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Even though we do not have reliable data on whether sex offenses have increased, decreased  or remained the same since the women’s movement first focused public attention on them in the early 1980’s, sex offenders are constantly in the news  and laws to regulate them are proliferating rapidly. Both those who treat them and those who make public policy are constantly under pressure. This pressure has in some instances created an unfortunate rush to make decisions that are not well-founded and that have resulted in some negative though perhaps unintended consequences  In our attempts to “do something” about this population, some clinicians have abandoned virtually every clinical principle and ethical standard that applies to other clinical populations (Glaser, 2003).  One obvious example of this is the failure by some sex offender therapists to recognize that the therapeutic relationship has anything to do with treatment success.  There is a consistent body of research pointing to the conclusion that the quality of the therapeutic alliance is the major variable that accounts for improvement, cutting across all theories and approaches. This is acknowledged by some cognitive behavior therapists, such as Linehan (1993), who expresses it in reinforcement terms as “The relationship with the therapist is the primary re-inforcer.”   Despite this widespread research finding, many have adopted a “cook book” approach to sex offender treatment, and this mechanistic approach may itself have attracted individuals to the field who lack the qualities necessary for effective clinical practice.  A corollary to this is the widespread use of people who are not professionally trained therapists, such as psychiatric technicians and parole agents, to conduct sex offender groups in Relapse Prevention.  While this is often done because of financial constraints, it is questionable whether it can legitimately be viewed as “treatment.”

Treatment providers have been all too willing to accept the notion that sex offenders are somehow inherently different from every other clinical population, and that they got the way they are through some developmental anomaly. One result of this is that we have largely failed to see the obvious applications of research in other fields, such as attachment theory, trauma treatment, and neurobiology of right brain development. Instead we have pursued ever more intrusive and coercive forms of treatment. As a result,  we have often failed to provide sex offenders with  anything that feels like help and then blamed them for being “resistant” and fleeing therapy. This is not to say that there are not special precautions that need to be observed when treating sex offenders.    

Some Lapses in Relapse Prevention

Hanson and Bussiere’s (1998) meta-analysis of 61 different studies involving a total of 28,972

sex offenders, followed for an average of 66 months, found that the average recidivism rate was 13.4%, with 18.9% of rapists re-offending and 12.7% of child molesters re-offending, without regard to treatment history.  In the most carefully designed and controlled study to date, Marques at al. (1999) found that adult sex offenders treated in  an intensive relapse prevention program at Atascadero State Hospital in California for an average of 22 months re-offended at a rate of 10.8% over a 10-year follow-up period.  The difference between the treated group’s rate of recidivism and that of a group that volunteered for, but did not receive, treatment (13.2%)  and a group of incarcerated sex offenders that did not volunteer for treatment (13.8%) was not statistically significant.  Moreover, in 2000, the Canadian national sex offender treatment program moved away from Relapse Prevention as its primary paradigm because of dissatisfaction with its efficacy.  Its director noted that therapists in their program report that their new model, Self-Management, is more positive, less punitive, less likely to precipitate power struggles between clients and therapists, and more effective in keeping offenders in treatment (Yates, 2003, personal communication).   Laws (2003) recently concluded that “The application [of Relapse Prevention] to sex offending involved making what seemed at the time to be small alterations in the original model, but which contained serious faults that have rendered it not very useful over the long term” (p. 28). Thornton (1997) asserts that Relapse Prevention may actually be counter-productive because it makes deviant behavior too visible and too tempting by constantly focusing on the specifics of offenses. These observations of the Relapse Prevention model,  accruing over a period of almost 25 years, suggest that the promise held out by  the model has not been realized, and that there is a “core” group of sex offenders who are at high risk for re-offense with or without the treatments we have tried thus far.  

