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ABSTRACT

MOTIVATION TO CHANGE IN SEX OFFENDERS:
EXPLORING SEX OFFENDER TYPES

By
LaTanya Adelia Carter, M.A.

The current study examined two issues: First, this study examined how variations
in psychopathology yielded clusters or types of sex offenders. Second, this study
examined the clinical relevance of these clusters focusing on motivation to change and
response to treatment. These issues were evaluated using the archival data of 228
convicted adult male sex offenders (81% with child victims; 19% with adult victims) who
were assessed and treated at a local outpatient treatment facility while on probation or
parole. Cluster analyses were conducted using both agglomerative and iterative methods,
resulting in the formation of four clusters. The first cluster (N=86) displayed no clinical
levels of psychopathology; even their level of antisocial behaviors and attitudes was not
in clinical ranges. The second cluster (N=69) was characterized by antisocial behaviors
and attitudes as well as hostility and mistrust of others. The third cluster’s (N=36)
psychopathology was defined by antisocial behaviors and a cunning, manipulative
interpersonal style but not hostility or mistrust. The final cluster (N=37) had the most
severe psychopathology, including elevated antisocial behaviors, depression, anxiety,
paranoia or mistrust, and symptom exaggeration. Demographically these clusters
differed in age of the offender (p<.001) and parenthood status (p<.05) but not in race,
education, marital or employment status, or a range of offense and victim characteristics.

Next, this study analyzed motivation to change as a latent construct. Using

structural equation modeling, the four subscales of the motivation to change




questionnaire served as the indicators predicting motivation to change. Results indicated
a non-significant chi-square and good fit indices (Chi-square=2.97; df=2; p=0.23;
GFI=0.99; CFI=1.00; RMSEA=0.05; BIC=46.40). Also, each of the four indicator paths
were significant and in the expect direction. These results indicate that motivation to
change does not occur in stages but rather can be better represented as unitary processes.
To validate motivation to change as a predictor of treatment response, structural equation
modeling was used to fit the latent construct as predictors of post-treatment response
controlling for pre-treatment functioning. Motivation to change was significantly
associated with treatment response (Chi-square=15.1; df=8; p=0.06, GFI=0.98; CFI=0.99;
RMSEA=0.06; BIC=85.71) but the effect size was modest (beta <.30).

Finally, differences were evaluated between the clusters with regard to clinical
variables including motivation to change, treatment attendance and completion, and a
number of clinician-rated psychological variables assessed before and after treatment.
Clusters differed on treatment attendance (p<.01) and motivation to change (p<.05) but
not other variables. These findings provide partial validation to the clusters.

These results suggest that variations in psychopathology may result in the
formation of distinct clusters of sex offenders. These offender clusters may not best be
defined by their offense characteristics. However, the clinical differences between these
clusters suggests that, regardless of their offense characteristics, the type and severity of
psychopathology that these offenders display could have particular relevance for their
motivation to change and attendance in treatment. A key next step is to evaluate whether
those offenders with low motivation to change may benefit from motivational

interviewing prior to treatment assignment.
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INTRODUCTION AND LITERATURE REVIEW
Sex Offending as a Societal Problem

Prevalence of sex offending. Sexual offending as used here refers to direct
physical sexual assault of a child or adult woman by an adult man. It is a major societal
problem not only because of the high incidence rates but also because of the sustained
physical and psychological injury it causes the victims (e.g., Sommers et al., 2006).
Statistical reports indicate that 18% of adult women are sexually assaulted during some
part of their lives (15% completed assault; 3% attempted assault; Tjaden & Thoennes,
1998). However, these numbers are probably underestimates due to under-reporting
(Tjaden & Thoennes, 1998). For children under the age of 18, estimates of sexual assault
rates have reached as high as 44% (both attempts and completions; Greenfeld, 1997). Of
this 44%, 15% were under the age of 12 and 29% were between the ages of 12 and 17
(Greenfeld, 1997). Evidences of sustained physical and psychological injury are
numerous in the literature (e.g., Ahrens, Dean, Rozee, & McKenzie, 2008; Sarkar &
Sarkar, 2006; Sommers, 2007; Sommers, Schaefer, Zink, Huston, & Hillard, 2001;
Sommers et al., 2006). Thus, the problem is important.

The present study focused on male sex offenders.' An understanding of their
characteristics may aid in treatment planning and reducing re-offense rates, assuming that
current sexual re-offense rates can continue to decrease. Although researchers have been
striving toward this goal for many decades (e.g., Bowman, 1938; Smith, 1924), it has not

yet been achieved and new, innovative research is necessary to keep the field moving

! Because females compose only 1-2% of all sex offenders and are, therefore, understudied in the literature
(Vandiver, 2002), the sample for the present study consists of only male sex offenders. Consequently, the
literature review which follows describes studies with samples of male sex offenders only. Additional
operational definitions of several of the concepts being used in this document can be found in the Methods
section.




forward in this direction. In the United States there are more than 386,000 registered sex
offenders (Adams, 2002). This estimate is increased from previous estimates which
indicated that 234,000 sex offenders were under the supervision of correction
departments around the country (Greenfeld, 1997). Of these sex offenders, 60% were
under supervision in the community (i.e., on parole or probation), with the other 40%
either in prison or acting under their own recognizance in the community (Greenfeld,
1997). These statistics imply that at least 60% of convicted sex offenders were in a
position to re-offend against a member of the general public if they were not successfully

rehabilitated or deterred. However, as with other crimes, not all sex offenders re-offend,

which may suggest potentially important clinical differences among them. This variation
among offenders may provide clues valuable to new interventions that may further reduce
chances of re-offending.

Recidivism® among sex offenders. Sex offender re-offense rates are an ongoing
concern in American communities. Although from one perspective recidivism may be
“low” (see below), recidivism remains important to try to reduce further given the harm
that these offenses cause (Sarkar & Sarkar, 2006). The present study assumes that factors
which have not been empirically tested in sex offenders such as motivation to change
may be key to understanding the variation in sex offenders’ recidivism rates.

New laws have been developed and implemented in order to protect the public
from sex offenders in the community (e.g., Megan’s Law, 1996; Levenson & Cotter,

2005). Convicted adult sex offenders in the community must publicly register their

2 Recidivism refers to the number of offenders who re-offended among a total number of offenders in a
given time period. These re-offenses could be violent, in that they involve physical assault or nonviolent
(e.g., theft). They could also be sexual, in that the offenders committed another sexually violent crime or
nonsexual (e.g., domestic assault). In the present study, sexual offenses are conceptualized as a special
type of violent offense.



name, address, crime(s), aliases, and photographs so that the public can access them at
any time (Levenson & Cotter, 2005). Sex offenders cannot live close to schools nor have
jobs involving children. They are mandated to treatment and, in many ways, are
monitored more closely than other violent, non-incarcerated offenders (Levenson &
Cotter, 2005). With these policies in place, a recent study revealed that, after an average
follow-up period of five years, sex offenders’ general recidivism rate (i.e., including
violent and nonviolent, sexual and nonsexual offenses) was 28.2%, about the same as a
27.2% general recidivism rate for other types of criminals (Craig, Browne, Beech, &
Stringer, 2004). When considering sexual recidivism specifically (i.e., sexual offenses
only), sex offenders’ rate was 11.8%, compared to a 0% sexual recidivism rate for
nonsexual, nonviolent offenders. Though these rates may appear low (i.e., the majority
of the sex offenders in this follow-up study did not recidivate), the actions of the other
sex offenders reduce the physical and mental health of their victims and their victim’s
families as well as the health and safety of the surrounding community. Examining the
variation in sex offenders’ behaviors and the factors associated with it may assist in
understanding how to further reduce this recidivism rate, assuming this goal is attainable.
The present study was not able to examine recidivism as an outcome because those data
were not available. However, future studies should consider recidivism as a treatment
outcome variable. Instead, the present study focused on sex offenders’ short term
response to treatment through measures of their attendance, engagement in treatment, and
measures of pre- and post-psychological functioning.

Sex offenders’ response to treatment. In light of these figures and the devastation

of even a single sexual offense to victims and society (Levenson & Cotter, 2005),




treatment of sex offenders has been a long-standing interest. Observers are continuing to
call for improvement to programs and more treatment response studies in order to gain
information that may help target those sex offenders who have a worse treatment
prognosis and higher recidivism rate (Ward & Gannon, 2006). However, these observers
are assuming that improving treatment programs or developing new innovative programs
are the keys to targeting the seemingly treatment-resistant sex offenders. The present
study does not accept that assumption. Rather, the present study assumes that not all sex
offenders will respond successfully to treatment (regardless of its design) and that having
knowledge of the internal mechanisms of the individual offender (e.g., motivation to

change, psychopathology) may provide information about how each person may respond ]

to any treatment approach. This assumption emerges from a more idiographic approach
than has been used in the literature previously and attempts to embrace the variation and
heterogeneity of sex offenders’ response to treatment rather than assuming that, if the
treatment is designed well enough, all sex offenders should respond equally well to it.
Several treatment options are available to sex offenders, including
psychopharmacology (Hill, Briken, Kraus, Strohm, & Berner, 2003), chemical castration
(Miller, 2003), motivation-enhancement therapy (Miller, Zweben, DiClemente, &
Rychtarik, 1992), and novel rehabilitation approaches (Ward & Gannon, 2006).
However, cognitive-behavioral therapy (CBT) has had the most success in rehabilitating
many sex offenders (Beech & Fisher, 2002). As with traditional CBT, CBT with sex
offenders focuses on maladaptive cognitions and behaviors; however, there are a few
modifications that tailor the treatment to this group. The most tailored and

comprehensive CBT treatment programs for sex offenders, which usually take a group




therapy format (Barker & Beech, 1993), typically include elements of each of the
following: 1) behavior therapy to reduce inappropriate and increase appropriate sexual
arousal; 2) prosocial skills training and development; 3) restructuring cognitive
distortions and enhancement of empathy for the victim; and 4) relapse prevention (Abel,
Osborn, Anthony, & Gardos, 1992). (Details describing how each of these strategies is
implemented are provided in Appendix G).

