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& INTRODUCTION

(2 Minutes)

Use Slide #1: Sex Offender—Specific Treatment Outcome Research: Learning Objectives
Learning Objectives
By the end of this section of the curriculum, participants will be able to:

e Describe the general findings of sex offender treatment outcome research; and
e Describe the financial costs and benefits of sex offender treatment.

This section provides information about research findings pertaining to the effectiveness
of sex offender treatment. The fundamental question “Does sex offender treatment
work?” is addressed by reviewing several studies of recidivism rates among groups of
sex offenders who obtained treatment compared to groups that were untreated. Recent
studies have addressed many of the methodological problems inherent in past
evaluations and show that indeed, treatment does work. Information about the
economic costs and benefits of sex offender—specific treatment is also provided—any
reduction in reoffense rates can result in significant cost savings and reduction in
human misery.



l;- TOPIC: SEX OFFENDER—SPECIFIC TREATMENT OUTCOME RESEARCH
(10 Minutes)

Use Slide #2: Does Treatment Reduce Recidivism in Sex Offenders?
What Do We Know?

In this section, we’ll review several recent sex offender treatment outcome studies to
find the most accurate answer to the question “Does sex offender treatment work?” To
date, there have been several studies where one sample of sex offenders was provided
treatment, and another matched group of very similar sex offenders was provided no
treatment, and they were followed for some period of time to ascertain any differences
in reoffense between the two groups. Even more useful information would be provided
by a study where subjects were randomly assigned to different treatment approaches,
but that research has yet to be done.

It is important to note that it is very difficult to reduce the recidivism rate of low-risk
offenders because their rates are low even without treatment. Therefore, the largest
treatment effect—the greatest increase in protecting the community from future sex
offending—comes from treating higher risk offenders.

Use Slide #3—5: Barbaree & Marshall, 1988
Barbaree & Marshall, 1988

Now that we appreciate some of the challenges associated with studying sex offender
treatment effects, let’s review some of the best studies that have been done to date.

Barbaree and Marshall studied a community sample totaling 126 child molesters, half of
whom were treated with cognitive—behavioral methods and half of whom were similar
to the treated group but did not receive treatment. They included both official and
unofficial measures of recidivism (including reconviction, new charge, or unofficial
record). With a four—year follow—up, they found the treated group had quite different
recidivism rates from the untreated group. For the child molesters whose victims were
girls outside the family, 43% of the untreated group reoffended compared to 18% of
the treated group. For the child molesters who targeted boys outside the family, 43%
of those individuals who did not obtain treatment reoffended, whereas 13% of the
treated group recidivated. For the incest offenders whose victims were female, 22% of
the untreated group recidivated versus 8% of the treated group. Although this was a
small study, the differences in recidivism between the treated and untreated groups are
quite dramatic.

Use Slide #6: Rice, Quinsey, & Harris, 1991
Rice, Quinsey, & Harris, 1991
Let’s look at other research findings. In a 1991 study, Rice, Quinsey, and Harris

evaluated the reconviction rates of 136 extrafamilial child molesters who had been
housed in a maximum security psychiatric hospital, and over an average of a six year



follow—up period, found essentially no differences in recidivism between the untreated
and the treated groups.

Hall, 1995

In 1995, Hall published a meta—analysis of 12 sex offender treatment outcome studies.
A meta—analysis is a study of studies; that is, rather than examining one study sample,
a number of independent samples are evaluated. There are many advantages to meta—
analysis, principal among them is that it creates much larger sample sizes. Another
advantage to meta—analysis is that it increases confidence in the findings of the study
because it analyzes several different studies, thereby reducing the possibility of
idiosyncratic findings.

Use Slide #7—10: Hall, 1995

Hall examined 12 studies with a total of 1,313 sex offenders. In this study, recidivism
was defined as a formal legal charge for a new sex offense after completion of
treatment for the treatment group. The mean length of treatment was 18.5 months and
the mean follow—up period across the 12 studies comprising the meta—analysis was
6.85 years. Hall found a small but significant overall reduction in recidivism in treated
versus untreated offenders. The overall recidivism rate for treated sex offenders was
19%, versus a recidivism rate for the untreated offenders of 27%. There was quite a bit
of variability in the outcomes of the different studies in the meta—analysis, however.
Generally, the studies that showed the greatest treatment effect were those that had
longer follow—up periods, had higher overall rates of recidivism, were outpatient rather
than inpatient or prison—based treatments, and used cognitive—behavioral and/or anti—
androgen hormonal medication.