Hanson  and Bussiere (1998) also found that “contrary to popular belief, being  sexually abused as a child was not associated with increased risk” (p.  353) of re-offense. However, there are several reasons why this conclusion should be regarded with caution.  It is well established in the literature on psychotherapy with adult survivors of childhood sexual abuse that many individuals do not disclose their abuse history, even when seeking therapy. For example, Courtois (1988) found that 50% of her clients who later disclosed incest did not report it at the beginning of treatment.  The studies included by Hanson and Bussiere covered a period ranging from 1948 to 1995.  It is likely that male forensic clients would have been even more reluctant to report being sexually abused than the voluntary female clients Courtois treated. Moreover, a study involving more than 18,000 individuals conducted by San Diego Kaiser Permanente in conjunction with the national Center for Disease Control (Felitti, 1998),  points to the conclusion that the cumulative impact of childhood abuse is crucial in determining a variety of adult health outcomes.   This study examined 7 types of “adverse childhood experiences” (ACE factors) in the histories of patients seeking medical treatment.  Patients were asked about emotional abuse, sexual abuse, physical abuse, domestic violence between their parents, substance abuse by one or both parents, whether one or both of their parents was mentally ill, and whether either of their parents had been in prison while they were growing up. Several findings of this study relate to  sex offenders.  An individual with 4 or more ACE factors in his childhood history is 5 times more likely to become an alcoholic than someone with none of these factors A person with 4 or more ACE factors is 3 times more likely to be promiscuous  as an adult, as defined by having more than 50 sex partners, a finding with obvious implications given the sexual compulsivity encountered in many sex offenders.   This study clearly shows that abuse is much more prevalent in our society than previously thought, and that its effects can only be understood when viewed in a broader overall context.  The more ACE factors in a person’s history, the more likely  it is that abuse was early, ongoing and severe, resulting in an impact on brain  functioning and chronic difficulties handling stress. These “cumulative effects” help us to understand why  most individuals who experience some form of abuse do not go on to become perpetrators, but a certain sub-set do.      

DESNOS: Its Relevance to Sex Offenders

Even though the majority of sex offenders have suffered some form of childhood abuse (Hanson,   found that 75% of 409 sex offenders in treatment reported being sexually, physically and/or emotionally abused), most them never fit the specific diagnostic criteria for PTSD, and their trauma symptoms are often overlooked or misdiagnosed. The reason for this lies in part in the historical circumstances under which the criteria for PTSD were developed  This occurred in the 1970’s, and stemmed  primarily from studies of returning Viet Nam veterans. Obviously war veterans are people who experienced trauma primarily in late adolescence or early adulthood. At the same time, the women’s movement was bringing sexual violence against women and children out of the closet and increasing numbers of therapists were treating adults who had been abused as children.  Many of these therapists noticed that their clients frequently displayed a set of symptoms that were pervasive but not as acute as those seen in PTSD.   This set of symptoms is still being considered for inclusion in the DSM, and is  known by a variety of names, the two most common being “complex PTSD” and “DESNOS”--Disorders of Extreme Stress Not Otherwise Specified (Luxenberg et al., 2001).           

Adults abused as children differ from war veterans in two very significant ways.  In the vast majority of cases, at least some of the trauma suffered was at the hands of one or more trusted individuals who should have cared for and protected them. Secondly, the trauma occurred at a time when the human brain is not fully developed and much more likely to be affected by adverse circumstances (Perry, 1997; Siegel, 1999). The resulting syndrome or symptom pattern is considered to consist of 6 sets of symptom clusters. These symptoms will be discussed in some detail, in order to make more clear their relevance to many sex offenders.

The first group of symptoms considered part of DESNOS  have to with alteration in the regulation of affects and impulses.  They include: difficulty with affect regulation and especially with the modulation of anger; behavior that is viewed as “self-destructive;” suicidal preoccupation; difficulty modulating sexual involvement; and excessive risk-taking.  Affective dysregulation means that such individuals tend to “overreact” to minor stress, become easily overwhelmed, and experience their emotions more intensely than other people. They have trouble calming themselves once emotionally aroused, and may engage in extreme and/or self-destructive behaviors in an attempt to distract themselves from emotional pain.  These behaviors can include eating disorders, substance abuse, compulsive sexual activity, self-injury, and suicidal preoccupation.  In forensic settings, where staff is often unfamiliar with the literature on early trauma, this emotional lability is frequently mistaken for bi-polar disorder.  Moreover, another form of distracting behavior, excessive risk taking, may be incorrectly interpreted as an indicator of psychopathy.  It has been suggested that affective dysregulation is the “core” or defining symptom of DESNOS.   Its central significance in the treatment of sex offenders is discussed with reference to the work of Marsha Linehan, below.        

The second group of symptoms comprising DESNOS are disturbances in attention and/or consciousness  It is not uncommon for individuals who were severely abused at an early age to have memory gaps, in some cases for large segments of their childhoods. Such gaps may occur

as a result of dissociation or because some abuse takes place at times when children are asleep

Briere (2002) has noted that “avoidance strategies are used [by survivors of abuse] a) to reduce awareness of potential environmental triggers; b)to lessen  awareness of memories once they are triggered; and c) to reduce cognitive and emotional activation once CERs [conditioned emotional responses] to these memories are evoked” (p.10). Avoidance strategies are self-reinforcing because they reduce emotional pain.  They may account for many “resistant” clients who don’t remember things from session to session, forget to do homework, tune out during victim empathy films, etc. They must be addressed early in treatment and replaced by more adaptive ways of dealing with pain, because of their interference with treatment and their deleterious effects on the development of the self. Clinicians should be familiar with the signs of  dissociation and  assessment for it should be an ongoing part of treatment with sex offenders.