Using these techniques with sex offenders has shown some promise in reducing
recidivism rates. For example, in two studies, while recidivism rates (for sexual and
nonsexual offenses) for untreated sex offenders range from 22% to 27% (Marques, Day,
Nelson, & West, 1994; McGrath, Hoke, & Vojtisek, 1998), the recidivism rates for sex
offenders treated with cognitive-behavioral therapy ranged from 8% to 19% (Marques et
al., 1994; McGrath et al., 1998) over a five- to six-year follow-up period. However the
apparently promising findings of both of these studies are deceptive: the sex offenders
were not randomly assigned to treatment or control groups. Rather, the groups comprised
offenders who volunteered for treatment and those who refused (Marques et al., 1994;
McGrath et al., 1998). Therefore, the treatment’s real effects apart from pre-existing
offender characteristics (such as motivation or degree of psychopathology) were unclear.
Those sex offenders who sought treatment may have been more intrinsically motivated to
stop offending than those who did not seek out treatment.

Appropriately addressing the issue of motivation in sex offenders would require a
study of a group of sex offenders who did not volunteer for treatment but, rather, were
assigned to a treatment program, regardless of their preference. Having a representative

sample of offenders in a study may help in the identification of the types of offenders




who are actually ready for participation in a specialized sex offender treatment program
and, thus, ready for release to the community versus those who may need to remain in
prison for longer periods or be assigned to motivation-enhancing treatment. Therefore
motivation becomes one of two main foci in the present study (psychopathology being
the other focus). Before continuing it is necessary to clarify the conceptualization of

motivation to change as used in the present study.




MOTIVATION TO CHANGE IN SEX OFFENDERS

Motivation to change may be one factor important to clients’ participation and
success in treatment (Brogan, Prochaska & Prochaska, 1999). For this study, motivation
to change specifically refers to sex offenders’ self-reported intrinsic desire to terminate
their maladaptive sexual behaviors (modified from Blanchard, Morgenstern, Morgan,
Labouvie, & Bux, 2003). In studies on sex offenders, motivation to change has been
largely overlooked. It has too often been equated with the very different concept of
motivation for treatment. Treatment motivation is confounded by external motivating
factors such as early release from prison if the treatment program in completed
successfully (Lanyon, 2001). Therefore, while these two concepts are likely correlated,
they are not the same. Equating them may lead to misinterpretations of sex offenders’
intentions in treatment. In order for this research to move forward, it is important to
question the assumption that all sex offenders are intrinsically unmotivated to change
(Kear-Cowell & Pollack, 1997). Variation in intrinsic motivation (hereafier,
“motivation”) has been postulated as one reason why treatment responses are variable
with this population (i.e., some succeed well in treatment and others do not; Tierney &
McCabe, 2002). However, little is known clinically about variations in or determinants
of sex offenders’ actual desire to change their maladaptive sexual behaviors (Drapeau et
al., 2003; Terry & Mitchell, 2001).
Sex Offenders’ Heterogeneity: Psychopathology, Motivation, and Treatment Responses

Heterogeneity in Psychopathology and Motivation. Sex offenders may be

heterogeneous in a variety of areas, including psychopathology (Ahlmeyer et al., 2003;




Schlank, 1995).> To examine the heterogeneity of sex offenders, one study identified
several different sex offender offense “pathways” (i.e., the interacting internal and
external factors which may influence their choices in committing an offense; Hudson et
al., 1999).* Though they did not measure psychopathology per se, these authors did
describe internal factors of the offender (e.g., affect, cognitions) and found they were
related to different sexual assault styles (e.g., impulsive, planned) and to different levels
of motivation to change. A unique feature of this model as it applies to my study is that
these authors directly mention motivation to change as an integral part of the post-offense
thought process and make assumptions about variation in motivation to change in relation
to variation in the offense process.

The offense “pathways” model was derived from qualitative data in a method
known as grounded theory (Hudson et al., 1999). In their study Hudson and colleagues
qualitatively coded the verbal accounts of the offenses of 86 incarcerated sex offenders
(sex offenders against adults [N=14] and sex offenders against children [N=72]) in order
to derive offense types composed of affect, cognition, and behavior.® The results
indicated eight types—three major and five minor types. Because 75% of the sampled
sex offenders were categorized in the three major types (Hudson et al., 1999), only those

types are described here.

3 In the present study, psychopathology refers to patterns of psychological disturbances often reflected in
maladaptive behavior (Hall & Hirschman, 1991).

* Though the authors describe their model in terms of “pathways” which implies that any sex offender
could use any pathway to offend, the description of these “pathways” actually sounds more like a “type”
which implies that certain sex offenders offend in a specific manner only. The present study assumes that
the authors “pathways” are actually “types” of sexual offenders.

3 These methods were not clustering techniques. The descriptions of the offense were coded on six points
relating to a theoretical sexual offense chain which was developed in a previous study (Ward, Louden,
Hudson, & Marshall, 1995). After coding the descriptions, they matched the resulting offense profiles to
the theoretical stages on conceptual rather than empirical grounds.




The first major type, comprised of 33% of the sample, was characterized by the
offender having positive affect prior to and during the offense (e.g., feeling excited,
powerful, and/or loved; Hudson et al., 1999). The offender then devises a specific plan
for the assault (e.g., getting the children away from their mother; planning to tie up the
woman) and expresses an overt desire to have sex with the victim. During and after the
sexual assault, the offender has a distorted belief in the assault being consensual sex (e.g.,
“she was my partner”) and creates a positive reconstruction or evaluation of the offense
after it happens (e.g., “she wanted to have sex”). Finally, the offender appears to express
low motivation to change possibly because he has justified the offense as something both
he and the victim desired. Of the sex offenders characterized in this type, 82% were sex
offenders against children and 18% were sex offenders against adults, which is similar to
the base rate for the sample (prior paragraph). Based on these offenders’ affective
presentations, level of cognitive distortions, and lack of motivation to change, the authors
characterized this group as “appetitively-driven” to offend (i.e., they had an explicit
desire to offend and found ways to do so; Hudson et al., 1999).

" The second major type, comprised of 16% of the total sample, was characterized
by the offender experiencing negative affect prior to the offense (e.g., depression,
loneliness) and then devising a specific plan for the assault (Hudson et al., 1999). During
and after the offense, the offender has an “energized,” positive affect (e.g., gratification,
power, excitement). Also, rather than conceptualizing the offense as being consensual
and mutual, the offender focuses on having met his emotional and/or physical needs and
does not consider the victim’s feelings during or immediately after the offense. The

offender has a negative evaluation of the offense after it happens (e.g., disgust with



himself, regret, empathy for victim) and an increased motivation to change. Of the
offenders characterized in this type, 86% were sex offenders against children and 14%
were sex offenders against adults (Hudson et al., 1999), again, similar to the base rate for
the sample.

The third and final major type, comprised of 24% of the total sample, was
characterized as having negative affect (e.g., depression, anger) throughout the entire
offense process (i.e., starting before and ending after the offense; Hudson et al., 1999). p
They do not experience any positive affect during the offense, unlike the first and second

types of offenders. Also unlike the first and second types, this type was characterized by

impulsive offending without the degree of planning in the other two groups. That is, sex
offenders in this type were more likely to commit sexual assault while committing
another offense such as larceny rather than explicit planning to seek out and victimize
someone (Hudson et al., 1999). Finally, this type involves the offender negatively
evaluating the offense after it happens and expressing increased motivation to change the
offending behavior. Of the offenders in this category, 67% were sex offenders against
children and 33% were sex offenders against adults (Hudson et al., 1999). When
considering the base rates for the sample, these results indicate that sex offenders against
adults are slightly more likely to be categorized in this pathway than are sex offender
against children.

The major strength of this model as it pertains to the current study is that it
incorporates the offenders’ expressed motivation to change as a part of the offending
process or cycle. It connects motivation to change to other offense processes (e.g., affect,

impulsivity) and does so using empirical means (Hudson et al., 1999). This model is

10



particularly relevant to the current study because it suggests that motivation to change
may differ depending on the psychological characteristics of the sex offender. The
results of this study provide some support for the hypothesis that psychopathology may
have a relationship with motivation to change.

