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ABSTRACT

Despite the fact that the majority of Child Sex Offenders (CSOs) do not reoffend
(Hanson & Bussiere, 1998), very little is known about what supports and motivates
CSOs to maintain their desistance. While the Relapse Prevention Model of CSO
treatment (Marlatt, 1985; Pithers, 1990; Ward & Hudson, 2000) suggests that
desisting CSOs are vigilant for risk and motivated by a desire to avoid reoffending,
the Good Lives Model (Laws & Ward, 2011; Ward & Marshall, 2004) suggests that
desisting CSOs have replaced sexual offending with pro-social means of attaining
their goal of a satisfying life. To date, the views of CSOs have not been included in
the consideration of these matters. The present study sought to investigate what a
group of men who received treatment related to sexual offending against children
described as being the motives and supports for their desistance. Men from two
New Zealand community treatment programmes who had been living in the
community apparently without reoffending were interviewed and the transcripts
analysed via thematic analysis. Consistent with previous rehabilitation literature,
participants described a number of supports for their desistance. Stigma and
negative consequences were described by participants as both undermining and
motivating desistance. Participants appeared to use both risk-focused, avoidance-
based motives, and ‘good life’-focused, approach-based motives to understand and
structure their desistance, and thus both Relapse Prevention and the Good Lives
Model were required to describe their desistance processes. Consistent with
previous research, participants also implicated processes of self-image in their
desistance (Maruna, 2001). However this process appeared to differ to that
identified in general and violent offenders, supporting the need for specific research
into CSO desistance. Theoretical and clinical implications of these findings are

considered.



DEDICATION

May all beings without exception live in peace,

may we all be happy,

may we all be free from suffering,

and may we all abide in equanimity,

free from holding one close and another apart.

Traditional Buddhist Prayer
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CHAPTER ONE

INTRODUCTION

Desistance from sexual abuse can be considered a process of change that stabilises
in a permanently maintained abstinence from sexually abusive behaviour (Laub &
Sampson, 2001; Maruna, 2001). The research project described here sought to
investigate participants’ perceptions of the process of desistance, with a particular
interest in their motivations for maintaining their own desistance-related changes. To
this end, a group of men were interviewed who had received treatment related to
sexual offences against children and had not reoffended. Participants were asked to
describe the supports and motives for the changes they had made since they
offended and also to speak about their experiences of conviction, rehabilitation and

reintegration.

In support of this approach, this introduction will present an argument that the current
risk and deficit focus in child sex offender treatment neglects a comprehensive
understanding of offender motivation. Furthermore, while there is considerable
research into the desistance processes of violent and general offenders, there has
been very little investigation into desistance from child sexual abuse. It is known that
different types of offending result in different desistance pathways (Laub & Sampson,
2003), and so research into child sex offender desistance is required to inform the

current interest in improving sex offender rehabilitation.

The following introduction proceeds in three sections. The first section will provide
the context for the project by describing the prevalence and impacts of child sexual

abuse, and the community’s response to disclosure of such abuse. Part of this



response involves treatment, and so the Risk-Needs-Responsivity model (Andrews
& Bonta, 1994, 2010), which guides the more effective modern treatment

programmes, will be explained briefly.

Motivation has frequently been considered crucial to recruitment, engagement and
maintenance of change in sex offender treatment (Alicke & Sedikides, 2009;
McMurran, 2002; Tierney & McCabe, 2002), and the second section of this
introduction will consider the question of motivation in some depth. Problems with
the way the concept has been investigated and implemented in work with child sex
offenders will be described. The concept of ‘intrinsic motives’ will be then be
introduced as one solution, and the utility of Self-Regulation Theory (Carver &
Scheier, 1981) in linking these intrinsic motives to treatment motivation will be

described.

The final section will consider desistance from child sexual offending. Two models,
Relapse Prevention (Marlatt & George, 1984; Pithers, Martin, & Cumming, 1989;
Ward & Hudson, 2000), and the Good Lives Model (Laws & Ward, 2011; Ward &
Marshall, 2004), will be introduced and critiqued in light of their implications

regarding the nature of desistance.

Finally, the extant literature on desistance will be summarised in relation to
desistance from child sexual abuse and the need for qualitative investigation with

desisting sex offenders will be identified.

Child Sexual Abuse: Consequences and Prevention

To begin by stating that the sexual abuse of children is a highly destructive and

disturbingly common presence in our society is, in 2011, to risk paying lip service to



a tragic truism. The first section of this introduction looks at the impact and
prevalence of Child Sexual Abuse, before moving to consider community responses.
Preventing further abuse is central to many to these responses, and so the concepts
of risk, needs and responsivity, which inform contemporary offender management

and rehabilitation, will be introduced.

Impacts and Prevalence of Child Sexual Abuse

Childhood sexual abuse (CSA) has been reliably and repeatedly associated with a
distressing number of negative outcomes for victims. Sexually abused children are
frequently reported as exhibiting a range of psychological and behavioural problems,
including prematurely sexualised behaviour, depressive and anxious symptoms,
inappropriate aggression, academic difficulties and antisocial behaviour (Mullen,
King, & Tonge, 2000). Adult victims of CSA consistently report greater difficulties
with sexuality and sexual adjustment, relationships and intimacy, self-esteem, and
mental health (Mullen et al., 2000). The psychological distress of adult survivors of
CSA may express itself in wide range of clinical problems and diagnoses, including
depression, anxiety, personality disorder, and psychosis, as well as increased risk of
suicide and future sexual victimisation (Cutajar et al., 2010; Hillberg, Hamilton-
Giachritsis, & Dixon, 2011; Mullen et al., 2000; Read, Hammersley, & Rudgeair,
2007). While not all abused children live dysfunctional lives as adults, adults
disclosing CSA have been established as showing 2-4 times the population
prevalence of mental health issues (Mullen et al., 2000). A recent Australian review
of 2,759 cases of confirmed CSA using forensic and medical files found a lifetime
rate of contact with public mental health services of 23.3% for victims, compared with
7.7% for an age- and gender-matched general population (Cutajar et al., 2010). The

probability and severity of ongoing problems has been found to increase when the



abuse is more intrusive, more chronic, and as the relationship with the perpetrator
becomes closer (e.g., a family member versus a stranger), although these latter
factors show a close association with each other (Beitchman et al., 1992; Mullen et

al., 2000).

