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Abstract
The purpose of this paper was to develop a continuing education program to teach sex
offender-specific treatment providers (SOSTP) in the community how to appropriately assess,
treat and manage adults with severe mental illness who are also sex offenders (SMISOs) in an
outpatient setting. This paper begins with an overview of the most relevant literature associated
with the treatment of sex offenders and a presentation of some of the current programs developed
to treat sex offenders with severe and persistent mental illnesses. This review also outlines the
paucity of resources and the need for SOSTPs to receive expanded training to better serve the
specialized and challenging needs of the SMISO population. Next, methods are used to develop
a 7-hour continuing education training curriculum for SOSTPs aimed at increasing assessment
and treatment skills of those working with adult men with severe and persistent mental illnesses
who are have also been convicted of sexual offenses. The results section provides a written
overview of the final curriculum, the details of which are attached in the appendix. Lastly, a
discussion follows to explore the limitations and potential uses of this project and the developed
training.
Keywords: sex offender, sex offender-specific treatment providers,
curriculum development, severe and persistent mental illness
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A Training Curriculum for
Assessing and Treating Sex Offenders with Mental Illnesses
Statement of Problem and Target Population
Sex offender-specific treatment providers (SOSTPs) 1 are trained to address the
assessment, treatment, and management needs of sex offenders2 . This training, although
sufficient to educate clinicians to work effectively with most sex offenders, does not equip
SOSTPs with the specific skills needed to assess, treat, and manage the risk of sex offenders who
have been diagnosed with co-occurring severe and persistent mental illnesses. It also may not
address the possible countertransference that can occur when working with such a challenging
population. This is due, in part, to the fact that there are notable cultural differences and a lack
of collaboration between the sex offender-specific treatment field and mental health field. This
is also due to the lack of training resources available to SOSTPs on how to address severe and
persistent mental illness in a person who is also a sex offender. This deficit in training could
result in poor treatment outcome for individuals with severe and persistent mental illnesses and
sex offending behavior, which would likely affect recidivism and future victimization.
One main thrust behind the apparent cultural split between sex offender-specific
treatment and mental health treatment comes from the influence of the historically dominant
criminal justice paradigm in the evolution of sex offender-specific approaches (Ward & Maruna,
2007). One point noted is that historically there has been a moral component that differentially
influenced both the mental health and sex offender-specific treatment fields (Baumohl & Room,
1987; Ward & Maruna, 2007). This moral component is a necessary part of work within the

1

The abbreviation SOSTP is used to refer to sex offender-specific treatment providers. These providers are usually
master’s level clinicians from a variety of mental health fields. These providers may also be doctoral level
psychologists.
2
The author defines a sex offender as a person who has been charged and convicted of a sexual offense.
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criminology field, since the main goal of treatment in this field is often to stop behaviors that
hurt or violate others. However necessary it may be to judge behaviors and work towards
stopping behaviors that hurt others, this difference has repercussions as to how treatment is
carried out in the two fields and in how the two fields developed culturally. An example of the
cultural difference is that mental health workers are often trained to empathize, listen, reflect,
and work with clients on client driven goals (Rogers, 1957). In sex offender-specific work
clients may or may not have goals to stop offending, but the work has to be focused on this
overarching goal, since the risk to society often outweighs client desires. Mental health
practitioners are often tasked with working with clients to manage their mental illnesses.
SOSTPs may be tasked with working with clients to manage their risk to reoffend (Marlatt,
1982; Laws, Hudson, Ward, 2000). Mental health practitioners often work with clients on life
optimizing behaviors. SOSTPs may also work in this direction, but sex offender clients may not
agree that stopping their inappropriate or criminal behavior is life optimizing. Mental health
practitioners tend to view their client’s presenting problem of mental illness as medical in origin,
and not as a moral choice. SOSTPs can be trained to focus on the criminal aspect of their
client’s behavior (i.e. the sexual offense) and accountability is an emphasis in this work (Ward &
Maruna, 2007). This does not mean that SOSTPs will not recognize the many factors that may be
influencing a sex offender’s offending behavior, but it can mean that the appreciation of a mental
illnesses effect on offending is overlooked. Holding clients accountable for their behavior can be
seen as more confrontational than most mental health work as well. These are just some of the
many ways that the sex offender-specific field and the mental health field differ culturally. I posit
that these differences have contributed to a lack of communication between the two fields at the
cost to both fields.
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In addition to cultural differences, a second factor that contributes to the lack of more
in-depth knowledge regarding major mental illness for SOSTPs is the fact that there are limited
resources available for SOSTPs on how to address the needs of individuals with severe and
persistent mental illness with sex offending backgrounds. In fact, if SOSTPs were to look for
guidelines on how to address the clinical and risk issues of seriously mentally ill sex offenders
(SMISOs), 3 they would find few resources that help them effectively manage this population.
With this gap in resources and training, there are two main sources that SOSTPs consult when
they need direction in addressing the needs of special populations within the sex offender
field: (a) the Association for the Treatment of Sex Abusers (ATSA) professional guidelines, and
(b) the sex offender-specific literature. However, neither of these paths offer much direction for
working with seriously mentally ill clients.
ATSA is an international organization dedicated to the dissemination of material and
resources for the prevention of sexual abuse. This organization has strict guidelines for
membership and accepts only clinicians and students if they have previously worked with sex
offenders, participated in training related to the sex offender-specific field, and can provide
references upon application. ATSA also provides general guidelines for the assessment,
treatment, and risk management of sex offenders (Association for the Treatment of Sex
Offenders, 2004). However, even this organization provides only limited guidelines specifically
addressing the mental health issues of sex offenders. As stated in the guidelines:
(1) “Members screen clients for mental or physical disabilities, major psychiatric
disorders, substance abuse, and suicide potential. These conditions may have to be
3

The author has chosen the acronym SMISOs to refer to individuals with severe and persistent mental illnesses.
These individuals include adults living with a psychotic disorder, or those with Bipolar diagnoses who are also
severely disabled as a result of their diagnoses (i.e., receiving or are eligible for state services as a result of their
diagnoses). For a more detailed explanation of this term please refer to Parabiaghi, Bonetto, Mirella, Lasalvia & Leese,

2006).
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dealt with before assessment or treatment for sexually abusive behavior is initiated
(pp. 16-17)” and
(2) “Members who work with special populations have additional training working with
these populations” (pp. 16-17).
The ATSA guidelines stipulate the importance of treating mental health issues first,
before beginning the assessment and treatment of any sex offender and the importance of having
additional training to help SOSTPs work with special populations. However, they do not
provide either resources or details on how to obtain this training nor how to approach treating a
sexual offender who has special needs (e.g., diagnosed with a severe and persistent mental illness
such as schizophrenia). ATSA might assume that this additional training already exists, or
perhaps that general training relative to mental health issues is adequate to address the needs of
SMISOs.
The second source of information available to SOSTPs looking to guide their clinical
practices with SMISOs is the sex offender literature to date. However, there are scant resources
to guide their work in this area. In fact, most treatment programs rule out individuals with severe
and persistent mental illness, leaving few programs that specifically work with this population
(Marshall, Fernandez, Hudson, & Ward, 1998). In surveys of providers both in the US and
around the world, little attention is given to SOSTPs who work specifically with SMISOs. For
example, the Current Practices and Trends in Sexual Abusers Management (The Safer Society
Foundation, Inc., 2009) is an annual survey given to sex offender treatment providers across the
United States; yet, none of the respondents describes their programs as geared towards
individuals with chronic mental illnesses. Marshall et al. (1998) provide additional information
on a variety of programs around the world that address the needs of sex offenders. However,
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none of the programs detailed in their book, address the needs of SMISOs. In fact, the majority
of these programs actually rule out treatment for individuals with chronic mental illnesses.
There are sex offender-specific treatment programs that are designed to work with
SMISOs (Guidry, 2001, 2004; Schwartz, 2004). However, these programs are designed
primarily for state services (i.e., Department of Mental Health, Department of Corrections; these
include both residential and non-residential programs). While principles associated with these
programs were used to inform the development of the present SOSTP training curriculum for
working with SMISOs, these models are not wholly transferable to the outpatient sex offender
treatment system. These programs will be discussed in more detail later in this paper.
The few available resources that address treatment for SMISOs do so in passing.
Houston and Gallow, 2008, discuss a program, based in the United Kingdom, which was
designed to address to treat sex offender with a variety of mental illnesses. They noted that it
had only a small percentage of individuals with severe and persistent mental illnesses (e.g., 14%
were diagnosed with schizophrenia, most were diagnosed with mood disorders such as
depression). Unfortunately, this review only offers readers a description of the program and an
example of assessment and treatment protocols for the program geared toward working with
SMISOs. This description is helpful to those seeking to understand what components of
assessment or treatment may be useful in working with SMISOs (e.g., “childhood experiences,”
“sexual development,” “mental health problems,” and “personality functioning” p. 12-20). These
factors are particularly applicable to SMISO individuals. However, this chapter does not give
specific assessment approaches or interventions to help SOSTPs appropriately manage their
clients.
Another resource is a book chapter entitled Mental Illness and Sex Offending (Berlin,
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Saleh, & Malin, 2009). It provides an overview of the Axis I, II, and III diagnoses from the
Diagnostic and Statistical Manual–Fourth Edition–Text Revised (DSM-IV-TR) of the American
Psychiatric Association (APA; 2000) associated with paraphilic 4 behavior. It also presents a
discussion of the systemic issues that arise when working with sex offenders with a host of
mental health issues. However, this source still offers no information specifically related to sex
offenders with severe and persistent Axis I disorders. In addition, its coverage of other mental
illnesses offers too broad a discussion to give community-based SOSTPs guidance relative to
structured interventions for their SMISO clients.
Based on a review of this literature, there appears to be a lack of sufficient, clear
guidelines that are devoted to the outpatient assessment, treatment and management of sex
offenders with severe and persistent mental illnesses from the primary professional organization
(i.e., ATSA), as well as a lack of literature or continuing education resources designed to assist
SOSTPs in making the best practice decisions for their outpatient clients with severe and
persistent mental illnesses. This is especially true for SOSTPs in a community setting (as
opposed to prison or jail, or state funded service settings). This paper presents a continuing
education training curriculum created to equip SOSTPs in the outpatient, community mental
health setting with the special skills needed to better address the assessment, treatment, and risk
management needs of SMISOs in the community. First, this paper will discuss how a lack of
resources for serving SMISOs is a problem for society at large; second, an overview of the
SMISO population based on available research will be presented; third, a literature review of
some of the current models used in sex offender treatment as well as treatment of SMISOs will
be provided; and lastly, a description of the curriculum and evaluation procedures for a
4