Heterogeneity in Motivation and Treatment Responses. Motivation to change
may also be related to treatment response. Tierney and McCabe (2002) hypothesized that
treatment participation/attendance, treatment behavior (e.g., implementation of relapse
prevention strategies), treatment completion, and recidivism are each associated with
motivation to change. Other authors have made similar assertions. Looman and
colleagues (2005) reported that offenders with low motivation to change were more likely
to withdraw from treatment. They also reported that motivation to change is associated
with other treatment behaviors, including attendance and participation in treatment, use
of relapse prevention strategies, and recidivism. While these assertions are largely based
on anecdotal evidence, one formal study provided initial empirical support of a
relationship between motivation to change and treatment responses (Barrett, Wilson, &
Long, 2003). In a sample of incarcerated sex offenders in a specialized treatment
program, two features of motivation to change (i.e., admission of guilt and accepting
responsibility) were both associated with more successful treatment responses (Barrett et
al., 2003). However, one limitation of this study is that motivation to change and
treatment response were both coded by the sex offenders’ therapists. Thus, the data
source for both variables was confounded: therapists may have been biased toward seeing

more motivation in clients who they believed improved.
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Thus, taking this information together, one may make two speculations. The first
speculation is that variations in internal factors of the offenders such as psychopathology
may be lawfully organized into patterns, as was indicated in the Hudson et al. (1999)
study. One could also speculate that the factors associated with variation in offense
patterns include variation in motivation to change. Variation in motivation to change
may, in turn, be related to different treatment responses in sex offenders.

Paralleling the Sex Offending and Substance Abuse Literatures to Conceptualize
Motivation

The conceptualization for motivation to change in the current study drew upon the
long-standing efforts to develop treatments for addictive behaviors such as alcohol or
drug use (Blanchard et al., 2003). Carrying the substance abuse model forward to sex
offending admittedly carries some hazards. For example, one potential concern of
paralleling sex offending to substance abuse is that, if overemphasized, sexual offending
can be viewed as an addictive behavior out of the offenders’ control. This is generally not
a viable model for sexual offending. For one thing, it could imply that it absolves the sex
offender of responsibility for his actions, something which would be troubling to say the
least. Further, the motivations behind sex offending may be quite different from those
involved in substance abuse. Therefore, the present study does not conceptualize sexual
offending as an addictive behavior. Rather this analogy from the addiction literature is
simply used as a way to begin to access the concept of motivation to change in a sample
of sex offenders, in the absence of alternative and perhaps more appropriate measures
that might be more directly applicable to sex offending. The current motivation to change

measure is thus seen as a first step attempt.
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The present study was not the first to draw upon the substance abuse model of
motivation to change (e.g., Mann, 1996 as cited in Ginsburg, Mann, Rotgers, & Weekes,
2002). Unfortunately, the researchers who first made the connection between these two
bodies of literature did so as a result of conceptualizing sexual offending as an addictive
behavior (George & Marlatt, 1989). As sex offending is no longer largely conceptualized
as an addictive behavior, current rationale for drawing upon the substance use model of
change is the similar rate of relapse in substance abusers and sex offenders as well as the
difficulty these populations have in beginning and maintaining change (Ginsburg et al.,
2002). However, these two bodies of literature differ substantially in the
conceptualization of their respective maladaptive behaviors in that sex offenders are not
psychologically or physiologically dependent on sex offending like substance abusers
may be dependent on drugs or alcohol. Further, in substance abuse, often the victim who
suffers the most is the abuser himself. However, in sex offending, the victims are
innocent people in the community. Because of these differences between the behaviors,
the sources of motivation to change these behaviors will likely differ substantially
depending on which behavior is being discussed. Thus, this parallel between the
literatures is quite limited and several concerns can be raised. More discussion will be
given to this topic in the Conclusions and Discussion section. The current study uses the
work in the substance abuse literature simply as a starting point in the absence of
alternatives. It is hoped that further research and understanding of motivation in sex
offenders will lead to a better conceptualization of this construct.

With these caveats in mind, what can be drawn from the substance use literature

regarding motivation to change? Substance use researchers long ago expanded their focus
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from the substance-abusing behaviors themselves to methods of changing those
behaviors, with a particular focus on the psychological components associated with that
change process (Blanchard et al., 2003). Among the key developments from this research
was the Trans-Theoretical Model of Behavior Change (TTM; Prochaska & DiClemente,
1982).

Parallels between the substance abuse literature and the sexual offending literature
have been drawn mostly in the form of relapse prevention models which focus on the
behavioral interventions that may result in a cessation of sexual offending (e.g., Laws,
2003; Price, 1999). However, these models may not explicitly incorporate strategies to
increase motivation to change among offenders (e.g., Price, 1999). More recently the
parallels between these two bodies of literature have expanded to include models of
motivation to change, including the TTM (Tierney & McCabe, 2002, 2005). Although
the motivation to change model needs some conceptual changes and, of course, empirical
support to successfully apply to sexual offending, it appears to provide a suitable
foundation for the conceptualization of sexual offending as a behavior which is difficult
to change and for which motivation would be an important component in changing,
analogous to substance abuse.

The Stages of Change from the TTM and Sex Offenders. The TTM?®, as applied to
sex offenders, served as the guiding model of motivation to change for the current study.
The central constructs of this model are the Stages of Change, Processes of Change, and

Decisional Balance.” The focus in this study was on the Stages of Change which,

§ Figure Al in Appendix A illustrates the theoretical flow of this model, the details of which are beyond the
scope of this study.

” Detailed descriptions of the Processes of Change and Decisional Balance as well as additional background
information on the origins of the Trans-Theoretical Model can be found in Appendix B.
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according to the TTM, include the stages Pre-Contemplation, Contemplation,
Preparation, Action, and Maintenance.

Tierney and McCabe (2005) attempted to modify the TTM to apply it to sexually
offensive behavior consistent with the suggestions of previous researchers (e.g., Kear-
Cowell & Pollack, 1997). These modifications are followed here. They suggested that
the Pre-Contemplation process represents sex offenders’ degree of strong denial or
minimization of their maladaptive sexual behaviors (Kear-Colwell & Pollock, 1997
Tierney & McCabe, 2005). The Contemplation process involves the sex offender
recognizing his sexual behavior as maladaptive and acknowledges limited desire to want
to change that behavior (Tierney & McCabe, 2005). Given the difficulty that sex
offenders have in changing their behaviors (Tiermey & McCabe, 2005), conceivably this
process will occur to some extent throughout the course of treatment (Prochaska et al.,
1992). The Preparation process may lead sex offenders to think more critically about
their behavior and make a concrete decision to change their behavior (Tierney &
McCabe, 2005). However, in this conception the offenders do not start making concrete
behavior changes until their Action processes are activated (Kear-Colwell & Pollock,
1997; Tierney & McCabe, 2005). Lastly, the Maintenance process involves the
individual continuing to follow his relapse prevention strategies and strengthen his
internal motivation to remain changed (Tierney & McCabe, 2005).

In light of newer data, the original TTM was re-conceptualized in such a way that
these “stages” of change are no longer linear and distinct but are cyclical or parallel
processes that organize around a unified change process (Prochaska, DiClemente, &

Norcross, 1992). Therefore, they are conceptualized as co-occurring processes rather
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than distinct stages (Prochaska et al., 1992). That is, a sex offender would not “finish”
the Pre-Contemplation stage and then begin the Contemplation stage, for example.
Rather, he is more or less committed to change at any given time in his life, depending on
the circumstances (e.g., currently in treatment; Prochaska et al., 1992). However, further
research needs to be conducted to determine if these processes can be understood as
reflecting a single latent motivation construct in sex offender populations. Also,
necessary is research examining the factors which may affect the change process such as,
for example, affective presentation and psychopathology. Or, perhaps motivation exists
outside of these factors and is not affected by these other processes within the offender.
Because motivation to change is currently understudied, using an exploratory approach
with broad concepts and questions may be useful in honing in on which factors, if any,
motivation comprises.

The present study thus empirically tested whether motivation to change is a latent
construct and whether it is associated with sex offenders’ treatment response. Because
motivation to change has not been validated in sex offender populations, this step is
necessary to move the field closer to understanding motivation to change and thus
eliminate the need to borrow from the substance abuse literature in conceptualizing
motivation. Notably, the current measure used to assess motivation to change (i.e.,
URICA) has several limitations in its research and clinical application (which is further
discussed in the Results and Discussion sections). However, until more information and
empirical research draws conclusions about motivation to change, thus leading to the
development of an improved measure, then the use of this measure is viewed as a

necessary first step.
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Although additional exploration of the factor structure of Stages as reflecting
unitary or parallel processes needs to occur, some evidence from the substance abuse
literature suggests that the Stages of Change are valid predictors of behavior change at
least in some clinical groups. The research supporting this claim shows correlations
between the stage of motivation and the mechanisms involved in changing the behavior,
prior attempts to change, confidence in one’s ability to change, and relapse potential
(Blanchard et al., 2003). These findings suggest that exploring the relationship between
motivation to change and treatment behaviors may be an important next step in sex
offender research. Further, if measures of motivation to change reflect one unified latent
construct or motivational profile (rather than four separate processes or stages), then it
has some validity in that it predicts several features of treatment response.

