help offenders live
      better lives, not just less harmful ones, in ways that are personally meaningful and socially acceptable (Mann,
      2000; Ward and Maruna, 2007). This initiative is supported by the research of Mann et al., (2004) who
      found that approach-goal focused interventions with sex offenders resulted in better treatment engagement
      compared to a traditional avoidant-goal focused intervention.
    


    
      Second, treatment goals in the risk management approach are not usually mutually agreed upon within the context
      of a therapeutic relationship, but rather are imposed upon offenders (Mann,
      2000). A worry is that the perception of having no, or little, choice in the selection of a treatment plan will
      adversely impact on the quality of a working alliance with offenders. For example, Marshall and colleagues (e.g.,
      Marshall et al., 2003; Serran et al., 2003) discovered that confrontational therapeutic styles have
      a negative impact on treatment engagement and outcomes. By way of contrast, they discovered that therapist
      displays of empathy, warmth, encouragement and appropriate directiveness significantly facilitated positive
      treatment change. Unfortunately, the didactic nature of the risk management approach allows limited scope for
      enhancing the therapeutic relationship.
    


    
      Third, Ward and Maruna (2007) cautioned that focusing solely on crimino-genic needs can obstruct treatment
      engagement, and that attention to non-criminogenic needs, such as those relating to enhanced wellbeing and
      quality of life, may result in a corresponding improvement in treatment engagement. Furthermore, it has been
      suggested that targeting non-criminogenic needs may be a necessary precondition for being able to effectively
      target and reduce, crimino-genic needs (Ward and Stewart, 2003a). For example, attempting to address
      crimi-nogenic needs in the context of great personal distress or financial crisis (both non-criminogenic needs)
      is likely to prove less effective than if these pressing issues, often identified by the individual, are attended
      to (Ward and Maruna, 2007).
    


    
      Another general weakness of the risk management approach is the limited attention paid to re-entry and
      reintegration into the social environment (outside of identifying and then actively avoiding high-risk
      situations). As described above, resilience and desistance research has highlighted the pivotal role of
      environmental systems such as close, supportive relationships and employment in curtailing offending (Laws and
      Ward, 2011). Thus, building and strengthening environmental opportunities, resources and supports should be
      central to offender rehabilitation and reintegration endeavours. Moreover, in the case of treated offenders,
      environmental factors have the potential to facilitate or impede the maintenance of treatment-related changes to
      dynamic risk factors. In a recent paper, Ward and Nee (2009) argued that effective treatment generalization
      requires an environment that supports and reinforces newly learned concepts, such as the restructuring of
      offence-supportive beliefs. Associating with people endorsing such beliefs, for example, is unlikely to be
      conducive to maintaining treatment-induced restructured beliefs.
    


    
      The GLM
    


    
      The GLM is a strengths-based approach to offender rehabilitation which was first proposed by Ward and Stewart in
      2003b, and subsequently developed further by Ward and colleagues (e.g., Laws and Ward, 2011; Ward and Gannon,
      2006; Ward and Marshall, 2004; Ward and Maruna, 2001). The GLM is a strength-based rehabilitation theory as it is
      responsive to offenders’ particular interests, abilities and aspirations, and directs practitioners to develop
      intervention plans that assist offenders in acquiring the capabilities and accessing the relevant internal and external resources to achieve goals which are personally meaningful. The GLM
      contains three hierarchical sets of assumptions: general assumptions in relation to the aims of rehabilitation,
      aetiological assumptions that account for the onset and maintenance of offending, and practical implications
      arising from the first and second sets of assumptions.
    


    
      General assumptions of the GLM
    


    
      The GLM places strong emphasis on the concepts of human agency due to its grounding in the ethical concept of
      human dignity (see Ward and Syversen, 2009) and universal human rights. The GLM is concerned with individuals’
      ability to formulate and select goals, construct plans and to act freely in the implementation of these plans. A
      closely related assumption is that offenders, like all human beings, value certain states of mind, personal
      characteristics, experiences and activities, which are defined as primary goods. Ward and colleagues
      (e.g., Ward and Brown, 2004; Ward and Marshall, 2004) initially proposed nine classes of primary goods, based on
      their review of psychological, social, biological and anthropological research. More recently (e.g., Ward and
      Gannon, 2006; Ward et al., 2007) the goods of friendship and community have been divided to produce 11
      classes of primary goods: (1) life (including healthy living and functioning), (2) knowledge, (3) excellence in
      play, (4) excellence in work (including mastery experiences), (5) excellence in agency (i.e., autonomy and
      self-directedness), (6) inner peace (i.e., freedom from emotional turmoil and stress), (7) friendship (including
      intimate, romantic and family relationships), (8) community, (9) spirituality (in the broad sense of finding
      meaning and purpose in life), (10) happiness and (11) creativity (Ward and Gannon, 2006, p.79). Whilst it is
      assumed that all humans seek each of these primary goods to some degree, there is likely to be individual
      variability in the value or priority they assign to the specific primary goods. This becomes important when
      considering the design of interventions, as individuals’ motivations will vary, as will the primary goods they
      prioritize pursuing (Ward, 2010a). There exist a number of practical identities allied to each of the primary
      goods and that refl ect their particular meanings. For example, the primary good of relatedness might be
      expressed in the practical identity of being a lover (sexual intimacy) or parent (care giving) while mastery at
      work may be associated with the activities of being a psychologist. In addition, an individual might draw on
      different primary goods in varying different contexts. For example, I might particularly value the good of
      knowledge and link that to my identity as a researcher while also strongly valuing relatedness and associate this
      good with the activities of being a parent.
    


    
      The practical identities through which primary goods are operationalized or made concrete are comprised of
      instrumental goods. Instrumental goods, or s econdary goods, provide the means of obtaining primary goods
      (Ward et al., 2006). For example, completing an apprenticeship might satisfy the primary goods of
      knowledge and excellence in work, whereas joining an adult sports team or cultural club might satisfy the primary
      good of friendship. The notion of instrumental goods is an important component
      of the GLM when considering offending as it is assumed that an individual’s offending behaviour occurred as a
      maladaptive or socially inappropriate attempt to secure primary goods (Ward, 2010). Interventions are therefore
      designed which aim to secure access to primary goods in ways which do not cause harm to others (i.e., without
      engaging in offending behaviours).
    


    
      Aetiological assumptions of the GLM
    


    
      According to the GLM there are two primary routes to the onset of offending: direct and indirect (Purvis et
      al., 2011; Ward and Gannon, 2006; Ward and Maruna, 2007). The direct pathway refers to instances when an
      offender attempts (often implicitly) to attain primary goods directly through their criminal behaviour. For
      example, an individual lacking the competencies to satisfy the good of intimacy with an adult, and who has
      limited opportunities to develop such relationships, might instead attempt to achieve this good through sexual
      offending. The indirect pathway is implicated when the pursuit of one or more goods (particularly if there is
      confl ict between them), creates a ripple or cascading effect which may be unexpected and lead to an individual
      engaging in criminal activity. For example, confl ict between the goods of intimacy and autonomy might lead to
      the breakup of a relationship, and subsequent feelings of loneliness and distress. Maladaptive coping strategies
      such as the use of alcohol to alleviate distress might, in specific circumstances, lead to a loss of control and
      culminate in offending (Ward, 2010 a).
    


    
      Within the GLM framework, empirically identified criminogenic needs are conceptualized as internal (e.g.,
      psychological) or external (e.g., social, poverty) obstacles that interfere with an individual’s ability to
      attain their desired primary goods. Each of the primary goods can be linked with one or more criminogenic need
      (Ward and Maruna, 2007). Taking the primary good of agency as an example, impulsivity might obstruct good
      fulfilment. Similarly, poor emotional regulation might block attainment of inner peace.
    


    
      The GLM proposes that there are four types of difficulties that offenders’ typically experience in their efforts
      to obtain primary goods. The first and most common problem is the use of inappropriate strategies
      (secondary goods) to achieve primary goods. Second, when a number of important goods are omitted from an
      individual’s life plan their good lives plan demonstrates a lack of scope. Third, acute psychological
      stress and/or unhappiness may occur due to confl ict arising in the pursuit of goods. Finally, an
      individual may lack the internal (e.g., skills or knowledge) and external (e.g., supports,
      resources or environmental opportunities) capabilities to implement or adapt their life plan and thereby
      attain their desired primary goods in their current environment.
    


    
      Practical implications of the GLM
    


    
      According to the GLM the aim of correctional intervention is to promote access to primary goods via acceptable
      means, and in this way, enhance offenders’ level of psychological well-being
      (Ward and Brown, 2004). When applying the GLM, an assessment begins with mapping out an offender’s (often
      implicit) good lives conceptualization by identifying the weightings given to the various primary goods at the
      time of his or her offending. This is achieved through (i) asking increasingly detailed questions about
      offenders’ core commitments in life and their valued daily activities and experiences, and (ii) identifying the
      goals and underlying values that were evident in an offender’s offence-related actions. Once an offender’s
      conceptualization of what constitutes a good life is understood, future-oriented secondary goods aimed at
      satisfying an offender’s primary goods in socially acceptable ways are formulated collaboratively with the
      offender and translated into a good lives treatment plan. Interventions are personalized around individual
      offenders’ core values and identities (e.g., that of employee, partner, father) and designed to assist them in
      implementing their good lives intervention plans while simultaneously addressing criminogenic needs/ risks that
      might be preventing them from attaining primary goods. The focus is on increasing agency, individual
      psychological well-being and maximizing opportunities which will assist offenders in living a different kind of
      life (Ward and Gannon, 2006).
    


    
      Ward (2010a) has recently provided a summary of the five phases of GLM rehabilitation approach (e.g., see Laws
      and Ward, 2011; Ward et al., 2007; Ward and Maruna, 2007 for a more detailed description). Phase one
      involves identifying the social, psychological and material aspects of individuals’ offending including their
      level of risk and their social, physical and psychological resources (e.g., substance use, housing and financial
      situation, personality patterns such as impulsivity) at the time of their offending and in the past. The second
      phase identifies the function of offending through exploration of the primary goods which are directly and
      indirectly associated with the criminal activity. The third phase involves identifying core practical identities
      and their associated primary goods or values to assist with the development of a life plan. Phase four involves
      fl eshing out the details from the previous phase including the identification of secondary goods that will help
      with translating the primary goods/values into possible non-offending and personally fulfilling lives. For
      example, this includes considering the environment in which they will live and the social, psychological and
      material resources that will be available to assist them in attaining their primary goal/s. The fifth and final
      stage involves developing a detailed intervention plan that is holistic and incorporates both the internal and
      external conditions which are required in order to accomplish offenders goals; and which revolves around their
      core goals/values and practical identities. Practical steps are then identified to put the plan into action
      including the required resources/supports to achieve it. The plan is driven by the values, goals and identities
      of the offender while the practitioner assists with the form of the plan but takes care to balance other
      considerations such as ethical entitlements of victims and the wider community. The GLM addresses criminogenic
      needs/dynamic risk factors indirectly through the application of cognitive behavioural techniques and social
      interventions which are used to assist the offender in acquiring the required
      competencies to achieve their plan, and by doing so, reduce risk.
    


    
      Empirical research supporting the utility of the GLM
    


    
      A common criticism of the GLM is its lack of empirical support (Bonta and Andrews, 2003; Ogloff and Davis, 2004).
      We respond to this criticism by reminding the reader that the GLM is not a treatment theory. The GLM is a
      rehabilitation framework that is intended to supply practitioners with an overview of the aims and values
      underpinning practice. It is intended to provide a more comprehensive framework for offender practice than that
      which currently exists. It functions as a broad map which needs to be supplemented by specific theories
      concerning concrete interventions such as cognitive behavioural treatment techniques (Ward and Maruna, 2007).
      Programmes can be, and are, constructed that refl ect GLM assumptions and these programmes should be evaluated to
      assess their efficacy. Such programmes are best understood as GLM consistent programmes, and are not the GLM
      itself (Laws and Ward, 2011; Ward and Maruna, 2007).
    


    
      Bearing in mind the above distinction made between a treatment and rehabilitation theory, a growing body of
      research has found positive results for interventions for sexual offending which have incorporated the GLM
      principles (Gannon et al., in press; Lindsay et al., 2007; Ware and Bright, 2008; Whitehead et
      al.,2007). Other researchers have provided support for the underlying assumptions of the GLM (Barnett and
      Wood, 2008; Bouman et al., 2009; Willis and Grace, 2008; Willis and Ward, in press). Together, these
      studies support the notion that the incorporation of the GLM principles in interventions for offenders enhances
      engagement and contributes towards the establishment of positive therapeutic relationships, as well as promoting
      long-term desistance from offending. However, clearly the development and evaluation of GLM-derived and
      consistent intervention programmes needs to occur over the next few years (Bonta and Andrews, 2010; Ward and
      Maruna, 2007).
    


    
      Lösel (2010) proposed three phases of ‘what works’ research and practice in the area of offender rehabilitation:
      1) general proof that rehabilitation works which was countering the earlier ‘nothing works’ perspective evident
      in the 1960s and 1970s (see Andrews and Bonta, 2010 for a review); 2) analysis to reveal aspects of what works
      ‘best’ and under what conditions and 3) integration of knowledge acquired within the context of individual
      programmes to create a broader systems perspective and ‘what works’ to help inform routine practice. He suggests
      that the RNR approach was an important step forward in the rehabilitation field but that the issue is broader,
      and points to the importance of factors beyond the ‘technology’ of the programme including personal and social
      resources and personal relationships. He argues crime is not just a criminal justice issue but also a public
      health, education, welfare and economic issue and encourages programmes to integrate a broader context and range
      of services. Lösel emphasizes the need to continue to undertake research to
      replicate evidence and assist in the transfer of knowledge and skills to support and encourage
    


    
      Conclusion
    


    
      In this chapter we have overviewed two recent correctional rehabilitation theories and argued for the importance
      of targeting risk while also seeking to respond directly to offenders’ personal concerns. The risk management
      approach (RNR) advocated by Andrews, Bonta and their colleagues has been extremely infl uential in correctional
      and forensic settings, and continues to guide research and practice internationally. While we acknowledge its
      merits, a difficulty with relying primarily on risk management models is that they tend to concentrate on
      individuals’ crime-related dispositions and overlook the broader social and cultural contexts within which they
      live. In our view, an advantage of strength-based frameworks such as the GLM is that they have the capacity to
      incorporate the principles of risk, need and responsivity while also making it easier to engage with individuals
      in the difficult process of desisting from offending. Certainly, recent research on desistance and resilience has
      highlighted the crucial role of the community in the rehabilitation of offenders. A task made easier by
      approaching offenders through a strength oriented lens rather than simply viewing them as bearers of risk.
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      Explanatory theories like those described in the preceding chapters are useful in terms of understanding the
      reasons why problems such as crime and delinquency might exist. In this way, theory acts as a guide in the search
      for those factors that contribute most strongly to the problem behaviour (e.g., the role of deviant peers; lack
      of parental supervision; poor self-regulation; positive reinforcement of antisocial behaviour). However, while
      theory provides a helpful basis for designing interventions to change behaviour, it offers little guidance on how
      this might be done. The models of offender rehabilitation that are described in Chapter 2 help with this task by
      providing frameworks from which offender needs can be understood and targets for intervention identified. This
      chapter considers theories of behaviour change and how these provide an understanding of the causal mechanisms
      through which interventions seek to bring about change. There are three primary reasons for adopting a
      theory-based approach to designing interventions. First, interventions are likely to be more effective if they
      target causal determinants of behaviour and behaviour change. This requires an understanding of the relevant
      causal determinants (i.e., theoretical mechanisms of change). Second, an intervention can only test theory if the
      intervention and evaluation are theoretically informed. Third, theory-based interventions facilitate an
      understanding of what works, thereby serving as a basis for theory development across different contexts,
      populations and behaviours (Michie et al., 2008).
    


    
      According to Lippke and Zielgelmann (2008), any theory of behaviour change should specify a set of changeable
      predictors that not only describe, explain and predict change but can also be used to design an effective
      intervention that will produce the exact changes in behaviour which are predicted in the relevant theory.
      Unfortunately, while many publications reporting on interventions designed to change offending behaviour describe
      the therapeutic modality used in the delivery of treatment (most notably group-based cognitive behavioural
      therapy) the majority fail to articulate the theoretical underpinnings that will explain why the target
      behaviours are expected to change (i.e., the behaviour change theory). Identifying which theory is most suitable
      can be a daunting task given the plethora of contending theories available to the programme developer. Theories
      are typically categorized as either (a) continuum models (e.g., cognitive social
      learning theory; Bandura, 1986, 1989) that attempt to identify predictors for behaviour or behaviour change
      (e.g., intentions, attitudes) or (b) stage models that assume behaviour change occurs in several discrete stages
      (e.g., Tran s-theoretical Model of Change). Michie and others (Michie et al., 2005) have adopted a
      slightly different approach to identifying behaviour change theories, categorizing them as (a) motivation
      theories that explain behaviour change in people who have not yet established an intention to change (e.g.,
      self-determination theory); (b) action theories that explain the behaviour of those who are motivated to change
      (e.g., self-regulation theory, goal theory) and (c) organizational theories which are used to explain change at a
      higher order social or systems level (e.g., demand-control model, effort-reward imbalance). The focus in the
      discussion that follows will be on motivation and action theories.
    


    
      One reason for behaviour change theories not being a central focus in the offender rehabilitation field may be
      the absence of a standardized vocabulary that defines intervention components. This shortcoming is not peculiar
      to the domain of forensic psychology. In a recent series of studies, Michie and colleagues (Michie et al.,
      2005, 2007, 2008) identified this limitation in the field of health behaviour change. Table 3.1 is a list of
      theory-linked definitions of effective behaviour change techniques developed by Abraham and Michie (2008) which
      have been adapted to illustrate how these might be useful in the field of offender rehabilitation. This is
      followed by a brief overview of theories and models that are commonly used to guide behaviour change in offender
      populations.
    


    
      Self-determination theory
    


    
      Self-determination theory is an empirically based macrotheory that highlights the importance of inner
      resources for behavioural self-control and personality development (Deci and Ryan, 1985, 2000, 2008; Ryan and
      Deci, 2008). According to its proponents, people have strong, innate, intrinsic motivational tendencies that
      require supportive conditions to be enhanced and maintained. Rather than focusing on motivation levels or causes
      as do other theories of motivation, self-determination theory is concerned with the processes by which particular
      conditions elicit or sustain motivation versus conditions that subdue or diminish it. The type and quality of
      motivation is therefore seen as more important than simply the total amount an individual might display, with a
      distinction made between autonomous and controlled motivation (Ryan and Deci, 2008). Autonomous
      motivation includes intrinsic motivation (i.e., the inherent tendency to seek out novelty and challenges, to
      explore, to learn) and various extrinsic motivations which have been internalized and integrated (internalization
      refers to the ‘taking in’ of a value or regulation while integration is the transformation of a regulation such
      that it becomes the individual’s own; see Deci and Ryan, 2000). The individual who is autonomously motivated is
      said to experience a sense of volition or self-endorsement for their actions. Controlled motivation consists of
      external regulation (i.e., behaviour contingent upon rewards or punishment) and
      intro-jected regulation (i.e., partially internalized regulation of action underpinned by an approval motive, the
      avoidance of shame or contingent self-esteem). The individual who is controlled is said to feel pressure to
      think, act or feel in particular ways. Despite these obvious differences, both autonomous and controlled
      motivation serve to initiate and direct behaviours; amotivation, on the other hand, is the lack of intention and
      motivation and is experienced when there is no intrinsic or extrinsic relationship between a particular activity
      and the individual’s goals or needs.
    


    
      Table 3.1 Behaviour change techniques and illustrative theoretical frameworks (adapted from Abraham and
      Michie, 2008, p.382)
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      Sub-theories of self-determination
    


    
      Several sub-theories, based on an extensive body of empirical research, have
      been postulated which seek to explain the different facets of motivation or personality functioning that makes up
      self-determination theory. Cognitive Evaluation Theory (CET) specifies how meeting three primary psychological
      needs – autonomy, competence and relatedness – fosters optimal growth and integration as well as constructive
      social development and personal well-being (see, intra alia, Baumeister and Leary, 1995; Deci, 1975; Deci
      and Moller, 2005; Deci and Ryan, 1995, 2000; Ryan, 1993). Autonomy refers to the individual’s experience of
      acting in accordance with his or her own interests or values and is supported by non-controlling, supportive
      relationships (i.e., a sense of volition or willingness). Competence is a propensity toward mastery and
      effectance and is facilitated by conditions that provide optimal challenges and positive feedback and the
      capacity to autonomously select goals or areas of growth. Finally, relatedness refers to a sense of connectedness
      or belongingness with others and is fostered when treated by others in warm and caring ways. While the extent to
      which each of these needs is met will facilitate or undermine intrinsic motivation, the competence-autonomy
      relationship is seen as particularly important. Positive social-contextual factors (e.g., feedback,
      communication, rewards) that increase feelings of competence while undertaking a particular action serve to
      enhance intrinsic motivation for that action when accompanied by a sense of autonomy. However, intrinsic
      motivation is only evidence where the activity holds intrinsic interest for the individual (i.e., the activity
      has the appeal of novelty, challenge or aesthetic value; Deci and Ryan, 2000).
    


    
      Organismic Integration Theory (OIT) details various forms of extrinsic motivation and the contextual factors
      (properties, determinants, consequences) that promote or hinder the internalization and integration of the
      regulation for these behaviours (Deci and Ryan, 1985, 2000; Ryan, 1995). Motivation is conceived on a continuum
      from amotivation (no intention to act) at one extreme to intrinsic motivation (undertaking an activity for its
      inherent satisfaction) at the other; four levels of external motivation which vary in the extent to which
      regulation is autonomous are located between these two extremes (see Figure 3.1). The least autonomous
      extrinsically motivated behaviours, referred to as externally regulated, are those performed to satisfy external
      demands or governed by reward contingencies. Introjected regulation is the next
      level of the continuum and refers to a regulation which, although taken on by the individual (e.g., to avoid
      feelings of guilt or anxiety), is not fully accepted by the individual or experienced as part of the self and
      therefore remains highly controlled. Regulation through identification refers to extrinsic motivation that is
      more autonomous or self-determined in that a conscious valuing of the behavioural goal or regulation has been
      accepted. The most autonomous form of extrinsic motivation is integrated regulation, which occurs when the
      individual evaluates and assimilates behavioural regulations (i.e., the regulation is congruent with the
      individual’s values and needs). Although integrated motivation shares many qualities with intrinsic motivation,
      it is conceived as external as the behaviours are not performed for the inherent satisfaction. OIT also describes
      the social contexts whereby internalization is either enhanced or hindered, in particular the role of
      relatedness, competence and autonomy. Extrinsically motivated behaviours tend to be uninteresting, lacking in
      novelty or creativity. Given performance of these behaviours is prompted, modelled or valued by significant
      others, a sense of attachment or relatedness to the significant other is critical to internalization. In terms of
      competence, the extent to which extrinsically motivated activities are internalized is highly dependent upon the
      individual’s level of perceived competence. Finally, internalization can only occur in an autonomy supportive
      context that allows the individual to feel the regulation has meaning and is facilitated by choice and freedom
      from external pressure.
    


    
      A third sub-theory, Causality Orientations Theory (COT), describes individual differences in the way in which
      people orient to the environment on the basis of information about the
      initiation and regulation of behaviour which, in turn, refl ects levels of self-determination across situations
      and domains (Deci and Ryan, 2008). Three types of causality orientations are postulated: autonomous, controlled
      and impersonal. Where the three psychological needs of autonomy, competence and relatedness are satisfied, the
      result is a strong autonomous orientation (i.e., acting out of interest in and valuing of what is occurring). A
      strong controlled orientation arises when there is some satisfaction of competence and relatedness needs but the
      autonomy need is thwarted (i.e., there is a focus on rewards, gains and approval), while an impersonal
      orientation occurs when all three psychological needs are not met. The extent to which an individual has more or
      less of a particular orientation is said to be associated with particular psychological or behavioural outcomes.
      Perhaps unsurprisingly, a positive association has been noted between an autonomy orientation, psychological
      health and effective behavioural outcomes, while the impersonal orientation has been linked to poor functioning.
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              Self-determination continuum with types of motivation and regulatory styles, loci of causality and
              corresponding processes (see Deci and Ryan, 2000, p.72)
            

          
        

      
    


    
      Basic Psychological Needs Theory (BPNT) is a more recent elaboration of the evolved psychological needs concept
      which articulates the relationship between the needs of autonomy, competence, and relatedness and psychological
      health and well-being (Deci and Ryan, 2008). What this body of research has shown through cross-developmental and
      cross-cultural studies (see, for example, Ryan et al., 2005; Sheldon et al., 2004) is the universal
      nature of these three psychological needs. Finally, Goal Contents Theory (GCT) focuses on the long-term goals or
      aspirations individuals use to guide their activities. A distinction is made between intrinsic goals (e.g.,
      affiliation, generativity, personal development) and those which are extrinsic (e.g., wealth, fame,
      attractiveness) (Kasser and Ryan, 1996). While similar in some ways to the needs and motives, Deci and Ryan
      (2008) argue that rather than being essential nutriments (as are needs), goals and aspirations are learned
      desires acquired in direct response to the meeting of basic needs (i.e., autonomy, competence, relatedness).
      Thus, the individual whose needs are not met is likely to adopt extrinsic goals that provide external rather than
      internal indicators of worth, thereby serving as a form of need substitute.
    


    
      Given the importance of motivation and a climate of volitional and lasting change in the therapeutic context, the
      principles of self-determination theory outlined above have considerable utility from an applied perspective. A
      recent example is Ryan and Deci’s (2008) self-determination model of psychotherapy and behaviour change, which
      articulates ways of enhancing autonomy, competence and relatedness in a process, rather than outcome-focused
      manner. Relatedness, for example, is greatest when clients experience a sense of warmth on the part of the
      therapist and a genuine sense that the therapist is involved in the therapeutic process; competence can be
      enhanced through the provision of positive feedback and the structuring of activities that ensures the work of
      therapy is coherent and has direction. The internalization and integration of values and congruent behavioural
      regulations is important to the regulation of emotion. For example, it may be necessary for a client to
      internalize and integrate the process of delay with respect to spontaneous, non-intentional emotional expression
      which, in turn, will enable the client to better experience emotions and be more
      refl ective about whether and how these should be expressed. This process highlights the importance of not just
      the acquisition of new behaviours but also the development of regulations for actions that are counter-productive
      (Ryan, 2005). Motivation enhancement is often an important goal in therapy. According to Ryan and Deci, this can
      be achieved by assisting clients with the identification and challenging of partial internalizations
      (introjects). Most often the product of conditional regard during development and later manifested as contingent
      self-worth, introjects invariably to leave the individual feeling they have little or no choice about how their
      life should be lived (Deci and Ryan, 1995). In challenging introjects, the client is afforded the opportunity to
      re-evaluate inner demands and make a refl ective determination about whether these demands are congruent and
      meaningful. Those deemed authentic and appropriate can be integrated; those that are not can be discarded. One
      final technique is to facilitate awareness, enabling the client to experience a state of mindfulness, of ‘relaxed
      interest, free in the moment from introjected agendas and ego-involvements’ (Ryan and Deci, 2008, p.189). This is
      said to put the client in touch with his or her emotions, introjects and any painful experiences that may have
      been suppressed or blocked from consciousness. Awareness assists with organismic integration by providing the
      client with a state wherein the various parts of the individual’s personality can be acknowledged and then
      brought into coherence and harmony (Deci and Ryan, 1991).
    


    
      Social cognitive theory
    


    
      Social cognitive theory, the key elements of which are outlined in Chapter 1, describes a triadic
      reciprocity between behaviour, personal factors and environment (Bandura, 1997). Bandura (2004) has articulated
      the primary constructs or determinants of the theory as knowledge, self-efficacy, outcome expectations, goals,
      perceived facilitators and impediments or obstacles, all of which can be applied to behaviour change in an
      offending context. Knowledge, considered a prerequisite for behaviour change, identifies the risks associated
      with offending behaviour and the benefits of a non-offending lifestyle. In the
      absence of knowledge about their offending behaviour and its potentially negative impact, the individual will
      have little reason to participate in the sometimes challenging process of rehabilitation. While knowledge is a
      prerequisite, self-efficacy is considered a fundamental requirement. According to Bandura, self-efficacy is the
      foundation of human motivation and action: unless the individual believes that his or her actions will bring
      about change in the desired direction, it is unlikely they will have sufficient incentive to embark on a process
      of change or to persevere in the face of difficulties. Factors that guide or motivate behaviour change are,
      therefore, invariably embedded in the individual’s core belief that his or her actions are sufficiently powerful
      to bring about the desired change. Next are outcome expectations about the costs and benefits for both offending
      and non-offending behaviour, which can take several forms. For example, physical outcomes include the pleasurable
      (e.g., the ‘high’ associated with substance use) and aversive effects of the behaviour (e.g., the ‘low’ during
      drug withdrawal) as well as the accompanying material losses and benefits. As behaviour is also regulated in part
      by the social reactions that may be invoked, the social approval and disapproval the individual experiences in
      his or her interpersonal relationships following the behaviour is another outcome expectancy. Given that people
      also engage in self-evaluation (based on personal standards), a third outcome expectancy is the positive and
      negative reactions the individual experiences in response to such an evaluation. Proximal and distal goals set
      the course for behaviour change. Bandura argues that setting broader social goals that are valued by the
      individual will facilitate motivation to change, while personal goals (based on the individual’s value system)
      can provide self-incentives. An important element here is the setting of short-term attainable goals which, when
      met, guide day-today behaviour while also serving to reinforce self-efficacy and commitment to behaviour change
      when these goals are met. Finally, perceived facilitators and impediments are personal/situational factors
      together with those in the broader criminal justice system, which have the potential to determine behaviour. At
      the individual level, self-efficacy is measured against successful goal attainment (i.e., the fewer the
      impediments, the easier it is to perform a behaviour) while the social and economic structure of the criminal
      justice system (e.g., the availability of staff, resources, commitment to a rehabilitative ideal) can also impact
      on meeting both proximal and distal goals.
    


    
      Table 3.2 Implications of self-determination theory for offender rehabilitation
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      The utility of social cognitive theory is that Bandura (1997) provides not only a theory of how and why people
      behave as they do, but also specifies how to change behaviour (i.e., increase self-efficacy) using the techniques
      of mastery experiences, modelling or vicarious experience, persuasion, and providing the individual
      physiologically compatible experiences (i.e., psychological responses). Behaviour change – guided or unguided –
      involves the individual undertaking various tasks and/or activities which, based on previous performance, will
      infl u-ence beliefs about the ability to undertake subsequent tasks and activities. The extent to which mastery
      is achieved is also related to (a) the clarity, specificity and achievability of the target goal, and (b) the
      timeframe in which it is likely to be attained. Mastery success generally
      increases efficacy beliefs while repeated failures result in decreased self-efficacy (Bandura, 1986, 1997). If
      high self-efficacy beliefs are developed following repeated successes, the likelihood that an occasional failure
      will adversely affect self-efficacy beliefs is minimized. Mastery appears to be the most infl uential and
      effective source of information infl uencing self-efficacy, primarily due to the authenticity of direct
      experiences. Tasks which are performed with success, particularly when self-serving attributions are made, act to
      reinforce optimistic self-efficacy perceptions. The importance of mastery experiences in offender rehabilitation
      has been illustrated in the Good Lives Model (GLM; see Chapter 2) which postulates that mastery experiences are
      an outcome when the primary human good of excellence in play and work is achieved.
    


    
      Behaviour change can occur simply by observation, with the observer learning the behaviour modelled, the
      consequences of the observed behaviour, and the verbal cues and instructions of the model (Bandura, 1969, 1971).
      Bandura cites a wide range of behaviours that can be the subject of modelling including emotional responses, the
      extinction of fearful and avoidant behaviour, altruistic behaviour, and social and vocational skills. In addition
      to reinforcement, Bandura has outlined four sub-processes that determine the extent to which the observed
      behaviour is modelled: attention (distractions from the observed behaviour impede the learning process);
      retention (storing information is necessary for later retrieval of the observed behaviour); motor reproduction
      (performance of the observed behaviour; practice leads to improvement and skills advancement) and motivation (the
      individual needs to be motivated to imitate the modelled behaviour). In a therapeutic context, role-playing and
      behavioural rehearsal (with the therapist) can be used to teach new, unfamiliar, and underutilized social and
      interpersonal behaviour strategies. One classic example is assertive training (Alberti and Emmons, 1974, 1975),
      used to teach people reasonable, appropriate, effective, and assertive behaviours. Modelling is used by the
      therapist to help the individual distinguish between desired behaviours and those that are inappropriate or
      undesirable (i.e., discrimination learning), with training typically centred on the simulation of actual
      situations in which the client needs to be more assertive. Observation is followed by behavioural rehearsal
      (i.e., imitating and practicing the modelled behaviours), which is accompanied by feedback from the therapist
      (e.g., suggestions for improvement; social reinforcement). The third process whereby self-efficacy can be
      increased is through verbal or social persuasion. Bandura (1977, 1982) has shown, for example, that by telling
      someone they can perform a particular behaviour there is an increased likelihood that the behaviour will be
      attempted (and self-efficacy thereby increased). Individuals not skilled in making accurate self-appraisals often
      depend on others to provide evaluative feedback and judgments about the performance of new behaviours.
      Participation in motivational discussions is an example of how verbal arguments are used to persuade people that
      they have the ability to perform certain actions. The skilful persuader focuses the individual’s attention on the
      skills they do have which serves to counteract self-doubt and obsession with personal shortcomings (Bandura, 1997). Finally, how the individual responds to particular situations also
      plays an important role in determining levels of self-efficacy. Factors such as mood, emotional states, physical
      reactions or stress can impact how the individual feels about their abilities. Of importance here is that the
      intensity of emotional and physical reactions is less important that the way in which the individual perceives
      and interprets these reactions (Bandura, 1994). The fourth way of modifying self-beliefs of efficacy is,
      therefore, to reduce stress reactions and negative emotional states and the misinterpretation of these states.
    


    
      Table 3.3 Implications of social cognitive theory for offender rehabilitation
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      Self-regulation theory
    


    
      Self-regulation theory focuses on the ways in which individuals direct and monitor their activities and
      emotions in order to attain their goals (Baumeister and Heatherton, 1996; Carver and Scheier, 1982, 1998). While
      conceptualized from various perspectives, Karoly’s (1993) extensive review of the self-regulation mechanisms
      hypothesized as underlying cognitive and somatic-based learning in therapy and performance revealed that,
      irrespective of the model, the process of self-regulation is characterized by volitional factors including goal
      setting, self-monitoring, activation and use of self-evaluation, self-consequation, self-efficacy, meta-skills,
      boundary conditions and self-regulation failure. These various processes are used to achieve the ultimate goal of
      interrupting the tendency for automatic responses in favour of consciously steering behaviour in a desired
      direction. In other words, they make it possible for people to be highly fl exible and adaptive, and enable them
      to adjust to a broad range of social and situational demands (Baumeister and Vohs, 2007). The benefits of
      self-regulation have been associated with a range of positive or desirable outcomes including school and work
      success, mental health and adjustment, and good interpersonal relationships (e.g., Baumeister et al.,
      1994; Tangney et al., 2004).
    


    
      One infl uential model of self-regulation is the test-operate-test-exit (TOTE) model proposed by Carver and
      Scheier (1981, 1998, 2011). The model, which conceives self-regulation as a cybernetic control process (see
      Powers, 1973), describes it in terms of a negative feedback loop as shown in Figure 3.2. These TOTE loops
      represent the processes people use to evaluate (or test) their current state
      against some internal standard about a desired state (the referent). If a discrepancy is detected between the
      two, actions can be initiated which serve to eliminate the discrepancy. Once the discrepancy is reduced, the
      self-regulation process enters the exit phase and is terminated. In other words, when a discrepancy is detected
      between a goal and the feedback loop about whether that goal can be achieved, some output is implemented (e.g.,
      increased effort) in order to reduce the difference between the two states (Carver and Scheier, 1998).
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              Negative feedback loop (adapted from Carver and Scheier, 1982, p.112)
            

          
        

      
    


    
      The components in the model above are used to describe the processes whereby goals are selected and prioritized
      at any given time. According to Carver and Scheier (1982, 1998, 2011), the input function refers to a
      perception or sensing of the current condition which is then compared to a reference value using the
      comparator mechanism. If a discrepancy is perceived between the current state and the reference
      value, an action is taken (output function), the goal of which is to reduce the discrepancy between
      the two states. However, this action does not have a direct impact on the discrepancy; instead, its impact occurs
      in the system environment (i.e., that which is external to the system). A change in the current condition
      is created with a resultant a change in perception, which is then compared again to the reference value.
      The two infl uences that originate outside this closed feedback loop are the disturbance and the
      reference value. Disturbance is simply an infl uence on the current state and can be either discrepancy
      creating or discrepancy reducing. This concept illustrates the central function of the feedback loop. Rather than
      creating behaviour, its purpose is to ‘create and maintain the perception of a specific desired condition: that
      is, whatever condition constitutes its reference value or standard of
      comparison’ (Carver and Scheier, 1982, p.113). The standard of comparison is an hierarchically organized system
      of super-ordinate and sub-ordinate goals where attainment of the latter is a prerequisite for attaining the
      former. What this means is that the behavioural output of super-ordinate goals serves as a referent for the
      sub-ordinate goal at the next level down (next level of abstraction) which, in turn, serves as a referent for the
      next subordinate goal and so on through the various levels of abstraction. Self-regulation is most effective when
      the reference standards are clear and well-defined; ambiguous, uncertain, inconsistent or confl icting standards
      make it much more difficult (Baumeister and Vohs, 2007). Outcomes at each level of the hierarchy are assessed by
      monitoring of perceptual input information at the particular level of abstraction and comparing this with the
      reference value in the level above. The importance of monitoring is that it enables the individual to evaluate
      what progress is being made towards meeting a particular goal and, once the standard has been achieved, the
      feedback loop can be terminated as no further operations are needed.
    


    
      While Carver and Scheier’s (1982, 1998) model highlights the process of self-monitoring as critical in terms of
      acting on the experience of discrepancy between a current state and a desired goal, the model proposed by
      Baumeister and colleagues (e.g., Baumeister et al., 1994; Baumeister and Vohr, 2007; Vohs and Baumeister,
      2007) takes a slightly different approach. Standards and monitoring are still considered important, but the model
      also places considerable emphasis on the resources (self-regulatory strength) and motivation involved in making
      changes and adjustments in behaviour in order to achieve a particular goal. As the approach addresses different
      aspects of self-regulation, specifically focusing on the operate phase of the TOTE loop, it can be conceived as
      complementary rather than competing with the cybernetic control model proposed by Carver and Scheier. According
      to this regulatory strength model, each individual is said to have only limited resources that can be directed
      towards acts of self-control and other executive system functions (e.g., planning, problem solving, goal-directed
      behaviour, decision-making; see Bauer and Baumeister, 2011). Each act of self-control draws upon this finite
      self-regulatory strength (colloquially termed willpower) which means that less strength is available for any
      subsequent acts in need of self-regulation. The individual’s capacity to self-regulate is, of course, renewable
      over time; strength can also increase or decrease over time, either through practice or as a result of
      developmental changes.
    


    
      This strength-based model identifies two types of self-regulation failure: under-regulation (i.e., a failure to
      exert control over the self) and mis-regulation (i.e., exerting control in misguided or counter-productive ways
      which then fail to produce the desired result). According to Baumeister et al. (1994), the failure of any
      one of three basic features of self-regulation can lead to under-regulation: (1) the setting of proper standards,
      (2) self-monitoring in relation to these standards and (3) the alteration of responses to conform to these
      standards. Standards are the ideals, norms, goals or other rules/guidelines that provide the endpoint of the
      self-regulatory chain. Failure to set specific standards results in abstract goals, making it difficult to clarify what is needed to reach the goal or to identify a precise endpoint
      (i.e., measure the distance between the current state and goal attainment). It is also important to ensure that
      standards are moderate; standards that are too low may fail to motivate while those that are too rigid or too
      high may be de-motivating (i.e., lead to perceptions of standard violations and concomitant feelings of failure;
      see Baumeister et al., 1994). Self-awareness is critical to the monitoring process. Two processes are
      important here: attention and self-awareness. According to Baumeister et al., attention is perhaps the
      most effective approach to self-regulation. For example, self-regulation can be promoted by overriding impulses
      and attending to information beyond the immediate stimulus (referred to as ‘transcendence’) rather than focusing
      on the immediate object. One difficulty with monitoring is that it is present-focused (Vohs and Schmeichel, 2003)
      which can leave the individual feeling vulnerable to incoming urges and impulses, thereby making long-term goals
      appear less of an imperative. The extent to which an individual can alter their responses and conform to personal
      standards is a function of self-regulation strength. Self-regulation failure is said to be a combination of
      overriding impulse control (i.e., a failure to delay gratification) and active acquiescence (i.e., volitional
      participation in prohibited activity) (Baumeister and Heatherton, 1996). As noted above, maintaining control and
      resisting temptation can deplete resources. When this results in fatigue or stress, limited-capacity processing
      may be undermined and prevent effective self-regulatory behaviour. Strong appetitive cues or high-risk situations
      can also lead to under-regulation. This occurs because all available resources are drawn towards a particular
      object/ desired state and the individual is left with insufficient resources to monitor the bigger picture or
      cope with some other form of temptation. Mis-regulation, the second type of failure, stems from control efforts
      that are misdirected or wasted in some way. According to Baumeister and Heatherton (1996), mis-regulation has
      three possible causes. The first is where the individual is under some misapprehension or holds false assumptions
      about desirable results (i.e., misunderstood contingencies). For example, the likelihood of failure is increased
      when the individual has unrealistically high goals or is excessively persistent despite little chance of success.
      The second cause is an unrealistic attempt by the individual to control something that is simply beyond their
      control (e.g., automatic or innate processes). Finally, focusing self-regulation efforts on peripheral or
      irrelevant aspects of a problem can lead to mis-regulation. One common example is prioritizing the emotional
      response to a problem rather than directing attention to the problem which is the root cause of the negative
      affect.
    


    
      The fourth component in this model is motivation to achieve a goal or meet a particular standard (Baurmeister and
      Vohs, 2007). It is perceived as a necessary ‘ingredient’ for effective self-regulation: there may be clear
      standards, fully effective monitoring, abundant resources, but if the individual does not care about achieving a
      particular goal, self-regulation will fail. There is, however, some capacity for the individual to compensate or
      substitute where one of the four ingredients (i.e., standards, monitoring, regulatory strength, motivation) is
      insufficient. For example, problems associated with difficulties in monitoring or lower levels of willpower than usual can be ameliorated if the individual is highly motivated to
      measure up to a particular standard. That said, there are limits on the extent to which motivation can be used to
      avoid self-regulation failure. Motivation appears to be a highly effective substitute for self-regulatory
      strength (willpower), although it may not be a sufficient substitute in the absence of a clear standard (i.e.,
      the individual would have the desire to self-regulate but lack knowledge about desirable responses). Two
      important considerations here are (a) motivation to self-regulate, like any other form of motivation, can fl
      uctuate depending on such factors as anticipated satisfaction, expected utility or efficacy expectations and (b)
      the impact of motivational confl icts (e.g., between natural impulses and cultural demands; see Baumeister,
      2005). An example of motivational confl ict is the desire to belong, to connect on a social level (Deci and Ryan,
      2000), which underlies many cognitive, emotional and behavioural responses. It is, however, a motive that
      frequently confl icts with selfish impulses which need to be restrained in order to gain social acceptance
      (Heatherton and Vohs, 1998).
    


    
      While the discussion thus far has focused on the role of behaviour, the negative feedback loop described above is
      also used to explain the regulation of emotion. Self-regulation is closely connected to the process of emotion
      regulation quite simply because people are confronted with potentially emotion-arousing situations on a regular
      basis (Bauer and Baumeister, 2011). In the same way that a current and desired state are compared in terms of
      goal attainment, the individual compares their current emotional state to a desired emotional state and takes the
      steps to bring the current state in line with the desired emotional state. Emotion regulation processes are also
      hierarchical in nature, with concrete behaviours used to target lower order goals (e.g., ‘Take a deep breath and
      count to ten’) while abstract principles underpin higher order goals (e.g., ‘I want to be in control of my
      emotions’) (Carver and Scheier, 2011). Emotion regulation can contribute to obtaining a number of desired
      outcomes. As Kanfer and Katrowitz (2002) have noted, while ‘the obvious purposes [is the] reduction of subjective
      distress and … the frequency of unacceptable emotion-related behaviours … [it] may also be undertaken to
      accomplish non-emotional or instrumental goals’ (pp.439–40).
    


    
      Gross (1998) has categorized emotion regulation as antecedent-focused emotion regulation (i.e., self-regulation
      of feelings) and response-focused emotion regulation (i.e., self-regulation of expressions). The former refers to
      the way in which initial feelings are modified by changing either the situation or the cognitions associated with
      the situation, while the latter refers to the modifying of behaviour following the experience of emotions via the
      suppression, amplification or distortion of the emotional response. Like other self-regulatory actions, emotional
      regulation is subject to a limited pool of resources and the extent to which these resources are depleted appears
      to be a function of the type of regulatory response used. For example, because response-focused emotion
      regulation requires continual monitoring and modification of expressions (Gross, 1998; Wegner et al.,
      1993), it is implicated in the depletion of cognitive (e.g., attention) and motivational (e.g., energy,
      persistence) resources (Baumeister et al., 1998;Model of self-regulation failure can be applied to
      different offence types Muraven and Baumeister, 2000). Finally, like other forms
      of self-regulation, emotion regulation be also externally controlled or driven (see Carver and Scheier, 2011).
    


