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Abstract 

The current research investigated the behavioural manifestations of dynamic risk factors 

and their change over time through three studies. Both of these important issues contribute 

to decision-making throughout sexual and non-sexually violent offenders’ incarceration. 

In Study 1, participants were members of Australian and North American organisations 

for registered psychologists. Through an online survey, 34 participants generated 

examples of predicted behavioural manifestations of dynamic risk factors and their 

prosocial equivalent behaviours for incarcerated sexual offenders. Risk factors were 

drawn from two established sexual offender risk assessment instruments: Risk for Sexual 

Violence Protocol (RSVP) and Violence Risk Scale: Sexual Offender version (VRS:SO). 

Results revealed that psychologists could identify potential behavioural manifestations, 

with various degrees of ease. For instance, more manifest dynamic risk factors were 

identified than prosocial equivalent behaviours, which may be attributed to the custodial 

context where there is an emphasis on risk and punishment. Study 2 was a preliminary 

validation of the Satisfactory Behaviour Rating Guide (SBRG), which was subsequently 

used in Study 3. The SBRG was developed to assist determination of satisfactory 

behaviour for Corrections Victoria, Australia, and ultimately to guide parole board 

decision-making. Participants were sexual and non-sexually violent incarcerated 

offenders. This study evaluated whether caseworkers’ (custodial officers’) ultimate 

behaviour rating of participants (Satisfactory, Of Minor Concern, or Of Major Concern) 

corresponded with official records (e.g., institutional misconducts), within each of four 

behaviour categories. Results revealed that at the group-level, ratings of satisfactory 

behaviour were associated with behaviour in custody. At the individual-level, there were 

discrepancies between custodial officers’ overall ratings and offenders’ behaviour 

reflected through misconducts. Custodial officers seldom rated offenders as ‘Of Major 

Concern’. The results from Study 1 provided the basis for developing a behavioural 

checklist, which was implemented in Study 3 as one of four measures to evaluate change 

in sexual offenders’ behaviour in a custody-based treatment program. The additional 

three measures were: pre- to post-treatment psychometric measures; Treatment Gain: 

Short Scale; and, the SBRG. The four measures included offender self-report and 

observations from custodial officers and therapists. Despite inconsistencies between 

group- and individual-level results, overall, changes in dynamic risk factors were 

observed using the different measurement approaches through treatment. Both 

participants and custodial officers reported an increase in positive behaviours across all 
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four RSVP domains. There was less consistency in the changes observed within negative 

behaviour (manifest dynamic risk factor) domains. The most common results from the 

psychometric measures revealed participants were either already in the functional range 

pre-treatment or remained in the dysfunctional range post-treatment. Treatment Gain 

scores varied across participants, while the majority of SBRG ratings were Satisfactory. 

Overall, there was limited consistency between the four change measures, which suggests 

diverse methods of measurement (e.g., offender self-report, custodial officer 

observations, and therapist perspectives) will likely produce different information and 

this needs to be considered when determining whether offenders have changed and 

whether dynamic risk factors persist. Overall, these three studies provide an in-depth 

understanding of behavioural monitoring and change measurement in custody and reveal 

the complexity of these tasks. The challenges associated with using multiple change 

measures were observed and the benefit of evaluating individual-level change was 

highlighted, through exploration of the discrepancies between group- and individual-level 

changes. Limitations of the current research are presented, in addition to future directions 

for research in this field. 
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Chapter 1: Literature Review 

The focus of this thesis is the observation and assessment of sexual and non-

sexually violent offenders’ dynamic risk factors in custody, and the methods by which 

change in behavioural manifestations of these risk factors can be measured. The current 

chapter will provide a review of the relevant extant international literature, primarily 

concentrating on sexual offenders. 

1.1.1 Overview 

This chapter will commence with an outline of the incidence and prevalence of 

sexual offending, and its widespread impact. The far-reaching impact of sexual 

offending necessitates the implementation of interventions to reduce its prevalence. 

Custody-based intervention for sexual offenders will be discussed, including the 

effectiveness of treatment programs and the difficulties faced in this evaluation process. 

The development of treatment programs requires an understanding of theories of 

offender rehabilitation. A key theory, which forms the foundation of significant research 

and clinical practice to date, is the Psychology of Criminal Conduct (Andrews & Bonta, 

2010). This theory underpins the Risk-Need-Responsivity principles (Andrews, Bonta, 

& Hoge, 1990), which are crucial in the understanding of risk assessment and change 

measurement. The review will subsequently focus on risk factors, including both static 

and dynamic factors. The assessment of dynamic risk factors has received much 

attention; in order to effectively assess these factors, it is crucial to have an 

understanding of what exactly is being assessed. There is ongoing debate amongst 

researchers and clinicians in relation to the conceptualisation of dynamic risk factors 

(Beech & Ward, 2004; Douglas & Skeem, 2005; Heffernan & Ward, 2015; Mann, 

Hanson, & Thornton, 2010; Ward, 2016; Ward & Beech, 2006). More recently, there 

has been an increase in the focus on protective factors in addition to risk factors, such 

that a more holistic assessment can be made in relation to offenders’ changing risk of 

recidivism over time (Lösel & Farrington, 2012; Monahan & Skeem, 2016; Polaschek, 

2017; Serin, Chadwick, et al., 2016).  

It is important to assess the presence of, and changes in risk factors while 

offenders are incarcerated, to gain a thorough understanding of offenders’ risk of 

recidivism. This is of critical importance for offenders being considered for release into 

the community. However, this assessment process is challenging in the custodial 

context. The custodial environment is more structured than in the community and 

offenders are faced with different situations, interactions and triggers; additionally, 
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there may be an absence of offending targets. The expression of incarcerated offenders’ 

risk and protective factors may be altered as a consequence of this environment; 

therefore, the relevance of the expression of these factors in custody, for the assessment 

of their level of risk in the community, must be determined. Further, behavioural change 

over time in custody must be observed and assessed to assist in the evaluation of change 

in risk of recidivism. Processes involved in monitoring and measuring behaviours in a 

custodial context will be discussed, focusing on the behavioural manifestations of 

dynamic risk factors and the ways in which behavioural change can be effectively 

measured. These issues are important for the identification of offenders’ ongoing areas 

of need, and for prediction of future criminal behaviour. Ultimately, these assessments 

should be considered when determining an offender’s likelihood for future violence and 

thus suitability for release to parole. At the conclusion of this chapter, the aims and 

hypotheses for the three studies within the current research will be described.  

While part of this thesis relates to non-sexually violent offending, the focus is 

predominantly on sexual offending. Therefore, this chapter presents a review of the 

literature pertaining to sexual offenders. A brief review of non-sexual offender literature 

will be provided. 

1.1.2 Incidence and Prevalence of Sexual Offending 

There are different methods by which to calculate the extent to which sexual 

offending is present in the community; for instance, the number of reported offences, 

the number of victims reporting to police (which could include multiple offences), the 

number of offenders charged (which could similarly include multiple offences), and the 

number of offenders whose charges resulted in convictions. The terms incidence and 

prevalence are at times used interchangeably; however, their definitions are distinct. 

Incidence refers to the number of separate victimisations, or incidents, perpetrated 

against people within a group during a specific time period. Prevalence refers to the 

number of people within a group who are victimised during a specific time period, such 

as the person’s lifetime or the previous 12 months (Wiseman, 2015).  

It can be difficult to measure and compare the prevalence and incidence of sexual 

offending between jurisdictions, due to the differences between methods of calculation 

as described above. Further, the definition of sexual offending differs between 

jurisdictions (Wiseman, 2015). In 2013, the definition was modified in the United 

States, such that the term “forcible” was removed from the offence name of rape. 

Across jurisdictions in the United States, 160 per 100,000 individuals aged 12 and older 
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reported rape/sexual assault to the National Crime Victimisation Survey in 2015 

(Truman & Morgan, 2016). Based on data from the Federal Bureau of Investigation 

(FBI), the rate of rapes known to law enforcement, using the revised definition, was 

40.4 per 100,000 individuals in 2016 (FBI, Crime in the United States, 2016). In the 

United Kingdom, prevalence data are also collected; however, it is reported in a 

different manner, which limits direct comparisons. The most recent estimates from the 

self-report module on intimate violence in the Crime Survey for England and Wales 

revealed that in the year ending March 2016, 2.0% of males and females aged 16 to 59 

reported experiencing sexual assault (Office for National Statistics, 2017). In this 

period, there were 106,098 police recorded sexual offences (Office for National 

Statistics, 2017). However, there was no available information regarding the rate, which 

this number represented. 

There are a number of challenges associated with the different calculation 

methods in relation to ascertaining the true prevalence of sexual offending. Not all 

victims of sexual offences report these offences to police. For instance, according to the 

Australian Bureau of Statistics’ Personal Safety Survey in 2016, 87% of women who 

reported in the survey that they were the victim of a sexual assault by a male in the 

preceding year, did not report these offences to police. Further, some sexual offences do 

not have identifiable victims (e.g., child abuse material offences); therefore, the number 

of victims cannot be accurately determined.  

Of the victims who do report offences to police, not all offences result in charges 

against the alleged offender; in addition, offenders who are charged do not all receive 

convictions. The New South Wales Bureau of Crime Statistics and Research reported on 

the progress of sexual offences through the criminal justice system in 2015. The 

statistics were separated into offences against children aged 0 to 15 and offences against 

victims over the age of 16. Of the 6571 sexual offence incidents involving a victim 

between 0 and 15, which were reported to New South Wales police in 2015, 35.1% 

were dealt with within 180 days of reporting. Criminal proceedings were commenced in 

40.7% of these incidents. Out of the offenders who were charged and appeared in court, 

62.8% were found guilty of at least one sexual offence. The parallel statistics for 

victims aged 16 and over are as follows. Of the 4373 sexual offence incidents reported 

to New South Wales police, 35.1% were dealt with within 180 days of reporting. 

Criminal proceedings were commenced in 51.9% of these incidents. Out of the 

offenders who were charged and appeared in court, 53.5% were found guilty of at least 
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one sexual offence. These statistics highlight the potential for the underrepresentation of 

the incidence and prevalence of sexual offending.  

The most recent Australian statistics available at the time of writing in relation to 

the number of victims of sexual offences, were from police records between January 1 

and December 31 2016. These statistics were reported by the Australian Bureau of 

Statistics for each Australian state and territory. Although the most recent available 

information was from different time periods in Australia compared with internationally, 

on average in Australia, the prevalence of sexual offending is lower than that reported 

internationally. The Australian statistics are described below.  

In New South Wales, there was a total of 113.8 per 100,000 individuals who 

reported that they were victimised in 2016. This statistic includes both male and female 

victims of all ages. The rates across other Australian states and territories ranged from 

64.6 per 100,000 individuals (Australian Capital Territory) to 154.2 per 100,000 

individuals (Northern Territory). Another difficulty with the comparison between rates 

of reported victimisation and offenders’ contact with police is the different time periods 

during which the data are gained. Whereas the victimisation data were provided within 

the calendar year, the police action data were gained across the financial year. There 

were 30.7 per 100,000 individuals in New South Wales who were dealt with by police 

between 1 July 2015 and 30 June 2016 (i.e., the offender was cautioned or charged 

during this reference period, while the offence might have been committed earlier), in 

relation to sexual offending. The range across all states and territories was between 21.8 

per 100,000 (Tasmania) and 74.9 per 100,000 (Northern Territory). Putting this statistic 

in context of offending overall in Australia, there were 1918.1 per 100,000 offenders 

dealt with by police in New South Wales during this time period. 

1.1.3 Impact of Sexual Offending 

Despite the difficulties measuring the incidence and prevalence of sexual 

offending, and its relatively low base rate compared with general offending, it is clear 

that globally, sexual offending has far-reaching consequences and is of particular 

concern to the general public, media and for crime policy development. The impact of 

sexual offending on both child and adult victims can be experienced through short- and 

long-term psychological, emotional and physical effects. The following information 

about the short- and long-term effects of sexual abuse was accessed from the Rape, 

Abuse and Incest National Network, and the Canadian Resource Centre for Victims of 

Crime, with empirical data to follow. The short-term effects for both children and adults 
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can include: feelings of shame or guilt; denial; minimisation; poor understanding of 

boundaries; mistrust of others; isolation; somatic problems; anger or sadness; inability 

to stop thinking about the assaults; nightmares; self-harm or suicidal ideation; substance 

abuse; mood disorders; and, Post Traumatic Stress Disorder. The long-term effects can 

include: ongoing anxiety; poor physical health; sense of helplessness; persistent fear; 

depression; sleep disturbance; flashbacks; withdrawal/isolation; relationship difficulties; 

and, paranoia.  

The majority of children who are sexually abused will be moderately to severely 

symptomatic at some point in their life (Hornor, 2010). Short-term effects of child 

sexual abuse have included the development of inappropriate sexual behaviour 

(Beitchman, Zucker, Hood, DaCosta, & Akman, 1991). More recent research has also 

indicated that sexualised behaviour was persistent two years subsequent to detection in 

48.4% of victims, such that childhood sexual abuse increased the relative risk of 

persistent sexualised behaviour problems by 3.29 times (Ensink et al., 2018). Further, 

sexually abused children have demonstrated higher levels of peer victimisation (Hébert, 

Langevin, & Daigneault, 2016); however, causality could not be inferred from the data 

as it was cross-sectional rather than longitudinal.  

Prior research has been conducted in relation to the consequences of childhood 

sexual abuse for adults, with results indicating that it is related to negative outcomes in 

various domains of adult functioning, such as education, employment, offending, 

relationships, and parenting (de Jong, Alink, Bijleveld, Finkenauer, & Hendriks, 2015). 

Research has suggested that victims of childhood sexual abuse were more likely to 

experience cumulative adverse psychiatric and behavioural problems compared with 

individuals who were not victims of abuse (Papalia, Luebbers, Ogloff, Cutajar, & 

Mullen, 2017). Various studies have been conducted using a sample of 2759 victims of 

childhood sexual abuse in Victoria, Australia (Cutajar et al., 2010a, 2010b; Ogloff, 

Cutajar, Mann, & Mullen, 2012; Papalia et al., 2017). Papalia et al. (2017) demonstrated 

that more than half (52%) of victims experienced longer-term problems in one or more 

of the following domains: mental health problems; offending; further victimisation; or, 

fatal self-harm. The rate of psychotic disorders was significantly higher among victims 

of childhood sexual abuse compared with their peers (Cutajar et al., 2010a). Further, a 

lifetime record of contact with public mental health services was found in 23.3% of 

victims compared with 7.7% of control participants, with childhood sexual abuse 

estimated to account for approximately 7.8% of mental health contact (Cutajar et al., 
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2010b). Ogloff et al. (2012) reported that 23.6% of the childhood sexual abuse victims 

had a recorded offence as an adult, compared with 5.9% of participants in the control 

group. Although causality cannot be concluded, Papalia et al. (2017) suggested that the 

results indicated sexual abuse was a particular risk factor for co-occurring adverse 

experiences if it occurred during adolescence, defined as ages 12 to 16 years. 

Not only do the victims suffer as a result of sexual offending; victims’ family and 

friends may also experience similar reactions such as fear, guilt, self-blame and anger. 

In addition, the community in which the victim resides might be affected (e.g., schools, 

workplaces, neighbourhoods, campuses, and cultural or religious communities), 

evidenced through fear, anger or disbelief. There may also be financial costs to the 

community through medical services, criminal justice expenses, crisis and mental health 

services fees, and the lost contributions of individuals affected by sexual violence. More 

generally, “sexual violence endangers critical societal structures through climates of 

violence and fear” (Impact of Sexual Violence Fact Sheet, National Sexual Violence 

Resource Center, 2010). 

Public perceptions of sexual offenders are generally poor; it has been argued that 

perceptions are exacerbated by ‘sensationalistic journalism’. For instance, Levenson, 

Brannon, Fortney, and Baker (2007) reported that participants in their study, who were 

members of the general public, appeared sceptical about the value of treatment in 

preventing recidivism, were concerned that sexual offence rates were rising, and 

perceived sexual offenders as more likely to reoffend compared with other types of 

offenders. Participants held punitive attitudes towards sexual offenders such that they 

recommended an average of 39 years in custody and 42 years on probation; the mode 

was 99 years, which the authors noted was the highest number that would fit in the 

spaces provided in the survey. The public tends to support laws and policies 

implemented with the intention of protecting the public, despite research suggesting 

such policies have limited effect on sexual offender recidivism (King & Roberts, 2017). 

These authors suggested that if public opinion about sexual offending is informed by 

misconceptions, there should be processes in place to educate the public and policy 

makers on the reality of sexual offending and victimisation. They reflected that more 

evidence-based policies might result in more informed decisions regarding risk of 

sexual victimisation. 
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1.1.4 Role of Treatment 

Due to the widespread adverse consequences of sexual offending, there is strong 

social and political pressure to help victims and prevent sexual recidivism (Dennis et al., 

2012). In England and Wales from 2012 to 2017, the number of reported sexual 

offences increased by approximately 162% (Office for National Statistics, January 

2018). This upwards trend has also been observed in Australia. According to the Bureau 

of Crime Statistics and Research, in New South Wales, over the five years to June 2017, 

the incidence of recorded sexual offences increased by approximately 3.45% (New 

South Wales Recorded Crime Statistics Quarterly Update, June 2017). Although it is 

challenging to make a direct comparison between jurisdictions due to the differences in 

measurement described previously, and the lack of clarity surrounding some of the 

statistics provided internationally, this widespread increase in reported incidents of 

sexual offending highlights the importance of ongoing research into the implementation 

of effective intervention and assessment of risk for sexual reoffending.  

The role of intervention is to prevent sexual recidivism by known sexual 

offenders, in order to maintain community safety. There are various forms of 

interventions, which can be implemented to reduce recidivism. Some of these 

interventions are rehabilitative (psychological treatment programs), while others 

represent risk management strategies seeking to decrease or eliminate sexual desire and 

performance, such as chemical castration (Dennis et al., 2012). There is a widespread 

expectation within society that sexual offenders should be incapacitated but that they 

should also be treated; this is despite the common perception that psychological therapy 

has limited effect on reducing recidivism. These expectations appear somewhat 

inconsistent with each other. Levenson et al. (2007) suggest a potential explanation; that 

is, although the public wants sexual offenders to be incarcerated for lengthy periods, 

there is also an attitude that it will not be harmful to provide treatment even if it is 

unlikely to benefit the community. 

It is commonly thought that risk for sexual offending is dynamic (i.e., changeable) 

and, therefore, this risk is amenable to change through treatment (Olver & Wong, 2013). 

Contemporary treatment programs are commonly based on cognitive behavioural 

therapy, such that they involve the implementation of various strategies, which focus on 

changing inappropriate cognitions, emotions, and behaviours, and replacing them with 

skills that maintain prosocial beliefs and behaviours (Kim, Benekos, & Merlo, 2016). 

These treatment programs have generally demonstrated reductions in sexual recidivism 
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(Hanson et al., 2002). Further research on treatment effectiveness will be presented in 

the following subsection. 

In order to continue working towards effective intervention in this area, the 

processes by which sexual offenders make changes in their attitudes and behaviour, and 

the methods through which these changes can be measured, must similarly be further 

investigated. Measuring offenders’ change through treatment using various sources of 

information can both improve the evaluative component of treatment efficacy, and 

provide an early indicator of the level of risk an offender might pose to the public upon 

release (Friendship, Falshaw, & Beech, 2003). Therefore, change measurement is 

crucial at the policy-level to determine whether treatment effects change in offenders’ 

attitudes and behaviours. It also facilitates an updated evaluation of offenders’ risk of 

recidivism and the identification of outstanding risk-related needs, which can continue 

to be targeted.  

1.1.5 Treatment Effectiveness 

Given the importance of rehabilitation to reduce the impact of sexual offending, it 

is vital that the efficacy of treatment programs be evaluated. While some researchers 

have concluded that there is minimal evidence for treatment efficacy (Hoberman, 2016), 

others have indicated that treatment programs have demonstrated some effect in 

reducing sexual offenders’ risk of recidivism (Olver & Wong, 2013). In an early review 

of treatment effectiveness, Marshall, Jones, Ward, Johnston, and Barbaree (1991) 

concluded that sexual offenders can be successfully treated to reduce subsequent 

recidivism, despite not all programs demonstrating success and not all offenders 

deriving benefit from treatment. A recent meta-analysis has revealed a positive 

treatment effect overall, indicating up to 25% lower recidivism rates in treatment 

compared with control groups (Lösel & Schmucker, 2017).  

There are various methodological approaches to the evaluation of treatment 

effectiveness. The ideal is to have at least two comparison groups, one of which 

receives the treatment to be measured, and the other receives either no treatment or a 

purportedly less effective form of treatment (Marshall et al., 1991). Alternatives to 

providing an untreated control group are to compare the treatment group with an 

estimate of the likely untreated recidivism rate, for instance the recidivism rate for the 

STATIC-99’s normative sample (Woodrow & Bright, 2011), or to compare treatment 

completers with treatment non-completers such as those who refused or dropped out of 

treatment (Seager, Jellicoe, & Dhaliwal, 2004). 
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As Carter and Mann (2016) noted, it is widely accepted that the effectiveness of 

sexual offender treatment is difficult to evaluate. Various issues have been identified, 

which complicate the process of determining the characteristics of effective 

intervention. These issues include: sexual offending is a heterogeneous category 

containing several forms of sexually abusive behaviour; sexual offenders have 

heterogeneous characteristics; despite the extensive research on risk factors related to 

recidivism and structured assessment instruments, knowledge about causal mechanisms 

remains unclear; treatment approaches are heterogeneous and cover a wide spectrum 

from psychosocial interventions to organic interventions; the active role offenders play 

in the change process and thus in the effectiveness of treatment; and, sound treatment 

evaluation is not possible due to ethical considerations related to untreated control 

groups, in addition to the relatively low base rate of sexual recidivism and the need for 

longer follow-up periods compared with other fields within correctional intervention 

(Carter & Mann, 2016; Schmucker & Lösel, 2015).  

Carter and Mann (2016) indicated that the diversity of sexual offenders is evident 

through factors such as: the type and detail of the sexual offence committed; the 

individual’s aetiology; the motivation for offending; co-morbidity issues; and, the 

individual’s risk level. Therefore, the authors suggested that in order to effectively 

evaluate treatment programs, it might be necessary to consider multicomponent 

programs with flexible delivery schedules, which account for the individual differences 

between treatment participants. However, it was noted that this type of program is 

difficult to evaluate. It is more difficult to draw conclusions about the reasons leading to 

the program’s effectiveness or lack of effectiveness.  

The issues described above have led to relatively infrequent controlled evaluations 

of sexual offender treatment programs. As a result, there has been controversy 

surrounding the effectiveness of such programs, in particular with respect to 

methodological issues in research (see Schmucker & Lösel, 2015). Hoberman (2016) 

indicated that if only quasi-experimental research studies are considered, there is 

evidence for a relatively small decrease in recidivism for low- to moderate-risk sexual 

offenders; whereas if only methodologically rigorous research studies (such as 

randomised controlled trials) are considered, there is no definitive evidence for 

treatment leading to a “substantive” reduction in sexual recidivism.  

Quinsey, Harris, Rice, and Lalumière (1993) noted that when reviewing outcome 

studies, decisions are required in relation to which studies should be included, and 



 
 

 10 

which should be excluded due to methodological issues. They provided a critique of 

Marshall et al.’s (1991) research and noted that within this research, important 

methodological weaknesses were identified in almost every study reviewed. However, 

there are significant challenges associated with conducting methodologically sound 

research in this area. Therefore, Quinsey et al. (1993) suggested there are consequences 

for using such stringent rules to exclude studies from reviews, such as inability to 

provide satisfactory answers to questions regarding treatment efficacy. Due to these 

difficulties, Stinson, Becker, and McVay (2017) noted that overall, little is currently 

understood about specific treatment processes, which may facilitate sexual offenders’ 

decreased risk. 

In response to the methodological limitations of research into treatment 

effectiveness, the Collaborative Outcome Data Committee (2007) developed a set of 

standards to guide researchers in the evaluation process, to facilitate increased 

confidence in research results. This committee was established in Canada, with the goal 

of advancing outcome research on sexual offenders. Members of the committee were 

selected based on their expertise in sexual offender research evaluation and their ability 

to provide different perspectives through their divergent opinions regarding treatment 

effectiveness. Together, the committee outlined seven primary areas to be considered 

when evaluating a treatment program: administrative control of the independent 

variable; experimenter expectations; sample size; attrition; equivalence of groups; 

outcome variables; and, correct comparison conducted. However, the majority of 

available research conducted subsequent to the development of these standards has not 

explicitly reported the use of these guidelines.  

Grady, Edwards Jnr, and Pettus-Davis (2017) reported implementing these 

guidelines in a recent study investigating the longitudinal outcomes of sexual offenders 

who participated in the custody-based Sex Offender Accountability and Rehabilitation 

Program in North Carolina. Within this study, there were 256 offenders in the treatment 

group and 256 in a matched sample. The findings reflected that participation in the 

treatment program did not significantly decrease the rates of sexual or non-sexually 

violent recidivism. However, there was a significant reduction in the recidivism rate for 

non-violent offences by 34% for these participants. Of note was that prior to treatment, 

the participants in this study were low risk of sexual recidivism, which meant any 

additional impact the program might have had on decreasing recidivism would likely be 

difficult to detect. 
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An evaluation was conducted on the Custody-Based Intensive Treatment 

(CUBIT) program in Sydney, Australia, in which Study 3 of the current research was 

based. The sample within this evaluation consisted of 386 sexual offenders, who were 

found suitable for CUBIT between 2000 and 2010. There was a five-year follow-up 

period post-release, such that all court appearances up to June 30 2015 were used. 

Results revealed that treated sexual offenders were less likely to commit further general 

offences, with a recidivism rate of 40.9% compared with 56.5% of untreated sexual 

offenders; however, there was no significant difference in sexual (11.7% of treated vs 

12.1% of untreated) or non-sexually violent (26.5% of treated vs 34.0% of untreated) 

offending (Halstead, 2016). One methodological limitation within this study was that 

the during the period from which the sample was gained, there was a significant shift in 

the program implementation. This shift was in both the format by which the program 

was executed (e.g., the number of days each week the group sessions were run and the 

content of the sessions), and the clinicians’ overarching approach (e.g., it was 

confrontational during the earlier years, but was subsequently transformed to a more 

collaborative approach). The impact of these changes was not considered in the research 

design. It is possible that these unexplored issues contributed to the non-significant 

findings. 

Similarly, a sexual offender treatment program was recently evaluated in the 

United Kingdom. Participants included 2562 treated sexual offenders and 13219 

untreated sexual offenders. After an average 8.2-year follow-up period post-release 

(between 2002 and 2012), the ‘sexual reoffending’ rate (all sexual offences except 

breaches) was 2.0% higher for the treated group than for the matched comparison 

group, and the ‘child image reoffending’ rate was 1.6% higher for the treated group, 

using binary reoffending (at least one reoffence) as the outcome measure (Mews, Di 

Bella, & Purver, 2017). In relation to the frequency of reoffending, the treated group 

had 0.15 more sexual reoffences per offender compared with the comparison group. 

Overall, the treated group had 0.27 fewer non-sexual and non-sexual non-violent 

reoffences per offender than the matched comparison group. This result was consistent 

with Grady et al.’s (2017) and Halstead’s (2016) studies, which also demonstrated a 

decrease in general reoffending. 

Consistent with research suggesting that treatment programs implemented in the 

community and in forensic hospitals, delivered in a partially individualised format for 

medium- to high-risk offenders, are the most promising (Lösel & Schmucker, 2017), a 
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recent study within an inpatient psychiatric hospital demonstrated improvements in 

aggression, sexual offending, and indicators of treatment compliance and change 

(Stinson et al., 2017). Despite research suggesting that interventions implemented in a 

group format have the weakest effects (Lösel & Schmucker, 2005), this format tends to 

be the most common form of treatment and is often recommended by researchers and 

clinicians. Ware, Mann, and Wakeling (2009) noted that the group process will likely 

benefit sexual offenders due to their common deficits (e.g., in relation to social skills), 

and it is likely to have financial advantages.  

It has been suggested that reviews of treatment effectiveness studies in the form of 

quantitative meta-analyses can provide greater understanding of the cumulative effects 

of treatment outcome studies (Yates & Kingston, 2016). A meta-analysis based on 23 

recidivism outcome studies demonstrated a treatment effect (Hanson, Bourgon, Helmus, 

& Hodgson, 2009). Findings reflected that the sexual recidivism rate for treated sexual 

offenders was lower than for comparison groups (10.9% vs 19.2%). Further, general 

recidivism was also lower for treated offenders (31.8%) than for comparison groups 

(48.3%). 

The most recent Cochrane review, focusing on randomised controlled trials, in 

relation to sexual offender interventions, included 10 studies representing 944 sexual 

offenders (Dennis et al., 2012). The authors concluded that the evidence for the 

effectiveness of sexual offender treatment is weak. They advocated for additional 

randomised controlled trials, with an emphasis on methodologies that minimise risk of 

bias. 

More recently, in Schmucker and Lösel’s (2015) meta-analysis, which included 

29 studies, ranging from 16 to 2557 participants, the results revealed that treatment can 

effectively reduce sexual recidivism. This review was not focused exclusively on 

randomised controlled trials. The mean follow-up period was 5.9 years. The mean rate 

of sexual recidivism was 10.1% for treated offenders and 13.7% for untreated offenders. 

The mean rate of general recidivism was 32.6% for treated offenders and 41.2% for 

untreated offenders.  

Despite these reductions in recidivism rates for treated sexual offenders, 

Schmucker and Lösel (2015) indicated that such results cannot be generalised due to the 

heterogeneity in the results of the primary studies; therefore, there is no definitive trend 

within the most methodologically sound studies available. While some of the primary 

studies demonstrated treatment efficacy, others demonstrated minimal to no treatment 
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effects. For instance, Marques, Wiederanders, Day, Nelson, and van Ommeren (2005) 

conducted a randomised controlled trial for incarcerated sexual offenders in California. 

The findings reflected no differences between the treated and untreated groups in their 

rates of sexual or violent recidivism. Notably, the treatment program evaluated in this 

study targeted few empirically-based criminogenic needs, and it was based on a relapse 

prevention model. Although widely used in the past, more recently the relapse 

prevention model has been reported to have limited efficacy for reasons such as: it does 

not represent the dynamics of sexual offending; it is focused on avoidance rather than 

approach goals; it uses constructs that are not applicable to many sexual offenders; and, 

it has limited empirical support (Yates & Kingston, 2016).  

Kim et al. (2016) reviewed a series of 11 meta-analytic studies focused on sexual 

offender treatment effectiveness. The most recent meta-analysis included in this 

research was from 2009. This research built on a prior review of six meta-analyses 

(Craig, Browne, & Stringer, 2003b). These meta-analyses included an array of 

intervention techniques, including psychological treatment such as cognitive 

behavioural therapy, and medical treatment such as surgical castration and hormonal 

medication. Kim et al. indicated that their review, which included more recent meta-

analyses than did Craig et al.’s (2003b) review, demonstrated a larger and more robust 

sexual offender treatment effect in reducing recidivism. The additional meta-analyses 

suggested a 22% reduction in recidivism subsequent to treatment, compared with the 

10% reduction in recidivism ascertained through Craig et al.’s (2003b) review. 

In summary, treatment programs have demonstrated varying levels of efficacy. 

Some research has provided greater support for treatment decreasing offenders’ risk of 

general reoffending, than risk of sexual reoffending. Overall, literature on treatment 

efficacy reflects a complex array of theoretical underpinnings (e.g., relapse prevention 

or strengths based), program content (e.g., targeting criminogenic or non-criminogenic 

needs), client characteristics (e.g., risk level, personality disordered), and research 

methodologies (e.g., randomised controlled trials or quasi-experimental). Due to these 

complexities, the evaluation of the effectiveness of treatment remains a challenge. 

However, the most effective treatment programs have been identified as those 

implemented in the community and in forensic hospitals, as opposed to the custodial 

setting. Although group treatment is the most cost effective, programs with at least 

partially individualised components are more beneficial. Further, programs targeted 

towards moderate- to high-risk offenders are more effective than those targeting low-
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risk offenders. In order for treatment programs to evidence a reduction in recidivism, 

they must engage the most robust theoretical underpinnings (for instance, primarily 

have an approach- rather than avoidance-focus) and target empirically-based 

criminogenic needs. When using the most stringent methodological characteristics to 

measure treatment effectiveness, there is weaker evidence for sexual offender treatment. 

However, overall, there is evidence for the efficacy of sexual offender treatment 

programs. It must be noted that individuals’ needs vary and while some forms of 

intervention are more effective than others, even effective treatment tends not to 

facilitate change in all offenders.  

1.1.6 Theories of Offender Rehabilitation 

In order to implement effective treatment programs, there is a need to understand 

the processes that lead individuals to sexually offend. The Psychology of Criminal 

Conduct (PCC) is a theory taking a holistic approach, with the objective to understand 

and explain variation in the criminal behaviour of individuals (Andrews & Bonta, 

2016). The PCC seeks to understand the causes of individuals’ criminal behaviour, with 

an empirical focus on the variation. That is, people differ in the number, type, and 

variety of antisocial incidents in which they engage, and they also differ in the timing 

and circumstances related to their harmful behaviour. The understanding of criminal 

behaviour sought by the PCC is empirical, theoretical, and practical; it seeks 

explanations of criminal conduct, which are consistent with the findings of systematic 

observation, rationally organised, and useful to people with practical interests in 

criminal behaviour. It acknowledges the contributions of social context, biology, and 

psychopathology. The understanding gained from the PCC can be used in the prediction 

of criminal behaviour. According to Andrews and Bonta (2016), the prediction of 

criminal behaviour may be one of the key activities of the criminal justice system, 

thereby leading to community safety, prevention, treatment and justice. They noted that 

predicting who might reoffend can guide police officers, judges, custodial staff, and 

parole boards in their decision-making. 

The underlying psychology behind the PCC is a combination of social learning, 

cognitive behavioural, and social cognition theories. The PCC attributes the cause of 

antisocial behaviours to a combination of “personal control through antisocial attitudes, 

interpersonal control, through social support for crime provided by antisocial associates, 

non-mediated control established by a history of reinforcement of criminal behaviour, 

and/or personal predispositions” (Andrews & Bonta, 2010, p. 10). It provides a basis for 
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assessing risk of recidivism and for rehabilitation planning (Ogloff & Davis, 2004). The 

sources of variation in criminal recidivism are found through analyses of the effects of: 

pre-service characteristics of offenders; characteristics of custodial staff; specifics of the 

content and process of services planned and delivered; and, intermediate changes in the 

person and circumstances of individual offenders (Andrews et al., 1990). There were 

eight major risk/need factors identified within this theory, which were suggested as 

targets for reduced recidivism: history of antisocial behaviour; antisocial personality 

pattern; antisocial cognition; antisocial associates; family/marital; school/work; 

leisure/recreation; and, substance abuse (Andrews & Bonta, 2016). 

The PCC provides focus for the assessment and treatment of offenders. The Risk-

Need-Responsivity (RNR) principles (Andrews et al., 1990) are based on the PCC. The 

RNR principles relate to the general principles of effective offender rehabilitation and 

will now be described.  

1.1.6.1 Risk-Need-Responsivity (RNR) principles. The risk principle refers to 

matching the level of recidivism risk to the intensity of the intervention. It is necessary 

to assess and predict each individual’s level of risk for recidivism, such that the 

intervention intensity can be matched to this level. In order to predict criminality, risk 

factors that are empirically associated with offending must be identified (Andrews & 

Bonta, 2010). In custody, the risk principle is concerned with two types of risk: the risk 

that an offender poses to engage in institutional misconduct; and the risk of recidivism 

in the community, such that resources can be allocated appropriately in custody 

(Makarios & Latessa, 2013).  

Criminogenic needs are the specific dynamic risk factors that relate directly to risk 

for recidivism (Andrews & Bonta, 2016). The RNR’s need principle refers to the 

process of identifying specific criminogenic needs that are related to each individual’s 

offending and subsequently targeting these needs within the intervention. In targeting 

treatment to focus on these criminogenic needs, the goal is to reduce offenders’ risk of 

recidivism.  

Although it is important to focus on criminogenic needs during intervention 

processes, there are many preconditions that must be satisfied prior to working on the 

criminogenic needs of an offender. For instance, treatment providers must build on 

strengths and remove barriers to effective participation in intervention. Addressing non-

criminogenic needs initially might facilitate offender motivation and create a more 

effective therapeutic environment for the offender (Andrews, Bonta, & Wormith 2011). 
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This is also related to the responsivity principle, which relates to matching the style and 

mode of the intervention to the offender’s learning style and abilities. Andrews and 

Bonta (2016) differentiated between general and specific responsivity. General 

responsivity relates to: the mode of treatment from which offenders tend to benefit most 

(i.e., those taking a cognitive behavioural approach); the importance of the therapeutic 

relationship between the therapist and offender; and, the use of prosocial modelling, 

reinforcement, and other appropriate methods to facilitate change. Specific responsivity 

relates to the recognition of the individual needs of the treatment participant, such as 

their intellectual ability, cultural background and personal strengths. 

Another key component of the RNR model is to build on strengths and reward 

non-criminal alternatives to the risk factors that favour offending behaviour (Andrews et 

al., 2011). Not only is it important to focus on reducing the presence of risk factors, but 

these risk factors must be replaced with protective factors. It is important to identify an 

individual’s strengths in order to further build on them and advocate a prosocial 

orientation (Ogloff & Davis, 2004).  

1.1.7 Risk Factors 

The effectiveness of the RNR principles for intervention relies on the 

identification of risk factors and developing measures with sufficient predictive validity 

(Ward & Stewart, 2003). Risk factors can be viewed as psychological and social 

processes (i.e., those associated with goals, plans, strategies, and action 

implementation), which impair normal functioning and disrupt an individual’s internal 

and external relationships to the social, cultural, and physical environments (Heffernan 

& Ward, 2015). In determining risk of recidivism, there are two categories of risk 

factors: static and dynamic (Andrews et al., 1990). Static factors are unchangeable (e.g., 

historical factors such as offence or victim type). Due to their unchanging nature, they 

are not suitable as targets for intervention (Mann, Hanson, et al., 2010). Dynamic 

factors are those risk factors that can be changed. When changed, these factors are 

associated with subsequent changes in the likelihood of offending behaviour (Andrews 

et al., 1990). The concept of dynamic risk factors remains the centre of ongoing debate. 

Douglas and Skeem (2005) discussed the concept of risk state, as an offender’s 

propensity to become involved in offence-related behaviour at a particular time, based 

on changes in biological, psychological, and social variables in his or her life. They 

noted that static risk factors describe an individual’s risk status, whereas a combination 

of static and dynamic factors describes an individual’s risk state. In order for dynamic 
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risk factors to be relevant within intervention, they must be causally related to change in 

risk state (Douglas & Skeem, 2005). Labelled ‘causal dynamic risk factors’, Douglas 

and Skeem indicated that these variables must be shown to: precede and increase the 

likelihood of violence (i.e., be a risk factor); change spontaneously or through 

intervention (i.e., be a dynamic factor); and, predict changes in the likelihood of 

violence when altered (i.e., be a causal dynamic risk factor). It is crucial to identify 

causal dynamic risk factors in order to develop targeted interventions to reduce risk.  

Ward and Beech (2006) proposed that static risk factors gain their predictive value 

because they reflect the past action of enduring psychological risk factors. Ward (2016) 

suggested that dynamic risk factors are similar to static risk factors in that they are best 

conceptualised as proxies or markers for the causes of offending; it was argued that due 

to their apparent conceptual incoherence, they may not plausibly be considered causal 

factors. Mann, Hanson, et al. (2010) endorsed and expanded upon Ward and Beech’s 

idea through their suggestion that the static/dynamic distinction should be abandoned. 

They suggested that risk factors should instead be conceptualised in terms of 

psychologically meaningful risk factors, which may manifest, and be measured, in a 

variety of ways.  

Dynamic risk factors differ in the speed with which they change (Douglas & 

Skeem, 2005). These factors have been further categorised into stable and acute 

variables. Stable dynamic risk factors are more constant over time, while remaining 

changeable. In contrast to stable dynamic factors, acute dynamic risk factors are not 

primarily related to long-term risk of recidivism. Rather, they are used to predict when 

an offender might be likely to reoffend (Craissati & Beech, 2003). Therefore, they are 

useful in identifying the context in which sexual offenders are most likely to reoffend 

(Hanson & Harris, 2001). These risk factors are identified such that they can be 

addressed in treatment.  

In contrast, similar to their view of static and dynamic risk factors, Mann, Hanson, 

et al. (2010) reported that to date, there has been limited empirical support for the 

distinction between stable and acute risk factors. For instance, prior research 

demonstrated that acute risk factors did not provide information about imminent 

reoffending; rather, they appeared to represent ongoing, current expressions of longer-

term problems (Hanson, Harris, Scott, & Helmus, 2007). These findings suggested that 

the average of successive assessments of ‘acute’ risk factors was more predictive than 

the most recent assessment. 
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Heffernan and Ward (2015) suggested that stable and acute risk factors can also 

be reconceptualised as traits and states, respectively. Beech and Ward (2004) discussed 

these concepts such that some items identified as acute risk factors would be better 

conceptualised as triggering events or contextual risk factors, which interact with 

vulnerability (trait) factors to generate states likely to produce sexual offending. They 

asserted that learning events may result in the acquisition of psychological 

vulnerabilities, which in risk assessment are operationalised as historical factors and 

stable dynamic risk factors. Contextual factors, such as relationship, conflict, or access 

to a victim, then interact with the vulnerabilities to produce acute mental states, such as 

deviant sexual desires or intense anger (i.e., acute dynamic risk factors).  

Building further on this concept, risk factors have been conceptualised as 

propensities and manifestations (Mann, Thornton, Wakama, Dyson, & Atkinson, 2010). 

Mann, Hanson, et al. (2010) conceptualised dynamic risk factors as propensities to 

offend, which are triggered in certain contexts, suggesting that they are vulnerabilities, 

which may or may not cause a sexual offence. Within this theory, a propensity is an 

enduring vulnerability, which may or may not manifest during any particular time 

period. Similar to the concept of a trait, propensities lead to predictable expressions of 

certain thoughts, feelings and behaviours. Active underlying propensities are evidenced 

through manifestations, which are observable behaviours.  

The term propensity emphasises that the problematic behaviour of interest arises 

through interactions with the environment. For instance, aggressive offenders are not 

aggressive all the time; rather, they become aggressive in response to certain 

interpretations of their environment (Mann, Hanson, et al., 2010). Whether or not 

propensities are manifested is assumed to depend on an interaction between the ongoing 

environment and the strength of the propensity (Thornton, 2016). Therefore, it could be 

conceptualised such that a propensity is the risk factor and the ‘problematic behaviour 

of interest’ is the behavioural expression, or manifestation, of the risk factor.  

As Thornton (2016) suggested, the absence of expression of the 

propensity/vulnerability in a particular setting might reflect that the relevant 

environmental triggers were not present, or that the environment produced little 

opportunity for its external expression. However, when an individual returns to a setting 

that provides the relevant triggers and allows related behaviour to be displayed, the 

vulnerability may re-activate and drive behaviour. The behavioural manifestations 

would subsequently be observed. 
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In the language of stable and acute dynamic risk factors, the underlying 

propensity can be conceptualised as a stable dynamic risk factor, while the 

manifestations are the acute dynamic risk factors relevant for a particular offender and 

can be targeted in treatment. This idea is consistent with Beech and Ward’s (2004) 

suggestion that stable dynamic factors should be understood as traits while acute risk 

factors would be the state expression of these traits released by triggering/contextual 

factors. 

Mann and colleagues (2010) proposed that various criteria must be met in order 

for a propensity to be considered a risk factor: there must be robust empirical evidence 

that it predicts recidivism; there should be a theoretically plausible justification that it 

could be a cause of sexual offending; it should be amenable to change; and, a change in 

this propensity would reduce the likelihood of recidivism. Although the authors 

suggested that the most useful propensities are those that are amenable to change, in 

contrast to Douglas and Skeem’s (2005) suggestion that dynamic risk factors must be 

changeable, Mann and colleagues argued that it is not necessary for dynamic risk 

factors to be completely changeable in order to be psychologically meaningful. That is, 

even if the risk factor cannot be changed, it is possible that it can be ‘neutralised’ 

through external management or development of prosocial alternative behaviours to 

assist with management. For example, there is ongoing debate regarding whether 

deviant sexual interests can be changed through intervention; however, there is 

widespread agreement that it is a risk-relevant propensity. This propensity can be 

managed through the development of adaptive skills. 

Within the RNR model, an intervention’s focus on the need principle would 

motivate the largest changes for sexual offenders (Hanson et al., 2009). For a factor to 

be considered a criminogenic need, or a dynamic risk factor, an empirical association 

with recidivism is required. However, it has been argued that rather than dynamic risk 

factors representing the causal factors for offending, these are in fact the observable 

behaviours, or the ‘front end’ for complex constructs containing the causal elements 

(Ward & Beech, 2014). Furthering this argument would suggest that dynamic risk 

factors and propensities are the same constructs as the manifestations; that is, the 

dynamic risk factor is the observable behaviour related to complex composite 

constructs. 

In relation to the components of dynamic risk factors, Klepfisz, Daffern, and Day 

(2016) suggested that one possible method by which to bridge the gap in evidence 
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between the influence of single causal dynamic risk factors and aggregated scores is to 

conceptualise dynamic risk factors in terms of broad levels, or domains, which subsume 

a number of more specific risk factors. This process in part relates to Thornton’s (2002) 

discussion surrounding domains for sexual offending. Thornton (2013) asserted that a 

limitation of Mann, Hanson, et al.’s (2010) study in which they identified 

psychologically meaningful risk factors, was that they considered the risk factors 

individually without integrating them into broader categories, or domains, which might 

reflect more general patterns in the data.  

This idea of categorising individual risk factors is consistent with Ward and 

Beech’s (2015) argument that dynamic risk factors are composite constructs composed 

of multiple variables. They outlined a challenge in conceptualising dynamic risk factors, 

which is a function of the composite constructs; that is, these constructs have not been 

adequately explored and explained. Ward and Beech noted that a result of the complex 

composition of dynamic risk factors is that they therefore include causal processes, 

aetiological factors, and symptoms or clinical phenomena. Consequently, it is difficult 

to know exactly what is being referred to in explanatory, assessment, and treatment 

contexts (Ward, 2016). Similarly, Heffernan and Ward (2015) suggested that the 

contemporary view of risk does not include motivational and normative features. They 

indicated that the relationship between dynamic risk factors and sexual offending is 

primarily one of association and does not imply direct causation. 

Ward (2016) noted that dynamic risk factors vary in their level of abstraction. For 

instance, at their most abstract, they consist of general domain names such as ‘relational 

style’ and at a more concrete level they are unpacked into factors such as ‘emotional 

congruence with children’. Similarly, as argued by Ward and Beech (2014), risk factors 

identified in the literature contain both causal and descriptive elements, which must be 

teased apart in order to avoid combining distinct constructs. For instance, despite both 

being included in the dynamic risk category of interpersonal problems, lacking 

emotionally close adult relationships is an observable problem, while emotionally 

identifying with children may be more appropriately viewed as one of its possible 

causes.  

Ward (2016) indicated that dynamic risk factors cannot at this stage be considered 

explanatory concepts but rather, they are predictive constructs; therefore, he argued that 

they should not be used in intervention planning. He concluded that dynamic risk 

factors are best understood as ‘general problem indicators’ rather than providing 
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‘detailed blueprints for change’ (p. 15). That is, they should be conceptualised as 

clusters of clinical features or ‘symptoms’ generated by underlying causal mechanisms, 

rather than being causes themselves (Ward & Beech, 2014). 

Dynamic risk factors are composite constructs in at least three distinct senses 

(Heffernan & Ward, 2015). These constructs have different levels, with an overall set of 

domains, the domains themselves, and the particular dynamic risk factors contained 

within each of the domain categories. A further problem related to the composite nature 

of dynamic risk factors is that each domain is typically separated into additional 

features, some of which causally exclude each other. The overall domains often include 

qualitatively different variables, which may refer to distinct causal processes and their 

associated problems. Finally, the description of dynamic risk factors is vague and 

appears to include both dispositional and state aspects. For example, the stable dynamic 

factor of general self-regulation includes negative emotionality (a mental state) and poor 

problem solving (an enduring psychological feature). Risk factors are largely a 

combination of both long-term vulnerabilities (as evidenced by past offences) and their 

manifestations in certain contexts. Therefore, risk categories such as intimacy deficits 

may be more accurately viewed as composite constructs, which contain causal, 

descriptive, developmental, and contextual elements. Thus, taking into account the 

heterogeneous nature of dynamic risk factors, Heffernan and Ward (2015) proposed that 

these composite constructs require further analysis to disentangle their various inter-

related components. 

Klepfisz et al. (2016) suggested that some items included in established risk 

assessments such as the Violence Risk Scale (VRS; Wong & Gordon, 2000) are not true 

dynamic risk factors, for instance, ‘violence during institutionalisation’ and ‘recent 

problems with treatment and/or supervision’. Rather, violence during institutionalisation 

might be more effectively defined as a manifestation of other dynamic risk factors. This 

variable could be considered a proxy variable or a risk marker for pervasive criminal 

attitudes or involvement with an antisocial peer group, which underlie and contribute to 

the offending behaviour. That is, there is a need to differentiate between ‘proxy’ (risk 

marker) and causal dynamic variables as defined by Douglas and Skeem (2005). To do 

so, Klepfisz et al. suggested considering the treatment that would be required to reduce 

these areas of risk. Using ‘violence during institutionalisation’ as an example, treatment 

would more likely target the variables that contribute to this behaviour, rather than 

treating ‘violence during institutionalisation’ in itself.  
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Further, clinicians have a responsibility to determine whether particular risk 

factors are functionally related to the propensity (e.g., violence) for the individual being 

assessed, and consequently differentiate between the variables that have a causal 

relationship with the propensity, and also differentiate these variables from other risk 

markers (Klepfisz et al., 2016). Similarly, van den Berg et al. (2017) suggested that 

uncovering causal pathways between risk factors and sexual offending behaviour could 

provide greater insight into the constructs underlying the risk factors assessed by static 

and dynamic instruments, which may lead to the inclusion of more psychologically 

meaningful risk factors in these assessments. It may be valuable to further investigate 

how dynamic risk factors interrelate and which are the central factors in the reduction of 

recidivism risk. 

In summary, the conceptualisation of dynamic risk factors is complex and there is 

disagreement within the field. The traditional view of dynamic risk factors is consistent 

with the RNR principles and the PCC, and within assessment, dynamic risk factors are 

delineated by established risk assessment instruments based on these definitional 

properties. In order for a factor to be considered a criminogenic need (dynamic risk 

factor), an empirical association with recidivism is required. As previously described, 

researchers have presented various alternative views. For instance, dynamic factors 

have been identified as proxies, or markers for the causes of offending, which cannot be 

considered causal factors due to their conceptual incoherence. The static and dynamic 

factor distinction has been called into question, with an alternative concept suggested 

through psychologically meaningful risk factors, which consist of propensities, 

vulnerabilities and manifestations. Risk factors have been labelled as traits and states, 

with the idea that rather than items identified as acute risk factors, these factors should 

be conceptualised as triggering events or contextual risk factors, which interact with 

trait factors (vulnerabilities) to generate states likely to produce sexual offending. In 

these definitions, static and stable dynamic factors are referred to as vulnerabilities, 

which are acquired as a result of learning events; contextual factors subsequently 

interact with these vulnerabilities. Researchers have asserted the need for differentiation 

between risk markers and causal dynamic factors such as those defined by Douglas and 

Skeem (2005) and which include the traditionally defined dynamic risk factors. Further, 

rather than dynamic risk factors representing discrete variables, they have been 

described as composite constructs composed of multiple variables including causal 

processes, aetiological factors, and symptoms or clinical phenomena.  
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Within the current research, the traditional view of dynamic risk factors has been 

maintained. A key component of this conceptualisation of dynamic risk factors is that 

they are able to change. According to this view, dynamic risk factors are important 

because they should be a focus of intervention and assessment of sexual recidivism risk. 

Established risk factors form the focus of contemporary assessments that are used to 

assess offenders’ change in risk level. All three studies within the current research are 

based on established dynamic risk factors (those that exist in widely used risk 

assessment measures, as described below) and their manifestation within the custodial 

setting. 

1.1.7.1 Risk factors for sexual offending. A substantial amount of research has 

been conducted to determine the risk factors that are related to sexual reoffending. 

Although there has been much debate, there is general consensus regarding several key 

risk factors. Core dynamic variable domains have been evidenced thus far through 

research, which contribute to assessing risk of sexual recidivism. These domains include 

intimacy deficits, which might manifest in several ways; for example, child sexual 

offenders might fear rejection, which leads to an avoidance of adult intimacy, and adult 

sexual offenders might lack empathy for women, which leads to multiple casual sexual 

encounters. Social influences constitute another predictor of risk, such that prosocial 

supports are indicative of a lower risk of reoffending. Further examples of criminogenic 

needs, which are empirically linked to sexual recidivism, are sexual deviancy, sexual 

preoccupation, low self-control, and grievance thinking (Hanson et al., 2009). Prior 

research revealed that sexual recidivism was best predicted by measures of sexual 

deviancy (Hanson & Bussiére, 1998). 

Mann, Hanson, et al. (2010) identified a list of psychologically meaningful risk 

factors, which were plausible causes of offending. The empirically supported risk 

factors they identified are: sexual preoccupation; any deviant sexual interest; offence-

supportive attitudes; emotional congruence with children; lack of emotionally intimate 

relationships with adults; lifestyle impulsivity; general self-regulation problems; poor 

cognitive problem solving; resistance to rules and supervision; grievance/hostility; and, 

negative social influences. However, they concluded that none of the psychological risk 

factors identified to date had a strong relationship to sexual offending. They suggested 

some implications for this finding. For instance, clinicians should refrain from focusing 

on the presence of any single risk factor, which may appear to strongly manifest, as this 

might unduly bias assessment. Further, if there are a large number of risk factors, which 
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each make only a small contribution to prediction, it is likely that only relatively 

comprehensive assessment of a range of these risk factors will make it possible for risk 

assessment to have useful predictive power, with this assessment likely to benefit from 

mechanical integration of the risk factors rather than reliance on human judgement 

alone (Mann, Hanson, et al., 2010). It is also important to consider each relevant risk 

factor for the individual offender concerned, to form a judgement as a whole, rather 

than focusing on individual risk factors, which might contribute only a small amount to 

the prediction. The process of risk assessment will now be explored. 

1.1.8 Risk Assessment 

Risk assessment forms a crucial part of offender management and intervention 

(Andrews, Bonta, & Wormith, 2006) and the assessment of recidivism risk has been 

widely researched. The effectiveness of policies and interventions targeted at the 

reduction of recidivism depends on clinicians’ ability to predict who is most at risk of 

reoffending (Berg et al., 2017). Based on the RNR’s risk principle, in which the level of 

intervention an offender receives is matched to the level of risk, it is important for 

clinicians to implement an assessment process to determine the appropriate form of 

intervention (Andrews & Bonta, 2010). Risk assessment focused on dynamic risk 

factors also allows clinicians to determine whether changes were made subsequent to 

intervention. Risk assessment tools are continually undergoing improvements in order 

to assist in the protection of the public from harm by offenders released from periods of 

imprisonment (Jones, 2010).  

1.1.8.1 Types of risk assessment. There have been several generations of risk 

assessment; the most recent form is the fourth generation (Andrews et al., 2006). The 

first generation consisted of unstructured professional judgements rating the likelihood 

with which an individual would engage in offending behaviour. In this procedure, 

neither the risk factors nor the method of forming the overall evaluation were specified 

in advance. The development of modern types of risk assessments was motivated by 

evidence that unguided clinical judgements generally offered poor predictive validity 

compared with more structured methods (Beggs & Grace, 2010).  

Second generation assessments were empirically based risk instruments; however, 

they were not theory-based and primarily consisted of static items (actuarial 

instruments). These approaches tended to focus the assessment on a limited number of 

factors and ignore potentially crucial case-specific, idiosyncratic factors (Doyle & 

Dolan, 2002). For instance, the STATIC-99R is a widely used actuarial tool (Hanson & 
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Thornton, 2000). Due to the heterogeneity of sexual offenders, questions have been 

raised regarding the validity of applying one tool to predict reoffending (Barnett, 

Wakeling, & Howard, 2010). Although actuarial tools differ greatly in their predictive 

accuracy, ranging from r = 0.09 to r = 0.45 (Craig, Browne, & Stringer, 2003a), these 

tools are considered by many researchers to be the best predictors of sexual offender 

recidivism risk (Casey, 2016). 

There are two limitations of exclusive use of static risk assessments (Craissati & 

Beech, 2003). The first limitation is that a classification of risk, which is associated with 

a probability of sexual recidivism, does not provide a determination of whether an 

individual offender is likely to belong to the reoffending category associated with his 

level of risk. The second limitation is that due to the unchanging nature of static risk 

factors, it is difficult to develop risk management strategies that target the potential for 

change and a subsequent reduction in risk of recidivism.  

Third generation assessments were also empirically based. They included static 

risk factors in addition to a wider sampling of dynamic risk items (criminogenic needs) 

and tended to be theoretically informed. The items are rated but are not summed to 

generate a total score. The clinician can evaluate patterns in the item ratings and uses 

professional judgement to generate a summary risk rating. These tools also included the 

assessment of change over time. An example of a structured risk tool for sexual 

offenders is the Risk for Sexual Violence Protocol (RSVP; Hart et al., 2003). The term 

structured professional judgement stems from the first generation approach. It reflects a 

decision based on a review of specified items but without a validated mechanical system 

that links scores to decisions. Research on these measures is still sufficiently 

underdeveloped that important questions remain concerning their conceptual 

foundations, whether they target the most relevant factors and the extent to which it is 

possible to associate recidivism rates with specific scores (Mann, Hanson, et al., 2010).  

Adjusted actuarial assessments represent a combination of actuarial (second 

generation) and structured professional judgement (third generation) assessments. They 

include static and dynamic items derived from theory and research. Items are assigned 

point ratings and a total score is generated, which fits within a risk category. An 

example of such an assessment is the Violence Risk Scale: Sexual Offender version 

(VRS:SO; Wong, Olver, Nicholaichuk, & Gordon, 2003). In a validation study of the 

VRS:SO, the Dynamic scale was found to be a significant predictor of sexual recidivism 

after controlling for static measures, which provided further evidence that dynamic 
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factors can make independent contributions to risk predictions among sexual offenders 

beyond that predicted by static factors (Beggs & Grace, 2010).  

On the contrary, it has been noted that there is a lack of clarity surrounding the 

predictive power of dynamic variables (see Wakeling, Freemantle, Beech, & Elliott, 

2011). Wakeling et al. (2011) found that the static variables in their study were more 

powerful predictors of sexual and violent recidivism than any of the dynamic variables 

measured via self-report assessments (i.e., psychometrics). A suggested cause of this 

result was that dynamic risk domain scores and the static variables used in the study 

were ‘highly related’, such that they explain much of the same variance in outcome. 

Proponents of assessments that are purely actuarial argue that accurate risk 

assessment requires the use of statistically based models, which omit clinical 

judgement. These risk assessments would use an instrument that statistically identifies 

relevant factors, producing a score, which translates into risk categories. These risk 

estimates are based on specific, objective information as opposed to clinical opinion. 

However, the absence of any clinical input in risk assessment can significantly impact 

the results (Craig et al., 2003a). For instance, critical clinical variables such as sexual 

deviance are often poorly represented in actuarial instruments. Further, actuarial models 

tend not to measure dynamic change based on motivation, insight, or intervention. 

These factors emphasise the value in structured professional judgement models.  

The fourth generation of risk assessment includes service and supervision from 

intake through to case closure and the intention is to facilitate clinical supervision 

(Andrews et al., 2006). These measures not only include risk-need assessment; they also 

integrate the assessment with a case management plan (e.g., the assessment of 

strengths). This integration ensures that criminogenic needs, which are specifically 

linked with recidivism, are targeted within intervention. That is, these assessments 

provide structured intervention plans for supervising officers to use with offenders. 

These assessments facilitate post-closure follow-up, during which outcome can be 

linked with intake assessments or risk, strengths, need, and responsivity, with 

reassessments, and with service plans, service delivery, and intermediate outcomes. A 

key goal of the fourth generation assessments is to strengthen adherence with the 

principles of effective treatment and to facilitate clinical supervision focused on 

enhancement of public protection from offenders’ recidivism. 

van den Berg et al. (2017) conducted a meta-analysis of 52 research studies 

focused on dynamic risk assessment instruments, published between 2001 and 2015. 
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The aims of this review were: (1) to examine the predictive properties of dynamic risk 

assessment instruments designed to assess recidivism risk; and, (2) to examine the 

incremental validity of these risk assessments above and beyond that of static risk 

assessment instruments. The findings reflected that dynamic risk assessments, which 

were designed to measure sexual recidivism, significantly contributed to the prediction 

of sexual, violent, and any recidivism, with the largest effect sizes for sexual recidivism. 

The incremental validity of dynamic over static risk assessments was established for all 

outcome measures; however, the small effect sizes may have suggested that static and 

dynamic assessments overlap in their predictive value. van den Berg et al. noted that 

this outcome reinforces the question Ward and Beech (2015) raised regarding whether 

dynamic risk factors measure correlates of underlying propensities, as static risk factors 

do, but in alternate ways. That is, dynamic risk factors might measure clinical features 

associated with the psychological propensities that actually cause recidivism, rather than 

assessing these propensities themselves. This possibility highlights the need for ongoing 

research into the conceptualisation of risk factors.  

Overall, the STATIC-99 and STATIC-99R are the most widely used sexual 

offender risk assessment measure. The predictive accuracy of this actuarial tool 

outperforms other risk assessment measures, including those that target dynamic risk 

factors (Hanson & Morton-Bourgon, 2009). However, structured professional 

judgement measures continue to be used in the clinical context. Although many of the 

available sexual offender risk assessment measures that incorporate static or both static 

and dynamic risk factors have similar and acceptable predictive accuracy, some 

structured professional judgement measures go beyond risk prediction to risk reduction 

through treatment and rehabilitation (Olver & Wong, 2016). Contemporary research 

continues to focus on these measures. There is no published validation for some 

measures (e.g., RSVP), while other measures have received some support (e.g., SVR-

20, STABLE-2007 and VRS:SO). Olver and Wong (2016) noted that only the VRS:SO 

presented empirical evidence that satisfies the requirements of causal risk factors. The 

VRS:SO validation work remains one of the few studies examining the dynamic nature 

of putatively dynamic risk factors. 

1.1.9 Protective Factors 

Historically, discussion around the concept of offenders’ change processes 

focused on change in dynamic risk; that is, the focus was on deficits or needs (Serin, 

Chadwick, et al., 2016), and the decrease in these deficits or management of 
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criminogenic needs. However, more recently, the process of behavioural change 

inevitably includes debate surrounding protective factors. Although there is more focus 

on these factors, Serin, Chadwick, et al. (2016) identified that confusion appears to 

remain amongst researchers and clinicians in relation to the operational definition of 

protective factors, and the ways in which they are conceptually distinct from risk 

factors, in addition to the ways in which they may influence client outcome. The 

confusion surrounding the definitional properties of protective factors and the 

comparatively limited research in this area compared with risk factors may be 

exacerbated by the limited use of strengths within risk assessment settings and 

correctional decision-making processes. 

Researchers continue to present varying perspectives of protective factors. For 

instance, protective factors have been described as: buffers, which mitigate risk; factors 

that decrease risk; or, factors that function independently of risk. Some professionals 

maintain that protective factors are merely the opposite of risk factors; however, others 

assert that a protective factor can co-exist with risk factors and account for variability in 

outcome in a high-risk group of offenders (Serin, Chadwick, et al., 2016). Polaschek 

(2017) suggests that a protective factor predicts a decrease in offence-related behaviour, 

which can be considered to be directly protective since the relationship is independent 

of other factors (Lösel & Farrington, 2012). These factors have been referred to as 

promotive (Loeber, Pardini, Stouthamer-Loeber, & Raine, 2007). Monahan and Skeem 

(2016) suggested that protective and promotive factors are often confused with each 

other. They defined the difference between these two factors: promotive factors act in 

the opposite direction of risk factors, whereas protective factors moderate the impact of 

risk factors. This definition was further clarified such that promotive factors reduce the 

probability of recidivism, whereas protective factors reduce the probability of 

recidivism among individuals who are exposed to risk factors.  

Protective factors can be further divided into static and dynamic factors in the 

same way that risk factors can be divided, such that static factors do not change over 

time while dynamic factors are changeable and can be influenced through treatment. 

Further, in line with Mann, Hanson, et al.’s (2010) theory regarding risk factors, de 

Vries Robbé et al. (2015) distinguished between protective factors that are underlying 

propensities and the observable manifestations of the propensity. This observable 

manifestation is the factor that can be directly measured. 

Some risk factors are bipolar rather than unipolar, such that there is a 



 
 

 29 

corresponding risk factor in opposition to the protective factor (Polaschek, 2017). Jones, 

Brown, Robinson, and Frey (2015) applied the label ‘strength’ as an umbrella term to 

broadly identify a positive or prosocial part of an individual’s life that is “intuitively apt 

to buffer risk of criminal outcome” (p. 323). They reported that risk and strength scores 

significantly interacted. This interaction suggested that high strength scores were 

particularly effective in decreasing recidivism among higher risk offenders. It is 

possible that this result portrays individual differences in the impact of both behavioural 

manifestations of risk factors and more adaptive behaviours, such that the change 

process is affected by overall risk level. The complex relation between risk factors and 

protective factors might lead to a more complex view of offenders’ change processes 

and the differential impact of risk and protective factors on post-treatment outcomes.  

Ward (2017) discussed a perspective based on research by MacDonald (2016) in 

which, while protective factors reduce the impact of dynamic risk factors because 

interventions target and replace them, they do not causally influence the risk factors. An 

example was provided, such that emotional identification with children is replaced by a 

preference for emotional intimacy with adults, with no interaction between the two. 

However, this concept does not necessarily exclude the possibility that protective 

factors can at times be causally related to risk factors.  

There might be a variety of protective factors, which are developed either as a 

consequence of intervention or independently (e.g., through circumstance or 

maturation). As a result, there might be differing levels and patterns of change observed 

between individual offenders, depending on the interaction between risk factors and 

protective factors. This concept is consistent with Lösel and Farrington’s (2012) 

proposal regarding the cumulative effects of both risk and buffering protective factors. 

They suggested that direct and buffering protective factors belong to the same pool of 

variables as risk factors, such that they have effects at one of their ‘poles’, which reflect 

both an absence of risk and actively increase the likelihood of a desirable outcome. 

Jones et al. (2015) reported on the findings of Lloyd (2007) from an unpublished thesis. 

Criminogenic needs, which were linked to antisocial behaviour, had diminished 

predictive power over an offender’s life course, with the extinction of risk factors only 

partially accounting for ultimate desistance. This outcome provides evidence for the 

added value of strength factors above and beyond that of the absence of risk factors. 

Serin, Chadwick, et al. (2016) proposed that the presence of a strength factor 

should not necessarily be assumed to have a protective effect in an individual, because it 
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is the individual’s responsibility to actively choose an adaptive response within any 

given situation. Hence, the presence of behavioural manifestations of protective or 

strength factors could be used as indicators that the individual is implementing 

appropriate strategies.  

1.1.9.1 Protective factor assessment. To complement risk focused dynamic 

assessment tools, a dynamic structured professional judgement tool was developed 

specifically for the assessment of protective factors: Structured Assessment of 

Protective Factors for Violent Risk (SAPROF; de Vogel, de Ruiter, Bouman, & de 

Vries Robbé, 2009). The SAPROF was the first adult assessment tool to solely focus on 

protective factors for violence. It was developed for use with violent as well as sexually 

violent offenders (de Vries Robbé, de Vogel, Koster, & Bogaerts, 2015).  

de Vries Robbé et al. (2015) indicated that most of the protective factors in the 

SAPROF are potentially changeable and aim to provide opportunities for positive 

intervention and risk management. They conducted a retrospective validation study 

using 83 sexual offenders in two forensic psychiatric hospitals, using three assessment 

measures: SAPROF; HCR-20; and, SVR-20. Both the HCR-20 and the SVR-20 are 

risk-focused. The results revealed that the combination of the SAPROF and each of 

these two risk assessment measures had greater predictive validity for sexual and non-

sexually violent recidivism than either of the HCR-20 or SVR-20 alone. It was 

suggested that the results provided further evidence for the increased predictive 

accuracy of risk assessments that include protective factors. 

The Short-Term Assessment of Risk and Treatability (START; Webster, Martin, 

Brink, Nicholls, & Middleton, 2004) is a risk assessment instrument developed to assess 

‘strengths’ (protective factors) as the opposite of ‘vulnerabilities’ (risk factors). It 

measures both ends of each domain simultaneously. Prior research has revealed that the 

vulnerability and strength total scores improved the prediction of aggression towards 

others (Desmarais, Nicholls, Wilson, & Brink, 2012). Further, the total strength score 

added predictive validity over the total vulnerability score in addition to significantly 

improving the model fit for the prediction of aggression (O’Shea, Picchioni, & Dickers, 

2016).  

Jones et al. (2015) suggested that quantifying a strengths-based approach might 

increase the predictive accuracy of risk assessment measures. They tested the Pre-

Screen version of the Service Planning Instrument (SPIn), a risk assessment tool 

incorporating risks, needs, and strengths. Most strength items are scored using Likert-
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type scales, which can be summed to produce domain totals and an overall strength 

score to assist in determining an offender’s classification in custody. In their research, 

Jones et al. found that both the SPIn Pre-Screen’s aggregate risk score and aggregate 

strength score independently predicted recidivism, with the aggregate strength score 

providing incremental validity in excess of the risk score. In addition, high strength 

scores had a greater effect on reducing recidivism among high risk offenders compared 

with low risk offenders. 

Therefore, there is some evidence for the use of protective factor assessment as an 

improvement in accuracy of risk estimates for physical aggression toward others, and 

the benefit in assessing specific dynamic factors through a protective lens when a factor 

is considered from both a risk and protection perspective (Klepfisz, Daffern, & Day, 

2017). These authors noted that the assessment measures including protective factors 

comprise a narrow subset of risk and protective factors, most of which were not 

developed from overarching desistance theories. Therefore, the complex interaction of 

psychological, biological and situational factors relevant for this process are not 

considered. They concluded that there remains a lack of empirical evidence to support 

the identification of specific protective factors; however, comprehensive risk 

assessments should allow for the evaluation of both risk and protection. 

1.1.10 Behavioural Monitoring in Custody 

Monitoring dynamic risk factors and protective factors is crucial for the effective 

implementation of both assessment and treatment. As Mann, Hanson, et al. (2010) 

discussed, further research is required concerning the measurement of these factors in 

offenders; the manifestation of risk factors and the point at which they become 

problematic in an individual remains to be determined. There is an emphasis on 

observable variables (Craissati & Beech, 2003), such that the manifestation of risk and 

protective factors can be monitored and assessed.  

1.1.10.1 Behavioural consistency. There has been ongoing discussion about the 

use of behavioural observations in custody to fill gaps in risk assessment, based on the 

idea that observed behaviour may be a manifestation of an offender’s criminogenic 

needs or dynamic risk factors related to their violence, for instance, antisocial lifestyle 

or sexual deviancy (Pearson & McDougall, 2017). However, observation of behaviour 

in custodial settings may not apply to risk assessment in the community (McDougall, 

Clarke, & Woodward, 1995). Although Harris and Rice (2003) argued that sexual 

aggression is determined by enduring physiological and genetic traits, which persist 
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throughout the lifespan, there is a need to reveal how these traits manifest within 

institutions such that they can be monitored (Daffern, Howells, Stacey, Hogue, & 

Mooney, 2008). A central problem for assessments in custody is that the context of 

assessment and intervention is generally significantly different from the context of the 

behaviour being examined (Jones, 2010). For valid assessments to be conducted, there 

must be evidence of consistency between behaviours exhibited in custody and those 

exhibited in the community. Similarly, it is necessary to determine if there is personal 

consistency between the ways an offender behaves during the commission of an offence 

and the ways in which the offender behaves in everyday life (Canter, 2000).  