While the suggestions of Tierney and McCabe (2005) appear relevant to sex
offenders, there are two key gaps in the application of this concept of motivation to sex
offenders. First, as already implied, the construct of motivation to change has not been
validated in sex offender populations and may be better understood as a single latent
variable. A factor analysis using a sample of substance users showed that Pre-
Contemplation loaded on one factor alone while the other three processes (i.e.,
Contemplation, Action, Maintenance) loaded together on another factor (Blanchard et al.,
2003). These factors were validated on treatment behaviors, indicating that those with
high Pre-Contemplation scores had higher treatment attrition rates (Blanchard et al.,
2003). These results provide preliminary support to the hypothesis that the “stages” of

change may actually be processes that function as two constructs (i.e., Pre-Contemplation
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then Contemplation, Action and Maintenance) instead of four separate constructs. This
needs to be evaluated in sex offenders.

Second and more crucially, the model assumed that all sex offenders may
experience the change process in the same manner. For example, no distinctions have
been made about the application of the TTM to different types of sex offenders (e.g.,
those with and without severe psychological disturbances). Indeed, even if the processes
necessary to affect change are the same in all types of sex offenders (which is doubtful
given the variation that has already been noted in sex offenders’ responses to treatment
and other areas), the difficulties which may arise during this process may vary
significantly based on offenders’ internal psychological characteristics. Therefore, in the
present study, one may hypothesize that at the beginning of treatment those offenders
who have certain psychopathology compositions will have different levels of motivation.
For example, if their psychopathology includes psychosis, then motivation may be low
because of the lack of insight into behaviors that is often associated with thought
disorders (APA, 2000) which may cause the offender to think that he has no maladaptive
behaviors to change. Or, if their psychopathology includes prominent depression
symptoms, then motivation may be low because of the pessimistic attitudes associated
with depression (APA, 2000) which may lead the offender to think that he cannot change
his behavior.

Theories of Sex Offending

Because little empirical evidence exists about the factors affecting motivation to

change in sex offenders (Tiermney & McCabe, 2002), it is helpful to consider the literature

on theories of sex offending for clues about what characteristics may be important in
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influencing motivation to change. When trying to understand the important sources of
variation among sex offenders which may influence treatment response and recidivism,
of course it is not enough to only examine motivation to change (Looman et al., 2005).
Instead, knowledge of the offender’s psychological profile needs to be gathered as well
(Looman et al., 2005). For the purposes of this study, of particular relevance are theories
which address the function of psychopathology in sexual offending.

Excluded theories. The following discussion of theories of sex offending is
therefore selective. Many theories of sex offending are not germane to the concern about
motivation to change because they either do not address the psychological factors which
may be important to the change process, address only one aspect of psychopathology
(e.g., affective disorders), or mention psychopathology only in passing. These include:
Murphy, Coleman, Haynes, and Stalgartis’ (1979) Integrative Theory of Rape;
Finkelhor’s (1984) Four-Factory Theory of Child Sexual Abuse; Marshall and Barbaree’s
(1990) Integrated Theory of Sexual Deviancy; Hall and Hirschman’s (1992)
Quadripartite Theory of Child Molestation; Prentky and Burgess’ (1993) Biological
Theory of Repetitive Sexual Aggression; Schwartz and Masters’ (1993)
Psychodynamic/Trauma-Based Theory of Sexual Addiction; Lalumiere, Chalmers,
Quinsey, and Seto’s (1996) Mate Deprivation Hypothesis of Sexual Coercion; Ward and
Hudson’s (1998) Meta-theoretical Framework of Sexual Offending; and Ward and
Beech’s (2006) Integrated Theory of Sexual Offending, among others. While each of
these excluded theories could provide valuable information about the process of sexual
offending, such as the role of attachment (e.g., Schwartz & Masters, 1993), biological

factors (e.g., Prentky & Burgess, 1993), and evolutionary considerations (e.g., Lalumiere
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et al., 1996), a full discussion of all of these theories is far beyond the scope of this paper.
Instead, two theories which appear most relevant to the present study are discussed.

Included theories. Two theories were chosen as they relate to understanding the
mechanism associated variation in sex offenders and whether psychopathology may be
one possible source of that variation. The first theory, the quadripartite model, considers
how psychopathology (among other factors) may function in a sequential progression to
produce sexually offensive behaviors (Hall & Hirschman, 1991). The second, more
recently developed theory, the pathways model, considers the ways in which dysfunction
in four psychological factors (i.e., intimacy deficits, sexual arousal, emotional regulation,
and cognitive distortions) interact to produce five sexual offense pathways (Ward &
Siegert, 2002). Each theory is now considered further.

Hall & Hirschman'’s (1991) Quadripartite Model. A well-cited theory of sexual
aggression (against women) proposed that sexual violence has its origins in four
etiological factors within the individual: physical arousal, cognitive distortions, affective
dyscontrol, and dysfunctional personality which interact in one model (Hall &
Hirschman, 1991). Physical sexual arousal is theorized to begin the process of sex
offending in this model. Sexual arousal of course could be harmless or harmful
depending on the context of the situation. However, for those with a propensity toward
maladaptive sexual behaviors, once sexual arousal is activated, they may have difficulty
inhibiting that response or developing a more socially-appropriate and less harmful way

of handling that response (Barbaree & Marshall, 1991).® This physical sexual arousal, in

¥ It should be noted that those offenders with a propensity toward maladaptive sexual behaviors have a
history of being sexually abuse and/or connecting their sexual desires to aggressive behaviors (e.g., rape
fantasies; Hall & Hirschman, 1991). Thus, this theory is not proposing that all men have the potential to
rape or have difficulty controlling their sexual desires.
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some individuals, is proposed to interact with cognitive distortions about women (e.g.,
rape-supportive beliefs such as “women are sexual objects”) which may justify the
offense behavior (Hall & Hirschman, 1991). These could also be distortions about the
probability of being arrested (i.e., “I will not be caught.”). As the cognitive distortions
become active, affective control, which involves the ability to regulate internal emotions,
particularly negative emotions, decreases. When negative emotions such as frustration or
anger from being sexually rejected by a woman (for example) become potent enough to
suppress appropriate emotional reactions to physically harming someone (e.g., guilt,
shame), sexual violence is more likely to occur (Hall & Hirschman, 1991). Importantly,
psychopathology is conceptualized as interacting with each of the three previously
mentioned components. Hall and Hirschman (1991) hypothesized that early
developmental experiences with parents may have contributed to the development of
antisocial personality characteristics in sex offenders. These characteristics vary by
offender depending on the type of childhood experiences. More so than the other factors,
psychopathology is hypothesized to be centrally causal in the operation of sexual
offending (Hall & Hirschman, 1991). This theory suggests that psychopathology may be
one source of variation in sex offenders’ behaviors.

One advantage of this model is that it highlights the manner in which different
aspects of psychopathology (e.g., emotions, cognitions) may work together in the offense
process. Having a theory which not only deconstructs the factors involved in the offense
process but also attempts to present them in a sequential manner allows researchers and
clinicians to hypothesize about where in the offense process motivation to change may be

most negatively affected. For example, one may hypothesize that the initial cognitive
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distortions have a more negative influence on motivation to change than affective control
because they allow the offender to justify his actions against the victim (e.g., “She was
playing hard to get”). Though this hypothesis was not tested in the current study, a
researcher could develop a study to test the relationship between cognitive distortions and
motivation to change while a clinician could target cognitive distortions during treatment
in an effort to increase motivation to change.

One critique of this model is it focuses on state-like or temporary factors such as
physiological and emotional arousal and does not consider enough of the trait-like or
predisposing stable factors (e.g., personality traits) which may be influencing the
offensive behavior (Ward & Hudson, 1998). Hall and Hirschman (1991) do consider
personality factors and psychopathology but they do not fully explain the manner in
which these factors may be influencing offensive behavior (Ward & Hudson, 1998).
However, the components of offending included in this model can be used to justify
exploring a connection between psychopathology and motivation to change, as
mentioned.

Ward & Siegert’s (2002) Pathways Model. A subsequent theory was developed
through combining several well-cited theories of sex offending of the early 1990s. Ward
and Siegert (2002) sought to create a comprehensive model of sex offending against
children through combining the strengths of each several theories and, in doing so, hoped
to compensate for each theory’s individual weaknesses. The resulting theory presented
five pathways in which four psychological mechanisms were featured: intimacy deficits,
sexual arousal, emotional regulation, and cognitive distortions. Unlike the Hudson et al.

(1999) study discussed previously, Ward and Siegert (2002) are proposing pathways (as
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opposed to typologies) and assume that any offender could use any of these pathways in
the commission of a sexual offense. These authors further assume that once an offender
has used a particular pathway, he is not guaranteed to only use that pathway in the
commission of another offense. The authors propose that all four of these factors are
working together in the offense process but the prominence of one factor over the others
determines the offender’s reason for offending. In the first four sexual offense pathways,
one of each of these factors is prominent over the others and is theorized to influence the
resulting sexual offense. The fifth pathway involves having balance (i.e., equal
deficiencies) among the four mechanisms (Ward & Siegert, 2002). The authors do not
operationalize when one of these mechanisms is problematic and when it is not nor do
they offer ideas of how these mechanisms would be measured. Thus, it is unclear if
having “normal” levels of these mechanisms means having levels which are comparable
to the general population or to nonsexual offenders.