Estimates of the Prevalence of Child Sexual Abuse

It is difficult to reach a definitive estimate of the prevalence of child sexual abuse
(CSA). Estimates of the prevalence of CSA vary depending on how abuse is defined
and measured, the population investigated and the method of investigation (Mullen
et al., 2000). The rate of unwanted sexual contact reported by women in the general
population varies from 62% to 15% (Fergusson & Mullen, 1999, as cited in Mullen et
al., 2000), and while both males and females report CSA victimisation, the rate for

females appears to be 2-4 times that of males (Mullen et al., 2000).

A number of studies have attempted to investigate the prevalence of CSA in New
Zealand. One such study, which asked a random sample of adult women specific
guestions, found that 32% reported unwanted sexual contact with adults before age
16 (Anderson, Martin, Mullen, Romans, & Herbison, 1993). This study also
suggested that the rate of such abuse had been stable over the previous 50 years
(Anderson et al., 1993). Another study, which sought information though interview
and anonymous responses from a random sample of 2855 women in two separate
regions of New Zealand, found that 23.5% of urban women, and 28.2% of rural
women reported some form of unwanted sexual contact before the age of 15

(Fanslow, Robinson, Crengle, & Perese, 2007).

A 1996 interview-based study of 1,019 18 year-old southern New Zealanders

involved in an ongoing longitudinal study found that 17.3% of females and 3.4% of



males reported attempts by others to involve them in undesired sexual activities
before the age of 16, including non-contact activity such as exposure or unwanted
propositions (Fergusson, Lynskey, & Horwood, 1996). However, when the same
individuals were surveyed again at age 21, inconsistencies indicated a strong
tendency for abused participants to not disclose (Fergusson, Horwood, & Woodward,

2000).

The above estimates include sexual contact of varying severity and intrusiveness,
however the literature review by Mullen and colleagues (2000) concluded that even
by the more conservative estimates 15% of children experience some form of
unwanted sexual act, and one in twenty are the victim of CSA involving penetration.
For both male and female victims, perpetrators of CSA are predominantly male and
the majority of these men are family members (Fanslow et al., 2007; Mullen et al.,
2000). It should be noted that conviction rates for child sexual offending provide
poor estimates of CSA prevalence: Anderson, Martin, Mullen, Romans and Herbison
(1993) found that while 72% of the women who disclosed CSA to researchers had
previously told another person, only 7.5% had made an official report. Furthermore,
criminal convictions may only occur where such disclosures stand up to legal

scrutiny.

Community Responses to Child Sexual Abuse

In New Zealand, once CSA is disclosed the major state agencies that become
involved are the Police and Child Youth and Family. While the Child Youth and
Family Service (CYFS) is mandated to ensure the safety of the child, the Police deal

with the prosecution of the offender.



The remit of CYFS extends before and beyond the question of perpetrator guilt and
the agency is empowered to make recommendations regarding any child it considers
at risk. For children deemed at risk, most common way in which recommendations
are established is through a Family Group Conference (FGC) in which key
stakeholders, including the child (but excluding the alleged abuser), meet to discuss
the arrangements necessary to keep the child safe. While the FGC is not a court per
se, it is facilitated by a representative of CYFS and any recommendations are
enforceable through the Family Court. These recommendations remain in place until
the assigned CYFS worker is satisfied of the child’s safety. In cases of CSA the
most obvious and common of such interventions involve the immediate and
continued separation of perpetrator and any previous or potential victims. Such
separation is also an immediate consequence of any custodial sentence imposed on
the convicted offender and a standard condition of probation and supervisory
sentences (Detective Sergeant R. Corbidge, personal communication, 17 August,

2011).

Formal Sanctions

While CYFS looks after the wellbeing of any children identified as at risk, offenders
become the focus of charges which are heard in court and, if convicted, sentences
which are administered by the Department of Corrections. Convicted child sex
offenders (CSOs) receive a range of sentences, ranging from several months
community supervision to Preventative Detention for an indeterminate period. CSOs
may also be sentenced to Extended Supervision with a probation officer for up to ten
years following the end of their sentence (Detective Sergeant R. Corbidge, personal
communication, 17 August, 2011). It is difficult to establish the number of CSOs

being managed by the Department of Correction through publicly available records.



However, the Offender Volumes Report released in January 2010 (Harpham, 2010)
did report figures on offenders with sexual offences as their most serious offence.
On 30 June 2009 there were 1381 such offenders serving prison sentences, 522
being managed in the community post release, and 332 serving community
sentences. These last two figures give a total of 854 sex offenders serving
sentences in the community in June 2009. These figures suggest that offenders
convicted of a sexual offence (against an adult or a child) make up around 21.1% of
the prison population and around 6.3% of offenders being managed in the

community (Harpham, 2010).

Formal sanctions have multiple purposes, including expression of social disapproval,
punishment of the offender, and prevention of future offending (by the offender and
others). Prevention of future offending is proposed to occur through a variety of
effects, including incapacitation, deterrence, and rehabilitation (Finkelhor, 2009).
The simplest of these is incapacitation, and few would argue that imprisoned CSOs
are likely to sexually reoffend, against a child at any rate. However, such an
approach is time limited, and in New Zealand indeterminate sentences are handed

down to CSOs only in limited circumstances.

The deterrence effects of sanctions can be thought of as general and specific (Hollin,
2002). General deterrence is proposed to prevent offending by those who have not
yet offended through the threat of unpleasant consequences if apprehended.
Specific deterrence is proposed to act on the offender who received the sentence.
The general deterrence effects of sanctions are difficult to support or dispute
empirically (Hollin, 2002). It is not possible to compared CSA rates between

jurisdictions where punishment for sex offending is present or absent, and no studies



have investigated the effects of increased detection or longer sentences on sexual
crime against children (Finkelhor, 2009). Some studies have found a positive effect
of increased detection on certain crimes such as drunken driving, robberies, and
domestic violence (Finkelhor, 2009). However, while longer sentences have been
found to reduce crime in general, at least some of these effects seem linked to
incapacitation rather than deterrence, and meta-analyses of sentence length
conclude that longer sentences do not reduce recidivism (Finkelhor, 2009; Hollin,
2002). On the other hand, some authors have pointed out that the disruptive effects
to pro-social networks, and the stigmatising and socially isolating effects of certain
interventions might paradoxically increase the risk of sexual recidivism (Willis,
Levenson, & Ward, 2010). A number of studies support this concern, finding that
punitive sanctions and imprisonment can actually increase general recidivism
(Lipsey & Cullen, 2007). Nonetheless, there is evidence for a specific deterrence
effect of detection in the finding that many CSOs offend for a long period prior to
detection and sanctions but thereafter have relatively low recidivism rates compared

with general offenders (Finkelhor, 2009).