According to Dvoskin and Heilbrun (2001), risk-related behaviour cannot be 

monitored in populations in which institutional behaviour is less relevant to specialised 

outcomes, such as offenders who commit sexual offences against children. However, 

due to the persistence of relevant human behaviour patterns, offenders often find 

themselves in similar situations in custody as in the community and respond in similar 

ways to these situations (McDougall et al., 1995); for example, an offender who tends to 

have conflict within his romantic relationships due to a sense of entitlement and poor 

emotional regulation, may similarly have interpersonal conflict in custody in response 

to stressors. Various studies have provided support for behavioural consistency in 

criminal behaviour between custody and the community (Zamble & Porporino, 1990). 

For instance, a relationship has been found between sexual misconduct in custody and 

re-arrest for violent offences (Heil, Harrison, English, & Ahlmeyer, 2009). 

Clarke, Fisher, and McDougall (1993) found that 60% of offenders’ index 

behaviours identified from police and court documents could be independently 

identified as similar to their observed offence-related behaviours in custody, compared 

with 20% when offence behaviour was compared with a random set of behaviours in 

custody. While some behaviours incarcerated offenders engage in may be similar to 

their index offence, there might be some behaviours they exhibit, which are not parallels 

to their index offence but are still related to their criminogenic needs and potential 

future offending (McDougall, Pearson, Willoughby, & Bowles, 2013). Therefore, there 

is a wide range of potentially relevant behaviour, which could be observed in custody.  

McDougall et al. (2013) conducted a study to determine whether there was 

evidence that high risk sexual and non-sexually violent offenders’ behaviour within 

different situations in custody would be reflective of both type and frequency of 

possible behaviours in the community. Staff in the prison were consulted in the 
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identification of potential behaviours in custody, which could indicate ongoing positive 

attitudes towards offending. Custodial officers and other staff in contact with a group of 

high risk offenders were asked to record behaviours “causing concern” or “positive 

behaviours” related to offending. The negative behaviours were not necessarily linked 

to an index offence. The behavioural observations were conducted in various contexts 

within custody, such as education, workshops and visits rooms.  

Results indicated that the frequencies of negative behaviours in custody and in the 

community, were strongly correlated and that reoffence could be predicted by the 

frequency of negative behaviours in custody (McDougall et al., 2013). The frequency of 

incidents was more predictive of cross-situational behavioural consistency than analysis 

of individual instances, such that it was the aggregation of behaviours that indicated 

consistency. Of note is that low-level behaviours (i.e., persistent patterns of antisocial 

behaviour that were learned to deal with social situations, such as verbal aggression) 

were important in predicting future risk. Pearson and McDougall (2017) suggested that 

observation of behaviour in custody including lower-level coping behaviours might be 

beneficial because these behaviours are indicative of community behaviour (e.g., 

insults, threats, bullying, refusals, defiance, and generally disruptive aggressive 

behaviours). However, despite their evident importance, these behaviours are often not 

documented in official records in custody or in the community, as their perceived 

significance may be limited.  

Further, there was a significant correlation between positive behaviour in custody 

and the community, despite staff members in custody generally focusing more on 

negative rather than positive behaviours. McDougall et al. (2013) suggested that this 

result might have been due to custodial staff being asked to monitor low-level 

behaviours, which could facilitate recognition of positive behaviours. It is possible that 

in situations where few or no negative behaviours have been recorded, the negative 

behaviours might have been missed or concealed; however, the presence of positive 

behaviours, which appear incompatible with reoffending, could provide a more 

balanced view of risk. This concept is related to the assessment of protective factors and 

the combined measurement of both risk and protective factors, as Klepfisz et al. (2017) 

discussed. It also relates to the view that improvement should only be concluded if there 

is an increase in positive behaviours, rather than just a decrease in negative behaviours 

(Daffern et al., 2007). McDougall et al.’s results reflect the potential predictive accuracy 

of monitoring both negative and positive behaviours in custody.  
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Within McDougall et al.’s (2013) study, there was a similarity between identified 

custody- and community-based behaviours, with 80% of behaviours observed in the 

community being assessed by three independent researchers as ‘similar’ or ‘very 

similar’ to those observed in the custodial context. Therefore, based on this premise that 

patterns of behaviour are similar across contexts, there is scope to gain information 

about relevant behaviour in custody within even specialised offender populations. 

1.1.10.2 Behavioural manifestations of risk factors. Recent research has 

provided greater understanding of the contribution that offence-related behaviour of 

offenders in custody might offer for risk prediction in individual cases (McDougall et 

al., 2013). In order to appropriately assess risk and needs, and manage offenders in a 

custodial setting, it is important to understand the characteristics and behavioural 

manifestations of relevant risk and protective factors (Simourd & Hoge, 2000). Pearson 

and McDougall (2017) indicated that monitoring dynamic behaviours can serve to 

determine an offender’s current level of functioning, through monitoring the evolution 

of behaviour (e.g., over time in treatment). Additionally, progress in risk reduction can 

be monitored through information obtained from sources such as employment and 

behaviour in the wing (Dvoskin & Heilbrun, 2001).  

The concept of observing behaviour in custody within specialised offender 

populations can be further understood through Mann, Thornton, et al.’s (2010) theory 

regarding the manifestations of underlying propensities. The propensities remain 

present in an offender regardless of the specific environment. The behaviours identified 

within McDougall et al.’s (2013) study are equivalent to this concept of ongoing 

propensities’ manifestations. Consistent with Gordon and Wong’s (2010) suggestion 

that antisocial behaviours that are observable in the community may manifest in 

different ways in custodial settings, and Mann, Thornton, et al.’s discussion regarding 

the cross-context manifestation of underlying propensities, McDougall et al.’s findings 

indicated that the custodial environment does not necessarily suppress offence-related 

behaviours, although their expression might change due to situational circumstances. In 

their study, an example of behavioural differences between contexts was an offender 

who got into debt in the community and absconded from his hostel; in custody, he 

similarly got into debt but due to the context, rather than absconding, he sought a wing 

change to avoid the consequences of his behaviour. Additionally, although in the study 

there was no similar custody-based behaviour identified, a negative behaviour in the 
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community was ‘loitering around a school’; this situation is impossible in custody, but 

equivalent manifestations are possible such as watching children on visits.  

It is also possible that as Mann, Thornton, et al. (2010) suggested, environments 

differ in the strength with which they trigger propensities. Therefore, the strength of the 

manifestation depends both on the strength of the underlying propensity and the extent 

to which the environment has triggered the propensity. In a custodial setting, the 

environment might produce fewer triggers for an underlying propensity as compared 

with the community. For instance, an offender who has sexual thoughts about children 

may be more successful inhibiting the thoughts in custody due to fewer triggers. 

However, the thoughts may be triggered in situations relevant to the environment; for 

instance, seeing images of children in the newspaper, or on visits when children are 

present. Subsequent manifestations of this propensity could include the offender 

collecting images of children from newspapers or magazines. Alternatively, the 

offender might be observed to watch or attempt to engage with children on visits.  

Further, an offender who has an underlying propensity related to problems with 

intimate relationships, might continue to have difficulties with intimate relationships but 

the manifestation might be reduced in custody due to his physical distance from his 

partner. However, this propensity might be triggered in situations such as on visits or 

during phone calls. Manifestations might include the offender: engaging in verbal 

aggression towards his partner; becoming passive aggressive (e.g., use of sarcasm or 

raising issues from the past); or, having a sense of entitlement reflected through 

comments about how his partner should be treating him. Similar manifestations might 

be observed within relationships the offender develops in custody, thus indicating 

ongoing relevance of the propensity. 

Within the examples above, the behavioural manifestations might be less likely in 

custody compared with the community and those that are present might be weaker or 

less easily observable (for example, those related to sexual deviance). Although the 

underlying propensity has not necessarily decreased in intensity, the strength of the 

manifestations decreased as a function of the environment. However, the relevance of 

the propensity can be determined through ongoing monitoring of the manifestations. 

On the other hand, there might be propensities that are weaker in the community, 

which are strongly triggered in custody, and thus lead to more frequently observed 

manifestations. For example, in the community, an offender might not hold particularly 

strong grievance attitudes towards those in authority (Mann, Thornton, et al., 2010). 
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However, in custody, there is often an attitude amongst offenders that they are in 

opposition to those in authority. Further, there are often situations in which offenders 

feel victimised by authority figures, which may exacerbate feelings of hostility within 

the relationship. As a result, although the propensity in the community for hostility 

towards authority might be comparatively weaker, it may manifest to a greater extent in 

custody due to the environment. Manifestations such as verbal or physical aggression 

might be more likely in this environment. The level at which the propensities continue 

to be active in custody can be determined through observation and monitoring of the 

manifestations, provided the potential triggers and behavioural manifestations are 

sufficiently understood.  

When monitoring behaviours exhibited in custody, it is important to discriminate 

between behaviours that are risk-related and those that are merely a function of the 

environment. This process is complex but important because contextual factors within 

the institutional environment might either inhibit or activate certain behaviour such as 

aggression (Daffern, Ferguson, Ogloff, Thomson, & Howells, 2007). That is, due to the 

context of the institutional environment, some behaviour might emerge despite its 

inconsistency with behaviour in the community; alternatively, the function of the 

emergent behaviour might be inconsistent (Daffern, 2010). It may be important to 

determine if these inconsistent behaviours remain relevant for observation in custody 

(see McDougall et al., 2013). Discrimination between the underlying factors leading to 

certain behaviours can be achieved through conducting a functional analysis of the 

behaviours to determine their potential cause as either offence-related or context-

specific (Clarke et al., 1993).  

Due to the differences in context between custodial and community settings, in 

order to measure risk factors in custody, it is important to identify the ways in which 

these risk factors might manifest in custody. Once these behavioural manifestations 

have been identified, they can be monitored through observation, and they can be more 

effectively targeted through intervention (Gordon & Wong, 2010).  

It has also been suggested that dynamic risk factors predictive of recidivism may 

not be predictive of risk in the custodial context, for example, risk for institutional 

misconduct, because there might be differences in the causes of misconduct in custody 

compared with offending in the community. As a result, the assessment of dynamic risk 

factors in custody may require context-specific measures that operationalise factors 

related to poor institutional adjustment (Makarios & Latessa, 2013). 
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Turning to non-sexually violent offenders, the behavioural manifestations of risk 

factors related to non-sexually violent offending may be more readily observable in the 

custodial environment (e.g., physical aggression, emotional outbursts) than some 

behaviours exclusively relevant to sexual offenders. Daffern, Howells, Mannion, & 

Tonkin (2009) developed structured methodology to assist professionals compare the 

function of behaviours between contexts in a violent offender population. In order to 

compare an index act with in-hospital aggressive behaviours, Daffern et al. developed a 

structured aggressive behaviour analysis schedule assessing the following factors: 

victim characteristics; schema; affective antecedents; physiological activation; 

environmental context; disinhibitors (e.g., drug and/or alcohol use); opportunity factors; 

weapon use; and, function of behaviour. Their findings revealed that aggressive 

behaviours occurring within hospital were no more similar to a patient’s index 

behaviour than randomly selected aggressive behaviours perpetrated by a different 

patient. However, aggressive behaviours that contained four or more similar elements to 

the index act were significantly more similar than randomly selected in-patient 

aggressive behaviours (Daffern et al., 2009). One suggested explanation for these 

findings was that some individuals might not display entrenched or consistent 

aggressive behaviour, whereas some individuals might consistently display certain 

offence-related behaviour.  

As previously noted, a connection has been established between sexual deviance 

and sexual reoffending (Hanson & Morton-Bourgon, 2005). In practice, professionals 

assess sexual deviance to identify the potential for future sexually deviant behaviours. 

Due to the challenges associated with the assessment of sexual deviance based on 

observable behaviour, there is some reliance on self-report. However, in their research 

(which will be further described in section 1.1.12.1, p. 50), Seifert, Boulas, Huss, and 

Scalora (2017) found no relationship between self-report measures of sexual fantasies 

and actual sexually deviant behaviours (e.g., sexual compulsivity and sexual sensation 

seeking). That is, none of the behavioural predictors of sexual deviance were significant 

predictors of scores on the self-report measures of sexual fantasy. Seifert et al. 

suggested that the lack of temporal proximity between the measurements of the 

variables may have accounted for the non-significant findings; that is, participants 

responded to self-report measures on admission to treatment, which was several years 

after they had engaged in the sexually deviant behaviours. Sexually deviant behaviours 

occurring while incarcerated were not available in the study. Nevertheless, these results 
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revealed additional challenges associated with the measurement of some risk factors 

predictive of sexual recidivism. It further highlights the importance of gaining 

information about offenders’ behaviour in custody to assist with behavioural monitoring 

and the interpretation of self-report measures of change. 

As previously noted within this chapter, it is important to assess offenders’ risk of 

harmful behaviour. While in custody, a determination of risk level is difficult due to the 

context of the environment. As a result, a means by which to assess risk based on 

observed behaviour in this environment is vital to the determination of risk level. 

Dynamic risk factors are associated with behavioural manifestations, which can be 

triggered in custody. Researchers and clinicians have grappled with this process. 

Various theories related to the operationalisation of risk factor manifestations have been 

suggested. Two of these theories will now be described: the offence paralleling 

behaviour (OPB) framework and the offence analogue behaviour (OAB) framework. 

1.1.10.2.1 Offence paralleling behaviour. Through developing an algorithm to 

measure the behavioural ‘similarity’ of any two cases, behavioural consistency has 

previously been identified in serial sexual offenders (Grubin, Kelly, & Brunsdon, 2001). 

However, within custodial settings, it is difficult to gauge whether an offender’s 

capacity to offend continues over time, if there are no opportunities or characteristic 

activating factors (Daffern et al., 2008). Jones (1997) operationalised the concept of the 

behavioural manifestations of risk factors within institutions through the OPB 

framework. The definition of OPB has been refined over time and in order to limit the 

potential misapplication of this framework, Daffern et al. (2007) defined it as “…a 

behavioural sequence incorporating overt behaviours (that may be muted by 

environmental factors), appraisals, expectations, beliefs, affects, goals and behavioural 

scripts, all of which may be influenced by the patient’s mental disorder, that is 

functionally similar to behavioural sequences involved in previous criminal acts” (p. 

267). There are two assumptions within the framework, which are relevant to offence-

related behaviour such as sexual and non-sexual aggression: (1) behaviour within 

institutions is similar to past aggressive (offence-related) behaviour in another 

environment; and, (2) it is possible to reliably identify OPB. 

Although there remains conjecture about their precise definition, dynamic risk 

factors are thought to have a primary role in offending and as such, they represent 

intermediate targets for treatment (Andrews et al., 2011). These dynamic risk factors 

manifest through sequences of OPB. Therefore, this framework can assist clinicians to 
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assess an offender’s current risk based on behaviours observed in custody. The OPB 

framework was developed to be used in tandem with structured and actuarial risk 

assessment methods and treatment programs (Daffern, 2010). It was developed as a 

method by which idiosyncratic case formulations could be identified and used to predict 

relevant behaviours in custody, which could then inform risk assessment and treatment 

planning. As Mooney and Daffern (2011) noted, an individualised approach informed 

by the OPB framework may facilitate the risk assessment and treatment of incarcerated 

offenders through the identification of idiographic offence-related behaviours, which 

may manifest in custody. Monitoring these behavioural patterns in the custodial context 

could provide a more accurate representation of an offender’s risk for future offending. 

According to Daffern (2010), the OPB framework emphasises the social reinforcing and 

therapeutic role that all staff can have in the treatment of violent offenders in custody. It 

offers a way for wing staff to understand and integrate the informal treatment work 

conducted between formal program sessions, through the observation and monitoring of 

offenders’ behaviour.  

A central component of the OPB framework is that for a risk assessment to be 

conducted using a comparison of behaviour (e.g., sexual behaviour) across settings, 

comprehensive assessment of the index offence is required. This assessment is referred 

to as the reference formulation. It is important for this assessment to include the 

contribution and relevance of dynamic risk factors related to the offending, the actual 

characteristics of the abusive behaviour, and the function of the behaviour; these 

characteristics would then be compared with the behavioural sequences in the institution 

to determine whether the components, function and behavioural sequence are 

equivalent. Daffern et al. (2008) emphasised the importance of remaining cautious in 

the implementation of the OPB framework; that is, it should not be assumed that 

behaviours are necessarily manifestations of offending behaviour indicative of future 

risk of offending when there is only topographical similarity. For instance, low-level 

sexually abusive behaviours (e.g., sexually suggestive comments) in an institution may 

not be manifestations of sexual deviance. Rather, they may be the expression of anger; 

therefore, the function of the behaviour should be determined prior to concluding 

whether it is offence paralleling or not. Specifically, the functions of aggressive 

behaviour in institutions may be different from the functions of aggressive behaviour in 

the community (Daffern & Howells, 2009). 
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The OPB framework has been used to examine similarity in aggressive 

behaviours across situations (e.g., to determine whether behaviours offenders engage in 

within custody are offence paralleling). For instance, preliminary research has been 

conducted to assess the validity of the OPB framework for incarcerated violent 

offenders (Daffern et al., 2009), which was described earlier in this chapter (section 

1.1.10.2, p. 36). One methodological limitation identified in Daffern et al.’s (2009) 

research, was that only topographically similar behaviours were assessed for similarity. 

Behaviours can be classified as offence paralleling if they show functional equivalence 

despite topographical dissimilarity. In addition, due to the potential evolving nature of 

an individual’s aggressive behaviour, the index act might not represent an individual’s 

prototypical offending patterns.  

Using the terminology of offenders’ vulnerabilities and manifestations of these 

vulnerabilities, Daffern (2010) noted that persistent vulnerabilities do not necessarily 

manifest in overt aggression in institutions. Therefore, the task for clinicians is to 

determine the ways in which persistent vulnerabilities or dynamic risk factors manifest 

in behaviour within custody. A necessary requirement for aggression observed in an 

institution to be considered offence paralleling is that equivalent psychological features 

(e.g., schemas of abuse and mistrust) had a functional role in the initiation of prior 

aggressive behaviour and maintain causality in current aggressive behaviour. For 

instance, an offender’s behaviour may be triggered by the activation of schemas through 

perceived rejection of his partner in the community and similarly triggered by perceived 

rejection by a therapist in custody (Daffern, 2010).  

Daffern (2010) indicated that the OPB framework promotes comparison of two or 

more sequences of behaviour to determine similarity; this similarity is concluded by 

comparing functional analyses to determine whether psychopathology related to past or 

future offending is maintained. Importantly, comparison of behaviour in an institution 

with a single index act is problematic because this single act might not be representative 

of the offender’s entire repertoire or their typical aggressive behaviour. Therefore, 

Daffern identified that it is more important to compare the offender’s entire repertoire 

and their trajectory of behaviour prior to incarceration, with their current behaviour.  

One difficulty in the task of determining whether behaviour is offence paralleling 

or not, is that there might be some, but not total, similarity. The inclusion of high base-

rate components of an offending-type behaviour may result in an over identification and 

mislabelling of aggressive behaviours as offence paralleling (Daffern, 2010). For 
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instance, the custodial environment might trigger antisocial behaviours (e.g., 

argumentative behaviour towards staff) that appear to be offence paralleling but are in 

fact only a product of the environment. As a result, staff must be mindful that they do 

not label behaviours as offence paralleling when they are not (Mann, Thornton, et al., 

2010) and ensure that it is consistency in the sequence and function of behaviours rather 

than one topographically similar behavioural element.  

1.1.10.2.2 Offence analogue behaviour. Gordon and Wong (2010) use the label 

OAB to describe the “here-and-now markers for the individual’s criminogenic needs, 

that is, the current manifestations of the individual’s problem areas within custodial 

settings” (p. 172). In general, these OABs are idiosyncratic to the individual, linked to 

the individual’s criminogenic needs, and result from an interaction between these 

criminogenic needs and the immediate environment (Gordon & Wong, 2010).  

One key difference between the OPB and OAB definitions is that whereas OPBs 

refer to a behavioural sequence that mirrors an individual’s offending behaviour in 

either topography or function, OABs refer to behaviours, which may be discrete 

instances, mirroring criminogenic needs (dynamic risk factors), which are not 

necessarily specific to the offender’s index offence. These OABs are the manifest 

propensities as described by Mann, Thornton, et al. (2010). 

1.1.10.2.3 OPB vs OAB. McDougall et al. (2013) noted that a subset of offenders’ 

offence-related behaviour in custody might be offence paralleling; however, there might 

be other important offence-related behaviours, which, although not reflecting parallels 

with the index offence, are also important and should be examined. These behaviours 

include negative low-level behaviours, which might be indicative of the potential for 

more severe behaviour such as offending. Therefore, in their study, McDougall et al. 

examined all behaviours that might be classified as offence-related, or negative, in 

addition to positive behaviours, without engaging in functional analysis.  

With high-risk but infrequent behaviours (e.g., murder, in the absence of prior 

aggressive behaviours), it may be difficult to develop a meaningful and observable 

parallel, which subsequently limits assessors’ ability to measure relevant behaviour in 

custody (Davies et al., 2010). This difficulty may promote an advantage of the OAB 

framework, in which behavioural manifestations of dynamic risk factors are identified 

rather than limiting the assessment process to development of parallel sequences to 

offending behaviour. Furthermore, the OAB framework may more easily facilitate the 

assessment of the meaning and significance of observed changes. That is, Davies et al. 
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(2010) noted that if the OPB has considerable functional equivalence to the offending 

behaviours, the tendency may be for clinicians to confidently conclude that change has 

been achieved in the risk of engaging in offending behaviours. However, the change in 

OPB might not necessarily remain when the offender is faced with different contexts, 

resources, demands and stressors, such that it might not be generalisable to contexts in 

which an offence may be imminent.  

1.1.10.3 Behavioural manifestations of protective factors. Andrews et al. 

(2011) asserted that alternative ways of thinking, feeling and acting can be developed to 

counteract an offender’s risk factors. A key part of rehabilitation is the development of 

skills to replace previously learned maladaptive behaviour patterns (Baglivio, Wolff, 

Piquero, Howell, & Greenwald, 2017). A central feature of risk assessment is the 

measurement of changes in criminogenic factors in order to determine whether these 

factors have moved away from risk, towards becoming strengths (Hanson et al., 2009). 

This idea is relevant to both the OPB and OAB frameworks.  

1.1.10.3.1 Prosocial alternative behaviour. With the implementation of effective 

intervention for OPB, it is suggested that adaptive, prosocial behaviours with similar 

functions to the OPB may emerge and replace OPB (Daffern et al., 2007). These 

behaviours have been termed prosocial alternative behaviours (PAB) and are observed 

through skills acquisition or adoption of prosocial behaviours (e.g., assertive 

communication) in contexts that would be expected to elicit problematic behaviours 

(e.g., violence). Therefore, progress is not only measured by a decrease in OPB, but also 

by an increase in PAB (Daffern et al., 2007). In the risk assessment process, observation 

of the changes in OPB towards PAB is important in determining change in risk level. 

1.1.10.3.2 Offence replacement behaviour. Similarly, Gordon & Wong (2010) 

identified offence replacement behaviours (ORB) as more ‘helpful behaviours’ that are 

developed to counteract OABs. Consistent with Daffern et al.’s (2007) suggestion, they 

noted that while it is positive for offenders to engage in fewer OABs, it is not sufficient; 

individuals must also engage in a greater number of appropriate behaviours.  

1.1.10.3.3 Protective factors. Returning to the concept of protective factors, it 

could be argued that the acquisition of prosocial behaviours in the form of PAB and 

ORB is equivalent to the development of protective factors. As noted earlier, there 

remains debate about the most valid method by which to operationalise protective 

factors. These factors may contain both state and trait constructs, as could risk factors 

(Klepfisz et al., 2017). However, based on the perspective that protective factors are 
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equivalent to the underlying propensity in the same way that risk factors are equivalent 

to the underlying propensity (de Vries Robbe et al., 2015), it can similarly be argued 

that the behaviours exhibited as a reflection of these protective factors are in fact the 

observable behavioural manifestations, which are the PABs/ORBs.  

Polaschek (2017) noted that a factor is protective if the individual uses it when 

given the opportunity to do so in the face of offending opportunities. This idea is 

consistent with that proposed within the OPB framework, in which PABs are defined as 

the positive behaviours an offender engages in within a situation that could trigger 

offending-related behaviour, instead of engaging in the pattern of problematic behaviour 

he/she would have engaged in previously. Daffern et al. (2007) emphasised the 

importance of determining whether the observed positive behaviours are related to 

positive skill development or unhelpful factors. For instance, they identified three 

potential scenarios in which an offender might appear to be managing his or her 

relevant risk factors. One is situational muting, which might be a result of either 

environmental or other individual factors (e.g., potentially restrained or secluded, or 

lacking certain mental state factors that might lead to risky behaviour). These factors 

might mute the expression of an offender’s behaviour such that the result was less 

extreme; however, it does not necessarily indicate that the offender has made positive 

changes and has acquired behaviours to successfully manage his offending propensities. 

Second, problematic behaviour might appear to decrease as a result of detection evasion 

skills, in which the behaviour persists but skills are acquired such that the offender can 

continue to engage in it without detection. Finally, the apparent change might be due to 

more positive psychological processes developed, which lead to use of a more prosocial 

behaviour in response to triggers. 

1.1.10.4 Practical issues related to behavioural observation. In order to 

monitor the presence of dynamic risk through behavioural manifestations, it is 

important to conduct systematic and objective assessments to reduce subjectivity, 

observer bias and the reliance on accidental observations (Daffern et al., 2007). For 

instance, a potential limitation to the assessment of risk based on observations of 

behaviour in custody is that the presence of a risk factor may depend on the degree to 

which behaviour is monitored by staff as well as how it is interpreted. Therefore, 

observer biases can compromise the assessment and classification of behaviour. For 

example, observers may attribute the causes of an offender’s institutional behaviour to 

characteristics of the person, rather than considering temporary factors within the 
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offender or characteristics of the environment (Daffern, 2010); the behaviour may thus 

be incorrectly attributed to underlying vulnerabilities. Further, Serin, Chadwick, et al. 

(2016) highlighted the potential for observer bias, such that ratings of change might be 

affected by the relationship the assessor has with the offender and their personal opinion 

of this individual, as well as the importance they place on various aspects of change.  

This problem could be solved for commonly occurring risk factors by developing 

checklists with the most usual types of institutional behaviour associated with each risk 

factor (McDougall et al., 1995). Predictions could therefore be made about institutional 

behaviour that would indicate whether or not the risk factors were being demonstrated 

through the analysis of each offender’s case (McDougall et al., 1995). McDougall et al. 

(2013) further suggested there may be benefits from using a behavioural monitoring 

form such as that developed within their research, in combination with a range of 

actuarial and structured clinical assessment tools available. 

In addition, Daffern et al. (2007) suggested that it would be beneficial for 

clinicians to predict the behavioural sequences that are likely to manifest, by analysing 

the individual offence patterns and systematic observation of behaviours in custody. 

Risk assessments such as the VRS have been used for this process in incarcerated 

violent offenders. Gordon and Wong (2010) suggested that OAB and ORB should be 

monitored and that the list of these behaviours can be amended throughout treatment, 

through observation by various staff members in different contexts, including both the 

treatment sessions and daily functioning (e.g., at work or in the prison unit).  

Gordon and Wong (2010) encouraged the use of behavioural observations for 

offenders over time and place, rather than restricting assessment to time spent in 

‘formal’ treatment contexts. If observations are restricted to treatment contexts, they 

might be biased because offenders spend relatively small amounts of time in these 

contexts and often attempt to present themselves in an overly positive light. 

Additionally, offenders may use detection evasion skills in environments in which they 

feel more scrutinised, such as within the therapy room. Thus, positive impression 

management within treatment settings might lead to staff members forming 

unrealistically positive views of offenders’ behavioural changes. Offenders’ application 

of these adaptive behaviours might be less frequent outside of this scrutinised 

environment. Therefore, through observation outside of treatment, this discrepancy 

between contexts can be gauged.  
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There are more opportunities for offenders to practise developing skills learned 

within the treatment context and for a range of staff members to observe these 

behaviours in alternative contexts, if behavioural monitoring occurs in offenders’ daily 

living situations (e.g., custodial officers’ observations). Further, if psychologists use 

custodial officers’ reports of offenders’ behaviour, assessment methods may be 

enhanced by incorporating a psychological direction to observations regularly made in 

the custodial environment (McDougall et al., 1995). This variety of contexts in which to 

monitor offenders’ behaviour is similar to the method McDougall et al. (2013) used, in 

which custodial officers’ observations were made across various settings.  

Important additional information can be gained regarding offenders’ behaviour 

through use of custodial officers’ observations. However, custodial officers might be 

less inclined to report some behaviours. Atkinson and Mann’s (2012) study included 

exploration of custodial officers’ decisions about whether or not to report offenders’ 

behaviour. Focus groups were conducted with custodial officers. Some reasons 

custodial officers provided for not reporting offenders’ behaviour included there being 

an accepted level of poor behaviour in custody, and relatedly, the behaviour not 

considered concerning enough to justify reporting it. However, as evidenced through the 

work cited in McDougall et al. (2013), low-level behaviours can be important in 

determining offenders’ risk.  

The model implemented in McDougall et al.’s (2013) study was designed to 

involve custodial officers in the monitoring process as part of their daily work. 

Specifically, custodial officers’ observations of offenders’ day-to-day activities in 

custody may provide greater information about offenders’ behaviour outside a direct 

intervention context (e.g., education, employment, social activities). One issue that 

might increase the challenges associated with this process is its reliance on custodial 

officers’ regular interactions with offenders and active engagement in behavioural 

observation. That is, some custodial officers’ interactions with offenders may be limited 

to that required for the maintenance of the safety and security of the prison rather than 

related to more generalised situations. Therefore, information might not be gained 

regarding offenders’ risk-related behaviour. Nevertheless, if several methods are used to 

monitor behaviours, they can be compared with each other to determine consistency. 

For instance, in addition to using custodial officers’ observations, clinicians’ 

observations of offenders’ behaviour could similarly be gained. Further, often custodial 

officers are unclear about the relevance of observed behaviour to risk of reoffending, 
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particularly when the custodial behaviour is not topographically similar to prior 

offending. Therefore, it might be helpful to provide them with potential risk-related 

behaviours to focus their monitoring. 

1.1.11 Behavioural Monitoring in a Therapeutic Community 

1.1.11.1 Therapeutic community environment. Many treatment programs in 

custody are implemented within the context of a therapeutic community. Forensic 

Therapeutic Communities are residential units within an institutional rehabilitative 

context. They allow every event and any relationship within the environment to be 

considered a learning opportunity, which can assist offenders maximise therapeutic 

gain. They provide an environment where treatment gains and new learning from group 

therapy sessions can be rehearsed outside the group setting, that is, within the 

therapeutic community environment. Therefore, therapeutic communities provide 

offenders with an opportunity to increase the intensity of the treatment experience 

beyond the group treatment context. The culture has a positive and rehabilitative focus, 

which is developed and maintained with the active participation of both staff and 

offenders (Ware, Frost, & Hoy, 2010).  

In these settings, open communication is encouraged between offenders and staff 

as well as between multi-disciplinary staff members. As a result, all staff members are 

involved in the implementation of the community environment. For instance, the role of 

custodial staff extends from the standard provision of humane, secure and safe 

containment to actively promoting the change process (Ware et al., 2010). Custodial 

staff monitor offenders’ positive and negative behaviour in the wing and engage in day-

to-day communication with therapeutic staff regarding offenders’ progress in working 

towards their goals. For therapists, it is vital to maintain communication with custodial 

staff regarding clients’ behaviour and to draw upon their observations and impressions 

to help gauge treatment progress and to assess risk of reoffending. This communication 

between staff members also serves to strengthen the treatment process for clients. 

1.1.11.2 Behavioural assessment. Prior research has suggested that pre-treatment 

psychometric measures were more predictive of reconviction than were post-treatment 

psychometric measures (Barnett, Wakeling, Mandeville-Norden, & Rakestrow, 2012). 

Although these research findings were explained through the potential impact of social 

desirability, there are possibly differences between the context of the community and 

custody on offenders’ demonstration of positive impression management. For instance, 

in a custodial context, the impact of social desirability might be countered by other 
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factors, such as those inherent in a therapeutic community. Initially, this environment 

might elicit reactions based on prior experiences. Offenders might experience feelings 

of threat and fear as a consequence of prior experiences in and out of custody, in 

particular due to the stigma surrounding sexual offenders. As a result, they might be 

more likely to present themselves in an overly positive light in response to other 

offenders and staff members, for physical and emotional self-preservation. As they 

progress through treatment, their new experiences might lead to changes in their 

attitudes such that they feel safer to disclose information that might present them in a 

negative light.  

Blagden, Winder, and Hames (2016) noted that the findings of their research 

supported the idea that offenders found the custodial context in which they engaged in 

treatment, to be safe and constructive, which contributed to their development of 

positive cognitions around the experience. In tandem with this process, offenders will 

likely gain further insight into their attitudes and behaviour and learn alternative ways 

by which to manage difficulties, through both the treatment process itself and dynamic 

interpersonal learning (Yalom, 1985), such that staff will observe behavioural 

improvements. Therefore, offenders’ post-treatment psychometric measure responses 

might provide more accurate measures of their attitudes and beliefs. Based on these 

factors, it is possible that in combination with staff observations, psychometric 

measures might provide useful information regarding assessment of risk at the 

completion of treatment. Further, self-report measures may be valuable in combination 

with staff observation to facilitate greater opportunity for a wider spectrum of 

behaviours to be monitored. 

1.1.11.3 Challenges with observation. When assessing risk, one advantage of 

therapist judgements compared with offender self-report is that it avoids any potential 

social desirability bias (Beggs & Grace, 2010). However, due to the nature of residential 

environments, the range of social and physical activities will likely be restricted, which 

might reduce the observable manifestation of risk factors (e.g., alcohol dependence may 

not produce easily recognisable manifestations within custody, whereas anger 

dysregulation might). Further, a difficulty in relation to observation of offenders’ 

behaviour in custody is that some behaviours are more easily observable (e.g., self-

regulation deficits) than other behaviours (e.g., deviant sexual fantasies). As a result, 

there might be a higher rate of observation of these easily observed risk factor 

manifestations (Hanson & Harris, 2001).  
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Sexual deviance might be particularly difficult to measure through observation. 

Not only are the behavioural manifestations more likely than many other behaviours to 

be concealed, but many manifestations of this risk factor are likely to be in the form of 

attitudes and beliefs. However, it can be difficult to identify and measure the extent to 

which attitudes or beliefs are present. For sexual offenders, the presence of offence-

supportive beliefs is often inferred from the statements offenders make about their 

offending (Mann, Hanson, et al., 2010). There might be a limit to the extent to which 

staff within the custodial environment can observe risk that is manifested through 

thoughts and beliefs. The use of inference rather than purely direct observation might 

allow a greater degree of subjectivity and bias from staff, which likely impacts on the 

reliability and validity of observations.  

Brown et al. (2009) noted that additional research was required to determine the 

most effective method by which to assess real-world dynamic risk factors prior to 

release from a secure environment. They suggested that future studies should 

investigate methods by which to reliably assess behaviour in custody, which most 

closely represents real life situations, such as: how the offender spends leisure time in 

custody; debt acquisition in custody; and, employment performance in custody. It 

should be emphasised that as previously indicated, prior research has demonstrated the 

similarity between behaviours in custody and those in the community (Zamble & 

Porporino, 1990). Behavioural manifestations of risk factors in custody likely 

approximate relevant behaviours in the community. This process is vital in order to 

assess ongoing risk in the custodial context prior to offenders’ release; however, it is a 

process that is inherently challenging, in part due to the difficulties related to observing 

dynamic risk factors in this context.  

1.1.12 Evaluating Change in Offenders 

A crucial component of dynamic risk assessment is the assessment of change over 

time, to determine whether offenders’ changes through treatment have corresponding 

effects on changes in outcome such as recidivism (Olver & Wong, 2013). A challenge 

associated with change assessment is determining salient risk-related changes in a 

population of men residing in a controlled institutional environment, and for whom 

there are generally few readily available opportunities for offending or access to 

potential victims (Gordon & Wong, 2010). It is important to note that the processes by 

which sexual offenders make changes are not well known (Hanson et al., 2009). Results 

of various studies have suggested that improvements on factors presumed to be 
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criminogenic, in fact have no effect on sexual recidivism rates (e.g., hostility towards 

women; Quinsey, Khanna, & Malcolm, 1998). These results highlight the lack of clarity 

surrounding the relation between change in dynamic risk factors and recidivism.  

It is worth noting that in order to effectively measure change in these behaviours 

and attitudes, the relevant dynamic risk factors and their prosocial alternatives must be 

identified and defined. There are various methods by which offenders’ change can be 

assessed. For instance, psychometric tools can be used to assess theoretically important 

psychological and/or risk constructs relevant for sexual offender risk and wellbeing 

(Olver & Wong, 2013). These tools tend to be used in the form of pre- to post-treatment 

self-report measures, and can provide information about an offender’s changes in 

attitudes and beliefs in addition to behaviour. Further, clinicians’ ratings of change can 

be used in the form of pre- to post-treatment structured clinical risk evaluations (e.g., 

VRS:SO). Changes in behaviour can be gauged through staff observations, or 

alternatively, methods such as institutional misconduct over a specified time period 

(e.g., throughout an offender’s incarceration). There are differences between change 

measures in relation to the number of time points used to assess change. The various 

methods of measuring change and the challenges surrounding this process will now be 

further outlined. 

1.1.12.1 Psychometric measures through self-report. Willis, Yates, Gannon, 

and Ward (2013) emphasised the benefits of using self-report processes within 

assessment and intervention planning. Self-report can serve to minimise the challenges 

associated with behavioural observation, as previously discussed. This idea was 

highlighted through the Good Lives Model, in which self-report is recommended to aid 

clinicians within assessment and intervention planning. For instance, according to 

Willis et al. (2013), use of an assessment feedback session could serve to ensure the 

clinician has an accurate understanding of an offender’s values, their relationship to 

offending behaviour and life problems, and offender strengths. Self-report can also be 

used in relation to change measurement, such as through use of psychometric measures. 

Self-report psychometric measures are used to gain insight into unobservable 

(latent) variables, and measure personality traits, abilities, attitudes and knowledge 

(Beech, Wakeling, Szumski, & Freemantle, 2016). There has been ongoing discussion 

about the advantages and disadvantages of using psychometric measures to assess 

change in attitudes and behaviours over time, largely due to the potential impact of 

positive impression management in self-report measures. However, the advantages of 
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using psychometric tools include their convenience and their lessening of assessor 

biases (Wakeling et al., 2011). In addition, prior research findings have provided 

evidence to suggest that psychometric assessment can be used to measure dynamic risk 

of sexual offending and that this form of assessment adds to the predictive power of 

static risk assessments (Barnett et al., 2012).  

In Barnett et al.’s (2012) study, dynamic risk-domain scores were calculated for 

all offenders, to represent a measure of the level of problematic behaviour in each risk 

domain for each offender. This measure was based on the standardisation of 

psychometric assessment scores. A key finding was that post-treatment scores on 

psychometric measures were less discriminative and predictive of reconviction than 

were pre-treatment scores. In contrast to the changes in the effects of social desirability 

over time within a custody-based therapeutic community, one potential explanation the 

authors provided was that post-treatment scores might be more likely affected by social 

desirability. The authors suggested that as a result, clinicians should be wary in using 

these measures as a basis for risk assessment. 

It is possible that the authors’ explanation was related to the context of the study; 

that is, the sample consisted of sexual offenders attending a community-based probation 

service-run treatment program. Offenders under community supervision may be more 

cognisant of the potential for breaching their order and subsequent incarceration, should 

they perform poorly in treatment. This hyper vigilance might increase the likelihood of 

socially desirable responding.  

Research has been conducted to assess the role of response bias on self-report 

measures of sexual fantasies (Seifert et al., 2017). Results examining the association 

between the Marlowe-Crowne Social Desirability Scale (MC-SDS; Crowne & 

Marlowe, 1960), and the Wilson Sexual Fantasy Questionnaire (WSFQ; Wilson, 1988) 

and the Sexual Fantasy Questionnaire (SFQ; O’Donohue, Letourneau, & Dowling, 

1997) indicated that both the measures of sexual fantasies were influenced by socially 

desirable responding. That is, higher scores on the MC-SDS were associated with lower 

scores on the sexual fantasy measures, which suggested that participants attempted to 

present themselves as less deviant in their self-reports of sexual fantasies. Results also 

suggested that although responses on these measures were influenced by social 

desirability, the level of social desirability did not suppress the robustness of the 

significant associations between sexual fantasies and self-report measures of sexual 
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deviance. Seifert et al. (2017) concluded that offenders’ level of socially desirable 

responding does not invalidate responses on measures of sexual fantasy.  

Further, Stevens, Tan, and Grace (2016) investigated the effect of controlling for 

the variance associated with socially desirable responding as measured by the MC-SDS, 

in the self-reports of sexual offenders in a custody-based treatment program within a 

therapeutic community. While MC-SDS scores were negatively correlated with 

psychometric variables associated with risk (social inadequacy, sexual interests, 

anger/hostility, and pro-offending attitudes), results reflected that correcting for socially 

desirable responding had little impact on predictive validity for recidivism. Correlations 

of individual variables and dynamic risk factor scores with recidivism were not 

significantly altered when socially desirable responding was removed, such that there 

was no evidence for the relationship between dynamic risk and sexual recidivism being 

dependent on socially desirable responding. Stevens et al. indicated that these results are 

consistent with prior research suggesting that this form of responding should be 

regarded as a personality characteristic or trait, rather than a response bias that when 

removed increases the accuracy of risk assessment. They also reported finding that it 

was unrelated to recidivism and static risk although still correlated with dynamic risk 

measures. They noted that their results suggested such responding did not pose a threat 

to the predictive validity of dynamic risk assessment through self-report. 

Many offenders with a history of sexual offences will respond well to exploration 

of their sexuality and will acknowledge persistent or sporadic deviant sexual interests 

(Craissati & Beech, 2003). However, change over the course of treatment might be 

more difficult to ascertain reliably. Due to the potentially significant consequences of 

those in authority perceiving an offender to either have made sufficient changes or not, 

offenders may seek to present themselves in a positive light to researchers and treatment 

providers, such that they report a reduction in their potential risk for recidivism. Despite 

this potential for positive impression management through self-report measures, prior 

research has provided evidence that staff perceptions of offenders are in agreement with 

the offenders’ self-perception and expressed beliefs (McDougall et al., 1995). However, 

clinicians must remain mindful that staff perceptions of offenders might be influenced 

by offenders’ expressed beliefs. 

Walters (2006) reported finding that psychometric scores could predict outcome 

with the same accuracy as other risk assessment tools, but only if the psychometric 

measures were designed to measure constructs that were empirically related to risk of 
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reoffending. One important point in relation to using psychometric measures is that 

more deviant scores and lower levels of change should theoretically be linked with 

higher rates of recidivism; however, individuals with more deviant scores have the 

opportunity to attain higher change scores. Therefore, use of raw change scores within 

these measures has limitations that must be countered. Use of clinically significant 

change (CSC; Jacobson & Truax, 1991) manages this limitation through evaluating 

post-treatment scores against non-deviant norms to determine the practical value of the 

individual’s changes. Therefore, note that this form of analysis is used to determine 

individual-level change, rather than the group-level change. 

1.1.12.2 Structured clinical evaluation. In the past, risk assessment measures 

tended to focus on the prediction of recidivism; more recently, greater attention has 

been provided to the assessment of change and incorporating information about 

intermediate change (e.g., that achieved through treatment) into sexual offender risk 

appraisals (Olver, Christofferson, Grace, & Wong, 2014). Central to the use of these 

assessment measures is the idea that risk is dynamic, it can be accurately 

operationalised and measured with current dynamic tools, and that risk-relevant changes 

should be related to changes in recidivism outcomes (Sowden & Olver, 2016). 

Measurement of behaviours in custody, and further, measurement of changes in these 

behaviours, may allow more effective prediction of offenders’ potential behaviour upon 

release. For instance, by assessing change in an offender’s OABs within treatment, an 

indication can be gained regarding treatment progress. As treatment progresses, and 

offenders make improvements, the intensity and frequency of OAB occurrences may 

decrease (Gordon & Wong, 2010). This progress may also be indicative of changes in 

risk level if treatment is effective in targeting relevant risk areas. 

Olver, Wong, Nicholaichuk, and Gordon (2007) suggested that some dynamic risk 

factors may be more resistant to change processes than others. Therefore, it is also 

possible that the changes in intensity and frequency of behavioural manifestations of 

risk factors might differ. This difference in the ability of various risk factors to undergo 

change over time might be relevant for clinicians’ attempts to evaluate clients’ changes 

subsequent to intervention or prior to release from custody.  

The VRS:SO was developed to integrate risk assessment and treatment planning, 

in addition to change measurement, in a single instrument (Olver et al., 2007). It 

includes both static and dynamic variables to assess risk for sexual recidivism, with the 

dynamic variables additionally used to identify treatment targets and to measure 
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changes in risk pre- to post-treatment. The measurement of change is based on the 

application of the transtheoretical model of change (Prochaska, DiClemente, & 

Norcross, 1992), which suggests individuals progress through five stages of cognitive, 

experiential and behavioural changes. Behaviours are described in the VRS:SO and 

changes are assessed and quantified through the application of a modified verison of the 

transtheoretical model of change. The VRS:SO has been validated as a change 

measurement instrument (Olver et al., 2014; Olver et al., 2007; Sowden & Olver, 2016). 

Wakeling et al. (2011) suggested that based on their research findings, the most 

useful psychometric variable to examine as an indicator of future recidivism, may be a 

sexual offender’s overall level of deviancy pre-treatment, using a composite of all of the 

psychometric measures. However, when comparing predictors of sexual recidivism, 

Beggs and Grace (2010) reported that although there was no statistically significant 

difference, VRS:SO scores were better predictors of sexual recidivism than the 

Deviance scores derived from psychometric tests. They concluded that it may suggest 

structured therapist judgement is a more effective methodology for risk assessment than 

self-report. 

The inconsistency in research findings related to measurement of sexual deviance 

in offenders might reflect the challenges associated with this process. Since this risk 

factor is likely the most difficult to measure through methods other than offender self-

report, a combination of self-report and staff observations may provide a greater 

opportunity for all behaviours to be monitored.  

Sowden and Olver (2016) examined the assessment of change in sexual violence 

risk using two risk assessment tools, the VRS:SO and STABLE-2007 (Hanson et al., 

2007). Both risk assessment tools demonstrated small-to-moderate prediction effect 

sizes for four recidivism outcomes: sexual, non-sexual violent, violent, and general 

recidivism. Only the VRS:SO predicted sexual recidivism in the sample. Both measures 

demonstrated participants’ pre- to post-treatment change. On average, participants 

scored about three quarters of a standard deviation lower on each measure post-

treatment, which is consistent with prior research (e.g., Nunes, Babchishin, & Cortoni, 

2011). The VRS:SO change scores were not significantly associated with reductions in 

sexual recidivism specifically, while STABLE-2007 change scores were not 

significantly associated with any recidivism outcomes. It was noted that as the VRS:SO 

was intended to primarily assess risk for sexual violence, the observed associations of 

risk change with reductions in other recidivism outcomes is consistent with the 
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possibility that risk-relevant change may extend to reductions in the risk for outcomes 

beyond sexual violence. 

1.1.12.3 Number of time points measured. Brown, St. Amand, and Zamble 

(2009) noted that one of the greatest challenges facing correctional research is 

establishing a ‘gold standard’ for the statistical analysis of change data in relation to 

recidivism, with no consensus regarding the most appropriate method. Prior research 

has examined risk factors that were described as dynamic, at one specified point of 

time. In effect, this process serves to treat a dynamic variable as static. It provides no 

information about change over time, or whether more proximal assessments may be 

more effective indicators of imminent risk (Serin & Lloyd, 2016).  

The majority of prior research that has investigated changes in dynamic risk over 

time has done so through the use of two time points (Lewis, Olver, & Wong, 2013). 

These two time points have generally been pre- and post-treatment (Walters, 2006). 

Specifically, within-treatment change has been assessed through measurement of 

dynamic risk factors prior to treatment and reassessing these same factors following 

treatment completion. As described earlier, these assessments typically involve 

psychometric measures designed to measure variables that were empirically or 

theoretically associated with risk, were assumed to be dynamic, and were targeted for 

change in the treatment program (Beggs, 2010). This form of assessment is also the 

method used within the VRS:SO as described previously. 

Other methods by which to analyse changes measured over time include the use 

of test-retest scores (Nunes et al., 2011). Hanson and Harris (2000) recommended the 

creation of an actual change variable, whereby the observed level of change is assigned 

a code (e.g., -1 = deterioration; 0 = no change; and 1 = improvement).  

Walters (2006) noted that the assessment of dynamic risk factors at multiple time 

points during and after treatment appears to be an effective technique to improve change 

assessment. Similarly, Lewis et al. (2013) suggested that linking recidivism to dynamic 

variables assessed at multiple time points might be a more accurate assessment of the 

dynamic nature of the variables. Brown et al. (2009) suggested that the ideal study 

requires at least three distinct assessments of dynamic risk, as without multiple time 

points, researchers cannot differentiate measurement error from actual change. They 

proposed the use of a longitudinal prospective research design, incorporating 

information about risk factors that fluctuate over time. It is not clear how often various 

risk factors must be measured to capture their true rate or nature of change; however, 
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Douglas and Skeem (2005) noted that the longer the interval between assessments, the 

greater the risk that changes will be missed. 

Douglas and Skeem (2005) suggested that “What is needed is prospective, 

repeated-measures studies of hypothetically dynamic risk factors… with enough 

observations to discern patterns or trajectories of change… as well as rapidity of 

change” (p. 371). Exploratory research has been conducted with violent offenders in 

New Zealand, in which multiple time points were used to assess change (Yesberg & 

Polaschek, 2014). Therapist-rated pre- and post-treatment scores were used, with an 

additional assessment conducted six to 12 months post-treatment while participants 

were still in custody. At the group-level, there was generally a reduction in risk for non-

sexual violence at the completion of treatment and subsequent to treatment while still in 

custody. At the individual-level, it was evident that offenders have disparate patterns of 

change both during treatment and subsequent to treatment.  

Yesberg and Polaschek (2014) noted that the results suggested the direction and 

volume of in-program change does not necessarily allow for prediction of post-program 

change. They indicated that their use of file information alone to rate the third 

assessment of change may have been less sensitive than using information from the 

offenders directly; therefore, they suggested use of offenders’ self-report to 

prospectively assess a third rating of change in future research. They provided a 

tentative conclusion that failure to account for patterns of change subsequent to the end 

of treatment may help explain prior research results in which treatment change has not 

been predictive of future outcome.  

1.1.12.4 Change findings. Where more recent studies have commenced exploring 

change, findings have been mixed. Some research has reflected minimal pre- to post-

treatment change (Hildebrand & de Ruiter, 2012), while in other studies, more robust 

change has been found (Hudson, Wales, Bakker, & Ward, 2002). These equivocal 

findings raise a problem that has been observed in the psychometric assessment of 

dynamic risk. It is generally difficult to determine whether null results about change 

across treatment are the result of a real lack of change, insensitive measurement, or the 

investigated risk factors in fact not being dynamic (Cording, Beggs Christofferson, & 

Grace, 2016). The conceptualisation of dynamic risk factors may also contribute to the 

mixed outcomes of extant change research. For instance, Heffernan and Ward (2015) 

noted that while dynamic risk assessment tools may be reasonably accurate in their 

predictions of reoffending, this accuracy does not necessarily mean that the risk factors 
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used in the measures are psychologically meaningful, or that they facilitate further 

understanding of the aetiology of, or desistance from, antisocial behaviour. 

Additionally, the sensitivity to change might vary depending on whether the tool 

includes factors that are both modifiable and causally related to offending (Viljoen, 

Shaffer, Gray, & Douglas, 2017). 

Despite some researchers attributing difficulties regarding change observation to 

the investigation of static factors, Brown et al. (2009) suggested that static factors 

should also be used in change measurement. They found that static factors, in particular, 

the number of prison misconducts in the 12 months prior to release, made significant 

contributions to individuals’ survival time. However, it could be argued that behaviour 

lending itself towards gaining institutional misconduct charges is in fact dynamic (e.g., 

aggression, substance use). Since misconducts received over different time points 

during a period of incarceration can fluctuate, it suggests this factor is dynamic. 

Within van den Berg et al.’s (2017) meta-analysis described previously (section 

1.1.8.1, p. 26), one of the aims was to determine the predictive validity of change scores 

on dynamic risk assessment instruments. Significant effects were found for change 

scores, such that these scores predicted all three types of recidivism (sexual, non-

sexually violent and general); that is, offenders who demonstrated larger positive 

changes such that there was a reduction in dynamic risk scores, reoffended at a lower 

rate than those who demonstrated smaller changes in dynamic risk factors over time. All 

effect sizes were relatively small, indicating that only a small part of change in 

recidivism was explained by changes in dynamic risk factors. This finding raises 

questions about the nature of the variables included in dynamic risk assessments. The 

authors noted that if dynamic risk factors are predominantly correlates of psychological 

propensities, which are causally related to sexual offending, then treatment of these 

dynamic risk factors would still only treat the symptoms rather than the causes of sexual 

offending. Change scores would thus be expected to achieve small effect sizes. 

Nevertheless, the positive change observed in dynamic risk suggests a lowering of risk 

level, which is important in this field. 

An indication of change in risk might be gauged if recent events have activated 

relevant risk-related propensities, with the immediate situation facilitating either 

prosocial or antisocial opportunities (Thornton, 2016). This opportunity for the 

observation of change might be available in a custodial setting, with either risk-related 

behaviour or more adaptive behaviour resulting from a given situation. Within a 
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treatment program, there might be different events occurring, which trigger responses 

(e.g., interactions between offenders, or with staff members; or particular treatment 

components). It might be argued that observation of real change could be concealed 

depending on the environment and the triggering situations. Countering this argument is 

the possibility that the response observed is in fact a manifestation of an acute risk 

factor, whereas over time, there will be a general trend in the methods by which 

offenders choose to respond to situations, with these decisions based on more stable 

dynamic risk and development of alternative skills to manage this risk. 

1.1.12.5 Determination of change. It is not only the presence of risk factors, 

which should be measured to assess change. Additionally, as Serin and Lloyd (2009) 

highlighted, change may be most effective when individuals concentrate on developing 

prosocial habits rather than focusing purely on changing infrequent antisocial 

behaviours. The RNR principles include the development of strengths (Andrews & 

Bonta, 2010, p. 22). As previously discussed, change should be evaluated through 

observation of both positive and negative behaviours. Assessments such as those 

described previously (e.g., SAPROF and START) may assist with this process.  

The model on which the RNR is based recognises active, conscious, and 

deliberate self-regulation through self-monitoring, comparison of ongoing behaviour 

and outcomes with standards of conduct, and self-talk, self-imaging, and self-delivery 

of consequences to assist in aligning behaviour with an individual’s self-identity 

(Andrews et al., 2011). Notably, Carter and Mann (2016) identified that one concern 

with using the term ‘treatment’ is that there is a risk of failing to acknowledge the active 

role of the treatment participant in the process of change. Within change assessment, it 

is important to ensure the offender’s attempts to action this process are considered and 

evaluated. This concern is consistent with Serin, Chadwick, et al.’s (2016) suggestion 

identified earlier in this chapter, in which the mere presence of a strength factor should 

not be automatically assumed to have a protective effect on an offender; the offender 

must choose to engage in an adaptive response, just as he/she has an active role within 

the change process throughout treatment. 

The ultimate indication that change has been achieved is through an individual’s 

desistance from further offending. Serin and Lloyd (2009) suggested that desistance is 

directly connected to the psychological mechanisms, which drive changes in patterns of 

offending. They noted the importance of exploring the process by which offenders cease 

crime, and whether it is spontaneous or in response to intervention. At times, it may be 
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difficult to gain an accurate measurement of the extent to which an offender has 

changed, because change occurs over time, such that it is a gradual process, and can 

include both improvement and deterioration within a given period of time. Additionally, 

as the changes are observed through offenders’ behaviour, perspective and attitude, it is 

important to implement multiple measures of change, which target different aspects of 

these internal and external processes. These different measures may provide greater 

depth of information about specific dynamic risk factors that have improved or 

deteriorated over time, which will in turn allow clinicians to evaluate offenders’ 

relevant changes. 

1.1.13 Individual-Level Change 

It has been argued that dynamic risk must be disentangled from aggregate 

recidivism outcomes, because while correctional interventions are tested and accredited 

partly on their ability to demonstrate a recidivism risk reduction at the group-level, it 

remains unclear how these interventions are beneficial at the individual-level (Hannah-

Moffat, 2016). Therefore, there have been arguments made for the measurement of 

change at the individual-level rather than purely focusing on overall changes measured 

within a group of offenders.  

Serin, Lloyd, Helmus, Derkzen, and Luong (2013) asserted that criminal justice 

organisations regularly make highly consequential decisions about individual offenders; 

however, focusing on a group-level understanding of treatment change weakens the 

decision-making rationale used within this process. That is, the gains that offenders 

make through treatment are often evaluated through group-level analyses such as 

recidivism studies, which determine whether the group as a whole reoffend less 

frequently than an untreated group. This group-level analysis obscures the various 

reactions that offenders have to treatment; some improve, some remain the same, and 

some deteriorate. These inconsistent changes within groups highlight the value of 

measuring individual-level change.  

Beggs (2010) similarly suggested that the fact that some offenders reoffend post-

treatment indicates that there are individual differences in the degree of benefit gained 

from treatment. Yesberg and Polaschek’s (2014) findings, in relation to using multiple 

time points to assess change, supported this suggestion. Baglivio et al. (2017) also 

emphasised that some offenders make far more change through treatment than others, 

regardless of the starting point; they noted that the amount of change is important in 
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determining outcomes because there are individual differences in the magnitude of 

changes and the speed with which those changes are made.  

Davies, Jones, and Howells (2010) also discussed the importance of engaging in 

change assessment to determine the change that has occurred, and that which has been 

maintained, on an individual basis. Serin et al. (2013) noted that the association between 

individual-level changes and reduced recidivism risk remains relatively unexplored. 

Although research into offender treatment suggests individuals can make detectable 

gains, the specific individual-level gains responsible for this change process have not 

been identified. Serin and Lloyd (2009) suggested that a greater focus should be placed 

on the individual differences that initiate, sustain and characterise offenders’ changes.  

The significant differences in frequency of non-sexual reoffending within Mews 

et al.’s (2017) study, described previously in this chapter (section 1.1.5, p. 11), appeared 

driven by a minority of individuals in the matched comparison group who reoffended at 

a particularly high rate. This result emphasises the importance of determining the 

impact of individual differences on change processes; for instance, engagement in other 

programs, attitudes towards sexual and non-sexual offending, or levels of motivation. It 

is clear that within sexual offender treatment programs, individual offenders may make 

treatment gains while others derive limited benefit. In addition, one conclusion, which 

can be drawn from the variability of results from outcome studies, is that different forms 

of intervention may be more effective for some offenders than for others. Therefore, it 

may be beneficial to determine which individuals benefit from which interventions, in 

order to implement more effective interventions (Nunes et al., 2011). 

Beggs (2010) suggested that traditional treatment outcome measures such as 

recidivism should be separated from more proximal outcomes, with investigation into 

methods by which to assess the benefits specific offenders have gained from treatment. 

That is, there are important applications for within-treatment outcome assessment, such 

as using information about treatment gains within post-treatment risk assessments. 

Therefore, as suggested, change on treatment targets during the course of intervention 

should also be determined at an individual-level. Davies et al. (2010) cautioned that 

clinicians might provide a biased response in conducting change assessments, as they 

will likely have an interest in change having occurred. Therefore, there is a need for 

independent assessment of change. The potential value of including behavioural 

observations from other staff members throughout treatment is thus highlighted.  
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Further, Pearson and McDougall (2017) argued that the assessment of individual 

change is particularly important for serious offenders; that is, whether there is evidence 

of improvement or deterioration within the present case, prior to determining 

progression through custody and ultimately release. While actuarial risk assessment 

measures provide aggregate benefits, which are suitable for organisational strategy on 

structuring service delivery (for example, the initial use of the STATIC-99R within 

Corrective Services NSW Sex Offender Programs to assess treatment suitability), there 

are few empirically validated risk assessment measures evaluating individual change. 

Therefore, identification of effective methods by which to determine whether an 

individual has made relevant changes is crucial within the field, to assist professionals 

measure treatment outcome, update risk assessments, make decisions relating to 

offenders’ progression through the custodial classification system and finally the 

granting of release.  

1.1.14 Summary 

The overall rate of sexual recidivism is low in comparison with other offender 

populations. Nevertheless, due to the significant impact this type of offending has on 

victims and society as a whole, it is imperative that sexual offenders receive effective 

treatment such that they can work towards making changes relevant to their risk and 

needs. In order to provide this treatment, there is a requirement for the assessment of 

risk and needs; however, there remains debate regarding the conceptualisation of 

dynamic risk factors. Further, there has been limited research to date concerning the 

behaviour of sexual offenders in custody that may be relevant to recidivism and the 

manifestation of dynamic risk factors in this context. In order to monitor risk-relevant 

behaviours in a custodial context, a greater understanding of potential manifestations of 

risk factors is required. 

Not only is risk assessment vital in the ongoing treatment and management of 

sexual offenders; change measurement is also important in revising risk assessments 

and determining requirements for ongoing intervention. To date, the focus has tended to 

be on group-level change assessment. However, there is also a need for the 

determination of individual-level change. Conclusions regarding the most effective 

methods by which to measure individual changes are yet to be made. These issues are 

important within the realms of custody-based treatment programs and subsequent parole 

decision-making. 
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1.1.15 Current Research 

There were five key aims and hypotheses within the current research. These aims 

and hypotheses extend the extant research base, in relation to the observation and 

measurement of behavioural manifestations of risk-related behaviours and their 

prosocial equivalents, in addition to the measurement of change over time. These aims 

and hypotheses were investigated through three studies.  

1.1.15.1 Study 1. Prior research has demonstrated that value can be gained 

through using checklists outlining relevant behaviours for observation and monitoring 

(e.g., McDougall et al., 2013). However, questions remain regarding the specific 

behavioural manifestations of risk factors relevant for sexual offending, which would be 

expected within a custodial setting. Based on prior research such as Atkinson and 

Mann’s (2012) study demonstrating the potential use for custodial officers’ observations 

of offenders’ behaviour in custody, the purpose of Study 1 was to provide a basis for the 

development of a behavioural checklist, which could subsequently be implemented in a 

custody-based treatment program. This behavioural checklist could be used to monitor 

offenders’ behaviours in custody and additionally, to measure changes over time.  

Based on this rationale, the aim of Study 1 was to investigate how dynamic risk 

factors for sexual offending and prosocial equivalent behaviours might manifest in a 

custodial therapeutic community, through conducting a survey of professionals 

experienced in working with sexual offenders in custody. It was hypothesised that 

sexual offenders’ manifest dynamic risk factors for sexual offending and prosocial 

equivalent behaviours would be recognisable to clinicians, who would be able to 

provide examples of expected behaviours.  

1.1.15.2 Study 2. There remains a need for further investigation into effective 

methods by which to measure offenders’ change over time. One measurement tool, 

which has been developed for use in custody to assist in the parole decision-making 

process in Victoria, Australia, is the Satisfactory Behaviour Rating Guide (SBRG; 

Daffern, Thomson, Ogloff, & Sweller, 2014). 

The aim of Study 2 was to explore the validity of the SBRG through a 

retrospective archival analysis of serious sexual and non-sexually violent offenders who 

had applied for parole. It was hypothesised that custodial officers’ final ratings on the 

SBRG would correspond with official records pertaining to the domains of: violent 

behaviour; involvement in substance abuse or like behaviour; attitude to employment, 

education and/or rehabilitation; and, response to direction and supervision.  
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1.1.15.3 Study 3. In order to increase the potential for the accurate assessment of 

a wide range of attitudes and behaviours relevant to sexual offending, Davies et al. 

(2010) recommended using a combination of psychometric measurement, self-report 

and staff observations. Each of these three measurement modes were implemented in 

Study 3. Staff observations were gained through the behavioural checklists, SBRG, and 

the Treatment Gain: Short Scale, while offender self-report was gained through the 

behavioural checklists and pre- and post-treatment psychometric measures. 

Study 3 included three aims. The first two aims were related to the behavioural 

checklist, which was developed subsequent to Study 1, as a method by which offenders’ 

behavioural manifestations of risk factors could be monitored in custody. The first aim 

was to determine whether dynamic risk factors and prosocial equivalent behaviours 

manifested in a custodial therapeutic community in a sample of sexual offenders, and 

whether they were evident to both offenders and custodial officers; in addition, to 

determine whether some behavioural manifestations were more evident than others. It 

was hypothesised that sexual offenders’ dynamic risk factors for sexual offending and 

prosocial equivalent behaviours would manifest in a custodial therapeutic community 

and would be evident to custodial staff and offenders, with some behavioural 

manifestations observed with greater frequency than others. 

The second aim was to determine whether the frequency of dynamic risk factors 

and prosocial equivalent behaviours changed over the course of treatment; in addition, 

to determine whether custodial staff and prisoner’s perceptions of the presence and 

change in manifest dynamic risk factors and prosocial equivalent behaviours 

corresponded, and whether there was a change in their correspondence over the course 

of treatment. It was hypothesised that over time, there would be a reduction in dynamic 

risk factors and an increase in prosocial equivalent behaviours. Based on prior research 

related to the tendency for the group process (particularly within therapeutic 

communities) to increase offenders’ self-awareness and motivation for increased 

openness (e.g., Corey, 2017; Ware et al., 2010), the subsequent impact of treatment on 

offenders’ development of alternative strategies to manage risk-related behaviours 

(Andrews et al., 2011), and the importance of emphasising for observers the behaviours 

that are relevant (see McDougall et al., 1995); it was hypothesised that initially, 

custodial officers’ observations of participants’ behaviour would differ from participant 

self-report due to participants’ tendency to minimise reporting of dynamic risk factors 

and emphasise prosocial equivalent behaviour. However, over time in treatment, the 
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two would converge as participants’ insight increased through treatment and custodial 

staff observed more prosocial and less risk-related behaviour. 

The final aim was to determine whether changes in these behaviours corresponded 

with other markers of change, such as reliable and clinically significant change in the 

psychometric measures used in pre- and post-treatment testing, and the Treatment Gain 

scale and the SBRG. It was hypothesised that these changes would correspond with the 

reliable and clinically significant change outcomes measured through pre- and post-

treatment psychometric tests. They would also correspond with change as assessed 

using the Treatment Gain scale. Additionally, those participants who demonstrated 

positive change (reduced dynamic risk factors and increasing prosocial equivalent 

behaviour) would be more likely to be regarded as Satisfactory on the SBRG. 
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Chapter 2: Study 1 

A central component of working with incarcerated offenders is the assessment of 

risk and change. One difficulty for assessors is determining how dynamic risk factors 

manifest in the restricted and intensely monitored custodial environment (Jones, 2010); 

this difficulty impacts the scoring of risk assessment measures and efforts to measure 

change. This study sought to elucidate the behavioural manifestations of sexual 

offenders’ dynamic risk factors for incarcerated sexual offenders. These behaviours may 

be considered by assessors when scoring structured risk assessment instruments, and 

further, may focus custodial staff members’ attention on risk-related behaviours.   

Prior to outlining the current study, attention will be drawn to some of the key 

issues presented in Chapter 1, which are particularly relevant for this study. Risk 

assessment will be revisited, with a particular focus on the importance of developing an 

understanding of the ways in which risk factors manifest in custody. The OPB and OAB 

frameworks will be further discussed. Behavioural monitoring in custody will also be 

reviewed, including the use of custodial officers’ observations. 

2.1.1 Sexual Offender Risk Assessment 

Several approaches to risk assessment have been designed to improve the 

predictive accuracy of an offender’s risk level, including both static and dynamic risk 

factors. Examples of structured risk assessment tools for sexual offenders that measure 

both static and dynamic factors include the Risk for Sexual Violence Protocol (RSVP; 

Hart et al., 2003) and the Violence Risk Scale: Sexual Offender version (VRS:SO; 

Wong et al., 2003). The VRS:SO also includes a measure of change.  

2.1.1.1 Behavioural manifestations of risk factors. In order to observe, monitor 

and assess offenders’ changes in risk over time in custody, there must be an 

understanding of the ways in which risk factors manifest in this environment. That is, 

the behavioural manifestations of empirically-derived risk factors must be identified. 

However, although risk assessments conducted in custody are based upon assessments 

of behavioural manifestations of risk factors, the way in which these dynamic risk 

factors manifest in custody has been the focus of limited research (Daffern & Ogloff, 

2017). 

Assessors must also be aware of the consistency with which relevant risk-related 

behaviours manifest across time and situations (Olver & Wong, 2011). However, one 

problem within the custodial setting is that the context in which offenders are assessed 

is significantly different from the context of the initial occurrence of the offending 
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behaviour and the potential recurrence of the behaviour (Jones, 2010); for instance, the 

preferred victim type may not be available to the offender in custody (McDougall et al., 

1995). Additionally, problematic behaviours that are observable in the community may 

be considered absent in custody because they manifest in different ways in this 

alternative setting (Gordon & Wong, 2010). To avoid this potential for neglecting 

relevant behaviours in custody due to their alternative expression, assessors must have 

insight into the potential manifestations. According to Daffern (2010), an additional 

consideration is that the custodial environment might trigger antisocial behaviour that is 

interpreted to be a manifestation of risk, but is an artefact of the environment (e.g., anti-

authoritarian attitudes and interpersonal violence may be highly valued in some 

custodial settings). Therefore, in addition to the potential for missing relevant 

behaviours, Mann, Thornton, et al. (2010) noted that it is important that assessors are 

aware of the potential for over-interpreting behaviours as indicators of risk.  

Furthermore, some manifestations of dynamic risk factors are more easily 

observed by staff than are other behaviours; for instance, self-regulation deficits, which 

may manifest through behaviour such as verbal or physical aggression, and isolating 

from others. Therefore, observation of these behaviours might be more frequent than 

other, less observable, behavioural manifestations (Hanson & Harris, 2001). As 

described in Chapter 1, staff observations of sexual self-regulation, including sexual 

deviance and sexual preoccupation, might be less common due to related behaviours 

being less public. An additional complexity is that some rating criteria are based on 

behaviour that is more likely in the community; for instance, it might be difficult to 

assess sexual compulsivity when offenders have limited opportunity to engage in 

promiscuous behaviour in custody (Olver et al., 2007).  

Further, manifestations of these risk factors are often evidenced through attitudes 

and beliefs rather than overt behaviours. It can be difficult to identify and measure the 

extent to which attitudes or beliefs are present unless offenders make statements that are 

truly indicative of these attitudes. Although behaviour is generally an outcome of 

related thoughts, offenders may make proclamations that are contrary to their beliefs 

due to a wish to impress in a socially desirable manner and they may behave in a 

manner that differs from these proclamations (Mann, Hanson, et al., 2010). Such 

measurement difficulties might decrease clinicians’ ability to assess the presence or 

relevance of behavioural manifestations of certain risk factors (Webster, Müller-

Isberner, & Fransson, 2002). If staff members (e.g., psychologists, custodial officers) 
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infer an offender’s attitudes based on their comments, it might result in more subjective 

assessments, which could affect their reliability and validity.  

Daffern and Ogloff (2017) noted that further research into the ways in which 

dynamic risk factors manifest in custody is crucial to facilitate valid risk assessments. 