The first pathway is characterized by intimacy deficits primarily (Ward & Siegert,
2002). These intimacy deficits could be due to an insecure attachment and social
ineptness. Thus it was proposed that sexual offending against children may take place
because these offenders do not know how to socially engage with adults and form
appropriate sexual relationships with adults. The authors proposed that offenders who
use this pathway may offend when they feel the need for intimacy (emotional or
physically) but their lack of social skills interferes with their ability to form a healthy
adult relationship where those needs can be met (Ward & Siegert, 2002).

The second pathway involves having inappropriate sexual arousal or having

sexual arousal in situations that the general population would not usually experience
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arousal. The authors proposed that early childhood sexual abuse caused difficulty in sex
offenders being able to distinguish when it is appropriate to be sexually aroused. The
offenders who use this pathway may seek out sexual partners when they (i.e., the sex
offenders) are in a negative emotional state (e.g., anger), may chose inappropriate sexual
partners (e.g., children), or may engage in risky sexual behaviors without the consent of
their partner (Ward & Siegert, 2002).

The third sexual offense pathway which Ward and Siegert (2002) proposed
involved problems with emotional regulation. These offenders may have problems
identifying emotions, self-regulating their emotions or using social supports to help
process difficult emotions, and difficult controlling emotional outbursts such as anger.
For offenders who use this pathway, sexual offending is caused by deficits in emotional
and behavioral control or using sex as a coping mechanism.

The fourth pathway involves having cognitive distortions which may lead to
sexual assault (Ward & Siegert, 2002). These offenders may not have inappropriate
sexual fantasies but may have antisocial attitudes which justify criminal behaviors. They
may also endorse rape-supportive beliefs (e.g., children are sex objects) which
specifically justify sexual aggression. The final pathway was described as a “multiple
dysfunctions” pathway because it involved the sex offender having deficits in each of the
four previously mentioned psychological characteristics. The authors proposed that these
offenders were the most severely disturbed and had a variety of problems with insight
and judgment as a result of the multiple deficits (Ward & Siegert, 2002). As a result,

their pathway or motives for offending may be less predictable or easily categorized.
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Similar to the Hall and Hirschman (1991) theory, the relevance of this theory to
the present study is that it considers that manner in which different psychological factors
may be working within the offender and leading to variations in behaviors—helping
characterize variation. One limitation of the Ward and Siegert (2002) theory is that it
was developed only for application to sex offenders against children. One possible
explanation is that they did not think that it would be possible to create an overarching
theory for sex offenders against adults (Brown, 2005). However, it would be preferable
to consider the full range of offender variation.

Summary. Several other theories of sex offending could have been discussed (see
above cited theories). The two theories which were emphasized addressed variation in
sex offenders’ psychological factors or psychopathology. These theories provided some
support to the assumption of the present study that clusters of sex offenders may be
formed as a result of variation in psychopathology. The first theory highlighted the role
of psychopathology to the sex offending process (Hall and Hirschman, 1991), while the
second theory describes differential pathways for sex offending based on psychological
factors (Ward & Siegert, 2002). Though no one theory was available which could fully
link psychopathology to motivation to change, the importance of these theories as they
relate to the present study rests in their explanation of the variation in sex offenders and
the implications that psychopathology may be one source of that variation. Further,
though these theories do not represent a majority position in the sex offending literature,
together they suggest that sex offenders may form subtypes based on psychological

characteristics and those types may have differential meaning for motivation to change.
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Treatment Implications of Studying Motivation to Change

The treatment implications for the present study were part of what motivated the
study. The study was intended to evaluate whether using motivation to change as a
central feature in the rehabilitation process of sex offenders might be beneficial. For
example, one of several methods which could be used for this purpose is motivational
interviewing, which is a client-centered approach to therapy with the goal of enhancing
intrinsic motivation to change in clients who are not successfully engaging in traditional
treatment approaches (Arkowitz & Miller, 2008). These clients may appear to be
resistant to treatment but, while some of them are resistant, others of them are assumed to
be ambivalent about changing and in need of encouragement to continue in the change
process (Arkowitz & Miller, 2008). The premise of the present study was that correctly
identifying the psychopathological status of the sample of sex offenders would be
valuable in understanding their motivation and predicting their response to treatment.
One advantage of using motivational interviewing as opposed to other motivation-
enhancing techniques is that it can be incorporated into any number of established
treatment programs, included CBT (Farbring & Johnson, 2008). However, because of the
heterogeneity that manifests in sex offender populations (Schlank, 1995), motivational
interviewing (or at least the same type of motivation-enhancing techniques) may not
work as well with all sex offenders. The present study sought to determine whether
different clusters of offenders may have distinct motivational stances based on their
psychopathology. (Detailed descriptions of motivational interviewing can be found in

Appendix H).

26



Conclusion

The preceding review highlighted the importance of variation in sex offenders’
criminal and clinical presentations, which may be related to their variation in treatment
responses. One potential source of variation in treatment responses is motivation to
change. Motivation is an under-explored aspect of sex offender populations which may
have important implications for treatment. Another potential source of variation in
treatment responses is the variation in psychological characteristics or psychopathology
that appears evident in sex offender samples. Despite the number of theories which are
available to explain sexual offending, few of them sufficiently explicitly address the
influence of psychopathology on the offense process and still fewer explicitly address
motivation to change. Because of this, both of these factors need to be evaluated in more
depth to better understand their functioning and potential treatment implications. A
typology approach which can appreciate the heterogeneity of this population may be

appropriate for such a task.
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PSYCHOPATHLOGY AND SEX OFFENDER HETEROGENEITY

As already noted, psychopathology may be an important part of the variation
which seems to reappear in sex offenders and some of the sex offender research provides
evidence to this effect. Several prior attempts to explore psychopathology heterogeneity
set the stage for the present study and are now discussed. Hall and Hirschman (1991)
attempted to integrate it into their offense process model and other studies have used it to
examine subtypes of offenders with implications for treatment (discussed below). Sex
offenders tend to have heterogeneous psychopathological profiles (Schlank, 1995).
Therefore studying them in subtypes based on their psychopathology may be an
appropriate method to use in order to understand how sex offender pathology and
motivation to change may function.
Overall Prevalence Rates of Psychopathology in Sex Offenders

Sex offenders in general often experience some types of psychopathology even
more frequently than other types of offenders. Compared to nonsexual offenders, sex
offenders have higher prevalence rates on the DSM-IV personality disorders Schizoid,
Schizotypal, Narcissistic, Obsessive-Compulsive, Dependent, and Avoidant (Ahlmeyer,
Kleinsasser, Stoner, & Retzlaff, 2003). These rates vary from 7% (Schizotypal
Personality Disorder; 3% in nonsexual offenders) to 37% (Avoidant Personality Disorder;
25% in nonsexual offenders). For Antisocial Personality Disorder, which is commonly
associated with criminal behavior (APA, 2000), sex offenders have rates of 24% while
nonsexual offenders have rates of 29% (Ahlmeyer et al., 2003). This result is not

surprising considering that the Ahlmeyer et al. (2003) sample of nonsexual offenders

28



included violent offenders which the authors report sometimes have higher rates of ASPD
than nonviolent offenders.

Further, in incarcerated sex offenders, researchers have found rates of 35%, 22%,
and 15% for current clinical levels of depression, anxiety, and co-morbid depression and
anxiety, respectively (Stinson et al., 2005). These rates, though not necessarily higher
than in other offenders, are higher than expected in the general, non-clinical population,
in which one would find 12-month rates of 6.7% prevalence for adults (males and
females) with depression and 18.1% prevalence for adults with anxiety (Kessler et al.,
2005). In terms of more severe psychopathology, sex offenders have rates of 4% for
thought disorders (compared to 1% in nonsexual offenders); for delusional disorder,
sexual and nonsexual offenders had equal rates (2%; Ahlmeyer et al., 2003). Given the
rates of these emotional and personality disorders in this population, it would appear that
behavioral differences, including those related to motivation to change and treatment
response, may be related to the type and level of psychopathology evident in the offender.
Prior Attempts to Cluster Sex Offenders Based on Their Psychopathology

Psychopathology may be a key factor in characterizing and understanding the
observed differences in sex offenders’ offense patterns and responses to treatment
(Drapeau et al., 2003). Because of the different emotional and behavioral patterns
associated with each type of psychopathology (e.g., Lee et al., 2001), one might
hypothesize that sex offenders may cluster into meaningful subtypes based on their
psychopathology profiles. Indeed, in the early 1990s, five studies were published which
used cluster analysis with sex offenders to pursue this possibility (Duthie & Mclvor,

1990; Kalichman et al., 1992; Kalichman, Shealy, & Craig, 1989; Shealy et al., 1990;
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Schlank, 1995). Each of these studies sought to create homogenous clusters of sex
offender subtypes based on their psychopathology characteristics (as measured by the
MMPI). The findings from each of the four clustering studies which used the MMPI as
their measure of psychopathology will be presented followed by a brief description of the
Schlank (1995) study which did not use the MMPI as its clustering measure. Then the
overall strengths and weaknesses of these studies will be presented in the Interpretation
of Results section below.