The author is using the word paraphilia to refer to DSM-IV-TR Paraphilic diagnoses, such as Exhibitionism,
Fetishism, Frotteurism, Pedophilia, Sexual Masochism, Sexual Sadism, Transvestic Fetishism, and Voyeurism
(American Psychiatric Association, 2001).
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curriculum developed specifically to train outpatient SOSTPs in the specific treatment of
SMISOs is proposed.
It is also hoped that additional training on working with SMISOs will help SOSTPs
continue to process and reflect upon their own attitudes and countertransference in working with
this population.
Why is this Gap in Training a Problem and Who is Affected?
As stated earlier, the sex offender-specific treatment field has overlooked the special
needs of sex offenders with severe and persistent mental illnesses and failed to provide enough
resources to SOSTPs regarding how to work with the SMISO population. There are four main
groups who have suffered as a result of this gap in training: (a) the chronically mentally ill sex
offender; (b) the mental health system that contains these individuals; (c) the society that
supports the inpatient hospitals, jails, prisons, and other resources geared at containing the
SMISO; and (d) survivors and potential victims of sexual assault.
SMISOs. The SMISO clearly suffers from this scarcity of treatment approaches directed
at working with these specific issues. The programs that do exist are often located in prisons or
state run hospitals making them not accessible to the larger community and they were not created
with the intention of training SOSTPs in the community (L. Guidry, personal communication,
November 23, 2009; Schwartz, 1998; The Safer Society Foundation, 2009). Without this
professional training, individuals with a severe and persistent mental illness, who are also sex
offenders, are likely not receiving treatment tailored to their specific needs. As such, they may be
at increased risk for reoffending and its consequences (e.g., hopelessness and incarceration; L.
Guidry, personal communication, November 23, 2009). Some benefits of a curriculum that could
equip SOSTPs in the community setting to work with sex offenders with severe and persistent
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mental illness are that more of these individuals could be served, the treatment could be more
effective, and the risk management needs could be better addressed. At the same time, if the
treatment needs of a SMISO is not sufficiently met, possible reoffending is a risk and with sex
offending behavior that could be incredibly detrimental to society at large.
Outpatient Community-based Mental Health Systems. The outpatient
community-based mental health systems that are currently working to contain and treat mental
illnesses in the community (i.e., community mental health clinics, group homes, and clinicians in
private practice, etc.) are not necessarily designed to address the needs of sex offenders with
major mental illnesses. The circumscribed focus of the mental health system does not
necessarily address the risk management needs of sex offenders, much less the specialized issues
associated with SMISOs. However, many clinics are likely dealing with individuals displaying
risky sexual behavior, hypersexuality, or paraphilic behavior, since these can be symptoms of
mental illnesses. Again, the risk of not working to expand the knowledge and skills of outpatient
providers around working with SMISOs is that the client or consumer reoffends. One major
benefit of a curriculum designed to teach basic skills involved with working with SMISOs in the
outpatient clinic is that treatment providers are likely to feel better equipped to deal with a
variety of sex offending behavior. Another benefit is that the treatment may be more effective
and therefore it may reduce the likelihood of reoffending. A third benefit is that a culture of
reflection and processing around countertransference issues can be established as a result of the
training in a given agency.
The Society. Inadequate treatment for the special needs mental health/sex offending
population may result in a decrease in public safety. Programs could lose funding, public
support, or be terminated based on a single high-profile case involving a chronically mentally ill
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sex offender. A continuing education curriculum could fill the gaps in training for SOSTPs and
could help SMISOs get the full array of services they require to recover and rehabilitate in order
to function optimally and safely in society. In addition, the curriculum could contribute to
increased public safety by improving the care and management of SMISOs in the community.
Another benefit is that good treatment could lower rates of recidivism and prevent potential
victimization.
Survivors and Potential Future Victims of Sexual Assault. In addition to the SMISO
individuals themselves, the systems that manage them, and the general public, other major
stakeholders in effectively treating SMISOs are survivors of sexual assault. This proposal
emphasizes that the prevention of sexual abuse is always the most important goal in sex offender
treatment. The sex offender treatment field was not developed to offer apologies or excuses for
the acts of sexual violence committed by sex offenders, nor was it created to garner sympathy for
these crimes. Instead, the sex offender treatment field exists because the early pioneers sought to
understand, stop, and prevent sexual violence. In this light, rape prevention can be seen as a
form of sex offender treatment and vice versa. As such, survivors of sexual abuse are the most
important stakeholders in any sex offender treatment. A curriculum designed to address a gap in
training within the sex offender treatment field, will directly benefit survivors of sexual assault
by preventing future victimization. Not only would a curriculum increase the knowledge and
skills of clinicians serving the SMISO population, but also it would help increase the number of
clinicians capable of working with SMISOs. This would make treatment not only more effective
but also more available.
Many segments of society would benefit from a curriculum designed to increase the
ability of SOSTPs to serve the assessment and treatment needs of SMISOs in the community.
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Such a curriculum and training could help prevent future victimization by optimizing the
treatment outcome of SMISOs. By training clinicians in outpatient, community settings a
curriculum training would also allow for treatment to be more widely available and increase
SMISO access to treatment.
Overview of SMISO Population
Sex offenders living with severe and persistent mental illnesses represent a small but
challenging portion of individuals charged with and convicted of sexual offenses. Some
researchers have estimated that as few as 0.3% of men charged with rape had a psychotic illness
(Henn et al. 1976). Other researchers (McElroy, Soutullo, Taylor, Nelson, et al., 1999) have
found that up to 83% of their sex offender study participants had struggled with an Axis I
disorder. However, the majority of these disorders were either substance abuse disorders (58%)
or mood disorders (36%). Raymond, Coleman, Ohlerking, Chistenson, and Miner (1999) found
high rates of Axis I disorders (lifetime rates of mood disorders were 67%) in their sample. They
also found that only 2.2% of their sample carried a diagnosis of a psychotic disorder while
another 2.2% of their sample carried a diagnosis of Bipolar Disorder. The above data would
suggest that while sex offenders have particularly high rates of general mental health issues,
most sex offenders do not struggle with lifetime psychosis or severe and persistent mental illness
(Smith & Taylor, 1999). More research is needed to fully understand the SMISO population,
since there have only been a handful of studies that even look at mental illness and sex offending
behavior (L. Guidry, personal communication, November 2009).
Equally noteworthy, there are populations of individuals who are not convicted sexual
offenders in the legal sense but who have problematic sexual behavior and have severe and
persistent mental illnesses. One example would be individuals who have committed illegal acts
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in institutional settings. This paper and the attached curriculum are not designed with these
individuals specifically in mind, in large part due to the additional complicating factors involved
with this particular group. One example of complicating factors might be the protection offered
by institutional setting who serve clients who sex offending while in residences. Had they
engaged in the same behavior outside the institution, they may have easily been convicted of a
sexual offense. Little published research exists on this population, however, those who have
mental illnesses and sexual behavior problems will likely share many traits with the SMISO
population.
As stated earlier, what is known is that, in the prison setting, about 4.4% of all sex
offenders have either a psychotic disorder or bipolar disorder (Raymond et al., 1999). According
to the DSM-IV-TR (APA, 2000), “the prevalence of Bipolar I Disorder in community samples
has varied from 0.4% to 1.6% (p. 385).” The DSM-IV-TR notes that about 0.5% to 1.5% of
adults worldwide have diagnoses of Schizophrenia; but the data are lacking on other psychotic
disorders, making prevalence difficult to estimate. It therefore appears that a slightly higher rate
of severe and persistent mental illness exists in both the community and in the prison sample of
sex offenders. But it is not known how many people would be sex offenders were they were not
protected by institutional settings within the mental health system.
Overview of Sex Offender-Specific Treatment Literature
Sex Offender-Specific Treatment Providers
The Safer Society Nationwide Survey (The Safer Society Foundation, Inc., 1986 – 2009)
is a survey conducted annually by the Safer Society Foundation. This project has collected data
from sex offender treatment sites across the United States and Canada and compiled the results
into a free online document. According to the 2009 Safer Society Nationwide Survey,
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approximately 75% of the programs that treat sex offenders are located in the community while
the other 25% are found in residential settings. Of the 75% of the community located treatment
programs, about 69-78% were in private practices (from the United States results). This means
that according to survey respondents, most of the treatment for sex offenders in the United States
takes place in outpatient private practice settings. Another 15% of the treatment for adult male
sex offenders takes place at community mental health centers.
The majority of respondents reported using treatment based on cognitive behavioral
theory (65%), while others reported using the relapse prevention theory (14%). Around 5% of
respondents reported using the Good Lives model (Ward & Maruna, 2007; Ward & Steward,
2003). Other models mentioned (in less than 3.1% of the cases) were: (a) multisystemic
therapy, (b) Risk-Needs-Responsivity, (c), self-regulation, and (d) psychodynamic treatment.
Many treatment programs reportedly integrate concepts from a variety of models.
Over the years many other models have been developed and used in treatment for sex
offenders. However, this dissertation focuses attention on models of treatment most frequently
mentioned in the above study and most commonly used today for the adult SMISOs. These
include: (a) the Relapse Prevention model (RP; Pithers, Marques, Gibat, & Marlatt, 1983), (b)
Cognitive-behavioral Therapy (CBT; Marshall, Anderson, & Fernandez, 1999; Williams, 1971);
(c) the Self-regulation model (SR; Ward & Maruna, 2007), (d) the Risk-Need-Responsivity
model (RNR; Andrews & Bonta, 2003; Ward & Maruna, 2007), and (e) the Good Lives model
(GL; Ward & Maruna, 2007; Ward & Steward, 2003). The curriculum developed in this paper
does include a problem solving tool from multisystemic therapy (MST), one of the most
frequently used community models in the Safer Society Survey (2009). MST is a treatment that
is intended for juveniles under the age of 17 (for more information see Letourneau, Borduin &
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Schaeffer, 2009). Due to the focus on adolescence this literature review does not cover MST
specifically. A brief overview of the roots of sex offender treatment and the treatment of sexual
deviancy is also provided before discussing each specific model.
Sex Offender Treatment
According to Laws and Marshall (2003a), sex offender treatment today is strongly rooted
in psychology and the early study of human sexuality and sexual deviancy. The authors stated
that as early as 1886, Robert Von Krafft-Ebing wrote a book entitled Psychopathia Sexualis,
which provided descriptions of deviant sexual behavior. A decade later, Freud discussed human
sexuality and theorized that many of his patients had been sexually abused (Laws & Marshall,
2003a). Researchers such as Von Krafft-Ebing apparently rejected Freud’s conjectures as did
many of Freud’s colleagues (Laws & Marshall, 2003b). Although Freud retracted this notion, it
at least pointed to the fact that human sexuality and sexual deviancy were being thought of and
investigated at the dawn of the field of psychology.
Since this time, there has been a subgroup of individuals who have worked to understand
sexual deviancy. These individuals have developed a number of different theories about the
etiology of sexual deviancy including what constitutes deviant sexual behavior. For example,
much of the early research focused on eliminating the “deviant behavior” of what is now
understood as non-deviant homosexuality. Eventually, in the second quarter of the 20th century,
behaviorism 5 became an important paradigm in the understanding and treatment of deviant
sexual behavior. Using concepts from behaviorism, clinicians used classical conditioning
methods to try and modify sexually deviant behavior (Laws & Marshall, 2003b). At the same
time, many of the states within the US enacted laws governing the sterilization of individuals
5