    
      Table 3.4 Implications of self-regulation for offender rehabilitation
    


    
      [image: Image]
    


    
      Behaviour enaction models
    


    
      We now turn to other models of self-regulation which are concerned with the volitional processes involved in the
      initiation and maintenance of actions used to achieve a particular goal (Abraham and Sheeran, 2000). Described as
      behaviour enaction models, they address the various processes involved in goal setting and distinguish important
      aspects of goal striving (de Ridder and de Wit, 2006). A common assumption in these models is that behaviour
      change processes pass through distinct stages with various factors infl uencing the stage transition. Stage
      models also assume that behaviour in each state is qualitatively different and, therefore, interventions that
      target change should also vary from stage to stage (Weinstein et al., 1998). One such model is the
      transtheoretical model (TTM) of change (Prochaska and DiClemente, 1984, 1986) which has become one of the most
      infl uential models of behaviour change used in the treatment of addictive/problem behaviours (Povey et
      al., 1999). Initially developed to understand change in smoking behaviour (Prochaska and DiClemente, 1983),
      the TTM has subsequently been applied to a wide range of health-related and addictive behaviours, including
      excessive drug (Brown et al., 2000) and alcohol use (e.g., Davidson et al., 1991). The model has
      since been adopted in areas as diverse as mental health (e.g., McConnaughy et al., 1983, 1989), child
      welfare (DePanfilis, 2000), intimate partner/domestic violence (Begun et al., 2001, 2003; Easton et
      al., 2000), psychotherapy (e.g., Petrocelli, 2002), and offender rehabilitation (Hemphill and Howell, 2000;
      McMurran et al., 1998; Williamson et al., 2003).
    


    
      An ‘empirically derived multistage sequential model of general change’ (Petrocelli, 2002, p.23), the TTM
      integrates a number of key constructs from various theories (e.g., psychoanalytical, cognitive-behavioural,
      existential) into a comprehensive model for understanding complex problems.
      According to the TTM, attempts to change problem behaviour generally involve a progression through an invariant
      sequence of change stages (Prochaska and DiClemente, 1984, 1986), each characterized by different attitudes,
      thoughts, beliefs and values toward the change process, with accompanying behaviour and change strategies (Begun
      et al., 2001). One fundamental premise of the model is that change is seldom a sudden event but typically
      involves a prescribed chain of events: The individual experiences a growing awareness of the problem, formulates
      a decision to do something differently, develops change strategies whilst in a transitional phase, and, finally,
      implements those strategies (Tucker et al., 1999). It is, therefore, a model of intentional change, with a
      central focus on the decision-making process of the individual (Velicer et al., 1998).
    


    
      In addition to the stages of change, three key variables – processes of change, decisional balance and
      self-efficacy – inform the TTM (Prochaska and DiClemente, 1986). If the stages of change can be conceived as a
      way to understand when change is likely to take place, the processes of change can be understood as
      how that change occurs, decisional balance is the relative assessment of the benefits (pros) and costs
      (cons) of changing a specific behaviour (Velicer et al., 1985), and self-efficacy (assessed as confidence
      and temptations) describes an individual’s perceived ability on a given task. The relationship between these
      constructs is depicted in Figure 3.3
    


    
      The key organizing construct of the TTM is the notion of stages (Velicer et al., 1998). Irrespective of
      whether someone is in, or outside, formal treatment (and for virtually any type of problem behaviour), behaviour
      change is thought to occur in a series of six identifiable stages: pre-contemplation, contemplation, preparation, action, maintenance and termination (see Table 3.5 below). An intrinsic component of the
      stage construct is its developmental, recursive nature (Begun et al., 2001), which typically involves
      between three and seven ‘cycles’ before long-term maintenance of the desired change is achieved (Prochaska et
      al., 1992). Moves toward maintenance are periodically interrupted by spiralling back to previous stages,
      which is subsequently followed by forward progress. Relapse is not seen as failure, but a predictable pattern in
      the change process. This allows any relapse to be reframed, viewed as a learning opportunity, and made available
      for refining future change and maintenance.
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              Theoretical framework of TTM of change (based on Prochaska and DiClemente, 1988)
            

          
        

      
    


    
      Optimal progress through each stage is achieved via different (covert or overt) processes of change (see Figure
      3.4). The term process refers to what an individual does to bring about change in effect, behaviour, cognitions,
      or relationships (see DiClemente and Prochaska, 1985; Prochaska and DiClemente, 1986) and, in this sense,
      processes are the independent variables that need to be applied, or engaged in, to move from one stage to the
      next. In the literature, ten processes have received the greatest empirical support (Prochaska and DiClemente,
      1983; Prochaska et al., 1988), five of which are experiential (consciousness raising, dramatic relief,
      environmental re-evaluation, social liberation and self-reevaluation), and five are behavioural (stimulus
      control, helping relationships, counter-conditioning, reinforcement management and self-liberation). According to
      Prochaska and DiClemente (1986), therapeutic interventions should be guided by the processes deemed most
      appropriate to a particular stage to ensure progression from one stage to the next.
    


    
      Table 3.5 Stages of change model and potential change strategies
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      Decisional balance is the mechanism by which an evaluation can be made of an
      individual’s assessment of the benefits (pros) and losses (cons) of behaviour change. Five decision-making styles
      are used in making decisions about behaviour change: unconfl icted adherence, unconfl icted change, defensive
      avoidance, hypervigilance and vigilance. Unconfl icted adherence (which is similar to the pre-contemplation
      stage) is a decision not to change or lack of belief that there is a ‘best’ option (Prochaska et al.,
      1992), while unconfl icted change is the reverse decision that there is little confl ict that behaviour change is
      the best option to pursue. The remaining three decision styles involve varying degrees of cognitive confl ict.
      Defensive avoidance is the decision to adopt the ‘least worst’ solution from a range of poor options, made with
      little appraisal of all the available options, and subsequently defended despite evidence that other options may
      be better choices. Hypervigilant decisions are those characterized by a combination of high anxiety regarding the
      decision and limited appraisal of the pros and cons of adopting a particular course of action. This type of
      decision is inherently unstable in nature, and typically associated with individuals in the contemplation stage
      of change (Prochaska et al., 1992). The balance between the pros and cons of behavioural change appears to
      vary across the stages of change. The point at which the pros and cons cross (i.e., where the cons for continuing
      a problem behaviour outweigh the pros) is said to occur between the contemplation and action stages (Herzog et
      al., 1999; Norman et al., 1999). In other words, the intersection between the pros and cons represents
      the preparation stage.
    


    
      Self-efficacy is perhaps the most important variable in terms of the assessment of intermediate outcomes and
      predicting future success. Within the TTM, it consists of two components: confidence and temptation. Confidence
      is situation-specific, and refers to judgements about the individual’s ability
      to deal with high-risk situations without engaging in specific problem behaviour. Temptation is a rating of the
      strength of an individual’s desire to engage in specific problem behaviour in the face of various high-risk
      situations (Prochaska et al., 1997). Across the stages of change, confidence has been shown to approximate
      a linear increase from pre-contemplation to maintenance (Prochaska et al., 1991). Conversely, temptation
      has been found to generally decrease across the six stages, the most obvious decline occurring between
      preparation and maintenance (Prochaska and DiClemente, 1984).
    


    
      Finally, the levels of change dimension integrates the various processes and stages of change within the context
      of five interrelated but distinct levels of psychological problems that can be addressed in treatment:
      symptom/situational problems, maladaptive cognitions, current interpersonal confl icts, family system confl icts
      and intra-personal confl icts (Prochaska and DiClemente, 1984, 1992). According to Prochaska and DiClemente
      (1986), the trend in psychotherapy has been to attribute psychological problems to one or two levels, with
      intervention subsequently focused on these levels (e.g., behaviourists focus on the symptom and situational
      determinants, cognitive therapists on maladaptive cognitions, family therapists at the family/systems level and
      psychoanalytic therapists focus on intra-personal confl icts). Adopting a transtheoretical approach requires that
      both therapist and client agree (at least implicitly) about the level to which a problem will be attributed, and
      the level to which both will work to change a problem behaviour.
    


    
      While ostensibly a health-based model, the TTM has been used in an offending context. For example, Williamson
      et al. (2004) used it to assess the utility and psychometric properties of a stages of change measure for
      use with violent offenders referred to in an anger management programme. Tests of predictive validity revealed
      that the instrument correctly identified those offenders for whom the programme was successful in reducing scores
      on a number of measures of anger experience and control. While the authors suggest several caveats with respect
      to the interpretation of these results, they concluded that the measure might be a useful tool on two grounds.
      First, in order to optimize outcomes from anger management programmes, the measure could be used to identify
      those individuals who are most suitable for participating in this type of programme. Second, in line with the
      notion that staged-matched interventions are most successful, the identification of individuals at different
      stages of change provides support for the development of alternative interventions for those individuals who may
      not be ready to commence anger management treatment.
    


    
      The TTM has also been adapted for use with perpetrators of domestic violence (e.g. Daniels and Murphy, 1997;
      Murphy and Baxter, 1997). Murphy and Baxter have argued that given many perpetrators display an unwillingness to
      participate in treatment, particularly during the early phases, the stages of change construct provides a useful
      framework within which to motivate these individuals to change their aggressive/violent behaviour. There are,
      however, a number of special considerations regarding domestic violence that need to be taken intoaccount when using the stages of change model. These arise because of the complexity of
      behaviours that constitute domestic violence, which include physical and sexual aggression as well as verbal and
      emotional abuse. First, because physical aggression is a less frequently observed behaviour in perpetrators of
      domestic violence, changes in frequency may be difficult to detect without lengthy assessment intervals. For this
      reason, it may be necessary to assess how levels of verbal or emotional abuse (which is generally more common)
      change over time. Second, unlike the addictive behaviour for which the model was originally developed (e.g.,
      smoking) where change is essentially intra-personal, domestic violence is interpersonal; that is, it has a direct
      and potentially harmful consequence for another person. The interpersonal dynamics of the relationship in which
      the abuse occurs must also be taken into consideration in the change process. Third, the coercive nature of many
      interventions (e.g., court-ordered treatment) can complicate the change process, particularly the initial
      decision to change (Day et al, 2004). Finally, changes in living arrangements for the individuals involved
      (e.g., separation, reunification) can also affect motivation to change. Adding to this complexity is the ethical
      responsibility of the treatment provider to ensure the safety and/or protection of the victims of domestic
      violence.
    


    
      Cognitive behavioural theory
    


    
      Cognitive behavioural approaches to behaviour change include a diverse set of problem-specific
      interventions which have behavioural and cognitive models of psychological disorders as a common base (Roth and
      Pilling, 2008). Irrespective of the focus taken, these therapies share three fundamental propositions: (1)
      cognitive activity affects behaviour, (2) cognitive activity can be monitored and altered and (3) behaviour
      change in a desired direction can be effected through cognitive change (Dobson and Dozois, 2010). In other words,
      cognitive behavioural models adopt a meditational position whereby cognition mediates behaviour change, and
      changes in cognition lead to modifications in behaviour and mood (i.e., change is effected when idiosyncratic,
      dysfunctional modes of thinking are altered). Cognitive behavioural therapies (CBTs) have been applied to a wide range of problems, client groups and therapeutic contexts, a diversity made
      possible by a focus on the environmental infl uences on behaviour and the individualized meaning of symptoms
      (Dienes et al., 2011; Hays, 2009). It is a diversity which also ensures that the therapist can integrate
      culturally specific beliefs, norms, behavioural expectations and cultural supports into the clinical
      conceptualization of an individual’s cognitions and behaviours.
    


    
      Table 3.6 Implications of behaviour enaction theory for offender rehabilitation
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      Therapies falling under the cognitive behavioural rubric have developed markedly since Beck’s (1963, 1972)
      formulation of the cognitive triad construct to describe the negativistic thoughts of depressed clients.
      According to Beck, all psychological problems are related to the maladaptive or dysfunctional views that people
      hold about the self, the world and the future. He postulated a continuity hypothesis in which clinically
      significant difficulties are an extreme form of normal emotional and behavioural functioning. Using an
      information processing paradigm, the model incorporates two critical elements that are at the core of cognitive
      behavioural therapies: cognitive structures (i.e., schemas and automatic thoughts) and cognitive mechanisms
      (i.e., cognitive distortions). Schemas, first acquired during infancy and childhood, are used to organize and
      process incoming information. Once developed, schemas are maintained, elaborated upon and consolidated through
      the processes of assimilation (i.e., incorporating new information into a previously existing schema) and
      accommodation (i.e., changing or altering an existing schema in light of new information or experiences) (Rosen,
      1989). Because schemas facilitate automatic/heuristic processing (Augoustinos and Walker, 1995; Fiske and Taylor,
      1991), there is a tendency to (a) preferentially attend to and encode schema-consistent information and (b)
      misinterpret ambiguous social stimuli in a schema-consistent manner (Fiske and Taylor, 1991). Early maladaptive
      schemas can become established procedural memories, tacit beliefs, or representations of the self and the world
      and, as a consequence, rather than the realistic appraisals of events made by a well-adjusted individual, faulty
      schemas lead to distorted perceptions, faulty problem-solving and psychological disorders (Beck, 1976; Dozois and
      Beck, 2008). The term implicit theories has been applied by some researchers working in the sexual
      offending field (see Ward, 2000; Ward and Keenan, 1999) to describe the network of beliefs and concepts (i.e.,
      schemas) held by offenders about the nature of their ‘victims, the world, and themselves’ (Ward, 2000, p.821)
      which lead the offender to interpret the world in specific, offence-supportive ways. A summary of commonly held
      implicit theories first developed by Ward and Keenan (1999) to explain offending against children and later
      adapted by Polaschek and Ward (2002) for adult victims of rape is provided in Table 3.7.
    


    
      The second element, cognitive distortion, refers to the maladaptive processing of information. Beck (1963)
      originally used the term to describe the ‘idiosyncratic thought content indicative of distorted or unrealistic
      conceptualisations’ (p.324), referring to automatic and systematic errors in thinking that characterize depressed
      individuals. Examples include ‘personalization and blame’ (assuming responsibility for an event that is not
      entirely under one’s control), ‘overgeneralization’ (perceiving a negative outcome in one situation as predictive
      of negative outcomes in other situations) or ‘discounting the positive’
      (rejecting positive experiences by insisting these ‘don’t count’) (Beck, 1967). The meaning applied to the term
      cognitive distortion differs somewhat in the realm of offender treatment (Maruna and Mann, 2006) where, it is
      argued, various beliefs, attitudes and perceptions are considered necessary conditions for offending behaviour
      (Marshall and Barbaree, 1990). For example, Abel and colleagues (Abel et al., 1984, 1989, p.137) use the
      term to explain the ‘internal processes, including the justifications, perceptions and judgments used … to
      rationalize [and] … to justify [the] …ongoing sexual abuse of children without the anxiety, guilt and loss of
      self-esteem that would usually result from … committing behaviours contrary to the norms of society’. Other
      researchers have applied the term to various cognitive structures, processes and products including excuses
      (Pollock and Hashmall, 1991), rationalizations (Neidigh and Krop, 1992), minimizations (Murphy, 1990) and
      defen-siveness (Rogers and Dickey, 1991). In a more recent conceptualization, Ward et al., (2007) proposed
      that cognitive distortions refl ect belief-based, value-based and action-based evaluations and are therefore not
      driven solely by beliefs. This perspective, together with those proposed by other researchers, fits with the
      general assumption that cognitive distortions refl ect offence-supportive beliefs (Gannon and Polaschek, 2006;
      Marshall et al., 1999). Examples of cognitive distortions associated with the schemas reported by sexual
      offenders is also provided in Table 3.7.
    


    
      Table 3.7 Commonly held implicit theories of sexual offenders and examples associated cognitive
      distortions (adapted from Martin, 2008)
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      To date, the most commonly used CBT models have been the so-called ‘second-wave’ therapies (e.g., Rational
      Emotive Behavioural Therapy; Cognitive Therapy), which typically fall into one of three classes: coping skills
      therapies (which focus on developing skills to assist in coping with a variety of stressful situations),
      problem-solving therapies (a combination of cognitive restructuring techniques and coping skills training
      procedures) and cognitive restructuring methods (the examination and challenging of maladaptive thought patterns
      as a means of establishing more adaptive thought patterns) (see Mahoney and Arnkoff, 1978). In addition to the
      shared assumption that cognitive activity mediates the environment and, to some degree, the individual’s
      adjustment or maladjustment, Kendall and Kriss (1983) have identified five further dimensions which characterize
      CBTs: the theoretical orientation of the therapeutic approach and theoretical target of change; aspects of the
      client–therapist relationship; the cognitive target for change; the type of evidence used for cognitive
      assessment and the degree of emphasis which is placed on the client’s capacity for self-control. Other
      (non-theoretical) similarities include that interventions are typically time limited, problem-focused and either
      explicitly or implicitly educative in nature (Dobson and Dozois, 2010).
    


    
      Where the various CBT therapies differ is the degree of orientation toward cognitive versus behavioural change.
      For example, Rational-Emotive Behavioural Therapy (REBT; Ellis, 1962, 1979a, 1979b, 1980) rests on the
      assumption that human thinking and emotion are strongly interrelated. According to Ellis, symptoms are the
      consequences (C) of a person’s irrational belief systems (B) regarding
      particular activating experiences or events (A). Behaviour change is the product of identifying and challenging
      irrational beliefs that underpin emotional disturbance, substituting unrealistic, over-generalized demands with
      realistic desires, preferences or wishes. While REBT uses a multidimensional approach incorporating cognitive,
      emotive and behavioural techniques, the major therapeutic tool is a ‘logico-empirical method of scientific
      questioning, challenging, and debating’ (Ellis, 1979a, p.20) which is designed to help the individual surrender
      irrational beliefs. A broad range of techniques are used in conjunction with disputation including
      self-monitoring of thoughts, bibliotherapy, role playing, modelling, rational emotive imagery, shame-attacking
      exercises, relaxation methods, operant conditioning and skills training (Ellis, 1979b). The most significant
      difference between REBT and other cognitive-behavioural approaches is its philosophical emphasis, refl ected in
      what Ellis identified as its major goal: self-interest, social interest, self-direction, tolerance of self and
      others, fl exibility, acceptance of uncertainty, commitment to vital interests, self-acceptance, scientific
      thinking and a non-utopian perspective on life.
    


    
      In Cognitive Therapy, the underlying assumption is the existence of a reciprocal relationship between
      affect and cognition (i.e., one reinforces the other) to the extent that how the individual structures reality
      determines his or her affective state (Beck, 1971). Beck generated a typology of cognitive distortions to
      describe systematic thinking errors which includes concepts such as arbitrary inference, selective abstraction,
      over-generalization, magnification and minimization. Initially developed to treat depression (Beck, 1970), this
      model has been applied to a diverse range of disorders and problems including anxiety (Beck and Emery, 1985),
      bipolar disorder (Basco and Rush, 2005), personality disorders (Layden et al., 1993; Linehan, 1993),
      substance use problems (Beck et al., 1993) and psychosis (Beck et al., 2008). Irrespective of the
      problem, the goal of treatment is to supplant distorted appraisals with more realistic and adaptive ones. This is
      done using a collaborative, psycho-educational approach where specific learning experiences are designed in order
      to teach clients to (1) monitor automatic thoughts; (2) recognize the relationship between cognition, affect and
      behaviour; (3) test the validity of automatic thoughts; (4) substitute more realistic cognitions for distorted
      thoughts and (5) identify and alter underlying beliefs, assumptions or schemas that predispose the individual to
      engage in faulty thinking patterns (Kendall and Bemis, 1983).
    


    
      Examples of CBT models that focus on the development of coping skills are Meichenbaum’s (1977, 1993; 2007)
      Stress Inoculation Training (SIT) and D’Zurilla and Goldfried’s (1971) Problem Solving Therapy. The
      rationale underpinning SIT is that by learning to cope with mild levels of stress, the individual is ‘inoculated’
      against uncontrollable stress levels. Training involves three stages: didactic training about the nature of
      stressful reactions, followed by training in various behavioural and cognitive coping skills (e.g., relaxation
      exercises, coping, self-reinforcement) and, finally, application training where the individual rehearses the
      newly acquired coping skills by being exposed to various stressors in a
      controlled environment. SIT has been applied to a variety of problems including anxiety, anger and pain
      (Meichenbaum and Deffenbacher, 1988; Meichenbaum and Jaremko, 1983; Meichenbaum and Turk, 1976). In Problem
      Solving Therapy, the goal is to teach an array of response alternatives that can be applied in various
      problem situations and thereby increase the likelihood that the individual will select the most effective
      response available. According to D’Zurilla and Goldfried, the problem-solving process incorporates five
      overlapping stages: (1) general orientation or ‘set’, (2) problem definition and formulation, (3) generation of
      alternatives, (4) decision-making and (5) verification. This process has been used in the development of
      therapies in several areas including anger management (Crick and Dodge, 1994).
    


    
      While CBT models such as those have been the dominant treatment option for the past three decades, ‘third-wave’
      CBT therapies (e.g., Acceptance and Commitment Therapy [ACT], Hayes, 2004; Hayes et al., 1999);
      Dialectical Behavior Therapy [DBT], Linehan, 1993; Mindfulness-Based Cognitive Therapy [MBCT], Segal et
      al., 2001) shift the focus away from first-order change strategies (which examine the accuracy of
      perceptions) to second-order change strategies which examine the functional utility of different ways of thinking
      or behaving using techniques such as mindfulness and acceptance. Hayes (2004) has defined third wave approaches
      as being ‘sensitive to the context and functions of psychological phenomena, not just their form, and thus …
      emphasize contextual and experiential change strategies in addition to more direct and didactic ones’ (p.658).
      Given the focus on thinking and behaviour, there are obvious similarities between second-and third-wave
      approaches. Where the latter differ is the attention paid to ‘metacognitive’ processes (e.g., distress about
      depression) which facilitates an awareness (a ‘mindfulness’) of the appraisal process. This points to another
      difference found in some third-wave models: rather than correcting the cognitions and/or behaviours associated
      with emotional distress or other problems, ‘change’ involves recognition of faulty meta-cognitive processes.
    


    
      Acceptance and Commitment Therapy (ACT; Hayes, 2004; Hayes and Strosahl, 2005; Hayes et al.,
      1999), a third-wave CBT model which adopts a mindfulness, acceptance and values-based approach, is underpinned by
      Relational Frame Theory (RFT; Hayes et al., 2001). According to RFT, the core feature of both language and
      cognition is a learned ability to arbitrarily perceive events as related or to alter the function of events based
      on some perceived relationship. Psychopathology is said to be a product of the overreliance on literal linguistic
      rules and the experiential avoidance of internal events (e.g., thoughts, feelings) that are perceived as aversive
      or evaluated as negative (Hayes, 2004). The underlying premise here is that thoughts should not be confused with
      reality. Rather than judging, evaluating or modifying cognitions (as in traditional cognitive therapy),
      cognitions and feelings should be observed and accepted (i.e., seen as ‘just thoughts’). The goals of ACT include
      increased mindfulness, the promotion of distance from one’s cognitions, the observation of cognitions and
      emotions in a non-judgemental way and the exploration of values and development of commitment to engage actively with the external world and work toward having a meaningful, authentic
      life.
    


    
      Schema focussed therapy (Kellogg and Young, 2006; Young, 1999; Young et al., 2003) was developed to
      address the needs of individuals with issues such as borderline personality disorder and long-standing or
      relapsing conditions (e.g., chronic depression). As noted in the section above outlining cognitive theory,
      schemas develop at an early age and are subsequently maintained, elaborated upon and consolidated over the life
      course. Young (1999) coined the term ‘early maladaptive schema’ to describe ‘stable and enduring themes that
      develop during childhood, that are elaborated throughout an individual’s lifetime, and are dysfunctional to a
      significant degree’ (p.9) and which are self-perpetuating (Kellogg and Young, 2006) and become the template for
      processing and activating thoughts, feelings and interpersonal behaviours (Young and Behary, 1998). According to
      Young’s model, these maladaptive schemas are produced when developmental needs are not met in the relationships a
      child has with significant others. Adverse relationships may then initiate and reinforce specific early
      mala-daptive schemas and subsequent maladaptive coping styles. Early maladaptive schemas determine their level of
      vulnerability in interpersonal relationships and are the driving force behind the (interpersonal) coping
      behaviours. Problematic, painful or distressing early maladaptive schemas are dealt with through schema
      avoidance, ensuring that problematic schemas are not activated, schema surrender (i.e., perceptions and
      behaviours are changed to conform to schemas) and schema neutralization/overcompensation (acting to neutralize a
      schema by behaving in a manner opposite to that predicted by the schema). Young also coined the term schema
      mode to describe a natural grouping of early maladaptive schemas, distinct mood states and coping styles. An
      individual’s schema mode represents that part of the self which was developed early in life when basic needs were
      not met and which has not been fully integrated with other facets of the self into an integrated self-system.
    


    
      Schema therapy has been shown to be particularly beneficial in the treatment of borderline personality disorder
      (e.g., Nysæter and Nordahl, 2008; Spinhoven et al., 2007). The main objective in schema therapy with this
      population is to cope with the various schema modes through encouragement, the learning of self-help techniques
      and by modelling the therapist. Of the 18 different early maladaptive schemas identified by Young (1999; Young
      et al., 2003), those most strongly related to borderline personality disorder are abandonment,
      defectiveness, emotional deprivation, insufficient self-control, mistrust, punitiveness and subjugation. The most
      common schema modes are provided in Table 3.8. The goal in behaviour change is to assist the borderline
      individual in learning to identify and cope with schema modes and teaching the individual skills to control
      behaviour and increase control of impulses. In addition to cognitive techniques, experiential activities, such as
      guided imagery and role playing, and techniques using the therapeutic alliance, such as re-parenting techniques,
      are utilized both to explore schemas to develop a schema formulation with the
      client and to provide the corrective experience.
    


    
      Table 3.8 Common schema modes in borderline personality disorder and treatment objectives for achieving
      health adult mode
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      Another third-wave CBT model, Dialectical Behaviour Therapy (DBT; Linehan, 1993), was first developed as a
      treatment for chronically suicidal individuals and initial validation of the theory was done with women who met
      the criteria for borderline personality disorder (BPD). It has also been adapted for co-morbid BPD and substance use disorder (see McMain et al., 2007; Ronsenthal et al.,
      2005). According to Linehan, BPD is the result of a reciprocal transaction between emotional vulnerability (the
      key diathesis characterized by heightened sensitivity and reactivity coupled with a delayed return to baseline
      following emotional arousal), an invalidating environment (the primary socially mediated process characterized by
      a punishing, ignoring or trivializing of an individual’s thoughts, emotions or self-initiated behaviours which
      can include sexual, physical and emotional abuse), and emotional dysregulation (the multidimensional construct
      underlying borderline personality disorder criterion behaviours). As problem behaviours are hypothesized to be a
      consequence of dysregulated emotions or maladaptive ways of changing emotional experiences, the goal in treatment
      is reduce the ineffective responses which are linked to dysregulated emotions (Lynch et al., 2006).
    


    
      Similar to other behavioural approaches, treatment targets are classified hierarchically (Linehan, 1993): the
      first goal is to decrease life-threatening behaviours (e.g., suicidal or self-harming behaviours) which is
      followed by skills training to reduce behaviours that interfere with therapy (i.e., treatment non-compliance) and
      addressing factors that have a severe impact on the individual’s quality of life (e.g., homelessness, Axis I
      problems). In the initial stages of treatment, there is a focus on promoting motivation for change using detailed
      chain analyzes, validation strategies and the management of reinforcement contingencies. This is followed by
      skills training to increase target-oriented and appropriate behaviour, mindful attention and cognition, emotion
      regulation, acceptance of emotional distress and interpersonal effectiveness. Telephone coaching and case
      management meetings are used to ensure the maintenance and transfer of new skills to daily living and maintain
      motivation.
    


    
      Adaptation of DBT for the treatment of co-morbid BPD and severe substance use disorder (SUD) refl ects the high
      proportion of individuals with these co-occurring disorders (Darke et al., 2004; Trull et al.,
      2000). This group of individuals present with serious and complex behavioural problems (McMain et al.,
      2007) are often difficult to treat and, as a consequence, treatment outcomes are frequently poor (Zanarini et
      al., 2004). While the same hierarchical structure is used to identify treatment goals, substance abuse
      becomes the highest order DBT target in the category of behaviours interfering with the individual’s quality of
      life. Consistent with standard DBT treatment, the overarching treatment goals are, first, to reduce serious
      behavioural dyscontrol and, second, the promotion of adaptive, skilful behaviours. Where treatment differs for
      co-morbid BPD and SUD is the addition of treatment goals related to addictive behaviours and to address relapse
      and a modification of the hierarchy that includes a focus on substance abuse. A list of substance-abuse-specific
      behavioural targets is provided in Table 3.9. Total abstinence is central to the DBT approach although, in
      recognition of the difficulty in achieving this state, the individual is asked to commit to what he or she sees
      as an attainable period of abstinence (e.g., a day, week or a month). After achieving this goal, the individual
      recommits to another period until such time as total abstinence is achieved. Treatment also involves learning to anticipate potential cues and the preparation and practice of responses
      that can be used in high-risk situations which might threaten abstinence. When relapse occurs, a non-judgemental,
      problem-solving analysis of events which preceded and followed the substance use is conducted. The goal here is
      not only to identify causal factors but to use the experience and apply what has been learnt to future
      situations.
    


    
      Table 3.9 Substance-abuse–specific behavioural targets in DBT (from Rosenthal et al., 2005)
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      Given the high proportion of offenders who meet the criteria for personality disorder (Rotter et al.,
      2002), it is not surprising that DBT has also been adapted for use in a forensic context. Based on their analysis
      of the current state of treatment with respect to personality disordered offenders, McCann et al., (2007)
      offer four reasons why DBT is a promising option for treatment aimed at reducing recidivism. First, they point to
      the limited success of other treatment options in dealing with this offender group citing Warren et al.’s
      (2003) extensive review which highlights the frequent failure in the treatment of personality disordered
      offenders not only in addressing short-term management and adjustment issues but also the longer-term goals of
      behaviour change, social re-adaptation and reduction in recidivism. Second, the authors argue that DBT is
      compatible with best-practice principles for the effective treatment of offenders. Consistent with the principle
      of treating high-risk offenders, DBT was formulated as a treatment option for difficult to treat individuals with
      complex problems who engage in life-threatening behaviours, a profile that is frequently seen within forensic
      populations; DBT is cognitive-behavioural in orientation, a treatment modality which has been shown to be the
      most effective in reducing recidivism (see Gendreau et al., 2006) and is thus consistent with the
      responsivity principle; and DBT is consistent with the notion of addressing criminogenic needs in that it
      directly targets dysfunctional behaviours (e.g., emotion regulation, problem-solving, self-management, substance
      abuse) and interpersonal effectiveness skills which emphasize prosocial skills to replace antisocial behaviours.
      Third, the biosocial theory used to explain the aetiology of borderline personality can be applied to the development of other personality disorders found in offender populations. For
      example, behavioural dyscontrol, impulsivity, aggression, poor anger management and irresponsibility –
      characteristics of BPD – are also characteristics of antisocial personality disorder and conduct disorder (Black
      et al., 1995). Finally, given that biosocial theory adopts a compassionate, hopeful position when working
      with difficult to treat cases, it is argued that DBT ameliorates staff stress and burnout (see McCann et
      al., 2000).
    


    
      Table 3.10 Implications of cognitive-behavioural theories for offender rehabilitation
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      Conclusion
    


    
      In this chapter, we have identified the importance of adopting a theory-based approach to offender rehabilitation
      and provided a brief overview of some well-known theories of change. There is increasing recognition that
      interventions to change behaviour should draw on theories of behaviour and behaviour change in their development
      because theory-based interventions are more efficacious than atheoretical approaches (Biddle
      et al., 2007). The difficulty faced by practitioners required to develop interventions (or those seeking
      to ‘buy in’ interventions developed by others) are twofold. First, there is a need to identify those theories (or
      the component parts of theories) that relate to the desired behaviour change. These theories are likely to
      identify opportunities and methods for intervention. This is the second difficulty. As Ashford (1998) has pointed
      out, a broad range of psychological theories is available to the practitioner. Many of these have shared or
      overlapping constructs, which is sometimes confused further when constructs are renamed to suggest different
      constructs or a single construct is differentiated into multiple constructs which only appear to be different
      (Bandura, 1998). Finally, as noted at the beginning of this chapter, a theory of behaviour change should specify
      a set of changeable predictors that describe, explain and predict change. However, it is unlikely that a single
      theory will be sufficiently comprehensive to produce all the behavioural changes required.
    


    
      We consider these theories as foundational to the practice of offender rehabilitation and that each have
      something to offer those who work with offenders. What follows is a description of how the practitioners might
      approach the task of assessing offenders and developing rehabilitation plans that might be expected to meet the
      needs of both the individual and the broader community.
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      In the previous chapters we have suggested that psychological practice should be informed by an understanding of
      the reasons why people commit certain types of offences, consider theories of offender rehabilitation and current
      conceptualizations of how people change problematic behaviours. In any work that occurs within a criminal justice
      context it then becomes important to arrive at some judgement about the likelihood of further offending taking
      place, such that an assessment can be made of the risks that members of the community potentially face. This will
      infl uence not only the management plan, but also any decisions about the breadth and depth of any intervention
      that might be recommended. In this chapter we consider how to integrate some of these ideas into a forensic
      assessment and how to develop a case formulation. The practice model described here is one that focuses on the
      management of risk of further offending, but does this through the development of an individualized formulation
      of the offenders needs. In our view, case-specific information can help to identify unique risk factors which may
      not be included in standardized static or dynamic risk instruments. If, for example, a particular individual has
      repeatedly sexually offended as a function of a severe mood or psychotic disorder, this would be a critical part
      of the risk formulation. There have been cases where an offender’s pattern of sexual assaults involved the
      participation and collaboration of their intimate partner, in which case the usually protective factor of a
      long-term intimate relationship may in fact represent an important risk factor to incorporate into the risk
      assessment and risk management plan for that individual. Conroy and Murrie (2007) referred to this type of
      approach as ‘anamnestic’ in nature. An anamnestic approach is ‘a specific type of clinical assessment whereby the
      examiner attempts to identify violence risk factors through a detailed examination of the individual’s history of
      violent and threatening behaviour’ (Otto, 2000, p.1241). Using self-report information, historical records and
      collateral information from third parties, the goal is to produce a scientifically grounded assessment of
      information to use in addition to appropriate risk assessment instruments and empirically validated risk factors
      from the professional literature. In conducting an anamnestic assessment, each incidence of offending in the
      individual’s history must be carefully examined in an effort to establish the chain of events that resulted in
      each offending episode, including specific triggers of the problematic behaviour. Patterns of behaviour that have led to offending for the particular individual are then identified.
      Protective factors which may have prevented other episodes of offending are also examined. The result of an
      anamnestic evaluation should identify how and why a particular individual has offended, including a combination
      of personal and situational factors acting on a particular sequence of causal relationships.
    


    
      Psychological assessment
    


    
      Defining assessment
    


    
      Psychological assessment can be understood as the initial stage of a systematic process of collecting and
      integrating relevant information about an individual’s presenting problems. In working with offenders, an
      individual’s problems are often understood first and foremost (although not exclusively) in terms of the offences
      that have been committed. It is these that provide the rationale for criminal justice system intervention and a
      primary consideration is how to best manage the risk of an individual committing further offences. Case
      formulation is the process by which the assessment information is collated and evaluated; it provides an
      opportunity for the assessor to offer an opinion about how the offending can be best understood, to make
      statements about the circumstances in which further offending is most likely to occur, and to propose how risk
      might best be managed. Thus while the assessment essentially leads to a description of the presenting
      problem, the case formulation develops an explanation that can be used to inform subsequent intervention
      and management.
    


    
      The forensic assessment in practice
    


    
      In this chapter we propose that the forensic assessment should be conceptualized as involving three stages. The
      first involves the assessment of risk, using standardized and empirically validated risk measures whenever these
      are available for the type of offender being assessed. The second is to seek to understand the specific offending
      behaviour through the use of a functional analysis. One particularly important aspect of this is to consider the
      purpose of the behaviour and it is here that an assessment of the primary human goods that an offender is seeking
      to attain through offending is likely to be important. Finally, it is important to identify interventions which
      not only reduce the risk of further offending from occurring, but which are likely to be meaningful, effective
      and long lasting.
    


    
      Assess risk of reoffence
    


    
      Every assessment should begin by determining the likely risk of reoffending. The aim of a risk assessment is to
      establish how likely it is that the individual will commit further offences and to use this information to guide
      subsequent decisions about treatment or management. Whilst judgements about the risk of an individual reoffending
      were once made informally, based on a professional’s personal knowledge of the
      offender, it is now widely accepted that structured and systematic approaches to risk assessment have greater
      predictive validity (e.g., Grove and Meehl, 1996). A range of measures are now available for such purposes,
      although these differ in terms of theoretical background, rationale, objectives, and the type and number of
      variables that are examined. The criteria used to select a particular measure should be based on the predictive
      accuracy of the instrument, its utility or capacity to provide additional information that might be beneficial in
      the assessment question, the cost and ease of completing the instrument, as well as the extent to which it has
      been validated for use with the population under consideration.
    


    
      Development of structured approaches to risk assessment can be categorized in terms of four reasonably distinct
      stages, or generations. First-generation assessments involve unstructured or unguided clinical judgements, with
      an offender’s risk of recidivism based solely on professional judgement. Second-generation instruments, while
      more reliable and having better predictive accuracy, are based solely on static immutable factors (e.g., number
      of offences, age of first offence, early conduct problems, previous violent behaviour, previous revocation of
      parole or probation status; Gendreau et al., 1995; Hanson and Bussiere, 1998; Hanson and Harris, 2000;
      Hanson and Thornton, 2000; Quinsey et al., 1998) and are sometimes referred to as actuarial measures. The
      advent of third-generation instruments, more commonly referred to as risk/need scales, saw the inclusion of
      offender needs (i.e., those factors that need to be changed in order to reduce offender recidivism). The term
      fourth generation is applied to assessment tools that either integrate risk-need assessment and case management
      plans (e.g., Level of Service/Case Management Inventory (LS/CMI), Andrews et al., 2004), or those designed
      for specific purposes or populations (e.g., Violence Risk Scale (VRS), Wong and Gordon, 1999).
    


    
      A comprehensive risk assessment should include an examination of factors that range from personal dispositions to
      environmental factors (Ward et al., 2006). While some of these may be causally related to the individual’s
      offending behaviour (e.g., antisocial attitudes), others may serve as triggers or disinhibiting factors that
      precipitate an offence (e.g., intoxication; see Hanson, 2001). Risk factors generally fall within four broad
      domains: (1) dispositional factors (e.g., psychopathic or antisocial personality characteristics, cognitive
      variables, demographic characteristics); (2) historical factors (e.g., prior history of crime and violence, poor
      treatment compliance); (3) contextual antecedents (e.g., antisocial peers, lack of positive social supports) and
      (4) clinical factors (e.g., diagnosis of mental health problems, low level of social functioning, substance
      abuse) (see Andrews and Bonta, 2003). A risk factor can be defined as any variable that increases the likelihood
      an individual will commit an offence, although the relative infl uence of any risk factor may change over the
      course of an individual’s life and may vary across individual offenders, situations and developmental pathways.
    


    
      Risk factors can be further conceptualized as either static or dynamic. Static factors are risk variables that
      cannot change and include such things as number of prior offences, the nature of
      previous victims and general criminality, while dynamic factors are those variables which, subject to
      modification, are sensitive to change. Dynamic risk factors are particularly important as they identify areas in
      which intervention is likely effectively to reduce risk of re-offence. They can be further delineated as either
      stable or acute: Stable dynamic risk factors are risk variables with a tendency to be stable over time but are
      nonetheless amenable to change (e.g., pro-offending attitudes, socio-affective functioning); acute dynamic risk
      factors tend to be more fl uctuating in nature (e.g., mood state, substance abuse) and can signal the onset of
      offending behaviour (Ward et al., 2006).
    


    
      The accuracy of risk assessment
    


    
      Professionals engaging in risk assessment must know, and be able to convey to those using their findings, the
      accuracy of the measures they use to assess risk. One consideration is the distinction between the reliability
      and the predictive validity or accuracy of risk assessment measures. Reliability is a statistical term used to
      refer to the consistency of results obtained from a measure. There are a variety of ways in which reliability is
      evaluated or characterized, including internal consistency (do the items of the instrument correlate with each
      other and the total score), test-retest (are the results consistent from one point in time to another) and
      inter-rater reliability (do two different assessors obtain similar results on the measure). Predictive validity
      or predictive accuracy typically refers to the proportion of corrective classifications or outcome predictions an
      instrument is capable of making, often characterized in relation to true positive (e.g., an offender is predicted
      to reoffend and does so) and true negative classifications (e.g., an offender is predicted not to reoffend and
      does not reoffend). It is important to note that a measure can be reliable (i.e., consistent), but not
      particularly valid (i.e., not accurate in predicting an outcome). It is also important to recognize that none of
      the statistical indices yet developed can completely answer the question of how accurate a risk assessment
      measure is (Gottfredson and Moriarty, 2006).
    


    
      Some researchers, such as Quinsey et al., (2006), argue that Relative Operating Characteristic (ROC)
      analysis offers the best index of statistical accuracy because it is independent of the base-rate variations in
      different samples of offenders. ROC analysis is widely used in medical and scientific research to assess the
      performance of a diagnostic test. This procedure was developed in the early days of radar and sonar detection
      used in the Second World War, from which the name is derived, and later applied to other fields. ROC produces a
      curve by plotting the false positive rate and the true positive rate associated with each score of a test. The
      area under this curve (AUC) then provides a value that refl ects the predictive accuracy of the test. A test with
      no predictive accuracy (no greater than chance) results in a diagonal line across the graph and an AUC value of
      0.50, while a perfectly accurate test produces an AUC value of 1.0. For example, typical AUC values observed for
      measures of sexual recidivism range from around 0.60 to above 0.80, and are considered to provide moderate levels
      of accuracy.
    


    
      Yet others argue convincingly that the base rate of recidivism cannot be ignored
      in considering the accuracy of a given measure in a particular application. The base rate is the frequency with
      which an event occurs within a given sample or population. In the current context, it refers to the frequency
      with which offenders reoffend. Knowing the relevant base rate, and its impact on the accuracy of risk predictions
      based on various measures, are important considerations for making sense of the various statements made about the
      risk measures used in a particular case. What is clear is that indices that are sensitive to base rates and those
      that are not can lead to dramatically different conclusions concerning the value of risk assessment measures
      (Gottfredson and Moriarty, 2006). The main point here is that the difficulty of predicting events (e.g.,
      recidivism) increases in proportion to the degree to which the base rate differs from 0.50 (Meehl and Rosen,
      1955). Thus for very infrequent events, the risk of false positives becomes much higher. As an example, the
      observed rate of sexual recidivism among female sexual offenders is between 1 per cent and 3 per cent. In this
      situation, the statistically most accurate prediction is that no female offender will sexually reof-fend. Such a
      prediction will be accurate 97 per cent to 99 per cent of the time – a level of accuracy that is almost
      impossible to improve upon with current risk assessment methods. What this means in practice is that applying
      risk assessment measures to situations where the base rate of reoffending is especially low runs the risk of
      diminished predictive accuracy. In cases where the base rate for a type of offender or type of offending is not
      known, it is difficult to ascertain the likely predictive accuracy of a given measure. This highlights the
      importance of using risk assessment measures that have been empirically validated on groups of offenders that are
      similar to the individual being assessed.
    


    
      Applying group data to the individual
    


    
      A related issue on the use of probability statements about risk that are based on observed reconviction rates for
      groups of offenders is the degree of inference about an individual that can be made based on findings about a
      group. Some maintain that one cannot make predictions about individuals using information derived from groups,
      but as Harris (2003) points out, virtually all decisions require clinicians to treat individuals as members of
      groups. In fact, attempting to treat a client (or offender) as if he or she were entirely unique would require
      clinicians to ignore all prior scientific research. While there may still be arguments about how to best
      formulate the risk presented by an individual, the capacity to match him or her to a well-defined group with a
      known rate of recidivism is the foundation of risk assessment.
    


    
      Reporting risk findings
    


    
      One aspect of communicating the findings of a risk assessment is whether risk estimates should be presented as
      statements of probability (e.g., a 15 per cent likelihood of reoffending) or as labelled categories such as
      ‘low’, ‘moderate’ and ‘high’ risk. Both approaches have advantages as well as
      potential drawbacks. One advantage of communicating risk estimates as probabilities based on groups of similar
      offenders is that it provides an explicit characterization of the risk of reof-fending. To say that an offender
      belongs to a group in which 15 per cent have violently reoffended at ten years following release from prison
      gives a relatively clear understanding of the level of reoffending that has occurred among similar offenders.
      This level of explicitness or clarity is potentially diminished through the use of categorical labels such as
      high, medium or low risk. The use of such labels is comparative; a group or individual presents with high, medium
      or low risk compared to some other group or individual. The information that is often not made explicit is
      ‘compared to whom?’. In correctional and judicial decision-making, the concern is more likely to be how an
      individual offender compares to other offenders. So the question arises of how to best apply labels to
      well-defined groups of offenders in order to convey the relative level of risk for specific types of reoffending.
    


    
      Some have argued that the use of category labels to communicate risk com presses the descriptive function of the
      expert witness and the preventive prescriptive functions of the court, and may in fact usurp the role of the
      judge in the judicial decision-making process (Schopp, 1996). While this may not be the intent of providing a
      categorical label such as ‘high risk’ in communicating the finding of a risk assessment, care must be taken to
      distinguish the basis of such a label as used by the mental health expert and the standard that the court will
      use to determine what preventive measures are warranted under the law.
    


