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S U B J E C T :  H o u s e  B i l l  5 4 5  - -  s e c t i o n a l  a n a l y s i s

T O :  R e p r e s e n t a t i v e  N i i l o  K o p o n e n
A T T N : D r e n a  M c I n t y r e

FROM: J a c k  C h e n o w e t h
L e g i s l a t i v e  C o u n s

A s  t h e  t i t l e  n o t e s ,  t h e  m e a s u r e  i s  i n t e n d e d  t o  m o d i f y  c u r ­
r e n t  s t a t e  s e n t e n c i n g  o r a c t i c e s  a n d  p r o c e d u r e s ,  a s  f o l l o w s :

- -  t h e  m e a s u r e  b r o a d e n s  t h e  o p p o r t u n i t y  f o r  t h e  c o u r t  
t o  i m p o s e  p a r t i c i p a t i o n  i n  a  r e h a b i l i t a t i o n  o r  t r e a t ­
m e n t  p r o g r a m  a s  a n  e l e m e n t  o f  i t s  s e n t e n c e ;

- -  i t  p e r m i t s  c e r t a i n  p r i s o n e r s  s e n t e n c e d  u n d e r  p r e ­
s u m p t i v e  s e n t e n c e s  t o  b e  e l i g i b l e  f o r  d i s c r e t i o n a r y  
p a r o l e ;  a n d

- -  i t  a d d s  a  f a c t o r  t o  t h e  l i s t  o f  m i t i g a t i n g  f a c t o r s  
c h a t  a p p l y  d u r i n g  a  c o u r t ' s  f o r m u l a t i o n  o f  a  s e n t e n c e .

E a c h  i s  m o r e  f u l l y  d i s c u s s e d  i n  t u r n .

B i l l  s e c t i o n  1 , r e e n a c t i n g  A S  1 2 . 5 5 . 0 1 5 ( d ) ,  e x t e n d s  t h e  
c o u r t ' s  a u t h o r i t y  t o  r e q u i r e  p a r t i c i p a t i o n  i n  a n  a p p r o p r i a t e  
t r a i n i n g  o r  r e h a b i l i t a t i o n  p r o g r a m  ( 1 )  a s  a  c o n d i t i o n  o f  
p r o b a t i o n ,  ( 2 )  a s  a  c o n d i t i o n  o f  s u s p e n d e d  e x e c u t i o n  o f  s e n ­
t e n c e ,  o r  ( 3 )  a s  a  c o n d i t i o n  o f  a  s u s p e n d e d  i m p o s i t i o n  o f  
s e n t e n c e .  T h e  r e - e n a c t m e n t  m a k e s  c l e a r  t h a t ,  w h i l e  t i m e  
s p e n t  i n  p a r t i c i p a t i n g  i n  a  r e h a b i l i t a t i o n  o r  t r e a t m e n t  p r o ­
g r a m  i s  t o  b e  c o u n t e d  a s  p a r t  o f  t h e  d e f e n d a n t ' s  s e n t e n c e ,  
t h a t  t i m e  d o e s  n o t  r e d u c e  a  m a n d a t o r y  m i n i m u m  s e n t e n c e  i m ­
p o s e d  o n  t h e  d e f e n d a n t .

T a k e n  t o g e t h e r ,  b i l l  s e c t i o n s  2 a n d  4 p e r m i t  a  p e r s o n  w h o  
h a s  b e e n  s e n t  e n c e d  f o r  a  m i n i m u m  t e r m  u n d e r  a p r e s u m p t i v e  
s e n t e n c e  a n d  w h o  h a s  n o t  b e e n  p r e v i o u s l y  c o n v i c t e d  o f  a  f e l ­
o n y  e l i g i b l e  f o r  c o n s i d e r a t i o n  f o r  d i s c r e t i o n a r y  p a r o l e  d u r ­
i n g  t h e  m i n i m u m  t e r m  b y  t h e  s t a t e ' s  P a r o l e  B o a r d .  T h e  d e ­



R e p r e s e n ta t iv e  N i i l o  KoponenPage 2March 10, 1990
f e n d a n t ' s  e l i g i b i l i t y  w o u l d  b e  g a u g e d  o n  t h e  s a m e  b a s i s  a s  a  
p r i s o n e r  n o t  s e r v i n g  a  m i n i m u m  t e r m  a p p l y i n g  u n d e r  a  p r e ­
s u m p t i v e  s e n t e n c e .

T h e  c h a n g e  m a d e  b y  b i l l  s e c t i o n  3 a d d s  " [ d e m o n s t r a t i n g ]
. . .  a  s t r o n g  p o t e n t i a l  f o r  s u c c e s s f u l  r e h a b i l i t a t i o n "  a s  a  

m i t i g a t i n g  e l e m e n t  t h a t  s h a l l  b e  c o n s i d e r e d  b y  t h e  c o u r t  i n  
s e t t i n g  a  s e n t e n c e .

B i l l  s e c t i o n  5 m a k e s  t h e  p r o v i s i o n s  a u t h o r i z i n g  d i s c r e t i o n -  
a r y  p a r o l e  t o  c e r t a i n  p r i s o n e r s  u n d e r  p r e s u m p t i v e  s e n t e n c e s  
r e t r o a c t i v e  t o  p e r s o n s  s e n t e n c e d  s i n c e  J a n u a r y  1 ,  1 9 8 0 .

T h e  b i l l  i s  g i v e n  a n  i m m e d i a t e  e f f e c t i v e  d a t e  b y  b i l l  s e c t i o n  
6 .
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DEPARTMENT OF CORRECTIONS

REPLY TO:

P.O . BOX T
JUNEAU, ALASKA 99811 -2000  
PHONE (9 0 7 ) 4 65 -3376

STEVE COWPER, GOVERNOR

March 13, 1990

The Honorable Niilo Koponen 
Alaska State Legislature 
P.O. Box V 
Juneau, AK  ̂ J9 8 ^
Dear Repju^eeTrta^ive Koponen:

In response to your request, I have enclosed a copy of the 
c hapter from Retraining Adult Sex Offenders: Methods and Models
by Fay Honey Knopp that addresses the Orr jon state program 
developed by Rob Freeman-Longo.

Mr. Freeman-Longo is currently under contract with our department 
to assist us in developing a more standardized approach to 
treating and managing sex offenders. As we discussed, I would 
be happy to arrange for Mr. Freeman-Longo tc either meet with you 
or to address one of the legislative committees when he is in 
Juneau on April 2-3.

Please contact me so that we can make specific arrangements and 
provide you with any additional information you may need.

Sincerely,

Walter Majoros
Director, Statewide Programs

Enclosure 
WM: lc
cc: Susan Humphrey-Barnett

Commissioner 
Bill Parker, Special Assistant

rOOIL**



RETRAINING ADULT SEX OFFENDERS: 

METHODS & MODELS 

By
Fay Honzy Knopp

The Safer Society Program 

of the

New York State Council of Churches

0\d<2Ji t e  om :Safae.* Sacizty ?■tes-i 
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THE SEX OFFENDER UNIT 
fi* THE SOCIAL SKILLS UNIT

OREGON STATE HOSPITAL 
SALEM, OREGON

Multimodal evaluation and treatment programs fo r 
adult and fo r low-functioning sex offenders in a state 
hospital



CHAPTER 10
THE 5EX OFFENDER UNIT A THE SOCIAL SKILLS UNIT 
CORRECTIONAL TREATMENT PROGRAMS 

Q.ingon State H osp i ta l 
2600 CcKtet Stacet W.E.
SaEem, O r e g o n  9 7 3 1 0

The Sex Offender Unit (SOU) at Oregon State Ho pital (OSH), modeled on the 

sex-offender program at Western State Hospital described in the preceding 

chapter, provides the widest range of sex-offender treatment modalities in 

any single residential setting in the United States. SOU, a voluntary pro­

gram offered to imprisoned sex offenders during the last two and one-half 

to three years of their sentences, is one of three residential programs pro­

vided to sentenced sex offenders through the unique administrative structure 

of OSH's Correctional Treatment Programs (CTP). The two other specialized 

programs are residential groups for two traditionally neglected populations: 

(1) the Social Skills Unit (SSU), for sex offenders classified as "low- 

intellectual-functioning"; and (2) the MED unit, for sex offenders diagnosed 

as "mentally and emotionally disturbed." Each operates on a therapeutic 

format and is semi autonomous, with treatment programs tailored to its spe­

cific population. Though each unit evaluates its own residents, there is 

a broad and fruitful interprogram exchange of treatment and technological 

expertise.

