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EXECUTIVE SUMMARY

This report is a first step in meeting the legislative mandate requiring
an evaluation of the effectiveness of the SOMB’s Standards and
Guidelines ((C.R.S. 16-11.7-103(4)(d)(1) and (II)), (referenced in detail
in Section One). Evaluating the effectiveness of any program or system
first requires establishing whether the program/system is actually
implemented as intended and, if so, the extent to which there may be
gaps in full implementation. A process evaluation examines the question
of implementation and necessarily precedes an outcome or effectiveness
study. Information for this study was obtained from 191 90-minute
interviews and comprehensive reviews (using 18-22 page data collection
instruments) of 114 case files.

The second step in evaluating effectiveness requires a study of the
behavior of offenders managed according to the Standards and
Guidelines. The second study will be undertaken as resources allow.

Recommendations to improve the implementation of the Standards and
Guidelines follow the executive summary.

e The Standards and Guidelines are implemented sufficiently to warrant an
outcome evaluation study. As the summary below reflects, significant efforts are
underway in the community to manage adult sex offenders, and these efforts are
guided by the description of policies and procedures in the Standards and Guidelines.
However, many treatment providers must improve the documentation related to their
work to ensure that program evaluators have access to sufficient information to study
the relationship between services delivered and offender outcome.

e Professionals working with sex offenders found the Standards and Guidelines to
be useful to them. During telephone interviews, 92.2% of 64 treatment providers and
98.1% of 110 probation and parole officers said that the Standards and Guidelines
were useful in their work with adult sex offenders. In an unstructured portion of the
interviews, nearly two-thirds (63.6%) of the supervising officers said the Standards
and Guidelines gave them direction in their work and provided support in the
management of offenders; over one-third said community safety was improved and
offenders were held more accountable. Both groups valued the Standards and
Guidelines for standardizing management practices and for being based on research.
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Many of the professionals who are directed by the Standards and Guidelines
reported that they had participated in their development, reflecting the intent of
the SOMB to be inclusive in its work. Nearly ten percent of supervising officers,
one-third of therapists, and two-thirds of the polygraph examiners said they had
served on a SOMB Board subcommittee; many more had attended meetings of the
SOMB Board over the years.

Successful efforts are being made to provide judges with adequate information
at sentencing. Fifty-three pre-sentence investigation reports prepared by supervising
officers were found to provide excellent descriptions of offenders, particularly in the
areas of criminal history, substance abuse and education. Forty-five Mental Health
Sex Offense-Specific Evaluations (MHSOSE) were carefully reviewed by researchers
and were found to be comprehensive and thorough, but copies of the evaluations were
not always present in professionals’ files after offenders received community-based
sentences. Also, mental health evaluators are required to include in the MHSOSE a
recommendation regarding the appropriateness of community placement, based on
the information obtained during the evaluation only 29% of the reports addressed the
issue.

Treatment appears to be a significant intervention in the lives of sex offenders
under supervision in the community. Information was readily available regarding
treatment providers’ general expectations of offenders, as well as the offenders’
attendance in treatment. The Standards and Guidelines would be more fully
implemented if all treatment plans were individualized and included goals with
measurable objectives and a plan to achieve those objectives. Such treatment plans
are considered best practice and are required by professional societies. Further,
complete documentation of case management is required to study the impact and
“analyze the effectiveness” of the Standards and Guidelines per C.R.S. 16.11.7-
103(d)(1).

Interview data obtained from treatment providers and supervising officers
reflected a significant exchange of information about sex offenders. This
communication is commonly but not always documented in the files; improved
recording of case activities in the files will enhance future research efforts to link
specific aspects of team collaboration to client outcome.

Professionals mentioned many barriers to the full implementation of the
Standards and Guidelines. The need for training, the lack of clarification of a few of
the Standards and Guidelines, and the loss of supervising officers in the current
budget reductions and the corresponding excessive caseloads were mentioned as
barriers to full implementation. However, many professionals described a variety of
ways they sought to overcome impediments to implementation.
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Some evidence suggests that supervision plus treatment of offenders on parole
may reduce recidivism as measured by new arrests. A recent study tracking sex
offenders released from prison found that those who received parole supervision and
treatment as required by the Standards and Guidelines, compared to sex offenders
who discharged from prison and did not receive supervision and treatment, were 40%
less likely to get arrested for a violent crime in the year following release. The violent
rearrest rate was low for both groups (14% for the group that discharged and 8% for
those who received parole supervision and community based treatment) but the
difference was significant and translates into greater public safety. The violent
rearrest rate drops to 1% when paroled offenders have participated in very intense sex
offender treatment in prison.

*k*k
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SECTION ONE: INTRODUCTION

Background

In 1992, the Colorado General Assembly created the Sex Offender Treatment Board to
develop standards and guidelines for the assessment, evaluation, treatment and behavioral
monitoring of convicted adult sex offenders who are under the supervision of the criminal
justice system. In 1998, the name was changed in statute to the Sex Offender
Management Board (SOMB) to better reflect the purpose and duties assigned to the
board. The SOMB’s Standards and Guidelines for the Assessment, Evaluation, Treatment
and Behavioral Monitoring of Adult Sex Offenders were first published in January 1996.
The Standards and Guidelines were revised in 1998 to include new research and evolving
clinical practices. In addition, appendices were added or modified in July 2002 to clarify
issues that surfaced during implementation. In 2004 a revised version of the Standards
and Guidelines for convicted adult sex offenders will once again be published by the
SOMB, reflecting a document that evolves as new information becomes available.
Funding for much of the work accomplished by the SOMB has come from a portion of
the sex offender surcharge fund (C.R.S. Article 21). This fund assesses fees ranging from
$150 (class 3 misdemeanor) to $3,000 (class 2 felony) on offenders convicted sex
offenders (including those granted a deferred judgment).

Purpose of this Report: A Process Evaluation

This report is a first step in meeting the legislative mandate requiring an evaluation of the
effectiveness of the SOMB’s Standards and Guidelines (referenced in detail below).
Evaluating the effectiveness of any program or system first requires establishing whether
the program/system is actually implemented as intended and, if so, the extent to which
there may be gaps in full implementation. A process evaluation examines the question of
implementation and necessarily precedes an outcome or effectiveness study.