    
      The practical aspect of this issue is the question of what level of risk represents the threshold for legal
      sanctions or clinical interventions. While this is sometimes clearly a judicial decision, it may be more useful
      to correctional and judicial decision-makers to have explicit information on the relative risk presented by an
      individual offender than is provided by a categorical label. This can be facilitated by not only providing the
      rate of reoffending observed in groups of similar offenders, but the relative number of offenders who populate
      the various groups (i.e., what percentage of offenders fall within each of the designated risk groups). It is
      only with this information that users of a risk assessment report will have general sense of approximately where
      a particular individual falls in the overall distribution of offenders. Examples of commonly used risk assessment
      tools are listed in Table 4.1.
    


    
      Assess the offending behaviour
    


    
      Functional analysis is a method that was developed originally as part of an assessment process for behaviour
      modification programmes, and aims to establish the purpose of the action or behaviour, to specify the variables
      that maintain the behaviour, as well to identify other more pro-social behaviours that might satisfy a similar
      purpose (Daffern et al., 2010). The functional analytic approach is thus, as its name suggests, primarily
      concerned with identifying the functions of the behaviour that is considered to be problematic. The assessment
      focuses initially on the current presentation of the problem, which is then contextualized through exploration
      of earlier formative events and experiences, and how these have shaped the offender’s beliefs, emotions and,
      importantly, behaviour. A framework for functional analysis is described by Grant et al., (2008), which
      although developed for the cognitive-behavioural treatment of mental health problems, is nonetheless useful in
      assessing offenders (see Table 4.2).
    


    
      Table 4.1 Examples of risk assessment tools
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      Grant et al., (2008) suggest that a number of questions in addition to those about the problem behaviour
      can also inform the functional analysis. These relate to the types of question that are routinely asked in any
      assessment, such as the goals and expectations of treatment, medication and substance use, assets and strengths,
      current mental status, medical history, family, developmental, personal history and so on. A particular strength
      of the functional analytic approach is that it allows historical information relating to the development of
      behaviour to be combined with more recent information about how behaviour is maintained – whereas some problems
      may be long standing, others may act as triggers to the offending behaviour.
    


    
      The functional analytic approach has been used as a basis for case formulation with offenders, in a method known
      as the Criminogenic Needs Assessment (CNA). The initial aim of a CNA is to identify those needs that are the most
      directly associated with the offending behaviour for a particular individual. It begins with the assessor drawing
      together factual information about a number of different areas, given that any forensic assessment should not
      rely on self-report alone and, whenever possible, review any available
      documentation to verify the offender’s account. In addition, this ensures that any new information (which can be
      disclosed many months or years after an offence) is integrated into the assessment. Howells (1998) has suggested
      individual functional analysis with offenders should then consider a wide range of antecedent variables – the
      assessment should place a major emphasis on a detailed description of how the events leading up to the offence
      unfolded over time, in other words constructing what is sometimes called an ‘offence-chain’ with the offender.
      Functional analysis of this sort focus on proximal rather than distal antecedents of offending given that distal
      antecedents are more likely to relate to the onset rather than the maintenance of the offending, and it is
      maintenance factors that are crucial to the process of identifying targets for change. It is also important to
      complete a CNA for each specific offence, such that patterns and themes that are relevant to risk can be
      identified.
    


    
      The assessment needs to be multifocal, and include both environmental and intrapersonal variables. Amongst the
      environmental variables will be the immediate and contextual antecedents for the offence, as well as the
      functional consequences. Intra-personal variables will include dispositions and traits (e.g., impulsivity, psychopathy), as well as patterns of cognition, appraisal, belief and interpersonal
      behaviour. Variables such as mental disorder and substance abuse will also need to be included, given the
      evidence that these are often implicated in some types of offending.
    


    
      Table 4.2 How to conduct a functional analysis of offending behaviour
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      Assessing antecedents to offending
    


    
      Frequency, intensity, duration and form of offending. Qualitative research methodologies have been used to
      describe the heterogeneity of offending behaviour. A number of different ‘pathways’ to offending have been
      identified that attempt to describe the physical process of offending, as well as the cognitive, affective and
      attributional elements of offending as they play out over time (e.g., Ward et al., 1995). For example,
      four major pathways to child sexual offending have been identified in terms of the extent to which offending
      strategies might be considered to be either ‘active’ or ‘passive’, and the extent to which the goals of offending
      were either ‘avoidant’ or ‘approach-oriented’. Yates and Kingston (2006) have demonstrated that the pathways are
      associated with different offender types (e.g., the avoidant-passive pathway is characteristic of incest
      offenders), whereas Chambers et al., (2008) identified five distinctive offence pathways in violent
      offending. It is possible to understand the form of offending by rating the offending according to a relatively
      simple set of criteria (see Table 4.3).
    


    
      Behaviour chains
    


    
      It can be useful to identify behaviour chains. One approach that has made effective use of behaviour chains is
      Dialectical Behaviour Therapy (DBT). Developed by Marsha Linehan primarily for the treatment of borderline
      personality disorder, the emphasis on individual patterns of behaviour suggests utility for this perspective in
      case formulation with offenders. According to Koerner and Linehan (1997),
    


    
      To understand a specific problematic behaviour, DBT case formulation relies on functional analysis or behaviour
      chain analysis. This is where the “rubber meets the road,” where general hypotheses regarding problematic
      behaviour guide the analysis of specific antecedents and consequences that maintain (motivate) current
      problematic behaviour. Each individual is likely to have a unique pattern of variables controlling problematic
      behaviour, and these variables may differ from one set of circumstances to another.
    


    
      (p.346)
    


    
      Behaviour chain analysis as described within the DBT framework involves an in-depth analysis of events and
      situational factors before and after instances of the problem behaviour, with the goal of developing an accurate
      and complete account of behavioural and environmental factors contributing to the behaviour. Particularly close
      attention is paid to the reciprocal interactions between environmental factors and the individual’s emotional,
      cognitive and overt behavioural responses.
    


    
      Table 4.3 Offence pathways checklist (from Bickley and Beech, 2002)
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      Koerner and Linehan (1997) describe how a chain analysis is conducted in DBT. It begins with a clear definition
      of the problem behaviour. In the context of sexual offending, it would require a detailed and accurate account of
      specific instances of the individual’s offences. The clinician and client then identify both general
      vulnerability factors, defined as factors that are the context in which precipitating events have more infl
      uence, such as emotional distress, isolation or relationship confl ict, and
      specific precipitating events that begin the chain of events that lead to the problem behaviour. The clinician
      and client then must identify each link between the precipitating event and the problem behaviour (for our
      purposes, an instance of sexual offending), to yield a detailed account of the thoughts, feelings and actions
      that moved the individual from a pre-offending state to the actual offending behaviour. Finally, the clinician
      and the client identify the immediate and delayed reactions of the client and others that followed the problem
      behaviour.
    


    
      One outcome of this analysis is that it allows the clinician to identify each juncture where an alternative
      response by the client might have produced a different sequence of events and averted the conditions that lead to
      the problem behaviour. Here again we see the utility of this approach for risk management. When dysfunctional
      links occur, such as behaviours that interfere with achieving the individual’s long-term goals, the clinician can
      assess what specific alternative behaviours would have been more adaptive and why this alternative behaviour did
      not occur.
    


    
      The use of cognitive-behaviour chains for understanding risk specifically with sex offenders has been described
      by Nelson and Jackson (1989). They note that risk of sexual reoffending is determined by both personal and
      environmental variables. ‘The idiosyncratic constellations of high-risk elements and the way they interact to
      comprise high-risk situations must be specifically outlined for each offender’ (p.167). The authors present a
      step-by-step description of the process of building a behavioural chain, starting with the offender identifying
      between seven and ten behavioural events that served as antecedents to an episode of sexual offending. They
      emphasize the need to begin with observable events described in behavioural terms, focusing on what happened
      instead of why it happened. One guideline for identifying these initial antecedent behavioural events is the need
      to determine what made the particular situation different or special in a way that led to the sexual offending
      behaviour, which facilitates the ability of the offender to view the offence as an endpoint in a series or chain
      of interconnected events.
    


    
      In the initial phase of building the behavioural chain, offenders are prevented from interjecting cognitions or
      effects in an effort to explain or justify their offending behaviour. This forces offenders to distance
      themselves from the events leading up to their sexual offences and to become more objective observers of personal
      events, and allows the individual to analyze the environmental and personal determinants of offending. The
      pertinence of each contributing event in the behavioural offence chain can then be separately evaluated to
      determine whether the event increased, decreased or had no effect on the probability that the offence would later
      occur.
    


    
      The second step in the chain-building process is to add the cognitions and affects representing the manner in
      which the offender interpreted the particular events that moved them toward their offences, resulting in a
      cognitive-behavioural offence chain. This is done by asking the offender to describe their interpretation of each
      separate event in the initial behavioural chain. By adding the personal interpretations of behavioural events, a full picture emerges of how the offence occurred. Nelson and
      Jackson (1989) describe the resulting cognitive-behavioural chain as a roadmap of how the offender moved toward
      the offence until the outcome became inevitable. Should the various risk factors in the chain fail to fit
      together to provide a clear image of this pathway, it suggests that important and necessary elements are missing,
      and that more work in developing the chain is needed.
    


    
      The application of a well-developed cognitive-behaviour offence chain to risk formulation lies in the expectation
      that future high-risk situations will have many elements in common with the past situations that provoked sexual
      offending behaviour. It is necessary to generalize the cognitive-behavioural chain so that it includes the
      cognitive themes and classes of events that are common across the situations that place the individual offender
      at risk. Adequate generalization requires that a separate offence chain is developed for each episode of sexual
      offending. As this is a time-consuming and effortful process, it may not be practical for offenders with high
      numbers of previous sexual offences to complete an offence chain for each separate offence in their history.
      However, Nelson and Jackson (1989) suggest that cognitive-behavioural offence chains should be developed for a
      representative sample of an offender’s prior sexual offences in order to understand the types of recurring events
      and interpretive themes for which alternative responses must be developed in order to manage risk of reoffending.
      This emphasis on intervention is particularly relevant to functional analytic approaches to risk assessment with
      sex offenders. Drawing from Hart (1998), Conroy and Murrie (2007) point out that one of the most important
      reasons to incorporate ideographic factors is that the task of risk assessment is violence prevention, not
      violence prediction.
    


    
      Environmental triggers
    


    
      Risk is contingent upon current contextual variables, and that even high-risk cases will not be at imminent risk
      at all times. The distinction between ‘status’ and ‘state’ risk factors made by Douglas and Skeem (2005) is
      useful here. Risk status is defined as the inter-individual risk level which is based largely on static risk
      factors, whereas risk state is the intra-individual risk level determined largely by the current status of
      dynamic risk factors. The notion of risk state encompasses the idea that each individual will vary in their
      likelihood of re-offending over time and across situations, depending on such factors as access to victims,
      current degree of alcohol or drug use, access to and compliance with treatment and supervision services, the
      nature of interpersonal relationships and support systems, current mood states, and so on. Thus, different
      individuals who have similar profiles in terms of their scores on various risk assessment measures will not
      necessarily respond in a similar way to the same interventions or, indeed, require the same risk management plan
      (see Vess and Ward, 2011). It is, therefore, important to integrate ideographic, case-specific information into
      any assessment.
    


    
      Factors such as victim access, availability of supervision and collapse of
      social supports, will all exert an infl uence on the immediate environment in which offending might occur. An
      important implication of the assessment and subsequent case formulation approach presented here is that risk is
      heavily contingent on the post-release environment. An important perspective in understanding risk of reoffending
      is to clearly identify the environmental factors that contributed to prior offending, and the likelihood of the
      offender re-encountering these factors following release (and the individual’s current capacity to cope
      effectively with these factors). The frequency and intensity of treatment and supervision activities should be
      based on an ongoing assessment of risk, which can increase or decrease in frequency over time depending on
      current contingencies in light of the offender’s individual risk factors. High-risk offenders may initially need
      frequent and intense supervision, including scheduled office appointments and unannounced home visits by the
      parole agent to minimize the opportunity for acute risk of re-offence to develop (Vess and Ward, 2011).
    


    
      Cognition
    


    
      It is often important to identify the core beliefs that a person holds about themselves, others, and the world to
      understand the functions that offending serves. In fact, the identification of core beliefs is a central aspect
      of cognitive-behavioural therapy, which holds that most psychological problems result from the activation of core
      beliefs that were developed mainly (but not exclusively) as a result of early childhood experiences (Beck, 1976).
      Some clinically relevant core beliefs are described in Table 4.4, which are aligned with Erikson’s stages of
      development following the work of Needleman (1999), given that an understanding of how such beliefs are acquired
      developmentally is considered important to the development of a treatment plan.
    


    
      There is a body of research which suggests that offenders tend to hold similar sets of core beliefs about
      themselves, the world and their offending that can help to explain their
      aggressive behaviour and inform attempts at intervention (Beech et al., 2005; Dempsey and Day, 2011;
      Gilchrist, 2009; Polaschek and Gannon, 2004; Tilley and Brackley, 2005). These have been described in relation to
      what have been termed ‘implicit theories’, or theories about the world which affect thinking, actions and the way
      in which the behaviour of the self and others is perceived (Ward, 2000). Such theories are networks of beliefs
      that support, facilitate or legitimize offending, and are thus considered to be key risk factors for offending.
      They are thought to play an important role in the development and maintenance of what have been termed cognitive
      distortions (for a full discussion of the role of cognition in offending, please refer to Gannon et al.,
      2007), and as such are central to any attempt at intervention. The theories are implicit as individuals may not
      recognize them as hypothetical, seeing them as truths about the world and how people should behave. In many ways,
      they parallel the notion of schema which has informed the development of cognitive therapy approaches to mental
      health problems. Young (1994) describes schema as ‘broad, pervasive themes regarding oneself and one’s
      relationships with others, developed during childhood and elaborated throughout one’s life which are
      dysfunctional to a significant degree’ (p.22). (see Chapter 3)
    


    
      Table 4.4 Core beliefs associated with mental health problems (adapted from Grant et al., 2008).
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      Clearly, an important aspect of any attempt to rehabilitate offenders is identifying such cognitive distortions
      and their related implicit theories, bringing these into conscious awareness, and changing or modifying those
      cognitions that facilitate offending. Implicit theories can be identified by examining statements and inferences
      made during interviews about the offence and the circumstances leading up to the offending, and can be directly
      linked to offence pathways and aetiological explanations for offending (Ward and Beech, 2006). The Young Schema
      Questionnaire (Young and Brown, 1994) can also be used to identify problematic schema.
    


    
      Affect
    


    
      Douglas and Skeem (2005) suggest that negative mood states can be associated with negative cognitions about the
      self and others that increase the risk of offending occurring. They note that negative affect can be associated
      with both irritability and impulsivity, again increasing risk, as well as contributing to familial or
      relationship problems, lack of personal support, employment problems, and stress, which may also increase risk.
      Langton and Marshall (2000) have further suggested that ‘emotions exert a pervasive infl uence on motivation and
      appraisal both at [the] pre-offence stage and throughout the unfolding offence chain’ (p.172). In their 2001
      book, Zamble and Quinsey reported the findings of a study in which they asked a sample of over 300 prisoners to
      describe their feelings in the period leading up to their most recent offence (Zamble and Quinsey, 2001). They
      compared the responses of recidivists to those of non-recidivists finding, somewhat remarkably, that over
      three-quarters of the recidivist group described experiencing dysphoric feelings in the 30-day period prior to
      the original or index offending (compared with only 42 per cent of the group who had not re-offended). Over shorter measurement periods the differences between the two groups were even
      greater, with 65 per cent of the recidivists experiencing negative emotions in the 48 hours leading up to their
      offence, compared with only 11 per cent of the non-recidivists. These findings are broadly consistent with those
      of Hanson and Harris (2000) who, in their study of sexual offenders on community supervision orders, found that
      recidivists showed an increase in negative emotion, anger and general psychiatric symptoms just prior to
      offending. They are also supported by Wiesner et al., (2005) who, in their longitudinal research,
      identified a link between high levels of depressive symptoms and substance use in a sample of what they termed
      ‘chronic high level’ offenders.
    


    
      Such studies, although largely descriptive in nature, appear to offer preliminary support for the proposition
      that the experience of acute negative emotions (or dysphoria) is closely, and possibly causally, associated with
      re-offending. As such, it becomes important to monitor dysphoric feelings (sub-clinical levels of anxiety and
      depression), how these feelings change over time, and the role that they play in offending. If they do appear to
      be relevant, then attention needs to be given to understanding how these feelings change, both in terms of
      intensity and over time.
    


    
      Physiological antecedents
    


    
      Some evidence suggests that certain physiological and neuropsychological factors such as reduced autonomic
      arousal may infl uence the emergence and persistence of criminal offending behaviour (Cauffman et al.,
      2005; Rain, 2002). One of the most direct relationships between physiological state and behaviour is seen in the
      effects of alcohol or drugs. The significance of heavy and prolonged use of alcohol may also go beyond the
      temporary disinhibition and impaired judgement associated with states of acute intoxication. Alcohol is a
      neurotoxin, and chronic ingestion of excessive amounts can result in a variety of damaging effects on the tissues
      of the brain, with associated patterns of cognitive impairment (Lezak et al., 2004). The severity of the
      specific deficits associated with chronic alcohol abuse is related to the intake quantity and duration of the
      individual’s drinking problem. Age at which drinking began has been found to be a strong predictor of the degree
      of cognitive dysfunction, with those engaging in daily heavy consumption prone to the most alcohol-related
      deficits.
    


    
      Of particular concern in cases of violent or sexual offending are deficits in adaptive or executive functioning
      associated with cortical activity in the frontal lobe portions of the brain. Damage to these areas, referred to
      as frontal lobe syndrome, has been frequently observed in cases of chronic alcoholism. Individuals with frontal
      lobe syndrome typically do not show dramatic cognitive deficits on formal mental status testing, and may not have
      significant deficits in standard intelligence testing such as the Wechsler Adult Intelligence Test (WAIS), but
      they will often demonstrate specific personality and behavioural deficiencies. Some individuals with frontal lobe
      damage are primarily inappropriately intrusive or socially aggressive. The frontal lobe regions of the brain are
      where reason and emotion interact, such that dysfunction in this area can result in unchecked emotions and ‘an intellect without social or emotional guidance’ (Strub and Black, 1985
      p.17).
    


    
      Deficits in executive functioning have been considered in relation to criminal offending. A review by Bennett
      et al., (2005) argues that
    


    
      The functioning of the brain has important implications for cognitive appraisal and the resulting behaviour. …
      Additionally, research suggests that damage of or lesion to the frontal lobes of the brain interfere with normal
      executive functioning and may result in low intelligence and academic attainment, attention-deficit-hyperactivity
      disorder (ADHD), an inability to perceive the consequences of an action, irritability, impulsivity, aggression,
      and violent behaviour (Moffitt, 1990; Walter, 1999). Seguin, Pihl, Harden, Tremblay, and Boulerice (1995)
      reported that cognitive-neuropsychological tests of executive functioning at age 14 were the strongest predictors
      of violence for boys in the Montreal longitudinal study.
    


    
      (p.266)
    


    
      These findings are further elaborated by Nedopil (2000), who states,
    


    
      Orbitofrontal lesions may simulate the characteristics of antisocial personality disorder, with the exception of
      being manipulative. Lack of concern for others, irritability, and inappropriate and socially inacceptable
      behaviours (e.g. exhibitionism) are the most common symptoms. Patients may behave violently, especially under the
      infl uence of even small amounts of alcohol or in situations which are mildly irritating. This is due to their
      lack of control, to their inability to refl ect on the consequences of their behaviour, and to their lack of
      concern for others.
    


    
      (p.47)
    


    
      This is not to suggest that all chronic or violent offenders suffer from damage to certain parts of the brain or
      specific forms of neuropsychological deficits. However, some clients, particularly those with a heavy pattern of
      alcohol and drug use from an early age, or a history of possible head injury, may warrant more specific cognitive
      or neuropsychological assessment, especially in relation to executive functioning involving the frontal lobe area
      of the brain.
    


    
      Mental disorder variables and personality dispositions
    


    
      A significant proportion of incarcerated offenders demonstrate some form of mental illness including anxiety and
      mood disorders, psychotic disorders and various personality disorders (Soothill et al., 2008). For some
      offenders, the nature of their mental illness will have a direct effect on their offending and risk for
      reoffending. In such cases more general psychological assessments, such as those pertaining to mental health,
      personality functioning and intelligence can be useful. This area of assessment and case formulation will be
      taken up in more detail in Chapter 10 on mentally disordered offenders. Suffice it here to say that an explicit assessment of mental disorder factors is sometimes necessary for an
      effective case formulation and management plan.
    


    
      Psychopathy
    


    
      Of the risk factors that fall within the category of mental disorder or personality factors, the one with the
      broadest relevance and empirical support is psychopathy. Psychopathy is a severe form of personality disorder
      with distinctive emotional, interpersonal and antisocial features. Highly psychopathic offenders are
      characterized by emotional deficits such as a lack of empathy or remorse, a manipulative and exploitative
      interpersonal style, and a blatant disregard for the rights of others. There is wide agreement that the best
      standardized measure for assessing psychopathy is the Revised Psychopathy Checklist (PCL-R) developed by Robert
      Hare. It assesses 20 emotional and behavioural features that define psychopathy, based on a thorough review of
      file and interview information. When conducted by adequately trained individuals, it the PCL-R produces highly
      reliable scores. Hare (2003) has reviewed a variety of studies that demonstrate a predictive relationship between
      psychopathy and reoffending, particularly violent and sexual reoffending.
    


    
      It is important to note the differences between the classification of psychopathy and the DSM IV diagnosis of
      Antisocial Personality Disorder (ASPD). The last several revisions of the DSM criteria for ASPD have focused
      primarily on a list of behavioural characteristics, to the exclusion of the interpersonal and affective elements
      which define psychopathy. The behavioural manifestations of ASPD are thus more closely related to the unstable
      and antisocial lifestyle measured by Factor 2 of the PCL-R. Because psychopathy is more specific in the
      interpersonal and affective components that define it, psychopathic individuals represent a subset of those
      diagnosed with ASPD. While it has been reported that up to 80 per cent of prison populations qualify for a
      diagnosis of ASPD, the base rate for psychopathy is 15–25 per cent (Hare, 1991). Thus while most psychopaths in
      correctional settings have ASPD, only a minority of ASPDs are psychopaths.
    


    
      Several correlates of psychopathy with significance for forensic populations have been identified. These include
      poor treatment response, institutional misconduct, escape risk and risk for both general and violent recidivism
      following release (Barbaree et al., 2001; Gacono et al., 1997; Harris et al., 1993; Heilbrun
      et al., 1998; Hill et al., 1996; Kroner and Mills, 2001). Several studies also indicate that
      psychopathic individuals are less involved in available treatment and show fewer sustained gains from treatment
      (Ogloff et al., 1990). While some early studies reported no difference in rates of institutional violence
      between psychopathic and non-psychopathic prison samples (Heilbrun and Heilbrun, 1985), later studies report that
      psychopaths have been more likely to be involved in institutional violence and aggression than their
      non-psychopathic counterparts (Heilbrun et al., 1998) also found that psychopathy in mentally ill
      offenders was significantly correlated with post-discharge violence against persons but not offences against
      property. Rasmussen and Levander (1996) and Hill et al., (1996) found that psychopathy was one of several
      variables that predict crime and aggression patterns as well as socially
      disruptive behaviour in patients from a maximum security psychiatric unit.
    


    
      A small number of studies have found that psychopaths who have received treatment show higher rates of reoffence
      than psychopaths who have not received treatment. In a pair of frequently cited studies, the violent recidivism
      rates of 169 mentally disordered male offenders participating in a secure psychiatric hospital therapeutic
      community programme were compared over a ten-year period. Results indicated that 40 per cent of the total number
      released committed a violent offence. Strikingly, 77 per cent of psychopaths in the sample committed a violent
      offence, as compared to 21 per cent of the non-psychopaths (Harris et al., 1991). In a subsequent
      comparison, these authors found that while the violent recidivism rate for treated non-psychopaths was
      significantly lower than for untreated non-psychopaths, the violent recidivism rate of treated psychopaths was
      significantly higher than a matched control sample of untreated psychopaths (Rice et al., 1992).
    


    
      Explanations offered for this outcome include the possibility that psychopaths use the skills learned in
      treatment inappropriately (Hare et al., 2000). After participating in certain types of treatment, such as
      interpersonal skills building and empathy training, psychopaths may use these skills to gain access to victims
      following release and to manipulate others more effectively, essentially becoming more skillful psychopaths
      rather than more responsible or considerate individuals. It has also been suggested that psychopaths may increase
      their risk for reoffence through exposure to others’ deviant fantasies and behaviour or learning from others’
      modi operandi during treatment (Quinsey et al., 1998; Seto and Barbaree, 1999).
    


    
      It is important to recognize that psychopathy is a well-validated risk factor, as well as an important
      responsivity factor, as there appears to be a strong relationship between the level of psychopathy and the
      capacity to engage effectively in most forms of therapeutic intervention. Therapeutic alliance may be difficult
      to achieve, and psychopaths may have a deleterious effect on the therapeutic milieu and the treatment readiness
      of other offenders in the treatment setting. Accurately assessing psychopathy therefore becomes a critical aspect
      of many forensic assessments and case formulations, as well as treatment planning and effective management of a
      treatment programme.
    


    
      Offender strengths
    


    
      Functional analysis focuses on understanding the problem behaviour rather than those areas of an individual’s
      life that can be understood as promoting healthy and offending free lifestyles (such as good relationships,
      family support and a positive personal identity). It is here that the Good Lives Model and the conception of
      primary goods is important. As described in earlier chapters, primary goods are essentially activities,
      experiences or situations that are sought for their own sake and that benefit individuals and increase their
      sense of fulfilment and happiness. Examples of primary human goods include knowledge, relatedness, agency, inner peace (emotional equilibrium), play, physical health and mastery.
      Secondary goods are the means used to secure the primary goods, and it is in this area that offenders often
      experience problems. Day et al., (2011) have recently outlined a simple structure to use when assessing
      primary goods (see Table 4.5) in a way that provides information that can be used to enhance a case formulation.
      An assessment of the extent to which offending occurred in relation to either avoidant or approach goals can be
      useful here (addressed in more detail below).
    


    
      Willis et al., (in press) suggest that a Good Lives informed case formulation should specify the
      relationship between a client’s most heavily weighted goods and offending, a client’s offence pathway (e.g.,
      direct/indirect pathway; or self-regulation pathway), specific fl aws in their (at this stage implicit) Good
      Lives plan, including problems with means, scope, coherence/confl ict (i.e., between two Primary Goods or between
      means of obtaining Primary Goods) and capacity (skills, resources, opportunities) in relation to securing heavily
      weighted goods and other goods, and how the client has appropriately achieved valued goods in the past/now (i.e.,
      strengths).
    


    
      Limitations and ethical issues of a functional analysis approach to risk formulation
    


    
      There are several significant limitations to the practical application of functional analysis in risk assessment,
      especially with sex offenders. Plaud (2007) raises one practical issue when he states that functional approaches
      eschew self-report data. In writing about sexual offender assessment, Plaud notes that, ‘In many cases of
      problematic sexual behaviour, there may be a long history of reinforcement for inaccurate self-reporting because
      of negative consequences. Thus, responses are best if they are directly measured, for example, through
      plethsymography’ (p.365). However, plethysmograph (PPG) assessments are not without their own limitations (see
      for example Laws, 2006), and these type of behavioural or physiological assessments are simply not possibly with
      most types of offender. This leaves the risk assessment clinician with self-report data.
    


    
      In some cases, self-report data can provide a reasonably accurate and complete account of the thoughts, feelings,
      behaviours and environmental factors necessary for a functional analysis of the offending behaviour. This will
      most often occur in cases where the offender is voluntarily compliant with the therapeutic process of a
      specialized treatment programme, and has developed a strong therapeutic alliance with one or more of the treating
      clinicians. There are many instances, however, when the offender has not actively engaged in a treatment
      programme that would result in the necessary self-disclosure. Furthermore, some offenders will continue to deny
      or minimize their offending at the time that a risk assessment must be completed. In these circumstances,
      adequate information for developing an adequate functional analysis for the individual’s offending behaviour may
      not be possible.
    


    
      Table 4.5 Proposed structure for assessment of primary goods
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      A related issue derives from potential confl icts between the roles of
      assessment and treatment, and the negative effect that the assessment process may have on the therapeutic
      alliance necessary for treatment. The main goals of the assessment process are to provide a clear determination
      of the level of risk and to develop recommendations for treatment and case management. This process may
      necessitate a degree of confrontation in a relatively short period of contact with the offender, and the results
      of the assessment are often seen by offenders as working against their perceived self-interests (e.g., the
      finding of high levels of risk for reoffending, the need for incarceration, reporting of a high potential for
      non-compliance, reporting high levels of psychopathy with implications for limited self-regulation and treatment
      responsivity, etc.). In many cases, the assessor may be seen by the offender as an adversary, as someone who may
      betray them and cause harm. This places the subsequent development of trust, rapport and alliance with the
      clinician in a treatment role at a disadvantage.
    


    
      This dynamic between assessment and treatment roles is especially pronounced in situations where there will be
      ongoing periodic assessments resulting in reports to decision-making bodies regarding risk reduction and
      readiness for release. It is difficult to maintain an effective therapeutic alliance if one is also the clinician
      who will be reporting (and perhaps appearing in front of the Parole Board or Court to testify) about the
      offender’s lack of readiness for discharge or inadequate reduction in risk. It is hard to appear in court one day
      in an opposing role and then resume a therapeutic role the next day back at the treatment unit. It may be better
      to have different sets of clinicians in the roles of assessment and treatment. This allows for much cleaner
      boundaries and clarity of goals between offender and clinician.
    


    
      Case formulation
    


    
      Case formulation should be a routine aspect of offender assessment, and is particularly useful in circumstances
      when the focus of treatment is unclear, when relatively little is known about a particular offence, and in
      working with offenders who fail to progress in treatment (Drake and Ward, 2003). It is particularly important
      when working with high-risk offenders. Case formulation can add significant value to any assessment, not only
      offering a way of contextualizing risk, but continuing a process in which the client gains insight into his or
      her behaviour, develops motivation to change and arrives at a clear understanding of what is required for change
      to occur (Grant et al., 2008). Whilst, for example, actuarial assessments can help to categorize a client,
      they typically do not lead to detailed treatment plans or specific statements about how risk might be
      effectively managed for the particular individual being assessed.
    


    
      Even amongst psychologists, there is no consensus about what information should be included in a good
      formulation. Indeed, a wide range of different approaches are used in practice, even within cognitive-behavioural
      therapies (Flitcroft et al., 2007), and some studies have reported low
      inter-rater reliability between therapists when asked to formulate the same case (Persons et al., 1995).
      Sturmey (2010) has, however, suggested that each of the different approaches that has been described share a
      number of common features. They aim, for example, to identify key aspects of a presenting problem, account for
      both the onset and maintenance of the problem and inform the development of a plan that is tailored to meet the
      needs of the individual. They differ in relation to which variables are considered to be important, the emphasis
      placed on historical antecedents to behaviour, the extent to which the formulation identifies opportunities for
      intervention and the role that the therapeutic relationship should play in the formulation process. For Sturmey
      (2010), while some see these differences as relatively unimportant, ‘others see them as fundamental and
      irreconcilable’ (p.27). For our purposes, however, the definition developed by Vess and Ward (2011) of the
      forensic case formulation as an explanation of why an offender acted as he or she did is sufficient. Formulation
      is described as:
    


    
      a conceptual model representing an offender’s various problems, the hypothesised underlying mechanisms, and their
      interrelationships. It should be clearly linked to contemporary theory and research on offending behaviour. A
      forensic case formulation is in effect a clinical explanation in the form of a testable hypothesis that specifies
      how an offender’s symptoms or problems are generated by psychological mechanisms, for example, dysfunctional core
      beliefs or behavioural deficits. Furthermore, a case conceptualisation provides a rational basis for determining
      treatment needs that can be used to tailor interventions to individual offenders with the aim of achieving
      optimal outcomes, including but not limited to reduced reoffending.
    


    
      (p.xx)
    


    
      Vess (2008) has further described how the case formulation process can be understood in relation to the
      anamnestic approach to risk assessment. In conducting this type of assessment, each incidence of offending in the
      individual’s history is carefully examined in order to establish the chain of events that resulted in each
      offending episode. This includes specific triggers of the problematic behaviour as well as patterns of behaviour
      that have led to offending. Protective factors which may have prevented other episodes of offending are also
      considered. The result of the formulation is to identify how and why a particular individual has offended,
      including a combination of personal and situational factors acting in a particular sequence of causal
      relationships. This approach bears many similarities with the approach to case formulation described next.
    


    
      Although a case formulation will differ according to the presentation and circumstances of the particular
      individual who is being assessed, there are several aspects of a formulation that are characteristic of good
      formulations (see Table 4.6). We have listed these below and, in the following chapters of this book, have
      attempted to illustrate this with formulations of the different offenders we have assessed.
    


    
      Table 4.6 Features of a good formulation
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      Case example
    


    
      Mr Frazier is a 36-year-old Caucasian man who is currently awaiting sentencing for his most recent convictions
      for burglary. He was arrested for breaking into four different commercial establishments over the course of two
      weeks, stealing money and electronic equipment.
    


    
      The behaviour (the offending)
    


    
      Mr Frazier has an offence history remarkable for the consistency with which he reoffends, despite any sanction
      that has been imposed by the Court. The official criminal and traffic history indicates that Mr Frazier has a
      total of over 100 con victions. There have been no extended periods when he has been offence-free. He often
      reoffends very quickly following release into the community, sometimes within a matter of the first few days. The
      vast majority of his convictions are for burglary or theft, although his record also includes escape,
      impersonating a police officer and driving offences. There is no indication of violent or sexual offending, in
      fact no offences directly against other persons. His threat appears to be entirely against property and property
      owners.
    


    
      Frequency, intensity, duration and form of offending. Mr Frazier’s criminal behaviour consists primarily
      of burglary and theft offences, which follow a consistent pattern. He has a long history of reoffending shortly
      after release from prison, following from several antecedent conditions.
    


    
      Risk assessment. Unlike the specialized actuarial measures that have been developed and empirically
      validated for assessing risk of reoffending with violent or sexual offenders, there are currently no recognized
      protocols specifically for the assessment of predominantly property offenders such as Mr Frazier. However, the
      LSI-R provides a well-validated assessment measure of risk and need factors related to
      general recidivism. Using this instrument, Mr Frazier shows a ‘high’ risk for reoffending. More specifically, he
      shows a high level of need in the areas criminal history, education and employment, non-existent or non-rewarding
      family and marital relationships, lack of pro-social leisure and recreational activities, mostly criminal
      companions and predominantly pro-criminal attitudes and orientation. He does not, however, show significant needs
      involving alcohol or drug abuse, sexual or violent offending, or a particularly diverse pattern of antisocial
      behaviour. Because there are no actuarial risk measures specific to repeat property offences like burglary, and
      in the absence of specific base-rate data for this type of offending, it is necessary to assess the particular
      offending behaviour for Mr Frazier in order to understand the likelihood of reoffending under the circumstances
      he is anticipated to encounter upon release into the community.
    


    
      Developmental factors. It is useful to start by obtaining an understanding of the family background of the
      offender. This provides important information that can be used to guide the interpretation of offending
      behaviour. Mr Frazier has reported that his father apparently left home before Mr Frazier was born. He still
      harbours resentment toward his father for this. Mr Frazier was cared for by his maternal grandparents until the
      age of five, when he moved to live with his mother. He has little recall of his experiences until the age of ten,
      at which point his mother remarried. This was a distressing development for Mr Frazier, and it was reported that
      his sense of loneliness and alienation increased after the birth of his twin half brothers when he as 11 years
      old. Mr Frazier has also reported that he was sexually abused at this age by an older male, for which he has
      subsequently received counselling. He left school at age 15 and began offending shortly thereafter with Youth
      Court convictions for shoplifting, obtaining by false pretences and theft.
    


    
      Antecedents
    


    
      Environmental triggers. Relevant environmental circumstances involve being alone in the community without
      adequate financial or social support resources to meet his daily living needs or his emotional and relationship
      needs. He is often encouraged in this behaviour by exposure to familiar antisocial associates he encounters in
      the community.
    


    
      Cognitive antecedents. He feels suspicious of law enforcement, including his parole officers, who he
      believes are committed to his failure and re-arrest rather than his successful reintegration. He anticipates that
      he will fail, related to beliefs about personal inadequacy and a history of repeated failure to desist from
      reoffending. His specific thoughts prior to offending often consist of telling himself that he is going to
      reoffend anyway, so he might as well get on with it.
    


    
      Affective antecedents. He becomes anxious and depressed, convinced that he cannot cope successfully and
      anticipating his eventual failure. One familiar source of perceived control available to him is to proactively
      plan and execute additional burglaries, which not only meets his material needs but also
      temporarily provides him with a sense of masterly and independent functioning, alleviating his negative affect
      and contributing to a brief sense of excitement and euphoria.
    


    
      Physiological antecedents. Unlike many offenders, Mr Frazier does not typically abuse drugs or alcohol,
      with the attendant disinhibition and impaired judgement that often facilitates offending. One relevant
      physiological antecedent is the uncomfortable level of autonomic arousal that accompanies the anxiety he
      experiences upon his release from prison. This state of agitation energizes his learned behaviour associated with
      offending, and creates an unpleasant physiological state. Offending and the resulting meeting of short-term needs
      provides temporary relief from this state and briefl y stabilizes his mood.
    


    
      Mental disorder variables and personality dispositions. Mr Frazier shows mild to moderate levels of
      depression and anxiety in relation to his chronic offending and repeated periods of incarceration (see preceding
      description of cognitive, affective and physiological antecedents, as these factors are all inter-related).
    


    
      Psychopathy. Mr Frazier obtained a score on the PCL-R which is considered average for male offenders, and
      below the cut-off typically used to classify someone as a psychopath. He, therefore, does not belong to the group
      of offenders with elevated rates of reoffending as a function of their overall level of psychopathy. Mr Frazier
      does, however, show specific characteristics on the PCL-R that may act as important antecedents to offending and
      pose challenges to effective interventions to reduce that risk. These characteristics include a willingness to
      use deceit and manipulation in committing his property offences, and a lack of guilt or empathy for the victims
      of his crimes sufficient to deter him from repeating such offences.
    


    
      Other personality factors. Mr Frazier completed the Millon Clinical Multiaxial Inventory (MCMI-III) in
      order to further assess personality features that may contribute to his pattern of chronic and repetitive
      criminal offending. His scores are characteristic of someone who continually places himself in situation where he
      will ultimately be the victim of his own behaviours. Such individuals often present as inferior and insecure.
      They are reluctant to accept pleasure or happiness, as if these are experiences that they do not deserve. Close
      relationships have often been painful, are usually associated with disappointments and frustrations, and result
      in an enduring sense that they are ultimately unworthy of the care and affection of others. Those who try to
      support and help someone with this personality style are likely to be ignored or otherwise rendered ineffectual.
      Although they may desperately want others to care for them, they present themselves in a pessimistic manner. They
      eventually undermine and sabotage the relationships that they otherwise seek to create. These individuals often
      feel inadequate and have low self-esteem. They have a limited range of competencies for reducing tensions and
      coping with stress. Such individuals are often so absorbed by their own suffering that they have few resources
      for appreciating the experiences of others, rendering them unempathetic and distrustful. This
      distrust is amplified by previously painful relationships. Additional elevations in Mr Frazier’ profile suggest a
      tendency for impulsive acting out of antisocial feelings. Individuals with similar scale elevations can be
      self-centred and devious. Their actions are often hasty, short-sighted, imprudent and generally ignore the
      consequences of their behaviour.
    


    
      Assessment of strengths and primary goods. Mr Frazier is a man of somewhat above average intelligence who
      is capable of significant insight into his behaviour. Mr Frazier reports difficulties in successfully attaining
      several primary goods necessary for his good life plan. He is particularly aware of problems he has with
      relatedness, community, inner peace and knowledge. He describes a profound sense of himself as a failure in
      effectively creating the type of relationships, social life and work that fit his conceptualization of a
      pro-social personal identity. His perception, perhaps somewhat idealized, is that he had the intelligence and
      creativity to become successful in an art-related career, to attract a loving spouse and have a happy family
      life, in contrast to the unhappy and unstable family he grew up in. He feels frustrated that he did not attain
      more education, and that his abilities to draw and paint were never developed. Instead, he believes he never had
      confidence in himself, and fell in with the wrong crowd, leading to his criminal offending as a way of both
      meeting his material needs and belonging to some identifiable social group. He recognizes that the means by which
      he has pursued the primary goods that are important to him have ultimately been dysfunctional and self-defeating.
      He also demonstrates a lack of scope and coherence in his life plan, as he cannot effectively focus beyond the
      impulsive desire to steal to meet his immediate needs, which precludes any effective or systematic approach to
      reaching his broader life goals. Because of his lack of education and employment skills, he lacks the means to
      attain a job or a social network that is consistent with a non-offending lifestyle.
    


    
      Consequences of offending
    


    
      Mr Frazier’s offending provides several short-term rewards that reinforce and sustain his offending. The most
      immediate reward is that the property and money that he obtains through burglary meet his everyday living needs
      for food, shelter, clothing, transportation and entertainment. It also provides him with a sense of control and
      mastery in his environment, where he otherwise feels inept and vulnerable. Within his small primarily antisocial
      peer group, his offending results in a certain sense of success and admiration from others which counteracts his
      chronic low sense of self-esteem and feelings of social alienation. A longer-term reward derives from the fact
      that Mr Frazier’s identity or self-concept is organized around being a criminal offender. His repetition of
      offending behaviour, dysfunctional though it is, provides a stable sense of self. Because of the distress
      associated with the threat of changes to one’s core sense of self (see Livesley, 2003), maintaining this sense of
      self is more comfortable than attempting to achieve a new, more pro-social identity.
    


    
      Some of the negative consequences of Mr Frazier’s offending are quite obvious: he is
      repeatedly arrested and incarcerated, stripped of his freedom and much of his sense of dignity. The less obvious
      consequences to his offending involve the lost opportunities to more adaptively meet his needs for pursuing a
      good life for himself. He has become largely institutionalized, unable to effectively obtain the primary goods of
      life, work, agency, relatedness, community, inner peace or happiness. Deprived of time to live in the community
      with sufficient support to develop the skills, relationships and experiences that could lead to a new sense of
      self and a better life, he falls into the familiar cycle of offending, prison, release and reoffending.
    


    
      Case formulation
    


    
      Mr Frazier experienced the abandonment of his father, confl ict with his stepfather and the sexual abuse of an
      older male during his childhood. He was further alienated and isolated by the birth of his twin half-brothers. By
      the time he reached adolescence, his sense of personal adequacy and self-worth were deeply eroded. He believes
      himself to be largely undeserving of the caring or positive regard of others, as he asks, ‘what would they see in
      me?’. He has developed few close and caring relationships with females, and even fewer with males. His sense of
      inadequacy and his well-entrenched pattern of failure contribute to a chronic sense of anxiety and impending
      difficulty, for which he has few coping skills.
    


    
      The only area in which he has achieved a sense of mastery or control is in the committing of his crimes,
      primarily commercial burglaries, although any benefit is clearly short lived and ultimately ends again in failure
      through his inevitable rearrest, reconviction and re-imprisonment. Yet beyond the immediate reinforcement of this
      behaviour through obtaining goods or money for daily survival, this criminal behaviour may serve other purposes
      for Mr Frazier. It seems to have become a way to regulate his affect or emotional state. It also provides one of
      the very few means available to him for controlling the factors that contribute to his chronic anxiety about
      impending disaster, even if this is essentially by way of precipitating the very consequences that produce the
      anxiety.
    


    
      It is clear that Mr Frazier has developed few effective resources for coping with life outside the prison
      setting. He has a self-defeating personality style with dependent features and chronic antisocial acting out. In
      this sense, he may be effectively institutionalized, and dependent on the external structure provided by such an
      environment. The challenge is, therefore, how to best assist his transition to independent living in the
      community following release that is not based on his one eventual coping response to date, a relapse into
      burglary.
    


    
      The most important primary goods identified by Mr Frazier are relatedness, agency and inner peace. Lacking both
      pro-social and intimate relationships, and plagued by a sense of loneliness, isolation, anxiety and inadequacy,
      his only source of self-sufficiency independence comes through his offending. His behavioural pattern shows that
      when he is released to the community, he is highly likely to face both the internal and external factors that
      have contributed to his past offending, and there is no current evidence that he is now
      better equipped to cope effectively with these conditions. His risk of reoffending is therefore high.
    


    
      Implications for intervention and risk management
    


    
      The primary initial barrier to effectively engaging Mr Frazier in a process of rehabilitation will be his deep
      distrust of others, particularly those in authority positions and particularly males. Results of the current
      assessment and previous reports suggest that Mr Frazier harbours a degree of unresolved disappointment and
      hostility toward his father which may generalize to all males and may fuel some aspects of his own negative sense
      of self. Because of his personality style, he is likely to ignore or otherwise defeat the efforts of those who
      that attempt to help him, at least until his perceptions of self and others begin to shift. This will take a
      patient and supportive (rather than a strongly confrontational) approach to establish a therapeutic alliance with
      Mr Frazier. It appears that beneath his superficial defences, he already experiences his life as a consistent
      failure; he is unlikely to benefit from further emphasis of this perception from those attempting to treat him.
    


    
      Once this sense of trust and therapeutic alliance is gained, Mr Frazier has several treatment needs that must be
      addressed if he is to live a successful independent life. His recourse to criminal activity as a means of
      modulating his emotional state and exerting a sense of control over his environment will need to be replaced by a
      more constructive means of managing himself in the community. While he is probably capable of gaining an
      intellectual level of insight into this issue rather quickly, it will be much more difficult for him to develop
      and implement the necessary skills. This is where consistent and open communication with trusted treatment
      personnel will be critical. Mr Frazier will require a great deal of encouragement and guidance with someone that
      he allows to be intimately familiar with his thoughts and feelings to go along with the external monitoring and
      supervision that should be part of his reintegration plan.
    