A third group of symptoms concerns disturbances in self-perception. Childhood trauma survivors

display a host of painful emotions and cognitive distortions which are sometimes referred to as

“impaired self-reference” (Briere, 1992).  Some of these long-term effects are the result of direct messages from perpetrators, who often blame the victim and/or invalidate the victim’s feelings

(“Shut up or I’ll really give you something to cry about;” “I know you want it.”).  In addition, the egocentric, immature nature of a young child’s thinking virtually guarantees that the child will blame himself for the abuse.  Both physical and sexual abuse are also emotional abuse because

they represent an attack on the self: “The assault is not only upon the physical body, but upon the individual’s perception of the self as competent, and among other things, the perception that the world is beneficent or neutral, rather than innately hostile” (Navarre, 1987).  In addition, the use of dissociation and the necessary adaptation of scanning the external environment for signs of danger occur at the expense of the survivor’s awareness of internal cues Thus “severe child maltreatment may interfere with the child’s access to a sense of self--whether or not he or she can refer to, and operate from, an internal awareness of personal existence that is stable across contexts, experiences,  and affects.  Without such an internal base, the survivor is prone to identity confusion, boundary issues and feelings of personal emptiness”(Briere, 1992, p.43).    

One of the most common characteristics of sex offenders described in the literature is the degree to which they are out of touch with their feelings and bodily cues  Lisak (1997) has examined the link between male gender socialization and the  perpetration of sexual abuse.  He notes that boys learn at a very early age that there are many emotions that they are not allowed to display. Except for anger,  virtually all the emotions associated with childhood abuse are “off limits” for boys: fear, anxiety, helplessness, humiliation, shame, vulnerability  “Once evoked, these states are likely to create distress, since they are precisely the emotions that the male has had to suppress in the service of  achieving and maintaining his masculine identity” (p.164).  Male socialization, Lisak contends, obstructs a male’s ability to respond sympathetically to both his own and other people’s distress i.e, it interferes with empathy “As he learns that vulnerable emotional states are ‘unmasculine,’ and that they must be expunged from his experience lest he be forced to label himself ‘unmasculine,’ the male is forced to respond as aggressively to his own internal displays of vulnerability as he would to those of others” (p.166).  This leads to a lack of empathy, which allows sex offenders to hold the “attitudes tolerant of offending” identified by Hanson and Harris (1998) as related to sexual recidivism.  Based on their research on child molesters who had been sexually abused themselves, Craissati et al.(2002) concluded, “It could be argued that unless the offender is heard as a victim in his own right, his capacity to develop appropriate victim empathy will be impaired” (p.236).  

  A fourth group of symptoms involve disturbances in interpersonal relations. The  most profound and pervasive of these is difficulty with intimacy and an inability to trust.  Abused individuals experience fear and ambivalence with respect to interpersonal attachment and vulnerability.  As closeness increases, they expect re-victimization, become more anxious, and may push others away or engage in behavior that sabotages the relationship. Because of the problems that result from past abuse and the use of dissociation to cope with it, they do not have a strong sense of “inner guidance” or a healthy template for interpersonal interactions. Consequently they do not read social cues well and make poor judgments about whom to trust.  They may identify with the “victim” role, or, in an effort to fend off feelings of powerlessness, identify with the aggressor,increasing the likelihood that they will become perpetrators (Lisak, 1997). Their past experiences have often created faulty assumptions regarding the acceptability of high levels of aggression in relationships (Briere, 1992).  Moreover, past abuse and betrayal by adults very likely plays a large role in the need for control that motivates many sex offenders. Survivors of abuse typically re-enact their interpersonal traumas with the therapist, intimate partners, and/or other group members (Briere, 1992, Courtois, 1988).   “Intimacy deficits,” which are a common long-term effect of childhood abuse, were found by Hanson and Harris (1998) to be related to sex offender recidivism.               