The second step in meeting the legislative mandate is to conduct an outcome evaluation.
Such a study would investigate the effectiveness of the Standards and Guidelines by
examining whether there is a link between the behavior of offenders subject to the
Standards and Guidelines and the delivery of services to those offenders. This step will
be undertaken in the next 18-24 months, as grant funding allows.

The General Assembly, in C.R.S. 16-11.7-103(4)(d)(I) and (II), directed the SOMB to
accomplish the following and report its findings on December 1, 2003:

The board shall research and analyze the
effectiveness of the evaluation, identification,
and treatment procedures and programs
developed pursuant to this article. The board
shall also develop and prescribe a system...for
tracking offenders who have been subjected to
evaluation, identification, and treatment
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pursuant to this article.... In addition, the
board shall develop a system for monitoring
offender behaviors and offender adherence to
prescribed behavioral changes. The results of
such tracking and behavioral monitoring shall
be a part of any analysis made pursuant to
this paragraph.

Pursuant to C.R.S. 16-11.7-103(4)(d)(1) and (I1), this study was undertaken on behalf of
the SOMB by the Division of Criminal Justice (DCJ), Office of Research and Statistics
(ORS). The study was funded by Byrne Memorial Fund grant number D22BD19502
from DCJ’s Office of Drug Control and System Improvement Program (DCSIP). Data for
the study were collected between January 2002 and September 2003.

Organization of this Report

The remainder of this Introduction Section provides an overview of best practices for
the treatment and management of sex offenders. Section Two describes the research
methods used in the study, and Section Three will describe the case management
approach specified in the Standards and Guidelines. Following this description, the
research findings will be presented in the order for which they appear in the July 2002
edition of the Standards and Guidelines. Section Four displays all the findings from the
process evaluation. Section Five highlights the barriers to implementation of the
Standards and Guidelines as stated by interview respondents. Section Six provides
recommendations to the SOMB for improving the implementation of existing standards
and for modifying the current set of adult Standards and Guidelines. The
recommendations are based on the data collected and analyzed for this study, pursuant to
C.R.S. 16-11.7-103(4)(d)(I) and (I1). Section Seven presents information on tracking sex
offenders.

What are Best Practices?

The set of best practices prescribed by the SOMB is founded on the containment
approach, first described by researchers from the Colorado Division of Criminal Justice
(DCJ). In 1992, and again in 1997, DCJ’s Office of Research and Statistics successfully
competed for research grants from the National Institute of Justice, the research section of
the U.S. Department of Justice, to study the management of convicted adult sex offenders
nationwide (English, Pullen and Jones, 1996; English, 1998; English, Jones, Patrick,
Pasini-Hill, 2000; 2003). The relevance of this research activity is that it was undertaken
at the same time as the drafting of the first version of the Standards and Guidelines.
SOMB members were updated regularly on innovative and promising practices (and
barriers) implemented elsewhere in the country. The research findings were incorporated
into the work of the SOMB, along with information from other studies of adult sex
offenders. Research on sex offenders undertaken at DCJ and the Colorado Department of
Corrections (CDOC) continues to inform the SOMB and its committees. Relevant
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research conducted by others studying sex offender management and related topics also
inform the SOMB.

Further, the Standards and Guidelines are firmly based on the clinical and agency
experience of the experts representing the multiple disciplines and various criminal
justice sectors who serve as members of the SOMB. Committee members who may not
be Board members but who share their time and expertise in specific topic areas also
have made substantial contributions to the Standards and Guidelines. Professionals who
attend the monthly SOMB meetings and discuss their concerns and experiences have
provided essential information, particularly in terms of barriers to full implementation of
the SOMB’s prescribed approach.

The Standards and Guidelines require a coordinated, multi-disciplinary and public safety
oriented strategy to risk management that combines comprehensive sex offender
treatment and carefully structured criminal justice supervision. It applies to sex offenders
serving sentences in the community as well as in prison. The roles and responsibilities of
treatment providers, mental health evaluators, polygraph examiners, and supervising
officers are specified in the Standards and Guidelines.

Offenders on probation and parole, and those in prison, may receive services only from
treatment providers, evaluators and polygraph examiners who have submitted
comprehensive application materials to the SOMB and, following review by the SOMB’s
Application Review Committee, are placed on the list of SOMB-approved providers.
Once approved, these professionals must reapply to the SOMB every three years.

Training and continuing education requirements for treatment providers, mental health
evaluators, and polygraph examiners who offer services to this offender population are
specified in the Standards and Guidelines. The emphasis on developing professional
expertise combined with descriptions of required practices represent the SOMB’s attempt
to guarantee that mandated sex offender services be of high quality and similarly
delivered across the state. Requiring ongoing collaboration among the treatment provider,
supervising officer and polygraph examiner ensures that all case information would be
shared, risk would be evaluated on an ongoing basis, and the offender would receive clear
and consistent information and direction. This approach is designed to give the offender
maximum opportunity to change while enhancing public safety through individualized
risk management.

In sum, the Standards and Guidelines were originally developed in tandem with research
on sex offender management conducted at DCJ (English, Pullen and Jones, 1996).
Additional research by DCJ’s ORS and the Colorado Department of Corrections’
Planning and Analysis Unit in collaboration with the Sex Offender Treatment and
Monitoring Program (SOTMP), along with findings from other studies in the field,
continue to provide the SOMB with information about issues of concern in the
management of sex offenders. The value of the clinical experience of the many
professionals who participate in the SOMB’s cannot be underestimated and this expertise
provides necessary direction when research is lacking or implementation is challenging.

**k*k
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SECTION TWO: RESEARCH DESIGN

Measuring Effectiveness

The first step in measuring the effectiveness of the Standards and Guidelines is
determining the extent to which they are implemented in the field. The effectiveness of
the Standards and Guidelines rests on professionals collaborating as required, collecting
and sharing risk information on offenders, and consistently applying the protocols
described by the SOMB.

One method of measuring implementation is to observe the actual delivery of services by
approved providers and specially trained supervising officers. However, this is expensive
and resource limitations precluded this approach. Instead, nearly 200 90-minute
interviews were conducted with treatment providers, supervising officers, and polygraph
examiners. Also, data were hand-collected from the electronic chronological records and
paper files of supervising officers and the treatment providers delivering services to 60
offenders who had been placed under supervision in the community in the last few years
and had been in treatment for at least six months. Also, collecting and analyzing data
from multiple sources enhances the validity of the research findings.

