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Abstract 

 

 In this paper we consider two sets of so-called “cognitive distortions”:  those that have been 

shown to be unrelated to reoffending (i.e., noncriminogenic factors) and those that have been 

demonstrated to predict recidivism (i.e., criminogenic factors).  While most sexual offender programs 

target the modification of all these distortions, we argue that treatment should only address the 

criminogenic attitudes and beliefs.  Dissimulation characterizes human responses to personal bad 

behaviour where the person attempts to present themselves as not having behaved in a harmful way 

and sexual offenders are no exception.  As it turns out excuse-making is healthful and results in a 

reduction in reoffending.  It may, therefore, not only be counter to accepted principles of offender 

treatment to attempt to change noncriminogenic distortions, it may result in increased rates of 

reoffending.  However, those distortions that are criminogenic must be targeted in treatment if we are 

to reduce reoffending. 
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 There is considerable evidence available indicating that sexual offenders misrepresent various 

aspects of their offense (Abel, Becker & Cunningham-Rathner, 1984; Beech & Fisher, 2004; Brake & 

Shannon, 1997; Carich, Michael & Stone, 1992; Hanson, Gizzarelli & Scott, 1994; Hartley, 1998; Howitt, 

1995; Langton & Marshall, 2000, 2001; Murphy & Carich, 2001; Quinsey, 1986; Sefarbi, 1990) and 

express other distortions and attitudes that are deemed inappropriate (Mann & Beech, 2003).  Some 

categorically deny ever having committed an offense (Barbaree, 1991; Happel & Auffrey, 1995; Marshall, 

1994; Schlank & Shaw, 1997).  These distorted ways of presenting themselves appear to serve the 

purpose of justifying or excusing their offending behaviours (Abel et al., 1984; Bumby, 1996; Carich, 

1993; Conte, 1985; Howitt, 1995).  Other than categorical denial, these exculpatory ways of describing 

the offenses include:  minimizing responsibility, blaming the victim, denying having a problem, denying it 

was an offense, claiming the offense did not involve coercion or penetration or that it caused no harm, 

and attributing the offense to the effects of intoxication or stress.  Sexual offenders also express views 

indicating negative attitudes about women, emotional congruence with children, beliefs that women are 

not harmed by rape and that children seek sex with adults, as well as displaying a lack of empathy 

toward their victims (Burt, 1980; Bumby, 1996; Fernandez & Marshall, 2003; Fernandez, Marshall, 

Lightbody & O’Sullivan, 1999; Field, 1978; Hall, Howard & Boezio, 1986; Hayashino, Wurtele & Klebe, 

1995; Howells, 1979; Segal & Stermac, 1984; 1990; Stermac, Segal & Gillis, 1990).  In addition, many 

sexual offenders deny planning the offense (Happel & Auffrey, 1995). Finally, sexual offenders 

frequently withhold information that might make them seem more deviant or at greater risk to reoffend 

(Carich & Calder, 2003; Wyre, 1989). 

 All of these responses have been described as deliberate lies (both of commission and of 

omission) and are said to be about not only the offense but about various other aspects of their life 

(Salter, 1988).  As a result, Salter (1988) suggests that sexual offenders should be vigorously confronted 
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by the therapist on all issues on the assumption that they are disposed to lie about everything.  The 

inference a reader of this extensive literature might readily make, is that sexual offenders are unique 

among people and even unique among people with psychological problems, in their propensity to lie.  

But is this so? 

Dissimulation as a general human tendency 

As the French essayist, Michel Montaigne (1533-1592) put it, “The reversal of truth has a 

hundred thousand shapes and a limitless field”.  Indeed, lies are so commonplace and occur across all 

manner of situations (Ekman, 1985), that they can be considered part of the human condition, so it is no 

surprise that sexual offenders are not always truthful.  Sissela Bok, the Swedish-born American ethicist, 

notes that there is usually a choice between lying and telling the truth and in these circumstances the 

person decides which to choose by weighing-up the consequences, particularly the consequences to self 

(Bok, 1978).  Since the consequences, throughout the investigation and prosecution processes, of telling 

the truth (i.e., a declaration of guilt and a full acceptance of responsibility) is so great that most sexual 

offenders can be expected to lie (Dean, Mann, Milner & Maruna, 2007; Maruna & Mann, 2006).  Even 

after they are sent to prison, they are likely to still believe that a full confession will have harmful 

consequences for them, both in terms of a delayed release from prison and, more particularly, in terms 

of damage to their sense of self-worth.  Lying, as Nietzche once said, is a necessity of life and this may be 

particularly true for sexual offenders. 