There are various theories that consider this issue and attempt to provide insight into the 

conceptualisation of manifest risk. Two primary frameworks that have been developed 

are the offence paralleling behaviour and offence analogue behaviour frameworks. 

These frameworks were discussed in section 1.1.10.2 (p. 38) and will now be revisited. 

2.1.1.1.1 Offence paralleling behaviour. As described in section 1.1.10.2.1 (p. 

38), Jones (1997) conceptualised a methodology for identifying behaviours within 

custody that relate to offence processes, referring to these behavioural sequences as 

offence paralleling behaviour (OPB). The OPB framework has various theoretical 

underpinnings. It has a case formulation approach, and is consistent with theories such 

as: interpersonal circumplex (Blackburn, 1990; as cited by Jones, 2004); attachment 

theory framework; and, the typology of roles described by narratologists.  

Within Daffern et al.’s (2007) definition, OPB referred to sequences of behaviour 

that include behaviours, beliefs, and affects, which are functionally similar to those 

sequences present in prior offences. It should be noted that OPB refers to both overt 

behaviour and internal processes such as attitudes and beliefs, all of which can be 

manifestations of dynamic risk factors. Importantly, Jones (2004) provided explanations 

of the OPB framework. For instance, the OPB framework is based on the notion that 

OPB refers to a culmination of a process or chain of events, rather than one single 

event. In order to develop a formulation of an individual’s offence paralleling 

behaviour, one strategy is to first systematically develop a cognitive, affective and 

behavioural protocol. This protocol involves engaging in functional analysis to identify 

sets of behaviours that may have a similar function or developmental structure for an 

individual, using sequences of discrete episodes to determine the antecedents to the 

behaviour (i.e., to the sexual offence).  

Jones (2004) identified that offence paralleling behaviour and offending processes 

often represent an escalating sequence of unsuccessful attempts to solve interpersonal 

problems, which leads to more extreme attempts to gain the desired outcome. Therefore, 

he suggested that if the function of the offending behaviour is to meet specific 

interpersonal needs, then behavioural observations within the custodial environment can 
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be based on insight into these same interpersonal needs, such that offence paralleling 

behaviour can be identified and understood.  

2.1.1.1.2 Offence analogue behaviour. Similarly, Gordon and Wong (2010) use 

the term offence analogue behaviours (OAB) to represent behaviours in a custodial 

setting that indicate manifestations of dynamic risk factors. These OABs are generally 

idiosyncratic to the individual and result from an interaction between their criminogenic 

needs and the environment (Gordon & Wong, 2010).  

As Gordon and Wong (2010) asserted, there are differences in the theories 

underlying the OPB and OAB frameworks. As noted previously, the OPB framework is 

based on the case formulation approach. On the other hand, the OAB framework is 

based on the RNR principles. Gordon and Wong stated that “OABs are explicitly 

anchored to the theoretical underpinning of the PCC [Psychology of Criminal Conduct] 

and the principles of effective correctional treatment, that is, the risk, need and 

responsivity principles” (p. 174). They noted that the PCC essentially provides a 

theoretical basis for the identification of common criminogenic factors that can be 

targeted within treatment. They further indicated that since they define OABs as the 

here-and-now manifestations of the offenders’ criminogenic needs, OABs should also 

be the “logical theoretical extensions of criminogenic needs” (p. 175) based on the RNR 

framework. Gordon and Wong highlighted that due to the large differences in the 

underlying theories behind the OPB and OAB frameworks, they prefer to use the term 

OAB rather than OPB to describe the RNR principles and risk reduction treatment-

based conceptualisations of behaviours that are equivalent to the pattern of offending 

behaviours. 

Validation research on the offence analogue and offence reduction behaviour 

rating guide (Gordon & Wong, 2009) has shown that behavioural manifestations of 

dynamic risk factors in incarcerated violent offenders are identifiable in a custodial 

context and that some are related to recidivism. Specifically, Mooney and Daffern 

(2013) highlighted the importance of such a behaviour guide to increase staff awareness 

of behaviours that might be indicative of reduced or ongoing risk of recidivism.  

2.1.1.1.3 Positive behaviour. Of relevance to the OPB and OAB frameworks is 

Andrews et al.’s (2011) assertion that alternative cognitions, emotions and behaviours 

can counteract an individual’s risk factors. Rather than focusing only on manifestations 

of dynamic risk, the development and measurement of positive behaviour through 
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intervention is similarly important in determining an offender’s current risk level (see 

Rogers, 2000).  

As described in section 1.1.9 (p. 27), the definition, operationalisation and 

assessment of protective factors have begun to receive more attention in recent years. It 

has been argued that the clinical utility of some risk assessment measures is limited due 

to the low number of factors that reveal improvement during treatment (de Vries Robbé 

et al., 2015). There is evidence to suggest that the assessment of protective factors in 

combination with risk factors, provides greater depth and accuracy to risk and change 

assessment (de Vries Robbé et al., 2015; O’Shea et al., 2016).  

The same challenge that continues to be tackled in relation to risk factors is 

similarly relevant for protective factors. That is, how these factors manifest in offenders 

such that the presence of positive attitudes and behaviours can be measured. Attempts to 

resolve this challenge can similarly be seen through the OPB and OAB frameworks. 

Specifically, these prosocial behavioural manifestations have been termed prosocial 

alternative behaviours (PAB) by Daffern and colleagues (2007), and offence reduction 

behaviours (ORB) by Gordon and Wong (2010). A decrease in risk level is not only 

measured by a decrease in negative behavioural manifestations of risk factors, but also 

by an increase in prosocial equivalent behaviours (Daffern et al., 2007). Using the 

OAB/ORB rating guide, Mooney and Daffern (2013) demonstrated that prosocial skills 

were of greater predictive value for violent recidivism than negative behaviours.  

2.1.2 Behavioural Monitoring in Custody  

Daffern and Ogloff (2017) asserted that since there has been limited research into 

how dynamic risk factors manifest in secure environments, there are questions about the 

validity of assessments of OPB and OAB, and the dynamic risk factors that are assessed 

within custodial risk assessments. They suggested that the limited research into these 

behavioural manifestations in custody highlights the importance of further research such 

that assessors can more confidently identify dynamic risk factors and more weight can 

be attributed to their assessments. 

McDougall et al. (1995) noted that while ideally, psychologists might seek to 

conduct assessments through use of functional analyses, the small number of 

professionals and the large number of clients who require assessments, limits the 

capacity for such assessments. Therefore, it might instead be more practical to assess 

the presence of common risk-related behaviours, rather than those specifically identified 

from the functional analysis of an individual offender’s behaviour. McDougall et al. 
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(1995) indicated that it might be easier for staff to identify frequent behaviours, whereas 

infrequent behaviour is more difficult to assess. They suggested that the first stage of 

assessment for frequent behaviour would be identification of the behaviours by 

operational staff (e.g., custodial officers). Infrequent behaviour may require greater 

understanding of the underlying patterns of risk-related behaviour. 

While custodial officers may be in the best position to observe offenders’ 

behaviour, their observations are not necessarily focused on behaviour that is directly 

relevant to risk (McDougall et al., 1995). They may require guidance in relation to the 

behaviours they should specifically monitor. Within McDougall et al.’s (1995) research, 

custodial officers who had previously been trained in using a risk assessment model that 

required behavioural monitoring, were asked to generate a list of behaviours that 

offenders might display, which may be targeted for change in intervention. They were 

asked to make general behavioural descriptions and to consider only behaviours that are 

easily monitored. Subsequently, psychologists’ assistance was sought to refine the lists 

of identified behaviours. The behaviours most commonly suggested were retained. 

Some behaviours were similar and could be combined. Although the behavioural 

manifestations generated for these checklists were not identified as offence paralleling 

or offence analogue behaviours, they likely met the definition for OABs, as they were 

behavioural manifestations of risk factors. However, within the description of the 

research, it was not specified whether the behaviours were based on empirically-

determined risk factors. 

In summary, assessment of OPB and PAB, and OAB and ORB, involves 

conducting structured assessments to reduce observer bias and use of accidental 

observations (Daffern et al., 2007). In a custodial environment, custodial staff have the 

capacity to make important behavioural observations that contribute to the risk 

assessment process. Clarke et al. (1993) described a risk assessment methodology 

involving custodial officers’ monitoring of offenders’ behaviour patterns throughout 

their sentence. The research revealed that custodial officers could often recognise 

behaviours related to offending within the custodial context. Since custodial officers are 

not ordinarily trained in this complex assessment task, it may be useful for staff to focus 

their attention on a list of behaviours that more broadly indicate the presence of 

common dynamic risk factors (McDougall et al., 1995). The first step in the process of 

behavioural monitoring is to identify potential behavioural manifestations.  
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2.1.3 Current Study 

Although research has been conducted in relation to the manifestation of violent 

offenders’ criminogenic needs in custody (see Mooney and Daffern, 2013), there has 

been minimal research of a similar nature in relation to the behaviour of incarcerated 

sexual offenders and the manifestation of relevant dynamic risk factors in custody. The 

practice of risk assessment based on monitoring behavioural manifestations of dynamic 

risk factors in custody is therefore limited. In this study, psychologists with experience 

working with incarcerated sexual offenders were asked how risk factors derived from 

established structured risk assessment measures manifest in custody.  

The method used in the current study resembled that described previously, which 

McDougall et al. (1995) used. In their study, the custodial officers who were asked to 

identify potential behaviours they could monitor in custody, had previously been trained 

in relation to behavioural manifestations of risk factors. Psychologists refined the lists, 

which resulted in the retention of common items, combining similar items, and 

redefining very specific behaviours such that they would be more applicable to all 

offenders. Within the current study, custodial officers did not have the background 

knowledge required to generate risk-related behaviours, as they had not received 

training in this area. Therefore, psychologists were asked to identify predicted 

behavioural manifestations of risk factors. These behaviours could then be refined 

through qualitative analyses for the development of a behavioural checklist, which was 

subsequently implemented in Study 3. 

The aim of this study was to investigate how dynamic risk factors for sexual 

offending and prosocial equivalent behaviours might manifest in a custodial therapeutic 

community, through conducting a survey of psychologists experienced in working with 

incarcerated sexual offenders. It was hypothesised that sexual offenders’ manifest 

dynamic risk factors for sexual offending and prosocial equivalent behaviours would be 

recognisable to psychologists, who would be able to provide examples of expected 

behaviours. 

Note that within section 2.2, reference is made to OPB and PAB. The survey was 

developed with the intention that psychologists would identify behavioural 

manifestations of risk factors in the form of OPB and PAB. However, since the time 

this study was conducted and the related journal article was published (Sweller, 

Daffern, & Warren, 2016; Appendix A), further discussion has been entered into within 

the research field such that there is increased awareness of the differences between 
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behaviour labels and the importance of appropriately defining the behavioural 

manifestations of risk factors, and therefore, distinguishing between OPB and OAB.  

As Daffern and Ogloff (2017) highlighted, assessors must understand ‘normal’ or 

‘typical’ behaviour in custody, in addition to the typical manifestations of dynamic risk 

factors in this environment. It is apparent that the behavioural manifestations that 

psychologists identified within this study represent these ‘typical’ behavioural 

manifestations. As a result, the conceptual framework for this study has been re-defined. 

Rather than the behaviours that participants were asked to identify being considered 

OPB and PAB, they would be more appropriately considered to represent OAB and 

ORB. The primary difference is that the behaviours identified did not represent 

sequences of behaviour specifically related to offenders’ sexual offences. Rather, the 

behaviours reflected discrete behavioural manifestations of empirically-derived risk 

factors.   

 

2.2 Method 

2.2.1 Research Design 

This qualitative study involved a structured survey completed by psychologists 

with experience working with sexual offenders. Participants were asked to identify 

whether they were currently working with sexual offenders or had previously worked 

with sexual offenders. They were also required to indicate the length of their 

experience. The survey comprised open-ended questions, in order to capture the 

diversity of responses. Survey responses were analysed using thematic analysis, a 

process by which qualitative data can be examined and organised into themes (Braun & 

Clarke, 2013). 

2.2.2 Participants 

In total, 120 participants commenced the survey. Of these, 86 were classified as 

“partial completers” because they completed less than 60% of the risk factor questions. 

One reason participants provided for withdrawing from the survey was the time it took 

them to provide responses. These participants were excluded from the data analysis. As 

a result, 34 participants were included in the sample. All participants were members of 

Australian and North American organisations or associations that require employees or 

members to have a minimum level of clinical experience or to be registered as a 

psychologist. Participants were contacted indirectly by email through their affiliation 

with national and international professional organisations. These organisations included: 
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Corrective Services New South Wales; Corrections Victoria; the Australian 

Psychological Society; and, the Association for the Treatment of Sexual Abusers. The 

introductory email outlined the purpose of the study and the inclusion criteria (i.e., only 

those with experience working with offenders convicted of a sexual offence in a 

custodial setting were able to participate). Of the 34 participants, 30 were working with 

sexual offenders at the time they completed the survey. There were 10 participants with 

over 10 years’ experience. The majority had at least five years’ experience (n = 27). The 

median level of experience was six years. 

2.2.3 Materials 

The survey was developed using an online survey tool, SurveyMethods. It 

consisted of 32 questions (see Appendix B). The introductory questions were related to 

participants’ clinical background, i.e., whether they currently or in the past worked with 

offenders convicted of a sexual offence, and the depth of their knowledge of OPB. A 

brief explanation of OPB was provided, prior to the commencement of further 

questions. Each of the subsequent questions was based on an empirically derived risk 

factor predictive of sexual recidivism. These risk factors were drawn from two risk 

assessment tools: RSVP and VRS:SO. For each risk factor, participants were required to 

respond to two parts: (1) provide examples of behaviours they might expect to observe 

in offenders if the risk factors were active; and, (2) provide examples of behaviours they 

might expect to observe if these risk factors were no longer active and had been 

replaced with more adaptive prosocial behaviour.  

An example of a survey question based on a risk factor is as follows:  

8. Problems with stress or coping (i.e., extent to which the person’s psychosocial 

adjustment is unstable or susceptible to external events and occurrences).  

What are some examples of behaviours/attitudes you might observe if this risk 

factor manifests in custody? 

What are some examples of behaviours/attitudes you might observe if the offender 

has made positive changes and no longer manifests this risk factor? 

2.2.4 Procedure 

An introductory email was sent to potential participants. The study was explained 

and the inclusion criteria were outlined. Participants were informed in the email that by 

clicking on the link to the survey, they were consenting to participate in the study. 

Participants could withdraw consent at any time until they submitted their responses. 

The survey was anonymous, so consent could not be withdrawn after completion. 
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2.2.5 Data Analysis 

The survey results were imported into a qualitative data management program, 

QSR NVivo (Version 10). A database was created in this program and data were 

analysed using a six-step thematic analysis approach commonly used in psychological 

research (Braun & Clarke, 2006, 2013). Repeated readings of the participants’ 

responses to the open-ended survey questions allowed initial and ongoing data 

familiarisation (step 1). For each participant’s response for each survey question, 

potential emergent codes were noted. This involved assigning a representative or 

summative word or phrase (a ‘code’) to a passage of the data (‘forming codes’; step 2). 

Responses were coded systematically and initial codes were categorised into potential 

themes and sub-themes on the basis of any patterns identified (step 3). A theme was 

identified for the analysis (step 4) by noting its frequency and/or its relevance for the 

research questions. In this way, themes were refined to ensure that each had sufficient 

and meaningful supporting data. This process was largely inductive, drawing on the 

responses of participants; however, deductive themes were also developed based on the 

candidate’s knowledge of relevant risk factors and behaviour that sexual offenders tend 

to exhibit as they progress through a treatment program (see Markovic, 2006). The use 

of deduction was considered appropriate given the applied purpose of the research 

(Pope, Ziebland, & Mays, 2000).   

Each behaviour provided in the survey responses could be coded into one or more 

of the themes. The number of themes created for each risk factor was flexible and was 

not pre-determined. Themes were collapsed into a manageable number while 

maintaining their discriminative validity. Each negative and positive behavioural 

manifestation of each risk factor comprised of between eight and 15 themes. Themes 

were then defined and named (step 5) in the context of the broader project (Braun & 

Clarke, 2006). At this point, frequencies were obtained for each theme. An inter-rater 

reliability check was conducted on this data. A researcher with no experience of 

forensic psychology or sexual offenders’ behaviour undertook an independent coding of 

responses for 10% of the data (see Liamputtong, 2012).  Where there were 

discrepancies in the coding between coders, discussion was undertaken and codes were 

redefined. This process was used to demonstrate that the findings extended beyond the 

subjective judgements of the researchers (Pope et al., 2000), ensuring the rigour of the 

analysis. The outcome reflected reliability within the themes, which are reported (step 

6) in this chapter (Braun & Clarke, 2006, 2013).   
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2.3 Results 

2.3.1 Descriptive Statistics 

At the time of the survey, 85% (n = 29) of participants were currently working 

with sexual offenders and 15% (n = 5) had worked with sexual offenders previously. 

Levels of experience working with this client group varied from between one and 20 

years. Eighty two per cent of participants (n = 28) reported that they were familiar with 

the concept of OPB. 

Participants’ responses for risk-related behaviours were generally more 

descriptive than responses for positive behaviours. For instance, when providing 

examples of behaviour that might indicate a risk factor is no longer problematic, there 

were suggestions of ‘opposite of above’ or ‘absence of above’. The interpretation of 

these comments would have been subjective; therefore, they were coded into a separate 

theme. 

As can be seen in Tables 1 and 2, there was some overlap between risk factors and 

examples of behavioural manifestations. That is, there were several behavioural 

manifestations that were provided, which were also risk factors. For example, Problems 

with Substance Abuse was itself a risk factor, but was also described as a manifestation 

of other risk factors (e.g., Problems with Stress or Coping). There were also behavioural 

manifestations that were suggested for several risk factors (e.g., ‘sexual comments to 

staff’ was suggested for risk factors including Sexual Compulsivity and Attitudes that 

Condone Sexual Violence).  

For some risk factors, participants provided a greater number of relevant 

behavioural manifestations than for other risk factors. For instance, the overall number 

of predicted behavioural manifestations was higher for the risk factor Problems with 

Substance Abuse (100). Conversely, although the overall number of predicted 

behavioural manifestations for the risk factor Sexual Deviance was 97, of these 

responses, 21 were coded as ‘broad or questionable relevance’ (see Table 1). There was 

also a difference in the quality of the responses, such that for some risk factors, the 

examples provided were more specific and observable behaviours (e.g., Problems with 

Stress or Coping; Problems with Substance Abuse; and, Interpersonal Aggression). 

Responses that were less specific and observable were commonly reported for risk 

factors such as: Sexual Deviance; Attitudes that Condone Sexual Violence; and, 

Problems with Self-Awareness. Further, there were several behavioural manifestations 

that were uncommon and appeared irrelevant to the risk factor in question (e.g., one 
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participant identified a behavioural manifestation of substance use as ‘placement 

issues’). These responses were coded into a separate theme (i.e., ‘broad or questionable 

relevance’). 

Risk factors related to sexual self-regulation (e.g., Sexual Compulsivity, Sexual 

Deviance) elicited responses that were commonly based on self-report (e.g., excessive 

masturbation). Observable behaviour was also described; however, this behaviour 

would likely be observed only in the most extreme cases (e.g., public masturbation). In 

addition, such extreme behaviour would often be classified as a sexual offence, rather 

than a risk factor.  
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2.4 Discussion 

The aim of this study was to identify predicted behavioural manifestations of 

sexual offenders’ dynamic risk factors in a custodial environment. The identification of 

these behaviours may assist clinicians assess risk, monitor change during lengthy 

periods of incarceration and identify opportunities for timely intervention (i.e., 

intervening when a risk-related behaviour is present and active). Furthermore, the 

survey illuminated the wide range of factors that assessors focus on when appraising the 

presence of dynamic risk factors embedded in structured risk assessment instruments. 

2.4.1 Overview of Results 

The results not only provided potential behavioural manifestations of incarcerated 

sexual offenders’ dynamic risk factors, but also revealed the potential challenges that 

might arise within the process of identifying these manifestations. Overall, there were 

some interesting results that emerged from this study, which will now be briefly 

identified prior to a more in-depth discussion. The first of these results was that 

participants appeared to identify problematic behaviours with greater ease than positive 

behaviours. Second, there were differences between risk factors in the numbers of 

behavioural manifestations participants could generate. Relatedly, within some risk 

factors, participants identified behavioural manifestations that appeared unrelated to the 

risk factor, which might have been a reflection of the difficulties experienced in 

predicting the behaviours. Finally, there was overlap between risk factors and 

behavioural manifestations, such that some behavioural manifestations participants 

identified were themselves risk factors. These primary results will now be further 

explored and interpreted. 

2.4.2 Exploration of Results 

The following subsections explore the results in more detail and provide potential 

explanations and interpretations. 

2.4.2.1 Risk vs prosocial behaviours. Based on the responses provided, 

participants more readily identified manifestations of dynamic risk factors compared to 

examples of prosocial equivalent behaviour. Responses were generally more common, 

detailed and specific in relation to the manifest dynamic risk factors. This difficulty in 

identifying behaviour related to positive behaviour and behaviour change might reflect a 

range of issues: psychologists are trained in the use of risk assessment tools, which 

focus on risk-related factors (de Vries Robbé, de Vogel, & de Spa, 2011; Miller, 2006; 

Rogers, 2000; Sheldrick, 1999); the culture of a custodial environment is based on 
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punishment or consequences for antisocial behaviour; and, when clinicians discuss 

clients with custodial staff, more often than not, the focus is on observed difficulties or 

problematic behaviour. As a result, staff in this environment may focus on risk-related 

behaviour rather than positive behaviour.  

This finding is consistent with prior research on the offence analogue and offence 

reduction behaviour rating guide, which has shown that staff rarely document prosocial 

behaviour (Mooney & Daffern, 2013). This emphasis on risk factors is likely to 

contribute to “professional negativism” and could result in a negative bias against 

clients (Rogers, 2000). Rather than limiting assessment of risk to a determination of the 

absence of problematic behaviour, it is important to consider behaviour improvement. 

That is, consistent with research showing the benefits of protective factors (e.g., de 

Vries Robbé et al., 2011), the development of prosocial skills that replace, or reflect 

improvement in a dynamic risk domain, may also be relevant to the assessment of risk 

for recidivism (Mooney & Daffern, 2013).  

An alternative explanation for participants’ greater difficulty in identifying 

prosocial behavioural manifestations might be the wording of the survey question in this 

study. In relation to the positive behaviours, participants were asked to identify 

behaviours they might expect to observe if the risk factor was no longer active. As a 

result, participants might have focused on the elimination of risk rather than a decrease 

in risk. They may also have been more likely to focus on the absence of negative 

behaviour rather than the presence of positive behaviour because they may have 

interpreted the focus of the question to be on the risk factor’s absence. Future research 

could alter the wording of the survey questions such that participants focus on a 

decrease in the relevance of the risk factor rather than a complete eradication. The 

questions could also be rephrased to focus on the development of positive behaviour 

rather than the absence of negative behaviour. This idea has a foundation in the 

intervention context, in relation to the use of approach-oriented, rather than avoidance-

oriented, intervention. Many psychologists are likely to be more familiar with 

avoidance-oriented intervention, as it is central to the relapse prevention model that was 

popular in the past within the psychological field (Mann, Webster, Schofield, & 

Marshall, 2004). An avoidance orientation is more focused on avoiding risk and 

implementing avoidance-based strategies to manage risk, than on working towards 

developing positive skills. It is possible that this focus on avoidance-based strategies 
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may lend itself towards psychologists’ increased tendency to identify risk-related 

behaviours rather than positive behaviours. 

2.4.2.2 Variation between risk factors. For both manifest dynamic risk factors 

and prosocial alternative behaviour, there was variation between risk factors in the 

frequency with which participants identified relevant behaviour. For instance, a greater 

number of relevant behavioural manifestations of Interpersonal Aggression were 

identified than Sexual Deviance. This variation might be related to the difference in 

visibility of behavioural manifestations of some dynamic risk factors (for instance 

Sexual Deviance) compared with others (Mooney & Daffern, 2013). Further, within the 

custodial context, behaviours related to Interpersonal Aggression are likely more 

common than Sexual Deviance. Although psychologists working with sexual offenders 

should be familiar with behavioural manifestations of a range of risk factors including 

sexual deviance, it is likely that it is the more overt behaviour that would form the focus 

of greater discussion between staff members (e.g., custodial officers and psychologists). 

This focus might also be related to some behaviours having a greater impact on others, 

including staff.  

Not only was there a difference between risk factors in the frequency with which 

examples were provided, but further, some suggested examples of behavioural 

manifestations were uncommon and appeared unrelated to the risk factor in question. 

This finding may indicate that some psychologists are uncertain about the behaviours 

that sexual offenders might exhibit when a particular dynamic risk factor is active; 

alternatively, there may be idiosyncratic manifestations of these risk factors. Ultimately, 

careful scrutiny of the behaviour is required before determining that it is related to the 

risk factor and relevant to the individual’s offending.  

Risk factors that are more internal (i.e., related to thoughts and attitudes) produced 

more uncommon and seemingly irrelevant responses. This result suggests that when 

psychologists cannot directly observe the relevant behaviour they produce a broader 

range of potential risk-related behaviours. This issue has important implications for the 

scoring of structured risk assessment instruments; if psychologists have difficulty 

determining whether a behaviour is a valid manifestation of a risk factor, then the 

reliability with which risk assessment measures are scored may be decreased, increasing 

the risk of item drift (Webster et al., 2002).  

2.4.2.3 Overlap between risk factors and behaviours. The overlap between risk 

factors and behavioural manifestations, such that behaviours identified as examples of 
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manifest dynamic risk factors and prosocial equivalents, were themselves risk factors in 

the risk assessment tools (e.g., substance use) was an unexpected finding. In addition, 

the same behavioural manifestations were identified within several risk factors. For 

example, ‘not accepting responsibility for behaviour’ was identified as relevant for the 

following risk factors: Problems with Treatment; Substance Use; Psychopathic 

Personality Disorder; Attitudes that Support or Condone Sexual Violence; Problems 

with Employment; Extreme Minimisation or Denial; Non-Sexual Criminality; Offence 

Planning; and, Problems with Self Awareness. These findings raise questions about the 

most appropriate way of scoring a risk assessment item; that is, how to determine which 

risk factors are relevant when a specific behaviour is observed in custody (e.g., if drug 

use is observed, is it best captured under the risk factor Substance Use or does it also 

infer Problems with Stress or Coping). Finally, this finding may highlight the strong 

inter-relationship between dynamic risk factors (Thornton, 2002), such that any 

behaviour may relate to various risk factors (e.g., using drugs in prison may be a 

consequence of Problems related to Child Abuse, and Problems with Stress or Coping).  

These results highlight an issue that Ward has explored in relation to the 

definition and properties of dynamic risk factors (Ward, 2016; Ward & Beech, 2014). 

Ward (2016) questioned whether dynamic risk factors are predictor variables or 

psychological constructs that refer to causal processes. He indicated that there is 

confusion surrounding whether these factors refer to aetiological factors, causal 

processes, or offence-related phenomena. Further, the conflation between surface 

features, symptoms or problems evident in theories surrounding sexual offending 

highlights the need to clarify what theorists are attempting to explain (Ward & Beech, 

2014). These challenges associated with the form and function of dynamic risk factors 

provide an explanation for the overlap between risk factors and behavioural 

manifestations, and between behavioural manifestations across several risk factors. The 

appropriate classification of the behaviour might depend on the role the risk factors 

takes (e.g., is ‘substance use’ the offence-related construct or a symptom).  

2.4.2.4 OPB vs OAB. As previously indicated, subsequent to this survey’s 

completion and publication, the ways in which behavioural manifestations of risk 

factors can be defined and operationalised were further investigated. Consequently, 

revision was made to the underlying framework of this study, such that the behavioural 

manifestations were considered and labelled OABs and ORBs rather than OPBs and 

PABs.  
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Despite the initial framework representing offence paralleling behaviour, it 

appeared that participants had difficulty applying the framework to the survey 

questions. The survey instructions requested participants to identify potential offence 

paralleling and prosocial alternative behaviours. The majority of participants indicated 

that they were aware of the OPB theoretical framework. Nevertheless, in contrast to the 

definitional properties inherent within the OPB framework, the behavioural 

manifestations that participants suggested tended to encompass individual behaviours, 

rather than behavioural sequences. The results within this study further highlight the 

importance of ongoing investigation into the definitional properties of behavioural 

manifestations of risk factors.  

2.4.3 Limitations and Future Research Directions 

The first limitation relates to the sample size. While a large number of 

psychologists partially completed the survey, the final sample was substantially smaller. 

This rate of partial completion may be an indication that the length and/or difficulty of 

the survey presented a barrier to its completion. If all 120 psychologists who 

commenced the survey had completed it, the sample may have been more representative 

of the population and may have provided the opportunity to compare and contrast the 

behavioural examples statistically. This process may have permitted exploration of 

associations between the items, and rationalisation of the inclusion of each item as well 

as the total number of items on the checklist. 

Not all risk factors related to sexual offending are consistently and directly 

observable in a custodial environment. Therefore, it can be difficult to determine 

whether these risk factors are active. For instance, offence-supportive attitudes, sexual 

preoccupation, and sexual deviance, are all predictive of sexual offending (Mann, 

Hanson, et al., 2010), but tend to be related to thoughts or more covert behaviour. This 

research highlights the potential difficulties associated with determining whether risk 

related to sexual self-regulation is current (e.g., sexual deviance and sexual 

compulsivity). Behaviour related to this risk area is generally reliant on offender self-

report. Although participants in the current study appeared to have some understanding 

of behavioural manifestations of this risk area, the more overt manifestations suggested 

are likely to occur only in individuals who have significant problems with sexual self-

regulation (e.g., excessive masturbation). Participants in the current study were all 

psychologists. Psychologists may only see offenders in clinical contexts. This context 

may provide a somewhat limited or even biased account of offenders and their relevant 
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risk-related behaviours (e.g., offenders may be more careful about what they say, 

knowing that the psychologist may prepare a risk assessment report that could be used 

at a forthcoming parole board hearing). This limitation may have influenced 

psychologists’ ability to generate potential observed behaviour in the custodial context. 

In the future, subject to ethics approval, the results from psychologists could be 

validated through asking staff from varying disciplines to comment on the suggested 

behaviours, based on their observations of sexual offenders in other custodial contexts. 

Triangulation could be used to validate the observational assessment reports made by 

psychologists. 

The limited context in which psychologists interact with offenders has been 

discussed in previous research. For instance, there has been discussion about the 

benefits of custodial officers’ observations being used to assist with behavioural 

monitoring and assessment in custody. Gordon and Wong (2010) suggested that 

behavioural manifestations of risk factors should be monitored by staff in different 

contexts rather than limiting it to the treatment group room. McDougall et al. (1995) 

also highlighted the use of custodial officers’ observations through completion of 

checklists about offenders with whom they had sufficient contact. Atkinson and Mann 

(2012) discussed the behaviours custodial officers reported observing in custody and 

noted the potential use for this process. The potential benefits to engaging custodial 

officers within the process of behavioural monitoring provide further rationale for the 

use of the current study’s results in the development of a behavioural checklist, which 

custodial officers could use. This idea will now be further explored. 

Prior research has demonstrated that behavioural manifestations of dynamic risk 

factors and the opposing prosocial behaviour can be reliably identified in incarcerated 

violent offenders through the use of a rating guide that identifies relevant behaviour 

from the VRS (Mooney & Daffern, 2013). Similarly, it is important in a custodial 

environment for inexperienced staff to have some understanding of the common 

behavioural manifestations of risk-related and positive behaviour. These behaviours 

could be monitored to assist risk assessment and change measurement. Although risk 

may not be eliminated, it can be reduced through interventions including psychological 

treatment. The observations that participants provided in the current research can be 

used as examples of behaviours indicative of ongoing risk or prosocial change in 

important risk-related domains. In addition, custodial staff who may not be familiar 

with the relevant risk factors specific to sexual offenders, could benefit from access to 
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information about these manifestations to help their monitoring and management of 

offenders.  

Study 3 within the current program of research included a trial of such a checklist 

of potential risk-related behaviours in a treatment program for sexual offenders, based 

on the results of this study. Weekly completion of this checklist by both offenders and 

custodial staff could provide information about changes in the frequency of various 

risk-related behaviours over the course of treatment. This form of monitoring could be 

used to assist with the completion of risk assessment and change measurement. A 

longer-term project could validate the checklist through a recidivism study that could 

evaluate whether changes in these behaviours (reductions in manifest dynamic risk 

factors and increases in the frequency of positive behaviour) over the course of 

treatment are related to changes in recidivism rates. 

2.4.4 Conclusions 

There are several practical and theoretical implications for the results of the 

current study, and two important conclusions. The first conclusion is that participants 

were able to identify behavioural manifestations that they considered relevant for each 

risk factor. Participants provided important information about the behaviours they 

expect to observe in incarcerated sexual offenders. The next step in furthering this field 

of research is to test the relationship between these behaviours and sexual offending 

following release into the community. One potential method may be to conduct a 

prospective evaluation to determine whether the most frequently observed behavioural 

manifestations are related to recidivism. That is, the behaviours identified in the current 

study have face validity, but further research is required to demonstrate their predictive 

validity. Such research could provide further insight into the behavioural manifestations 

of risk factors, which could facilitate more effective risk assessments, as Daffern and 

Ogloff (2017) asserted is important within this field. Not only could risk assessments 

benefit from this increased understanding of manifest risk, but so too could assessments 

of behavioural change over time. 

The second conclusion relates to the differential ease with which behavioural 

manifestations were identified for different risk factors. This finding has implications 

for risk assessment. The finding that some identified behavioural manifestations were 

vague, or alternatively, more applicable to another risk factor, might suggest that at 

times, clinicians working with sexual offenders could improperly identify that a 

behavioural manifestation is an indicator of a particular risk factor when it might in fact 
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be an indicator for a different risk factor. This issue is relevant for the scoring of risk 

assessments; it might lead to an inflated estimation of risk if one behaviour is 

considered indicative of a range of risk factors. Another important implication of the 

current research is related to the finding that participants had more difficulty identifying 

prosocial behaviour than they did identifying problematic behaviour. Clinicians should 

be encouraged to monitor and discuss positive behaviour observed in offenders, to 

enhance the risk assessment and treatment process. 

Given the complexity of the risk assessment process, it might be beneficial to 

present information regarding common manifestations of risk factors to less 

experienced psychologists and other staff (e.g., custodial staff) to assist in the 

identification of relevant behavioural manifestations for each offender. They would then 

be better equipped to understand the relevance of specific behaviours to dynamic risk 

items in structured risk assessment measures for each offender and use this information 

to assess change and risk. Additionally, it has been highlighted that clinicians need to 

accurately determine the risk areas that are active when particular behaviours are 

observed, through the process of functional analysis (e.g., whether aggressive 

communication is related to coping or interpersonal difficulties). This use of functional 

analysis may help determine whether the behaviour is relevant to a particular risk factor. 

With these potential modifications to the ways in which risk assessment tools are used, 

the use of structured risk assessment tools may become more reliable and item drift may 

decrease.  
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Chapter 3: Study 2 

Findings from the first study revealed that offenders’ behavioural manifestations 

of risk factors in custody can be identified, with some behaviours more easily monitored 

than others. In particular, positive behaviours appeared more challenging than negative 

behaviours, for clinicians to identify. Behavioural monitoring is crucial in order to gain 

greater insight into offenders’ change processes throughout their incarceration. 

Determining the ways in which an offender has changed throughout a period of 

incarceration can assist with decisions such as classification progression, treatment 

progress, outstanding needs and granting parole. Therefore, it is crucial to further 

investigate and develop valid measurement tools for assessing changes in offenders’ 

attitudes and behaviour. 

This Introduction to Study 2 will further explore issues that were raised in 

Chapters 1 and 2. The focus will be the use of behaviour in custody, in particular, 

institutional behaviour such as misconducts, to evaluate offenders’ overall behaviour. 

Prior research into the use of institutional behaviour in decision-making will be 

discussed, followed by additional exploration of the measurement of behavioural 

change. The background to the development of the Satisfactory Behaviour Rating Guide 

will also be provided. 

3.1.1 Use of Institutional Behaviour  

In order for institutional conduct to be used as a valid consideration within release 

decision-making, it must be predictive of future behaviour. That is, it must be 

established that the changes an offender has made in custody are likely to be transferred 

to the community. As discussed in section 1.1.10.1 (p. 32), empirical research has 

demonstrated cross-situational behavioural consistency between the custodial and 

community contexts (e.g., McDougall et al., 1995; Zamble & Porporino, 1990). It has 

been noted that the propensity for antisocial behaviour traverses varied social situations 

and institutional misconduct may be used as a representation of antisocial behaviour in 

the community (Bonham, Janeksela, & Bardo, 1986).  

Prior research has focused on the factors that are considered in parole decision-

making. Among the factors that parole boards consider, are post-sentencing variables 

(e.g., Gottfredson, 1979). Many empirical studies exploring parole board decision-

making have found that an offender’s institutional conduct was significantly associated 

with release decisions (Caplan, 2007). In the United States, a review of parole board 

decision-making literature revealed that decisions were primarily based on institutional 
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behaviour, crime severity, criminal history, incarceration length, mental illness, and 

victim input (French & Gendreau, 2006), instead of specific risk-relevant behaviours 

and associated changes while incarcerated. Gottfredson (1979) suggested that in theory, 

evidence of institutional adjustment, as indicated by compliance with regulations and 

lack of disciplinary actions, and participation in appropriate treatment programs, would 

permit a parole board to effectively gauge the offender’s prognosis following release 

from custody. In order for this prediction to be valid, these factors must function as 

evidence for behavioural change subsequent to the offender’s initial incarceration. 

Gottfredson (1979) investigated the extent to which institutional behaviour 

provided information incrementally greater than that provided by the offender’s 

sentence length, in parole decision-making, in a United States Federal prison. The 

following behavioural factors were considered: number of punishments for violation of 

rules; assault or threat to assault, resulting in disciplinary action; and, whether there was 

a record of escape or attempted escape. The results suggested that institutional 

behaviour may have influenced time served in custody, but the influence was not large. 

One suggested explanation for the smaller than expected influence was that overall, the 

behavioural factors included in this study were relatively rare events. The authors also 

noted this outcome might have been due to the context of a Federal, rather than a State 

prison, as offenders in State prisons tend to incur a greater frequency of institutional 

misconducts (Gottfredson, 1979). On the other hand, Bonham et al. (1986) similarly 

investigated parole release decision-making in Pennsylvania. Results showed that 

institutional behaviour was the most influential factor, which the parole board used to 

make judgements about future criminal behaviour. Questions remain regarding the 

validity of institutional behaviour as a measure of change and predictor of future 

behaviour. There have been mixed results in prior research investigating the association 

between institutional behaviour and future behaviour upon release. 

Despite the finding that institutional behaviour influences parole decision-making, 

Carroll, Wiener, Coates, Galegher, and Alibrio (1982) found that after a one-year 

follow-up, parole board predictions in Pennsylvania had minimal relation to post-release 

outcomes. The decision-process used by the parole board in Carroll et al.’s research is 

best regarded as unstructured, which Gottfredson (1979) suggested may have been 

responsible for the disparity between decisions for offenders who were essentially in 

similar situations. This process highlights the need for a more structured process by 

which to determine offenders’ change and therefore, suitability for release. 
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More recent studies have also demonstrated that official misconducts in custody 

had limited relationship with future reoffending. Trulson, DeLisi, and Marquart (2011) 

conducted a study in the United States within a “large southern juvenile correctional 

system” (p. 709). The authors used a variety of official measures for institutional 

misconduct: total misconducts; staff assaults; youth assaults; danger to others; 

possession of a weapon; and, gang related activity. Using these measures, there was 

only a small effect of total misconducts on frequency of arrests following release, with 

no effect on the binary outcome of whether or not an offender was arrested. They 

concluded that official misconducts had limited value as a predictor of recidivism. It 

should be noted that the sample within this study consisted of juvenile offenders rather 

than adults. It is possible that there is a difference between juveniles and adults in the 

factors that are predictive of future recidivism. This result was similar to that gained in 

subsequent research in which misconducts were found to predict recidivism in adult but 

not juvenile offenders (Cochran, Mears, Bales, & Stewart, 2012). 

Contrary to these findings, a number of studies have demonstrated that prison 

misconducts predict future recidivism (Carroll et al., 1982). To date, the primary focus 

of research in this area has been the relation between institutional aggression and 

recidivism post-release (Trulson et al., 2011). Limited research has examined the 

relevance of aggression in custody to recidivism following release while controlling for 

violence risk, as measured by contemporary valid risk assessment instruments (Mooney 

& Daffern, 2011). Despite the limited research, aggressive behaviour in custody, or a 

pattern of drug use or serious non-compliance within the structured and controlled 

institutional environment are behaviours considered by parole boards to be indicative of 

an increased risk of recidivism upon release and compliance with parole conditions 

(Adult Parole Board of Victoria, 2015), which suggests insufficient behavioural change 

to warrant release from custody. In order to ensure the most valid assessment measures 

are used to determine change over time and subsequent risk level, it is important to gain 

further insight into whether incidents in custody add predictive power to this process. 

3.1.2 Change Measurement 

3.1.2.1 Importance of change measurement. Change measurement is key within 

the criminal justice system. It allows for modified predictions of future risk, which is 

the basis for many parole board decisions. The final decision related to incarcerated 

offenders is whether to grant release. Prior to release from custody, a determination 
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must be made about whether the offender in question has made enough changes such 

that the risk he/she presents to the community has lowered to a satisfactory level.  

Parole decision-making has significant consequences for both the offender and the 

community into which the offender could be released. These decisions are complex and 

important. Political pressures and resource challenges add to the complexity (Serin, 

Gobeil, et al., 2016). Therefore, the methods by which change is assessed require 

scrutiny and ongoing improvement. Ultimately, this decision-making is based on an 

attempt to predict risk of breaching the conditions of parole and risk of criminal 

recidivism (e.g., violence to others), which includes evaluation of the changes 

undergone during offenders’ incarceration periods. 

3.1.2.2 Institutional misconducts. Whereas static risk measures might not 

capture changes in the likelihood of offending (Mooney & Daffern, 2011), prison 

misconducts may provide dynamic information relevant to recent attitudes and 

behaviour. Specifically, institutional behaviour may provide a useful source of 

information regarding an offender’s response to incarceration and treatment, allowing 

for an assessment of change over time. Behaviour in custody is also readily available to 

assessors (Cochran et al., 2012).  

In a meta-analysis including 68 studies published between 1952 and 2003, French 

and Gendreau (2006) assessed whether the results of prison misconduct studies had 

practical long-term consequences, such that there would be a positive relationship 

between the degree to which a treatment program reduces misconducts and subsequent 

recidivism. Treatment program categories were identified as: behavioural (radical 

behavioural, social learning, cognitive behavioural, or punishment); non-behavioural 

(nondirective therapy, psychodynamic, group milieu); educational/vocational; and, 

unspecified. The research revealed the strongest effects for behavioural programs in 

eliciting changes in frequency of offenders’ misconducts. Specifically, there was a 26% 

reduction in institutional misconducts for behavioural program participants. Programs 

that were most effective in reducing prison misconducts also generated lower recidivism 

rates (r = 0.13, CI = -0.04 to 0.29). The results of French and Gendreau’s meta-analysis 

demonstrated that on average, custody-based behavioural programs produced reductions 

in misconducts, which could lead to reductions in reoffending in the community. This 

study provides further evidence to suggest that institutional behaviour is predictive of 

post-release behaviour, and that changes in behaviour over time in custody are 

predictive of modified behaviour in the community.  
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3.1.2.3 Dynamic risk assessment. It has been asserted that the timing of release 

to parole is typically based on an analysis of risk and consideration of whether the 

offender has changed (Serin, Gobeil, et al., 2016). This consideration of change over 

time reduces the limitations inherent in reliance on static risk factors to assess future 

risk, upon which release decision-making have historically been based (Carroll & 

Burke, 1990). Reliance on past criminal behaviour as an indicator of future behaviour 

may be particularly prone to error for offenders incarcerated for lengthy periods 

(Mooney & Daffern, 2015). That is, offenders’ attitudes and behaviours may have 

changed over the intervening period since the time of their index offences (e.g., as a 

result of maturation, development of impulse control).  

Various risk assessment measures have been implemented for use by parole 

boards (see Pearson & McDougall, 2017), including those focused on dynamic risk 

factors. A sizeable amount of research has been conducted to identify the dynamic risk 

factors that predict sexual (Hanson et al., 2009; Hudson et al., 2002) and non-sexually 

violent reoffending (Mooney & Daffern, 2015). Change in dynamic risk factors is 

purportedly the main mechanism of change in offenders and comparison of dynamic 

risk factors over time may therefore indicate change in the propensity for criminal 

behaviour. Less research has been conducted on incarcerated populations in relation to 

the relevant behaviours in custody, which may be predictive of recidivism upon release, 

and which may indicate the presence of dynamic risk factors.  

3.1.2.4 Behavioural manifestations of risk factors. The OPB (see Daffern et al., 

2007) and OAB (see Gordon & Wong, 2009) frameworks were developed to assist with 

the risk assessment process and evaluation of change over time in custody, as described 

in section 1.1.10.2 (p. 38) and section 2.1.1.1 (p. 65). Identification and observation of 

OPB and OAB, and their prosocial alternative behaviours may be beneficial as they 

focus upon the identification of behavioural manifestations of dynamic risk factors and 

offending processes, which may provide important insights into incarcerated offenders’ 

risk of recidivism and change in treatment.  

In addition to the focus on misconducts specifically, research has also been 

conducted on the relationship between risk-related institutional behaviour and 

recidivism post-release (Mooney & Daffern, 2011). One risk assessment measure 

developed to assist with the monitoring of risk-related behaviours in custody is the VRS 

(Andrews & Bonta, 2010; Douglas & Skeem, 2005; Polaschek, 2017). The VRS 

contains factors that are theoretically and empirically related to violence and reflect an 
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offender’s criminogenic needs. It captures the seven dynamic risk areas, which Douglas 

and Skeem (2005) identified as promising in the prediction of future violent offending: 

impulsivity; emotional regulation/control; mental disorder; criminal attitudes; substance 

abuse; interpersonal aggression, relationship with significant others; and, insight into 

violence (Cochran et al., 2012). One of the key requirements Douglas and Skeem 

(2005) identified in the conceptualisation of dynamic risk factors, was their ability to 

change.  

The VRS has been the focus of several validation studies (Lewis, Olver, & Wong, 

2013; Wong & Gordon, 2006). Lewis et al. (2013) concluded that the results of their 

study provided support for the VRS risk factors being causal and predictive of future 

offending, such that reductions in these risk factors lead to reductions in violent 

reoffending (i.e., these risk factors can be used to evaluate change over time). Gordon 

and Wong (2009) developed the offence analogue and offence reduction behaviour 

rating guide to be used in conjunction with the VRS, to monitor specific behavioural 

manifestations of the VRS’ dynamic risk factors. Gordon and Wong (2010) argued that 

reductions in OAB and increases in ORB need to be related to the criminogenic needs 

relevant for the particular offender being assessed, in order to translate into a reduction 

in risk. This argument might be relevant for the use of institutional misconducts as 

markers for behavioural change over time. That is, if the misconducts are relevant to the 

offender’s specific risk factors, this institutional behaviour could be a valid measure of 

the offender’s change process.  

Mooney and Daffern (2013) conducted a preliminary investigation into the 

application of the offence analogue and offence reduction behaviour rating guide. They 

found that behavioural manifestations of relevant dynamic risk factors (OAB) and their 

prosocial alternatives (ORB) are identifiable in the custodial context, with some 

behaviours associated with violent recidivism. This suggests that these behavioural 

manifestations change over time and these changes are predictive of future behaviour. 

The findings demonstrated that most of the behaviours that were associated with violent 

recidivism, were those reflective of prosocial skills (ORB). The authors noted that 

OABs related to interpersonal aggression and violence during institutionalisation were 

among the more frequently recorded behaviours. The results also revealed that several 

OABs and ORBs were not independently linked to violent recidivism. Mooney and 

Daffern offered explanations for their results. For instance, behavioural indicators of 

some dynamic risk factors might not be easily identifiable from file information. 
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Alternatively, the custodial environment might suppress or fail to provide triggers for 

some of these factors. Further, behavioural indicators of some dynamic risk factors may 

be less overt and thus less likely to be identified in this environment. 

Research in the Victorian (Australian) correctional context has demonstrated that 

incarcerated violent offenders who had three or more aggressive incidents recorded 

against them reoffended violently more frequently and sooner after release, than those 

with no recorded incidents of aggression in custody (Mooney & Daffern, 2013). 

However, in this research there was no significant difference in recidivism rates 

between offenders with no recorded aggressive incidents or those with one or two 

recorded incidents. Therefore, Mooney and Daffern (2015) noted that the effect may be 

related to offenders who engage in repeated aggressive acts in custody. Repeated 

aggressive acts may be an indication that these offenders have not been able to change 

over time in custody. Further, in Colorado, Heil et al. (2009) found that non-sexual 

offenders’ sexual offending in custody was predictive of sexual offending upon release. 

Not only are aggressive behaviours in custody predictive of future behaviour, but 

substance abuse-related behaviours in custody may be predictive of subsequent relapse 

upon release (VRS; Wong & Gordon, 2000).  

As previously discussed, there has been an increase in the use of dynamic risk 

factors in the assessment of behavioural change over time and the associated assessment 

of risk for future recidivism. There is ongoing debate regarding the conceptualisation of 

dynamic risk factors and the ways in which they manifest. Behaviour in custody is 

relevant particularly in the form of manifestations of criminogenic needs, such as 

OABs. Using assessment tools to measure the presence of these behavioural 

manifestations and the changes in frequency over time, may promote more effective 

methods by which to evaluate offenders’ behaviour throughout their incarceration.  

3.1.2.5 Staff observations. Atkinson and Mann (2012) demonstrated that 

custodial officers’ observations of offenders’ behaviour in custody can assist with the 

assessment of recidivism risk. Furthering this idea, the trajectory of observations over 

time could assist with change measurement. However, these behavioural observations 

are restricted by the degree to which custodial officers monitor relevant behaviour and 

their interpretation of this observed behaviour. One potential method by which to 

minimise these limitations is the development of a checklist of relevant behaviours, to 

which staff can refer (McDougall et al., 1995), such as the predicted OABs and ORBs 
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identified in the VRS. This process can further assist with the measurement of 

offenders’ change over time. 

3.1.2.6 Limitations of using official records. Pearson and McDougall (2017) 

discussed the importance of assessing the likelihood that a serious offender could 

reoffend post-release, at an individual-level, prior to forming a decision regarding 

release to parole. In order to assess this individual-level risk, an evaluation of the 

offender’s change throughout the incarceration period is required. Despite the 

importance of this process, the difficulty with accurate identification of future behaviour 

based on behaviour in custody was highlighted through Mooney and Daffern’s (2015) 

findings. At the group-level, offenders with three or more aggressive acts were more 

likely to offend upon release; however, they also reported that 40.7% of offenders who 

were recorded as engaging in aggression on three or more occasions during their 

incarceration were not charged with a violent offence following release. Further, 26% of 

offenders who were not recorded as engaging in aggression in custody were charged 

with a violent offence following release.  

These results suggest that while official records of aggressive misconduct in 

custody may provide some indication of an offender’s propensity for future violence, its 

use has limitations. Mooney and Daffern (2015) suggested potential limitations, such as, 

official records: provide an underestimation of misbehaviour; lack detail regarding the 

nature, context, and relevance of institutional misconduct; focus exclusively on 

antisocial rather than prosocial behaviour; and, fail to consider how the custodial 

environment may suppress or alter an offender’s behaviour.  

Further, reliance on official records of misconduct or risk assessment results could 

lead to the loss of valuable information regarding individual offenders’ behaviour and 

associated changes over time. A broader array of behaviours may be relevant to the 

determination of an offender’s progress and prognosis. Mooney and Daffern (2015) 

noted that these records could serve to supplement judgements produced using formal 

assessment tools.  

3.1.3 Parole System Review 

More generally, some researchers have argued for a more structured approach to 

parole decision-making. Serin and colleagues developed a Structured Parole Decision-

making Framework to assist with the decision-making process. One of the seven 

domains within this framework is “Institutional/community behaviour”, which accounts 

for the offender’s behaviour during the current sentence, both while incarcerated and 
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during previous periods of community supervision. Another of the domains is 

“Offender change”, which relates to gathering evidence for the offender having 

benefited from participation in programs, or other changes throughout the sentence. 

Both these domains highlight the importance of assessing offenders’ behaviour in 

custody and associated changes within their attitudes and behaviour.  

These issues related to developing a structured measure to assist with individual-

level decision-making are pertinent to the Victorian parole system. Highlighting the 

political nature of the parole system and associated decision-making processes, in 2013, 

Justice Callinan AC, a former High Court Judge, was appointed by the Victorian 

Minister for Corrections and Minister for Crime Prevention to conduct a review of the 

parole system in Victoria. It was noted that the effectiveness of the Adult Parole Board 

is fundamental to the integrity of the parole system. Therefore, the review was 

established to ensure the Adult Parole Board operates effectively and can respond to the 

ongoing reforms and changing demands within the justice system. 

Within this review, Justice Callinan commented that his impression of the parole 

system was that the “balance in relation to the grant of parole, its cancellation and the 

revocation of cancellations may have been tilted too far in favour of offenders, and 

sometimes, even very serious offenders” (p. 11). He noted that if the public’s safety was 

the paramount consideration in parole decision-making, the Parole Board should be 

more risk averse than he perceived it to have become. He acknowledged the importance 

of maintaining a balance between humanity/reform and “the realities of the threat to 

society of recidivists at large, and the futility in some cases of the most careful and 

individually crafted programmes for the release and reform of some offenders” (p. 21); 

noting that since 2008, arrests for cancellation of parole had risen from 189 to an 

estimated 800 in 2013.  

Justice Callinan indicated that good behaviour in custody is a crucial condition, 

which an offender must satisfy prior to being granted parole; however, he also noted 

that there are additional important conditions, such as “an unlikelihood of reoffending, 

insight into his or her failures, and their consequences, and the merits of a lawful life 

henceforth” (p. 24). Prior to the review of the parole system, Justice Callinan noted that 

there were minimal guidelines in the legislation with respect to how the Parole Board 

should gain information and act in considering whether to grant or deny parole, with no 

specified measures to use in the decision-making process. He indicated that the detail of 



 
 

 103 

the Parole Board’s functions and the tests it applied only existed in its internally 

compiled Members’ Manual. 

3.1.4 Relevance of Institutional Behaviour 

Further, in 2015, in response to an offender committing murder whilst under a 

supervision order pursuant to the Serious Sex Offenders (Detention and Supervision) 

Act 2009 (Victoria), the Victorian Minister for Corrections commissioned a Complex 

Adult Victorian Sex Offender Management Review Panel (the ‘Harper Review’) to 

provide advice on the Act’s legislative and governance models. Within this review, 

there was minimal discussion related to the assessment of behaviour during an 

offender’s incarceration, as a contributing factor in the ultimate decision regarding 

future supervision. However, there was reference to the consideration of an offender’s 

behaviour during the initial period of imprisonment at the time of selection of the 

‘cohort’ of eligible offenders under the Act. The review indicated that prison files could 

be examined to assist in assessing offenders. Further, an eligible offender not initially 

considered to present a high risk of serious harm to others, could be further reviewed if 

serious offences were committed in custody. The Public Protection Authority, which 

would oversee the cohort of eligible offenders, would monitor the offenders throughout 

their incarceration to facilitate ongoing assessment of progress and risk. This process 

underscores the relevance of institutional behaviour within parole decision-making. 

Considering these two reviews in tandem, the use of behavioural monitoring in 

custody was highlighted. Specifically, Justice Callinan noted that “No person, … should 

be granted parole who has not behaved satisfactorily for at least the person’s second 

half of that person’s time in prison. Failure to meet these requirements should be clear 

disqualification for parole.” (p. 95). McDougall et al.’s (2013) exploratory study 

provided an indication that monitoring of behaviour in custody could be of value in 

assessing risk of serious harm by high-risk offenders being released into the 

community. A challenge for Corrections Victoria was the method by which to 

determine whether each parole applicant’s behavior was satisfactory. 

3.1.5 Satisfactory Behaviour Rating Guide 

In response to Justice Callinan’s recommendations, the Satisfactory Behaviour 

Rating Guide (SBRG) was developed (Daffern et al., 2014) to assist Corrections 

Victoria staff in operationalising serious sexual and non-sexually violent offenders’ 

behaviour in the second half of their incarceration, to facilitate informed decisions in 

relation to granting parole. It is possible that the latter stages of an offender’s 
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incarceration are more representative of his or her current functioning. The SBRG 

provides a method by which staff can identify and evaluate offenders’ risk-relevant 

behaviours, and communicate these behaviours to release decision-makers. Within the 

SBRG, the risk-relevant behaviours relate to a group of eight central risk factors, based 

on four aspects of offenders’ behaviour, which are predictive of violent offending 

(Wong & Gordon, 2000). Implementation of this monitoring system is drawn from 

research demonstrating the benefits of dynamic risk assessment through monitoring 

behavioural manifestations of offenders’ risk-related behaviour in custody (McDougall 

et al., 2013).  

This scale also encourages staff to refer to available sources of information to gain 

additional insight into the behaviours that offenders have engaged in throughout the 

latter stages of their incarceration, which allows for the integration of information about 

changes over time within the assessment. As a result, the final behaviour rating accounts 

for a variety of behaviours as identified through several sources. Completion of this 

measure represents the first stage of the parole suitability process. Caseworkers 

(custodial staff) determine whether the offender’s behaviour is satisfactory; if so, they 

are referred to a parole officer for further assessment.  

3.1.6 Current Study 

The SBRG has not yet undergone empirical testing and research is required to 

ensure it is a valid and reliable tool. The aim of the current study was to conduct a 

preliminary test of the concurrent validity of the SBRG through a retrospective archival 

analysis of serious sexual and non-sexually violent male offenders who had applied for 

parole. The hypothesis was that the offenders’ caseworkers’ (custodial officers’) final 

ratings on the SBRG would correspond with official records pertaining to the domains 

of: violent behaviour; substance abuse; participation in rehabilitation (as measured by 

attitude to employment, education and/or rehabilitation); and, response to direction and 

supervision. Subsequent to this validation process, the intention was for the SBRG to be 

included as one measure of behavioural change in Study 3. 

 

3.2 Method 

3.2.1 Participants 

Corrections Victoria identified a consecutive sample of 150 incarcerated 

offenders, who were all the male violent and sexual offenders who applied for parole 

from 1 August 2015 from one of nine prisons in Victoria, Australia (see Table 3). The 
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ethics approval provided for this research did not allow for the identification of offence 

type within the sample. Participants were serving custodial sentences lasting between 20 

and 5469 days (M = 1280.49 days, SD = 1249.79). 

 

Table 3. Number of Participants from Each Prison 

Location Prison 
Security 

Level 

Frequency Percent of Total 
Sample 

Barwon Prison High 20 13.30 
Beechworth Correctional Centre Medium 5 3.30 
Dhurringile Prison Low 14 9.30 
Hopkins Correctional Centre Medium 21 14.00 
Langi Kal Kal Low 26 17.30 
Loddon Medium 18 12.00 
Marngoneet Correctional Centre Medium 19 12.70 
Middleton Low 10 6.70 
Port Phillip Prison High 17 11.30 

 

3.2.2 Materials 

The Satisfactory Behaviour Rating Guide was the measure of interest in the 

current study. It contains four categories, relating to violent behaviour, substance abuse, 

attitudes and commitment to employment, education and/or rehabilitation, and response 

to direction and supervision. In order to complete the SBRG, caseworkers are required 

to consider and review incidents recorded on the Prisoner Information Management 

System (PIMS), custodial officer reports, and any other information relevant to the four 

categories included in the SBRG.  

Within the category violent behaviour, caseworkers are required to record 

incidents of physical assaults against others, verbal aggression (including threatening, 

intimidating or standover behaviours), sexual aggression, possession of weapons, or 

property damage. Information related to substance abuse is gained through involvement 

in alcohol or drug related activity, including positive urinalysis results, refusal to engage 

in random urinalyses, or possession of drug paraphernalia. Evidence of a positive 

attitude and commitment to employment, education and/or rehabilitation is gained from 

reports related to the offender’s engagement in programs, education and industry. It can 

also be gained from other staff and may include information about the offender’s 

attendance, participation and performance in these activities. Response to direction and 

supervision is gauged through evidence of the offender’s ability to comply with 

instructions, abide by rules, and respond positively to direction from staff. Finally, the 
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caseworker considers the gravity and frequency of incidents within these four 

behavioural categories, which contributes to the overall rating.  

Integration of this material results in a summary rating of the offender’s overall 

behaviour. The caseworker provides a final assessment of the offender’s behaviour as 

Satisfactory, Of Minor Concern, or Of Major Concern. Although there was no formal 

training for caseworkers in their application of the SBRG, written guidance was 

provided on the SBRG form and staff were instructed to complete the form for 

offenders applying for parole. Staff were also informed of the purpose of the SBRG 

within the parole suitability assessment process. The form included a list of information 

that caseworkers should seek in completion of the assessment and methods by which 

this information could be gained. 

3.2.3 Procedure 

Data gained through the method outlined in section 3.2.2 were de-identified and 

provided by Corrections Victoria. The central focus of this study was the prediction of 

caseworkers’ (custodial officers’) overall behaviour rating. Behaviours within the four 

variables were identified from the date of reception in custody to the SBRG review date. 

The data made available were quantified such that the four behaviour categories could 

be statistically analysed. The methods by which these data were quantified are as 

follows. 

3.2.3.1 Violent behaviour. Recorded PIMS incidents were classified into five 

subcategories of violent behaviour: physical aggression; verbal aggression; sexual 

aggression; possession of a weapon; and, property damage. This process facilitated a 

more descriptive representation of incidents, which would allow further analysis to 

determine whether particular types of aggressive behaviour have a greater impact on the 

ultimate behaviour rating. The behaviour frequencies were calculated and are presented 

in Table 4.  
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Table 4. Frequencies of Violence Subcategories 

Behaviour Number of 
Incidents 

Frequency Percent of Total 

Physical 
Aggression 

0 102 68.00 

 1 26 17.30 
 2 7 4.70 
 3 4 2.70 
 4 4 2.70 
 5 3 2.00 
 6 1 0.70 
 7 0 0.00 
 8 2 1.30 
 9 1 0.70 

Verbal Aggression 0 103 68.7 
 1 21 14.0 
 2 13 8.70 
 3 4 2.70 
 4 2 1.30 
 5 3 2.00 
 6 0 0.00 
 7 1 0.70 
 8 0 0.00 
 9 1 0.70 
 10 1 0.70 
 11 0 0.00 
 12 0 0.00 
 13 0 0.00 
 14 0 0.00 
 15 0 0.00 
 16 1 0.70 

Property Damage 0 145 96.70 
 1 1 0.70 
 2 1 0.70 
 3 1 0.70 
 4 1 0.70 
 5 1 0.70 

Weapon Possession 0 128 85.30 
 1 15 10.00 
 2 7 4.70 

Sexual Aggression 0 149 99.30 
 1 1 0.70 

 

Although the five subcategories were each present within the data review, the low 

occurrence of some behaviours led to a decision to combine frequency scores across the 

subcategories to produce a Total Violent Incidents score. These total frequency scores 

are shown in Table 5. 
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Table 5. Total Violent Incidents 

Number of Incidents Frequency Percent of Total 
0 77 51.30 
1 25 16.70 
2 16 10.70 
3 7 4.70 
4 4 2.70 
5 7 4.70 
6 2 1.30 
7 1 0.70 
8 4 2.70 
9 1 0.70 
10 0 0.00 
11 1 0.70 
12 1 0.70 
13 2 1.30 
14 0 0.00 
15 0 0.00 
16 0 0.00 
17 0 0.00 
18 0 0.00 
19 0 0.00 
20 0 0.00 
21 0 0.00 
22 1 0.70 
23 0 0.00 
24 0 0.00 
25 0 0.00 
26 0 0.00 
27 0 0.00 
28 1 0.70 

 

The victim of the aggressive behaviour was recorded as follows: staff; other 

offenders; non-prison workers/relative; and, prison property/objects. The frequencies 

for each victim type are displayed in Table 6. 
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Table 6. Frequency of Total Violent Incidents Directed Towards Each Victim Type 

Victim Type Number of 
Incidents 

Frequency Percent of Total 

Staff 0 103 68.70 
 1 28 18.70 
 2 8 5.30 
 3 1 0.70 
 4 5 3.30 
 5 0 0.00 
 6 1 0.70 
 7 2 1.30 
 8 0 0.00 
 9 0 0.00 
 10 1 0.70 
 11 0 0.00 
 12 0 0.00 
 13 0 0.00 
 14 0 0.00 
 15 0 0.00 
 16 0 0.00 
 17 1 0.70 

Offenders 0 99 66.00 
 1 13 15.30 
 2 12 8.00 
 3 7 4.70 
 4 2 1.30 
 5 2 1.30 
 6 1 0.70 
 7 1 0.70 
 8 1 0.70 
 9 1 0.70 
 10 1 0.70 

Non-Prison 
Workers/Relatives 

0 148 98.70 

 1 1 0.70 
 2 1 0.70 

Property/Objects 0 144 96.00 
 1 2 1.30 
 2 1 0.70 
 3 1 0.70 
 4 1 0.70 
 5 1 0.70 

 

3.2.3.2 Involvement in substance abuse or like behaviour. Information about 

offenders’ involvement in substance use or related behaviour was gained from a review 

of PIMS incidents, and urinalysis test reports and test result summaries. Behaviours 

were coded according to eight subcategories: detection of a positive urinalysis; refusal 
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to undertake random urinalysis; possession of an illicit substance; possession of drug 

paraphernalia; suspected or observed medication diversion; suspected or observed 

dealing or receiving illicit substances; suspected or observed drug use; and, suspected or 

observed alcohol use. Table 7 shows the frequencies of these behaviours.  
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Table 7. Frequency of Total Substance Abuse/Use Incidents in Each Subcategory 

Substance Abuse 
Behaviour 

Number of 
Incidents 

Frequency Percent of Total 

Positive Urinalysis 0 110 73.30 
 1 15 10.00 
 2 9 6.00 
 3 1 0.70 
 4 3 2.00 
 5 5 3.30 
 6 0 0.00 
 7 2 1.30 
 8 1 0.70 
 9 1 0.70 
 10 0 0.00 
 11 0 0.00 
 12 1 0.70 
 13 0 0.00 
 14 1 0.70 
 15 0 0.00 
 16 1 0.70 

Urinalysis Refusal 0 132 88.00 
 1 8 5.30 
 2 8 5.30 
 3 1 0.70 
 4 1 0.70 

Substance Possession 0 110 73.30 
 1 24 16.00 
 2 6 4.00 
 3 5 3.30 
 4 5 3.30 

Paraphernalia 0 141 94.00 
 1 7 4.70 
 2 2 1.30 

Diverting Medication 0 135 90.00 
 1 8 5.30 
 2 3 2.00 
 3 2 1.30 
 4 1 0.70 
 5 1 0.70 

Dealing or Receiving 0 137 91.30 
 1 11 7.30 
 2 1 0.70 
 3 1 0.70 

Drug Use 0 142 94.70 
 1 6 4.00 
 2 2 1.30 

Alcohol Use 0 141 94.00 
 1 7 4.70 
 2 2 1.30 
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Due to the low occurrence of some of these behaviours, a decision was made to 

combine the subcategory scores to produce a Total Substance Use/Abuse score for each 

participant. The frequencies for these incidents are shown in Table 8. 

 

Table 8. Frequency of Total Substance Use/Abuse Incidents 

Number of Incidents Frequency Percent 
0 82 54.70 
1 22 14.70 
2 10 6.70 
3 5 3.30 
4 2 1.30 
5 7 4.70 
6 5 3.30 
7 1 0.70 
8 3 2.00 
9 2 1.30 
10 3 2.00 
11 2 1.30 
12 3 2.00 
13 0 0.00 
14 0 0.00 
15 0 0.00 
16 0 0.00 
17 1 0.70 
18 0 0.00 
19 0 0.00 
20 1 0.70 
21 1 0.70 

 

3.2.3.3 Attitude to employment, education and/or rehabilitation. Using 

Corrections Victoria employment history reports, each offender’s average pay from 

reception date to SBRG review date was calculated. Use of this calculation was based 

on information provided to the candidate that offenders who were positively involved in 

employment, education and/or rehabilitation received higher pay. Each participant’s pay 

was averaged for the second half of their sentence, from mid-way through their sentence 

to the date of their application for parole. Although this calculation is not necessarily the 

most robust measure of attitudes to employment, education and rehabilitation, this 

proxy variable was considered the most valid method available (see Table 9).  
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Table 9. Average Pay Frequency 

Average Pay Range ($) Frequency Percent of Total 
3.00-3.99 22 14.70 
4.00-4.99 27 18.00 
5.00-5.99 33 22.00 
6.00-6.99 41 27.30 
7.00-7.99 25 16.70 
8.00-8.99 2 1.30 

 

Further, the frequency of an offender being “banned” from employment was 

recorded, as this was considered another useful indicator of performance in employment 

(see Table 10). 

 

Table 10. Frequency of Times Banned from Employment 

Times Banned Frequency Percent of Total 
0 124 82.70 
1 13 8.70 
2 6 4.00 
3 5 3.30 
4 0 0.00 
5 1 0.70 
6 1 0.70 

 

3.2.3.4 Response to direction and supervision. This category was measured 

through a review of recorded incidents on PIMS. Any behaviour, which reflected that 

the offender refused to comply with instructions, disregarded institutional rules, or 

responded poorly to direction, was included within this category. A total score was 

created through summing the number of incidents (see Table 11). 
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Table 11. Frequency of Response to Direction and Supervision Incidents 

Number of Incidents Frequency Percent of Total 
0 75 50.00 
1 31 20.70 
2 13 8.70 
3 11 7.30 
4 4 2.70 
5 5 3.30 
6 4 2.70 
7 1 0.70 
8 1 0.70 
9 1 0.70 
10 1 0.70 
11 0 0.00 
12 0 0.00 
13 0 0.00 
14 1 0.70 
15 0 0.00 
16 0 0.00 
17 1 0.70 
18 1 0.70 

 

3.2.4 Data Analysis 

The relative importance of each of the four categories to the overall behaviour 

rating was analysed. The analyses involved Spearman’s rank-order correlation and 

ordinal logistic regression, using IBM SPSS Statistics Version 22.0.  

Spearman’s rank-order correlation is a nonparametric test measuring the strength 

and direction of the monotonic relationship between variables, rather than the linear 

relationship. It was used to determine which variables were most strongly associated 

with the overall rating. Cohen’s rule of thumb effect sizes for correlations was used to 

determine the strength of the associations, with the absolute value of 0.1 = Small, 0.3 = 

Moderate, and 0.5 = Large (Cohen, 1988). The variables with the strongest associations 

were used for the subsequent step within the analysis. 

As the SBRG overall rating was a categorical variable (i.e., Satisfactory = 0, Of 

Minor Concern = 1, Of Major Concern = 2), ordinal logistic regression was used; the 

proportional odds assumption was not violated (χ2 = 8.90, df = 4, p = 0.06). The 

regression analysis was used to determine the relative importance of the variables to the 

prediction of the overall behaviour rating. 
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3.3 Results 

3.3.1 Descriptive Statistics  

The frequencies with which the three overall behaviour ratings were made are 

presented in Table 12. As seen in Table 12, the majority of the overall ratings were 

Satisfactory.  

 

Table 12. Overall SBRG Rating Frequencies 

Overall Rating Category Frequency Percent of Total 
Satisfactory 102 68.00 

Of Minor Concern 37 24.70 
Of Major Concern 11 7.30 

 

Of the 102 participants who were rated as Satisfactory, 56 (54.90%) had incidents 

recorded (including violent behaviour, substance use and noncompliance). Of the 37 

participants who were rated as Of Minor Concern, 32 (86.49%) had incidents recorded. 