Were all of the Standards and Guidelines studied?

Researchers met with members of the SOMB to identify which of the Standards and
Guidelines were of the greatest concern or importance. See Appendix A for a detailed list
and descriptions of the Standards and Guidelines selected for study. The file review
focused on the presence of documentation that would provide objective information
about implementation of specific Standards and Guidelines. The interview questionnaires
were designed to address both perceptions and beliefs regarding implementation of very
specific requirements (e.g. “Does the offender sign a waiver of confidentiality form?”)
and broader concerns (e.g. “Who is part of the offender management team?” and “Have
the Standards and Guidelines been useful/detrimental in your work?”). Additional issues,
such as whether respondents felt included in the process of developing the Standards and
Guidelines and questions about the barriers to implementation were also included to shed
light on the implementation process.

Data Collection

Telephone Interviews

Attempts were made to include information from all individuals who were on the
approved treatment provider lists and all probation and parole officers whose
responsibilities included the supervision of adult sex offenders. Sixty to 90 minute
telephone interviews were conducted with 64 of 127 (50%) of the approved treatment
providers and evaluators, 81 probation officers, 29 parole officers (100% of those

17



supervising sex offenders), and all 17 approved polygraph examiners. The interview
questionnaires are included in Appendix B.

The interview questionnaire was pre-tested on therapists and supervising officers who
volunteered to work with the ORS researchers to identify problems with the instrument.
A final instrument was developed after incorporating information learned during the
pretest. Interviewers underwent two days of training in both interviewing skills as well as
on the specific instruments to ensure accuracy and consistency in data collection.

File Reviews

Determining the extent to which the Standards and Guidelines are implemented required
examining documentation in the files that would reflect adherence to the practices
required. Presumably the files would be equally consistent in documentation since that is
a primary objective of statewide-standardized practice.

To obtain data on how the case was managed in the community, cases need to be under
supervision for at least six months. To ensure that the findings would reflect current
practices, the supervision period had to be recent. This narrowed the population from
which the sample would be identified.

To qualify for entry into the sample, a case was defined as a person who had a current or
past conviction for a sex crime, or a conviction for which the underlying factual basis was
a sex crime. Once cases were identified, researchers abstracted data from the case files
maintained by each offender’s treatment provider and supervising officer. In most
instances, cases were selected from jurisdictions with at least two sex offenders under
supervision. Two researchers were sent to each site to maximize reliability of the data
collection.!

The data collection instruments ranged in length from 18 (for the treatment file) to 20
pages (for the supervising officer file) and took researchers, on average, 2 to 4 hours to
complete. These instruments are included in Appendix C. This review, combined with the
time required to set up the logistics to locate valid cases and access the active files, and
travel to locations across the state, was extremely time intensive.

Probation. From a list of approximately 663 sex offenders from 63 counties,” researchers
originally randomly selected 55 probationers. The status of each case was then
determined using a computer on the CICJIS premises and then calling the supervising
officer to verify the information. From this case review, researchers found many of the
cases had been revoked and re-sentenced (some to jail, DOC, or community corrections),

! A minimum of two researchers traveled to most sites so that anomalies in the file could be discussed and
decisions about scoring procedures would be made by more than one person.

% The list of cases was obtained using the Colorado Integrated Criminal Justice Information System
(CICJIS) that allowed access to Judicial’s ICON database maintained in the RS 6000. Cases charged with a
sex crime and meeting the time criteria were identified as the population from which the sample would be
selected.
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deported, absconded, or were on interstate compact. After this review, only one-third of
the cases remained (18 of the original 55) in the sample. For each non-qualifying case, a
replacement was selected and the process was repeated.

Once in the field, researchers learned that some cases were not under supervision during
the specified period, or were charged but not convicted of a sex crime and, most
importantly, were not in sex offender treatment. These cases were also replaced. The final
sample included 45 offenders from 14 counties who had been on probation for at least six
months between September, 2000 and February 2002. The 45 cases represent between
10-20%" of eligible cases that met the sampling criteria.

Ninety (45 supervising officers and 45 treatment provider) case files pertaining to these
45 offenders were reviewed for compliance with the Standards and Guidelines.*
Polygraph examination reports in these files were examined in detail for compliance with
the Standards and Guidelines. Data were collected on probation cases before the parole
sample was identified.

Parole. Efforts to identify and track parolees from the six state parole regions were more
complicated. Initially 45 parolees were randomly selected from a list of 89 parolees
obtained from the Department of Corrections Planning and Analysis Unit. From this list,
offenders with S-Codes of 3 were excluded. Further attrition occurred because at least
one region did not have a DOC- approved treatment provider. In addition, several
parolees absconded, were revoked and returned to prison, discharged their sentence, or
were released to a detainer issued by another jurisdiction (including INS detainers).
Again, the cases needed to be under active supervision at the time of the data collection
to ensure access to all the necessary information.

Unfortunately, the data collection process for parolees was interrupted. The data
collection was delayed and eventually terminated when the state assistant attorney
general clarified that the treatment files were protected following the April 2003
enactment of the federal Health Insurance Portability Protection Act (HIPAA). This Act
requires the signed informed consent of offenders whose cases were selected for this
study. Many of the offenders signed consent forms, but some were unable (they were in
jail or recently absconded) or unwilling to sign. These complications, combined with time
and resource limitations, resulted in a final sample size of only 15 parolees for whom 9

® The exact proportion of cases cannot be determined because the status of cases changed over the several
months during which the data collection occurred. It was important to review active cases for two reasons:
(1) to obtain complete information on documentation of current cases, and (2) to ensure that the data were
recent.

* Files were reviewed on probationers under supervision in the following counties: Adams, Alamosa,
Arapahoe, Archuleta, Boulder, Denver, Douglas, El Paso, Fremont, Jefferson, Larimer, Morgan, Pueblo
and Weld.

® Upon entry at the Denver Reception & Diagnostic Center inmates receive a code based on their criminal
history on the following sexual violence scale. The S-code determines whether the inmate will be
recommended for sex offense specific treatment. S-5 is past or current conviction of sex crime, S-4 is
history of sexual assault or deviance for which they have not been convicted of S-3 is documented sexual
assault in prison.
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treatment files were available for analysis. This resulted in a combined total of 24
treatment and parole files (including polygraph examination reports) were reviewed on
site by DCJ researchers.”