Behaviorism refers to a psychological theory that behaviors are learned through interactions with the environment.
Behaviorists belief that individual thoughts, feelings, and actions are all behaviors capable of modification. (Watson,
Tolman, Titchener, & Lashley, 2009)
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caught sexually abusing children or raping adults (Largent, 2007).
Sex offender treatment diverged from other forms of mental health treatment when
treatment became not only a psychological issue but a legal issue, as well. When a person is
sexually deviant and this deviancy impacts the human rights of another person (i.e., they rape,
molest, or expose themselves to any another person), it becomes a legal issue. In addition,
atypical deviant sexual behavior is in itself considered offensive or immoral to many individuals,
further complicating the psychological and legal issues involved in sexual offending. Because of
these issues, sex offender treatment has been influenced by and is imbedded in the criminal
justice field, as well as the mental health.
Cognitive Behavioral Therapy. To parallel the trend in general psychology in the
1970s, sex offender treatment tended to shift its focus from straight behavioral techniques to the
use of cognitive-behavioral techniques (Laws & Marshall, 2003b). Researchers and clinicians
alike began to realize the importance of addressing cognitive processes in working toward
changing their client’s behavior (Laws & Marshall, 2003b). In other words, researchers at this
time started to study the effects of working to sex education, increase victim empathy, or
increasing self-esteem in sex offenders, as well as addressing their deviant arousal patterns
through behavioral means. Also at this time, researchers began to realize the importance of
improving offender social skills and increasing offender arousal to appropriate situations or
individuals (Laws & Marshall, 2003b).
Cognitive-behavioral therapy in general views thoughts, behaviors, and actions as
interconnected (Beck, 1995). SOSTPs used this model to help their clients recognize core beliefs
and distorted cognitions that might impact offending behavior. These included areas like the
offender’s cycle of offending, their self-esteem, or their empathy for clients. Clinicians who
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applied this model focused on changing thoughts, emotions, and therefore actions after distorted
or dysfunctional cognitions are identified.
Relapse–Prevention Model. The Relapse–Prevention (RP) model grew out of the
substance abuse treatment field and the early cognitive behavioral therapy field (Marlatt and
Gordon, 1985). Marlatt and Gordon had been writing in the field of relapse and behavior change
prior to their 1985 book entitled Relapse Prevention: Maintenance strategies in the treatment of
addictive behaviors . The RP approach originally focused on behavior in general and was later
adapted for treatment of substance abuse. Pithers et al. (1983) adapted this model for use with
sex offenders. Their hypothesis was that, like substance abusers, sex offenders often re-offend,
and the focus of treatment should be on the relapse phase of offending and avoiding sexual
re-offense. The goal of RP is to help offenders identify the sequences of events that lead to
relapse. RP sex offender treatment focuses on five main areas: (a) accepting responsibility for
past offending behavior, (b) developing victim empathy, (c) learning their cycle of offending, (d)
identifying high-risk situations, and (e) creating a relapse prevention plan (Laws, 1989).
This model assumes that offenders will face high-risk situations that will require them to
mitigate their behavior and that offenders must learn how to recognize and avoid these
high-risk conditions. The RP model was one of the first treatment models to give individuals
specific strategies for in-the-moment interventions to help prevent relapse. In addition, it
intuitively made sense to most treatment providers, despite the fact that it ultimately did not have
positive empirical support (Cortoni, 2008). RP has more recently fallen out of favor in the sex
offender treatment field partially because of the lack of empirical evidence of its effectiveness
with sex offenders (Marshall & Anderson, 2006).
There was a time when RP was the standard of treatment for drug and alcohol use and
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abuse treatment; however criticisms of the model have led to its decreased use in both substance
abuse and sex offender treatment. Although this model provided straightforward, concrete
interventions to be used by sex offenders to prevent relapse, some experts in the sex offender
treatment field have criticized the emphasis in RP, on the relapse phase. In the 2000, book
Remaking Relapse Prevention: A Sourcebook (Laws, Hudson, and Ward (eds.), a variety of
authors in the field of sex offender-specific research criticize the usefulness of the relapse
prevention model as it was originally applied to the sex offender field using Marlatt’s (1985)
model. Critics question some of the basic tenants of RP (specifically the abstinence violation
effect or AVE, or the fact that working to prevent relapse perhaps should not be the target of
treatment) as well as the lack of outcome studies on the effectiveness of this model on sex
offenders. Additionally, how the model was applied to sex offenders has often meant changes in
the integrity of the model. For instance, in the addiction field, RP views a lapse as when a
person uses drugs or alcohol. In the sex offender field, a lapse has historically been viewed as
when a person engages in behaviors that may trigger sex offending (i.e. looking at pornography,
fantasizing about deviant sexual acts). These changes to the integrity of the model have been
questioned by some critics. Addictions treatment providers have also critiqued RP as applied to
substance abuse (Laws, Hudson, & Ward, 2000). In fact, Prochaska and DiClemente’s (1997)
research identified a process of change that is inconsistent with the RP model. The inconsistency
results from RP’s failure to consider motivational issues that influence relapse. In addition, the
RP model focuses on relapse when perhaps it would be more effective to intervene at other
points in the addiction cycle.
Self–Regulation Model. The Self–Regulation model (SR) of treatment was developed by
Ward & Hudson (2000), largely in response to the limitations of the RP model. As such, Ward
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and Hudson laid out four offense and relapse pathway goals associated with sex offending
behavior (Lindsay, Ward, Morgan, & Wilson, 2007). These included: (a) avoidant–passive, (b)
avoidant–active, (c) approach–automatic, and (d) approach–explicit. Avoidant–passive
offenders will seek to avoid sexual offending “but lack the coping skills to keep it from
happening (Lindsay, Ward, Morgan, & Wilson, 2007, p.38).” Avoidant–active offenders will
also work toward the goal of not offending, but as they attempt to control their behavior, they
end up using “ineffective” measures and this inadvertently leads to the behavior they are trying
to avoid (Lindsay, Ward, Morgan, & Wilson, 2007, p. 38). Avoidant offenders in general may
try to keep themselves from areas that they consider risky, or they may avoid looking at material
that could provoke arousal. Approach–automatic offenders will seek to sexually offend in
impulsive and unplanned ways. The approach–explicit offender will seek to sexually offend in
clear and planned ways. An example of this approach is an offender who seeks out jobs to work
with children because they are aroused by children. Today, the SR model laid the foundation
and is often used in conjunction with the Good Lives Model (Ward & Maruna, 2007; Ward &
Steward, 2003).
The SR model is largely an offense process descriptive model laid out to help explain
why individuals re-offend but it gives no suggestions for treatment (Cortoni, 2008). Unlike RP,
the SR model views offending as involving multiple dynamic factors as well as contextual
factors. One of the strengths of this model is that there is some empirical evidence to support the
idea of pathways to offending (Bickley & Beech, 2001; Lindsay, Ward, Morgan, & Wilson,
2006). In contrast to the RP model, the SR model recognizes that there are individuals who try
to avoid reoffending. It seems logical that the different pathways to offending might
differentiate treatment needs. However, because this model is conceptual rather than
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intervention-focused, it offers no treatment guidelines, nor does it suggest how the model might
impact treatment.
The Good Lives Model. The good lives model (GL) is a strength-based treatment
approach for sex offenders developed from a mental health rehabilitation model (Ward &
Steward, 2003). Unlike the other models presented here, the GL model was created specifically
for sex offenders but it can be and has been used within the general criminal population for all
types of offenders. It proposes that sex offenders share most of the characteristics, goals, and
needs of all human beings. In other words, contrary to popular belief, non-sex offenders and sex
offenders have a lot in common. This model is highly influenced by Shadd Maruna’s (2001)
work within the criminology field and his finding that those who have desisted from offending
have done so by creating more fulfilling lives.
This theory integrates biological, psychological, and social factors in its understanding of
sexual offending etiology. Unlike other models, the GL model assumes that sex offenders are
goal-directed and not normally focused on risk avoidance. The central idea behind this treatment
approach is to aid sex offenders in leading “good lives,” achieved by emotionally supporting
them and providing them with the skills and resources for obtaining social goods. Like the SR
model (also developed by Ward), the GL model includes the concept of approach and avoidance
goals. The primary goals involved in the model include: (a) knowledge, (b) excellence at play
and work, (c) spirituality, (d) inner peace, (e) relatedness, and (f) life, (g) excellence in agency,
(h) happiness, and (i) creativity.
This model defines knowledge as the seeking “wisdom” and information (Collie, Ward,
Gannon, 2007, 195). Excellence at play and work is defined as when one has “mastery” of their
experiences. Spirituality is defined as when people engage in the process of looking for meaning
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in their lives. Inner peace is defined as “freedom from emotional turmoil and stress.” The goal
of relatedness encourages individuals to seek positive relationships with family, intimate
partners, and friends. The life goal concentrates on emphasizing health and “optimal living.”
Excellence in agency defined as working towards “self-directed” behavior. The additional goals
of happiness and creativity are self-defined by the author (Collie, Ward, Gannon, 2007).
Many of the key concepts developed in the GL model were responses to the lack of
strength-based treatment in the sex offender-specific treatment models that preceded it.
However positive the GL model may appear, it is still a fairly new model and has not been
thoroughly researched and therefore lacks the empirical support to date (Cortoni, 2008). In
addition, many practitioners and researchers alike view it more as a model for increasing
motivation for treatment than as an actual treatment method itself (Cortoni, 2008). Critics of the
GL model say that it is too complex, while others criticize its seemingly
humanistic-psychodynamic conceptualization of sex offending behavior (Cortoni, 2008). In
addition, this model is essentially useful for higher functioning offenders or those who do not
also confront many external realities such as homelessness, residency restrictions, GPS tracking,
and a host of other less than ideal circumstances such as major mental illnesses (Cortoni, 2008).
Despite these criticisms, the basic spirit of the GL model is a useful frame for working
with all offenders, including sex offenders, and perhaps SMISOs even more specifically. The
GL model stresses the importance of the therapeutic relationship and empathy for the client. In
addition, its goal is to help sex offenders increase the extent to which they value prosocial goals
over antisocial goals and, thus create more fulfilling lives that do not include sexual offending
behavior. These goals reflect the values of the mental health field and therefore create a great
bridge between the sex offender-specific treatment and mental health fields.
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The models presented above do not address the complex and special needs of sex
offenders with severe and persistent mental illnesses. In fact, none of the models presented were
created specifically for the SMISO population. In their current forms, these models can be
challenging to apply to individuals diagnosed with severe and persistent mental illnesses who
might also struggle with cognitive limitations because some of the models require clients to be
able to think through their offending cycle, read, write, predict problematic situations, or be able
to identify high-risk situations. SMISO clients are likely to struggle with these skills because
they are limited by their mental illnesses (e.g., command hallucinations, disinhibition, poor
executive functioning in general, and lack of reading or writing skills). Many of these
individuals will also struggle with overall cognitive disorganization.
Risk–Need–Responsivity Model. The Risk–Need–Responsivity (RNR) model was
based in social psychology literature (Andrews & Bonta, 2006). It is principally influenced by
the larger, more general criminology field and has recently been embraced by the sex offender
treatment field (Ward & Maruna, 2007). The premise behind RNR is that treatment providers
must first identify the individual’s level of risk to reoffend, and then identify the treatment areas
that may prevent future offending or mitigate that risk, and finally, provide treatment that focuses
on those areas. RNR states that treatment providers should focus more of their resources on
higher-risk individuals who are more likely to reoffend.
Within this model, the concept of “risk” is defined purely as the statistical likelihood of
reoffending. Individuals are assessed based on static and dynamic risk factors and then treatment
intensity is appropriately matched to an individual’s criminogenic needs or dynamic factors
associated with risk. Dynamic factors are factors associated with risk for sexual re-offense and
may be amenable to change. They can include (a) positive and negative social influences, (b)
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capacity for relationship stability, (c) emotional identification with children, (d) hostility toward
women, (e) general social rejection, (f) lack of concern for others, (g) impulsivity, (h) poor
cognitive problem solving, (i) negative emotionality, (j) sexual drive/preoccupation, (k) sex as
coping, (l) deviant sexual interests, and (m) cooperation with supervision (Hanson, Harris, &
Helmus, 2007). These factors have been empirically identified as having an association with
sexual offense recidivism (Hanson et al., 2007).
Cortoni (2008) described the RNR model as one that focuses on shifting the balance of
behavior from criminal to noncriminal activities. Unlike RP interventions, offenders learn “how
to plan to handle” high-risk situations, rather than avoiding them, through role-playing and other
methods. There are empirical studies and meta-analyses that demonstrate the usefulness of an
RNR approach to reducing criminal recidivism (Hollin & Palmer, 2006b).
Sex Offender-Specific Programming and Severe Mental Illnesses
There are a few models identified in the sex offender-specific treatment field that were
created specifically for working with individuals with severe and persistent mental illnesses.
These include: (a) the MIPSB (mentally ill problematic sexual behavior) program operating out
of the State of Massachusetts which was at one point directed by Dr. Laurie L. Guidry (2000),
and (b) the JRI program, developed by Barbara Schwartz (2008), which is currently used in The
Justice Resource Institute out of the Massachusetts Treatment Center.
Mentally Ill/Problematic Sexual Behavioral Program. In 2000, the Department of
Mental Health (DMH) in Massachusetts initiated a program called MIPSB (mentally
ill/problematic sexual behaviors). This program was developed by Guidry (2000) in response to
the need for services for those with severe and persistent mental health issues and co-occurring
sexual behavior problems. The Massachusetts DMH, being responsible for low or no income
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individuals with mental health issues, saw the need for programming that addressed this specific
population. The MIPSB program serves three main groups: (a) non-adjudicated individuals who
had sexual violations in institutional settings, (b) those who have been charged but found not
guilty of sex crimes for reasons of insanity (NGRI), or (c) those that have served time in prison
for sexual crimes and are registered sex offenders with mental illnesses. This program primarily
serves males and individuals over the age of 18.
The MIPSB program was created with a network of residences at hand, provided through
the DMH. In other words, the program had access to group homes, shelters, and inpatient
hospital settings that are associated with the DMH. Clients are referred to the program, assessed
thoroughly, and then provided with pharmacological as well as individual and group treatment.
The key to the MIPSB program lies mainly in the assessment process. This process leads to a
report that often contains a full record review, collateral information, a clinical interview, and a
range of psychological measures, including a penile plethysmograph and other measures geared
towards determining deviant arousal patterns. The assessment also looks at individual risk
factors for reoffending with each client. The information and recommendations derived from the
comprehensive assessment is then used to create an individualized treatment.
The individual and group treatment provided in this model use three phases as well as a
Dialectical Behavioral Therapy group. Phase I of treatment focuses on social skill development.
This phase is important in allowing clients to feel comfortable and safe in sharing their life
histories and sexual behaviors. Phase II focuses more specifically on inappropriate sexual
behaviors and relapse prevention, while Phase III focuses on maintenance of treatment gains.
Clients are also involved in pharmacological treatment to help manage their severe and persistent
mental illnesses. The MIPSB does presently exclude clients who have high scores for
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psychopathy on Hare’s Psychopathy Check List (PCL; Hare, 2003).
This program has been quite successful in its ten years (L. Guidry, personal
communication, December 2010) . It provides clients with social skills, a team of clinicians, and
regular management of their specific factors associated with their own risk for a re-occurrence of
problematic sexual behavior. These clients often need case management in addition to clinical
interventions and the program provides this level of supervision.