Kalichman et al. (1989). Kalichman and colleagues (1989) analyzed the
psychopathology profiles of 120 incarcerated sex offenders against adult women. Using
the MMPI t-scores as their measure of psychopathology, the authors found a five-cluster
solution best fit their data. They interpreted their clusters based on the number of t-score
elevations above 70. The first cluster of individuals (33% of total sample) had all scales
within normal clinical ranges (i.e., t-scores were below 70). They were likely to have
known their victims and to have committed the sexual assault during the commission of
another crime. They also had the lowest maladaptive sexual arousal scores (i.e., they
were not sexually aroused by thoughts or images of sexual assault). The authors
concluded that this cluster of offenders had sexual assault as a secondary motivation in
their criminal activity.

Elevations in depression, antisocial behaviors, paranoia, and schizophrenic
symptoms characterized the next cluster of offenders (10% of total sample; Kalichman et
al., 1989). The authors found this cluster to be associated with cognitive distortions and
propensities toward rape. The authors concluded that this cluster of offenders had rape as

a primary motive and were likely to not know their victims. The third cluster (33% of
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total sample) showed a single elevation on the antisocial behavior scale, with all other
scales within normal limits. Like the first cluster, this group of offenders was likely to
commit their sexual assault during the commission of another crime and show low levels
of maladaptive sexual arousal.

Individuals in cluster four (18% of total sample) displayed elevations in antisocial
behavior, schizophrenia symptoms, and hypomania symptoms (Kalichman et al., 1989).
This cluster showed the widest range of maladaptive sexual interests and behaviors,
including knowing their victim, thinking more frequently about rape, showing more
maladaptive sexual interests, and having more disturbed thought processes. Similar
patterns were found in cluster five, but were more severe. The fifth cluster (8% of total
sample), which showed the most severe psychopathology, had exaggerated response
styles, generalized anxiety, and schizophrenia symptoms. This cluster of offenders also
had the highest levels of substance use, became sexually aroused to thoughts of rape, and
reported several maladaptive sexual thoughts and behaviors.

Duthie and Mclvor (1990). Duthie and Mclvor (1990) evaluated the
psychopathology clusters of 90 convicted, pre-sentence sex offenders against children.
Instead of using the MMPI t-scores as in the other reviewed studies, they used the raw
scores from each of the MMPI subscales in their cluster analyses and then described
elevations of the clusters in terms of t-scores greater than 70. In their preliminary
analyses, hypomania symptoms did not contribute to the analyses and, thus, were
removed from the subsequent clustering. In the end, they found an eight-cluster solution

to best fit the data (Duthie & Mclvor, 1990).
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The first cluster (9% of total sample) was characterized by depression, antisocial
characteristics, and generalized anxiety (Duthie & Mclvor, 1990). Heightened
depression and antisocial characteristics, together, is a common pairing in sex offenders
(Anderson & Kunce, 1979; Erickson, Luxenberg, Walbeck, & Seely, 1987), though it
was present in only 9% of the Duthie and Mclvor (1990) sample. In previous research,
this pairing has been associated with intoxication during the offense and physical
penetration of the victim (Anderson & Kunce, 1979). In the Duthie and Mclvor (1990)
study, offenders in this cluster were more likely to have female child victims (as opposed
to males or both sexes as child victims) and 25% of these offenders had a prior criminal
history of sexually offending against children.

The second cluster (23% of total sample) was the most frequently occurring type
of cluster and was characterized by antisocial characteristics and low levels of masculine
characteristics (Duthie & Mclvor, 1990). This pairing is also common in sex offender
populations (Duthie & Mclvor, 1990; Erickson et al., 1987). In Duthie and Mclvor
(1990), offenders in this cluster offended primarily against female children (52%) and
fewer had prior sexual offense convictions (14%). Cluster three (9% of the total sample)
was characterized by hypochondriasis symptoms, antisocial characteristics, hysteria
symptoms, generalized anxiety, and schizophrenia symptoms (Duthie & Mclvor, 1990).
This profile is unique to this study. It was associated with having female victims (78% of
this cluster), being intoxicated at the time of the offense (40%), and a low rate of prior
convictions for sexual offense (10%).

Cluster four (7% of total sample) was characterized by antisocial characteristics,

paranoia, and schizophrenia symptoms (Duthie & Mclvor, 1990). Offenders in this
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cluster were also characterized by an exaggerated response style. The elevations of these
characteristics together are frequent in sex offenders (Anderson & Kunce, 1979; Erickson
et al., 1987) and, in previous research, were associated with intoxication during the time
of offense, prior convictions, and juvenile delinquency (Anderson & Kunce, 1979). In
the Duthie and MclIvor (1990) study, 33% of this cluster had prior convictions or arrests
for sexually offending against children and 50% offended exclusively against female
children. The other 50% offended against both male and female children; none of them
were intoxicated during the offense.

In the fifth cluster (18% of total sample), only antisocial characteristics were
elevated; all other psychopathology was sub-clinical (Duthie & Mclvor, 1990), similar to
cluster three of the Kalichman et al. (1989) study. Thirty-one percent of these offenders
have prior convictions (Duthie & Mclvor, 1990). No other characteristics distinguished
this cluster of offenders from others. Eight percent of the total sample was included in
the sixth cluster which was characterized by sub-clinical levels of hysteria and antisocial
characteristics (Duthie & Mclvor, 1990). This cluster was also characterized by a
repressive response style and under-reporting psychopathology. Fourteen percent of the
offenders in this cluster had prior convictions for sexual and/or nonsexual crimes.

The last two clusters were both characterized, in part, by schizophrenia symptoms
(Duthie & Mclvor, 1990). In addition to these symptoms, cluster seven (9% of total
sample) was also characterized by low masculine characteristics and heightened
symptoms of social introversion. Interestingly, this was the only cluster in this study
which did not include elevated antisocial characteristics. Ten percent of the offenders in

this cluster had prior convictions; 90% offended primarily against female children. In
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addition to the schizophrenia symptoms, cluster eight (13% of total sample) was
characterized by depression, antisocial characteristics, generalized anxiety, and an
exaggerated response style (Duthie & Mclvor, 1990). Eighty-three percent of these
offenders had prior convictions, 58% were intoxicated at the time of the offense, and 73%
offended primarily against female children (Duthie & Mclvor, 1990).

Shealy et al. (1990). Shealy et al. (1990) examined 90 incarcerated sex offenders
against children using the MMPIL. Though Shealy and colleagues used t-scores instead of
raw scores like the Duthie and Mclvor (1990) study, they did not require their t-score
elevations to surpass 70 in order to be interpretable in this study. Therefore, elevations
were interpreted in relation to each other in one profile rather than in comparison to the
overall clinical cut-off of the measure. This point is important to note in terms of how
these clusters are compared to the cluster profiles of other studies.

Of the four resulting clusters, the first group (50% of total sample) was
characterized by antisocial characteristics and hypomania symptoms, though these
elevations were sub-clinical (Shealy et al., 1990). This cluster was associated with high
self-esteem, antisocial behavior, and impulsivity but not maladaptive sexual behavior.
The second cluster (19% of total sample) was characterized by clinical levels of paranoia;
four other scales (i.e., hypochondrias, depression, hysteria, and antisocial behaviors) were
sub-clinical but had nearly equal t-scores. Individuals in this cluster had low sexual and
psychological disturbances but were resentful, suspicious, and guarded (Shealy et al.,
1990).

The third cluster (18% of total sample) showed elevations on antisocial

characteristics, paranoia, and schizophrenic symptoms, all of which were associated with
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hostility and poor judgment (Shealy et al., 1990). This cluster was also associated with
increased anxiety, anger, obsessions with sex, and disturbing sexual thoughts. The final
cluster (13% of total sample) had the greatest levels of psychopathology in exaggerated
response styles, paranoia, generalized anxiety, and schizophrenic symptoms (Shealy et
al., 1990). This cluster had higher levels of anxiety and anger, was most likely to need
mental health services, and was associated with sexually disturbing behaviors.

Kalichman et al. (1992). In this study, MMPI psychopathology t-scores of 110
outpatient sex offenders against children were examined; a five-cluster solution fit the
data the best (Kalichman et al., 1992). They again based their interpretations of the
clusters on the number of t-score elevations above 70. Two of the clusters had all scales
within normal clinical ranges (i.e., t-scores were below 70). One of these clusters was
associated with primarily offending against female children (14% of total sample). The
other was associated with a tendency to deny or minimize symptoms (35% of total
sample). The third cluster (26% of total sample) in this study had elevations in antisocial
behavior and low masculine characteristics, which was associated with normal
psychosexual functioning and offending against male children. The traits of this cluster
parallel those found in the first cluster of Kalichman et al. (1989).

The last two clusters were associated with severe psychological disturbances, with
clinical elevations on nearly all scales (Kalichman et al., 1992). One of these clusters
(19% of total sample), which was characterized by exaggerated response styles,
depression, antisocial characteristics, low masculine characteristics, paranoia, generalized
anxiety, schizophrenic symptoms, and social introversion, was associated with severe

psychological distress, cognitive disturbances, and low sexual functioning. The last
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cluster, which was characterized by antisocial behavior, low masculine characteristics,
paranoia, schizophrenic symptoms, and hypomania symptoms, was suggestive of
frequent aggression and impulsivity (10% of total sample). They also had extreme levels
of unusual sexual interests (e.g., fetishes, sadomasochism) and the highest levels of
sexual aggression of all five clusters. The authors likened this profile to cluster five of
the Kalichman et al. (1989) study.