The final case file review in the field resulted in data from 45 probationers and 15
parolees totaling 60 sex offenders and 114 files (60 officer files and 54’ treatment
provider files) including 214 polygraph examination reports.

The sample is not representative of any single jurisdiction. The sample was designed to
reflect general practices statewide. The Standards and Guidelines are intended to
promote communication and consistency across and within jurisdictions, so this sample
provides an important depiction of actual practices by the three key members of the
containment team.

*k%x

® Parolees in the sample were under supervision in the following counties or cities: Arapahoe, Westminster,
Denver, Pueblo, Canon City, Greeley, Ft. Collins, and Colorado Springs.
" The HIPAA requirement interfered with the collection of data from six treatment files.
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SECTION THREE: COLORADQO'’S
SEX OFFENDER TREATMENT, MONITORING
AND CONTAINMENT SYSTEM

Brief Overview

The Standards and Guidelines for the Assessment, Evaluation, Treatment and Behavioral
Monitoring of Adult Sex Offenders apply to adult sexual offenders under the jurisdiction
of the criminal justice system in Colorado. The SOMB’s enabling legislation recognized
that the criminal sexual behaviors of many offenders can be managed, much like high
blood pressure can be managed, but there is no known “cure” for the problem. The
Standards and Guidelines are based on best practices and, where possible, current
research pertaining to the treatment and management of sex offenders.

The Standards and Guidelines are described in a document that is over 100 pages in
length, and issues are clarified and expanded in over 50 pages of appendices. The
document reflects the careful thinking of a multi-disciplinary group and is founded on 13
guiding principles:

Sexual offending is a behavioral disorder that cannot be *“cured.”

Sex offenders are dangerous.

Community safety is paramount

Assessment and evaluation of sex offenders is an on-going process.

Progress in treatment and level of risk are not constant over time.

5. Assignment to community supervision is a privilege, and sex offenders
must be completely accountable for their behaviors.

6. Sex offenders must waive confidentiality for evaluation, treatment,
supervision and case management purposes.

7. Victims have a right to safety and self-determination.

8. When a child is sexually abused within the family, the child’s
individual need for safety, protection, developmental growth and
psychological well-being outweighs any parental or family interests.

9. A continuum of sex offender management and treatment options
should be available in each community in the state.

10. Standards and guidelines for assessment, evaluation, treatment and
behavioral monitoring of sex offenders will be most effective if the
entirety of the criminal justice and social services systems, not just sex
offender treatment providers, apply the same principles and work
together.

11. The management of sex offenders requires a coordinated team
response.

12. Sex offender assessment, evaluation, treatment and behavioral

monitoring should be non-discriminatory and humane, bound by the

rules of ethics and law.

Awnh e
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13. Successful treatment and management of sex offenders is enhanced by
the positive cooperation of family, friends, employers and members of
the community who have influence in the sex offenders’ lives.

These principles are operationalized in the Standards and Guidelines document. Work is
underway to update the current version of the adult Standards and Guidelines and to
include information obtained from the study findings presented here.

The Standards and Guidelines state that sex offenders should not be in the community
without comprehensive treatment, supervision and behavioral monitoring. Treatment,
supervision and monitoring reflect multi-disciplinary activities undertaken by
professionals with expertise in very specific areas. The treatment provider, supervising
officer and polygraph examiner comprise the basic containment team.

Supervising
Officer

Polygraph Treatment
Examiner Provider

According to the Standards and Guidelines, additional members of the containment team
may include the unit supervisor, other probation or parole officers, social workers/case
workers, law enforcement, special population therapists (substance abuse counselor, for
example), employers, and members of the offender’s support system.

At the core of this management system is the intent that the offender be held consistently
accountable for his or her behavior. An underlying philosophy in Colorado’s containment
system is placing the responsibility on the offender to demonstrate progress in treatment
and risk reduction.

Sex offense-specific treatment is a comprehensive set of planned therapeutic experiences
and interventions intended to provide offenders with the tools to change sexually abusive
thoughts and behaviors. When treatment is encouraged by agents of the criminal justice
system (the courts and the parole board), offenders are motivated to actively engage in
therapy. In a recent study by DCJ of the Department of Correction’s sex offender
therapeutic community, the longer an offender spent in very intense treatment the more
likely the offender remained arrest free in the years following release from prison. In fact,
those who remained arrest free logged, on average, at least 30 months in the intense
prison program.®

® Lowden et al., July 2003,
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Under the Standards and Guidelines, probation and parole officers are to receive special
training in the risk management of sex offenders and reinforce treatment assignments and
behavioral expectations along with providing careful monitoring of the individual
behavior patterns of specific offenders. Specially trained polygraph examiners are to
work closely with treatment providers and supervising officers to track offenders and to
verify risk and behaviors reflecting compliance with supervision and treatment mandates.
Additional management tools include law enforcement registration, individual treatment
plans that may include important information obtained from victims’ therapists, treatment
contracts and written conditions of supervision, leisure time monitoring, home and
employment visits, clearly specified restrictions pertaining to internet use and locations
where victims may be accessed.

The supervision team works together to obtain each offender’s “modus operandi” and
supervision, treatment and polygraph examinations are structured to interrupt the offense
pattern before a new sex crime is committed. This is the essence of risk management and
offender containment as envisioned by the SOMB and operationalized in the Standards
and Guidelines.

Standards are denoted by the word “shall” while guidelines are referenced with the word
“should.”

Limitations of this Research

This study is a process evaluation. It was conducted to determine the extent to which the
Standards and Guidelines are actually implemented in the field. Without information
about implementation and services delivered, outcome findings—including recidivism
studies—cannot be linked to services provided. Outcome data were not collected and
analyzed in this study.

The response rate for the telephone interviews with therapists was only 50%.
Unfortunately, there is no way of knowing if the perceptions and beliefs of those who did
not participate in the telephone survey differs from those who did.

Relying on information documented in files to reflect implementation assumes that all
relevant case management decisions and activities are documented. This is unlikely to be
the case. The extent to which the absence of documentation reflected a lack of adherence
to the Standards and Guidelines or a lack of documentation remains unknown.