It also allows clients to have

individualized treatment that really takes into account their past histories, their level of social
skills, and their mental health concerns. It assumes that treatment and management are possible
with even those suffering the severest mental illness.
Although this program seems to manage SMISOs well, it only works with SMISOs who
have access to the Department of Mental Health resources. It serves mainly individuals living in
group homes or inpatient settings. This means that it does not fully address the community’s
needs of providing this treatment for individuals who are community based and involved in
outpatient clinics.
Justice Resource Institute Program. Since the early 1990s, the Justice Resource
Institute (JRI) of Massachusetts has been serving the treatment and management needs of
sex-offenders who pose problems to other agencies (Schwartz, 2008). The JRI developed a
model for addressing the needs of females, males, adolescents, adults, mentally ill, and
developmentally disabled sex offenders. In addition, their model is also intended to work with
sex offenders deemed as psychopathic sex offenders. It even includes those individuals who have
not been charged or convicted of their sexual offenses, but display inappropriate sexual
behaviors. This model takes into account a person’s deviant arousal patterns (i.e., Are they
violent?; Do they groom victims?; How do they select victims?) and their functional
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impairment. These two concepts are seen as continuums and treatment is determined based on a
matrix that takes into account an offender’s level of deviance and level of functional impairment.
For example, Schwartz (2008) argued that those with higher level of functional impairment
should only receive individual therapy, while those with higher functioning should be in group
treatment as opposed to individual treatment. Treatment is, thus, individualized.
This model currently serves individuals with severe and persistent mental illness in
hospital and residential settings where there is a high level of supervision and care. Like the
MIPSB model it is not intended to work with individuals who are receiving treatment in the
community. In addition, it confounds those with severe and persistent mental illness with those
who have developmental disabilities. On the scale of functional impairment, the two groups are
lumped together and their treatment is presumed to be the same. Some individuals with severe
and persistent mental illness may make wrong choices because of their illnesses; however, their
mental illness may make them intermittently functional. In addition, many individuals with
severe and persistent mental illness can, in theory, benefit from a group dynamic where they can
practice their social skills.
This model does recognize that there are differences in treatment with sex offenders who
have specialized needs. It also provides a straightforward way to tailor the treatment needs of
SMISOs. In addition, this model asks practitioners to look at several domains such as past
trauma, family issues, and spirituality that are often overlooked in other sex offender treatment
programs.
After careful examination of the different treatment models for adult sex offenders, the
developed curriculum pulls from the Good Lives Model and the MI/PSB model in particular, to
train SOSTPs in an outpatient community setting (recognizing that both of these models
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integrate many concepts from other useful models). The following section will articulate these
tools into an integrative training program for sex offender treatment focusing on sex offenders
with severe and persistent mental illness. Due to its integrative nature, this program would
benefit beginning clinicians by expanding their skill and strategy sets, rather than circumscribing
them to a particular model, to the detriment of other valid, effective forms of treatment.
Methods
This paper presents a 7-hour continuing education curriculum to train beginning sex
offender-specific treatment providers (SOSPTs) working in a community setting. It teaches
participants how to assess, treat, and manage sex offenders with severe and persistent mental
illness (SMISOs). This curriculum adapts the Mentally Ill/Problematic Sexual Behavior Program
(MIPSB; Guidry, 2000) as well as concepts from the Good Lives Model (Ward & Steward,
2003) to address the previously stated gap in training. These two models were chosen because
they are easily integrated into mental health treatment due to their strengths-based nature and in
the way they align with the values and culture of the mental health field. In addition, since
strengths-based and client-centered work seems to have demonstrated efficacy in the outpatient
setting, it seems appropriate to integrate similarly valued sex offender treatment models (Hubble,
Duncan, Miller, 1999). The curriculum addresses three major areas of didactics: (a) the cultural
differences between the mental health and sex offender-specific fields, (b) necessary adaptations
to assessment, and (c) specialized treatment considerations. The curriculum was designed
primarily to train clinicians on how to work with individuals who have sexual behavioral
problems as part of their symptom presentation of a mental illness. However, even clinicians
working with a sex offender with an underlying paraphilia would likely benefit from such a
training.
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Who is Eligible to Attend the Training?
This curriculum is intended to train master’s or doctoral level clinicians who serve sex
offenders in community settings. These individuals would be clinicians or have clinical training
and not likely be probation officer or parole officers. The training is intended for SOSTPs who
have the following: a) a basic understanding of sex offender treatment (cognitive behavioral
treatment and the use of assessment) and, (b) some experience in working with sex offenders,
although this experience can be limited. It would be expected that participants could complete
an intake interview, run a group for sex offenders, be familiar with at least one model of sex
offender treatment, and be familiar with current trends in the field. This training is intended for
beginners in the sex offender-specific field, however, it may be relevant for individuals at all
level of training and experience.
Who Will Present the Curriculum?
Those qualified to present or teach the curriculum would have a master’s degree or
doctorate in a related mental health field (e.g., psychology or social work), and would have
experience working directly with individuals with severe and persistent mental illnesses. They
would also have to be well versed in sex offender-specific treatment field and with the current
trends in this field. It is important that trainers be able to solve problems on multiple levels if
presented with questions by the participants and having experience may be the best way to allow
them to do so.
Competency-Based Curriculum Development
Many psychological training programs have adopted a competency-based model in order
to develop and assess curricula for their students (Borden & McIlvried, 2010). Epstein and
Hundert (2002) defined competence as “the habitual and judicious use of communication,
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knowledge, technical skills, clinical reasoning, emotions, values, and reflections in daily practice
for the benefit of the individual and community being served” (p. 227). The concept of
competency comprises three areas: knowledge, skills, and attitudes. Each one of these is learned
and developed throughout the course of a training program. The SMISO curriculum was
developed using this model. The curriculum focuses on the following goals: (a) Expanding
participants' knowledge of options to meet assessment and treatment needs for SMISOs, (b)
improving participants' attitudes towards SMISOs during treatment, and (c) improving
participants' assessment and treatment skills when working with SMISOs. For a more detailed
explanation of the individual competencies within each of these areas please refer to Appendix
B.
The SMISO curriculum is a didactic program designed to be presented to a small group
of less than 12 individuals to allow participants to become competent through the learning of
knowledge as well as through the practicing of skills (learned through the group work).
Participants will also learn about attitudinal shifts that may be necessary to be more effective
with the SMISO population.
Effective Training
In addition to the competency training model, the curriculum incorporates ideas presented
by Fauth et al. (2007) on effective psychotherapy training. Fauth et al. described two main
components of effective training: “a (a) limited number of ‘big ideas’ and (b) psychotherapist
metacognitive skill development via experiential practice. (p. 385).” The authors also
recommended that any training take into account the culture of the group it serves. In the case of
the SMISO curriculum, I recognize the differences between the culture of SOSTPs versus the
culture of mental health providers. Fauth et al. also recommended that ongoing supervision in
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the area of training is necessary for effective and long-term integration of psychotherapy skill
development. The curriculum presented below will utilize the concept of having a few main
ideas as well as small group activities throughout the training to help participants internalize the
material.
Curriculum Description
The 7-hour curriculum to teach sex offender-specific treatment providers how to work
with sex offenders with severe and persistent mental illness is divided into three sections. Each
section is presented in Powerpoint format and consists of didactic as well as experiential group
activities. The first section will cover cultural differences between those in the mental health and
the sex offender-specific fields as well as an introduction to the SMISO population. This section
is approximately one hour in length. The second section covers adaptations to assessment. In
this section trainers will cover basic concepts in sex offender assessment as well as some of
specific assessment items that may improve understanding when working with those living with
severe and persistent mental illnesses. The goal of this section is to help participants learn tools
to assess for mental illnesses, including the assessment of additional needs of their clients with
severe and persistent mental illnesses as well as differential diagnostic issues that may arise. The
assessment section was developed to help increase effective screening for severe and persistent
mental illnesses as well as to address differential diagnoses issues. This part of the curriculum is
approximately two and a half hours in length. The third section covers adaptations to treatment
and management of SMISOs and is approximately two and a half hours in length. This section
will focus on treatment considerations and adaptations to help manage and work with individuals
with severe and persistent mental illnesses, and it will provide concrete tools for clinicians to
use. See Appendix C for the full curriculum.
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Before providing a description of each section, it is important to note that the training is
intended to have an informal atmosphere. The curriculum encourages the participants to ask
questions as the training unfolds and expects the trainer to adapt the training to the specific needs
of the participants. Because the trainer will collect information at the beginning of the training in
regard to what each individual would like to learn, the trainer will have the ability to skip
through some slides quickly and focus more time on other slides as necessary. In addition, the
training is intended be respectful of the knowledge of the participants. It is important that the
trainer note throughout that the participants have experience working with sex offenders and to
validate their experience and mental health, psychology, or social work graduate training. It is
also important that the trainer be able to provide examples, and display a lighthearted spirit while
conducting the training. I believe this is important to keep the participants engaged in the training
and the information.
Section I: Introduction
The introduction portion of the curriculum provides an overview of the SMISO
population. This includes limited data on sex offenders and mental illnesses, and basic
symptoms common in severe and persistent mental illnesses. In addition, this part of the training
covers the legal terminology specific to offenders with a mental illness (e.g., not guilty by reason
of insanity [NGRI]). The introduction also serves to help illuminate some of the cultural
differences between the sex offender-specific field and the mental health field. Participants are
asked to work in small groups as they consider and then verbally reflect on their personal
feelings about situations in a provided vignette (See Appendix D for vignette).
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Section II: Assessment
The second part of the curriculum focuses on assessing sex offenders with severe and
persistent mental illness. This part of the training is influenced by the Mentally Ill/Problematic
Sexual Behavior program (Guidry, 2007, 2008) as well as by The Good Lives Model (Ward &
Steward, 2003). Participants will learn about the following: (a) the consent process, (b) systemic
treatment, (c) assessment of severe and persistent mental illnesses and mental status, (d) and
strength-based questions (i.e., Good Lives’ focused, Ward, Mann, & Gannon, 2007). In addition,
the participants will learn about the advantages of using a risk assessment measure, as well as
some of the barriers to completing self-report measures or using penile plethysmographs with
clients who have mental illnesses. Participants will also learn the limits to assessment based on
training of the SOSTP.
Section III: Treatment
Section III of the curriculum focuses on teaching participants how to use the information
gathered in the assessment phase to help them individualize treatment for their SMISO clients.
This section starts off by presenting a treatment stance of working with SMISO clients that is
influenced by the recovery model of mental health treatment (Fischer & Happell, 2009; Warner,
2009). In addition, this part of the training focuses on consent issues, substance abuse issues,
trauma issues, and working with the client system. The third part of the training covers specific
interventions.
Curriculum Evaluation
In order to evaluate how well the curriculum improves competencies of its participants,
participants are asked to complete four self-report measures during the training. The first three
measures are given after each section is presented. Each includes the same questions: (a) What
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part of this section did you find most helpful in your learning process? (e.g., small group
activities, power point didactic, discussion and questions, references), (b) What part of this
section do you think could have been improved? (e.g., content, skills of presenter, small group
activities, etc.), and (c) What three things you will take away from this section and use in your
work? In addition, participants are asked to add additional comments at the bottom of the
anonymous evaluation.
The assessment takes approximately 5-7 minutes to complete and it covers how well the
curriculum was able to help each participant (Appendix E). At the end of training, participants
are asked to complete a self-report measure to assess the usefulness of the entire training
program (Appendix F). These measures will be used to improve future training curricula. For
instance, if the majority of participants respond that the small group activities were very helpful
and where most of the learning took place, then the training might be adapted to include more
time in small group activities. If, however, participants responded that they did not learn very
much from the didactic portion of the training, adaptations would be made to better address the
needs of the participants. This will allow the curriculum to be constantly assessed and changed
as needed. In addition, this process assesses the knowledge and attitudes learned by each
participant and serves to reinforce learning by asking participants to think about how they will
use what was learned in practice and what their main “take aways” were.
Discussion
This paper presented the development of a continuing education curriculum intended for
sex offender-specific treatment providers (SOSTPs) in the community-based mental health
setting who may serve sex offenders diagnosed with severe and persistent mental illnesses. The
population of SMISOs requires individualized and specialized treatment that is informed by both
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the sex offender-specific and mental health fields. However, currently there is scarce literature
that addresses the complex assessment, treatment, and management needs of the SMISO
population. In addition, the sex offender-specific treatment models that were created to address
sex offenders with major mental illnesses are not necessarily intended to apply in the outpatient
community mental health setting. The goal for those completing this curriculum training is to
improve their clinical effectiveness and better serve the needs of the SMISO population.
One of the limitations of the developed curriculum is that it is largely didactic. Research
on psychotherapy training has shown that this method is rather ineffective because it does not
“durably improve the effectiveness of psychotherapy” (Fauth et al., 2007, p. 384). What this
means is that, although it may improve training participant’s adherence to a model or theme
while participants are in training, in the long run it does not improve psychotherapists’
“effectiveness beyond the training period itself” (p. 384). According to Fauth et al., successful
training often has a component of the curriculum that occurs after the initial training has been
completed. This can be in the form of ongoing supervision focused on the area of training. This
curriculum does not include supervised training; however, it could easily be adapted to include a
supervision component. One way to remedy this limitation of the curriculum is to provide
ongoing consultation options to those interested after their training has ceased. In addition,
references for supervision with this particular population could be provided to interested
participants.
Another limitation of this project is that it was not developed based on an assessment of
treatment provider needs. As such, it covers a broad array of topics from basic mental illness
symptoms to systemic treatment. The training was created assuming that participants have a
broad background and some may not have any experience working with severe and persistent
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mental illnesses. This limitation caused the training to lack some depth in covering specific
issues with SMISOs. I have tried to provide some concrete examples of intervention strategies,
but recognize that this curriculum only touches the surface of treatment with SMISOs.
The evaluation design is limited in that it does not give a true idea of how much
participants learned in the curriculum. The easiest way to assess for learning would be to give a
pre- and posttest to participants or to observe and evaluate role plays of assessment or treatment
with SMISOs clients. I opted to refrain from both of these assessment options. I assume that
paying participants would not likely engage in the idea of having their knowledge evaluated in a
test format and that this might impede buy-in to the training. For this same reason, mandating
that clients participate in evaluated role plays would likely cause consent issues and undue stress
to participants.
Instead of the above options, I have opted to utilize evaluation procedures similar to those
used by universities to evaluate courses after their completion. These measures look at the
participant’s points of view exclusively, and, curricula are modified based on this information.
Although this project does have limitations, it also has many strengths that could serve
the field of psychology and the field of sex offender-specific treatment. First, the developed
curriculum provides basic skills to those learning how to work with severe and persistent mental
illness. Clinicians who work to develop these skills will likely better serve all clients as they will
be better able to identify and work with all levels of mental illnesses. Second, this project aims
to fill in a gap of training, and by doing so, provides the field with more competent practitioners
who can provide more comprehensive treatment to all offenders. This will positively impact
both society and the field of psychology. These two factors alone create reason enough to pursue
the training of SOSTPs to work with individuals with severe and persistent mental illnesses.
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Appendix A
Time Breakdown: Seven Hour Training
Introduction and Section I: One Hour
Introduction: 15 Minutes
Exercise: 15-30 Minutes
Section I: 30 Minutes
Break/Evaluation: 15 minutes
Section II- Assessment: Two and a half hours
Break/Evaluation: 15 minutes
Section III-Treatment: Two and a half hours
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Appendix B
Competencies that Participants Will Learn and Develop in Continuing Education Curriculum
Knowledge:
1. Participants will increase knowledge of severe and persistent mental illnesses.
2. Participants will be able to assess mental health issues as they pertain to sex offending
behavior.
3. Participants will be able to identify ways to work with the mental health system.
4. Participants will learn specific issues and concerns to assess with SMISOs.
5. Participants will be able to modify treatment to work with SMISOs.
6. Participants will learn to identify their own barriers to working with SMISOs.
Attitudes:
1. Participants will be able to incorporate appropriate attitudes about mental illness and
offending into their work with clients
2. Participants will be able to reflect upon their biases in regards to severe and persistent
mental illness.
Skills:
1. Participants will hone their assessment skills with role plays
2. Participants will hone their treatment skills with role plays
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Appendix C
Slide 1
Sex offenders with Severe and
Persistent Mental Illness:
Assessment, Treatment and
Management
Shawna Boles, MSW, MS
Antioch University New England 2011
1