    
      Mr Frazier’ sense of validation is primarily external at this point, such that he relies on the perceptions of
      others (both real and imagined) to determine his self-image. The dependent features of his personality may
      initially contribute to the formation of a therapeutic alliance with a supportive clinician, but interpersonal
      boundaries will need to be closely monitored so that Mr Frazier does not become overly dependent on the direction
      and validation of the therapist. Explicit guidance and validation may be useful in the early stages of therapy,
      but the treatment goal should be to eventually assist Mr Frazier to gain a more internal, self-determined sense
      of adequacy.
    


    
      A cognitive factor that will need to be addressed in treatment is the process by which Mr Frazier reaches what he
      calls a ‘tipping point’ that leads to further offending. In this process he will break what he considers some
      minor rule or condition, but then proceed to justify in his mind additional and more serious offending. He
      describes himself as thinking ‘I’m screwed anyway, so I might as well go ahead and offend’, which he does. Again,
      he is easily capable of a degree of insight into the futility of this thinking,
      but unsuccessful in developing or implementing appropriate alternatives.
    


    
      Another issue that may warrant further clinical attention is the sequelae of his sexual abuse as a child. He
      reports that this experience continues to affect him negatively in his intimate relationships. One consequence of
      this interference with intimate relationships is that it may contribute to an ongoing sense of isolation and
      negative self-image, which have already been described as relevant problems in Mr Frazier’s behaviour.
    


    
      Recommendations
    


    
      Mr Frazier will require a highly structured and supportive environment literally from the moment of his release
      from prison. His functioning in this environment should be carefully planned as early as possible in the release
      process, and he should be acclimated to the setting, staff and expectations in a controlled and progressive way
      wherever possible. Ideally, he should be given escorted day passes to expose him to where he will be living and
      working and the people with whom he will need to interact. A period of great risk will immediately follow his
      walking out of prison unless he walks directly into a situation where many of the factors that have contributed
      to his previous relapses have been addressed.
    


    
      He has the potential to benefit substantially from relevant and thoughtful treatment that is provided with
      patience and sensitivity. He will also need external monitoring and supervision, but this will ideally be done in
      a way that is supportive rather than aggressive, provocative or unnecessarily confrontational. He has a number of
      issues to overcome, and he has a long record of repeated failure. He will require a great deal of assistance if
      this pattern is not to continue.
    


    
      Communicating the results of the assessment
    


    
      The main way in which the professional will communicate the findings of any forensic assessment is through the
      written report. A poorly organized report may have negative implications not only for the individual
      practitioners but also for the profession as a whole. Furthermore, common complaints against health professionals
      to Registration Boards, and Ethics Committees, with litigation and frequently a consequence of poor reports (see
      Freckelton, 2006). The first stage in preparing any report is to ensure that relevant issues are addressed.
      Relevance here will be determined by the purpose of the report. For example, a report that is written by an
      expert witness for a court or tribunal will need to make reference to the legal issues under consideration. This
      will provide the definition and direction for the report.
    


    
      Essential components of any report should include: resources used in the preparation of the report, relevant
      client background history, assessment findings, and finally, an opinion on issues relevant to the matters under
      consideration. The opinion section is where the case formulation is presented and is the pivotal element of any
      report – it is the section that is likely to be the most closely scrutinized. It is fundamental that this section is clearly written and addresses the pertinent issues outlined at the
      beginning of the report. The language should not contain jargon and the writer should appreciate that the reader
      is not likely to be an expert in the area. It is particularly important to distinguish clearly between the facts
      (e.g., results of structured assessments) and the inferences that are made.
    


    
      Conclusion
    


    
      In this chapter we have suggested that any assessment of an offender should avoid a formulaic adherence to
      listing known risk factors which are combined in a mechanical fashion to result in a ‘laundry list’ of concerns
      or recommended interventions. Formulations of the individual offender’s problems and needs are much more useful.
      A case formulation provides an aetiological framework for understanding the process by which each individual
      offends. When this understanding is combined with an accurate, detailed picture of the individual’s current life
      circumstances, and knowledge of the available supervision, support and treatment resources, then a dynamic and
      responsive treatment and risk management framework can be developed. The process of case formulation is the
      culmination of the assessment process and links it explicitly into the intervention phase. Optimally, it provides
      the assessor not only with a detailed knowledge of all of the relevant risk factors and situations in which risk
      is most pronounced, but with the opportunity to develop a positive and constructive relationship with the
      offender in a way that can significantly enhance treatment readiness. Such an approach will necessarily be time-
      and labour-intensive, and will require a degree of cooperation and self-disclosure from the offender. But only by
      having an explicit understanding of how and why an individual’s offending occurs can effective steps be taken to
      the manage risk.
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      Over the past 30 years, many western societies have implemented laws intended to increase public protection from
      the perceived threat posed by sex offenders, including provisions for life-long registration of those convicted
      for sexual offences, community notification of their offences, indefinite post-sentence commitment to secure
      treatment facilities and extended periods of community supervision. In conjunction with these laws there have
      been a number of significant developments in the assessment, treatment and management of sex offenders,
      contributing to a large and rapidly growing professional literature. It is beyond the scope of this chapter to
      cover the many theoretical, empirical and ethical issues associated with this field of practice. Rather, our
      focus here will be to provide a framework for viewing sex offenders in the criminal justice system, with an
      overview of some of the fundamental aspects of sex offending, including prevalence and nature of sexual
      offending, the assessment and management of risk, and a brief outline of the best practice approach to treatment.
    


    
      Prevalence of sex offending and sex offenders
    


    
      Sex offending and sex offenders are a major concern across international jurisdictions. Bonnar-Kidd (2010) cites
      figures indicating that 300,000 women are raped in the US each year, with 3.7 million confronted with unwanted
      sexual activity, and an estimated 9 per cent of the 900,000 children who are maltreated in the US each year are
      sexually abused. Earlier international surveys of childhood sexual abuse in community samples showed a prevalence
      rate of between 7 per cent and 36 per cent for women and 3 per cent and 29 per cent for men (Finkelhor, 1994).
      Although a significant but unknown portion of sex offences go unreported or do not lead to arrest and conviction
      (see e.g., Hanson et al., 2003: p.157), the number of male offenders convicted of sexual offences in the
      UK has increased over the past 20 years, with an increase in the prison population of 161 per cent for convicted
      rapists and 93 per cent for those convicted of other sexual offences between 1984 and 1994 (Beech et al.,
      2009). These authors also report that more recently, a prison population of 81,812 was recorded for England and
      Wales, of whom 7,428 had been convicted of sexual offending (representing 9 per cent of prison inmates), with the number of sex offenders rising faster than others in the general prison
      population.
    


    
      Sex offenders are a diverse population, with a variety of offending behaviours, victim types and pathways to
      offending. In a detailed breakdown of sexual offences across the US, Snyder (2000) reported that the proportion
      of male and female victims varied significantly by age, and show that children and adolescents appear to be at
      particular risk for sexual assault. Snyder states,
    


    
      Based on the [national] data, the year in a male’s life when he is most likely to be the victim of a sexual
      assault is age 4. By age 17 his risk of victimisation has been cut by a factor of 5. A female’s year of greatest
      risk is age 14. Her risk drops to half the peak level by age 17 and to a fifth of the peak level by age 27. At
      his peak victimization age of 4, a male’s risk of sexual assault victimization is just half that of females of
      the same age. In the later juvenile years (ages 14 to 17), the female victimization rates are at least 10 times
      greater than the male rates for similar age groups.
    


    
      (p.4)
    


    
      Although the greatest public fear, and the harshest laws, are driven by the image of the predatory stranger who
      opportunistically attacks children, such events are in fact relatively rare (Vess, 2009). Despite the public
      perception of ‘stranger danger’, only a very small percentage of sexual assaults against children are the result
      of abduction by a stranger, and it has been estimated that 93 per cent of sexually driven crimes are committed by
      a family member or someone known to the victim (Bonnar-Kidd, 2010; Snyder, 2000). In all forms of sexual
      offending, the large majority of victims are female, and nearly all of the perpetrators reported to law
      enforcement and subsequently prosecuted are male. And whilst the majority of sexual offences are committed by
      adults, approximately 20 per cent or more are committed by juvenile perpetrators (Barbaree and Marshall, 2006;
      Snyder, 2000).
    


    
      Female sexual offenders have begun to receive increased research attention in recent years (Beech et al.,
      2009; Gannon et al., 2010; Vess, 2011a). Ferguson and Meehan (2005) reported that female perpetrated sex
      crimes increased by 119 per cent between 1990 and 1996, according to US Department of Justice data, but that the
      overall numbers were still small. US Government statistics indicated that approximately 2–5 per cent of sexual
      offences were committed by females, representing approximately 10,000 separate offences each year in the US. The
      international studies reviewed by Cortoni and Hanson (2005), and Cortoni et al., (2009) indicate that
      women are responsible for between 4 per cent and 5 per cent of all sexual offences.
    


    
      Aetiology of sexual offending
    


    
      Most theoreticians now agree that sexual offending results from a complex interaction of a range of causal
      variables. These variables range from more remote influences, such as genetic
      predisposition (e.g., Siegert and Ward, 2003) and early life experience (e.g., Marshall, 2010) to more proximal
      causal factors, such as substance abuse (Laws and Ward, 2011; Ward et al., 2006). There have been a number
      of infl uential theories of sexual offending developed in recent years, all stressing the need to account for the
      fact that offenders appear to follow different aetiological pathways or trajectories (see Ward et al.,
      2006). These theories include Finkelhor’s (1984) Precondition Model of child sexual abuse, Marshall and
      Barbaree’s (1990) Integrated Theory, Hall and Hirschman’s (1991) Quadripartite Model, Knight and Sims-Knight’s
      (2004) Three Paths model, Ward and Siegert’s Comprehensive Theory and Ward and Beech’s (2008) Integrated Theory.
    


    
      Thus the causal mechanisms implicated in sexual abuse are hypothesized to be multiple and associated with
      distinct systems or factors. These factors include: developmental adversity, cultural values and belief systems,
      family context, biological variables, psychological deficits and situational variables. Many of the causal
      mechanisms will exert both a distal and proximal infl uence, for example, cultural factors will infl uence the
      early socialization of an offender and also function to reinforce or precipitate his current offending behaviour.
      For example, according to Ward and Siegert (2003) the clinical phenomena evident among sex offenders are
      generated by four distinct, and interacting, types of psychological mechanisms: intimacy and social skill
      deficits; distorted sexual scripts; emotional dysregulation and cognitive distortions. Learning events,
      biological and cultural factors are hypothesized to exert an infl uence through their effects on the structure
      and functioning of these sets of mechanisms. From a clinical perspective, multifactor theories such as the Ward
      and Siegert model suggest that sexual offenders will have different psychological deficits, depending on the
      offence pathway traversed. For example, some individuals will need to acquire increased levels of relationship
      skills while others would benefit from learning how to manage their moods more effectively.
    


    
      Assessment of sex offenders
    


    
      There is now a large and growing professional literature on risk assessment with sex offenders. Although there is
      continuing debate over the optimal utilization of static and dynamic risk factors in risk assessment (see Quinsey
      et al., 2006 versus Hanson and Harris, 2001; Craig et al., 2004), actuarial measures have
      demonstrated a statistically significant level of predictive accuracy regarding the risk of sexual reoffending,
      and consistently outperform unstructured clinical judgement (Hanson, 1998; Hanson and Thornton, 2000).
    


    
      Static factors
    


    
      Actuarial measures function by placing individual offenders into groups with known reconviction rates, so that
      individual risk estimates are based on observed group outcomes. One of the actuarial measures with the most
      empirical support is the Static-99 (Hanson and Thornton, 2000). Doren (2004)
      noted that there had been at least 22 studies of the Static-99’s predictive validity beyond the Hanson and
      Thornton (2000) developmental study, where they originally reported a significant correlation with sexual
      recidivism and statistics indicating moderate levels of predictive accuracy. Hanson and Morton-Bourgon (2009)
      cite 63 replication studies, demonstrating the rapid advance in the empirical investigation of this measure.
    


    
      Reliable historical information from official sources is absolutely necessary for robust risk assessment at a
      minimum, the information necessary for completing a well-validated measure like the Static-99 is required. These
      variables include criminal history information such as number of prior sexual offences (charges and convictions),
      prior sentencing dates, convictions for non-contact sexual offences, non-sexual violence in the index offence and
      prior non-sexual violent offences; the nature of the victims of sexual offending, including whether the victims
      were related to the offender, a stranger to the offender, and male or female; and characteristics of the
      offender’s life, like young age (under 25 years) and whether the offender has ever been in a long-term (2 +
      years) intimate adult relationship.
    


    
      The primary value of risk assessment using actuarial procedures is to convey the relative likelihood of specific
      types of reoffending, against specific types of victims, over specified periods of time, based on large samples
      of offenders with similar levels of specified risk factors followed over extended periods of time. However, legal
      decision-making and risk management with sex offenders is typically conducted in a context in which the specific
      behaviour of an identified individual in a particular circumstance is at issue. In this context, it is individual
      information, rather than group data, that is most immediately applicable. One limitation to an actuarial approach
      is that purely static measures are by definition unchanging, and so are insensitive to factors which may moderate
      the risk for an individual offender. Static measures also provide little information about the immediacy of the
      risk for reoffending, and are not helpful in developing an individualized case formulation and ongoing risk
      management plan. Therefore, dynamic (changeable) factors which have demonstrated an empirical association with
      sexual reoffending should also be considered in the assessment and management of individual cases. These dynamic
      factors can provide a more individualized understanding of risk, provide factors to be monitored over time to
      detect changes in risk while the offender is in the community, and suggest focus areas for supervision and
      intervention efforts.
    


    
      Stable dynamic factors
    


    
      There is a clear consensus in the field of risk assessment with sexual offenders that best practice standards
      require the use of standardized measures specifically developed for the assessment of dynamic risk factors.
      Stable dynamic risk factors are defined by Hanson et al., (2007) as, ‘personal skill deficits,
      predilections and learned behaviours that correlate with sexual recidivism but
      that can be changed’ through intervention (p.i). The STABLE-2007 assesses 13 dynamic risk factors, which include
      significant social infl uences, capacity for relationship stability, emotional identification with children,
      hostility toward women, general social rejection, lack of concern for others, impulsivity, poor problem-solving
      skills, negative emotionality, sexual preoccupation, using sex as coping, deviant sexual preference and
      cooperation with supervision. Items are scored ‘0’, ‘1’ or ‘2’ according to specified criteria, and then a total
      score is obtained that places the offender in one of three risk categories labelled low, moderate or high.
    


    
      Acute dynamic factors
    


    
      Risk assessment with sex offenders also calls for consideration of acute dynamic risk factors, defined as highly
      transient conditions that would only last hours or days. These factors include ‘rapidly changing environmental
      and intrapersonal stresses, conditions, or events that have been shown by previous research to be related to
      imminent sexual reoffence’ (Hanson et al., 2007: p.i). The ACUTE-2007 is designed to assess these factors,
      including items to assess victim access, hostility, sexual preoccupation, rejection of supervision, emotional
      collapse, collapse of social supports and substance abuse. These items are explicitly designed to monitor an
      offender’s ongoing functioning under supervision in the community, and typically cannot be adequately assessed in
      a way that can be extrapolated to his functioning in the post-release environment while the offender remains
      incarcerated.
    


    
      Combining measures
    


    
      The assessment of dynamic risk factors using structured measures such as the STABLE-2007 results in a
      standardized score that is used to categorize an offender’s risk as low, moderate or high. These results are then
      used to adjust the level of risk as measured by the static actuarial risk factors (e.g., using the STATIC-99) to
      yield an overall categorization of the offender’s assessed risk for sexual reoffending. Recent research on sex
      offenders has shown that risk predictions made by static actuarial measures can be enhanced by incorporating
      dynamic variables to give a fuller picture of individualized risk (Craig et al., 2004; Craissati and
      Beech, 2005). Studies have given empirical support to the hypothesis that including an assessment of dynamic
      factors can strengthen the utility of static actuarial measures designed to measure sexual recidivism (Beech
      et al., 2002; Hanson and Morton-Bourgon, 2005; Thornton, 2002).
    


    
      It is important for those conducting risk assessments with sex offenders to know and be able to articulate the
      reliability and predictive accuracy of the measures they use. There is a considerable professional literature on
      these issues, which are beyond the scope of the current chapter and have been addressed in detail elsewhere
      (e.g., Hanson and Morton-Bourgon, 2009; Vess, 2009, 2011b).
    


    
      An additional consideration is that the clinical use of these measures in a
      mechanical, formulaic way does not result in an explanatory formulation of risk that accounts for
      the idiosyncratic pathway to sexual offending; in other words the how and why of offending, for the particular
      individual who is being assessed. Such a formulation requires a detailed understanding of the specific
      behaviours, cognitions and affects that result in sexual offending. We recommend that a functional analytic
      approach, utilizing carefully developed behaviour chains, can contribute to this understanding (Vess, 2008a; Vess
      and Ward, 2011). This approach differs from standardized measures of dynamic risk factors in that it may include,
      in fact is likely to include, additional behavioural events, cognitive interpretations and environmental
      contingencies unique to the individual offender.
    


    
      A subsequent consideration is that offenders will vary in both the set of needs they present and the probability
      level or responsivity to treatment. Some offenders will have fundamental life skills deficits which contribute to
      the aetiological process leading up to sexual offending, and others will not. Some offenders will have clearly
      established patterns of deviant sexual preference, such as paedophilia, and others will be non-specialized,
      opportunistic career criminals for whom sexual offences are just one aspect of general criminal offending (e.g.,
      the burglar who unexpectedly finds a woman home alone and takes the opportunity to rape her, or the immature,
      impulsive and antisocial adolescent who sexually offends against a child while disinhibited by drugs, but who has
      no enduring sexual interest in children). Different offenders will present different priorities for the primary
      goods in their lives, along with different capacities to attain these primary goods in a constructive, pro-social
      manner, so it is unlikely that a ‘one size fits all’ approach will effectively manage risk. Targeted
      interventions should be based on thorough, individualized assessment and case formulations.
    


    
      Sex offender treatment: Current practice
    


    
      The treatment of sex offenders has evolved considerably over the last 30 years and now consists of multiple
      components, each targeting a different problem domain and primarily delivered in a group format (Laws and Ward,
      2011; Marshall et al., 2006; Yates, 2003). The available research evidence highlights a number of factors
      which are key elements in successful treatment programmes alongside the targeting of risk factors, including
      those of ensuring adequate social support, assistance in self-transformation, developing a sense of meaning, and
      increasing individual competencies. There are increasing efforts being made to attend to the utility of
      orientating treatment and interventions towards approach or positive goals rather than being exclusively
      preoccupied with risk reduction through avoidance goals (Laws and Ward, 2011; Ward and Maruna, 2007). Some of the
      benefits of such an approach include maximizing an individuals’ natural predisposition towards achieving outcomes
      they consider to be of personal worth and enables practitioners to assist them in the development of more
      adaptive self-schemas or narratives. These rehabilitation perspectives have been labelled strength-based
      approaches because they provide the resources to enable offenders to develop
      ways of living that centre upon their personal preferences and, ultimately, core values (see Chapter 2).
    


    
      While there are some minor variations in the specifics of treatment programmes across the world, we suggest that
      any credible programme will typically have the following structure, orientation and elements. Following a
      comprehensive assessment period where static and dynamic risk factors are assessed and an overall level of risk
      determined, offenders are allocated into a treatment stream. The default aetiological assumption appears to be
      that sexual offending is a product of faulty social learning and individuals commit sexual offences because they
      have a number of skill deficits that make it difficult for them to seek reinforcement in socially acceptable ways
      (Ward et al., 2006). Thus the primary mechanisms underpinning sexual offending are thought to be social
      and psychological, although it is acknowledged that some individuals’ sexually abusive actions are partly caused
      by dysfunctional biological mechanisms such as abnormal hormonal functioning (Marshall et al., 2006; Ward
      et al., 2006). Furthermore, treatment is typically based around an analysis of individuals’ offending
      patterns and takes a cognitive-behavioural/relapse prevention perspective. The major goal is to teach sex
      offenders skills to change the way they think, feel and act, and to use this knowledge to avoid or escape from
      future high-risk situations. There are usually discrete treatment modules devoted to the following problem areas:
      cognitive distortions, deviant sexual interests, social skill deficits, impaired problem-solving, empathy
      deficits, intimacy deficits, emotional regulation diffi-culties, impulsivity, lifestyle imbalance and
      post-offence adjustment or relapse prevention (Marshall et al., 2006; Ward et al., 2006; Yates,
      2003). There are specialized programmes for adolescent, intellectually disabled, female sex offenders and younger
      children who act out sexually although they are strongly infl uenced by a similar structure and programme content
      (Laws and Ward, 2011). The length of programmes varies but for a medium risk or higher offender will likely be at
      least nine months in duration and frequently quite a bit longer (Marshall et al., 1998).
    


    
      There have been a number of recent methodologically sound evaluations of the effectiveness of sex offender
      treatment programmes, all reaching similar conclusions. In an important outcome study, Hanson et al.,
      (2002) conducted a thorough review of studies up until the year 2000 and subjected their findings to a
      meta-analysis. This study utilized criteria arrived at by the Collaborative Outcome Data Committee, a group set
      up in 1997, when selecting studies to be included in the review. A total of 43 published and unpublished studies
      (n = 9,454) were selected to be included in the meta-analysis and their results analyzed to ascertain,
      among other things, whether treatment was effective in terms of its impact on both sexual and general offending
      and what type of programmes were most effective (e.g., CBT, systemic, etc.). Hanson et al. found that
      treated sexual offenders sexually reoffended at lower rates (12.3 %) than untreated sex offenders (16.8 %), and
      that CBT was the most effective type of intervention. Furthermore, treatment significantly reduced general
      offending as well, 27.9 per cent for treated versus 39.2 per cent for untreated sexual offenders.
    


    
      In their meta-analytic review of sex offender treatment, Lösel and Schmucker
      (2005) set out to improve on previous reviews by broadening the scope of studies included and increasing the size
      of the sample pool. They finally incorporated 69 studies (n = 22,181) conducted up to 2003 into their
      meta-analysis, one-third of which came from countries outside North America. The results supported the efficacy
      of treatment, with sex offenders reoffending at a significantly lower rate (11.1 per cent) than the various
      comparison groups (17.5 per cent). Furthermore, similar results were evident for general offending and also
      suggested that CBT was more effective than other types of treatment.
    


    
      Finally, in a recent review Hanson et al., (2009) investigated whether the principles of effective
      intervention – those of risk, need and responsivity (RNR) – for general offenders (Andrews and Bonta, 2007) also
      applied to sex offenders. In brief, the risk principle specifies that the treatment of offenders ought to
      be organized according to the level of risk they pose to society. The need principle states that the most
      effective and ethical approach to the treatment of offenders is to target dynamic risk factors (i.e.,
      criminogenic needs) that are causally related to criminal behaviour. Finally, the responsivity principle
      is primarily concerned with the problem of matching the delivery of correctional interventions to certain
      characteristics of participants (e.g., motivation, learning style and ethnic identity) (see Chapter 2). Hanson
      et al. included 23 studies in their meta-analysis (n = 6,746). The results confirmed the findings
      of the above studies that sexual offending treatment can reduce recidivism rates in treated offenders. More
      specifically, they found that treated sex offenders had lower reoffending rates (10.9 per cent) than members of
      the comparison groups (19.2 per cent). Furthermore, treatment also reduced the rates of general offending in
      those individuals who participated in specialized sexual offending programmes (31.8 per cent vs 48.3 per cent).
      Programmes that adhered to the principles of risk, need and responsivity produced better outcomes than those
      which did not.
    


    
      Case example
    


    
      Mr Wilson is a fictional 25-year-old man who has been serving an 11-year prison sentence for sexual offending. He
      has been convicted of abduction for sex of a girl between 12 and 16 years of age, rape of a female between 12 and
      16 years of age, indecent assault of a female under age 12 and indecent assault of a male under age 12. Mr Wilson
      was 18 years old when he was convicted of these offences, and is now eligible for parole. The Parole Board
      requires a psychological assessment that addresses risk, treatment and community transition issues in its
      consideration of his release.
    


    
      The behaviour (the offending)
    


    
      Frequency, intensity, duration and form of offending. Mr Wilson was 17 years old at the time of his
      initial sexual offences against his nine-year-old niece and eight-year-old nephew, and 18 at the time of the
      abduction and rape offences. Regarding the offences against his niece and nephew, all three
      incidents occurred when he was visiting his grandmother’s house. On the first occasion when he sexually assaulted
      his niece, she had been watching television when he came into the room. He stated that he began thinking that he
      wanted to touch her and at that point she sat on his knee. Mr Wilson recalled becoming sexually aroused, and this
      eventually resulted in him laying on top of her and simulating sexual intercourse whilst both were fully clothed
      to the point of him ejaculating.
    


    
      The second sexual assault involved his nephew, aged 8. Mr Wilson stated that he had believed he would be asked to
      share a room with his niece overnight and had been fantasizing about this during the day. On his return to the
      house he found he was to share a room with his nephew. Although initially disappointed he thought ‘I may as well
      do the same thing’ and again lay on top of his victim and simulated intercourse. Mr Wilson stated that when his
      nephew asked him to stop he did so immediately and did not ejaculate.
    


    
      The third and final occasion once again involved his niece. He stated that she came into the garage where he was
      working and he asked her if she wanted to do what they had done before. Mr Wilson reported that after about three
      minutes the victim’s mother discovered them and reported him to the police.
    


    
      The offences of rape and abduction occurred while he was awaiting trial for the offending against his niece and
      nephew. He attended a strip show at a gang-affiliated club to which he belonged. He and one of his co-offenders
      had picked up the 15-year-old victim and her friend and they had voluntarily gone to the club. Later in the
      evening the victim had been dragged downstairs into a hut. In concert with his co-offenders, the victim’s clothes
      were ripped off and on this first occasion was raped by Mr Wilson and three others. The second rape of the same
      victim occurred when she was trying to leave the clubhouse, when she was again detained by Mr Wilson and his
      co-offenders, returned to the same hut and raped again.
    


    
      Risk assessment. Mr Wilson’s potential to reoffend was evaluated using actuarial risk assessment measures,
      measures of deviant sexual arousal taken during treatment and consideration of dynamic risk factors.
      Specifically, he was identified as high risk based on results of the Static-99, a risk assessment measure
      utilizing historical offence-related variables. On the most recent norms for the Static-99 (Helmus et al.,
      2009) his score is associated with observed rates of sexual reoffending of 13.4 per cent for routine samples of
      sex offenders and 27.7 per cent for high-risk samples at five years post-release, and 16.7 per cent for routine
      samples and 37.3 per cent for high-risk samples at ten years.
    


    
      Dynamic risk factors were assessed using the STABLE-2007. He was found to present moderate risk on this measure,
      specifically in relation to the factors of significant social infl uences, impulsivity, poor problem-solving and
      capacity of relationship stability. It is noted that he has apparently improved his functioning in some of these
      areas while in prison, but has not yet had the opportunity to demonstrate this improvement in the community
      environment. Using the guidelines provided by Hanson and colleagues for combining static and stable factors,
      a high Static-99 score and moderate STABLE score results in a high overall level of risk
      (Hanson et al., 2007).
    


    
      For the purposes of this assessment he was further assessed using the Psychopathy Checklist – Revised (PCL-R). He
      was also evaluated during the prison-based sex offender treatment programme using the Penile Plethysmograph
      (PPG). Research on recidivism has indicated that offenders who show a high level of psychopathy in combination
      with deviant sexual arousal are at particularly high risk for sexual reoffending. His score on the PCL-R was in
      the moderate range, below the cut-off score typically used for classification as a psychopath. The results of
      phallometric assessment conducted during treatment suggest that Mr Wilson is not specifically sexually aroused by
      pre-adolescent or adolescent males or females, or to coercive sexual activity. He denies sexual fantasies that
      involve children, and there is no evidence that he seeks sexual stimuli associated with children. There are no
      reports of sexual activity while in prison. He states that he looks forward to satisfactory sexual relationships
      with age-appropriate adult women after his release. While his sexual offences clearly represent a serious
      violation of sexual norms and interpersonal boundaries, they do not appear at this point to represent a deviant
      sexual preference for children.
    


    
      Developmental factors. Mr Wilson’s disruptive behaviour began in childhood. He appears to have been
      heavily infl uenced by his three significantly older half-brothers, all of whom have had extensive involvement
      with the criminal justice system. Mr Wilson was easily led as a child and adolescent, and readily engaged in
      anti-social behaviour that was approved of and reinforced by his older half-brothers. He has reported that he
      began to get into trouble at the age of seven and was placed in foster care at the age of twelve. Mr Wilson was
      suspended and eventually expelled from school for fighting and making racist remarks.
    


    
      Mr Wilson has previously reported that he first used cannabis at the age of 12 or 13, and that he has also used
      heroin, methamphetamine, morphine, LSD and benzodiazepines. His drug of choice appears to have been cannabis,
      which he used almost daily, with sporadic use of other drugs. He began to consume alcohol at the age of 14, and
      his episodes of heavy drinking with his friends contributed to a tendency to become volatile and aggressive.
      Heavy drinking and drug use were modelled for Mr Wilson by his half-brothers, and acute drug intoxication appears
      to have facilitated all of his sexual offences.
    


    
      Antecedents
    


    
      Environmental triggers. Another important factor in Mr Wilson’s offending was his involvement in the gang
      culture, which he was initially exposed to by one of his half-brothers. He has previously stated that he found
      the gang lifestyle to be exciting and appealing. He stated that he had been associating with the gang for
      approximately three weeks prior to the abduction and rape offences, which took place at the gang’s clubhouse. It
      is noted that his co-offenders and their families were involved with the gang, and that he found these
      individuals to be supportive of him. This support, from those who espoused a violent,
      antisocial lifestyle and attitudes that normalized the sexual abuse of females, also appears to have contributed
      to Mr Wilson’s offending.
    


    
      Cognitive antecedents. Mr Wilson reported that he was able to justify his actions at the time of his
      offending against his niece with beliefs such as ‘I am not hurting her’ and ‘I am not actually having sex with
      her’. His cognitions at the time of the rapes were, ‘they knew what they were getting into when they came here’,
      ‘this is what guys like us do – it’s part of being a real man’ and ‘this is what sluts like this are for’. He
      also thought, ‘I’m already screwed on the charges against the kids, I might as well get some sex now while I
      can’.
    


    
      Affective antecedents. Mr Wilson reports that during the period leading up to the offending against his
      niece and nephew he was feeling lonely and bored, which often led to indulging in sexual fantasies (cognitive
      antecedents). At the time of the rapes he describes feeling ‘very aggressive – almost angry’ and ‘strong,
      powerful – ready to take what I wanted by force’.
    


    
      Physiological antecedents. At the time of the sexual offending against his niece, Mr Wilson was under the
      infl uence of cannabis. At the time of the rapes, Mr Wilson stated that he had been drinking heavily and smoking
      cannabis. In association with frequent sexual fantasies, he was in a state of sexual arousal prior to and during
      the sexual offences. He also states that in the company of other gang members, he was in a state of heightened
      general arousal, that they were all ‘really jacked up’ during the party.
    


    
      Mental disorder variables and personality factors. Personality factors noted on the PCL-R assessment that
      contributed to his abuse of his niece and nephew included his callous, self-centred approach to indulging his own
      urges without recognition or regard to the consequences to the victim. Following his participation in treatment,
      these beliefs and attitudes now appear to be significantly changed. He currently expresses appropriate regret and
      remorse over his actions, and states that he is strongly motivated to avoid creating subsequent victims.
    


    
      Assessment of strengths and primary goods. Mr Wilson is a reasonably intelligent and relatively
      well-spoken young man. He has demonstrated a good work ethic in prison and received positive reports from
      supervisors and his case manager. He has refrained from substance abuse in the last three years of his sentence.
      He is capable of insight, and has been making tangible, realistic plans for his future. Primary goods that are
      identified by Mr Wilson as important but unfulfilled at the time of his offending include autonomy, whereby he
      constantly felt controlled and constrained by others and by the rules of society, and relatedness, in which his
      relationships were superficial and focused largely within his antisocial peer group.
    


    
      Consequences of offending. The consequences of Mr Wilson’s sexual offending against
      his niece included the immediate reinforcement of sexual gratification and relief from boredom. During and
      immediately after the rapes, he also felt a sense of mastery and confirmation of his masculinity, as well as the
      validation and approval of his associates in the gang. The longer-term consequences have been loss of his
      freedom, loss of normative developmental experiences during the critical transition between adolescence and young
      adulthood, and a sense of embarrassment and shame over his behaviour.
    


    
      Case formulation
    


    
      From an early age Mr Wilson was significantly infl uenced by the negative examples of his older half-brothers,
      and readily engaged in a variety of aggressive and antisocial behaviours. His development was further compromised
      by placements outside of his family home due to his uncontrollable behaviour, from which he sometimes ran away,
      and his eventual expulsion from school. He consistently chose to associate with antisocial peers, culminating in
      his involvement with the gang culture. This culture further promoted his tendencies toward alcohol and substance
      abuse, violence, and cognitions and attitudes supportive of offending, such as callous indifference to the
      suffering of others and sexual entitlement. It was in this context, acting in concert with others under the same
      set of infl uences, that the abduction and rapes occurred.
    


    
      Previous reports suggest that the sexual abuse of his nephew and niece were facilitated by boredom, loneliness
      and the infl uence of cannabis. Mr Wilson has also reported significant cognitive distortions that contributed to
      these offences. These distortions included the aforementioned sexual entitlement (e.g., ‘I can take what I
      want’), and minimization of the impact on the victims (e.g., ‘I’m not really having sex with them’ and ‘I’m not
      hurting them’).
    


    
      Based on the information currently available, accounting for the sexual offences against his niece and nephew
      appears to involve several factors. Although Mr Wilson was significantly older than these children at the time,
      he was himself 17 years old. As such, he would have been experiencing the hormonal changes and urgent sexual
      arousal associated with adolescence, without benefit of experience in more mature, appropriate sexual behaviour.
      He was heavily using a variety of drugs at the time, especially cannabis, and reports being strongly under the
      infl uence of cannabis at the time of the sexual assaults. This state of intoxication would have further
      disinhibited his immediate sexual urges.
    


    
      Added to this state at the time of the offences is the fact that many of the normal developmental processes had
      been significantly interrupted for Mr Wilson. He had experienced, at least partly by his own creation, an
      unstable home environment. He had been removed from the home by the age of 12, and had run away from his
      placement settings. It is likely that the typical bonds that develop among family members and close relatives
      were never adequately formed. Thus he would not have experienced the caring or empathy that usually exists among members of a well-functioning family. His more selfish, callous approach to all
      relationships, including family relationships, is seen as contributing to his capacity to act out sexually
      against his niece and nephew.
    


    
      Further exacerbating this situation is the fact that at this time Mr Wilson already had a well-established
      history of antisocial infl uences going back to childhood. As a result, he had entrenched attitudes supportive of
      offending in general and sexual offending in particular. Reports indicate that his older half-brothers were among
      the strongest antisocial infl uences on the young Mr Wilson. Among the antisocial values that they emphasized was
      the belief that sexual behaviour is a refl ection of one’s adequacy as a male. They would prompt him for
      information about whether he was sexually active with the females he knew, and respond approvingly if he reported
      that he was. They also espoused attitudes of sexual entitlement and disrespect for females, such that males
      should be able to satisfy their sexual urges without consideration of the impact of their behaviour on a partner.
      Such attitudes appear to have been primary elements of Mr Wilson’s thinking at the time, and helped him to
      justify his sexual behaviour with his niece and nephew.
    


    
      Taken together, these elements suggest that Mr Wilson was a sexually aroused adolescent, heavily under the infl
      uence of drugs, who had a well-entrenched set of offence-supporting attitudes and beliefs regarding sexual
      behaviour when he acted out sexually with his niece and nephew. He was immature, easily led and strongly infl
      uenced by the antisocial reinforcement provided by his half-brothers and their peers, who he desired to emulate.
      He had not developed the normal bonds of caring and affection that characterize healthy family relationships, and
      serve to prevent harmful acts not only among family members but in all relationships. The central concern for the
      current assessment therefore becomes whether these characteristics and infl uences have undergone significant
      change.
    


    
      Implications for intervention and risk management
    


    
      It must be noted that risk levels are always contingent not only on offender characteristics, but also on current
      environmental and contextual factors. To the degree that these dynamic factors change over time, Mr Wilson’s
      level of risk will change. At the time of his sexual offending, Mr Wilson was an immature and easily infl uenced
      adolescent who was strongly attracted to the antisocial lifestyle of a criminal and gang-involved social group.
      He actively pursued activities with these associates that focused on excessive drinking and drug abuse, violence
      and the callous use of others to gratify their own desires. The primary risk management factors in Mr Wilson’s
      case are to avoid alcohol and drug abuse, to avoid associating with antisocial peers and to avoid involvement in
      the gang culture. Protective factors that lower his risk also include maintaining employment, the positive social
      support of his family and the development of appropriate interpersonal and sexual relationships. He is now able
      to articulate the positive activities in which he can engage instead of this previous antisocial lifestyle. These
      include socializing with friends from work who drink minimally and do not use drugs.
      Activities they can share include going to a gym together, bicycle riding, swimming and working on cars together.
      These more pro-social activities and relationships, combined with a more positive set of attitudes, beliefs and
      goals, appear to represent a substantially different level of functioning than was present at the time of his
      sexual offending.
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      Violent offenders are one of the most significant groups of offenders for whom rehabilitative efforts are
      targeted. Not only do they make up a significant proportion of the prison population (around 50 per cent in some
      jurisdictions, such as Australia; Australian Bureau of Statistics, 2009), but also rates of reoffence are
      relatively high (e.g., around 40 per cent for untreated offenders in Canada, see Dowden et al., 1999; 50
      per cent for violent offenders in New Zealand, see Nadesu, 2009). Although serious violent offences such as
      homicide and serious assault make up a relatively small proportion of all offences, they account for a
      disproportionate amount of the total social, psychological and financial costs of crime. In this chapter we first
      consider some of the theoretical and empirical work that can help explain aggressive and violent behaviour and
      inform its treatment and management. We then discuss forensic practice in relation to the assessment of a
      particular offender who has been convicted for a serious violent offence.
    


    
      Understanding violence
    


    
      A useful starting point for understanding violent behaviour is to note that even for highly aggressive
      individuals, aggressive acts do not occur randomly but are a response to particular events and situations
      (Megargee, 2010). Aggression that occurs when the perpetrator is in a state of anger, for example, is typically
      elicited by events that are in some way aversive for the individual, often when he or she is blocked from
      achieving important goals, or where expected rewards fail to eventuate (Berkowitz, 1999).
    


    
      The most widely applied theory to the understanding of aggressive and violent behaviour is that of social
      learning. Social learning theory identifies imitation (observing acts of aggression) and vicarious reinforcement
      (perceiving aggression to be rewarded) as important mechanisms by which aggressive behaviour is learned (see
      Chapter 1). This can lead to the development of aggressive scripts (or rules about how one should behave) in
      childhood and adolescence that are associated with a propensity to act violently (Huesmann and Miller, 1994).
    


    
      Crick and Dodge’s (1996) model of the development of aggressive and antisocial behaviour in young people draws
      particular attention to the social information processing biases that are often
      associated with aggression and violence, including those related to social attribution for negative events and
      attentional, goal-setting and problem-solving problems. Indeed, researchers have consistently identified overly
      hostile interpretations as an important component of both trait anger and aggression (e.g., Anderson and Bushman,
      2002; Lim et al., 2011). Empathy deficits have also been implicated as a possible causal infl uence on
      aggressive offending, given that empathizing with a potential victim will typically inhibit the aggressive
      behaviour (Day et al., 2008).
    


    
      Berkowitz and Harmon-Jones (2004) have argued that that it is the level of aversiveness of the provoking event
      that is most likely to elicit hostile aggression. In their view, aversive events (pain, frustration, social
      stressors) induce an initial state of negative affective arousal which subsequently becomes differentiated into
      specific emotions, according to how the arousal is interpreted. Anger is the emotional state that is most
      frequently identified as an important antecedent for aggression, although anger is neither a necessary condition
      nor sufficient condition for aggression to occur. It is, however, often an important contributing factor when
      other environmental and intrapersonal conditions are present.
    


    
      Howells et al., (2008) have further suggested that some of the differences between aggressive and
      non-aggressive individuals may lie in self-regulation. The concept of self-regulation has some overlap with the
      concept of inhibition and also with (low) impulsivity. This has become a significant area for neuropsy-chological
      investigations (Blair, 2004; Davidson et al., 2000) which have tended to focus on the orbitofrontal and
      ventromedial cortices (Raine, 2002).
    


    
      Some aggressive offenders, however, have personality characteristics that appear opposite to those of the high
      anger, high impulsivity individual. Tsytsarev and Grodnitsky (1995), for example, have described what they refer
      to as ‘prolonged’ anger arousal and an ‘accumulation of affective tension which turns into an explosion of anger
      and rage, and is usually accompanied, or preceded, by intense feelings of humiliation and despair’ (p.104). Such
      individuals normally have high inhibitions about anger experience and expression and have been described as
      ‘overcontrolled’ (rather than ‘undercontrolled’) in their self-regulation style. Davey et al., (2005)
      proposed that the overcontrolled aggressive offender type falls into two sub-types, distinguishing the
      phenomenologically overcontrolled offender who does not report either anger-eliciting cognitions or angry
      emotional arousal following exposure to a frustration, from the behaviourally overcontrolled individual, who
      experiences intense anger, ruminates on and rehearses grievances but strongly inhibits behavioural expression (a
      distinction resembling Blackburn’s 1986, 1993 ‘conforming’ and ‘inhibited’ types).
    


    
      In summary, then, violent offending has been understood in relation to social information problems (and in
      particular rules or beliefs about violence and how events that are perceived to be provocative are processed), to
      anger arousal and emotional dysregulation, to empathy deficits and high levels of impulsivity. These theoretical
      accounts of violent offending have direct implications for violent offender rehabilitation.
    


    
      Violent offender treatment
    


    
      Polaschek (2006) identifies several important treatment targets (criminogenic needs) in any violent offender
      treatment programme. These include attitudinal factors, impulsivity, affective dyscontrol and lifestyle-related
      needs. Attitudinal needs refl ect the presence of generally criminal and antisocial attitudes, an over-reliance
      on hostile schema, as well as attitudes that are supportive of violence as an effective solution to interpersonal
      confl ict. Impulsivity is sometimes understood as a lifelong characteristic or pattern of behaviours that is refl
      ected in rule breaking, unstable relationships, poor tolerance of frustration and inability to delay
      gratification. Affective dyscontrol refl ects difficulty in managing emotional states and has generally been
      conceptualized in terms of managing anger, but may equally apply to a general lack of affective coping skills.
      Other needs associated with offending in general may also be relevant to violent offender treatment and these
      would typically include those related to employment, family relationships, antisocial peer groups, substance
      abuse, poor interpersonal skills and poor community functioning (Serin, 1994).
    


    
      The approach taken in many violent offender treatment programmes is to understand these needs in terms of what
      has been termed the Personal, Interpersonal and Community Reinforcement perspective, or PIC-R (Andrews, 2006;
      Andrews and Bonta, 2003, see Chapter 1). The PIC-R is a general personality and cognitive-social-learning theory
      of criminal behaviour which suggests that human beings have agency over their actions, and emphasizes the role
      that cognitive processing plays in the control of behaviour. Those beliefs that are considered to be important
      causal antecedents to offending (i.e., criminogenic) are particularly important and have been classified in terms
      of either primary (self-centered attitudes, thoughts and beliefs), or secondary (blaming others,
      minimizing/mislabeling and assuming the worst of others). The latter are commonly understood in terms of post-hoc
      rationalizations and justifications of the offending behaviour (see Gibbs et al., 1995). In addition,
      Chambers (2006) has identified three separate pathways to violent offending which she refers to as ‘honour
      offences’ (following a perceived threat to status or safety, characterized by situational violent reactions to
      perceived threats), ‘punishment offences’ (concerning either revenge or retribution towards a victim perceived to
      have committed a norm violation) and ‘denial offences’ (involving extreme emotion occurring under conditions of
      extreme stress). Each of these pathways is associated with a set of different beliefs that underpin offending
      and, as such, a key goal of treatment is to identify, challenge and modify these beliefs.
    


    
      Cognitive behavioural therapy is, perhaps unsurprisingly, typically regarded as the preferred method of treatment
      for violent offenders given the emphasis that this modality places on identifying and changing beliefs about the
      self, others and the world that are associated with problematic behaviour. A pre-requisite for
      cognitive-behavioural therapy is that participants display some degree of motivation to change. Many violent
      offenders, however, do not readily view their aggression and violence as
      problematic, and participants in violent offender treatment commonly (if not typically) experience serious,
      complex problems, personality disorders, and possibly mental illness, which may leave them unreceptive to
      intervention. This is a particularly serious issue when one considers evidence to suggest that risk of
      reoffending is likely to increase when violent offenders do not complete programmes. For example, in their work,
      Dowden et al., (1999) have shown that programme dropouts have the highest rate of violent reoffending (40
      per cent), compared with both untreated (17 per cent) and treated (5 per cent) groups of offenders (see also
      Olver et al., 2011; McMurran and Theodosi, 2008). Such findings underscore the importance of considering
      the nature of treatment readiness in violent offenders. One of the most important initial tasks in violent
      offender treatment programmes is, therefore, finding a way to effectively engage participants in a process of
      change. This is seen as a necessary, and perhaps even sufficient, condition for behaviour change to take place
      (Kozar, 2010; Marshall and Burton, 2010; Ross et al., 2008).
    


