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ABSTRACT 

Over recent years there has been considerable publicity and research on the issue 

of child sexual abuse. Although figures vary, there is apparently consensus among the 

general public and health professionals that in tenns of both the extent and the effect, the 

sexual abuse of children is a grave problem. Studies on the efficacy of the treatment of 

child molesters have indicated differential results both according to treatment modality and 

the classification of this heterogeneous population. 

Relapse Prevention (RP), a multi-modal, cognitive-behavioural approach, for the 

treatment of child molesters, is a relatively new model which emphasises self-management 

and personal responsibility for avoiding and coping with situations that threaten self

control, rather than cure. Early outcome and interim assessment data suggest that RP 

reduces recidivism and encourages sex offenders to accept responsibility for their deviant 

sexual behaviour. 

The present study examines interim causal change in male prisoners who had 

sexually abused children, by using the 4 Attribution Dimension Scale (4-ADS). The 4-

ADS measures perceptions of the cause of an event according to the attributional 

dimensions of controllability, locus, stability, and globality. Fifteen inmates in a medium 

security sex offender treatment unit were assessed at four points over the course of the 

programme to evaluate their response to the entire treatment programme as well as specific 

components. At each assessment point their causal perceptions at four specific stages of 

their relapse processes were measured also; entering the high risk situation (HRS), HRS, 

lapse, and relapse. The subjects were classified as fixated or regressed, and as incestuous 

or non-familial. The results indicate that the whole group made significantly positive 

change on all causal dimensions, over the course of treatment. There were differences 

between the causal dimensions in tenns of the effect of the specific components. 

Subjects tended to see the cause of their offending to differ in stability across the 

relapse scenario but there were no significant changes on the other dimensions. 

The results also indicated that fixated subjects saw the cause of their sex offending 

as less controllable, more stable at the time of the offence, and more global, than regressed 

subjects. Compared with non-familial subjects, incestuous subjects eval1,iated the cause of 

their offending as less stable at the time of the offence, and less global across all the 

assessment points. 
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These results are discussed in tenns of the utility of using the 4-ADS as a measure 

of interim progress in a Relapse Prevention treatment programme for sex offenders against 

children. Implications for future research are also explored. 
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PART ONE 

LITERATURE REVIEW 



CHAPTER ONE: INTRODUCTION 

OVERVIEW 

Sex offences such as rape and child molestation receive considerable media 

attention. Public response typically includes sympathy for the victim and demands for 

puhishment of the offender. However, the need for society to be protected from such acts 

is arguably better met by taking a treatment approach, in addition to, or rather than, a 

punitive response towards perpetrators. Prentky and Burgess (1990) argue that in addition 

to the saving in human suffering, treatment of sex offenders can also be cost effective. 

They estimated that in the United States costs asociated with child protection agencies, 

police, the courts, correctional services, and hospitals, amounted to $180,000 for a single 

offence by a single offender. Estimates derived from Canadian sources (Marshall, 1986) 

produced similar costs. Since it costs far less than this to treat each offender, treatment is 

not necessarily the expensive option. 

Various treatment methods have been tried, however, earlier approaches often did 

not employ rigorous outcome measures and their efficacy has not been established. What 

is apparent, is the high recidivism rate among sex offenders especially extra-familial child 

molesters (Marshall, Jones, Ward, Johnston, & Barbaree, 1991). Also, it would appear 

that abused children are at risk of becoming the abusing adults of the next generation 

(Araji & Finkelhor, 1986; Ryan, 1989). Therefore, effective treatment methods are 

required to stop the immediate and long-tenn physical, psychological and social 

consequences of sexual abuse. However, there are ethical problems involved in making 

decisions about the treatment of sex offenders and these will be discussed in the next 

section. 

ETHICAL ISSUES 

One of the key issues is that of offenders' rights versus societies' rights. 

2 

Obviously society has a right to protect itself from dangerous persons and traditionally, 

hospitals and prisons have been used for this purpose. Some persons would like to see 

offenders locked up "pennanently" but this seems inappropriate for all cases because of the 
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relatively small risk of reoffending for some, and also, in practical terms, the high cost of 

institutional care. There is also the danger that very severe penalties will encourage 

offenders to murder their victims in order to reduce the chance of conviction. 

Another ethical issue is that of punishment versus treatment. These are not 

necessarily alternatives of course but there is a tendency to see them as such. Perhaps one 

way to settle the debate is to look at which approach is more effective. Kosky (1989) 

argues that treatment is more likely than punishment to reduce further offending and is 

consequently better for the community and more cost effective. 

The issue of informed consent with respect to treatment was ignored for the 

institutionalized until recently, even though in the United States there was a legal 

requirement that it be given (Bohmer, 1983). Without informed consent professionals can 

be sued for battery. Prisoner and patients' rights movements have drawn attention to this 

issue and it has been found that some "treatments" have been in fact abusive punishment 

and control techniques. As a result of protest, there exists a situation in the United States 

where technically inmates, except those considered mentally incompetent, have the right to 

appropriate, adequate or suitable treatment, but also the right to refuse treatment. 

In New Zealand, the Roper Commission for Prison's Review (1989) recommended 

the establishment of two sex offender treatment centres, one in the North Island and one in 

the South, on the basis of the high re-offending rate among untreated sexual aggressives 

(particularly offenders with male children as victims [McLean & Rush, 1987]) and the 

promising outcomes from some of the North American programmes. One such centre, Kia 

Marama, was established at the end of 1989 at Rolleston prison. At Kia Marama, 

participants enter the programme voluntarily and whereas their confinement in a medium 

security unit is a punishment, they are also receiving the best therapy currently available 

for their psychological difficulties. In a subsequent section we will examine the 

literature referring to recidivism rates which in part justifies the treatment rather than the 

strictly punishment approach, but first of all the issues surrounding the definition and 

classification of sex offenders need to be explored. 

DEFINITION AND CLASSIFICATION OF CHILD MOLESTERS 

Classification is the process by which complex phenomena are arranged into 

categories according to some established criteria (Kaplan & Sadock, 1988). Taxonomy 
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(the science of classification) is important for two reasons. First of all, it provides the 

basis for research on a population and is an essential prerequisite for detennining the 

optimum response of a society to deviance. Secondly, understanding the taxonomic 

structure of a deviant population is essential to theory building, treatment intervention and 

prognosis. Conversely, failure to consider the taxonomic structure of a population can lead 

to serious practical, methodological and theoretical errors. 

This section will examine traditional classifications, typically dichotomies, and then 

see how these are incorporated into two recent systems, the DSM-111-R and the 

MTC:CM3. 

Traditional Classifications 

Violent versus Non-Violent 

In modem Western societies, a sizeable proportion of child molestations involve 

physical coercion, but a very small proportion result in physical injury. However, in view 

of the high incidence of molestation (Fuller, 1989; Salter, 1988) the absolute numbers of 

physical injuries are substantial. Marshall and Christie (1981) reported that careful 

examination of police reports, and the medical records of victims of child molesters, 

revealed that in over 50% of the cases the physical force used exceeded that which was 

necessary for the basic crime. Only 11 of the 41 offenders did not use any coercion or 

force during their assaults. 

Heterosexual versus Homosexual 

This distinction is concerned with the sex of the victim but caution should be 

exercised when extrapolating from this infonnation to the sexu~ preferences of the 

offender as the preference versus situational distinction also interacts with this dimension. 

Indeed, Freund and Langevin (1976), found that most molesters of boys state that they do 

not have adult homosexual preferences, and that these reports were confinned by 

laboratory studies of sexual arousal. 

Incestuous versus Non-familial 

Marshall and Barbaree (1988), define "incest offenders" as those men who had 

exclusively molested either their own daughters or granddaughters, or who molested female 

children for whom they were serving as surrogate fathers (i.e., step-daughters, adopted 
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daughters, or the daughters of their common-law wife with whom they had been living for 

at least 3 months). As these authors point out, categorizing common-law parents as incest 

offenders could be problematic as some offenders seek out women with children of the age 

and gender that they prefer. These men would therefore be appropriately classified as 

fixated, non-familial pedophiles. Obviously, although they did not feature in the above 

study, there are female and sibling incest offenders also. 

Non-familial offenders are men or women, or young persons, who sexually abuse 

children who are not their own and for whom they are not serving as a surrogate parent. 

Seng (1986) suggests that in cases of incest, intercourse is likely to be the form of abuse, 

but in non-incestuous cases the abuse may range from exhibitionism through to intercourse. 

This distinction has important implications for the allocation of scarce treatment 

resources as recidivism rates for untreated non-familial offenders (10-40%, Furby, 

Weinrott, & Blackshaw, 1989) are significantly higher than the rates for un-treated incest 

offenders (4-10%, Gibbens, Soothill, & Way, 1978, 1981; Frisbie & Dondis, 1965). 

Fixated versus Regressed 

This classification dichotomy has been in use for some time and comes from the 

psychodynamic approach. "Fixated" refers to arrested psychosexual development, and 

"regressed" refers to psychopathologically regressive behaviour under stress after relatively 

normal psychosexual development (Lanyon, 1986). Travin, Bluestone, Coleman, Cullen, 

and Melella (1986) suggest that the major reason that men regress and tum to children; is a 

loss in confidence and/or attraction to an adult female. Children are thought to seem less 

intimidating and threatening to these men's masculinity. 

Preference versus Surrogate/Situational 

This distinction is related to fixated-regressed but it is atheoretical in orientation 

and more descriptive. There is ample evidence that repetitive child molesters, particularly 

those who select unrelated victims, prefer children as sex partners (Marshall, Earles, Segal, 

& Darke, 1983). These pedophiles (adults who are sexually interested in, and involved 

with children) are usually. unmarried and any marriage or other apparent heterosexual 

relationship is usually either for convenience, as a cover, or to obtain access to desired 

children (Lanyon, 1986). 

Sometimes, however, children are selected as adult surrogates. In these instances, 



opportunity, alcohol, and difficulties in relations with adults play an important role. 

Although these traditional classifications have some utility, Abel and Rouleau 

(1990) point out that many offenders assault victims of varius ages, various genders, with 

both assaultive and non-assaultive behaviour, and both outside and within their families. 

DSM-111-R 

The Diagnostic and Statistical Manual of Mental Disorders 3rd edition-Revised 

(1987), defines paraphilias as follows: 

"The Paraphilias are characterized by arousal in response to sexual objects 

or situations that are not part of normative arousal activity patterns and that 

in varying degrees may interfere with the capacity for reciprocal, 

affectionate sexual activity" (DSM-111-R, p. 279). 
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Paraphilias include exhibitionism, fetishism, frotteurism, sexual masochism, sexual sadism 

and pedophilia. As the other paraphilias are not directly relevant to this study only 

pedophilia will be discussed. The diagnostic criteria for pedophilia are as follows: 

A. Over a period of at least six months, recurrent intense sexual urges and sexually 

aroused fantasies involving sexual activity with a -prepubescent child or children 

(generally aged 13 or younger). 

B. The person has acted on these urges, or is markedly distressed by them. 

C. The person is at least 16 years old and at least 5 years older than the 

child or children in A. (DSM-111-R, p. 285) 

These criteria offer a fairly global view of the pedophile as no subtypes are listed. 

However, the clinician is asked to specify whether the person's sexual orientation is 

homosexual, heterosexual or bisexual; whether the activity is incestuous or non-familial; 

and whether the person is exclusively or nonexclusively attracted to children. If this is 

done, then all the traditional classifications are covered, except for violent versus non

violent. It has been suggested that very few men in treatment for child molestation, fit this 

classification system as many do not meet criterion A. 
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Modern Typologies 

Knight and Prentky (1989) have done extensive research on sex offender typology 

employing both deductive-rational and inductive-empirical strategies to produce 

classification systems for both child molesters (Masachusetts Treatment Center Child 

Molester Typology (MTC:CM3)) and rapists (MTC:R2), but only the former will be 

discussed here. 

As can be seen from the flow diagram in appendix 1, each child molester is 

classified on two separate axes. Axis i (degree of fixation) and axis ii (amount of contact), 

in order to denote type. Other decisions involve level of social competence (axis i), 

meaning of contact, amount of physical injury inflicted and whether it was sadistic or non

sadistic (axis ii). By crossing the 4 types of axis i, with the 6 types of axis ii, there are 24 

possible combinations. So far, distribution analyses of the crossing of these axes (Knight, 

1989) indicate that 11 of the 24 possible cells are either empty or very low in frequency. 

However, generalization studies show that cells absent in inpatient samples may be found 

in outpatient samples. 

The concurrent validity of this system has been tested by examining whether the 

assignment of 177 child molesters to MTC:CM3 was consistent with the underlying 

structural hypothesis. In every case the distribution of offenders supported the structural 

hypotheses (Knight, 1989). Data presented by Knight, Carter, and Prentky, (1989) indicate 

that the major decisions in MTC:CM3 have reasonable reliability and consistent links to 

distinctive developmental antecedents. In addition, and very importantly, the MTC:CM3 

appears to have predictive validity. Preliminary results of a 25-year recidivism study of 

child molesters that Knight & Prentky are completing indicate that aspects of the model 

have important prognostic implications. 

However, it should be noted that this typology does not specify victim 

characteristics such as gender, or exclusionary criteria and only focuses on offenders who 

have molested children not related to them by marriage. This is important because 

heterosexual, homosexual, and incestuous offenders differ from each other in significant 

ways, including recidivism (McLean & Rush, 1987). Overall, the literature seems to 

suggest that homosexual offenders are more likely to recidivate and incestuous offenders 

the least. However, Rowan (1988), comments that although these gross generalizations are 

apparently valid, they may not be useful for individual prediction. 

Besides incest offenders, the MTC:CM3 ignores the issue of the female child 

molester who is increasingly coming to the attention of researchers into sex offending. For 



example, statistics from Kia Marama indicate that 74% of the inmates were sexually 

abused before the age of 16. Of these, 60% were abused by males and 40% by females 

(Robertson, 1991). Another limitation is that the MTC:CM3 classification system is too 

precise (as it has too many possible cells) for all but very large studies if a between group 

comparison is required. Despite these problems, the MTC:CM3 offers greater opportunity 

for rational treatment planning and the effective judgement or prediction of prognosis, and 

should be useful in operationalizing offender types for further and more precise research 

into treatment efficacy. However, testing the system on a broader sample and determining 

the relevance to incest offenders are important issues yet to be studied, although there are 

plans to do so. 

EXTENT OF CHILD SEXUAL ABUSE 

No Government has unlimited resources with which to deal with health and social 

problems therefore, an important first step in obtaining treatment programs for sex 
-

offenders is to establish that the extent of the problem of sexual abuse warrants allocation 
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of tax funds. The New Zealand Justice Department Statistics of distinct prisoners offences 

for 1985-1987, show that sex offences appear to increasing at an alarming rate. In this 

period there was a 36.6% rise, second only to the 42.5% rise in drug offences and slightly 

more than the 34.1 % rise in the default of fines and other payments (see appendix 2). Of 

course it is debatable whether these increases are due to an actual increase in crime rather 

than an increase in reporting and conviction. 

Prevalence of Victims 

It is only in recent years that the enormity of the child sexual abuse problem has 

become apparent. One American study (Fuller, 1989), estimates that between 100,000 and 

500,000 children are sexually abused each year in the United States. 

Salter (1988) has reviewed thirteen prevalence studies done in North America 

between 1979 and 1986. This review excluded studies of clinical populations which 

although show very high rates of sexual abuse, represent a skewed sample of the 

population and as Salter says "better demonstrate the harmfulness of sexual abuse than its 

prevalence" (p.16). 



The rates in this survey (see appendix 3) range from 7.7% to 38% for females and 

3% to 11 % for males. The study which found a rate of 7.7% among females, excluded 

adolescents both as victims and perpetrators, but other studies (e.g., Ryan, Lane, Davis, & 

Isaac, 1987) show this group to include considerable numbers of both. 
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The classic study in the area, Russell (1984) which found the highest prevalence 

rate, is one of the more comprehensive and rigorous studies. She used a random, door to 

door sample, defined her categories exactly and trained her interviewers well. Russell also 

analyzed data by age of respondent and concluded that incestuous abuse increased between 

the years 1916 and 1961, while extra-familial abuse showed no significant increases or 

decreases. 

Many of the studies with intermediate rates of abuse used university samples which 

under-represented lower socio-economic status (SES) levels, so possibly abuse rates in the 

general population were under estimated. Finkelhor (1979) found that lower SES females 

were 60% more likely to experience child sexual abuse (both extra- and intra-familial) than 

middle income families. The differences in the prevalence rates across these 13 studies 

may also be attributed to variations in required age differential (3-5 years, or none) 

between perpetrator and victim, and the precision with which "abuse" was defined. 

The Badgley study (1984) was a Canadian national random survey which did not 

restrict the definition of abuse to an age differential but included any unwanted touching. 

These data showed that 22% of the female respondents and 9% of the males had been 

molested in some way. These figures are similar but a little lower than those obtained 

from the first national survey in the United States (Finkelhor, Hotaling, Lewis, & Smith, 

1990). These researchers found that childhood sexual abuse was reported by 27% of the 

women and 16% of the men. This study also allowed for a broad interpretation of the 

term abuse. 

Of particular inte~est to the current study is the result from a relevant clinical 

populations in the local geographical area. The Specialist Services Unit (SSU) of the 

Department of Social Welfare interviewed 243 suspected abuse victims in its first 12 

months of operation (1989-1990). Of these cases 73% involved children under the age of 

10, 33% were under 5 and 31 % of the suspected victims were boys (J. Watson, personal 

communication, July, 1990). In the first 6 months of 1990, the total number of referrals to 

SSU was 272. Of these, 93 (34%) were referrals for evidential interviews (see appendix 4). 