Slide 2

Collect notes and read during first
break. Address at that point with
group. The goal will be to tailor the rest
of the training to the needs of this
particular group thus spending more or
less time on each slide given the needs
of the group.

What do you expect to learn?
• Please write down:

– What you would like to learn?
–What would be helpful for your
work?
–Are you currently seeing clients
with mental health issues?
2

Slide 3

Course Layout
• Section I Cultural Differences:
– Overview of sex offenders with severe and
persistent mental illness (SMISOs)
– Mental Health system

• Section II:
– Assessment

• Section III:
– Treatment and management
3
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Slide 4

Course Objectives
• Increased knowledge of serious mental illness
symptoms
• Improved assessment skills of SMISOs
• Strengthened skills to work with mental health
system
• Clarified attitudes about working with SMISOs

4

Slide 5
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SMISO- Severely Mentally Ill Sex
Offenders
I am intending this training to help
participants increase knowledge of
serious mental illnesses, as well as
increase knowledge of how to assess
and treat severe and persistent mental
illness.

Participants will also be honing their
assessment and treatment skills in role
plays, small group exercises, and large
group exercises.

Course Objectives Continued
• Improved skills to modify treatment to work
with SMISOs
• Explore ability to identify
barriers/countertransference involved in
working with SMISO population

5

Slide 6
Section I: Overview Of
Population
Percentages
Treatment Goals
Legal Terms
6

ASSESSMENT AND TREATMENT OF SEX OFFENDERS
Slide 7

DSM-IV-TR diagnostic system
Federal guidelines: Social Security- SSI,
Social Security Disability- SSDI

Severe and Persistent Mental Illness
Defined
• Axis I diagnosis such as a psychotic disorder,
Bipolar I that severely interferes with day to
day functioning and life skills
• Person qualifies for disability according to
federal guidelines- due to mental illness
• Person has long history of hospitalizations
based on mental illness
(Parabiaghi, Bonetto, Mirella, Lasalvia & Leese, 2006).
7

Slide 8
• Positive

Hallucinations, delusions
Agitation
Loose thinking
Mania
Grandiosity

• Negative
–
–
–
–
–

Psychotic Disorders: Schizophrenia,
Schizoaffective Disorder,
Schizophreniform Disorder, Brief
Psychotic Disorder,
Mood Disorders: PTSD, Bipolar I
Comorbidity: Depression, Anxiety, OCD,
PTSD, Trauma history, Drug and Alcohol
use and abuse, Life circumstance issues
(effects of leveling, etc.)

We see that this is a small percentage
of the offending population, now the
question is what does this look like?
How does a person present who has a
severe and persistent mental illness?

MI Symptoms
–
–
–
–
–
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Poor motivation
Concrete thoughts
Anhedonia (no pleasure)
Blunted affect
Poor hygiene
8

Slide 9

What does this tell us? It tells us that
many sex offenders will struggle with
some mental illness in their lifetime,
however, most will not struggle with a
severe and persistent mental illness.

Sex Offenders with Severe and
Persistent Mental Illness
• 83% of sex offenders carry an Axis I diagnosis
(McElroy, Soutullo, Taylor, Nelson, DeAnna et al, 1999)
• Majority are either substance abuse (58%) or
mood disorders (36%)
• 67% of sex offenders have lifetime rates of
mood disorders (Raymond, Coleman, Ohlerking, Chistenson, &
Miner, 1999)

• Same study: 2.2% have psychotic disorder,
2.2% have bipolar disorder
9
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What do the rates mean on the last
slide? “compared to what” Let’s look
now at the non-sex offender mental
illness rates. In general, the nonoffender and offender populations
seem to have similar rates for severe
and persistent mental illnesses.

Mental Illness in Non-Sex offender
population
• 1 in 5 or 20% of the non-offender population
has a mental illness according to the National
Institute of Mental Health
• The rates of bipolar and schizophrenia are
about 2% each respectively (DSM-IV-TR)

10

Slide 11

Paraphilias
•
•
•
•
•
•
•
•
•

Slide 12

Exhibitionism
Fetishism
Frotteurism
Pedophilia
Sexual Masochism
Sexual Sadism
Transvestic Fetishism
Voyeurism
Gender Identity Disorder

11

Complicating Factors
• MI and Substance Abuse
– According to the Journal of American Medical
Association (JAMA) 50% of individuals with a mental
illness have a comorbid substance abuse issue
(http://www.nami.org/Template.cfm?Section=By_Illness&Template=/Tag
gedPage/TaggedPageDisplay.cfm&TPLID=54&ContentID=23049)

• MI and Comorbidity with other MI
– Those with personality disorders have rates of
comorbidity of up to 60%- (DSM-IV-TR)

• MI and comorbidity with intellectual disabilities
12

Note on paraphilias: This is a listing
from the DSM-IV-TR. However,
underlying paraphilias can also be
present in an individual with a severe
and persistent mental illness. It is
possible that once a person is receiving
treatment for their mental illness, some
level of deviant sexual arousal may still
be present or may become more of an
issue. This is just another area to assess
thoroughly as a result.

Co-morbid or co-occurring…note to
clarify and define for participants
There is a clear link between substance
use and abuse and suicidality as well as
increased violence. According to Ilgen
et al, up to 70% of those seeking
substance abuse treatment have a
history of prior violence.
Just want to mention that someone
with a mental illness can have an
intellectual disability or a cognitive
impairment that adds to the complexity
of their presentation. This additional
factor should be assessed as it will
impact how treatment is carried out.

ASSESSMENT AND TREATMENT OF SEX OFFENDERS
Slide 13

Who are we leaving out of this
training?
• Many sex offenders have a mood disorder- we
will only discussing those with severe mood
issues like Bipolar issues
• We are not going to address Autism Spectrum
disorders and offending or other developmental
disabilities
• We are not going to talk about substance abuse
issues apart from those who have other severe
and persistent MIs
• We will also not address SMISOs with
psychopathy
13
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List off: Mild mood disorders, Autism,
Pervasive Developmental Disorder
(PDD), Substance abuse disorders, or
cognitive limitations. However, all of
these issues will often be secondary
foci of treatment with SMISO
population (comorbidity is high and
needs to be stressed).

Who we are leaving out?
• This training is also not specific to working
with men who have cognitive limitations, and
although some of the information is
generalizable there is more published on the
developmentally disabled/sex offender
population than on mental illnesses alone
• A good reference for this population is the
work by Blasingame, 2005
14
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“just one prong” of a multiple impact
strategy

SO Treatment Goals
• Sex Offender Specific Treatment should be
viewed as sexual violence prevention
• Primary goal of SO treatment is to prevent
future victimization
• This is not an apologetic strategy to avoid
responsibility-it is just one prong to help to
eliminate sexual violence

15
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Relevant Legal Terms
Competency to stand trial:
Dusky v. United States
“the test must be whether he (the defendant)
has sufficient present ability to consult with
his attorney with a reasonable degree of
rational understanding and a rational as well
as factual understanding of proceedings
against him…”
(p. 127, Petrila, Poythress, & Slobogin, 2007)
16
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Legal Terms
• There are additional forms of competency:
competency to confess, competency to plead
guilty, competency to consent to search,
competency to waive the right to counsel,
competency to be executed…etc.
• Mental State at the Time of Offense (MSO)
-Generally the US legal system believes in free will,
except on a rare occasion (NGRI)
-Statistics generated by state report low NGRI pleas
-Between 1-9% of referrals for mental health evals
receive NGRI findings (Petrila, Poythress, Slobogin,
2007)
17
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I will assume that participants are
familiar with these terms, however, I
am including these slides just to
provide a refresher)
Defendants need to understand the
nature of the charges against them, be
able to give relevant information when
they testify and to their attorney, be
appropriate in the courtroom. If client
was evaluated for trial, you should be
able to obtain evaluation for your
treatment if necessary.

For more information I refer people to
the book Psychological Evaluations for
The Courts (Petrila, Poythress, &
Slobogin, 2007). Keep in mind that
most people (90%) plea bargain instead
of going to trial. This is important to
note because you may have clients that
were mentally ill at the time they
offended, but they have accepted pleas
and reduced sentences rather than go
to court.
NGRI- Not guilty for reason of Insanitythis is based on state to state data
mostly from the 1990s which varies
widely.
Guilty but mentally ICC (?)
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Section I:
Cultural Differences

18
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Mental Health Culture
Mental Health

Sex Offender-Specific

• Client centered
• Often team managed
(psychiatry, social worker,
psychologist, possible group
home staff)
• Usually Voluntarily in
services
• Recovery focused
• Believe client is not
responsible for illness

• Community focused
• Often managed by
probation/parole, the
registry, maybe therapist
• Often mandated in services
• Risk management focused
• Believe client is responsible
for offence (or what brings
them to treatment)
19
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Mention Recovery Model, will discuss
further in treatment.

Mental Health Culture
Mental Health
• Treatment may be more
systemically focused
– Contact with group home
– Contact with family
– Contact with guardian

• Psychopharmocology is first
line of defense
• Structure is highly sought
after
• Clinician is often ally and
advocate for client

There are probably many reasons why
the sex offender literature does not
often address how to work with
individuals with severe and persistent
mental health problems. I believe part
of that has to do with the divide
between the culture of sex offenderspecific culture and the mental health
culture. To better understand this
divide I am going to spend some time
discussing mental health cultural
perspectives.

Sex offender-Specific
• Treatment is often group
focused
• Psychopharm is not always
considered
• Structure is highly sought after
• Clinician is often in role
confronting or calling client on
behavior/cognitions
20
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Many mental health professionals will
have a Recovery Model stance with
their clients. As a result, I am going to
present some ideas from this model in
order to help clarify some of the
differences.

Recovery Model Perspective
• Empowerment of consumers to overcome their
mental illness
• Working against adopting a helpless, “disabled
role” (p. 387)
• Research supporting this model has found that
those who work against the stigma of mental
illness and actively work to hold jobs and have
goals tend to have better outcomes than those
who do not
(Lippincot, Wilkens, & Williams, 2009)
21
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Recovery Model
• Embraces optimism about mental illness
• Includes peer support – interpersonal support
• Understand that people with severe mental
health diagnoses can recover and be capable
of relationship

Peer support can include having
consumers or clients involved in day
programs and groups that focus on
empowerment and development of
skills and creativity.

22
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SOSTP Perspective
• Clients can lie about offenses until confronted
with facts
• Clients may be used to “grooming” others to
get what they want/ therapist included
• Clients may be difficult to align with in therapy
• Clients may constantly make excuses for
behavior- minimizing
• Clients may deny their offenses despite
evidence and conviction
23

SOSTP- Sex offender-specific treatment
provider
Align: clients may have not empathize
with victims, clients may have
personality disorders or symptoms that
make alignment difficult
Excuses: clients may defend their sex
offending behavior
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I am referring to the second edition of
the book The Heart and Soul of Change,
originally edited by Hubble, Duncan, &
Miller, 1999.