People low in self-esteem lie about their past behavior in order to protect their already fragile 

sense of self-worth (Bradley, 1978; Miller & Ross, 1975; Zuckerman, 1979) and sexual offenders have 

been consistently found to have low self-worth (Marshall, Anderson & Champagne, 1996).  Sexual 

offenders are also characterized by strong feelings of shame (Marshall, Marshall, Serran & O’Brien, in 

press) which also generates deceptive responses designed to protect themselves from any additional 

self-conscious emotional distress (Tangney & Dearing, 2002).  We can, therefore, expect sexual 
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offenders to engage in an array of justifications (so-called “cognitive distortions”) for their offending 

behaviors including denying having committed an offense, minimizing aspects of their actions, or 

diminishing their responsibility.  While these dissembling responses to having committed a heinous 

crime elicit moral outrage in other people, they are, in fact, quite understandable in the circumstances. 

Interestingly, in her detailed analysis of lying, Bok (1978) questions the possibility of ever 

knowing the truth in most circumstances, particularly in those situations where only two people were 

present who both have quite different versions of the events.  The latter circumstances match those in 

the majority of sexual offenses where, even if the offender admits he committed the act, he will likely 

minimize his responsibility (“I was drunk at the time”), deny using force, or deny some of the sexual acts 

the victim describes.  How can we know which among the victim’s reported details are accurate and 

which, if any, are not?  The assumption among most sexual offender treatment providers is that the 

victim’s account is accurate so they exert pressure on the offender to agree with the “known facts” (see 

Waldram, 2007, for a fascinating critical analysis of this issue).  Indeed, Salter (1988) said that the aim of 

therapy with sexual offenders is to eliminate all excuses by aggressively confronting the offender with 

the truth (i.e., the victim’s account).  Others agree with Salter’s views (McCaghey, 1998; Sharp, 2000; 

Wyre, 1989).  Sexual offenders, so McCaghy (1998) says, must assume responsibility for their past 

behaviours and set aside all excuses. 

Cognitive distortions and risk prediction 

 Some of these cognitive distortions (e.g., particular attitudes and beliefs) have been shown to 

predict reoffending (Hanson & Harris, 2000) but others show no relationship with reoffending.  

Principles of effective offender treatment derived from large-scale meta-analyses (Andrews & Bonta, 

2003; Gendreau & Goggin, 1996) include the “need principle” which declares that treatment should 

address those factors that have been shown to predict reoffending; these are called “criminogenic” 

factors.  Accordingly those distortions that meet criteria for criminogenic status must be addressed in 
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treatment. The majority of cognitive distortions discussed in the literature, however, have been shown 

to not predict reoffending (Hanson & Bussière, 1998; Hanson & Morton-Bourgon, 2005).  Despite these 

replicated findings, the majority of treatment programs for sexual offenders not only target these non-

criminogenic distortions, they do so at an early stage and the offender’s continuation in treatment is 

contingent upon him changing his position.  This practice, while well-entrenched, is not consistent with 

the available evidence.  We take up these issues in this paper.  We will begin by considering the non-

criminogenic distortions and end by describing those that should be targeted. 

NON-CRIMINOGENIC DISTORTIONS 

Denial and minimizations 

The nature and range of the typical features of denial and minimizations, and other forms of 

dissimulation, among sexual offenders have, as we have seen, been described by various writers.  For 

the purposes of the present paper we will use the term denial to describe offenders who claim they did 

not commit the crime.  Minimizations cover a broad range of issues including:  admission of guilt but 

denial of having a problem; agreeing the sexual act occurred but claiming it was consensual; refusal to 

accept responsibility (e.g., “I was intoxicated”, “Victim was provocative”, “My partner refused sex”); 

denial of, or minimizations of, various features of the offense (e.g., “I did not have intercourse”, “I was 

not forceful”, “There was no anal contact”, “It only happened once”, “It did not begin until she was 14 

years old”); and denial of harm to the victim which is associated with a lack of victim empathy. 