CTP also offers, within Oregon State Penitentiary and Oregon State 

Correctional Institution, part-time treatment programs for sex offenders 

who do not qualify for or do not choose to be treated in the SOU.

In this chapter, we will focus on three unique and innovative areas of 

the CTP: (1) the rare cooperative effort between the corrections and mental 

health divisions of the state of Oregon, an effort that facilitates thera­

peutic programming; (2) the Sex Offender Unit's eclectic treatment reper­

toire; and (3) the Social Skills Unit, which treats sentenced sex offenders 

who have educational levels below fourth grade and/or serious deficiencies 

in adaptive behaviors.
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THE CORRECTIONAL TREATMENT PROGRAMS (CTP)

In 1975, t.he Corrections Division and the Mental Health Division of the State 

of Oregon joined cooperatively to develop, operate, and maintain mental 

health services for clients of the Corrections Division.1 Because the fund­

ing appropriation involved both mental health and corrections, two profes­

sions that traditionally do not work well together, the legislature requested 

a cooperative board be formed to assure the development of mutually accept­

able rules and regulations. To further interagency cooperation, the legisla­

ture provided funds for this effort to the Department of Corrections' budget 

for transfer to the Department of Mental Health on a quarterly basis.

By early 1976, the Mental Health Programs in Corrections Policy Board 

was formed." Its tasks were (1) to develop a cooperative agreement in which 

terms and conditions of treating mutual clients were outlined and (2) to 

develop the administrative rules of transfer for determining the clinical 

background of residents who would be eligible for the programs; the time 

frames for transfers; custody levels; and, finally, the terms under which 

an individual w.'.o volunteered for treatment could be terminated from the 

program and returned to the prison.

In 1978 the CTP was formally established at OSH with the hiring of 

Director Roger C. Smith, a criminologist and social worker by training.

Smith, who reports directly to the OSH superintendent, contends the detailed 

policies governing the rules of operation contribute greatly to the smooth, 

cooperative nature of the programs.

Smith describes these residential programs as "transitional," since 

they serve people in the last few years of their incarceration.

Though this wasn't the model we originally envisioned, it seemed to 

me we had a limited number of beds and the most effective approach 
would be to catch people a few years before they were to be re­
leased, provide intensive residential treatment, and phase them 
slowly into the community. Since I come from the field of correc­
tions, I know what the recidivism curve looks like when men go 
right from prison to the community, particularly for people who 
have poor social skills, few community support systems, and often 
problems with alcohol and drug abuse. [Smith. 1983]

1. In 197S, Or eg on law p r ovi ded  Tor .in alcohol and abuse p r og ram  for pri son ers  at the OSH, 

That program, Cornerstone, won esta blish ed in 1976 on d  incorporated into the CT P in 1970.

2. The bo ard  was com po sed  of osolstant admin is tra tor s of bo th divisions, institutional s u p e r­

intendents, representative!! from fi eld  Services and Com munity Corrections, and a re pr ese nta­

tive from the sta te's Community Hentol Hea lth  Prog rom s Oir ect or' 3 Association.
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A fourth CTP unit, the Correctional Institution Treatment Services

(CITS), J provides sex-offender treatment to the men imprisoned at Oregon
4

State Penitentiary and Oregon State Correctional Institution. CITS con­

tracts with up to 13 professional, part-time, outside consultants in an 

effort to furnish specialized and accountable services to the imprisoned. 

"From the prisoners' perspective," Smith says, "they are dealing with some­

one where there is a higher trust level than with a correctional staff mem­

ber. From a therapeutic perspective, you can contract for the specific 

expertise which may not be available from regular staff. From an adminis­

trator's point of view, most importantly, you avoid staff "burnout" (Smith, 

1983).

Smith (1983) cites the issue of aftercare as the most intense struggle 

that occurred between the mental health and correctional divisions:

Did we, the parole officer, or the community health or corrections 
agencies provide aftercare? We argued that our clients had been 
involved in specialized kinds of treatment and that there needed 
to be continuity. It wasn't simply a matter of shifting them 
smoothly from one system to the next, but a matter of the content 
of their treatment being consistent. Because they had compulsive 
forms of behavior, the patterns that aftercare had to be aware of 
were the same in the community as they were in the program, and 
we wanted to insure that continuity. It was a rajor battle for us.

Presently, the arrangement allows CTP to work very closely with specially 

trained parole officers and the community corrections staff. "We set up 

the aftercare contracts, and our theraoists do the supervision in the com­

munity. We work hand-in-glove. It is very satisfactory," says Smith (1983).

'. C IT S originally was funded by the 1975 legislature to p r o vi de  ilcohol and mental hcolth s e r­

vices to the imprisoned. The 1977 legislature ex p a n d e d  these service s to include mental and

emotional d i s turb anc e services ^including treatment far sex offenders! and Native American 

alcohol and d rug  ibuse services. The 1979 legislature specifi cal ly au tho riz ed the CITS p r o­

gra m to p r o vide  a "da nge rou s sex offen der " p r o g r a m  for off en de rs sen tenced under ORS 426.670, 

Until 1900 CITS was oper ate d out o f  the Mental He al th 0 i v i 3ion 's central office. O SH also 

pro vi de s se»- offen der  treatment in two other  p r o g r a m  areas: the Child and Adolescent Treat­

ment P r o gr am  a nd the for en sic  Psychiatry Program. The latter determin es "se*ual dangerou s- 

nesa" of off end ers  for the courts and incarcer ate s those found "not guilty by reason of 

insanity." The p r o gram  utili zes  almost ill of the SOU methodologies. The behavior of p s y­

chotic  se« off en de rs is co nt rol led  with drugs.

4. In addition, CITS p ro vi des  other mental he a l t h  an d  di agn os ti c ser vices to these men, as -ell

is the women imprisoned at the Or eg o n  W o m e n ' s  C o rr ect ion al Center.
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THE SEX OFFENDER UNIT: OVERVIEW

The SOU is unique for the range of treatment modalities offered to the 33 men 

who voluntarily enter the program during the last few years of their sentences 

at Oregon's two prisons (Oregon State Penitentiary, a maximum-security insti­

tution, and Oregon State Correctional Institution, a maximum-security institu-
5

tion for first offenders). With the recent availability of Depo-Provera, the

SOU's treatment agenda includes all methodologies being utilized in other resi

dential and community-based sex-offender treatment programs.

After a 60-day evaluation and observation period, if the sex offender is
£

accepted into the program, he can expect to spend 24 to 30 months in treat­

ment in the SOU's secure ward setting,7 three to six months on community re­

lease, and 18 months in comprehensive and intensive outpatient treatment.

Because release dates are set by the parole board within a few months of 

the offender entering prison, treatment in the SOU does not shorten the men's 

period of incarceration. "As a matter of fact," says Robert Freeman-Longo, 

Director of the SOU, "currently about half the men have written to the board 

and asked for an extension of their release dates so they can complete treat­

ment. This program is tough, hard work for the offender, and the only reward 

for being in it is self-improvement" (Freeman-Lcngo, 1983).

Like the WSH program, the SOU is a self-help, peer-run therapeutic com-
Q

munity with 10 steps of progress that the men must work through before 

graduating. As done in the parent program, SOU staff also will conduct psy­

chiatric and psychological evaluations in the first 60 days, take an in-depth 

social and sexual history of the offender, and have him write a lengthy auto­

biography. The offender's sexual arousal patterns and fantasies will be 

physiologically monitored and behavioral techniques will be an integral part 

of his treatment plan for the remainder of his stay in the SOU. These

5. Ore g o n  has a det erm ina te sentence structure. On ce a per son  is sentenced, within a few months

of hi s  enterin g pr iso n the Par ole  Board reviews a number of predetermi ned  factors and comes 

up w ith  a parol e- rel eas e date. However, if a per son  acts out while imprisoned, he C3n lose 

his good time, he may have another parole hearing, and the parole release date can be cha nge d 

or tho parole su per visio n p er i o d  extended.