Sixty sex offenders were randomly selected from a pool of several hundred probationers
and parolees under supervision in the community. These cases were identified so that
probation/parole and treatment files relating to the offender could be examined for
documentation reflecting adherence to the Standards and Guidelines. Specific criteria
were used to identify cases for study. The criteria were intended to ensure access to the
most complete and recent case management information. Researchers estimate that
between 10% and 20% of qualifying cases were studied, but not all areas of the state had
qualifying cases available for study. The sample is not intended to be representative of
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any single jurisdiction. Rather, the sample was designed to reflect general practices
statewide. Any sampling of files--large or small--would presumably reflect all files since
compliance with the Standards and Guidelines is expected statewide.
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SECTION FOUR: FINDINGS FROM
THE PROCESS EVALUATION

1.000

GUIDELINES FOR PRE-SENTENCE INVESTIGATIONS

SUMMARY OF FINDINGS:

This Guideline appears to be implemented as planned. The Pre-Sentence Investigation
Report (PSIR) was found in the probation and parole files over 85% of the time,
reflecting strong adherence to this guideline. Further, the content of the 60 PSIRs
examined revealed excellent coverage of criminal history information and substance
abuse issues. Likewise, education history and family/marital history were
adequately addressed most of the time. Nearly 80% of the probation files and two-
thirds (9) of the parole files adequately addressed employment. The file review also
found that financial status and residential situation was adequately addressed for
40-65% of the PSIRs.

However, content areas in 20 to 30 of the 60 PSIRs that appeared to be minimally
addressed, or not discussed at all, included the following:

Leisure/recreation activities
Companions

Attitude at time of interview
Victim impact, and

Victim grooming behaviors

Data supporting these findings are presented below.

1.010 Each sex offender should be the subject of a pre-sentence investigation, including
a mental health sex offense-specific evaluation, prior to sentencing, even when by
statute it is otherwise acceptable to waive the pre-sentence investigation.

Table 1: Pre-Sentence Investigation Reports (PSIR) Found in the Files

Probation Officer Files Parole Officer Files
n=45 n=15
No 13.3% (6) 6.7% (1)
Yes 86.7% (39) 93.3% (14)
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1.040 A pre-sentence investigation (PSI) report should address the following:

Criminal history

Education/employment

Financial status

Assaultiveness

Residence

Leisure/recreation

Companions

Alcohol/drug problems

Victim impact

Emotional/personal problems

Attitude/orientation

Family, marital and relationship issues

Offense patterns and victim grooming behaviors
Mental health sex offense-specific evaluation report
The potential impact of each sentencing option on the victim(s)

Table 2: Information Addressed in the Pre-Sentence Investigation Reports (PSIR)

Probation Officer Parole Officer
Files Files

n=39* n=14*

Criminal history

Addressed Adequately** | 100% (39) | 100% (14)
Education history

Addressed Adequately | 84.6% (33) | 78.6% (11)
Employment history

Addressed Adequately 79.5% (31) 64.3% (9)
Financial status

Addressed Adequately 59% (23) 50% (7)
Residence

Addressed Adequately 66.7% (26) 42.9% (6)
Leisure/recreation activities

Addressed Adequately 23.1% (9) 21.4% (3)
Companions

Addressed Adequately 23.1% (9) 35.7% (5)
Drug /alcohol problems

Addressed Adequately 87.2% (34) 78.6% (11)
Victim impact addressed

Addressed Adequately 38.5% (15) 35.7% (5)
Emotional and personal problems

Addressed Adequately 56.4% (22) 35.7% (5)
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Attitude at time of interview and during process

Addressed Adequately 41% (16) 35.7% (5)
Family, marital and relationship

Addressed Adequately 74.4% (29) 71.4% (10)
Offense/assault patterns

Addressed Adequately 59% (23) 64.3% (9)
Victim grooming behaviors

Addressed Adequately 20.5% (8) 35.7% (5)
The potential impact of each sentencing option on the victim(s)
Addressed Adequately 25.6% (10) 14.3% (2)
Additional information: Criminal orientation

Addressed Adequately 46.2% (18) 64.3% (9)

*The number of files containing PSIRs.

**The term “addressed adequately” means that there was a sufficient level of descriptive
information for a decision maker to assess the appropriateness of community placement and level
of supervision.
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2.000

STANDARDS FOR MENTAL HEALTH SEX OFFENSE-SPECIFIC
EVALUATIONS

SUMMARY OF FINDINGS:

As intended by the Standards and Guidelines, the 45 Mental Health Sex Offense-
Specific Evaluations (MHSOSE) examined by researchers were found to be
comprehensive and thorough, but copies of the evaluations were not always present in
professionals’ files. Most of the time (83.3%), the MHSOSE was found in the
treatment provider files and it was found in nearly all of the probation officer files.
However, researchers found the MHSOSEs in only 4 of the 15 parole officer files
examined. Since the Colorado Department of Corrections (DOC) maintains multiple
files on offenders, it is possible that the MHSOSE was located in another file;
researchers only examined parole officers’ “active” files.

In the 45 treatment provider files that included the MHSOSE, researchers found the
use of 51 different assessment tools and procedures. The most commonly used
instruments were the Millon Clinical Multiaxial Inventory (73% of files) and the
Multiphasic Sex Inventory (58%). Table 4 includes a list of the most commonly used
instruments. Most of the 45 evaluations reviewed by researchers included
recommendations for offense-specific treatment; the Standards require that the level
and intensity of offense-specific treatment be recommended by the evaluator. The 45
evaluations addressed the issue of community placement in only 15 (29%) although
the Standards require the evaluator to recommend the appropriateness of
community placement.

Data supporting these findings are presented below.
2.010 In accordance with Section 16-11-102(1)(b) C.R.S., each sex offender shall
receive a mental health sex offense-specific evaluation at the time of the pre-

sentence investigation.