Denial 

 Sexual offenders who deny having committed an offense consistentlty appear at treatment 

clinics.  Maletzky (1991) reports that 87% of his clients denied all or part of their crimes, while 50% of 

Sefarbi’s (1990) clients denied offending.  Barbaree (1991) noted that 66% of the child molesters and 

56% of the rapists in his study categorically denied offending.  Clearly this is a significant issue. 
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 Absolute denial is typically seen as either a serious obstacle to treatment progress or grounds 

for excluding sexual offenders from entering treatment (Conte, 1985; Langevin & Lang, 1985; Schwartz, 

1995).  It is assumed that if the man denies he committed an offense, then it will be impossible to 

identify any issues to be addressed in treatment.  A corollary of this assumption is that categorical 

deniers, who as a result of not being accessible to treatment, will be very likely to reoffend.  This second 

assumption, however, appears to be contradicted by the available evidence.  Hanson and his colleagues 

(Hanson & Bussière, 1998; Hanson & Morton-Bourgon, 2005) reported two large-scale meta-analyses in 

which they found that denial did not predict reoffending among sexual offenders.  This was true 

whether or not these offenders received treatment. 

Lund (2000), however, challenged the findings of Hanson and Bussière (1998).  He examined the 

seven studies contained in Hanson and Bussière’s study and showed that only three defined denial as 

claims by the offenders that they did not commit the offense.  However, these three studies all showed 

that denial did not predict recidivism; in fact at least one of these studies (Barbaree & Marshall, 1988) 

reported lower recidivism rates among the deniers than the admitters.  Lund proposed that the 

influence of denial on recidivism may be obscured in high risk offenders due to the overriding powerful 

influence of other factors (e.g., psychopathy or deviant interests) whereas in low risk offenders denial 

may be a more salient predictor.  Nunes et al. (2007) took up this issue in their report.  Nunes et al 

examined data from their own setting and compared the results with data from two other settings.  

Unfortunately in one of these comparison groups (data from Correctional Service of Canada – Pacific 

Region reported in part by Dempster & Hart, 2002), denial included denial of harm and denial of 

responsibility.  Nevertheless, in the other two studies Lund’s hypotheses were confirmed.  However, a 

problem with interpreting the Nunes et al data as supporting Lund, concerns the fact that the number of 

recidivists among the low risk offenders was quite small:  13 in Nunes et al.’s own study and 6 in the 
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Washington State data (see Song & Lieb, 1998).  Such low numbers, in reoffending is, of course, to be 

expected in low risk offenders but such small numbers might produce spurious findings.  

In any event, for most offenders the data indicate no relationship between categorical denial 

and recidivism.  In addition a properly focussed treatment program appears to eliminate categorical 

denial in the majority of cases.  Maletzky (1991), for example, allowed deniers to enter treatment and 

he reported that they not only completed treatment but they did equally as well as those treated clients 

who admitted offending.  More specifically, Marshall (1994) showed that allowing deniers to enter 

treatment in groups that were predominantly made up of admitters, resulted in 23 of the 25 deniers 

changing their position and admitting to having offended.  Interestingly all 25 deniers in Marshall’s 

program became, after initial reluctance, fully engaged in treatment and none of them (including the 2 

who maintained their denial) have reoffended during a post-release follow-up of 14 years. 

 In 1997 Marshall and his colleagues began a program specifically for sexual offenders who 

denied having offended and who refused to enter a program aimed at overcoming their denial.  This 

program addressed almost all the usual targets in a comprehensive sexual offenders’ treatment program 

(see Marshall, Thornton, Marshall, Fernandez, & Mann, 2001, for a description).  The only issue that was 

not addressed was an account of the actual offense where the usual aim is to get the offender to agree 

with the official information (usually the victim’s account or the police reconstruction) describing the 

details of what the offender is said to have done to the victim.  The rationale for this program, as 

presented to the offenders, was that it was aimed at ensuring they never again would be placed in a 

situation where they could be “falsely” accused of sexually offending.  This allowed the offenders to 

describe how they managed to get themselves into the prior situation where they were “falsely” 

accused and subsequently “falsely” convicted.  Thus the therapists were able to identify problems in the 

offenders’ lives and behaviors that placed them in these problematic situations.  These were the 

problems addressed in the program.  A recent appraisal (L. E. Marshall, Marshall, & O’Brien, 2008) of 
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this “deniers” program, showed that the long-term reoffense rate after release from prison was 

significantly lower (2.5%) than expected (13.5%) and approximately the same as for treated admitters 

(Marshall, Marshall, & Serran, 2008).  Ware and Marshall (2008) provide a detailed single-case report of 

this deniers’ program. 

 Overall, then, the evidence contradicts the ideas that categorical deniers should be excluded 

from treatment, that they cannot profit from treatment, and that such deniers (treated or untreated) 

have higher recidivism rates than other sexual offenders.  There are, therefore, no grounds, based on 

the evidence, for excluding categorical deniers from treatment nor, indeed, for attempting to overcome 

this type of denial. 