Offender Rehabilitation

Correctional workers also seek to prevent reoffending through the rehabilitation of
convicted offenders so that they may live without reoffending in the community after
their sentence and their interaction with correctional agencies ends. Given that
increasing the punitiveness of sanctions is likely to increase public cost without a
corresponding increase in public safety, a large amount of empirical, theoretical and
therapeutic work has focused on identifying and strengthening the principles of
effective rehabilitation. The Risk-Needs-Responsivity framework proposed by

Andrews and Bonta’'s (1994) psychology of criminal conduct has proven to be an



effective and highly influential model for identifying and guiding the development of
rehabilitation interventions which are effective in reducing crime. The next
paragraphs will describe this framework with reference to the relevant findings for

CSOs.

The Risk-Needs-Responsivity paradigm (RNR; Andrews & Bonta, 1994) is intimately
connected with the modern search for factors that predict re-offending. RNR has
been pivotal in encouraging empirical studies of recidivism data and in informing the
analysis of that data, and has been heavily involved in using this information to
create a modern psychological model of offending and risk prediction (Andrews &
Bonta, 2010). The empiricism of RNR, and its effectiveness in creating modern risk
prediction tools and treatment programmes, has seen a broad acceptance and
adoption of its model in forensic research and practice (Wormith et al., 2007).
Furthermore, the importance of criminogenic needs for risk prediction, treatment and
theory mean that there has been a considerable effort made to find these dynamic

risk factors which are amenable to change (Andrews & Bonta, 2010).

The RNR framework consists of three principles which attempt to provide a
framework for the assessment, management and treatment of offenders. The risk
principle states firstly that that it is possible to categorise offenders by risk of re-
offending, and secondly, that high risk offenders are the most appropriate target of
intensive treatment, while low risk offenders may require little or no treatment
(Andrews & Bonta, 2010). The needs principle acknowledges that an offender may
present with many needs, however it is those criminogenic needs which predict re-
offending that are the main concern of professionals charged with reducing

recidivism. The responsivity principle of RNR concerns matching treatment delivery



to clients in order to improve engagement and effectiveness. The responsivity
principle seeks treatments that are matched to the abilities and learning styles of the

offender in order to maximise treatment uptake (Andrews & Bonta, 2010).

The Risk Principle: Predicting Recidivism and Assigning Resources

The risk principle identifies those offenders most in need of treatment. As stated, the
majority of CSOs, once convicted, will not reoffend. Pooling rates of re-conviction for
untreated CSOs across multiple international studies gives a reconviction rate of
14% at five years, and 24% at fifteen years post release (Harris & Hanson, 2004).
While it should be noted that some offending may go undetected, the above rates
are low in comparison to general offenders, approximately 56% of whom will be re-
convicted after two years in New Zealand (Department of Corrections, 2007).
However, not all offenders carry the same risk of reoffending. The risk principle of
RNR states offenders’ risk can be assessed and that high risk offenders should be
the focus of the most intensive rehabilitative efforts. Therefore, understanding an
individual offender’s risk level is important for deciding the level of rehabilitative

assistance they might require.

The risk principle of RNR has made offender risk prediction a central part of
correctional rehabilitation.  While meta-analysis suggests unstructured clinical
judgement may predict violence at a rate above chance (Mossman, 1994), across
multiple studies clinician’s abilities to predict sexual recidivism are unimpressive
(Hanson & Bussiere, 1998). A more fruitful approach to risk assessment has been to
create actuarial instruments based on factors empirically demonstrated to correlate
with sexual recidivism (Andrews & Bonta, 2010; Garb, 2005; Hanson & Bussiére,
1998; Mossman, 1994). The first such assessment instruments were based on

‘static’ risk factors: these are historical factors correlated with risk and immutable to

10



change, such as the number of prior convictions. Such static risk instruments remain
in use today. Two such instruments used in New Zealand to estimate CSO risk are
the STATIC 99 (Hanson & Thornton, 1999), and the ASRS (Alexander Skelton,
David Riley, David Wales, & James Vess, 2006) which was based upon it. These

two instruments are described below, along with the implications of each

Table 1

Reconviction for Any Sexual Offence by Risk Category for Sexual Offenders (STATIC 99)
and Child Sex Offenders (ASRS)

Sexual recidivism after

Category % of Scoring 5 Years 10 Years 15 Years
Sample Range

STATIC 99 (Sexual offenders)

(Total sample) (100%) 18% 22% 26%
Low 11% 0-1 6% 9% 9%

Medium Low 38% 2-3 11% 14% 18%
Medium-High  27% 4-5 30% 35% 38%
High 12% 6+ 39% 45% 52%

Automated Sexual Recidivism Scale (Child Sex Offenders)

(Total Sample) (100%) 7% 13% -
Low - 0 2% 8% -
Medium Low - 1-2 7% 12% -
Medium-High - 3-4 11% 24% -
High - 5+ 28% 43% -

Note: Based on information from Hanson and Thornton (1999) and Skelton et al. (2006).

11



instruments’ categories for sexual recidivism risk. Table 1 compares risk and

recidivism data for the two instruments.

The STATIC-99 (Hanson & Thornton, 1999) is a risk prediction tool which capitalised
on the progress made by an emphasis on actuarial prediction and the historical
correlates of sexual recidivism. The STATIC-99 focuses on historical predictors
easily measured by professionals within a correctional setting. Specifically, the
STATIC-99 assigns offenders to one of four risk categories based on a 12-point
scale that scores ten items, reflecting victim gender, marital history, number of non-
contact sex offences, relationship to victim (two items), previous sex offences,
current and prior sentences for non-sexual violence, number of prior sentencing
dates, and age. The STATIC-99 was found to have good discriminative ability and to
improve on previous measures (Hanson & Thornton, 1999). Hanson and Thornton
reported recidivism figures for the risk band at 5, 10 and 15 years, although they did

not report an analysis of these rates when only CSOs were considered.