    
      Treatment efficacy
    


    
      There is a surprisingly limited evidence base from which to draw any firm conclusions about the effectiveness of
      psychological treatments to reduce risk of violent behaviour (McGuire, 2008). In what is still the only published
      meta-analysis of violent offender treatment programmes, Polaschek and Collie (2004) identified only nine
      programme evaluations that included a (matched or randomly allocated) comparison group and reported subsequent
      recidivism rates (although only four studies reported violent recidivism rates). Of these, two were classified as
      primarily cognitive programmes (cognitive skills training and cognitive self-change), three as anger management
      programmes, and three as ‘multi-modal’. Polaschek and Collie concluded that although most of the programmes they
      reviewed showed some level of efficacy, it was difficult to draw any firm conclusions about effectiveness given
      the small number of studies, the weaknesses inherent in some evaluation designs and variation in other features
      such as length, setting, staffing and the lack of basic information about offender characteristics such as age
      and level of risk. In addition, some studies omitted to report important details (such as programme content and
      delivery, participant and setting characteristics), and little information was provided about the theoretical
      basis of programmes.
    


    
      Since this review was published, the findings of a number of other programme evaluations have been reported. In
      one study, Polaschek et al., (2005) reported positive outcomes from a New Zealand Violence Prevention
      Unit, with only 32 per cent of the treatment group being reconvicted for a violent offence after release rather
      than the 63 per cent reconviction rate for the matched comparison group. For those treated participants who were
      reconvicted, the mean number of days to violent re-offence was more than double that of the comparison group.
      Cortoni et al., (2006) found that completion of a Canadian Correctional Services Violence Prevention Programme led to reductions in institutional misconduct charges in the six-month
      and one-year period following programme completion, and that those offenders who had completed the programme had
      lower rates of recidivism than non-treated offenders.
    


    
      Jolliffe and Farrington (2007), in a systematic review of violent offender treatment conducted for the Ministry
      of Justice (UK), were able to identify 11 outcome studies that met the required methodological criteria. They
      cautiously concluded that
    


    
      interventions with violent offenders were effective both at reducing general and violent re-offending, with a
      difference in percentage reconvicted of about eight to eleven per cent for general re-offending measures and
      seven to eight per cent for violent re-offending measures.
    


    
      (p.iv)
    


    
      They did note, however, that effectiveness varied considerably according to factors such as the content of the
      intervention, the delivery of the intervention, and the methodology of the study.
    


    
      More recently, Serin et al., (2009) have published an evaluation of a persistently violent offender
      treatment programme offered to Canadian offenders. They compared programme completers to two control groups
      (those who completed an alternative programme and those who failed to complete), but identified few differences
      between the groups on a range of measures (including change on measures of treatment targets, institutional
      misconduct and post-release returns to custody). Serin and colleagues suggested that this may mean that either
      the programme is effective with only certain groups of violent offender, or that it did not meet some of the
      criteria that are usually associated with the more effective programmes (e.g., programme integrity and
      intensity).
    


    
      Collectively, these rather inconsistent findings suggest that much can be done to improve the ways in which
      violent offender treatment is both conceptualized and delivered, as well as identify the need for more rigorously
      designed and controlled evaluation research to be conducted.
    


    
      Case example
    


    
      In this scenario, a violent offender who we will refer to as Mr Briggs, has been charged with murder and intends
      to plead guilty. Mr Briggs was 18 years old at the time when the offence was committed. His defence lawyer has
      asked for a psychological opinion on issues relevant to the trial, including his likely level of risk of
      reoffending, current mental health status and suitability for rehabilitation. In the assessment interviews Mr
      Briggs presented as an articulate and thoughtful young man, who, at times, became emotional, expressing remorse
      and sadness when describing his offence, and when talking about his childhood. Wherever possible, his account was
      corroborated by family members, medical records and other assessment reports.
    


    
      The behaviour (the offending)
    


    
      Mr Briggs has been charged with the murder of a female taxi driver. There were no witnesses to the offence, but
      Mr Briggs was able to describe grabbing the driver from behind, strangling her and then pushing the body out of
      the car before driving off.
    


    
      Frequency, intensity, duration and form of offending. Somewhat unusually for a person facing this type of
      charge, Mr Briggs had no previous criminal convictions and reported that he had never committed any acts of
      serious violence.
    


    
      Risk assessment. Of all of the structured risk assessment tools designed specifically to assess the risk
      of future violence, the HCR-20 (Historical-Clinical-Risk Management-20) is one of the best validated and
      most useful. The assessor is required to examine 20 key violence risk factors identified from the scientific and
      professional literatures, ten of which are historical or static in nature, and ten of which are clinical and,
      thus, potentially changeable over time or through intervention. Of the clinical risk factors, five relate to
      current mental health status (e.g., negative attitudes and active symptoms of major mental illness), and five
      concern future situational risk (e.g., treatment non-compliance, lack of feasible plans). Of the historical risk
      factors, some were assessed as definitely present for this client (substance use problems, early maladjustment,
      personality disorder, relationship problems, employment problems), with the other factors either unable to be
      rated or unlikely to be present (e.g., major mental illness, psychopathy). This risk profile, although somewhat
      unsurprising given Mr Briggs’ history, suggests that he is appropriately regarded as of only slightly elevated
      risk for future violence. If the HCR-20 is used as an actuarial risk assessment, it is likely that Mr Briggs
      would achieve a risk score of around 15. A score of 15 is associated with a relatively low (0.48) possibility of
      future violence, and a high possibility (0.76) of no future violence. In this scenario, the chances of a false
      positive (i.e., identifying risk when it does not exist) are relatively high (0.52), although the seriousness of
      the offence should be taken into consideration when making decisions that are based on such estimates.
    


    
      Developmental factors. Mr Briggs had a childhood characterized by chronic abuse; sexual, emotional and
      physical. His father was a heavy drinker with a bad temper who was frequently (and seriously) abusive towards
      both his mother and himself. He described ‘growing up in fear’ of his father. Mr Briggs’s early development was
      also profoundly infl uenced by a physical disability. He was born with a hip displacement leaving him in a full
      leg plaster for the first year of life, then callipers until the age of four and half. As soon as the callipers
      were removed, Mr Briggs ran away from home. By the age of five and a half, Mr Briggs remembers wandering the
      streets by himself and it was at this time that he first became the victim of a childhood sexual assault,
      perpetrated by a stranger. Although he remembers feeling close to his mother and being able to talk to her about
      most things, he felt unable to disclose the abuse to her for fear that she would tell his
      father. As a teenager he was subsequently sexually assaulted by a family relative and although he requested that
      the details of this were not contained in this report, he reported that the impact of this assault was great.
    


    
      Mr Briggs described his early school life as being profoundly infl uenced by events in the home. He described one
      incident where he was punished by a teacher for not paying attention in class, but remembers that he was thinking
      about problems at home at the time. He subsequently retaliated by returning to the school with a guard dog from
      his father’s workplace and threatened to set the dog on the teacher. This set up a pattern in later life whereby
      he would learn to use violence as means of defending himself against what he perceived as unwarranted and
      unjustified abuse.
    


    
      At the age of ten his parents divorced, and he enrolled as a boarder at a local private college. His time at this
      school was not successful – he recalled feeling shunned and rejected by his parents and bullied by other
      students. He began drinking alcohol and, by the age of 13, had started regularly using drugs, notably cocaine and
      LSD. He was later expelled from school after being found drunk on school premises and fighting with a teacher who
      had asked him to leave.
    


    
      Antecedents
    


    
      Environmental triggers. When the offence occurred Mr Briggs was alone in a taxi on his way to visit his
      father’s factory where he intended to take money from his father’s safe. Mr Briggs subsequently reported that the
      offence was not premeditated, but could give no account of the specific events that led up to the offence (e.g.,
      conversation with the victim).
    


    
      Cognitive antecedents. Mr Briggs reported that he had little recollection of what was going through his
      mind at the time of the offence, but believes that the offence was not pre-meditated. However, he was able to
      describe plans to steal from his father’s business at the time he caught the taxi.
    


    
      Affective antecedents. Friends and work colleagues reported that he seemed agitated and withdrawn in the
      days before the murder but were unaware of behaviours that would suggest the presence of a formal psychiatric
      disorder. Of particular interest in this assessment is Mr Brigg’s emotional state at the time of the offence. He
      denied experiencing any thoughts or feelings of anger in the period leading to the offence, claiming the offence
      was accidental and unintended. On psychometric tests of trait anger (e.g., the State-Trait Anger Expression
      Inventory STAXI-2; Spielberger, 1999), he obtained very low scores, considerably below the mean for the general
      population. During the assessment he was resolute in his assertion that he rarely or never experienced anger, and
      that he did not experience angry arousal in the period leading up to the offence.
    


    
      Physiological antecedents. Mr Briggs states that he was under the infl uence of cocaine at the time. He
      reported using cocaine fairly regularly (weekly), but does not regard this use as problematic.
    


    
      Mental disorder variables and personality dispositions. Mr Briggs had no previous
      history of psychiatric disorder or contact with mental health services. His own account of his personality,
      corroborated by others, was that he was quiet, introverted, socially inhibited and low in anger, hostility and
      overt aggression. Staff observations during his subsequent period of remand in custody painted a picture which
      was consistent with these self-reports, in that he was regarded as unassertive and rarely expressed anger
      overtly. Mr Briggs’ current mental health was assessed using the Personality Assessment Inventory (Morey,
      1991), a self-report measure of psychopathology which has been designed to assess specific aspects of personality
      and mental health functioning. It is a particularly useful tool for mental health assessment in forensic contexts
      as it contains four validity scales, eleven clinical scales, five treatment scales and two interpersonal scales.
      The results of this assessment suggested that Mr Briggs’ experiences significant clinical symptomatology in the
      areas of anxiety, trauma-related symptoms, stress and aggressive impulses. His scores were low on items developed
      to assess dominance and warmth in interpersonal relationships.
    


    
      Assessment of strengths and primary goods. Mr Briggs’ violent behaviour can be understood from within a
      Good Lives framework which identifies offence pathways, primary human goods and secondary goods as important
      determinants of risk. It is possible to hypothesize, for example, that there is a direct pathway between the
      pursuit of the primary human goods of ‘inner peace’ and ‘agency’ through the secondary goods of violence and
      substance abuse. The violent behaviour can be understood as being maintained through the search for the good of
      inner peace, motivated through the need for justice, to preserve his honour and to maintain a sense of order in
      the world. This pattern effectively compromises his ability to attain a good life, leading him to be overly
      passive or aggressively reactive.
    


    
      Consequences of offending
    


    
      In what was apparently a one-off offence, it is difficult to see how the offending behaviour might be reinforced,
      other than in relation to any emotional relief that might have occurred immediately following the offence.
      However, there was no evidence of this from Mr Briggs’ self-report.
    


    
      Case formulation
    


    
      The case formulation developed for Mr Briggs understands the original offences in relation to displaced anger
      against his father, originating from violence in the family and a perceived failure of his father to protect him
      against childhood sexual abuse. These experiences have directly led to an inability to regulate emotions, use of
      substances and disregard for the social norms. Evidence supporting this formulation comes from the clinical
      interview and the endorsement of items on the psychometric assessment which are consistent with the long-term
      sequelae of childhood sexual abuse. It is, therefore, hypothesized that Mr Briggs inhibited
      his anger towards his father (despite experiencing intense anger, ruminating about the injustices he had
      experienced and rehearsing grievances). In many respects his presentation resembles that of the behaviourally
      over-controlled offender, with his inhibitions overcome through substance use.
    


    
      Doubts do remain, however about the validity (and indeed reliability) of any assessment such as this that relies
      so heavily on the history and self-report of the offender. Obviously there is the issue of secondary gain (i.e.,
      a reduced sentence) to consider, and whilst it is possible to assess impression management in self-report
      measures (his scores on the validity scales of the Personality Assessment Inventory gave no indication of any
      attempt to misrepresent himself), it is only possible to note here that his affect and presentation were
      consistent with his account and there were no grounds to suspect his genuineness or openness in the assessment.
    


    
      Implications for intervention and risk management
    


    
      What emerges from this case study is the need for any treatment recommendations to be based on a formulation of
      the factors that led to the onset and maintenance of behaviours that are associated with the offending. In this
      case, unresolved sequelae of childhood abuse are identified as important risk factors, especially in the face of
      provocation from others. Having identified these aspects of the offending as things that impede the attainment of
      a good life, the goal of any intervention will be to build awareness of how aggressive behaviours have developed,
      strengthened and maintained, how human goods are frustrated by criminogenic needs, and how to develop adaptive
      ways of obtaining a good life.
    


    
      The initial formulation highlights the overcontrol of angry emotion as an important cause of the violent
      behaviour. It suggests that Mr Briggs may be overly unassertive in situations of interpersonal confl ict,
      potentially relying on avoidance as the only strategy available for dealing with this. In other words, it is not
      clear that his experience of anger has changed, or if he ruminates about these incidents or fantasizes about
      revenge. There is a danger of this unassertiveness leading to feelings of depression (particularly in situations
      in which he feels victimized) potentially leading to attempts to re-exert control through aggression or force. If
      the formulation is correct, it will become important to predict the circumstances in which another violent
      offence is likely to occur.
    


    
      There are, however, aspects of any case formulation that remain speculative, and it is important to recognize
      this in working with any violent offender. Often significant gaps in knowledge exist and new information might
      change how a case is formulated and the recommendations that are proposed. Not uncommonly for violent offenders,
      Mr Briggs claims no recollection of the precise events leading up to the murder (and no witnesses were present).
      It is difficult to develop a robust formulation without knowledge of the details of the immediate antecedents to
      the offence. Similarly, it is important to consider if the offence had a sexual motive and (although Mr Briggs
      denies this), this remains a possibility that would significantly infl uence the formulation.
      The specific role that substance use played in the offence is also relatively unclear, other than potentially
      leading to behavioural disinhibition.
    


    
      The case also illustrates how risk assessment tools by themselves cannot provide the sole basis for judgements of
      this type. The notion of ‘risk state’ (Douglas and Skeem, 2005) encompasses the idea that each individual will
      vary in their likelihood of reoffending over time and across situations, depending on such factors as access to
      victims, current degree of alcohol or drug use, access to and compliance with treatment and supervision services,
      the nature of interpersonal relationships and support systems, current mood states and so on. The challenge with
      this particular client is to find a method that can reliably identify and respond to risk state given the
      apparently spontaneous nature of the offence, whilst acting responsibly in relation to the risk status of an
      individual offender (which suggests that he is of relatively low risk of reoffending). This suggests the need for
      ongoing monitoring and careful assessment,
    


    
      Unlike many violent offenders who do not readily view their aggression and violence as problematic, this client
      appeared to be relatively amenable to psychological treatment. The Personality Assessment Inventory contains a
      number of subscales that are relevant to treatment planning. In particular, the ‘Treatment Resistance’ scale refl
      ects attitudes that indicate potential problems with motivation for treatment. An individual who is motivated for
      treatment presents with a number of characteristic attitudes, including: a) willingness to participate; b)
      honesty in self-description; c) an ability to recognize problems when they exist and acceptance of some degree of
      responsibility for these problems and their solutions; d) psychological mindedness; e) an openness to new ideas
      and f) an interest in personal improvement. High scorers on this subscale tend to lack these characteristics,
      suggesting that they will be at risk for treatment non-compliance and early termination. Mr Briggs’ scores on
      this subscale were low, suggesting that he would be likely to engage in therapeutic activity.
    


    
      Rather than refer Mr Briggs to a standard violent offender treatment programme or anger management programme,
      however, the formulation suggests that a more individualized approach may be required to effectively manage his
      risk. There is, for example, no rationale for referring him to programmes that focus on improving control over
      anger (if anything he over-regulates anger already) or even perhaps to promote empathic behaviour as is typically
      found in most violent offender treatment programmes. The formulation suggests that the successful management of
      risk should focus on two other areas. First, it would seem appropriate to put into place a procedure to ensure
      the ongoing monitoring of the clinical risk factors, which in this case relate to either the build-up of
      depressive feelings or frustration with others. The risk management plan should seek to deal with potential
      exposure to stress and de-stabilizers, and being unsupported and isolated in the community, as well as managing
      interpersonal confl ict. It would seem appropriate to recommend psychological therapy to address the core confl
      ictual relationship with his father and the impact of unwanted childhood sexual contact. His current sources of
      support are limited to family members, and any problems in these central relationships should
      be monitored closely. In addition, it is clearly important that Mr Briggs does not use illicit substances,
      including alcohol. It would also seem reasonable for a condition of routine urine testing to be required if he is
      to be managed in the community.
    


    
      Conclusion
    


    
      The case illustrates the considerable heterogeneity that exists in violent offenders. Classifying this client as
      of moderate risk of reoffending is only part of the assessment and the case has been selected to illustrate how
      functional analysis is important to understanding how he might best be managed in the future. What emerges is the
      idea that considerable professional judgement and knowledge of violent offending is required to treat this client
      and that the assessment process can only lead to a series of hypotheses about how the risk that he presents can
      best be managed.
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      Although figures vary across jurisdictions, a significant proportion of offenders report a history of problematic
      drug or alcohol use (Anglin and Perrochet, 1998; Johnson, 2004; Makkai and Payne, 2003; Nurco et al.,
      1993; Prendergast et al., 2004; Singleton et al., 1999). In Australia, for example, some 55 per
      cent of female prisoners (Johnson, 2004) and 52 per cent of males (Makkai and Payne, 2003) meet the criteria for
      substance dependence while in their recent meta-analysis, Bennett et al., (2008) found that odds of
      offending were four times greater for drug users than non-drug users. Moreover, there appears to be a direct
      relationship between the frequency and severity of crime-related activity and specific substance types and levels
      of use (Makkai and Payne, 2003). Bennett et al. found the odds were 2.5 times greater for cocaine users
      than non-cocaine users. In the Bennett et al. meta-analysis, it increased to 3.5 times greater for heroin
      users versus non-heroin users and was 6 times greater for users of crack cocaine.
    


    
      Given the extent of substance use problems, there is a clear need to make drug and alcohol treatment programmes
      available to offenders. However, the provision of services appears to be complicated by a number of issues
      including (a) the financial burden of providing treatment to the large number of offenders who present with
      substance use problems, (b) the complexity of problems typically associated with substance use disorders and (c)
      the challenge of successfully reintegrating this offender group back into the community (Visher et al.,
      2004). In this chapter we briefl y consider some of the theoretical explanations for substance use and review
      empirical evidence which underpins the treatment and management of offenders with substance use problems. We then
      discuss forensic practice in relation to the assessment of an offender for whom substance use was causally
      related to his offending behaviour.
    


    
      Theoretical explanations of the drug-crime nexus
    


    
      Explanations for the links between substance use and crime generally fall within three broad theoretical
      assumptions: first, a direct causal relationship whereby the misuse of licit and/or illicit substances leads to
      offending (or, alternatively, offending leads to the consumption of illicit
      substances); second, an indirect relationship produced by one or more shared variables and third, that there is
      no causal relationship but that the relationship exists solely on the basis that each behaviour represents unique
      aspects of a broader deviant lifestyle. One of the most recognized theories describing the direct mechanisms by
      which substance use leads to crime is the tripartite framework proposed by Goldstein (1985) which includes the
      psychopharmacological, economically compulsive and the systemic violence models. The psychopharmacological model
      posits that crime, particularly violent crime, is a consequence of the short- or long-term effects of alcohol or
      drug use (intoxication leads to impairment in judgement which can then lead to crime; see Haggard-Grann et
      al., 2006; Holder, 2008). Menard et al., (2001) have also proposed that offenders use drugs and/or
      alcohol to ‘celebrate’ the successful commission of a crime. According to the economically compulsive model,
      because drug use cannot be supported through legitimate means, users engage in criminal activities (particularly
      acquisitive crime) to fund their drug use. Finally, Goldstein’s systemic violence hypothesis states that because
      there are no legal sanctions or guidelines which govern the drug market (dealing or use), individuals involved in
      this enterprise protect themselves and/or further their interests through violence or threats of violence.
    


    
      Theories that imply an indirect causal relationship between substance use and crime suggest that the relationship
      is derived from the presence of factors shared in the aetiology of all antisocial behaviours, including substance
      use and offending. As such, substance use and crime emerge in the same contextual milieu and have the same
      antecedent variables (e.g., poor social support systems, difficulty in school, deviant peer group membership).
      Common variables can be psychological, sociological and/or environmental factors. By way of example, consider
      Gottfredson and Hirschi’s (1990) general theory of crime: rather than drug use causing crime or crime causing
      drug use, drug use would be attributed to low self-control. Mental illness is another factor with the potential
      to infl uence the drug–crime relationship. For example, Swartz and Lurigio (2007) found that the relationship
      between serious mental illness and crime for non-violent and drug offences was almost entirely mediated by
      substance use; while the mediation was not as strong for violent crime, substance use was nonetheless implicated.
      The third group of theories view the relationship between crime and drug use as spurious, the result of
      co-existing problematic behaviours. These ‘lifestyle’ or ‘systemic’ theories posit that drug use and crime are
      intrinsic elements of a broader deviant lifestyle. The theories described in Chapter 1 illustrate how shared
      aetiological variables (e.g., poverty, unemployment, family dysfunction) can result in substance use and crime
      becoming integral parts of an individual’s lifestyle or subculture. This becomes further entrenched when the
      crime ‘problem’ is systemic, the product of community disorganization (e.g., residential instability, poor
      communal relationships) which provides a general context for both crime and substance use (see White and Gorman,
      2000).
    


    
      Assessment issues
    


    
      While thorough assessment is the cornerstone of a solid treatment plan, one of the difficulties with
      substance-using offenders is that, as compared to sexual or violent offenders, there is a dearth of assessment
      tools which identify dynamic risk variables (i.e., treatment targets). Further complications arise when substance
      abuse is co-morbid with other Axis I and Axis II disorders. The heterogeneity of presentation means that while
      substance use may be identified as a criminogenic need (via actuarial assessment or clinical judgement), certain
      responsivity issues (e.g., female offenders, level of addiction) can make it difficult to focus on the specific
      treatment needs of the individual (McMurran, 2007). Assessment tools are typically those used in non-correctional
      environments and include face-to-face interviews, psychological testing, self-observation, observation by others,
      individualized rating scales, rapid assessment instruments (RAIs) and standardized assessment protocols.
      Instruments can be grouped as being relevant to (a) screening and diagnosis; (b) case conceptualization and
      treatment planning and (c) treatment monitoring and treatment evaluation (Hunsley and Mash, 2008). Screening
      tools are usually brief, quick to administer measures used to identify people who may be in need of further
      evaluation or assistance (e.g., Drug Abuse Screening Test [DAST]; Skinner, 1982, 2001; Substance Abuse Subtle
      Screening Inventory [SASSI], Miller, 1985, 1999), and while diagnosis is often conducted without a formal
      structured set of questions, one of the best validated tools for use when a formal system is needed is the
      Structured Clinical Interview for DSM-IV Axis I Disorders-Patient Version (SCID; First, Spitzer et al.,
      2002).
    


    
      Hunsley and Mash (2008) identify four categories of conceptualization and treatment planning tools. Severity
      of Drug Use and Psychosocial Functioning measures typically assess severity of use and problems related to
      aspects of life functioning in need of improvement and/or the need for specific services (e.g., social services,
      employment assistance, marital/family therapy). Examples include the Substance Dependence Severity Scale (SDSS;
      Miele et al., 2000a, 2000b) and the Addiction Severity Index (ASI; McLellan et al., 1980).
      Negative Consequences and Expected Effects instruments provide an overview of areas of functioning that
      should improve as a result of abstinence; this information can also be useful in motivational interviewing (MI)
      by increasing awareness of life areas that could be improved via abstinence. An example is the Inventory of Drug
      Use Consequences (IDUC; Tonigan Miller, 2002). Substance Specific Tools, such as the Marijuana Problems
      Scale (MPS; Stephens et al., 2000) and Cocaine Negative Consequences Checklist (Michalec et al.,
      1996) assess problem severity across various domains (e.g., psychological, social, legal, occupational) while
      Assessment for Relapse Prevention identifies areas important to risk of relapse including (a) situational
      factors (interpersonal, emotional/cognitive and environmental) that increase relapse risk; (b) self-efficacy
      about staying abstinent (both in general and in specific high-risk situations) and (c) types of coping skills
      available to use and/or actually use in high-risk situations or in general to present relapse. The Inventory of Drug Taking Situations (IDTS; Annis and Martin, 1985a), for example,
      assesses risk in specific high-risk situations (e.g., unpleasant emotions, physical discomfort, social pressure
      to use) while the Drug Taking Confident Questionnaire (DTCQ; Annis and Martin, 1985b) assesses self-efficacy
      (i.e., confidence in resisting the urge to use drugs in each situation) across the IDTS situation. Finally, tools
      for treatment monitoring and outcome evaluation include the ICUD, MPS and CNCC described above, as well as
      measures that assess symptom severity and toxicology analyze. There is a 30-day version of the ASI which is used
      to track progress (lifetime items are omitted), while a 90-day version of the Global Appraisal of Individual
      Needs (GAIN-Monitoring; Dennis et al., 2008) is designed to evaluate change over time in living
      arrangements, substance use (e.g., frequency, situational antecedents, withdrawal, problematic consequences),
      treatment (use, satisfaction, medications), physical health, risk behaviours, emotional health, legal system
      events, vocation and finances.
    


    
      Substance abuse treatment
    


    
      Unit Based Residential Treatment, the most intensive form of intervention, refers to therapeutic community
      programmes (TCs) or drug-free treatment units. Prison-based TCs are generally adaptations of those developed in
      community settings, although vary in the extent to which they adhere to therapeutic community treatment
      philosophies (see Day and Doyle, 2010). TCs operate on the premise that the drug problems characteristic of most
      offenders require high-intensity treatment (generally a minimum of 9 months although programmes range from 6 to
      12 months) that is designed to restructure the attitudes and thinking of participants and to instil the relapse
      prevention skills that will assist them to succeed when returning to the community (Wexler, 1997). To this
      effect, treatment is said to be successful if associated with a commitment to the positive values of the
      community; social values such as work ethic, social productivity and communal responsibility; and personal values
      such as honesty, self-reliance and responsibility to oneself and significant others. Group discussions and
      meetings are an important part of treatment, and peers are used to provide positive persuasion to change
      behaviour (see Bouffard et al., 2003). TCs in the US are compulsory and abstinence-based; most operate on
      behavioural principles, are organized hierarchically using a system of punishment and reward, with incentives to
      earn privileges and improved accommodation. In some jurisdictions, most notably in the US, voluntary through-care
      is available following completion of a prison-based programme for TC residents (see Melnick et al., 2001).
    


    
      The Compulsory Drug Treatment Correctional Centre (CDTCC) in New South Wales, Australia, is an example of a
      compulsory, abstinence-based TC-type facility (Birgden and Grant, 2010). Treatment takes a multistage approach,
      with the first stage (at least six months) spent in closed detention where the focus is on adult education, work
      readiness programmes and therapeutic programmes that target dynamic risk factors for drug-related offending
      (Johnsson and Hager, 2007). In stage two, offenders are secured in a semi-open
      detention for at least six months with access to programmes in the community which may include employment, adult
      education, vocational training and social opportunities to assist in effective re-integration. Therapeutic
      programmes to maintain positive behaviour change are also delivered with an emphasis on improved family and
      social relationships. In stage three, offenders are housed in Drug Court-approved community accommodation and
      placed under intensive supervision. The goal of community programmes is to consolidate gains made in stage 2 and
      increase access to mainstream community services.
    


    
      Non-residential treatments include brief psycho-educational programmes, motivational interviewing and
      cognitive-behavioural programmes. Psycho-educational programmes are the most common and least intensive and offer
      drug-using offenders the opportunity to discuss the benefits of drug and/or alcohol treatment and behaviour
      change, with the primary goals of harm minimization and increased motivation to enter treatment. Programmes
      typically involve delivery of information and education in a small group format, and vary from single sessions
      through to brief structured programmes. Motivational interviewing (Miller and Rollnick, 2002) is a brief
      treatment approach used to increase problem recognition and the probability of treatment entry. It generally
      involves some discussion regarding the arguments for and against the individual changing their substance use
      behaviour (decisional balance), feedback about the risks and benefits of continued substance use, and a
      description of the available treatment options. Cognitive-behavioural programmes are more structured and range in
      intensity depending on the individual’s risk level. For example, the Prison-Addressing Substance-Related
      Offending (P-ASRO) and Addressing Substance-Related Offending (ASRO) programmemes target medium-risk offenders in
      prison and the community, respectively. Comprised of 20 two-hour sessions delivered as four components, the
      programme seeks to improve abstinence by increasing self-control (McMurran, 2007). The first component is a
      motivational enhancement module while the remaining components involve bringing substance use back into conscious
      processing, so that changes can be sustained (the personal scientist); the identification of situations where
      there is a risk of relapse to substance use and teaching coping strategies to prevent that relapse and
      encouraging broader lifestyle changes so that improvements can be maintained (lifestyle modification).
    


    
      Correctional Services of Canada offer a non-residential High Intensity Substance Abuse Program (HISAP) aimed at
      offenders with severe substance use problems (Eno et al., 2001). The programme, based on a social learning
      model (see Chapter 1), consists of 100 two-hour sessions (eight sessions per week over a four to five month
      period) which are delivered in three distinct phases of treatment: intensive, regular maintenance sessions in
      preparation for release, and community programming. Correctional Service of Canada also offers an evaluated
      CBT-based pre-release programme, the Offender Substance Abuse Pre-Release Program (OSAPP; Lightfoot, 2001),
      designed for imprisoned offenders with intermediate to severe alcohol and drug problems. The programme consists of 26 three-hour group sessions plus three individual counselling sessions
      and has been shown to have good completion rates (89 per cent). Another example of a non-residential treatment
      programme is the Kowhai Unit Program in New Zealand (Huriwai, 2002) which utilizes a cognitive
      behavioural/relapse prevention model. The initial phase addresses motivation to change, a second phase involves
      construction of offence and relapse chains and the third phase uses a range of modules devoted to key components
      of the offence chain such as mood management, relationships and communication skills, and improving lifestyle
      balance. The final phase focuses on post-release lifestyle planning, progressing to the final phase, which
      follows release from prison, entailing re-integrative support in the community. One other approach that is
      frequently used in conjunction with psychological combination interventions is pharmacotherapy, particularly for
      opiate dependence. The main forms of substitution therapy are methadone maintenance treatment (MMT) or
      buprenorphine (BUP).
    


    
      Treatment efficacy
    


    
      Some of the strongest evidence for programme effectiveness (i.e., reductions in drug use and/or recidivism) comes
      from large-scale evaluations of TCs which have been conducted in the US (Butzin et al., 2005; Prendergast
      et al., 2004). These findings have been positive even for offenders with co-morbid mental illness and
      abuse disorders (McKendrick et al., 2006). Early evaluations of residential treatment (e.g., Hiller et
      al., 1999; Wexler et al., 1999) have consistently shown recidivism rates in the six months following
      release ranged between 3.3 per cent and 27 per cent for treatment groups, compared 12.1 per cent with 41 per cent
      for non-treated control groups over the same period. More recently, Lipton et al., (2002) examined 35
      methodologically sound outcome studies (which included nearly 1000 participants) and found a modest but
      nonetheless significant effect (measured as a reduction in recidivism rates) for offenders undertaking treatment
      in a TC facility as compared to untreated or treatment as usual groups. In the UK, evaluation of an in-prison
      12-step therapeutic community for drug and alcohol abuse conducted by Martin and Player (2000) also showed
      significantly fewer convictions 13 months post-release for programme graduates as compared to non-graduates.
      Treatment success was also measured in terms of programme attrition rates and subsequent substance use, with
      TC-treated offenders having significantly higher rates of both attendance and rates of abstinence for drug of
      choice. For example, only 18 per cent of programme graduates for whom alcohol was the drug of choice were found
      to have reoffended, a figure which was significantly lower than predicted using risk assessment tools.
    


    
      While outcomes from residential programmes appear promising, some findings from studies with longer follow-up
      periods are more equivocal. For example, whereas Inciardi, Martin and Butzen (2004) found five years post-release
      that TC inmates were significantly more likely than non-inmates to be drug- and arrest-free, participants from
      the Wexler et al., (1999) study showed more favourable outcomes at 12- and 24-months post-release but no
      difference at 36 months (even for treatment group members provided with
      aftercare following release). The same pattern of convergence was noted by Prendergast et al., (2004):
      five years post-release, no significant differences were noted on any outcome measures (i.e., reincarceration,
      heavy drug use, employment) for the randomly assigned treatment and control groups. In the most recently
      published evaluation from the US, Zhang et al., (2011) noted that in the short term, TC-treated inmates
      (particularly those who received aftercare) had more positive outcomes. However, the return-to-prison and arrest
      rates were similar for TC inmates and matched controls when tracked for five years post-release.
    


    
      In terms of non-residential treatment options, a meta-analysis conducted by Pearson and Lipton (1999) revealed
      varying degrees of treatment effectiveness for different types of programme examined. While group counselling was
      shown not to result in statistically significant reductions in recidivism, studies which assessed the
      effectiveness of cognitive behavioural therapy (CBT) produced more encouraging results. The superiority of
      CBT-based programmes was later confirmed in the Lipton et al. (2002) meta-analysis (which included 68
      treatment evaluations and involved more than 10,000 participants). While purely behavioural programmes (i.e.,
      without the cognitive element; n = 23) produced a positive mean effect size of 0.07, cognitive-behavioural
      programmes (i.e., with a cognitive element; n = 44) produced a positive mean effect size of 0.14. Looking
      at specific programmes, an evaluation of the OSAPP (Lightfoot, 2001) programme described above revealed that at
      one year post-release, programme completers had significantly fewer violations of their release conditions or new
      offences serious enough to warrant readmission to prison (Porporino et al., 2002). Effects were greatest
      for offenders showing greater levels of substance abuse severity (measured by psychometric test scores) and for
      offenders who had a less extensive criminal history. Reductions in readmission were also significantly
      greater for offenders who entered community-based programmes after release. Positive outcomes were also noted on
      an evaluation of the HISAP (Grant et al., 2003). Medium-term outcomes revealed positive improvements on
      measures of attitudes, beliefs and antisocial thinking while the overall rate of misconducts declined (from 0.48
      to 0.15) as did the percentage of participants with at least one misconduct (from 27 per cent to 12 per cent). At
      six-month follow-up, HISAP participants as compared to matched controls were less likely to be readmitted to
      custody (26 per cent vs 32 per cent) or have their conditional release revoked as a result of new offences (4 per
      cent vs 8 per cent). Finally, an evaluation of probation treatment programmes by Hollin and colleagues (Hollin
      et al., 2004), which included the ASRO programme described above showed the reconviction rates of
      participants (n = 457) who completed this programme was 37 per cent for completers compared 82 per cent
      for offenders identified as in need of treatment but who did not start and 78 per cent for non-completers of the
      programme. Removing non-completers from the analysis revealed a significantly lower rate of reconviction for
      treated as compared to non-treated offenders.
    


    
      The effectiveness of pharmacotherapy has been considered with both offending and non-offending populations. The
      main forms of substitution therapy for opioid addiction are methadone
      maintenance treatment and buprenorphine, both of which have been found effective in reducing both opiate and
      cocaine use in randomized clinical trials (e.g., Montoya et al., 2004). A comparison of the effectiveness
      of the two drugs by Vigezzi et al., (2006) found similar programme retention rates at two years although
      significantly more participants in buprenor-phine group had negative urinalysis (80 per cent vs 63 per cent) for
      opiates (there was no difference for cocaine use). In terms of offending behaviour, the Campbell Corporation
      (Egli et al., 2009) recently examined the outcomes of substitution therapy (prescribed heroin, methadone,
      buprenorphine and naltrexone) using reconviction data, police records and self-reported delinquency as outcome
      data. Their findings revealed that heroin maintenance (i.e., a controlled dosage of heroin adapted to the user’s
      needs) was associated with significantly greater reductions in criminal behaviour than methadone. While methodone
      was more successful in terms of reducing crime than treatments options without substitution therapy, the mean
      effect size was non-significant. That said, large (and significant) criminal behaviour was shown to be reduced
      during methadone maintenance therapy as compared to pre-treatment levels. Finally, while buprenor-phine and
      Naltrexone showed promise, there were insufficient studies to make a definitive assessment with respect to impact
      on offending behaviour.
    


    
      Case example
    


    
      Mr Winters is a 35-year-old adult male offender who has been charged with burglary, theft and possession of a
      prohibited substance (heroin) for sale. He has prior convictions for both these offences. His defence lawyer has
      asked for a psychological opinion on issues relevant to his upcoming trial, including the relationship between
      his substance use and offending and his suitability for rehabilitation. At the assessment interviews, Mr Winters
      presented as remorseful for his actions and keen for an opportunity to ‘break the cycle’ of his substance use and
      offending. Information provided by him was, wherever possible, corroborated by family members, medical records,
      previous parole and probation reports and other assessment reports.
    


    
      The behaviour (the offending)
    


    
      Mr Winters has been charged with burglary, theft and possession of a prohibited substance (heroin). The heroin
      was found on Mr Winters’ person when he was arrested shortly after he was apprehended by the police selling the
      stolen items at a pawn shop.
    


    
      Frequency, intensity, duration and form of offending. Mr Winters has a long criminal history which
      commenced in mid-adolescence and includes two previous custodial and numerous community-based sentences. His
      offences include previous counts of car theft (x 3), robbery armed with an offensive weapon, supply of a
      prohibited drug (x 2), break and enter (x 2), burglary, possession of implements to steal a
      motor vehicle, possession of goods suspected of being stolen (x 3) and malicious destruction of property.
    


    
      Risk assessment. Mr Winters’ potential to reoffend was evaluated using the Level of Service
      Inventory-Revised (Andrew and Bonta, 1995), a well-validated actuarial assessment which measures risk and need
      factors related to general recidivism. His overall score of 42 places him in the ‘high’-risk category for
      recidivism. The probability of reconviction within one year for people with this score is 99.2 per cent. An
      examination of subscale scores identifies a high level of need in the areas criminal history, alcohol or drug
      abuse, education and employment, accommodation and financial difficulties; he also has non-existent or
      non-rewarding family and marital relationships, a lack of pro-social leisure and recreational activities, mostly
      criminal companions and experiences emotional difficulties. Despite his extensive criminal history, Mr Winters
      does not display pro-criminal attitudes and orientation.
    


    
      Developmental factors. Mr Winters describes a childhood that was characterized by a sense of isolation and
      lack of parental care and affection. An only child, his parents were heavy drinkers who had little time for him;
      they were often verbally abusive towards each other and towards him. Both parents worked intermittently but often
      lost their jobs, often as a consequence of their alcohol abuse. The family moved frequently when rent could not
      be paid. Mr Winters recalls being sent to live with his maternal grandmother for about six months aged nine.
      While he felt more settled living with her and had some continuity in his life, he eventually returned to live
      with his parents. Mr Winters was unsure why this change occurred but on refl ection, recalls arguments between
      his parents and his grandmother when she asked for financial assistance, a request his parents refused. His
      parents separated when he was 11. Mr Winters initially lived with his mother but subsequently moved in with his
      father when his mother decided to move house with her new partner and did not want to take him with her as it
      ‘cramped her style’.
    


    
      Mr Winters’ early school life was punctuated by frequent changes in school brought about by his family’s
      transient living conditions. As a result, his school record was poor and he experienced learning difficulties. He
      recalls being teased a great deal about his inability to read; he was also teased about his clothing and personal
      hygiene. This left him feeling even more alone and he would often act out in class. Although he did not
      particularly like the other children in class who also acted out, this was the only peer group who would accept
      him. The lack of parental supervision made it easy for him to skip school which he did frequently with his
      friends.
    


    
      At around 13 years of age, Mr Winters started drinking alcohol and described binge drinking on weekends. His
      ability to gain easy access to alcohol and later marijuana and amphetamines meant he continued to mix with an
      antisocial peer group. Mr Winters’ drinking and substance abuse was subsidized at this time by petty theft and
      minor dealing. During this period his school truancy escalated to the point where he was
      barely attending school. He was expelled after being caught selling marijuana to other students on school
      grounds.
    


    
      Antecedents
    


    
      Environmental triggers. When the offence occurred, Mr Winters was alone and on his way to purchase heroin.
      The house he broke into was one he passed regularly and which he had observed was empty during the day. He had
      not planned the burglary in advance, but did intend to take items that could be carried without notice, and
      quickly and easily sold.
    


    
      Cognitive antecedents. Mr Winters was in a state of heroin withdrawal when he committed the offence. He
      had not slept the previous night and he recalls feeling ‘desperate’ to find enough money to buy a larger quantity
      of heroin than he needed for a single day. Mr Winters recalls thinking that if he had enough cash he could sell
      some of the heroin and not have to worry about money for several days.
    


    
      Affective antecedents. Mr Winters recalls feeling ‘pretty low’ in the hours before the burglary. He has
      two young children who are currently in foster care because of the problems associated with his drug use (another
      child died from a heroin overdose two years previously). His most recent attempt to deal with his addiction was
      cut short when he was asked to leave a residential facility because he tested positive to opiates. This latest
      setback has exacerbated his sense of failure with regard to both his ongoing addiction and his capacity to parent
      his children.
    


    
      Physiological antecedents. Due to his heroin withdrawal, Mr Winters was craving, had muscle spasms, cramps
      and severe vomiting and diarrhoea during the 12 hours prior to the burglary.
    


    
      Mental disorder variables and personality dispositions. Mr Winters has no previous history of psychiatric
      disorder or contact with mental health services. In terms of personality, he describes himself as quiet, a
      ‘loner’ who does not mix well; he said while things upset him and he sometimes feels angry, he is rarely provoked
      to the point of being verbally or physically aggressive. This self-description is consistent with that of others.
      For example, his case manager describes him as unassuming, unassertive and easily managed. Mr Winters’ mental
      health was assessed using the Personality Assessment Inventory (PAI; Morey, 1991), a self-report measure
      of psychopathology designed to assess specific aspects of personality and mental health functioning. The
      assessment reveals significant clinical symptomatology consistent with a history of polysubstance abuse. His
      responses refl ect a pattern of drug use which has had numerous ill effects on his functioning which are likely
      to be found across several life areas, including strained interpersonal relationships, legal difficulties,
      vocational failures, financial hardship and/ or possible medical complications resulting from prolonged drug use.
      Mr Winters’ PAI profile also shows elevated levels of anxiety and depression while his score
      was low on items developed to assess dominance in interpersonal relationships.
    


    
      Assessment of strengths and primary goods. Using a Good Lives framework to inform the assessment, it is
      evident that Mr Winters has experienced difficulty in attaining several primary goods. There appears to be a
      direct pathway, for example, between his pursuit of the primary human goods of life, happiness and spirituality
      through the secondary goods of substance abuse and acquisitive crime. Mr Winters also reports problems in
      successfully attaining other primary goods necessary for a good life. For example, he has sufficient insight into
      his addiction and offending behaviour to recognize that it inhibits any relationship with his children and that
      it necessitates an association with antisocial peers. His repeated relapses have left him with a deep-rooted
      sense of failure. He is unable to gain employment and thereby provide for himself or his children. However, while
      Mr Winters recognizes that his drug use and criminal behaviour are dysfunctional, his capacity to focus beyond
      the immediate physiological needs associated with his addiction is limited. This combination of factors suggest a
      lack of coherence in his life plan and limit his capacity to achieve his broader life goals, particularly as his
      lack of education and employment skills will make it difficult for him to obtain work or develop a social network
      which is consistent with a non-offending lifestyle.
    


    
      Consequences of offending
    


    
      Mr Winters presents with a pattern of offending behaviour associated with immediate and short-term rewards that
      serve to reinforce and sustain his behaviour. His most immediate reward, a reduction in the negative
      physiological effects of addiction, is a direct consequence of the property and money obtained from the proceeds
      of the burglary or the sale of drugs. These financial gains also enable Mr Winters to feed and clothe himself and
      to spend money on his children on the rare occasions he sees them. Given that his addiction prevents him
      obtaining sufficient funds to support his drug habit in a legal way, Mr Winters’ offending behaviour is
      reinforced when it meets his immediate and short-term needs. The negative consequences of Mr Winters’ offending
      include frequent arrests and on two occasions being incarcerated. Given his living conditions and the crime rate
      in his and nearby suburbs, he is also subject to ongoing police attention. Mr Winters blames his offending on his
      addiction and sees this as the reason for his inability to obtain the primary goods of life, work, agency,
      relatedness, community or happiness in an adaptive way. In the long term, Mr Winters’ drug use and criminal
      lifestyle will prohibit him being reunited with his children.
    


    
      Case formulation
    


    
      It is hypothesized that the isolating experience of Mr Winters’ childhood and his lack of parental attachment
      have hindered his capacity to develop meaningful positive relationships, including with his
      own children. This has also left him with a strong sense of not being in control of his life and what happens to
      him. He blames his current circumstances on his addiction and this belief is reinforced by repeated relapses
      after short periods of abstinence.
    


    
      Implications for intervention and risk management
    


    
      The case formulation identifies a lack of capacity to achieve broader life goals as central to any understanding
      of the risk with which this offender presents. A possible response is to develop a management plan that actively
      seeks to help him feel more agency in his life and develop protective social support networks. Providing
      opportunities to develop both education and employment skills may be relevant here, as well as leisure activities
      with non-substance-using associates. In addition, there may be a need for specialist psychological treatment to
      consider broader identity issues that may impact on his mental health and prompt relapses. However, the
      assessment suggests that the risk of further offending is extremely high and, as such, that it is unlikely that
      these risks can be effectively managed with occasional support or supervisory arrangements. It would seem
      appropriate to recommend residential-based treatment, even if this needs to occur under some form of legal
      coercion. There is some evidence that intensive residential programmes for coerced substance-using offenders do
      produce positive outcomes, particularly when offered in conjunction with other treatments (such as opiate
      replacement programmes).
    