Minimizations 

 Minimizations refer to claims the offenders make about their crimes that are meant to make 

their behaviors seem less offensive or less problematic.  For example they may minimize their 

responsibility for the offense (e.g., “I was intoxicated”, “My wife was frigid”); they may claim they used 

no coercion; they may deny having caused harm; or they may say the sexual acts were limited to 

fondling.  All of these claims may be contradicted by the victim’s statement.  We consider all these 

minimizations to be excuses and, as we will see, excuse-making may not be as problematic as most 

sexual offender therapists think. 

There is, however, another aspect to minimizing that causes concern.  For example, 

minimizations have been shown to be implicated in treatment attrition (Daly & Pelowski, 2000; Hunter 

& Figueredo, 1999).  Some have seen this as a justification for attempting to overcome these excuses.  

However, attrition in these cases may result from the therapist’s negative reaction to excuses with the 

offender being seen as uncooperative with treatment.  Following Salter’s (1988) advice, for example, 

may lead therapists to aggressively challenge the offender which will likely elicit a verbally aggressive 

counter-attack.  It may be that it is this elicited response that leads the offender to be discharged or to 
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drop-out rather than his minimizations, per se.  Therapists may be better advised to change their views 

on this issue and alter their treatment approach (Beyko & Wong, 2005; Maletzky, 1996).  What we want 

sexual offenders to do is not blame themselves for their past but rather accept responsibility for their 

future (Maruna & Mann, 2006; Stefanakis, 1998; Ward & Brown, 2004).  There is evidence that blaming 

oneself for past behaviours leads to shame (Barrett, 1995; Lewis, 1987; Tangney, 1995) and shame has 

been shown to be an obstacle to effective treatment engagement (Tangney & Dearing, 2002). 

 

Offense disclosure 

By far the majority of programs for sexual offenders require the offenders, usually quite early in 

treatment, to give a detailed offense disclosure.  This disclosure typically involves a description of the 

behaviors that occurred during the actual offense.  Typically the offender is reported to minimize or 

deny various aspects of the offense during his initial disclosure.  In most, if not all, treatment programs 

there is available an official description of the offense which the therapist uses to challenge the 

offender’s account.  Sometimes these challenges are quite harsh and clearly imply that the offender is 

lying (Salter, 1988).  This type of confrontational challenging has been shown to prevent progress 

toward the goals of treatment in sexual offender programs (Marshall, Serran, Fernandez et al., 2003).  

Whatever style of challenging is employed, the underlying assumption is that the official record of the 

offense is a veridical account which the offender must come to agree with if he is to progress further in 

treatment.  If the offender refuses to agree with the official account he is likely to be rejected from the 

program. 

The purpose of having offenders describe their offense in a way that matches the victim’s 

account, is rarely made explicit by treatment providers although some suggest it is a crucial part of 

having the offender take responsibility for his behavior (Langevin & Lang, 1985).  In Marshall’s program 

(Marshall, Marshall, Serran & Fernandez, 2006) the clients are not asked to describe what they did 
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during the offense.  What they are asked to do is explain what brought them to the point where they 

offended.  The aim is to gain an understanding of two things:  (1) what continuous difficulties were 

apparent in their lives that increased their vulnerability (e.g., relationship problems, chronic use of 

intoxicants, low self-esteem, poor coping skills, emotional dysregulation); (2) what specific steps did 

they take once they decided to offend (e.g., use of an intoxicant).  The former we describe as 

“background factors” and the latter we call “steps to offending”, with both combining into the “offense 

pathway”. Thus there are explicit goals in mind when clients are asked for an offense disclosure and the 

factors that are derived from this constitute treatment targets as the first major part of our developing 

case formulation. 

One problem that results from challenging, even in a supportive way, the offender’s account of 

his crime early in treatment, as is typically done, is that this may make the offender feel threatened.  As 

a result he may develop a cautious approach to revealing things that may be used against him or that 

may make him feel greater shame.  The first stage of treatment should focus on building trust so that 

the client can thereafter feel comfortable revealing intimate issues.  Pressing the client early in 

treatment before trust has been developed, is likely to establish in the offender an inappropriate 

approach to treatment.  The offender may develop an antagonistic attitude toward the therapist or he 

may withdraw from active participation in the processes of treatment.  If he truly believes he did not do 

some of the things the victim claims, but is pressed to agree with the victim’s account, then he is likely 

to lose confidence in the program and learn to say what he believes the therapist wants to hear.  This is 

definitely not the sort of attitude toward treatment that we want to foster. 