10 

Baserates and Recidivism 

It is important to establish baserates for specific offender groups as without 

knowledge of the recidivism rate of untreated offenders, it is difficult to establish priority 

for treatment and, to know whether the treatment is effective. McLean and Rush (1987) 

studied characteristics of convicted New Zealand sex offenders for the period 1978-85 

using the National Crime Statistics Wanganui computer database. From the total number 

of 4,599 sex offenders the researchers excluded those whose offence involved animals, 

those convicted of homosexual offences except where the victim was under 16, and those 

convicted for prostitution or indecent publication. The remainder were divided into 4 main 

groups according to offence type; sexual aggressive (23%), incest (3%), sexual affronts 

(22%) and offences against the young (38%) (see appendix 5). These offender rates reflect 

the similar proportions of the various sex offences. Offences against the young account for 

36% of total sex offences, sexual aggressive offences 20%, and sexual affronts 14%. 

According to both proportion of offenders and number of offences measures incest is 

relatively uncommon, around 3% of the total in each case. 

Even once baserates are established recidivism is difficult to measure and some of 

the methodological problems will be discussed in the treatment method section. When 
--

comparing the various types of sex offender in terms of reoffending it is necessary to take 

into account sentence lengths and document the resulting years at risk after release. 

McLean and Rush (1987) did this when comparing intent-rape offenders with the other 

groups (see appendix 5). They found that sexual affront offenders (convicted for 

performing an indecent act, or obscene exposure) and offenders against males under 16 

were 3.5 times more likely to be reconvicted than intent-rape offenders. Offenders against 

females under 12 were 3.3 times the risk, and offenders against females under 16 were a 

similar risk as the intent-rapists. The conclusion that can be drawn from this study is that 

priority for treatment as indicated by baserates, and reconviction rates, should go to 

offenders against the young, particularly non-familial child molesters. 
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CHAPTER TWO: CONCEPTUAL ISSUES 

THEORIES REGARDING AETIOLOGY OF SEX OFFENDING 

Before appropriate treatment interventions can be fonnulated for any disorder, it is 

important to consider the theories concerning its etiology, in this case, the reasons why 

persons commit sexual offenses against others. The literature surveyed cover both early 

and more recent theories. 

Early Theories 

Sexual Aggression as an Impulsive Act 

In this model, sexual aggression was seen. as irrational, done under stress or when 

judgement was impaired by alcohol or drugs. It was not seen as a fundamental personality 

defect. However, research shows that more .than half of a sample of rapists and pedophiles 

were emotionally over-controlled, suppressed hostility, and they had compulsive fantasies 

(Pithers, 1990). 

Sex Offenders as Sexual Psychopaths 

In the United States between 1938 and 1966, thirty one States enacted sexual 

psychopath statutes, based on the premise that offenders were affected by psychopathology 

which predisposed them to abuse. The assumption was made that treatment would result 

in enduring, positive personality changes. 

There are some obvious problems with this approach. Research has shown that the 

majority of offenders are not significantly impaired. The medical model used suggested 

also that treatment should lead to cure. Pithers (1990) believes that this is unrealistic given 

the current state of technology and, like epilepsy, the objective should be to obtain control 

of the maladaptive behaviour. 

Biomedical Model 

In this approach biological factors such as honnone levels or chromosomal makeup 

are believed to be responsible (wholly or partially) for sexual deviance. Treatment 



typically involves reducing the male sex honnone testosterone either by castration or by 

chemical means (Greer & Stuart, 1983). 

Modern Theories 

Modem theories generally take a cognitive-behavioural approach. Marshall and 

Barbaree (1990a) believe that all behaviour is multi-detennined by biological, 

developmental, biological, sociocultural and transitory situational factors. A summary of 

their integrated theory of sex offending by males follows. 
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Referring to animal research literature, Marshall and Barbaree (1990a) see the 

notion of acquisition of inhibitory controls over a biologically endowed propensity to fuse 

sexuality and aggression, as a common thread unifying the disparate literature on theories 

of aetiology. They explore factors which are seen to interfere with the development of this 

inhibitory control, and which may under certain conditions further facilitate the fusion of 

sex and aggression. 

Biological Influences 

Evidence is strong for a genetic basis for aggression in animals (e.g., Cullen, 

1960). Evolutionary history has provided human males with various behavioural 

possibilities which may be employed as ways of obtaining sexual goals (Symons, 1979). 

However, this does not mean that sexual aggression is inevitable or excusable, as the 

contribution of biological factors is minimal once learning has established patterns of 

behaviour. The impact of innate potential is most strong in initially establishing the 

learning task and possibly also at pubescence, when honnonal changes are dramatic 

(Sizonenko, 1978). 

Marshall and Barbaree (1990a) propose that the development of attitudes and 

behaviours during childhood predispose the maturing male to respond to the sudden onset 

and strong sexual feelings of pubescence, with either a prosocial or antisocial mind set. 

These mental sets will also be strongly influenced by society at large and the resulting 

attitudes may prevail throughout the individual's life. Similarly, certain circumstances can 

disinhibit even strong social controls, so that sexually aggressive tendencies can occur. 

The influence of the environmental factors of childhood experiences, sociocultural context, 

and transitory situational factors will be considered next. 
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Childhood Experiences 

Poor socialization, particularly a violent parenting style, will both facilitate the use 

of aggression as well as cut the developing male off from access to more appropriate 

sociosexual interactions. The following experiences are suggested to be most influential in 

the conditioning of deviant sexual preferences. 

Rada (1978) found that rapists typically come from families where violence and 

sexual abuse are common, along with frequent and inconsistent punishment. Longevin, et 

al. (1984) found that the fathers of rapists are drunken and aggressive and abuse and 

neglect their sons. Marshall and Christie (1981) reported similar observations with child 

molesters. This deprivation and modelling results in childhood antisocial behaviour which 

has been found to increase the likelihood of future sexual aggression such as rape (Robins, 

1966), exhibitionism (Cox & Daitzman, 1980) and child molestation (Finkelhor, 1979, 

1984). Low self esteem and lack of self worth may cause the boys to seek self-affirmation 

in sexual behaviour which is sometimes deviant (Schimel, 1974). Inappropriate sexual acts 

(e.g., forceful sex or contacts with younger children) might result in these boys feeling 

masculine and powerful (Groth, 1979). 

Sociocultural Context 

For boys suffering from low self-esteem, those attitudes and behaviours portrayed 

in the media, which confer on them a sense of power, will be more readily accepted than 

messages conveying egalitarian perspectives. Anthropologists have identified three general 

features of societies which appear to affect the frequency of rape: interpersonal violence 

(Sanday, 1981); male dominance (Otterbein, 1979); and negative attitudes towards women 

(Burt, 1980). Many feminist writers (e.g., Brownmiller, 1975; Russell, 1975) see rape as a 

way of perpetuating male dominance. 

The link between pornography and sexual offending is controversial, however there 

is evidence that material that depicts either forceful sex, or sex with children, affects the 

behaviour of men who have had a restricted sexual socialization (Fisher & Byrne, 1978). 

Rapists and child molesters characteristically use pornography more frequently than do 

normal males, and one-third of the offenders report being incited to offend by viewing 

pornography (Marshall, 1988). 

Transitory Situational Factors 

Marshall and Barbaree (1990a) believe that males with a childhood history of 
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abuse will be more susceptible to transitory disinhibitors than other males, although even 

the most prosocial man may resort to deviant sexual behaviour under the prolonged 

influence of multiple disinhibitors. Alcohol is commonly reported as a contributory factor 

by sex offenders (e.g., Swanson, 1968) and in one study that examined police and victim 

reports, 70% of the rapists were intoxicated at the time of the offense (Christie, Marshall, 

& Lanthier, 1979). Anger, particularly hostility toward females, has been associated with 

sexual assault (Rada, 1978; Rada, Laws, & Kellner, 1976). Anger has also been found to 

disinhibit arousal to forced sex among normal men (Yates, Barbaree, & Marshall, 1984). 

Sexual arousal prior to exposure to particular types of sexual stimuli, also disinhibits 

responses of normal males to forced sex (Seidman, Marshall, & Barbaree, 1988). Quinsey, 

Chapin, and Varney (1981) demonstrated that instructions which indicate that sexual 

offending is acceptable, appear to disinhibit the usual constraints which control this 

behaviour. Hence, pornography which both induces arousal and suggests deviant 

behaviour is acceptable, encourages some men to offend. 

Anonymity and the markedly reduced possibility of detection and retribution, have 

been used to explain the higher incidence of rape that occurs during wars (Malamuth, 

1981) and in larger cities (Federal Bureau of Investigation, 1980). However, there are no 

studies demonstrating a direct link between anonymity and arousal to sexual aggression. 

Stress and anxiety has been found to be disinhibitory in both rapists and assaultive non

sex-offenders (Langevin et al., 1984) and it has been demonstrated that tension-reduction 

techni,.,·1es enable the control of sexual aggression in some offenders (Rosen & Fracher, 

1983). 

The integrated theory of sexual offending proposed by Marshall and Barbaree 

(1990) and outlined above, appears to have good face validity, with a comprehensive 

biopsychosocial approach, and is also well supported by research. Although it is presented 

as an explanation for sexual aggression in males, there is no obvious reason why this 

theory could not be generalized to females. Biological predisposition to sexual aggression 

may not be as strong in females but social factors will interact with innate processes the 

same way as they do in males. 

A somewhat different theoretical approach is taken by some researchers (e.g., 

Pithers, 1990; George & Marlatt, 1989) who consider sex offending an addictive process 

with commonalities with other addictive or compulsive behaviours. This theory will be 

described in detail in the Relapse Prevention chapter which follows. 

To summarise, it appears that modem theories have a more comprehensive view 
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that takes biological, cognitive, behavioural and social learning aspects into account. In the 

following section we will see how the theories concerning aetiology affect treatment 

strategies. 

TREATMENT METHODS 

A variety of treatment approaches reflecting different aetiological views, have been 

taken with sex offenders. This section will describe different treatment methods and 

present an evaluation of their effectiveness. These subjects have been covered in a recent 

review by Marshall, Jones, Ward, Johnston, and Barbaree (1991), a summary of which is 

presented here, along with additional material. 

Methodological Issues 

Marshall et al. (1991) note that earlier reviews have reached contrary conclusions 

about the merit of treating sex offenders. They point out that the way methodological 

problems are dealt with contributes to these differences. Furby, Weinrott, and Blackshaw 

(1989) concluded that wide variations in research design and definition of variables ruled 

out a meta-analysis of the studies they reviewed and therefore it was impossible to draw 

any conclusions about the relative merits of different treatments. Some of the major 

difficulties they encountered included; variation in definition of recidivism across studies, 

samples not well described according to demographic variables and classification systems, 

and large differences in sample sizes and treatment methods. They also pointed out that 

the self-report data used in some rehabilitation programs is notoriously inaccurate. 

Marshall et al. (1991) maintain that in this relatively new field it is unreasonable to 

expect very high standards of methodological rigour. However, they also specified 

minimum criteria; for example, sufficiently large sample size, specification of the types of 

offenders treated, a reasonably clear description of the treatment procedure, and objective 

outcome data collected over at least a one-year post-treatment period. Within these limits, 

Marshall et al. (1991) believe that it is possible to detect effective trends in treatment 

approaches. 

Evaluating Treatment Effectiveness 

The traditional method of evaluating treatment programmes is to look at recidivism 

rates, that is, the percentage of men who reoffend. This data is usually obtained from 
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official records of rearrest or reconviction. However, recidivism rates may account for 

only a small proportion of total offenders. Groth, Longo, and McFadin (1982) 

administered an anonymous questionnaire to a sample of 83 convicted rapists and 54 

convicted child molesters. On average, the respondents admitted to having committed 2-5 

times as many sex crimes for which they were not apprehended. The study also suggests 

that dangerous sex offenders usually commit their first crime in adolescence and then 

persist but the crime has little visibility, therefore recidivism as judged by arrests is not a 

accurate measure of rehabilitation but may be a dependable underestimate of reoffending. 

Estimates of recidivism are affected by a number of variables such as offender 

type, whether the offender was treated in a community, hospital, or prison setting, and 

selection criteria. Marshall et al. (1991) report that for repeat offenders undifferentiated for 

offender type, recidivism rates range from 33% to 71 %, while the rates for first offenders 

were 10% to 21 %. The duration of the follow-up period is also significantly related to 

recidivism figures (e.g., Marshall & Barbaree, 1988). But perhaps the most important 

factor affecting reoffense rates, is the treatment method employed. Furby et al. (1989) did 

not differentiate between methods so the large variation in outcome results is not 

surprising. 

Outcome Studies 

In their review of treatment effectiveness Marshall et al. (1991) concentrated on 

recidivism rates as derived from official police records, for sex crimes only. 

Physical Treatments 

Psychosurgery: This method involves the stereotaxic oblation of central nervous centres, 

typically the hypothalamus and is ethically unsound as there is insufficient evidence to 

justify this drastic step (Valenstein, 1973). Marshall et al. (1991) concluded that the failure 

rate (26% of sex offenders) of one study (Muller, Roeder, & Orthner, 1973) was no better 

than could be expected without treatment. Hypothalamotomies may also result in adverse 

intellectual and emotional side-effects (Schneider, 1977). For these reasons the reviewers 

concluded that psychosurgery should not, at present, be continued. 

Castration: This has been a common treatment approach in Europe. The recidivism rates 

from four studies (Bremer, 1959; Comu, 1973; Sand, Dickmeis, and Schwalkbe-Hausen, 

1964; Langeluddeke, 1963) involving 2055 men, ranged from 0% to 7.4%, over 20 year 
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follow-up periods. Although these results seem impressive, the studies did not specify type 

of offender, and also included many first offenders. In addition, Heim (1981) in a review 

of programmes using these methods, noted a number of disabling side-effects. 

Pharmacologic Interventions: Estrogens (Symmers, 1968) and neuroleptics (Field, 1973) 

were found to reduce sexual drive in clinical trials but to also have undesirable side-effects. 

More recent research has concentrated on the antiandrogens medroxypprogesterone acetate 

(MPA), and cyproterone acetate (CPA). These agents are viewed as adjunctive treatments 

until psychological interventions can begin to build effective self-control. 

MPA was used to treat 20 paraphiliacs in a study by Berlin and Meinecke (1981). 

The recidivism rates for those who completed treatment and those who did not, were 30% 

and 91 % respectively. Only 9 continued treatment so there was a serious problem of 

attrition and noncompliance. This problem was reported by Langevin et al. (1979) also. 

Walker and colleagues (Walker & Meyer, 1981; Walker, Meyer, Emory, & Rubin, 1984) 

claim good results with a certain type of offender. However, Marshall et al. (1991) point 

out that a large number of offenders, and those who are most at risk for reoffending during 

the early stages of psychological treatment, are not considered by Walker and colleagues, 

to be suitable for MPA treatment. Other studies (e.g., Cooper, 1987; Gagne, 1981) have 

found that large decreases in serum testosterone levels in response to MP A treatment, are 

not matched by reductions in deviant behaviour. Marshall et al. (1991) concluded that the 

data on MP A was not all that encouraging, but this treatment might be useful in 

conjunction with other methods. 

CPA has been found to reduce sexually deviant behaviour in a number of 

uncontrolled clinical trials (e.g., Cooper, 1981; Davies, 1974). Laschet and Laschet (1975) 

found that none of the 25 men treated with CPA had reoffended over a 5 year follow-up 

period. However, Laschet (1973) pointed out that MPA was not useful for chronic 

deviants whose offending behaviour was independent of circulating testosterone levels. 

Bradford and Pawlack (1987) examined the effects of CPA on high and low testosterone 

groups of child molesters in tenns of their responses to different types of erotic stimuli. A 

pleasing result was that for both groups CPA produced greater inhibition to pedophilic 

stimuli than to stimuli of consenting adult heterosexual interactions. However, CPA is 

generally used in conjunction with psychological counselling or behavioural treatment and 

it is difficult to differentiate the effects of the different treatments (Marshall et al;, 1991). 

In general, the main difficulty with a strict physiological approach is that it is 
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based on the premise that there is a significant biological aetiology and, as we have seen in 

the classification systems, and in the integrated theory of Marshall and Barbaree (1990a), 

other factors such as anger, sociocultural factors, and social incompetence may be more 

significant. However, physiological treatments such as MP A and CPA may be useful in 

conjunction with psychological methods, with some offenders. 

Psychological Treatments 

Non-behavioural Approaches: Until the 1960s, the most common treatment approach 

was psychoanalysis, as personality dynamics were believed to account for both the 

aetiology of the problem and the change during treatment. 

Up to the late 1960s, recidivism data from programmes operating within prisons or 

maximum security settings was not encouraging. Blain (1960), Frisbie (1969), and Frisbie 

and Dondis, (1965) found recidivism rates of 19.4% after 3 years, increasing to 26.6% in 

the fifth year after release, for offenders classified under California law as sexual 

psychopaths or mentally disordered sexual offenders, and treated in an early programme in 

a Californian state hospital. A later programme at the same facility was apparently more 

effective, at least for some types of offenders (those who had molested boys, and those 

convicted of rape). Over a one- to 5-year follow-up of 260 mentally disordered sex 

offenders who were released in 1973, 15.4% reoffended, while a comparable group 

released from California prisons had a recidivism rate of 25% (Sturgeon & Taylor, 1980). 