Table 3. Mental Health Sex Offense-Specific Evaluation Found in the Files

Probation Officer Parole Officer Treatment Provider
Files Files Files
n=45 n=15 n=54
No 4.4% (2) 73.35 (11) 16.7% (9)
Yes 95.6% (43) 26.7% (4) 83.3% (45)
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2.060 Because of the uncertainty of risk prediction for sex offenders, the Board
recommends the following approaches to evaluation:

Use of instruments that have specific relevance to evaluating sex offenders
Use of instruments with demonstrated reliability and validity

Integration of collateral information

Use of multiple assessment instruments and techniques

Use of structured interviews

Use of interviewers who have been trained to collect data in a non-
pejorative manner

AND

2.070 Unless otherwise indicated below, the following evaluation modalities are all
required in performing a mental health sex offense-specific evaluation:

Examination of criminal justice information, including the details of the
current offense and documents that describe victim trauma, when available
Examination of collateral information, including information from other
sources on the offender's sexual behavior

Structured clinical and sexual history and interview

Offense-specific psychological testing

Standardized psychological testing if clinically indicated

Medical examination/referral for assessment of pharmacological needs if
clinically indicated

Testing of deviant arousal or interest through the use of the penile
plethysmograph or the Abel Screen

Table 4: Most Commonly Used Instruments for the Mental Health Sex Offense-
Specific Evaluation

Frequency of Use

Instruments Used n=45

e Structured Interview 95.6% (43)
o Collateral Information 86.7% (39)
o MCMI-Ilorlll 73.3% (33)
e MSI (Multiphasic Sex Inventory) 57.8% (26)
e Shipley Institute Of Living Scale 51.1% (23)
e Plethysomograph 44.4% (20)*
o Abel

e Wilson Sexual Fantasy Questionnaire 37.8% (17)
e MMPI or MMPI 2 35.6% (16)*
e STATIC 99

e HARE 31.1% (4)*
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e SONE

e Abel And Becker Cognition
e SONAR

e Beck Depression Scale 28.9% (13)*
e RRASOR
e Abel And Becker Card Sort 20% (9)*
e SVP Instrument (Includes The DCJ Risk

Assessment)

*Multiple tests grouped in this table reflect the number (frequency) of evaluations that included all
of these in the tests.

2.090 A mental health sex offense-specific evaluation of a sex offender shall consider
the following:

Sexual evaluation, including sexual developmental history and evaluation
for sexual arousal/ interest, deviance and paraphilias
Character pathology

Level of deception and/or denial

Mental and/or organic disorders

Drug/alcohol use

Stability of functioning

Self-esteem and ego-strength
Medical/neurological/pharmacological needs

Level of violence and coercion

Motivation and amenability for treatment

Escalation of high-risk behaviors

Risk of re-offense

Treatment and supervision needs

Impact on the victim, when possible

Table 5: Areas Addressed and Considered to be Problem from the Mental Health Sex
Offense-Specific Evaluation

Addressed in Determined to be

Treatment a Problem for the
Provider Files Offender
Evaluation Area n=45 n varies

EVALUATE MENTAL AND/OR ORGANIC DISORDERS
1Q Functioning 86.7% (39) 10.3% (4)
(Mental retardation, learning disability, and literacy)
Organic Brain Syndrome (OBS) 46.7% (21) 0
Mental IlIness 95.6% (43) 39.5% (17)
(DSM-1V diagnosis or other clearly stated disorder)
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EVALUATE DRUG/ALCOHOL USE*

Alcohol and Drug Use/Abuse

07.8% (44)

34.1% (15)

EVALUATE CHARACTER PATHOLOGY

Degree of Impairment

86.7% (39)

41% (16)

EVALUATE STABILITY OF FUNCTIONING

Marital/Family Stability
(Past, current, familial violence familial sexual,
financial housing)

95.6% (43)

31.8% (14)

Employment/Education
(completion of major life tasks)

95.6% (43)

11.6% (5)

Social Skills

Aability to form and maintain relationships,
courtship/dating skills, ability to demonstrate assertive
behavior)

82.2% (37)

50% (19)

DEVELOPMENTAL HISTORY

Disruptions in parent/child relationship

History of bed wetting, cruelty to animals

History of behavior problems in elementary school,
History of special education services, learning
disabilities, school achievement

Indicators of disordered attachments

80% (36)

18.4% (7)

EVALUATION OF SELF

Self-image, Self Esteem, Ego Strength

84.4% (38)

53.8% (21)

MEDICAL SCREENING MEASURES

Pharmacological Needs
Medical condition impacting offending behavior
History of medication use/abuse

77.8% (35)

11.1% (4)

SEXUAL EVALUATION

Sexual History (onset, intensity, duration, pleasure
derived)

Age of onset of expected normal behaviors

Quality of first sexual experience

Age of onset of sexually deviant behaviors
Witnessed or experienced victimization as a child
(sexual or physical)

Genesis of sexual information

Age/degree of use of pornography, phone sex, cable,
video, or internet for sexual purposes

Current and past range of sexual behavior

07.8% (44)

100% (44)

Reinforcement Structure for deviant behavior
Culture, environment, cults

37.8% (17)

21.1% (4)
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Arousal Pattern
Sexual arousal, sexual interest

88.6% (39)

43.9% (18)

Specifics of Sexual Crime(s) (Onset, intensity, duration, 93.3% (42) 97.6% (41)
pleasure derived)

Detailed description of sexual assault

Seriousness, harm to victim

Mood during assault (anger, erotic, "love™)

Progression of sexual crimes

Thoughts preceding and following crimes

Fantasies preceding and following crimes

Sexual Deviance 97.8% (44) 38.6% (17)
Dysfunction 40% (18) 11.1% (2)
(Impotence, priapism, injuries, medications affecting

sexual functioning, etc.)