 Another significant problem with requiring a client to reveal all the details of his offense, is that 

this process may well revive, or accentuate, his sexual fantasies associated with the crime which will 

likely increase, rather than decrease, his problems.  In addition, in a group setting the revelations of the 

sexual details of any one offender’s crime may stimulate sexual excitement in the other group members. 
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This may distract their attention from focussing on the important issues in treatment and may provide 

them with additional deviant fantasy details.  Neither of these results is desired in treatment. 

One important question that arises from attempts to challenge the offender’s account of the 

offense is “Do we have solid grounds for assuming that the official account of the offense is an accurate 

description of the events?” 

Eyewitness accounts and memory processes 

There is now a large body of research casting serious doubts on the validity of eyewitness 

reports of crime (Castelli et al., 2006; Eisen, Quas & Goodman, 2002; Ross, Read & Toglia, 1994; Sporer, 

Malpass & Koehnken, 1996).  This literature shows that several eyewitnesses to the same crime, 

typically give quite different accounts of the events and quite different descriptions of the offender.  

One very significant influence on eyewitness accuracy is the way in which police conduct their 

interviews.  If the police follow the recommended protocol of asking open-ended questions, then the 

recall of witnesses is rarely corrupted, but police rarely follow these guidelines (Alridge & Cameron, 

1999).  Police typically ask leading questions derived from their past experiences of specific crimes 

(Warren, Woodall, Hunt & Perry, 1996), and witnesses are more easily led to add details to their account 

when the source (e.g., police) is highly credible (Ceci, Ross & Toglia, 1987; Lampinen & Smith, 1995). 

There is clear evidence that the retrieval of memories involves a reconstruction process that can 

readily introduce errors (Anderson, 1995).  For example, when the person is presented with additional 

information about the event it distorts the accuracy of their recall.  Distortions are particularly likely to 

occur when the subject is pressured to remember specific details or provided with information from 

similar events.  Memory for the details of an event is lost with time and this typically prompts the 

person to fill in the missing details, particularly if they are encouraged to do so (Anderson, 1995).  Since 

knowledge of what happens in sexual offenses is now reasonably widespread and disseminated by 

credible sources (e.g., newspapers and television), it may be that some of this information will intrude 
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into the memories of victims.  Interference in memories is maximized when multiple details are required 

(Anderson, 1995) as is typically the case in sexual offenses.  Memory also involves inferences which 

cannot easily be distinguished from facts (Sulin & Dooling, 1974) and this effect is exaggerated with the 

passage of time (Dooling & Christiaansen, 1977; Spiro, 1977).  Similarly, Reder (1982) describes evidence 

that much of the recall of memories in everyday life involve plausible inferences rather than exact recall. 

Thus it is clear that memories are not sound bases for inferring the truth of a past event.  

Furthermore memories may be even more distorted when the past event was experienced as traumatic.  

In his book on Post-traumatic Stress Disorder (PTSD), Taylor (2006) reviews evidence showing that 

trauma memories are modified over time; this is consistent with the evidence on memory in general 

showing that memories are constructive recollections rather than records of facts (Schacter, 2002).  Re-

evaluations of an aversive event can alter the memory of the event (Davey, 1992) and, in particular, 

traumatic memories can be readily altered in light of subsequent information (Taylor, 2006).  Thus the 

recollections of trauma patients are typically far from perfect (Taylor, 2006), and it has been 

demonstrated that memories of sexual assault are less vivid and detailed than are memories for other 

unpleasant events (Tromp, Koss, Figueredo & Tharan, 1995).  Amnesia for parts of the trauma is 

common in PTSD patients and is one of the diagnostic features of PTSD (American Psychiatric 

Association, 2000).  We cannot, therefore, interpret a victim statement about a sexual offence as a 

veridical account that an offender must agree with in detail if he is to give what is seen as an honest 

description of the offense.  These sets of evidence on memory suggest that sexual offender therapists 

should be circumspect about accepting the victim’s statement as accurate.  But the more important 

question is “Is it necessary, or even useful, to require the offender to give an account of the details of 

the offense?” 