In New Zealand, the Department of Corrections (DoC) utilises a risk scale based on
the STATIC-99 known as the Automated Sexual Recidivism Scale (ASRS) to
estimate an offender’s static risk. The measure removes three items from the
STATIC-99 not readily retrieved from the DoC criminal history database; marital
history, and the two ‘relationship to victim’ items (A. Skelton, D. Riley, D. Wales, &
James Vess, 2006). The ASRS was normed on 1,113 male sexual offenders
managed by the DoC and was found to have a significant association with sexual
recidivism (A. Skelton et al., 2006). Skelton et al. report recidivism rates for sexual
offenders at 5, 10, and 15 years, but only recidivism at 5 and 10 years for CSOs. It

is these latter figures that inform Table 1.

12



The Needs Principle: Linking Dynamic Risk Factors and Treatment

The needs principle links an offender’s changeable risk factors to treatment goals.
The needs principle states that it is criminogenic needs which predict re-offending
that are the main concern of professionals charged with reducing recidivism
(Andrews & Bonta, 2010; Hanson & Harris, 2000). Criminogenic needs can also be
understood as being ‘dynamic’ risk factors: factors which correlate with reoffending
and which may change over time. As such they have two roles in correctional
rehabilitation. The first role is as a measure of risk, and risk tools which measure
these dynamic risk factors can be combined with static risk estimates. These
combined measures give a measure of recidivism risk which is sensitive to changes
an offender’'s environment, lifestyle and psyche (Andrews & Bonta, 2010; Beech,
Fisher, & Thornton, 2003). The second role for stable risk factors is as targets of
psychological treatment (Andrews & Bonta, 2010; Hanson & Harris, 2000). In
support of this second role, treatment which focuses on producing change in
dynamic risk factors has been shown to be the most promising approach with CSOs
(Bonta, 1995; Hanson & Morton-Bourgon, 2007; Wormith et al., 2007). So while risk
level identifies who should be getting treatment, dynamic risk content identifies what

they need treatment for (Hanson & Harris, 2000).

As with static risk, the identification of dynamic risk factors for sexual recidivism has
developed in the service of producing risk instruments. One such instrument
commonly used in New Zealand is the STABLE 2007 (Hanson, Harris, Scott, &
Helmus, 2007; Hanson & Thornton, 2007). Through creating the revised STABLE
2007, Hanson and colleagues (2007) sought to investigate the predictive power of a
large number of promising dynamic factors via a truly prospective study, and to use

these to create an instrument that could be used by corrections workers responsible

13



for supervising sexual offenders in the community. Specifically they sought ‘stable’
dynamic factors: dynamic factors which are amenable to change over months or

years, rather than over hours or days (Hanson & Thornton, 2007).

The stable dynamic factors predictive of re-offending found by Hanson and
colleagues (2007) were negative social influences, intimacy deficits, emotional
identification with children, hostility towards women, social rejection, lack of concern
for others, sexual preoccupation, using sex to regulate affect, deviant sexual
interests, poor cooperation with supervision, impulsivity, poor problem solving, and
negative emotionality. Attitudes supportive of offending, although important to many
theories of offending and treatment, showed only weak correlation with offending,
therefore items tapping this construct were dropped from the Stable-2007 (Hanson et

al., 2007).

The Responsivity Principle: Treatment Delivery

The responsivity principle of RNR concerns matching treatment delivery to clients’
abilities and learning styles in order to improve engagement, effectiveness and
treatment uptake. If the risk and needs principles identify who needs treatment and
what they need it for, the responsivity principle seeks to ensure that clients absorb
the treatment effectively. In practice, responsivity issues may justify the
consideration of factors not shown to predict re-offending, but which work to
strengthen engagement with treatment, such as cultural identity and intellectual

disability (Andrews & Bonta, 2010).

While the responsivity principle encourages the tailoring of therapy delivery to
individual clients, there is a large amount of research in the general clinical literature

regarding the types of therapy delivery and style which increase effectiveness across

14



clients. In particular, findings that certain therapist characteristics correlate with
increased therapeutic effect have been named by Duncan, Miller and Sparks (2004)
as the most robust findings in therapeutic psychology. These therapist
characteristics have been found with nearly every clinical population and replicated
with CSOs (Duncan et al.,, 2004; Marshall et al., 2005). These therapist
characteristics include displays of empathy and warmth by the therapist,
encouragement and rewards for progress, and some degree of directiveness
(Marshall et al., 2005). Marshall and Burton (2010) suggest that the influence of the
style of treatment delivery may be of even greater importance in sex offender

treatment.

Duncan and colleagues have also written on the importance of the client’s ‘theory of
change’ to therapeutic relationship and progress. Briefly, a client’s theory of change
is their personal formulation of the source and solution regarding their presenting
problem (Duncan et al., 2004). Pointing out that therapy model and technique
account for 15% of therapeutic outcome variance at most, Duncan, Miller, and
Sparks suggest that therapists de-emphasise their own theories of change and use
those of their clients to select and direct therapeutic interventions. They assert that a
therapist neglects their client’'s perspective on the presenting issue at the peril of

therapeutic progress.

Instillation of hope is also highlighted as an important factor in productive therapeutic
relationships (Duncan et al., 2004; Yalom & Leszcz, 2005), and research shows that
those who feel that success at a task is unlikely are less likely to attempt it in the first
place (Bandura, 1997; Deci & Ryan, 1987). Additionally, therapists’ hope is also

important: There is evidence that treatment providers’ expectations of client success

15



may become self-fulfilling prophecies (Leake & King 1977, cited in Viets, Walker, &

Miller, 2002).