6. Per son s are pla c e d  on a waiting list and usually are sel ected on the basis of the least amount

of time left to ser ve o n  their sentences.

7. The hospital is c l a s sif ied  as med i u m  security, but the SOU ward is locked, with TV s u r v e i l­

lance of critical areag. The psych iat ric  sec uri ty aides have dual responsi bil iti es for

securi ty and custody. As at the WSH program, staff per ceive the pro gra m's  best security as 

rooted in the val ues  of the therapeutic community.

8. Tor a list o f  the 10 steps of progress, see Appendix I.
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techniques range from what the program perceives as "the least mstrusive" 

to the "most intrusive" forms. Treatment becomes progressively more intru­

sive if the offender's deviant sexual arousal fails to decrease.

Like at WSH, the group process at the SOU is the central feature of 

the program. Each resident spends a minimum of 26 hours a week in guided

self-help group therapy sessions that meet twice each day. He also is
9

exposed to a variety of educational modules. ’Jnlike WSH, these include 

an ongoing learning process derived from Vochelson and Samenow's1^ philos­

ophy of "thinking errors."

If all else fails to control the offender's deviant fantasies, the use 

of Depo-Provera, recently added to the SOU repertoire, is an option. As 

with other SOU behavioral procedures and use of the penile plethysmograph,

the injection of this drug requires that the offender sign a specific con- 
11

sent form. The form stipulates that the men can withdraw their consent 

at any time during treatment.

SOU TREATMENT MODALITIES

We now will describe briefly the range of behavioral techniques employed in 

the program, the SOU's persoectives on the appropriate use of Depo-Provera, 

and the teaching concepts involved in the reporting cf "thinking errors."

Behavioral Techniques

Ron Wall, SOU's Chief Behavioral Therapist, conducts assessments for the 

residents upon entrance to the program. Most of the men have been found to 

be "untreatable" in a community setting because their deviant behaviors are 

considered to be quite compulsive and deeply ingrained. Approximately half 

were sentenced for offenses involving rape and half for some form of child 

sexual abuse.

A variety of techniques are used to determine the nature and depth of 

the offender's deviancy. The plethysmograph measures his penile responses

9. For a b r i e f  listing of the educational modules, see Appendix M.

10. The authors b e liev e that the "criminal perso nal ity " is radically dif ferent from the "non- 

crimina l pers onal ity ." Among other approaches, they identify "thinking errors" 111 p a t­
terns of thought that lead to criminal behavior. "By 'thinking errors' we mean mental 

pr oc e s s e s  required by the criminal to live his kind of life. They are 'errors' solely 

from the standpoint of society, and not from that of the c r i m i n a l "  (Yochelson J Samenow, 

1977, Vol. I, p. 359).

11, For sa mp le  pro ce d u r e  and consent forms, see Ap pe nd ice s N, 0, and P.
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to tapes and slides, and he is asked to self-report on a sorting task of 260 

cards depicting various sexual scenes. The offender is assessed for his 

deviant arousal to all themes. "Although he may come in as a rapist or child 

molester, he is assessed for arousal to male and female children, teens, and 

adults; as well as rape, child molestation, incest, and certain aggressive 

themes," says Freeman-Longo. "Often a man may have a history of rape but may 

be sexually aroused to children as well. We wait for six months before we 

have a complete psychosocial and psychosexual history. We are constantly 

updating during that period because, as more trust builds with the therapist 

who does the report, we get more accurate information" (Freeman-Longo, 1983).

CovoAt S z n ^ i t iz a t ic n . After assessment, a therapeutic regime is deter­

mined for each resident. Covert sensitization is usually the first behavioral

technique employed, serving as a steppingstone into other types of aversion

therapy. As now utilized by the SOU, covert sensitization involves the covert

pairing of the offender's preassault or antecedent behaviors with an aversive 

scene that is a natural or social consequence of his deviant behavior. The of­

fender develops these pairings by himself and records them on audio tape for the 

therapist or group to critique for content and compliance with instructions. 

"This teaches the offender to intervene early in his deviant-cycle behavior," 

says Wall (1983).

These aversive scenes also can be utilized when the offender has a de­

viant fantasy on the ward. For instance, if he is watching a TV program and 

sees a child on the screen and begins to fantasize, he is to remove himself 

from the situation and use one of his aversive scenes to intervene with his 

deviant fantasy.

McL-yt'Mibatctij S a t ia t i o n . Covert sensitization is a less powerful therapy 

that is suited better to intervening with the preassault or antecedent be­

havior phase than the sexual assault phase, according to Wall. Thus, after 

many sessions with covert sensitization, the offender automatically moves 

on to masturbatory satiation. "We generally proceed to this kind of therapy 

without waiting for the arousal to decrease to 20 percent or less," he re­

ports (1983).

In masturbatory satiation, the offender first masturbates for five to 

10 minutes to an appropriate, adult, mutually consenting fantasy. After- 

achieving orgasm the offender switches to a very short segment or phrase 

from his deviant fantasy. He will continue to ruminate on this phrase aloud
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.md into a tape recorder for 50 to 55 minutes while continuing to masturbate. 

The therapist and group may critique the tape and the process used.

If the offender is unable or unwilling to masturbate, the procedure is 

varied by having the offender simply ruminate and verbalize without mastur­

bating. This variation also precludes using the initial period for appro­

priate masturbation. Wall perceives the former method as more effective.

O lfa c t o r y  Avc/ibion. Both covert sensitization and masturbatory satia­

tion are self-administered therapies, depending on the individual offender 

for control. Since a sex offender may be very compulsive in his deviancy, 

the SOU moves next into olfactory aversion, a more intrusive method used to 

control and reduce deviancy. "It is very difficult for an individual to 

create his own phobia," says Wall, "so we feel olfactory aversion provides 

him an opportunity to attain a phobic response" (Wall, 1983).

Pharmaceutical-strength ammonia fumes, administered through a nasal 

cannula, have been the primary agent used in olfactory aversion in the SOU.

Placenta-culture fumes also are used on occasion.

A few physical problems have been noted as a result of offenders being 

exposed to ammonia fumes, particularly among residents inhaling them for 

more than the average 25 sessions of use. Says Wall,

We have developed a self-report form and periodic examinations by
our doctor to be sure there are no medical problems. A few people 
have experienced some labored breathing after 100 or more sessions 
with ammonia, but they have been examined and there haven't been 

many medical problems. Nevertheless, we want to be careful in the 
use of it because it is a caustic odor. We have a checklist for 
reporting any serious nosebleeds, headaches, watering eyes, or 
pain in the nasal tract so we can keep a handle on it. [Wall, 1983]

Wall reports that, after about 25 sessions of olfactory conditioning, 

generally the individual reduces his arousal to significantly under 20 per­

cent. However, as a result of spending excessive amounts of time in fantasy 

reinforced by masturbation, about 20 percent of the men in the program do not 

respond adequately to olfactory conditioning.

A v e n u e  Galvan ic  S t im u la t io n . Those men whose results with olfactory 

conditioning are inadequate then are recommended for AGS, or aversive gal­

vanic stimulation. AGS is a term coined at OSH for electric shock aversion.

It is sometimes used in conjunction with ammonia funes. The AGS device has 

a small, centralized electrode that fits either on the forearm, thigh, or 

calf. It can be placed on any of these areas and be changed around.
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Wall explains:

We hope that will add to the anxiety--not knowing where it will next 
be placed on their body. The shock is in the level of mi 11iampers 
so it is a very small amount, but still we take precautions. It is 
a f 1ashlight-hattery-operated device. We are careful about crossing 
wires or having bare metal exposed where it could be accidentally 
touched. We have headphones that are rubber-insulated, so there is 
no chance of any transient current going anywhere else. It has 
worked very well and reduces arousal significantly. [Wall, 1983]

M<n>tuA.bato>iij Recond it ion ing . SOU finds using masturbatory reconditioning 

alone as the least promising behavioral technique. This is true particularly 

for child molesters, who have high arousals to deviant themes and low arousals 

to appropriate themes. Wall reports that, after about 20 o r  30 sessions of 
training the child molester to masturbate to appropriate themes, his arousal 

will increase to those themes but his deviant arousal does not decrease 

accordingly.