Offender’s Perception of Sexual Dysfunction 31.1% (14) 21.4% (3)

Preferences

(Male/female; age; masturbation targets; use of tools,
utensils, food, clothing; current sexual practices,
deviant as well as normal behaviors)

88.9% (40)

38.5% (15)

Attitude/Cognition

Motivation to change/continue behavior

Attitudes toward women, children sexuality in general
Attitudes about offense (i.e., seriousness,

harm to victim)

Degree of victim empathy

Presence/degree of minimalization

Presence/degree of denial

Ego-syntonic v s. ego-dystonic sense of deviant behavior

82.2% (37)

54.1% (20)

Attitudes About Offense

(i.e., seriousness, harm to victim)

Degree of victim empathy

Presence/degree of minimization

Presence/degree of denial

Ego-syntonic v s. ego-dystonic sense of deviant behavior

95.6% (43)

74.4% (32)

EVALUATE LEVEL OF DENIAL AND/OR DECEPTION

Level of denial
Level of deception

93.3% (42)

61.9% (26)

EVALUATE LEVEL OF VIOLENCE AND COERCION

Level of violence, pattern of assaults, victim selection,
escalation of violence

64.4% (29)

27.6% (8)

EVALUATE RISK

Risk of re-offense

86.7% (39)

59% (23)
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2.110 The evaluator shall recommend:

The level and intensity of offense-specific treatment needs

Referral for medical/pharmacological treatment if indicated

Treatment of co-existing conditions

The level and intensity of behavioral monitoring needed

The types of external controls which should be considered specifically for that
offender (e.g. controls of work environment, leisure time, or transportation; life
stresses, or other issues that might increase risk and require increased supervision)
Methods to lessen victim impact

Appropriateness and extent of community placement.

Upon request, the evaluator (if different from the treatment provider) shall also provide
information to the case management team or prison treatment provider at the beginning
of an offender's term of supervision or incarceration.

Table 6: Recommendations in the Mental Health Sex Offense-Specific Evaluation

Frequency Topic Found in the
Treatment Provider Files

Recommendations n=45
Offense—Specific Treatment 78.8% (41)
Referral For Medical Or Pharmacological Treatment 19.2% (10)
Treatment Of Coexisting Problems 32.7% (17)
Appropriate External Controls 11.5% (6)
Appropriateness Of Community Placement 28.8% (15)
Additional Information
No Contact With Children 32.7% (17)
No Contact With Defendant’s Children 5.8% (3)
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3.000

STANDARDS OF PRACTICE FOR TREATMENT PROVIDERS

SUMMARY OF FINDINGS:

Sex offense-specific treatment is a core component of the management of sex
offenders and, as such, this Standard addresses a myriad of topics. According to the
data collected from a limited number of case files and from interviews with 50% of
the treatment providers, the requirements specified in this Standard were generally
met. It appears from the data collected for this study that treatment was indeed a
significant intervention in the lives of sex offenders under supervision in the
community. Documents in the files showed that, in general, treatment providers
informed offenders in writing of their expectations, including issues pertaining to
restricted contact with victims, potential victims and children. Offenders were
participating in group and individual treatment, and efforts by treatment providers
to manage situational risk factors were common and usually documented with
safety plans. Treatment progress was generally well recorded as were issues of
offender denial. Nearly all treatment providers reported during interviews that they
frequently work with family members of convicted offenders, an activity listed in
the Standards: “Actively involve relevant family and support system.

The Standards would be more fully implemented if all treatment plans were
individualized and included goals with measurable objectives along with a plan to
achieve those objectives. Also, copies of relapse prevention plans were available in
only 6 of the 54 treatment files reviewed. Therapist and supervising officers could
ensure further compliance with the Standards if they provided complete and
consistent documentation of rule violations and the response to that violation, and if
the information in their files included more details about progress in treatment.
Complete documentation of case management is required to study the impact and
“analyze the effectiveness” of the Standards and Guidelines per C.R.S. 16.11.7-
103(d)(I).

More detailed findings from this summary are bulleted below. The bulleted findings
are followed by presentation of the data analyzed to assess the implementation of
Standard 3.0.

The findings below discuss the following topics: sex-offense specific treatment,
confidentiality waivers, individualized treatment contracts, relapse prevention plans, the
management of offenders in denial, and the use of assessment and behavioral monitoring
tools.

e Treatment Plans. Most (79.8%; 51 of 64) therapists said that their treatment plans
are individualized but also contained standard “boilerplate” language. However,
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of the 42 treatment plans found in the treatment provider files, 16 were not
individualized as required by the SOMB. Three files had no treatment plan.

Nearly all (98.4%; 63 of 64) of the therapists interviewed said they addressed
contact with children in their treatment plans, reflecting the importance of this
issue. Yet, researchers reviewing plans found that not all (61.9%; 26 of 42) of the
plans addressed this topic.

About 40% of the treatment plans did not include clear, measurable objectives
and a plan to achieve those objectives, as required by the Standards. The areas to
be addressed in the treatment plans are described in Table 13.

Waivers of confidentiality. The file reviews indicated that most treatment
providers documented the requirement that offenders waive confidentiality so that
information can be shared with the supervising officer, polygraph examiner, and
others as determined necessary by the therapist.

Service Delivery. According to data obtained from 54 treatment provider files,
offenders were participating in a variety of treatment services including both
group therapy and individual sessions (types of services delivered according to
file reviews are listed in Appendix D). Treatment contracts specified the type and
frequency of treatment, and most identified how the duration of treatment would
be determined. Most contracts also specified behavioral restrictions and
referenced the conditions of supervision, including the requirement to participate
in polygraph testing. Treatment files documented offenders’ attendance and, in
varying degrees of detail, progress in the program although rule violations and
failed assignments were documented less consistently. Most (90%) of the
treatment providers reported that they included in their work the spouses and
family members in some form; over one-third had worked in some manner with
offenders’ children and half reported involvement with adult family members,
including parents, siblings, in-laws and cousins.

Relapse Prevention Plans. Although nearly all (90%) of the therapists
interviewed said they addressed relapse prevention, only 11.1% of treatment
provider files, and even fewer officer files, contained an RP plan (not all data
presented). It was quite likely that offenders maintained “work-in-progress” plans
as part of their homework material, however it would be valuable for therapist
files to include photocopies of a recent version of the plan. Many of the
therapists’ files contained safety plans for specific events, however, indicating
efforts to manage situational risk factors. A list of such events can be found in
Appendix E.

Offenders In Denial. Nearly three-fourths (77.7%; 42 out of 54) of the treatment
provider files had some notation of offender denial and defensiveness; most often
it was assessed in the mental health sex offense-specific evaluation report. Half
(30 of 60) of the probation and parole files reviewed found offenders to be in
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some level of denial at the start of the supervision process. Six months later it
appeared that only nine remained in some level of denial, suggesting that most
offenders had worked or were working through this issue while under supervision.
(Only one of the nine cases was returned to court on a revocation and for this case
supervision was continued.)