On the other hand, a number of contrasting therapist characteristics, such as being
highly confrontational, have been found to significantly predict therapy drop-out,
client resistance, and poorer progress (Marshall et al., 2003; Miller & Rollnick, 1991).
While confrontation has historically been seen as an essential part of therapy with
client groups such as drug users and CSOs (Marshall et al., 2005), studies that have
artificially controlled therapist style have found that direct confrontation in fact

increases opposition from clients (Patterson & Forgatch, 1985).

CSO Treatment

Rehabilitative responses to child sex offending seek to reduce the incidence of
abuse by intervening with CSOs and making them less likely to abuse again.
Treatment has an important role to play in this endeavour and there have been many
attempts to create CSO treatment programmes. However, not all treatment
programmes have shown to affect reconviction rates equally. Considering
correctional treatment for general offending and summarising meta-analyses of only
well-controlled studies, Andrews and colleagues (1990) noted that the percentage of
studies showing treatment effects ranged from 48% to 86%, and actual rates of
reduction in recidivism following adequate treatment to routinely vary from 25% to
60%. Conversely, some treatment programmes have been found to result in
increased re-offending (Andrews & Bonta, 2010; Andrews et al., 1990; Gendreau,
1996). Reporting the results of multiple reviews of the treatment effectiveness
literature across offence types, Gendreau (1996) identified the common elements of

successful treatment as being:
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1. The services are intensive and psychologically informed.

2. The interventions are behavioural, and target the criminogenic needs of high
risk offenders,

3. Programmes utilise the responsivity principle to teach pro-social skills.

4. The use of positive reinforcers outweighs punishers by at least 4:1.

5. Therapists are interpersonally sensitive and constructive.

6. Social networks are used to displace antisocial influences and promote pro-

social ones.

The inclusion of criminogenic needs as a target of effective therapy underlines their
importance in practical terms, provides an empirical validation of their status as
causal variables in the process of re-offending, and supports the effectiveness of the
RNR approach (Andrews & Bonta, 2003). More recent analyses of CSO treatment
programmes support the above findings and highlight the promise of multi-

component cognitive-behaviour interventions (Kirsch & Becker, 2006).

In New Zealand CSO treatment is delivered in prisons and in community settings.
They are each informed by the RNR approach to rehabilitation, and deliver treatment
which targets stable risk factors in a group format. While the community-based
programmes offer separate streams for youth and, in some locations, Maori and

Pacific Island offenders, all these programmes accept only male clients.

Delivering treatment in a group format introduces an interpersonal element which is
appropriate to both an intrinsically inter-personal crime, and the relational problems
identified in many CSOs (Brabender & Fallon, 1993; Hudson & Ward, 2000; Ware,
Frost, & Hoy, 2010). According to Yalom and Leszcz (2005) some of the primary

mechanisms of group therapy involve group processes such as sharing common
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experiences and interpersonal learning. It also appears that the degree to which
therapy group members express themselves and support one another predicts

treatment gains in sex offender treatment (Marshall & Burton, 2010).

A study by Lambie and Stewart (2003) on the three community-based treatment
programmes for adult male CSOs in New Zealand showed that completing treatment
reduced recidivism at five years from 15% to 5%. These programmes show
recidivism reductions that compare favourably to those found globally (Kirsch &
Becker, 2006). For comparison, in New Zealand there are also two prison-based
programmes, delivered in two 60 bed units based in prisons in Auckland and
Christchurch. An evaluation of the Christchurch prison-based programme, Kia
Marama, found that a while 21% of a control group of untreated CSOs were
reconvicted for sexual offending this figure was 8% for treated men (Bakker, Hudson,

Wales, & Riley, 1998).

The negative impacts of further offending by CSOs justify the effort and resources
that have been marshalled in understanding and treating repeat offenders.
However, despite its seriousness, CSO recidivism remains a low-base-rate
behaviour. This low rate provides a genuine challenge to those charged with
reducing it still further. Nonetheless, in terms of real reductions the influence of
treatment remains modest (Kirsch & Becker, 2006), and | note that even the hopeful
statistics from New Zealand programmes quoted above suggest that treatment adds

to the specific deterrence effect of conviction by only 12-18%.

Summary

Child sexual abuse is damaging, disturbingly common, and frequently unreported.

Nonetheless, detection and sanctions appear to be reasonably effective at stopping
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abuse, and preventing abusers from reoffending. Despite this, a number of CSOs do
reoffend, and considerable effort has been put into identifying which of these
offenders present the highest risk to the community. The Risk-Needs-Responsivity
model has been influential in identifying these high risk CSOs as the proper
recipients of intensive intervention and has guided the type of treatment CSOs

receive.

Any reduction in sexual offending is hugely positive, however, while progress has
been made in identifying the useful attributes of sexual offender treatment, even the
best programmes show only modest reductions in offending rates (Kirsch & Becker,
2006). For all CSO programmes, the real test of treatment occurs in the community
following release, where an offender must utilise the skills and techniques offered
through treatment over a period of years. Understanding what supports or inhibits
offenders’ motivation for sustained reform may assist with improving rehabilitation of
CSOs. In the remainder of this introduction | will attempt to consider the motivational
demands that long term change makes on those permanently refraining from child
sexual offending. The importance of client motivation to both treatment and long-
term change will be considered, before I move onto discussing the suggestions
made regarding the nature of CSO desistance by two contemporary theories of CSO

rehabilitation.

Long-Term Behavioural Change and Motivation

Low recidivism rates and treatment success suggest that many CSOs change their
behaviour once caught, others are assisted to do so by treatment, and the majority
manage to keep these changes in place once in the community (Hanson & Hatrris,

2000; Harris & Hanson, 2004). Nonetheless, others fail to do so. It is apparent that
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the real test of CSO treatment lies in the maintenance of change. Therefore,
understanding the factors that support or inhibit offenders’ motivation for ongoing

reform may assist with improving CSO rehabilitation (Walters, 2002b).

Client motivation has repeatedly cited as a common barrier to treatment and an
important site of intervention for both sex offender and general criminal populations
(Hollin, 2002; McMurran & Ward, 2004; Tierney & McCabe, 2002; Viets et al., 2002,
Walters, 2002b). Despite this, confusion persists in the literature regarding what
constitutes adequate motivation for treatment (Drieschner, Lammers, & van der
Staak, 2004). The second section of this introduction considers the question of
motivation from various theoretical perspectives. CSO treatment motivation is
explored, and the concept of intrinsic motives is proposed as one way to remedy the

conceptual problems that beset the literature on CSO treatment motivation.