There doesn't appear to be anything happening to decrease the excite­
ment of deviant themes, particularly with those individuals who are 
still working on their social, assertiveness, and empathy skills.
Until they are very successful in being assertive, communicative, 
and empathic, I don't think the deviant arousal will decrease much. 
Generally we employ masturbatory reconditioning, sensate focus, and 
systematic desensitization with offenders who do not have suffi­
cient appropriate sexual arousal. It is necessary to increase any 
deficits in appropriate sexuality to provide a healthy outlet for 
the offender and to replace the high excitement he formerly got to 

deviancy. [Wall, 1983]

Freeman-Longo notes that rapists also can lack arousal to appropriate 

sexual themes. When measured on the plethysmograph, at least two rapists' 

appropriate arousal registered in the 20 percentile range, while their de­

viant arousal registered at 100 percent. "We are involving them in more 

exercises and are considering using video," he says (Freeman-Longo, 1983).

Qepo-Provera

If all of the aforementioned behavioral techniques fail to reduce the

offender's deviant arousal sufficiently, the SOU offers the hormonal drug,
12

Depo-Provere, as a "last-resort" treatment. "Before we use Oepo-Provera,"

12. the firhfi,iornl M odification and E t h ic s  Committee that approves a l l  procedures used in the 
program gave permission for the use of t h i s  hormonal drug. 5ee Appendices P and Q for n 
copy of procedural ond resident reguest forms for using Oepo-Provera ?MPA--Hedrtny- 
Progesterone Acetate). -1 9 2 -
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says Freeman-Longo (1983). "every man goes through a careful screening. It 

is a totally voluntary participation in this as well as all adjunctive or be- 

navioral therapies."

As of January 1934, four of the 33 men in the program were receiving 

injections of Depo-Provera. Once each week, they are given full-dosage in­

jections (400 mg/cc) to reduce their testosterone "to that of a prepubertal 

male," according to Smith (Manzano, 1984).

One of the offenders receiving the hormone is serving a second sentence 

for sex abuse and a first for attempted rape, though he admits to attempting 

to rape 20 to 25 women and abusing some 200 victims. Before receiving Depo- 

Provera he had 16 to 20 deviant fantasies each day and now reports only one 

or two per week.

A second offender receiving the drug had molested children and exposed 

himself to several thousand women victims. He reports he is now able to look 

at women and not fantasize about their bodies and has noticed a marked de­

crease in the amount of time he soends fantasizing.

A third sex offender, despite 28 years behind bars and almost three 

years of intensive therapy in SOU, still had strong sexual urges toward

children. He had admitted to committing his first fcrcible rape of two girls

at age 11. He also confessed to molesting boys until he was 20. at which 

point he was sentenced for kidnapping a seven-year-old boy. Now 48, after 

receiving injections of Oepo-Provera, he states that his desire for such 

acts is ending and he no longer is hanging on to the notion that someday he

would get out and have sexual contact with a child.

The history of the fourth offender who recently began receiving the drug 

involves a number of violent crimes. He murdered his mother, raped numerous 

victims, and reported almost continuous fantasizing during his waking hours. 

"One fantasy seemed to ’ead into another and I spent more time in fantasy 

than out," he said. Though on Depo-Provera only a short time, he already 

reports an almost total absence of deviant fantasies.

"These four offenders, however, even after receiving Depo-Provera," 

cautions Wall, "continue to have high deviant sexual arousal as measured 

during plethysmograph assessments.^ Only after combined use cf the drug

I I ,  Sec C h a p tr r  2, pp. 46 to 4 7  for co«*ento on the e ffe c t  of Depo-Prn»eca on the phyr.io- 
lo g ic a l  measurement of these c l i e n t s '  deviant arousal patterns.
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with behavioral treatment methods have significant reductions in their de­

viant arousal been noted" (Wal , 1984).

Says the third offender, "I look at Depo-Provera as a tool, an aid to 

a lot of other things. The one thing I don't believe is that Depo-Provera 

is a magic panacea. And I guess I have a little bit of fear that it is going 

to end up like methadone or antabuse.... I don't want to see the drug used 

that way because I think there are too many kids out there that are going to 

get hurt" (Manzano, 1984).

Smith concurs: "We don't have a new miracle drug. We have a valuable 

new tool which, when used with other methods, has great promise in reducing 

sexual problems" (Manzano, 1984).

Cognitive Restructuring: "Thinking Errors"

One of the ongoing therapeutic modules in the 16 offered in SOU is designed 

to teach the residents to recognize and change cognitive distortions or 

"irresponsible" thinking. The goal is to alter thinking patterns dras­

tically in pursuit of facilitating responsible decision making. Program 

content is derived from the premises and strategies set forth in Yochelson 

and Samenow's T/ie C lim ina t PeAbonailt i j (1977) and from Samenow's training 

sessions with CTP staff. Perspectives include notions that, from childhood, 

the "criminal personality" is radically different from the "noncriminal per­

sonality." The search for power, control, and "high-voltage excitement," 

derived by doing the forbidden, are perceived as elements of a criminal 

(illegal) lifestyle. The "criminal" is thought to see himself as superior 

to other people, with his entire thinking structure based on illogical con­

siderations that promote this view of himself and permit him to attempt to 

get whatever he wants. He is described as "superoptimistic" in believing

he will never get caught. "Thinking errors" are identified as patterns of
14

thought that lead to criminal behavior.

Estelle Caldwell, Educational Coordinator/Trainer for the SOU, teaches 

the men to track their thinking in great detail and to report it. When some­

one does a phenomenological or "thinking report," it is as though "he turns 

on a movie camera inside his brain," says Caldwell, "and can see every 

thought go by on the reel of film. He reports it either verbally or in

1*. Sec Vochclaon and Sanena* (1977), Vol. 1, pp. 251-453.-1 9 4 -



w r i t i n g .  I prefer that he write it down, because that gives me a much better t r a c k i n g  system for following whut is going on and I don't miss as much" 

(Caldwell, 1933).

Ideally. Caldwell would like to have the men write all their thinking 

down: however, she is one of only three staff members who review the 35 to 40 

reports per week. The number of reports per person varies from three per day 

to one per week. These limitations do not inhibit staff from telling a resi­

dent who is experiencing difficulties that he needs to write a report so he 

can find out what is going on in his tninking. In addition, each resident 

carries with him a "thinking log" in which he daily records his thinking.

These logs are reviewed in therapy groups, and feedback is given by peers.

Part of Caldwell's work is teaching the discipline of tracking thinking. 

Che helps the offender do a step-by-step analysis on how a particular piece 

of thinking builds into behavior. "Emotions are not something separate and 

apart," she says. "We approach it in a very cognitive fashion." She tells 

the offender, "If you track your thinking and pay attention to what you are 

thinking, the he,m and damage you do to other people and to yourself can be 

circumvented long before the deviant thought becomes a behavior, or even long

before it becomes a fantasy" (Caldwell, 1983).

Caldwell reviews the written reports and analyzes the men's thinking.