Hybrid Stance
• Recognition that psychotherapy literature
states that the number one factor in creating
change in therapy is related to the alliance
between therapist and client (Duncan, Miller,
Wampold, & Hubble, 2009)
• All current sex offender models call for
clinicians to strive towards creating a good
therapeutic alliance
24
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Hybrid Stance
• Recognition that clients may not be fully
responsible for their crimes- although they are
responsible for their mental health treatment
• Maintaining systemic contact as well as a
systemic perspective is necessary
– Including the fact that some of your clients may
have guardians
– Involved families, non-offending relationships
25
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Hybrid Stance
• Maintain strength based perspective
• Orient treatment to client life goals
• Create positive goals to work towards rather
than behavior to try and prevent
• Involve community agencies and court
systems in collaborative rather way
• Increase training of all treatment providers so
that there is more access in community to
address needs
26

Responsibility may be seen as a
spectrum that is highly influenced by
different factors.
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GROUP ACTIVITY
Paired Group Activity- Discussion

27
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After group activity: I was hoping that
this activity would provoke you to think
about how you currently reacting to
clients based on the initial information
you receive and how your viewpoint
can change as you learn more about
how they came to be in this world. This
is an exercise around how information
can change how we view client
behaviors.

Reinforce main Ideas and then hand
out assessment forms, give additional
break if necessary.

Main Ideas
• SMISOs make up a small percentage of sex
offenders
• Comorbidity and dual diagnoses are common
with SMISO population
• Assessment is key to differential diagnoses

28
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10-15 minutes depending on time
Address participant questions
Provide Evaluation Forms from
Appendix E

Break
Evaluation
Address what participants want to learn
Questions

29
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Section II:
ASSESSMENT

30
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What is Assessment? Where did it
come from?

Word Origin of Assessment
• “to sit beside” from latin ad sedere- referring
to judge’s assistant whose job it was to assess
someone’s property and to tax accordingly
• Today: Assess someone and treat accordingly
(Merriam Webster, 2010)

31
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Assessment
• Assessment is an intervention, beginning of
treatment
• What type of assessments do you currently do
with your sex offending clients?
–
–
–
–
–
–
–

Risk Management Tools
PPGs
Self-Report Measures
Neuropsychological testing
Sexual Histories
CORI reports
What else?
32

What I learned from my training is that
Assessment is treatment, it is an
intervention in itself.
Most people use assessment to help
determine areas of focus or areas of
management for sex offending clients
Out of interest what are people using
for assessment?
Is there an assessment process?
Diagnostic interview or Intake process?
What areas would be helpful to you all
for me to address?
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Assessment Limitations
• Keep in mind that assessment is a process
involved in all mental health disciplinesespecially around DSM Criteria
• Limitations
– Sending clients out for psychological evaluations
– Sending clients out for dangerousness and risk
assessments if you do not trust your ability to use
these measures

33
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Assessment Basics/Intake
• Relevant Cultural Information (age, gender,
ethnicity, religion, LGBT)
• Family history/early history
• School history
• Work history
• Relationship history (including peer relationships)
• Children?
• Drug abuse
• Assault history
• Sexual offending behavior

(SOSTPs may be very familiar with
these concepts therefore provide slide
but it may not be necessary to read
over it) Relationship history includes
current intimate partner status.

34
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Additional Assessment Considerations
•
•
•
•
•
•
•
•

Consent Processes and Issues
Third party corroborations
Record requests
Additional Diagnostic considerations
Mental Health and substance abuse history
Trauma questions
Mini mental status examination questions
Good Lives' Assessment questions
35

We will be focusing on some of the
differences that SOSTPs may need to
consider when working with SMISOs.
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Consent Process
• Consent can take several sessions for client to fully
understand
• May need guardian consent to proceed with
treatment or obtaining records
• This is in respect to two major issues:
– Limitations of Consent
– The use of client records in future cases

• Ask client to repeat back limits of confidentiality
and consent in his own words
• Spend the essential time and effort at the beginning
36
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Consent Process Recommendations
• After going over the limits of consent, and
contacting necessary parties (guardians, etc.)
it may help to:
– Have client repeat back what was said to them
and assess for understanding
– You may have to read and explain with an example
how the limits apply
– If clients cannot accurately paraphrase what was
said to them, do not take that as consent for
treatment
37
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Limitations of Consent: if client
discusses past crimes for which they
have not been charged and they
mention the names of the clients and
the clients were under the age of 18 at
the time of the offense, clinician must
notify police.
If client is suicidal or homicidal
clinician must hospitalize, call crisis
team, notify police
If client discloses current abuseof minor, elderly, or disabled, clinician
must break confidentiality
If client becomes involved in
future court case for a charge in which
they have not been sentenced, their
records could be subpoenaed and used
against them in court

You may have to role play what consent
means. The word consent means that
you give me permission to do
something. Like if I say “do you give me
consent to talk to your probation
officer, it means that you allow me to
share personal information with your
probation officer.” If you say that you
give me consent to complete an
assessment that means that you allow
me to ask questions and to give tests
that can help me learn how you think.
What do you think about this idea?
Would you like some time to think
about it? Do you need me to explain it
again with better examples?
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Differential Diagnosis
• SMISO Concerns:

High rates of comorbidity and difficult
presentations
– Intellectual functioning can interfere with
proper diagnosis (memory functioning etc)
– Goal is to stabilize and return client to
highest rate of functionality
–

38
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Differential Diagnosis
• Considerations:
– Most parsimonious explanation for condition
– Conditions masked by other symptoms
(depression, anxiety)
– Assessment is Key

39
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DSM-IV-TR Diagnostic Criteria
• Bipolar I:
– Manic episodes necessary (elevated mood,
hyperarousal, grandiosity, delusions,
hypersexuality) examples of presentation with
SMISOs

• PTSD:
– Avoidance, emotional numbing
– Stress reaction can provoke sexual behaviors as a
way to de-stress
40
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The next few slides address major
differential diagnostic issues with some
of the main SMISO diagnoses.

ASSESSMENT AND TREATMENT OF SEX OFFENDERS
Slide 41

Diagnosis
• Schizophrenia:
– PDD- before age 3, absence of delusions and
hallucinations, speech differences
– Medical Conditions- physical exam/history
– Substance use- history (drug use or medication)
– Mood Disorder- psychotic features only during
mood disorder
– Schizoaffective- mood issues main concern,
delusions present for 2 weeks without mood issues
– Schizophreniform- time- between 1-6 months only,
no decline in functioning
41
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Differential Diagnosis
• Schizophrenia:
– Brief Psychotic Disorder- between one day and
one month
– Delusional Disorder- nonbizarre delusions,
absence of hallucinations, disorganized speech, or
negative symptoms)

42
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Differential Diagnostic Issues
• Delusional Disorder(erotomanic, grandiose,
jealous, persecutory, somatic, mixed,
unspecified):
– Mood Disorder with Psychotic Features- severity
of mood concern
– Shared Psychotic Disorder- only in context of
relationship

43
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Differential Diagnosis
• Bipolar I:
– Bipolar II-hypomanic versus manic episode (one or
more)
– Psychotic Disorders:
• Psychosis without mood disturbances
• Family history
• Mania has to meet criteria for manic episode

• PTSD:
– Flashbacks different than delusions or hallucinations
– Traumatic event is key
44
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Assessment Issues and Diversity
• LGBT : Let clients self-identify; often sexuality
is more complicated than these categories
• Ethnicity: Traditional values towards women
may impact view of offending
• Diversity: Another factor of stigma, along with
mental illness and sex offender status
• Religion: May be part of delusion- so assess
thoroughly
45
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Third Party Corroborations: Systemic
Viewpoints
•
•
•
•
•
•
•

Family
Peers
Probation
Other mental health workers
Psychiatry
Religious leaders
Mentors
46

LGBT: Example: client is sexually
attracted to adolescent men, but has
only been “in love” with adult females.
Healing: use of sweat lodges with
aboriginal populations as a healing
ritual
Proper assessment of client culture and
of areas of oppression and diversity can
help clinician create more effective
treatment plans and goals.
Religion: issues around grandiosity and
religiosity can be part of overall
delusional thinking. May need to
question client around their religious
views in depth. (give example)

Although this is common practice in sex
offender treatment, I would like to
reiterate that you may need to contact
other agencies or other people to get
more information about client or to
establish relationships for the purpose
of treatment…this is a common practice
in mental health work and it is often an
important one.
You will need consents to contact these
people, and you should discuss the
nature of your conversations with the
system with your clients, clarify what
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you will and will not be sharing and
what they are comfortable with you
sharing.
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Many of your clients come with some
information from their record in
regards to their offense and severe and
persistent mental illness. I suggest
gathering information about past
hospitalizations and offense
documents.

Record Requests
•
•
•
•
•
•

Inpatient
Hospital
Detox Centers
CORI
Past psychiatric
Pay special attention to mental health issues,
and noted inappropriate sexual history
47
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Diagnostic Considerations
• Substance use and abuse history (ages and
drugs of choice, sexual offending while
intoxicated?)
• Additional Axis II issues: Personality disorders,
intellectual disabilities (relationship history,
history of special education…)
• Comorbid mood disorders (sleep hygiene,
eating, affect, energy)
48

This is where we start to piece out dual
diagnosis or differential diagnostic
issues.
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Mental Health History
•
•
•
•
•

Family history of mental health issues
First diagnosis
First time in treatment
How many hospitalizations
How many medications and which ones, if
possible, with dosages
• Suicidal/homicidal history
• Symptoms reported
• What does “stabilized” look like for this client
49
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Interviewing Issues
• Some SMISOs could be at risk for
decompensation during interview process
– Sexual assessment could provoke more sexual
preoccupation
– Gathering history could trigger PTSD or trauma
reaction
– Stress could provoke increase in symptoms
– Could be caused by fatigue around interviewing as
well
50
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What you will want to do is use this
information to paint a picture of a client
who may have been influenced by
grandiosity, hallucinations, or delusions
to act inappropriately. It is important
to at least consider that these forces
may have contributed to client’s acts.
On the other hand, client when stable
may be more at risk to offend.
Assessment needs to consider whether
or not client has paraphilia while stable,
or whether client deviant sexual acts
are related to mental illness. This may
be gleaned from the record, from
interview, or from seeing client
stabilized with medication.
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Interview Considerations
• Important to understand client symptoms and
look for signs of discomfort or
decompensation
– Look for changes in mood states
– Dissociation
– Speech changes

• May have to keep interviews or treatment
short
• Be prepared to hospitalize client or provide
opportunities for them to take space
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Interview Considerations
• Client interviews may provide little accurate
information
• Suggest that you read records before
assessment process so you can gather client
perspective of certain events
• Client timelines may be inaccurate or
distorted – however even this is data on how
client organizes their narrative

52

Slide 53

I am not asking you to ask details
regarding client trauma so as not to
elicit decompesation. However, it is
important to understand whether or
not client has unaddressed trauma
issues.

Trauma
• Many sex offenders have been victims of
sexual trauma (although the majority of
victims do not become sex offenders)
• The majority of all offenders have been
physically abused
• History of sexual victimization, physical
trauma, neglect

53
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Trauma
• Statistics:
– Adult male survivors of childhood sexual abuse
(10-16% general population; 13-26% clinical
population)
– Individuals with developmental disabilities
(male and female- 26-83%)
– Adult male sex offenders (30-60% )
(Blasingame, 2005; Marshal, Laws, Barbaree, 1990)
54
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The trauma history of any individual
client is important for treatment. I just
want to give you an idea of what the
statistics look like around sexual trauma
and sex offenders. You may already be
aware of this information, but
sometimes it is good to have a
reminder of just how prevalent abuse
rates are.

Mental Status
•
•
•
•
•
•

Is person oriented to person, place, time
Suicidal ideation, intent, plan, and riskiness
Reality testing
Delusions and hallucinations
Paranoia
Command hallucinations
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The spirit is to find other ways for a
person to get their needs met in a
healthy way. This is a strength based
interview process.

Good Lives’ Questions
• Hobbies, social supports, strengths
• What do they put energy into during the day,
What do they value
• Who do they want to be like
• What characters do they want to be like- TV,
characters, movie characters
• Who do they look up to
• Have them describe person in detail
56
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Good Lives’ Problem Clusters
•
•
•
•
•

cognitive distortions
empathy deficits
social difficulties
emotional problems
deviant sexual arousal

57
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One quick assessment tool that can
help clarify issues quickly is the MST fit.
I am introducing this tool only because
it is easy and helps me visually
brainstorm while completing
assessments.

In Office Assessment Tools
• Multisystemic Therapy ‘Fits’
– Look for any potential causes or meaning behind
behavior or symptoms
– Identify potential reasons for each individual
cause
– Address accordingly in treatment
– Key here is to brainstorm broadly about anything
that could possibly cause the behavior

58
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Complete ‘fit’ with group that is more
extensive. Complete secondary ‘fit’
with group as well.

MST Fit
Desire for
affection

Early reinforcing
experience

Masturbates in
Public

No consequences

59
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Ask for a behavior from group and
operationalize to begin fit. Ask
participants to brainstorm things that
could cause behavior.