 Overall it is hard to see the value in having sexual offenders provide offense details that match 

the victim’s account.  It is obvious that doing so may produce all manner of problems both for the target 
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client and for the other group members.  These potential problems might be tolerable if, indeed, 

overcoming denial and minimizations did result in an enhanced acceptance of responsibility but there is 

no evidence that it does.  Most importantly, there is no evidence that an increase in acceptance of 

responsibility leads to a reduction in reoffending.  Also, admitting to the alleged details of the offense 

does not obviously lead to changes in other aspects of the treatment goals.   However accepting the 

need to address drug use, problems in adult relationships, or poor coping strategies, all lead directly to 

making changes that reduce risk since these are all criminogenic factors.  It is easy to construe engaging 

in treatment for these and other criminogenic factors as indicative of an acceptance of responsibility 

and the general forensic literature stresses the need for offenders to accept responsibility (Dalrymple, 

2001; McCaghy, 1968; Salter, 1988; Sharp, 2000).  But is this necessary?  Maruna and Mann (2006) have 

argued that taking responsibility, as this is commonly understood in offender treatment, requires the 

offender to indicate that the behavior has an internal stable cause; that is the client offended because 

he is a “deviant” or a “bad person”.  Such attributions are not conducive to change but rather are likely 

to persuade the offender that his behavior is intractable.  In fact Hanson and Morton-Bourgon (2005) 

found that taking responsibility for offending was unrelated to subsequent recidivism. 

Neither denial nor minimizations are criminogenic factors (i.e., factors that predict recidivism) 

and according to the principles of effective offender treatment (Andrews & Bonta, 2003; Gendreau & 

Goggin, 1996) the primary (if not the only) targets of treatment should be those factors that have been 

shown to be criminogenic.  So there are aspects of accepting responsibility that are important but 

challenging denial and minimization is not the way to achieve these goals and may reduce the client’s 

effective participation in treatment. 

Empathy deficits 

 Marshall, Marshall, Serran and O’Brien (in press) reviewed both the general evidence, as well as 

the evidence specific to sexual offenders, on self-esteem, shame, cognitive distortions and empathy.  
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They showed that these dispositions are all strongly associated in both normal people and in sexual 

offenders.  Both low self-esteem and shame prompt defensive reactions that are meant to protect the 

self (Blaine & Crocker, 1993; MacDonald, 1998; Stiles, 1987; Tangney, Miller, Flicker & Barlow, 1996; 

Tice, 1993).  Since sexual offenders score high on measures of shame (Sparks, Bailey, Marshall & 

Marshall, 2003) and low on measures of self-esteem (Marshall, Anderson & Champagne, 1996), we 

would expect them to engage in defensive strategies such as denying guilt and minimizing various 

aspects of the offense, as well as expressing views that justify their offending.  As we have seen, 

numerous studies of sexual offenders have shown that, indeed, they do hold such views.  Thus low self-

esteem and shame, so Marshall et al. (in press) concluded, lead sexual offenders to generate distortions 

about their crimes and to adopt beliefs and attitudes that justify their offenses.  Part of these defensive 

strategies is to deny having done any harm to the victim.  When a sexual offender denies he has caused 

any harm, he can hardly be expected to express empathy toward his victim even though he may 

otherwise be an empathic person.  Thus it is essential to distinguish an absence of victim empathy from 

an offender’s general tendency to express empathy. 

As expected from this analysis, Fernandez and her colleagues (Fernandez & Marshall, 2003; 

Fernandez, Marshall, Lightbody & O’Sullivan, 1999) demonstrated that sexual offenders do not lack 

empathy toward people in general but are decidedly deficient in empathy toward their victims.  Other 

researchers have made similar observations (Fisher, Beech & Browne, 1999; McGrath, Cann & 

Konopasky, 1998).  It has been shown that among sexual offenders low self-esteem predicts deficits in 

empathy toward their victims (Marshall, Champagne, Brown & Miller, 1997) and that enhancements of 

self-esteem induced by treatment are highly correlated with increases in victim empathy (Marshall, 

Champagne, Sturgeon & Bryce, 1997).  More to the point, researchers have found that the cognitive 

distortions displayed by sexual offenders are highly correlated with measures of victim empathy 

(Marshall, Hamilton & Fernandez, 2001; Webster & Beech, 2000). 
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 Batson and his colleagues (Batson, 1991; Batson, Fultz & Schoenrade, 1987; Batson, O’Quin, 

Fultz, Vanderplas & Isen, 1983), working with normal subjects, demonstrated that if a person is 

emotionally upset by another’s suffering they will block recognition of the other’s distress.  Blocking 

recognition of another person’s distress will, of course, prevent them from experiencing empathy.  One 

way to block the recognition of distress, particularly at some later point in time (e.g., when a sexual 

offender arrives at a treatment facility), is to steadfastly deny that any harm was done.  The majority of 

the sexual offenders in Fernandez’s studies, who failed to display empathy for their victims, denied that 

what they had done had caused any harm.  Thus denial of harm may be a strategy to avoid experiencing 

personal distress when sexual offenders discuss their victim. 