She penci'-underlines key sentences or phrases, points out the patterns they 

are revealing, and helps interpret the meaning. For instance, consider the 

following sample of an initial thinking report:

I woke up this morning at 6 A.M. I was the wake-up man and had the
clock set for 5 A.M. It rang at 5 A.M., I turned it off and went 
back to sleep. Jim wanted me to wake up at 5:30 A.M., but it didn't 
happen. I was embarrassed. I felt like an ass. I said to myself,
"Shit. Jim is really going to be pissed at me." I wanted to hide 
from him. I didn't want to face what I did. Jim was counting on me 

and I let him down. ~

Caldwell'S first comment might be, "The first step in the thinking is typical 

of your pattern of avoiding discomfort and being unwilling to be accountable 

in your behavior." Then, where the offender writes, "Jim was counting on me 

and I let him down," Caldwell might point out a second thinking error: "This 

is sentimentality, his fear of looking bad, more than it is true concern 

about letting Jim down." Three or four reports down the line, she might ask 

him to show her where he is repeating these same basi' patterns. "The basic 

patterns are similar for everybody here," says Caldwell, "especially in regard
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to looking bad and avoiding discomfort, the way anger is ^pressed, and the 

excitement experienced in terms of setting somebody up perhaps just to have 

an argument because they hope they are going to win" (Caldwell, 1983).

The most common "foundation" thinking errors (the elements of the

belief system through which the person filters all information) among the

sex-offender population, according to Caldwell, are fear, anger, concrete

and rigid thinking (the inability/unwillingness to think conceptually), frag-
15

mentation (radical shift in mood and intention), sentimentality, minimiza­

tion, and the comfort orientation (wanting to feel good all the time). "I 

have them pay attention to their tiniest thinking errors, because it may be 

their red alert," says Caldwell. "Once somebody gets to the point where 

they will identify the pattern and acknowledge it and say, 'Yes, this is

what is going on in my thinking,' it does wonders to break through their

denial system, which has a tendency to flip-flop" (Caldwell, 1983).

Caldwell understands sex offenders' thinking patterns because they are

similar to those of addicts and other offenders, with whom she has worked

for many years.

When addicts get uncomfortable they will do anything they can to 
avoid feeling that discomfort. They are what I call "comfort- 
oriented folks." They will fluctuate back and forth between two 

sets of feelings. One set of feelings is what Samenow calls the 
"zero state," which I call the "state of immobilization." They 
feel like they are nothing, the lowest thing on earth and nothing 
can ever be different. They have a tendency at that point to see 
themselves as a victim--what I call being a "victim of the cosmos."
They feel there is nothing they can do about anything and it immo­
bilizes them. However, I would like to emphasize that sex offenders 
are not very different from any criminal in their thinking. Even 
the incest offender, who may have no other recorded criminal activ­
ity, has basic thinking error patterns. His crimes reveal them­
selves in his thinking as more "nonarrestable" type crimes, but 
crimes against others, nonetheless. [Caldwell, 1983. 1984]

Because sex offenders are so power- and control-oriented, they have a 

tendency to fantasize or start doing something to create an excitement so

IS. An example of fragmented thinking in where a resident might say, "Todav I know I am not 

going to have any deviant fontosics about female staff," and he means it. However, in 

a short time he may feel bored. He secs a female staff person and goes right into his

fantasy structure. This is not the same is lying or manipulating, because when he makes

the initial statement he means it. His sincerity is shortlived, however. It is a

foreign experience for him and corrodes quickly (Caldwell, 1984).
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they can swing back into the other set of feel i rigs - - the state of feeling 

powerful. S-.Tienow cal Is this being "superoptimistic." Caldwell candidly 

libels it "the state of 'I have the world by the 3ss and I can do anything

; want to do and nothing bad will ever happen to me and my life is going to

He wonderful'" (Caldwell, 1983).

When I do my teaching with the men. we make them very aware of what 
part of the pendulum swing they are in at the moment. We ask them 
what is going on and where they are headed in their thinking. Their 
denial system is very intact. Even after they acknowledge that 
they did a creepy, horrid thing to another human being, the tendency 
is to flip-flop back and forth in that denial, depending on the 
level of discomfort they feel. Once their pattern is identified, 
they cannot deny they are going off into their cycle, because you 
have the information they gave you. [Caldwell, 1983]

When the thinking pattern is identified, it is used in the change pro­

cess. Caldwell notes how the sex offender's superoptimism manifests itself 

when he "decides" he will change. "He will say, 'I'm going to change; there­

fore, I have changed!' He does not pay attention to the steps necessary in 

between 'I want' and 'I have actually done it'" (Caldwell, 1984).

The men learn to differentiate between what it means to adapt to their 

environment and actually change their thinking and behavior. With Caldwell, 

each person designs some form of intervention in his thought process. Other 

SOU modules on Rational Emotive Therapy (RET) and anger management contribute 

new insights and techniques:

A lot of our men have been victimized as kids or adolescents, or 
durinq imprisonment. They have a very difficult time differen­
tiating between their actual victimization and feigned victimiza­
tion. I do a great deal of work with them on how you tell the 
difference, for instance, between the anger you have toward your 
stepfather who molested you from the time you were six until you 
were 14, and the anger you have translated over to the staff per­
son who is telling you that you can't do something you want to do.
I am trying to teach him that this is not a very rational compari­
son to make and how to differentiate. I then talk to him about 
rational comparisons and use RET in a very practical fashion.

[Caldwell, 1983]

RET teaches the men to recognize that their emotions are created from their 

thinking. Ron Reitman, a RET instructor, focuses on each per.,on's series of 

beliefs and values and, in terms of reality testing, helps them to identify 

which are mistaken.

In identifying commonalities among sex offenders, such as anger,
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power-thrusting, and control, the SOU staff find that many, in fact, feel 

emotionally and mentally ve-"y much out of control:
Their tendency is to want to control everything and everyone around 
them to create the illusion they are in control and that they do 
have power. The issue is tied up with pride, saving face, and not 
wanting to look stupid. Their fea’-s are enormous and very dispro­
portionate in terms of reality. That is one of the reasons why 
these men are so frightened of emotions. They don't understand 
emoti a. It goes back to the pendulum swing: They are either 
totally devastated and everything is just too overwhelming, or 
they are totally wonderful and everything is going to be just 
fine--hearts and flowers and sentimentality to the maximum. They 
don't understand about being responsibly concerned about someone 
C' confronting a person openly about negative behavior. They don't 
do that because there is that fear of looking bad, a fear of making 
a mistake. That is why anger is such a big issue. To them, to be 
angry is to be rageful and vengeful. To be angry is to be very 
powerful. [Caldwell, 1983]

Caldwell teaches the sex offenders about the psychology of anger and 

the physiology of excitement and how similar they are. She believes these 

two issues have a great deal to do with why their crimes get so violent:

With the excitement and the adrenalin starting to pump, they get 
revved up. Immediately they translate that into anger and don't 
recognize those feelings can happen from other things besides being 
angry. They have been culturally conditioned that anger is a man's 
emotion and that it is OK to be angry. But. once they get angry, 
they are out of control; they go into a rage, and there is an 
incredible amount of force in their anger, which they use as a 
threat around here. I find myself saying to them, "So you are 
angry, so what? Millions of people are walking around feeling 
angry but that doesn't mean they hurt somebody or act like a 
fool. Your emotion is no bigger than mine. I can get 10 times 
as angry with you as you are with me, but that doesn't mean I can 
put my hands on you." [Caldwell, 1983]

Wall trains the men in the techniques of anger management, control,
1 fi

and reduction and teaches them that anger can be a positive stimulus for 

changing a behavior or a situation. Anger is usually the sex offender's 

most frequently expressed emotion, while other important feelings remain 

unexpressed. Thus he is taught both to express his anger appropriately 

and to deal with his other repressed emotions as well. For the occasions 

when his anger borders on the extreme, he is taught to use simple relaxa­

tion techniques before expressing himself to others. Covert rehearsal and

16. An example of a treatment team anqer plan f c r  a SOU resident can be found in Appendi* 5.

-198-



role p 1 ays are practiced by the offenders to increase their skills. The 

therapy supervisors monitor the design of the formal "anger plan." Thus 

the offenders get the same message from everyone on staff and are less able 

to ignore or minimize the information.

The men record their sexual and other fantasies in weekly "thoughts/ 

urges" reports. The behavioral therapists and therapy supervisors review 

the information and, if it is too vague, ask the men to repeat the process 

for another week until the patterns are identified Other staff are con­

sulted about various ways to intervene with the deviant or violent fanta­

sies. After three months of prescribed interventions, additional fantasy 

reports are reguested and examined.