CSO Motivation

With enough control over external rewards and punishments, behaviour can often be
changed. However, in the long term, the effects of such external controls appear
only temporary: Once the external contingencies are removed (or, perhaps more
accurately, return to the previous pattern) the behavioural change also tends to
disappear (Deci, 1976; Viets et al., 2002). Client motivation is generally seen as
important in achieving recruitment, attendance, compliance and engagement within
the therapeutic process (McMurran, 2002). However, evidence regarding the impact
of offender motivation on treatment outcome has been lacking, and this may be due
in part to unclear definitions of motivation (Beyko & Wong, 2005; Drieschner et al.,
2004; Hanson & Bussiére, 1998; Tierney & McCabe, 2002). For example, many
CSO programmes have considered clients exhibiting cognitive distortions of denial or

minimisation as unmotivated, and may exclude them from treatment on that rationale
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(Marshall, 1994). However, the link between such cognitive distortions and
motivation has never been established (Tierney & McCabe, 2002) and other treaters
regard denial and minimisation as expected and understandable stages in the

process of change for CSOs (Marshall, 1994).

It has also been the fashion for offenders and other candidates for psychological
intervention to be described as being either motivated or unmotivated to change, and
the reasons for such assessments, such as denial, negative character traits, or lack
of insight, often implied that lack of motivation was a stable quality residing within the
client (Miller & Rollnick, 1991; Viets et al., 2002). In the past, such positions have
been the justification for harsh, coercive and confrontational methods that seek to
‘break through’ these defences (Marshall et al., 2005). However, research has been
unable to find stable client traits that correlate with client resistance (Bauman, Obitz,
& Reich, 1982; Miller, 1978; Vaillant, 1983). In contrast, and as stated earlier,
negative and confrontational therapist styles predict poorer progress, as well client
resistance and drop-out (Marshall et al., 2003; Miller & Rollnick, 1991). Clearly,
client characteristics such as those mentioned above may be part of the picture, but
it would seem that, rather than indicating stable client traits, resistance behaviours
such as dropping out of treatment or denial are interactional and modifiable (Beyko &

Wong, 2005).

Given the failure of the conceptualisation of motivation as a stable trait that is either
present or absent, Miller and Rollnick (1991) suggested that motivation be defined as
the probability of undertaking a particular action. Interventions that affect motivation,

then, are those that increase or decrease the probability of a particular behaviour.
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Fundamental to this conceptualisation is the idea of motivation as dynamic, task-

specific, and modifiable as a result of both internal and external events.

Intrinsic Motivation

Another important idea in the field of motivation is the distinction between extrinsic
and intrinsic motivation proposed by Deci (1976) which has become an area of
considerable investigation. However, there are a number of difficulties with the
concept of the ‘intrinsically motivated offender’, which limit its use within correctional
psychology. | will outline three of these before moving on to the concept of intrinsic
motives, which | believe are a more practical and elegant tool for discussing what

constitutes adequate motivation for treatment and desistance.

Firstly, within the literature regarding offender motivation there is confusion about the
meaning of the term intrinsically motivated. As originally proposed in the
experimental paradigms used by Deci and Ryan (Deci, 1976; Deci & Ryan, 1987),
intrinsic motivation can be understood as arising from within the individual him- or
herself. Intrinsic motivation is present when an individual engages in a task for no
apparent external reward, for example, when a task is considered interesting in and
of itself (Deci, 1976). Nonetheless, an individual is often claimed to be intrinsically
motivated for treatment when they engage for their own benefit, rather than simply
being compelled by secondary external rewards such as being housed in a better
part of the prison or obtaining an early release. Such a distinction makes practical
sense, given the probability that such secondary motivators will not have a lasting
effect on behaviour, however it is questionable whether anyone would find
psychological treatment innately interesting enough to be truly ‘intrinsically

motivated’ to take part (Marshall, Eccles, & Barbaree, 1993).
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Secondly, the relationship between intrinsic and extrinsic motivation is not a simple
one. Extrinsic and intrinsic motivators do not always behave in an additive fashion
(Deci, Koestner, & Ryan, 1999). While individuals are capable of finding internal
motivation for engaging in tasks propelled by external circumstances, on balance,
external rewards and punishments, and even the presence of surveillance, have
been found to reduce intrinsic motivation (Deci, 1976; Deci & Ryan, 1987; Miller &
Rollnick, 1991). In making sense of the empirical data, Deci and Ryan (1987)
proposed a cognitive evaluation theory whereby perception of these external
contingencies is primary: External events that are perceived as controlling, (i.e.,
pressuring an individual towards a particular outcome) will undermine intrinsic
motivation, whereas contexts perceived as supporting autonomy (i.e., encouraging
them to make their own choices) will strengthen motivation. Deci and Ryan (1987)
state that this is because individuals are intrinsically motivated to seek autonomy; a
theme developed more fully in the literature on Reactance Theory (Brehm, 1966;

Miron & Brehm, 2006) and Self-Determination Theory (Deci & Ryan, 2000).

Thirdly, and in apparent conflict with the second point above, long-lasting extrinsic
motivators such as marriage have been suggested as predicting treatment
compliance in sex offenders (Miner & Dwyer, 1995). On the other hand, one might
consider that the value and benefit to the client of such a relationship would imply an
intrinsic motivational locus rather than an extrinsic one. Perhaps then, effective
extrinsic motivators, such as a marital relationship, gain some of their potency
through linking to values and behaviours that are important to the client, such as
social contact and intimacy in the current example. The above examples imply that
there are domains of intrinsic motivation underlying our motivations and behaviours,

and this idea of intrinsic motives will now be explored.
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Intrinsic Motives

The idea that organisms seek pleasurable experiences and avoid unpleasant ones is
central to Western psychological investigation into what directs behaviour (Alicke &
Sedikides, 2009). While the ways that humans achieve and avoid these experiences
is incredibly diverse, the concept of unconditioned stimuli (or, as they have been
described here, intrinsic motives) underlying and driving these behaviours, lies at the
heart of motivational psychology (Alicke & Sedikides, 2009). The idea of core
purposes of human behaviour has been the subject of considerable discussion and
investigation within a number of different disciples and methodologies, including
philosophy, anthropology, and psychology. | will detail here the findings from two
writers working in different spheres of enquiry; the psychologist Robert Emmons, and
the philosopher Mark Murphy. As this idea of intrinsic motives has been used by
Tony Ward (Laws & Ward, 2011; Ward & Marshall, 2004) in formulating his Good
Lives Model of CSO treatment and desistance, this description has two goals; firstly,
to outline the content areas proposed by some to constitute human intrinsic motives,
and secondly, to lay the ground for the later explanation and critique of Ward’s Good

Lives Model.