 As a result of these observations, Anderson and Dodgson (2002) claimed that the apparent lack 

of empathy in sexual offenders is simply a result of the self-protective strategies they adopt to limit 

further erosion of their already low self-esteem.  Marshall, Marshall and Serran (2009) and Marshall, 

Marshall, Serran and O’Brien (in press) go further and claim that sexual offenders’ low self-esteem and 

feelings of shame generate a full array of cognitive distortions that result in, among other things, an 

apparent lack of empathy toward their victims.  From these observations it would seem that victim 

empathy deficits are not the problem but rather result from self-protective processes.  It is the factors 

(i.e., low self-esteem and shame) that drive the need to engage in self-protective strategies that should 

be addressed. 

Like denial, empathy does not predict reoffending (Hanson & Bussière, 1998; Hanson & Morton-

Bourgon, 2005), and as such it does not qualify as a criminogenic target of treatment.  Yet most 

treatment programs for sexual offenders include procedures to enhance empathy (Beech & Fisher, 

2004; Carich & Calder, 2003; Hanson, 1997; Pithers, 1994) and for most of these programs the target is 

general empathy rather than victim empathy.  In fact, a survey of North American treatment providers 

revealed that empathy training was an important component of 94% of sexual offender treatment 
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programs (Knopp, Freeman-Longo & Stevenson, 1992).  The present review would suggest that such 

attempts to enhance empathy in sexual offenders may be misplaced.  General empathy may be 

addressed when it is deficient in a particular offender because it plays a role in other appropriate 

treatment targets such as relationship skills.  However, general empathy deficits should not be a 

standard component for all clients in sexual offender treatment.  The apparent lack of victim empathy in 

these men is, we believe,  a consequence of self-protective distortions and offense justifications all of 

which can be seen as examples of excuse-making. 

Excuse-making 

 Maruna and Mann (2006) have drawn attention to a body of literature concerning the human 

tendency to make excuses for behaviors that fail to meet social standards for acceptable actions.  This 

literature shows that excuse-making for negative behaviors is actually healthful (Dodge, 1993; 

Schlender, Pontari & Christopher, 2001; Seligman, 1991).  When people accept full responsibility for 

negative actions or failures this puts them at risk for depression (Abramson, Seligman & Teasdale, 1978).  

Excuses are attempts to preserve the person’s reputation (Crant & Batemen, 1993), to prevent the 

erosion of self-esteem (Blaine & Crocker, 1993; Tice, 1993), and to avoid feelings of shame (Braithwaite 

& Braithwaite, 2001a).  Stigmatizing shame, where the person concludes they did something wrong 

because they are bad, leads to an increase in criminal behavior (Braithwaite & Braithwaite, 2001b; Harris 

& Maruna, 2005).  So avoiding stigmatizing shame by excusing bad behavior may be related to 

reductions in crime and, as we will see, that appears to be the case.  In fact making excuses for their 

crimes is common across all types of offenders (Byers & Crider, 2002; Hollinger, 1991; Levi, 1981; Miller 

& Schwartz, 1995). 

 While therapists see excuses as examples of criminogenic thinking (see Fox’s, 1999, study), 

extensive research shows that those offenders who offer excuses for their crimes are at lower risk to 

reoffend than those who accept full responsibility (Hood, Shute, Feilzer & Wilcox, 2002; Maruna, 2001, 
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2004; Ryan & Miyoshi, 1990; Smith & Monastersky, 1986).  Maruna (2001), for example, followed large 

groups of offenders of all types over extended periods after their discharge from custody.  Those who 

reoffended were described as “persisting” in their antisocial ways whereas those who did not reoffend 

were described as “desisting”.  The primary difference between these two groups was that the desisters 

had offered a variety of excuses for their original offenses whereas those who persisted in crime readily 

admitted responsibility.   Hanson and Wallace-Capretta (2000) found that among domestic violence 

offenders those who were disposed to employ impression management (i.e., offered excuses and 

justifications) were the least likely to reoffend.  As Hanson and Morton-Bourgon (2005) point out 

“offenders who minimize their crimes are at least indicating that sexual offending is wrong” (p. 1159).  If 

excuse-making (read as denying, minimizing, and otherwise avoiding responsibility) for offending is a 

good prognostic sign then perhaps it should not be challenged at all.  Perhaps it is those sexual 

offenders who blithely, and readily, admit to all aspects of their offenses, that are the ones who should 

be given the most therapeutic attention and yet in most programs the full admitters are seen as ideal 

participants. 