Large Group Activity of Fit
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Managing Risk
• Risk of recidivism or dangerousness is
important consideration in all criminal work
• Idea is to predict likelihood of future
victimization- (actuarial assessment)
• Measures
• Some look at factors associated with risk
• Others look at factors and use clinical
judgment
61
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There are a number of measures used
to formally assess risk such as the
Static-99R or the RSVP. Factors
associated with risk such as age, kind of
abuse, number of sex offenses, and
gender of victim. Clinical judgment
measures (RSVP) will also consider
history of abuse, or trauma, range of
deviancy and violence involved in
crimes.

Mention that scores on the PCL above
30 often indicate psychopathy that
needs to be addressed.

Managing Risk
• Self-report measures may present issues in
regards to:
– Reading skill level and vocabulary
– Disorganization
– Poor reporters (over or under report symptoms)

• Hare’s Psychopathy Check List (PCL)
– I am not addressing the needs of those who score
above a 30 on this instrument
62
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Managing risk
• Risk in mental health is associated with
behaviors that could end in hospitalization or
a person being a threat to themselves or other
• Risk Assessment
– Pay attention to additional risk factors for
decompensation such as medication compliance,
mental status, sleeping patterns, poor hygiene,
and mental health symptoms

73

Many risk assessments were not
created especially to deal with the
SMISO population. Therefore,
sometimes it may leave out some
considerations particular to this
population.
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Managing Risk
• May need to assess for level of supervision
and possible supports
• PPG
– Many medications can cause offenders to flat-line
or test below interpretable results

When considering risk, some providers
may choose to have client assessed for
deviant arousal by having a Penile
Plethysmograph- PPG- performed.
Psychiatric medication can interfere
with test results.
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Psychopathy vs. Mental Illness
• Psychopathy is not a disorder present in the
DSM-IV-TR, however, all psychopaths would
also meet the diagnostic criteria for Antisocial
Personality Disorder – it is a forensic
distinction
– Some characteristics include: criminal behavior,
manipulation, glibness, charisma or charm, lack of
intimate relationships or drive for intimacy, lack of
empathy or remorse, untruthfulness (Hare, 1993)
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Since I noted psychopathology, I would
like to spend a few slides discussing the
difference between the SMISO
population and psychopathy. This
training will not go into assessing or
treating psychopathy, however, I would
like to make the distinction between
psychopathy and mental illness.
Individuals that you work with may
have both issues, and yet the treatment
would differ if there is a level of
psychopathy present.
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Psychopathy vs. Mental Illness
• Individuals with severe and persistent mental
illness may have a level of psychopathy or
antisocial behavior
• SMISOs without this feature are more likely to
have sex offending or violent behavior as a
result of their condition or underlying sexual
drives- but not based on their inability to be
involved in a social group

74

If you have a real concern that you have
a client with psychopathic features I
recommend that you get a full
assessment of risk and that you seek
additional supervision or training in
how to address these issues.
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•
•
•
•
•

Looking for increase in symptoms. May
take a while to learn base-line versus
decompensated mental health status
for each client. Early detection and
treatment lead to better outcomes and
prognosis. (Harrigan, McGorry, Krstev,
2003),

Decompensation and Mental
Health

Sleep changes
Eating changes
Delusional content, hallucinations
Bizarre content
Self reported or apparent increase in deviant
sexual thoughts
• Mood changes in general
• Hyper/Hypo arousal patterns- restlessness
67
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Assessment Issues
• Keep in mind that many individuals who have
institutionalized backgrounds may be carrying
inappropriate diagnoses or wrong information
in their files
• Ongoing assessment is important since mental
status can change rapidly
• Individuals may not be able to sit down for 3
hours to complete an extensive assessment
68

On point three: you may need to work
with client for small chunks of time (1530 minute intervals) to gather
information.
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Assessment Issues
• Clients may have inaccurate information in
their record that keeps following them as well.
• May need to gather assessment information
from third party if interviews are not accurate
or are skewed by mental illness
• Best to warn client about some of the type of
questions you will be asking (I will be asking
you some very personal questions about your
sexual history)
69
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Small Group Activity
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Assessment Main Ideas
• Assessment is an intervention and the
beginning of treatment (Guidry)
• True consent is important
– Recovery Model Stance
– Guardian
– Possible Legal Considerations

71

Have participants look at vignette and
problem solve what they would want to
assess and how?
When group returns to large group, ask
individual small groups to add one
comment about a problem area that
they would like to know more
about…go around the room in this way
and track responses relative to the
assessment shown previously.
Appendix D
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Assessment Main Ideas
• SMISOs may have additional factors to assess:
– Mental Health History
– Hospitalization/institutionalization history
– Trauma Issues
– Systemic Involvement

• Risk assessment is important but there are
caveats
• Mental Status is important- because clients
should be stable to be able to begin treatment

Actuarial measures give group data that
is often normed on non mentally ill sex
offenders. Debates are ongoing as to
the use of predicting future risk and
how this informs treatment of the
individual client as well as public policy.
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Assessment Main Ideas
• Assess for strengths in order to use in
treatment / engagement process

• Assessment is an ongoing process constantly
informed throughout treatment as well

73

Slide 74

Refer to Appendix E for form

Evaluation
Questions
Break
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Section III:
Treatment
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Now we have an idea of who SMISOs
are and what types of issues we need
to look at to properly treat them…We
may have a PPG, forensic records,
hospital records, or police reports.
Now what do we do?

Treatment
• Setting the stage for treatment
– Psychiatric resources
– Systemic consents, releases of information
– Emergency contact information, crisis phone
numbers
– Safety is established via assessment process

• Working hypothesis
– Mental illness contributing to sex offense or not
– Issues that may need to be addressed
76
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Referral Issues
• Cognitive limitations (need for
neuropsychological assessment referral?)
• Delusions that may interfere with group
dynamics (or paranoia that may interfere with
group dynamics)
• Substance abuse options (refer out,
probation/parole contacts, drug test, etc.)
• Client may actually not remember offending,
may prevent other clients from discussing
openly
77

Do you need to refer out? Do you need
to get more information? Do you have
the contacts to work with this person?
Will you need additional consultation
or supervision to help manage?
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Treatment Stance
• Goal of work with client is to help them lead
as normal a life as possible (Ward & Brown,
2000)
• This goal assumes that they will not reoffend
(which is a secondary goal- since “normal”
assumes no sex offending)
• Focus on what they will work towardsachievement goals
• Support effort, motivate change
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Treatment Stance
• Client is responsible for their mental health,
build sense of ownership in mental health
• Model confidence in client’s ability to change
• Rehabilitation is possible
• Reinforce value of therapy relationship
• Empowering clients to take charge of their
mental health will provide better outcome
– Stress re-empowerment
79

Slide 80

Treatment Adaptations: Laying the
Groundwork
• Working with Psychiatrist or Prescriber is key
– Medication for psychiatric concerns as well as for
sexual hyperarousal
– Complex issues around addressing sexual
concerns and mental illness
– If you cannot find prescribers who have
experience in working with these issues refer
them for consultation or to articles on subject
(provided in references)
80
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We talked earlier about a stance
towards treatment with sex offenders
that takes into account their mental
illness. I believe that the recovery
model and the Good Lives Model share
similar stances towards clients.
GLM focuses on approach goals- not
avoidance goals- hence the positive
frame of the goal. This means what will
they work towards?
Last point- DBT assumption: Clients are
doing the best they can, but still need
to change.
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Treatment Adaptations: Laying the
Groundwork
• Create Feedback System with other providers
– Schedule regular phone calls and track
– Schedule regular meetings as necessary
– Implement behavioral checklists and have them faxed
daily or weekly to your office
• Developed based on client problem:
– i.e. masturbated in public, maintained appropriate hygiene,
attempted to touch female staff sexually,

• Keep both negative and positive behaviors in view
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You want to establish a feedback loop
with providers. Part of this feedback
loop is to allow clinicians to have an
idea of client’s daily behaviors (neg. and
pos.). This will better allow clinicians to
identify and track treatment goals.

– Implement system to have updates faxed to your
office regularly (HIPPA compliant)
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Treatment Adaptations: Laying the
Groundwork
• Safety Planning:
– Check thought content, orientation regularly
– Assess suicidality/homicidality as needed
– Assess hygiene- which can be an indication of
mental status
– Discuss safety/emergency plan with providers and
client BEFORE it becomes a problem
• Who will be contacted and how
• Under what conditions hospitalizations may need to
occur
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Small Group Activity: Behavioral
Checklist for Providers/ Safety Plan

83

Just jot down the information you
would want on the paper provided.
Please take 15-20 minutes to complete
this task. (after 15-20 minutes) Large
group question: Each group please list
a concern or behavior you would want
to track…Then ask large group if they
have anything else that they would like
to add. Appendix D

ASSESSMENT AND TREATMENT OF SEX OFFENDERS
Slide 84
Section III: Treatment
Adaptations
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Everybody has their own treatment
protocols and ways that you carry out
treatment. I am assuming that you are
looking to tailor what you already do to
your individual client with a severe and
persistent mental illness. As a result, I
am not going to teach you how to carry
out treatment, but instead how to
make adaptations to what you already
do…and possibly add some suggestions.

Groups: Will client learn? Will they
contribute?

Targeted Treatment
• Medication: nearly all of your clients will
benefit
• Groups: may not be tolerated by all clients.
– Can client maintain concentration for group
setting
– Can client tolerate discussion that may trigger
trauma response
– Does client attitude interfere with group work
– Can your groups be tailored to meet client’s
individual issues

• Individual treatment
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Stages of Treatment
• Many sex offender programs have different
phases or stages of treatment (GL, MIPSB, etc)
• 1. Therapeutic relationship and safety and skill
building (consents, motivational issues,
psychoeducation, assessment, relationship
forming, basic grounding techniques)
• 2. Targeted treatment of identified issues,
continue skill building
• 3. Maintenance of treatment gains, ongoing
support of client needs
86

There are three major tasks that should
take place in therapy with SMISOs
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Individual Treatment
•
•
•
•
•
•
•

Consent to treatment, limits of confidentiality
Motivational Issues
Psychoeducation
Medication
Safety and Therapeutic Alliance
Systems Networking
Skill building
– Particularly coping and social skills

• Trauma
• Substance abuse issues
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Going over consents and limits to
confidentiality are a normal process
that we all go through with clients.
However, there are some differences
when working with SMISOs.

Consents/Limits to Confidentiality
• Guardianship and ability to give consent
• Consent for treatment means understanding
limits of confidentiality
– Subpoenas could implicate clients if they admit
any crimes for which they have not been tried
– Intent to harm anyone (self or others)
– Past abuse (sexual or otherwise) of person under
18

• Conversation about what type of information
you will be sharing with probation or service
providers
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Motivational Issues
• Motivational Interviewing has many good
techniques for addressing motivation
– Pros/Cons lists of behaviors (i.e. drinking vs. not
drinking)
– Listing of client values (look for what animates
client) and juxtapose to behavior in question
• “You want to be a good father but you say that you
have not had contact with your kids in six years”

– Use of reflection and not a lot of questioning
89

Assessment should provide you with
information about what motivates
client to allow clinician to best work
towards client health based on client’s
overall motivation. Who is familiar
with MI? (if a large amount of people
raise hands then go over slide, if not,
then discuss the change process in the
Transtheoretical model:
precontemplation, contemplation,
preparation, action, maintanance.
Discuss importance of clinician to work
with client based on where client is at
in the change process, recognizing that
client needs to be ready, willing, and
able to change.)
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Psychoeducation
• Mental Illness
• Answer questions if they have any
• Signs of decompensation
–
–
–
–
–
–
–

Sleep
Eat
Mood
Energy
Increase voices
Paranoia
Hygiene

• Empower clients to look for their own symptoms and
teach these to clients
• May have to provide psychoed to system as well
(family, probation)
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Once you have your client motivated to
work, you may need to provide some
psychoeducation on their mental
illness. From my experience clients will
often think that they are “crazy” but
not fully understand their mental
illness. Just as you may be used to
finding triggers to offending- it will be
important for client to see their own
signs of decompensation and to learn
how to identify some of these early
signs.

Negotiating the Therapeutic Alliance
(Saffran & Muran, 2000) is a good
resource for learning in vivo ways to
address relationship in therapy.

Therapeutic Alliance
• Brief Cognitive Therapy (Safran & Muran,
2000)
• Alliance makes up to 40% of client change
across treatment models (Duncan, Miller,
Wampold, & Hubble, 2009)
• In vivo work with clients around relationship
– Pointing out Just Noticeable Differences
– Asking “what just happened there?”
– Use own feelings to help move work along
91
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Safety
• Trauma and creating safe space for clients
• Grounding Techniques to help establish safety
– Have clients list out three things they can see,
touch/feel, hear, smell in environment to prevent
disassociation
– Safe place exercise- describe a safe place in detail,
close eyes, breath, sit comfortably
– Have client feel something tangible (like a pen )
and describe with senses
– Create lists of pleasurable activities for clients
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Task analysis: picking nose, what does
this mean? Sticking finger up nose. try
to replace with appropriate behavior.
What can you substitute instead?