Schlank (1995). This study is different from the rest of these studies because it
did not use the MMPI to cluster; it used the Multiphasic Sex Inventory (MSI; Nichols &
Molinder, 1984). The MSI is a measure of sex offender psychopathology (e.g., cognitive
distortions, rumination of sex offending) and has been used to validate the clusters in
three of the four previously described clustering studies (i.e., Kalichman et al., 1989,
1992; Shealy et al., 1990). Because the proposed study has chosen to study
psychopathology more broadly in sex offenders (as measured by the MMPI) rather than
focusing on sexual psychopathology specifically, the details of the sexual
psychopathology clusters do not seem particularly relevant to this discussion.” However,
Schlank (1995) has relevance in this discussion because it using a mixed sample of sex
offenders (i.e., sex offenders against adults and sex offenders against children) as
opposed to a sample of only one type of offender as with the other cited studies. This
study provides an alternate way of thinking about sampling procedures when clustering
sex offenders.

Schlank (1995) clustered a mixed sample of 164 incarcerated sex offenders based

on their psychopathology on the MSI. The sample included 80 sex offenders against

® The reasons for using psychopathology more broadly-defined (rather than sexual psychopathology
specifically) is provided in the Methods section below.
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adults, 81 sex offenders against children, and 3 sex offenders with both genders as
victims. Seven different psychopathology clusters emerged from the sample (Schlank,
1995). Of these seven clusters of offenders, four were distinguished from the other
clusters by their victims (i.e., offenders against adult females; incest offenders against
female children; non-incest offenders against female children; mixed set of offenders
against multiple types of victims). Because three of the seven clusters were not defined
by victims, the author concluded that there was a type of sex offender taxonomy which
existed independently of victim status (Schlank, 1995). Thus, studies which examine
only one type of offender may be overlooking these important subtypes.

Interpretation of results of prior cluster analytic studies. The following chart

summarizes the results of the reviewed studies:

Study N Sex Offender Clusters MMPI Scales
Kalichman 120 Incarcerated, 5 C1: normal limits
et al. Adult victims C2: D, Pd, Pa, Sc
(1989) C3:Pd
C4: Pd, Sc, Ma
C5:F, Pt, Sc
Duthie & 90 Outpatient, 8 C1: D, Pd, Pt
Mclvor Child victims C2: Pd, Mf
(1990) C3: Hy, Pd, Hs, Pt, Sc
C4: Pd, Pa, Sc
C5:Pd

C6: Hy, Pd, K, L
C7: Sc, Mf, Si
C8:Sc,D, Pd, Pt, F
Shealy et 90 Incarcerated, 4 Cl1: Pd, Ma
al. (1991) Child victims C2: Pa, Hy, D, Hs, Pd
C3: Pd, Pa, Sc
C4: F, Pa, Pt, Sc

Kalichman 110 Outpatient, 5 C1: normal limits
et al. Child victims C2: normal limits
(1992) C3: Pd, Mf

C4: F, D, Pd, Mf, Pa, Pt, Sc, Si
C5: Pd, Mf, Pa, Sc, Ma
Schlank 164 Incarcerated, 7 n/a
(1995) Mixed victims
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Overall, it seems that the findings from these studies produce somewhat
consistent results in supporting the utility of the MMPI in clustering techniques with sex
offenders. One study yielded a four-cluster solution (Shealy et al., 1990), two studies
yielded a five-cluster solution (i.e., Kalichman et al., 1989, 1992), and one yielded an
eight-cluster solution (Duthie & Mclvor, 1990). While none of the clusters in any of
these studies had the exact elevations on the exact same traits, conceptually, these studies
had somewhat similar findings regarding the types of psychopathology clusters which
were evident in their samples. The conceptual parallels between these studies are
particularly interesting considering that one used a sample of sex offenders against adults
(Kalichman et al., 1989) and the others used samples of sex offenders against children
(Duthie & Mclvor, 1990; Kalichman et al., 1992; Shealy et al., 1990). Perhaps these
similar clusters are reflective of a higher-order conceptual similarity among sex offenders
which varies by individual psychopathology traits of the offender. Also, the overlap in
results across these studies, as well as the results from the Schlank (1995) study, suggests
that sex offenders against adults and sex offenders against children may be more similar
than different in their psychopathology profiles.

Concerning the nature of the clusters, some of the MMPI elevations were
consistent for all of the studies reviewed: paranoia, depression, antisocial behaviors,
schizophrenic symptoms, and generalized anxiety. The consistency in elevation of the
schizophrenia scale across these studies (regardless of the victim status as adult or child)
was unexpected given that it is most commonly elevated scale (along with the antisocial
deviance scale) in sex offenders against adults but not sex offenders against children

(Butcher & Williams, 2000; Megargee, 2006). Also, of the four MMPI clustering studies
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reviewed, hypomania symptoms were elevated in two (i.e., Kalichman et al., 1989, 1992).
The consistent presence of each of these scales across these four studies suggests that
they may be prominent features of sex offenders’ psychopathologies.

The consistent findings regarding the presence of MMPI scales of paranoia,
depression, antisocial characteristics, and impulsivity symptoms align with those in a
more recent study (non-cluster analysis) which found that these four factors were the
most commonly elevated factors in criminal populations (Megargee et al., 1999). These
results also parallel those of previous research assessing the MMPI two-point code
elevations of sex offenders (Anderson & Kunce, 1979; Erickson et al., 1987). In a non-
cluster analytic study of 403 convicted, incarcerated sex offenders (mixed sample of sex
offenders against children and sex offenders against adults), antisocial characteristics
were elevated in seven of the eight code type pairings (Erickson et al., 1987). Antisocial
characteristics were paired with depression, paranoia, and hypomania, consistent with
Megargee et al. (1999), as well as with masculine/feminine characteristics, generalized
anxiety, and schizophrenia symptoms, which parallel the findings of the four MMPI
clustering studies.

In addition to the consistency among the traits of interest in these studies, this
review also suggests that psychopathology is consistently related to certain offense
characteristics. The relationship to the victim (Kalichman et al., 1989), criminal history
(Duthie & Mclvor, 1990), physical penetration of the victim (Anderson & Kunce, 1979),
gender of the victim (Duthie & Mclvor, 1990), and intoxication during the offense

(Anderson & Kunce, 1979) all appear to be important offense characteristics which may
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distinguish psychopathology clusters from one another and create a richer description of
the offenders in each cluster.

Based on this information, the four MMPI clustering studies reviewed here
suggest the importance of seven psychopathology characteristics (i.e., depression,
antisocial characteristics, masculine/feminine characteristics, paranoia symptoms,
generalized anxiety, schizophrenia symptoms, and hypomania symptoms) in sex offender
samples and expand on the understanding of these characteristics through clustering
offenders into meaningful subtypes.

However, these clustering studies have several limitations. One concerns their
sample composition. Each of these studies used one type of sex offender in their
samples—either sex offenders against adults (Kalichman et al., 1989) or sex offenders
against children (Duthie & Mclvor, 1990; Kalichman et al., 1992; Shealy et al., 1990)—
making their samples only selectively represented.'® The authors justify the use of only
select portions of the sex offender population on the grounds of needing to explore the
heterogeneity within each sex offender group. Indeed, the results from each study
indicate significant variation in psychopathology even within one type of offender.
However, the review of these studies suggests that the overlap in psychopathology
between these two types of offenders may be more prominent than the differences
between them. Thus, at best, the reviewed clustering studies provided information on
some of the unique psychopathology features of each sex offender type and then
replicated each other in terms of general features of psychopathology within the sex

offender population. Knowing the unique psychopathology features of subtypes of

19 Additional information on how psychopathology (i.e., individual disorders such as depression or
Antisocial Personality Disorder) differs by victim status in sex offenders can be found in Appendix C.
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offenders may be useful for some research questions, but in exploratory studies
examining general patterns of psychopathology, combining the offender types has the
advantage of exploring the overlap in psychopathology among sex offenders generally
and devising implications for a wider range of offenders.

Another weakness of these studies is that they do not provide implications for the
clinical meaning or application of the results. Each of the clusters which emerged in
these studies was compared based on the offense characteristics and specific types of
sexual psychopathology (e.g., rumination on sex). However, only one of these studies
examined the clinical relevance of the emerging clusters. Kalichman and colleagues
(1989) conducted a follow-up study to examine differences in treatment attendance
among the five clusters (Kalichman, Shealy, & Craig, 1990). In this study, they used a
sub-sample of the original 120 sex offenders against adults from the 1989 study for a
total of 55 offenders who participated in a treatment program while incarcerated
(Kalichman et al., 1990). Results indicated that those offenders in clusters four and five
(i.e., those with more severe psychopathology) were more likely to attend treatment while
those in cluster one (i.e., those with the least severe psychopathology) had the lowest
rates of attendance (Kalichman et al., 1990). The authors interpreted these findings as
indicating that those who were more severely disturbed were more motivated to attend
treatment because they were under more distress and needed relief. Thus
psychopathology clusters are related to treatment behaviors and, thus, may have clinical
relevance for sex offenders. However, no study assessed motivation to change or
treatment completion, which may also differ by psychopathology clusters and provide

even more clinical information about the function of psychopathology in this population.
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A final critique of these studies concerns their sample sizes. The studies started
with small samples and, when they finished their clustering, the result was a small
number of offenders in each cluster. For example, Duthie and Mclvor (1990) in
particular had cluster sizes of six or eight offenders because they had a total sample size
of 90 and found eight clusters. These small numbers in the clusters may be one reason
why Duthie and Mclvor (1990) found cluster types that did not overlap with the other
studies. Having this small number of offenders per cluster may make it difficult to draw
reasonable conclusions about the psychopathology subtypes in their samples. Having a
larger sample size may increase the number of offenders per cluster and strengthen the
internal validity of the study.