Non-behavioural programmes outside of maximum security institutions, do not 

have impressive results. In a Philadelphia programme, patients were randomly assigned to 

either probation alone or probation plus treatment. Recidivism data consistently revealed 

higher reoffending rates among the men who received treatment (7.7% and 13.6%) than 

among those who did not (3.2% and 7.2%) (Peters & Raether, 1971). Saylor (1979) 

reported that 22% of the 409 men who were in a guided self-help programme, had 

reoffended during the O to 12 years follow-up, a result that is no better than one would 

expect in the absence of treatment. 

By the late 1970s the systems approach began to be used in cases of incest and it 

was widely recommended by the early 1980s. This approach is based on the assumption 

that the psychodynamic interplay between family members is very important and should be 

the focus of treatment. Therapists work with individual family members, dyads and 

groups. Gioretto (1982) reported the following results using this method. Of more than 

4,000 cases, mainly father-daughter incest, 90% of the children and 92% of the fathers 
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were returned to their families and there was less than 1 % recidivism. However, Marshall 

et al. (1991) point out that as the expected recidivism rate for this group is less than 2% 

(Kroth, 1979) it is questionable as to whether limited resources would be better used with 

offenders who are more of a risk to society. 

Cognitive/Behavioural Programmes: Early behavioural programmes conceptualized sex 

offending solely in terms of sexual motivation, but more recent cognitive/behavioural 

programmes reflect the broader conceptualizations (e.g., Marshall & Barbaree, 1990b) 

which encompass predisposing, precipitating, and maintaining factors. Although relapse 

prevention programmes are broadly speaking cognitive/behavioural, programmes which 

emphasise this approach will be described and discussed in the following chapter. 

Institutional-Based Programmes. 

Outcome data from psychiatric hospital settings is generally unsatisfactory because 

of the lack of control groups and lack of information concerning selection criteria. 

The Ontario penitentiary programme, as is typical of most programmes which have 

been established for some time, has gone through changes over the years. Davidson (1979, 

1984) evaluated the early version and found that the overall recidivism rate for treated 

offenders (11 %) was better than that for a matched group of untreated men (35%) and that 

the programme was more effective with child molesters than rapists. Despite apparent 

improvements to the programme in recent years, a later study (Leger, 1989) did not 

indicate the same promising results. For a follow-up period of 3 to 12 years, the 

recidivism rates were 18% for rapists and 20% for pedophiles. Marshall et al. (1991) 

suggest that either the programme has deteriorated, or the participants were more difficult 

to treat. However, the programme operating in the Saskatchewan federal penitentiary 

targets a similar population and Gordon (1989) found a recidivism rate of only 10% for 

130 treated offenders who had been followed for an average of 2 years. This programme 

then, appears to be more effective. It takes a comprehensive cognitive/behavioural 

approach and includes a relapse prevention component. 

A programme operating in a maximum security hospital in Ontario targets sex 

offenders found not guilty by reason of insanity and those certified as mentally ill. The 

treatment approach for a study carried out by Rice, Harris, and Quinsey (1990) was limited 

to modification of sexual preferences for most of the subjects and only 62% of the subjects 

reached the goals for treatment. The control group were men on remand for a psychiatric 



20 

assessment therefore recidivism rates could be expected to be different even if neither 

group was treated. Results showed that 37% of the treated group reoffended over a 7 year 

follow-up compared with 31 % of the untreated group so overall, this programme appears 

to be ineffective. 

Outpatient Programmes 

In a mixed group of 98 nonfamilial child molesters, Abel, Mittleman, Becker, 

Rathner, and Rouleau (1988) reported a 12.2% recidivism rate over one year. Reoffending 

information was obtained by self report and although elaborate measures were taken to 

ensure confidentiality and therefore ensure reliability, there is still a problem in comparing 

this recidivism data with that obtained from official records. However, Marshall et al. 

(1991) calculated the projected recidivism rate for the fifth year of follow-up to be similar 

to that observed by Rice et al. (1990), which was not encouraging. 

Outcome data from the Oregon Clinic (Maletzky, 1987) is more promising, at least 

for child molesters and exhibitionists. Official police records indicated that only 12.2% of 

1719 treated heterosexual pedophiles and 13.6% of the 513 men who had molested boys, 

had reoffended over the 1- to 14-year follow-up period. Only 6.9% of exhibitionists 

recidivated but the rate for rapists was 26.5% over the same 1-14 year follow-up period. 

From their review of the outcome data, Marshall et al. (1991) concluded that 

comprehensive cognitive/behavioural programmes and those programmes that utilize 

antiandrogens in conjunction with psychological treatments, are likely to be effective with 

child molesters, incest offenders, and exhibitionists, but research is needed to identify what 

components current programmes are missing to make them more effective, especially with 

rapists. 
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CHAPTER THREE: RELAPSE PREVENTION 

THEORETICAL BASIS 

A recent development in the treatment of sex offenders is the use of Relapse 

Prevention (RP) strategies. The RP model used in the treatment of sex offenders has its 

origins in the field of addictive disorders, where it was developed to maintain abstinence 

from, or control of, alcohol, drugs, or cigarettes (Marlatt & Gordon, 1980). RP is a self

control programme designed to teach individuals who are trying to change their behaviour, 

how to anticipate and cope with the problem of relapse. "Relapse" refers to a breakdown 

or failure in a person's attempt to change or modify any target behaviour. Based on social 

cognitive principles RP has a psycho-educational thrust that combines behavioural skill

training procedures with cognitive intervention techniques. The emphasis on self 

management stems from the programmes social learning roots (Bandura, 1977a). This 

tradition does not define addictions as disease entities and there is a resulting shift away 

from the medical model that views those in need of help as passive recipients of the 

expert's curative powers. Instead, the self-management approach emphasises that the client 

has an internal locus of control, in that he/she is responsible for problem solution and the 

maintenance of positive change irrespective of environmental influences. George and 

Marlatt (1989) outline the following important assumptions about addictive disorders in the 
·-

RP approach which reflect Bandura's (1982) social cognitive theory encompassing 

principles from social cognition, observational learning, and behavioural modification. 

First, addictive behaviour patterns are viewed as multiply determined by past learning 

experiences, situational antecedent influences, prevailing reinforcement contingencies (both 

rewards and punishments), cognitive expectations and beliefs, and biological influences. 

Second, .the target behaviour is construed as on a continuum between nonproblemtic 

expression (e.g., social drinking) and addictive, or problematic, expression (e.g., 

alcoholism). Therefore, the same principles can be used to understand the acquisition and 

maintenance of nonaddictive as well as addictive behaviours. Finally, the addictive 

behaviour is conceptualized as a maladaptive response for coping with life stressors and 

dissatisfactions. An implication of this third assumption is that more adaptive coping 

responses are not utilized by the individual and the addictive behaviour has evolved as a 

habitual replacement response for this deficiency. 



The application of the RP model to sex offenders is advocated by George and 

Marlatt (1989) who point out that although there are striking similarities between sex 

offending and other addictive behaviours, there are also important differences. The 

similarities include: emphasis on immediate, short-term gratification at the expense of 

delayed, long-term negative consequences; the addictive behaviour is seen as a reliable, 

mood-altering experience; there is an impulsive as well as a compulsive quality; secrecy 

and denial of the problematic behaviour; there is apparently no clearly superior model 

either of aetiology or of treatment; relapse is a persistent problem and there are similar 

precipitants, particularly negative mood states. 

There are four major differences between sex offending and addictive disorders. 
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First, and most important is the fact that every time there is a return to the deviant 

behaviour, another person is directly victimized. With other addictive disorders there may 

or may not be negative consequences for those people who are in contact with the person 

who has relapsed. Secondly, the ethical and legal ramifications involved when a sex 

offender relapses are much more serious than in the case of relapses involving other 

addictions. Fantasy is a third difference. Although fantasies can have a powerful function 

in all addictions, both during an active phase and during a period of abstinence, in sex 

offending it plays a more crucial role in that they are usually accompanied by genital 

arousal which is highly reinforcing. Such physical gratification is not available to other 

types of addicts through fantasy. The ready availability of this reinforcement for the sex 

offender means that attachment to the offence pattern can be sustained even during periods 

of externally imposed abstinence such as incarceration. The fourth difference lies in the 

fact that compared with other addictive behaviours, with sex offending it is not as easy to 

define what constitutes a lapse or relapse. George and Marlatt (1989) provide a good 

summary of the problems involved. Relapse, in addictions other than sex offending, is a 

violation of a self-imposed rule or set of rules governing the rate or pattern of the target 

behaviour. Lapse refers to a single instance of violating the rule. Because of the 

important consequences of sex offending, these terms relate to behaviours further back in 

the behavioural chain. Therefore relapse refers to any occurrence of a sexual offence, and 

lapse refers to any return of sources of stimulation (such as wilful and elaborate 

fantasizing) associated with the sexual offence pattern. 

To summarise, RP is based on cognitive-behavioural methods, and aims to help the 

offender retain the self control developed during the treatment process. Pithers, Marques, 

Gibat, and Marlatt (1983) modified the self-management model of RP for application with 
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sex offenders. Relapse Prevention as a treattnent approach for sex offenders is still in the 

early stages however, the preliminary outcome data (which will be presented in a later 

section) from programmes employing RP strategies appear promising. 

RELAPSE PROCESS 

Central to the RP model is the concept of the relapse process which is viewed as a 

series of discriminable steps culminating in a sexual offense. A typical description of the 

relapse process (Pithers, 1990) suggests that it begins with some negative affect (e.g., 

loneliness or confusion), often arising as the result of interpersonal conflict (Pithers, 

Kashima, Cumming, & Beal, 1988). This negative affect is said to lead to fantasies of 

performing sexually abusive acts which are understood to be learned ways of reducing 

negative feelings. These fantasies, in tum, provoke in the man a causal search to explain 

why he began fantasizing, an emotional reaction to the identification of the cause, and a 

stream of distorted cognitions which serve to rationalize deviant sexuality. As a result of 

these cognitive/affective processes, the offender then begins to plan an assault and finally 

he acts out the fantasy and relapses. 

RP proposes that a variety of factors influence whether or not a sexual offender 

will avoid offending, and it is the interaction of these factors which affects the probability 

of relapse (Pithers, 1990). Some of these factors comprise the links in the 

cognitive/affective/behavioural chain which is the relapse process. A flow chart of how the 

following concepts fit together is given in appendix 6. 

Apparently irrelevant decisions (AIDS), are decisions about behaviours or activities 

that place the offender at risk for re-offending (for example, a child molester deciding to 

go for a walk and strolling past a school). Through the well-known cognitive processes of 

rationalization, minimization, justification, and denial, an offender can covertly plan a 

relapse by making a series of AIDS, each of which represents another step toward an 

offence. 

These cognitive distortions often attribute inaccurate properties to potential victims, 

effectively objectifying and dehumanizing women or ascribing adult characteristics to 

children (Pithers et al., 1988). One of the few studies to clearly document specific 

cognitive distortions in child molesters was carried out by Stermac and Segal (1989). They 

explored the hypothesis that men who have had sexual contact with children are more 
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pennissive and accepting of this behaviour than those of comparison groups of rapists, 

mental health workers, laypersons, lawyers, and police officers. Results indicated that 

child molesters differed from other respondent groups in perceiving more benefits resulting 

from sexual contact, greater complicity on the child's part, less responsibility on the adult's 

part for the initiation of the behaviour, and less need for punishment of the adult. Stermac 

and Segal (1989) noted that the variable not yet considered in this area of research was that 

of offender typologies. They propose that while cognitive factors exist for both situational 

and preference offenders, they may play a more facilitative role for the fonner group who 

views their urges toward children as problematic. The preferential offender on the other 

hand, may have an ingrained belief system regarding the desirability of sexual contact with 

. children and a child's desire for such contact, which makes perfonnance of these acts less 

of an obstacle (Segal & Stennac, 1990). Murphy (1990) points out that the Abel and 

Becker Cognition Scale (Abel et al., 1984) developed to measure distortions in child 

molesters, has a major clinical problem in that the items are rather obvious and may be 

affected significantly by social desirability. Therefore there is a need to develop other 

methods for assessing distortions and the impact of therapy on these. 

High risk situations (HRS), are situations that threaten control over sexual 

behaviour (for example, playgrounds for pedophiles). If the offender copes effectively 

with the HRS, his sense of self management is reinforced but if he doesn't, he feels a 

reduction in self-control and he may find the next HRS even harder to cope with (Pithers, 

1990). 
-

The Abstinence Violation Effect (A VE) construct developed by Marlatt & Gordon 

(1985), is a central concept in this relapse process. The A VE is a cognitive/affective 

reaction to an initial violation of an abstinence rule forbidding or restricting the use of a 

substance, or the occurrence of some undesired activity, that is, a lapse. In the case of 

sexual aggressors, the initial return of deviant sexual fantasy is defined as the earliest 

identifiable lapse. This A VE reaction serves to increase the probability of a full blown 

relapse and has two major components; an attribution as to the cause of the lapse, and the 

affective reaction to this attribution. Of crucial importance is how the individual views the 

initial lapse as this determines whether restraint is activated or, whether control is 

relinquished and a full relapse occurs. Marlatt used Weiner's (1972) Attribution Theory to 

explain the A VE phenomenon. If, after a causal search, the lapse is attributed to external, 

unstable or specific factors, the A VE effect is reduced and a full relapse unlikely. 

However, if the cause is seen as internal, stable and global, then the person perceives they 



have no control, experiences negative affect, and may then initiate a full violation of 

abstinence. 
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Weiner (1986) has modified his Attribution Theory in ways which have important 

implications for the A VE (Hudson, Ward, & Marshall, in press). He now maintains that 

attributions vary along dimensions of stability, locus (internal versus external) and 

controllability, and have a causal impact upon emotional reactions, such as guilt and shame 

and also self esteem. Differential motivational consequences occur with these negative 

emotions according to the different loading on the controllability and locus factors. If the 

cause is perceived as both internal and uncontrollable, shame is felt. But if the cause is 

seen as internal but controllable, guilt is the result. These dimensions can therefore, be 

useful in predicting the likelihood of relapse, according to their different combinations. 

For example, if the cause of the lapse is perceived to be external to the individual, stable 

and uncontrollable, helplessness is likely to be the resultant emotional state and it is 

unlikely that effort would be expended to reduce the probability of relapse. 

In addition to different attributional responses, the A VE encompasses several 

factors which influence whether or not a lapse becomes a relapse (Pithers, 1990). First of 

all, it is important to emphasise to the client that the aim of treatment is control of 

behaviour, not ~ of all signs of deviancy so that the offender when experiencing a lapse 

doesn't experience cognitive dissonance, that is, disparity between his self image as an 

abstainer and behaviour apparently incompatible with this (George & Marlatt, 1989). 

Secondly, if offenders selectively remember positive outcomes of prior offenses, but 

neglect the delayed consequences (for example; arrest, incarceration), probability of relapse 

increases. This phenomenon is referred to as the Problem of Immediate Gratification (PIG) 

and is typical of compulsive or addictive behaviours as noted in the preceding theoretical 

section. Thirdly, it is important that the client realizes that the A VE is a dimensional 

phenomenon not an all-or-none reaction. The greater the A VE, the greater the probability 

of relapse but this is reduced if a lapse is viewed as an expected, momentary loss of 

control and a signal to implement and / or develop, adaptive coping strategies. 

The above concepts are utilized in all RP programmes although there are variations 

across programmes as to whether RP is viewed as the encompassing treatment philosophy 

or, as just one component of a comprehensive cognitive-behavioural programme. In the 

following section we will briefly consider some of the current programmes using RP. 
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SPECIFIC RP PROGRAMMES 

Laws (1989) describes in detail the pioneer programmes in RP. The Vermont 

Treatment Program for Sexual Offenders (VTPSA) resulted from State legislation in 1982. 

It was the first RP programme to be established and RP is the unifying theme across all 

treatment sites. It has residential and outpatient treatment programmes and there is careful 

monitoring of clients as they move from one to the other. William Pithers is the director 

of this programme and he emphasises both the internal and external aspects of RP (Pithers, 

1990). The internal dimension involves the key concepts described above by which the 

individual understands, monitors and controls his behaviour. The external management 

component refers to the ongoing support that the offender receives from probation officer, 

therapist and support network upon termination of the residential programme. All the 

members of this network are informed of what constitutes HRS for the offender and are 

instructed in how they can best help him should he appear to be experiencing difficulties. 

The California Sex Offender Treatment and Evaluation Project (SOTEP), 

established in 1985 and directed by Janice Marques, also has RP as an umbrella concept. 

The key features of SOTEP are: a rigorous experimental design, which includes random 

assignment of volunteers to either treatment or control conditions; an intensive, highly 

structured inpatient programme designed specifically to prevent relapse among sex 

offenders; a one-year aftercare programme; and a comprehensive evaluation of both 

immediate and long-term treatment effects, including a follow-up period of at least five 

years in which recidivism rats for treated and untreated cases are measured (Miner, 

Marques, Day, & Nelson, 1990). The 46 bed unit at Atascadero State Hospital is staffed 

by one director, one psychiatrist, three clinical psychologists, three clinical social workers, 

six social work associates, two rehabilitation therapists and twenty eight nursing personnel 

most of whom are technicians. 