 One other aspect of these issues concerns the belief by many treatment providers that all sexual 

offenses are preceded by elaborate planning (Carich & Calder, 2003).  Many sexual offenders deny 

having planned their offense declaring instead that “It just happened”.  Many treatment providers insist 

that all sexual offenses are planned and, as a consequence, they believe it is necessary to have the 

offender admit to the details of their plans.  But what if some, or even most, sexual offenses are not 

planned? 

Denial of offense planning 

It is obvious that the engagement in all types of appetitive behavior by humans (and, indeed, by 

all other mammals) is sometimes planned but also, on many occasions, an opportunity presents itself 

unprompted.  The likelihood that a person will seize upon an unplanned opportunity depends upon a 
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number of factors, not the least of which is the presence or absence of a strong desire.  Since such 

desires are transitory it seems obvious that not all unplanned opportunities will be taken up but equally 

obviously some will.  We can expect sexual offenders to similarly seize upon chance opportunities to 

offend and, thus, not all offenses will be pre-planned.  Even if they were, would it make any difference 

to what needs to be addressed in treatment or would it put them at greater risk to reoffend?  There is 

no evidence to suggest that it would.  Consequently, attempts to pressure all sexual offenders to admit 

to pre-planning their offenses seem seriously misplaced.  In any event, surely a sexual offender who 

grasps an unpredicted opportunity to offend, is just as problematic and at just as great a future risk, as 

someone who carefully plans an offense. 

CRIMINOGENIC DISTORTIONS 

 Recently researchers have focussed on a search to identify predictive factors that can, at least 

potentially, be changed.  These “dynamic predictors”, as they are called, include both stable and acute 

factors (Hanson & Harris, 2000).  The stable factors are those features of offenders that are persistent 

over time whereas acute factors are those that suddenly appear and may be ephemeral.  We will 

concern ourselves here with only stable factors. Research has shown that two sets of stable distortions 

are predictive of reoffending:  attitudes tolerant of rape or of child sexual abuse, and emotional 

identification with children. 

 Attitudes tolerant of sexual crimes constitute a significant, but rather weak (r = .22), predictor of 

reoffending (Hanson, 2006) so that these attitudes qualify as criminogenic and must, therefore, be 

addressed in treatment.  These attitudes include ideas that rapists typically hold (Langton & Marshall, 

2001) such as: women enjoy being raped, if a woman dresses provocatively she deserves to be raped, if 

a woman accepts gifts from a man she is obliged to have sex with him and if not he is justified in forcing 

sex, and women who behave as though they are superior are asking to be raped.  In addition to their 

criminogenic status these views are likely to interfere with the client’s ability to form effective intimate 
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relationships, so these attitudes need to be changed not only because they are directly related to 

recidivism (i.e., are criminogenic) but also because they interfere with finding satisfaction in an 

appropriate attachment with an adult female.  Deficiencies in adult attachments and intimacy have been 

shown to be criminogenic factors (Hanson, 2006) so any attitudes that interfere with developing 

relationship skills will need to be addressed. 

 Attitudes tolerant of child sexual abuse are quite strongly predictive of reoffending.  For 

example, emotional identification with children predicts (r = .42) sexual reoffending (Hanson, 2006).  

Hartley (1998) found that child molesters portrayed their abuse of children as akin to two adults 

interacting and these offenders claimed it was their right to have sex with children.  Wilson (1999) has 

reported similar results among incest offenders but he also found that nonfamilial child molesters 

preferred interacting with their victims at the child’s level.  Howells (1979), using the repertory grid 

technique, found that child molesters felt emotionally congruent with children but ill-at-ease with adults 

who they found to be threatening.  Again these sets of attitudes are not only predictive of reoffending, 

they are serious obstacles to developing good quality adult relationships. 

 There are, then, some, but limited, aspects of the so-called cognitive distortions displayed by 

sexual offenders that require treatment providers to intervene. 

CONCLUSIONS 

 In conclusion, then, we are persuaded that challenging sexual offenders’ non-criminogenic 

cognitive distortions is not a wise strategy and nor is attempting to instil victim empathy.  We also 

believe that pressing sexual offenders to admit to a detailed planning of the offense, is likely to be 

counter-therapeutic.  On the other hand, those distorted attitudes that are criminogenic must be 

addressed in treatment.  Marshall et al.’s (2006) treatment program has adopted these strategies (i.e., 

targets only the criminogenic distortions) and has been shown to be very effective in reducing long-term 

recidivism (Marshall, Marshall & Serran, 2008). 
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