Skill Building
• Many models address skill deficits (DBT, CBT,
GLM, etc.)
• Work through planning, predicting, practicing,
and repetition
• Teach in small steps
• Concrete skill building opportunities (safe place,
grounding techniques, “I” statements etc.)
• Reinforce skill at end of group or individual
treatment and use several times within session
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Skill Building & Support
• Work with systems to create prompts for
client to use skills (prompt when angry, sad, in
need of affect regulation)
• Use of phone – call you when need to talk
through situation, problem solve, vent
• Use of calling supports- identify and build into
plans
• Identify qualities in movie or tv characters
that client would like and problem solve (what
would Rocky do in your situation?)
94

Note on last piece: Concrete not
abstract- clients may not be able to
discuss abstract concepts like love.
GLM depends on the ability to think
abstractly. Discussing qualities of real
people or characters from movies or
television is often possible with this
group.
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Treating Trauma
• Some trauma treatments are contraindicated
for severe and persistent mental illnesses due
to the possibility of decompensation (EMDR)
• Trauma treatment is necessary for some
offenders, however this work is only possible
if clients have enough affect regulation skills
and resources to be effective
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Substance Abuse
• Drug Testing
• Probation/Parole requirements
• Psychiatry aware of issues- due to drug
interactions
• Risk issue, focus of treatment if using/MI to
improve motivation
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Groups
• Reading and Writing
– Group work cannot be dependent on literacy

• Adaptations
– Some clients may need longer period to establish
safety before they disclose history
– Ask client to repeat back instructions or questions
in their own words- if you fear they did not
understand
– Ask clients to give their own examples to
internalize lessons and skills
– Role plays are important for internalizing skills
97

Repeating back: Remember these
individuals are adults so one way to do
this is to say- Can anyone tell me some
of the main points covered today?
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Groups
• Adaptations
– Adjust language to fit all group members abilities
and understanding (simplify language if necessary)
– Instead of staying “pathways to offending” you
may want to say “things that make you manic” or
“paranoid” – name symptoms
– Clients may not be able to retain information in
one weekly group- reiterate at end of group and
beginning of next group

98

Slide 99

Groups
• May have to draw pictures to help visual learners
• Disclosures can cause problems
– Trauma triggers with abuse history
– Can cause decompensation

• Denial issues
– Client may honestly not remember offending

• Delusions
– Delusions may enter into conversations in group
• Reality testing
• Individual treatment discussions
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If you have access to one, use them.

Case Management Support
• Help carry out some of the contact and
systems work / while clinicians provide the
treatment
• Can coordinate all systems involved
• Help with transportation, housing issues as
well
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Mentor
• There are some programs which provide mentors
for their clients
– COSAS out of Canada is one such program that
successfully uses mentors with sex offending clients

• If you have access to such resources, make
certain to establish safety protocols
– Meet in public
– Look at history of assaults
– Make sure client is stabilized psychiatrically

• This is a good option for teaching social skills to
client in vivo
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Collaborative Strategies

• Work to psychoeducate court systems and
probation around mental health needs of
client
• Work to psychoeducate group homes or
families on sex offender needs of client
• Explain work as sexual violence prevention- to
increase buy-in
• Create feedback loop- as discussed earlier to
help supervise client
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Often times courts and probation
services are looking for face valid
factors to address in therapy- victim
empathy etc. These are not associated
with increased risk for recidivism- but
are face valid. Other concerns, like
therapeutic alliance are not face valid
and yet have favorable outcome. These
issues may need to be explained.

Refer to Appendix D for group activity
Small Group Work: Identify Clients
and work as consultation group
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Treatment Summary
• Treatment should have a
psychopharmacological component
• Treatment will have to be tailored to the
developmental and cognitive levels of clients
• Treatment should use systemic level- case
management support
• Client’s current mental status, substance
abuse, and past trauma should all be targeted
in treatment (risk factors for this group)
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Treatment Summary
• Other Important Treatment Domains
–
–
–
–

Social skills training
Psychoeducation
Safety
Alliance

• Recognize that treatment should focus on
empowering clients to take care of mental health
issues
• Find client strengths and points of motivation,
work with these factors to help push treatment
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Closing remarks, Appendix F for
evaluation
Questions
Evaluation
The End
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Appendix D
Skills Training Activities
Section I: Paired Activity
Get a partner and consider your personal reaction to this vignette.
The focus of this exercise is your personal reaction, your gut feelings, and any concern you may
have if this client were referred to you.
The goal is to be nonjudgmental and let your mind reflect upon and play with the thoughts that
emerge.
Level One
Reflection:
Charlie is a 44 year-old Caucasian man who was referred for sex-offender specific
treatment following his release from prison. Charlie has recently become a level three sex
offender who was incarcerated for 20 years. He was charged and convicted of indecent assault
and battery of a female stranger in an alley.

Take five minutes to discuss your reactions: Physical reactions on your part, initial thoughts,
intuition about example.
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Level 2
Reflection:
Charlie has a history of paranoia and bizarre delusions. He was first treated for this
condition at the age of 16 when he would expose his genitalia to strangers around his small
community. He would often believe that strangers found him sexually attractive and was picked
up by police several times for exposure. At this time Charlie was never charged or convicted of
any sexual crimes, but was returned to his home. His parents were warned to “keep an eye on
him,” but he was never put into counseling or given consequences for his behavior. One of
Charlie’s main symptoms is his tendency towards grandiosity when his mental illness is poorly
managed.

Take 5 minutes to think and discuss this new information in regards to Charlie.
How does this additional information change the way you view Charlie?
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Level Three
Reflection:
Charlie reports that he was physically abused as a child by his mother, father, and
grandparents. Charlie denied sexual abuse but did report significant bullying in school, and
school reports mentioned that he was “caught giving oral sex” to another male student. Although
the information is unclear, it appears that Charlie may have been forced into this interaction. He
also shied away from discussing any sexual encounter that occurred within the prison stating, “I
don’t want to talk about that right now.”
Charlie has a sixth-grade education and quit school at the age of 15 (after being held back
several times). He has limited reading ability and poor comprehension skills.
On the night of the recent attack and sexual assault, Charlie was drunk and was without
sleep for three days following a manic episode. Earlier in the day he was described by witnesses
as “parading around” and masturbating in public. While in a grandiose state, Charlie believed
the woman he assaulted found him sexually attractive and “wanted” to have sex with him. He
was found guilty of indecent assault and battery only after several weeks of working to get him
stabilized on medication so that he could be competent to stand trial. After his competency was
restored Charlie took a plea bargain rather than go to trial.

Take a few minutes to process your reactions.
In what ways did your reaction to Charlie change? What new information influenced your
reaction? Describe what information enables you to empathize with the Charlie’s situation
without condoning his behavior?
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Section II: Small Group Activity—Assessment Activity
Juanpe is a 33-year-old male referred for treatment after serving two years in prison.
This sentence was a result of a series of sexual assaults on the subway that occurred in one
day. Juanpe has never before been in therapy, and he started to receive medication in the
prison setting where he was diagnosed with a mental illness. It appears that Juanpe will
sometimes talk to himself and that these conversations often do not often make sense.
Juanpe also believed that he was “initiating” the women he assaulted into his religion. He
believed that the women were “given” to him by God and that they were his for the taking.
Juanpe has been medicated for a period of time and now knows that he was mentally ill when
the crimes occurred. During the sexual interview Juanpe revealed that he has sexually
assaulted women in the past, he has had sex with two dogs, and he tends to get aroused by a
wide variety of situations.
Juanpe no longer believes that he has been given women, but he still believes that he and
God have a “special relationship.” Juanpe lives in a group home, but is independent and can
come and go as he pleases. Juanpe has no work history, lives on disability, and goes to
church regularly. He has two brothers, whom he is close to and whom he sees weekly.
Juanpe has been compliant with all of his parole requirements and seems to be interested in
sex offender treatment.
Juanpe is insightful and smart, despite his delusions. He is easily redirected, but
sometimes will go on about his religious beliefs. Juanpe enjoys reading and writing.
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Please answer the following questions about the above vignette:
1. What information is missing? What do you want to know more about?
2. What do you believe the diagnosis would be for this client? If you do not know, what
types of questions do you need to ask him?
3. What is your hypothesis for this client’s behavior? (Is it related to his mental health
concerns? Is it related to deviancy? What questions would you ask to tell the difference?)
4. Can you imagine what assets and skills this client would need to develop in treatment to
lead a better life (a Good life)?
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Section III: Behavioral Checklist for Providers
David is a 55-year-old African American male who currently lives in a group home
setting. David was incarcerated for rape of a minor 14 years ago and served the full sentence.
David had a drinking and drug abuse history prior to his incarceration. He has a current
diagnosis of Schizophrenia Paranoid type. Recently, David has been having issues at his group
home, during which, in the evening, he will walk around without pants. This behavior tends to
scare the night staff. In addition, David will sometimes display poor hygiene which is often an
indication that he is on the verge of decompensation. At his home, David’s other behaviors
include discussing sexual relationships with and asking inappropriate questions to staff. Staff is
also concerned that he may be asking people in the community inappropriate questions as well.
Other group home residents have discussed the fact that David may again be using alcohol.
Although he is no longer on parole or probation, you would like to know if he is using regularly
and would appreciate any information on this topic.

Please write down what behaviors you would want to track on a weekly basis.
Please develop a simple behavioral checklist that could help you identify any drug/alcohol use,
signs of decompensation, and inappropriate sexual behaviors so that you can best treat David.
Also, please identify any safety concerns that you may have, and what you would do to address
them.
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Appendix E
Assessment of Section 1
This section of the training introduced the topic of working with individuals with severe and
persistent mental illness who are also convicted sex offenders. In addition, it discussed the
differences between the mental health and the sex offender fields of study and treatment.
What part of this section did you find most helpful in your learning process? (e.g., small group
activities, power point didactic, discussion and questions, references) You may name more than
one factor if multiple factors were helpful in your learning process

What part of this section do you think could have been improved? (e.g., content, skills of
presenter, small group activities, etc.)

Name at least three things you have learned from this section (e.g., “take aways”)?

Please rate how likely you think you are to work with individuals with severe and persistent
mental illness after attending this section (1- not at all likely, 10- very likely).
1---2---3---4---5---6---7---8---9---10
Please rate how helpful this part of the training has been towards your overall understanding of
working with individuals with severe and persistent mental illness who are sex offenders.
1---2---3---4---5---6---7---8---9---10
Please put additional comments on back of this paper. Thank you for your participation in this
evaluation.
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Appendix E
Assessment of Section 2
This section of the training discussed assessment considerations and some recommendations as
well as adaptation of existing models of sex offender treatment.
What part of this section did you find most helpful in your learning process? (e.g., small group
activities, power point didactic, discussion and questions, references) You may name more than
one factor if multiple factors were helpful in your learning process

What part of this section do you think could have been improved? (e.g., content, skills of
presenter, small group activities, etc.)

Name at least three things you have learned from this section (e.g., “take aways”)?

Please rate how likely you think you are to work with individuals with severe and persistent
mental illness after attending this section (1- not at all likely, 10- very likely).
1---2---3---4---5---6---7---8---9---10
Please rate how helpful this part of the training has been towards your overall understanding of
working with individuals with severe and persistent mental illness who are sex offenders.
1---2---3---4---5---6---7---8---9---10
Please put additional comments on back of this paper.
Thank you for your participation in this evaluation. The information used from this measure will
go toward improving future training.
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Appendix E
Assessment of Section 3
This section of the training presented treatment options for individuals with severe and persistent
mental illnesses who are also sex offenders.
What part of this section did you find most helpful in your learning process? (e.g., small group
activities, power point didactic, discussion and questions, references) You may name more than
one factor if multiple factors were helpful in your learning process.

What part of this section do you think could have been improved? (e.g., content, skills of
presenter, small group activities, etc.)

Name at least three things you have learned from this section (e.g., “take aways”)?

Please rate how likely you think you are to work with individuals with severe and persistent
mental illness after attending this section (1- not at all likely, 10- very likely).
1---2---3---4---5---6---7---8---9---10
Please rate how helpful this part of the training has been towards your overall understanding of
working with individuals with severe and persistent mental illness who are sex offenders.
1---2---3---4---5---6---7---8---9---10
Please put additional comments on back of this paper. Thank you for your participation in this
evaluation. The information used from this measure will go toward improving future training.
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Follow-up Assessment
Have the three main areas discussed in the training led to positives changes in your work?
If yes, what specifically have you incorporated in your work, based on the training?
If no, why do you think this is so? (e.g., was it not applicable, was it nothing new,etc.)

How has your assessment process changed when working with possible mental illnesses?

How have you worked to incorporate mental health culture into your work?

How have you begun to utilize some of the treatment strategies for the SMISO population
including working with the mental illness first, and sex offender issues second?

Would you recommend this training to your colleagues?
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If yes, why?
If no, why not?

What do you think would help you to effectively use the information presented in the training?
(e.g., additional supervision on the topic, additional future training, book recommendations,
consultations regarding the population)

Looking back do you have any recommendations for this training to improve its content or
delivery?

Thank you for your participation in this evaluation. The information used from this measure will
go toward improving future training.