Of the 11 participants who were rated as Of Major Concern, 10 (90.91%) had incidents 

recorded; meaning there was one participant in this category who did not have any 

incidents recorded.  

The prevalence of each behaviour category is presented in Table 13, outlining the 

number of participants who ever had an incident recorded and the overall frequency of 

these incidents across participants. Overall, it was less common for participants to have 

recorded incidents in relation to Times Banned from Work, and the frequency of these 

incidents was lower than for the other behaviour categories.  

 

Table 13. Prevalence of Behaviour Categories 

Behaviour Number of Participants 
with Recorded Incidents 

(%) 

Total Frequency of 
Recorded Incidents (%) 

Violent 48 (32.00) 288 (31.93) 
Substance Use/Abuse 68 (45.33) 325 (36.03) 
Times Banned from Work 27 (18.00) 51 (5.65) 
Direction/Supervision 75 (50.00) 238 (26.39) 

 

3.3.2 Correlation Between Overall Rating and Incidents 

The first step for the data analyses in this study included correlational analyses to 

determine the association between the overall rating on the SBRG and the quantified 

SBRG variable categories. These results are displayed in Table 14. 
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Table 14. Association between Overall SBRG Rating and Variable Categories  

Variable 1 2 3 4 5 6 
1. Overall Rating -      
2. Violent Incidents 0.44* -     
3. Substance Use/Abuse Incidents 0.44* 0.52* -    
4. Average Pay -0.28* -0.41* -0.28* -   
5. Times Banned from Work 0.28* 0.42* 0.31* -0.22* -  
6. Direction/Supervision Incidents 0.48* 0.60* 0.66* -0.42* 0.39* - 
Note. * = p < 0.01 

All associations reached significance; however, the effect sizes varied. There was 

a moderate positive association between the Overall Rating and Violent Incidents, 

Substance Use/Abuse Incidents and Direction/Supervision Incidents. This result meant 

that an increase in the number of incidents was associated with a less satisfactory 

overall rating. Average Pay demonstrated a small negative association with the Overall 

Rating, reflecting that lower pay was associated with a less satisfactory overall rating. 

Times Banned from Work demonstrated a small positive association with the Overall 

Rating, reflecting that an increase in the number of times banned from work was 

associated with a less satisfactory overall rating. The strength of these two variables’ 

associations with the Overall Rating were the same. Therefore, it was decided that only 

Times Banned from Work would be included in the regression model. If a future 

recommendation were that officers use data from one source, it would be easier to 

access this information than offenders’ pay. 

3.3.3 Predicting the Overall Rating 

Based on the correlational analyses, Violent Incidents, Substance Use/Abuse 

Incidents, Times Banned from Work, and Direction/Supervision Incidents were 

included in the logistic regression analysis to predict the overall SBRG rating. 

3.3.3.1 Group-level analysis. A test of the full regression model against an 

intercept only model was statistically significant. This result indicated that the 

predictors as a set reliably distinguished between whether the final rating was 

Satisfactory, Of Minor Concern, or Of Major Concern (χ2= 63.223, df = 4, p < 0.01). 

There has been debate about the use of various measures by which to model 

goodness of fit within this type of analysis. The pseudo R square statistics measure the 

usefulness of the model but do not measure the goodness of fit. Rather, they indicate 

how useful the explanatory variables are in predicting the response variable (Bewick, 

Cheek, & Ball, 2005). They can be referred to as measures of effect size. The various 

pseudo R square statistics have advantages and disadvantages. It has been suggested 
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that there is limited practical use for the interpretation of the pseudo R square statistics 

(Hosmer & Lemeshow, 2000). However, within the current research, based on the 

reported pseudo R square statistics, the model accounted for between 26% and 43% of 

the variance in the final SBRG rating. 

The significance of the variables in the regression analysis can be interpreted in 

terms of the odds ratios. As there is more than one explanatory variable in the model, 

the interpretation of the odds ratio for one variable depends on the values of other 

variables being fixed. The results suggested that each unit increase in total Violent 

Incidents was significantly associated with an increase in the odds of receiving a higher 

overall SBRG rating. The odds ratio was 1.26 (95% CI, 1.06 to 1.51), Wald(1) = 6.52, p 

= 0.01. In addition, each unit increase in Direction/Supervision Incidents was 

significantly associated with an increase in the odds of receiving a higher overall SBRG 

rating. The odds ratio was 1.27 (95% CI, 1.04 to 1.55), Wald(1) = 5.60, p = 0.02.  

On the other hand, neither increases in total Substance Use/Abuse Incidents, nor 

Times Banned from Work, were significantly associated with the odds of receiving a 

higher overall SBRG rating. The odds ratio for total Substance Use/Abuse Incidents 

was 1.08 (95% CI, 0.96 to 1.21), Wald(1) = 1.68, p = 0.20, while the odds ratio for 

Times Banned from Work was 1.14 (95% CI, 0.74 to 1.76), Wald(1) = 0.35, p = 0.55. 

3.3.3.2 Individual-level analysis. At the individual-level, there were some 

participants whose overall SBRG rating was Satisfactory, even though they had several 

incidents recorded. For instance, one participant had five Violent Incidents, 17 

Substance Use/Abuse Incidents, and three Direction/Supervision Incidents. Another 

participant had five Violent Incidents, 20 Substance Use/Abuse Incidents, and five 

Direction/Supervision Incidents. Conversely, there was one participant whose overall 

SBRG rating was Of Major Concern; however, he did not have any incidents recorded.  

In relation to the total frequency of incidents within each behaviour category, 

although at the group-level, Times Banned from Work featured less prominently than 

did the other categories, individual-level analysis may also be informative. The 

maximum number of times a participant was banned from work within this sample was 

six times. This participant’s overall SBRG rating was Of Minor Concern. Another 

participant was banned from work five times and his overall SBRG rating was Of Major 

Concern; he also had a greater number of Direction/Supervision Incidents (seven) in 

comparison with the previously mentioned participant (one).  
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3.4 Discussion 

The primary aim of Study 2 was to conduct a preliminary validation of the 

Satisfactory Behaviour Rating Guide (SBRG). The SBRG is a recently developed 

measure designed to aid parole decision-making for serious sexual and non-sexually 

violent offenders. The ultimate rating of offenders’ behaviour was designed to be 

assessed based on offenders’ behaviour within specific categories: violent behaviour; 

substance use/abuse; attitude to employment, education and/or rehabilitation; and, 

response to direction and supervision. Within these categories, were behavioural 

manifestations of dynamic risk factors (OAB) and their prosocial alternatives (ORB), 

relevant for offenders’ risk of violent offending. Each behavioural manifestation was 

measured using Likert-type scales. Offenders’ overall behaviour was considered 

Satisfactory if it was generally viewed to be prosocial rather than antisocial. It was 

hypothesised that caseworkers’ overall ratings on the SBRG would correspond with 

official records pertaining to these four behaviour categories. 

An overview of the results will be provided. Subsequent to this overview, the 

results will be further explored in relation to custodial officers’ overall ratings, the 

relation between the overall ratings and individual behaviour categories, discrepancies 

between the group- and individual-level results, use of behavioural manifestations of 

risk factors within assessment processes, and implications of the results for the use of 

custodial officers’ ratings. Limitations of the current research will be discussed, 

followed by suggestions for future research.  

3.4.1 Overview of Results 

The results demonstrated that each of the four behaviour categories was 

significantly associated with the overall SBRG rating. Further, higher rates of Violent 

Incidents and Direction/Supervision Incidents were associated with greater odds of a 

more severe overall SBRG rating (i.e., Of Minor Concern or Of Major Concern). 

However, higher rates of Substance Use/Abuse Incidents and Times Banned from Work 

were not associated with more severe overall SBRG ratings. The group-level findings 

reflect that ratings of satisfactory behaviour in custody were reliably associated with 

certain behavioural markers. The results suggested that violence and noncompliance are 

of greater value in behavioural assessments when compared with other manifestations 

of risk. At the individual-level, there were some anomalies, which demonstrated a 

discrepancy between participants’ number of reported incidents and the overall 

behaviour rating. 
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3.4.2 Custodial Officers’ Ratings 

Prior research has provided support for the use of institutional misconducts as a 

measure of adult offenders’ behaviour change (e.g., Cochran et al., 2012). However, a 

potential limitation related to use of institutional misconducts as a measure of offenders’ 

behavioural change is the possible unreliability of observed behaviours. Specifically, 

there may be variation across contexts within custody, and between staff members, 

which contribute to whether or not an offender receives a misconduct charge for a 

certain behaviour. For instance, some behaviours may be observed by some officers but 

not others and some behaviours may not be considered relevant by some officers 

whereas other officers may consider the behaviours important. Furthermore, some 

behaviours may be seen as relevant to reoffending for some offenders but not others. 

Therefore, there may be different outcomes, in terms of the behaviour being recorded 

and being regarded as a misconduct, for similar behaviours both between and within 

offenders. Atkinson and Mann (2012) reported on the differences between custodial 

officers’ decisions to report offenders’ problematic behaviour. These decisions were 

based on a variety of factors, including the perceived severity of the behaviour. 

Similarly, within the current study, there may have been inherent subjectivity between 

caseworkers’ evaluation of offenders’ behaviour, in addition to the overall rating 

provided based on this behaviour. 

The majority of the overall ratings were Satisfactory or Of Minor Concern. 

However, most participants had institutional misconducts recorded during their 

incarceration. This result suggests that, at times, custodial officers did not view 

institutional misconducts as problematic enough to warrant an overall rating of Of 

Major Concern. The current research did not ascertain reasons behind custodial officers’ 

tendency not to rate offenders’ behaviour as concerning. Potential reasons for assessors’ 

relatively lenient ratings include: reluctance to evaluate participants’ behaviour as 

problematic; forgetting that participants had misconducts; and, perceiving behaviour as 

relatively insignificant compared with more severe infractions.  

Further potential explanations for this pattern in the ratings may be gleaned from 

Atkinson and Mann’s (2012) study, which categorised reasons custodial officers 

provided for deciding not to report offenders’ problematic behaviour. It is possible that 

reasons for custodial officers’ disinclination to rate behaviour as unsatisfactory are 

similar to the reasons for choosing not to report negative behaviour. For instance, 

custodial officers might require a high threshold for the quantity and frequency of poor 
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behaviour in order for the overall rating to warrant concern. In addition, they may view 

their primary role as maintaining order and security, rather than contributing to an 

assessment or interpretation of behaviour; therefore, they may be less inclined to 

provide a more severe rating. Relatedly, if they do not consider it to be their 

responsibility, they may choose not to rate the overall behaviour as concerning if they 

lack confidence in the evidence to support this rating, such that they do not think their 

decision is defensible and it could be challenged (e.g., by the offender). It may be 

beneficial to gain greater insight into potential reasons for custodial officers’ ratings, in 

order to facilitate improvements to the SBRG. 

Another possible reason for the pattern in overall ratings may be that the SBRG is 

insensitive and does not adequately differentiate between offenders’ behaviour. 

However, the group-level analyses revealed that there was an association between the 

behaviour categories and the overall ratings, which reflects that on the whole, 

caseworkers’ assessments were reflective of the offenders’ behaviour, as recorded on 

incident forms and behaviour in the workplace.  

3.4.3 Relation Between Behavioural Categories and Overall Ratings 

The group-level results will be discussed in more detail. It is possible that greater 

frequencies of Violent Incidents and Direction/Supervision Incidents were related to a 

more severe overall SBRG rating because these offenders may be viewed in a more 

negative light due to their more overtly oppositional behaviour. The general perception 

in custody is that misconducts involving violence “most jeopardises the safety of the 

institution” (Gendreau et al., 1997, p. 416). The authors also noted that custodial 

officers often have a high level of discretion when charging offenders with nonviolent 

misconducts, whereas misconduct charges involving physical injury are less subject to 

interpretation. Therefore, violence towards other offenders may be reported more 

frequently if the incidents are particularly serious. Consequently, it would be expected 

that offenders who incur these misconducts are perceived as having greater behavioural 

problems, which contributes to the greater likelihood of being regarded as 

unsatisfactory (Of Minor Concern or Of Major Concern). This possible explanation is 

consistent with prior research in which an evaluation of an anger management course 

with adult long-term offenders unsuccessfully used disciplinary reports for interpersonal 

matters as a measure of change. It was noted that these reports were ineffective 

measures of change because the base rate of reports was too low; that is, custodial 

officers used official sanctions only as a last resort. Therefore, the official statistics 
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failed to adequately capture the data (McDougall et al., 1995). Further, violence 

directed towards staff members is considered to be a significant breach of rules and 

boundaries, such that these offenders may similarly be regarded as unsatisfactory in 

their behaviour.  

Within this study, behaviours were classified as violent if they involved either 

physical or verbal aggression. These forms of aggression were combined to form the 

Total Violent Incidents. Prior research similarly combined forms of aggression to 

produce a single variable (Mooney & Daffern, 2015). However, since few participants 

were physically aggressive, and very few were repeatedly physically aggressive, it was 

not possible to determine whether the frequency of physically aggressive incidents was 

related to behaviour ratings. Furthermore, it was not possible to determine whether there 

was a difference between behaviour ratings for offenders who engaged in repeated 

physical versus verbal aggression. Future research on the SBRG could further 

investigate the changes in offenders’ aggression over time and the association between a 

reduction in misconduct severity and overall behaviour ratings. 

Polaschek (2017) discussed the positive influence of protective factors and 

responsivity on offenders’ relationships with staff and the ability of offenders to work 

effectively with staff to achieve change. The converse may be true for violent 

behaviour, which is likely to be more challenging for staff members working with 

offenders as compared with drug-taking behaviour culminating in a positive urine 

screen. Similarly, staff may have more negative perceptions of offenders, and regard 

their behaviour as problematic, when they respond poorly to direction/supervision. A 

perception of offenders as adversarial might lead to more severe overall ratings, as 

observed in the current results. 

Turning to the behaviours that were not significant within the model, it is worth 

considering why neither an increase in Substance Use/Abuse Incidents nor Times 

Banned from Work was predictive of a more severe overall behaviour rating. In 

Atkinson and Mann’s (2012) study in which custodial officers identified potential 

offence paralleling behaviours in sexual offenders, substance use/abuse-related 

behaviours did not feature. It is possible that in general, substance use/abuse behaviours 

are considered less severe rule breaches as compared with other behaviours. If they are 

perceived to be prevalent in custody and less harmful to others, they might not be 

emphasised in ratings regarding the satisfactoriness of an offender’s behaviour. These 
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behaviours might also be considered a consequence of dependence, which assessors 

might excuse more than confrontational or aggressive behaviour. 

Although statistically significant, Times Banned from Work only had a small 

association with the overall SBRG rating. This behaviour was recorded less frequently 

overall in comparison with the other behavioural categories, which might have 

contributed to its limited predictive value in the overall rating. That is, there might not 

have been enough variation in these incidents, for the regression to identify how it 

affected the overall rating. Problems at work might not have been considered 

concerning enough to warrant an incident report, and when incidents were recorded, 

caseworkers may have dismissed them as less relevant than the other behaviour 

categories in determining an overall rating. When considering problematic behaviour 

for the overall rating of satisfactoriness, assessors might focus more on offence-related 

behaviour such as violence, or behaviour that is relevant for the custodial routine. 

3.4.4 Discrepancies Between Group- and Individual-Level 

At the individual-level, it appeared that a higher number of Times Banned from 

Work did contribute to the overall behaviour rating, but seemingly only in combination 

with the other behaviour categories. For example, the primary difference between the 

two participants who were banned from work repeatedly but had different overall 

behaviour ratings (Of Minor Concern vs Of Major Concern), was their frequency of 

Direction/Supervision Incidents. That is, the participant with more repeated 

Direction/Supervision Incidents received the more severe overall rating.  

The overall behaviour ratings should also be considered at the individual-level. 

For some participants, there were disparities between recorded incidents and overall 

behaviour ratings. Some participants who demonstrated poor behaviour reflected 

through recorded incidents, were assessed overall as Satisfactory. There were also 

participants who had no incidents recorded but gained an overall Of Minor Concern or 

Of Major Concern rating. It is possible that the participants who were rated as 

Satisfactory but had prior misconduct incidents had improved behaviourally as they 

progressed through their sentence; this would highlight the importance of exploring 

changes in behaviour over time to determine offenders’ behaviour trajectories 

throughout their incarceration. As Dvoskin and Heilbrun (2001) noted, if only static 

factors are measured, the risk appraisal prior to release is unlikely to be changed by the 

course of offenders’ incarceration. However, this change over time would not explain 
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the Of Minor Concern or Of Major Concern ratings for participants with no recorded 

incidents. 

3.4.5 Behavioural Manifestations of Risk Factors 

Dynamic risk factors have been the focus of research into the underlying causes of 

offending and methods by which to assess ongoing risk (Beech & Craig, 2012; Cording, 

Beggs Christofferson, & Grace, 2016; Ward & Fortune, 2016). The OAB framework 

was developed to assist with the assessment of dynamic risk factors in custodial 

settings. The use of this framework may be beneficial as monitoring OABs and ORBs 

throughout an offender’s incarceration could clarify whether dynamic risk factors are 

decreasing, which is indicative of decreased risk (Gordon & Wong, 2010).  

These issues are pertinent with respect to the current findings. The results 

suggested that caseworkers did not perceive offenders’ substance use/abuse or 

difficulties at work to be important factors contributing to their overall behaviour 

ratings. It is possible that these behaviours are not relevant for offenders’ risk; however, 

prior research has demonstrated that substance use and work ethic are risk factors 

predictive of future recidivism (Douglas & Skeem, 2005). In addition, Mooney and 

Daffern (2013) found that positive behaviours associated with work ethic were 

predictive of lower recidivism rates. It is also possible that these factors might not be 

reliable measures within the custodial context because assessors do not perceive them to 

be significant. This explanation may suggest the importance of providing training for 

assessors in relation to the risk factors relevant for offenders’ future behaviour.  

The behaviours assessed through the SBRG were not individualised, as is 

recommended within the implementation of the OPB and OAB frameworks. 

Caseworkers providing ratings for the offenders were likely unaware of the specific 

behavioural manifestations of the risk factors within the measure, which were relevant 

for the individual. Therefore, the relevance of each risk factor for the individual was not 

known. However, McDougall et al. (2013) identified the value in focusing on behaviour 

that might not meet the definition of OPB (e.g., it is not directly related to the offender’s 

index offence), but is still generally problematic and offence-related. Within their 

research, they did not attempt to identify behaviour as OPB. They found consistency 

between the behaviours exhibited in custody and those subsequently exhibited in the 

community. Their findings suggested that both low- and high-level negative behaviours 

in custody are relevant in predicting future behaviour in the community.  
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It is pertinent that as the first stage of the parole decision-making process, the 

SBRG was not used as a risk assessment tool, with caseworkers providing an evaluation 

of offenders’ general behaviour within custody without focusing on risk of recidivism. 

The overall SBRG rating provided by caseworkers should not be interpreted as a risk 

rating. However, caseworkers’ overall ratings were based on offenders’ behaviour 

relevant to empirically derived risk factors for violent recidivism. If an offender’s 

behaviour was rated as Satisfactory, it would generally mean that overall, he engaged in 

more prosocial rather than antisocial behavioural manifestations of these risk factors. As 

a result, assuming the behavioural manifestations were relevant for the offender’s 

individual case, based on the theories underlying the OAB framework, he would likely 

be at lower risk of recidivism. While many risk assessments primarily measure static 

risk, the use of institutional misconducts as a measure of risk-related attitudes and 

behaviours can be considered dynamic (Mooney & Daffern, 2011), as these attitudes 

and behaviours can fluctuate throughout an offender’s period of incarceration. 

Therefore, an offender’s overall rating may indicate that the risk factors relevant to his 

offending are less prominent and may lead to a reduction in future offending. On the 

other hand, it is also possible that the overall rating is an indication of static risk, rather 

than change over time. In this scenario, an offender who gains an overall rating of 

Satisfactory may remain at the same risk level for reoffending as he did upon his 

incarceration. As previously indicated, further investigation of the relation between 

these ratings and subsequent recidivism is warranted. 

3.4.6 Use of Staff Ratings 

Prior research has suggested the potential use of custodial officers’ observations 

of behavioural manifestations of risk factors, to gather valuable information about 

offenders’ behaviour (Atkinson & Mann, 2012). In the current research, custodial 

officers’ collation and interpretation of offenders’ misconducts and other available 

information was used to ascertain an overall behaviour rating. The discrepancies 

between some ratings and the institutional misconduct incidents may suggest that there 

are limitations to the use of custodial officers’ evaluations of offenders’ behaviour. Such 

limitations might be due to custodial officers’ biases (e.g., some custodial officers may 

perceive that an offender who dismisses direction and instruction from those in 

authority has more problematic behaviour than an offender who uses substances in 

custody, while other custodial officers may have different perceptions of the differential 

severity of behaviour in custody) and consequently the behaviours they focus on to 
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provide final ratings (e.g., using the previous example, offenders who were charged for 

non-compliance with directions may have been rated as more problematic overall as 

compared with offenders who were charged for substance abuse-related behaviours). 

Alternatively, these limitations may be due to caseworkers’ lack of training in how to 

complete the SBRG. As noted previously, there was no formal training in the SBRG so 

it may be that the aforementioned discrepancies were attributable to unreliable 

completion of the SBRG. 

Regardless of the assessor’s knowledge base, clinicians and decision-makers must 

remain mindful that all assessment tools have the potential for errors. For instance, 

McDougall et al. (2013) found that for one offender out of the eight for whom 

recidivism or recall to custody was predicted, a high frequency of negative behaviour in 

custody did not lead to this outcome. Further, Mooney and Daffern (2015) found that 

26% of offenders in their research who had no recorded aggression in custody were 

charged with a violent offence post-release. Due to the potential for errors and 

assessors’ subjectivity, it is unsurprising that there were discrepancies between ratings 

of satisfactory behaviour and the frequency of official misconducts in the current study. 

3.4.7 Limitations 

There were some limitations in the current research. Ethical considerations 

prevented identification of sexual and non-sexually violent offenders. Therefore, there 

could be no comparison between offence type in relation to assessing the validity of the 

measure for violent as opposed to sexual offenders. Further, this lack of differentiation 

meant that it is unknown which results were specifically relevant for sexual offenders. 

More generally, there was minimal demographic information on participants 

available within the current research. Consequently, the differential impact of sample 

characteristics could not be assessed. Therefore, there are limits to the information that 

can be gained in relation to specific factors contributing to the results. For instance, the 

relation between risk level and behaviour ratings could not be compared. There is 

minimal research into the relevance of behaviour in custody while controlling for risk 

level and it remains an important area to examine (Mooney & Daffern, 2011). Since 

many characteristics of the current sample remain unknown, there are also limitations to 

the generalisability of these results to other populations.  

It is common for offenders’ misconducts to decrease in frequency over their 

incarceration, in particular for offenders with long sentences, and if incarcerated at a 

young age. For instance, a longitudinal study demonstrated that offenders who were 
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incarcerated for periods of approximately seven to 10 years became more adaptive 

within the custodial environment over time; this effect was greater for offenders who 

were initially incarcerated at a younger age (Zamble, 1992). However, due to the 

constraints of the current research, recorded incidents throughout participants’ period of 

incarceration were used, rather than limiting the time period to the second half of their 

incarceration as Justice Callinan AC recommended in his review. Therefore, there was 

no consideration of changes that participants may have made since their initial 

incarceration. This is important since participants may have engaged in numerous 

problematic behaviours early in their sentence but changed and then desisted from these 

behaviours. An additional limitation was that participants’ sentences were varying 

lengths. Therefore, they may have been incarcerated for different lengths of time, which 

may have had an effect on the behaviours observed and the misconducts accrued. 

3.4.8 Future Directions 

Atkinson and Mann (2012) reported that there were various reasons why custodial 

officers did not report offenders’ poor behaviour. These reasons included the behaviour 

being perceived as ‘normal’ for the individual or within the prison culture. Prior 

research has demonstrated that the frequency of negative behaviour in custody was a 

statistically significant predictor of recall to custody (McDougall et al., 2013). 

Frequency of negative behaviour has been shown to more effectively predict cross-

situational behavioural frequency than the seriousness of behaviour in custody (Hill, 

1985; McDougall et al., 2013). Therefore, it is important to ascertain the frequency of 

all misconducts, including low-level incidents. As such, recording of all negative 

behaviour is important. Nevertheless, future research might seek to determine how to 

assist custodial officers to distinguish between ‘normal’ behaviour that is not risk-

related, either generally or for a particular individual, and behaviour that is particularly 

meaningful because it relates to criminal offending. 

In the current research, there was no indication of the level of severity of the 

recorded incidents. Therefore, lower-level behaviours within these categories might 

have remained unreported, which could have influenced the pattern of results. 

Additionally, the threshold for custodial officers’ decisions to report misconducts might 

have varied, either by custodial officer, offender or prison. If information about the 

severity of recorded misconduct incidents is available, future research could be 

conducted to investigate whether it is a relevant factor in predicting the overall rating. 
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The disparity between some participants’ incidents and overall behaviour ratings, 

in addition to prior research findings including recidivism data, suggests that additional 

factors may be relevant (e.g., criminogenic needs, length of incarceration, motivation to 

change), which contribute to both short- and long-term outcomes (i.e., institutional 

misconduct and recidivism). The nature of these contributing factors could be 

investigated in the future. It may also be beneficial to conduct further research into the 

factors staff consider in their decision-making for overall behaviour ratings. 

Discrepancies between custodial officers’ ratings and reported incidents suggests 

there are some limitations to the use of custodial officers’ observations. It may be 

beneficial to conduct further research into the use of custodial officers’ behavioural 

assessments of offenders to gain greater understanding of the value in this process. If 

custodial officers’ observations are to be used more widely within the decision-making 

process, it is vital that potential limitations are identified and modified, and the benefits 

are further developed. Further, it may be useful to provide additional training to 

caseworkers in the completion of the SBRG if it is to be implemented more widely. 

Evidence remains inconclusive regarding the predictive accuracy of offenders’ 

behaviour in custody for recidivism. The current research provided preliminary support 

for the validity of the SBRG as a measure of offenders’ behaviour in custody that is 

completed by custodial officers. It could be extended in the future to include recidivism 

outcomes. Future research could use the current sample to determine whether those 

offenders who were rated as Satisfactory are less likely to breach parole or reoffend 

than those who were rated as Of Minor Concern or Of Major Concern. Added benefit 

might be gained for this measure’s efficacy by comparing its use with different groups 

of serious offenders, such as sexual and non-sexually violent offenders. It may also be 

beneficial to compare the use of this measure of change with other measures of change, 

to gain further evidence of its utility. 

3.4.9 Conclusions  

This research provided a preliminary validation of the SBRG as a structured tool 

by which to measure individual offenders’ behaviour in custody to assist with the 

assessment of change and parole decision-making. SBRG ratings were related to 

offenders’ behaviour, providing additional support for the presumption that behavioural 

manifestations of risk factors assist decision-making in terms of an offender’s readiness 

for release to parole. Consequently, there is further support for monitoring OPB and 

OAB, and their prosocial equivalents, within a custodial environment.  
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Chapter 4: Study 3 

This final study incorporates information from the first two studies. The first 

study was a survey for psychologists, who provided examples of expected behavioural 

manifestations of empirically derived risk factors for sexual offending, in addition to 

prosocial alternative behavioural manifestations. The psychologists’ survey culminated 

in the development of a behavioural checklist, for implementation in a custody-based 

treatment program for sexual offenders. Subsequently, a recently developed behavioural 

monitoring measure, the Satisfactory Behaviour Rating Guide (SBRG), was validated in 

Study 2. Although it was not designed to be a measure of change, it was designed to 

assess offenders’ behaviour and consider this behaviour when making judgements that 

contribute to an ultimate decision about an offender’s suitability for release on parole. 

In Study 2, results revealed that overall, custodial officers’ SBRG ratings were 

consistent with information gained through officially recorded information (e.g., 

institutional misconducts). The results from Study 2 raised some potential limitations of 

using custodial officers’ ratings of offenders’ behaviour, through their reluctance to 

conclude offenders’ behaviour was unsatisfactory.  

This Introduction to Study 3 will provide an overview of prior research specific to 

the aims of the current study. The information contained in this section was outlined in 

Chapter 1 and will now be further discussed in relation to the rationale for conducting 

this study. It will cover information about the behavioural manifestations of risk factors 

in custody, providing structure within behavioural observation, and change 

measurement and related issues. These ideas are central to the current study.  

4.1.1 Behavioural Manifestations of Risk Factors  

In controlled environments, such as custody, blatant antisocial or offending 

behaviours that are easily detectable in the community could be altered or inhibited due 

to the absence of potential victims, triggers, or circumstances (Gordon & Wong, 2015). 

For instance, an offender incarcerated for sexual offences against children may engage 

in alternative behaviours in custody such as viewing, and masturbating to, images of 

children in magazines. These proxy behaviours (offence analogue behaviours; OABs) 

within custodial settings are often indications that the causes underlying the problematic 

behaviours have been maintained. Often, OABs are more socially acceptable proxies of 

the individual’s criminogenic needs when the open expression of the deviant behaviours 

are heavily sanctioned, such as watching children on television programs rather than in 

person (Olver & Wong, 2016). 
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Similar to these negative behaviours, positive behaviours might also be less easily 

observable in custody, or if they are observed, they might not be documented due to the 

punitive culture within the custodial context (McDougall et al., 2013; Mooney & 

Daffern, 2013). It is relevant that in the psychologists’ survey (Study 1), some positive 

behavioural manifestations of risk factors were reported as the absence of the associated 

negative behaviour. However, within the OAB framework, offence reduction 

behaviours (ORBs) are the socially appropriate skills and behaviours that the individual 

has developed to replace or manage past problematic behaviours. Therefore, these 

positive behaviours are not the absence of OABs, but rather, they are skills added to the 

offender’s behaviour repertoire.  

Olver and Wong (2016) noted that observations of ORBs are particularly critical 

in controlled settings such as custody, due to the many artificial situations an offender 

may be placed in, which could inhibit and reduce problem behaviours. There are 

situations in which it might be assumed that the absence of the problem behaviours 

reflects positive changes, while it is merely an indication that the problem behaviours 

have been inhibited as a function of the context. Alternatively, as Daffern et al. (2007) 

described, the offender might have developed detection evasion skills, which allow 

maintenance of the problematic behaviour without detection. Therefore, in the 

development of a checklist to assist staff monitoring behaviours, it is important to 

ensure the positive behaviours are not merely the absence of negative behaviours, but 

are positive skills that offenders have learned. 

4.1.2 Guidance in Behavioural Observation 

Structured measures that decrease potential bias in assessments and decision-

making are useful in a custodial context (Gordon & Wong, 2015). Such systematic 

measures allow staff to view and rate offenders’ behaviour with greater objectivity. As a 

result, the observation and monitoring of risk-related behaviour could be improved 

through the use of objective monitoring forms. Such measures could also assist in 

providing increased balance to the types of behaviours monitored, such that the focus is 

not only on negative behaviours but also includes positive, prosocial behaviour. As 

Mooney and Daffern (2013) noted, it is important to increase the focus from solely 

institutional misconduct, to the consideration of both reductions in problematic 

behaviour and the development and maintenance of positive behaviours, in the 

assessment of behavioural change and progress over time. Further research into the use 

of staff observations to inform decision-making may be beneficial. 
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As demonstrated in prior research, although some behaviours are regularly 

recorded in custody (e.g., substance use and violence), other risk-relevant behaviour is 

rarely recorded in official records; in particular when it is related to prosocial behaviour 

that demonstrates an improvement in risk (Mooney & Daffern, 2013). In order to assess 

risk and behavioural change, it is crucial that relevant behaviours are identified, 

observed and monitored. An assessment of treatment change has been developed for 

violent offenders, through the VRS and its associated OAB and ORB rating guide 

(Gordon & Wong, 2009). This rating guide was designed to assist clinicians to assess 

the presence of relevant behavioural manifestations of risk or improvement for each 

VRS dynamic risk factor (Mooney & Daffern, 2013). Similarly, this process in which 

relevant behavioural manifestations of risk factors are identified, has been implemented 

in the HCR-20v3 (Douglas, Hart, Webster, & Belfrage, 2013), a structured professional 

judgement violence risk assessment measure. For each item within the HCR-20v3, a list 

of “indicators” (illustrative examples) is provided to assist with rating the presence of 

each risk factor (Strub, Douglas, & Nicholls, 2014). Of note is that whereas the VRS 

encourages observation of prosocial behaviours, the HCR-20v3 focuses only on 

negative behaviour. 

The use of the VRS OAB and ORB rating guide, to identify risk-related behaviour 

relevant to individual offenders, and to increase staff awareness of more subtle 

behaviours that might otherwise remain undetected, emphasises the importance of this 

process with various offender groups. Guidance of this nature within sexual offender 

research is in its earlier stages, with an OAB and ORB rating guide recently developed 

for use with the VRS:SO (Olver, Gordon, & Wong, 2017). Mann, Thornton, et al. 

(2010) emphasised that it is crucial to have a clear understanding of what constitutes 

risk factors for sexual offending in order to effectively implement frameworks used to 

monitor and assess behavioural manifestations of dynamic risk factors. This 

understanding is also important in identifying behavioural manifestations of risk factors 

for the purpose of measuring treatment change. The current research serves to 

contribute to this field through the development of a behavioural checklist outlining 

suggested behavioural manifestations of risk factors relevant to incarcerated sexual 

offenders. Further contribution is related to implementing a measure that includes both 

negative and positive behaviours rather than focusing on negative behaviour, which 

remains the focus of most common assessment instruments.  
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4.1.3 Change Measurement 

Gordon and Wong (2015) noted that one primary challenge for forensic service 

providers is to determine whether clients’ risk of violence, antisocial and offending 

behaviours have been moderated while under their care; this task is particularly difficult 

in relation to offenders who have been incarcerated for substantial periods. Current 

functioning can assist with this process, to determine whether changes have already 

been made (i.e., the person is not more prosocial). However, changes in risk-related 

behaviour must be relevant to criminogenic needs in order to reduce risk (Gordon & 

Wong, 2010). Therefore, the benefits of the methodology of the current research are 

highlighted, such that the risk factors forming the basis of the behavioural checklists 

were gained from theoretically driven risk assessment protocols, namely the RSVP and 

VRS:SO. 

As described in section 1.1.12 (p. 48), there are various methods by which change 

assessment can be conducted. There are advantages and limitations in all forms of 

measurement. Within the current study, both self-report and observer ratings were 

implemented with the behavioural checklist. These two forms of measurement will now 

be elaborated. 

4.1.3.1 Self-report. A common approach to change measurement is using 

offender self-report. For instance, pre- to post-treatment psychometric measures are 

often used to determine whether offenders’ attitudes and beliefs have changed through 

treatment. However, conclusions about the use of these measures have been mixed 

(Barnett et al., 2012; Beggs & Grace, 2010; Stevens et al., 2016; Wakeling et al., 2011; 

Walters, 2006).  

Pearson and McDougall (2017) indicated that information communicated in risk 

management meetings is often characterised as offender self-report and major 

behavioural misconducts resulting in disciplinary sanctions. They labelled this 

information as “tip of the iceberg” risk behaviour. They noted that this form of 

behaviour identification and communication does not allow for awareness of lower-

level or hidden problem behaviours, which might be offence-related behaviour. They 

discussed case study examples involving serious offenders, who had completed 

treatment programs and convinced decision-makers that they had made clinical changes, 

but subsequently continued offending upon release from custody. These individual 

cases provide evidence for the challenges associated with reliance on offender self-

report. It highlights the value of implementing multiple measures of change to assist in 
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decision-making. Another form of measuring change is to engage staff in the process of 

behavioural monitoring. The use of observer ratings will now be further discussed. 

4.1.3.2 Observer ratings. Prior research has encouraged the use of observer 

ratings, in order to supplement self-report and gain a more accurate representation of 

offenders’ change (Serin et al., 2013). There are various forms of observer ratings that 

can be used, such as clinicians, custodial staff, education staff, and employment 

overseers. Due to the diverse roles of the observers, and different contexts in which 

observers interact with offenders, varied information can be gained regarding offenders’ 

behaviour when reports from different staff are gathered. 

Gordon and Wong (2015) emphasised that offenders’ behaviours can be observed 

through different lenses, which may be “coloured by one’s professional training, 

experience, situational demands, political and organisational pressures, not to mention 

subjective opinions and personal biases” (p. 97). For instance, one issue that might arise 

in assessing treatment change, is that it is open to subjectivity and bias when the 

assessment is conducted by the treatment provider, due to potential vested interests 

(Olver & Wong, 2016).  

To counter this potential bias and gain greater depth of information, Olver and 

Wong (2016) noted that collateral information sources are especially important, such as 

observations from other staff who have the opportunity to observe the offender in 

contexts outside of treatment. In particular, custodial officers can enrich the depth of 

information available in the change measurement process, through providing 

observations of offenders’ behaviour within the context of their daily living (see 

Atkinson & Mann, 2012). Behavioural monitoring by observers within the custodial 

context can be a complex task. Some of the complexities will now be further explored. 

4.1.3.2.1 Behavioural monitoring. It has been suggested that when using 

structured professional judgement tools, the reliability and validity of the outcome can 

be affected by the sources of information that are examined and as such, it is important 

for a variety of different sources to be examined and used in the decision-making 

process (Beech et al., 2016). These sources of evidence should include information from 

others who have insight into the offender’s daily functioning, such as wing staff. 

However, it may not be sufficient to ask observers for their opinion, as they may not 

understand the relevance of behaviours they observe. In addition, like other staff, their 

opinion might be biased due to other factors such as their personal view of the offender.  
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Further, Mann et al. (2010) indicated that most behavioural observations recorded 

in secure settings come from staff who may not have been trained in differentiating risk-

relevant from irrelevant behaviours. As a result, they may tend to focus on behaviour 

indicative of an offender’s risk to himself or others, or to the security of the 

environment, rather than behaviour indicative of recidivism risk. Therefore, it is 

important to formulate potential indicators of risk and progress for the offender and ask 

others to rate these items in a more objective manner. Pearson and McDougall (2017) 

also discussed the use of structured behavioural monitoring. They suggested that for 

serious offenders who are deemed high risk of serious harm, risk management should be 

informed by the consistent application of a behaviour monitoring protocol to examine 

the continuity of offence-related behaviour across community and custody, including 

post-release.  

Behavioural monitoring to inform assessment has a long history of use in non-

forensic fields. For instance, a highly-structured behavioural monitoring scale was 

developed for nursing staff in aged care: the Cohen-Mansfield Agitation Inventory 

(Cohen-Mansfield, Marx, & Rosenthal, 1989). It is less common in forensic fields. 

However, Atkinson and Mann (2012) focused on the value that might be gained through 

use of custodial officers’ observations of offenders’ behaviour, based on predicted risk-

related behaviours. One potential limitation for this methodology is the risk of 

confirmation bias, such that observers are primed towards noticing similar behaviours to 

those presented on checklists. Confirmation bias might lead to an overestimation of the 

presence of these behaviours.  

Despite the potential limitations, behavioural monitoring might assist the risk and 

change assessment process, and clinical practice more generally. Mann, Thornton, et al. 

(2010) indicated that risk assessment frameworks for sexual offenders are stronger at 

identifying past risk factors (e.g., in the lead-up to offending), but weaker at identifying 

currently active risk factors. These currently active risk factors can be measured through 

their behavioural manifestations; that is, OAB and ORB.  

The measurement of current functioning can be achieved through behavioural 

monitoring of change over time, in particular through prospective research. Prior 

research involving violent offenders has engaged a retrospective design (Mooney & 

Daffern, 2013). However, a prospective study design may facilitate greater accuracy in 

direct behavioural monitoring. It is important to observe and record this information, in 
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order to monitor changes in offenders’ risk level while in custody. It is expected that the 

current research will serve to further promote this goal. 

Skeem et al. (2002) emphasised the use of multiple time points in behavioural 

monitoring, through conducting 26 weekly interviews with patients in a psychiatric 

facility, in parallel with gaining collateral information from others who were familiar 

with the patients’ activities. Multiple time points can assist in determining whether 

behaviours are truly dynamic and to identify individuals who are involved in repeated 

problematic behaviour. 

Gordon and Wong (2015) noted that if intervention is successful, at its 

completion, offenders should have replaced the majority of their OABs with ORBs, and 

this change should have promoted a reduction in recidivism risk. With further practice 

and support, ORBs should become a central component of the offender’s behavioural 

repertoire. Prior to an offender’s release, an offender should have reduced his OABs and 

increased his ORBs such that in the community, the majority of his behaviour is related 

to the ORBs.  

This change from antisocial to prosocial behaviours may also be evidenced 

through the SBRG. Within the SBRG, if the majority of an offender’s ratings on the 

scales within the domains reflects prosocial behaviours, he/she should be more likely to 

receive a satisfactory behaviour rating. In Study 2, the majority of participants’ ratings 

were Satisfactory; however, due to the absence of raw data, it was not known whether 

the behaviours were mostly rated as prosocial. Use of a behavioural checklist outlining 

positive and negative behaviours, such as those identified in Study 1, might provide 

greater depth of information regarding offenders’ change over time. McDougall et al. 

(1995) reported that using a checklist to monitor offenders’ behaviour provided 

preliminary evidence for behavioural change on some scales. 

4.1.4 Current Study 

The setting for Study 3 was the Custody-Based Intensive Treatment (CUBIT) 

program at Long Bay Correctional Complex in Sydney, Australia. It is a treatment 

program for adult males who have been convicted of a sexual offence against a child or 

adult. It is conducted within a therapeutic community. Further details about CUBIT are 

provided in section 4.2.1.1. As with many therapeutic models, which take an approach 

goals perspective to guide clients on how they can best achieve their identified goals 

rather than avoiding potential threats (Fortune, Ward, & Willis, 2012), offenders in 

CUBIT are encouraged to focus on working towards goals that promote a more 
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supportive and helpful lifestyle. A combination of internal conditions (skills and 

capabilities) and external conditions (opportunities and supports) are central to the 

possibility of individuals replacing unhealthy ways of achieving good lives with 

appropriate and healthy ways of achieving their core values (Ward & Brown, 2004). 

Treatment in a therapeutic community such as CUBIT provides the opportunity and 

support for offenders to engage in this process. As a result, changes in risk-related 

behaviour would be expected to take place throughout treatment, such that these 

behaviours are replaced with more adaptive, prosocial behaviours.  

4.1.4.1 Behavioural checklists. Within treatment, and the associated 

measurement of change, it is important to ensure that there is a balance between 

observation of negative behaviour with recognition of positive behaviour. As previously 

mentioned, the behavioural checklist, developed from the results of Study 1, was a 

central source of data for Study 3. The checklist contains both negative and positive 

behavioural manifestations of risk factors relevant for sexual offending, as identified by 

professionals with experience in the field.  

The checklist was developed such that numerical responses were sought, 

indicating the frequency with which each behaviour was engaged in over the past week. 

The format of the checklist will be further described in section 4.2.2. This format, in 

which frequencies were required, is in contrast to that which McDougall et al.’s (1995) 

checklist described. These checklists provided options for ‘Often’, ‘Sometimes’, or 

‘Always’ engaged in the behaviour, rather than quantifying the responses. This method 

allows for greater observer subjectivity in relation to what is considered ‘Often’, 

‘Sometimes’, and ‘Always’. Further, from a research perspective, this format provides 

greater difficulty for statistical analyses as it is not quantified. From a clinical 

perspective, it also increases the difficulty for clinicians to evaluate changes made over 

time, unless scores are assigned to the ratings. Whereas the behavioural checklist in the 

current study was completed on a weekly basis, McDougall et al.’s (1995) checklist was 

completed once prior to the commencement of intervention, once upon completion of 

the intervention, and “at various stages of follow-up” (p. 89).  

The current research extended McDougall et al.’s (1995 and 2013) work, in 

relation to the development of a checklist that could be used to monitor offenders’ 

behaviour. That is, the behavioural checklist was completed by both custodial officers 

and offenders; the latter as a measure of self-report. Not only can a combination of self- 

and observer-report gain valuable information about offenders’ change, but use of self-
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report might also be advantageous for participants. Ward (2017) promoted the idea of 

increasing offenders’ sense of agency, which, he argued, would facilitate desistance. 

Through completion of weekly checklists in which participants take responsibility for 

the behaviours they are engaging in, an increase in their sense of agency could be 

expected. The process might focus participants’ attention towards their daily behaviours 

and the ways in which their decisions are impacting on their lives, in the short-term if 

not on an ongoing basis. Additionally, despite the potential challenges associated with 

using offender self-report to measure change, such as positive impression management, 

Morrison-Beedy, Carey and Tu (2006) described contemporaneous self-report as the 

‘gold-standard’ of data collection. In the current research, the completion of weekly 

behavioural checklists served as contemporaneous self-report.  

4.1.4.2 Multiple change measures. An important part of the current research was 

to investigate the processes by which change-related information can be integrated in a 

clinical context, such that the benefits of different approaches could be consolidated. 

This method can inform forensic mental health or judicial decision-making about 

matters such as conditional release and supervision (see Lewis, Olver, & Wong, 2013). 

Identifying changes in behaviour over the course of treatment might assist in the 

development of a more reliable method of gaining information about future risk. 

Providing support for the use of multiple measures of change is the idea that some 

offenders who are cooperative and compliant in custody subsequently reoffend after 

release to the community (see Mooney & Daffern, 2015). Therefore, there might be 

subtle indicators for ongoing problematic beliefs or behaviour, to which some change 

measures might be more sensitive. Further, the potential bias through both self-report 

and observers with different roles provides support for the use of multiple assessment 

modalities to limit the impact of biases.  

Therefore, in combination with the behavioural checklist, three additional sources 

of information about offenders’ change were used. These included measures focusing 

on negative attitudes and behaviour, and those focusing on both negative and positive 

attitudes and behaviour: pre- and post-treatment psychometric measures; SBRG; and, 

Treatment Gain: Short Scale. Both participant self-report and staff observations were 

used to gain information about behavioural change over time. Multiple time points were 

used through the implementation of these four different measures. Further, within the 

behavioural checklist alone, information was gained at multiple time points. As Olver 

and Wong (2016) highlighted, it is beneficial to gain information about an offender’s 
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base rate of engaging in behavioural manifestations of risk factors. In this study, the 

first time point at which data were collected for the behavioural checklists was prior to 

participants’ treatment commencement. This procedure facilitated the identification of 

the behavioural frequency prior to intervention. Therefore, a more accurate assessment 

of change over time could be gained.  

4.1.4.3 Aims and hypotheses. The three aims and hypotheses for this study are 

reviewed below, as previously outlined in section 1.1.1.5 (p. 61).  

Aim 1:  

a) To determine whether dynamic risk factors and prosocial equivalent 

behaviours manifest in a custodial therapeutic community in a sample of 

sexual offenders;  

b) To determine whether the behavioural manifestations were evident to both 

offenders and custodial officers; and, 

c) To determine whether some behavioural manifestations were more evident 

than others.  

Hypothesis 1: 

a) Sexual offenders’ dynamic risk factors for sexual offending and prosocial 

equivalent behaviours would manifest in a custodial therapeutic community;  

b) The behavioural manifestations would be evident to custodial staff and 

offenders; and, 

c) Some behavioural manifestations would be observed with greater frequency 

than others. 

Aim 2: 

a) To determine whether the frequency of dynamic risk factors and prosocial 

equivalent behaviours change over the course of treatment; and, 

b) To determine whether custodial staff and offenders’ perceptions of the 

presence and change in manifest dynamic risk factors and prosocial equivalent 

behaviours correspond, and whether there is a change in their correspondence 

over the course of treatment.  

Hypothesis 2: 

a) Over time, there would be a reduction in dynamic risk factors and an increase 

in prosocial equivalent behaviours; and,  

b) Prior research has demonstrated the tendency for the group process 

(particularly within therapeutic communities) to increase offenders’ self-
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awareness and motivation for increased openness (e.g., Corey, 2017; and 

Ware et al., 2010). There has also been evidence for the impact of treatment 

on offenders’ development of alternative strategies to manage risk-related 

behaviours (Andrews et al., 2011), and the importance of emphasising for 

observers the behaviours that are relevant (see McDougall et al., 1995). 

Therefore, it was hypothesised that initially, custodial officer observations of 

participants’ behaviour would differ from participant self-report due to 

participants’ tendency to minimise reporting of dynamic risk factors and 

emphasise prosocial equivalent behaviour. However, over time in treatment, 

the two would converge as participants’ insight increased through treatment 

and custodial staff observed more prosocial and less risk-related behaviour. 

Aim 3: 

a) To determine whether changes in these behaviours correspond with other 

markers of change, such as reliable and clinically significant change in the 

psychometric measures used in pre- and post-treatment testing, and the 

Treatment Gain scale and Satisfactory Behaviour Rating Guide.  

Hypothesis 3: 

a) These changes would correspond with the reliable and clinically significant 

change outcomes measured through pre- and post-treatment psychometric 

tests. It was also hypothesised they would correspond with change as assessed 

using the Treatment Gain scale. Additionally, those participants who 

demonstrated positive change (reduced dynamic risk factors and increasing 

prosocial equivalent behaviour) would be more likely to be regarded as 

Satisfactory on the Satisfactory Behaviour Rating Guide. 

 

4.2 Method 

4.2.1 Participants 

4.2.1.1 Custody-Based Intensive Treatment (CUBIT) program. This study was 

conducted within the CUBIT program at Long Bay Correctional Complex in Sydney, 

Australia. CUBIT is a 40-bed residential treatment program for high risk sexual 

offender prisoners with a current and/or prior sexual offence against children and/or 

adults. Treatment is group-based, with 10 offenders in each group. Offenders engage in 

seven hours of group therapy each week, for approximately eight to 10 months. Some 

additional interventions are provided individually to complement the group work if 
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required (e.g., to increase understanding, or if problems arise that would be more 

effectively processed in a one-to-one forum).  

The eligibility criteria to enter the program are as follows:  

 Offenders must meet the criteria of a sexual offender as per the Corrective 

Services New South Wales (CSNSW) definition: any convicted offender whose 

current offences include one of sexual violence; any convicted offender whose 

history of offences includes a conviction for sexual violence; any convicted 

offender who informs Corrective Services NSW that he/she has committed acts 

of sexual aggression (whether they be officially known or not, e.g., includes ‘no 

billed’ charges, in which prosecution does not proceed due to insufficient 

evidence); or, any convicted offender whose offence(s) are determined to have 

entailed an underlying sexual motivation, e.g., a violent offence with a sexual 

motivation; 

 Offenders must at the time of referral be serving a custodial sentence; and, 

 Offenders must be adult males.  

If offenders are eligible for a treatment program, a Senior Psychologist within 

CSNSW Sex Offender Programs will assess them for program suitability. Suitability for 

CUBIT is based on offenders’ STATIC-99R risk category in combination with a 

STABLE-2007 dynamic risk/needs assessment. This combined static and dynamic risk 

assessment must place them in at least a Moderate-High risk level. Alternatively, 

offenders assessed as having responsivity issues that might benefit from a residential 

program may be considered for entry into this program (e.g., mental illness, low 

motivation). 

In general, many offenders commence CUBIT after their Earliest Release Date 

(ERD). That is, they are already in their parole period but have not yet been granted 

parole and, therefore, have not been released from custody. 

4.2.1.2 Participant selection. The candidate is a psychologist in CUBIT and 

facilitated a treatment group throughout the data collection period. Therefore, for the 

current study, offenders who were in the candidate’s treatment group were excluded. 

All other offenders admitted to CUBIT were eligible for participation in the research. A 

description of the ethical considerations within this study is provided in section 4.2.4. 

A total of 36 offenders commenced a CUBIT treatment group between 1 January 

2014 and 15 July 2015. The data collection commencement date was selected as it was 

the first possible date after ethics approval was granted for the research. The date for the 
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cessation of recruitment was selected to allow for the completion of data collection in a 

reasonable time frame within the candidate’s enrolment. Fourteen offenders were 

excluded because they were admitted to the candidate’s treatment group, leaving 22 

eligible participants. After they were approached in relation to the research (see section 

4.2.3), three offenders did not consent to participate; two reported their preference to 

focus solely on treatment, and one cited poor memory and anxiety. Therefore, 19 

participants were included in the sample.  

Demographic characteristics and other information for these 19 participants are 

described below. Following presentation of this information, an outline is provided 

regarding the way in which the available data was restricted due to some participants’ 

withdrawing from some parts of the study prematurely.  

4.2.1.3 Participant information. Participants were aged from 21 to 64 years (M 

= 39.47, SD = 11.35) at the commencement of treatment. Four participants identified as 

Aboriginal, one participant identified as Algerian and the remaining 14 were Caucasian 

Australian. Participants’ sentence lengths varied between 36 months and life. The time 

between participants’ Earliest Release Dates and treatment commencement varied. One 

participant commenced treatment 226 days prior to his Earliest Release Date. The 

remaining participants were in their parole periods (beyond their Earliest Release Date 

and eligible for parole but prior to their sentence expiration) upon treatment 

commencement, by between 105 and 536 days (M = 204.44, SD = 117.39). 

The 19 participants were in treatment for between 26 and 69 weeks (M = 45, SD = 

10.80). The participant who was in treatment for the shortest time had a Court Based 

Release date due to his sentence length (three years); this Court Based Release date 

meant that he was court ordered to be released from custody on his Earliest Release 

Date. Two participants had previously completed CUBIT; one was incarcerated with a 

life sentence and had not been released in between his two periods of treatment, while 

the other had completed treatment on two prior occasions, but subsequently reoffended 

on both occasions, which led to additional periods of incarceration. Three participants 

received suspensions from treatment during the course of the research for behavioural 

misconduct (e.g., physical aggression); one of these participants received multiple 

suspensions at various stages of treatment. 

Participants’ STATIC-99R scores ranged from one to nine (M = 4.95, SD = 1.99). 

As seen in Table 15, these STATIC-99R scores placed participants in the Low to High 

risk categories, with the majority (52.63%) in the Moderate-High risk category. As 
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previously indicated, participants whose STATIC-99R scores placed them in a risk 

category lower than Moderate-High were found suitable for CUBIT based on a 

combined risk assessment that included consideration of dynamic risk factors.  

 

Table 15. Participant Risk Level and Offence Type 

Participant Information Number of Participants 
(%) 

STATIC-99R Risk Category  
Low (-3 - 1) 1 (5.26) 
Low-Moderate (2 - 3) 2 (10.53) 
Moderate-High (4 - 5) 10 (52.63) 
High (6+) 6 (31.58) 

Current Offence Victim Type  
Child 12 (63.16) 
Adult 7 (36.84) 

Prior Offence Type  
None 4 (21.05) 
Non-Sexual only 6 (31.58) 
Sexual only (child victim) 2 (10.53) 
Sexual only (adult victim) 0 (0) 
Sexual (child victim) and Non-Sexual 5 (26.32) 
Sexual (adult victim) and Non-Sexual 2 (10.53) 

 

Most participants’ current sexual offence victim was a child victim (63.16%) and 

most participants had prior criminal histories (78.95%); approximately half had a 

history of prior sexual offending (47.37%). 

4.2.1.4 Data availability. Although 19 participants commenced, there was 

variability in their completion of all measures and the length of their participation in the 

study over the course of their treatment also varied (see Table 16).  
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Table 16. Number of Participants with Available Data for Each Change Measure 

Change Measure Number of participants (%) 
Behavioural checklists  

All self-report and observer data 10 (52.63) 
Some self-report and all observer 
data 

9 (47.37) 

Some self-report and observer data 
(premature discontinuation of both 
checklists) 

2 (10.53) 

Pre- and post-treatment psychometric 
measures 

18 (94.74) 

Treatment Gain scale 18 (94.74) 
Satisfactory Behaviour Rating Guide 18 (94.74) 

Note. N = 19. 

 

Table 17 outlines information about each participant’s engagement in the 

research, including (where relevant) their withdrawal of consent, descriptions of 

missing data, the frequency ranges for reported behavioural engagement, and similar 

information for custodial officer observations. Eight of the 19 participants withdrew 

consent for the self-report behavioural checklists during the course of the study. Three 

of these eight participants agreed to complete these again, at a later date, as they 

progressed through treatment; one only completed one additional checklist before he 

again withdrew from the study. One completed checklists in the final month of 

treatment, and one completed checklists in the final two months of treatment. The 

remaining five participants’ length of participation in the research varied between one 

and 21 weeks. The reasons participants provided for their withdrawal from the research 

included: no perceived personal gain from participation; inconvenient being requested 

to complete a weekly checklist; and, it was “too stressful”. One participant was 

suspended from treatment for a period of time subsequent to the fifth time point in data 

collection; this marked the end of his behavioural checklist completion through both 

self-report and custodial officer observations. One participant was repeatedly suspended 

from the program. He withdrew consent for self-report data after the first week of 

participation; however, custodial staff continued to complete observer rated behavioural 

checklists. Due to time constraints within the research, and the unknown length of time 

this participant would remain in treatment, the decision was made to conclude data 

collection for this participant prior to his treatment completion.  
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4.2.2 Materials 

4.2.2.1 Behavioural checklists. The behavioural checklist was developed using 

the results obtained in Study 1, the psychologists’ survey. In this survey, psychologists 

identified behaviours they would expect to observe if each of 24 risk factors was 

relevant for a sexual offender and if each of these risk factors was no longer relevant for 

a sexual offender. These 24 risk factors were drawn from two risk assessment tools: 

Risk for Sexual Violence Protocol (RSVP; Hart et al., 2003) and Violence Risk Scale: 

Sexual Offender version (VRS:SO; Wong et al., 2003). The RSVP is a widely used risk 

assessment tool for sexual offenders, both in Australia (e.g., Corrections Victoria) and 

internationally (e.g., Scotland; see Darjee, Russell, Forrest, Milton, Savoie, Baron, 

Kirkland, & Stobie, 2016). There is content overlap between the RSVP and several 

other professional guidelines for assessing sexual violence risk (see RSVP Protocol; 

Hart et al., 2003). Each of the 17 dynamic risk factors from the RSVP was used within 

the behavioural checklists. The five static risk factors were excluded, as behaviours 

related to these risk factors would not be expected to change over time due to their basis 

on unchanging historical factors (Hanson & Harris, 2001). Two risk factors from the 

VRS:SO were included as additional factors: Interpersonal Aggression and Offence 

Planning. The candidate and supervisors considered these constructs to be absent from 

the RSVP.  

Each behavioural checklist (see Appendix C) consisted of 38 behaviours 

indicative of manifest dynamic risk factors (two behavioural manifestations for each 

risk factor) and 38 behaviours identified as prosocial equivalents to the dynamic risk 

factors (two behavioural manifestations of each prosocial equivalent that were 

considered inconsistent with the risk factor, such that the presence of these prosocial 

behaviours were considered indicative of positive behaviour within the domain). 

Written instructions were provided on the checklist. For each checklist item, examples 

of more specific behaviours were provided. These examples did not represent an 

exhaustive list; they were included as cues to assist participants and custodial officers in 

their identification of behaviours. A column was provided on the checklist, in which a 

frequency could be written. Additionally, as an alternative, a scale from zero to 50 was 

provided, with markings in intervals of five (measured in millimetres on the page). A 

mark could be placed at any point on the scale as a representation of an approximate 

frequency. These numbers referred to the number of times the participant engaged in the 

specified behaviours over the week prior to completion of the checklist. For participants 
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who marked a point on the scale between the intervals, a ruler was used to determine the 

point at which the marking was made, to gain a numerical frequency value (e.g., if a 

mark was placed in between two points on the scale, and measured seven millimetres 

from point zero, it was assigned a value of seven).  

4.2.2.2 Psychometric measures. Consent to engage in CUBIT includes 

completion of pre- and post-treatment psychometric measures. The measures included 

in this pre- and post-treatment testing were determined by Corrective Services NSW. 

The purpose of these measures is to evaluate changes made during treatment, in 

participants’ attitudes and beliefs surrounding areas such as sexual offending, 

relationships and sexual interests. As a primary aim of this study was to compare 

different measures of change, this section will also include some discussion of change-

related psychometric information, and the use of these measures to determine changes 

over time, from prior research. 

There are two social desirability measures included in this testing battery; the 

Paulhus Deception Scales (PDS; Paulhus, 1998) was not included in the current 

research as it was unavailable for some participants. All other psychometric measures 

from this pre- and post-treatment testing battery were included in the current research. 

4.2.2.2.1 Bumby Rape Scale. This measure (BRS; Bumby, 1996) contains 36 

items and assesses cognitive distortions related to sexual violence against women. Items 

are scored on a Likert-type scale ranging from 1 (strongly disagree) to 4 (strongly 

agree). Responses are summed to gain a total score, with higher scores indicating 

beliefs that are more consistent with deviant sexual behaviour. Bumby (1996) reported 

excellent internal consistency with Cronbach's alpha = 0.96, while the test-retest 

reliability after a two-week interval was r = 0.86. Previous research has shown that 

sexual offenders with offences against adults scored higher on the BRS than did non-

sexual offenders (Bumby, 1996). However, Blumenthal, Gudjonsson and Burns (1999) 

reported there was no difference between sexual offenders who offended against adults 

and those who offended against children on this scale. That is, sexual offenders who 

offended against adults endorsed no more positive attitudes associated with rape 

compared with child offenders.  

A previous study provided meta-analytically determined normative sample mean 

scores, which included three samples of university students (Nunes, Petterson, 

Hermann, Looman, & Spape, 2016). Using this normative sample, Nunes et al. (2016) 

demonstrated that sexual offenders tended to already be in the functional range (i.e., 
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within the range of the functional population) on this measure prior to treatment. This 

result suggests that the measure might not be sensitive to sexual offenders’ problematic 

beliefs; potential reasons for this insensitivity are that the beliefs it is measuring are not 

relevant for the sample, or that the measure is vulnerable to offenders providing socially 

desirable responses. 

Nunes et al. (2016) reported that the majority of those offenders who had 

dysfunctional pre-treatment scores on the BRS demonstrated significant improvement 

through treatment (62.3% ‘recovered’ to the functional range and 10.5% ‘improved’ 

while remaining in the dysfunctional range). Despite these changes through treatment, 

Nunes et al. (2016) indicated that there was no significant relation between positive 

change on the BRS and subsequent sexual recidivism, although scores tended to be 

higher for those who reoffended than those who did not. Nevertheless, the results of the 

change analyses suggested that sexual recidivists’ scores generally improved slightly 

more than offenders who did not reoffend (Nunes et al., 2016). 

4.2.2.2.2 Bumby Molest Scale. This measure (BMS; Bumby, 1996), which 

consists of 38 items, assesses cognitive distortions related to sexual offending against 

children. Items are scored on a Likert-type scale ranging from 1 (strongly disagree) to 4 

(strongly agree). Responses are summed to gain a total score, with higher scores 

indicating beliefs that are more consistent with deviant sexual behaviour. Bumby (1996) 

reported excellent internal consistency with Cronbach's alpha = 0.97 and test-retest 

reliability after a two-week interval, r = 0.84. Researchers have also validated its use 

with a sexual offender population (e.g. Blumenthal et al., 1999; Marshall et al., 2003). 

Blumenthal et al. (1999) reported that sexual offenders who offended against children 

were more likely to endorse cognitive distortions in this measure than did those who 

offended against adults (p < 0.001). A previous study provided meta-analytically 

determined normative sample mean scores, which included one sample of university 

students and one community sample (Nunes et al., 2016).  

Consistent with the BRS results, Nunes et al. (2016) reported in their meta-

analysis that the majority of sexual offenders already had functional pre-treatment BMS 

scores, but the majority of those with dysfunctional pre-treatment scores made 

significant gains through treatment. As noted for the BRS, functional pre-treatment 

scores on the BMS may suggest insensitivity to sexual offenders’ beliefs. Similar to 

their findings with the BRS, sexual offenders who reoffended generally had higher 

scores on the BMS. However, positive changes on the BMS did not significantly relate 
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to recidivism. Nevertheless, the same trend was observed as for the BRS, such that there 

was a trend for positive changes to predict recidivism (Nunes et al., 2016). 

4.2.2.2.3 Coping Inventory for Stressful Situations. This measure (CISS; Endler 

& Parker, 1990) assesses general coping styles. It contains three scales, which assess 

Task-Oriented, Emotion-Oriented, and Avoidance-Oriented coping strategies. The 

Avoidance scale is further divided into two additional subscales, Distraction and Social 

Diversion. There are 48 items overall, with 16 items per scale. All responses are 

provided on a five-point Likert-type scale. Endler and Parker (1990) did not report the 

internal consistency of the measure, but reported the test-retest reliability for each of the 

subscales: Task (r = 0.73); Emotion (r = 0.68); Avoidance (r = 0.55); Distraction (r = 

0.51); and, Social Diversion (r = 0.54). This measure has previously been used with 

sexual offenders whose offences were against children (Serran, Moulden, Firestone, & 

Marshall, 2007). These authors reported that in this group of sexual offenders, 

compared with a waiting list control group, there was an increase in task-oriented 

coping through treatment; however, there was no significant change over time in 

emotion-oriented coping or the Distraction subscale of Avoidance-Oriented coping. 

There was an increase in the use of Social Diversion. 

4.2.2.2.4 Coping Using Sex Inventory. This measure (CUSI; Cortoni & Marshall, 

2001) has 16 items and was developed for use with sexual offenders.. The items relate 

to both consenting and non-consenting sexual behaviour with children and adults in four 

areas: fantasies; masturbation; pornography use; and, actual sexual behaviour with a 

partner. Reponses are provided on a five-point Likert-type scale, indicating the 

frequency with which the behaviour is engaged in when a stressful or difficult situation 

is encountered. The internal consistency of the overall scale has been reported as 

Cronbach’s alpha = 0.88 (Cortoni & Marshall, 2001). No test-retest reliability data is 

available. Cortoni and Marshall (2001) demonstrated that sexual offenders made 

significantly more use of sexual coping strategies than did non-sexual violent offenders 

(p < 0.01). The test developer was contacted for the current research, to ascertain 

whether data exists for non-offenders; the response was that at this stage no such data 

are available (F. Cortoni, personal communication, April 29 2016). No prior research 

was available regarding the use of the CUSI as a change measure. 

4.2.2.2.5 Wilson Sexual Fantasy Questionnaire. This measure (WSFQ; Wilson, 

1978) is a 40-item questionnaire, which assesses four types of sexual fantasies: 

Exploratory, Intimate, Impersonal and Sadomasochistic. Responses are provided on a 
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five-point Likert-type scale (never to regularly), for questions assessing sexual desires, 

preferences and activities. Scores are summed on each subscale such that the higher the 

score on each subscale, the more fantasies a respondent endorsed. Skovran, Huss, and 

Scalora (2010) reported the internal consistency for each subscale: Exploratory 

(Cronbach’s alpha = 0.84); Intimate (Cronbach’s alpha = 0.92); Impersonal (Cronbach’s 

alpha = 0.77); and, Sadomasochistic (Cronbach’s alpha = 0.81). This measure was 

validated on child sexual offenders (e.g., Baumgartner, Scalora, & Huss, 2002; and, 

Allan, Grace, Rutherford, & Hudson, 2007). Both these studies provided some evidence 

of sexual offenders scoring lower than the non-offender population on two subscales, 

Intimate and Exploratory. However, Allan et al. (2007) demonstrated that the WSFQ 

loaded on a single factor and was positively correlated with sexual recidivism. The test 

developer was contacted to determine the availability of test-retest reliability. To date, 

no such data are available (G. Wilson, personal communication, 1 October 2016 and 20 

March 2018). 

Some research has been conducted in relation to the WSFQ as a measure of 

change. Treatment has been found to have an effect on a group of reconvicted sexual 

offenders’ use of impersonal sexual fantasies and a slight increase in the use of 

sadomasochistic fantasies in comparison with the non-reconvicted group’s slight decline 

(Bakker, Hudson, Wales, & Riley, 1998). On the contrary, prosocial change on the 

Impersonal and Sadomasochistic subscales have been associated with increased 

recidivism (Hudson et al., 2002). 

4.2.2.2.6 Revised University of California (UCLA) Loneliness Scale. This 

measure (LS-UCLA; Russell, Peplau, & Cutrona, 1980) assesses emotional loneliness. 

It contains 20 items, which target respondents’ beliefs about the extent to which they 

have meaningful relationships, have people close to them, or are lonely. Responses are 

provided on a four-point Likert-type scale, with higher scores reflecting greater 

loneliness and fewer close and meaningful relationships. Internal consistency has been 

reported as excellent, Cronbach’s alpha = 0.95, and the test-retest reliability has been 

measured at r = 0.73 (Olver et al., 2014). The scale has been used in research with 

sexual offenders (e.g., Beech, 1998; Fisher, Beech, & Browne, 1999; Hudson et al., 

2002). Fischer et al. (1999) found that men who sexually offended against children 

differed significantly from non-offenders on this scale. Beech (1998) found that high-

deviance sexual offenders demonstrated significantly higher emotional loneliness on 

this measure than did low-deviance sexual offenders.  
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Prior research has demonstrated that the LS-UCLA was not susceptible to change 

over time in treatment (Hudson et al., 2002). Consistent with these findings, Barnett, 

Wakeling, Manderville-Norden, and Rakestrow (2013) reported that the majority of 

participants in their study were unchanged on the LS-UCLA pre- to post-treatment. 

Further, improvements on this measure were not related to reduced recidivism. Nunes et 

al. (2016) reported their findings at both the group- and individual-level. They reported 

that at the group-level, there was a significant improvement pre- to post-treatment. At 

the individual-level, 53.7% of participants were in the dysfunctional range pre-treatment 

and 37.7% of these participants were classified as having recovered (i.e., were in the 

functional range) post-treatment.  

4.2.2.2.7 Social Intimacy Scale. This measure (SIS; Miller & Lefcourt, 1982) is a 

17-item scale of intimacy and loneliness in close relationships. Responses are provided 

on a 10-point Likert-type scale. Higher scores indicate higher levels of perceived 

intimacy. Miller and Lefcourt (1982) reported internal consistency between Cronbach’s 

alpha = 0.86 to 0.91, and test-retest reliability between r = 0.84 (over a two month 

interval) and 0.96 (over a one month interval). Prior research has used the SIS to 

compare levels of intimacy between offender-types (i.e., different groups of sexual 

offenders such as adult vs child, and wider groups of offenders such as sexual and non-

sexually violent) and between offenders and non-offenders (e.g., Looman, Abracen, 

DiFazio, & Maillet, 2004; Marshall, Champagne, Brown, & Miller, 1998; Seidman, 

Marshall, Hudson, & Robertson, 1994). These studies demonstrated that the SIS can be 

used to distinguish between offender types and between offenders and non-offenders. 

In relation to using the SIS as a change measure, Nunes et al. (2016) reported that 

at the group-level, participants did not significantly improve pre- to post-treatment. At 

the individual-level, 37.8% of participants were in the dysfunctional range pre-treatment 

and 27.3% of these participants were classified as having recovered (i.e., were in the 

functional range) post-treatment. 

4.2.2.2.8 Social Self Esteem Inventory. This measure (SSEI; Lawson, Marshall, 

& McGrath, 1979) was designed to assess self-worth in social situations. It contains 30 

items, reported on a six-point Likert-type scale (unlike me to exactly like me). Lower 

scores reflect lower levels of social self esteem. Lawson et al. (1979) reported the test-

retest reliability at r = 0.88 and internal consistency was good, Cronbach’s alpha = 0.60. 

Previous research has validated the use of the SSEI with sexual offenders, such that it 

successfully distinguished between sexual offenders and comparison participants (see 
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Marshall, Anderson, & Champagne, 1997). Research on the SSEI as a measure of 

change has demonstrated that self esteem was significantly increased over treatment as 

assessed through this measure (Marshall, Champagne, Sturgeon, & Bryce, 1997).  