    
      Conclusion
    


    
      In this case although the severity of the offending was not great, the risks associated with further offending
      occurring are extremely high. In addition, and not untypically for many substance-using offenders, this client
      presents with a set of complex and overlapping needs which are unlikely to be easily addressed. As such, the
      priority may well be on the environmental management of risk (such as reducing opportunities in which substance
      use can occur through placement in a residential facility), to allow for a rehabilitative process to begin. There
      is a need to deepen the formulation as the assessment continues such that the client develops higher levels of
      problem awareness, motivation to change, and insight and control over the circumstances in which he is most
      likely to use substances and offend.
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      Historically, crime in general and violent crime in particular has been predominantly perpetrated by males. This
      has been referred to as the gender gap in offending, which has been observed regardless of the time period,
      culture or data source. Females accounted for 24.2 per cent of all arrests in the US in 2007, including 19.2 per
      cent of those arrested for violent crimes, 33.4 per cent of property crimes, 18.8 per cent of drug abuse crimes
      and 10.2 per cent of murder arrests (van Wormer and Bartollas, 2011). This disparity between males and females is
      similar across international jurisdictions, which indicate that females have recently accounted for 17 per cent
      of all arrests in England and Wales, 17 per cent in Canada and 17 per cent in Australia (figures reported in
      Blanchette and Brown, 2006, p.1). The gender gap in offending appears to vary by the seriousness of the criminal
      behaviour. While males commit a greater proportion of almost all crimes, the disparity between males and females
      is greater for more serious crimes, especially violent crimes (Blanchette and Brown, 2006). Longitudinal data
      suggest that the discrepancy in criminal offending may be much more substantial in persistent, serious adult
      offending than in adolescent offending that does not persist into adulthood. A long-term prospective cohort study
      in Dunedin, New Zealand, for example, found that the male:female ratio for adolescent-limited offending (i.e.,
      offending that begins in adolescence but remains relatively minor and does not continue into adulthood) was
      1.5:1, while the ratio for life-course-persistent offending (i.e., offending that begins in childhood, is more
      serious and diverse, and persists into adulthood), was 10:1 for males versus females (Moffit and Caspi, 2001).
    


    
      Compared to arrests, incarceration rates demonstrate an even greater disparity between males and females,
      although these differences may also be decreasing in some jurisdictions. Lemgruber (2001, as cited in Blanchette
      and Brown, 2006), provides an estimate indicating that women represent between 5 per cent and 7 per cent of the
      prison population in most western societies, including Canada, Australia, the US and the UK, although they
      account for a higher percentage in Hong Kong (21.6 per cent) and Thailand (18.4 per cent). Considering other
      forms of correctional supervision, Salisbury and Van Voorhis (2009) have noted that although recent data indicate
      women comprise slightly more than 7 per cent of the US prison population, they represent 23 per cent of
      supervised probationers in the US, and that this population is increasing.
      These authors cite Bureau of Justice statistics showing that between 1995 and 2007, the total number of
      incarcerated women rose by 67 per cent, and the total number of women probationers rose by 52 per cent, so that
      over one million women in the US are currently under some form of correctional supervision. Similar increases in
      the incarceration rates for females are cited for other jurisdictions internationally, including Australia,
      Canada and England (see e.g., Blanchette and Brown, 2006, pp.6–7).
    


    
      Available data suggest that females released from prison reoffend at somewhat lower rates than males, but that
      recidivism is still relatively common. Data from the California Department of Corrections and Rehabilitation
      (Chapman et al., 2010) indicate that females had a 50 per cent recidivism rate at three years after their
      first release from prison, compared to 62 per cent of males. This difference narrows, however, after subsequent
      periods of incarceration, whereby almost 73 per cent of females re-released from prison recidivate, compared to
      78 per cent of males. Such figures seem to indicate significant limitations in the effectiveness of
      rehabilitation programmes for many female offenders, especially those with repeated terms of imprisonment.
    


    
      The aetiology of female offending: Gendered-specific needs and offence pathways
    


    
      It has been proposed that females follow different pathways to criminal offending that distinguish them from male
      offenders, with implications for both the aetiology of female offending and the most effective approaches to
      rehabilitation for reducing the risk for reoffending. A pathways perspective attempts to incorporate an
      understanding of the whole life of the offender in contributing to criminal offending. Others have noted that the
      lives of women often involve profound differences from the lives of men in ways that shape their patterns of
      criminal behaviour (Bloom et al., 2003). The gendered pathways perspective argues that female criminal
      development and recidivism are based on factors that are either not typically seen for males, are common in males
      but even more frequent with females, or have distinct personal and social effects for females (see e.g., Belknap
      and Holsinger, 2006). Studies examining the characteristics of female offenders have consistently found that
      incarcerated female offenders are poor, young, uneducated and lacking employment skills (Bloom et al.,
      2005), although these traits may not distinguish them from many male offenders. There are, however, other
      experiences that may make unique or disproportionate contributions to women’s offending, including traumatic and
      abusive events, serious mental illness, substance abuse as a self-medicating mechanism for coping, lack of social
      support, dysfunctional and abusive intimate relationships, and difficulty managing and providing for their
      dependent children (Salisbury and Van Voorhis, 2009).
    


    
      The frequency and nature of child abuse, for example, has been argued to be more relevant to female offending
      than male offending. Girls, for example, are more likely than boys to be sexually abused by someone close to
      them, such as a father or step-father, with the abuse being more frequent over
      longer periods of time. This can produce more severe short- and long-term effects, including low self-esteem,
      shame, depression, substance abuse and anxiety (see e.g., studies cited by Salisbury and Van Voorhis, 2009). The
      work of Chesney-Lind (see e.g. Chesney-Lind and Shelden, 2004) emphasizes interactive effects of abuse, drugs and
      depression for female offenders.
    


    
      Recent researchers have examined possible gender-specific pathways to offending, and whether different risk
      factors, and therefore different treatment needs, are important for women as compared to men (Van Voorhis et
      al., 2010). Salisbury and Van Voorhis (2009) found empirical support for three pathways to women offenders’
      incarceration in a sample of female probationers. One pathway refl ected a childhood victimization model,
      similar to the ‘harmed-and-harming’ women first described by Daly (1992). This model assumes that child abuse
      leads to various forms of mental illness, followed by substance abuse that contributes to criminal offending.
      Such women frequently described self-medicating behaviours to manage symptoms of depression and post-traumatic
      stress disorder resulting from childhood physical and sexual abuse. The second pathway refl ects a relational
      model that begins with dysfunctional intimate relationships, thought to lead to low levels of self-efficacy
      and greater likelihood of adult victimization. These experiences are followed by problems with depression and
      anxiety and subsequent substance abuse, contributing finally to criminal offending and recidivism. The third
      pathway described by Salisbury and Van Voorhis was referred to as a social and human capital model. Human
      capital is used to describe the internal knowledge, skills and capacities that enable individuals to act in new
      ways. This pathway proposes that women offenders’ social relationships with family and intimate partners fail to
      produce human capital in form of educational achievement, self-efficacy and employment/financial resources, which
      would otherwise create opportunities to desist from criminal activity.
    


    
      Assessment of female offenders
    


    
      Assessing risk for reoffending
    


    
      The challenge for risk assessment is our current capacity to specify the likelihood of recidivism for a female
      offender. With male offenders, actuarial measures are typically employed. The strengths and limitations of
      actuarial risk assessment procedures have been addressed elsewhere (Doren, 2002; Vess, 2008b, 2009). The primary
      advantage of actuarial risk assessment with violent or sexual offenders is the capacity to place an individual
      offender in a group of offenders sharing similar levels of known risk factors and providing a specific range of
      observed rates of reoffending, based on follow-up research with large numbers of offenders. This allows for a
      quantification of the probability of risk for relevant groups of offenders, and the opportunity to view the
      individual offender’s risk of reoffending in the context of what is known about these groups. Such information
      for female violent and sexual offenders is largely unavailable at this point in time (Vess, 2011). This means therefore that we cannot provide the same type of quantitative or
      probabilistic parameters for their risk of reoffending that we currently provide for male offenders.
    


    
      Level of service/case management inventory. Measures that have been widely used in assessing risk with
      offenders is the Level of Service Inventory (LSI-R, Andrews and Bonta, 1995), and the more recent Level of
      Service/Case Management Inventory (LS/CMI, Andrews et al., 2004). Based on the general principles of
      social learning theory and cognitive psychology, the approach taken by the developers of these measures is that
      the predictors of criminal offending and recidivism are substantially the same for males and females, rather than
      gender-specific (Rettinger and Andrews, 2010). A large meta-analytic study of the relationship between the LSI-R
      and recidivism found statistically similar effect sizes for male and female offenders, leading to the conclusion
      that the LSI-R is an important instrument for assessing all offenders, regardless of gender (Smith et al.,
      2009). However, the methodology and conclusions of this meta-analysis have been criticized, with a conclusion
      that gender-informed instrument development is only beginning, and the suggestion that the appropriateness of
      gender-neutral measures is questionable (Taylor and Blanchette, 2009). In a sample of serious violent offenders,
      gender did not moderate the predictive utility of the LSI-R, although the risk factors that best predicted
      recidivism differed for men and women (Manchak et al., 2009). Manchak et al. note that the
      comparable performance of the LSI-R between genders was limited to the prediction of recidivism, not the
      understanding of possible different causes of criminal behaviour between men and women.
    


    
      Recent empirical investigation of gender-responsive scales found that the LSI-R and other standardized dynamic
      risk/needs measures were predictive of reoffending for women, but that the addition of gender-responsive factors
      produced statistically significant incremental predictive validity and more powerful prediction models (Van
      Voorhis et al., 2010). The relative importance of different risk factors suggests different treatment
      priorities for women offenders. As Van Voorhis et al. state,
    


    
      Specifically, there is little in these findings to suggest that attitudes and associates should be the main
      treatment target for women offenders to the exclusion of other needs. In fact, criminal thinking characterised a
      very low proportion of these participants, and findings generally supported a different set of treatment
      priorities. Among women in community correctional settings, for example, substance abuse, economic, educational,
      parental and mental health needs appear to be the needs most associated with future offending. Additionally,
      trauma, dysfunctional relationships and mental health concerns are key to prison adjustment and ought to be
      viewed as essential to the maintenance of safe prisons.
    


    
      (p.281)
    


    
      Viewed from a treatment readiness and treatment responsivity perspective, addressing these needs will be crucial
      to creating the therapeutic environment that female offenders require to
      benefit from intervention (see e.g., Day et al., 2010).
    


    
      GLM assessment in relation to female offending pathways. An alternative to actuarial risk assessment is to
      provide a clinical, aetiological understanding of the individual case, and examine the factors that appear to
      have contributed to past offending in light of the personal and environmental conditions the individual will
      likely face in their post-release environment. Assessment of offenders with the GLM approach involves a
      comprehensive assessment of the factors contributing to an individual’s offending behaviour. This includes an
      understanding of the individual’s primary human goods and the secondary goods she uses to acquire primary goods.
      The assessment will also require exploration of the individual’s self-regulatory capacity, and delineation of her
      specific offence pathway (Yates et al., 2010). In assessing primary goods, the clinician seeks to identify
      the main areas that are important to the offender’s life plan, with the goal of understanding what qualities of
      life are most important. This information is obtained through a series of increasingly detailed questions about
      the activities, situations and experiences that are important to that person. It is also possible to infer the
      importance of various goods by the amount of energy and emotion that are typically attached to those areas of
      functioning. This will involve examining both historical, developmental experiences and patterns, as well as
      aspirations, plans and future commitments. This assessment should be collaborative and supportive rather than
      prescriptive or directive.
    


    
      Treatment issues for female offenders
    


    
      The focus of treatment services should be determined by the needs of offenders that contribute to risk for
      offending. It has been argued that female offenders present either unique or disproportionate infl uence on their
      offending behaviour in comparison to males. Turner (2010) summarized the available literature as showing that
      females are more often convicted for non-violent, property-related and drug offences; are more often motivated by
      problems related to gambling, substance misuse or poverty; have higher recorded levels of mental illness and
      trauma/victimization; more often have primary care responsibilities for dependent children; and face additional
      barriers to employment and education skills. Because of their history of trauma and abuse, many female offenders
      will have developed dysfunctional schemas about self and others, contributing to difficulties in establishing a
      trusting therapeutic alliance and exacerbating their vulnerability to re-traumatization within the criminal
      justice system.
    


    
      Treatment outcome studies for female offenders remain much less available than for male offenders. An earlier
      meta-analysis by Dowden and Andrews (1999) found that available outcome studies for programmes adhering to
      general respon-sivity principles demonstrated significant reductions in recidivism for female offenders. This was
      especially so when applied to higher-risk females (Andrews and Dowden, 2006). Perhaps because of the high
      prevalence of substance abuse among female offenders, many of the available outcome studies involve drug treatment programmes. Research findings indicate that time in prison-based treatment
      and post-release aftercare were significantly related to reduced rates of rein-carceration for women offenders,
      emphasizing the importance of coordinated or wraparound services tailored to the needs of females (Messina et
      al., 2006; Oser et al., 2009). Bloom et al. (2003) summarize available research evidence
      suggesting that collaborative, community-based programmes offering a multidisciplinary approach contribute to
      successful outcomes with female offenders. Services that address needs such as housing, physical and
      psychological safety, education, job training and community-based substance abuse, all of which have been
      identified as factors that put women at increased risk of criminal justice involvement, are seen as critical
      components in a gender-responsive approach to reducing criminal offending.
    


    
      Case example
    


    
      Ms Smith is a fictional 24-year-old offender who was convicted of simple assault, theft and possession of an
      illegal substance. She has been sentenced to 18 months’ imprisonment. The Department of Corrections Psychological
      Service is required to provide an initial assessment of Ms Smith for use in managing her sentence, to address
      issues including her risk of reoffending, security classification, treatment needs and reintegration planning. Ms
      Smith presents as anxious and at times tearful during the assessment interviews. This is her second prison
      sentence. She is anxious about how she may be treated, both by prison staff and other inmates, as she found her
      first prison term to be very stressful.
    


    
      The offending behaviour
    


    
      Ms Smith was in the home of a neighbour with whom she occasionally socialized, where they had spent the afternoon
      drinking beer together. An argument developed, and Ms Smith struck her neighbour several times in the head with
      her fists, before leaving the residence. Her neighbour later discovered that Ms Smith had stolen some cash and a
      mobile phone from her purse. When the police arrived at Ms Smith’s apartment to question her, they discovered a
      small quantity of what was later determined to be methamphetamine. She insists that the methampheta-mine belonged
      to her boyfriend.
    


    
      Frequency, intensity, duration and form of offending. Ms Smith has had seven previous convictions for
      charges that include petty theft, possession of cannabis, driving while intoxicated and shoplifting. Her first
      convictions were at 18 years of age. She reports that she has been offending regularly since the age of 17, but
      has only been detected and arrested on four occasions. Most of her offences have been theft- and drug-related.
      This is her first violent conviction, but not her first episode of violence. She was under community probation
      supervision for prior offending at the time of the most recent offending. She has also had previous involvement
      with child protective services and child welfare over concerns of failing to provide adequate care for her
      children.
    


    
      Risk assessment. Assessment on the LSI-R indicates that Ms Smith is at a medium level
      of risk for reoffending, with primary areas of concern that include education and employment, financial,
      family/relationship, alcohol and drug problems, leisure/recreation and emotional/personal problems. Recognizing
      that risk for reoffending is heavily contingent on a variety of dynamic internal and environmental factors that
      contribute to the individual’s likelihood for criminal behaviour at a given point in time, it is important to
      identify the particular pathway to past offending. Once this pathway or offence cycle has been delineated,
      judgements can be made about the likelihood of encountering these criminogenic factors in the post-release
      environment, the individual’s current capacity to cope effectively with these factors and the support services
      that will be available to assist the offender in her transition to a non-offending life in the community.
    


    
      Developmental factors. Ms Smith’s developmental history is characterized by repeated sexual abuse, family
      dysfunction and confl ictual interpersonal relationships. She was born as the third of five siblings, with two
      older brothers, a younger sister and younger brother. She recalls significant verbal and physical confl ict from
      as early as she can remember. Her father was a heavy drinker, who would verbally and physically assault her
      mother and all of the children, especially when intoxicated. She describes her mother as a passive and dependent
      woman who could not stand up to her father, and was unable to protect the children from his abuse. She reports
      that from the time she was seven years old she was sexually abused by her oldest brother, and later by an uncle
      who occasionally stayed with the family and also a neighbourhood man for whose family she sometimes worked as a
      babysitter.
    


    
      Ms Smith reports that she was unpopular with other children while growing up, and that her family was stigmatized
      as being poor. Her father had served two brief terms in prison and had a reputation in the community as being
      unpleasant, untrustworthy and possibly dangerous, which contributed further to her sense of isolation and
      ostracism. He finally left when Ms Smith was 15 years old and provided no further financial support, at which
      time the family’s financial situation became even more precarious. Ms Smith reports that there was often not
      enough food in the house to feed everyone, and that she and her bothers began stealing and shoplifting to provide
      basic necessities.
    


    
      She left her family at age 17 and has lived on her own or with friends since that time. She reports that she did
      not finish high school and has had no further schooling or vocational training. Her social network as a teenager
      consisted of a few other marginalized girls and boys who drank and smoked cannabis together, as well as engaging
      in petty offending. She reports that her first voluntary sexual experience was at the age of 16 with a boy in
      this group, but that this relationship became confl ictual and was short-lived. She has subsequently had frequent
      shortterm intimate relationships that are usually marked by turbulent and unstable emotional exchanges and
      sometimes by physical violence. She reports that she is always seeking a stable and loving relationship, but it
      never seems to work out that way. She has had one live-in relationship with a man for approximately two years, but that relationship also became abusive and she left. Her two children are by different
      fathers, neither of whom have remained involved in their lives, and they provide no material support. Her current
      boyfriend is an unemployed substance abuser who is sometimes verbally abusive but has not physically assaulted
      her. She considers this an improvement over many of her previous relationships. She has held a number of
      low-skilled clerical and retail positions, but has often relied primarily on welfare, petty theft and occasional
      drug sales to make ends meet.
    


    
      Antecedents
    


    
      Environmental triggers. The offending took place in the apartment of a neighbour over perceived criticism
      of Ms Smith’s treatment of her two children, who were five and seven years of age. She reports that this
      neighbour is a ‘drinking buddy’ who is usually supportive of her, but on this occasion had been ‘giving her a
      hard time’ about not taking adequate care of her children. After assaulting the neighbour, she saw money and a
      mobile phone in a purse by the door, and decided to take them. She insists that this theft was impulsive rather
      than premeditated, and that she took the items because ‘they were sitting right there’ as she left.
    


    
      Cognitive antecedents. Ms Smith reports that she was not thinking of anything in particular when she
      visited her neighbour, but that her boyfriend had been yelling at her earlier in the day, and that may have been
      on her mind. When the conversation turned to raising a family, and her neighbour criticized her for not providing
      adequately for her children, Ms Smith recalls thinking that this woman had no right to find fault with her, as
      the neighbour was herself a poor example of a mother to her children. After she had become violent and was
      leaving, she remembers thinking she would take the money and the phone to further punish her friend. She also
      thought of all her unpaid bills, and that she needed the money more than her friend did.
    


    
      Affective antecedent. Ms Smith reports that during the days prior to the offending she had been feeling
      stressed and somewhat depressed over her life and her troubled relationship with her boyfriend. An argument with
      her boyfriend on the day of the offending resulted in feelings of anger and frustration. This had left her in a
      vulnerable emotional state when she went to her neighbour seeking support and reassurance, which they had often
      provided to each other while drinking together. When her friend criticized her, she remembered feeling at first
      annoyed and hurt, but this quickly escalated into rage, at which point she became physically assaultive.
    


    
      Physiological antecedents. The victim corroborates Ms Smith’s report that they had consumed about three or
      four bottles of beer each over the course of the afternoon prior to the assault. While she denies being
      intoxicated, Ms Smith acknowledges that her judgement may have been impaired, and she behaved more impulsively than if she had been sober. She also reports that she had used cocaine earlier in the day
      with her boyfriend, which had contributed to their arguing. She remained in a state of agitated arousal prior to
      the offending, which she attributes to the enduring cognitive and emotional effects of the confl ict with her
      boyfriend.
    


    
      Mental disorder variables and personality factors. Ms Smith reports a history of experiencing chronic
      symptoms of anxiety and depression, although she has never been formally diagnosed with any psychiatric disorder.
      She also describes symptoms consistent with post-traumatic stress disorder, which appear to stem from episodes of
      physical and sexual abuse during childhood and adolescence. Results of the Millon Clinical Multiaxial Inventory
      (MCMI-III) suggest features consistent with both dependent and avoidant personality patterns. This profile is
      consistent with her behaviour and self-report, whereby she feels inadequate and incapable of managing her own
      life and desires a strong person to take care of her, but is constantly anxious about anticipated criticism and
      rejection. She sees herself as damaged, unattractive and unworthy of being loved by a dependable, ‘decent’
      partner in a trusting relationship. The clinical scales of the MCMI also indicate that Ms Smith is currently
      reporting significant levels of depression, anxiety and PTSD, with possible alcohol and drug dependence or abuse.
    


    
      Assessment of strengths and primary goods. Assessment of Ms Smith’s life plan reveals that the primary
      goods of agency, inner peace, community and relatedness are very important for her. She longs to be
      self-sufficient and independent, but feels incapable of attaining success in this area. Similarly, she places
      great importance on relationships, especially with her children, and has always desired to have a nurturing
      intimate relationship with a man, yet her relationships are always confl ictual and disappointing. By extension,
      Ms Smith reports that it would be very gratifying to be part of a positive social network (the need of
      community), but that her social groups have always consisted of marginalized and sometimes criminally oriented
      individuals. She also says that she frequently experiences emotional turmoil, especially anger, anxiety and
      depression, which causes her great distress. This suggests that inner peace is an important primary good that
      typically eludes her. Her frequent abuse of substances is seen as a maladaptive mechanism or secondary good for
      meeting her need for inner peace.
    


    
      Other primary goods that present important issues for understanding Ms Smith’s offending include life, knowledge,
      excellence in play and work and happiness. During her assessment interview, she described her long-term goals in
      terms of having a satisfying and adequately paying job in order to live comfortably and raise her two children.
      This includes providing basic needs such as housing, food and clothing, as well as positive play experiences for
      her and the children. In order to attain the necessary elements of this plan, it becomes clear that Ms Smith will
      need additional education or training in order to obtain the employment that will support their material needs,
      as well as providing the opportunities for the satisfying family experience that will result
      in happiness. This life plan represents a dramatic departure from the path her life has taken so far, and will
      require strategic preparation and assistance to effectively pursue her goals.
    


    
      Consequences of offending. The immediate consequences of the offending were a reduction of Ms Smith’s
      hostility, with a reinforcing bolstering of her sense of autonomy and control. There was also a fl eeting
      experience of euphoria at the thought that she now had the money to buy food and pay some of her rent. This was
      quickly replaced by regret and anxiety over the probability of arrest and punishment for her behaviour. The more
      lasting consequences include not only loss of her freedom, but the stress and depression associated with losing
      access to her children, with the possibility of long-term loss of custody if she is found to be an unfit mother
      and the children are placed in foster care.
    


    
      Case formulation
    


    
      Ms Smith’s case formulation begins by considering how her early developmental experiences shaped her internal
      schemas or implicit theories, and how these in turn interacted with subsequent environmental and relationship
      factors to shape her offence pathway. The abuses of her father, her brothers, her uncle and neighbour, combined
      with her mother’s inability to protect her, have resulted in deeply held, not entirely conscious beliefs about
      the world as an unsafe place, where others are not to be trusted or relied upon, and where she is inadequate and
      unworthy of love, protection or respect. Her self-concept is largely one of being soiled or damaged, and
      undeserving or incapable of securing the affection of an intimate partner of good character.
    


    
      Her pathway into offending resembles the ‘harmed-and-harming’ women described by Daly (1992), and refl ects
      aspects of the childhood victimization pathway examined by Salisbury and Van Voorhis (2009). Her experiences of
      child abuse resulted not only in dysfunctional core schemas, but also contributed to chronic forms of mild to
      moderate mental illness, including anxiety, depression and signs of PTSD (e.g., acute episodes of anxiety
      approaching panic when confronted with stimuli that trigger memories of some of her worst abuse experiences). It
      is partly to numb these feelings that she abuses alcohol and drugs, and partly to fit in as best she can with a
      largely antisocial network that might provide a sense of acceptance that she otherwise lacks. Her chronic lack of
      the material resources to meet the daily living needs of herself and her children further contribute to her
      distress, and provide the most pressing motivation for her property offences. She is more likely to offend when
      she is disinhibited through substance use, which also clouds her judgement about the consequences of her
      offending behaviour. As she lacks both the interpersonal and occupational skills to achieve more pro-social ways
      of meeting even her basic life needs, her offending behaviour has become a repetitive cycle that follows a
      predictable pattern.
    


    
      Implications for intervention and risk management
    


    
      Based on the results of her initial assessment, Ms Smith requires intervention services targeting several key
      areas. Because of her problems with trusting others, and her self-perceptions of being inadequate and unworthy,
      establishing an effective therapeutic alliance is an ongoing challenge. This is especially true in the prison
      environment, where the emphasis is on control, the default posture of many staff is one of suspicion and
      distrust, and where there are frequent opportunities for reactivating the disturbing responses stemming from past
      traumatic experiences. Therefore, the first step toward developing and implementing an effective treatment plan
      will be to engage Ms Smith in a supportive and collaborative process of identifying her offending pathway and
      establishing a good life plan. In her case, it is apparent that she requires treatment for alcohol and drug
      abuse, interpersonal skills that emphasized effective communication and problem-solving while refl ecting respect
      for herself and others, and basic literacy skills necessary to prepare her for more focused vocational training.
      At a more advanced individual level, Ms Smith requires therapeutic intervention to examine her pattern of
      dysfunctional and abusive intimate relationships, to enable her to establish a more nurturing and stable
      relationship with a partner. This will assist her in attaining the goods of relatedness, agency, happiness and
      inner peace, which for her are all intertwined in the important role of the intimate relationship she has always
      longed for, but never been able to achieve.
    


    
      An important issue that emerges as treatment progresses is the anxiety, shame and guilt she has experienced
      regarding her children, who have been left in the care of her mother while she has been in prison. This has
      contributed to her symptoms of depression, but with supportive therapy, she may cope more effectively with these
      feelings and gain a better sense of how she can function as an adequate mother. Moving from a state of
      despondency and hopelessness, she needs to be supported to effectively engage in her treatment plan, focusing on
      tangible goals such as gaining stable employment and providing for the basic needs of her family without
      resorting to offending. Areas that present important risk factors include her vulnerability to further substance
      abuse, especially at times of emotional distress or relationship confl ict. These are areas of functioning that
      may be difficult to work on directly while in the prison environment, and will present a significant challenge
      when she confronts the realities of life in the community.
    


    
      Like many women offenders, Ms Smith presents a relatively low risk for serious offending when released to the
      community. If she is to reoffend, she is much more likely to return to petty crimes like theft or shoplifting, or
      drug offences. Her conditions of parole should therefore include a requirement that she attend a community-based
      drug and alcohol support group, and report to her parole officer every two weeks for the initial period of her
      parole. The nature of her relationship with her parole officer is likely to have a significant impact on her
      reintegration in the community. She will initially encounter a series of stressors upon returning to her old
      environment, and her recently developed and largely untested coping strategies will be
      challenged. Unlike most male offenders, female offenders are more likely to want to talk extensively to their
      parole officer, and may expect them to provide assistance and support that is not realistically within their
      capacity to provide (see e.g., Bloom et al., 2009). It is therefore important for Ms Smith to become
      actively engaged in a pro-social community to support her pursuit of the identified elements in her good life
      plan.
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      There are few areas of practice in the criminal justice arena that are quite as contentious as how to respond to
      young people who commit serious and/or repeated offences. There are those, for example, who regard young
      offenders as vulnerable young people who are ‘at risk’ of encountering a wide range of problems across different
      domains of life. It follows that young offenders, particularly younger children, should be offered compassion and
      support. Others, however, focus on the offence that the young person has committed and the harms that are caused.
      They are mindful of issues of due process and the need to punish people who break societal rules and deter
      others.
    


    
      Specialist children’s courts were introduced at the end of the nineteenth century when the first court for
      dealing solely with child offenders was established in Massachusetts, US. Although significant differences exist
      in relation to the legislation that guides the operation of courts in different jurisdictions, the original
      courts were motivated by the desire to not only improve procedural justice (i.e., reduce the time that it took to
      finalize matters), but also to ensure that delinquent, neglected and/or abused children received the social
      services that they required. As such, children’s courts have traditionally fulfilled a dual role in relation to
      criminal justice and care and protection. Typically these courts seek to arrive at an appropriate balance between
      the welfare and justice issues that arise in responding to youthful offending.
    


    
      Base rates
    


    
      What is clear from international research is that the base rates of recidivism for young offenders are
      particularly high. In North America, for example, the recidivism rate for young people leaving custody has been
      reported to be as high as 96 per cent. In another study, 88 per cent of British males between the ages of 14 and
      16 years reoffended within two years of release from custody. Australian statistics suggest that that over half
      of those who appear in children’s court go on to also appear in the adult court system (see Casey and Day, 2008).
      Statistics such as these highlight the importance of understanding the reasons why young people offend if
      effective programmes are to be offered. This can be done, as is recommended in
      this book, on an individual level through a careful analysis of the specific offending behaviour that led to the
      assessment. It is also important, however, to be familiar with some of the population-based research that
      identifies common risk factors for juvenile offending.
    


    
      In one of the most comprehensive reviews in this area, Cottle et al., (2001) aggregated the results of 23
      published research studies reporting risk factors for juvenile offending, involving over 15,000 young offenders.
      They found offence history to be the strongest predictor of juvenile recidivism (as indeed it is with adult
      offenders), although some of the other predictors appear to be more specific to young offender populations. These
      included family problems, ineffective use of leisure time, delinquent peers, conduct problems and non-severe
      mental health problems.
    


    
      Assessing risk
    


    
      One way to assess risk factors is through the administration of structured risk/ needs assessment tools (see
      Upperton and Thompson, 2007). A number of different assessment instruments are available to classify young
      offenders. These include the Youth Offender Level of Supervision Inventory (YO-LSI; Shields, 1993), the Youth
      Level of Services Inventory (YLSI; Andrews et al., 1984), the Youth Level of Service/Case Management
      Inventory (YLS/CMI; Hoge and Andrews, 2002), the Psychopathy Check List: Youth Version (PCL-YV; Forth et
      al., 2003), and the Young Offender Assessment Profile (ASSET; Youth Justice Board, 2006). These instruments
      have not been particularly well validated (Welsh et al., 2008), and the average Area Under the Curve (AUC)
      for juvenile risk assessment tools has been reported as 0.64 (Schwalbe, 2007), below what is generally considered
      an acceptable level of predictive validity (Dolan and Doyle, 2000). This may relate to some of the difficulties
      in predicting adolescent (rather than adult) behaviour, in terms of the high base rates of reoffending (Leschied
      and Cunningham, 2000), the heterogeneity of young offenders (e.g., life course persistent offenders and
      adolescent risk takers; see Ayers et al., 1999), the role that life events and protective factors play on
      behaviour, and the impact of developmental factors on rates of reoffending (as exemplified in the age-crime
      curve). For example, Van der Put et al., (2011) have recently shown that recidivism tends to be lowest in
      early adolescence, peak in mid-adolescence, and then diminish in late adolescence (recidivism risk is highest in
      those aged 14 years). This study also suggested that different types of risk factor exert most infl uence at
      different ages, with static risk factors becoming increasingly infl uential as age increases (whereas younger
      adolescents experienced fewer criminogenic needs, it was the presence of these factors that had the most
      predictive power). None of the existing classification tools have been calibrated to accommodate these changes.
    


    
      An important issue here is identifying the group of young offenders for whom offending is not limited to
      adolescence, but who will continue offending into adulthood. Loeber and Farrington (1998) have, for example,
      shown that there is a small subgroup who begin their offending careers early,
      commit more offences and more serious and violent offences, and account for a disproportionate number of offences
      in their adult years.
    


    
      Interventions
    


    
      Lipsey (2010) provides an analysis of what is known about the effectiveness of a range of different interventions
      strategies for young offenders. One of the most striking findings of his meta-analysis was that the level of
      supervision offered did not infl uence programme effectiveness, even when other factors such as risk of reoffence
      were controlled for. Perhaps unsurprisingly (and consistent with what has been shown in the adult offender
      literature, see Andrews and Bonta, 2010), strategies associated with control or coercion (surveillance,
      deterrence, discipline) were less effective than those that might be categorized as more therapeutic (counselling
      and skills training). The most effective interventions were provided to those young offenders assessed as at
      higher risk of reoffending, and effectiveness was associated with the quality of programme delivery. Although
      cognitive-behavioural methods of intervention were shown to be effective, these results also indicated that
      alternative modalities (such as mentoring and group counseling) were also reasonably effective. Perhaps most
      encouragingly, many of the programmes reviewed demonstrated large effects, equivalent to reductions in recidivism
      of around 20 per cent. Lipsey and Wilson (1998) suggest that these figures represent ‘an accomplishment of
      considerable social value in terms of the expense and social damage associated with the delinquent behaviour of
      these juveniles’ (p.338).
    


    
      In Chapter 2, criminogenic needs are defined as dynamic risk factors and it is these factors that serve as the
      intermediate targets of change in any attempt to reduce the risk of further offending. Together with criminal
      history, largely a static construct, and the criminogenic domains of procriminal attitudes, associates and
      antisocial personality, these represent what is referred to as the ‘big four’ risk factors. The remaining
      criminogenic needs complete the ‘central eight’ risk factors of criminal conduct1 (Andrews and Bonta, 2010: p.46).
      Although these factors have been shown to apply to both juvenile and adult offender populations, it is likely
      that the relative weighting of particular factors will vary according to age (e.g., peer group relationships and
      criminal associates, given that juvenile offending commonly occurs in a social context). Substance use is another
      area that requires particular attention – a survey of 300 young people in custody in Australia (Zibert et
      al., 1994) suggested that 94 per cent had experimented with alcohol, over 90 per cent had tried cannabis,
      analgesics, nicotine and cough medicine, 33 per cent had tried psycho-stimulants such as amphetamines, 20 per
      cent had tried narcotics such as heroin, 20 per cent had used inhalants and 14 per cent had tried cocaine. There
      have also been suggestions that young people in institutions become involved in drug use at an earlier age, and
      use a wide range of drugs more frequently. Other more general risk factors, such as family support, may also require intervention. In the UK, the Youth Justice Board (2001) identified poor
      parental supervision and discipline, family confl ict, family history of criminal activity, parental attitudes
      that condone anti-social and criminal behaviour, and low income, as significant risk factors for offending. Nicol
      et al., (2000), in their study of young people involved with the criminal justice system in the UK,
      reported what they called a ‘disturbing picture of discord and unsettled behaviour’ (p.250); less than one-third
      of the early teenagers in their sample had parents who still lived together, and half had a history of running
      away from home without their parent’s knowledge or consent. Many also experienced a constant change of placement,
      after the initial separation from home.
    


    
      Of course, juvenile justice services aim to achieve multiple outcomes for their clients; in addition to justice
      outcomes (such as improving community safety by reducing rates of recidivism and ensuring compliance with justice
      orders); they also seek to provide programmes and services that address a broad range of social and emotional
      needs and which facilitate the positive development of children and young people. Thus, in addition to providing
      targeted interventions that manage risk in those who are considered to be serious and/or persistent offenders,
      juvenile justice services also typically aim to provide interventions that promote social integration to young
      offenders who are at low risk of reoffending to prevent the escalation of their offending. In addition, it is
      usually recommended that programmes are matched to the developmental needs of the young person. Young people in
      early and middle adolescence, for example, are more likely to require programmes that address the development of
      pro-social peer groups, confl ict resolution and employment skills, whereas older adolescents are thought to
      respond better to vocational assistance, and programmes that focus on the development of independent living
      skills.
    


    
      This suggests that programme delivery for young offenders might be best conceptualized on different levels, with
      the first level involving the provision of universal programmes that are designed to address basic health,
      educational and vocational needs. A second level involving more a targeted offence focused on criminogenic
      programmes for those identified as of medium or high risk of reoffending, with a third level of programming
      reserved for serious or high-risk offenders (Day et al., 2004). This latter group may also include those
      for whom their offences cause particular concern in relation to the harm caused to others, and specialist
      programmes may be offered, for example, to adolescent sexual offenders or violent young offenders.
    


    
      In conclusion then, although it is clearly important to address the broad range of needs that young people have
      whilst they are in custody, it is the offending behaviour that provides the context from which programmes should
      be developed. We know from the wider research literature on offender rehabilitation that the most effective
      programmes are those that target the highest risk offenders, focus on changing criminogenic targets, and that are
      intensive enough to bring about change. Programmes also need to be engaging and responsive to the needs of those
      taking part.
    


    
      Case example
    


    
      Mr Green is a 16-year-old student who intends to plead guilty in the Youth Court to a number of charges related
      to breaking and entry of a hotel and stealing alcohol. Mr Green attended the assessment with his mother, although
      he was interviewed alone. He was polite and co-operative through the interview, and appeared to consider his
      responses carefully. Towards the end of the assessment he reported that he was unsure about some of the responses
      he gave to the self-report questionnaires (which asked him to rate his level of agreement with a large number of
      different statements); however, there was no indication that he had attempted to present himself in a
      particularly favourable manner.
    


    
      The behaviour (the offending)
    


    
      Mr Green did not challenge any aspects of the police report, despite reporting that he could not remember very
      much about the offences other than being pulled over and subsequently arrested by the police at around 2.00 am in
      the morning.
    


    
      Frequency, intensity, duration and form of offending. Mr Green had been charged with two counts of
      graffiti three years ago, which resulted in an attendance at a family court conference with no conviction
      recorded. There was no evidence that other offences of this nature had been committed, although it was apparent
      that Mr Green was regularly associating with other young people who engaged in antisocial, but not criminal
      behaviour, other than substance use.
    


    
      Risk assessment. Risk assessment is generally used for two broad purposes: the prediction of recidivism
      and for the purposes of case management. In both respects, this assessment is based upon evidence of static and
      dynamic risk factors. Static risk factors are those not subject to change and include the offender’s sex and
      history of offending; these are potentially useful in the a priori identification of risk. In the juvenile
      population, relevant static risk factors include being male, of a low socio-economic status, having an unstable
      family environment, a history of school problems, a history of crime and violence (exposure to and victimization
      by as well as perpetration of), younger age of onset of antisocial behaviours, and certain kinds of disorders or
      deficits (e.g., psychopathy, mental retardation) (see Cottle et al., 2001). Many of these factors are
      present in the current case, suggesting that there are some concerns about future risk. Mr Green would be
      classified as moderate to high risk for reoffending by his scores on an actuarial tool developed by the local
      Juvenile Justice services given that the likelihood of a young person with this score receiving another order
      within two years is over 80 per cent.
    


    
      Developmental factors. Mr Green grew up with his mother with whom he described having a close and
      supportive relationship. He knew his father for only two weeks after his birth, and has never met him. Whilst he
      was growing up, his mother had a long-term relationship with a man which ended last year. He
      was described as ‘quiet’ and ‘nice’, and became involved in Mr Green’s care, coaching his soccer team and taking
      him skateboarding. Mr Green has remained in contact with this man, seeing him approximately once per week. He
      enjoyed primary school and got on well with his peers and teachers.
    


    
      At the end of Year 7, Mr Green moved (at his request) to another school, which he has attended since that time.
      In his words, he ‘blended in pretty well’ and has been successful with his studies. A psychological assessment,
      completed two years ago, suggested that both his verbal and non-verbal IQ were both in the normal range, although
      he was reported to be slow at processing information. Mr Green is currently in his final year of school (studying
      art, community studies and photography) and hopes to train to become a graphic designer, possibly through an
      adult education course. He does not expect his exam results to be good enough to allow him to enrol in a
      University programme, and whilst he works ‘hard enough to do what I’m doing right now’, reported that he did not
      do any homework.
    


    
      Mr Green reported that he doesn’t socialize with anyone from school, but finds meeting people and making friends
      relatively easy. Mr Green has a girlfriend who he has been seeing for around one year, although he feels that
      their relationship is restricted by the terms of the curfew he is currently subject to. He enjoys art, and
      attends kick boxing classes every week. He reported that he first tried an illicit substance, marijuana, whilst
      he was in Year 6. However, it was not until he was in Year 9 that he started consistently smoking. Initially this
      was irregular and with a friend, but by half way through Year 10 he was smoking almost every day after school. By
      Year 11 (last year), Mr Green was only associating with friends who also smoked. He first tried other drugs
      (ecstasy) approximately a year ago, on the recommendation of a friend. He reported taking this approximately
      twice a month, with this use limited by the lack of cost of the drug. According to Mr Green, he had not
      previously used amphetamines until the night before the current offences were committed.
    


    
      Antecedents
    


    
      Environmental triggers. Mr Green attended a party the night before the offences took place, during which
      he had consumed alcohol, ecstasy and amphetamines. He was awake all night, before resting in the early morning.
      Around midday, Mr Green along with four or five others, went to the local fast food outlet to purchase something
      to eat. At the food outlet they met a few other people, some of whom he did not know, and smoked marijuana. Mr
      Green reported that he could not remember much more about the events of the day until later that night when he
      and around four others went out again and started drinking alcohol. He recalls drinking mixed drinks, probably
      around eight, and feeling a ‘bit drunk’ and ‘down’.
    


    
      Cognitive antecedents. It is difficult to make any judgements as to the beliefs and attitudes that infl
      uenced Mr Green at the time of the offence. In the subsequent interviews he expressed remorse
      for his behaviour and did not appear to subscribe to any beliefs or attitudes that facilitated his criminal
      actions.
    


    
      Affective antecedents. When asked about his mental health, Mr Green said that he ‘gets down pretty
      easily’, and has ‘felt sad’ for periods of up to a couple of weeks, although this appeared to be associated with
      smoking marijuana rather than any specific depressive symptomatology. In the afternoon prior to the offending, Mr
      Green reported feeling ‘down’, bored and irritable. It appeared that his substance use was an attempt to change
      the way he was feeling at the time.
    


    
      Physiological antecedents. At around 8.00 pm on the night of the offences, Mr Green reported that he had
      consumed four tablets of ecstasy. This was corroborated by his co-defendents in their witness statements.
    


    
      Mental disorder variables and personality dispositions. In the course of the assessment, Mr Green
      completed a psychometric assessment involving two self-report questionnaires. These measures allow his responses
      to be compared directly with the broader population (matched for age), offering some context from which to
      understand his current presentation. The Personality Assessment Inventory-Adolescent (Morey, 2007) is a
      self-report measure of psychopathology which has been designed to assess specific aspects of personality and
      mental health functioning. The measure contains four validity scales, eleven clinical scales, five treatment
      scales and two interpersonal scales. It is a particularly useful assessment instrument for these purposes as it
      provides a broad screening of a wide range of mental health problems in a manner in which the responses can be
      compared to those of the broader population, as well as assessing for invalid responding (the tendency to present
      an overly positive impression of oneself in a self-report measure), and some scales that are useful in
      determining the likely level of engagement with psychological treatment. The clinical subscales offer an
      objective method of assessing the presence of psychological disorder.
    


    
      Mr Green’s profile was significantly elevated on two subscales, alcohol and drugs, although his scores on all of
      the other clinical scales were within the normal range, with the exception of the depression and antisociality
      subscales which were mildly elevated. The drug subscale provides an assessment of behaviours and consequences
      related to drug use, abuse and dependence. Mr Green’s scores on this scale suggest that he would be likely to
      meet the criteria for drug abuse as it is likely that his drug use has caused difficulties in interpersonal
      relationships and that his performance at school has suffered. The scores were not indicative, however, of an
      inability or unwillingness to control the effect that the desire for drugs has on his life. His scores on the
      alcohol scale were also significantly elevated, suggesting that Mr Green would also be likely to meet the
      criteria for alcohol abuse.
    


    
      This assessment also contains a number of subscales that are relevant to treatment planning. In particular the
      Treatment Resistance scale refl ects attitudes that indicate potential problems with motivation for treatment. An
      individual who is motivated for treatment presents with a number of characteristic attitudes, including: a) willingness to participate; b) honesty in self description; c) an ability to recognize
      problems when they exist and acceptance of some degree of responsibility for these problems and their solutions;
      d) psychological mindedness; e) an openness to new ideas and f) an interest in personal improvement. High scorers
      on this subscale tend to lack these characteristics, suggesting that they will at risk for treatment
      non-compliance and early termination. Mr Green’s scores on this subscale were low, suggesting that he would be
      likely to attend appointments as required. His responses also suggested that he was likely to be an honest
      participant in treatment who would not try to present his problems in an overly positive (or negative) light.
    


    
      The Adolescent SASSI-A2 (Structured Abuse Subtle Screening Inventory) is a brief psychological screening
      measure that helps identify individuals who have a high probability of substance use disorder (chemical
      dependency). It has been widely used to identify the need for help from substance use services. The face valid
      questions ask clients how often they have had certain experiences directly related to alcohol and other drugs.
      There is a separate scale for alcohol and for other drugs. The other scales (scored from a series of true or
      false items) contains items not readily recognized as pertaining to substance use (e.g., subtle attributes), but
      which are relevant to ongoing risk.
    