The Florida Centre for the Prevention of Child Molestation (CPCM) is housed at 

Florida Mental Health Institute, University of Southern California in Tampa. It caters for 

65 clients and is directed by Katurah Jenkins-Hall. This a research programme in which a 

cognitive-behavioural programme containing RP is compared with another less intricate 

programme. Unlike the programmes mentioned above, CPCM considers RP as one 

treatment component among many. However, twenty weeks is devoted to this part of the 

programme. 
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KIA MARAMA PROGRAMME 

In order to reduce the amount of reoffending among convicted child molesters in 

New Zealand, the Kia Marama Sex Offenders Treatment Unit was established on 2nd 

October 1989 at Rolleston Prison. This purpose-built facility, the first of its kind in New 

Zealand, is an 80 bed, medium security unit separate from the other wings of the prison. 

The staff of the therapy unit presently comprise 4 clinical psychologists, 2 nurse therapists, 

2 social workers (one of whom is a therapist) and a secretary. 

The criteria for entry into the programme are as follows: 

a. The inmate has committed one or more sexual offenses against children or 

young persons under 16 years of age (e.g., indecent assault, sexual 

violation, incest). 

b. The inmate is informed about treatment and voluntarily consents to enter 

the programme. Persons exhibiting varying degrees of denial are not 

excluded. 

c. The inmate's sentence is long enough that he can complete the 32 week 

programme before his earliest release date. 

d. The inmate has sufficient intellectual ability to comprehend and participate 

in the treatment programme. Literacy is not a requirement. 

e. The inmate is free of any major psychotic disorders. 

f. The securit., ,, :,sification is medium or minimum. (Ward, Neilson, & 

Marshall, 1990). 

Assessment 

Assessment occupies the first and last four weeks of the programme (see appendix 

7) and three methods are employed (Marshall, Johnston, Ward, Jones, & Hudson, 1992). 

Interviews 

Each therapist conducts a series of individual interviews with each member of 

his/her group in order to establish a clear understanding of the man's version of the 

offence. He is asked for a detailed account of the factors, events, and emotional issues 

prior to, during and following the offence. Information is also gathered concerning the 

man's personal and social history, his education and employment history, as well as his 

relationships and sexual history (both appropriate and deviant). From these interviews, 
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ratings are derived for several scales including; indications of social skill and social 

anxiety; general life management skills; effective use of leisure time; general problem 

solving ability; self-confidence; capacity for empathy and perception of victim impact; his 

sense of responsibility for the offenses; his views of sex between adults and children; his 

use of pornography and intoxicants; the degree of his sexual prudishness; and the needs the 

offender considers are satisfied by his deviant and nondeviant sexual activity. 

Physiological Assessment 

Sexual preference is established objectively by the penile plethysmograph, a 

mercury-in-rubber strain gauge that measures erectile responses to slides of naked 

individuals of both genders in the three age groups; prepubescent, pubescent and adult. 

Results of phallometric testing enable therapy staff to determine deviant sexual arousal 

patterns for sexual reconditioning techniques and also provide evidence to assist in 

challenging cognitive distortions and denial if present 

Questionnaires 

Each inmate supplies general information regarding offense history, family, health, 

and education that is not already available in his institutional file. In addition to this, he 

completes a series of 20 self-report scales (see appendix 8) which estimate the following: 

distortions regarding sex between adults and children; attitudes and fantasies about deviant 

and non-deviant sexual activities; satisfaction with adult relationships, both sexual and non

sexual; the experience of intimacy; general empathy; general self-efficacy and self control 

over offending; social self esteem; assertiveness; social anxiety; general hostility and 

hostility towards women; and use of addictive substances. All these areas are considered 

relevant to sex offending. This form of assessment is the only one carried out in groups 

and is supervised by a therapist. 

Overview of Treatment 

The bulk of the therapy is carried out in groups of 10 inmates. Each group meets 

on four days of the week for 2.5 hours. The 24 weeks of therapy are divided into an 

introduction plus six 4-week segments which are subdivided into components covering 

various topics. I will briefly describe each segment, including the modules particularly 

relevant to this study; cognitive restructuring, victim impact/empathy and relapse 

prevention. 
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Segment 1. Cognitive Restructuring 

The focus here is on; denial of the crime and/or minimization of the extent of the 

offence(s), misperceptions or distortions of the offence, and/or adult-child sex which justify 

continued offending, and inappropriate attributions of responsibility for the men's offenses. 

Segment 2. 

A. Behavioural Reconditioning: In this half of the segment, covert sensitisation, 

orgasmic reconditioning and satiation techniques are employed to teach the men how to 

change their sexual preferences from children to adults. 

B. Victim Impact/Empathy: The rest of the time in this segment is devoted developing 

the men's awareness of the short and long-tenn effects of sexual abuse on their victims. 

Methods of empathy training include role plays, watching moving videos of victims telling 

of their experiences and reactions. 

Segment 3. 

In this segment all men participate in the social problem solving and stress 

management components. A substance abuse component is offered to those men who 

require it and an optional daily life skills course is available. 

A. Social Problem Solving: The men are taught how to define a problem, how to 

generate alternative solutions, how to evaluate the consequences of these alternatives, and 

once a solution is chosen, how to implement and evaluate this. 

B. Stress Management/Relaxation: The nature and sources of stress are described and 

each man identifies stressors in his life, both around the time of his offending and 

subsequently. Effective coping skills and relaxation techniques are taught. 

C. Use of Intoxicants: The aim of this elective is not necessarily to produce abstinence 

but to develop control over behaviour while using intoxicants. For some substance 

abusers, abstinence is the more reasonable option. Strategies for control or total abstinence 

are drawn from relapse prevention principles. 

D. Daily Management: In this optional section, taught by a Prison Education Officer, the 

men learn budgeting, job search-and-secure skills, how to find accommodation, and how to 

access social services. 
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Segment 4. 

A. Interpersonal Skills: Here the men learn the skills necessary to be assertive, express 

feelings, overcome anxiety and carry on effective conversations, particularly with adults. 

These are all seen as ways to improve self-esteem. 

B. Relationship Skills: Establishing and maintaining effective relationships with adults is 

the focus of this section. This includes conflict resolution, engaging in mutually rewarding 

activities, improving communication and intimacy skills, and emotional expression. 

Segment 5. 

A. Anger Management: Using the work of Novaco (1975) as a basis, the men are taught 

the difference between anger (an emotional response to an event), hostility a (disposition) 

and aggression (an act). The men identify features of anger, common causes of anger, and 

what to do when they are angry. 

B. Sex Education: The primary focus in this section is on the range of acceptable sexual 

behaviours, particularly those that increase the full enjoyment of adult sexual relations. 

However, some basic anatomy and physiology is taught also. Consideration is given to 

religious beliefs. The various needs that sexual activity meets are identified. For example; 

need for intimacy and affection, need to be dominant and powerful, need to be affirmed as 

a person. The objective of mutually satisfying sexual relationships is emphasised. 

Segment 6. Relapse Prevention. 

A. Internal Management: In this final 4 week segment the men identify high risk 

situations, learn how to avoid them when possible and how to cope effectively with them 

when avoidance is not possible. They also learn about their relapse process and the role of 

seemingly irrelevant decisions, and the abstinence violation effect in increasing their risk of 

reoffending. 

B. External Management: A six month post-release programme is coordinated by the 

unit social worker. This includes on-going therapy, contact with a probation officer and 

establishing community support networks. 
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EVALUATION OF RELAPSE PREVENTION 

There are various ways in which a treatment programme can be evaluated. I have 

chosen to look at interim measures and outcome measures and provide a general critique of 

the approach. 

Interim Measures 

Salter (1988) outlines the areas in which progress is evaluated, over the course of a 

treatment programme: 

1. Physical participation such as attendance and homework 

2. Accepting responsibility for offenses 

3. Intellectual understanding of offence chain 

4. Emotional understanding of impact of offenses 

5. Attempts to change behaviour 

6. Assertiveness and willingness to help other group members prevent relapse. 

These targets for behaviour and attitude change appear to be very compatible with the RP 

treatment approach yet methods for measuring response to therapy are still in the 

development stage. 

Miner, Marques, Day, and Nelson (1990) give preliminary findings from the first 

50 treatment cases and 48 volunteer controls released by SOTEP. Participants receiving a 

comprehensive and intensive, two year (average), RP intervention showed significant 

changes in their willingness to accept responsibility for their deviant sexual behaviour 

(measured by the Cognitive Distortions and Immaturity scale and the Justifications scale, 

both of the Multiphasic Sex Inventory), and for their life circumstances in general. The 

Social Introversion Scale (SI) of the Minnesota Multiphasic Personality Inventory (MMPI), 

the Thought Disorder Scale (TD) of the Carlson Psychological Survey (CPS) and Locus of 

Control (LOC), as measured by the Rotter Locus of Control Scale or the Norwicki

Strickland Locus of Control Scale, were used to measure the degree to which participants 

denied responsibility for their behaviour. Treatment cases also showed significantly less 

deviant sexual arousal at release, and more ability to cope with possible high risk 
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situations. In addition, they showed fewer cognitive distortions and justifications for their 

sexual behaviour at release than volunteer controls, and less post-release criminal activity 

than either these controls or a third group of men who did not volunteer for SOTEP. The 

authors of this study concluded that the short-term treatment impact measures indicate that 

RP is having the desired effect. 

Outcome Data 

Outcome data from the SOTEP programme indicates that of the 47 clients who had 

successfully completed the hospital part of the programme and been released to the 

community by the end of 1988, 8% had reoffended compared with 20% of the untreated 

volunteers. The treated group had been at risk for an average of 12.7 months (Marques, 

Day, Nelson, & Miner, 1989). These results appear very encouraging, however, during the 

follow-up period the men were still in treatment, receiving at least two sessions of 

individual therapy per week, in addition to other required programmes such as family 

therapy (Marshall et al., 1991). Longer term, post-release programme data is required in 

order to make an accurate evaluation of SOTEP. 

The Vermont Treatment Programme treated 167 clients (147 pedophiles and 20 

rapists) over a 6 year span. All had been convicted. Six offenders had relapsed and a 

seventh had been arrested at the time of writing (Pithers, 1990). This relapse rate (4%) 

appears to be a marked improvement on recidivism data reported by Furby et al. (1989). 

Treatment for pedophiles (3%) seems more efficient than for rapists (15%). 

Marshall and Barbaree (1988) followed, over a 1-11 year period, 68 child 

molesters who had participated in non-residential treatment programme at the Kingston 

Sexual Behaviour Clinic. The recidivism data was obtained from various sources, 

including unofficial records held by the Police and Children's Aid Societies. Information 

derived from these unofficial sources revealed recidivism rates which were over twice as 

high as those derived from the official records. 

The outcome data revealed the typical increase in recidivism with longer follow-up 

periods however, there was still a significant treatment effect. Men who had sexually 

abused the daughters of other people demonstrated the clearest treatment benefits having a 

18% recidivism rate compared with that of 43% for the untreated group and this effect still 
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held at the 4 year follow-up. This was not so for incest offenders and molesters against 

non-familial male children although this could be due at least partly to the small numbers 

in each of these two subtypes. 

The data was also analysed to produce features of the offenders which might 

predict recidivism in the treated group. It appeared that young offenders (under 40) and 

those who engaged in genital-genital contact with their child victims were more likely to 

have a larger number of reoffences than other offenders. 

In the incest group the only incest offenders who reoffended (whether treated or 

not) were among those who had left their original family and moved in with another 

woman who had children of about the same age as their previous victims. These men met 

the study's criteria for classification as incest offenders but may be more appropriately seen 

as fixated, non-familial offenders. 

Critique 

Some of the prototype RP programmes have selection procedures which almost 

seem to guarantee success. Selection criteria exclude many offenders, often those who are 

most dangerous and in need of treatment. In the California program only 10% of 5,250 

sex offender inmates met the following criteria; a minimum sentence of 30 months, not 

denying their offence, free of psychosis, IQ over 60, English as first language and have 

committed less than 3 felonies (Laws, 1989). In the Vermont program, those who have 

murdered or mutilated their victims and those with a lifelong history of antisocial acts are 

rejected (Marshall, et al., 1991). On the other hand, the treatment and non-treatment 

groups in the Kingston programme were matched for age, IQ, socio-economic status, and 

most importantly, they had almost identical offense histories (Marshall & Barbaree, 1988). 

Also, the Kia Marama programme does not exclude violent child molesters or those who 

are still denying responsibility for their offenses. In these latter two programmes the 

treatment groups are therefore more representative of the total sample and subsequently the 

results are more able to be generalized to the wider client pool. 

In summary, the RP approach is both multi-modal and has good face validity, but 

the limited outcome measures to date do not prove it to be an effective treatment for all 

offenders. Certainly, the response of rapists is disappointing and, it would appear that a 

family-systems approach in conjunction with RP could help the problem of incest offenders 
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repeating their abuse pattern in other family settings which they enter. On the other hand, 

RP does appear to be effective in the treatment of non-familial offenders against children, 

and, as we have noted it is this group which presents the greatest risk in terms of rate of 

offending and recidivism. However, long-term outcome studies which look at 

generalizability of treatment across a wider range of settings and offender classifications 

are needed. In spite of these reservations, a cognitive-behavioural approach employing RP 

strategies, does (according to the data available) offer a source of hope in the treatment of 

sex offenders. 
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CHAPTER FOUR: ATTRIBUTION THEORY 

INTRODUCTION 

An attribution is an inference about why an event occurred or about a person's 

dispositions or other psychological states (Weary, Stanley, & Harvey, 1989). These 

perceptions or inferences may be about others or about the self. There is no dominant 

theory in the attribution field, or general conclusions concerning attribution processes, but a 

number of hypotheses and theoretical approaches which have similarities and differences. 

However, the seminal attribution formulations of Heider (1958), Jones and Davis (1965) 

and Kelley (1967, 1972) all contend that people follow rational, "commonsense" rules of 

inference in interpreting their world. In fact, Kelley characterizes this method of causal 

inference as that of the "naive scientist." However, the principles and heuristics people use 

to process and simplify the information confronting them, although generally serving them 

well, also predispose them to make certain errors (Kahnernan, Slovic, & Tversky, 1982; 

Tver-sky & Kahnernan, 1974). There is considerable controversy over both the prevalence 

and the origins of these errors or biases but there are generally two interpretations offered -

one "hot" and one "cool" (Nisbett & Ross, 1980). "Hot" theories, which have their roots 

in the psychodynarnic and related traditions, posit that errors and biases occur when some 

need or motive in a person interferes with his or her normal attributional processes. 

"Cool" theories on the other hand, contend that attributional errors stern from limitations in 

the human cognitive apparatus. 

An important distinction in the general area is that between attribution theories and 

attributional models. The fonner is concerned mainly with the process of making an 

attribution (the antecedent conditions of attributions of intention or motive) and the latter 

with the consequences of arriving at a particular attribution (behaviours, affects, or other 

cognitive processes such as expectancies). Attributional models have been the focus of 

much of the research as we shall see in subsequent sections. 



36 

HISTORICAL OVERVIEW 

Reider's (1944, 1958) theoretical statements provided the seed for the 

development of the attribution area in social psychology. Before this work there had been 

few attempts to conceptualize systematically how people perceive and interpret the actions 

of others. Heider referred to his analysis as "common-sense psychology" because he was 

concerned with the events that occur in everyday life for most people and the manner in 

which people understand these events and explain them in "common-sense" terms. In his 

1958 work Heider stated that he was ·interested in surface events that occur in everyday life 

at a conscious level, rather than unconscious processes studied by psychoanalysis in 

"depth" psychology. He thought that these intuitively understood and "obvious" human 

relations were just as challenging and psychologically significant as the deeper phenomena. 

According to Reider's (1958) analysis of social perception and phenomenal 

causality, attribution processes are inextricably intertwined with perceptual processes and 

are oriented toward the search for structure or dispositional properties. In this analysis 

people are seen as trying to develop organized, meaningful perspectives about the 

numerous events that they observe every day, in order to be able to predict and control 

their environment. All other models that are concerned with the antecedent conditions of 

causal factors are based on Reider's (1958) work which they either supplement, 

systematize or refine. Heider' s main contribution to attribution theory is his conception of 

the processes and variables involved in a person's attribution of causality (e.g., internal vs 

external causal attribution). Heider did not argue that people are always objective and 

rational in their behaviour. He points out that sometimes people make attributions that are 

not based on enough information, that are not based on an adequate analysis of 

information, or that are distorted by psychological needs and motivations. 

Jones and Davis's (1965) theory of correspondent inferences was the first explicit 

hypothesis testing formulation in the area of attribution. This theory is concerned with 

factors that influence an observer's attribution of intent and disposition to another person. 

It does not explicitly address the question of how individuals understand their own 

intentions and dispositions. Also, Jones and his co-workers have focused less on the 

question of how a perceiver's needs, wishes, and motives influence attributions. However 

they have suggested that their theory may serve as a model or norm, to study and identify 

attributional biases. 
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Kelley (1967, 1972, 1973), has produced some of the most elegant and elaborate 

analyses of attributional processes to date. Unlike Jones and his colleagues, Kelley 

assumes that his concepts apply equally as well to self-perception as they do to person 

perception. The principle of covariation between possible causes and effects is the 

fundamental notion in Kelley's (1967) attributional approach. In Kelley's formulation, the 

important classes of possible causes are persons, entities (things or environmental stimuli), 

and times (occasions or situations). Kelley also maintains that attributors use three types 

of information to verify whether they have correctly linked causes and effects. These are; 

the distinctiveness, consistency, and consensus associated with the possible causes. 