Summary. This discussion has highlighted previous attempts at clustering
psychopathology in sex offender samples. While these studies have shown that clusters
of psychopathology types can be formed and replicated to a certain extent in this
population, problems with insufficient representation of sex offender types, clinical
correlates, and sample size need to be improved upon to validate and fully evaluate the
utility and reliability of a clustering approach. The present study sought to correct for
these limitations in the exploration of heterogeneity in sex offenders and its implications
for treatment approaches and outcomes.

Treatment Implications of Studying Psychopathology Types

Though speculative, it is valuable to consider possible clinical implications here.
It has been postulated that variations in sex offenders’ clinical presentations may
differentially affect responses to the same treatment protocol (Ahlmeyer et al., 2003).

Sex offenders who withdraw from treatment typically have more severe types of
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psychopathology (e.g., personality disorders, psychosis) than sex offenders who complete
treatment (Looman, Dickie, & Abracen, 2005). Other research has found that the clusters
of sex offenders with the most severe psychopathology were more likely to attend
treatment regularly than the offenders with less severe psychopathology (Kalichman et
al., 1990). In either case, these findings contradict the assumption of Ward and Gannon
(2006) that new treatment approaches applied to all sex offenders may be important to
further reducing recidivism rates and instead suggest that different treatment approaches
may be necessary for different types of psychopathology clusters. In addition, if it is the
case that heterogeneous motivation and psychopathology both affect treatment responses,
perhaps there is an unidentified relationship between these two factors—or perhaps
looking at them together as opposed to separately would provide a more complete picture
of the manner in which internal psychological factors interact to produce certain
behaviors and outcomes in sex offenders.
Conclusion

This literature review has attempted to illustrate that motivation to change is an
important feature of sex offenders which could have direct influences on treatment
responses. However, because of the heterogeneity of sex offenders, different
psychopathologies could lead to different genuine or disingenuous motives for changing
behavior. Therefore, clustering this population into psychopathology subtypes and
descriptively evaluating these clusters may provide key information about the types of
sex offenders who may be motivated to change. Finally, comparing these clusters by
motivation to change and other clinical variables may provide information about

treatment response and new intervention strategies.
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AIMS OF THE PRESENT STUDY

The present study examined how variation in sex offenders may be expressed
through psychopathology, motivation to change, and treatment responses. To address
this goal, the present study examined the archival data of non-incarcerated male sex
offenders beginning an outpatient treatment program. This study utilized a cluster
analytic approach to identify psychopathological types of offenders and then validated
those clusters with both offense characteristics and clinical variables, including
motivation to change. It was hypothesized that psychopathology clusters (which were
intended to capture the heterogeneity within this sample of sex offenders) would be
associated with different levels of motivation to change based on the previously reviewed
theoretical and empirical research.
Expected Psychopathology Clusters

Based on the cluster analyses previously conducted with sex offenders, it was
expected that four or five clusters will form in the present study since three of the four
reviewed MMPI clustering studies yielded either a four- or five-cluster solution. The
expected clusters include: (1) offenders who have psychopathology scores within normal
clinical ranges. Their motivation to change scores will likely be representative of
offenders who are beginning treatment (i.e., motivation will likely be low). (2) Those
that have elevations on measures of self-denial and minimization as well as typical
criminal offender psychopathology (e.g., antisocial characteristics, impulsivity). These
individuals may have lower motivation to change because they deny the seriousness of
their actions and, thus, better justify their offending behaviors (Kear-Cowell & Pollack,

1997). (3) Those who have a higher sensitivity to guilt and, therefore, may feel more
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motivated after offending to change their behaviors (Hudson et al., 1999). Their
psychopathologies may include elevations in anxiety and depression as these pathologies
can be associated with insecurities, worry, and shame (APA, 2000). (4) Some sex
offenders have genuine and extensive psychological disturbances such as schizophrenic
symptoms (i.e., poor judgment, social isolation), disturbed thought patterns, paranoia, and
impulsivity. These offenders may have low motivation to change because they are not
attuned to the meaning of their behaviors. (5) If a fifth cluster emerges, it is expected to
be of those who are highly psychologically disturbed who have elevations on multiple
traits associated with antisocial behavior (e.g., exaggerated response styles, antisocial
characteristics, overly masculine tendencies, impulsivity). These individuals may be the
least motivated to change as they may be driven by external gains (Lee at al., 2001).
Descriptive Variables

Offense characteristics. The first offense characteristic which was used to
describe these clusters was victim status. As the literature review indicated, sex
offenders against adults and sex offenders against children may have different types of
psychopathology characteristics, though these distinctions may not be as prominent as is
sometimes stated in the literature. It is therefore hypothesized that the clusters of the
present study may differ by victim status. The other offense characteristics which were
used in this study were included based on the results of previous clustering studies and
the information available in the criminal files of this study’s particibants. Those
additional characteristics included the type of offense perpetrated, whether the offense
involved physical penetration of the victim, the gender of the victim, the victim’s age, the

relationship of the victim to the offender, whether the offender was intoxicated at the
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time of the offense, whether the offender had prior offenses, whether the offender is
currently on probation or parole, and the number of months the offender spent in jail or
prison for the sexual offense.

Clinical characteristics. Motivation to change was the primary theoretical
comparison variable. Treatment attendance and completion also served as comparison
variables. These are presumably related; Tierney and McCabe (2002) postulate that if
sex offenders are motivated to change then it would be reflected in actions such as
treatment attendance and completion. The speculation about the relationship between
motivation to change and treatment behavior is supported by limited empirical research
finding that lower levels of motivation to treatment were associated with higher attrition
rates (Beyko & Wong, 2005). A number of clinician-rated psychological variables
assessed before and after treatment were also included in the analyses. Those variables
were risk of committing another sexual offense, psychopathology, maturity, denial, and
impulsivity. It was expected that the clusters of individuals with higher levels of
motivation to change would attend more treatment sessions and complete the treatment
program requirements.

Hypotheses

The following hypotheses were developed:

1. Hypothesis I: Sex offenders will form into at least homogenous clusters based

on their psychopathology traits.

2. Hpypothesis 2: The resulting psychopathology clusters of Hypothesis 1 will

differ on offense characteristics such as victim status, suggesting validity in

cluster structure.
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. Hypothesis 3. Motivation to change will form into one latent construct which
will predict both treatment attendance and completion for sex offenders.
. Hypothesis 4: Clusters will vary by their level of motivation to change and

treatment variables (i.e., attendance, completion).
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METHODS

Definitions

The archival data used in this study consisted of the clinical and criminal records
of 228 non-incarcerated adult (18 or older) male sex offenders on probation or parole for
having been convicted of a sexually violent act. As explained later, the final 228 files
used in the analyses were the result after data cleaning and evaluation of data quality on
an initial set of 274 files. Based on information obtained through the Michigan Penal
Code (Michigan Legislature, 1931), for the purposes of this study, sexually violent acts
included coerced or forced vaginal/anal sex, oral sex, and/or inappropriate fondling of the
breasts, buttocks, or genitals. For this study only those convicted of these types of
contact offenses were included in the analyses and, in accordance, the term sexual
offending referred to coerced or forced sexually violent acts with an adult woman or
child. ! In this study, sex offenders against adults referred to men convicted of a
sexually violent act against a victim aged 16 or older while sex offenders against children
referred to men convicted of a sexually violent act against an individual under the age of
16."?
Archival Data

This study used archival data which had not been analyzed previously. Data for
clients who entered a treatment program between 2000 and 2005 and who completed all

of the necessary intake assessment measures were used. To explore the possibility of

" Non-contact sexually violent acts will be conceptualized as those in which the offender does not make
direct physical contact with the victim and/or no one specific victim can be identified. Examples may
include possession of child pornography, exhibitionism, or voyeurism. These types of offenses will not be
considered in this study unless they are committed in conjunction with a contact sexual offense.

2 The age of 16 was chosen to distinguish children from adults because the legal age at which an individual
can consent to sexual activity in Michigan is 16 years of age (Eaton County Prosecuting Attorney, 2006).
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using this data for the purposes of this study, a data sampling procedure was conducted
and a random sample of client files were analyzed for content. This information was
discussed in detail in the proposal and has now been moved to Appendix 1. All
information taken from the clients’ records and included in the database for analysis in
this study were de-identified and cannot be linked back to any particular offender.

The files for this study were taken from a mid-Michigan treatment rehabilitation
program for offenders. This state-sponsored center regularly evaluated and treated adult
individuals after they were convicted of a crime, released from prison, and placed on
probation or parole. When the clients arrived at the treatment facility, the clinic’s intake
workers collected information about the sexual crime the client most recently committed
and for which they were being treated. These crimes may or may not have been their first
sexual offense. This program conducted court-mandat<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>