Within the realm of personality psychology, Robert Emmons (1999) has summarised
the goals that participants identified in his research into ‘personal striving’. Asking
individuals to complete the phrase “In general | try to...”, Emmons has attempted to
find and understand the personal goals of his participants. While he coded for
gualities of goals, such as the degree of abstraction or maladaptiveness, he has
speculated that the content domains of human strivings satisfy three basic needs;

Safety and Control, Social Belongingness, and Self Esteem and Competence. The
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eight content domains that Emmons (1999) identifies as serving these three basic

needs are named as;

Personal Growth and Health (including self-esteem, self-improvement, and
physical, emotional or mental well-being);

Generativity (including creativity, giving to others, and leaving a legacy);

Self-Sufficiency/Independence (including autonomy and self-assertion);

Power (including influence over others, social position and reputation);

Self-Presentation (including appearing attractive and making a good
impression);

Affiliation (including social acceptance, and connectedness);

Intimacy  (including  commitment,  responsibility,  closeness and
communication); and finally

Spiritual Self-Transcendence (including attempting to align one’s life with a

‘greater reality’, divine awareness, social equity, and transcendent unity).

While psychologists such as Emmons have investigated what people actually do,
moral philosophers have concerned themselves with what people ought to do in
order to live a full human life (Murphy, 2001). The philosopher Mark Murphy (2001)
approached the question of human life goals within the discipline of jurisprudence
and natural law. His critically-praised work (Davenport, 2003; Knowles, 2003;
Mclnerny, 2003) sought to establish the functions central to human nature and
flourishing. Murphy’s work lacks a grounding in empirical findings, but supplies a
painstaking effort to find the necessary and sufficient components of human

flourishing (i.e., fulfilment of our defining functional capabilities) and to describe the
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relationship between them. Murphy’s (2001) list of nine, non-hierarchical human

‘goods’ by which all human activity is intelligible consists of;

Life (including survival, physical integrity, and health);

Knowledge (including learning and hold true views);

Aesthetic Experience (both receptive and creative);

Excellence in Play and Work (including the value of mastery and excellence);

Excellence in Agency (including choosing and acting well);

Inner Peace (encompassing the state of having no desires unfulfilled);

Friendship and Community (involving acting towards a shared aims);

Religion (including being in harmony with the “more—than-human-order”;
p.131); and

Happiness (in the successful achievement of a reasonable life plan).

Attempts to find the goals and purpose of a full human life such as these above
seem to have more factors in common than they do in dispute. The differences can
be understood for the most part in terms of method and intention, but also, non-
trivially, in terms of the intentional primacy and importance of different categories: the
necessary and sufficient human goals remain an area of debate and dispute.
Further, any attempt to find categories of intrinsic human motivation will be a
controversial exercise, and it should be stressed that, despite attempts to include
cross-cultural practices, the consensus described above is a euro-centric one. On
the other hand Alicke and Sedikides (2009) present a summary of the ways that,
despite differing cultural norms, practices and values, both European and Japanese
individuals are motivated to protect and enhance self-image. Similarly, both

European and more collectivistically oriented Korean students were found to value
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autonomy (Jang, Reeve, Ryan, & Kim, 2009). Nonetheless, the project of defining
the universal intrinsic motives of a human life is one that must be pursued with

sensitivity and caution.

Connecting Intrinsic Motives to Treatment

The relevance of intrinsic motives to the maintenance of treatment change derives
from the way that a person’s intrinsic goals link to life choices and daily behaviour.
Carver and Scheier's (1981) Self-Regulation Theory (SRT) supplies one way of
conceptualising the various processes that might be involved as a person’s ultimate
and guiding concerns are translated through the various levels of intentionality and
into day to day life. This theory also has important implications for any rehabilitative

effort, due to the predictions it makes about the structure and nature of goal setting.

At root, SRT is an attempt to understand “how people create actions from intentions
and desires” (Carver & Scheier, 1981, p. 41). The theory uses goals as key
constructs, defined as states or situations that individuals strive to approach or avoid.
Carver and Scheier (1981, 2000b) argue that goals are cognitive structures, stored in
the form of behavioural scripts or knowledge, that allow people to interpret others’
behaviour and to guide their own actions. SRT proposes that goals exist as a nested
hierarchy. At the surface level are motor sequences such as getting out of bed.
These serve underlying behavioural programmes, for example going to work. Such
a programme might in turn contribute to the attainment of a deeper abstract principle,
such as provide for my family, which in turn serves an underlying ‘system concept’,
such as the ideal self (Carver & Scheier, 2000b). Carver and Scheier point out that
in the same way that behavioural programmes can serve more than one abstract

goal (going to work might also serve the principle impress my superiors), principles
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can be attained via more than one behaviour (e.g., an individual could provide for

their family via work or through care giving).

According to SRT, goals may be either approach goals regarding states which the
individual desires to attain, or avoidance goals regarding states the individual wishes
to avoid. When a goal is selected as salient, it functions as a reference for
interpretation of an individual’'s behaviour and its consequences (Carver & Scheier,
2000b). Anticipated outcomes of behaviour are also thought to influence these
appraisals (Kanfer & Schefft, 1988). Success or failure in achieving goals is
proposed to necessarily result in positive or negative affect respectively (Carver &

Scheier, 1981, 2000a).