Kelley's attributional theories have been controversial and so a full discussion of these is 

beyond the scope of this review. Borgida and Brekke (1981) is a useful review of 

consensus effects, and Alloy and Tabachnik (1984) review studies on the covariation 

principle. As was true of the theoretical work of Jones and colleagues, Kelley's analyses 

have been limited in terms of explaining how powerful motives and emotions interact with 

logical-rational processes to produce attributional phenomena. 

Bern (1972) has concentrated on the process of self attribution. He theorized and 

found empirical support for the notion that people come to know their own attitudes, 

emotions, and other internal states partially by inferring them from observations of their 

own overt behaviour and the context in which this behaviour occurs. It follows from 

Bern's analysis that people do not know what they think, feel, or believe before they act. 

Therefore, to the extent that internal cues are weak, ambiguous, or uninterpretable, the 

individual is functionally in the same position as an outside observer who must necessarily 

rely upon those same external cues to infer the individual's inner states. 

WEINER'S THEORY 

One important aspect of Weiner's contribution consists in the systematic 

application of the attribution principles that had been formulated by Heider and Kelley, to 

issues of achievement motivation research in the 1950s and 1960s. Weiner and co-workers 

assume that following success or failure individuals tend to ask why the outcome has 

occurred. The "answer" to this "why-question" (the causal attribution) should in tum, 

guide important aspects of subsequent achievement oriented thinking, feeling and 

behaviour. To date Weiner's attributional analysis of achievement behaviour is the most 
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comprehensive theoretical model that deals with the influence of attributions on behavior, 

affect, and cognitive processes (see Weiner, 1979, 1982, 1985b, 1986). This approach has 

not only influenced ,research in the area of achievement motivation but also guided the 

theoretical analysis and empirical investigation of other motive systems, and additional 

psychological phenomena, within an attributional framework. 

In his recent work, Weiner (1986) emphasises that the model that was originally 

developed within the area of achievement motivation now serves as the cornerstone of a 

general theory of motivation and emotion. The prevalent human emotions incorporated 

within this attributional approach include happiness, satisfaction, confidence, depression, 

disappointment, disgust, and frustration (which are outcome dependent since they are only 

influenced by success or failure outcome), and pride, anger, pity, gratitude, shame, hope 

and fear (which are attributional dimension linked). Weiner (1986) does not pretend to 

offer a complete theory of emotion but maintains that some of the most common emotional 

experiences can be accounted for by his attributional approach. In particular, he sees 

linkages between, for example, internal ascriptions and pride and self-esteem; causal 

controllability and anger, guilt and gratitude; causal uncontrollability and pity and shame; 

and success and happiness .. Studies by other researchers (e.g. Forsyth & McMillan, 1981; 

Kelley & Forsythe, 1984) support the position that specific affective reactions are 

associated with general dimensions of attributional activity rather than with specific causes. 

However, there remains uncertainty about the precise nature of these relationships. In 

addition, it is likely that variables such as task importance, situational characteristics, and 

individual differences in achievement motivation or attributional style have some impact on 

attribution and these links will not be persistent and stable across all situations (Weary et 

al., 1989). 

Weiner (1986) believes that the generality of his theoretical approach beyond 

achievement motivation is provided by two conceptual mechanisms. First, he proposes that 

a motivational episode is initiated following any outcome that can be construed as 

attainment or nonattainment of a goal. The conception has been used to examine a number 

of broadly conceived personal "failures" including, for example, alcoholism (McHugh, 

Beckman, & Frieze, 1979), crime and the related topic of parole decisions (Caroll, 1978), 

depression (Abramson, Seligman, & Teasdale, 1978), deprivation (Mark, 1985), cigarette 

smoking (Marlatt, 1985b), and wife battering (Frieze, 1979). In all these areas of study, 

after identifying the negative outcome, the authors determined the perceived cause of the 

outcome, such as a crime, or a failure to quit smoking. Although the specific causes 
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reported vary greatly, both within and between the sorts of outcome, they can be described 

according to their structural properties of locus, stability, and controllability (and perhaps 

intentionality and globality). This dimensional analysis (Weiner, 1986) provides the 

second mechanism for theoretical generality, for once the structure of the cause is 

established, its impact on expectancy, affect, and action can be determined. According to 

this logic, causal dimensions emerge as the key concept in theory development. 

DIMENSIONS OF CAUSAL EXPLANATIONS 

As there is such a great number of causal attributions in the various fields of 

human activity, attempts have been made since the beginnings of attribution research to 

develop taxonomies for causal attributions (see Heider, 1958). These taxonomies are 

necessary in order to construct meaningful theoretical conceptions about the antecedent 

conditions and consequences of causal attributions, and to test them empirically. 

Statements about the determinants and consequences of single, specific causal elements 

would only possess a low generalizability. On the other hand, laws that apply to an entire 

class or category of attributions have a larger area of validity (Weiner, 1986). 

Various taxonomies of attributions can be found in both models of the antecedent 

conditions of attributions and models that are concerned with attributional consequences. 

In the attributional models of behaviour, the consequences of causal attributions do not 

depend on the specific attributions but on their dimensional qualities, which are 

changeable. Consistent with the idea that it is not the specific cause, but its location on the 

causal dimension, that determines behaviour, many attribution studies have recorded the 

dimensional qualities of causes alongside ( or even instead of) the specific causes 

themselves (Forsterling, 1988; Weiner, 1980a, b). Rational and empirical approaches have 

produced a multitude of dimensions but only those that have proved to be particularly 

useful and that appear to be promising for future research will be discussed here. 

Two main taxonomies are used. Attributions can be classified according to 

relational properties, that is, their relation (e.g., closeness or distance, number of 

connections) to further causal attributions and effects. Another approach is to undertake 

qualitative differentiations of thoughts about causality. 
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Relational Differentiations 

Proximal versus Distal: Kelley (1972, 1983) introduced the distance between a cause and 

its effect as a criterion for classification. Proximal causes are temporally close to the effect 

that is being explained and distal causes are temporally distant. This theoretical 

differentiation between proximal and distal causes touches a fundamental aspect of the 

attribution process. However, it has yet to be taken up by empirical research. It is the 

effects of proximal attributions on behaviour that have been analyzed most frequently. 

Simple versus Complex: Causal cognitions can be either simple or complex (Kelley, 

1972, 1973, 1983). Simple causal structures exist when merely one cause produces only 

one effect. Complex causal structures, either several causes or their interaction, bring 

about one or several effects. 

Qualitative Differentiations 

Internal versus External: Nearly all conceptions of attribution, beginning with Heider 

(1958), differentiate between causal factors that lie in the person, and those that lie in the 

environment. For example, if we explain a failure through a lack of ability, we are making 

an internal attribution. An external attribution is given if we make, for example, the 

difficulty of the task responsible for the failure. Thus, Kelley (1967) talks about person 

(internal) and entity (external) attributions and Weiner, Frieze, Kukla, Reed, Rest, and 

Rosenbaum (1971) introduce, in line with Reider's considerations, the differentiation 

between internal (e.g., ability, effort) and external (chance, task difficulty) causal 

explanations for achievements results (locus of causality). 

Stable versus Variable: Weiner (Weiner, 1979; Weiner et al., 1971) again referred to 

Heider (1958) when, in addition to the dimension of locus of control, he differentiated 

causes according to whether they are perceived as being stable (unchanging over time) or 

variable (changing). By crossing the dimensions of locus of control and stability, Weiner 

presented a much-cited taxonomy of causal explanations for success and failure. Among 

internal factors, we can differentiate an invariant, stable factor (ability) from an instable, 

variable one (effort); and the temporarily fluctuating random influences (luck) from lasting, 

stable, invariant task characteristics (task difficulty) among the external factors. 

The classification of causes as stable (invariant) or unstable (variant) is reminiscent 
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of the trait / state distinction of personality psychologists. Traits because they imply that 

an action has been repeated over many occasions, are thought to be more predictive of 

future behaviour than are states. Attribution theorists such as Heider (1958) and Jones and 

Davis (1965) have contended that people seek the underlying invariances in behaviour 

(traits) in their attributional search. Although stability is thought to aid in subsequent 

prediction, it is also the case that unstable attributions are quite suitable to provide 

understanding (Weiner, 1986). At present there is no empirical evidence to support the 

belief that there is a focus during the search process on stable causes. 

Intentionable (controllable) versus Unintentional (uncontrollable): Rosenbaum (1972) 

integrated the dimension of "intentionality" into the fourfold scheme from Weiner et al 

(1971) as the dimensions of locus and stability were not adequate to differentiate causal 

elements such as effort and tiredness. Both could be classified as internal and variable yet 

there are obvious conceptual differences. Effort can be guided and controlled by the 

individual, (is intentional in other words), whereas tiredness is not as influenced by 

conscious control. In his more recent work, Weiner (1986) differentiates between 

"intention" and "control". We can intend to carry out an activity but might be convinced 

that we are unable to guide or control our own behaviour. In more recent research the 

term "controllability" is substituted for "intentionality". 

Global versus Specific: The causal dimension of generality was introduced by Abramson, 

Seligman, and Teasdale (1978) within the framework of their attributional analysis of 

depression and helplessness. This dimension differentiates causes according to the breadth 

of the spectrum of their effects. At one end of the scale (global), causes are placed that 

have a broad spectrum of effects, while at the other end, we find "specific" attributions that 

only relate to a narrow, special field. The explanation of a failure through a lack of innate 

intelligence, for example, would be labelled global, while if the failure is attributed to a 

lack of special abilities (e.g., a lack of psychomotor skills), we would call it a specific 

attribution. 

Empirical Analyses of Dimensions 

In general the empirical studies examining causal dimensions using statistical 

techniques such as factor or cluster analysis, multidimensional scaling and correlations with 

a priori schemes, show that the "scientific" and the "naive" causal conceptions have a lot in 
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common. Particular support can be found for the dimensions used by Weiner (locus of 

causality, stability and controllability) which have been the basis of much research work. 

The studies that hav.e investigated achievement-related cognitions (see Forsterling, 1988) 

have shown that the causal elements can possess different dimensional features depending 

on different context information. Therefore it is important that we do not just discover or 

change the respective, specific attribution, but also its dimensional quality if we want to be 

able to predict or modify behavior on the basis of attributions. However more research is 

needed both on the situational and cultural determinants of causal structure, and on the 

cognitive processes involved in decisions regarding the properties of causality (Weiner, 

1986). 

METHODOLOGICAL ISSUES 

Measurement of Attribution 

Attributional measurement can be categorized into two broad classes: attributional 

causal factors (elements) and attributional dimensions. 

Assessment of Causal Factors 

A number of methods have been used to assess causal factors. Open-ended 

measures require the subjects to list what they believe to be the cause or causes of an 

event, and then the coder classifies subject's attributions as ability attributions, effort 

attributions, or other relevant categories of causal factors. In percentage of causality 

measures, the totality of percentages of possible, specified causes of the event must equal 

100%. Independent ratings involve the subject rating the specified causes of an event. 

The subject may also be asked to choose one major cause or to use a bipolar scale where 

two possible causes of an event anchor the endpoints. One major distinction among these 

measures is whether the potential causes for the event are specified on an a priori 

(theoretical) basis and presented by the experimenter, or are generated by the subjects. In 

the former case, there is controversy regarding the degree to which ordinary people make 

such causal distinctions. Originally, Weiner et al. (1971) proposed four attributional 

elements, including ability, effort, task difficulty and luck. However, when attributional 
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methodology moved from laboratory to in situ designs, numerous additional elements were 

added such as mood, personality traits, peer influence, teacher bias, and experience. 

Elig and Frieze (1979) evaluated three different methods of assessing causal 

attributions: open-ended responses, percentage ratings, and independent ratings of 

importance. They concluded that the independent rating measures were more reliable and 

valid than the other methods of assessing causal attributions. However, although they 

recommended use of the independent scales in settings where the potential causal factors 

are relatively well understood (e.g., achievement settings), they also noted that open-ended 

measures may prove very useful when researchers are assessing causal attributions in novel 

situations. 

Assessment of Causal Dimensions 

An issue related to the measurement of specific causal factors is the adequacy of 

various measures of causal dimensions. Researchers often are more interested in assessing 

the dimensional characteristics underlying attributions than the specific causal attributions 

themselves as building a parsimonious attributional theory based on the ever increasing list 

of attributional elements is extremely difficult. However, assessment of attributional 

dimensions offers a solution to this dilemma and an avenue for enhanced parsimony and 

generalizability of attributional theory. Experimenters typically use one of several general 

procedures to identify the relevant dimensions. Russell, McAuley, and Tarico (1987) 

compared the reliability and validity of three different measures of attributional dimensions. 

In the first, subjects were asked to indicate on the Causal Dimension Scale (CDS) (Russell, 

1982) their perceptions of the causes of their exam perfonnance in tenns of locus of 

causality (internal-external), stability, and controllability dimensions. Second, subject's 

attributions were coded by judges along the three attributional dimensions. The third 

method entailed asking the subjects to rate the importance of a number of specified 

potential causal factors to their exam perfonnance. These factors were classified on 

theoretical grounds as representing one end of the three dimensions of locus of causality, 

stability, and controllability. 

The results of the study showed that while both the open-ended measure and the 

Causal Dimension Scale proved to be reliable methods of assessing causal dimensions, the 

scale was more valid than either of the other two methods. Another finding of this study 

was that the locus of causality and controllability dimensions were highly intercorrelated. 

Vallerand and Richer (1988) also found a correlation between the locus and control 
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subscales when they examined the reliability and validity of the CDS in a field setting. 

These findings are contrary to Weiner's (1979, 1985b) theory of achievement motivation, 

which postulates that the three dimensions are orthogonal to one another. 

Vallerand and Richer (1988) noted that on the CDS the control subscale is phrased 

in such a way that the perspective of control is unspecified. That is, the internal and 

external perspectives of control are confounded. Item 7, for instance, asks: "Is the cause: 

Controllable by you or other people/Uncontrollable by you or other people." Although this 

methodological procedure may be justified in order to preserve the orthogonality among 

the three subscales, it may lead to undesirable consequences on subject's answers. Some 

may focus on the internal perspective, some on the external, and some on both. Some 

authors (e.g., Wong & Sproule, 1984) have suggested that the perspective of control be 

specified. Although such a procedure would eliminate conceptual orthogonality among the 

three scales, it would lead to a clearer perspective on the control issue and one that would 

appear to be ecologically valid. 

Benson (1989) compared direct rating, open-ended, and derived score approaches 

to attributional measurement. The direct-rating technique used in this research, the 4-

Attributional Dimension Scale, was found to be superior to the other two methods, thus 

supporting the findings of Russell et al., (1987). Benson suggests that the direct-rating 

method holds the most promise for advancing understanding of attributions by providing 

the means for individuals to communicate specifically their underlying interpretations of 

their causal explanations. 

Individual Differences 

Early research in the achievement-attribution domain included consideration of 

individual differences in subject's achievement motivation or needs for achievement. As 

reviewed by Weiner (1986), early studies suggested that subjects high in achievement 

needs showed a stronger self-serving bias for failure than individuals low in achievement 

needs. In other words, high need for achievement was associated with ascribing failure to 

lack of effort (internal, unstable) while low need for achievement was associated with 

attributing failure to lack of ability (internal, stable). These attributional patterns may 

serve to enhance or maintain self-esteem, or they may result from differential modes of 

cognitive processing. 

More recent work on individual differences, away from the need for achievement 

area, has focused more heavily on personality variations in attributional style. For 
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example, individuals may have characteristic patterns of making attributions about their 

own and others' performances that are consistent across situations (e.g., Dweck, Goetz, & 

Strauss, 1980). Much of this work has been guided by the learned helplessness tradition 

and has focused on the analysis of depression. Abramson and coworkers postulate that a 

disposition (attributional style) that involves the use of internal, stable, and global causal 

attributions for negative events, increases the probability of becoming depressed and 

helpless after the occurrence of uncontrollable events. Therefore, the attributional style is 

considered to be a risk factor that can lead to depression. Research in the area of self

blame also suggests that dimensional interactions may be critical in predicting depressive 

reactions. However, Janoff-Bulman (1979) has proposed that internal attributions may be 

related to better coping skills following negative events if the individual attributes blame to 

behavioural, as opposed to characterological factors. Thus behavioural self-blame appears 

conceptually similar to an internal, unstable, and specific attributional style (for negative 

events), and characterological self-blame similar to an internal, stable, and global one (for 

negative events). Eschen and Glenwick (1990) found that internality and globality were 

significantly correlated with dysphoria only for those subjects whose attributions were 

relatively stable; for those subjects having relatively unstable attributions neither internality 

nor globality was correlated with dysphoria. These results are consistent with those of 

Zautra, Guentha, and Chartier (1985), who performed a similar analysis and who suggested 

that internal, stable attributions are characterological, and internal, unstable attributions 

behavioural. 

Individual differences in attributional style have also been studied in relation to 

aggressive behaviour (Dodge & Frame, 1982; Weiner, Graham, & Chandler, 1982). Both 

studies found that anger is experienced when an individual holds another person 

responsible for the negative or hannful consequences of a social transaction. Results in a 

recent study Fondacaro and Heller (1990), suggest that aggressiveness among adolescent 

offenders is associated with an attributional style that is characterized by the tendency to 

attribute blame for problems in ambiguous interactions to global, dispositional 

characteristics of others. It appears that attributing blame to others may serve as a 

defensive, emotion-focused coping strategy that fuels anger arousal and increases the 

likelihood of aggressive responding, particularly among impulsive, undersocialized 

adolescents. 
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CLINICAL UTILITY 

The assumption of attribution theory that individuals tend to ascribe causes to 

events rationally, and that they use methods similar to those that are used in science in 

order to understand, master, and control their environment has important implications for 

questions from clinical psychology and psychotherapy. It can be deduced from these 

premises that dysfunctional behaviours and emotional reactions can be caused by a lack of 

causal attributions for events or by unrealistic or inappropriate -attributions. 