Sanctions and Consequences. Sanctions and consequences included more
intensive treatment, more homework, lectures by supervising officers or
therapists, requirements to address their denial in group, and prohibitions from
extra curricular activities and other restrictions. The types of monitoring ranged
from an increase in the frequency of appointments with their supervising officer
to daily call-ins and electronic monitoring. It is not clear from the data collected
how frequently the polygraph may have been used to assist offenders through
denial. See Appendix F for more details.

Assessment and Behavioral Monitoring. Nearly half (25) of the 54 treatment
files reviewed reflected the use of a plethysmograph for sexual arousal
assessment, and 32 reflected the use of the Abel Screen to assess sexual interests.
Most therapists reported during interviews that they used polygraph information
in-group treatment, to focus treatment, to assess risk and monitor treatment
compliance. Deceptive polygraph findings resulted in a variety of restrictions, as
specified in Table 28. Out of the 64 therapists interviewed 81.3% (52) of them
responded that they sanctioned or imposed consequences when an offender had
deceptive polygraph results. Nearly 74% (45) of treatment providers said they
sometimes imposed sanctions/consequences on offenders who have inconclusive
polygraph results. Inconclusive findings can result from an offender’s lack of
cooperation, but there may be other reasons as well.

3.100 & Sex Offense-Specific Treatment

3.110

3.130

Sex offense-specific treatment must be provided by a treatment provider
registered at the full operating level or the associate level under these standards.

All the treatment providers interviewed as well as collected from were SOMB
approved providers.

A provider shall develop a written treatment plan based on the needs and risks
identified in current and past assessments/evaluations of the offender.

The treatment plan shall:

Provide for the protection of victims and potential victims and not cause
the victim(s) to have unsafe and/or unwanted contact with the offender

Be individualized to meet the unique needs of the offender

Identify the issues to be addressed, including multi-generational issues if
indicated, the planned intervention strategies, and the goals of treatment
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Define expectations of the offender, his/her family (when possible), and
support systems
Address the issue of ongoing victim input

Table 7: Treatment Plans Found in Treatment Provider Files
Treatment Provider Files

n=54
No 22.2% (12)
Yes 77.8% (42)

Table 8: Language Contained in Treatment Plans

Documentation in

Treatment Provider

Treatment Provider Telephone
Files Responses
n=42* n=64
Individual 21.4% (9) 15.6% (10)
Standard language 40.5% (17) 4.7% (3)

Contains both individual and
standard language

**

79.7% (51)

Not individualized

38.1% (16)

**

*There were only 42 treatment plans found in the treatment provider files.
**Response not offered by this group.

Table 9: Treatment Provider Telephone Responses to Areas Addressed in the
Treatment Plans

n=64*

Contact with

Children**

Victim
Input**

Impact on
Victim**

Relapse
Prevention**

No

1.6% (1)

54.7% (35)

31.3% (20)

4.7% (3)

Yes

98.4% (63)

45.3% (29)

67.2% (43)

90.6% (58)

Additional Comments from those who said YES

No contact clearly | If available, Victim empathy is | Relapse prevention

stated (42) discussed in part of treatment is part of treatment
treatment plan (8) | (27) (48)

Requirements to Clarification Relapse prevention

have contact are
listed (15)

addressed (4)

addressed in group

©)

If offender wants
contact, included
as a goal (5)

Victim
representative
input included (4)

*The “yes” and “no” answers do not total 64 when the information from the remaining interviews
was missing on that particular question.
**Qther areas that identified during the interviews that are addressed in the treatment plans were
social skills, medical/pharmacological needs, substance abuse, relationships, trauma and anger.
The areas in the table were most commonly mentioned as key components of the treatment plan.
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Table 10: Treatment Plans Found in Treatment Provider Files Address the
Following Areas n=42

Provide for the protection of victims and potential victims and not cause the

victim(s) to have unsafe and/or unwanted contact with the offender

No 26.2% (11)
Yes, specifically and thoroughly* 11.9% (5)
Yes, although somewhat vague* 61.9% (26)

Identify the issues to be addressed, including multi-generational issues if

indicated, the planned intervention strategies, and the goals of treatment
No 9.5% (4)
Yes, specifically and thoroughly* 31% (13)
Yes, although somewhat vague* 59.5% (25)

Define expectations of the offender,
his/her family (when possible), and support systems

No 26.2% (11)
Yes, specifically and thoroughly* 31% (13)
Yes, although somewhat vague* 42.9% (18)
No 81% (34)
Yes, specifically and thoroughly* 4.8% (2)
Yes, although somewhat vague* 14.3% (6)

*Researchers judged whether there was a sufficient level of descriptive information to guide
another professional in directing treatment and assessing offender progress.

3.140 A provider shall employ treatment methods that are supported by current
professional research and practice:

A Group therapy (with the group comprised only of sex offenders) is the
preferred method of sex offense-specific treatment. At a minimum, any
method of psychological treatment used must conform to the standards for
content of treatment (see F., below) and must contribute to behavioral
monitoring of sex offenders. The sole use of individual therapy is not
recommended with sex offenders, and shall be avoided except when
geographical--specifically rural--or disability limitations dictate its use.
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3.150

Table 11: Types of Services Documented in the Treatment Provider Files

B Treatment Services Received* -

Group Therapy

Individual Therapy

Anger Management

Drug and Alcohol Treatment

Couples Therapy

e Family Sessions

e Victim Empathy

*A complete list of treatment services can be found in Appendix D.

F The content of offense-specific treatment for sex offenders shall be
designed to:

14. Require offenders to develop a written relapse prevention plan for
preventing a re-offense; the plan should identify antecedent thoughts,
feelings, circumstances, and behaviors associated with sexual
offenses;

Table 12: Relapse Prevention Plans Found in Treatment Provider Files
Treatment Provider

Files

n=54
No 88.9% (48)
Yes 3.7% (2)
Relapse prevention plan appears to be in progress 7.4% (4)

Providers shall maintain clients' files in accordance with the professional
standards of their individual disciplines and with Colorado state law on health
care records. Client files shall:

A Document the goals of treatment, the methods used, the client's observed
progress, or lack thereof, toward reaching the goals in the treatment records.

Specific achievements, failed assignments, rule violations and consequences
given should be recorded.

AND

B Accurately reflect the client's treatment progress, sessions att