4.2.2.2.9 Marlowe-Crowne Social Desirability Scale. This measure (MC-SDS; 

Crowne & Marlowe, 1960) assesses the extent to which respondents tend towards 

positive self-presentation, which is of particular concern in forensic populations. For 

instance, prior research has evidenced the tendency for sexual offenders to provide 

socially desirable responses within self-report measures (e.g., Haywood, Grossman, 

Kravitz, & Wasyliw, 1994; Langevin, 1991; Lanyon, Dannenbaum, & Brown, 1991). 

The MC-SDS includes 33 true-false statements. According to the authors, for inclusion 

in the scale, the items had to meet the criteria of cultural approval but improbable 

occurrence, and have “minimal pathological or abnormal implications” if responded to 

in either direction (Crowne & Marlowe, 1960, p. 350). Internal consistency has been 

reported as ranging from acceptable to excellent, Cronbach’s alpha = 0.72 to 0.96 

(Ballard, 1992; Crowne & Marlowe, 1960; Fischer & Fick, 1993; Loo & Thorpe, 2000; 

Reynolds, 1982). One-month test–retest reliability was r = 0.89 (Crowne & Marlowe, 

1960).  

The MC-SDS has been widely used with non-forensic populations, for example as 

a measure of defensiveness in medical research (Deshields, Tait, Gfeller, & Chibnall, 

1995; Helmers et al., 1995; Mann & James, 1998), to detect positive impression 

management in a sample of university students, some of whom endorsed psychopathic 

personality characteristics (Edens, Buffington, Tomicic, & Riley, 2001), and within 

general student and community samples (e.g., Ballard, 1992; Fraboni & Cooper, 1989; 

Loo & Thorpe, 2000; Reynolds, 1982; Strahan & Gerbasi, 1972; Vella-Brodrick & 

White, 1997).  

Andrews and Meyer (2003) further established its use within the forensic context, 

with offenders including those who engaged in: physical abuse of children; child 

neglect; domestic violence; child sexual abuse; pre-trial competency defendants; 

disability examinees; and, various individuals within civil court proceedings. The MC-

SDS has been used in studies of sexual offenders, with results suggesting that social 

desirability as measured by this scale was associated with reduced deviance and risk of 

recidivism (e.g., Allan, Grace, Rutherford, & Hudson, 2007). 

The MC-SDS was used in this study to determine the veracity of participant’s 

self-report. A score of 26 or above (one standard deviation above the mean for a 
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forensic sample) was used as a basis for exclusion, consistent with prior research in a 

forensic population (Andrews & Meyer, 2003).  

4.2.2.3 Treatment Gain: Short Scale. The Treatment Readiness Responsivity 

Gain Scale: Short Version (TRRG:SV; Serin, Kennedy, & Mailloux, 2005) is a clinical 

rating scale designed for use with offenders referred to correctional programs. It has 

three domains: Treatment Readiness, Treatment Responsivity, and Treatment Gain. The 

Treatment Gain: Short Scale was of primary interest in the current research. Therefore, 

this scale was the only one used from the TRRG:SV.  

The Treatment Gain scale is a post-treatment rating scale, completed by the 

participant’s treating therapist. Its purpose is to capture overall pre- to post-treatment 

gain. It provides an overall estimate of an offender’s performance at the completion of 

treatment, rather than a measure of change in specific treatment-targets. It consists of 

eight items: evidence of increased skills from program; disclosure in program; 

application of knowledge; application of skills; depth of emotional understanding of 

program content; appropriateness of behaviour in group; participation; and, therapeutic 

alliance. These items are rated on a scale of 0 (poor) to 3 (very good), with descriptions 

within each item to assist reliable scoring. The maximum score is 24, with higher scores 

considered indicative of greater treatment gains. Sowden (2013) demonstrated its 

validity as an overall measure of change, through its relationship with the VRS:SO. Of 

note is that change on all VRS:SO scales have been shown to be associated with 

change, such that they significantly predicted recidivism in a sample of sexual offenders 

(Olver, Wong, Nicholaichuk, & Gordon, 2007). Therefore, Sowden’s (2013) findings 

that the Treatment Gain scale was positively correlated with the VRS:SO Dynamic (r = 

0.67, p < 0.01), VRS:SO Sexual Deviance (r = 0.51, p < 0.01), VRS:SO Criminality (r 

= 0.49, p < 0.01), and VRS:SO Treatment Readiness (r = 0.57, p < 0.01) provide 

support for the validity of the Treatment Gain scale as a measure of change. Further 

research has reported that the inter-rater reliability for the Treatment Gain scale is 0.95 

(Sowden & Olver, 2017). The Treatment Gain scale had a strong correlation with the 

VRS:SO Change score, r = 0.66. 

4.2.2.4 Satisfactory Behaviour Rating Guide (SBRG). The development of the 

SBRG (Daffern et al., 2014) was described in Chapter 3. The SBRG comprises four 

domains: No violence during institutionalisation; Not involved in substance abuse or 

like behaviour; Has a positive work ethic in relation to employment, education and/or 

rehabilitation; and, Responds well to supervision and direction. There are 10 sub-scales 
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related to these domains, ranging from prosocial to negative behaviour: Behaviour is 

prosocial and cooperative; Has a good work ethic; Peer/associate preference; Emotional 

control; Violence during institutionalisation; Substance abuse or like behaviour persists; 

Relationships with significant others; Interested in and maintaining community 

supports; Working towards increased freedom; and, Sexual aggression during 

institutionalisation.  

In the current study, each participant was rated on the SBRG at their completion 

of treatment. The treating therapist and a custodial officer each completed the SBRG in 

relation to the participant’s behaviour whilst housed in CUBIT. An ultimate rating was 

also provided, as to whether the participant’s behaviour was considered Satisfactory or 

Unsatisfactory.  

4.2.3 Procedure 

The candidate approached each eligible participant after the primary therapist had 

sought initial contact with the offender and oriented him to the CUBIT community. The 

candidate introduced herself to the offender and a brief description of the research was 

verbally provided, after which a written information sheet was provided for the offender 

to read. All offenders who were approached for the research reported confidence in their 

reading ability. Offenders were given the option of reading the information sheet at the 

time of the initial discussion, or they could read in their own time. They were informed 

that participation in the research would have no impact on their treatment and that no 

data collected for the purpose of this research would be provided to others within 

CUBIT (either staff or offenders). Offenders who verbally agreed to participate after 

reading the information sheet were provided with an opportunity to ask the candidate 

questions and discuss any concerns about the research. Subsequent to this discussion, 

they were provided with a written consent form to read and sign. They were informed 

that they could withdraw from the research at any time, including prior to 

commencement of their participation, with no detriment to their treatment.  

The time frame between participants consenting to engage in the research and 

completing their first checklist ranged between one and 12 days (M = 4, SD = 3.24). 

The time frame between participants completing their first checklist (Time 0) and 

commencing treatment ranged between zero and eight days (M = 2, SD = 2). The time 

frame between participants consenting to engage in the research and commencing 

treatment ranged between one and 20 days (M = 6, SD = 4.38). This variation was due 

to factors such as primary therapist availability, lock downs (offenders were 
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occasionally locked in their cells for operational reasons), and offender movements 

between gaols.  

Participants were informed about the day they would be required to complete their 

first behavioural checklist. They completed the checklist on the same day each week for 

the duration of their treatment, unless they withdrew consent prior to the completion of 

treatment. Participants were divided between weekdays, such that on each weekday 

there were between two and three participants scheduled to complete their checklists. It 

was intended that this allocation of participants to days of the week would decrease the 

workload for custodial officers, who also completed the behavioural checklists on the 

same days as did the participants. There were times when the researcher was unable to 

provide participants with the checklist on the allocated day. Reasons included: the 

researcher was unavailable; all offenders were locked in their cells for operational 

reasons; and, a participant was on escort out of the wing (e.g., at a medical or legal 

appointment). If the situation was identified in advance, participants were provided with 

the checklists up to six days early and were asked to complete the checklists on the 

relevant day. If the situation was unforeseen, participants were provided with the 

checklist at the next opportunity; generally, the following day. 

Prior to completion of the first checklist, the researcher discussed the checklist in 

detail with each participant. Although instructions were written on the checklist, these 

instructions were also presented verbally, such that additional details could be provided 

and each participant’s level of understanding could be gauged. Examples were provided 

to participants for items that were more complex or abstract (e.g., “Difficulty engaging 

in treatment”). The process for estimating frequencies of engaging in behaviours was 

explained. Strategies for accurately completing the checklists were discussed (e.g., 

creating a tally to remember the number of times a behaviour was engaged in 

throughout the week). In cases when participants had difficulty understanding the 

requirements of the checklist, there was opportunity for ongoing discussion with the 

candidate; additionally, treatment progression facilitated the process of gaining further 

awareness and understanding of the relevant behaviours, since these are common areas 

of discussion within group treatment. Participants were encouraged to mark items on the 

checklist if they were uncertain how to respond or which behavioural examples might 

be relevant. These items were further discussed with the participant when the checklist 

was collected from him. 



 
 

 157 

After participants completed each checklist, the candidate considered their 

responses. If the reported frequencies appeared unrealistic (e.g., were much higher or 

lower than expected or did not match patterns observed throughout previous checklists), 

the participant’s understanding of the instructions was gleaned and the candidate 

clarified the responses with the participant. If this process reflected a participant’s poor 

understanding of the requirements, further direction and clarification was provided. It 

was important for the candidate to be flexible in the provision of instructions and to 

ensure individual responsivity factors were considered, in the same way they would be 

within treatment (e.g., in relation to participants’ cognitive capacity and ability to 

generalise behavioural examples to each item). Despite discussion and clarification, 

some participants continued to provide seemingly unrealistic frequencies (e.g., engaging 

in behaviours 100 times over the week). Through discussion with participants, it was 

ascertained that these responses were provided as a result of their continued 

interpretation of the checklist as a Likert-type scale (e.g., never, sometimes or always 

engaging in the behaviours). 

If participants expressed their declining motivation to engage in the research, or if 

the candidate perceived their motivation to be waning through comments made when 

the checklists were collected, time was spent discussing this with them and attempts 

were made to assist them as required. Through ongoing discussion with the participants, 

it appeared that many were influenced by other CUBIT treatment participants’ negative 

attitudes towards treatment and comments about the research. Once a participant stated 

that he was considering his withdrawal from the research, he was asked if he would be 

willing to provide the candidate permission to follow up with him the following week to 

determine his level of motivation. If this permission was provided, further discussion 

was held the following week. Participants who indicated they did not wish to continue 

were asked if they would consider recommencing in the last month of treatment. This 

procedure was implemented to facilitate a comparison between the first and last months 

of treatment, in order to assess change throughout treatment. 

Attention was consistently focused on ethical considerations within the research 

context (see section 4.2.4). A balance was required between providing participants with 

support and encouragement to continue their involvement in the research, such as 

discussing and alleviating their concerns and providing them with an understanding of 

the potential benefits they may gain (e.g., greater insight into their ongoing behaviour 

such that they might gain additional benefit from the treatment process), and ensuring 
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they did not experience perceived pressure to engage in the research if they wished to 

withdraw their consent. 

Custodial officers who were regularly rostered on within CUBIT were asked to 

complete the behavioural checklists on the same days as the participants completed the 

checklists. Within the area of the correctional centre in which CUBIT operates, 

custodial officers are assigned a “regular” role, for instance in a particular wing. There 

were generally four custodial officers whose daily shifts were regularly in CUBIT. At 

the time of data collection for this study, there were two custodial officers rostered in 

CUBIT in the morning and two in the afternoon. These officers attended the weekly 

staff meetings and community meetings, and had a thorough understanding of the 

program and knowledge of the treatment participants. During the data collection period, 

there was a rotation of CUBIT’s regular custodial officers, such that there were four 

new regular custodial officers.  

Prior to commencing data collection, the candidate introduced the justification for 

the research and the nature of expectations to custodial staff within CUBIT. 

Additionally, the potential benefits of the research for the therapeutic community 

context were outlined. Custodial officers raised some concerns regarding the process, 

such as the burden on their time. These concerns were discussed and it was agreed that 

there would be flexibility such that if operational demands were particularly high, they 

could complete the checklist at another time (either the same day or the following day). 

They were aware that completion of the checklists was voluntary; as the data collection 

period progressed, some custodial officers expressed their desire to discontinue 

involvement in the process. For those officers who were motivated to assist in the 

process, ongoing discussions were held over time, to ensure the checklists were not 

creating unnecessary burdens on them. At times, clarification was provided regarding 

specific items on the checklists. Throughout the data collection process, consistent 

contact was maintained with those custodial officers who assisted with the research. The 

process described above in relation to engaging custodial officers, was repeated as 

necessary, with the rotation of regular custodial officers in and out of CUBIT.  

If there was no regular officer available on the relevant day, the data was not 

collected. If a regular officer was available within a reasonable time period after this 

day, for example, within the next day or two, the checklist was completed at this time. 

For all participants, there were weeks in which no regular custodial officers were 

rostered on in the unit. In addition, as with participant checklists, there were 
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approximately five times when the researcher was unable to disseminate the checklists 

to custodial officers (e.g., due to time away from work). Where possible, alternative 

arrangements were made, for instance another therapist was asked to provide officers 

with checklists. Overall, there were between seven and 25 time points per participant, 

for which there was no custodial officer data collected (see Table 17).  

Consent was sought from participants who withdrew from the research prior to 

their treatment completion, for the continuation of data collection from custodial 

officers. Consent was also sought for the use of these participants’ pre- to post-

treatment psychometric measures, in addition to the staff completion of the Treatment 

Gain scale and SBRG. All participants consented to these parts of the procedure. 

At the conclusion of treatment, participants and custodial officers completed one 

final behavioural checklist. The participant’s treating therapist completed the Treatment 

Gain: Short Scale questionnaire and the SBRG, and a custodial officer completed the 

SBRG. The pre- and post-treatment psychometric measures were also collected. 

4.2.4 Ethical Considerations 

4.2.4.1 Conflict of interest. An ethical consideration of this research was the 

candidate’s dual roles. Data was collected from participants engaged in the treatment 

program in which the candidate was also a clinician. Consequently, there was a power 

imbalance between the candidate and potential research participants because the 

candidate was in a position of authority as a clinician. Therefore, there was a possibility 

that potential research participants could feel coerced into providing consent to engage 

in the research, due to perceived potential detrimental effects on their treatment progress 

should they decide not to consent or the perception that they would be privileged in 

some way by participating. In addition, it raised the possibility that the candidate could 

be biased in conducting the research due to potential vested interests. These possible 

difficulties were overcome in the following ways: the research did not include 

participants from the candidate’s treatment group; in the consent form provided to 

potential participants, it clearly stated that there would be no detrimental effects to the 

individual should he decide not to provide consent to participate in the research (i.e., the 

decision to participate or not would have no impact on the individual’s relationship with 

CSNSW, or with their engagement in treatment or determination of release from 

custody); and, there were no treatment-related incentives provided to potential 

participants. 



 
 

 160 

4.2.4.2 Consent. All participants were provided with a Participant Information 

Sheet regarding the study and on the basis of this information, each individual could 

make an informed decision about participation. All participants were required to 

provide written informed consent prior to commencing participation in the research. 

Participants were informed that they could withdraw consent at any stage of the 

research, with no detrimental effects (e.g., on their treatment, sentence, placement, 

classification, or parole considerations). No incentives were offered to participants. 

4.2.4.3 Confidentiality. Information gathered through the research process was 

used exclusively for research purposes, such that only the candidate had access to 

potentially identifiable information gained through the research. Participants were 

informed that the information gained through the study would not be distributed to the 

treating psychologist unless there was an over-riding ethical obligation to do so (i.e., 

related to risk of harm to self or others, escape risk, or contravention of specific rules 

and regulations). All material was de-identified prior to data analysis. 

4.2.5 Data Analysis 

Both group- and individual-level change was measured. Group-level change was 

measured to ascertain the areas in which the sample made changes. Individual-level 

change was measured to gain a richer and more detailed representation of the processes 

by which offenders change and the ways in the disparate measures of change can be 

used to assist clinicians in their overall assessment of offenders’ change. 

Two data analysis processes were used for the behavioural checklists. Both these 

processes required the data to be recoded prior to analysis. The first recoding process 

allowed for determining whether there were differences between risk factors and 

between participants and custodial officers in the consistency with which behaviours 

were reported. It also allowed for comparisons between the two behavioural 

manifestations of each risk factor, which had been conflated for the comparisons 

between participants and custodial officers. Univariate comparisons were used for these 

categorical variables. The data were placed in contingency tables, which will be further 

described below. An overall binomial test was used, after which, the individual 

contingency tables were tested for significance using Fisher’s exact tests. These 

analyses provided information about the overall patterns in the ways in which the risk 

factors manifested for offenders in treatment, both through self-report and custodial 

officer observations. Therefore, initial differences between self-report and observer data 

could be identified. 
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Subsequent to these analyses, the behavioural checklist data were again recoded to 

allow for analyses of behavioural change over time. Due to the quantity and complexity 

of the data collected, the risk factors were categorised into psychological domains from 

the RSVP. This process will be described in more detail below. Tests for skewness were 

conducted and transformations followed to reduce the skewness of the data. Group-level 

regression analyses were conducted to determine change over time within each of the 

psychological domains. The structure of the data was longitudinal. In order to account 

for the nested study design (i.e., multiple domains nested within participants and 

observers) and to most effectively capture participants’ behavioural changes over time 

and detect individual differences in change, a multilevel regression model using 

Hierarchical Linear Modeling (Version 7) software (HLM; Raudenbush, Bryk, & 

Congdon, 2011) was used for the group-level analyses. Regression analyses were 

conducted across participant self-report, custodial officer observations, and between the 

two to compare the changes in responses over time. Individual-level analyses were 

conducted through use of a split file regression, for both self-report and custodial officer 

observations. SPSS 24.0 was used to analyse behavioural change on an individual-level. 

Data for the pre- and post-treatment psychometric measures were entered into 

SPSS. Data screening was conducted to detect outliers. Missing data analyses were 

conducted for this dataset. Multiple imputation was used to replace the missing values. 

After testing for assumptions (such as normality), group-level analyses were conducted 

to gain information about the sample as a whole in relation to this measure of change. 

Repeated measures t-tests were used for those psychometric measures that met the 

assumptions at both pre- and post-testing; this was substituted with Wilcoxon signed 

rank tests where data violated the assumptions. Individual-level analyses were then 

conducted, to gain a more detailed understanding of the change process. That is, tests of 

reliable and clinically significant change were used to determine whether individual 

participants made changes from pre- to post-treatment in the relevant attitudes and 

beliefs measured within the psychometric measures. 

Overall, the four measures of change (psychometric testing, behavioural 

checklists, Treatment Gain scale and SBRG) facilitated a comparison between the 

different change measures at the group-level, in addition to the individual-level. The 

individual-level analyses served to mirror a portion of the process clinicians are 

confronted with through facilitation of intervention. That is, throughout the provision of 

treatment and at its conclusion, clinicians must integrate various measures of change for 
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each of their clients in order to assess each client’s level of change, which also provides 

important information for the risk assessment and release decision-making process. 

The remainder of this section provides a more detailed description of the data 

preparation and analysis process. 

4.2.5.1 Behavioural checklists. As previously indicated, the 76 items that formed 

the behavioural checklists were initially developed from 19 risk factors derived from the 

RSVP and VRS:SO. Each risk factor consisted of two negative behavioural 

manifestations and two positive behavioural manifestations. The first step in data 

analysis for the behavioural checklists was to assess whether there were associations 

between participants’ tendency to self-report the presence or absence of behaviours 

compared with custodial officers’ reports. To enable this process, the data was recoded. 

Prior research has outlined various methods by which behavioural data can be coded 

(e.g., MacLaren-Chorney, McMurtry, Chambers, & Bakeman, 2014). Data can be 

continuous or categorical. Both these coding methods were used in the current research; 

however, within the first step for data analysis, categorical coding was implemented. A 

common method is dichotomous coding in which categories are imposed on a 

continuum, such as behaviour coded as present or absent.  

Despite a limitation of this method being the loss of specific information 

(Hammond, 2013), it was used in the current research as follows. If a behaviour elicited 

a response of zero (i.e., the behaviour was not engaged in/observed over the preceding 

week) every week throughout the time in which the participant was involved with the 

research, this behaviour received a code of 0. Conversely, if a behaviour was ever 

engaged in/observed across the time in which the participant was involved with the 

research, this behaviour received a code of 1.  

To facilitate the comparisons, the items were collapsed into the 19 risk factors. 

Each pair of behavioural manifestations (i.e., the two negative behaviours associated 

with one risk factor and the two positive behaviours associated with one risk factor) was 

combined to gain a rating of 0 or 1. That is, if neither of the behaviours in the pair was 

engaged in/observed throughout the testing period, a code of 0 was given (‘never’ 

observed). If either one or both of the behaviours in the pair was engaged in/observed 

throughout the testing period, a code of 1 was given (‘ever’ observed). This coding 

facilitated the cross-tabulation of ratings, such that the associations between participant 

self-report and custodial officer ratings could be determined.  
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As the two behavioural manifestations of each risk factor were combined to 

facilitate these analyses (i.e., the two negative behaviours were combined and the two 

positive behaviours were combined when determining presence or absence), any 

differences in the likelihood of one of the behavioural manifestations being reported 

compared with the other manifestation were potentially concealed. Therefore, a final set 

of analyses was conducted to determine whether there was an association between the 

reported presence or absence of the two behavioural manifestations of each risk factor 

(both negative and positive behaviours) according to participants and custodial officers. 

This analysis could reflect whether one of the behaviours provided a greater amount of 

information than the other, within each risk factor; that is, it could assist in determining 

whether one of the two behaviours within the risk factor was more discriminative than 

the other by being reported more frequently.  

These analyses were related to the findings in Study 1, in which some risk factors 

appeared more easily identifiable than others. That is, psychologists demonstrated 

greater knowledge of potential behavioural manifestations of some risk factors (e.g., 

Problems with Stress or Coping) compared with others (e.g., Sexual Deviance). This 

inherent difference between the risk factors may lead to differences in the patterns with 

which certain behaviours may be observed compared with other behaviours. 

The binomial test of significance is a non-parametric form of probability test, 

which is used to examine the distribution of a single dichotomous variable in small 

samples (Wagner-Menghin, 2005). The current data met the binomial test assumption of 

independent observations, such that participants’ responses were independent of each 

other. This test was run once for the comparison between participant and custodial 

officer reports of ‘never’ versus ‘ever’ reported, to determine whether there was an 

association between participants’ and custodial officers’ reports of the frequency with 

which participants engaged in the behavioural manifestations. That is, this test was used 

to investigate whether the frequency with which participants ‘never’ reported the 

behaviour was associated with the frequency with which custodial officers ‘never’ 

reported the behaviour and vice versa with ‘ever’, as opposed to an association between 

the frequency with which participants ‘never’ reported the behaviour and the frequency 

with which custodial officers ‘ever’ reported the behaviour, and vice versa.  

Specifically, the consistency between participants and custodial officers in 

reporting each behaviour was determined by placing reported behaviours in 2 x 2 

contingency tables with the absence or presence of a behaviour (‘never’ or ‘ever’ 
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reported) constituting the two levels for each factor. Table 18 provides an example, with 

the risk factor Problems with Substance Abuse (negative behavioural manifestations). 

For a particular behaviour, both the custodial officers and the participants ‘never’ 

classified it as being present (Quadrant Row 1, Column 1) or ‘ever’ classified it as being 

present (Quadrant Row 2, Column 2) where ‘never’ is indicated by “0” and ‘ever’ is 

indicated by “1”. The remaining two quadrants indicated disagreement between the 

participant and custodial officer concerning the absence or presence of the behaviour.   

 

Table 18. Problems with Substance Abuse Contingency Table 

 Problems with Substance Abuse 
(Negative) Custodial Officer 

 0 1 
Problems with 
Substance Abuse 
(Negative) Participant 

0 12 3 
1 2 0 

 

For each contingency table, the number of participants for whom there was 

agreement between the custodial officers and participants could be added (add Quadrant 

Row 1, Column 1 to Quadrant Row 2, Quadrant 2) and compared with the number of 

disagreements (add Quadrant Row 1, Column 2 to Quadrant Row 2, Column 1). Each of 

the 76 contingency tables then could be placed into two categories: (a) Where 

agreements exceeded disagreements or (b) where disagreements exceeded or were equal 

to agreements. Using a null hypothesis of 50% in the two categories, a binomial test 

was used to test whether over all of the behaviours, agreement significantly exceeded 

disagreement. In order to further investigate these overall results, each individual 

contingency table was tested for significance to determine whether there were any 

individual effects.  

Subsequently, the binomial test was also run once for the comparison between 

each of the 19 risk factors’ two behavioural manifestations, to determine whether there 

was an association between the frequencies of the two behavioural manifestations, 

based on both participants’ and custodial officers’ reports. Each of the 38 individual 

contingency tables was also tested for significance to determine whether there were any 

individual effects.  

For all the contingency table analyses, the expected count in some cells was less 

than five. Therefore, Fisher’s exact test was used rather than the Pearson chi square test 
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of association. Fisher’s exact test does not provide coefficients with the p values; 

therefore, within section 4.3, only the p values are cited. 

These analyses were conducted in order to provide an overview of the data. The 

following data preparation and analyses are related to determining whether there were 

changes in behaviours over time in treatment. 

4.2.5.1.1 Coding weekly scores and creating domain scores. A key aim in 

relation to the behavioural checklists was to compare frequencies of behaviours over 

time in treatment. However, participants and custodial officers provided disparate 

observations for the behaviours in the checklists (i.e., the methods by which data was 

provided varied between individuals), which meant the reported frequencies were not 

easily compared. For instance, some participants appeared to count the frequency with 

which they engaged in behaviours, whereas others provided a number that represented a 

proportion of their time over the preceding week (e.g., either not at all or very often, 

translated to 0 or 100). As a result, some participants’ data provided a pattern in which 

all negative behaviours were reported as 0 and all positive behaviours were reported as 

100. Based on discussions with the participants, it was determined that this did not 

necessarily represent engagement in the behaviour 100 times during the week, but was 

reflective of their perception that they consistently engaged in that behaviour. 

Consequently, several steps were taken to enable data analysis. First, the 

numerical range for each participant each week was determined, both for participant 

self-report and custodial officer observations (e.g., 0-100 or 0-25). These ranges were 

then divided into quartiles such that a number from one to four was assigned to each 

observation point based on the quartile in which it was contained (see Tavakoli, 2012). 

Subsequent to this process, each risk factor was assigned to one of the four dynamic risk 

factor domains from the RSVP, based on the domain from which the risk factor was 

initially determined (i.e., five risk factors in Psychological Adjustment, five risk factors 

in Mental Disorder, four risk factors in Social Adjustment and three risk factors in 

Manageability). The two risk factors, which were adapted from the VRS:SO were also 

categorised into the RSVP domains. In order to determine which domains these two risk 

factors should be classified into, the examples provided in the RSVP manual were 

referred to and matched to the risk factors. Table 19 displays the risk factors within the 

four domains. The quartile assigned to each of the risk factors within a domain was 

averaged such that there was one score (based on the quartiles) for each domain every 

week during which the participant was in treatment.  
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Table 19. Risk Factors Categorised within Psychological Domains 

Psychological 
Adjustment 

Mental Disorder Social Adjustment Manageability 

Attitudes That 
Support or 

Condone Sexual 
Violence 

Sexual Deviance Problem with 
Intimate 

Relationships 

Problems with 
Planning 

Problems with 
Self-Awareness 

Psychopathic 
Personality 
Disorder 

Problems with 
Non-Intimate 
Relationships 

Problems with 
Treatment 

Problems with 
Stress or Coping 

Major Mental 
Illness 

Problems with 
Employment 

Problems with 
Supervision 

Problems Resulting 
from Child Abuse 

Problems with 
Substance Abuse 

Non-Sexual 
Criminality 

Offence Planning 

Interpersonal 
Aggression 

Violent or Suicidal 
Ideation 

  

 

The positive and negative behaviours remained separated such that there were 

eight domain scores each week for each participant, both for participant self-report and 

custodial officer observations. The eight domain scores related to: Psychological 

Adjustment Negative; Psychological Adjustment Positive; Mental Disorder Negative; 

Mental Disorder Positive; Social Adjustment Negative; Social Adjustment Positive; 

Manageability Negative; and, Manageability Positive. The overarching psychological 

constructs subsumed by these domains are as follows: coping and problem solving 

(Psychological Adjustment); mental disorder; relationships and social influences (Social 

Adjustment); and, cooperation with supervision and self-management (Manageability).  

4.2.5.1.2 Data distribution. Prior to analyses, the distribution of the data related to 

domain scores was scrutinised to consider the symmetry in its distribution. Broadly, 

there are two ways in which to determine symmetry in the distribution. One is a ‘rule of 

thumb’ method, in which the absolute value of the skewness can be interpreted. Bulmer 

(1979) suggested that values from 0 to 0.5 are relatively symmetrical, while 0.5 to 1 is 

moderately skewed and 1 or more is highly skewed. An alternative idea within this ‘rule 

of thumb’ has been proposed, which is that values between -2 and 2 are sufficient to 

prove normal univariate distribution (George & Mallery, 2010). The other interpretation 

method is a statistical calculation to determine whether the skewness is significantly 

different from zero. For the current data, to determine whether the skew was significant 

at the p < 0.05 level, the z score was calculated as Statistic/Standard Error and if the 
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absolute value was greater than 1.96, it was determined to be significantly skewed 

(Field, 2009).  

Through these analyses, it was determined that the data were not normally 

distributed. The ranges for the skewness and kurtosis statistics, and their associated z 

scores (SE = 0.13 and 0.25 respectively), are presented in Table 20. The original and 

transformed data in relation to both participant self-report and custodial officer 

observations are outlined. Two domains consistently reflected the largest skew and 

kurtosis indices: Mental Disorder Negative and Manageability Negative. Although the 

data transformations increased the normality of these distributions, they remained non-

normal. Further details for the skewness and kurtosis are provided below.  

 

Table 20. Data Distribution for Psychological Domains 

 Skewness 
statistic range 

Skewness z 
score range 

Kurtosis 
statistic range 

Kurtosis z score 
range 

 Min Max Min Max Min Max Min Max 
Participant O -0.22 3.77 -1.70 29.70 -1.29 18.47 -5.10 73.00 
Participant R -1.74 1.27 -13.68 10.01 -0.96 2.63 -3.79 10.41 
Custodial O 0.59 7.03 4.61 55.35 0.15 67.40 0.59 266.41 
Custodial R -3.85 0.69 -30.33 5.40 -1.29 17.31 -5.08 68.41 
P-C O -0.14 2.35 -1.11 18.46 -0.82 14.41 -3.26 56.94 
P-C NL -2.85 0.43 -22.40 3.38 -0.61 34.67 -2.40 137.02 

Note. O = Original; R = Reciprocal; NL = Natural Log; P-C = Difference between 
participant and custodial officer values.  

 

The following domains were positively skewed for participants: Psychological 

Adjustment Negative; Mental Disorder Negative; Social Adjustment Negative; and, 

Manageability Negative. The following domains were positively skewed for custodial 

officer observations: Psychological Adjustment Negative and Positive; Mental Disorder 

Negative; Social Adjustment Negative; and, Manageability Negative and Positive. The 

positive skew indicated that for these domains, the majority of the data was at the lower 

frequency of behavioural observations.  

Although not every domain was skewed, each domain was transformed in order to 

allow for comparison within the analyses. This transformation served to reduce the 

extent of the skew (Manikandan, 2010). Using both the natural log and reciprocal 

methods of transforming the data, the domains’ skewness generally decreased, with the 

reciprocal method more successfully decreasing the skew. Despite the decrease in the 
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skewness values, the data remained skewed except for custodial officer observations for 

Psychological Adjustment Positive and Manageability Positive.  

All but one of the HLM analyses was conducted using the reciprocal data. This 

method transformed the data such that the new values represented the relative time 

between each occasion of behaviour engagement, rather than the values representing the 

frequency of behaviour. This was determined to be the most appropriate transformation 

method as it was more effective in normalising the distribution than was the natural log 

transformation.  

HLM was also used to analyse the differential change over time between 

participant self-report and custodial officer observations. As previously described, 

calculations were conducted to determine the quartiles in which each observation point 

was contained. For each participant, the quartile value at each time point was averaged 

across the risk factors in each of the eight domains; therefore, there were eight values at 

each time point throughout the participant’s engagement in the research (either for the 

duration of their treatment participation or until their point of withdrawal from the 

research). The same calculations were conducted for the custodial officer observations. 

Subsequently, the custodial officer observations were subtracted from the participant 

self-report values to gain a difference score at each time point. The custodial officer 

observations were generally lower frequencies than the participant self-report values, 

thereby resulting in positive values rather than negative values.  

Skewness was analysed separately. Data in the following domains were skewed: 

Psychological Adjustment Positive; Mental Disorder Positive; Social Adjustment 

Negative; and, Manageability Negative. The data were transformed using the natural 

log, rather than the reciprocal method, based on the following rationale. As this dataset 

consisted of the differences between quartiles, as opposed to the quartiles themselves, 

there were values between zero and one. Using the reciprocal method, low values were 

transformed into large values, thereby creating significantly skewed data, whereas the 

natural log process did not create this challenge. The natural log transformation cannot 

be conducted on negative values. Therefore, a constant of three was added to each value 

to ensure all values were greater than zero (McDonald, 2014). Note that in order to 

interpret the coefficients subsequent to analysis, reverse transformations were 

conducted such that the constant was subtracted and the log transformation was 

reversed. 
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Although data remained skewed following the transformations, the majority of 

domains had skewness values between -1 and +1 (see Bulmer, 1979). Prior to the 

transformation, Mental Disorder Negative did not meet significance for skewness; 

however, subsequent to the transformation, it had a skewness value greater than one. 

For consistency and greater ease of interpretation, the transformed data for this domain 

was still used in the analysis.  

4.2.5.1.3 Group-level regression analysis. Two datasets were developed for the 

group-level analyses. The first dataset contained the weekly domain scores for each 

participant’s self-report data and the custodial officer observations. Ten custodial 

officers completed the checklists, with the identity of the custodial officer unknown for 

some checklists. The largest proportion of checklists completed by one custodial officer 

was 62.89%. The other custodial officers completed the following proportion of 

checklists each: 13.16%; 10.24%; 4.02%; 2.93%; 2.56%; 1.46%; 0.37%; and, two 

officers each completed 0.18%. The unidentified checklist observers completed 2.01%. 

In order to determine whether there was a difference between individual custodial 

officers’ observations, dummy variables were assigned to each custodial officer; another 

variable was created for the unidentified observers’ checklists. These dummy variables 

were also included in the first dataset.  

The second dataset contained the following descriptive information for each 

participant: age at treatment commencement; STATIC-99R score; sentence length in 

months (the sentence length for the participant who was serving a life sentence was 

calculated based on his age at sentencing until the average male life expectancy); victim 

type (adult or child); prior offences (none or sexual); and, number of days from Earliest 

Release Date to treatment commencement. Within HLM, covariates must be either 

numerical or binary categorical values. This requirement limited the possible included 

detail within the descriptive information (e.g., further information about prior offences). 

These covariates were all included in exploratory HLM analyses to determine whether 

they had a significant impact on behavioural change over time. Through the exploratory 

analyses, estimated level-2 coefficients and their standard errors were obtained by 

regressing the empirical Bayes residuals on the level-2 predictors (i.e., covariates) 

selected for possible inclusion in subsequent HLM analyses. Using the t-value gained 

through this exploratory analysis, a determination was made regarding whether each 

covariate should be included in the model. Any covariates with a t-value greater than 

the absolute value of 1.96 were included in the subsequent model. These covariates 
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were not included in analyses related to the remainder of the change measures, which 

will be further considered in section 4.4. 

The sample size was reduced by two for the analyses related to change over time 

within participant self-report, as two participants withdrew consent after completing 

only one behavioural checklist. All participants were included in the analyses related to 

custodial officer observations over time, as those participants who withdrew from the 

research consented to custodial officers’ continued completion of behavioural 

checklists. In addition, a comparison was conducted between the individual custodial 

officers involved in data collection, to determine if there was a difference between their 

observations. In order to avoid multicollinearity, all but one of the dummy variables 

assigned to each observer was included in the model. The custodial officer who 

provided the most data was excluded from the model as the base category against which 

all others could be compared.  

4.2.5.1.4 Individual-level regression analysis. A split file regression analysis was 

conducted for individual-level change. This process allowed for an analysis of the 

measurement of change within individual participants in each domain over their time in 

treatment. Analyses included change in behaviours through self-report and custodial 

officer observations. 

4.2.5.2 Psychometric measures. The pre- and post-testing psychometric 

measures were analysed using SPSS 22.0. Little MCAR’s test was used to analyse the 

missing data. Data were missing completely at random (p = 1.00), which meant the 

missing data was unlikely to bias estimates (Little, 1988). Therefore, it was appropriate 

to use multiple imputation to replace the missing values. Multiple imputation involves 

replacing missing data with a number of plausible estimates (Graham, Olchowski, & 

Gilreath, 2007). Analyses are subsequently conducted on each separate dataset. For 

many analyses, the datasets were pooled or averaged to create a single set of values. 

Excluding one participant who did not have post-treatment psychometric testing, the 

participant with the highest percentage of missing data had 24.9% missing data across 

the pre- and post-treatment psychometric measures. Graham et al. (2007) recommend 

that for datasets that have between 10% and 30% missing values, 20 imputations should 

be conducted. 

The multiple imputation process therefore resulted in 20 separate datasets. Within 

the subsequent analyses conducted, some provided a set of data that represented 

“pooled” data from the 20 datasets. This pooled dataset is automatically calculated 
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within SPSS by taking into account the variation among the 20 imputations and 

combining the imputations to form one overall dataset. However, some analyses 

provided only the individual results for each of the 20 datasets, with no pooled data. 

Therefore, as an alternative to pooled data, another dataset was developed in which each 

value was averaged across the 20 imputations. This averaged dataset was used for the 

analyses that did not provide pooled results.  

4.2.5.2.1 Data distribution. The distributions of the pre- and post-treatment data 

were analysed for normality prior to conducting the analyses. The data distribution for 

the original dataset, prior to multiple imputation being conducted, can be seen in Table 

21. The majority of measures demonstrated a normal distribution both pre- and post-

treatment. However, using the z score method for both skewness and kurtosis indices 

(SE = 0.54 and 1.54 respectively), data were not normally distributed in the CISS Task 

subscale pre-treatment, the SSEI post-treatment, and the WSFQ Sadomasochism 

subscale and SIS both pre- and post-treatment.  
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Table 21. Data Distribution for Psychometric Measures using Original Dataset 

Measure Skewness 
statistic 

Skewness z 
score 

Kurtosis 
statistic 

Kurtosis z 
score 

 Pre Post Pre Post Pre Post Pre Post 
Bumby Rape Scale 0.25 0.27 0.46 0.48 -1.20 -1.50 -1.16 -1.41 
BMS 0.86 1.04 1.61 1.94 1.58 1.05 1.52 1.01 
CISS         

Task -1.54 -0.09 -2.88 -0.16 2.37 -1.02 2.28 -0.91 
Emotion -0.28 -0.87 -0.51 -1.51 -0.96 0.27 -0.90 0.24 
Avoidance 0.65 0.36 1.18 0.61 0.48 0.79 0.45 0.70 
Avoidance Dist 0.27 0.32 0.49 0.55 0.84 0.50 0.79 0.45 
Avoidance SD -0.11 -0.15 -0.21 -0.26 -0.59 -0.42 -0.56 -0.37 

CUSI 0.10 0.59 0.19 1.07 -1.54 0.43 -1.48 0.40 
WSFQ         

Intimate 0.58 0.04 1.09 0.08 0.02 -0.81 0.02 -0.78 
Impersonal 0.89 0.38 1.66 0.72 2.89 -1.19 2.78 -1.15 
Exploratory 0.84 -0.19 1.56 -0.36 0.05 -0.25 0.04 -0.24 
Sadomasochism 0.01 3.01 0.01 5.61 5.09 11.16 4.90 10.75 

LS-UCLA -0.07 0.13 -0.14 -0.24 0.01 0.31 0.01 0.30 
SIS -1.65 -2.01 -3.07 -3.74 2.37 3.42 2.28 3.30 
SSEI -0.59 -1.24 -1.10 -2.32 0.61 2.92 0.59 2.81 

Note. BMS = Bumby Molest Scale; CISS = Coping Inventory for Stressful Situations; 
CISS Avoidance Dist = Avoidance Distraction subscale; CISS Avoidance SD = 
Avoidance Social Diversion subscale; CUSI = Coping Using Sex Inventory; WSFQ = 
Wilson Sexual Fantasy Questionnaire; SIS = Social Intimacy Scale; SSEI = Social Self 
Esteem Inventory. 
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Tables 22 and 23 outline the skewness and kurtosis indices respectively, for the 

datasets developed through the multiple imputation process. The values in these tables 

represent the ranges for the 20 multiple imputation datasets. The following measures 

demonstrated data that were not normally distributed at either one of pre- or post-

treatment: BMS; CISS Task subscale; WSFQ Impersonal and Sadomasochism 

subscales; and, SIS.   

 

Table 22. Skewness Index for Psychometric Measures using Multiple Imputation 

Datasets 

Measure Pre-Treatment Post-Treatment 
 Skewness 

range 
Skewness z 
score range 

Skewness 
range 

Skewness z 
score range 

 Min. Max. Min. Max. Min. Max. Min. Max. 
Bumby Rape Scale 0.34 0.73 0.63 1.35 0.12 0.27 0.23 0.51 
BMS 0.71 0.98 1.32 1.82 1.20 1.37 2.23 2.55 
CISS         

Task -1.34 -1.18 -2.51 -2.20 -0.38 0.12 -0.71 0.22 
Emotion -0.69 -0.42 -1.29 -0.78 -1.04 -0.55 -1.94 -1.02 
Avoidance 0.53 0.79 0.99 1.48 0.16 0.55 0.29 1.02 
Avoidance Dist 0.16 0.40 0.29 0.75 0.10 0.55 0.18 1.02 
Avoidance SD -0.21 0.01 -0.40 0.02 -0.43 0.09 -0.80 0.17 

CUSI 0.10 -1.54 0.19 0.19 0.51 0.79 0.96 1.47 
WSFQ         

Intimate 0.37 0.51 0.68 0.95 -0.13 -0.02 -0.24 -0.04 
Impersonal 1.38 1.73 2.58 3.23 0.16 0.41 0.29 0.77 
Exploratory 0.52 1.00 0.97 1.87 0.14 0.27 0.25 0.50 
Sadomasochism 1.98 2.71 3.69 5.06 3.09 3.46 5.76 6.46 

LS-UCLA 0.00 0.20 0.00 0.38 0.04 0.40 0.07 0.22 
SIS -1.11 -0.66 -2.07 -1.23 -2.36 -2.19 -4.41 -4.09 
SSEI -0.03 0.08 -0.05 0.16 -0.02 0.11 -0.04 0.21 

Note. BMS = Bumby Molest Scale; CISS = Coping Inventory for Stressful Situations; 
CISS Avoidance Dist = Avoidance Distraction subscale; CISS Avoidance SD = 
Avoidance Social Diversion subscale; CUSI = Coping Using Sex Inventory; WSFQ = 
Wilson Sexual Fantasy Questionnaire; SIS = Social Intimacy Scale; SSEI = Social Self 
Esteem Inventory.
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Table 23. Kurtosis Index for Psychometric Measures using Multiple Imputation 

Datasets 

Measure Pre-Treatment Post-Treatment 
 Kurtosis 

range 
Kurtosis z 

score range 
Kurtosis range Kurtosis z 

score range 
 Min. Max. Min. Max. Min. Max. Min. Max. 

Bumby Rape Scale -0.52 0.09 -0.50 0.08 -1.68 -1.43 -1.61 -1.37 
BMS -0.23 0.54 -0.22 0.52 0.89 1.48 0.86 1.43 
CISS         

Task 1.77 2.25 1.70 2.16 -0.82 -0.53 -0.79 -0.51 
Emotion -0.61 0.02 -0.58 0.01 -0.06 0.76 -0.06 0.73 
Avoidance 0.35 0.80 0.34 0.77 0.69 1.28 0.67 1.23 
Avoidance Dist 0.72 1.29 0.70 1.24 0.68 1.19 0.66 1.14 
Avoidance SD -0.71 -0.43 -0.68 -0.41 -0.90 -0.22 -0.87 -0.22 

CUSI -1.54 -1.54 -1.48 -1.48 0.30 1.08 0.29 1.04 
WSFQ         

Intimate -0.10 0.22 -0.09 0.21 -1.07 -0.90 -1.03 -0.86 
Impersonal 2.70 4.13 2.60 3.98 -1.39 -0.92 -1.34 -0.88 
Exploratory -0.70 0.92 -0.67 0.89 -1.06 -0.69 -1.02 -0.66 
Sadomasochism 3.54 8.40 3.41 8.10 10.39 12.89 10.00 12.41 

LS-UCLA -0.39 -0.01 -0.37 -0.01 0.40 0.54 0.38 0.52 
SIS -0.08 1.61 -0.08 1.55 5.49 6.20 5.29 5.97 
SSEI -0.50 -0.41 -0.48 -0.40 -0.19 -0.13 -0.18 -0.12 

Note. BMS = Bumby Molest Scale; CISS = Coping Inventory for Stressful Situations; 
CISS Avoidance Dist = Avoidance Distraction subscale; CISS Avoidance SD = 
Avoidance Social Diversion subscale; CUSI = Coping Using Sex Inventory; WSFQ = 
Wilson Sexual Fantasy Questionnaire; SIS = Social Intimacy Scale; SSEI = Social Self 
Esteem Inventory. 
 

4.2.5.2.1 Group-level analyses. The assumptions underlying paired samples t-

tests were analysed using the averaged dataset described above. The Shapiro-Wilk test 

demonstrated that normality was violated for the following measures: post-treatment 

BMS; pre-treatment CUSI; post-treatment SIS; pre-treatment WSFQ Impersonal 

subscale; and, both pre- and post-treatment WSFQ Sadomasochistic subscales. 

Therefore, to calculate group-level change on the psychometric measures, repeated-

measures t-tests were used for the: BRS; LS-UCLA; SSEI; CISS; and, WSFQ Intimate 

and Exploratory subscales. The Wilcoxon signed rank analysis was used to calculate 

group-level change for the remaining measures: BMS; CUSI; SIS; and, WSFQ 

Impersonal and Sadomasochistic subscales. Due to the small sample size, the Wilcoxon 

signed rank analysis was also used to calculate group-level change for those 

psychometric measures for which repeated-measures t-tests had been used, to determine 

if similar results were found using this more conservative analysis. 
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Each psychometric measure could be classified within the four psychological 

domains on which the RSVP was developed (Table 24). This categorisation of 

psychometric measures into domains facilitated subsequent comparisons between 

results from the behavioural checklists and the pre- and post-treatment psychometric 

measures. To determine the psychological domain to which each psychometric measure 

should be categorised, the RSVP manual was consulted, in which the risk factors and 

their potential behavioural manifestations were described. The domain Psychological 

Adjustment includes characteristics such as: cognitive distortions regarding sexual 

violence; attitudes of sexual entitlement; problems with anger and impulsiveness; and, 

maladaptive coping. The psychometric measures that similarly target these 

characteristics are: BRS (assessing cognitive distortions related to sexual violence 

against women); BMS (assessing cognitive distortions related to sexual offending 

against children); CISS (assessing coping styles); and, CUSI (assessing the use of sex as 

a coping strategy). The domain Mental Disorder includes attitudes and behaviours 

consistent with sexual deviance, which is consistent with the WSFQ. The domain Social 

Adjustment includes characteristics associated with relationships, such as: loneliness; 

attachment problems; and, poor social skills. The psychometric measures that assess 

these characteristics are: LS-UCLA (assessing feelings of loneliness and social 

isolation); SIS (assessing intimacy and loneliness in close relationships); and, SSEI 

(measuring social rejection and loneliness). The domain Manageability relates to issues 

surrounding planning, compliance with supervision, motivation and attitudes towards 

authority. It was determined that none of the psychometric measures targeted these 

areas and as such, this domain was not included in the pre- to post-treatment 

psychometric measures’ analyses. The MC-SDS was used purely as a measure of social 

desirability in order to determine whether any participants engaged in positive 

impression management to an extent that would deem their responses invalid. 

Therefore, it was not categorised into a psychological domain. 
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Table 24. Classification of Psychometric Measures into Psychological Domains 

Psychological 
Adjustment 

Mental Disorder Social Adjustment Manageability 

Bumby Rape Scale Wilson Sexual Fantasy 
Questionnaire 

Loneliness Scale-
UCLA 

Nil 

Bumby Molest 
Scale 

 Social Intimacy 
Scale 

 

Coping Inventory 
for Stressful 
Situations 

 Social Self Esteem 
Inventory 

 

Coping Using Sex 
Inventory 

   

 

4.2.5.2.2 Individual-level analyses. Subsequent to the group-level analyses, the 

data were analysed at the individual participant-level. The methods by which these 

analyses were conducted are described below. 

4.2.5.2.2.1 Calculating the reliable change index. Reliable change guides the 

interpretation of change for an individual (Viljoen et al., 2017). It is a z-value, which 

represents the probability that for a given individual, change would be observed due to 

chance alone. To assess the level of change each participant achieved pre- to post-

treatment based on the results of the psychometric measures, and to determine whether 

this change was reliable, the reliable change index (RCI) was calculated. The formula 

used was that suggested by Christensen and Mendoza (1986, p. 305): 

RCI = X2 - X1 / Sdiff 

This formula provides a more stringent rule than that proposed by Jacobson and 

Truax (1991), which considers inherent measurement error. X2 represents a participant’s 

post-test score, X1 represents the same participant’s pre-test score, and Sdiff represents 

the standard error of the difference between X2 and X1: 

Sdiff = √2(SE)2 

The standard error of measurement (SE) is computed with the formula: 

SE = SD√(1 - rxx) 

SD refers to the pre-treatment SD for the offender group for each measure and rxx 

refers to the test-retest reliability of that measure. Test-retest reliability data was not 

available for all psychometric measures (CUSI and WSFQ). Although some research 

has suggested internal consistency should not be used (e.g., McCrae, Kurtz, Yamagata, 

& Terracciano, 2011), other research has suggested that internal consistency can be 
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used as an alternative when test-retest reliability is not available (e.g., Tingey, Lambert, 

Burlingame, & Hansen, 1996). The CUSI and WSFQ test developers were contacted to 

ascertain the availability of test-retest reliability data; however, the authors reported that 

no such data was available at that time. Therefore, Cronbach’s alpha was used to 

calculate the RCI for the CUSI and WSFQ. 

Jacobson and Truax (1991) suggest that an RCI of 1.96 or above reflects real 

(reliable) change for a two-tailed test with a 95% confidence level; that is, an RCI of 

this value or greater would mean that obtaining this change score by chance would be 

less than 5%. Therefore, it could be concluded with 95% confidence that the individual 

had demonstrated reliable change. To delineate reliable change status categories, 

participants who achieved an RCI of 1.96 or above in the direction of improvement 

were classified as ‘demonstrating reliable change’. Participants who did not reach this 

threshold were classified as ‘not having demonstrated reliable change’. 

4.2.5.2.2.2 Calculating clinically significant change. According to Jacobson, 

Follette, and Revenstorf (1986), clinically significant change (CSC) is related to an 

individual’s return to normal functioning. Jacobson and Truax (1991) suggest that there 

are several potential definitions of CSC. They propose the least arbitrary definition as 

one in which, subsequent to intervention (i.e., post-treatment), the level of an 

individual’s functioning on the variable of interest is closer to the mean of the 

functional population than to the mean of the dysfunctional population. This process 

requires a determination of the point the individual must cross post-treatment in order to 

be assessed as changed to a clinically significant degree. 

The cut-off points for each psychometric measure were calculated using the 

formula provided by Jacobson and Truax (1991, p. 13): 

c = s0M1 + s1M0 / s0 + s1 

s0 and M0 represent the SD and mean for the normative population, respectively; 

s1 and M1 represent the SD and mean for the offender population, respectively. 

According to Jacobson and Truax (1991), if normative data are not available for a given 

measure, the cut-off point can be estimated using the two SD solution; that is, outside 

two SD from the mean of the offender population. This estimate is not as accurate as it 

does not account for the functional population. The CUSI did not have normative data 

available. The CUSI’s authors were contacted in relation to the availability of normative 

data for this test, and they indicated that there was no normative data available. 

Therefore, the two SD method was used to calculate CSC for the CUSI.  
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The values used in the CSC cut-off, and the cut-off scores used in the calculations 

are presented in Table 25.  

 

Table 25. CSC Calculations Including Means, Standard Deviations, and Cut-Off Scores 

Used for Each Measure 

Psychometric measure Normative 
sample M and 

(SD) 

Offender sample 
M and (SD) 

Cut-off score 

Bumby Rape Scale 63.83 (13.43) 58.64 (15.78) 61.44 
 Nunes et al. 

(2016) 
Olver et al. (2014)  

Bumby Molest Scale 48.86 (10.01) 61.47 (17.77) 53.40 
 Nunes et al. 

(2016) 
Olver et al. (2014)  

CISS    
Task  58.56 (9.95) 58.68 (7.62) 58.63 
Emotion  39.21 (11.54) 50.85 (8.69) 45.85 
Avoidance  38.10 (9.59) 46.69 (8.18) 42.74 
Avoidance Distraction 17.53 (5.51) 23.25 (5.47) 20.40 
Avoidance SD 13.31 (4.13) 17.52 (2.94) 15.77 

 Endler & Parker 
(1990) 

Serran et al. (2007)  

Coping Using Sex Inventory Unavailable 31.5 (9.22) 13.06 
  Cortoni & 

Marshall (2001) 
 

WSFQ    
Intimate 31.70 (9.31) 28.10 (13.3) 30.22 
Impersonal 11.70 (6.77) 13.00 (9.1) 12.26 
Exploratory 14.30 (7.87) 13.60 (10.3) 14.00 
Sadomasochism 4.88 (5.71) 4.80 (6.9) 4.84 

 Plaud & 
Bigwood (1997) 

Baumgartner et al. 
(2002) 

 

Loneliness Scale-UCLA 37.06 (10.91) 41.91 (10.46) 39.54 
 Russell et al. 

(1980) 
Olver et al. (2014)  

Social Intimacy Scale 134.90 (21.9) 134.41 (25.02) 134.67 
 Miller & 

Lefcourt (1982) 
Olver et al. (2014)  

Social Self Esteem Inventory 132.00 (21) 110.34 (13.01) 118.63 
 Lawson et al. 

(1979) 
Marshall, 

Anderson, et al. 
(1997) 

 

Note. CISS = Coping Inventory for Stressful Situations; CISS Avoidance SD = 
Avoidance Social Diversion; WSFQ = Wilson Sexual Fantasy Questionnaire; Authors 
reported are the sources for the normative and offender samples. 
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Participants were categorised into one of five treatment-change categories as 

presented in Table 26, adapted from Wakeling et al. (2013). These categories facilitated 

data analysis related to clinically significant change. 

 

Table 26. Post-Treatment Change Categories 

Outcome Category Description 
Recovered An individual who demonstrated reliable change and whose score 

moved from the dysfunctional to the functional range pre- to post-
treatment 

Improved An individual who demonstrated reliable change but remained in 
the dysfunctional range post-treatment 

Already okay An individual in the functional range pre- and post-treatment, 
irrespective of reliable change 

Unchanged  An individual who did not demonstrate reliable change pre- to 
post-treatment 

Deteriorated An individual who demonstrated reliable change such that the 
post-treatment score was significantly worse than the pre-
treatment score and remained in the dysfunctional range 

Note. These categories were described in Wakeling et al. (2013) based on Jacobson, 
Roberts, Berns, and McGlinchey (1999); the category names used in the current 
research are the same. 

 

4.2.5.3 Clinically significant change and Treatment Gain scale. Correlational 

analyses were used to determine the relation between participants who achieved various 

levels of CSC and their Treatment Gain scale scores. Due to the distribution of the data, 

Spearman’s rank-order non-parametric analysis was used. 

4.2.5.4 Overall change. The results from the four change measures were 

subsequently interpreted in combination, for each participant. These results included 

various methods by which to monitor change over time: participant self-report; 

custodial officer observations; and, therapist ratings. 

 

4.3 Results 

The results for each measure of change are described below in relation to the three 

aims: (1) within the behavioural checklists, determining the overall differences between 

participant self-report and custodial officer observations, and between the presence and 

absence of different risk factors; (2) determining change in the behavioural checklists 

and the psychometric measures at both the group-and individual-level; and, (3) 

comparison between the four measures. 
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4.3.1 Behavioural Checklists 

Results from the behavioural checklist self-report and observer data are presented 

below. Analyses served to answer questions regarding the manifestations of risk factors 

and more specifically, the processes of change over time in the risk-related behaviours 

that participants engaged in as they progressed through treatment. These questions 

included overall differences between self-report and observer reports within each of the 

risk factors, in addition to differences between each of the four domains addressed 

within the RSVP. The relative frequencies of each risk factor’s behavioural 

manifestations are explored, with comparisons drawn between participant self-report 

and custodial officer observations of these behaviours on average throughout treatment 

(i.e., without taking into consideration the changes over time). The group-level changes 

in relation to the psychological domains are presented next, providing an overall 

perspective of the ways in which the group changed over the course of treatment. 

Participant self-report and custodial officer observations are each explored. After these 

group-level changes are presented, the data are further described at the individual-level, 

with analyses providing greater depth of information about the ways in which 

individuals changed or did not change in different domains.  

4.3.1.1 Comparison between reports of behaviours. Overall, the binomial tests 

revealed that there was a significant association between participant and custodial 

officer reports of the combined behavioural manifestations for each risk factor (p < 

0.01) and between the two behavioural manifestations of each risk factor (p < 0.01). 

That is, there was a greater likelihood of both participants and custodial officers 

similarly reporting the presence or otherwise of the behaviours, than of conflicting 

reports. Likewise, within the comparison between the two behavioural manifestations of 

each risk factor, there was a greater likelihood that the two behaviours were similarly 

reported as ‘never’ or ‘ever’ being present, than the presence of one behaviour but not 

the other being reported.  

The contingency table results revealed no significant associations between any 

individual participant and custodial officer behavioural observations of the risk factors. 

Despite the failure to find any individual associations, some of the data from some of 

the contingency tables deserve additional discussion.  

One example of a non-significant association is in relation to Sexual Deviance. In 

Study 1, relative to other risk factors, clinicians appeared to have more difficulty 

identifying its behavioural manifestations. A similar difficulty would be expected for 
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custodial officers’ observations, compared with participant self-report. However, for the 

negative behavioural manifestations, 0/6 who self-reported ever engaging in the 

collection of inappropriate images or inappropriate sexual arousal were ever observed 

engaging in these behaviours, while 1/11 who never self-reported engaging in these 

behaviours were ever observed by custodial officers to do so (p = 1.00).  

As seen in Table 27, there were several comparisons that could not be computed. 

Within these comparisons, at least one of the variables was a constant, such that every 

data point either had a code of 0 or 1. This situation occurred for one of the negative 

behaviour comparisons and all but three of the positive behaviour comparisons between 

participants and custodial officers. For seven of the 17 comparisons in which there was 

a constant, both the participant and custodial officer observations represented a 

constant; on eight occasions, it was only the participants’ observations that were 

reported as a constant; and, on one occasion, only the custodial officers’ observations 

represented a constant. For all these comparisons, the constant was the ‘ever’ observed 

variable; that is, the behaviour was reported at one time point at least. 
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Table 27. Comparison between Participants’ and Custodial Officers’ Reports of Each 

Risk Factor 

Risk Factor Negative Behaviour p  Positive Behaviour p  
Extreme Minimisation or Denial 0.60 N/A 
Attitudes that Support or Condone 
Sexual Violence 

0.21 N/A 

Problems with Self Awareness 0.12 N/A 
Problems with Stress or Coping N/A N/A 
Problems Resulting from Child 
Abuse 

1.00 N/A 

Sexual Deviance 1.00 0.47 
Psychopathic Personality Disorder 1.00 N/A 
Major Mental Illness 1.00 N/A 
Problems with Substance Abuse 1.00 0.15 
Violent or Suicidal Ideation 0.59 0.60 
Problems with Intimate 
Relationships 

1.00 N/A 

Problems with Non-Intimate 
Relationships 

1.00 N/A 

Problems with Employment 0.34 N/A 
Non-Sexual Criminality 0.52 N/A 
Problems with Planning 1.00 N/A 
Problems with Treatment 0.60 N/A 
Problems with Supervision 0.10 N/A 
Interpersonal Aggression 0.54 N/A 
Offence Planning 1.00 N/A 

Note. * = p < 0.05; ** = p < 0.01; N/A = comparison could not be computed as one of 
the variables was a constant. 

 

The results in Table 27 combined the two negative behaviours for each risk factor 

manifestation with each other, and the two positive behaviours for each risk factor 

manifestation with each other. Hence, any differences between the reporting of these 

two behaviours were potentially concealed. Therefore, another set of analyses was 

conducted to determine whether there was an association between participants’ and 

custodial officers’ tendency to report one of the two behavioural manifestations in each 

pair (i.e., the two negative behavioural manifestations of each risk factor and the two 

positive behavioural manifestations of each risk factor). These analyses could indicate 

whether for each risk factor, one of the two behaviours was a more sensitive measure of 

the risk factor than was the other behaviour. 

As seen in Table 28, similar to the previously reported analyses, all but four of the 

participant self-report positive behavioural manifestation comparisons could not be 

computed because at least one of the two variables was a constant. These behaviours 
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were constant because they were classified as having ‘ever’ been engaged in (i.e., they 

were all coded as 1 because there was at least one time point during which they were 

reported to have occurred) for all participants. There was one risk factor for which both 

the two negative behavioural manifestations were classified as constants due to 

custodial officers ‘never’ observing the behaviours in any participants. This risk factor 

was Sexual Deviance.  

Within the negative behavioural manifestations, there were five significant 

associations through participant self-report and four significant associations through 

custodial officer observations. Within the positive behavioural manifestations, there 

were no significant associations through participant self-report as the majority of 

analyses could not be computed, while there were four significant associations through 

custodial officer observations.  

The majority of the significant associations between the two behavioural 

manifestations were for either the risk factor’s negative behaviours or positive 

behaviours. However, there was a significant association between both the two negative 

behavioural manifestations and between the two positive behavioural manifestations, 

for two risk factors, as observed by custodial officers: Problems with Treatment and 

Interpersonal Aggression. An example of these significant associations is provided 

below for Interpersonal Aggression.  

Within the negative behavioural manifestations, there was a strong association 

between intimidation of others and verbal aggression, with 5/5 of those who ever 

displayed intimidation of others also displaying verbal aggression, as compared with 

just 1/14 of those who never displayed intimidation displaying verbal aggression (p < 

0.01). Within the positive behavioural manifestations, there was a strong association 

between appropriate interactions and assertive communication, with 12/13 of those who 

ever displayed appropriate interactions also displaying assertive communication, as 

compared with 0/6 of those who never displayed appropriate interactions displaying 

assertive communication (p < 0.01).  

An example of a non-significant association is from custodial officer observations 

of the two negative behavioural manifestations of Problems with Stress or Coping. 

Within Study 1, behavioural manifestations of this risk factor appeared more easily 

identifiable than were manifestations of some of the other risk factors. It may be 

expected that custodial officers would observe the two behavioural manifestations with 

similar ease. Within this risk factor, 9/10 of those who ever displayed fluctuating 
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emotions also displayed withdrawal/isolation, as compared with 8/9 of those who never 

displayed fluctuating emotions ever displayed withdrawal/isolation (p = 1.00).  

In order to adjust for multiple comparisons and the potential for Type I errors, the 

Bonferroni correction was applied, such that the 0.05 significance level was divided by 

the number of comparisons conducted, i.e., 76. This adjustment required p values to be 

less than 0.00066 in order to attain statistical significance. With this adjustment, those 

results that had demonstrated significance were no longer significant. 
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Table 28. Comparison between Two Behaviours of Each Risk Factor 

Risk Factor Negative Behaviour p  Positive Behaviour p  
 Participant Custodial 

Officer 
Participant Custodial 

Officer 
Extreme Minimisation or 
Denial 

0.34 0.39 N/A 0.27 

Attitudes that Support or 
Condone Sexual Violence 

1.00 1.00 N/A 0.04* 

Problems with Self 
Awareness 

0.05* 0.07 N/A N/A 

Problems with Stress or 
Coping 

1.00 1.00 N/A 0.11 

Problems Resulting from 
Child Abuse 

0.19 0.30 N/A 1.00 

Sexual Deviance 0.35 N/A 0.06 <0.01** 
Psychopathic Personality 
Disorder 

0.23 0.02* N/A 0.32 

Major Mental Illness 1.00 0.37 0.18 N/A 
Problems with Substance 
Abuse 

N/A 0.05* 0.54 N/A 

Violent or Suicidal 
Ideation 

0.23 0.32 0.33 1.00 

Problems with Intimate 
Relationships 

0.25 1.00 N/A 0.16 

Problems with Non-
Intimate Relationships 

0.01** 1.00 N/A N/A 

Problems with 
Employment 

<0.01** 0.30 N/A N/A 

Non-Sexual Criminality 0.16 1.00 N/A N/A 
Problems with Planning 0.05* 1.00 N/A 1.00 
Problems with Treatment 0.64 0.05* N/A 0.05* 
Problems with Supervision 0.05* 0.57 N/A N/A 
Interpersonal Aggression 0.08 <0.01** N/A <0.01** 
Offence Planning 0.06 1.00 N/A 1.00 

Note. * = p < 0.05; ** = p < 0.01; N/A = comparison could not be computed as one of 
the variables was a constant. 

 

In summary, these results provided comparisons between behavioural 

observations of each risk factor for participants and custodial officers. Two primary 

groups of analyses were conducted, to determine whether there were associations 

between: participants’ and custodial officers’ observations; and, the two behavioural 

manifestations of each risk factor. The overall results revealed significant effects, such 

that across all the comparisons, there was a greater likelihood of both participants and 

custodial officers similarly reporting the behaviours as ‘never’ or ‘ever’ occurring, than 

of conflicting reports between participants and custodial officers. Further, there was a 
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greater likelihood of the two behavioural manifestations of each risk factor being 

reported as ‘never’ or ‘ever’ occurring, than one behaviour but not the other behaviour 

occurring. 

The individual contingency table results for the first group of analyses revealed no 

significant associations. Within the second group of analyses, there were five significant 

associations within the negative behavioural manifestations; however, after adjusting 

for multiple comparisons, there were no significant associations. One finding was that 

many analyses could not be computed due to at least one variable representing a 

constant. The majority of these analyses involved positive behaviours, in which 

participants reported ‘ever’ engaging; that is, there were no positive behaviours within 

these analyses, for which participants reported no occurrences.  

4.3.1.2 Group-level participant self-reported change. Change over time will 

first be described according to participant self-report. In order to determine whether 

missing data influenced the results of the self-report data at the group-level, three sets of 

analyses were conducted: (1) the first analysis included data from all participants, 

regardless of the presence of missing data; (2) the second analysis excluded two 

participants, both of whom withdrew from participation in the research after a week of 

data collection. The absence of these participants did not alter the results, with the same 

domains demonstrating significant change over time as with all participants included; 

and, (3) the third analysis excluded an additional two participants who only contributed 

to three and four weeks of data collection respectively. The results of these analyses 

reflected that while the p value decreased for those domains that did not demonstrate 

significant change over time, it did not alter whether the result was statistically 

significant or not. Therefore, the results including all participants are presented. 

As displayed in Table 29, the results revealed (from participants’ self-report) a 

change over time in the Psychological Adjustment domain, such that positive 

behaviours increased and negative behaviours decreased. Within the remaining three 

domains, there was an increase in positive behaviours over time, with no significant 

change in negative behaviours.  
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Table 29. Participant Self-Report of Group-Level Change in Each Domain throughout 

Treatment 

Domain b p  
Psychological Adjustment Negative < 0.01 0.01* 
Mental Disorder Negative < 0.01 0.67 
Social Adjustment Negative < 0.01 0.35 
Manageability Negative < 0.01 0.41 
Psychological Adjustment Positive < -0.01 < 0.01** 
Mental Disorder Positive < -0.01 < 0.01** 
Social Adjustment Positive < -0.01 < 0.01** 
Manageability Positive < -0.01 < 0.01** 

Note. These coefficients are based on the reciprocal value of the quartile as described in 
the Method section; * = p < 0.05; ** = p < 0.01. 

 

These same findings are also presented in graphical form through Figures 1 and 2, 

in order to provide greater clarity regarding the patterns in behavioural frequency 

changes over time. That is, the frequencies of positive and negative behaviours over 

time in treatment through participant self-report, are presented in Figures 1 and 2 

respectively. The time frame used in these figures was the mean number of weeks 

participants remained in treatment (M = 45). The frequencies on the Y-axis refer to the 

quartiles used in the analyses, after the coefficients’ reciprocal values were reversed. 

Despite not achieving statistical significance, the negative behaviours within Mental 

Disorder, Social Adjustment and Manageability appeared to show a trend towards a 

decrease over time (see Figure 1). As indicated, all domains achieved statistically 

significant increases in relation to positive behaviour; as seen in Figure 2, 

Manageability appeared to demonstrate the most prominent increase over time.  None of 

the covariates described in section 4.2.5.1.3 (p. 168) had a significant impact on 

behaviours exhibited in treatment as reflected through participant self-report. 
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Figure 1. Participant self-report of group-level change in each negative domain 
throughout treatment.  
 

 

  
Figure 2. Participant self-report of group-level change in each positive domain 
throughout treatment.  
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4.3.1.3 Group-level custodial officer observed change. Due to the number of 

different observers, analyses were conducted to determine whether there was a 

difference between individual custodial officers’ observations of participants’ change 

over time. This comparison was conducted by using a base category for the custodial 

officer with the majority of observations, against which to compare each custodial 

officer’s observations.  

The results presented in Table 30 reflect the difference between each custodial 

officer’s observations and the observations of the excluded custodial officer (i.e., the 

base category). There was a significant difference between custodial officers’ 

observations of participants’ behaviour over time. Specifically, of the 10 observers, 

compared with the custodial officer excluded as the base category, three reported 

significantly different observations in the Psychological Adjustment and Mental 

Disorder negative domains, one reported significantly different observations in the 

Social Adjustment negative domain, and six of the observers had significant differences 

in the Manageability negative domain.  

Five observers displayed significant differences within all four positive domains. 

Two observers were significantly different in three of the four positive domains, while 

the remaining three observers had either one or two significant differences within the 

domains. Observers 6, 8, and 9, who demonstrated significant differences in the fewest 

domains, completed the fewest checklists (0.37%, 0.18% and 0.18% respectively).  
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As presented in Table 31, at a univariate level, participants’ positive behaviour 

was observed to increase over time within all domains. However, there was no observed 

change in negative behaviours within Psychological Adjustment, Social Adjustment or 

Manageability. There was an observed increase in negative behaviours in Mental 

Disorder.  

Consistent with the way in which participant self-report findings were presented 

(i.e., in both tabular and graphical forms), the custodial officers’ observations are also 

presented in graphical form through Figures 3 and 4, in order to provide greater clarity. 

That is, the frequencies of custodial officers’ observations of participants’ positive and 

negative behaviours over time in treatment are presented in Figures 3 and 4 

respectively. As with Figures 1 and 2, the time frame used in these figures represented 

the mean number of weeks participants remained in treatment (M = 45). Similarly, the 

frequencies on the Y-axis refer to the quartiles used in the analyses, after the 

coefficients’ reciprocal values were reversed. Although not gaining significance, the 

negative behaviours within Psychological Adjustment and Social Adjustment tended 

towards decreasing frequencies, while Manageability demonstrated an upward trend 

such that there was a slight increase in negative behaviour over time (see Figure 3). 

Positive behaviours within Social Adjustment appeared to have a higher baseline overall 

as compared with the other three domains (see Figure 4). 