If this is the case, therapy should, at least in part be concerned with attributional 

changes. From an attributional perspective, therapy could well consist in fostering the 

client's realistic causal understanding, with the gathering of attributionally relevant 

information, and with disputation and scientific examination of attributional assumptions 

that are connected with the problems of the client. Research in this area can be subsumed 

under two categories: misattribution training and attributional retraining. Misattribution 

training is based on Schacter and Singer's two factor theory of emotion and typically 

addresses causal cognitions about internal states (e.g., being aroused, depressed, or unable 

to sleep). Attributional retraining research is guided by more recent models of action -

namely, Bandura's self-efficacy theory (Bandura, 1977b, 1982), Seligman's model of 

learned helplessness (Maier & Seligman, 1976) and Weiner's attributional model of 

achievement motivation (Weiner, 1979). The central assumption is that many behaviours, 

affects, and cognitions are the consequences of the causal attributions one makes about 

events or behavioural outcomes. These studies typically identify behaviours that are 

considered to be undesirable and in a training period subjects are taught more "favourable" 

causal attributions. 

Cognitive therapy and cognitive behaviour modification which currently dominate 

the clinical scene, have many similarities with attributional conceptions. For instance, 

Beck (1976), (Ellis 1962, 1984), Meichenbaum (1977) and Weiner (1986) assume that 

dysfunctional behaviours and affective states largely result from unrealistic (cognitive) 

interpretations and evaluations. For these authors, therapy consists of working towards a 

realistic view of the problematic situations. In this process, the therapist should play the 

role of the "scientific advisor" who challenges the "irrational" or "unrealistic" beliefs of the 

client. 

Due to the similarities between cognitive therapies and the attributional analyses of 

clinical phenomena, we assume that attributional interventions can be applied to disorders 
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in which cognitive therapy procedures have proved to be successful. Accordingly, it would 

seem to be appropriate to investigate the effectiveness of attributional changes in neurotic 

(dysfunctional or maladaptive) disorders such as reactive depression, phobias, anxiety, 

addictions, psychosomatic illnesses, and excessive anger. In fact, the Weiner model has 

stimulated a vast amount of research and has guided experimental methodology in areas as 

diverse as helping behaviour (Ickes & Kidd, 1976; Reisenzein, 1986) communication in 

close personal relationships (Folkes, 1978), and reactive depression (Abramson, Seligman, 

& Teasdale, 1978; Weiner & Litman-Adizes, 1980). In the case of depression however, it 

is important to note that studies by Peterson and Seligman (1981) and Seligman et al 

(1988), of attribution change during psychotherapy, are correlational in nature. It is 

possible that explanatory-style change was a result rather than a consequence of successful 

cognitive therapy. Therefore, although these possibilities for clinical diagnosis and 

intervention based on attribution theory have been successfully applied for changing 

behaviour in laboratory studies, it is in no way proven that "attributional therapy" is 

actually effective with clinical populations, so more research work is needed to evaluate 

this possibility. 
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CHAPTER FIVE: RATIONALE FOR THE CURRENT STUDY 

From the literature surveyed in this review it can be concluded; that child 

molestation is a major social problem (Salter, 1988), that the optimal response from 

society, both in terms of reducing human suffering and cost effectiveness, is to treat the 

perpetrators of these offenses (Prentky & Burgess, 1990), and that comprehensive 

cognitive/behavioural Relapse Prevention treatment programmes based on the theory that 

sexual aggression is a multi-determined phenomenon, (Marshall & Barbaree, 1990a), 

appear to offer the most hope in reducing the recidivism rate among this population 

(Pithers, 1990; Marshall et al., 1991). 

However, although long-term outcome studies employing rigorous standards of 

research in order to avoid the many methodological problems referred to in the literature, 

are ultimately the best indicator of treatment effectiveness, it is also important to go 

beyond simple appraisal of outcome (Marshall & Barbaree, 1990b). These authors 

indicated that a comprehensive evaluation of a treatment programme should include 

information on changes produced by the programme in the areas of sexual preference, 

social competence, and cognitive distortions. 

The Relapse Prevention model for the treatment of sexual aggressives places 

emphasis on the analysis of the offender's cognitions in order to understand the way in 

which they construe their ability to deal with the situations which place them at risk to 

reoffend. As we have noted, this model emphasises personal responsibility and control 

rather than cure, and, the role of self-efficacy and mastery in the maintenance of successful 

abstinence from sexual assault. 

Therefore an analysis of the offender's cognitions is important, not only in terms of 

identifying high-risk situations, but also in anticipating the types of responses which would 

reduce the probability of a lapse becoming a relapse. 

Marshall, Laws, and Barbaree (1990) point out that although there has been 

considerable progress over the last 15 years in the general area of sexual assault, there is a 

considerable knowledge gap concerning the cognitive processes that sex offenders exhibit. 

One of the few studies in this area has been described above (Stermac & Segal, 1989). 

They examined cognitive distortions in child molesters and found these men to lack a 

sense of responsibility for their offending behaviour and attribute blame to their victims. 

Lack of appropriate methods for assessing cognitive change in sex offenders, is one of the 
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problems contributing to the deficit of knowledge in this area (Murphy, 1990). 

The attribution literature indicates the link between causal ascription and 

motivation (Weiner, 1986). It was noted that it is not the specific cause of an outcome that 

determines subsequent behaviour, but rather its location on the causal dimensions of 

controllability, intemality, stability, and globality. Therefore many studies have recorded 

the dimensional qualities of causes alongside (or instead of) the specific causes themselves. 

Attributional retraining has many similarities with cognitive/behavioural therapy as we 

have noted, and therapy consists of challenging the unrealistic or distorted beliefs of the 

client. Accordingly it is appropriate to investigate the impact of therapy by measuring 

collateral attributional change. 

The purpose of this study was to evaluate the efficacy of the Kia Marama 

Programme, by examining changes in the participant's causal ascriptions for their offending 

behaviour, along the dimensions of controllability, intemality, stability and globality. As 

noted above, accepting responsibility for offenses and having an emotional understanding 

of the impact of the offence are two of the objectives of the first modules of the 

programme, cognitive distortion/ restructuring and victim empathy. External attributions 

for failure minimize self-related affects of guilt and shame (Weiner, 1985a) and in many 

instances share characteristics of more traditional psychological defenses (Weiner, Folkes, 

Amirkhan, & Verette, 1987), such as denial, distortion, suppression etc. 

The specific RP module teaches the men about their individual relapse processes 

and emphasises that because the men can choose to control their deviant behaviour, it is 

not necessarily stable or global, that is, likely to happen across a number of situations. 

As a result of evaluating therapy progress in this way, and identifying those men 

whose responses were still inappropriate, it was proposed that further treatment could be 

initiated, thereby increasing the probability of control upon release, and reducing the risk to 

society. 

To evaluate the men's progress in making appropriate causal ascriptions for their 

offending behaviour they were assessed at 4 points during the treatment programme: 

1. During the pre-treatment assessment phase 

2. After completion of the cognitive restructuring and victim impact modules 

3. After completion of the social skills section, which was immediately prior 

to the RP module 

4. After the RP module during the post-assessment phase 
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As we have noted, the literature indicates that child molesters are a heterogeneous 

population and therefore classification of subgroups is important when evaluating response 

to treatment. Stermac and Segal (1989) observed that there had not been any research 

concerning the cognitive factors of various types of child molesters. The present study 

attempted to address this deficit by comparing attributional change both across the relapse 

process, and across treatment, between fixated and regressed offenders, and, between 

incestuous and non-familial offenders. These groups have been noted to differ from each 

other in important ways, including recidivism, offender characteristics and commitment to 

a pedophilic lifestyle. It is reasonable to expect that the fixated offenders would see the 

cause of their offending behaviour as more stable and global, more under their control and 

internally determined than would regressed offenders. There was not as much information 

on the different characteristics of incestuous and non-familial offenders which could 

suggest possible differences on the controllability, internality, and stability dimensions. 

However, it is reasonable to assume that incest offenders would see the cause of their 

offending as less global than non-familial offenders. 

HYPOTHESES 

The following results were anticipated: 

1. There will be changes in a clinically positive direction in the four dimensions of 

causal ascription (controllability, internality, stability and globality) over the course of the 

treatment programme. Specifically these will be; 

A. From uncontrollability to controllability 

B. From external to internal 

C. From stability to instability 

D. From global to specific 

2. The degree of positive change in dimensions of causal ascription will vary 

according to the assessment point in the treatment programme. Specifically; 

The effect of the cognitive distortions/ victim empathy, and relapse prevention 

modules, will be greater than the social skill acquisition modules. 

3. The changes in the four dimensions of causal ascription, will vary according to 

stages in the relapse process, and the interaction of these stages with assessment points 

across the treatment programme. 

4. The degree of positive change in dimensions of causal ascription will vary 



according to the classification of the child molesters. Specifically; 

A. Fixated subjects will have higher controllability, intemality, stability and 

globality scores than regressed subjects. 

B. Incestuous subjects will have lower globality scores than non-familial 

subjects. 

51 



52 

PART TWO 

CURRENT STUDY 

METHOD 
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SUBJECTS 

Subjects for this study were 15 adult males incarcerated at Kia Marama. All men 

who were to commence the programme in January, 1991 were potential subjects, however 

those who were illiterate, psychotic or dementing, or of borderline intelligence, were 

excluded. The original sample was 18 but one man was sent back to his prison of origin 

for failing to comply with programme regulations, one man undergoing personal therapy 

dropped out of the programme, and one man was found to have memory deficit. 

Volunteer subjects were seen individually and the procedure explained. Guarantees 

were given with respect to confidentiality, and it was stressed that participation would not 

affect release date. Informed consent was then obtained (see appendix 9). 

All the men who participated in the study were cooperative. Although the testing 

procedure was emotionally distressing, none of the men withdrew from the study. 

EXPERIMENTER 

All testing and debriefing was conducted by the author, a 43 year old female 

Master's thesis, and clinical psychology student at the University of Canterbury. 

SETTING 

Testing was carried out in the laboratory of the treatment unit which had a screen 

to separate the subject and researcher, and a recliner chair in which the subject was seated. 

This room is at a quiet end of the building so external distractions were able to be 

minimised. All testing was conducted between 9.00am and 4.00pm, times which best 

suited the therapy unit routine. 

APPARATUS / MATERIALS 

A tape deck with detachable speakers was used in the testing situation to play back 

the pre-recorded offence scenarios. 
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The four dependent variables; controllability, internality, stability and globality, 

were measured by the 4-Attributional Dimension Scale (4-ADS) (Benson, 1989). The 4-

ADS (see appendix,10) was the measure chosen for this study for several reasons. Firstly, 

it is a direct-rating technique and these have been found to be superior in validity to other 

attributional measurement methods such as open-ended and derived-score techniques 

(Benson, 1989). Secondly, researchers have discovered problems with another direct-rating 

scale, the Causal Dimension Scale (CDS) (Russell, 1982). Watkins (1986) tested the CDS 

on New Zealand university students and found that the internal consistency coefficient for 

the control scale was rather low and suggested that factor analytic support of the 

dimensions may be due to the semantic similarity of the three items rather than the 

underlying causal dimensions. Russell, McAuley, & Tarico (1987) support this view and 

also questioned the discriminant validity of the internality and controllability dimensions. 

Benson (1989) found that the format and items on the CDS was frustrating for adults who 

were not university students. 

The third reason for choosing the 4-ADS is that it is designed to assess attributions 

across a wide variety of circumstances or events. The format of the measure allows 

investigators to tailor the questionnaire to the circumstance or event that is the focus of the 

assessment. The subject writes down a reason or cause for the event and then completes 

16 five point scales, four for each of the four dimensions; controllability, intemality, 

stability and globality (see appendix 9). The scale is appropriate for use with individuals 

ranging in age from middle childhood to adulthood. 

Finally, the 4-ADS has been found to have adequate psychometric properties. 

Over a two week period, the median test-retest reliability coefficients for the 4-ADS was 

.72 with a range of .59 to .79 across the dimensions (Benson, 1989). Evidence for the 

validity of the 4-ADS was suggested by the independence of the dimensions, the theory

consistent differences between success and failure, the high proportion of significant 

associations with performance mediators, and the confirmation of the expectation 

hypotheses (Benson, 1989). The 4-ADS was modified slightly for the purposes of this 

study as in its original form, the internal and external perspectives of control are 

confounded, as is the case with the CDS (Vallerand & Richer, 1988). Consequently, 

"someone" in controllability items 11 and 16 was changed to "you". 
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PROCEDURE 

Subjects were asked to write an account of their most recent, typical, sexual 

offence and were given a list of instructions that was explained to them by the researcher. 

The vignette was to be up to two A4 pages long, written in the first person, present tense, 

and as detailed as possible. It was to begin with approximately half a page describing the 

life circumstances prior to the offence; employment situation, living circumstances, 

relationships and general mood, and then describe the events surrounding the actual 

offence; day of the week and time, the setting, the victim, step by step details of what each 

person did from the beginning of the encounter but only briefly describing the actual 

offence. The men were asked to exclude their thoughts and feelings. When the vignette 

was in a satisfactory form, it was divided into four sections, the end of each constituting a 

significant point in the offence behaviour chain. Break one was after the background 

information and the first step into a high risk situation (where the subject's sense of self 

control over sexual behaviour was threatened (Pithers, 1990)); break two was after the 

subject was well established in the high risk situation; break three was after the lapse, 

defined as behaviour occurring before the actual offence, but which reflects the intention to 

offend and increases the probability of the offence being committed (for example, 

fantasizing about, or approaching a potential victim); break four was after the relapse or 

first instance of any sexual behaviour, that is, at the end of the tape. 

Each subject subsequently recorded his own vignette. They were instructed to do 

this as though the events were happening in the here and now. 

In the first test situation, prior to the commencement of therapy, subjects were 

asked to close their eyes, listen to the tape, and imagine themselves back in the situation 

they had described. At each breakpoint they were to think about and then write down the 

main reason for the behaviour which had just occurred and then complete the 4-ADS. 

They were instructed to respond as closely as they could to how they would have 

responded at the time. They were told that there were no right or wrong answers, that the 

information they gave was confidential and would have no bearing on their release date. 

They were asked to be as honest and accurate as possible. It was suggested to the men 

that their responses to the questions may change each time they completed the 4-ADS, and 

that they should not try to be consistent, either during each assessment session, or from 

one session to the next. The questionnaires were removed from the men as soon as they 

had completed them. 
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At the subsequent three assessments points; (after the cognitive restructuring / 

victim empathy modules, after the social skills modules and after the relapse prevention 

module) the procedure was very similar except the subjects were asked to give a 

retrospective judgement concerning their reason for their behaviour and what they now 

thought of that reason in terms of the 4-ADS questions. At the conclusion of each testing 

session the subjects were debriefed and given the opportunity to talk about any reactions to 

the testing procedure. Comments and observations were written down by the researcher. 

CLASSIFICATION OF CHILD MOLESTERS 

The small number of subjects in this study precluded utilising a sophisticated 

classification system such as the MTC:CM3 (Knight & Prentky, 1990). The traditional 

dichotomies of fixated/regressed offenders (Groth, Hobson, & Gary, 1982) (see table 1) 

and incest/non-familial offenders, were employed. Incest offenders were those whose 

victims were daughters or granddaughters, or children for whom they were serving as a 

surrogate father. Non-familial offenders had abused children unrelated to them, and for 

whom they were not serving as a surrogate father (Marshall & Barbaree, 1988). 

Following completion of all testing each subject was classified by their principal 

therapist, using fixated/regressed criteria supplied by the experimenter. These classification 

ratings were also completed independently by the experimenter who in addition, used 

subjects files to assign an incest/non-familial classification. The results of these analyses 

will be presented in the next section. 



Table 1 

Typology of Child Molesters 

Fixated Type 

Primary sexual orientation is to children 

Pedophilic interests emerge in 

adolescence 

Usually no precipitating stress/no 

subjective distress 

Regressed Type 

Primary sexual orientation is to agemates 

Pedophilic interests usually evident 

Precipitating stress usually evident 

Persistent interest and compulsive Involvements more episodic depending 

behaviour more on stress 

Premeditated, preplanned offenses Initial offense may be impulsive, not 

premeditated 

Identifies with child Substitutes child for adult 

Male victims primary targets Female victims primary targets 

Little or no sexual contact with agemates Sexual contact with child coexists with 

agemate contact 

Usually no history of substance abuse Offense is often alcohol related 

Characterological immaturity; poor socio- Under developed peer relationships 

sexual peer relationships 

(adapted from Groth, Hobson, & Gary, 1982). 
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PART THREE 

RESULTS 
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DEMOGRAPIDC DATA 

There were 15 male subjects finally involved in this study. The mean age was 43.6 

years (SD 11.6), and the range 18 to 62 years. All were Caucasian. The mean IQ 

(approximate WAIS equivalent) as measured by the Shipley scale, was 107.3 (SD 13.8), 

and the range 90 to 132. 