Use Slide #11: General Accounting Office, 1996
U.S. General Accounting Office, 1996

In 1996, the U.S. Government’s General Accounting Office summarized 22 reviews of
research on sex offender treatment covering 550 studies between 1977 and 1996. The
findings of the report were that the results of sex offender treatment are promising, but
inconclusive.

Alexander, 1999

In 1999, Margaret Alexander reviewed 79 sex offender treatment outcome studies.
Consistent with the growing awareness that attempting to determine if sex offender
treatment reduces recidivism is too broad a question, she examined recidivism rates for
treated and untreated sex offenders in various sub—groups, including offender age,
victim age, offense type, type of treatment, location of treatment, years in which
treatment occurred, and length of follow—up. Recidivism typically was defined as a
rearrest for a new sex offense. There were a total of 10,988 study subjects in the 79
studies she examined, but of course there were many fewer subjects in each of the
sub—groups.

Use Slides #12—-17: Alexander, 1999



Alexander found that the subset of offenders who participated in relapse prevention
treatment programs had a rearrest rate of 7% compared to 18% for untreated
offenders. She also found that 20% of the treated rapists were rearrested compared to
24% of the untreated rapists.

Of the subset of child molesters in Alexander’s study, she found 14% of the treated
group were rearrested compared to 26% of the untreated child molesters. Interestingly,
treatment effectiveness was especially strong for exhibitionists. Of the subset of
exhibitionists in her study, 20% of the treated group were rearrested compared to 57%
of the untreated exhibitionists.

Overall, when all 10,988 subjects were combined, Alexander found that 13% of the
treated group were rearrested compared with 18% of the untreated sex offenders.

Use Slide #18: Hanson et al., 2002
Hanson et al., 2002

In perhaps the most comprehensive study to date, the Association for the Treatment of
Sexual Abusers has established a Collaborative Data Research Project with the goals of
defining standards for research on treatment, summarizing existing research, and
promoting high quality evaluations. As part of this project, researchers are conducting a
meta—analysis that includes 43 treatment studies and more than 9,000 offenders. The
first report from this project provides findings that indicate an overall positive effect of
treatment, in terms of both sexual recidivism (12% of the treatment subjects compared
to 17% of the control group subjects) and general recidivism (28% of the treatment
subjects compared to 39% of the control group subjects).

Use Slide #19: Hanson et al., 2002 (cont.)
Seto & Barbaree, 1999

As we’'ve found, the effects of sex offender treatment are variable according to many
factors having to do with offender age, offense type, treatment type, and a host of
other variables (including offender characteristics, such as impulsivity and psychopathy
among rapists, and degree of sexual preoccupation with children among child
molesters). But can sex offender treatment ever increase the likelihood of sexual
recidivism?

Among the factors that might affect recidivism that has not been extensively
researched is treatment behavior. That is, we might logically assume that sex offenders
who behave cooperatively in treatment sessions, submit high quality work assignments,
and are rated by treatment providers as highly motivated and having made positive
changes would reoffend at lower rates than sex offenders who do not exhibit these
apparently positive characteristics.

We have long known that there is a particular type of criminal offender, known as a
psychopath, who typically commits a large number of crimes, often violent crimes.
Among the hallmarks of psychopathy are an absence of conscience, remorse, and guilt
or empathy; and the presence of criminal versatility, grandiosity, superficial charm in



relationships with others, an excessive need for stimulation, pathological lying, conning
and manipulation, impulsivity, irresponsibility, and promiscuous sexual behavior.

Use Slide #20: Seto & Barbaree, 1999

Use Slide #21: Serious Sex Offender Recidivism Related to Treatment Behavior and
Psychopathy

A very interesting study was conducted by Seto and Barbaree (1999), which examined
the effects of sex offender treatment according to the presence or absence of traits of
psychopathy. In their study of 283 sex offenders, they evaluated the relationship of
clinical ratings of treatment behavior, as indicated by treatment session behavior,
homework quality, motivation, and change achieved. Paradoxically, they found that
good treatment behavior was unrelated to general recidivism but was associated with
higher sexual and/or violent recidivism. Furthermore, they found that men who scored
higher in psychopathy and were rated higher in treatment behavior were the most likely
to reoffend. Their study subjects were divided into four groups: low in psychopathy and
good in treatment behavior; high in psychopathy and good in treatment behavior; low
in psychopathy and poor in treatment behavior; and high in psychopathy and poor in
treatment behavior. The offenders who were high in psychopathy and had been rated
as good in treatment behavior were more likely to commit a new offense of some kind,
and much more likely to commit a new sexual and or violent offense, than the offenders
in any of the other three groups in this study. One possible explanation for this
counter—intuitive finding is that this is a group of psychopathic sex offenders who are
socially skillful and good at manipulation—including manipulation of treatment
providers—and they appear to be making excellent treatment progress. However,
when they are in the community, they utilize these same skills to gain access to
victims. A more alarming explanation is that some sex offenders may learn
manipulative or other skills in treatment that actually increase their risk for recidivism.
It has been suggested that some sex offenders hone their sex offending skills during
treatment by learning the modus operandi of others. Whatever the explanation,
treatment apparently can have the opposite of its intended effects, and this appears to
especially be the case for psychopaths. It is generally agreed that cognitive—behavioral
treatment methods that are effective with non—psychopaths have the potential to make
psychopaths more likely to reoffend.