 

 
Figure 3. Custodial officer observations of group-level change in each negative domain 
throughout treatment. 
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Figure 4. Custodial officer observations of group-level change in each positive domain 
throughout treatment. 

 

Some participant information variables were included in the regression models as 

covariates, to determine whether they had an impact on changes in behavioural 

frequencies over time in treatment. As will be described, within some domains, some of 

these covariates affected behavioural change as observed by custodial officers (see 

Table 31). Specifically, participants’ victim type had an impact on behavioural change 

in treatment within the domains Mental Disorder and Manageability. On average, 

participants who offended against adult victims had a greater frequency of negative 

behaviours in this domain as compared with those who offended against children. The 

impact of victim type was also time-dependent. For participants with adult victims, 

there was a decrease in negative behaviours over time in treatment. On the other hand, 

for participants who offended against children, there was an increase in negative 

behaviours as they progressed through treatment. Within positive behaviours in both 

Social Adjustment and Manageability, the effect of the number of days between ERD 

and treatment commencement moderated the overall positive impact of treatment over 

time. 
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4.3.1.4 Participant self-report versus custodial officer observations. Overall, 

participant self-report and custodial officer observations of the frequency of behaviours 

within treatment did not statistically differ from each other in the majority of the 

domains (see Table 32). The only area with a significant difference observed between 

participants’ and custodial officers’ reports was positive behaviour within the 

Psychological Adjustment domain, such that on average, participants reported engaging 

in more positive behaviours in this domain than custodial officers reported observing.  

Regression analyses revealed that there were changes over time in the difference 

between participant self-report and custodial officer observations within the positive 

behaviours in three of the domains (see Table 32). Within Psychological Adjustment, 

Mental Disorder and Manageability, initially participant self-report and custodial officer 

observations were similar to each other. Over time, this difference increased 

significantly. Participants initially reported engaging in positive behaviours within these 

domains with greater frequency than custodial officers observed. As time in treatment 

progressed, the frequency with which participants self-reported engaging in positive 

behaviour increased significantly more than did custodial officers’ observations of these 

behaviours.  

For Psychological Adjustment, the initial difference between participants and 

custodial officers was 0.65 of a quartile. Using the average length of treatment, 45 

weeks, the difference between reported observations increased to 1.14 quartiles at the 

completion of treatment. For Mental Disorder, the initial difference between 

participants and custodial officers was 0.21 of a quartile. The difference between 

reported observations increased to 0.54 of a quartile at the completion of 45 weeks of 

treatment. For Manageability, the initial difference between participants and custodial 

officers was 0.87 of a quartile. The difference between reported observations increased 

to 1.55 quartiles at the completion of 45 weeks of treatment. 
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Table 32. Comparison between Participant Self-Report and Custodial Officer 

Observations of Behaviour 

Domain Coefficient 
(b) 

Overall 
difference p  

Coefficient 
(b) 

Difference 
over time p  

Psychological 
Adjustment Negative 

0.06 0.31 < -0.01 0.26 

Mental Disorder 
Negative 

< -0.01 0.92 < -0.01 0.91 

Social Adjustment 
Negative 

0.09 0.10 < -0.01 0.45 

Manageability 
Negative 

0.02 0.49 < -0.01 0.69 

Psychological 
Adjustment Positive 

0.13 0.04* < 0.01 < 0.01** 

Mental Disorder 
Positive 

0.02 0.64 < 0.01 < 0.01** 

Social Adjustment 
Positive 

0.11 0.12 < 0.01 0.11 

Manageability Positive 0.10 0.08 < 0.01 < 0.01** 
Note. These coefficients are based on the natural log transformation of the quartile as 
described in the method; * = p < 0.05; ** = p < 0.01. 
 

4.3.1.5 Individual-level self-reported and observed change. To gain a more 

detailed understanding of change over time in treatment, each participant’s behavioural 

change was analysed through self-report data and custodial officer observations. Due to 

the multiple comparisons conducted within these analyses, there is an increased 

likelihood for the occurrence of Type I error.  

Participants more commonly reported behavioural changes than custodial officers 

observed. In addition, positive behaviours were reported to change more than were 

negative behaviours. Some individual participants changed across all domains while 

others made fewer changes. The results can be seen in Tables 33-36. 

Within self-reported negative behaviour (see Table 33), one participant out of the 

17 for whom analyses could be conducted reported an increase in behavioural frequency 

across all domains. No participants reported a decrease in all domains. Within self-

reported positive behaviour (Table 34), three participants reported an increase in all 

domains and two participants reported a decrease in all domains. There were no 

participants who self-reported changes across all negative and positive domains. Seven 

participants self-reported no change within any negative domains, while five 

participants self-reported no change within any positive domains. Three of these 

participants were common across the negative and positive domains; that is, three 
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participants from the seven who reported no change in the negative domains similarly 

reported no change in the positive domains. 

The domain with the largest number of participants self-reporting an increase in 

the frequency of negative behaviour was Manageability (n = 3); this domain also had 

the lowest number of participants self-reporting a decrease in the frequency of positive 

behaviour (n = 2). The remaining three domains had three participants each who self-

reported a decrease in positive behaviour; the three participants whose negative 

behaviour increased in Manageability were not the same participants as those whose 

positive behaviour decreased in the other three domains. There was overlap within those 

participants whose positive behaviour decreased across the three domains; two of these 

participants were those who reported a decrease across all positive domains, and one 

participant reported a decrease in Psychological Adjustment and Social Adjustment. 
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Custodial officers did not report any of the 19 participants to increase or decrease 

their negative behaviours across all domains (Table 35). One participant was observed to 

increase his positive behaviours in all domains, with no participants observed to decrease 

these positive behaviours in all domains (Table 36). 

According to custodial officer observers, 10 participants did not make any 

significant changes in negative behaviours across all domains over treatment. Similarly, 

10 participants did not make significant changes in positive behaviour across domains 

over treatment; six of these participants were common across both the negative and 

positive domains, such that the same six participants did not make significant changes in 

any negative or positive domains. 

According to custodial officers’ observations, three participants increased their 

negative behaviour in Social Adjustment. Three participants decreased their positive 

behaviour in Manageability; one of these participants had also self-reported an increase 

in negative behaviour in this domain. 
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4.3.2 Psychometric Measures 

The pre- and post-treatment psychometric measures were analysed at both the 

group- and individual-level. Specifically, in reference to Hypothesis 3, these analyses 

were intended to assist with determining the relation between the various measures of 

change.  

4.3.2.1 Descriptive statistics. Pre- and post-treatment descriptive statistics for the 

psychometric measures are presented in Table 37. The highest MC-SDS score was 27 

(range = 1-27, M = 13.83, SD = 7.16); therefore, no participants were excluded based 

on a tendency for positive impression management. 
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4.3.2.2 Group-level program change. As presented in Tables 38 and 39, scores 

on the BRS, BMS, LS-UCLA, SSEI, and two CISS subscales (Avoidance and 

Avoidance Social Diversion) changed significantly over participants’ time in treatment. 

Participants improved on each of these measures from pre- to post-treatment, with the 

exception of the two CISS subscales, in which participants’ use of avoidance-oriented 

coping increased from pre- to post-treatment.  

In relation to the psychological domains into which each psychometric measure 

was classified, there were some changes within Psychological Adjustment and Social 

Adjustment but these changes were not common across measures within the domains. 

There was no significant change in the domain Mental Disorder, as represented through 

the WSFQ. 
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Table 39. Group-Level Change through Pre- to Post-Treatment Psychometric Measures 

Measure Z Significance 
Psychological Adjustment   

Bumby Molest Scale -1.97 0.05* 
Coping Using Sex Inventory -0.64 0.52 

Mental Disorder   
Wilson Sexual Fantasy Questionnaire 
(Impersonal subscale) 

-0.71 0.48 

Wilson Sexual Fantasy Questionnaire 
(Sadomasochism subscale) 

-0.15 0.88 

Social Adjustment   
Social Intimacy Scale -0.72 0.47 

Note. * = p < 0.05. 
 

4.3.2.3 Individual-level change. The group-level change analyses reflected that 

overall, participants improved on some measures through treatment, but there was also 

deterioration observed in others. The most common result amongst these measures was 

that there was no observed change over time in treatment. A more comprehensive 

representation of change can be gained through exploring change at the individual-level. 

A common method by which to explore individual-level change in psychometric 

measures is to calculate reliable and clinically significant change, as described in 

section 4.2.5.2.2 (pp. 175-176). Both reliable and clinically significant change results 

will be described in two forms: by participant for each psychometric measure; and, by 

psychometric measure. 

Indices of reliable and clinically significant change are presented in Table 40, per 

participant. In other words, the change category each individual participant attained is 

provided for each psychometric measure. Within each participant’s self-report, changes 

were made in some measures and not in others. This inconsistency was similarly 

apparent in the psychological domains, such that participants’ change was not confined 

to certain domains. These results will be further outlined below, with some key findings 

in relation to both reliable and clinically significant change per participant provided. 

Notably, each participant’s change profile was complex and idiosyncratic; this concept 

will be considered in section 4.4 and implications will be explored.  

In relation to both reliable and clinically significant change, participants generally 

did not improve on the BRS, BMS and CISS subscales. In terms of clinically significant 

change, for the BRS and BMS, a common pattern was for participants’ scores to be in 

the functional range pre-treatment, whereas for the CISS, participants remained in the 

dysfunctional range post-treatment. Three participants who improved on the CUSI also 
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improved on the LS-UCLA. There was a lack of consistency in levels of clinically 

significant change across the four WSFQ subscales within participants; that is, 15 

participants demonstrated different levels of pre- to post-treatment change across the 

four subscales.  

Including each CISS and WSFQ subscale as a distinct measure, the largest 

number of measures any participant made clinically significant improvements on, was 

five out of 15 (n = 3). One participant improved on four measures, three participants 

improved on two measures, and six participants improved on one measure. On the other 

hand, the largest number of measures on which any participant demonstrated 

deterioration was three out of 15 (n = 2). One participant deteriorated on two measures 

and five participants deteriorated on one measure. 

 Within these changes, the majority of participants (n = 14) demonstrated either 

only improvement or only deterioration on those measures for which clinically 

significant change was observed. Three participants demonstrated improvement on one 

measure and deterioration on another measure, while one participant demonstrated 

improvement on five measures and deterioration on one measure. One participant 

demonstrated no reliable or clinically significant change on any measures. 
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As indicated previously, reliable and clinically significant change indices were 

also calculated for each psychometric measure. These results are described below, in 

relation to the number of participants whose outcomes met the criteria for each change 

category. 

4.3.2.3.1 Reliable change. RCI were calculated for each psychometric measure. 

As shown in Table 41, more than a quarter of the participants (n = 5) demonstrated 

reliable change in the CUSI and LS-UCLA. None of the participants improved on two 

of the CISS subscales, Avoidance and Avoidance Distraction; one participant 

deteriorated in the Avoidance subscale while all 18 participants remained unchanged in 

the Avoidance Distraction subscale. Deterioration was highest for the SIS and WSFQ 

Intimate (n = 4), while two participants deteriorated according to the WSFQ 

Sadomasochism and one participant deteriorated according to the CUSI, CISS Emotion, 

CISS Avoidance, and WSFQ Impersonal. 

 

Table 41. Number of Participants who Made Reliable Changes per Psychometric 

Measure 

Measure Improved n  
(%) 

No Change n 
(%) 

Deteriorated n 
(%) 

Psychological Adjustment    
Bumby Rape Scale 4 (22.22) 14 (77.78) 0 (0) 
Bumby Molest Scale 2 (11.11) 16 (88.89) 0 (0) 
CISS Task-Oriented Coping 2 (11.11) 16 (88.89) 0 (0) 
CISS Emotion-Oriented 

Coping 
3 (16.67) 14 (77.78) 1 (5.56) 

CISS Avoidance 0 (0) 17 (94.44) 1 (5.56) 
CISS Avoidance Distraction 0 (0) 18 (100) 0 (0) 
CISS Avoidance SD 2 (11.11) 16 (88.89) 0 (0) 
Coping Using Sex Inventory 5 (27.78) 12 (66.67) 1 (5.56) 

Mental Disorder    
WSFQ Intimate 3 (16.67) 11 (61.11) 4 (22.22) 
WSFQ Impersonal 1 (5.56) 16 (88.89) 1 (5.56) 
WSFQ Exploratory 2 (11.11) 16 (88.89) 0 (0) 
WSFQ Sadomasochism 2 (11.11) 14 (77.78) 2 (11.11) 

Social Adjustment    
Loneliness Scale-UCLA 5 (27.78) 13 (72.22) 0 (0) 
Social Intimacy Scale 2 (11.11) 12 (66.67) 4 (22.22) 
Social Self Esteem Inventory 3 (16.67) 15 (83.33) 0 (0) 

Note. CISS = Coping Inventory for Stressful Situations; Avoidance SD = Avoidance 
Social Diversion subscale; WSFQ = Wilson Sexual Fantasy Questionnaire. 
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4.3.2.3.2 Clinically significant change (CSC). Table 42 shows the proportion of 

participants in each CSC category for each psychometric measure. As outlined in the 

Method section, the following category labels are used: Improved = reliable change but 

remained in dysfunctional range; Recovered = moved from dysfunctional to functional 

range; Unchanged = no reliable change; Deteriorated = post-treatment score 

significantly worse than pre-treatment and remained in dysfunctional range; and, 

Already okay = in functional range pre- and post-treatment. 

Between one and five participants recovered on nine of the 15 measures pre- to 

post-treatment. Additionally, between one and three participants deteriorated on eight of 

the 15 measures over the course of treatment. On average across the measures, 

approximately nine of the participants remained unchanged (i.e., remained in the 

dysfunctional range post-treatment) and approximately six were already at a functional 

level pre-treatment.  

In relation to specific measures, almost all participants (n = 16) were already in 

the functional range pre-treatment on the BRS and, therefore, did not demonstrate 

clinically significant change. Eight participants did not demonstrate clinically 

significant change on the BMS because they were already in the functional range pre-

treatment, with the same number remaining in the dysfunctional range pre- and post-

treatment. No participants were in the functional range pre-treatment on the CUSI or 

WSFQ Sadomasochism subscale.  

There was a combination of improvement and deterioration within the WSFQ 

subscales. However, the five improvements seen in Table 42 were from only two 

participants, with one participant demonstrating improvement in all four subscales. Two 

other participants demonstrated that they recovered on two of the subscales (Intimate 

and Exploratory). Three participants demonstrated that they deteriorated in some of the 

WSFQ subscales, with all three of these participants deteriorating in the WSFQ 

Intimate.  

Three participants recovered in the CISS Emotion subscale, and one participant 

improved while another recovered in the CISS Task subscale; however, no participants 

improved in any of the CISS Avoidance subscales. More detailed information in 

relation to the RCI results for the CISS Avoidance Distraction subscale (i.e., none of the 

participants made changes in either direction through treatment) was gained through the 

CSC results. That is, the absence of change over time for any participants was due to 12 
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participants remaining in the dysfunctional range pre- to post-treatment and six 

participants remaining in the functional range pre- to post-treatment.  

Five participants recovered in the LS-UCLA, while the majority were either 

functional pre-treatment (n = 7) or remained dysfunctional pre- to post-treatment (n = 

6). No participants deteriorated on this measure from pre- to post-treatment.  
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4.3.3 Treatment Gain: Short Scale and Relation to Psychometric Measures 

Therapists’ ratings for participants on the Treatment Gain scale ranged from 4 to 

23 (M = 16.7, SD = 5.13).  

Table 43 outlines for each participant, the number of psychometric measures that 

met the criteria for each CSC category, alongside the Treatment Gain scale score and 

the number of standard deviations from the mean, for each participant’s Treatment Gain 

score. It identifies the rating provided by both a custodial officer and the participant’s 

therapist on the SBRG, as either Satisfactory or Unsatisfactory. Correlational analyses 

were conducted to determine the relation between each CSC category and the Treatment 

Gain scores, which relates to Hypothesis 3. Participants 7 and 13 were excluded from 

these correlational analyses, as their data were incomplete. There was a significant 

positive correlation between the number of psychometric measures on which 

participants were rated as having recovered and their Treatment Gain scores (r = 0.63, p 

= 0.01). This correlation demonstrates that a higher Treatment Gain score was strongly 

associated with having recovered on more psychometric measures. There were no other 

significant correlations between CSC category and Treatment Gain scores. 

Two participants achieved the highest Treatment Gain score in the sample (23 out 

of 24). These participants demonstrated that they recovered on three and four 

psychometric measures respectively. The participant who achieved the lowest 

Treatment Gain score (4 out of 24) improved on one measure, with the remainder of 

measures falling in the unchanged and already okay categories. Two participants 

deteriorated on three measures each; the Treatment Gain score was unavailable for one 

of these participants and the other scored 18 out of 24, which was 0.25 SD above the 

mean. 

One participant, who scored 13 out of 24 on the Treatment Gain scale (0.73 SD 

below the mean), improved on five measures. This improvement reflected significant 

positive changes pre- to post-treatment, but he remained in the dysfunctional range for 

those measures post-treatment. He deteriorated on one measure, with the remainder in 

the unchanged (seven) and already okay (two) categories. 

All participants gained a Satisfactory rating on the SBRG as rated by their 

therapist. A custodial officer rated one participant as Unsatisfactory. The inter-rater 

reliability could not be calculated for the SBRG ratings, because all the therapist ratings 

were the same. 
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4.3.4 Correspondence Between Change Measures  

Each participant’s change across the behavioural checklists, psychometric 

measures, Treatment Gain scale and SBRG, is described below. This description 

includes comment on the similarities and differences between the various measures. 

This process provided further insight into the final aim of the current research, which 

was to determine whether the frequency of dynamic risk factors and prosocial 

equivalent behaviours change over the course of treatment and whether changes in these 

behaviours corresponded with other markers of change, such as reliable and clinically 

significant change in the psychometric measures used in pre- and post-treatment testing, 

and the Treatment Gain scale and SBRG. The changes observed within the RSVP 

domains are provided in relation to the behavioural checklists and psychometric 

measures, with reports on both the negative and positive behaviours. Comparisons are 

also drawn between participant self-report and custodial officer observations. 

4.3.4.1 Participant 1. In relation to change over time based on the self-report 

behavioural checklists, Participant 1 demonstrated a decrease in negative behaviours 

within Psychological Adjustment and Mental Disorder, but no change in the other 

negative domains or any of the positive domains. Custodial officer observations 

reflected different results, with an increase in positive behaviours within Social 

Adjustment.  

This participant achieved reliable change in four psychometric measures: CUSI; 

LS-UCLA; SSEI; and, CISS (Emotion-Oriented Coping subscale). The parallel results 

for his clinically significant change reflect an improvement in the CUSI and recovered 

in the LS-UCLA, SSEI and CISS (Emotion-Oriented Coping subscale). He did not 

achieve reliable change in any other psychometric measures. In relation to the BRS and 

BMS, this lack of reliable change was consistent with his clinically significant change 

results, which reflected he was already in the functional range pre-treatment. He did not 

demonstrate deterioration in any of the psychometric measures, which is also consistent 

with his self-report and custodial officer observations within the behavioural checklists, 

such that there were no domains in which he demonstrated significant change in an 

unexpected direction (i.e., increase in negative behaviour or decrease in positive 

behaviour).  

Comparing the psychometric measure results with the behavioural checklist 

results in relation to the psychological domains reveals similarities. Changes were 

observed through both these measures within the domains of Psychological Adjustment 
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and Social Adjustment. He scored 23 out of 24 on the Treatment Gain scale, which was 

1.22 SD above the mean. Both his treating psychologist and a custodial officer provided 

an overall rating of Satisfactory on the SBRG. There was congruence between his 

positive changes within the psychometric measures and behavioural checklists, and his 

ratings on the Treatment Gain scale and SBRG. 

4.3.4.2 Participant 2. Participant 2 did not self-report any significant change over 

time in treatment within any of the psychological domains through completion of the 

self-report behavioural checklists. Custodial officer observations reflected a decrease in 

negative behaviours within Psychological Adjustment. There was also a decrease in 

positive behaviours within Mental Disorder and Manageability. He did not achieve 

reliable change in a positive direction in any of the psychometric measures. He 

demonstrated deterioration over time in treatment within two subscales of the CISS 

(Avoidance-Oriented Coping and Avoidance Social Diversion). His deterioration in 

these two subscales was also clinically significant. This participant did not demonstrate 

clinically significant change over time within the BRS, LS-UCLA, CISS (Task-

Oriented Coping subscale), WSFQ (Intimate subscale) or WSFQ (Exploratory subscale) 

as he was already in the functional range pre-treatment.  

The results of the behavioural checklists and the psychometric measures can be 

compared: an apparent difference between these two measures of change was that his 

attitudes measured within the domain Psychological Adjustment appeared to 

deteriorate, whereas his behaviour within this domain improved according to custodial 

officer observations. This participant received a score of 12 out of 24 in the Treatment 

Gain scale, which was 0.92 SD below the mean. He was rated as Satisfactory on the 

SBRG by both his treating therapist and a custodial officer. There was some congruence 

between his psychometric measure results, behavioural checklists, and Treatment Gain 

scale results; however, these differed from the ratings he received on the SBRG. 

4.3.4.3 Participant 3. In relation to the behavioural checklists, participant self-

report reflected an increase in positive behaviours within each domain. However, there 

were no significant decreases in negative behaviours over time. Custodial officers did 

not report any behavioural changes over time in treatment. Participant 3 demonstrated 

reliable change in the BRS and SIS pre- to post-treatment. His reliable change in the 

SIS was also clinically significant, such that he recovered. On the other hand, his 

reliable change in the BRS did not reflect clinically significant change, as he was 

already in the functional range pre-treatment. He did not reliably change in any other 
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psychometric measures. He was already in the functional range pre-treatment within the 

BMS and CISS (Task-Oriented Coping subscale).  

Comparing the behavioural checklist results with the psychometric measures 

reflected a difference between the changes associated with each psychological domain. 

The clinically significant change observed through the SIS is related to the Social 

Adjustment domain; however, no significant change was observed in the other 

psychometric measures, which suggests attitudes related to the other domains was 

similarly static over time. This is contrary to his self-reported behavioural change; 

however, it appears more similar to the custodial officer observations.  

Participant 3 scored 22 out of 24 in the Treatment Gain scale, which was 1.03 SD 

above the mean. Both his therapist and a custodial officer rated him as Satisfactory 

overall while in treatment according to the SBRG. There was some congruence between 

his changes within the psychometric measures and behavioural checklists, and his 

Treatment Gain scale and SBRG ratings. 

4.3.4.4 Participant 4. In relation to the behavioural checklists, within the 

Psychological Adjustment domain, there was a decrease in negative behaviours and a 

corresponding increase in positive behaviours according to participant self-report. There 

was no corresponding change in custodial observations of these behaviours. He also 

self-reported an increase in positive behaviours within Manageability. Custodial officers 

reported an increase in negative behaviours within Social Adjustment, which provides a 

contrast with the self-reported attitudes demonstrated through the LS-UCLA and SSEI, 

both of which were classified as measuring Social Adjustment. That is, Participant 4 

demonstrated reliable change in the LS-UCLA and SSEI measures. This reliable change 

manifested as having recovered in the LS-UCLA (i.e., moving from the dysfunctional 

range pre-treatment to the functional range post-treatment), whereas he remained in the 

dysfunctional range post-treatment in the SSEI. He was already in the functional range 

in several of the measures: BRS; BMS; CISS (Task-Oreiented Coping subscale, 

Emotion-Oriented coping subscale and Avoidance Distraction subscale); and, WSFQ 

(Intimate, Impersonal, and Exploratory subscales).  

Participant 4 received a score of 17 out of 24 on the Treatment Gain scale, which 

was 0.05 SD above the mean. Both his therapist and a custodial officer rated him as 

Satisfactory overall on the SBRG. There was some congruence between his changes 

within the psychometric measures and behavioural checklists, and his Treatment Gain 

scale and SBRG ratings. 
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4.3.4.5 Participant 5. Within the behavioural checklists, based on participant 

self-report, there was an increase in negative behaviours within Mental Disorder, Social 

Adjustment and Manageability, with no significant changes over time in positive 

behaviours within any domain. These results are in contrast to the results obtained from 

the psychometric measures, which demonstrated improvement in the psychological 

domains of Psychological Adjustment and Mental Disorder. His improvement in Mental 

Disorder based on the psychometric measures was similar to custodial officers’ 

observations of an increase in positive behaviours within this domain.  

Specifically, Participant 5 made reliable change in the following psychometric 

measures: BRS; BMS; CUSI; LS-UCLA; and, WSFQ (Intimate subscale). These 

changes were paralleled through clinical significance for the BRS, LS-UCLA, and 

WSFQ (Intimate subscale). He was already within the functional range in the CISS 

subscales of Emotion-Oriented Coping and Avoidance-Oriented Coping.  

He received a score of 19 out of 24 for the Treatment Gain scale, which was 0.44 

SD above the mean. He received an overall rating of Satisfactory on the SBRG from 

both his treating therapist and a custodial officer. Overall, his self-reported behavioural 

checklist results were in contrast to the psychometric measure results and the ratings he 

received for the Treatment Gain scale and SBRG. 

4.3.4.6 Participant 6. Within the behavioural checklists, there were no self-

reported significant changes over time. This lack of reported change is consistent with 

the results obtained from some psychometric measures, in which he was already in the 

functional range pre-treatment. Observations from custodial officers reflected an 

increase in negative behaviours in Social Adjustment. These behavioural checklist 

results differ from the psychometric measures, in which there was no observed 

deterioration pre- to post-treatment. He remained in the dysfunctional range in the 

remaining psychometric measures. Specifically, in relation to the psychometric 

measures, Participant 6 demonstrated reliable change in the BMS, with this change 

similarly clinically significant. Likewise, these results were gained in the LS-UCLA, 

SSEI and CISS (Emotion-Oriented Coping subscale). He also demonstrated reliable 

change in the WSFQ (Sadomasochism subscale); however, post-treatment, he remained 

in the dysfunctional range. He was already in the functional range pre-treatment within 

the following measures: BRS; SIS; CISS (Avoidance-Oriented Coping and Avoidance 

Distraction subscales); and, WSFQ (Intimate subscale).  
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Participant 6 received a score of 23 out of 24 in the Treatment Gain scale, which 

was 1.22 SD above the mean. Both his treating therapist and a custodial officer 

provided an overall rating of Satisfactory on the SBRG. His limited change in the 

psychometric measures and behavioural checklists through self-report, and deterioration 

in custodial officer observations within the behavioural checklists, are in contrast to the 

results obtained from the Treatment Gain scale and SBRG. 

4.3.4.7 Participant 7. There were no behavioural changes observed within the 

behavioural checklists either through self-report or custodial officer observations. There 

were only four weeks of data collection, which decreased the potential for identification 

of change over time. Consistent with his behavioural checklist results, Participant 7 did 

not achieve reliable or clinically significant change in the majority of psychometric 

measures, such that he remained in the dysfunctional range post-treatment in the 

majority of measures. On the other hand, he was already in the pre-treatment functional 

range for the following measures: BRS; LS-UCLA; SSEI; and, CISS (Task-Oriented 

Coping subscale). He deteriorated in three of the WSFQ subscales: Intimate, 

Impersonal, and Sadomasochism. These changes were clinically significant. The 

Treatment Gain scale and SBRG were not completed for this participant. 

4.3.4.8 Participant 8. Within the behavioural checklists, participant self-report 

reflected changes in all domains. There was a decrease in both negative and positive 

behaviours within three of the four domains: Psychological Adjustment, Mental 

Disorder and Manageability; while there was also a decrease in positive behaviours 

within Social Adjustment but no change in negative behaviours. Custodial officers did 

not report changes over time in any of the domains. In relation to the psychometric 

measures, Participant 8 demonstrated reliable change in the CUSI and LS-UCLA 

measures. Although he remained in the dysfunctional range in the CUSI, he 

demonstrated clinically significant change in the LS-UCLA such that he was 

determined to have recovered pre- to post-treatment. This participant was already in the 

functional range pre-treatment in the following measures: BRS; SIS; SSEI; CISS (Task-

Oriented Coping and Avoidance Social Diversion subscales); and, WSFQ (Intimate 

subscale). He remained in the dysfunctional range post-treatment in the following 

measures: BMS; CISS (Emotion-Oriented Coping, Avoidance-Oriented Coping, and 

Avoidance Distraction subscales); and, WSFQ (Intimate, Impersonal, and Exploratory 

subscales).  
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The results of the psychometric measures and the behavioural checklists are in 

opposition. The improvement observed in the LS-UCLA reflects an improvement in 

Social Adjustment, a domain in which this participant reported a decrease in positive 

behaviours through the behavioural checklists. Additionally, the overall limited change 

portrayed through the psychometric measures was in contrast to the self-reported 

behavioural checklist results, but similar to custodial officer observations.  

Participant 8 scored 22 out of 24 in the Treatment Gain scale, which was 1.03 SD 

above the mean. Overall, he was rated as Satisfactory on the SBRG by both his treating 

therapist and a custodial officer. In general, there was limited congruence between the 

psychometric measures and behavioural checklists, and the Treatment Gain scale and 

SBRG results. 

4.3.4.9 Participant 9. Within the behavioural checklists, there was a self-reported 

decrease in positive behaviours within Psychological Adjustment and Social 

Adjustment but no changes observed by custodial officers. Participant 9 demonstrated 

reliable change in one psychometric measure, the CUSI. Despite this change pre- to 

post-treatment, he remained in the dysfunctional range at the completion of treatment. 

Within the BRS, LS-UCLA, SIS, SSEI, CISS (Emotion-Oriented Coping and 

Avoidance Distraction subscales), his absence of clinically significant change was due 

to his being in the functional range pre-treatment. Post-treatment, he maintained his pre-

treatment level of dysfunction with the other measures.  

The limited changes reported through the psychometric measures are consistent 

with the minimal behavioural changes reported through the behavioural checklists. This 

participant scored 4 out of 24 in the Treatment Gain scale, which was 2.48 SD below 

the mean. On the contrary, his overall rating in the SBRG as reported by his treating 

therapist and a custodial officer was Satisfactory. Overall, his results in the 

psychometric measures and behavioural checklists were congruent with the Treatment 

Gain scale; however, these results were inconsistent with the SBRG ratings. 

4.3.4.10 Participant 10. Within the behavioural checklists, there was a large 

amount of missing data in both self-report and custodial officer observations. According 

to participant self-report, there was an increase in positive behaviours within 

Psychological Adjustment, Social Adjustment and Manageability; there was also an 

increase in negative behaviours within Manageability. These changes were in contrast 

to the minimal self-reported changes through the psychometric measures. On the other 

hand, the absence of changes observed by custodial officers was more consistent with 
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the psychometric measures. Specifically, Participant 10 demonstrated both reliable and 

clinically significant change in a positive direction in the Task-Oriented Coping 

subscale of the CISS, but a negative change in the Emotion-Oriented Coping subscale 

of the CISS. In the remainder of the measures, he either remained in the functional 

range pre- to post-treatment (i.e., BRS, BMS, SIS, WSFQ Intimate and WSFQ 

Exploratory subscales) or remained in the dysfunctional range (i.e., CUSI, LS-UCLA, 

SSEI, the three CISS Avoidance-Oriented Coping subscales, and WSFQ Impersonal 

and Sadomasochism subscales).  

He received a score of 16 out of 24 in the Treatment Gain scale, which was 0.14 

SD below the mean. Both his treating therapist and a custodial officer reported an 

overall rating of Satisfactory on the SBRG. There was some congruence between his 

limited changes within the psychometric measures and custodial officer observations 

through the behavioural checklists, and his Treatment Gain scale score; however, these 

results were inconsistent with the SBRG ratings.  

4.3.4.11 Participant 11. In relation to the behavioural checklists, there was a self-

reported decrease in negative behaviour in Psychological Adjustment, which was in 

contrast to custodial officers’ observations of a decrease in positive behaviour in this 

domain. There was a self-reported increase in positive behaviour in Social Adjustment. 

Both self-report and custodial officer observations reflected an increase in positive 

behaviours in Manageability, but no corresponding decrease in negative behaviours. In 

contrast, custodial officer observations reflected an increase in negative behaviour in 

Mental Disorder.  

Within the psychometric measures, Participant 11 demonstrated reliable change in 

the CISS Task- and Emotion-Oriented Coping subscales. His change in the Emotion-

Oriented Coping subscale was clinically significant such that he recovered pre- to post-

treatment; however, his change in the Task-Oriented Coping subscale was not sufficient 

to improve beyond the dysfunctional range. He remained in the functional range 

throughout treatment in the following measures: BRS; BMS; the three Avoidance-

Oriented Coping subscales of the CISS; and, the Intimate and Exploratory subscales of 

the WSFQ. On the other hand, he remained in the dysfunctional range throughout 

treatment in the following measures: CUSI; LS-UCLA; SIS; SSEI; and, the Impersonal 

and Sadomasochism subscales of the WSFQ.  

The results of the psychometric measures differ from those obtained through the 

behavioural checklists, when the changes in domains are compared. In general, the 
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psychometric measures reflective of the Psychological Adjustment domain were either 

functional already or became functional, which was consistent with his self-reported 

decrease in negative behaviours measured through the behavioural checklists, but 

inconsistent with custodial officer observations. On the other hand, there was some 

consistency between self-report in the psychometric measures and behavioural checklist 

custodial officer observations in the Mental Disorder domain.  

He achieved a score of 20 out of 24 in the Treatment Gain scale, which was 0.64 

SD above the mean. He also achieved an overall rating of Satisfactory on the SBRG 

from both his treating therapist and a custodial officer. Overall, self-reported 

improvements through the behavioural checklists were the only results congruent with 

the Treatment Gain scale and SBRG ratings from staff; the minimal changes 

demonstrated through the psychometric measures and the custodial officer observations 

reported through the behavioural checklists were inconsistent with the Treatment Gain 

scale and SBRG ratings. 

4.3.4.12 Participant 12. Within the behavioural checklists, there was a self-

reported increase in positive behaviour over time in all psychological domains in 

addition to negative behaviour in Manageability. Custodial officers observed a decrease 

in negative behaviours in Mental Disorder. Participant 12 demonstrated reliable and 

clinically significant change in two psychometric measures. He improved in the SIS 

such that he had recovered pre- to post-treatment. Contrary to this result, his results in 

the WSFQ Intimate subscale suggested deterioration pre- to post-treatment. He was 

already in the functional range pre-treatment in three of the measures: BRS; SSEI; and, 

CISS (Avoidance Social Diversion subscale). He remained in the dysfunctional range 

post-treatment in the remainder of the measures.  

His recovery according to the SIS demonstrates some agreement between the 

psychometric measurement of change and behavioural checklists. However, in general, 

there was limited consistency between the results obtained from the psychometric 

measures and behavioural checklists. For instance, there was deterioration in the 

WSFQ, which falls in the Mental Disorder domain, whereas custodial officers reported 

a decrease in negative behaviours in this domain.  

His treating therapist reported a score of 17 out of 24 on the Treatment Gain scale, 

which was 0.05 SD above the mean. This score is consistent with his therapist’s report 

of an overall rating of Satisfactory on the SBRG. However, the custodial officer overall 

rating was Unsatisfactory, which is in contrast to custodial officer observations reported 
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through the behavioural checklists. This participant was the only participant to gain an 

Unsatisfactory rating on the SBRG. 

4.3.4.13 Participant 13. Within the behavioural checklists, participant self-report 

reflected an increase in negative behaviour and a decrease in positive behaviour within 

Mental Disorder. Contrary to these results, within Manageability, there was a self-

reported decrease in negative behaviour and an increase in positive behaviour. Custodial 

officers reported an increase in negative behaviour within the domain Psychological 

Adjustment. Results from the psychometric measures for Participant 13 were not 

available.  

In contrast with the reported increases in negative behaviours through the 

behavioural checklists, his treating therapist reported a score of 20 out of 24 on the 

Treatment Gain scale, which was 0.64 SD above the mean. He achieved an overall 

rating of Satisfactory on the SBRG from both his therapist and a custodial officer. 

4.3.4.14 Participant 14. The behavioural checklist results reflected a self-

reported increase in positive behaviour in all domains but Social Adjustment and no 

change in negative behaviour in any domain. This lack of change in Social Adjustment 

is consistent with his remaining in the dysfunctional range in psychometric measures in 

Social Adjustment. Custodial officers observed an increase in negative behaviour in 

Manageability. Participant 14 demonstrated reliable change in a positive direction in the 

CUSI and all WSFQ subscales. However, these changes were not clinically significant, 

such that he remained in the dysfunctional range post-treatment. He demonstrated a 

significant level of change in a negative direction in the SIS and he remained in the 

dysfunctional range pre- to post-treatment. He remained in the functional range 

throughout treatment in the BRS and CISS (Task-Oriented Coping subscale). He 

remained in the dysfunctional range throughout treatment in the BMS, LS-UCLA, 

SSEI, and CISS (Emotion-Oriented Coping and all three Avoidance-Oriented Coping 

subscales).  

In contrast to his self-reported positive changes through the behavioural 

checklists, he scored 13 out of 24 on the Treatment Gain scale, which was 0.73 SD 

below the mean. Nevertheless, he gained an overall rating of Satisfactory on the SBRG 

from both his treating therapist and a custodial officer. Overall, there was limited 

congruence between the measures of change. The behavioural checklist results from 

custodial officer observations bore some similarity to the therapist-rated Treatment Gain 

score, with both of these results in opposition to the SBRG. 
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4.3.4.15 Participant 15. Within the behavioural checklists, there was a self-

reported increase in positive behaviour in all domains. Similarly, custodial officers 

reported these changes in Psychological Adjustment and Social Adjustment. There were 

no reported changes in any negative behaviour. Participant 15 demonstrated clinically 

significant change in the BRS from pre- to post-treatment. He demonstrated reliable 

change in a negative direction in the SIS; however, he was in the functional range for 

this measure both pre- and post-treatment. He was similarly in the functional range pre- 

and post-treatment in the following measures: LS-UCLA; SIS; CISS (Task-Oriented 

Coping subscale); and, the Intimate, Impersonal, and Exploratory subscales of the 

WSFQ. On the other hand, Participant 15 remained in the dysfunctional range pre- to 

post-treatment in the following measures: BMS; CUSI; SSEI; CISS (Emotion-Oriented 

Coping and all three Avoidance-Oriented Coping subscales); and, the Sadomasochism 

subscale of the WSFQ.  

This participant’s reported increase in positive behaviours through the behavioural 

checklists was not consistent with the results obtained from the psychometric measures. 

Nevertheless, the stability in negative behaviour is consistent with the psychometric 

measures in which he remained in the dysfunctional range pre- to post-treatment. It is 

also consistent with his score of 10 out of 24 on the Treatment Gain scale, which was 

1.31 SD below the mean. However, both his treating therapist and a custodial officer 

provided him with an overall rating of Satisfactory on the SBRG. Overall, there was 

limited congruence between the measures of change. 

4.3.4.16 Participant 16. According to the behavioural checklist results, 

participant self-report reflected a decrease in positive behaviours within all domains. 

Contrary to these self-reported changes in positive behaviour, custodial officers reported 

an increase in positive behaviours in Psychological Adjustment, Social Adjustment and 

Manageability. There was also a self-reported decrease in negative behaviours within 

Psychological Adjustment and Social Adjustment.  

Within the psychometric measures, Participant 16 demonstrated an improvement 

in the WSFQ Intimate subscale; however, he was already in the functional range pre-

treatment. He similarly demonstrated an improvement in the Exploratory subscale, such 

that he improved from the dysfunctional to the functional range while in treatment. In 

the CISS (Avoidance Social Diversion subscale), he deteriorated such that he remained 

in the dysfunctional range throughout treatment and his post-treatment score was 

significantly worse than his pre-treatment score. He remained in the functional range 
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throughout treatment in the following measures: BRS; BMS; SSEI; CISS (Task-

Oriented Coping subscale); and, WSFQ (Intimate subscale). He remained in the 

dysfunctional range throughout treatment in the rest of the measures.  

There does not appear to be a consistent pattern of change within the 

psychological domains between the psychometric measures and the behavioural 

checklists. He received a score of 19 out of 24 on the Treatment Gain scale, which was 

0.44 SD above the mean. Both his treating therapist and a custodial officer provided an 

overall rating of Satisfactory on the SBRG. His Treatment Gain score and SBRG ratings 

are consistent with his observed increases in positive behaviours according to the 

behavioural checklists. 

4.3.4.17 Participant 17. The behavioural checklists reflected a self-reported 

positive change across Psychological Adjustment, such that there was a decrease in 

negative behaviour and an increase in positive behaviour. Custodial officers reported an 

increase in negative behaviours in Social Adjustment, with no self-reported significant 

changes in this domain. There was a self-reported decrease in negative behaviours in 

Manageability, with an associated increase in positive behaviours in this domain 

according to custodial officer observations.  

Participant 17 demonstrated deterioration pre- to post-treatment in the CUSI, such 

that he remained in the dysfunctional range. Although he made a reliably significant 

deterioration in the SIS and WSFQ Intimate subscale, he remained in the functional 

range within both these measures pre- to post-treatment. He was in the functional range 

for the majority of the measures both pre- and post-treatment. Those measures in which 

he remained in the dysfunctional range post-treatment were: CISS (Avoidance-Oriented 

Coping and Avoidance Social Diversion subscales) and WSFQ (Sadomasochism 

subscale). His deterioration in the CUSI, which measures characteristics within the 

Psychological Adjustment domain, was inconsistent with his self-reported behaviours 

within the behavioural checklist data.  

He received a score of 15 out of 24 for the Treatment Gain scale, which was 0.34 

SD below the mean. He received a SBRG rating of Satisfactory upon completion of 

treatment from both his treating therapist and a custodial officer. Overall, he did not 

report many changes within the psychometric measures but reported generally positive 

changes through the behavioural checklists; whereas custodial officers reported both 

positive and negative changes within the behavioural checklists, which is consistent 
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with receiving both positive and negative ratings from staff in the Treatment Gain scale 

and SBRG. 

4.3.4.18 Participant 18. No self-report data were available in relation to changes 

within domains through the behavioural checklists, as Participant 18 withdrew from the 

research too early for changes to be measured. However, based on custodial officer 

observations, he made positive changes over time. Within both Psychological 

Adjustment and Social Adjustment, there was a decrease in negative behaviour and an 

increase in positive behaviour. In addition, there was an increase in positive behaviours 

within both Mental Disorder and Manageability.  

Participant 18 demonstrated significant improvement on the BRS; however, he 

was already in the functional range pre-treatment. On the other hand, he demonstrated 

significant deterioration on the SIS and WSFQ (Intimate and Sadomasochism 

subscales), such that he remained in the dysfunctional range post-treatment. He did not 

make reliable or clinically significant change and remained in the functional range pre- 

to post-treatment for the following psychometric measures: BMS; LS-UCLA; SSEI; 

and, CISS (Task-Oriented Coping subscale). He did not make reliable or clinically 

significant change and remained in the dysfunctional range pre- to post-treatment for 

the following measures: CUSI; CISS (Emotion-Oriented Coping and all Avoidance-

Oriented Coping subscales); and, WSFQ (Impersonal and Exploratory subscales).  

The results for the psychometric measures do not reflect a pattern in relation to the 

psychological domains. However, his deterioration in the SIS and WSFQ are contrary to 

the improvements that custodial officers observed within the Social Adjustment and 

Mental Disorder domains of the behavioural checklists. Consistent with the behavioural 

checklist results, he received a score of 18 out of 24 on the Treatment Gain scale, which 

was 0.25 SD above the mean. In addition, he was given an overall Satisfactory rating on 

the SBRG from both his treating therapist and a custodial officer. Overall, his self-

reported results from the psychometric measures were inconsistent with the changes 

staff members observed through the behavioural checklists, Treatment Gain scale and 

SBRG. 

4.3.4.19 Participant 19. No self-report data were available in relation to changes 

within domains through the behavioural checklists, as Participant 19 withdrew from the 

research too early for changes to be measured. There were no significant changes in any 

domains based on custodial officer observations.  
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The lack of significant changes over time was also consistent with the 

psychometric measures. Participant 19 did not demonstrate reliable or clinically 

significant change in any of the psychometric measures pre- to post-treatment. He 

remained in the functional range for the following measures: BRS; SSEI; CISS 

(Emotion-Oriented Coping and Avoidance Social Diversion subscales); and, WSFQ 

(Intimate subscale). He remained in the dysfunctional range for the following measures: 

BMS; CUSI; LS-UCLA; SIS; CISS (Task-Oriented Coping, Avoidance-Oriented 

Coping and Avoidance Distraction subscales); and, WSFQ (Impersonal, Exploratory 

and Sadomasochism subscales).  

He received a score of 11 out of 24 on the Treatment Gain scale, which was 1.12 

SD below the mean. At the completion of treatment, he was rated as Satisfactory on the 

SBRG by both his treating therapist and a custodial officer. Overall, the results from the 

psychometric measures, observer ratings within the behavioural checklists and the 

Treatment Gain scale were congruent with each other; however, the SBRG ratings were 

inconsistent with these measures. 

 

4.4 Discussion 

The overarching aims of the current study were to determine how incarcerated 

sexual offenders’ risk factors manifest within a custody-based sexual offender treatment 

program, change over time, and are measured as a function of self-report and staff 

observations. Four assessment measures were used to monitor offenders’ behaviour and 

the process of behavioural change: behavioural checklists; pre- to post-treatment 

psychometric testing; Treatment Gain scale; and, Satisfactory Behaviour Rating Guide 

(SBRG). These four measures were selected as they are representative of a variety of 

methods by which change can be assessed.  

Interpretation of the results from this study should be made with caution due to 

the small sample size and a lack of follow-up data (e.g., recidivism). Follow-up data is 

relevant to determine whether the changes made using these methods correspond with 

an absence in recidivism. In addition, the behavioural checklist was a new measure with 

no prior empirical testing or validation. While the results should be regarded as 

tentative, they provide important information for future research into the use and further 

development of change measures in a custodial treatment program context. The results 

also have important clinical implications. 
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First, an overview of the results from this study will be provided, followed by 

more detailed interpretations in relation to each of the change measures. Practical 

implications will be outlined, with some suggestions for practitioners. Challenges and 

limitations of the current research will follow, after which, potential future research will 

be discussed. 

4.4.1 Overview of Results 

4.4.1.1 Group-level change. As per the first aim of the study, both participants 

and custodial officers reported the presence of behavioural manifestations of 

participants’ risk factors through completion of the weekly behavioural checklists. 

Some behaviour was more evident than other behaviour; for instance, custodial officers 

tended not to report negative behavioural manifestations of Sexual Deviance (e.g., 

inappropriate sexual arousal). In addition, on average, participants were more likely to 

report the presence of positive behavioural manifestations of dynamic risk factors than 

were custodial officers. 

As per the second aim, the behavioural checklists provided evidence of 

behavioural change over time in treatment, generally in the expected directions. Both 

participant self-report and custodial officer observations revealed an increase in positive 

behaviour over time within all four psychological domains. There was less consistency 

in relation to negative behaviour recorded through this measure. Further, contrary to the 

hypothesis, participants’ and custodial officers’ reports of positive behaviours within 

three domains became less consistent with each other over time.  

As per the third aim, the psychometric measures overall elicited varying group-

level change results. There did not appear to be consistency between the psychometric 

measures that reflected change over time and the RSVP domains into which the 

measures were classified; that is, within the same domains, participants made changes 

in some measures but not in other measures. Similarly, there did not appear to be 

discernible patterns in the representation of change across the four measures. While the 

Treatment Gain scale scores varied considerably between participants, therapists rated 

all participants as Satisfactory on the SBRG and custodial officers rated all but one 

participant this way. Of the four measures, the behavioural checklists provided the 

greatest depth of information about specific behavioural manifestations of risk factors 

and change over time in treatment. 

4.4.1.2 Individual-level change. Reflecting on the different levels of analysis 

conducted, it was apparent that analysing data only at the group-level led to the loss of 
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information about individual offenders in treatment. It is likely that individuals make 

changes in their attitudes and behaviours in a range of different, perhaps nuanced ways 

(for instance, within different risk areas, captured by different change measures), for a 

variety of reasons, and at different speeds. This is consistent with prior suggestions that 

the differential impact of treatment on individuals is evident through some offenders 

reoffending post-treatment whereas others desist (Beggs, 2010).  

A task that clinicians can face on a daily basis is to seek to understand whether a 

particular offender has changed. However, individual-level change is generally complex 

and often non-linear; therefore, identifying meaningful change is difficult. Davies et al. 

(2010) noted the general absence of detailed individual evaluation in the forensic field, 

with researchers tending to focus on the group-level. These authors suggested a number 

of basic requirements to determine change in an individual, including: clear 

specification of what is to be measured; measurement from multiple perspectives (e.g., 

psychometrics, behaviour, informant-report, self-report); using different methods (e.g., 

frequency counts, quality judgements); and, using atheoretical measures (i.e., not 

uniquely related to a specific model of therapy), which can demonstrate patterns of 

change over time. These requirements were fulfilled within the current study. 

The individual-level results provided a complex representation of offenders’ 

change over time. There were differences in the consistency with which changes were 

captured within and between the measures. These differences were apparent within 

individual participants’ progression over time. For instance, some participants 

deteriorated on some measures while they improved on others.  

4.4.2 Behavioural Checklists 

The behavioural checklist will be explored first. Within this section, discussion 

will cover interpretations of the results relating to: associations between participants’ 

and custodial officers’ observations of each risk factor and associations between the two 

behavioural manifestations of each risk factor; group-level change over time, through 

participant self-report and custodial officer observations; differences between self- and 

observer-report over time; and, individual-level change.  

4.4.2.1 Comparison between reports of behaviours. The results supported the 

first hypothesis, such that the behavioural manifestations of risk factors and their 

prosocial alternative behaviours were evident throughout the treatment period. There 

was a significant association between the frequencies with which participants and 

custodial officers reported the presence or absence of the risk factor behavioural 
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manifestations. That is, there was a greater likelihood of both participants and custodial 

officers similarly ‘never’ or ‘ever’ reporting behaviours, than of conflicting reports. 

Correspondingly, within the comparison between the two behavioural manifestations of 

each risk factor, there was a greater likelihood that the two behaviours were similarly 

reported as ‘never’ or ‘ever’ being present, than of one behaviour but not the other 

being reported.  

Further investigation of the individual comparisons revealed that there were no 

significant associations between the participants’ and custodial officers’ reports of 

participants ‘never’ or ‘ever’ engaging in the behaviours. Prior to applying the 

correction for multiple comparisons, there were some statistically significant 

associations when comparing the two behavioural manifestations of each risk factor. 

However, the effects were small, meaning and a larger sample size would be required to 

attain statistical significance.  

The results from the associations between the two behavioural manifestations of 

each risk factor suggested that for some of the risk factors, the two negative or two 

positive behaviours were observed with similar frequencies. That is, if one of the two 

behaviours was ‘ever’ reported, it was likely that the other behaviour was similarly 

‘ever’ reported, and vice versa for ‘never’ reported. For example, within Problems with 

Stress or Coping, if ‘fluctuating emotions’ was ‘ever’ reported, it was more likely that 

‘withdrawal/isolation’ was similarly ‘ever’ reported as opposed to ‘never’ reported. One 

implication is that the two examples of behavioural manifestations may not both be 

required in the measurement tool. As such, the behavioural checklist could be 

condensed in the future, which may be more acceptable to those routinely completing it 

(i.e., both staff and offenders).  

As reported in section 4.3.1.1 (p. 180), several contingency table analyses could 

not be computed because at least one of the two variables was a constant, such that all 

instances were labelled as either ‘never’ or ‘ever’ reported. These analyses most 

commonly involved participants self-reporting that they ‘ever’ engaged in the risk 

factors’ positive behavioural manifestations (refer to Tables 27 and 28, pp. 181 and 184 

respectively). This result suggests that participants were more likely to report engaging 

in positive behaviours than never engaging in these behaviours. Similarly, it suggests 

that participants tended to record positive behaviours to a greater extent than did 

custodial officers. This finding might indicate participants’ tendency to over-emphasise 

their positive behaviours. 
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Notably, analyses could not be computed for any associations between 

participants’ or custodial officers’ reports for either the negative or the positive 

behavioural manifestations of Problems with Stress or Coping. Within the negative 

behaviours, for both participants and custodial officers, there were no reports of ‘never’ 

engaging in the behaviours. This finding suggests that fluctuating emotions, 

withdrawal/isolation, talking about problems with supports, and good problem solving 

were commonly engaged in and were observed by custodial officers. Participants had no 

reports of ‘never’ talking about problems with supports or using good problem solving; 

on the other hand, there were some custodial officer reports of participants ‘never’ 

engaging in the behaviours. Again, this finding may suggest participants’ tendency to 

report more positive behaviours than custodial officers. 

There was overlap between behavioural manifestations of separate risk factors 

(e.g., withdrawal/isolation was a manifestation of both Problems with Stress or Coping 

and Problems with Non-Intimate Relationships). The examples provided on the 

checklists for each item were distinct from each other and were specific to the risk 

factor; however, this delineation was not provided on the checklists. Therefore, 

reporting engagement in a behaviour assigned to one risk factor might in fact have been 

an indicator of another risk factor with the same behavioural manifestation. The overlap 

in behavioural manifestations on the checklists was a result of the behaviours that 

participants identified as indicative of risk factors in Study 1; that is, there was 

similarity between some of the behaviours that participants suggested across different 

risk factors. This intersection between the behaviours has implications for use of such a 

checklist in the risk assessment process and evaluation of change. While functional 

analysis for each behaviour at each time point may decrease the measure’s practicality, 

as it would become more cumbersome and custodial officers may not have access to 

this information or be able to conduct the functional analysis, it might be useful to 

determine the relevance of specific behaviours in certain situations (Vess, 2008).  

There were some differences in the patterns with which risk factors were reported 

as present or absent. There were two risk factors for which the negative behaviours were 

never reported: custodial officers’ observations of the two negative behavioural 

manifestations of Sexual Deviance (collecting inappropriate images and inappropriate 

sexual arousal); and, participants’ self-report and custodial officers’ observations of one 

of the two negative behavioural manifestations of Problems with Substance Abuse 

(positive urinalysis).  
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There are various potential explanations for these results. One explanation is that 

the risk factor is not relevant for offenders in this context. Alternatively, the risk factor 

itself might be relevant, but some behaviours might not be accurate manifestations of 

the risk factor. On the other hand, the behaviour might be an accurate manifestation of 

the risk factor, but it is not commonly observed within this context and, therefore, may 

not be a useful measure of change. In relation to custodial officers’ observations of 

behavioural manifestations of Sexual Deviance, it is likely that although the behaviours 

are accurate manifestations and are commonly reflected in this context, they are less 

observable by others and there is more reliance on self-report (see Hanson & Harris, 

2001). 

4.4.2.2 Domains related to behavioural checklists. Mann, Thornton, et al. 

(2010) indicated that for sexual offenders, the range of behaviours with the potential to 

be offence paralleling, and which should therefore be monitored, is almost 

inexhaustible. This idea can similarly be applied to OABs and ORBs. In practice, this 

challenge was highlighted through the length of the behavioural checklist, which was 

created in an attempt to include a broad range of risk-relevant behaviours to adequately 

guide observation for custodial officers who are not necessarily trained in this task.  

The quantity of data produced as a result of the length of the behavioural checklist 

had implications for the methods by which it could be meaningfully analysed. 

Therefore, the behavioural checklist data were condensed further to facilitate analyses 

of change over time (see section 4.2.5.1.1, p. 164). While the large amount of data and 

small sample size was not conducive to useful data analysis, it should be noted that 

consideration of the more detailed data might elicit more nuanced information in the 

evaluation of offenders’ change over time. One limitation associated with the 

reductionist approach to analysis is that it is unknown whether there were particular 

behaviours within the domains, which influenced the results. However, use of grouped 

domains has been reported in prior research (Thornton, 2002) so the approach taken is 

considered valid and meaningful. In addition, Casey (2016) asserted that in prior 

studies, the effect sizes were typically stronger in relation to the predictive value of 

domain composite scores than individual test scores. This is also consistent with meta-

analytic findings demonstrating single risk factors were not strongly enough correlated 

with sexual recidivism to be sole predictors (e.g., Hanson and Bussiére, 1998; Hanson 

and Morton-Bourgon, 2005; Mann et al., 2010). Based on this combined evidence, the 

aggregation of data into domains was considered an appropriate method within the 
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current research. The risk factors were aggregated into the four RSVP domains: 

Psychological Adjustment (coping and problem solving); Mental Disorder; Social 

Adjustment (relationships and social influences); and, Manageability (cooperation with 

supervision). Throughout this discussion, the RSVP domains will be referred to by the 

previously bracketed descriptions of their underlying psychological constructs. Note 

that the Mental Disorder domain encompasses risk factors related to offenders’ mental 

health and functioning, including sexual deviance, major mental illness, and personality 

disorder. As this domain label succinctly describes the underlying construct, this 

domain will continue to be referred to as mental disorder.  

Results related to change over time in treatment will now be explored in reference 

to the first measure of change, the behavioural checklists. First, group-level results will 

be discussed, including participant self-report, custodial officer observations, and the 

differential change over time between the two reports. Individual-level results will then 

be considered. 

4.4.2.2.1 Participant self-report group-level analyses. Overall, participants 

tended to report a greater increase in positive behaviours than a decrease in negative 

behaviours over time, as reflected through the figures depicting change over time (see 

section 4.3.1.2, p. 185). These results may indicate that participants tended to 

exaggerate their positive behaviour and minimise their negative behaviour. It is possible 

that a contributing factor to this finding was that participants had greater scope to report 

changes in positive behaviours, through continued increase in frequency over time. On 

the contrary, there may have been less potential to decrease negative behaviours and 

demonstrate change if participants were initially reporting behaviours infrequently.  

In contrast to this overall pattern, participants reported both a significant increase 

and decrease in positive and negative behaviours respectively in relation to coping and 

problem solving. The following interpretation relates to the negative behaviours, as this 

change was in contrast to the negative behaviours within the remaining domains. This 

result may reflect that the relevant behaviours were more sensitive to change, or easier 

for participants to monitor. Behaviours such as fluctuating emotions, 

withdrawal/isolation, and verbal aggression might have initially been reported at greater 

frequencies compared with negative behaviours in the other domains; therefore, there 

was greater capacity for these behaviours to decrease over time. It is possible that 

participants felt more comfortable acknowledging these negative behaviours during the 
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earlier stages of treatment. Alternatively, these behaviours may be more commonly 

triggered within the custodial context (Mann, Hanson, et al., 2010). 

The other three domains demonstrated an increase in positive behaviours but no 

significant changes in negative behaviours. There are various possible interpretations 

for this result. For instance, positive behaviours may have been more sensitive to 

change than negative behaviours, either due to the nature of the behavioural change 

process or through treatment more effectively targeting them. In other words, treatment 

might have a larger impact on developing positive behaviours compared with 

facilitating a decrease in negative behaviours. It is also possible that the positive 

behaviours included in this measure were better indicators of change than were the 

negative behaviours. While the positive behaviours increased over time, the negative 

behaviours may have remained. Note that some negative behaviours would be expected 

to decrease to a certain point but remain at low frequencies. Simultaneously, the related 

prosocial behaviours would continue to increase as ongoing management strategies are 

implemented. This process is commonly observed in treatment as offenders develop and 

practise new positive skills to manage risk-related behaviour. 

4.4.2.2.2 Custodial officer group-level analyses. Further information can be 

gained about offenders’ behavioural change through observer data. Results revealed a 

significant difference between the responses of the custodial officers who completed the 

checklists. The three custodial officers who demonstrated differences in the fewest 

domains completed the fewest checklists. The significant differences may suggest: 

methods of measuring weekly frequencies varied between custodial officers; some 

custodial officers may have focused on certain behaviours to the detriment of observing 

other behaviours; or, the differing quantity and quality of interactions with participants 

may have altered their ability to observe behaviours.  

Consistent with participant self-report, custodial officers observed an increase in 

participants’ positive behaviour in all domains over time in treatment. There was no 

observed improvement (i.e., decrease) in negative behaviours in any of the domains. 

Contrary to expectations, there was deterioration in mental disorder, such that custodial 

officers observed an increase in negative behaviours over time. As previously noted, 

custodial officers did not observe negative behaviours within Sexual Deviance (i.e., 

collecting inappropriate images and inappropriate sexual arousal) across the majority of 

time points. There was a combination of ‘ever’ observed and ‘never’ observed for the 

other three relevant risk factors: Psychopathic Personality Disorder; Major Mental 
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Illness; and, Problems with Substance Abuse. However, since this result does not reveal 

changes over time, the contribution of these risk factors to the increase in negative 

behaviours over time remains unknown. 

There was an impact of covariates on custodial officers’ observations. Participants 

with adult victims engaged in a greater number of negative behaviours overall in 

relation to mental disorder and cooperation with supervision. However, this variable 

was time-dependent, such that there was a decrease in negative behaviours for those 

with adult victims and an increase in negative behaviours for those with child victims. 

This result might suggest that treatment more effectively targets these risk factors for 

offenders with adult victims. Alternatively, it might relate to observer bias (Serin, 

Chadwick, et al., 2016). For instance, while offenders with child victims generally 

present as less visibly antisocial (Mills, Anderson, & Kroner, 2001), custodial officers 

might be biased against them due to their victim type (see Levenson et al., 2007) and 

focus more on their negative behaviours over time.  

Further, in the behaviours related to cooperation with supervision, participants’ 

number of days between their Earliest Release Date (ERD) and treatment 

commencement moderated the positive effect of treatment over time. That is, more 

negative behaviours were recorded for participants who commenced treatment further 

into their parole period. It is possible that these participants were less compliant due to 

increasing frustration, as a function of their desire for release, or with the demands of 

program participation.  

4.4.2.2.3 Participant self-report versus custodial officer observations. It was 

hypothesised that initially, there would be a significant difference between participant 

self-report and custodial officer observations within all domains, with the two forms of 

reporting expected to converge as participants gained insight through treatment and 

were more engaged with staff in the therapeutic community. The results revealed a 

significant difference between the two reports in the rates of change over time, within 

the positive behaviours related to coping and problem solving, mental disorder and 

cooperation with supervision. However, contrary to the hypothesis, the difference 

increased, rather than decreased, over time. Although both participants and custodial 

officers reported an increase in the frequency of these behaviours, participants reported 

a significantly larger increase than custodial officers observed. Potential overarching 

explanations for these results will now be explored, after which, these results for each 

individual domain will be discussed. 
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It could be assumed that neither participants nor custodial officers were familiar 

with monitoring positive behaviour. Within an institutional context, negative behaviour 

tends to be the focus of attention, due to the risk-averse and punitive nature of the 

organisation (Polaschek, 2017). However, the treatment environment may have 

encouraged participants to increase their awareness of positive behaviours such that 

they were more adept at identifying and further developing them. Additionally, previous 

research has suggested that pre-treatment psychometric scores might be more predictive 

of future reoffending than post-treatment scores for various reasons, including the 

increased likelihood of offenders providing socially desirable responses as they progress 

through treatment (Barnett et al., 2012). Therefore, the results might have been related 

to participants’ desire to present themselves in a positive light by reporting increasingly 

frequent positive behaviour. 

Observing and reporting positive behaviours are often neglected within the 

custodial context (Mooney & Daffern, 2013). The behavioural checklists should have 

served to focus custodial officers’ attention to positive behaviours. Their observations 

of participants’ positive behaviours did increase over time in treatment; however, the 

slower rate of increase compared with participant self-report might have been a function 

of custodial officers’ roles within custody. Due to their primary role including the 

maintenance of the safety and security of the prison, they may have continued to focus 

more on negative behaviour, to the detriment of observing positive behaviour. 

Alternatively, custodial officers’ reports of positive behaviour may have been a more 

realistic representation of behavioural change, which was not affected by socially 

desirable responding. The general agreement between participants’ and custodial 

officers’ reports of negative behavioural change over time may reflect greater accuracy 

in the identification of negative behaviour compared with positive behaviour.  

It is of interest that the exception to these results was behaviours related to 

relationships and social influences. The individual behaviours and risk factors subsumed 

by the domains might provide further information to explain these results.  

Starting with coping and problem solving, the behavioural manifestations of risk 

factors within this domain included both internal and external characteristics. For 

instance, ‘victim awareness (understanding the harm of offending)’ from the risk factor 

Attitudes that Support or Condone Sexual Violence and ‘self awareness related to 

impact of past abuse/trauma (e.g., discusses emotional reactions and impact on his life)’ 

from the risk factor Problems Resulting from Child Abuse, represent internal factors, 
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which custodial officers may be unable to observe. Custodial officers would have had 

more awareness of behaviours within Problems with Stress or Coping, such as ‘talking 

about problems with supports’ and ‘good problem solving’. Therefore, participant self-

report included opportunities to provide information about a wider range of attitudes 

and behaviours, which may have led to a greater increase in reported behavioural 

frequencies compared with custodial officers. 

Turning to mental disorder; this domain included the risk factor Sexual Deviance. 

While observers rarely reported the behavioural manifestations of this risk factor, 

participants’ awareness of these behaviours would likely have been greater. As 

participants progressed through treatment, their development of skills to manage 

problematic behaviours related to sexual self-regulation would likely have increased 

(e.g., using coping strategies to manage sexual deviance, such as replacing deviant 

thoughts with appropriate thoughts and managing sexual arousal in a healthy way). 

However, custodial officers may have remained unaware of such changes. Therefore, 

changes in this risk factor likely contributed to these results. 

Of the three domains demonstrating these differential changes between 

participants’ and custodial officers’ reports, cooperation with supervision revealed the 

largest difference. Polaschek (2017) indicated that some items in protective factor scales 

refer to characteristics that may reflect offenders’ responsiveness to the influence of 

interventions, or their willingness to develop a positive relationship with staff, which 

would facilitate their influence on the offender. It is possible that this concept is relevant 

for the positive behaviours related to cooperation with supervision. That is, custodial 

officers’ perceptions of certain participants might have become more positive over time, 

through an increase in these participants’ willingness or ability to engage appropriately 

with staff. The presence of these responsivity factors might have required less effort 

from staff members in their engagement with participants, which further increased 

custodial officers’ positive regard for those individuals. Not only would these 

responsivity factors lead to higher frequencies of positive behaviours, but perhaps 

positive interactions led to positive biases such that custodial officers were more likely 

to report these adaptive behaviours.  

Finally, it is also important to explore the only positive behaviour domain that did 

not reach significance; that is, relationships and social influences. It is possible that 

participants and custodial officers reported comparatively similar increases in these 

positive behaviours, as they were equally aware of the relevant behaviours. For 
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instance, there were behaviours related to employment, which was operationalised 

within treatment as completion of domestic duties. Custodial officers were generally 

more attuned to this behaviour as it formed a central component of their role within the 

wing; that is, overseeing the completion of domestic duties. Further, with respect to 

relationships, custodial officers might have had greater exposure to participants’ 

communication and interaction styles. This result might suggest that custodial officers’ 

observations of these behaviours are more useful in custody. 

4.4.2.3 Individual-level self-reported and observed change. The current results 

revealed that it was more common for participants to report behavioural change than for 

custodial officers to observe change. There were also individual differences in the 

patterns of behavioural change across domains, both according to self-report and 

observers. For instance, some participants made changes in all domains, whereas others 

demonstrated less widespread change. These differences between participants’ 

behavioural change over treatment highlights the importance of examining individual 

patterns of change, rather than relying on group-level changes to draw conclusions 

about treatment processes and the use of measures of change.  

Further, either internal or external processes that might differentially affect 

individuals can be monitored through these analyses. For instance, each offender in 

CUBIT is assigned a domestic duty. However, some jobs are completed on a weekly 

basis whereas others are required daily, with some multiple times a day. Therefore, any 

change in the number of times this behaviour was engaged in during the preceding week 

might be indicative of the regular reassignment of domestic duties, rather than risk-

related behavioural change. Information about individual offenders’ fluctuations over 

time would be more beneficial in these situations than would observed changes in the 

group as a whole. Additional measures of change should also be evaluated to assist with 

the interpretation of the information gained. 

4.4.3 Psychometric Measures 

The second form of change assessment in this study consists of the pre- to post-

treatment psychometric measures. Group-level change will be explored, after which, 

individual-level change will be considered through the reliable and clinically significant 

change analyses. Subsequently, discussion will turn to the application of the RSVP 

domains to the psychometric measures, to facilitate comparison with the behavioural 

checklist results. The general use of psychometric measures as assessments for 

treatment change will be examined, with reference to the results of the current study. 
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4.4.3.1 Group-level change. At the group-level, the BRS and BMS reflected 

participants’ improvement from pre- to post-treatment, as did the LS-UCLA and SSEI. 

The BRS and BMS results revealed that throughout treatment, participants developed 

their prosocial attitudes and beliefs about sexual offending against women and children. 

Participants’ expressed attitudes might have reflected genuine change through gaining 

insight into the problematic nature of prior attitudes. Alternatively, these attitudes might 

have reflected greater insight into socially acceptable attitudes, which would be 

consistent with prior research suggesting post-treatment psychometric results are more 

susceptible to positive impression management (e.g., Cording et al., 2016). In order to 

determine whether the expressed changes over time are meaningful or related to 

participants’ desire to present themselves in an overly positive light, it might be 

beneficial to compare these results with those from other measures. It also highlights the 

potential use of individual-level analysis, as the reasons underlying the findings might 

differ between offenders.  

The LS-UCLA and SSEI results revealed that there was an improvement in 

participants’ sense of intimacy with others, and in their self-concept/sense of self-worth. 

It would be expected that those whose self-concept improved, would be more adept at 

engaging more meaningfully with others, which may decrease their feelings of 

loneliness and increase their sense of connectedness.  

Less promising results were revealed through the CISS. Both the Avoidance-

Oriented Coping and Avoidance Social Diversion subscales demonstrated participants 

deteriorated from pre- to post-treatment. This result will be discussed in more detail in 

relation to the individual-level analyses (see section 4.4.3.2, p. 241). 

As Nunes et al. (2011) noted, group-level analyses are not sensitive to the 

presence of dysfunction post-treatment, which may lead to more positive results than 

those revealed through individual-level analyses; therefore, there are limits to the 

conclusions that can be drawn in relation to change through treatment. If participants 

remain in the dysfunctional range post-treatment, it would be indicative that additional 

changes were required. Further, group-level analyses do not reflect pre-treatment 

functioning and could similarly lead to overly positive conclusions about treatment 

change. For instance, if participants commenced treatment in the functional range, 

further changes are less critical than if they commenced in the dysfunctional range. This 

concept demonstrates the importance of having clarity about the aims and purpose of 

research being conducted. The current research involved measurement of change over 
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time and a comparison of various change measures, rather than treatment effectiveness. 

The changes remain important even if dysfunction remains evident, as it reflects the 

offender has greater ability to manage problematic attitudes and behaviours. This 

concept is relevant for the analysis of change at the individual-level. 

4.4.3.2 Individual-level change. There is no validated method for integrating 

disparate findings from clinically significant change calculations between different 

psychometric measures. Therefore, when offenders achieve clinically significant change 

on some measures but not on others, difficulties remain in the combined interpretation 

of these results (Daffern & Ogloff, 2017). The most common outcome within the 

psychometric measures was for participants to demonstrate no reliable or clinically 

significant change pre- to post-treatment. These results are comparable with some prior 

research but in contrast with other research. For instance, Wakeling et al. (2013) 

reported that in measuring clinically significant change, on the majority of measures, 

the largest proportion of offenders remained unchanged (15.9-63.3%). On the contrary, 

within Beggs’ (2010) meta-analysis, within-treatment change research revealed 

significant levels of improvement, assessed through pre- to post-treatment psychometric 

measures. Ordinarily, pooled results across multiple studies, such as within a meta-

analysis, would be considered a more accurate representation of the outcome than 

would a single study such as Wakeling et al. However, the reported studies in Beggs’ 

meta-analysis used various methods by which to measure pre- to post-treatment change 

and many did not use clinically significant change. For instance, some studies 

calculated change through subtracting post-treatment raw scores from pre-treatment raw 

scores (e.g., Hudson et al., 2002). Use of raw scores can be problematic due to pre-

treatment variance (Beggs, 2010). Therefore, the overall results from this meta-analysis 

are perhaps less useful as a comparison with the current study. 