CLASSIFICATION 

Reliability of the classification was obtained by independent classification of the 

subjects offenses by the researcher after the initial classification by the three therapists 

working with the men. There was initial disagreement on 3 of the subjects as regards the 

fixated/regressed distinction but consensus was reached after discussion. There were 5 

fixated and 10 regressed subjects, and of the total, 7 were incest offenders and 8 non

familial. 

CHANGE IN ATTRIBUTIONAL DIMENSIONS 

All data were subject to univariate analysis of variance and the post hoc multiple 

comparisons, where the anova was significant, used Fisher's PLSD (Statview, 1986). 

Controllability 

RESULTS INDEPENDENT OF CLASSIFICATION 

Changes across Treatment 

Over the course of treatment, and for scores collapsed across the relapse process, 

there was a significant increase in the degree to which the causes of the central behaviours 

identified in the offense description, were judged to be controllable by the subject, 

!:(3,223)=80.9,Q,<.0001. 

Post hoc comparisons (table 2) suggested that there were significant increases in 

controllability scores between assessment point 1 (a pre-treatment retrospective judgement 

of attributional dimensions at the time of the offence) and assessment point 2 (after the 

cognitive restructuring and victim impact modules) and between assessment point 2 and 



assessment point 3 (after the social skills training modules) but not between assessment 

point 3 and-assessment point 4 (after the RP module). 

lnternality 

There was a significant increase in the degree to which the cause of the offending 

behaviour was seen as internal to the offender, over the course of treatment, 

!:(3,223)=15.9,Q<.0001. 

60 

Post hoc comparisons (table 2) showed that there was a significant difference 

between the first assessment intemality score and all subsequent measures but there was no 

significant increase between assessment points 2 and 3, or between 3 and 4. 

Stability 

There was a significant decrease over the course of treatment in the degree to which 

the cause of the offending behaviour was judged by the subject, to be stable, 

!:(3 ,223)=62.8,g<.0001. 

Post test comparisons (table 2) showed that there were significant decreases in the 

stability score between testing points 1 and 2, and between points 2 and 3, but not between 

3 and 4. 

Table 2 

Mean Attribution Dimension (4-ADS) Scores by Assessment Points 

Assessment Points 

1 2 3 4 

Attribution 

Dimension 

Contrell. 12.3(3.5) 17.5(2.9) 18.4(2.0) 19.0(1.5) 

Internality 14.7(3.5) 17.1(2.6) 17.5(2.4) 18.2(3.0) 

Stability 11.5(5.0) 7. 8 (4. 0) 6.8(4.0) 6. 5 { 4. 0) 

Globality 13.8(4.8) 7. 4 (4. 0) 6.0(2.7) 5. 8 (2. 6) 
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Globality 

There was a significant decrease over the course of treatment in the degree to which 

the cause of the offending behaviour was judged by the subject, to be global, 

!:(3,223)=16.3, Q<.0001. 

Post hoc comparisons (table 2) showed that there was a significant difference 

between the first assessment intemality score and all subsequent measures but there was no 

significant decrease between assessment points 2 and 3, or between 3 and 4. 

Changes across the Relapse Process 

There was a strong but non-significant trend for the stability dimension to increase 

between stages 1 and 2, and decrease between stages 2 and 3, and 3 and 4, in the relapse 

process (!:(3,223)=2.6,ns) but there were no significant differences on the controllability 

(!:(3,223)=0.1,ns), internality (!:(3,223)=0.7,ns), or globality (!:(3,223)=0.5,ns) dimensions, 

when results were collapsed across assessment points of the programme. 

RESULTS ACCORDING TO CLASSIFICATION: 

FIXATED VERSUS REGRESSED 

Controllability 

For control scores collapsed across the 4 assessment points of the programme, and 

across the 4 stages of the relapse process, regressed subjects saw themselves as having 

significantly more control over the causes of their offending behaviour than fixated 

subjects, !:(1,207)=6.3,Q<.05. 



lnternality 

There was no significant difference between fixated and regressed subjects on the 

locus dimension, E( 1,207)=2.5 ,ns. 

Stability 

There was a non-significant trend (E(l.207)=3.5.ns) for fixated subjects to show 

higher stability scores than regressed subjects (see table 3). 
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Table 3 

Mean Attributional Dimension (4-ADS) Scores Across Assessment Points by 

Fixated/Regressed Classification 

AD 

C 

I 

St 

Gl 

* AD 

St = 

Assessment Points Totals 

1 2 3 4 

F R F R F R F R F R 

11.2 12.8 17.1 17.7 18.0 18.7 18.6 19.3 16.2 17.8 

15.6 14.3 17.0 17.2 17.3 17.7 20.0 17.5 17.3 16.7 

16.5 12.4 7.4 7.4 5.7 6.2 5.9 5.8 8.9 8.0 

14.2 10.1 9.5 6.9 8.7 5.9 8.5 5.5 10.2 7.1 

= Attribution Dimension, C = Controllability, I = Internality, 

Stability, Gl = Globality 

Globality 

Fixated subjects saw the cause of their offending behaviour as being significantly 

more global (not specific to that particular situation) than regressed subjects, 

,E(l,207)=29.5,Q<.0001. 

Changes across Treatment 

Controllability, lnternality, Globality 

There was no interaction between fixated/regressed type of offender, and assessment 

points in the treatment programme on the controllability ,E(3,207)=0.4,ns, intemality 

!:(3,207)=2.1,ns, or globality ,E(3,207)=0.4,ns, dimensions. 
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Stability 

The interaction between assessment points and type of subject was significant, 

!:(3,207)=4.6,Q.<.Ol~ suggesting that this is a result of fixated offenders rating the cause of 

their offending behaviour as being significantly more stable than regressed offenders at the 

time of the offence (see table 3). 

Changes across the Relapse Process 

There were no significant interactions between fixated/regressed offender type, and 

stages across the relapse process, on the controllability (!:.(3,207)=1.2,ns), intemality 

(!:(3,207)=0.2,ns), stability (!:.(3,207)=0.2,ns) or globality (!:.(3,207)=0.7,ns) dimensions. 

INCESTUOUS VERSUS NON-FAMILIAL 

Controllability, lnternality, Stability 

There were no significant differences on the controllability, f(l,207)=1.9,ns, or 

internality, E(l,207)=0.1,ns, or stability f(l,207)=1.2,ns, dimensions according to subject 

type when scores were collapsed across treatment points and the relapse process (see table 

4). 

Table 4 

Mean Attributional Dimension (4=ADS) Scores by Offender Type 

Offender Type 

Attributional Dimension Incestuous Non-Familial 

Controllability 17.1 (3.6) 16.6 (3.9) 

Internality 16.8 (3.1) 17.0 (3.3) 

Stability 8.0 (4.5) 8.5 (5.1) 

Globality 7.5 (4.0) 8.8 (5.2) 
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Globality 

Incestuous subjects saw the cause of their offending behaviour as being significantly 

less global than non-familial subjects, E(l,207)=5.2,Q<.05, for results collapsed across 

assessment points and the relapse process. 

Changes across Treatment 

Controllability, lnternality, Globality 

There was no interaction between incestuous/non-familial type of offender, and 

assessment points in the treatment programme on the controllability E(3,207)=0.0lns, 

intemaJity E(3,207)=0.2,ns, or globality E,(3,207)=0. l ,ns, dimensions. 

Stability 

The interaction between assessment point and subject type was significant, 

E(3,207)=4.7,Q<.01, and it is suggested that this is a result of incestuous subjects rating the 

cause of their offending behaviour as being significantly less stable than non-familial 

subjects at the time of the offence. 

Changes across the Relapse Process 

There were no significant interactions between incestuous /non-familial offender 

type and the points on the relapse scenario, on the controllability (E(3,207)=0.8,ns), 

internality (E(3,207)=0.1,ns), stability (E(3,207)=0.6,ns) or globality (E(3,207)=0.2,ns) 

dimensions. 
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PART FOUR 

DISCUSSION 



CHANGE IN ATTRIBUTIONAL DIMENSIONS 

RESULTS INDEPENDENT OF CLASSIFICATION 

Changes Across Treatment 
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' As predicted, the controllability, intemality, stability, and globality scores changed in 

a clinically positive direction over the course of treatment. There were significant 

increases on the first two dimensions, and significant decreases on the second two. 

As regards the significant difference between series 1 and 2 on all dimensions, it is 

unclear what has generated this change. It may be that the subjects perception of cause 

shifted as a result of the judicial process and early incarceration experiences rather than 

exposure to the first two modules of the treatment programme. However, although the 

judicial process is likely to have contributed to the change, it was clear from the therapist's 

clinical ratings prior to therapy, that the men still exhibited cognitive distortions and on 

average had low empathy for their victims. Therefore, the most likely explanation is that 

all three modifying experiences have contributed to the change and it remains for a future 

study to examine this possibility. 

An interesting pattern of results exists between the attributional dimensions. Post

hoc comparisons indicate that whereas controllability and stability scores continued to 

change significantly up to series 4, intemality and globality scores did not change 

significantly beyond series 2. The most parsimonious explanation for the lack of 

significant change at series 4 on controllability and stability, is of ceiling and floor effects 

respectively. For the stability and globality dimensions, the minimum score was 4 rather 

than O so this gives a somewhat distorted picture. Another possible explanation for the 

lack of significant change on intemality and globality beyond series 3 is that the items on 

these dimensions are not as vulnerable to demand characteristics as are the other 

dimensions, controllability and stability. Also, very extreme change in a positive direction, 

particularly on the globality dimension, may not reflect the ideal clinical picture but rather 

a simple minded perception of cause indicative of the "cure" rather than "control" 

mentality, which is antithetical to the relapse prevention model. 

Given the general debate in the attribution literature about whether dimensions are 
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orthogonal, statistical relationships between the attributional dimension scores could be 

explored by multiple analysis of variance, however it was beyond the scope of this study to 

do so at this time. In particular it would be interesting to explore whether Weiner's notion 

that stability acts as a magnifier on the two primary dimensions controllability and 

internality is supported, in which case stability ought to be orthogonal. If the cause is seen 

as internal, controllable but unstable, then the effects on behaviour won't be as great as 

when the cause is seen as internal controllable and stable. Controllability and internality 

apply at any point in time but stability is viewed by Weiner to be a time dependant 

measure. For the average person it is reasonable to assume that controllability and 

internality are not orthogonal as it is difficult to imagine a person having a sense of control 

over a cause that is not seen as internal. However, the deviant mind, for example 

psychopathic personality, may see causes as external but be confident that these can be 

controlled. 

It has been suggested that specifying the locus of control, as was done in the 

questionnaire for this study, eliminates conceptual orthogonality between the locus and 

control dimensions (Wong & Sproule, 1984). However, results showed that controllability 

scores continued to increase over the social skills part of the programme, whereas 

internality scores did not. This could indicate that some subjects were responding to more 

obvious demand characteristics on the controllability dimension, but not the internality 

dimension. There is also some confusion over what the globality dimension means in a 

phenomenological sense. Sexual arousal, for example, can be seen as global rather than 

specific, depending on lifestyle. This could apply to the fixated pedophile, where sex 

offending dominates lifestyle similarly as does alcohol consumption in the day to day 

living of the uncontrolled alcoholic. This attribution style has serious implications for 

relapse prevention. 

From the literature we have noted that there are personal variations in personality 

style and that internal attributions may be related to more adaptive coping skills following 

a negative event, if the individual attributes blame to behavioural, as opposed to 

characterological factors (Janoff-Bulman, 1979). Behavioural self-blame appears 

conceptually similar to an internal, unstable, and specific attributional style, and 

characterological self-blame similar to an internal, stable and global style. From the 

learned helplessness model of depression (Maier & Seligman, 1976) it follows that the 

person who has a characterological self-blaming style is likely to be passive, dysphoric, 

and feel unmotivated to make positive changes in their behaviour. This can happen (as it 
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did to one of the subjects in this study) as a result of the attributional retraining that takes 

place when challenging cognitive distortions. Murphy (1990) has noted that the clinician 

needs to avoid letting this fonn of therapy become highly aversive to the offender who is 

being continually confronted by the hann he has caused others. Therefore, the emphasis 

should be on challenging behavioural choices rather than the man's character. The subject 

who experienced a depressive reaction, remained in a low mood for most of the 

programme and therefore did not benefit from the social skills training modules, as he 

might have done otherwise. 

It is possible that differences in attributional style could have confounded the results 

of this study. However, the main advantage of within-subjects designs such as that used in 

the current study, is that they allow for the control of subject heterogeneity, that is 

individual differences. On the other hand, with repeated measures designs, the current 

perfonnance of a subject will reflect in part, the effect of treatment, but also practice 

effects, which are indirect effects from prior experience in the experiment. However, there 

was an attempt to control these practice effects; by removing each questionnaire from the 

subject after it was completed, informing the men that their responses might change each 

time they were assessed, and instructing the men to ignore their previous responses. 

Changes across the Relapse Process 

The predicted changes in all attributional dimensions across the relapse process, 

were not found, with the exception of the strong trend for the stability scores to increase in 

the high risk situation, and then decrease at the points of lapse, and relapse. One possible 

explanation for this result, is that the subjects were discriminating between causes of 

background behaviours in the early stages of the relapse process, and the causes of their 

behaviours more directly related to the sexual offence, that is, lapse and relapse. 

There were no significant interactions between attribution scores over the relapse 

process, and assessment points in the treatment programme. It would appear that treatment 

did not affect the subjects' mind-set concerning the perceptions of cause across the offence 

chain, or if it did, the assessment method did not enable the men to discriminate between 

the stages of the relapse process. Alternatively, the subjects' retrospective judgements 

concerning the dimensional properties of the causes of their offending behaviours, at the 

time of the offence, were not accurate, and therefore there was no difference between the 

scores at assessment one and subsequent assessment points. A further possible explanation 



is that the causes given for the behaviours at the different stages of relapse, were too 

varied to allow meaningful comparisons across them. 

RESULTS ACCORDING TO CLASSIFICATION: 

FIXATED VERSUS REGRESSED 
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Contrary to expectations, fixated subjects saw themselves as having 

significantly less control over the causes of their offending behaviour, than did regressed 

subjects. It was reasoned that because pedophilia was an established lifestyle for fixated 

offenders, their offending behaviours would be viewed as deliberate, and within their 

control, whereas regressed offenders might see their behaviour due to circumstances out of 

their control. It is possible that fixated offenders have more entrenched cognitive 

distortions than regressed offenders, and these encourage the offender to blame the victim, 

society, or his own abuse, and to deny that he is responsible. 

There was no difference, contrary to prediction, between the two types of offenders 

on the internality measure, which raises the same questions about the validity of the 

controllability result as have been discussed above. 

The stability score for fixated subjects tended to be higher than that of regressed 

subjects, as predicted, and the globality score was significantly higher, again as predicted. 

These results suggest that fixated subjects are more entrenched in their offending behaviour 

and therefore will potentially find themselves in more high risk situations. 

Changes across Treatment 

Stages in the treatment programme did not differentially affect the scores on the 

controllability, internality, or globality dimensions, for the two types of offenders, however 

fixated offenders appeared to see the cause of their behaviour to be more stable at the time 

of the offence, than regressed offenders. This suggests that although the behaviour of 

fixated offenders was more entrenched at the time the offence was committed, treatment 

eliminated this difference. 
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INCESTUOUS VERSUS NON-FAMILIAL 

Incestuous subjects saw the cause of their offending to be less global than did non

familial offenders, as predicted. It would appear that the particular family circumstances of 

the incestuous offenders are seen as an important predisposing condition. This implies that 

for these offenders, family counselling may be a useful adjunct to the group and individual 

therapy that they presently receive. That there was no difference between the two types of 

offenders on the controllability and intemality dimensions, suggests that the incestuous 

offender was not using the family dynamic as an excuse for his offending. 

Changes across Treatment 

Incestuous subjects appeared to see the cause of their offending to be less stable, at 

the point of offence, than did non-familial offenders, however there were no differences on 

the other dimensions. Together, these results suggest that there was more uncertainty 

about the continuation of offending, for incestuous subjects. It could be that they 

perceived a greater risk of detection, or were less committed to offending, than were the 

non-familial subjects. This is congruent with the reported relapse rates for these offenders. 

LIMITATIONS OF THE CURRENT STUDY 

The first set of data was collected simultaneously with that of another study, the 

purpose of which was to examine the interaction of emotions and attributions at the time of 

the offence. In order to facilitate the men re-experiencing as much as possible their 

emotional state at the time, they were asked to imagine themselves back at the time of the 

offence, and then fill in the 4-ADS and the emotion scale. As a result of this approach, it 

is not possible to tease out the contribution of the historical effects of the judicial process 

and early incarceration, on the initial 4-ADS scores. 

The sample of 15 was statistically adequate for a repeated measures design for most 

analyses, but a larger sample would have enabled a more sophisticated exploration of 

classification issues. 

The scoring method of the 4-ADS results in ceiling effects on the controllability and 

intemality dimensions, and floor effects on the stability and globality dimensions. 

Therefore true treatment effects may be obscured, particularly in the later stages of the 

programme. 
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Research carried out in correctional institutions is always liable to be biased by 

social desirability or demand characteristics. The subjects are aware that reports written on 

them for parole board hearings, are likely to affect their release dates. An attempt was 

made to control this possible source of bias by assuring the subjects that the information 

they gave in the study was confidential, and would only be shared with the therapist, if it 

was in the subjects best interests to do so. In addition, the clinically desirable response in 

the 4-ADS instrument was not intuitively obvious, particularly on the intemality and 

globality attributional dimensions. 