Staff also examine in great detail the thinking that precedes or occurs 

during the fantasies. Caldwell has discovered that the men use the same 

set of thinking errors in their fantasies that they use in their regular 

thinking. She contends that these fantasies eventually corrode reality- 

testing abilities to the point where they cut off the person's perceptions 

of the consequences and the fantasies easily can become realities.

The men identify and record their deviant behaviors, their deviant be­

havioral cycles, and their basic patterns and foundation errors on big 

flip-charts. They present them to the class before posting them on the 

walls of the therapy room. "This exercise increases their knowledge that 

other people have similar patterns and increases their stamina for getting 

feedback in front of other people," says Caldwell. "What we are trying to 

understano are the thinking patterns be.f^o'iz these cycles occur, before 

there is any noticeable behavior" (Caldwell, 1983). (See box on next page 

for samples of sex offenders' charts, taken from those on the walls of the 

two group therapy rooms.)

Preassault thought and action processes are categorized and recorded 

in great detail in each sex offender's file and also appear on his discharge 

contract,^ which each person signs before release. This insures that the 

sex offender is clearly aware that his sexual assault is not spontaneous 

and only rarely situational, [t also provides him and his parole officer 

with a valuable tool for helping to identify the early thinking and be­

havioral signs that precede his sexual assaults.

17, fo r  an example o f  a d ischarqe contract im n g  pre-assault in fo r in t jo n ,  nee Appendix f.-1 9 9 -



CHARTS WRITTEN BY SOU RESIDENTS 
OUTLINING DEVIANT AROUSALS, CYCLES, AND THOUGHT PROCESSES

,lv deviant arousal is pedopMlia, girls and Mv deviant arousal is pedophilia, boys and

boys ages 5-14, rape and oral sodomy. I rub 

my penis on vagina, fellatio performed on me, 

fondling, attempted intercourse, mutual 

masturbation. I use coercion and manipula­

tion on my victims.

My observable behaviors are:

1 become silent, sullen, avoid others.

Face and ears become red.

Mouth uecomes a slash.

Hands and feet agitate.

Arms and legs crossed.

Replies to questions will be short.

Voice tjne will lower, become monotone.

Won't hold eye contact.

Stare at floor, stare off or fixed stare. 

Rigid neck.

Hunched shoulders.

The chouaht process:

girls 14-16. I perform fellatio and cunni- 

lingus on victims and fe’latio on me ny vic­

tims, fondle and masturbate victims, fetish 

with women's underclothes, rape females 16.

Mv observable behaviors are:

My face will turn red.

My eyes turn red, watery and downcast.

I cross my arms.

I will talk almost to a whisper.

I isolate myself from others.

I will give short, sarcastic answers to 

questions.

I will glare at people.

I put others down with sarcasm.

I ignore others when they speak to me.

I begin clenching my jaw when angry.

I walk slow with my head down.

I hesitate answering questions by bowed head. 

I blink eyes.

The thouqht process:

I think I am superior to others. I think I 

have less ability than others, so why try? I 

think one cares for me, I think I must 

prove t' .t I am right all the time. I don't 

think o ers can be trustworthy. I place 

high expectations upon others and myself.

I don't think others really care about me.

I want to give u d . I think I'm in a rut.

I get angry with myself. 1 generate 

revengeful thoughts. I think others are 

attacking me when confronting my behaviors.

I think of things being catastrophic, making 

them into a major issue.

My deviant arousal is pedophilia, qirls 

8-17, rape women 17 and on, intercourse, I 

will threaten my victims with a weapon.

My observable behaviors are:

My deviant arousal is intimidatinq qirls aqes 

14-17 and women ages 18-21 to commit fellatio 

on me and into copulation.

My observable behaviors are:

My face and ears turn red and I pull on my 

chin.

I spend a lot of time by myself.

I give sharp, sarcastic answers.

Agitate my hands.

I cross my arms and legs tightly,

I take a right and wrong stance verbally,

I justify my behavior when confronted.

I become forgetful.

I avoid those I have conflicts with.

I isolate by reading personal books.

The thouqht process:

I think I um inadequate sexually and incom­

petent socially. I think others will reject 

me. I think people don't care about me. I 

get angry ot myself. 1 think about giving 

up. I cetostrophire situations. I think I 

will fail and be rejected. I think I can 

never do anything right.

1 show anger inappropriately.

I swear at people.

I walk away from people, shake my head, no, I 

don't agree, 

face gets red.

Body gets tight.

Legs crossed.

1 complain of being sick, fast heartbeat, 

more than from the norm,

I push issues in confrontations.

The thouqht process:

I feel set up by others, I feel inadequate, 1 

feel people don't care. 1 fantasize hurting 

people. I assume at times no one cares to 

help me when they are busy. I feel people 

are always criticizing me. I feel at times 

people arc fools. I catastrophize things 

us.ng big words, making a small la.ue into a 

big issue.
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Caldwell finds the thinking errors of child molesters and rapists very 

-rnilar. One noted difference is the way child molesters perceive themselves 

3S victims. "The child molesters have a tendency to go immediately into the 

,er0 state, to be more passive-aggressive. The whole world is against them 

and they are helpless. To generalize, the rapists seem to be more extro­

verted with their aggression, and their feelings about loss of face are much 

r,ore in tune with Samenow's standard view of criminal pride, being a man, and 

being macho" (Caldwell, 1983).

Caldwell concludes,

What we're trying to do is to teach people they are 100 percent 
accountable for their behavior. They may or may not be a product
of their environment, but in the long and short of things it really
doesn't make a bit of difference. Being a responsible human might 
not be the most exciting thing they have ever thought about, but in 
order to survive in the greater community, they are going to have to 
give up their mistaken ideas about what the world is about and 
realize that nobody owes them anything. They need to be responsible, 
but people are not going to stroke them for being responsible. It is 
an expectation. [Caldwell, 1983]

m o n i t o r i n g sou s u c c e s s

Since its inception in 1979, the SOU has graduated 20 sex offenders into 

the aftercare phase of the program. Of the three who have completed their 

parole, all still are involved voluntarily in aftercare because they view 

it and SOU as good support systems. Thus far, two of the 20 have reoffended.

Both committed thefts, the SOU requested their paroles be violated, and they

were returned to prison. "We had some problems with three or four of the 

men who were the first to go through the program," says Freeman-Longo (1983). 

"These were the shining stars who went through very quickly, in 15 or 18 

months. Some were not completely complying with parts of their disch— qe 

contracts and were getting back into their cycles. But we made some es

and our release procedures are now more stringent."

Release from SOU is carefully phased and support for the offender is 

unending. After completing step 10 (see Appendix L) and achieving minimum 

custody, the offender receives community passes until he acquires a job.

During the first three to six months of work, he returns to the SOU each 

night. Social passes for up to 48 hours to go home to family or friencs 

or to spend time in town with one of the other aftercare residents are also 

options during this period. The offender must live and work within 25 miles

- 2 0 1 -



of the hospital during the 18 months he is in aftercare and on parole. Staff 

approve his more permanent living arrangements. However, he still must, re­

turn to SOU at least twice a week for evening groups (one solely for after­

care men and vh0 other with his original therapy group) and monthly for 

plethysmograph assessments. Failure to participate could be considered a 

violation of his parole.

A specially trained parole officer works with all SOU graduates. She 

has copies of their preassault deviant cycles, does home visits and urinaly­

sis, and conducts supervisory meetings, which are purposely longer than a 

perfunctory 10 minutes. If an offender appears to be reverting to his old 

patterns, any of the following may happen: (1) he can be pulled out of the 

community and returned to the SOU, (2) he can have his parole revoked and 

be returned to prison, or (3) he can be required to spend all free time, 

outside of sleep and work periods, at the SOU.

Freeman-Longo says the door is always open at the SOU: "At any point 

in time from now until the day the sex offender dies, as long as this pro­

gram exists, a graduate can come back here. If he runs into a problem and 

feels he might reoffend, we will take nim in and put him through the treat­

ment again--anything to prevent a reoffense. They knew that this is a sup­

port system that always will be around as long as the orogram is funded.