Use Slides #22—23: Hanson & Morton—Bourgon, 2004
Hanson, R.K. & Morton—Bourgon, K. (2004).

In an update of Hanson and Bussiere’s 1998 meta—analytic review of sex offender
recidivism studies, Hanson and Morton-Bourgon (2004) analyzed 95 studies containing
31,216 sex offenders. This study examined primarily dynamic (changeable) risk factors,
rather than the static (unchangeable) factors reviewed in the 1998 study. The purpose
of this review was to update the earlier meta—analysis in light of the ongoing research
on sex offender risk assessment and to examine those variables that are significant to
risk assessment and that were identified as having a weak or controversial effect in the
earlier study. Multiple sources of recidivism measures were utilized, including arrest,
treatment records, and self-reports. Results showed that the sexual recidivism rate
across all studies was 13.7% over a 5—6 year follow—up period; the general recidivism



rate was 36.9%. All types of recidivism were predicted by offenders having an unstable,
anti—social lifestyle, or lack of self—control. Those individuals with deviant sexual
interests, particularly in children, were most likely to reoffend sexually. Additionally,
high rates of sexual interest and activities (sexual preoccupation) were significantly
related to all forms of recidivism.

Use Slides #23—25: Losel & Schmucker, 2005
Losel, F. & Schmucker, M. (2005).

Losel and Schmucker (2005) conducted the first international meta-analysis of both
published and unpublished sex offender biological and psychological treatment outcome
studies. In this review, 69 studies with more than 22,000 subjects were analyzed—
about one-third published since the year 2000 and one-third published outside North
America. In this study, recidivism was operationalized as broadly as possible, ranging
from incarceration to lapses in behavior. The average recidivism rate was about 11% in
treatment groups and 17.5% for control groups; indicating that overall, treatment
provides a 37% reduction in sexual recidivism. The authors found that of the
psychosocial types of treatments offered to sex offenders in these studies, cognitive-
behavioral treatments had the most significant impact on sexual recidivism.
Additionally, hormonal and surgical treatment interventions provided significant
reductions in recidivism; however these results were partially confounded by
methodological errors. Furthermore, in many instances hormonal treatment was
provided in conjunction with cognitive-behavioral treatment for those offenders whose
sexual arousal played a role in their offending behavior and thus, these treatment
“packages” provided significant effects.

Use Slides #27—29: Marques et al., 2005

Marques, J.K., Wiederanders, M., Day, D.M., Nelson, C., & van Ommeren, A.
(2005).

In one of the only rigorous scientific studies of treatment with adult sex offenders,
Marques and colleagues (2005) employed an experimental design to evaluate the Sex
Offender Treatment and Evaluation Project (SOTEP). Stationed at Atascadero State
Hospital in California, SOTEP operated from 1985 to June 1995. The study was a
randomized clinical trial that compared the rearrest rates of offenders treated in an
inpatient relapse prevention program (n=259) with the rates of offenders in two
(untreated) prison control groups (225 in the volunteer control and 220 in the non-
volunteer control group). Final results from a longitudinal investigation revealed no
significant differences among the three groups in their rates of sexual or violent
reoffending over an 8-year follow-up period. Overall, 22% of the treatment group
committed a subsequent sexual offense and 16.2% had a violent reoffense; 20% of the
volunteer group reoffended sexually and 16.3% had a subsequent violent offense; and
19.1% of the non-volunteer control group had a sexual reoffense and 15% had a
violent reoffense. However, upon closer examination within these groups the authors
found that child molesters who did well in treatment recidivated at lower rates, and
those who did not demonstrate as much progress in treatment recidivated at higher
rates; and higher risk sex offenders who did not progress as far in treatment



recidivated at higher rates that other high—risk sex offenders who progressed further in
treatment.