    
      In this assessment, Mr Green was asked to rate the frequency with which he has experienced certain situations
      over the six-month period prior to the assessment. Mr Green’s scores on this measure suggest that there is a high
      probability that he has a substance abuse or substance dependence disorder. For example, he reported that he had
      taken drugs to help him feel better ‘repeatedly’, and described his current alcohol or drug use as occurring
      ‘more than twice a week’. He reported, however, that he had never gone to school after drinking or using drugs,
      or had sought prescription drugs from a doctor. He endorsed a number of items relating to subtle attributes of
      substance use (such as ‘sometimes I wish I had better control of how I behave and feel’), and of those pertaining
      to risk in relation to family and friends (such as ‘many of my friends drink or get high regularly’, ‘some of my
      friends have bad reputations’). This profile is entirely consistent with Mr Green’s own description of his
      alcohol and other drug use obtained from the interview.
    


    
      Mr Green presented as ambivalent about the need to change his substance use. On the one hand he recognized
      cannabis use as problematic and reported that he had in recent months cut down/stopped. On the other he saw
      substance use as something which was closely associated with his lifestyle and friendship groups. Mr Green was
      previously assessed by a psychologist in 2005 in relation to concerns at the time about his school work. This
      resulted in some recommendations for intervention in the classroom in relation to his learning style, which do
      not appear to have any direct bearing on the current assessment. Mr Green has never attended substance use
      treatment, although has had two brief contacts with service providers – a counsellor assigned by the police
      following the previous family conference, and since the offences, a private counsellor. Both contacts were very
      brief and, from Mr Green’s perspective, involved receiving advice that he should not use
      illicit substances. They should not be considered as constituting treatment.
    


    
      Assessment of strengths and primary goods. Mr Green’s behaviour can be understood from within a Good Lives
      framework which identifies offence pathways, primary human goods and secondary goods as important determinants of
      risk. It is possible to hypothesize that a pathway exists between the pursuit of the primary human goods of
      ‘relatedness’, ‘inner peace’ and ‘agency’ through the secondary goods substance abuse and association with
      criminal peers.
    


    
      Consequences of offending
    


    
      It is difficult, given the level of intoxication at the time, to make any considered assessment of the immediate
      consequences of the offending in Mr Green’s psychological state. Nonetheless, he is aware of the longer-term
      consequences and, in particular, of the possibility that the current charges may adversely affect his future
      employment and training plans.
    


    
      Case formulation
    


    
      This assessment suggests that Mr Green is likely to have a reasonably serious problem with both alcohol and
      illicit substance use. Substance use is one of the most powerful risk factors for offending, and it is apparent
      that the current offences were committed in a state of acute intoxication. There was no indication from this
      assessment, however, that Mr Green had committed offences in order to obtain money to buy drugs, and that he did
      not allow substance use to directly interfere with his studies. As such his use might perhaps be considered as
      serious, but recreational, in nature. The case formulation developed for Mr Green identifies a number of
      antecedents to the offence. These include feelings of boredom, alienation and disengagement from school,
      identification with a peer group that engages in anti-social behaviour, and a level of impulsivity and
      disinhibition when infl uenced by substances that places him in high-risk situations.
    


    
      Implications for intervention and risk management
    


    
      The case formulation developed for Mr Green suggests that the successful management of risk should focus on three
      areas. First, it would seem appropriate to refer Mr Green for substance use intervention. Second, it should
      review his current level of engagement in education, and identify a peer group that is less antisocial. Third,
      there is a need to make more constructive use of leisure time. In addition, it is clearly important that Mr Green
      does not use illicit substances, including alcohol, and this should be monitored closely.
    


    
      It is very difficult to predict the outcomes of any referral for psychological treatment. This will depend in
      part on the relationship that is formed with the particular therapist. Nevertheless there are a number of aspects
      of this case that suggest that the prognosis may be reasonably favourable,
      particularly if the treatment provider is sensitive to his level of ambivalence about change and extent to which
      substance use is currently enmeshed with his social group and current lifestyle. These include the ongoing
      support of his mother, his general level of maturity and intelligence, and lack of co-morbid mental health
      problems.
    


    
      Discussion
    


    
      Moffitt’s (1993, 1997; Moffitt and Caspi, 2001) developmental taxonomy of antisocial behaviour posits two
      discrete types of young offender: adolescence-limited and life-course persistent (see Chapter 1). The taxonomy is
      based on research that investigated base rates of persistent and temporary antisocial behaviour in a cohort of
      1037 children in Dunedin, New Zealand who were born between 1972 and 1973. Moffitt found that approximately 5 per
      cent of the total sample could be identified as engaging in antisocial behaviour that was more than one standard
      deviation above the average of ratings at each of seven biennial assessments at ages 3, 5, 7, 11, 13 and 15. This
      contrasted with around two-thirds of the remaining sample being rated as above average on antisocial measures at
      one or two years of age or by only one reporting agent. Thus Moffitt concluded a significant difference between
      the two groups in terms of the stability of antisocial behaviour, and proposed that two distinct pathways lead to
      delinquency.
    


    
      The majority of young offenders can be considered adolescence-limited, and while this group may become involved
      in very serious crime, they do not engage in delinquent behaviour prior to, or after, adolescence. According to
      Moffitt (1997), adolescence-limited offenders generally have the capacity to suppress antisocial impulses and
      are, on the whole, law-abiding citizens. Rather than being maladjusted, Moffitt sees this group of young people
      as exhibiting processes of social mimicry, motivated by a desire to demonstrate maturity and personal
      independence. For the most part, they engage in low-level offences (e.g., alcohol use, shoplifting, vandalism),
      that represent rebelliousness rather than violent forms of delinquency. Over time, the adolescence-limited
      offender experiences a lack of motivation for delinquency as biological and social age converge on the path to
      adulthood. The results of this assessment suggest that this particular client would fall into the
      adolescent-limited type of offender, whose offending is unlikely to persist into adulthood. This is assuming that
      his substance use dependency does not develop further, and that he desists from associating with other people who
      regularly commit criminal offences. As such it would appear to be particularly important to give Mr Green every
      opportunity to complete his education and make a successful transition into adult life.
    


    
      Note
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      In this chapter we cover issues related to working with offenders with serious mental illness. This is a complex
      area of professional practice, which raises issues about defining the population, identifying the special needs
      of such offenders, and describing the best available approaches to assessment, treatment and risk management.
      Many important specialized topics such as the nature of trial competency, the parameters of criminal
      responsibility in relation to mental illness, differences in the conceptualization and labelling of mental
      disorders between clinical and legal professionals, and the debate about whether personality disorders or
      psychopathy should be considered mental illness in criminal justice proceedings, cannot be addressed within the
      limitations of this chapter. The primary focus here will be on serious forms of mental illness such as major mood
      disorders, psychotic disorders and post-traumatic stress disorder among convicted offenders, and some of the
      challenges of working effectively with this population.
    


    
      The prevalence of mental illness among offenders
    


    
      The rates of serious and potentially disabling mental illness have consistently been found to be significantly
      higher among criminal offenders than among the general population (see e.g., Skeem et al., 2011). In one
      of the largest studies to date, Fazel and Danesh (2002) reviewed 62 studies with a total of almost 23,000
      prisoners from 12 different countries. They found that 14 per cent, or one in seven inmates, suffered from a
      psychotic illness or major depression. Looking at US jail samples and using the Structured Clinical Interview for
      DSM-IV (SCID), Steadman and colleagues reported prevalence rates for current serious mental illness of 14.5 per
      cent for men and 31 per cent for women (Steadman et al., 2009). When the diagnosis of PTSD was included,
      these figures rose to over 17 per cent of men and 34 per cent of women. Similarly high rates of mental disorder
      have been reported in community corrections settings (Gunter et al., 2009).
    


    
      Many of these mentally ill offenders also have co-occurring substance use disorders. One study, for example,
      found that 84 per cent of inmates entering prison in the US state of Washington who met criteria for DSM Axis I
      or Axis II mental disorders also met diagnostic criteria for substance use
      disorders (Chiles et al., 1990). Similar rates have been reported with other gaol samples (Abam and
      Teplin, 1991; Abram et al., 2003) and in probation populations (Hiller et al., 1996). This
      combination is associated with especially high rates of re-arrest and re-confinement (Baillargeon et al.,
      2010; Chandler et al., 2004). In fact, the relationship between serious mental illness and arrest for
      criminal offending may be largely mediated by substance use. While schizophrenia has been found to be negatively
      correlated with violence risk among offenders, those who also abuse alcohol have demonstrated elevated risk for
      violence (Quinsey et al., 2006). Using data from a large national survey, Swartz and Lurigio (2007) found
      that when a person with a serious mental illness uses substances, he or she is signifi-cantly more likely to be
      arrested for a variety of different offence types, including property, drug and other non-violent offences. Those
      with a serious mental illness who did not use or abuse substances did not have an increased risk of arrest for
      any of these offences. For violent offending, the association between serious mental illness and arrest was
      substantially but only partly mediated by substance use. This is consistent with earlier findings from extensive
      epidemiological studies completed in the 1980s (Swanson, 1994) and a broad review of the literature from North
      America and Europe (Hiday, 2006). Taken together, the findings of the research literature to date across
      different correctional settings and across different jurisdictions clearly suggest that 1) a large number of
      offenders have serious forms of mental illness; 2) a majority of these mentally ill offenders will have a
      co-morbid substance use disorder and 3) this combination of disorders will put them at elevated risk for a wide
      range of criminal offending.
    


    
      Researchers have gone from the position that serious mental disorders such as schizophrenia have no relationship,
      or even an inverse relationship, to violence, to findings that clearly indicate higher rates of violent acts
      among those with psychotic illnesses (see e.g., Monahan, 1981, 1992). Efforts to identify the specific mechanisms
      of this relationship have provided mixed findings, with some suggesting that active symptoms may be a dynamic
      risk factor for violence. Specifically symptoms described as threat/control override delusions (TCOs) have been
      reported as being associated with higher rates of violence (see e.g., Swanson et al., 1996). Threat
      delusions refer to those involving perception of a threat where none exists, and control override delusions are
      those where an outside entity is perceived as attempting to take control of one’s mind. Some have suggested that
      this association between TCOs and violence risk may be specific to male offenders (see Conroy and Murrie, 2007,
      pp.164–66 for a summary).
    


    
      In light of the high rates of co-morbid substance use disorders among mentally disordered offenders, other
      mechanisms have been suggested that create pathways to offending. For example, committing income-generating
      crimes such as theft, burglary and robbery provide support for the purchase of drugs; acute psychiatric symptoms
      exacerbated by drug use may lead to public nuisance offences; and the possession of many drugs is illegal and can
      lead to criminal convictions. Associating with others connected to the drug
      trade in antisocial environments may also contribute to various violent and non-violent crimes for those who are
      both mentally ill and substance using (Swartz and Lurigio, 2007). Substance abuse may also contribute to poor
      compliance with psychotropic medications, leading to an exacerbation of symptoms and contributing to criminal
      justice system involvement. This may be especially so in relation to a shortage of community-based programmes
      capable and willing to provide appropriate treatment to released offenders (Baillargeon et al., 2010).
    


    
      Assessment of mentally disordered offenders
    


    
      It has been consistently observed that the primary predictors of risk are the same for mentally disordered
      offenders as for non-disordered offenders (Andrews and Bonta, 2006; Quinsey et al., 2006). But as with
      other types of offenders, most experts recommend a combination of nomothetic and ideographic information in
      formulating risk with mentally disordered offenders (Conroy and Murrie, 2007; Heilbrun, 2001). Nomothetic, or
      group-based measures that may be used with this population include the Level of Service/Case Management Inventory
      (LS/ CMI) for risk of general offending, and the Violence Risk Appraisal Guide (VRAG) or the Violence Risk Scale
      (VRS) for risk of violent offending. Setting aside arguments about whether psychopathy should be viewed as a
      mental disorder in the same way as traditional definitions of serious mental illness, high levels of psychopathy
      have consistently been found to be associated with higher risk of recidivism in mentally disordered samples.
      Psychopathy as measured by the full PCL-R or the screening version (PCL:SV) should therefore be routinely
      considered in risk assessments with mentally disordered offenders.
    


    
      A group-based measure that has been widely used with mentally disordered offenders is the HCR-20 (Webster et
      al., 1997). This instrument consists of twenty items, of which ten are historical factors related to risk,
      five are clinical items that refl ect current, dynamic risk factors, and five are risk management items focusing
      on future situational factors that may increase or mitigate risk. The HCR-20 has been found to have predictive
      utility within a variety of forensic psychiatric settings across different international jurisdictions (e.g.,
      Douglas et al., 1999; Gray et al., 2008), although some evidence suggests that it may have greater
      predictive accuracy with male than with female offenders (de Vogel and de Ruiter, 2005).
    


    
      When assessing risk with mentally disordered offenders, it is important to understand what role, if any, the
      mental illness plays in their offending behaviour. Conroy and Murrie (2007) have argued that, ‘Among all types of
      violence risk assessment in forensic contexts, none necessitates thorough anamnestic analysis more than those
      addressing risk due to mental disorder’ (p.170). To conduct a functional analysis, they recommend that five
      issues should be addressed: in what way is the disorder related to the violent behaviour? What is the pattern of
      mental illness in this person? In what context does the problem behaviour occur? What has the response to
      treatment been? And what is the person’s pattern of violent or potentially
      violent behaviour? We suggest that these points of inquiry are relevant to all types of offending with mentally
      disordered offenders.
    


    
      Treatment of mentally disordered offenders
    


    
      The focus of treatment for mentally disordered offenders, and the evaluation of treatment effectiveness, requires
      consideration of the relationship between mental illness and crime as well as the specific treatment goals that
      are defined for this population. As for goals, we suggest the primary goal of offender rehabilitation is always
      to reduce the risk for reoffending. In order to meet this goal, a secondary but nonetheless important goal is
      reduction and management of the symptoms of the mental illness. In terms of the relationship between mental
      illness and treatment to reduce recidivism, we recommend that mental illness should be considered from three
      distinct but inter-related perspectives. One is that mental illness is a treatment readiness factor. For those
      with psychotic and major mood disorders, an offender who is actively symptomatic is unlikely to be optimally
      ready to engage effectively in treatment that can reduce his or her risk for reoffending. From this perspective,
      it is important to reduce and manage the debilitating symptoms of mental illness in order to enable effective
      engagement in treatment relating directly to offending.
    


    
      The second perspective to consider is the direct role that mental illness may play as a risk factor in the
      individualized assessment of the offender, as mentioned earlier. This requires not only consideration of mental
      illness in the context of standardized assessment measures such as the HCR-20, but a carefully developed
      functional analysis of the individual’s offending behaviour pattern. Such an analysis should examine the onset,
      intensity and duration of episodes of mental illness, their environmental and internal correlates, and the role
      that these experiences play in the unfolding of the offending behaviour. This ideographic, contextual approach to
      risk assessment is likely to yield the most comprehensive and useful understanding of risk as applied to the
      individual offender, and to identify those aspects of mental illness that should be the primary targets for
      intervention.
    


    
      This leads to the third perspective to take on mental illness in relation to offending, which is the need to
      account for the manifestations of mental illness in the development and implementation of a risk management plan.
      This will depend on a variety of factors that emerge from the assessment and treatment process, including the
      role and relative importance of mental illness issues in the individual’s offending, the effectiveness of
      psychotropic medications and psychotherapeutic treatment in reducing and controlling symptoms, the availability
      of mental health resources in the environment (both the custodial and community environments), and the current
      and anticipated compliance with mental health-oriented treatment modalities that are either made available or
      mandated.
    


    
      Treatment for mentally disordered offenders can draw from empirically based practice for the treatment of
      offenders in general. Programmes that are clearly structured and based on behavioural or cognitive behavioural
      principles, that adhere to the design and content of the treatment (i.e., have programme integrity), and that address factors related to risk of reoffending are more likely to be
      effective (Harris and Rice, 1997). Beyond having a relevant focus for reducing the risk of reoffending,
      programmes that attend to therapeutic factors that have been found to enhance outcomes with non-offending
      mentally ill populations should be more effective. Factors such as therapist warmth and empathy, using
      challenging but supportive rather than aggressively confrontational and judgemental interactions, and attention
      to maintaining the therapeutic alliance are important. Effective engagement in treatment is likely to be enhanced
      using a collaborative process that takes into account the life goals or primary goods that are important to the
      offender.
    


    
      Finally, coordination of services with community-based aftercare may be a critical element in managing risk with
      mentally disordered offenders. Studies have found that conditional release into the community that includes
      mandatory mental health services and support demonstrate lower rates of recidivism (Wiederanders, 1992;
      Wiederanders et al., 1997; Wiederanders and Choate, 1994), although few mentally disordered offenders may
      receive clinically meaningful levels of service soon after release (Lovell et al., 2002). This once again
      highlights the important consideration that risk is contingent, so that the internal and external factors that
      are active in the post-release environment will bear heavily on the likelihood of reoffending. The degree to
      which an offender is equipped and supported to implement a realistic plan for a better life will infl uence their
      risk of returning to criminal behaviour.
    


    
      Case example
    


    
      Mr Nelson is a fictional 33-year-old offender who was convicted of wounding with intent to infl ict great bodily
      harm. He has been sentenced to 12 years’ imprisonment. The Parole Board is required to review his request for
      release, and has requested a current assessment to address issues including his risk of reoffending, treatment
      needs and reintegration planning. Mr Nelson’s presentation was inconsistent over the course of the assessment
      process, at times relaxed and animated and at other times guarded and uncertain regarding how much to disclose
      about his offending. His affect was occasionally inappropriate, with laughter incongruent to the context of the
      discussion. Although there were no indications of responding to internal stimuli that might suggest active
      hallucinations, his thought content appeared delusional at numerous points during the interview, particularly his
      account of the index offence.
    


    
      The offending behaviour
    


    
      His index offence of assault was a particularly brutal attack in which he struck his victim, a 23-year-old female
      tourist, repeatedly in the head with sufficient force to render her unconscious. He then dragged her behind some
      bushes where he stomped on her head and face with steel toed boots. He currently maintains that this assault was
      part of a pre-arranged plan with the victim in order to obtain money through an insurance
      claim so that she could return home to Canada. The ‘signal’ for the assault was for her to refuse to provide him
      a cigarette, whereupon he was to beat her. He accounts for the extreme degree of violence used by asserting that
      he needed to make the event look convincing. He explains that his initial blows failed to render the victim
      unconscious, so that he was compelled to continue the physical assault.
    


    
      Frequency, intensity, duration and form of offending. Mr Nelson’s first conviction was in 1994 at age 23
      for wilful damage. He now has a total of eight convictions, six of which were committed in a four-month period
      when he was 26 years old. These included shoplifting, theft, assaulting a fellow inmate while on remand prior to
      acquittal on a charge of assaulting his girlfriend (then seven months’ pregnant), the current assault conviction
      and setting fire to a holding cell while on remand for the index offending.
    


    
      Risk assessment. Several sources of information are useful in assessing risk for Mr Nelson. Results of the
      Level of Service/Case Management Inventory indicate that he is at high risk of general recidivism, with primary
      areas of concern including criminal history, education and employment, criminal companions, alcohol and drug
      problems, and procriminal attitudes. Using structured professional judgement based on the HCR-20, Mr Nelson is
      seen as presenting high risk to reoffend violently. He shows a number of the historical factors related to risk,
      including previous violence, relationship instability, employment problems, substance abuse problems, major
      mental illness and psychopathy. Clinical items from the HCR-20 that currently apply to Mr Nelson include lack of
      insight, negative attitudes, active symptoms of major mental illness, impulsivity and lack of response to
      treatment. Risk items that apply are that his release plans lack feasibility, he is likely to be exposed to
      destabilizing factors in the post-release environment, he lacks a personal support network in the community and
      he is likely to be non-compliant with remediation efforts. His past episodes of violent offending have occurred
      during periods of acute psychotic symptoms, exacerbated by drug and alcohol intoxication.
    


    
      During his prison sentence, he has continued to be involved in acts of violence and threats of violence. Mr
      Nelson has been the subject of incident reports that include altercations/fighting with other inmates (x6),
      threatening/aggressive behaviour (x3), offending against good order and discipline (x6), as well as suspected
      drug use (x3), demonstrating irrational or unstable behaviour or threatening self harm (x18), refusing medication
      (x3), having an article without the permission of an officer (x2), and one report of disobeying a lawful order of
      an Officer. Mr Nelson was also involved in an apparent escape attempt by kicking out the window in a bedroom
      corridor to gain access to a less secure area.
    


    
      All current evidence points to the likelihood of his again encountering the internal and environmental conditions
      that contributed to his offending once he is released to the community, with no indication that he is now better
      equipped to cope effectively in controlling his behaviour than he has shown in the past.
    


    
      Developmental factors. Mr Nelson was raised by his maternal grandparents, now
      deceased, as his parents are reported to have separated when he was four years old due to violence in their
      relationship. He had little subsequent contact with his father, also now deceased, who is reported to have
      suffered from schizophrenia and to have required supervized accommodation. Mr Nelson is reported to have had
      behavioural difficulties from primary school onward, described as being distractible and disruptive, with poor
      concentration. He has reported that he was involved with numerous fights in order to gain a reputation, and
      forensic psychiatric reports make reference to a background history of conduct disorder. He has previously
      reported that he left school at age 17, without qualifications. He reports living on the street in late
      adolescence and not returning home to the uncle with whom he was staying.
    


    
      Mr Nelson has a documented history of polysubstance abuse beginning from an early but inconsistently reported
      age, ranging from 13 to as young as nine years of age. It appears that he began inhaling solvents and petrol,
      smoking cannabis and drinking alcohol from either childhood or early adolescence. His use of drugs has been
      considered to contribute significantly to his psychiatric disorders and to have played a significant role in his
      violent offending.
    


    
      Antecedents
    


    
      Environmental triggers. The index offending took place in a public park, after Mr Nelson had initially
      encountered the victim in a nearby café. Mr Nelson had spent the earlier part of the day of the offending in a
      downtown pub, drinking in the company of other unemployed patrons with whom he socializes. When the last of their
      cigarettes ran out, he went in search of a smoke.
    


    
      Cognitive antecedents. Mr Nelson’s cognitive state is difficult to reconstruct with certainty based on his
      sometimes confusing self-report, but it appears that his thinking was acutely delusional in the period leading up
      to the assault. He describes an elaborate and patently unbelievable set of beliefs regarding an insurance scheme
      involving the victim, which in his mind explains and justifies his behaviour. He continues to insist that if the
      assessor would contact the victim, she would verify his account of the offending.
    


    
      Affective antecedents. In the days prior to the offending, Mr Nelson reports an unstable pattern of
      emotions, in which his affect varied between states of being fearful, depressed, angry and at times euphoric. He
      also reports using a variety of drugs and consuming large quantities of alcohol over this period which, combined
      with his apparently psychotic thought process, is likely to have contributed to his changing affect. Although he
      does not currently report feeling angry with the victim, it is possible that in fact he responded with anger when
      she refused him a cigarette (available file information indicates that he had requested a cigarette shortly
      before the assault, and she had refused before walking off. He followed her into the park where he attacked her).
      This would parallel behaviour Mr Nelson has demonstrated several times during his
      incarceration, when he reacts with rage and rapidly escalating violence when he is denied something he wants.
    


    
      Physiological antecedents. Mr Nelson had been consuming alcohol and drugs prior to the offending, which
      would have contributed to the impairment of his judgement, reality testing and impulse control. Mr Nelson also
      demonstrates a rapidly escalating pattern of autonomic arousal when angry or distressed which quickly exceeds his
      capacity to think rationally about constructive alternatives to violent behaviour.
    


    
      Mental disorder variables and personality factors. Available records indicate that Mr Nelson began what
      would become a series of admissions to psychiatric facilities in 1989 at the age of 18. During the current prison
      sentence, he has spent approximately two years in a secure forensic psychiatric treatment facility when his
      mental health status deteriorated to the extent that he could no longer be maintained in the mainline prison
      population. He has had a variety of psychiatric diagnoses over the years, including hebephrenic schizophrenia,
      paranoid schizophrenia, bipolar disorder, drug-induced psychosis and antisocial personality disorder. The
      diagnosis that he was assigned throughout most of his hospitalization was paranoid schizophrenia, and the
      observed symptoms of thought disorder, disorganized thinking, inappropriate affect, grandiose, suspicious and
      bizarre delusions, and possible hallucinations (apparent responding to internal stimuli) consistent with such a
      diagnosis.
    


    
      As already mentioned, Mr Nelson has long-standing and severe problems with alcohol and substance abuse. He also
      demonstrates a high level of psychopathy as measured by the PCL-R. Psychopaths can be characterized as impulsive,
      self-serving, callous and lacking empathy. Such features are evident in Mr Nelson’s vicious assault of his
      victim, a stranger he accosted in a public park. Psychopaths also typically fail to take responsibility for their
      behaviour, have poor behavioural controls and often do not modify their behaviour as a result of experience
      (e.g., punishment for wrong-doing). These features are also evident in Mr Nelson’s behaviour in prison and in
      treatment programmes since the time of his offences.
    


    
      Assessment of strengths and primary goods. Assessment of Mr Nelson’s life plan is complicated by the
      symptoms of his mental illness. He frequently describes plans for his future that are patently unrealistic in
      light of his history and current functioning. He requires assistance to identify smaller, achievable goals that
      fit with his interests and capabilities. He is a physically fit and athletic man who can derive enjoyment and
      self-esteem from playing sports such as basketball, which have the added benefit of building leisure interests
      that can better fill time he ordinarily fills by drinking and using drugs with other unemployed and antisocial
      associates. This also provides a more constructive mechanism for promoting relatedness. He is a reasonably good
      artist, and his drawings offer a channel for expressing his creativity. He also expresses an interest in
      relaxation training, especially while listening to music which he enjoys, which contribute to a sense of inner peace which he has often attempted to achieve through alcohol and drug use.
    


    
      Consequences of offending. The immediate reinforcing consequence of Mr Nelson’s index offending was what
      he described as a powerful ‘rush’, apparently resulting from the physiological arousal and adrenaline surge that
      accompanied the assault. He also indicates that he was pleased that he was able to ‘execute the plan’, which
      relates to his delusional beliefs that the victim was a willing participant in the assault. The longer-term
      consequences are of course his loss of freedom through imprisonment, contributing to a pattern of
      institutionalization which further erodes his development of the skills and experiences needed to function
      independently in the community.
    


    
      Case formulation
    


    
      Mr Nelson was raised in a permissive and perhaps neglectful environment, abandoned to his grandparents at an
      early age by his parents who were violent toward each other. These experiences likely contributed to unstable and
      negative schemas about himself as inadequate and unlovable, others as untrustworthy and uncaring, and the world
      as unsafe, where one is either a predator or the prey. He may have had a genetic predisposition to severe mental
      illness, which was exacerbated by early and prolonged alcohol and substance use. He showed early behavioural
      problems, and developed symptoms of psychotic illness in his late teens, which has been variously diagnosed as
      paranoid schizophrenia, drug-induced psychosis and schizoaffective disorder. He clearly has marked problems with
      impulse control, a personality disorder characterized by a high level of psychopathic features, and his
      difficulties are exacerbated by chronic alcohol and substance abuse.
    


    
      His mental state at the time of his index offending was clearly impaired, with active signs of psychosis and
      acute intoxication. The degree to which his preexisting psychiatric disorder also contributed directly to his
      offence-related cognitions and behaviours is less clear, although his subsequent accounts of these offences have
      been inconsistent and bizarre, suggesting that his psychosis prevents him from having a coherent and accurate
      understanding of his actions at the time of offending. He has consistently demonstrated little or no insight into
      the nature and consequences of his offences, which could be a function of both his thought disorder or his
      psychopathic personality features.
    


    
      Implications for intervention and risk management
    


    
      Mr Nelson clearly requires psychotropic medication to control his positive psychotic symptoms, as these have
      presented a barrier to his engagement in interventions aimed at reducing his risk of reoffending. However, Mr
      Nelson expresses ambivalence regarding his need for treatment. Increasing his treatment readiness is therefore a
      priority, which includes an effective medication regime and medication compliance as a
      prerequisite to addressing his criminogenic needs. Mr Nelson continues to have treatment needs in the areas of
      alcohol and drug abuse, violence propensity, offence-supporting cognitions, impulsivity (including violent and
      general self-regulation), especially when disinhibited by drugs or alcohol. He also needs to develop sufficient
      understanding and acceptance of his mental illness to gain the skills necessary to assist in the management of
      his psychiatric symptoms, which appear to contribute to his risk for violent reoffending. These skills would
      include recognizing the need for and complying with long-term use of psychotropic medications, recognition of the
      precursors to psychiatric decompensation (e.g., grandiose or paranoid ideation, feedback from others regarding
      unusual thoughts or behaviours), and the exacerbating effect that drugs and alcohol have on his mental state.
    


    
      Psychopathic offenders are less likely to accept responsibility for their behaviour, lack realistic long-term
      goals, and often have a grandiose sense of self, all of which can contribute to a lower likelihood of positive
      treatment outcomes. Because his psychopathic personality traits and thought disorder severely limit his capacity
      for empathy, and may also impact his capacity for a strong and trusting therapeutic alliance, treatment
      approaches based on building empathy and relationship skills may have reduced relevance for Mr Nelson.
      Behaviourally focused interventions based on concrete, tangible and consistent reinforcement for positive
      behaviours and appropriate consequences for inappropriate behaviours are more likely to be effective.
    


    
      The presence of psychopathic traits such as a callous lack of remorse, lack of empathy, impulsivity and poor
      behavioural controls can contribute to a higher risk for reoffending. The level of risk for Mr Nelson is also
      infl uenced by his psychiatric condition. Although the presence of schizophrenia or psychotic disorder does not
      appear to contribute significantly to the risk of violence in studies conducted with large numbers of offenders,
      the specific form that the mental illness takes can contribute to risk in individual cases. In light of his
      subsequent accounting of events, it appears that Mr Nelson was acutely delusional, severely impaired by drugs or
      some combination of both at the time of his index offending. His impaired psychiatric state was directly related
      to the perceptions, emotional states and cognitions that led to the assault of the victim. To the degree that he
      remains vulnerable to such psychiatrically impaired perceptions and beliefs, the risk for similar offending is
      higher. Until such time that he has demonstrated an extended period of psychiatric stability and treatment
      engagement, he should remain subject to the maximum level of external control and monitoring that is available.
      The transition to a less restrictive environment in the community should follow a serious of progressive stages
      based on increasing his independent functioning and decreasing his external supervision only as he demonstrates
      sufficient stability and compliance to allow for both a better life for Mr Nelson and an acceptable level of
      public safety.
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      The process of offender rehabilitation straddles two distinct, although overlapping, value-based domains, the
      criminal justice system and correctional intervention programmes (Ward and Maruna, 2007). The criminal justice
      system is oriented around values such as punishment and risk management, while correctional treatment programmes
      are primarily concerned with assisting individuals to lead more fulfilling, and less harmful, lives. What this
      means for practitioners is that there is a high level of ethical complexity attached to their work – while
      punishment approaches the issue of offending from a framework of accountability and is concerned with whether the
      behaviour is right and wrong, rehabilitation is about skill acquisition, capacity building and the enhancement of
      well being. A major goal is to improve offenders’ social and psychological functioning through the provision of
      appropriate skills and resources, resulting in a reduction in offending (Ward and Salmon, 2009).
    


    
      Forensic psychologists and other criminal justice professionals typically work with people who have multiple
      needs and vulnerabilities, come from disadvantaged backgrounds, and who may feel pressured or legally coerced to
      attend rehabilitation programmes. In addition, they may have behaved in ways that arouse the anger, contempt or
      even disgust of others. Given this, there is an overriding need for the rehabilitation provider to adhere to the
      highest ethical standards. In this final chapter of the book we consider some of the foundations of professional
      practice in the area of offender rehabilitation.
    


    
      The aim of the chapter is to offer an overview of some of the ethical issues that commonly arise in forensic
      practice. The examples given are not intended to be exhaustive, but rather illustrative of the range of problems
      and dilemmas that can occur in everyday practice. In reading this chapter it is useful to refl ect on Haas’
      (1993) observation that the mere possession of generic professional (psychology) credentials cannot be claimed to
      give evidence of the necessary and sufficient skills to perform competently as a forensic psychologist, or indeed
      to act ethically. No matter how experienced the practitioner, there is a need to develop skills in refl ective
      practice, seek supervision from more experienced colleagues and, at all times, ensure that the best interests of
      their clients are considered. It is also our view that ethically informed practice is likely to be associated
      with effective practice. This requires a certain level of clarity about the role that the psychologist fulfils in the forensic setting, and how to achieve an appropriate balance between the
      needs of the organization, community and those of the individual offender.
    


    
      Codes and guidelines
    


    
      In some areas of professional activity, clinical practice guidelines have been written to summarize the evidence
      base that underpins service delivery in a particular area and which prescribes specific types of intervention
      that have been associated with stronger client outcomes. Offender rehabilitation is an area in which few practice
      guidelines have been developed, and which requires a high level of professional judgement. There are, of course,
      developed ethical codes which govern professional practice, and it is essential that the practitioner is familiar
      with these. Whilst these codes are typically based on the application of a general set of principles to practice
      (e.g., ‘do no harm’) they are, however, not always well suited to understanding some of the ethical issues that
      routinely arise in the forensic context. For example, most Codes of Ethics refer to the client as the individual
      recipient of psychological services, and guidance is then offered in relation to how client consent should be
      obtained and the level of confidentiality that is offered. In the forensic setting, however, it is often not
      immediately apparent who the ‘client’ is, and there are nearly always other perspectives to consider as well as
      that of the individual offender (e.g., the victim, the community, or the court).
    


    
      Accordingly, specialist guidelines have been developed that seek to apply these generic ethical codes to forensic
      psychological practice (see Australian Psychological Society, 2011; British Psychological Society, 2002;
      Committee on Ethical Guidelines for Forensic Psychologists, 1991). Of these the Specialty Guidelines for
      Forensic Psychologists, prepared by the American Psychology and Law Society (see www.ap-ls.org/aboutpsychlaw/SpecialtyGuidelines.php) are probably the most comprehensive, despite
      their focus on evaluations for court.
    


    
      A particularly important aspect of each of these documents is that emphasis that is placed on the propriety and
      integrity of psychological practice, and on respecting the rights and dignity of people and peoples.
      Psychologists are expected to regard people as intrinsically valuable and to engage in conduct which promotes
      equity and the protection of human, legal and moral rights. In our view this is the starting point for ethical
      practice in the forensic arena.
    


    
      Specific issues for ethical professional practice
    


    
      In the following sections we describe some of the areas of practice that are often considered to be ethically
      troubling. These include the meaning of consent when one works in settings where psychological services may be
      legally coerced or pressured, the circumstances in which confidentiality cannot be assured, and the importance of
      maintaining an independent role when third parties ask for an evaluation of an individual client’s progress or
      current level of risk.1
    


    
      Informed consent
    


    
      In some contexts rehabilitation may be offered without the consent of the individual. For example, in some
      jurisdictions legislation has been enacted that coerces offenders in the criminal justice system to attend
      interventions (e.g., Birgden and Grant, 2010). While it is very difficult to enforce psychological treatment
      against a person’s will, it would seem counterproductive at best and unethical at worst, to enforce an
      intervention that was likely to traumatize a client. To do so would be to use psychological treatment as a form
      of punishment.
    


    
      Typically, interventions offered to offenders are coercive in the sense that there are negative consequences for
      non-participation, although the consequences may vary significantly. Day et al., (2004) have noted that
      whilst many practitioners are uncomfortable with the perceived infringement of civil liberties associated with
      enforced treatment, coercion is not inherently unethical. They note that:
    


    
      paying taxes and obeying laws related to dangerous driving are also coerced, but these forms of coercion are
      accepted by most as promoting the general good. Indeed, the legal system and the act of imprisonment itself are
      based on coercion. The important issue is whether distinctive ethical problems arise in delivering coerced
      rehabilitation programmes that do not arise for other forms of coerced activities.
    


    
      (p.259)
    


    
      In these circumstances it is important that the individual client (offender) is well informed about the nature of
      the intervention and the consequences of non-participation prior to any work beginning.
    


    
      Confidentiality
    


    
      The establishment and maintenance of confidentiality between a psychologist and a client is a fundamental aspect
      of professional practice. However, there are some circumstances in which client confidentiality cannot be
      maintained (see Table 11.1 for examples). Decisions to breach confidentiality should not be taken lightly,
      however, and should follow consultation with supervisors and be carefully documented. The client should also be
      made aware of the circumstances in which confidentiality may not be guaranteed at the outset of any treatment.
    


    
      Role conflict
    


    
      It is generally accepted that someone who is involved with the care and treatment of an individual should not
      also undertake psychological assessment for court, although examples of rehabilitation providers undertaking both
      roles are still relatively common. This is not to say that a practitioner cannot carry out these distinct roles
      with separate individuals (i.e., provide treatment to some individuals and evaluate others); rather that it is
      unadvisable to take on both roles with the same individual (see Table 11.2).
      For example, those who undertake evaluative roles for the courts should not subsequently make themselves
      available for therapeutic work.
    


    
      Table 11.1 Examples of circumstances in which confidentiality may not be
      offered to forensic clients (adapted from the draft APS Forensic Interventions Ethical Guidelines, 2011).
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      The rationale for this distinction is discussed by Greenberg and Shuman (1997) who, in an important article,
      argued that the role of the evaluator and the treatment providers were incompatible. For example, they suggested
      that whereas the forensic treatment provider should develop a cognitive set and attitude that is supportive,
      accepting and empathic, the forensic evaluator should remain neutral, objective and detached. A responsive stance
      in forensic evaluations, however, still requires the development of a relationship in which clients are able to
      talk openly about the matters under consideration. In practice, of course, it is not always possible to
      distinguish between what is evaluative and what is therapeutic (Knapp et al., 2007). Sometimes, for
      example, clients are already involved in litigation when they enter treatment. At other times clients instigate
      legal proceedings shortly after entering treatment (for example, a person seeking therapy to deal with the consequences of childhood sexual abuse may decide to make a criminal injuries
      claim after coming to understand more about the impact of the abuse on their ability to function).
    


    
      Table 11.2 Differences between therapeutic and forensic relationships (adapted from Greenberg and Shuman,
      1997)
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      Punishment
    


    
      Although psychologists tend to oppose the use of punishment as a method of behaviour change, and have pointed out
      that the type of punishment delivered by the criminal justice system is
      unlikely to be particularly effective (given what is known about re-inforcement schedules, see Andrews and Bonta,
      2010), punishment remains a cornerstone of criminal justice systems and one of the primary objectives of
      sentencing in all western countries (Ward et al., 2009). Accordingly, it is important for all
      psychologists working in the forensic context to consider how their practice might be infl uenced by the more
      punitive aspects of the criminal justice system (see also Day, 2011; Day and Ward, 2009; Day and Casey, 2010).
    


    
      In what is a particularly provocative paper on this topic, Glaser (2003) argued that much of the way in which
      sexual offender treatment is delivered can be understood in terms of treatment providers administering punishment
      to their clients on behalf of the community. Glaser suggested that the philosophy of risk management or community
      safety that has come to underpin offender rehabilitation in recent years is not only ineffective, but leads to
      practices that might be considered to be unethical. Although Glaser’s paper subsequently attracted a rebuttal
      from others in the sexual offender treatment field (who argue that it is indeed possible to combine risk
      reduction and welfare oriented treatment approaches), Glaser’s analysis highlights how some of the contextual and
      role issues in which forensic practice takes place can impact upon ethical practice. In a similar vein, Ward
      (2010b) has also asked whether offender rehabilitation is a form of punishment. He concludes that some aspects of
      rehabilitation do meet the criteria for punishment (although there are also aspects of rehabilitation that are
      focused directly on assisting offenders), and that there are a number of significant implications for practice
      that follow from this. He first suggests that:
    


    
      It may be the case that the conditions of imprisonment or parole are too harsh, and that offenders’ basic needs
      and human rights are being violated. Threats from other prisoners, unsafe living conditions, poor health services
      or insufficient family visits also arguably constitute a failure to adhere to human rights norms, and as such are
      ethically unacceptable.
    


    
      (p.7)
    


    
      Although these problems are not directly associated with rehabilitative practice, Ward (2010b) argues that
      psychologists have an ethical obligation to intervene to stop the infl iction of unjustified harms on offenders,
      and that failure to do so may make the psychologist complicit in such practices. Second, and in line with
      Glaser’s (2003) argument, Ward argues that what is regarded as ‘good psychological practice’ will be strongly
      determined by the assumptions about what is appropriate punishment that happen to dominate at a particular period
      of time and that forensic psychologists should critically evaluate how these assumptions infl uence their
      practice. A good example here comes from working with offenders who are subject to preventative detention orders
      (those who are detained on the basis of offences that they might commit in the future; see Vess, 2009). Third,
      Ward discusses what punishment means for how clinicians justify their work ethically.
    


    
      Supervision
    


    
      Supervision has long been regarded as an important, if not essential, component of professional practice. In fact
      the origins of supervision can be traced back to the early days of the discipline, at least as far back as
      Freud’s Wednesday Psychological Society meetings in Vienna at the turn of the twentieth century (Grauel, 2004).
      These days it is widely accepted that psychologists (along with other human services professionals such as
      counsellors and social workers) should receive ongoing supervision from more experienced colleagues (e.g.,
      Orlinksy et al., 2004).
    


    
      One core purpose of supervision, however, is to identify ethically challenging situations that arise in practice,
      and determine what might be the most appropriate response (see Day, 2012). It is in situations where the ethical
      course of action is unclear that decision-making models can be most useful (e.g., Miner, 2006). These usually
      follow a problem-solving format, and are valuable in so far as they highlight areas to consider, encourage refl
      ection and consultation and offer a logical pathway through decision-making. Corey et al.‘s (1998) model,
      for example, starts with a problem recognition stage, followed by consultation with relevant laws, professional
      codes and colleagues, before outlining a problem-solving method. The model should not be thought of as a straight
      linear or cognitive way of reaching a resolution on ethical matters. It allows for complex decision-making
      involving feelings, values and personal intuition. The first step is to identify the problem (gain as much
      information as possible in relation to the issue) and the potential ethical issues involved, then review the
      relevant ethics codes and laws. The next stage is to consult with colleagues to obtain other perspectives on the
      problem (including legal perspectives), and to consider probable and possible courses of action and the
      implications of each course of action for the client, for others who are related to the client and for the
      individual psychologist.
    


    
      The value of decision-making models is that they are not intended to be mechanical or procedural in the way that
      Codes of Conduct or clinical practice guidelines are often interpreted, but allow consideration of the underlying
      ethical principles that are involved. For example, Ward et al., (2009) have linked the Universal
      Declaration of Human Rights (UDHR) to both the American Psychological Association’s Code of Conduct (2002) and to
      specific areas of ethical forensic psychology practice. In line with the work of Orend (2000) they classify the
      core values underpinning the UDHR into five clusters: personal freedom (e.g., freedom of speech), material
      subsistence (e.g., physical health), personal security (e.g., freedom from torture), elemental equality (e.g.,
      freedom from discrimination) and social recognition (e.g., freedom to act autonomously). Each of the clusters is
      then described in terms of the core ethical principles that underlie the American Psychological Association’s
      Code of Conduct (2002) (for example, beneficience, autonomy and non-maleficience).
    


    
      At its simplest, supervision can be understood as a scheduled regular meeting in which a practitioner meets with
      a fellow professional with the express purpose of examining their work. Agreement should be reached regarding
      when and where supervision sessions occur, and the roles and responsibilities
      of both parties documented in the form of a supervision contract. In circumstances in which external supervisors
      are employed (because of difficulties in finding internal supervisors, or because of the potential for confl ict
      between professional and organizational roles), such contracts should also outline the responsibilities of
      external supervisors towards the organization in which the supervisee works.
    


    
      Conclusion
    


    
      It is widely acknowledged that ethical issues routinely arise in the course of working with offenders (Day and
      White, 2008; Howells and Thomas-Peter, 1996). It is important that the practitioner is aware of his or her legal
      responsibilities and the ethical standards that are required by the profession. However, it is also important to
      seek advice and consult with experienced colleagues through supervision meeting, and as required when ethical
      dilemmas arise. It is clear that some level of supervision is likely to be necessary given the rather significant
      personal and professional risks that are associated with practice in the forensic arena, and if the practitioner
      is seriously committed to working effectively with offenders.
    


    
      In this book we have tried to map out what we consider to be some of the key theoretical and practice foundations
      of offender rehabilitation. The book is not intended to provide a template for professional practice, but to
      equip students and practitioners with frameworks that can be applied to working with offenders in ways that are
      both positive and constructive.
    


    
      Note
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              These examples were all considered by the Australian Psychological Society’s committee in the development
              of ethical guidelines for forensic psychologists.
            

          
        

      
    

  


  
    
      Glossary
    


    
      Acceptance and Commitment Therapy (ACT): A third-wave CBT model which adopts a mindfulness, acceptance and
      values-based approach and is underpinned by relational frame theory.
    


    
      Actuarial assessment: Assessment based on accumulated statistical information.
    


    
      Actuarial prediction: Based on how groups of individuals with similar characteristics have acted in the
      past.
    


    
      Adolescent-limited (AL) offender: Individual whose delinquent or anti-social behaviour is demonstrated
      only during his or her adolescent years and then stops during the young adult years.
    


    
      Aetiology: Knowledge about the causes of a phenomena (e.g., crime) and the way in which it develops.
    


    
      Age-crime curve: Common pattern of criminal behaviour that describes an increase as the adolescent matures
      which peaks in late adolescence and early twenties and then decreases as the individual ages.
    


    
      Aggression, hostile (expressive): Aggressive behaviour which is characterized by the intent to cause
      discomfort or pain to a target.
    


    
      Aggression, instrumental: Aggressive behaviour which is characterized by the intent to gain material or
      financial reward from a target.
    


    
      Anger management: A form of intervention which assists the individual to deal with anger in a constructive
      way.
    


    
      Antisocial behaviour: Serious habitual behaviour that involves direct harm to others.
    


    
      Antisocial personality disorder: A mental disorder which appears in the APA’s Diagnostic and
      Statistical Manual which is characterized by a persistent disregard for and violation of the rights of
      others. This term is not applied to individuals under 18 years of age.
    