They don't have that kind of option elsewhere" (Freeman-Longo, 1983).

THE SOCIAL SKILLS UNIT: OVERVIEW

The 33-bed Social Skills Unit (SSU) provides three separate treatment pro­

grams for its population of low-functioning convicted felons with educa­

tional levels below fourth grade and/or serious deficiencies in adaptive 
18

behaviors. One of these programs is devoted exclusively to the treatment 

of sex offenders, who comprise roughly on. third of the SSU population. It

18. People diagnosed as "mentally retarded" (below 7 I Q > have first priority for selection, 

followed by those within the range of the borderlire-normal adult. The average 10 in the 

SSU is the adult borderline range of 78. Occasionally SSU takes persons who are higher 

functioning but who, due to cultural deprivation ard other 3erious adaptive rkills prob­

lems, appear to be lower functioning. ‘<bout 10 percent of the people are m m t a l l y  ill 

but are so low functioning thev are sent to 55U rather than MED. Others normally would 

be in the SOU, except that their IQ is below the program*a criterion of 90 IQ or above.
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is one of a few specialized residential treatment programs in the country 

serving the ’ong-noglected sex offender who, because of low intellectual 

,-ipacity. cultural and social deprivation, or deviant lifestyle, lacks the 

basic skills necessary to function adequately as an independent, productive 

member of society. As such, its treatment agenda is pioneering, innovative, 

,ind somewhat experimental.

James Haaven,^ Director of the SSU, supervises all clinical treatment 

activities and facilitates the sex-offender group with a female behavioral 

co-therapist. Haaven finds the low-functioning sex offender^ a challenging 

and complex population to work with but is encouraged about the prognosis:

At first they look so hopeless, but when you start peeling it apart 
there is much you can do. After you work through the maze you 
often find a very inadequate person, deficient in heterosocial 
skills, sexual1y dysfunctional, and lacking sexual knowledge. These 
offenders have difficulty in their ability to discriminate sexual 
from nonsexual behavior, and deviant from nondeviant behavior. These 
offenders are no less dangerous than the higher functioning sex 

offender, but the makeup of the problem is different. I believe 
there is less anger and aggression directed in a calculated fashion 
involved in the acts, but more striking out from frustration. That 
is why the assessment of a low-functioning sex offender is so impor­
tant in identifying the cause. A great deal of ..hat they are acting 

out sexually has to do with their inability to manipulate the sys­
tem to meet their own oeeds in a socially responsible way and with 
the frustration and rejection they feel from living in the community. 
Because they are acting out a generalized frustration, they have a 
wide range of victims in terms of sex and age. They less dis­
criminating than the higher-functioning sex offender ,10 picks and 
chooses his victims because he has a very ingrained fantasy system 
that creates his arousal. Because people perceive the low-functioning 
Sex offender as being involved in impulse situational offenses, they 
feel he is not as dangerous. I don't agree with that at all. He 
is just as dangerous. The pathology is similar, but the elements 
that go into it are different. The low-functioning sex offender

5 ♦. j r c  the listing of se.-offcnder treatment programs in Append:* A, nhich includes the 

Moderate Security Unit, Princeton, New Jersey, a residential treatment unit with spe­

cialised sex-offender groups for males with IQs ranging from t*e fifties to tie sixties.

Also see the Special Problems Unit of thp Department of Psychiatry, University of 

fennesr.ep, a nonresidentlat sex-offender treatment program that includes retarded adults. 

Also see Murphy, Coleman, and Haynes '199J), for description of procedures used in the 

program.

20. Haaven was formerly .1 cex-ofrender therapist at WSH and also directed 1 mentally-ill
offender program in a hospital for the criminally insane.

21. Tno term "low-functloning" is used here to refer to people with mild mwnt.il retardation.

It is important to note that, while the same term sometimes is used to describe people 

n t h  severe or moderafe retardation, we do not hnye that intention here. In this section,

" low-furctioning ae« offendei" me/ms "mildly retarded or borderline-retarded se» offender."
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needs to talk about his thoughts and feelings, and we need to 

encourage that in an eclectic way. [ believe there is a good prog­
nosis with many of them. [Haaven, 1983]

The goals of the SSU's sex-offender treatment program do rot differ 

substantially from the goals of programs serving higher-functioning sex 

offenders. Broader goals include increasing the offender's level of social 

coping skills and reducing his criminality. More specific goals are de­

scribed as (1) providing an environment "here residents have an opportunity 

to witness their own dysfunctional behavior within the limits of the law;

(2) increasing the degree to which residents will accept responsibility for 

their own behavior; (3) helping residents understand how to produce self­

change; (4) providing an opportunity for residents to develop basic educa­

tional and living skills; and (5) insuring that residents who complete thp 

program receive continued and consistent treatment in the community.

Within the SSU framework is the basic assumption that deviant behavior 

is learned. Treatment methodologies are similar to the SOU, with the pri­

mary difference being in application of these methods.

As with the other CTP units, upon admission the resident enters a 60- 

day observation and assessment period in which medical, psychological, 

psychiatric, academic, and social and leisure skills needs are assessed. 

Additionally, he is assessed for deviant arousal to all themes, using the 

plethysmograph to measure penile response to tapes and slides. His motiva­

tion for self-change and his willingness to invest in the goals and pur­

poses of the treatment program also are evaluated. The program is voluntary, 

and the resident can be returned to the parent institution if his behavior 

is too disruptive for the SSU.

In the SSU, there is a residential treatment period of nine to 13 months, 

followed by a transitional phase of six months during which community-1iving 

skills training is heavily emphasized and treatment intensity maintained.

The final phase of treatment is a 12-month aftercare period during which 

residents live in the community and receive ongoing treatment by attending 

group and individual counseling and following the conditions of their dis­

charge contracts. Their treatment is directed by an aftercare therapist who 

is a staff member at the SSU.

Assessment of residents admitted to the SSU suggests that the majority, 

while lacking in social survival and academic skills and possessing consider­

able learning deficiencies, are not mentally retarded. Tney have antisocial
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traits but don't clearly conform to the antisocial personality type. They 

tend to be passive and dependent on others for direction, and they lack 

impulse control. Generally, they are labeled "losers."

SSU TREATMENT MODALITIES

As in all CTP programs, treatment occurs within the context of the therapeu­

tic community and rests on the assumption that the resident is capable of 

self-help--taking a responsible role in the functioning of the unit and in 

understanding his own behavior. Says Haaven (1983),

We have developed a milieu therapy approach that maximizes respon­
sibility but also goes one step beyond. We try to facilitate an 
environment that will increase reasoning skills. This means staff 
must never do anything for a resident that he can do for himself.
It also means that intervention occurs in a way in which the resi­
dent is presented with options. He then has to reason his pre­
ferred option. We find this has a lot of impact.

The sex offenders work and live in a separate section of the SSU." 

Treatment, both group and individual, is immediate and relevant to each resi­

dent's behavior and thinking patterns.

Cognitive Restructuring

Some of the approaches that were described previously as they are used in 

the SOU, such as Yochelson and Samenow’s concept of "thinking errors," needed 

to be modified to be useful for the low-functioning sex offender. Thus, the

SSU has its own innovative cognitive restructuring model called Mistaken23
Beliefs. "his model still is being tested and expanded but appears to be 

effective, according to Haaven:

The Samenow/Yochelson approach [of "thinking errors"] was the pre­
scribed concept when we first started the program. I questioned 
its use with our people. I was interested in trying something cogni­

tive, because it is an area that seems to be overlooked with this 
population, especially since many of them appear not to have the 
ability to reason. My thought was that, if you can teach them to 
brush their teeth, you can teach them to reason a little better.

22. While separating sex offenders invites some labelinq by other residents, the SSU's c o m­

munity process overcomes such barriers, for instance, the other two SSU programs are 

invited to the sex-offender group for discussion of such mutual sexual issues as homo­

sexuality and masturbation, or to parties m  the sex-offender quarters. At the time of 

the interview there were eight child molesters and t«o rapists of adults m  tne sex- 

offender group 'rapists ol children are considered child molesters).