SUGGESTIONS FOR FUTURE RESEARCH 

In view of the first limitation mentioned above, it would be useful to conduct a 

more fine-grained study which examines causal attributions for child molestation as close 

to the point of offence as possible and then at subsequent points before and during 

treatment. Pre-treatment assessments could be made immediately post conviction, during 

sentencing, early in incarceration, and immediately prior to commencement of therapy. 

Alternatively, a simple modification of the procedure in this study would be to ask the men 

pre-treatment, what they llilli thought of the reason for their offending. This would rule 

out any historical effects and any subsequent change in the measures could be attributed to 

the effects of the treatment programme and/or the therapeutic milieu. 

An issue which has received little attention in the attribution literature, is the effect 

of changes in reason on attribution dimension scores. The reason itself may change from 

denial to acceptance of responsibility so whereas it is legitimate at one level to just use the 

raw dimension ratings, attention to reason change may enhance the clinical utility of these. 

At present it is not possible to use post-assessment 4-ADS scores to predict 

recidivism because of ceiling and floor effects but future studies may revise the scale to 

make it more sophisticated and potentially useful for this purpose. 

A comparison of therapist's ratings of cognitive distortions and acceptance of 

responsibility for offending behaviour with attribution scores at all assessment points, 

would also clarify the utility of the 4-ADS in assessing therapeutic progress. 

Replication of this study with a larger sample would allow a more careful analysis 
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of attributional change in relation to classification of sub-groups. In particular, 

comparisons could be made between offenders on the basis of the preferred sex of their 

victims. Some researchers have found that those who abuse both boys and girls, are more 

resistant to change (Gordon, 1991), and that abusers of boys are more likely to be fixated 

and therefore see the cause of their behaviour to be stable. 

CONCLUSIONS 

The modified form of the 4-ADS used in this study, appears to have utility in 

evaluating interim progress of men in a relapse prevention treatment programme for child 

molesters. This instrument was able to detect clinically positive changes in the way the 

men perceived the causes of their offending. Results showed that generally, the effect of 

treatment at Kia Marama, was to enable the men to see the causes of their offending 

behaviour to be controllable by themselves, unstable, and specific to certain conditions. 

Change was greatest following the cognitive distortions/victim impact modules, but it is not 

clear how much of this was due to pre-treatment effects. The impact of the relapse 

prevention module was disguised by ceiling and floor effects on the attributional dimension 

scores. 

The 4-ADS appears to avoid some of the problems of the Abel and Becker 

Cognition Scale (Abel et al., 1984), social desirability and expectancy bias, as the desirable 

response is not intuitively obvious to the respondents. Validity of this method is supported 

by the observation that the results were a good fit with the therapists' observations of the 

men's progress, and, the measures were based on results that could be predicted from both 

Attribution and Relapse Prevention theory. 

Classification of the sample into fixated/regressed and incestuous/non-familial 

groups, did reveal differential attributional responses according to offender type. Fixated 

offenders see the causes of their offending as being less controllable, more stable and more 

global, compared to regressed offenders. Incest offenders perceive the cause of their 

offending to be less stable at the point of offence, and less global generally, than do non

familial child molesters. 
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1XIS 

~IS II 

APPENDIX 1 

A flow diagram of Knight and Prentky's (1990) child molester classification 

system (MTC:CM3), p. 31. 
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APPENDIX 2 

DISTINCT PRISONERS - OFFENCES, 1985 · 1987 

1985 1986 

Offence Group Percent Percent Percent 
Persons of Persons of • Change 

total Total (1) 
·-· .. ... -, ···~~· 

Violent offences 801 1~.6 946 ,17, 1 ,!. 18. 1 
Sex offences . 233 4,5 26~ 4,8 13.7 
Other offences ·- ·•·' •·· .,, .... ' . .. .. .. ' ..... . ,. 

against the 
person(2) 48 0.9 71 1. 3 47.9 

nurglary, theft, 
fraud and forgery 1,601 31.l l, 649 29.7 3.0 

Conversion and 
wilful damage_ 347 6,7 416 7.5 19.9 

Drug offences 266 ' 5,2 . 254 . ; 4.6 •4,5 
Drink/drive ' ',, ' : 

' . ' 
3. i'· ' orrences 173 3.4 ' 110: 1· • l. 7, 

Default or r1ne ·, I 'I ' '' ,., ... ... ,, II , .. ,1., ,, ,, ., .. .... ~•' I • ' 
or other payment 552 10.7 569 10.3 3, 1 

Traffic orfences(3) 508 9,9 542 9.8 6.7 
All other offences 615 12.0 663 12.0 7.8 

Total 5 1 144 100.0 5,545 100.0 7.8 

Percent change of persons·over previous year. 
~ncludes driving offences causing death or injury. 

Persons 
· I· i. 

'; .• 

1,003 
···., 362 

... , ....... .. 

68 

l,574 

365 
362 

' ,: 
~ . i" 'I: I I 

'.219. 
',' . ' 

' ' ' , . .. 
763 
567 
582 

5,865 

1987 

Percent Percent 
of Change 

T(>Ul ! ( l ) 
-

17d ,, i 6.0 
;6!2' I 36 .. 6 

. " .. , t ,.' ! 

' 
1. 2 . 4.2 

26', 8 .4,5 

6.2 . · 12. 3 
:, 6. 2, I 42.5 I r : ii t 

I ! 

.1.:L 1. ; 28.8 
. ·,. ! ' ·I 

•.; . ·. ' . ' ~ : ... • 
13.0 34. 1 
9.7 4.6 
9.9 · 12. 2 

100.0 5,8 

( 1 ) 
I ( z > 
1 ( 3) 
I Other than drunken driving offences and driving offences causing death or injury. 

Most are for.driving while disqualified. 



APPENDIX 3 

Recent Prevalence Studies of Sexual Abuse (Salter, 1988, p~18) 

96 96 Age Abuse 
Study N Females Males Began Population 

Badgley, 1984 1006 15 < 16 Canadian na tlonal 
22 < 18 random survey 

1002 6 < 16 
9 < 18 

Briere & Runtz, 278 15 < 15 with college students 
1985 off ender 

5 years older 

Finkelhor, 1979 530 19 victim < 13 college students 
266 9 with off ender 

5 years older 
or victim 13-16 
with off ender 
10 years older 

F inkelhor, 1984 334 15 < 16 with Boston parents 
187 6 offender 5 

years older 

Fritz, Stroll & 540 8 < puberty with college students 
Wagner, 1981 412 5 postadolescent 

Fromuth, 1983 482 22 victim < 13 college students 
with off ender 
5 years older 
or 1 3-1 6 with 
off ender 10 
years older 

Kercher, 19803 593 11 < 17 Texas driver's 
461 3 < 17 license holders 

K ii pa trick, 1986 501 24 < 15 women aged 18-61 

Russell, 1984 930 28 < 14 door-to-door 
38 < 18 random sample 

Sedney & Brooks, 301 16 college students 
1984 

Seidner et al., 1985 595 11 < 18 with college students 

490 5 off ender 
5 years older 

, Sorrenti-Little et al., 404 19 < 16 with college students 

1984; also 164 11 off ender 
Bagley, 1985 3 years older 

or use of 
force by peer 



APPENDIX 4 

SOURCE Of EVIDEN1'1AL INTERVIEW REFERRALS 

FROM l\PRJL 1909 ·· 

TO END JUNE 1990 

PJ\PJ\NUJ - Hnnyiora 

CHCH - Shirley - Rlccarton 

SYDENHJ\M 

LINWOOD - Drlghlon 

Maatuo Whangal 

TIMARU - Aohburton 

OREYMOUTH - Westport 

O'I'AGO 

fAMILY COUR'l' 

POLICE 

OTHER AGENCIES 

TOTJ\L = 

JLQ 

1 4 

93 

83 

ao 

4 

0 

9 

a 

7 

13 

38 

190 

NO'rE: 1990 to 30 Juno Cio 1st nix months) 

Total roforrals to SSU = 872 
93 Total EvJdentJaJ rofarrals = 

'1% 

2 7% 

12% 

13% 

8% 

4% 

6% 

1% 

4% 

7% 

18% 

100% 

Therefore, Evidential referrals = 34% of all SSU referrals 



APPENDIX 5 

Number of offenders convicted and number of charges 
resulting in convictions for selected sexual offences (1978-85). 
Numbers ere given as raw frequencies and as peromtages of all sexual 
offence convictions and offenders, (McLean & Rush, 1987). 

Offenders 
N $ 

SEXUAL AGGRESS[VE 

All 1053 22,89 
Intent to rape 638 13,87 
Indecent Assault 484 10.52 

INCEST 

All 154 3.35 
Father-daughter 125 2.72 
Brother-sister 15 .33 

SEXUAL AFFRONTS 

All 994 21.61 
Indecent act 490 10.65 
Obscene exposure 533 11,59 

AGAINST THE YOUNG 

All 1736 37,74 
Female victim 1433 31.16 
Female 0-12 yr 535 11,63 
Female 12-16 yr 959 20,85 

Male vlctlm 330 7. 18 

ALL OF AOOVE 3783 82,26 

ALL SEXUAL 
OFf-ENCES 4599 100.00 

Convict ions 
N 1, 

1648 20.17 
1046 12.80 
602 7.36 

262 3,21 
215 2,63 

21 .26 

1558 17.88 
665 8, 14 
853 10.44 

2967 36.31 
2157 26,74 
866 10. 79 

1291 15.79 

810 9.91 

6035 73.85 

8172 100.00 

Seriousness 
Kellar Carlson 

(/20) 

14, 18 
18 

11 

11 
5 

11, 19 



APPENDIX 6 

Cognitive-behavioral model of relapse process. (Pithers et al., 1983, p.217). 

Abstinence 

l. Self-efficacy 
2. Expect.ition of 

Continued Success 

High-risk Situation 

1. Negative 
Emotional State 

No 

2. Interpersonal Conflict 

Lapse 

1. Fantasy of Sexual 
Aggression 

Yes 

Abstinence Violation Effect 

1. Self Depreciation 
2. Expectation of Failure 
3. Problem of Immediate 

Gratification 

Relapse 

1. Performance of 
Sexual Aggression 

Yes 

Continued Abstinence 

Continued Abstinence 

1. Increased Self-Efficacy 
2. Decreased Probability 

of Relapse 

Return to Abstinence 



APPENDIX 7 

KIA MARAMA ASSESSMENT, TREATMENT, RESEARCH 

PROGRAMME 

PRE-PROGRAMME INTRODUCTION TO THE PROGRAMME 

PART NO. WEEKS CONTENT 

ASSESSMENT 

0 1-4 Assessment Process 

TREATMENT 

1 5-8 Cognitive Restructuring 

2 9-12 a) Sexual Preference 

b) Victim Impact/Empathy 

3 13-16 a) Interpersonal Skills 

b) Relationship Skills 

4 17-20 a) Problem Solving Process 

b) i) Anger management 

ii) Use of intoxicants 

5 21-24 a) Stress Management 

b) Sex Education 

6 25-28 Relapse Prevention 

i) Internal Management 

ii) External Management - Post release 

ASSESSMENT 

7 29-32 Reassessment - Evaluation Process 



APPENDIX 8 

KIA MARAMA PSYCHOMETRIC ASSESSMENT LIST (1990) 

1. AWS: ATTITUDES TOWARDS WOMEN 

2. ABEL & BECKER CONGNITIONS SCALE 

3. HTW: HOSTILITY TOWARDS WOMEN 

4 . 

5. 

6. 

7. 

8 • 

MAS: 

SAT: 

AI: 

WSF: 

SES: 

RAPE MYTH ACCEPTANCE SCALE 

SEXUAL SATISFACTION TEST 

GAMBRILL & RICHEY ASSERTION SCREENING TEST 

WILSON SEX FANTASY QUESTIONNAIRE 

SELF EFFICACY SCALE 

9. I-E SCALE: NOWICKI STRICKLAND INTERNAL - EXTERNAL 

SCALE 

10. M-C SDI: MARLOWE CROWN SOCIAL DESIRABILITY INDEX 

11. BECK: BECK DEPRESSION INVENTORY 

12. 

13. 

14. 

15. 

16. 

17. 

STAI-Yl: STATE - TRAIT ANXIETY INVENTORY 

FNE: 

SADS: 

SSE: 

IRI: 

MAST: 

FEAR OF NEGATIVE EVALUATION SCALE 

SOCIAL AVOIDANCE & DISTRESS SCALE 

SOCIAL SELF-ESTEEM SCALE 

INTERPERSONAL REACTIVITY INDEX 

MICHIGAN ALCOHOLISM SCREENING TEST 

18. UCLA: UCLA LONELINESS SCALE 

19. STAXI: STATE - TRAIT ANGER EXPRESSION INVENTORY 

20. SHIPLEY - VOCABULARY & ABSTRACTION TEST 

21. DEMOGRAPHIC QUESTIONNAIRE 



APPENDIX 9 

UNIVERSITY OF CANTERBURY DEPARTMENT OF PSYCHOLOGY 

CONSENT FORM 

Brief description of the project: 

The purpose of this study is to assess thoughts associated 
with sexual offending. You will be asked to listen to an 
audiotape describing sexual offending, and to answer some 
questions about your reactions to this. 

Risks.associated with participation: ........................ . 

There are no particular risks associated with this procedure. 
However, should you wish to talk about any distressing 
thoughts or feelings you have experienced during an assessment 
session, there will be time available. 

Time required: 

Approximately half an hour at four different intervals ..... 

Name of researcher/ supervisor: Jillian Larsen/ Dr S. Hudson 

I agree to participate in the project described above, on the 
understanding that if at any time I with to withdraw from the 
experiment I may, without prejudice, do so. All information 
collected will be confidential as will the identity of 
participants. 

Name 

Signature Date ............... . 



APPENDIX 10. MODIFIED 4-ADS (Benson, 1989). 
Name: _________________ Date: ________ _ 

No: 1 2 3 4 

This form helps us to understand more about peoples' reasons 
for sexual offending. This is not a test _and there are no 
right or wrong answers. 

1) What is the reason for your behaviour right now? 

Next, we would like to know what you think about the reasons you 
wrote down above. 

1) Are the reasons you wrote down things 5) Are these reasons th_ings that are: 
that: 

__ A lot about you; 
__ Will stay the sane over time; __ A little about you; 
__ Can change only a little over tine; __ About you and about the 
__ Can change a fair amount over tine; circunstance; 
__ Can change a lot over tioe; __ A little about the circumstance; 
__ Will change a lot over time. --A lot about the circunstance. 

2) Are these reasons things that: 6) Do you think the reasons above would: 

__ Don't have anything to do with you; __ Never again be present; 
__ Have to do ilith you only a little; __ Rarely be present again; 
__ Have to do with you a fair amount; __ Sonetines be present again; 
__ Ha•;e a lot to do with you; __ Usually be present again; 
__ Have e,erything to do with you. __ Always be present. 

3) Are these reasons that you: 7) Are these reasons thing that happen to 
you: 

__ Can coopletely control; 
__ Ha·:e a lot of control o·:er; __ Very often in different situations; 
__ Have soce control over; __ Often iD different situations; 
__ Ha·;e only a little control over; __ Sonetines in different situations; 
__ cannot control at all. __ Rarely in different situations; 

__ Very rarely in different situations. 
4) Are the reasons you gave things that: 

8) Are these reasons for which: 
__ Would happen only in this special 

situation; __ Your are not at all responsible; 
__ Would happen in a few similar __ Your are only a very little bit 

situations; responsible; 
__ Would happen in some similar __ You are a little bit responsible; 

situations; __ You are nostly responsible; 
__ Would happen in most sinilar __ You are cocpletely responsible. 

situations; 
__ Would happen in this kind of 

situation and in other situations. 



MODIFIED 4-ADS (Continued) 

9) 

10) 

11) 

Do you think that these reasons: 

__ could change only a little bit from 
one year to the next; 

__ could change a little bit from one 
year to the next; 

__ could change somewhat from one year 
to the next; 

__ Could change a lot from one year to 
the next; 

__ could change very, very much from 
one year to the next. 

Are these reasons: 

__ Hostly about others; 
__ Partly about others; 
__ Both socething about you and about 

others; 
__ Partly socething about you; 
__ Hostly socething about you. 

Are these reasons things that: 

__ :You can completely control; 
_ 'You can control very much; 
__ ~You can control a fair amount; 
__ :You can control only a little; 
__ :You canNOT control at all. 

12) ~ould these reasons be: 

__ True for you only in this special 
e•,·ent; 

__ True for you in this event and in 
soce other sicilar events; 

__ True for you in cost sicilar events; 
__ True for you in cost areas of your 

life; 
__ Tru~ for you in all areas of your 

life. 

13) Are these reasons things that are: 

__ Coapletely inside you: 
__ Hostly inside you; 
__ A little inside and a little outside 

of you; 
__ Hostly outside of you; 
__ Cocpletely outside of you. 

14) 

15) 

16) 

Are these reasons things that: 

__ Will probably change a whole lot 
during a year; 

__ Kight change a lot during a year; 
__ Hight change quite a bit during 

year; 
__ Rarely change even a little during 

a year; 
__ Never change within a year. 

Are these reasons true for you: 

__ In most similar circul!lStances; 
__ In many sicilar circucstances; 
__ In some similar circuli!Stances; 
__ Only in this type of circumstance; 
__ Only on this particular 

circumstance. 

Are the reasons things for which: 

You are responsible; 
-You are only a very little bit 
-responsible; 

You are a little bit responsible; 
-you are partly responsible; 
-you are very responsible; 
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