    
      Attachment theory: Developmental theory which stresses the role of disruptions to a child’s early
      relationships with the mother in developing interpersonal relationship problems in later life.
    


    
      Base rate: The frequency or probability of an occurrence. For testing purposes, refers to proportion of
      persons expected to succeed on a criterion if selected without a test.
    


    
      Borderline personality disorder: A mental disorder charactertized by
      instability and chaos in mood, interpersonal relations, behaviour and sense of identity.
    


    
      Clinical judgement: Judgements based on assessment by practitioners in clinical settings rather than
      systematic research.
    


    
      Cognitions: The internal processes that enable humans to imagine, gain knowledge, to reason and to
      evaluate. The attitudes, beliefs, values and thoughts that a person holds about the environment, relationships
      and the self.
    


    
      Cognitive-behavioural: Model of psychological therapy and training derived from a synthesis of concepts
      from behaviourism and cognitive psychology which focuses on the interconnection of thoughts, feelings and
      behaviours and how these can be modified over time.
    


    
      Cognitive-behavioural therapy: An approach to therapy that focuses on changing beliefs, fantasies,
      attitudes and rationalizations that justify and perpetuate antisocial or other problematic behaviour.
    


    
      Cognitive distortion: The maladaptive processing of information. In the context of sexual offending, the
      internal processes, including justifications, perceptions and judgements that are used to rationalize and justify
      ongoing sexual abuse of children without the anxiety, guilt and loss of self-esteem usually associated with the
      commission of behaviours which are contrary to social norms.
    


    
      Cognitive skills training: Intervention designed to help individuals acquire or improve their capacity for
      problem-solving in everyday activities.
    


    
      Co-morbidity: A disease/condition in addition to that which is of primary interest and results in a
      combined effect (e.g., substance use and schizophrenia may be co-morbid).
    


    
      Conduct disorder: A diagnostic label used to identify children who demonstrate habitual misbehaviour.
    


    
      Criminogenic: Causing or resulting in crime.
    


    
      Criminogenic need: Factors intrinsically related to the offending patterns of the individual (e.g.,
      positive attitudes towards criminal behaviour, substance abuse or misuse, antisocial personality, antisocial
      peers). Also referred to as dynamic risk.
    


    
      Decisional balance: The mechanism by which an evaluation can be made of an individual’s assessment of the
      benefits (pros) and losses (cons) of behaviour change.
    


    
      Denial: In forensic psychology, refers to the indivudual’s refusal to accept certain aspects of his or her
      offending (e.g., level of severity).
    


    
      Desistance: The psychological and social process of ceasing to offend characterized by a series of lapses,
      relapses and recoveries rather than by a definitive stopping point.
    


    
      Developmental criminology: The different forms of deviant behaviour exhibited by offenders as their
      criminal career evolves.
    


    
      Dialectical Behaviour Therapy (DBT): Treatment developed by Lineham and used with clients who are
      chronically suicidal, with borderline personality disorder (BPD) and substance
      abuse problems. Hypothesizes that problem behaviours are a consequence of dysregulated emotions or maladaptive
      ways of changing emotional experiences, and the goal of treatment is to reduce the ineffective responses which
      are linked to dysregulated emotions.
    


    
      Differential association-reinforcement theory: Akers’ theory of deviance, which combines Skinner’s
      behaviourism and Sutherland’s differential association theory, and states that people learn deviant behaviour
      through the reinforcements they receive from the social environment.
    


    
      Differential association theory: Sutherland’s theory of crime which states that criminal behaviour is
      primarily due to obtaining values or messages from others, including (but not limited to) those who engage in
      crime. Critical factors include persons with whom the individual associates, how early in life the associations
      begin, and the frequency and personal meaning of the associations.
    


    
      Differential opportunity theory: Cloward and Ohlin’s theory that crime takes place due to a lack of
      legitimate opportunity and is also due to the availability of illegitimate opportunity.
    


    
      Disinhibition: Removal of factors which ordinarily inhibit an individual from taking a particular course
      of action.
    


    
      Distal factors: Factors which are temporally distant to the causes of an offending behaviour.
    


    
      Distorted thinking: Thought patterns which are distortions of reality. Often used to describe thinking
      associated with sexual offending.
    


    
      Dynamic risk factors: Aspects of a person’s developmental history that change over time or via
      intervention, such as attitudes, opinions, beliefs and knowledge.
    


    
      Effect size: A statistical term used to indicate the size of the infl uence of the independent variable in
      a standardized form which allows for comparison.
    


    
      Emotional dysregulation: A failure to deal effectively with emotions which may result in the use of
      dysfunctional coping methods.
    


    
      False negative: A prediction someone will not do something and they do.
    


    
      False positive: The prediction that someone will do something and they do not.
    


    
      Functional analysis: An approach to understanding behaviour which focuses on determining its function for
      the individual.
    


    
      Good Lives Model (GLM): A strength-based offender rehabilitation theory that seeks to reduce or manage
      dynamic risk factors by providing offenders with the internal and external resources to achieve important
      personal goals. Thus, it targets risk through the enhancement of offender well-being.
    


    
      Ideographic approach: A focus on the individual rather than the group. Emphasizes the intensive study of
      one person.
    


    
      Implicit theories: In sex offending, used to describe the network of beliefs and concepts (i.e., schemas)
      held by offenders about the nature of their victims, the world and themselves, which lead the offender to
      interpret the world in specific, offence-supportive ways.
    


    
      Intimacy deficits: Inability to form intimate/sexual relationships with
      other adults.
    


    
      Level of Service/Case Management Inventory: An assessment instrument developed by Canadian researchers
      which combines a range of information about an individual which is subsequently used to estimate risk of future
      offending, factors likely to infl uence it, and to design a plan for supervision or management based on the
      assessment outcomes.
    


    
      Life course persistent (LCP) offender: A term used to represent offenders who demonstrate a life-long
      pattern of antisocial behaviour.
    


    
      Meta-analysis: A method of integrating quantitative findings from a number of primary studies and using
      statistical analysis to detect trends in the obtained results.
    


    
      Modelling: Learning of behaviour via the observation of others performing that behaviour and then copying
      it.
    


    
      Need principle: States that interventions should target only those needs (or risk factors) which
      contribute to offending behaviour. These factors are also referred to as criminogenic needs.
    


    
      Neuropsychology: Area of psychology which focuses on the relationships between neurological processes and
      behaviour.
    


    
      Neutralization theory: Developed by Sykes and Matza to describe the techniques which allow the
      individuation to rationalize or justify deviant or criminal acts. There are five techniques of neutralization:
      denial of responsibility, denial of injury, denial of victim, condemnation of the condemners and appeal to higher
      loyalties.
    


    
      Nomothetic approach: An approach that concentrates on general principles, relationships and patterns that
      transcend the individual.
    


    
      Offender rehabilitation programme: An intervention which includes a specifically designed and structured
      sequence of methods and exercises, typically guided by a manual, for working with offenders with the objective to
      reduce offending behaviour.
    


    
      Plethysmography: Measurement of the erection or tumescence of the penis based on its circumference or
      volume which is used by some as an indication of sexual arousal.
    


    
      Precondition model: Finkelstein’s theory of sexual offending against children which suggests that a number
      of things must occur or be present before a person will offend.
    


    
      Predictive validity: The degree to which a test predicts a person’s subsequent performance on the
      dimensions and task the test is supposed or designed to measure.
    


    
      Primary good: States of mind, personal characteristic, experiences or activity valued by the individual.
    


    
      Problem Solving Therapy: A therapeutic technique which teaches the individual an array of response
      alternatives that can be applied in various problem situations and thereby increase the likelihood that the most
      effective response will be selected from those available.
    


    
      Protective factors: Factors which, if present, serve to protect
      otherwise vulnerable individuals from engaging in criminal behaviour.
    


    
      Proximal factors: Factors which are temporally close to the causes of an offending behaviour.
    


    
      Psychological assessment: Refers to all of the techniques used to measure and evaluate an individual’s
      past, present or future psychological status. Usually includes interviews, observations and various measuring
      procedures which may or may not include psychological tests and inventories.
    


    
      Psychosocial: Relating to the psychological and social factors which interde-pendently and cumulatively
      infl uence the development of criminal behaviour.
    


    
      Rational choice theories: Theory of crime which assumes people behave in an instrumental, outcome-oriented
      way. Crime is committed if the expected utility of the behaviour exceeds its expected costs.
    


    
      Rational emotive behavioural therapy (REBT): Therapeutic technique which involves identifying and
      challenging irrational beliefs underpinning emotional disturbance and substituting unrealistic, over-generalized
      demands with realistic desires, preferences or wishes.
    


    
      Rehabilitation: Any attempt to bring about change in behaviour patterns.
    


    
      Reinforcement: Rewarding stimuli that result from a specific behaviour which, as a result, can lead to an
      increase in that behaviour.
    


    
      Relapse prevention: A self-control programme which seeks to help people from relapsing into episodes of
      problem behaviour.
    


    
      Relational frame theory: Theory underpinning ACT. Defines pychopathology as a product of the overreliance
      on literal linguistic rules and the experiential avoidance of internal events (e.g., thoughts, feelings) that are
      perceived as aversive or evaluated as negative.
    


    
      Responsivity principle: Used to inform how interventions should be delivered. Specifies that interventions
      should be matched to accommodate the unique cultural and psychological characteristics of offenders.
    


    
      Risk assessment: A set of procedures and methods used to estimate an individual’s likelihood for future
      offending or the level of harm that might be caused by that offending together with the identification of factors
      associated with it.
    


    
      Risk factor: An individual/environmental variable which has been empirically shown to be associated with a
      greater likelihood of involvement in criminal behaviour (or other type of problem). Static risk factors are
      historical in nature and therefore set by past events (e.g., age at first conviction); dynamic risk factors are
      the more immediate infl uences on offending behaviour, are likely to vary over the short or medium term and have
      the potential for change through intervention.
    


    
      Risk management: Use of a system of interventions and monitoring over time, the aim of which is to reduce
      the likely recurrence of harmful/antisocial behaviour.
    


    
      Risk-Need-Responsivity Model (RNR): A risk management rehabilitation model that seeks to reduce offenders’
      predisposition to reoffend by eradicating, reducing or controlling personality and/or situational variables.
    


    
      Risk principle: Intensity or ‘dosage’ of interventions should be matched
      to an offender’s level of risk, with more intensive and extensive interventions targeted at high-risk offenders
      and minimal, or no, interventions being offered to low-risk offenders.
    


    
      Routine activity theory: A criminological theory which describes offending behaviour in terms of the
      individual’s everyday activities.
    


    
      Secondary goods: Means by which primary goods are obtained (e.g., completing an apprenticeship might
      satisfy the primary goods of knowledge and excellence in work). Also known as instrumental goods.
    


    
      Self-determination theory: An empirically based macrotheory developed by Deci and Ryan which highlights
      the importance of inner resources for behavioural self-control and personality development.
    


    
      Self-efficacy: The individual’s conviction that he or she can perform the actions necessary to produce the
      intended behaviour.
    


    
      Self-regulation theory: Focuses on how individuals direct and monitor their activities and emotions in
      order to attain goals.
    


    
      Social-cognitive theory: An integration of concepts and processes from cognitive, behaviourist and
      emotional models of behaviour change which defines human behaviour as a triadic, dynamic and reciprocal
      interaction of personal factors, behaviour and the environment.
    


    
      Social control theory: A theory proposed by Travis Hirschi that contends crime and delinquency occur when
      an individual’s ties to the conventional order or normative standards are weak or largely non-existent.
    


    
      Social learning theory: Bandura’s theory describing human socialization as a product of social
      observation.
    


    
      Static risk factors: Aspects of a person’s developmental history that do not change, such as biological
      parents, gender, birth order and ethnic background.
    


    
      Strain theory: A sociological explanation for crime based on Merton’s theory that crime and delinquency
      occur when there is a perceived discrepancy between the materialistic values and goals valued and held in high
      esteem by a society and the availability of the legitimate means for reaching these goals.
    


    
      Stress Inoculation Training (SIT): A model of intervention which involves the individual learning to cope
      with mild levels of stress in order to ‘inoculate’ against uncontrollable stress levels.
    


    
      Test-operate-test-exit (TOTE) model: Carver and Scheier’s model of self-regulation as a cybernetic control
      process. TOTE loops represent the processes people use to evaluate (or test) their current state against some
      internal standard about a desired state.
    


    
      Traits: Relatively stable and enduring tendencies to behave in a particular way across time and place.
    


    
      Transtheoretical model of change: A model of change which describes how attempts to change problem
      behaviour involve a progression through an invariant sequence of change stages, each characterized by different
      attitudes, thoughts, beliefs and values toward the change process, with accompanying
      behaviour and change strategies.
    


    
      True negative: Predicting something will not happen and it does not.
    


    
      True positive: Predicting something will happen and it does.
    


    
      Validity: The psychological standard that a test should measure what it claims to be measuring.
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Question

Care provision

Forensic evaluation

Whose client is the
patient/litigant?

. The relational privilege

that governs disclosure
in each relationship

. The cognitive set and

evaluative attitude of
cach expert

. The differing areas of

competency of each
expert

. The nature of

hypotheses tested by
each expert

. The scrutiny applied to

the information utilized
in the process and the
role of historical truth

. The amount and

control of structure in
each relationship

. The nature and degree

of ‘adversarialness’ in
cach relationship

. The goal of the

professional in each
relationship

. The impact on each

relationship of critical
judgement by the
expert

The mental health
practitioner

Therapist—patient privilege

Supportive, accepting,
empathic

Therapy techniques
for treatment of the
impairment
Diagnostic criteria for the
purpose of therapy

Mostly based on
information from the
person being treated
with little scrutiny of
that information by the
therapist

Therapist attempts to
benefit the patient by
working within the
therapeutic relationship

A helping relationship;
rarely adversarial

Therapist attempts to
benefit the patient by
working within the
therapeutic relationship

The basis of the
relationship is the
therapeutic alliance
and critical judgement
is likely to impair that
alliance

The attorney

Attorney—client and
attorney work-product
privilege

Neutral, objective, detached

Forensic evaluation
techniques relevant to
the legal claim

Psycho-legal criteria
for purpose of legal
adjudication

Litigant information
supplemented with that
of collateral sources
and scrutinized by the
evaluator and the court

Evaluator advocates for the
results and implications
of the evaluation for the
benefit of the court

An evaluative relationship;
frequently adversarial

Evaluator advocates for the
results and implications
of the evaluator for the
benefits of the court

The basis of the
relationship is evaluative
and critical judgement is
unlikely to cause serious
emotional harm
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Ethical
responsibility

Description

Duty to warn

Disclosure of

criminal acts

Responding to a

subpoena or
court order

There is an expectation that psychologists warn others if they are
of the opinion that an immediate and specified risk of harm to an
identifiable person or persons can be averted. It is also important,
however, to inform the individual client about the information
that is to be disclosed, the circumstances and the reasons for
the intended disclosure of information unless there is reason to
believe that the provision of this information would increase
the risk of harm occurring. Where practicable, psychologists
should consult with an experienced colleague before making
this decision. Psychologists should document their reasons
for disclosure in detail, including the specific nature of the
risk-related concerns, the context in which they arose, and the
rationale for any action taken.

There may be a legal obligation to disclose information about
criminal acts of a client that have not previously been reported.
For example, mandatory reporting requirements take precedence
over professional codes of practice where confidentiality is
claimed.

Case notes may, at any time, be subpoenaed by a court. A subpoena
is a legal request to provide information considered necessary to
the court to make a decision. Alternatively a court may issue a
court order to provide testimony or produce documents. Those
who are issued with a subpoena are required to respond or else
risk being found in contempt of court. Because subpoenas are
legal demands for information, the psychologist will not be
considered to be in violation of his or her ethical obligations by
complying with a subpoena or court order.






Images/31.jpeg
Core belief Social significance

I am at risk (people are not to be trusted) Basic trust vs mistrust
[ am vulnerable to harm (I need someone to take Autonomy vs shame and doubt
care of me)
[ am uncertain/unmotivated (I must feel absolutely ~ Initiative vs guilt
certain that I like doing something to put effort
into it)
I am vulnerable to exploitation (I've got to look out  Generativity vs stagnation
for myself because good guys get walked over)
['m incompetent Industry vs inferiority
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Passive vs active  Passive Active

strategies

Degree of No awareness of 0-1-2-3-4-5-6-7-8-9- Extensive and
planning any planning detailed overt

Degree of thought
before acting

Complexity of
strategies used

Locus of control
(victim stance)

Ability to delay
gratification

Goals

Reported desire to
control/prevent
offending

Belief about
offending

Degree of
guilt/shame
following
offence

Level of
pro-offending
behaviours

Decision on most
likely offence
pathway

Very impulsive

Basic strategies,
poor
problem-solving

Passive stance,
events controlled
externally

Problem of
immediate
gratification

Avoidant

Awareness of
harm or fear of
consequences,
active restraint

Acknowledges
harms caused
by offending,
few cognitive
distortions

Extreme negative
emotion
post-offence

No explicit
engagement in
activities

Avoidant-Active —

Approach-Active —

Avoidant-Passi

Approach-P:

0-1-2-3-4-5-6-7-8-9.

0-1-2-3-4-5-6-7-8-9-

0-1-2-3-4-5-6-7-8-9.

0-1-2-3-4-5-6-7-8-9.

0-1-2-3-4-5-6-7-8-9.

0-1-2-3-4-5-6-7-8-9.

0-1-2-3-4-5-6-7-8-9

planning
Fully considers
consequences
before acting
Preparation
to offend
(or avoid
detection)
Sees self as in
control of own
behaviour
Able to delay
gratification
for long-term
gains
Approach

No restraint

Many cognitive
distortions

No negative
self-evaluation

Explicit activities
supporting
offending
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Feature

A case formulation should be presented in terms of a narrative of the offender’s
problems, and include statements about the onset, maintenance and development of
the offending.

A case formulation should specify the relationship between an offender’s primary
goods and offending.

A case formulation should aim to offer an explanation of the offending, and clearly
identify which areas to target for interventions.

A case formulation should integrate the risk assessment and comment about relative
risk and the circumstances in which risk is likely to be elevated.

A case formulation should be relatively brief (no longer than 1000 words).

A case formulation should be shared with the offender and revised in light of feedback
from the offender.
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Valued goods

. What are the most important things for you to achieve in your life?

What did you do on a day-to-day or regular basis to achieve these?

What could you do differently to achieve these goals?

. Are some goals more important to you than others? Which ones, and why?

‘Where would you like to be in respect to these goals in one year’s time? Five years”
time? Ten years’ time?

For each of these primary goods, ask the following questions:
I"d like to ask you about some specific experiences or goals. I'll start with the
experience/goal of —. It means: —

1. What does this mean to you. in your own words?

2. How important is it for you to achieve this goal or have this in your life?

3. What would other people say about how m\p(wrhm this goal is to you?

4. Has the importance of this goal changed over time for you — for example, is this a
more (or less) important goal than it used to be?

5. Would you like to have more of this goal in your life?

6. What would your life be like without this goal?

Secondary goods (ways of obtaining primary goods)

1. What have you done in the past in order to achieve this goal?

2. What do you do now to achieve this goal?

3. Which strategies have worked best?

4. Which strategies have worked least well?

5. What do other people in your life (family, friends) do to achieve this goal?
6. How could you achieve this goal in your life in the future?

Implication of goods in offending

1. In the past, what has gone wrong when you have tried to achieve or attain thi
2. How have others been hurt (physically or otherwise) by your attempts to
achieve this?
In your view, how could this be related to offending?

. How is this linked to your offending?

How could you better achieve this goal without offending?

Flaws in Good Lives Plan

. Do you focus too much on this goal, causing you to forget about other goals?
Do other people tell you that you focus too much on this specific goal?

. Does this goal interfere with attaining other goals? If so, how?

. Do you believe that this particular goal is realistic to achieve? Why or why not?
. What obstacles might stand in your way of achieving this goal?

. What has prevented you from achieving this goal in the past?

. What prevents you now from achieving this goal in your lifc
. What things would you need to put into place in order to achieve this goal?
. How could this service help you to achieve this goal?
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Assessment of risk  Description

Static-99 Since publication the Static-99 (Hanson and Thornton, 2000) has
become one of the most well-known and widely used actuarial
scales for sex offenders. It includes the four RRASOR items
plus an additional six items. The Static-99 is superior to the
RRASOR in that it yields separate group probabilities for risk
of sexual recidivism and risk of any violent reoffending. It can
be scored from record material alone, and can be used within
corrections, community supervision and by mental health
professionals.

SVR-20 The SVR-20 (Boer et al., 1997) is a 20-item guide for assessing
violence risk in sex offenders developed along the same
principles as the HCR-20. Like the HCR-20 it is also divided
into three sections: Psychosocial Adjustment; Sexual Offenc
and Future Plans. Scoring is based on a three-point scale of
definitely not present, perhaps present or definitely present,
allowing for changes over time. Its effectiveness as a predictive
device is being continually evaluated, currently its primary
usefulness lies in helping to structure clinical assessments, as
there are no published translations of scores into risk categories.
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Assessment of risk

Description

Violence Risk
Appraisal Guide

HCR-20

VORAS

The Violence Risk Appraisal Guide (VRAG: Quinsey et al., 2006)
is an actuarial tool for the prediction of violent recidivism
among males with a history of serious violent or sexual
offences. It provides a percentage probability for violent re-
offending within a specified time period, compared to other
offenders. The VRAG was developed through research into the
recidivism of over 800 serious offenders, approximately half of
whom were convicted offenders, the other half being forensic
patients. It assesses the individual on 12 variables, although
it can still be used if answers to a few of these are unknown.
Scores for the VRAG variables are based on a comprehensive
psychosocial history covering conduct in childhood, family
background, antisocial and offence history, psychological
issues and details of the index offence. The VRAG score
also incorporates the Hare PCL-R score. To score the VRAG
accurately requires gathering of collateral information in
regard to these factors, e.g., from family and friends, schools,
correctional facilities, the police and courts, in addition to a
clinical interview. It is used extensively throughout Canada,
Britain and in certain US juri ns.

The HCR-20 (Webster ef al., 1997) is a structured guide for the
assessment of risk of violence among civil psychiatric, forensic
and criminal justice populations. It contains 20 items (10
historical variables, 5 clinical variables and 5 risk management
factors) as well as the Hare PCL-R. Items are scored as 0 (not
present), | (possibly present) or 2 (definitely present), yielding
a total score out of 40. Variables include relevant past, present
and future considerations.

The VORAS (Howells et al.. 1997) is a brief rating scale
assessing risk of violence among offenders. It was designed
as a screening tool for programme eligibility, and is easily
coded from file information. The VORAS is made up of seven
items on two subscales: (A) Level of Harm of current and past
offences, ranging from no harm to death; and (B) Probability
of Violent Reoffending, including age, criminal history and
substance use items. Part A scores range from 1 to 9, witha
score of § or more considered high. Part B scores range from
1 to 21, with a score of 11 or more considered high. Part C isa
final risk score of low, moderate or high, based on a composite
of Part A and B scores. To be designated high risk on Part
C an offender must be assigned a high score on both Parts A
and B, to be designated moderate on Part C a high score must
be obtained on Part A or B, and to be designated low on Part
C an offender must score low on both Parts A and B. Recent
validation research by Douglas er al., (2005) has suggested that
only Part B scores should be used in assessing risk.
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DEFINE THE B
(offending behaviour) as
precisely as you can.

Be as specific as possible. If there is more than one offence
(behaviour, B) repeat the exercise for each.

SPECIFY THE A
(antecedents).

SPECIFY THE C
(consequences)

IDENTIFY THE
CRIMINOGENIC
NEEDS

SPECIFY THE
TARGETS FOR
CHANGE IN
SPECIFIC TERMS

CONSTRUCT A
MANAGEMENT
PLAN

Frequency, intensity, duration and form of offending

Environmental triggers

Cognitive antecedents

Affective antecedents

Physiological antecedents

Mental disorder variables and personality dispositions

Strengths

Think here of the functions of the behaviour.

e What short- and long-term rewards are obtained?

e What short- and long-term negative results follow?

e What does sthe get out of it?

e What goals or primary goods is s’he pursuing through
offending?

Which are the areas of need that can be changed by
intervention within a prison setting? Which are the most
important?

Think about exactly what sorts of changes might be
regarded as therapeutic or rehabilitative. How many
targets are reasonable? What are the most important
targets?

How can you communicate your treatment/management

plan to the individual client/operational staff/significant

others? How will you assess if risk has diminished?

After intervening, review and revise plans as appropriate.
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1. Decreasing abuse of substances; this includes both illicit drugs and legally
prescribed drugs taken in a manner not prescribed

2. Alleviating physical discomfort associated with abstinence and/or withdrawal

3. Diminishing urges, cravings and temptations to abuse

4. Avoiding opportunities and cues to abuse, for example by burning bridges to

persons, places and things associated with drug abuse and by destroying the

telephone numbers of drug contacts, getting a new telephone number and throwing

away drug paraphernalia

Reducing behaviours conducive to drug abuse, such as momentarily giving up the

goal to get off drugs and instead functioning as if the use of drugs cannot be avoided

6. Increasing community reinforcement of healthy behaviours, such as fostering the
development of new friends, rekindling old friendships, pursuing social/vocational
activities and seeking environments that support abstinence and punish behaviours
related to drug abuse
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Mode Function Signs and symptoms Treatment objectives
Abandoned  Puts individual in Depressed, hopeless, Empathy and
child a state of being needy, frightened, protection of the
a helpless child, victimized, abandoned child,
prevented from worthless, unloved, help them to give
getting his or her lost, frantic efforts to and receive love
need for protection avoid abandonment,
and love met idealized view of
nurturers
Angry Acts impulsively to Intensely angry, Re-channel the
impulsive ensure needs met impulsive, angry and
child or vents feelings in demanding, impulsive child to
inappropriate ways devaluing, express emotions
‘manipulative’, and needs
controlling, abusive, appropriately;
suicidal threats, reaffirm child’s
promiscuity basic rights
Detached Perceived by the Depersonalization, Reassure and
protector individual as an emptiness, gradually replace
adaptive coping boredom, substance the detached
mode that helps to abuse, binging, protector
cut off or suppress self-mutilation,
needs and reduce psychosomatic
painful feelings. complaints
The individual is
detached from his
or her feelings, from
other people, and
behaves obediently
or avoiding in order
to stabilize his or her
life and psyche
Punitive Punishes the child for ~ Self-hatred, Fight against and
parent expressing normal self-criticism, expunge the

needs and feelings,
for making mistakes
or not fulfilling his
or her own or others’
expectations

self-denial,
self-mutilation,
anger at self for
neediness

punitive parent
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ssment of risk

Description

Generalist risk

assessment

Psychopathy

Violence Risk
Scale

The LSI-R (Andrews and Bonta, 1995) is a 54-item quantitative
survey of attributes of offenders and their situations relevant
to level of service decisions. It includes measurement of both
static and dynamic risk factors, which are measured using either
a yes/no or 0-3 rating scale (allowing for clinical judgement).
Information is obtained using an interview guide to complete
a QuikScore form. Dynamic risk factors also act as treatment
targets for intervention. The LSI-R can be used to predict level
of supervision required within the community and security
classification within institutional settings. It can also be used
to assess the likelihood of general recidivism. The LSI-R is
normed on incarcerated male and female offenders, providing
percentiles for comparison on a profile sheet. It has been used
mainly for correctional management rather than outpatient
management.

The PCL-R (Hare, 1991) is a 20-item rating scale that can be

used in correctional and forensic psychiatric settings to assess

the extent to which an individual matches the *prototypical
psychopath’. Each item consists of a complex trait description.

and ratings are made on a 3-point scale, on the basis of a

semi-structured interview and review of collateral information.

Administration and scoring of the PCL-R usually takes

about two and a half to three hours. The PCL-R contains two

factors: factor 1 contains items that purport to measure the

affective and interpersonal features of psychopathy (such as
lack of empathy); while factor 2 assesses aspects of antisocial
behaviour. It provides a dimensional score, although a cutoff
of 30 or more can also be used to classify individuals as

psychopaths. The PCL-R has been widely validated on a

number of different populations, including incarcerated adult

male offenders, forensic psychiatric patients, female offenders
and young offenders. It has excellent psychometric properties,

d good normative data for male forensic populations. A

12-item screening version (PCL: SV Hart er al., 1995) is also

ailable. Training is required for administration of the PCL-R

d the PCL-SV.

The Violence Risk Scale (VRS) (Wong and Gordon, 1999)
integrates the assessment, prediction and treatment of violence
using 20 Dynamic and 6 Static variables. It is based on the
Risk, Need and Responsivity principles and also uses a
modified Stages of Change model (Prochaska and DiClemente,
1992) to evaluate motivation for treatment and to measure
treatment change. The VRS has been used in assessing over
2000 institutionalized offenders and is highly correlated
with violent recidivism and with other major risk assessment
instruments including the LSI-R and the PCL-R. The VRS
enables guided clinical judgement while maintaining structure
and quantitative rigour, and can be used for risk management
in the community. It does not require specific professional
qualifications for use, although training is required.
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lllustrative theory

Implications for offender rehabilitation

Cognitive
behavioural

Cognitive therapy

Stress inoculation
therapy

Problem-solving
therapy

Acceptance
commitment
therapy

Schema therapy

Dialetical
behavioural
therapy

® Identifies maladaptive schemas (or implicit theories) and
cognitive distortions that may be implicated in the actiology
and development of offending behaviour and thus become
targets for change in treatment

e Offers a method by which distorted appraisals of the self, the
world and the future are modified/replaced with those which
are more realistic/adaptive

® Uses self-statements to improve coping skills and thereby
reduce uncontrolled responses to stress-inducing triggers (e.g.,
anger management)

® Addresses problem-solving deficits, improving decision-
making and consequential thinking

* Provides a means to distance cognitions from behavioural
responses

e Teaches individuals how to observe emotions rather than act in
response to emotional arousal

e Facilitates the confronting of basic, unconscious belief
structures that influence conscious thoughts, feelings and
actions

e Emphasizes how the working relationship between therapist
and client can be used as the basis for change

* May be particularly useful with personality disordered clients

e Focuses on treating emotional dysregulation

e Hierarchical treatment approach ensures life-threatening
behaviours and quality of life issues are dealt with, before
moving to skills training

o Although developed for borderline personality disorder, can
be adapted and applied for co-morbid borderline and substance
abuse disorder
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Stages of Change

Precontemplation | Contemplation | Preparation ; Action ; Maintenance

Consciousness Raising
Dramatic Relief
Environmental Reevaluation

Self-Reevaluation

Self-Liberation

Reinforcement Management
Helping Relationships
Counterconditioning
Stimulus Control
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Implicit theory

Explanation

Children are sexual

Keenan, 1999;
Polaschek and
Ward, 2002)

Entitlement (Ward
and Keenan, 1999;
Polaschek and
Ward, 2002)

Dangerous world
(Ward and
Keenan, 1999:
Polaschek and
Ward, 2002)

Uncontrollability
(Ward and
Keenan, 1999;
Polaschek and
Ward, 2002)

Nature of harm
(Ward and
Keenan, 1999;
Polaschek and
Ward, 2002)

Women are
dangerou
(Polaschek and
‘Ward, 2002)

Women are sex
objects (Polaschek
and Ward, 2002)

Children can function relatively autonomously and adult-
like in sexual relationships. They need and desire sex
pleasure and can make informed decisions related to sexu
behaviour. Given that children are viewed as inherently
sexual, sexual interactions with children are not viewed as.
harmful (children often initiate sex and know what they
want; she is flirting and teasing me, so she wants to do it).

The offender feels entitled to obtain sexual gratification from
other, less superior individuals such as children. Offenders
live by their own rules and believe in the right to assert their
needs above those of other people. Notions of superiority
may be based on gender, class or other factors. The beliefs

of the victim are ignored or considered of little
|n|porl1ncc (I deserve a special treat and she will make me
feel better; a person should have sex whenever it is needed).

The world is a hostile and threatening place and people are
untrustworthy: some sexual offenders with this implicit
theory view all others as hostile and rejecting and therefore
believe it necessary to fight back and achieve dominance and
control including punishing those who appear to inflict harm.
Others may believe that interactions with children are safer
than relating to adults (I had to teach her a lesson: I did it to
get revenge on her and her mother).

Behaviours, including sexually abusive behaviours, are largely

under external rather than internal control (i.c., the world,

emotions, thoughts and events are based on factors outside
of the offender’s control). Sexual arousal and behaviour may
be considered difficult to control and women/children seem
to have an influence on this loss of control. Blame may be
attributed to the child associated with deviant sexual desires,

a woman denying sexual access, or a triggering episode like

alcohol use (I did it because I was sexually abused as a child;

I was in a trance and it just happened).

xual behaviour, in itself, is unlikely to harm children. Harm

seen on a continuum where only extreme, violent acts are
considered harmful. Sexual activity may also be considered
to generally not affect children or women (she is asleep so
she will never know what I am doing; she is too young to
remember this or know what I am doing).

‘Women are different to men and some women are unable
or unwilling to communicate honestly with men. Women
are seen to know that their own desires and needs are
incompatible with those of men and therefore do not
communicate desires and needs but present them in a
disguised manner. According to this implicit theory, men

nnot readily understand the differences with women, and
women are portrayed as inherently deceptive.

Women are considered to be in a constant state of
reception to meet the sexual needs of men. With this implicit
theory it is believed that women will desire sex, even if it is
coerced or violent. A woman saying *no’ is explained as her
not knowing her sexual needs. Within this implicit theory,
women do not deliberately deceive men; however, women do
not realize that they are fundamentally sex objects and lack
true insight into the message projected from their bodies.
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lllustrative theory Implications for offender rehabilitation

Behaviour enaction ~  Notion of a cycle of change may be particularly useful for

understanding addictive behaviours (substance abuse)

e Identifies specific methods to increase motivation to change
that are aligned to individual’s specific stage of change

* Integration of stages and processes of change provide
treatment methods for addressing maladaptive cognitions,
interpersonal conflicts, family system conflicts and
intra-personal conflicts
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lllustrative theory Implications for offender rehabilitation

Self-regulation * Provides a model of both behaviour and emotion regulation that

is volitional in nature

® Processes of, for example, goal setting, self-monitoring and self-
evaluation provide a framework for behaviour change

o Illustrates the reinforcing nature of self-statements for
behaviours, thoughts and feelings

* Model of self-regulation failure can be applied to different
offence types
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Concept

Definition

Application

Precontemplation

Contemplation

Preparation

Action

Maintenance

Termination

No wish to change/no
recognition of a problem

Intention to change problem
behaviour within the next
six months

Intention to take immediate
action, usually measured as
within the next month

Characterized by specific, overt
modifications within the past
six months

Relapse prevention

Change process is complete/
no further need to prevent
relapse

Increase awareness of need
for change; personalize
information about risks and
benefits

Motivate; encourage making
specific plans

Assist with developing and
implementing concrete action
plans; help set gradual goals

Assist with feedback, problem-
solving, social support and
reinforcement

Assist with coping, reminders,
finding alternatives, avoiding
slips/relapses (as applicable)

@
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Technique
(Theoretical Framework)

Definition

Provide information about the
link between risk behaviour
and offending link (IMB)

Provide information on
consequences (TRA,
TPB, SCT, IMB)

Provide information about
the approval of others
(TRA, TPB, IMB)

Prompt intention formation
(TRA, TPB, SCT, IMB)

Prompt barricr identifi
(SCT)

Provide general
encouragement (SCT)

Set graded tasks (SCT)
Provide instruction (SCT)

Model or demonstrate the
behaviour (SCT)

Prompt specific goal sctting
(CT/SR)

Prompt review of
behavioural goals (SRT)

Prompt self-monitoring of
behaviour (SRT)

Provide feedback on
performance (SRT)

Provide contingent rewards
(0C)

Prompt self-talk
Relapsc prevention (relapse

prevention therapy)

Motivational interviewing

General information about behavioural risk, for example,
the increased susceptibility for aggressive and violent
behaviour associated with heavy alcohol use

Information about the costs and benefits of action or
inaction, focusing on what will happen if the person
does or does not perform the targeted behaviour

Information about what others think about the person’s
offending behaviour and whether others will approve
or disapprove of any proposed behaviour change

Encouraging the person to decide to act or set a general
goal, for example, to make a behavioural resolution
such as I will not drink for the next week”

Identify barriers to performing the behaviour and plan
ways of overcoming them

Praising or rewarding effort or performance without this
being contingent on specified behaviours or standards
of performance

Set casy tasks, and increase difficulty until target
behaviour is performed

Telling the person how to perform a behaviour and/or
preparatory behaviours

An expert shows the person how to correctly perform a
behaviour, for example, in group or on video

Involves detailed planning of what the person will do,
including a definition of the behaviour specifying
frequency. intensity or duration and specification
of at least one context, that is, where, when, how or
with whom

Review and/or reconsideration of previously set goals
or intentions

The person is asked to keep a record of specified
behaviour(s) (e.g.. in a diary)

Providing data about recorded behaviour or evaluating
performance in relation to a set standard or
performance by other (i.c., individual receives
received feedback on their behaviour)

Praise, encouragement or material rewards that are
explicitly linked to the achievement of specified
behaviours

Encourage use of self-instruction and self-
encouragement (aloud or silently) to support action

Following initial change. help identify situations likely
to result in readopting risk behaviours or failure to
‘maintain new behaviours and help the person plan to
avoid or manage these situations

Prompting the person to provide self-motivating
statements and evaluations of their own behaviour to
minimize resistance to change

Note: IMB = Information motivation behavioural skills model; TRA = Theory of reasoned action;

TPB = Theory of planned behaviour, SCT = S

cial cognative theory: CT = Control theory:

SRT = Self regulative theory: OC = Operant conditionary.
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lllustrative theory Implications for offender rehabilitation

Social cognitive e Highlights the role of self-efficacy in initiating and maintaining

behaviour change

o Illustrates how the skills the individual does possess can be used
as the basis for developing new skills

o Identifies the role of cognition in the acquisition of learned
behaviours (e.g., psychological dependence in substance abuse)

* Shows how modelling by therapist of positive behaviours and
responses can promote behaviour change
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Implications for offender rehabilitation

Self-determination

.

Differentiates between controlled (external) and automatic
(internal) motivation and the impact of each on successful
behaviour change

Identifies methods to increase motivation

Highlights the importance of the therapeutic alliance to both
motivation and behaviour change

Describes the relationship between autonomy, competence and
relatedness and psychological health and well-being






Images/11.jpeg
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Implications for offender rehabilitation

Neutralization

General/
self-control

Attachment

PIC-R

Social learning

Social cognitive
learning

® Describes the potential for conflict between belief systems and
behaviour and explains how antisocial acts may be justified

o Identifies what offender sees as the benefits/pleasurable
outcomes of antisocial behaviour

e Useful in explaining the short-term positive gains associated
with antisocial and/or risky behaviour

o Identifies parental supervision as a key factor in predicting
antisocial or delinquent behaviours

o Identifies early developmental experience as related to self-
control and social competence in later life

o Disrupted attachment is implicated in the development of
personality disorders, mental health problems and antisocial
behaviour

* Poor attachment styles are implicated in the development of
maladaptive implicit theories, empathy deficits and deficits in
social skills

o Highlights multiple sources of influence on offending behaviour
(i.e., biological, social, cognitive, cultural)

® Identifies personal agency as a key factor in offending behaviour

e Focuses on the reinforcing nature of offending behaviour and
how this can entrench a pattern of antisocial behaviour

* Explains how negative behaviours (e.g., aggression or violence)
can be learned and then reinforced through positive feedback
from significant others (family, peers, community).

® Describes how negative behaviours can be learned vicariously
(by observation) from a wide range of sources following
exposure to models engaging in the same or similar behaviours

o Illustrates the importance of family, peers and culture in shaping
attitudes, beliefs and values

o Demonstrates the role of human agency in behavioural choices,
goal setting, self-development, adaptation and change

o llustrates the role of self-esteem and self-efficacy in resiliency

o Similar to neutralization theory, demonstrates how offenders can
morally disengage from their behaviour in order to justify their
offending
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Level
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Child

Familial

School

Life events

Community
and social
factors

® Poor problem-solving; beliefs about aggression; attributions;
poor social skills; low self-esteem; lack of empathy; alienation;
hyperactivity/disruptive behaviour; impulsivity; prematurity;
low birth weight; disability; prenatal brain damage; birth injury;
low intelligence; difficult temperament; chronic illness; insecure
attachment.

® Psychiatric disorder, especially depression; substance abuse;
criminality; antisocial models; family violence and disharmony;
marital discord; disorganized negative interaction/social isolation;
parenting style; poor supervision and monitoring of the child;
discipline style (harsh or inconsistent); rejection of the child; abuse;
lack of warmth and affection; low involvement in child’s activities;
neglect; teenage mothers; single parents; large family size; absent
father; long-term parental unemployment.

® School failure; normative beliefs about aggression; deviant
peer group; bullying; peer rejection; poor attachment to school;
inadequate behaviour management.

e Divorce and family break-up; war or natural disasters; death of a
family member.

® Socio-economic disadvantage; population density and housing
conditions; urban area; neighbourhood violence and crime; cultural
norms concerning violence as acceptable response to frustration;
media portrayal of violence; lack of support services.
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School

Life events

Community
and social
factors

Social competence; social skills; above average intelligence;
attachment to family; empathy; problem-solving skills; optimism;
school achievement; easy temperament; internal locus of control;
moral beliefs; values; self-relative cognitions; good coping style.
Supportive caring parents; family harmony; more than two years
between siblings; responsibility for chores or required helpfulness;
secure and stable family; supportive relationship with other adult;
small family size; strong family norms and morality.

Positive school climate; pro-social peer group; responsibility and
required helpfulness; sense of belonging/bonding; opportunities for
some success at school and recognition of achievement.

Meeting significant person; moving to a new area; opportunities at
critical turning points or major life transitions.

Access to support services; community networking; attachment to
the community; participation in church or other community group;
community/cultural norms against violence; a strong cultural
identity and ethnic pride.
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Social control e Internalizing of social norms and the development of a
social conscience (i.e., moral codes) allows the individual to
differentiate between antisocial and prosocial behaviours

* The strength of an offender’s connections to family, peers
(positive and negative), and the wider community are critical
to successful reintegration

* Antisocial attitudes are likely to be less strongly held when
there is respect for the law and social norms
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Differential opportunity e Illustrates how social disadvantage can play a role in the
aetiology of offending behaviour
* Differentiation of gang types provides a framework for
understanding the basis for, and extent of, an individual’s
affiliation with a particular gang
* Highlights the need to provide social opportunities
(education, employment) for change
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Concept

Definition

Potential change strategy

Reciprocal
determinism

Behavioural
capability
Expectations

Self-efficacy

Observational
learning
(modelling)

Reinforcements

Dynamic interaction of the
person, the behaviour and
the environment in which
the behaviour is performed

Knowledge and skill to
perform a given behaviour

Expected outcomes of
behaviour

Individual’s confidence in his
or her ability to take action
and overcome barriers

Behavioural acquisition that
occurs by observing the
actions and outcomes of
the behaviour of others

Responses to a person’s
behaviour that increase or
decrease the likelihood of
reoccurrence

Consider multiple ways to
promote behaviour change,
for example, adjustments
to the environment or
attempting to influence
personal attitudes

Promotion of mastery learning
through skills training

Model positive outcomes of a
particular behaviour type

Approach behaviour change in
small/incremental steps to
ensure success; be specific
about the desired change

Offer credible role models
who perform the targeted
behaviour

Promote self-initiated rewards
and incentives
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Implications for offender rehabilitation

Differential
association

Differential
association-
reinforcement

Developmental
criminology

Describes the role of social learning in the acquisition and
maintenance of criminal behaviour (family, peers)

Highlights the importance of providing positive role models to
facilitate behaviour change

Emphasizes the importance of social and cultural factors in the
aetiology of offending

Describes a decision-making process wherein the offender
weighs up the ‘pros” and ‘cons’ of delinquent and criminal
behaviour

Ilustrates how the reinforcement of antisocial attitudes, beliefs
and behaviours by significant others (e.g., family, peers) serves
to entrench those attitudes, beliefs and behaviours

Age-crime curve specifies the normative nature of delinquent
and antisocial behaviour during adolescence

Highlights distal/childhood factors that are important in terms
of (a) the actiology of offending and (b) explaining current
offending patterns

Consistent with social control theory, highlights the role of
social bonds in the desistance process






Images/8.jpeg
lllustrative theory

Implications for offender rehabilitation

Routine activity

Rational choice

e Focusing on the act rather than the individual makes it possible
to identify the meaning/purpose of the offence

* Helps to identify the circumstances in which the individual may
be vulnerable to reoffending

* Identifies problem-solving and decision-making strategies that
facilitate offending

e Exploration of individual’s cost-benefit analysis of behaviour
can highlight faulty reasoning

* Distinguishes between decision-making processes for different
offence types

* Helps to understand the decision-making involved in desistance
from crime
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AGENCY STRUCTURAL

Level  Explanatory Objective Hlustrative theory
Sfocus
1 Society To explain crime as a Conflict theory
large-scale social Strain theory
phenomenon Social control theory
Feminist theories
2 Localized areas, To account for Environmental theories
communities geographical variations  Differential opportunity
in crime, such as theory
urban-rural differences
or between districts or
neighbourhoods
3 Proximate social To understand the roles Sub-cultural delinquency
groups of socialization and theory
social influence through Differential association
family, school or peer theory
group Differential association-
reinforcement theory
Developmental
criminology
4 Criminal acts To analyze and account Routine activity theory

and events

5 Individual
offenders

for patterns and types
of crime event, crime
targets and trends over
time

To examine patterns of
individual behaviour
and internal,
psychological factors
such as thoughts,
feelings and behaviours

Rational choice theory

Neutralization theory

Psychological control
theories

Social cognitive theory