While these findings do not necessarily support the efficacy of treating sex offenders,
results must be viewed with caution. In interpreting these findings, it must be
recognized—as acknowledged by the authors—that the treatment program was
developed approximately 20 years ago. Since that time the field has evolved in a
number of ways, and there have been many developments that have led to the
refinement and enhancement of sex offender treatment and management practices. For
example, there is now a much greater understanding of the specific dynamic variables
that, if targeted by treatment and supervision professionals, may result in significant
reductions in recidivism. In addition, there is a growing acceptance that the impact of
interventions is maximized when tailoring the nature and intensity of interventions to
the specific risk and needs of offenders, rather than providing the same services to all
offenders regardless of risk and need. The design and implementation of the SOTEP
project predated these advances in research and practice and, therefore, the findings,
considered within the context of these more recent developments in the field, may be
understandably less than optimal.

Use Slides #30—32: McGrath et al., 2003
McGrath, R.J., Cumming, G., Livingston, J.A., & Hoke, S.E. (2003).

McGrath et al. (2003) recently conducted a study that evaluated a prison-based
cognitive—behavioral, relapse prevention treatment program for adult sex offenders in
the State of Vermont, which included a community aftercare component. The purposes
of this study were to identify the characteristics of men who completed treatment and
compare them with those who refused or dropped out of treatment, and then to
compare the reoffense rates among these three groups. McGrath et al. identified 195
participants—most (n=90) did not receive any sex offender treatment (no treatment
group); 56 participants entered and completed treatment (completed treatment group);
and 49 participants entered treatment but dropped our or were terminated from the
program (some treatment group). Overall, participants were at risk in the community
for an average of about six years. Recidivism data were obtained for all new charges for
sexual, violent, or other offenses. Results showed that almost one quarter of the total
sample (23%) were found to have committed a new sex offense during the follow-up
period. Sex offenders in the completed treatment group had a significantly lower sexual
recidivism rate (5%) then both the some treatment group (31%) and the no treatment
group (30%). The completed treatment group also had a significantly lower rate of
violent recidivism than the no treatment group.

Use Slides #33—35: Seager et al., 2004
Seager, J.A., Jellicoe, D., & Dhaliwal, G.K. (2004).

Seager et al. (2004) examined 177 men over the age of 18 who were convicted of a
sex offense and were offered the opportunity to participate in a manualized treatment
program, in which offender progress was clinically evaluated. Seager et al.
hypothesized that positive evaluations of treatment progress and completion would
correlate with lower rates of recidivism. Additionally, it was anticipated that those



offenders who successfully completed treatment would recidivate at lower rates than
those who refused treatment or dropped out. Convictions and charges for violent or sex
offenses were used as estimates of recidivism. A total of 81 offenders successfully
completed the treatment program, 28 were unsuccessful, 17 offenders dropped out,
and 19 refused to participate. Overall, 12% of the offenders in this study were
reconvicted for a sex or violent offense and 23% were charged with a new sex or
violent offense. Only 4% of successful treatment completers and 7% of unsuccessful
treatment completers were convicted for a new sexual or violent offense. Of those who
dropped out, refused, or were terminated from treatment, 32% incurred a new
conviction and 49% had new charges. Seager et al. found that dropping out, refusing,
or being terminated from treatment was related to higher risk for sexual and/or violent
offending.



l;- FINANCIAL COSTS AND BENEFITS OF SEX OFFENDER—SPECIFIC
TREATMENT
(5 Minutes)

Use Slide #36: Financial Costs/Benefits of Treatment

Many people wonder about whether sex offender treatment is “worth it.” Of course any
reduction in sex offender recidivism is significant in terms of reduction of harm to
victims and intangible costs to society. But what about tangible measures; that is,
dollars and cents? In 1990, Prentky and Burgess found that the costs per sex offense
for offender—related and victim—related expenses totaled $183,333. If we estimate
conservatively that sex offender treatment reduces recidivism by 8%, then the tangible
financial savings to society is almost 1.5 million dollars for every 100 sex offenders
treated. This savings, if utilized to provide sex offender treatment for those 100
offenders instead, would yield $15,000 per offender for treatment. This is considerably
more than the cost of most sex offender treatment. Treating sex offenders is not nearly
as expensive as the costs of failing to treat them.



ll SUMMARY

Use Slide #37: Summary

In summary:

¢ When all studies are reviewed, we can conclude that sex offender treatment
reduces sexual recidivism in adult males about 5 to 10%. The generally accepted
recidivism rate for all untreated sex offenders is about 30%, compared to a
recidivism rate of about 20% for treated sex offenders.

e Using these figures, it is clear that reducing reoffense rates through treatment
can result in significant cost savings to the criminal justice system and reduction
of further victimization—a significant benefit for everyone.
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