If we accept the SRT view of the world, we can begin to make some sense of the
ways that treatment might link, or fail to link, with an offender’s motivation and pre-
existing goals. Using SRT in this way has two benefits. Firstly, the temptation to
make statements regarding the presence or absence of ‘motivation’ is removed for
good. Secondly, the difficult and tangled concepts of intrinsic and extrinsic
motivation for treatment are similarly avoided. In such a view all behaviour is
motivated by a relevant intrinsic motive (or motives) and channelled through the
strategies currently available to the individual. The important factor then becomes
the stability and permanence of the link between intended treatment outcomes and
the client’'s personal goals. Deci (Deci, 1976; Deci & Ryan, 1987) stated that
rejecting another’'s coercion serves the intrinsically motivating goal of autonomy.
The same goal (autonomy) might also be served by attending treatment with the
promise of an earlier release. The problem with this latter motivation is not related to

the presence or absence of ‘intrinsic motivation for treatment’ but that it is attainable
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via shallow engagement, and once release and its attendant autonomy is attained

there remains no motivation to maintain treatment change.

This suggests that the most effective motivations for treatment will be those with
goals attainable most appropriately through treatment change and that are stable
enough to sustain motivation in the maintenance phase. | conjecture that clients with
such motivation will include those who perceive the outcome of treatment as serving
intrinsically motivating goals. In fact, this is the principle explored by Tony Ward'’s
Good Lives Model (Ward & Marshall, 2004) which will be described in the third and
final section of this introduction, in which | will consider the approach goal of CSO

treatment: desistance.

Desistance: The Approach Goal of Treatment and Rehabilitation

The impacts of child sexual abuse and the efforts being made to reduce its incidence
have been briefly reviewed. This led to a consideration of the prevention of
reoffending by convicted CSOs. Here attention was directed to the question of CSO
motivation, and some time was spent considering the nature and content of
motivation and human goal-directed behaviour, including the importance of approach
and avoidance goals. The final section of this introduction will consider the approach
goal of CSO treatment: desistance from sexual offending. The suggestions of two
theories that seek to inform CSO treatment will be critically examined, followed by a
description of the findings of researchers in the field of desistance. Finally, the

rationale for the present research will be described.

We can understand desistance, in the most basic sense as the process of “stopping
and staying stopped” (attributed to Maruna, 2001, in Willis et al.,, 2010, p. 547).

While the avoidance goal of correctional rehabilitation and treatment, recidivism, has
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been well defined and researched, the approach goal, desistance, has only recently
become the focus of broad clinical and academic interest within correctional
psychology. Deciding at what point an offender ‘starts stopping’ can prove a
headache (see Maruna, 2001), however Laub and Sampson (2001) recommend that
desistance be understood as a process that underlies the act of terminating
offending. This non-behavioural definition renders desistance hard to measure and
operationalise, but also gives it usefulness as concept. Of course, such a definition
means that, theoretically an offender may be engaged in the process(es) of
desistance while still offending. This statement is not as paradoxical as it sounds. It
is equivalent to the position espoused by the famous ‘Stages of Change’ provided by
Prochaska and DiClemente’s (1982) Trans-Theoretical Model; that successful
behavioural change is the result of a long process, eventually stabilising in a

maintenance phase.

The nature of the change that is maintained depends on the implication of the
‘bridging theory’ guiding treatment and rehabilitation. Ward and Marshal (2004)
described the concept of a bridging theory as being a link from aetiological theory to
treatment practice. In order to do this a bridging theory should “explicitly specify the
aims of therapy, provide a justification of these aims in terms of its core assumptions
about aetiology and the values underpinning the approach, identify clinical targets,
and outline how treatment should proceed in the light of these assumptions and
goals” (Ward & Marshall, p. 154). 1 will now examine two such bridging theories;
Relapse Prevention, and ‘good life’ models, and consider the implications of each for

the nature of CSO desistance.
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Risk Management as a Bridging Theory of Desistance

The Risk-Needs-Responsivity model of rehabilitation bridges between deficit models
of sex offending (criminogenic needs), and a problem-based practice that seeks to
reduce and manage risk of re-offending (Ward & Marshall, 2004). Relapse
Prevention (RP; Marlatt & George, 1984; Marlatt & Gordon, 1985) is a popular
treatment modality within CSO treatment, and seeks to provide offenders with skills
required to maintain desistance once they are released into the community
(Wheeler, George, & Marlatt, 2006). The RP model suggests that desisted CSOs
will be motivated by a desire to avoid reoffending, conscious of their risk factors, and

vigilant to avoid risky situations, thoughts, and behaviours in their day-to-day lives.

Originally derived in the field of drug addiction by Marlatt (Marlatt & George, 1984;
Marlatt & Gordon, 1985) and later adapted for sex offenders by Pithers (Pithers &
Cumming, 1989; Pithers et al., 1989) RP conceptualises relapse as a dimensional
and transient process, rather than as a dichotomous outcome (i.e. treatment failure).
It provides several stages and mechanisms to describe the processes of lapse and
relapse as observed as commonalities across research into addictive behaviours
(Marlatt & George, 1984). In Marlatt’s (1985) original model a lapse is generally
defined as a single instance of the problem behaviour (i.e., a single cigarette) and
relapse as either a return to previous levels of use, or to levels of use considered

problematic.

Marlatt’s Relapse Prevention Model

The RP model takes as its starting point an individual in the maintenance phase of
behavioural change, committed to change, and perceiving themselves as having
control over the problem behaviour (Marlatt & George, 1984). Nonetheless, the

abstinence state is frequently associated with a sense of deprivation and imbalance
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between desires and obligations, setting the stage for relapse. An individual's
desistance is directly threatened through entry into a High Risk Situation (HRS)
where they perceive their control over their addiction as threatened. Three major
pathways into an HRS are identified. The first occurs when external circumstances
conspire to place a person in an HRS unexpectedly such as, for an alcoholic, being
offered a drink by an employer. The second path to a high-risk situation involves
stress due to lifestyle imbalance resulting in reliance on old ways of coping; i.e., the
addictive behaviour. The third and most common pathway is a covert one, whereby
apparently irrelevant decisions, which are on the surface reasonable and unrelated
to craving, compound to create a HRS (Marlatt, 1985; Marlatt & George, 1984;

Marlatt & Gordon, 1985).

Marlatt (1985) proposes three classes of HRS; negative emotional states,
interpersonal conflict, and social pressure. Once in a HRS, it is failure to employ
adequate coping strategies that results in a lapse. Central to