In the current research, participants’ limited change over time revealed through 

the pre- to post-treatment psychometric measures was due to a combination of two 

primary factors: on some measures, many participants commenced treatment in the 

functional range; and, on other measures, many participants commenced in the 

dysfunctional range and remained at this level. Some possible reasons and implications 

for these results will now be explored.  

The majority of participants were already in the functional range pre-treatment in 

the BRS. In the BMS, participants were generally either in the functional range pre-

treatment or remained in the dysfunctional range post-treatment. These results are 
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consistent with Nunes et al. (2016), who found that the majority of offenders were 

already in the functional range pre-treatment in both the BRS and BMS. Such results 

raise questions regarding the benefits of these measures as indicators of change through 

treatment. Although some prior research has supported the use of these scales (e.g., 

Blumenthal et al., 1999) and the majority of prior studies have used them to assess 

offenders’ attitudes about sexual behaviour with women or children, these measures 

have been criticised for their transparency and susceptibility to response bias (Grady et 

al., 2011).  

Contrary to the criticism that the BRS and BMS are susceptible to socially 

desirable responses, the MC-SDS results revealed no indication of participants 

providing such responses. Therefore, participants may in fact have already been in the 

functional range pre-treatment. If so, it might suggest one of two potential scenarios: 

either these measures are not appropriate indicators of risk for individuals deemed 

eligible for this particular treatment program, as they do not properly measure the 

factors that identify an individual as requiring treatment within CUBIT; or, these 

individuals do not have needs in these areas and, therefore, are unnecessarily receiving 

treatment in relation to these factors. Although there is evidence for the validity of these 

measures, there may be a discrepancy between the constructs being measured and the 

determination of treatment suitability within CUBIT. This may reflect the need for 

careful consideration of the particular psychometric measures used within treatment 

programs, to ensure the relevant risk factors are targeted.  

Within the CISS, participants tended to remain in the dysfunctional range post-

treatment in the Avoidance-Oriented Coping and Avoidance Social Diversion subscales. 

There is no clear interpretation of these results. It is possible that they suggest 

participants were more truthful in their responses, as compared with the BRS and BMS. 

The CISS might be less transparent, such that participants were less sensitive to the 

messages contained in the items. Alternatively, participants may have felt more 

comfortable discussing problems with coping. Participants might have perceived the 

potential for less negative outcomes through reporting negative behaviours within this 

measure, as the items may have been viewed as less directly related to sexual offending 

and consequently less confronting.  

Coping is often a core treatment-target and the observation of relevant changes 

would be expected; however, perhaps there is a discrepancy between the skills 

developed in treatment and the relevance or validity of the specific questions within this 
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measure. That is, participants might have developed their coping skills, but these skills 

might not have been consistent with their measurement in the CISS. For instance, 

offenders in CUBIT develop coping skills such as thought challenging, distress 

tolerance, assertive communication, and consequential thinking. There is also 

discussion regarding the use of distraction strategies (e.g., watch television, speak to a 

friend), which can be beneficial in the short-term, prior to focusing on the problem. 

Within the CISS, items related to avoidance-focused coping include activities such as 

watching television, calling a friend, and spending time with others. The CISS does not 

capture the function of these strategies and the context within which they may be used. 

Therefore, if participants endorsed a larger number of these strategies post-treatment, it 

might not reflect deterioration; rather, it might reflect their use of these activities as an 

intermediate strategy prior to implementing solution-focused coping skills. 

More generally, participants’ apparent deterioration might have been a function of 

the treatment process. For instance, treatment may have facilitated participants’ 

development of a greater awareness of problematic attitudes. Their responses may have 

reflected this increased awareness, rather than a deterioration in their attitudes. 

Alternatively, participants’ comfort in reporting unhelpful attitudes may have increased, 

similarly as a function of discussing them throughout treatment. 

Although there were no significant differences at the group-level for the WSFQ, 

at the individual-level, there was a larger proportion of participants who deteriorated on 

the Intimate subscale than on any other measure. It is possible that participants were 

more likely to provide non-socially desirable responses on this scale compared with the 

other WSFQ subscales because the items on this subscale are less confronting and may 

be perceived as less aligned with sexual offending (i.e., less ‘deviant’). It may 

demonstrate parallels with prior research. For instance, Baumgartner (2002) reported 

that sexual offenders gained higher scores on the Exploratory and Intimate subscales 

than did non-sexual offenders, while there were no significant differences on the 

Impersonal and Sadomasochism subscales.  

4.4.3.3 Domains in relation to psychometric measures. As none of the 

psychometric measures were considered suitable for classification into cooperation with 

supervision, there were some limitations in the domain comparisons between the 

behavioural checklist and psychometric measure results. However, prior research has 

reported the use of domains when measuring results from a psychometric battery: 

Distorted Attitudes; Sexual Interests; Socio-Affective Functioning; and Self-
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Management (see Thornton, 2002). Allan et al. (2007) reported that they used these 

domains despite lacking measures within one of the domains, as their measures were 

closely related to the remaining three domains. They indicated that some, but not all, 

domains contributed additional variance beyond the STATIC-99 in predicting sexual 

recidivism; therefore, there may be value in using domain scores within this context. 

In the current study, there were some group-level changes in relation to coping 

and problem solving, and relationships and social influences; however, these changes 

were not consistent across psychometric measures within the domains. In other words, 

there were some measures within these domains that revealed significant changes over 

time, while other measures did not reveal changes. There were no changes at the group-

level within mental disorder, which was measured only through the WSFQ. It is worth 

exploring potential reasons for the inconsistent results between the psychometric 

measures within domains. First, it is possible that some of the psychometric measures 

did not target the factors relevant for those domains into which they were classified. 

Further, it may indicate that the treatment program does not target the specific factors 

measured by the particular psychological test; perhaps treatment more effectively 

targets factors in some of the measures than in others, thus providing inconsistent 

results within and between the domains.  

4.4.3.3.1 Treatment targets. Grady et al. (2011) indicated that without valid 

instruments, it is challenging to determine whether sexual offenders who completed 

treatment actually demonstrated changes in the core target areas. As outlined in section 

4.2.2.2 (p. 147), there is evidence for the validity of the psychometric measures used in 

this study. However, the current study was not designed to assess treatment 

effectiveness; therefore, there was no differentiation between change in core treatment 

target areas and change in general risk areas for sexual offending. Despite this lack of 

focus on treatment targets, since CUBIT participants routinely complete the pre- and 

post-treatment psychometric measures as part of the program, it would be expected that 

the measures are related to the treatment components. However, it is possible that not 

all the psychometric measures are compatible with specific treatment targets. Further, at 

the individual-level, not all offenders will necessarily have particular treatment needs in 

areas targeted by each psychometric measure. 

4.4.3.3.2 Group- vs individual-level results. The diversity within domains 

according to the group-level results was not commensurate with all of the individual-

level results, which is consistent with prior research in which group- and individual-
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level analyses revealed disparate results (e.g., Nunes et al., 2011). As group-level results 

can obscure individual differences in the change process, the benefits of exploring 

individual-level results are highlighted (Serin et al., 2013).  

In the current study, at the individual-level, there were more consistent findings 

between the psychometric measures associated with relationships and social influences. 

For instance, there was a higher proportion of participants who recovered post-treatment 

across the LS-UCLA, SIS, and SSEI, as compared with the measures in the other 

domains. This outcome is contrary to prior research, in which intimacy deficits were not 

observed to change significantly through treatment, specifically in relation to the LS-

UCLA and SIS (Harkins, Abracen, Looman, & Maillet, 2011). Of note is that Harkins 

et al. (2011) reported exclusively on group-level analyses. The current results might 

suggest that the CUBIT program more effectively targets relationship skills. On the 

other hand, the behavioural checklist results did not reflect this outcome within 

relationships and social influences. These inconsistent results might indicate there were 

differences between the ways in which the behavioural checklist and the psychometric 

measures assessed specific risk factors. 

4.4.3.4 Measuring dynamic risk factors. One potential question in relation to the 

results of the psychometric measures is whether these tools are in fact measuring 

dynamic risk. If there is limited change pre- to post-treatment in a particular measure, 

one underlying reason could be that the factors being measured are static rather than 

dynamic (Cording et al., 2016); this may suggest the measures should not be used in 

change assessment.  

Alternatively, while the factors being measured may be dynamic, they may not be 

predictive of recidivism. Prior research has noted that psychometric scores could predict 

outcome as effectively as other risk assessment tools, provided that the psychometric 

measures used were designed to assess constructs that were empirically related to risk of 

recidivism (Walters, 2006). This suggestion has implications for the current research. 

The pre- to post-treatment psychometric measures do not exclusively assess constructs 

related to risk of recidivism. For instance, the SSEI measures self esteem, which does 

not directly predict sexual offending (Hanson & Morton-Bourgon, 2005). However, as 

Olver and Wong (2013) argued, targeting non-criminogenic needs in tandem with 

primary criminogenic needs may be indirectly beneficial for the reduction in 

problematic behaviour. Although there is limited evidence for self esteem predicting 

sexual recidivism, it may be an important area to address in treatment to increase 



 
 

 247 

offenders’ motivation for treatment and to facilitate the development of further skills 

(e.g., relationship development). 

4.4.3.5 Use of normative data. As outlined in section 4.2.5.2.2.2 (p. 175), the 

calculations for clinically significant change require use of functional and dysfunctional 

normative data (norms) for each psychometric measure. In forensic psychology 

literature, these norms are gained from the non-offender (‘normal’) and offender 

populations respectively. The cut-off score and consequently the use of clinically 

significant change as a method of analysing individual-level change, is only as effective 

as the norms on which the analyses are based (Jacobson & Truax, 1991). Finding 

representative norms is straightforward for more general and well-established measures 

(e.g., LS-UCLA); however, it can be more challenging for measures designed for 

specific offender groups such as sexual offenders (Nunes et al., 2011).  

Some of the offender norms used in the current research had more functional 

scores than the normal population norms (i.e., BMS and WSFQ Intimate, Exploratory, 

and Sadomasochistic subscales). Consistent with prior research (e.g., Allan et al., 2007; 

Baumgartner et al., 2002), some of the means calculated for the measures in the current 

study were similarly more functional than the normative data. Therefore, there are 

implications for the use of these measures as indicators of treatment need, and the use of 

post-treatment change outcomes; that is, it might not be appropriate to use these 

measures for such purposes if there is no treatment need in the relevant areas.  

These counterintuitive scores might relate to Wakeling et al.’s (2013) suggestion 

that some psychometric measures (e.g., loneliness, social intimacy) are not assessing 

offender population constructs. Nunes et al. (2011) noted in their research that some of 

the norms used may more closely resemble the populations of interest than others; for 

instance, some normative samples have consisted of university students, while others 

were custodial officers. These samples might be differentially representative of 

dysfunctional or functional populations. While the BMS was developed for use within 

sexual offender populations, the WSFQ was not specifically developed for this 

population.  

Additionally, the development of the clinically significant change method of 

analysis was based on the assumption that the normative data for both the functional 

and dysfunctional populations had normal distributions (Jacobson & Truax, 1991). 

However, some of the data distributions in the current research were skewed. It is 

possible that this was also the case for the data from some of the populations used for 
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the cut-off scores; however, there was no information available about the data 

distribution in those studies. Evidently, further validation work is required with 

measures routinely used to assess sexual offenders, and normal population norms are 

needed if the clinically significant change method of change analysis is to be used. 

The difficulty interpreting some results provides rationale for using multiple 

change measurement tools. Similarly, the transparency of some self-report psychometric 

measures and the potential challenges associated with social desirability, highlight the 

benefits of using additional change measures rather than relying solely on one format. 

However, while using multiple measures allows for a comparison between them, the 

difficulties with combined interpretation must be considered to develop a more 

comprehensive representation of change.  

4.4.4 Integrating Change Measure Results  

The third hypothesis related to the convergence of the four change measures. The 

four measures had different properties, measured different attitudes and behaviours, and 

measured change in different ways. Therefore, without an established method for the 

process, comparison between the four measures is challenging. The convergence 

between the group-level results will be discussed, as will the differences, which will be 

explored through the concept of fluctuation in changes over time. Discussion of the 

individual-level results will include examples in relation to specific participants. 

Olver et al. (2007) suggested that not all dynamic risk factors are equally 

dynamic, such that some may be more resistant to change than others. Therefore, the 

changes in intensity and frequency of behavioural manifestations of risk factors might 

similarly demonstrate differences. This differential ability to change might provide an 

explanation for the varied results in the current research, with some behaviours, risk 

factors and domains changing to a greater extent than others. Risk factors’ differential 

ability to undergo changes over time might be relevant in clinicians’ attempts to 

evaluate clients’ changes subsequent to intervention or prior to release from custody.  

Further, Mann et al. (2010) suggested that the strength of a behavioural 

manifestation is dependent on the strength of the underlying propensity, but it is also 

dependent on the extent to which the environment triggers that particular propensity. 

For instance, due to the context, sexual interest solely in children would presumably be 

triggered to a lesser degree in custody than in the community, with fewer observable 

behaviours evident. Subjective sexual arousal might also be a manifestation of this 

propensity, but in the custodial environment it would likely be less observable to others. 
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Therefore, although the risk factor may remain active, custodial officers would have 

relatively few opportunities to directly observe its manifestations. Greater reliance 

might be placed on offender self-report for these behaviours and it is important for 

clinicians to consider the potential limitations (e.g., the offender might seek to present 

himself in an overly positive light through reporting only appropriate sexual thoughts 

and behaviours, or he may have minimal insight into his behaviour). There may be an 

argument for reducing some structure within treatment environments in custody, such 

that they more closely resemble the community, in which there are more opportunities 

for behavioural observation of risk factors related to sexual self-regulation (e.g., visits 

that can be monitored by custodial officers within the therapeutic environment). If there 

are more available opportunities, it may be easier to determine whether an offender is 

improving, as his responses to these potential opportunities could be monitored. 

However, a balance would be required to ensure that the safety and security of the 

institution are maintained. 

Different measures might evidence change in different ways, such that there may 

appear to be changes in a particular risk factor through one measure but not another 

measure. This difference between measures was observed in the current research. For 

instance, as described previously, there were inconsistent results between the 

behavioural checklists and psychometric measures with respect to relationships and 

social influences. This difference might be related to the ways in which the risk factors 

are measured. 

In addition, in their assessment and evaluation, some risk factors might be 

emphasised over others. Generally, the relative weight assigned to specific behavioural 

manifestations will be determined based on recidivism data, which provides information 

about the risk factors that have the strongest association with subsequent offending. For 

instance, factors related to sexual self-regulation (e.g., sexual deviance) are the greatest 

predictors of recidivism (Hanson & Morton-Bourgon, 2005). However, as Hanson and 

Harris (2000) noted, dynamic risk factors must be observable in order to be useful to 

therapists or supervising officers. Unreported behaviours will not provide useful 

information about change over time. One practical challenge for risk assessment and 

change measurement is that some risk factors tend towards either more or less 

observable behavioural manifestations (Hanson & Harris, 2001). In the current study, 

custodial officers tended to report more observable behaviours such as completion of 
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domestic duties, abiding by rules, and withdrawal/isolation, rather than less observable 

behaviours such as those related to sexual self-regulation.  

Prior research has provided information regarding the process of change and the 

tendency for offenders’ behaviour to fluctuate as they make changes. For instance, 

Polaschek (2016) reflected that desistance appears to be a fluctuating process. Serin and 

Lloyd (2009) indicated it should be expected that individuals who desire to make 

changes will experience occasional hindrances and decreases in motivation due to 

external and internal barriers they encounter. Similarly, Davies et al. (2010) suggested 

that some changes may ‘come and go’ or may be affected by daily external (e.g., 

environmental) or internal (e.g., mental state) fluctuations. They noted that once change 

appears to have gained stability over time in the same context, the generalisability of the 

change can be further explored. It is possible that different change measures might 

differentially reveal these setbacks, which would subsequently be observed through 

different change patterns between measures. 

This fluctuation over time highlights the complexities associated with change 

measurement. There will likely be a combination of improvement, deterioration, and 

stagnation throughout offenders’ attempts to achieve change over time, which may be 

evidenced across and within different measures of change. In practice, the magnitude of 

this fluctuation can be monitored and forms part of a clinician’s overall assessment of 

the offender post-treatment; for instance, progression over time would be reflected by 

diminished fluctuation even if stability is not achieved.  

The change in the magnitude of an offender’s fluctuation requires a sensitive 

measurement tool, which is elusive. A more effective evaluation of this fluctuation 

might be gained through observation of behavioural frequencies. That is, although 

behaviours might be present at various times throughout treatment, their frequency 

might increase or decrease over time. As change is a gradual process rather than a 

sudden and discrete event (see Serin & Lloyd, 2009), it is expected that negative 

behaviours will be present over an extended period of time but their strength and 

frequency might decrease. Capturing this fluctuation is beneficial within a clinical 

context, as it provides a richer representation of offenders’ change through treatment. 

The behavioural checklist provides this information, whereas the pre- to post-treatment 

psychometric measures, Treatment Gain scale and SBRG provide only an overall 

evaluation of change. 
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Further, protective factors can co-exist with risk factors, which can lead to 

variability in outcome in a group of offenders with similar risk levels (Serin, Chadwick, 

et al., 2016). It could be anticipated that as the change process progresses, this co-

existence of risk and protective factors increases, prior to adaptive attitudes and 

behaviours finally replacing risk-related attitudes and behaviours. This co-occurrence of 

behavioural manifestations has implications for change over time within a single risk 

area/domain, such that it would be possible for both the negative and positive domain 

scores to increase or decrease over time. 

These ideas could provide an explanation for apparently disparate results between 

and within change measures in the current research. Within the behavioural checklists, 

custodial officers observed an increase in both negative and positive behaviours 

associated with mental disorder, which provides support for the co-existence of risk and 

protective factors. Within this domain, it would be possible for the item ‘extreme mood 

states’ to co-occur with ‘medication compliance’. For instance, the behaviours 

associated with extreme mood states may not be a result of medication non-compliance. 

Similarly, the behaviours related to low or elevated mood may have alternative 

underlying functions, such as expression of anger, demand avoidance (i.e., an attempt to 

avoid a direction to engage in an activity), or attention-seeking. Alternatively, 

participants’ medication might not be effective and could lead to an increase in the 

frequency of extreme mood states. Mental disorder can also be explored through the 

WSFQ results. There were varying results with respect to the four WSFQ subscales, 

which may parallel custodial officers’ observations within the behavioural checklists 

and may provide further support for the co-existence of negative and positive attitudes 

and behaviours. It exacerbates the difficulties associated with the assessment of change 

over a relatively short period of time (e.g., throughout treatment), as changes might be 

concealed through the co-existence of problematic and positive behaviours.  

This fluctuation in change over time and the co-existence of risk-related and 

adaptive behaviours raises questions about how clinicians and decision-makers establish 

which behaviours and observations of behavioural change to prioritise over others when 

seeking to determine whether an offender has changed. The examples that have been 

discussed provide further support for the evaluation of change at the individual-level, 

including whether it is a function of the offender’s skills and decisions, or a function of 

external factors. 
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The complexities around this decision-making process were also evidenced 

through the discrepancy between sanctions imposed in treatment and the final ratings on 

the Treatment Gain scale and the SBRG. For instance, all three participants who were 

suspended from treatment for misconduct attained a Satisfactory rating on the SBRG. 

One participant’s Treatment Gain score was above the mean, another was unavailable 

and the third was below the mean. It is worth noting that the participant whose 

Treatment Gain score was above the mean, was generally compliant and motivated 

within treatment, while the participant whose score was below the mean, was suspended 

on multiple occasions and experienced significant ongoing difficulties within treatment. 

It is possible that in parallel with the concept that poor behaviour leads to greater room 

for improvement, an offender could display behavioural problems leading to suspension 

from treatment, but subsequently demonstrate improvements upon return to treatment, 

which elicit a final positive rating from staff. This possibility was highlighted through 

the results for the participant described above who received a Treatment Gain score that 

was below the mean, but for whom a positive rating was provided in the SBRG. 

Although it was beyond the scope of the current research, it might be of interest to gain 

greater insight into the decisions therapists and custodial officers made in providing 

their overall ratings in the Treatment Gain scale and the SBRG. 

Results were previously discussed in relation to the difference between 

participants’ and custodial officers’ reports of change over time in the positive 

behaviours associated with cooperation with supervision (section 4.4.2.2.3, p. 238), 

which relates to offenders’ motivation and engagement with staff. Consistent with 

Polaschek’s (2017) suggestions regarding the impact of offenders’ responsivity and 

willingness to engage with staff, participants’ Treatment Gain scores could be related to 

changes in their cooperation with supervision. If this relation were present, it would be 

expected that more positive change in cooperation with supervision would be associated 

with higher Treatment Gain scores. Nevertheless, there did not appear to be consistency 

between participants’ and custodial officers’ reports of behavioural change and 

therapists’ Treatment Gain scale ratings. This disparity between observations is 

reflective of the general difficulties clinicians might encounter when attempting to gain 

an overall understanding of an offender’s change processes through treatment. 

There was a positive correlation between the psychometric measures on which 

participants recovered and the Treatment Gain scores. Although this result does not 

distinguish between the individual psychometric measures, it might be a reflection of 
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overall treatment engagement. These results may suggest there is a relation between 

improvement on psychometric measures generally and the treating therapist’s 

assessment of change. Further, most participants received overall Satisfactory 

evaluations from their therapist and a custodial officer on the SBRG in spite of other 

more negative results. Taken together, these results may indicate that the self-report 

measures are as accurate as a clinician’s rating; alternatively, it may suggest that 

clinicians’ judgements are heavily influenced by offenders’ verbal accounts of their 

progress. Again, to assist with drawing conclusions regarding the implications of these 

results, it may be useful to gain information about the key factors therapists and 

custodial officers used to provide their Treatment Gain scale and SBRG ratings. 

4.4.4.1 Individual-level change. Rather than remaining reliant on group-level 

change, Davies et al. (2010) suggested that individual and group approaches should be 

viewed as complementary. It is also beneficial to consider the integration of the 

different change measures at the individual-level. The following subsection will explore 

this process, which will lead into a case study that outlines the process a clinician might 

undertake in order to assess an offender’s change when multiple measures are used.  

Davies et al. (2007) identified that single case approaches are based on a small 

number of guiding principles, which relate to a focus on the individual, the use of 

systematic methods to gather and analyse data, and the importance of change over time. 

They noted that in an individual case, the therapist or researcher might conclude that a 

client improved following treatment; however, the observations used as evidence might 

be unsystematic. It has been suggested that the evaluation of change requires the 

consideration of various factors: risk-related behaviour; prosocial behaviour; detection 

evasion skills; and, unique custodial reactions (i.e., behaviours that would not be 

expected in the community). It has been asserted that behavioural improvement, leading 

to a reduction in risk, should only be concluded when there is evidence of both a 

reduction in risk-related behaviours and the development of prosocial alternative 

behaviours. If negative behavioural manifestations persist in the absence of positive 

behaviours, it should be assumed that no change in risk level has occurred. Further, if 

there appears to be a reduction in negative behaviours in the absence of positive 

behaviours, it might be indicative of detection evasion skills. If an individual’s 

repertoire of problematic behaviour appears to be increasing through persistent or 

increased risk-related behaviour, this individual might be exhibiting signs of 

deterioration, which could lead to increased risk (Jones, Daffern, & Shine, 2010). The 
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current research highlighted the need for further research to determine the most 

appropriate method by which to systematically gather and analyse data from multiple 

measures. 

The evaluation of individual-level change allows for additional insight into the 

process clinicians undertake to determine change. In determining how to use the 

available information about individual offenders, the focus must be on each offender’s 

primary areas of risk. Davies and colleagues identified an important question that must 

be answered when evaluating an offender’s change: “Is the change significant, 

meaningful and relevant?” Prior to the assessment of individual change, the factors that 

would be expected to change through treatment should be identified, with a focus on 

how the change might affect the observed behaviours. Klepfisz et al. (2017) similarly 

noted the importance of considering the impact or relevance of a risk or protective 

factor, rather than simply whether it is present or not. This idea highlights the added 

value of individualised assessments. 

When assessing change over time, it is important for clinicians to remain mindful 

of offenders’ pre-treatment level of functioning in any given risk factor. An offender’s 

pre-treatment functioning will impact the potential amount of change, which might be 

achieved through treatment. One offender might make a significant change in an area in 

which he started from a highly dysfunctional level. Despite this change, he might 

remain high risk post-treatment (dysfunctional) on that variable. On the other hand, 

another offender might be at a lower risk level pre-treatment in the same area, in which 

he makes a smaller amount of change through treatment. Post-treatment, he might be 

classified as low risk on that variable, despite having made a smaller amount of change 

than the previously described offender. Although the first offender made a larger 

amount of change, his post-treatment risk level has implications for further 

treatment/supervision. Similarly, one individual might demonstrate these differential 

changes on various measures; therefore, clinicians must determine which areas to 

prioritise in making judgements about overall change and risk levels. 

Another difficulty in the evaluation of individual change is that although 

counterintuitive, for some risk factors, a decrease in negative behaviours (or a consistent 

absence) would similarly be reflected by fewer observations of the associated positive 

behaviour. If the positive behaviour was related to management of an associated 

negative behaviour, but the negative behaviour was not relevant for the individual, there 

would similarly be no positive behaviour; in these instances, the negative behaviour 
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would not require management. For example, an offender would not be expected to use 

coping strategies to manage deviance if he did not experience sexually deviant thoughts.  

On the other hand, during the earlier stages of treatment, as offenders develop 

more adaptive behaviours to manage risk-related behaviours, both negative and positive 

behaviours could be observed. Through treatment, more consistent implementation of 

adaptive behaviours would be expected. In some risk areas (e.g., coping), these 

management strategies would be implemented such that the risk-related behaviours are 

no longer exhibited. In these situations, towards the latter stages of treatment, the 

positive behaviours (e.g., talking about problems with supports) would be expected 

despite the absence of the associated negative behaviours (e.g., withdrawal/isolation). 

The individual’s specific criminogenic needs (and associated OAB/ORBs) would need 

to be assessed to determine which scenario would be expected (i.e., absence of negative 

and positive behaviour or absence of negative but presence of positive behaviour). 

Another consideration is that there might be a fluctuation in an offender’s 

behaviour in response to external factors, such as the content of group sessions. For 

example, in CUBIT, towards the start of treatment, offenders are asked to disclose to the 

group their offences. An offender’s response to this task might have an impact on his 

behaviours recorded on the behavioural checklist. For instance, after presenting this 

task, he might report an increase in negative behaviours such as withdrawal/isolation, 

compared with the previous week. These behaviours might have been a result of: (1) 

spending time reflecting on the task work to the detriment of interacting with others; 

and/or, (2) his emotional response to this process. The tendency to spend time engaging 

with treatment work rather than social interactions with others might be observed 

throughout treatment, such that behavioural frequencies appear to change at irregular 

intervals; however, these changes might not represent actual change, rather, it might be 

a function of external events. On the other hand, if the offender’s behaviour is a 

function of his emotional response to the treatment work, his behaviour may change as 

he develops more effective coping skills to deal with stressors. Therefore, these 

fluctuations would be an expected representation of actual change. These two 

explanations may be differentially observed such that the first might manifest through 

ongoing fluctuation over time, while the second might manifest through a decrease in 

negative responses over time. While the behavioural checklist may capture this 

information, the other change measures would not be sensitive enough to offenders’ 

specific behaviours or fluctuations over time. For instance, the pre- to post-treatment 
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psychometric measures could only be used to determine overall change in coping and 

relationship skills. It may be useful to determine this overall change through the pre- to 

post-treatment measures and further investigate individual offenders’ weekly 

fluctuations through the behavioural checklist results. 

In the current research, individual-level change in the behavioural checklists 

revealed differences between individual offenders’ treatment outcomes. These different 

findings may reflect some measures of change are more appropriate for some but not all 

offenders, or that treatment gain is observed in different areas for different offenders 

based on additional factors. Some of these factors may not be known, but some may be 

similar to those included in this research, such as victim type or risk level. Further, in 

relation to individual-level change processes, Daffern and Ogloff (2017) noted the 

tendency for non-significant associations between reliable and clinically significant 

change, and recidivism outcomes. They asserted that while single psychological tests 

are narrowly focused, criminal behaviour is “multiply determined” (p. 89). That is, 

offending occurs through the interaction between several factors, such that change in 

one risk factor is unlikely to lead to overall change due to the impact of other risk 

factors, which might have remained stable through treatment. It is likely that the most 

effective measurement tools vary for different risk factors; however, there remains 

limited research to date, which guides the selection of assessments for specific risk 

factors within a certain type of offending. Some examples of specific patterns observed 

for individual participants in the current research are discussed below. 

One participant in the current study demonstrated a disparity within his pattern of 

change in cooperation with supervision, such that he exhibited a significant decrease in 

the frequency of both negative and positive behaviours. This participant was in 

treatment for the longest duration out of all the participants, at 62 weeks. It is possible 

that over time, his behaviour became less noticeable, for reasons such as: he became 

more comfortable in the environment; or, he chose to maintain a lower profile in the 

wing, with the hope that it would accelerate his treatment progress and his release.  

Based on the requirements Jones et al. (2010) suggested in the evaluation of 

change, this participant would not be assessed as having made positive changes over 

treatment, because although his negative behaviours decreased, so too did his positive 

behaviours. Jones and colleagues did not provide clarity around the integration of 

differing change results for the one individual. A decrease in positive behaviours 

associated with cooperation with supervision might not exclude the possibility of an 
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overall determination of improvement over time. The various change patterns within 

and between each measure used must be evaluated and combined. For instance, this 

participant’s Treatment Gain score was below the mean, which may suggest his 

difficulties with cooperation with supervision had a negative impact on his treatment 

participation, which his therapist subsequently rated poorly. He did not demonstrate 

improvement on any of the psychometric measures, the majority of which remained in 

the dysfunctional range pre- to post-treatment. His absence of change on several of 

these measures could be interpreted alongside his cooperation with supervision results. 

That is, his poor motivation might have been a barrier to his skill development, which 

was reflected through the absence of change within the psychometric measures. 

Therefore, through consideration of his results from multiple measures, it may be 

concluded that he did not evidence change through treatment.  

Another participant’s results provided an interesting comparison between self-

report and observed behaviour. In relation to the behavioural checklists, this participant 

reported an increase in all positive domains but no change in the negative domains. His 

MC-SDS score was not elevated, which suggests that his increase in positive domains 

may have been an accurate reflection of his behaviour. However, he may have been 

more likely to present himself in an overly positive light with respect to negative 

behaviours, such that he reported low frequencies of these behaviours throughout 

treatment. This argument might also relate to his psychometric results. He was already 

in the functional range pre-treatment for several psychometric measures, which might 

suggest his attempt to conceal problematic attitudes. In relation to observer results, 

custodial officers did not observe any changes within the negative or positive domains 

in the behavioural checklists; however, his Treatment Gain score was above the mean 

and he was rated as Satisfactory on the SBRG by both his therapist and a custodial 

officer. With the greater level of information included in the behavioural checklist 

compared with the Treatment Gain scale and the SBRG, in a clinical context it may be 

useful to further explore this participant’s behavioural checklist results to gain greater 

insight into his level of change over time. 

Another participant reported a decrease in positive behaviours in each behavioural 

checklist domain. The psychometric measure results were examined to determine 

whether this deterioration within the behavioural checklists was more generalised. He 

remained in the dysfunctional range pre- to post-treatment for seven out of the 15 

psychometric measures but notably, he did not demonstrate deterioration in any 
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psychometric measures. He also displayed positive change within the behavioural 

checklists, through a decrease in negative behaviours in coping and problem solving, 

mental disorder, and cooperation with supervision. However, this improvement was not 

widely observed in the psychometric measures, with improvement in one coping and 

problem solving measure and recovery in one relationship and social influences 

measure. Similar to the previous participant described, this participant’s ratings in the 

Treatment Gain scale and the SBRG reflected positive reports from observers, which 

was in contrast to the absence of any improvements observed by custodial officers in 

the behavioural checklists. In a clinical setting, an overall evaluation regarding change 

in treatment would require the clinician to assess these results in tandem with this 

offender’s primary treatment needs and relevant risk factors.  

Mann et al.’s (2010) propensities framework might assist with the interpretation 

of some results in the current research. For instance, one of the participants deteriorated 

in the psychometric measures related to coping and problem solving. However, 

custodial officers observed an improvement in this participant’s positive behaviour 

within this domain. It is possible that this participant’s propensity for poor coping was 

strong (reflected through the psychometric measures), but the relevant behavioural 

manifestations were suppressed in the custodial environment (reflected through the 

behavioural checklists). There are two potential explanations for his improved 

behaviour in this domain. First, the improvement might have been irrelevant to his risk 

(i.e., the specific risk factors were not relevant criminogenic needs). Alternatively, these 

behaviours might have been related to the development of detection evasion skills. 

Detection evasion skills may have masked his problematic attitudes; therefore, his 

behaviour appeared to improve because his previously observed problematic behaviours 

were no longer obvious. 

These results emphasise the importance of ensuring clinicians do not rely solely 

on one measure or assessment process when determining offenders’ change over time. 

Although there may be differing levels of consistency between measures, greater depth 

of information can be gained through multiple measures. Any differences between and 

within measures should be explored to gain a greater understanding of the individual’s 

change process. 

There is also a need to determine how a clinician should incorporate the data 

gained from an offender and custodial officers into a change assessment. Various pieces 

of information must be integrated in addition to the results of the measures, such as: the 
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offender’s tendency towards positive impression management (e.g., measured through 

the MC-SDS); clinicians’ observations within the treatment context in relation to the 

relevant risk areas; and, custodial officers’ level of interaction with the offender. Based 

on the results of the current study, it is recommended that clinicians consider all the data 

to which they have access and use the available information to initiate further 

investigation of the changes relevant to each individual offender. It is important for 

clinicians to recognise that offenders might emphasise their positive behaviour, while 

custodial officers may not be cognisant of some behavioural manifestations of risk 

factors (e.g., related to sexual self-regulation). 

4.4.5 Case Study Outlining a Clinician’s Decisions 

As previously indicated, the integration of results from different change measures 

can be a challenging task, particularly when the results appear to be contradictory. 

Currently, there is no validated, structured method by which to overcome this challenge. 

However, it is a necessary task in the clinical field to facilitate decision-making. An 

example of the way in which a clinician might interpret the results of the various 

measures for an individual will be provided using one of the current participants as a 

case study: Mr R.  

Mr R’s scores on the BRS and BMS were already functional pre-treatment. 

Despite their possible transparency, these measures have been validated for use with 

sexual offenders. If Mr R had no treatment needs in this area, he would likely spend 

minimal time in treatment in relation to changing these attitudes and beliefs. As a result, 

consistent with his current results, his post-treatment scores would be expected to 

remain unchanged. His pre-treatment scores on the psychometric measures that assessed 

coping (e.g., coping using sex and emotion-oriented coping), relationships, and self 

esteem, were in the dysfunctional range. Therefore, Mr R’s core treatment needs would 

likely have been in these areas if they were causally related to his offending. Further to 

this assumption, these needs should have received the focus in treatment. They should 

also be the priority in assessing pre- to post-treatment change. The results revealed that 

Mr R achieved clinically significant change in these measures. 

Mr R’s behavioural checklist results reflected a decrease in poor coping and 

problem solving, and negative behaviours related to mental disorder. This result 

suggests his treatment work may have been effective in decreasing negative coping 

behaviour. Sexual deviance is also related to mental disorder; however, there was no 

similar change in the WFSQ. Mr R’s offences were against children; therefore, it is 
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possible that he focused on developing management strategies for sexual thoughts about 

children, rather than targeting the WSFQ areas, which are predominantly focused on 

adults.  

Within the behavioural checklists, his self-report reflected high frequencies of 

positive behaviour from the commencement of treatment. He chose to use the scale 

provided on the checklists rather than indicating a specific numerical response. Recall 

that the scale was from zero to 50. His responses for positive behaviours were generally 

between 40 and 50; therefore, his potential for self-reported improvement was limited if 

he were to continue using the scale rather than writing a response in the space provided. 

These frequencies were higher than many other participants’ self-reported responses, 

which might reflect a tendency to exaggerate his behavioural frequency. Based on Mr 

R’s self-report, he was engaging in both positive and negative behaviours from the 

commencement of treatment. As previously discussed, positive and negative behaviours 

can co-exist throughout treatment. Over his treatment engagement, he reported using 

more positive behaviours.  

Custodial officers’ observations reflected Mr R’s improvement in positive 

behaviours associated with relationships and social influences, another of his 

demonstrated clinically significant change areas. While in treatment, he appeared not to 

deliberately develop relationships with other offenders and his contact with personal 

supports in the community was limited. As a result, his self-reported behaviour in this 

area likely reflected his attitudes about relationships in the custodial environment. 

However, his development of skills was observable to custodial officers. Mr R received 

positive ratings from staff through the Treatment Gain scale and the SBRG, which 

suggests that his self-report was consistent with behaviours observed within the 

treatment environment. Integration of these change measures reflects Mr R’s 

improvements in several areas relevant to his criminogenic needs. Using Davies et al.’s 

(2010) and Jones et al.’s (2010) guidelines within this assessment, it is likely that a 

clinician would evaluate Mr R as having made positive changes throughout treatment. 

4.4.6 Limitations and Challenges  

The current study highlighted a number of practical challenges within this 

research area. These challenges paralleled the clinical process of collecting information 

about offenders’ behavioural manifestations of risk factors in order to modify risk 

assessments and determine whether changes have been made over a specified period of 



 
 

 261 

time. The challenges comprised both limitations of the research and difficulties arising 

from the nature of the task.  

4.4.6.1 Limitations. The primary limitation was the small sample size, which 

further diminished upon the withdrawal of participants from the self-report process. The 

small sample size and quantity of missing data weaken the conclusions that can be 

drawn from the results of the study. While a larger sample was intended and attempts 

were made to recruit additional participants, external factors prevented further 

recruitment (e.g., operational changes within the program leading to lower numbers of 

offenders commencing treatment). Therefore, data collection was discontinued after two 

and a half years. Further, change research requires the evaluation of both intermediate 

and long-term outcomes, to evaluate whether the changes observed in the structured 

custodial environment are maintained upon release to the community. Within the 

current study, intermediate outcomes were assessed; however, longer-term follow-up to 

capture recidivism and other indicators of improvement or deterioration post-release 

would allow for further evaluation of the changes observed through treatment. Due to 

the small sample size in the current study, this follow-up would provide less value than 

it would with a larger sample. 

Data collection from custodial officers was reliant upon their availability, in 

addition to their sustained commitment to the research. There was missing data and 

further, the reliability of the data was unknown because the degree to which the 

custodial officers and participants interacted within the CUBIT community varied 

between custodial officers. 

Another limitation of the current study was the absence of a multi-item structured 

professional judgement measure as a comparison with the included measures. For 

instance, the VRS:SO has been validated as a change measure (e.g., Olver et al., 2007). 

However, there was no consistent use of a validated structured professional judgement 

measure in CUBIT at the time of data collection, against which the results of the other 

measures could be compared. 

4.4.6.2 Practical issues and implications. Several challenges arose through 

conducting this study. These challenges highlighted the difficulties that can be 

encountered when completing research in a custodial context. Some of these challenges 

also highlighted the difficulties clinicians may face in the assessment of offenders as 

they progress through a treatment program. These challenges will now be discussed. 
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4.4.6.2.1 Checklist development. In order to effectively identify predicted 

behavioural manifestations of underlying propensities, as required within both the OPB 

and OAB frameworks, it is important to have clarity surrounding the overarching 

concept of dynamic risk factors. However, as described in section 1.1.7 (p. 16) and 

section 1.1.9 (p. 27), the definition and conceptualisation of risk and protective factors 

remains the subject of ongoing debate. Prior research has suggested that risk factors are 

complex constructs, which contain multiple levels (Klepfisz et al., 2016; Thornton, 

2013; Ward & Beech, 2015). This multi-layer complexity was evident in the 

behavioural checklists in the current study. As previously indicated, there was overlap 

between risk factors and behavioural manifestations in the behavioural checklist items, 

such that some manifestations were relevant for more than one risk factor. This overlap 

had implications for the checklist completion and the interpretation of the responses. 

Although each item on the checklist was related to a particular risk factor, the risk 

factors were not specified on the checklist. For instance, based on the psychologists’ 

survey response codes, emotional instability was a behavioural manifestation of the risk 

factor Violent or Suicidal Ideation. However, participants in the current research were 

unaware of the specific context of the behavioural manifestation. Therefore, it is likely 

that their responses were related to whether they were emotionally stable over the week, 

irrespective of violent or suicidal ideation. Consequently, the results may have been 

distorted if the behaviours for one risk factor were reported as occurring when in fact 

they were related to a different risk factor (e.g., Problems with Stress or Coping). The 

impact of this potential problem was reduced through the aggregation of the risk factors 

into domains, such that risk factors with similar manifestations were likely classified 

into the same domain. Nevertheless, there are some behaviours that could be placed in a 

different domain depending on the underlying function. For instance, talking to supports 

could be a manifestation of a risk factor within relationships and social influences, or 

within coping and problem solving. As such, a more individualised approach to 

developing checklists of predicted behavioural manifestations, such that the levels are 

better defined and the risk factors are clearly operationalised through the manifestations, 

might allow for the development of a more sensitive measure of change. 

Further, it is important to note that participants and custodial staff reported the 

frequency of each behaviour on the checklist, regardless of the function or the context 

of the behavioural expression. As a result, each behaviour being monitored was not 

necessarily a criminogenic need specific to the individual. For instance, although a 
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participant might have engaged in a behaviour such as withdrawal/isolation from others, 

it might have been a function of the custodial environment and the participant’s 

response to this environment (e.g., safety concerns from other offenders, or spending 

time completing treatment task work), rather than a specific expression of a behavioural 

manifestation of a relevant risk factor (i.e., an OAB of Problems with Stress or Coping). 

 From both a research and treatment perspective, it would have been beneficial to 

discuss the processes of behavioural monitoring and change, with participants, in 

conjunction with their treatment. This process was not possible in the current research. 

In the CUBIT program, there is discussion about the function of behaviour and its 

relation to risk. Often, offenders have difficulty identifying the function of their 

behaviour or they are unaware that their behaviour is problematic (Hoberman & 

Jackson, 2016), as this process requires insight and consistent practise. Implementation 

of the behavioural checklist in clinical settings would benefit from discussing the 

function of behaviour during checklist completion. A greater understanding of the 

relevance of behaviours to the individuals would further facilitate the data capture and 

evaluation of relevant change. 

4.4.6.2.2 Data collection. The data collection process for the behavioural 

checklists was a representation of both the complexities involved with research in this 

context and the clinical reality of the process. For instance, challenges were faced from 

the initial recruitment of participants. There were decreased numbers of treatment 

participants commencing in CUBIT during the course of the study due to staff changes 

and uncontrollable operational factors. As a result, there were fewer offenders available 

to recruit for the research, which limited the possible sample size. 

Ongoing challenges were faced throughout the data collection process. 

Participants were in treatment for differing lengths of time, depending on various 

internal and external factors such as: earliest release dates (one had a Court Based 

Release date, which placed an end point on his treatment that was not necessarily 

related to his performance); difficulties experienced while in treatment; therapists’ 

clinical judgement; and, therapist changes part-way through treatment. These differing 

lengths of time in treatment may have had implications for the change processes.  

As previously discussed, the behavioural checklist included a large number of 

items. One consequence of the checklist length was that it became cumbersome for 

participants to complete, as evidenced through the withdrawal of some participants from 

the research. It also became more difficult for custodial officers’ awareness and 
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effective monitoring of all the behaviours, which may have had a detrimental impact on 

the validity of the measure. 

4.4.6.2.2.1 Participants. Data collection issues specific to participants will now be 

discussed. Participants’ withdrawal from the research prior to treatment completion may 

have been related to their limited motivation. For instance, some participants who 

engaged in the research for the duration of their treatment stated that they used the 

checklists to reflect on the behaviours they engaged in through a more concrete manner 

than would often be used. However, participants who withdrew from the research made 

comments such as “I can’t be bothered” and identified that they no longer wished to 

take the time to engage in the process. This limited motivation may have served as a 

barrier to their consideration of the longer-term impact of their behaviour, such that they 

ignored or remained unaware of potential benefits they could gain through ongoing 

participation in the research. Similarly, limited motivation is a practical challenge faced 

in the clinical context, which has implications for the level of change that offenders will 

attain through treatment.  

The withdrawal of participants led to missing self-report data. If there were 

extraneous factors that led certain participants to withdraw from the research compared 

with others, it might have skewed the results. For instance, lower motivation might be 

due to poor insight, poor coping and problem solving skills, and more antisocial 

attitudes (e.g., hostility towards individuals in authority, negativity surrounding 

assisting others with no perceived personal gain). The remaining participants might 

have displayed similar characteristics to each other, such as generally engaging in more 

positive behaviour or alternatively, the desire for staff members to view them as 

motivated and engaged. The small sample size prevented the use of statistical analyses 

to measure these differences between participants who completed all measures and 

those who did not. 

Additionally, for the data that was collected, there was a difference in the methods 

by which participants reported information (i.e., actual frequency versus percentage of 

the time, or an approximate representation). Although all participants were provided 

with instructions and their understanding was confirmed, some consistently engaged in 

an alternative process for completing the checklists, as evidenced through their 

comments and the responses they provided. This difference in reporting methods 

reflects the difficulty with which accurate data are collected in research and the impact 

of individuals’ interpretation of instructions on the results. Additionally, participants’ 
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differing methods of responding may have been related to difficulties with memory of, 

or insight into, specific examples of behaviours that were identified in the checklists. 

Parallels can be drawn between participants’ differing interpretations of 

instructions within the research, and similar challenges in a clinical context. While in 

treatment, offenders are provided with tasks and their responses have implications for 

their progress through treatment, and for the analysis of change and risk of reoffending. 

It highlights the potential value in using multiple methods of assessment, both in the 

clinical context and in change research.  

4.4.6.2.2.2 Staff observations. Previous research has provided evidence for the 

potential benefits to using staff observations of offenders’ behaviour in order to enrich 

the risk assessment and change measurement process (e.g., Atkinson & Mann, 2012; 

Gordon & Wong, 2010; McDougall et al., 2013; Pearson & McDougall, 2017). It 

provides an alternative to offender self-report and uses an existing resource; custodial 

officers, who observe offenders’ behaviour on a daily basis. Pearson and McDougall 

(2017) noted that offenders’ daily life in custody as monitored by custodial officers, 

might be ‘opportune’ for the observation of behaviours with fewer attempts by 

offenders to evade detection. Some issues arose with respect to this process in the 

current research, which highlight the limitations of the current form of research. 

Within the current study, the inconsistencies in custodial staff within CUBIT 

meant that at times, there were no regular custodial officers rostered on for the week. 

Consequently, no observer checklists could be completed for these weeks. In addition, if 

a regular officer was subsequently working in CUBIT the following week, he/she would 

not have sufficient information to provide accurate data regarding the participants’ 

behaviours during the preceding week. As a result, the absence of regular officers in a 

given week often resulted in two weeks’ missing data. Non-regular custodial officers 

were unfamiliar with the participants and often were only in CUBIT for one or two 

days; therefore, they were unable to provide accurate data. There were efforts made to 

overcome these challenges, such as seeking regular custodial officers to complete the 

checklists a day or two after the scheduled day.  

A further challenge was that throughout the data collection period, there were 

differences between the ways in which custodial officers completed the behavioural 

checklists. For instance, one officer tended to record “0” for the majority, or all, of the 

behaviours on the checklist. This reporting pattern might indicate the officer was not 
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engaged with participants and could not provide accurate observations; alternatively, it 

might indicate the officer did not wish to place effort into the checklist completion.  

In order to be effective, the process of behavioural measurement relies on 

custodial officers’ regular engagement with offenders to facilitate behavioural 

observation. Within the CUBIT environment, there are differences between custodial 

officers in their level of engagement with offenders. Some custodial officers spend more 

time interacting with offenders, while others spend the majority of their time in the wing 

office and therefore have less opportunity to observe and monitor offenders’ behaviour. 

This difference relates to both their attitudes towards offenders and towards their role 

within the environment.  

These differing levels of engagement with offenders might provide an explanation 

for the differences between custodial officers’ observations in the behavioural 

checklists. Often, custodial officers completing the checklists had limited awareness of 

behaviours exhibited, unless it was directly related to behaviour they consistently 

monitored as part of their primary role (i.e., related to maintaining safety and security in 

the gaol). This may be related to Atkinson and Mann’s (2012) findings that one reason 

custodial officers did not report problematic behaviour was that they did not consider 

observation and monitoring of potentially risky behaviour as part of their role.  

Similar issues have been raised in previous research (Clarke et al., 1993; Mooney 

& Daffern, 2013), which has highlighted the practical challenges associated with the 

implementation of behaviour monitoring in custody. That is, the behaviour in the 

measure may not be consistent with the behaviour custodial staff seek to monitor for 

other purposes (e.g., adjudicating misconduct). Therefore, it may be difficult to record 

behaviour in a consistent and objective manner, and the individualised assessment and 

monitoring of behaviour may be time intensive. An indication that some custodial 

officers in the current study were less engaged in the accurate completion of the 

checklists was that some reported all participants to be compliant with their medication 

despite some participants not being prescribed medication. This suggests they did not 

consider the individual offender for every item, which may have been an attempt to 

simplify the process and decrease the time spent completing the checklists. It may be 

related to Harris and Hanson’s (2010) suggestion that once observers’ motivation is 

low, they are more prone to biased and careless assessments. 

One clinical implication is that there may be problems with the validity of 

custodial officers’ responses, which impact the conclusions that can be drawn regarding 
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treatment-related change in incarcerated offenders. Based on the candidate’s clinical 

experience, some custodial officers’ attitudes about sexual offending (e.g., feeling 

disgusted) also hinder their efforts in gaining information about risk-relevant behaviour. 

Further, if custodial officers do not spend time interacting with offenders on a 

meaningful level, one key component of the therapeutic community process is 

compromised. An important process within the therapeutic community is the sharing of 

information between staff from different disciplines; however, the quality of the 

feedback that custodial officers can provide to therapeutic staff will deteriorate if they 

do not spend time observing and engaging with offenders. It may mean that training is 

required, in relation to the ways in which custodial officers can engage more fully in the 

therapeutic community so that they can more effectively observe relevant behaviours. 

On an operational level, where possible, decisions about which custodial officers are 

assigned to work within therapeutic programs could be made with greater consideration 

for the characteristics of a therapeutic community. For instance, it would be of greater 

benefit in this environment to consistently allocate officers who are motivated to engage 

with offenders such that they are more likely to influence and measure offenders’ 

behavioural change. If custodial officers are involved more effectively within the 

therapeutic environment, there may be greater opportunities for important information 

to be gained about offenders’ behaviour and ongoing change processes. 

As indicated in the limitations of the study, data collection was reliant on 

custodial officers’ ongoing engagement with the research. However, it was challenging 

to maintain their interest in the completion of the checklists. Some officers provided 

reasons for their minimal engagement, such as: the checklist was too long; the checklist 

was repetitive; they did not want to spend the time completing the checklist every week; 

and, they could not provide accurate responses for a large proportion of items on the 

checklist because they did not observe these behaviours. 

Staff motivation has been discussed in prior research. For instance, Harris and 

Hanson (2010) reported their research findings that some community supervising 

officers demonstrated reduced motivation in the assessment process. They noted that 

these officers’ predictive accuracy was only marginally better than chance. They 

speculated that the reduced motivation in non-mental health professionals might be due 

to two reasons: (1) a perception of the assessment as an additional duty, which 

distracted them from their primary obligations; or, (2) a lack of psychological 

knowledge leading to their perception of the assessed psychological characteristics as 
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less complex than they are, thus placing low importance on the assessment. Miller and 

Maloney (2013) conducted a survey of community corrections staff to measure 

compliance with risk/needs assessment tools. They reported that some respondents 

showed relatively low levels of compliance, such as careless tool completion, placing 

minimal effort in the process, and minimising relevant characteristics. These 

observations and findings from previous research are relevant for the current research. It 

is possible that characteristics relevant for community corrections officers are similarly 

relevant for custodial officers. For instance, discussion about the current research with 

some custodial officers in CUBIT elicited comments minimising the importance of the 

behavioural observation process.  

Daffern et al. (2007) referred to the implications of observer bias, subjective 

observation, and accidental observation in the risk assessment process. These factors are 

important in the measurement of behavioural change. The OPB and OAB frameworks 

can serve to reduce the impact of these issues through prospective monitoring. Within 

the current research, the use of a checklist to guide custodial officers sought to target 

these potential problems. Although it was deemed beneficial to provide custodial 

officers with a framework such that their biases are decreased and their observations are 

targeted, it does not necessarily prevent these problems from occurring. This is partially 

due to the limitations of the context in which treatment was conducted, such as the 

factors that decrease its effectiveness as a true therapeutic community discussed 

previously in this section. These factors lessen the ability for the framework to be 

implemented as a systematic process for behavioural change measurement.  

4.4.6.2.2.3 Multiple change measures. Use of a variety of change measures may 

assist assessors to overcome some of the challenges described. In the current research, 

participants tended to make changes in some areas but not in others. This inconsistency 

in the change process becomes a clinical dilemma because clinicians must determine 

which measures to emphasise in an overall assessment.  

It should be noted that there were no tests of measurement invariance conducted 

within the current study. Therefore, it cannot be statistically determined whether the 

four assessment types used to measure change over time were measuring the same or 

different constructs at each time-point. However, use of multiple assessment measures 

has advantages over using fewer assessments. That is, if an assessment has not been 

validated (e.g., the behavioural checklist), it cannot be definitively concluded that the 

assessment consistently measures the same constructs in the same way over time in 
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treatment. Therefore, use of additional validated assessments may serve to minimise the 

potential impact of measurement error. The outcomes gained from multiple assessment 

tools can be compared with each other in order to evaluate the validity of the results.  

One benefit of implementing several change measures is that each measure has 

strengths and weaknesses. One limitation of psychometric measures is the potential for 

biased results due to the self-report process. Self-report can be problematic in the 

custodial context, particularly during treatment, because many offenders try to create an 

unrealistically positive impression within treatment, in order to attain earlier release 

from custody. A strength of psychometric measures is that they can target attitudes and 

behaviours, which are less observable to assessors and have the potential for 

concealment by offenders, for instance, those related to sexual deviance (see Hanson & 

Harris, 2001). Further, there is evidence to suggest these measures are predictive of 

recidivism, which indicates they can reflect change in important aspects of offenders’ 

psychological profiles (see Barnett et al., 2012). 

Response bias may also be relevant for the behavioural checklists. Mistrust of 

others generally, and specifically towards those in authority, tends to be prevalent 

within the offender population, due to experiences over their lifespan and within the 

custodial context, as evidenced through risk factors empirically related to sexual 

offending such as intimacy deficits and hostility. The behavioural checklists might be 

susceptible to offenders’ mistrust, such that they report behavioural frequencies that 

they consider to be the least detrimental to their engagement in treatment. In the current 

research, although the Participant Information Sheet and consent form clearly stated that 

the information provided within the research would remain confidential, one concern 

for participants may have been that the information would be used by the candidate, 

their treating therapist, or custodial officers, for malicious purposes.  

Although there are challenges with the routine completion of these checklists, a 

strength of the behavioural checklists is that they provide a method by which to gain 

observers’ views in addition to self-report. They also provide a richer and more detailed 

understanding of the behaviours related to certain risk factors and domains of 

psychological functioning. As discussed in prior research, the reported presence of a 

risk factor often depends on how well behaviour is monitored by staff and how it is 

interpreted. The use of checklists, which indicate the most usual types of behaviour in 

custody associated with each risk factor, might solve this problem for the most 

commonly occurring risk factors, through provision of a more consistent approach 
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(McDougall et al., 1995). Further, as Lewis et al. (2013) indicated, assessment of 

dynamic risk factors at multiple time points might be the most accurate method by 

which to assess the dynamic nature of the variables. Notably, Douglas and Skeem 

(2005) suggested that the longer the interval between assessments, the greater the 

possibility that changes will be missed. Weekly reporting reduces this possibility. 

The results of the current research suggested that the SBRG might not be a 

sensitive measure of change through treatment, as highlighted through its poor 

discrimination between participants. Only one participant gained a rating of 

Unsatisfactory, as reported by custodial officers, while no participants were rated as 

Unsatisfactory by therapists, despite the therapists reporting lower Treatment Gain 

scores. Discussion with custodial officers suggested that the participant who gained an 

Unsatisfactory rating on the SBRG may have received this rating in part due to his 

personality (e.g., being ‘annoying’), rather than specifically engaging in risk-related 

behaviour.  

Beech et al. (2016) indicated that ratings of change may be affected by various 

factors such as: the relationship the assessor has with the individual in question; the 

importance the assessor places on various aspects of change; and, their personal opinion 

of the individual offender. Although the overall rating on the SBRG is related to 

individual items referencing behavioural areas, it is possible that this measure is prone 

to biases that lead to subjective ratings rather than specific risk-related behaviours. The 

SBRG may not be a useful measure of change and at this stage, its use for this purpose 

is not recommended. Further research is required to understand the reasons for custodial 

officers’ and therapists’ tendency to rate offenders’ behaviour as Satisfactory despite 

evidence of problematic behaviour (e.g., institutional misconduct). The ultimate rating 

provided within the SBRG is likely insensitive and perhaps should not be used. Rather, 

the Treatment Gain scale may be an alternative measure of satisfactory behaviour 

within this context, as this measure was more discriminative between participants 

within the current research. 

Similar to the SBRG, the Treatment Gain scale may elicit subjective ratings from 

clinicians. Related to this point, Davies et al. (2010) asserted that clinicians might 

produce biased assessments due to their desire for treatment change to have occurred. 

However, this bias was not apparent through the Treatment Gain scale results, with 

some participants receiving low scores (e.g., 4 out of 24). While the Treatment Gain 

scale is seemingly subjective, the results in the current research suggested some 
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correspondence between this measure and results obtained from other change measures; 

for instance, the correlation between Treatment Gain scale scores and participants 

having recovered on psychometric measures. The Treatment Gain scale has previously 

been validated and can be beneficial for clinicians’ use (Sowden & Olver, 2017). 

Taking into consideration the potential limitations of this measure, it appears useful 

within the clinical context. Specifically, it is a straightforward measure, which can be 

used in conjunction with other change measures to further enhance the information 

available to clinicians regarding offenders’ change processes. 

In reality, the potential for assessor bias such as that described in relation to the 

SBRG and Treatment Gain scale, is possible in all assessments. For instance, the 

structure of the behavioural checklists appears objective as the ratings are based on 

behavioural frequency rather than a judgement. However, a custodial officer’s 

subjective view of a participant might influence their tendency to focus on certain types 

of behaviour over other behaviours, such that they are more attuned to positive or 

negative behaviours from some offenders compared with other offenders. Similarly, it 

might affect their perception of the behaviour as overly positive or negative and, 

therefore, the likelihood that they will report it.  

These potential biases highlight the value in using multiple measures of change, 

which are completed by different assessors, to determine consistency and gain greater 

understanding of the patterns observed. Further, using a combination of several 

measures allows for the development of a richer depiction of risk and change and the 

limitations of each approach can be counterbalanced by using another measure. 

However, as previously noted, it also increases the complexity of the measurement 

process, as the disparate measures must be synthesised and understood as a cohesive 

representation of change.  

4.4.7 Recommendations for Measuring Change 

Overall, considering the advantages and limitations of each of the change 

measures implemented in the current study, the behavioural checklist is recommended 

as a potentially useful measure of change. Prior research has identified the use of 

checklists as a behavioural monitoring method to inform risk assessment prior to the 

release of high risk offenders (McDougall et al., 2013). The behavioural checklist 

developed within the current research may provide a greater depth of information about 

offenders’ change over time compared with previously validated measures such as the 

VRS:SO, due to its weekly completion.  
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If a behavioural checklist is implemented as a measure of change, clinicians could 

discuss with offenders their self-reported behaviours on a regular basis. This discussion 

may facilitate identification of the factors underlying certain behaviours and ongoing 

modification of case formulations. It would also encourage offenders to continue 

evaluating their behaviour and might serve as motivation to address problem behaviours 

when they arise, and for positive behaviours to be acknowledged and reinforced. Since 

the VRS:SO has previously been validated, it may be beneficial to link the behavioural 

checklist to the scoring of the VRS:SO. The behavioural checklist may enhance the 

change assessments conducted through use of the VRS:SO by providing specific 

behaviours that are associated with each dynamic risk factor. 

A challenge associated with implementing the behavioural checklist is the 

translation of raw data into meaningful information for clinical practice, without the use 

of statistical analyses. One possible method for clinicians may be similar to the 

preliminary stages of the current data analyses. The reported frequencies could be 

reduced to quartiles in order to calculate change scores. The utility of this process may 

depend on the number of items in the checklist, as it could be time consuming. 

Clinicians may not have the time to commit to this process. Further research could be 

conducted to assess the validity, utility and practicality of using this kind of measure 

within the context of a custody-based treatment program.  

The pre- and post-treatment psychometric measures used in this study have been 

validated. However, as previously discussed, some measures might be less useful due to 

their transparency (e.g., BRS and BMS; see Grady et al., 2011) and might not provide 

useful change information. Further, the relevance of each psychometric measure should 

be evaluated within the context of the specific treatment program. If individual 

measures are relevant within the treatment program, such that they target the same 

criminogenic needs, they may be useful adjuncts to the behavioural checklists.  

As previously noted, the Treatment Gain scale might be a valuable overall 

measure of change, through its greater ability to discriminate between offenders, as 

compared with the SBRG. It could be used as a global assessment in the initial 

evaluation of change. Subsequently, clinicians could further investigate offenders’ 

specific changes in behaviours, attitudes and beliefs, through the behavioural checklists 

and psychometric measures, in addition to a structured professional judgement measure. 

Each offender’s criminogenic needs should be the focus of the assessment. It is 

recommended that clinicians explore any discrepancies between change measures, 
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based on the individual offender’s criminogenic needs. Further, if there are 

discrepancies between self-report and observer information, the potential underlying 

reasons for these differences should be assessed (e.g., offenders’ attempts to present 

well to assessors, or observers’ limited opportunity to witness behaviour).  

4.4.8 Future Research 

It is important to view the current study as a progression towards ongoing 

research to advance knowledge in dynamic risk and change assessment. Therefore, 

some ideas for future research will now be outlined.  

In future research, if a similar process of change assessment was used with a 

larger number of participants, perhaps the impact of additional factors could be 

investigated (e.g., whether a participant commences use of anti-libidinal medication 

while in treatment). In addition, further comparisons could be made between 

participants, such as the characteristics of those who remain in the research as distinct 

from those who withdraw consent. 

Grady et al. (2011) asserted that given the potential research and clinical 

knowledge to be gained from collecting data from valid and reliable instruments, more 

research is required to develop instruments that can be used with sexual offenders. They 

noted the need for gaining greater understanding of the deficits that have the greatest 

impact on the recidivism rates of treated offenders. This highlights the value of 

conducting further research into the behavioural checklists and the importance of 

follow-up studies. In addition, if the VRS:SO is validated in Australia in the future, this 

measure could be used as an adjunct to the behavioural checklist, rather than relying on 

the psychometric test battery used currently. 

As Cording et al. (2016) noted, most studies related to the reliability and validity 

of dynamic risk assessment measures have been conducted with researchers or 

developers using the tools rather than by professionals in a correctional context. This 

process raises questions about whether these measures will be similarly effective when 

they are no longer scored by trained researchers, but instead by staff who may have 

many other responsibilities and priorities. This idea is similar for change measurement 

tools. Therefore, the current research provided additional information to the field in 

relation to the measurement of change in a custodial setting, using custodial officers and 

therapists rather than researchers, in their application. However, ethics approval 

constraints prevented the use of therapists’ observations in the behavioural checklists. In 

light of the difficulties custodial officers had observing some behaviours in the 
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checklists, in the future it may be more effective if therapists also contribute to their 

completion. This idea is consistent with Gordon and Wong’s (2010) suggestion that 

behavioural observations should be made by all staff members and checklists should be 

amended throughout treatment. In future, subject to ethics approval, behavioural 

checklists could be developed in consultation with therapists and modified through 

treatment. Further, if future research involves several different staff members 

completing checklists, richer data could be gained. Longer-term follow-up data (e.g., 

recidivism) could also reveal the differential validity of staff members’ responses.  

It may be useful to modify the behavioural checklists before implementation as a 

change measure in custodial environments. For instance, idiographic behaviours could 

be included for each offender, based on a clinician’s case formulation. Further, the 

checklist could be condensed; for instance, some of the behavioural manifestations of 

risk factors could be amalgamated, such as those that elicited similar results as each 

other in the current research, in addition to reducing repetition of behaviours. As a 

result, it may be more accessible to both staff and offenders. Perhaps the frequency of 

the checklist completion could also be reduced, although it is important to consider the 

benefits associated with more frequent assessments, as previously discussed. Prior to its 

implementation in a modified format, it could be tested through a pilot study. Further, 

after a pilot study is conducted, a qualitative review could be completed with offenders 

and custodial officers, in order to gain information that could further improve the 

checklist. 

Gordon and Wong (2013) asserted that while offenders may make some important 

changes in treatment, these changes may or may not be risk-related or even represent a 

restoration of healthy or adaptive sexual, interpersonal or social functioning in the 

community. The content of these changes must be explored and their relation to 

ongoing change processes must be investigated. Specifically, according to Serin et al. 

(2013), although measuring treatment targets through intervention is important in order 

to assess treatment gain, measurement beyond the treatment period is also required to 

understand change. This requirement is based on the idea that behaviour change is a 

long-term process, which evolves in a gradual manner. Change is only meaningful if it 

is maintained post-release. Hence, future research could advance the current study 

through including follow-up outcome measures to determine ongoing change processes. 

As previously indicated, the use of recidivism outcomes would be one method by which 
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to indicate whether changes made on checklists, psychological measures and so forth 

are actually related to reduced recidivism. 

There are limitations to the use of recidivism data as indicators of behavioural 

change in custody. For instance, it has been suggested that recidivism is not a very 

sensitive indicator of treatment effect (Schmucker & Lösel, 2015). One contributing 

factor to its insensitivity is victims’ under-reporting, particularly in relation to sexual 

offending (see Chapter 1, pp. 3-4). However, recidivism outcomes are widely accepted 

methods by which to evaluate offenders’ longer-term behavioural change. While 

intermediate outcomes are important within the evaluation of offenders’ behavioural 

change, these changes must be maintained over time. Therefore, it is worth highlighting 

the lack of recidivism data as a limitation within the current study. In responding to this 

limitation, it is also useful to discuss the ways in which future research could resolve the 

criticism. 

Several criteria should be met in order to conduct robust recidivism research 

(Schmucker & Lösel, 2015). Importantly, the recidivism study would need a treatment 

group and a control group not receiving the treatment program. These researchers noted 

that studies with up to 50 participants included a ‘small’ sample size. There are 

limitations to the analyses that can be conducted and the conclusions drawn in relation 

to recidivism in studies with small sample sizes. Further, there have been questions 

about the robustness of recidivism research in which the researcher had an affiliation 

with the treatment program. Schmucker and Lösel (2015) suggested the need for 

recidivism research that is independently authored.  

Two prominent meta-analyses can be used as guidelines for determining the 

appropriate sample sizes and follow-up times required in order to conduct recidivism 

studies. Hanson and Morton-Bourgon (2009) conducted a meta-analysis that included 

110 studies. The average sample size for these studies was 417 participants. The mean 

follow-up time post-release was 70 months (5.83 years). Schmucker and Lösel (2015) 

used 27 studies in their meta-analysis. The average sample size for these studies was 

358 participants. The mean follow-up time was 70.26 months (5.9 years). Within the 

current research, it took two and a half years to recruit 19 participants, several of whom 

provided only partial data due to their withdrawal from the research. In order to recruit 

even a fraction of the sample size required for a robust recidivism study (for example, 

only 100 participants), in addition to the follow-up time required post-release, in order 

to establish whether change indices are associated with recidivism, the research would 
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take an additional 18 years to complete. While it is clearly beyond the scope of a PhD to 

conduct such a recidivism study, it is an important component of research in offenders’ 

behavioural change. Therefore, the field would benefit from this research in the future, 

if there are researchers who have a sufficient length of time available to them. 

4.4.9 Conclusions 

This study focused on four measures of change, which can be implemented within 

a custody-based treatment program. These change measures comprised a variety of 

modes, including offender self-report, custodial officer observations, and therapist 

ratings. Results revealed that the behavioural manifestations of sexual offenders’ 

dynamic risk factors can be observed in custody. Change over time in treatment within 

some behaviours was also evident. However, change as reported by custodial officers 

was not always consistent with participant self-report. Moreover, there was limited 

consistency between the changes observed through the behavioural checklists, and the 

attitudes and beliefs that were represented through the pre- to post-treatment 

psychometric measures. The challenges that were faced throughout the data collection 

period have been discussed, with some implications for these challenges further 

highlighted in the context of clinical practice. Both group- and individual-level analyses 

were conducted in order to gain greater depth of information regarding offenders’ 

change processes and the ways in which the information from different measures can be 

integrated. The challenges associated with this integration were discussed, in relation to 

assessors determining whether or not an offender has made changes. 

Through consideration of the measures used in the current research, it can be 

concluded that there are limitations to all change measurement approaches. However, 

the use of observations at various time points within structured professional judgement 

tools may have particular advantages. Within these tools, the relevance and fluctuation 

of various dynamic risk factors can be captured in an idiographic manner. Scores can be 

obtained and a change score can be gained over time in treatment, which can then be 

used to determine changes in risk level. These changes in risk level can be used in 

decision-making processes related to progression through the criminal justice system, 

including release into the community.  
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Chapter 5: General Discussion 

5.1.1 Overview of Research 

Debate continues in the field of forensic psychology in relation to the definition of 

dynamic risk factors, their behavioural manifestations in a custodial context, and the 

most effective methods by which to measure changes in dynamic risk factors over time. 

These issues are central to the decision-making process authorities face in managing 

offenders in custody and determining when and if to grant parole. That is, measurement 

of dynamic risk factors can provide information about offenders’ risk, including both 

the persistence of risk of recidivism, and the imminence of this risk. Risk assessment 

and change measurement have continued to evolve over the years; however, there 

remain questions regarding the most effective methods. These processes are particularly 

challenging within the custodial context, as this environment is not necessarily 

representative of the environment in which offenders reside in the community.  

The current research consisted of three interlinked studies, which together served 

to increase understanding of sexual (Studies 1-3) and non-sexually violent (Study 2) 

offenders’ behavioural manifestations of risk factors in custody, the observation and 

monitoring of these behaviours, and whether these behaviours changed over time. An 

overview of each study will be provided. Subsequent to this overview, discussion will 

focus on comparisons between the studies’ results, prior to an integration of these 

results. Clinical and policy implications form an important component of this research 

and will also be explored. An overview of the challenges and limitations of the three 

studies will precede suggestions for future research as a consequence of these studies. 

5.1.1.1 Study 1. Study 1 was a preliminary study to inform a significant aspect of 

Study 3. The aim of Study 1 was to investigate how dynamic risk factors for sexual 

offending and prosocial equivalent behaviours manifest in a custodial context, through a 

survey of psychologists with experience in this area. Participants were asked to provide 

examples of behavioural manifestations of risk factors and their prosocial equivalent 

behaviours, in which sexual offenders might be predicted to engage within a custodial 

environment. Each item in the survey referred to a risk factor from the RSVP and 

VRS:SO. The results revealed that psychologists could identify behavioural 

manifestations of relevant risk factors and related prosocial behaviours. Manifestations 

of some risk factors appeared easier to identify than others; for instance, Problems with 

Stress or Coping, Interpersonal Aggression, and Substance Abuse elicited more specific 

and observable behavioural manifestations than did Sexual Deviance. Additionally, 
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overall, risk-related behaviour appeared easier to identify than prosocial equivalent 

behaviour. This result was likely due to the tendency for the focus in custody to be on 

problematic behaviours, rather than positive behaviour (Mooney & Daffern, 2013).  