23, liee Appendix U for i U a t m q  of tne Seven Mistaken Beliefs, based on Vochelaon and 

•j.amenow'a (1977) "thinking errors."
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There is no reason why cognitive restricting doesn't have as much of 
a chance of success as behavioral methods if you put it into behavioral 
terms.

We tnus have developed our own concept, merging the Samenow/ 
Yochelson elements with Rational Emotiv Therapy (RET). Our concern 

was that people who are borderline types of persona1 ities do not fit 
well into the Samenow/Yochelson framework, which focuses on innate 
criminality and doesn't reflect the kind of person who reacts to fear 
of loss of respect and approval. We merged the two together and de­
veloped our own concept of "mistaken beliefs." It utilizes cognitive 
restructuring--identifying some of the scripts you tell yourself and 
then trying to replace those with disputing thoughts. In teaching 
this method we use a lot of repetition and labeling, rather than in­
sight training. We've found that. whil^> higher-functioning individuals 
learn things through different ways of reasoning (like induction, de­
duction, or logic), mentally retarded or lower-functioning individuals 
learn by labeling. They label things, the label fits, and they know 
what it is.

We have used that as our teaching tool. We will take their 
journals, which they write in daily, underline their thinking, and 
label it with the mistaken belief it expresses. They may not under­
stand what that really means, but they learn to identify and label 
their thinking, and we use these labels as our treatment process. 
Eventually we replace it with a new statement, a disputing thought, 
a new label. Even though insightfully they don't understand the 
process, it provides them with a mechanism for identifying "danger 
signals" in their thinking.

We foster this process of cognitive restructuring in all of our 
treatment phases and in all of our treatment activities, including 
activity therapies. This labeling approach was focused on as a key 
concept of cognitive restructuring, [based on] the information we had 
gained on the results of our cognitive mapping tests on our residents 
and from our experiences as typified in che following example: We
had a low-functioning sex offender with an IQ of approximately 65.
He had lived in the community for over a year, despite a prior his­
tory of more than 19 years of incarceration and an inability to con­
trol his sexual offenses against children for longer than 30 days at 
a time. 3efore he left, I interviewed him constantly as to what his 
self-talk was when he would happen to see children in the community.
He came up with a statement. He would tell himself, "those brats," 
and it became his cue to get away from the children and leave the 
area immediately. And evidently that is what he did when he saw 
little chiIdren.

We feel this is what we can do. Instead of insight training, 

we can introduce a label that turns on a light. This can be an 
impactful technique with this group. We are putting a great deal of 
emphasis in this area and believe much more can be done with cogni­
tive restructuring as well as increasing reasoning ability. [Haaven, 

1983]

Behavioral Techniques and Depo-Provera

The SSU, like the SOU, uses a wide variety of behavioral techniques in its

treatment of sex offenders. These include covert sensitization, masturbatory
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atiation .and reconditioning, olfactory aversion, and aversive .jalvamc 

- 1 imu 1 at ion. Also, the SSU recently established procedures for the use of 

-,ep0.provera. To date there are no hard data to indicate the effectiveness 

0f these various approaches, except for covert sensitization, which has 

nroved ineffective, possibly because it relies too heavily on self-expression 

d imagery. Haaven notes that, in his experience, behavioral techniques by 

themselves are not satisfactory interventions with low-functioning sex 

offenders. That is why he places a great deal of emphasis on cognitive re­

structuring. The use of the penile plethysmograph also has been incorporated 

into the cognitive restructuring model and appears to be promising. Haaven 

is encouraging the sex offenders to develop self-talk, using the plethysmo­

graph for biofeedback. "In this way, we can give the men feedback as to how 

they can verbally affect their arousal level and then verbally decrease it. 

Right now it looks as if they are learning from this. They are picking up 

the terms and [substituting] new labels for old labels as to how this is 

impacting them. Time will tell, but it looks very exciting" (Haaven, 1983).

SSU CURRICULUM

All three treatment groups in the SSU follow the same intensive, structured

s c h e du l e s  and rely on the Social Skills Developmental Change Model as the
24

treatment guideline. There is heavy emphasis placed on social skills de­

velopment, presented in 36 classes grouped into six-week modules. Every six 

weeks there is a new term and then a break week. Residents must pass these 

classes, even though it may mean they will have to take them several times. 

Skills such as conversation, communication, assertiveness training, relaxa­

tion. and leisure skills are taught. A great deal of emphasis is placed on 

the Mistaken Ideas, Disputing Thoughts. Anger Management, and Sexual Educa­

tion modules. As much as possible, staff design the activity classes to 

suit the individual resident's specific pathology. Staff try to avoid the 

traditional classroom setting and instead use more participatory or active 

instruction, including role playing, video feedback, and so forth. Residents 

seem to remember learning experiences best when that experience is either 

fun, bizarre, or dramatic.

Z i .  Cor j  b r i e f  o u t l in e  of the Sori . i l  S k i l l s  Developmentol Chnnqe Model, - *e IpprntJi* V.
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There appears to be a high correlation between good time-management 

skills and adapting in the community. Training the low-functioning offender 

to maintain support systems, leisure skills, communication systems, and 

time management is valued more than teaching vocational skills in the SSU.

"If they can't maintain their temperament in order to keep friends and their 

jobs," says Haaven (1983), "the vocational skills will do little good."

Haaven feels there is a great deal that can be done to increase aca­

demic skills among the lower-functioning sex offenders, through the way the 

milieu is organized and especially through the technique of journal writing. 

"Many of our people can't read or write, so we team everybody up. A person 

who can't read and write is always with someone who can. Everything he has

to write, he tells to his literate partner, who writes it down. The non­

literate person has to transcribe it from one paper to another, and by this
25

kind of mimicking he learns. Their skills increase dramatically. It has 

been very impressive" (Haaven, 1983).

SSU THERAPY GROUPS

The three separate SSU therapy groups meet simultaneously. Each group meeting 

has a special topic of emphasis. Initially, the sex-offender group focuses 

on openness and breaking down the barriers of denial. "We don't put a lot 

of emphasis on the crime itself," says Haaven (1983). "What we do empha­

size is honest disclosure of the thoughts and behaviors of the crime. We 

know the first treatment plans have been successfully completed when the 

sex offender has given an accurate detailing that matches all the other re­

ports of the crime we ha.e received."

The sex offenders spend a great deal of time in understanding thei-* own 

arousal cycle and discussing their past crimes and victimizations. They 

examine their own experiences as victims of abuse. Generally, low-functioning 

sex offenders have been institutionalized in a variety of settings for longer 

periods of time than other sex-offender populations. As a result, a high 

percentage (approximately 60 percent) were victims of sexual abuse themselves.

MONITORING SSU SUCCESS

Of 30 persons who have completed the SSU program, six were sex offenders.

25. SSU is  devcloomq a -orktiook on cognitive re s t ru c tu re * ) .  It IS tietnq ■.fitten at a fcurth-  
qrade le v e l  and includes cartoon*. I t  should ce av a i la b le  to outside groups by t*e  end of
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None of these have reoffended, and two have been in the community for more 

than two years.

Haaven points out that the SSU sex-offender population is comprised of 

people who have had a long history of repetitive crime and an inability to 

maintain relationships. "Most have not married or even had a d o s e  friend. 

Due to their lack of survival skills, poorly integrated sexual identities, 

and limited reasoning ibilities, the incidence of ictinq out in an irre­

sponsible way may be higher" (Haaven. 1983).

Nevertheless, Haaven believes low-functioning sex offenders may have a 

better prognosis of controlling their behaviors in the community than high- 

functioning sex offenders.

The reason I believe their control capability may be better, is that 
the variables causing their frustration can be addressed. Our people 
don't have the higher-functioning sex offenders’ sophisticated and 
ingrained fantasy system or their manipulative system of grooming 
and arousal--the excitement of the planning of the act--which may be 

more difficult to address. We are encouraged. We are getting to 
the point though, that our unit feels as much a research unit as a 
residential treatment program, because everything we are doing is 
on a cutting edge. [Haaven, 1983]
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