5.1.1.2 Study 2. The behaviours identified in Study 1 included negative and 

positive behavioural manifestations of risk factors. The negative behaviours 

encompassed a range of behaviours that included more obvious defiant and antisocial 

acts including breaches of rules (e.g., avoiding domestic duties), while other behaviours 

were not necessarily direct rule breaches but were risk-related (e.g., withdrawal or 

isolation). Rule breaches in custody have been identified as a means by which to 

evaluate an offender’s behaviour (French & Gendreau, 2006), which can subsequently 

be used to determine readiness for parole. Study 2 was an evaluation of the SBRG. The 

SBRG was developed for Corrections Victoria (Daffern et al., 2014), to assist with 

parole decision-making, based on sexual and non-sexually violent offenders’ risk-

related behaviour within the institutional context. Its use in the current research was 

related to case workers’ (custodial officers’) determination of sexual and non-sexually 

violent offenders’ behaviour as Satisfactory, Of Minor Concern, or Of Major Concern. 

Overall, the results in Study 2 demonstrated that the final behaviour rating that 

caseworkers provided was associated with official records of misconduct within the 

SBRG’s four behaviour categories. Increases in both Violent Incidents and 

Direction/Supervision Incidents were more likely to elicit a more severe overall rating, 

than were increases in Substance Use/Abuse Incidents or Times Banned from Work. 

The results demonstrated that at the group-level, ratings of satisfactory behaviour were 

reliably associated with behaviour in custody. The majority of ratings offenders 

received were Satisfactory. The primary implication is that officers’ ratings of 

offenders’ behaviour on a global scale was consistent with offenders’ behaviour more 

generally, as indicated by official adjudications and work records. Therefore, it appears 

that custodial officers can provide relevant information about offenders’ behaviour. 

At the individual-level, there were some inconsistencies observed between 

offenders’ overall ratings and the frequency of recorded incidents. That is, some 

offenders received a Satisfactory rating despite incurring a large number of institutional 

misconducts; on the other hand, offenders who received only minimal institutional 

misconducts gained an Of Minor Concern or Of Major Concern overall rating. 

Subsequent to the validation of the SBRG, it was included in Study 3. Overall, the 
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results supported prior research indicating that custodial officers’ observations can be 

useful in behavioural assessment (McDougall et al., 2013)  

5.1.1.3 Study 3. Study 3 consisted of an investigation of four measures of sexual 

offenders’ attitudinal and behavioural change through a custody-based treatment 

program. The primary measure of change was the behavioural checklist developed from 

the results of Study 1. This behavioural checklist facilitated behavioural monitoring 

through its weekly completion by both offenders and custodial officers.  

The three additional measures were: pre- to post-treatment psychometric 

measures; the Treatment Gain: Short Scale; and, the SBRG that was validated in Study 

2. Together, these four measures represented a variety of methods by which to monitor 

and evaluate offenders’ behaviour in custody, including self-report, custodial officers’ 

observations and ratings, and therapists’ ratings. Overall, the results supported prior 

research that has suggested the benefits of including various assessment methods in the 

determination of offenders’ change over time (Davies et al., 2010). 

5.1.1.3.1 Advantages and limitations of measures. As described in Chapter 4, 

each change measurement approach has advantages and limitations. Offender self-

report allows for the gathering of information that may not be observable to others, such 

as that related to thought processes (e.g., sexual thoughts). A limitation of this approach 

is that it is susceptible to offenders’ desire to present themselves in a positive light to 

assessors. However, as previous research has concluded, offenders who engage in 

positive impression management may in fact be associated with decreased risk of 

recidivism (Mills & Kroner, 2005). In Study 3, this limitation is relevant for both the 

behavioural checklist and the pre- to post-treatment psychometric measures. However, 

one advantage of the behavioural checklist used in this study was that custodial officers 

also completed it; therefore, these observations could be compared with participant self-

report.  

In addition, prior research has criticised methods that rely on a single time point in 

the evaluation of change, as these methods essentially represent a measure of static risk 

rather than dynamic risk (Serin, Chadwick, et al., 2016). Further, it has been argued that 

an insufficient number of time points prevents the adequate measure of change 

(Douglas & Skeem, 2005). In response to such criticism, Study 3 sought to include the 

collection of data at multiple time points over the course of treatment. The behavioural 

checklist facilitated weekly data collection throughout treatment, while the 

psychometric measures facilitated pre- to post-treatment change through use of these 
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two time points. On the other hand, the Treatment Gain scale and the SBRG each 

allowed for an evaluation only at one time point. Advantages of using the Treatment 

Gain scale and the SBRG included access to evaluations by both therapists (Treatment 

Gain scale and SBRG) and custodial officers (SBRG), who may have different 

perspectives in relation to offenders’ attitudes and behaviour, and have opportunities to 

observe offenders in different contexts.  

Prior research has identified the potential for observer bias in completing risk and 

change assessments (Beech et al., 2016; Davies et al., 2010). Through using several 

methods of change measurement in Study 3, the practical implications for the 

limitations of each method could be minimised. The primary purpose of using a variety 

of methods in Study 3 was to gain information from a variety of sources and assist in 

the identification of the most effective approach, such that it could inform future 

research into the modification and development of change measures. This research may 

be valuable for the implementation of change measures in clinical practice. 

5.1.1.3.2 Overview of results. The results of the four measures did not 

consistently correspond with each other. Overall, the behavioural checklist data 

provided the most complex information, for reasons such as: it included both participant 

self-report and custodial officer observations; it covered a wide range of dynamic risk 

factors; and, it facilitated data collection at weekly intervals rather than only one or two 

time points. 

Changes were assessed at both the group-level and individual-level. Group-level 

results varied across the measures. The behavioural checklists provided the most detail 

with respect to offenders’ change over time in treatment. The results revealed changes 

over time in treatment in a variety of behavioural manifestations of risk factors, both 

high- and low-level problematic and prosocial behaviours; however, it may be difficult 

for clinicians to evaluate overall change using this measure in its current form. As 

indicated in section 4.4.8 (p. 272), it may be beneficial to revise the checklist and 

conduct further research into its validity. For instance, in the future, the relevance of 

these changes for longer term outcomes (e.g., recidivism) could be evaluated in order to 

determine whether the included behavioural manifestations were meaningful; this 

process would assist in determining the measure’s validity. It may also be beneficial to 

rationalise items such that a more parsimonious review of behaviours can be undertaken 

by offenders and officers. While there is inevitably a trade-off between the level of 



 
 

 281 

detail and number of questions included, a more concise checklist may be more 

palatable when it comes to routine use in these kinds of settings.  

Individual-level results provided greater depth of information compared with 

group-level results, which highlighted the importance of evaluation at this level to assist 

with determining whether changes have been made, which domains have changed and 

which appear resistant to change. It is important to gain information about individual 

offenders’ changes across various measures, to facilitate clinicians’ ongoing 

modification of risk assessments. Decision-making occurs on a daily basis in custody in 

relation to individual offenders, thereby emphasising the need for evaluations at the 

individual-level rather than only at the group-level. Due to the differences within the 

individual-level results, it appears there is value in gaining information about various 

aspects of an offender’s change over time, such that the information can be integrated to 

form the most valid conclusions possible at the time. The results also highlighted the 

need for further research into methods by which varied results from different change 

measures can be integrated. 

Overall, the behavioural checklist results revealed changes throughout treatment 

both between and within participants, in the areas of coping and problem solving, 

mental disorder, relationships and social influences, and cooperation with supervision. 

There were similarities and differences between participants’ and custodial officers’ 

reports of participants’ behavioural change patterns using this measure. The pre- to 

post-treatment psychometric measures revealed some group-level changes. However, at 

the individual-level, using reliable and clinically significant change indices, the most 

common outcome was for participants to remain unchanged, either because they 

commenced treatment in the functional range or because they remained in the 

dysfunctional range post-treatment. Higher Treatment Gain scale scores were associated 

with participants having recovered (i.e., moved from the dysfunctional to the functional 

range pre- to post-treatment) on a larger number of psychometric measures. Therapists 

rated all participants as Satisfactory on the SBRG, while custodial officers provided this 

rating for all but one participant. 

5.1.2 Comparison Between Study Results 

The three studies are linked in various ways. They relate to the identification, 

observation and monitoring of dynamic risk factors’ behavioural manifestations in a 

custodial context. Both negative and positive behavioural manifestations were included 

in the research and were measured through various means, as previously described.  
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Each of the three studies’ key results were discussed in the overview in this 

chapter. Next, the results from each of the studies will be compared and contrasted, 

prior to their integration. First, a comparison will be presented between the ways in 

which behaviours were differentially identified and observed in the three studies. 

Further, comparisons will be drawn in relation to the observation of negative and 

positive behaviours in Study 1 and Study 3, and between Study 2 and Study 3. 

Subsequently, the results of the SBRG will be compared between Study 2 and Study 3, 

to facilitate discussion about its use as an assessment of satisfactory behaviour and 

behavioural change.  

5.1.2.1 Differences between risk factors. Results from Study 1 and Study 2 can 

be compared in relation to the differential ease with which behavioural manifestations 

of risk factors can be observed. Within Study 1, psychologists appeared to have greater 

ease identifying potential behavioural manifestations of some risk factors compared 

with other risk factors, evidenced through the quantity of examples provided and the 

relevance of these behaviours to the risk factors. As might be expected, the risk factors 

that elicited a greater number of relevant behaviours were those that may generally be 

more observable within a custodial context. They may also be more frequently 

discussed among multi-disciplinary staff members, which would increase their 

prominence such that they could be generated more easily within the survey responses. 

For instance, behaviours associated with Interpersonal Aggression were easier for 

psychologists to identify compared with behaviours associated with Sexual Deviance. 

This result can be compared with results obtained in Study 2. Within Study 2, custodial 

officers appeared to focus on Violent Incidents in their determination of offenders’ 

overall behaviour rating. This result may be partially explained through a similar 

interpretation. Verbally and physically aggressive behaviours are often the focus of 

discussion in custody, because they are perceived as more problematic than many other 

negative behaviours due to their potential impact on others. Further, they are more 

easily detected within the environment. 

These differences between the ease with which behavioural manifestations were 

observed and monitored across risk factors can also be related to Study 3. To some 

extent, this comparison is more difficult in relation to Study 3, as a function of the 

aggregation of risk factors into domains to facilitate data analyses. However, the results 

revealed that custodial officers were more likely to observe behaviours within some risk 

factors compared with others, which similarly may be related to their ease of 
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observation. For instance, custodial officers were less likely to observe behavioural 

manifestations of Sexual Deviance and more likely to observe behavioural 

manifestations of Problems with Stress or Coping. Within the domains, it appeared that 

the risk factors related to coping and problem solving were more likely to elicit 

behavioural observations compared with those related to mental disorder. Of note, 

mental disorder included Problems with Substance Abuse. Substance Use/Abuse 

Incidents were also less likely to elicit a more severe behaviour rating within Study 2. 

Taken together, these results related to substance use may suggest that custodial officers 

place less emphasis on this behaviour. 

5.1.2.2 Observation of negative and positive behaviours. Risk assessment and 

change measurement include the observation and monitoring of both negative and 

positive behaviours. Historically, risk assessment and change measurement generally 

focused on negative behaviours and ignored the development of positive behaviours as 

an indication of change and decreased risk of recidivism (Serin, Chadwick, et al., 2016). 

However, consistent with research highlighting the benefits of identifying and 

measuring protective factors (de Vries Robbé et al., 2011), in order for a clinician to 

evaluate an offender as having made positive changes indicative of decreased risk of 

recidivism, there must be evidence of a combination of a decrease in negative behaviour 

and an increase in positive behaviour (Gordon & Wong, 2015; Mooney & Daffern, 

2013). Therefore, both these types of behaviour must be monitored.  

5.1.2.2.1 Study 1 and Study 3. In Study 1, psychologists appeared to have greater 

difficulty identifying positive behavioural manifestations of risk factors associated with 

sexual recidivism, compared with negative behavioural manifestations of these same 

risk factors. This result may have been a product of the focus in this field tending to be 

on negative behaviour, as the nature of the environment is primarily punitive. However, 

in Study 3, custodial officers reported that participants’ positive behaviour changed 

more consistently than negative behaviours. Custodial officers’ observations suggested 

that they were attuned to participants’ positive behaviour such that they could identify 

changes in the frequency of these behaviours over time. That is, while Study 1 reflected 

psychologists’ apparent difficulty identifying positive behaviours, which may have been 

due to the negative focus within the custodial environment; Study 3 reflected custodial 

officers’ ability to observe and monitor positive behaviours despite this negative focus. 

It is possible that these results in Study 3 might have been gained because 

custodial officers were prompted by the behavioural checklist items, such that their 
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attention was focused towards the specific behavioural manifestations on the checklist, 

rather than being asked to identify the behaviours spontaneously. This explanation 

would promote the benefits of providing more structured guidelines to custodial officers 

and highlighting the relevance of these positive behaviours. When custodial officers are 

required to monitor offenders’ risk-related behaviour, they should be provided with 

guidelines that include both problematic and positive behaviours. As Gordon and Wong 

(2015) noted, current functioning assessed through behavioural monitoring can be 

viewed through “many lenses which are easily coloured by one’s professional training, 

experience, situational demands, political and organisational pressures, not to mention 

subjective opinions and personal biases” (p. 97). Therefore, a template with examples of 

behaviours that should be monitored, may focus custodial officers’ attention and 

facilitate objective assessment that includes a range of behaviours, including those that 

might not ordinarily be considered relevant. These behavioural examples could be used 

as anchor points for custodial officers to consider relevant behaviour that they observe; 

the list of examples would be indicative, but not exhaustive. 

5.1.2.2.2 Study 2 and Study 3. In Study 2, custodial officers were provided with 

Likert-type scales within the SBRG; therefore, they could evaluate the offender’s 

behaviour on more of a spectrum from ‘antisocial’ through to ‘prosocial’. The custodial 

officers were not being asked to regularly monitor offenders’ positive behaviour. 

Although their observations were not being focused on positive behaviour, and despite 

the presence of offenders’ negative behaviour through incurring institutional 

misconducts, custodial officers tended to regard offenders’ behaviour as positive (i.e., 

rated as Satisfactory). In general, offenders’ behaviour was rated as Satisfactory overall, 

as they were in Study 3. This outcome suggests that custodial officers are more likely to 

rate offenders’ behaviour favourably, which is also consistent with the greater increase 

in positive behaviour than negative behaviour as observed through the psychological 

domains in Study 3. 

5.1.2.3 SBRG results. Within Study 2, all four categories of the SBRG were used 

(violent behaviour; substance abuse; attitudes and commitment to employment, 

education and/or rehabilitation; and, response to direction and supervision) in relation to 

misconducts, in addition to the overall behaviour rating. On the other hand, the focus of 

the SBRG in Study 3 was the overall behaviour rating. Nevertheless, it is noteworthy 

that there were similarities between the results of Studies 2 and 3. Within Study 2, the 

majority of the overall ratings were Satisfactory or Of Minor Concern. These results 
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mirrored the SBRG results in Study 3, which revealed that all but one of the behaviour 

ratings were reported as Satisfactory. Further, in Study 2, some participants who 

demonstrated poor behaviour, which resulted in reported incidents, were nevertheless 

assessed as Satisfactory. Similarly, in Study 3, participants who demonstrated minimal 

positive change or deterioration through other change measures (with some also 

incurring treatment suspensions due to poor behaviour) received an overall rating of 

Satisfactory.  

The results from these two studies suggest that the SBRG is not a sensitive 

measure of either satisfactory behaviour or change over time. Based on the results of 

both Study 2 and Study 3, the SBRG might require significant problematic behaviour in 

order to elicit an unsatisfactory behaviour rating. Based on the results of Study 3, it also 

may not be sensitive to behaviour change within a custody-based treatment program for 

sexual offenders. Rather than a measure of change, it might be more effective as an 

overall measure of an offender’s functioning, which was its intended use. 

5.1.3 Integration of Results  

One way in which to integrate the results is through the method by which 

behaviours were categorised to facilitate analysis; that is, the RSVP domains. There are 

suggestions within prior research regarding the benefits of using domains (Thornton, 

2002, 2013). Thornton (2013) asserted that a limitation of considering only individual 

risk factors rather than integrating them into broader categories is that general patterns 

within the data might be neglected. Within the current research, the results in relation to 

the domains can provide information about offenders’ manifest dynamic needs and the 

ways in which these factors change over time. The domains will be explored in this 

subsection, with specific reference to coping and problem solving, and cooperation with 

supervision. Further, the current results can be integrated through discussion about the 

method of data collection; that is, use of observer-report as a means by which to gain 

information about offenders’ behaviour over time. After discussion of the RSVP 

domains, there will be some discussion about the use of observer data and the practical 

and logistical challenges within this process, through Studies 2 and 3.   

5.1.3.1 Psychological domains. Within Study 3, due to the quantity and 

complexity of data, to facilitate analysis of the changes in behavioural manifestations of 

the risk factors, the data were reduced into domains, consistent with the domains 

assessed using the RSVP. The four RSVP domains can also be retrospectively applied 

to the SBRG behaviour categories in Study 2. This process may allow for further 
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comparisons and parallels drawn between the results of Study 2 and Study 3 based on 

the domain classifications. The behaviour categories could be classified as follows: 

Violent Incidents = Psychological Adjustment (coping and problem solving); Substance 

Use = Mental Disorder; Times Banned from Work = Social Adjustment (relationships 

and social influences); and, Direction/Supervision Incidents = Manageability 

(cooperation with supervision).  

In Study 3, the most consistent results were gained with respect to coping and 

problem solving. This domain included behaviours such as verbal or physical 

aggression, withdrawal/isolation, raising issues with supports, focusing on solutions to 

problems, and engaging in a healthy routine. At the group-level, participants self-

reported improvements over treatment through a decrease in negative behaviours and an 

increase in positive behaviours, while custodial officers reported improvements through 

an increase in positive behaviours within this domain.  

There are various explanations for these results. Changes within this domain may 

have been observed because it included the most obvious behaviours, which were the 

easiest for participants and observers to monitor, or it may have had the greatest 

statistical power as it contained the greatest number of risk factors. Alternatively, the 

risk factors within this domain may have been the most susceptible to change; prior 

research has suggested that some risk factors are more dynamic than others, such that 

they are more susceptible to change (Olver et al., 2007). However, although some of the 

pre- to post-treatment psychometric measures revealed changes within this domain, this 

result was not obtained across all the relevant psychometric measures. If these 

behaviours were the most susceptible to change, given the validity of the psychometric 

measures, it would be expected that this result would be gained more consistently across 

the measures within this domain.  

Another possible interpretation could be that the changes within this domain were 

representative of adjustment to the institutional environment rather than risk-related 

improvement. This concept has been discussed previously; Zamble and Porporino 

(1990) noted that offenders appeared to cope more effectively in custody as a result of 

their increased institutional adjustment, as opposed to their development of prosocial 

skills to counteract risk factors. However, in Study 3, participants’ changes included a 

decrease in negative behaviours and an increase in positive behaviours, which suggests 

the development of relevant skills rather than merely reflecting institutional adjustment.  
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As discussed in previous chapters, there are differences in the visibility of 

behavioural manifestations of some dynamic risk factors compared with others 

(Mooney & Daffern, 2013), which appeared evident within the results of Study 1. That 

is, psychologists appeared to have greater ease in identifying predicted behavioural 

manifestations of risk factors related to coping and problem solving, which tend to be 

more observable. When psychologists are unable to directly observe the behavioural 

manifestations, they may predict a broader range of risk-related behaviours. Parallels 

can be drawn between this concept and the results in Study 3 in relation to coping and 

problem solving, such that behaviours that are more observable are more likely to both 

be spontaneously predicted and identified as evident within a custodial context. 

Therefore, it may be conjectured that the results from Study 1 provided evidence that 

the change results in Study 3 were due to more obvious behaviours associated with 

coping and problem solving.  

In Study 2, higher frequencies of incidents related to violence and response to 

supervision/direction were predictive of a more severe overall behaviour rating. As 

stated previously, Violent Incidents are related to coping and problem solving. These 

incidents are generally perceived to be the most serious and relevant in custody 

(Gendreau et al., 1997) and previous research has noted that violence in custody is 

associated with violence in the community following release (Mooney & Daffern, 

2015). This result in Study 2 is similar to some results from Study 3, in which certain 

risk factors related to coping and problem solving were more likely to be reported as 

relevant for offenders (e.g., Problems with Stress or Coping and Interpersonal 

Aggression).  

Therefore, in addition to the most relevant and meaningful behavioural 

manifestations being identified in relation to coping and problem solving through Study 

1; within both Study 2 and Study 3, this domain was predictive of Satisfactory 

behaviour ratings and relevant changes over time in treatment. Overall, the domain 

results from these three studies revealed some similarities in relation to the types of 

behaviours identified as relevant for offenders in custody.  

A further comparison can be made between Study 2 and Study 3 with reference to 

cooperation with supervision. In Study 2, Direction/Supervision Incidents revealed the 

largest association with the final behaviour rating and had the largest contribution to the 

regression model. Similarly, in Study 3, positive behaviours associated with cooperation 

with supervision revealed the most prominent change over time. Although the focus of 
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this domain in Study 2 was negative behaviour, through institutional misconducts, while 

positive behaviours changed over time in Study 3; the combined results may indicate 

that behaviours related to cooperation with supervision are sensitive to measurement 

and predict the assessment of an offender’s satisfactory behaviour. Custodial officers 

might focus on issues related to this domain, as it reflects offenders’ interactions with 

staff and their ability or motivation to abide by rules within the custodial context. 

Increased attention towards, and awareness of, offenders’ capacity to follow direction 

and instruction might lead to more reliable ratings from custodial officers.  

These results suggest that psychological domains encompassing empirically 

supported dynamic risk factors may be reliable indicators of offenders’ behaviour in 

custody. Researchers have previously discussed this concept. Thornton (2002) 

developed a framework, which included four risk-relevant domains: Sexual Interests; 

Distorted Attitudes; Relational Style; and, Self-Management. Each domain included 

‘subdomains’ comprising risk factors and related behaviours, which could be targeted 

through treatment. Further, Klepfisz et al. (2016) asserted the potential benefits for the 

use of domains that subsume a number of more specific risk factors. Rather than relying 

on changes in single causal dynamic risk factors to determine an offender’s functioning, 

Klepfisz et al. suggested the conceptualisation of dynamic risk in terms of broad levels, 

or domains. They concluded that while greater precision is required in relation to the 

causal mechanisms underpinning violence at the theoretical level, on the practical level 

it is crucial to consider how reductions in multiple dynamic risk factors or risk domains 

might independently and cumulatively be related to a reduction in violence (i.e., change 

over time). It might be valuable for future research to further investigate risk factor 

domains in relation to behavioural change. Perhaps change measures in which risk 

domains are the primary focus could provide clinicians with frameworks within which 

to measure offenders’ progress through treatment. 

5.1.3.2 Observer involvement. The purpose of Study 1 was to determine whether 

psychologists could identify behavioural manifestations of risk factors, which might be 

observed in a custodial context. Staff members within this context observe and monitor 

offenders’ behaviour for differing reasons and consequently from different perspectives. 

For instance, psychologists generally do so from a therapeutic perspective to facilitate 

intervention and rehabilitation, while custodial officers generally do so from a safety 

and security perspective but in some environments also from a therapeutic perspective. 

Study 2 and Study 3 provided opportunities for the evaluation of the outcomes of this 
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observation and monitoring. The use of custodial officers’ observations will now be 

discussed in the context of these two studies.   

The current research demonstrated that custodial officers’ observations can be 

used within the assessment of offenders’ behaviour. Study 2 demonstrated that custodial 

officers can reliably rate the satisfactoriness of offenders’ behaviour, which are 

supported by official records of institutional misconducts, in areas of dynamic risk. 

Study 3 demonstrated that custodial officers can observe changes in offenders’ 

behaviour when provided with a structured checklist. However, in both Study 2 and 

Study 3, custodial officers appeared disinclined to provide Unsatisfactory behaviour 

ratings within the SBRG. This result was explored in both Study 2 and Study 3; it will 

now be reviewed. Subsequently, there will be further discussion related to custodial 

officers’ observations within Study 3, based on prior research. 

Atkinson and Mann (2012) discussed the reasons custodial officers provided for 

deciding not to report problematic behaviour. For instance, if the behaviour is 

considered ‘normal’ for the individual or within the custodial context, it might remain 

unreported. This explanation may be relevant for the current results. If custodial officers 

perceived participants’ behaviour as ‘normal’, they might have been inclined to suggest 

the offender’s behaviour was Satisfactory. In order for an Unsatisfactory rating, the 

behaviour may need to be viewed as particularly harmful to others.  

Alternatively, these results might reflect custodial officers’ motivation to 

complete assessment measures. For instance, Hanson, Helmus, and Harris (2015) 

suggested that some community supervising officers may lack the skills and motivation 

to complete valid risk assessments; it is possible that these characteristics are similar 

within the custodial environment. This concept might be related to the outcomes 

Atkinson and Mann (2012) discussed in relation to custodial officers’ reports of 

problematic behaviour. The results from their study revealed that custodial officers do 

not necessarily report problematic behaviour they observe in the custodial environment. 

One of the reasons behind this decision not to report behaviour was that of officers’ 

complacency. Decisions not to report problematic behaviour may be similar to decisions 

not to provide negative behaviour ratings. Custodial officers might be more inclined to 

provide a rating that could be considered less controversial and less likely to attract 

attention or discussion. In this instance, custodial officers might perceive a Satisfactory 

rating as likely to raise fewer questions than would an Unsatisfactory rating.  
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This potential for limited motivation is consistent with prior research. For 

instance, Miller and Maloney (2013) conducted a survey of frontline community 

corrections officers in relation to their compliance and noncompliance with risk/needs 

tools. One of the research questions was concerned with the range of types of 

noncompliance with these tools. Within the survey, officers were asked to provide 

ratings on Likert-type scales, indicating how often they engaged in the specified 

behaviour. Within the category “Tool completion” were eight items: compete tool when 

required; complete tool fully; fill out every question; complete/update carelessly; make 

minimum effort; exaggerate characteristics; minimise characteristics; and, manipulate 

information. Although the majority of respondents reported compliance with the tools, 

the results suggested some supervising officers were less compliant. Respondents were 

classified into one of three groups: substantive compliers (reported generally high levels 

of compliance); bureaucratic compliers (reported relatively high levels of compliance in 

completing the tool but lower compliance in relation to decision-making items); and, 

cynical compliers (reported relatively low levels of compliance across both tool 

completion and decision-making items). Within the cynical compliers, certain 

behaviours distinguished them from the other two groups. They were more likely to 

engage in careless tool completion, make minimum effort, exaggerate characteristics, 

minimise characteristics, and manipulate information. This result suggests that these 

respondents tended to complete the tool in a cursory manner, rather than in a manner 

ensuring accuracy. One potential explanation for this behaviour may be that these 

respondents lacked the motivation to place effort in the task. 

It could be concluded that custodial officers’ limited engagement in the 

behavioural checklist data collection within Study 3 was similarly related to limited 

motivation. For instance, not only was there a large amount of missing data through 

weeks in which custodial officers chose not to complete the checklist, but there were 

also discrepancies between reported observations of participants’ behaviour and readily 

accessible information about participants’ actual behaviour. For example, in relation to 

medication compliance, some participants were reported to comply daily, despite 

having no prescribed medication. This example might reflect custodial officers’ 

‘careless tool completion’ as in Miller and Maloney’s (2013) study described above. 

That is, a large proportion of treatment participants were required to attend the Justice 

Health clinic to receive their medication on a daily basis. Therefore, it may have been 
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easier for custodial officers to report all research participants as compliant with their 

medication, than to determine which participants had attended the clinic each day. 

Overall, custodial officers’ interactions with offenders may be influenced by their 

motivation to meaningfully engage with offenders, which subsequently affects their 

ability to provide accurate and substantive observations of offenders’ behaviour. Prior 

research has investigated the various characteristics of custodial officers and the impact 

on their interactions with offenders, with the subsequent development of a typology of 

officers (Farkas, 2000). “Rule enforcers” was the most common of the five categories, 

with these officers typically working on posts involving direct offender contact, such as 

the regular housing units. However, these officers tended to express a preference to 

work in roles with less offender contact. Therefore, within the current research, it is 

likely that custodial officers who were less motivated to engage with participants may 

have had more superficial contributions within the data collection due to their focus on 

alternative issues such as rule compliance.  

There remains the potential for gaining beneficial information from custodial 

officers regarding offenders’ behaviour and related changes over time. However, this 

information may be more valuable if there are regularly rostered custodial officers 

within the therapeutic environment, who have therapeutic interests. In practice, if the 

behavioural checklist is implemented as a measure of change, it will be important for 

clinicians to be aware that they will likely face difficulties gaining consistent and 

methodical behavioural reports from custodial officers. There might be benefit in the 

provision of additional training in relation to behavioural observation and monitoring in 

a therapeutic community. Overall, it is vital that researchers and clinicians are aware of 

the potential strengths and limitations to the use of information gained from custodial 

officers’ observations of offenders’ behaviour. 

5.1.4 Clinical and Policy Implications 

The current research was relevant for the development of the field; in particular, 

through the identification of behavioural manifestations of risk factors and protective 

factors, and the subsequent measurement of change. These issues will now be discussed. 

5.1.4.1 Behavioural manifestations of risk factors. Daffern et al. (2009) noted 

that monitoring progress, and release decision-making, tend to involve the assessment 

of observed improvements such as the development of prosocial attitudes, beliefs and 

behaviours that are incompatible with violence, in addition to indications of persistent 

problematic behaviour within the institution. The current research provided further 
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information about the use of OPB/OAB and PAB/ORB as indicators of risk and 

protective factors in an institutional environment, to assist with the evaluation of change 

and assessment of current functioning. In determining risk of recidivism, it is beneficial 

to identify the behavioural manifestations of an offender’s criminogenic needs (dynamic 

risk factors) in custody such that they can be measured to determine change over time 

and current functioning. It is important to distinguish between the OPB and OAB 

frameworks. The behavioural manifestations of risk factors, which formed the focus of 

the current research, could be defined as OAB and ORB as opposed to meeting the 

criteria for OPB and PAB; that is, they were representative of the behaviours associated 

with offenders’ risk factors for sexual offending, rather than sequences of behaviour 

relevant within the index offence. 

Together, the results of these three studies provided greater insight into the 

assessment of offenders’ behaviour in custody. The studies demonstrated that 

psychologists are generally aware of the behavioural manifestations of risk factors for 

incarcerated sexual offenders, and that these behaviours are exhibited and observed in 

custody. Behavioural manifestations of risk factors are evident through offenders’ 

misconducts in custody, and through their ongoing behaviour within a treatment 

program. Consistent with McDougall et al. (2013), the behavioural checklist within 

Study 3 included a variety of behaviours, which were identified from empirically based 

risk factors but did not necessarily meet the OPB definition. The behaviours included 

both high-level behaviours, which more closely resembled offending behaviour, and 

low-level behaviours, which were considered less serious disruptive behaviours that 

would not necessarily lead to punishment by those in authority. 

Polaschek (2017) highlighted that the skills developed through treatment are the 

intermediate treatment or change goals stemming from a formulation of the offender’s 

dynamic risk factors. This idea relates to Andrews et al.’s (2011) assertion that dynamic 

risk factors represent intermediate targets of change. Therefore, both risk and protective 

factors may represent this intermediate goal, which strengthens the argument for 

monitoring the behavioural manifestations of these factors in treatment. It may be 

beneficial to conduct research in the future, which further explores relevant frameworks 

researchers and clinicians can use to assist with the identification of behavioural 

manifestations of relevant dynamic risk factors. 

5.1.4.2 Change measurement. The three studies in the current research used 

several methods by which to gain information regarding offenders’ behaviour in 
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custody: a survey of psychologists; official records of institutional misconduct; offender 

self-report; custodial officers’ weekly observations; and, clinicians’ and custodial 

officers’ overall behaviour ratings. Within these methods, different types of 

measurement tools were implemented, as previously described.  

The results from the various measurement tools revealed that offenders’ 

manifestations of risk factors changed over time in treatment. However, at both the 

group- and individual-level, the changes within the measures did not necessarily 

correspond with each other. There are limitations and benefits to all these measures, as 

previously outlined in section 4.4.6.2.2.3 (p. 267) and reviewed earlier in this chapter 

(section 5.1.1.3.1, p. 278). It is important for evaluators to consider the limitations when 

interpreting results, prior to drawing conclusions regarding which measure to use to 

assess change. The use of multiple measures allows for the impact of these limitations 

to be minimised. Further, it allows for comparisons to be made between the results. 

However, this approach increases complexity and the possibility of inconsistent results, 

which will need to be reconciled. This process highlights the importance of further 

research into methods by which assessors can reliably integrate the disparate results 

gained from multiple change measures. 

Prior research has suggested that institutional misconduct is a potentially useful 

source of information (French & Gendreau, 2006). Consistent with this view, results 

from Study 2 suggested that there remains value in using official records of institutional 

misconduct to assist in rating offenders’ behaviour in custody. That is, overall, greater 

numbers of institutional misconducts were associated with more severe behaviour 

ratings, which suggests that offenders’ behaviour in custody can be informed by the 

number of misconducts received. However, reliance on official institutional records to 

gauge offenders’ behaviour and predict future risk can be problematic, as institutional 

misconduct represents only one of many factors that may inform comprehensive 

assessments (Mooney & Daffern, 2015). Within Study 3, multiple measures were 

implemented such that a wider range of factors could be evaluated. Study 3 

demonstrated that implementing multiple measures of offenders’ change in custody not 

only provided the opportunity for more factors to inform the assessments, but it also 

increased the complexity of the assessment process.  

The current research provided an opportunity to compare the use of different 

measures. The SBRG and behavioural checklist will now be compared. Both these 

measures required respondents to complete a checklist based on particular behaviours. 
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Results revealed that both provided some value to the assessment of offenders’ 

behaviour. In relation to the SBRG, on a global scale, custodial officers’ ratings of 

offenders’ behaviour were consistent with offenders’ behaviour more generally, as 

indicated by official adjudications and work records. This result suggests that custodial 

officers may have an accurate understanding of offenders’ behaviour. In relation to the 

behavioural checklist, overall, custodial officers could identify and monitor the 

frequency with which offenders engaged in behavioural manifestations of risk factors.  

Notwithstanding the overall SBRG results, there was evidence to suggest that 

custodial officers tended to evaluate offenders’ behaviour as Satisfactory despite 

receiving institutional misconducts. Therefore, it is possible that for such a complex 

issue as monitoring and evaluating sexual offenders’ behaviour, a simple scale such as 

the SBRG may be inadequate. Rather, the behavioural checklist appeared to have 

greater capacity to focus custodial officers’ attention on the relevant behavioural 

manifestations, which may have been related to the more structured framework, such 

that they can more effectively monitor these behaviours.  

5.1.4.2.1 Risk and protective factors. In addition to focusing on risk factors, on 

the basis of prior research, there may also be benefit in the observation and monitoring 

of protective factors in the measurement of change over time (Klepfisz et al., 2017). 

Through containing both risk-related behaviours and prosocial alternative behaviours, 

the behavioural checklist in Study 3 facilitated further investigation into the relation 

between risk and protective factors. For instance, through the behavioural 

manifestations measured in the checklist, there was evidence to suggest that risk factors 

and their prosocial alternatives can co-exist, with some participants engaging in both 

types of behaviour simultaneously.  

Jones et al. (2015) suggested that the various definitions of protective factors 

could be amalgamated and broadly considered as strength factors. This use of an 

umbrella term suggests that risk and protective factors can co-exist. Definitional 

distinctions have been made between protective and promotive factors. Protective 

factors moderate the impact of risk factors, such that risk must be present for protective 

factors to have an effect. On the other hand, promotive factors reduce the probability of 

offending regardless of the presence of risk (Monahan & Skeem, 2016). There remains 

room within these definitions for the co-existence of risk factors and their prosocial 

alternatives. That is, if there is a co-existence, the strength factors may be referred to as 

protective, while an absence of the risk would suggest the strength factor is promotive. 



 
 

 295 

The current research highlighted further challenges within the definitional 

properties of protective factors. For instance, whether protective factors are distinct 

from risk factors’ prosocial alternative behaviours. Just as risk factors have behavioural 

manifestations, it is important to distinguish protective, or strength, factors from their 

behavioural manifestations, as per the behavioural checklist items. To date, there has 

been minimal research exploring this distinction, likely due to the research into 

protective factors remaining formative. As Polaschek (2017) noted, formal investigation 

of protective factors during intervention remains uncommon. However, the results of 

the current research revealed that positive behavioural manifestations can be identified 

and monitored in a sample of incarcerated sexual offenders. Therefore, it may allow for 

further research into the properties of these factors and their behavioural manifestations 

in a custodial environment, particularly as offenders progress through treatment. For 

instance, future research may assist with the determination of whether protective factors 

within a treatment environment include both the offenders’ motivation to use their 

internal and external resources to desist from offending, and those skills and resources 

themselves.  

Within Study 3, changes related to prosocial behaviours on the checklist were 

associated with changes within other measures, for some individuals. A preliminary 

conclusion can be drawn from this association regarding the concurrent validity of the 

behavioural checklist and the use of positive behaviours in addition to negative 

behaviours. Further, the ultimate test of the use of protective factors is to assess whether 

they are related to behaviour change and subsequently a reduction in recidivism. 

Polaschek (2017) suggested that conceptually, there is no advantage to using 

protective factors that are coded using the same information as risk factors, in treatment 

(that is, identifying protective factors as the opposing poles of risk factors), because the 

same information is gained. However, based on the suggested behavioural manifestation 

examples provided by psychologists in Study 1, some of the positive behavioural 

manifestations in the behavioural checklist developed for Study 3 did represent the 

opposing poles of the negative behavioural manifestations. The differing change results 

gained from the negative and positive behavioural domains may suggest that in 

completing the checklists, there is a distinction between the positive and negative 

behaviours observed even if they represent the two poles of the same overarching 

factor. That is, if there was no additional information to be gained through the positive 

behaviours, the results should have been comparable between the negative and positive 
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behaviours. The changes over time across these behaviours did not occur at the same 

rates for the related negative and positive domains. However, the amalgamation of the 

risk factors into the four domains led to a loss of specificity within the results. 

Therefore, the individual risk factors that contributed to these results remain 

unidentified; it is unknown whether the risk factors with the opposing poles contributed 

to the discrepant results. 

Serin, Chadwick, et al. (2016) asserted that dynamic risk factors relate to crime 

acquisition and expression while protective factors reflect crime desistance. This 

concept would allow for the prosocial alternative behaviours, which were developed 

through skill acquisition to counter behavioural manifestations of risk factors, to be 

considered protective factors. This idea is also supported by prior research asserting that 

a protective factor interacts with risk, reducing the impact of a negative event, such that 

the addition of each protective factor further moderates the effect of risk exposure 

(Lösel & Farrington, 2012). The key distinction for the definition of a protective factor 

is the interaction between the protective factor and risk (Serin, Chadwick, et al., 2016). 

The idea that prosocial alternative behaviours might be negatively correlated with 

recidivism, such that as this behaviour increases, the risk of recidivism decreases, might 

be more akin to the concept of promotive factors. Unlike protective factors, promotive 

factors directly reduce reoffending, but are not independent of risk (Loeber et al., 2007). 

Some promotive factors are the inverse of risk factors (Serin, Chadwick, et al., 2016).  

The results from the current research also suggested that behavioural 

manifestations of risk factors and their prosocial alternatives may change at different 

rates. For instance, positive behaviours appeared to change to a greater extent over 

treatment compared with negative behaviours. It is possible that the positive behaviours 

were developed during the initial stages of treatment but the negative behaviours 

persisted because the positive skills were not yet sufficiently strengthened. This 

suggests that these two concepts are not merely the opposites of each other, providing 

support for the view that some protective factors might have a non-linear relationship 

with risk factors (Polaschek, 2017). The ways in which risk and protective factors 

differentially change over time in treatment may constitute valuable future research, 

which could be conducted using a similar process to that used in the current research 

such as through use of a behavioural checklist identifying predicted behaviours. 
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5.1.5 Challenges and Limitations 

There were several challenges faced within this research, which reflected the 

difficulties often encountered when conducting research in this field. The challenges 

associated with this form of research will again be outlined, with particular reference to 

Study 3. The challenges were also representative of the difficulties clinicians must 

overcome in this context when evaluating offenders’ change and functioning including 

current risk level. The implications of these challenges will be discussed. The key 

limitations for each study will be reiterated, after which, limitations of the research as a 

whole will be described. 

5.1.5.1 Challenges within current research. The current studies highlighted the 

challenges associated with this form of research. The reliability of the measures in part 

relies on the skill and motivation of the individuals completing the measures. Study 3 in 

particular revealed difficulties within the assessment and change arena when using 

offender self-report over an extended period of time, through the withdrawal of several 

participants who no longer wished to complete the behavioural checklists. In addition, 

due to the operational factors described in the previous chapter, data from custodial 

officers was similarly limited. Due to the missing data, there were implications for the 

strength of the conclusions that can be drawn from the current research. 

Further, the challenges within the research extended to the practical use of the 

information gained from four different measures. The difficulties clinicians face within 

this field have been discussed. To reiterate, clinicians must integrate disparate change 

information to form an opinion about an individual offender. It is important for 

clinicians to form a coherent account of the individual’s change such that it can inform 

decisions. In order for this account to be formed, the clinician must have a sophisticated 

understanding of the individual offender’s relevant risk factors, such that changes 

within these factors can be evaluated. 

5.1.5.2 Limitations of current research. The key limitations of each study will 

now be outlined. Limitations of the research as a whole will also be described. 

5.1.5.2.1 Study 1. In Study 1, participants were psychologists, who observe 

offenders from a particular perspective, which is not necessarily consistent with 

custodial officers’ perspectives. Therefore, the suggested behavioural manifestations of 

risk factors in the survey might have excluded potentially important behaviours on 

which psychologists do not generally focus. There might have been a discrepancy 
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between the behaviours on the resulting behavioural checklist and the behaviours 

custodial officers are able to monitor, as represented in Study 3. 

5.1.5.2.2 Study 2. Ethical considerations prevented the differentiation between 

sexual and non-sexually violent offenders within Study 2. There are two primary issues, 

which relate to this lack of differentiation. First, there could be no comparison between 

offence type within the study. Second, there were limitations in the validity of 

comparisons between the samples in Study 2 and Study 3 in relation to the SBRG 

results.  

Although the SBRG includes the evaluation of both negative and positive 

behaviour, the focus of Study 2 was offenders’ negative behaviour outcomes through 

institutional misconducts. While case workers were asked to consider all behaviour in 

their overall behaviour rating, negative outcomes were the focus within the test for 

validity. That is, official misconducts were used as a comparison measure of offenders’ 

functioning, which may have provided a biased perspective. Further, the SBRG does 

not necessarily provide information about behavioural change over time, as there is no 

structured evaluation of a change in frequency of misconducts over time in custody.  

5.1.5.2.3 Study 3. It is important to note that the small sample size and quantity of 

missing data in Study 3 limited the generalisability of the results. It highlighted the 

challenges inherent in clinical research of this nature. However, it provided the 

foundations for possible further research to gain greater insight into the most valid and 

reliable methods by which to measure change over time in a custodial setting. 

5.1.5.2.4 Overall limitations. While Study 1 included a combination of 

international and domestic participants, Study 2 and Study 3 were based on an 

Australian prison population. Two potential limitations arise from this difference. First, 

the behaviours identified within Study 1, which were included in the behavioural 

checklist in Study 3, may not be generalisable from those predicted by professionals 

internationally, to Australian offenders. Second, the Australian prison population likely 

differs demographically from that of different countries. Therefore, the results may not 

be generalisable to offenders internationally.  

An important part of change research is determining what caused the change 

(Jones et al., 2007). It is not possible to draw valid conclusions regarding the causes of 

changes observed in offenders’ behaviour, due to the lack of a control group. There are 

several potential causes of the changes, with the treatment program presenting just one 

of these potential causes. However, the current research was not an evaluation of 



 
 

 299 

treatment effectiveness. Rather, the aims were related to observing and identifying the 

changes displayed through various measurement tools and the ways in which these 

observations may be interpreted in a clinical context; in particular, in relation to the 

ways in which the OPB and OAB frameworks can be applied in this context. 

5.1.6 Future Research 

In the past, custodial officers have been asked to provide assistance in the 

development of a checklist such that they could monitor incarcerated offenders’ 

behaviour (McDougall et al., 1995). The current research sought to gain information 

about predicted behaviours as described by psychologists with experience working with 

sexual offenders in custody. In the future, psychologists and custodial officers working 

within the custodial environment could be asked to provide information such that 

combined predictions about behavioural manifestations of risk factors could be made. 

Such a process may facilitate greater depth and variety of information due to the 

different contexts within which these individuals observe offenders in custody and, 

therefore, the different perspectives they hold. Further, additional research could be 

conducted to facilitate the development of more effective methods by which to gain 

information from custodial officers regarding offenders’ behaviour. 

The current research represented a continuation of the early stages of research into 

change measurement for incarcerated offenders. In the future, the behavioural checklist 

developed from Study 1 and implemented in Study 3 could be modified based on the 

current results and the limitations observed within Study 3. For instance, the checklist 

could be condensed to allow for a less burdensome tool (e.g., reduce perceived 

repetition of items), and the risk factors associated with the behavioural manifestations 

could be labelled such that respondents are aware of the distinction between behaviours. 

These changes to the checklist might facilitate increased engagement from custodial 

officers and an increase in the reliability and validity of the measure. Further, based on 

the results of the comparisons between the two behavioural manifestations of each risk 

factor, this modification of the checklist could include additional analysis to determine 

the items that provided greater value and removing those items that provided no added 

benefit. Another potential modification could be the inclusion of idiographic behaviours 

based on an individual case formulation. Although Harris and Hanson (2010) noted that 

in their outcome studies using the ACUTE-2000, the option for evaluators to rate 

unique factors that were important to a particular individual had no relationship with 

subsequent recidivism; this use of idiographic case formulations in the development and 
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use of structured professional judgement tools may be beneficial if used correctly. 

Inclusion of idiographic items could be beneficial for individual-level analyses. 

Following these modifications, the behavioural checklist could be validated to allow for 

more widespread use.  

Further to the revision of the behavioural checklist, the SBRG could also be 

modified to produce a more sensitive measure of change. The SBRG was developed as 

a simple measure to evaluate the satisfactoriness of offenders’ behaviour. Currently, this 

measure is not a valid change assessment tool. If it is modified in the future, rather than 

only using an overall behaviour rating, this measure could target change over time in its 

constituent parts and the overall rating could be an evaluation of change. 

Although not possible with respect to participants in Study 2 due to ethical 

considerations, in the future, a follow-up study could be conducted in relation to 

participants in Study 3. Study 3 involved research into within-treatment change using 

four measures. Observation of behaviours post-release to the community would 

facilitate further insight into cross-situational behavioural consistency and use of the 

measures as predictors for future behaviour. In order to evaluate the change measure 

that is the most valid, there is a need for recidivism data. However, due to the low base 

rates of sexual recidivism, this process would require a large database with a long 

follow-up period. A prospective study such as that completed in the current research 

would be ideal. 

A crucial component of clinical work is the integration of information from a 

variety of sources in order to make a fully informed evaluation. As described in the 

previous chapter, the current research was representative of this process in the forensic 

field, through the combination of change measures and methods by which to gain 

information about offenders’ functioning. Particularly within Study 3, discussion 

focused on the challenges faced within the custodial context in the observation, 

monitoring, and subsequent evaluation of offenders’ behavioural change over time. The 

field would greatly benefit from ongoing research within this arena. There is a need for 

the development of a method by which results from disparate change measures can be 

integrated to assist clinicians in the evaluation of offenders’ change over a specific 

period of time such as through treatment. 

5.1.7 Summary and Conclusions 

The definition and measurement of dynamic risk factors have formed the focus of 

extensive prior research. However, questions remain regarding the manifestations of 
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dynamic risk factors in incarcerated offenders, the ways in which these manifestations 

change over time, and the methods by which to measure such changes. The current 

research facilitated exploration of these pertinent issues.  

Importantly, these three studies elaborated on prior research in the area of 

behavioural monitoring and change measurement in custody. Several components of the 

current research represented the development of concepts that remain in the preliminary 

stages of research. For instance: use of professionals in the field to determine current 

views of incarcerated offenders’ behavioural manifestations of risk factors; combining 

different methods by which change can be measured; validation of a tool for custodial 

officers to make an overall behaviour rating for offenders; application of the OAB 

framework to develop a behavioural checklist to aide offenders and custodial officers 

within a treatment environment; and, use of multiple time points at which to determine 

offenders’ functioning to facilitate the measurement of change over time. 

Overall, the current research revealed that incarcerated offenders’ behaviour 

corresponded with predicted risk-related behaviours and their prosocial equivalent 

behaviours. Subsequent to the development of a behavioural checklist and validation of 

the SBRG, four measurement tools were implemented to evaluate offenders’ change 

over time in treatment. Offenders’ behaviours were observed to change, with some risk 

domains evidencing greater change than others. Both offenders and custodial officers 

reported change over time; there was evidence for the value of gaining information from 

both offenders and custodial officers due to the strengths and limitations of both self- 

and observer-report.  

The current research also provided further evidence for the relevance of 

measuring change at the individual-level rather than remaining reliant on group-level 

outcomes. Both Study 2 and Study 3 revealed some discrepancies between group- and 

individual-level results. In the institutional context, various levels of decision-making 

(e.g., classification progression, treatment completion, and parole) are conducted based 

on an individual offender’s behaviour and changes over time. There is value at the 

organisational level in the use of group outcomes to ensure consistency in decision-

making and theoretically-based decisions. Nevertheless, the processes and decisions 

related to individual offenders in custody must be based on idiographic information. As 

Pearson and McDougall (2017) asserted, it is particularly important when considering 

progression for serious offenders, to determine whether there is evidence of 

improvement or deterioration specifically in the present case. 
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The current research revealed the complexities inherent in change measurement 

when multiple measures are implemented. Within clinical practice, psychologists are 

often required to interpret and integrate the results of multiple measures in order to 

make an evaluation regarding an individual offender’s behaviour. In order to do so, 

psychologists must have a clear understanding of the risk factors that are relevant for 

the particular offender, such that changes within the behavioural manifestations of these 

specific risk factors can be determined. This information can form the basis for further 

investigation and assessment of change. Gaining information from a variety of sources, 

such as offender self-report and observations from other staff may assist in the collation 

of information. It may allow the psychologist to determine whether the observations 

he/she has made, are congruent with other available information to ensure minimisation 

of potential bias.  

The measures used in the current research provided varying levels of structure for 

the individuals completing them (i.e., custodial officers, therapists, and offenders). 

There is benefit to engaging a structured process for observations of offenders’ 

behaviour. For instance, McDougall et al. (1995) noted that providing custodial officers 

with checklists for certain risk factors could provide a more consistent approach to the 

system of behavioural monitoring. However, at times structure can create rigidity if it is 

applied strictly and mechanically (Gordon & Wong, 2015), and clinical judgement can 

be neglected. In the future, in order for clinicians to derive more value from the 

checklist, information gained from its completion could be incorporated in a structured 

professional judgement tool, similar to the process implemented in the VRS:SO. If the 

behavioural checklist in the current research is modified to include individualised items 

in addition to the current generalised items, it would be a beneficial addition to such an 

assessment process.  

The current research as a whole may represent another development within the 

change measurement field. Further research questions were raised, which can serve to 

promote investigation into the most effective methods by which behavioural 

manifestations of risk factors can be observed and monitored, to facilitate the continued 

progression of our knowledge of and practice in change measurement.   
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Appendix B: Psychologists’ Survey 

 
1. Are you currently working with offenders who have been convicted of a sexual 

offence? If so, how many years have you worked with them? 
2. If not, have you worked with them in the past? How many years did you work 

with them? 
3. What are some risk factors you have observed sexual offenders to exhibit in 

custody? Please specify whether or not it was while in treatment. 
4. Are you familiar with the term “Offence Paralleling Behaviour”? Next screen: 

provide definition (e.g., “OPB is a behavioural sequence incorporating 
overt behaviours (that may be muted by environment factors), appraisals, 
expectations, beliefs, affects, goals and behavioural scripts, all of which may 
be influenced by the patient’s mental disorder, that is functionally similar 
to behavioural sequences involved in previous criminal acts”; see Daffern et 
al., 2007). 

5. What are some examples of indicators that might suggest an offender in custody, 
for a conviction of sexual offending, is engaging in OPB? 

 
Research has provided evidence to suggest that if individuals who have been convicted 
of a sexual offence have certain risk factors, they are at greater risk of reoffending than 
those who do not have these risk factors. Due to the relevance of assessing risk of 
reoffending, it is important to evaluate these individuals’ behaviour in custody. 
However, risk related behaviours will likely be muted in custody and, therefore, we are 
trying to identify behaviours that professionals believe are the common manifestations 
of risk factors in custody.  
 
The following list contains risk factors from two risk assessment tools, the Violence 
Risk Scale: Sexual Offender version (VRS:SO) and the Risk for Sexual Violence 
Protocol (RSVP). For each of the risk factors, you will be asked to consider the 
behaviours you might expect to see in an individual if that risk factor is still operative. 
In addition, as an individual makes changes, unhelpful behaviours would be expected to 
decrease and be replaced by more prosocial and adaptive behaviours. Therefore, you 
will also be asked to consider the behaviours you might expect to see in an individual 
that suggests the risk factor is no longer important.  
 

1) Chronicity of sexual violence (i.e., persistence and frequency) 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
2) Diversity of sexual violence (i.e., multiple types of sexual violence, varying in 

nature and victim selection) 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
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3) Escalation of sexual violence (i.e., become progressively more frequent, serious, 
or diverse over time) 

Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
4) Physical coercion in sexual violence (i.e., acts that are intended to cause harm or 

fear of physical harm in the victim) 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
5) Psychological coercion in sexual violence (i.e., acts that involve threatened loss 

or promised gain of status, privilege, favour, or affection) 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
6) Extreme minimisation or denial of sexual violence (i.e., failure to admit to or 

accept responsibility for acts of sexual violence and the consequences of those 
acts) 

Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
7) Attitudes that support or condone sexual violence (i.e., beliefs and values that 

directly or indirectly encourage or excuse coercive sex, sex with minors, and 
other sexual violence) 

Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
8) Problems with self-awareness (i.e., lack of appreciation for the factors and 

processes that place the person at risk of sexual violence) 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
9) Problems with stress or coping (i.e., extent to which the person’s psychosocial 

adjustment is unstable or susceptible to external events and occurrences) 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
10) Problems resulting from child abuse (i.e., serious problems in psychosocial 

adjustment that are the result of abuse experiences in childhood or adolescence, 
including childhood victimisation, sexual abuse, physical abuse, neglect) 

Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
11) Sexual deviance (i.e., stable pattern of deviant sexual arousal) 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
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12) Psychopathic personality disorder 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
13) Major mental illness 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
14) Problems with substance use 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
15) Violent or suicidal ideation 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
16) Problems with intimate relationships 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
17) Problems with non-intimate relationships 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
18) Problems with employment  
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
19) Non-sexual criminality 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
20) Problems with planning 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
21) Problems with treatment 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
22) Problems with supervision 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
23) Sexual compulsivity 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
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24) Offence planning 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 
 
25) Interpersonal aggression 
Expected behaviours if risk factor is operative: 
Adaptive behaviours expected to replace the risk factor: 

 
Please list any other examples of behavioural manifestations that have not been covered 
in the previous questions: 
 
If you have any comments about the value of monitoring Offence Paralleling Behaviour 
in custody or have any additional comments, please provide them here: 
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Appendix C: Behavioural Checklist 
Please indicate how many times you engaged in the following behaviours over the past week, in the blank 
column next to the scale. If you cannot recall exactly how many times, please provide an estimate by 
placing a cross on the rating scales. If you engaged in the behaviour over 50 times, please write the 
number in the blank column (e.g. 100+).  

  0                                            50       

Not accepting responsibility for offending behaviour (e.g. anger at 
discussing it) 

 
 

 

          

 

Difficulty engaging in treatment (e.g. refuses to discuss offending) 
  

 

          

 

Accepting responsibility for offending/unhelpful behaviour (e.g. discusses 
behaviour without defensiveness, takes responsibility for mistakes) 

 
 

 

          

 

Engaging with treatment (e.g. accepts feedback, considers function of 
behaviour) 

 
 

 

          

 

Blaming victims of sexual offences or justifying behaviour 
  

 

          

 

Supporting others’ unhelpful attitudes about sexual offending 
  

 

          

 

Challenging unhelpful comments about sexual offending 
  

 

          

 

Victim awareness (understanding the harm of offending) 
  

 

          

 

Not accepting own role in decisions (e.g. minimises own contribution to 
difficulties) 

 
 

 

          

 

Difficulty identifying when triggers for unhelpful behaviour arise 
  

 

          

 

Accepting own role in decisions (e.g. understands consequences, reflects 
on behaviour) 

 
 

 

          

 

Managing unhelpful behaviour (e.g. removes self, discusses plans to 
minimise risk) 

 
 

 

          

 

Fluctuating emotions (e.g. irritability, overreacts to triggers) 
  

 

          

 

Withdrawal / isolation 
  

 

          

 

Talking about problems with supports 
  

 

          

 

Good problem solving (e.g. thinks before acting, manages emotions, 
healthy routine) 

 
 

 

          

 

Problems forming appropriate attachments (e.g. needy, keeps emotional 
distance) 

 
 

 

          

 

Fear or mistrust (e.g. defensive, withdrawing, hypervigilant) 
  

 

          

 

Appropriate attachments (e.g. appropriate boundaries, trusts others and 
talks openly) 

 
 

 

          

 

Self awareness of impact of childhood trauma (e.g. discusses emotional 
reactions) 

 
 

 

          

 

Collecting inappropriate images (e.g. children, violent sex) 
  

 

          

 

Inappropriate sexual arousal (e.g. TV shows, arousal to talking about 
offending) 

 
 

 

          

 

Open about sexual thoughts/behaviour (e.g. talks about problems 
managing them) 

 
 

 

          

 

Managing sexual thoughts (e.g. replaces deviant thoughts, leaves 
unhelpful situations) 

 
 

 

          

 

Manipulating others (e.g. plays others against each other, wants special 
treatment) 

 
 

 

          

 

Superficial (e.g. not applying learned information to self, disconnection 
from emotion) 

 
 

 

          

 

Perspective taking (e.g. thinking of others’ needs) 
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Interest in meaningful relationships (e.g. mutual interactions) 
  

 

          

 

Extreme mood states (e.g. low or elevated) 
  

 

          

 

Auditory or visual hallucinations (e.g. talks to self, speaks in a non-
sensical manner) 

 
 

 

          

 

Medication compliance 
  

 

          

 

Stable mental states (e.g. stable behaviour; appropriate responding) 
  

 

          

 

Positive urinalysis 
  

 

          

 

Drug seeking behaviour (e.g. medication seeking from the Clinic) 
  

 

          

 

Negative urinalysis 
  

 

          

 

Engaging in AOD intervention (e.g. Getting SMART, medical assistance) 
  

 

          

 

Threats of violence or self harm (e.g. talks about wanting to) 
  

 

          

 

Emotional instability (e.g. irritability, sudden change in presentation) 
  

 

          

 

 
 

0                                          50     

Reduction in threats of self harm or violence to others 
  

 

          

 

Seeking help to address self harm (e.g. uses distress tolerance strategies) 
  

 

          

 

Communication difficulties (e.g. aggressive phone calls to partner) 
  

 

          

 

Difficulty relating to others (e.g. superficial, discomfort with closeness) 
  

 

          

 

Taking responsibility for relationships (e.g. maintains contact, repairs 
relationships) 

 
 

 

          

 

Stable relationships (e.g. ongoing positive interactions, invested in 
relationships) 

 
 

 

          

 

Withdrawal or isolation (e.g. avoids supports) 
  

 

          

 

Difficulties maintaining friendships (e.g. spends time alone, difficult 
interactions) 

 
 

 

          

 

Interacting with others appropriately (e.g. respectful, socialising) 
  

 

          

 

Meaningful friendships/contact with supports (e.g. with inmates/staff) 
  

 

          

 

Avoiding domestic duties 
  

 

          

 

No goals  (lack of motivation) 
  

 

          

 

Regular completion of domestic duties without prompting 
  

 

          

 

Seeking training 
  

 

          

 

Warnings or charges 
  

 

          

 

Pro-criminal attitudes (e.g. accepts returning to custody, jokes about 
criminality) 

 
 

 

          

 

No warnings or charges (abide by the rules)  
  

 

          

 

Future planning (e.g. plans for future without offending) 
  

 

          

 

Difficulties planning for release (e.g. no plans / unrealistic plans) 
  

 

          

 

Difficulty with problem solving (e.g. does not think about consequences) 
  

 

          

 

Release planning (e.g. realistic plans, talks to supports about future) 
  

 

          

 

Good problem solving (e.g. identifies thoughts, thinks about 
consequences) 

 
 

 

          

 

Disengaging from treatment (e.g. does not complete task work) 
  

 

          

 

Not thinking about what his needs are in treatment (e.g. passive 
participation) 
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Note. The two pages are separated, with the scale provided again at the top of the 
second page. This is an example checklist provided to participants. The checklists 
provided to custodial officers were worded in the third person.  

Motivated to change (e.g. takes opportunities to learn, implements skills) 
  

 

          

 

Taking responsibility for treatment (e.g. addresses own needs, takes on 
feedback) 

 
 

 

          

 

Not abiding by rules 
  

 

          

 

Problems cooperating with staff (e.g. hostility) 
  

 

          

 

Compliance with rules 
  

 

          

 

Engagement with staff (e.g. adheres to requests and tasks) 
  

 

          

 

Intimidation of others (e.g. threats)     
  

 

          

 

Verbal aggression (e.g. fights or arguments)      
  

 

          

 

Responds well to conflict (e.g. accepts responsibility, walks away, verbal 
resolution) 

 
 

 

          

 

Assertive communication (e.g. copes well with disagreements, respectful) 
  

 

          

 

Manipulating others (e.g. to seek offence-related gains by giving special 
attention to vulnerable others) 

 
 

 

          

 

Talking about reoffending (includes making connections allowing victim 
access)     

 
 

 

          

 

Acknowledging harm (e.g. discusses prior offending behaviour, risk 
management) 

 
 

 

          

 

Relationships with positive influences (e.g. uses and encourages helpful 
behaviour) 
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Appendix D: Ethics Approval 
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To: Prof Michael Daffern/Ms Tamara Sweller 
  
  
Dear Michael and Tamara 
  
SHR Project 2014/068 An analysis of offence paralleling behaviour in a 
custody-based sex offender treatment program 
Prof Michael Daffern, FHAD; Ms Tamara Sweller et al 
Approved Duration: 01/04/2014 to 31/12/2018 [Adjusted] 
  
I refer to your application for Swinburne ethics clearance for the above supervised 
student project transferred from Monash University to Swinburne. 
  
Documentation pertaining to the request was contained in emails, with attachments, 
sent 27 February and 3 March 2014 (T Sweller to K Wilkins) and 17 March 2014 (M 
Daffern to K Wilkins, including clarification re project status). This documentation was 
put to a delegate of Swinburne’s Human Research Ethics Committee (SUHREC) for 
consideration significantly on the basis of the prior ethical review documentation and 
clearances issued. In this regard, information re the original clearances issued by 
Monash University (CF13/2736 – 2013001469) and Corrective Services NSW (CSNSW) 
(D13/538250 of 23 August 2013) and subsequent clearance of the transferred project 
by CSNSW (undated letter issued by 14 February 2014) was noted. Also of significance, 
in this instance, sensitive/personal/health information (as per applicable Privacy and 
health records legislation) is being secured within the student researcher’s workplace 
within NSW. 
  
I am pleased to advise that, as submitted to date, Swinburne ethics clearance has been 
given prospectively for the project to continue in line with standard on-going ethics 
clearance conditions outlined below. SUHREC can be expected to ratify the clearance 
in due course. 
  
Special Note: 
CSNSW may need to be apprised of the Swinburne ethics clearance here issued and 
note/endorse the revised consent instruments now to be used and note that previous 
participants would accordingly be apprised of the project’s changed circumstances. 
Responsibility for previous clearances issued remain with Monash University and 
CSNSW respectively (as applicable) and as regards researcher compliance with the 
clearances. 
  
-        All human research activity undertaken under Swinburne auspices must conform 

to Swinburne and external regulatory standards, including the current National 
Statement on Ethical Conduct in Human Research and with respect to secure data 
use, retention and disposal. 

  
-        The named Swinburne Chief Investigator/Supervisor remains responsible for any 

personnel appointed to or associated with the project being made aware of ethics 
clearance conditions, including research and consent procedures or instruments 

tel:(201)%20300-1469
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approved. Any change in chief investigator/supervisor requires timely notification 
and SUHREC endorsement. 

  
-        The above project has been approved as submitted for ethical review by or on 

behalf of SUHREC. Amendments to approved procedures or instruments 
ordinarily require prior ethical appraisal/ clearance. SUHREC must be notified 
immediately or as soon as possible thereafter of (a) any serious or unexpected 
adverse effects on participants and any redress measures; (b) proposed changes 
in protocols; and (c) unforeseen events which might affect continued ethical 
acceptability of the project. 

  
-        At a minimum, an annual report on the progress of the project is required as well 

as at the conclusion (or abandonment) of the project. (Reports and requests 
made to CSNSW and their HREC also being submitted to Swinburne Research for 
processing/endorsement may suffice.) 

  
-        A duly authorised external or internal audit of the project may be undertaken at 

any time. 
  
Please contact the Research Ethics Office if you have any queries about Swinburne on-
going ethics clearance, citing the project number. A copy of this clearance email should 
be retained as part of project record-keeping. 
  
Best wishes for the transferred project. 
  
Yours sincerely 
  
  
Keith 
--------------------------------------------------------------------- 
Keith Wilkins 
Secretary, SUHREC & Research Ethics Officer 
Swinburne Research (H68) 
Swinburne University of Technology 
P O Box 218 
HAWTHORN VIC 3122 
Tel +61 3 9214 5218 
Fax +61 3 9214 5267 
  

tel:+61%203%209214%205218
tel:+61%203%209214%205267
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Appendix E: Participant Information Sheet and Consent Form 

 
 

 
 

 
Project: An analysis of offence paralleling behaviour  
in a custody-based sex offender treatment program 
 
This information sheet is for you to keep. 
 
My name is Tamara Sweller. I am a PhD student at Swinburne University of Technology, 
and I am conducting a research project with Professor Michael Daffern, from the Centre 
for Forensic Behavioural Science and Legal Studies, Swinburne University of 
Technology, as well as Associate Professor Richard Kemp, from the University of New 
South Wales. This means that I will be writing a PhD thesis. The aim is to publish the 
results of this project.  
YOU ARE INVITED TO TAKE PART IN THIS STUDY.  PLEASE READ THIS 
INFORMATION SHEET IN FULL BEFORE MAKING A DECISION. 

This project seeks participants who have been convicted of a sexual offence and 
are currently in a treatment program within NSW prisons. The aim of the project 
is to study behaviours around the time of participants’ offending and 
similarities/differences with their behaviours in prison.  
 
Step 1: The researcher will look at official documents from our computer system 
(e.g., Judge’s Sentencing Remarks, Psychological reports) and will interview you 
to get more information about what your life was like around the time of offending 
and about your offence. After this information is collected, the researcher will write 
up an outline of the relevant factors involved in your offending behaviour. Based 
on this information, the researcher will predict the kinds of behaviours that you 
might engage in while going through treatment. 
 
Step 2: Each week, a custodial officer in CUBIT will complete a form with a list of 
behaviours that are common in offenders in treatment. The custodial officer will 
fill out this form to say whether they saw you behaving in certain ways over the 
past week. You will also be asked to fill out this form each week so that you also 
have input in saying which behaviours you think you engaged in during that week.  
 
Step 3: The researcher will record the changes in these observed behaviours 
over the time you are in treatment, to see what impact treatment has on the way 
you think and behave. 
 
Step 4: Several years after completing this study, research might be done to 
determine whether behaviours seen by offenders in treatment can be used to 
predict the likelihood of reoffending after release. This research would be done 
by accessing your Police records. You will not be asked to do anything as part of 
this step. 
 

INFORMATION SHEET FOR PARTICIPANTS 
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If you consent to participate, you will not be asked to do anything that will cause 
discomfort or risk. Talking about your offending might be uncomfortable, but the 
interview will be similar to other interviews you have done before. The project will 
begin from the time you start treatment until you finish treatment, but if you 
consent to participate, you are free to withdraw consent and discontinue 
participation in the project at any time. There will be no penalty or prejudice of 
any kind if you do not participate in the project. When you are asked questions in 
the initial interview, you do not have to answer any questions you do not feel 
comfortable answering. 
 
The interview will take about 30 minutes and the weekly form will take between 
five and 10 minutes each week. 
 
The information you give to the researcher during participation in the project is 
confidential. It will not be linked to your treatment. However, the researcher may 
have to inform authorities if you talk about any offence that you have not been 
charged for before.  
 
If you choose to consent to participate in the project, permission will be given to 
the researcher to get information from Corrective Services NSW about your 
offences and your behaviour. Your individual information will not be made public. 
No identifiable information will be sent from NSW to Victoria. The information 
collected during this research will be kept by the researchers for seven years, or 
for five years after the results have been published, whichever is later. If you want 
to gain access to the final results of the research, you may do so.  
 
If you have any questions about the project (e.g., about procedures), you can 
contact the researcher, Tamara Sweller, on 9289 2434 at CUBIT, MSPC 2. 
 
 
Thank you for your time. 
 
 
 
Tamara Sweller 
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Project: An analysis of offence paralleling behaviour  
in a custody-based sex offender treatment program 
 
NOTE: This consent form will remain with the Swinburne  
University of Technology researcher for their records 

 

Student Researcher:  Tamara Sweller 
Supervisor:  Professor Michael Daffern 
Co-Supervisor:  A/Professor Richard Kemp 
 
 
I………………………………………..agree to participate in the Swinburne 
University of Technology research project specified above. I have had the 
project explained to me and I have read the Information Sheet, which I can 
keep for my records. 
 
The study has been explained to me. 
 
I understand that the researcher may talk to me about my offences and my 
behaviour.  
 
The researcher may take written notes on what I say. 
 
I may have to talk to the researcher for about 30 minutes, but I can stop sooner 
if I want to. I do not have to answer any questions if I do not want to. 
 
Staff members in CUBIT will observe my behaviour and will give this information 
to the researcher. 
 
I will be asked to report on my behaviour in CUBIT. 
 
I know that no-one will mind if I decide that I do not want to take part in the 
study and I can pull out of the study at any time. 
 
The researcher has agreed not to tell anyone my name or any other personal 
details.  
 
It is OK for the researcher to look in my Corrective Services NSW files.  
 
It is OK for researchers to access my Police record as a follow up study.  
 
I have read or have had read to me, this consent form. 
 
I understand that if I discuss an offence for which I have not been charged or 

CONSENT FORM FOR PARTICIPANTS 
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convicted the researcher will be obliged to report it to the authorities (i.e., 
custodial management, NSW Police etc). 
 
If I have any questions about the study I can contact the researcher, Tamara 
Sweller, on 9289 2434. 
 
 
PARTICIPANT (signature)………………………………………… 
 
DATE……………………………………………. 
 
WITNESS (signature)………………………………………. 
 
DATE……………………………………………. 
 
 
 
 
 
 
 
 
 
 