A fifth group of DESNOS symptoms are persistent physical symptoms that often defy medical

Explanation. The most common are digestive symptoms, chronic pain, cardiopulmonary symptoms, conversion symptoms, irritable bowel syndrome, headaches, chronic pelvic pain,

“acid” stomach, and sexual dysfunction.  Clinicians who have worked with sex offenders in inpatient settings are aware that they often have multiple ill-defined physical complaints which

resist medical treatment. These complaints are not manifestations of hypochondria or a need for attention, but rather the long-term effects of repeated early traumatic experiences, which have 

compromised the body’s ability to cope with stress.  Traumatized individuals have both overactive sympathetic and parasympathetic nervous systems, which over time causes the body to react like a car that is constantly having both the brake and the gas applied.  The body wears out prematurely under these conditions, explaining the findings of the Kaiser ACE study, which clearly linked a history of childhood abuse to the 10 leading causes of death.

Finally, individuals with chronic trauma histories often show disturbances in meaning systems, i.e., they fail to find meaning in the things which usually give life a sense of purpose.  They are often alienated from any system of spiritual belief (“How could God have let this happen to me?”) and have an adversarial view that all human relationships are a power struggle and that everyone is out for himself.  This may be accompanied by a profound sense of learned helplessness and a pervasive decreased sense of competency.  Herman (1992) has observed that those who seem to recover best are those who find some over-arching meaning or  activity related to the abuse, e.g., getting legislation introduced or changed,  or speaking as a victim advocate.         

Why CBT Does Not Work for Some Sex Offenders  

In their analysis of the disappointing outcome data from the Atascadero State Hospital SOTEP

program, Marques et al. (1999) stress a lack of commitment to abstinence and a lack of  motivation to apply Relapse Prevention principles once out of the treatment situation  This review, like much of the literature on sex offenders, fails to appreciate the importance of affect in sexual offending.  Sex offenses are about feelings, and in many cases they stem from feelings that are overwhelming and out of control.  This is especially true in offenders with impulse control problems, but may also apply to more planned offenses.  

Infants are born with the capacity to experience certain emotions which have a survival value, most notably fear. When they are raised in environments in which their innate startle response is frequently triggered by environmental events, such as parental yelling or fighting, breaking dishes or furniture, or other loud noises, a “kindling effect” occurs.  Each time the startle

response is triggered, the connections in the brain which cause it are strengthened, and this in turn makes it more likely to be triggered in the future.  As the connecting fibers become more numerous, it takes less and less to trigger the response. What results is a child who is hyper-aroused and may respond with fear to stimuli that other children would perceive as neutral The parts of the brain which are involved are those which regulate emotional and sexual arousal.Prolonged hyperarousal while the brain is developing causes difficulties in affect regulation This means that the individual becomes emotionally vulnerable.  This is likely to take the form of a high degree of sensitivity to emotional/sexual stimuli, an intense response to such stimuli,a slow  return to baseline, and an inability to inhibit inappropriate behavioral responses to strong emotion.  This may be what Hanson is picking up on in his statement that “deviant sexual schema gain their power from their sense of urgency” (Hanson, 1999, p.86). Indeed for some offenders this urgency is the result of early trauma that has altered their brains’ ability to handle stress and to modulate emotional/sexual arousal.  We have all worked with clients who are emotionally labile.  The connection with one of the “stable dynamic factors” implicated by Hanson and Harris (1998), difficulties with emotional/ sexual self-regulation, seems all too obvious yet it has been largely ignored in sex offender treatment.

There are also other factors in early development that are related to later sexual deviancy   One of the most important is the attachment relationship with the primary caregiver and its relation to the capacity for empathy.  The process of attachment begins very early, as soon as the infant is able to discern one face from another. Four decades of research on attachment has established that a caregiver can create a secure bond with an infant IF AND ONLY IF that caregiver is able to discuss her own childhood traumas and losses without showing lapses in either reasoning or  discourse, as measured by the Adult Attachment Interview (Main 1997).  This means that what is crucial is not the amount of trauma that a caregiver has experienced but the degree to which she has emotionally processed it.  It also means that mothers who are being continually traumatized while raising infants and toddlers (for example, in domestic violence situations) are virtually unable to produce securely attached children.  It is the caregiver’s capacity to “mirror” what the infant is feeling and respond appropriately that lays the groundwork for empathy, and helps the infant learn how to self-soothe when upset.  

The attachment literature (for example, Schore, 2003; Siegel, 1999) further tells us that when a caregiver does not accurately “mirror” what an infant is feeling, when there is an emotional “mismatch” between caregiver and  infant, the infant may experience shame.  In a recent review of the literature on shame and guilt, sex offender researchers Proeve and Howells (2002) concluded that proneness to shame is  correlated with irritability, suspiciousness, resentment, anger arousal, and the externalization of blame. They note that shame inhibits empathy, and caution that victim empathy work which stresses victims’  experiences is likely to trigger a feeling of personal threat, which lead to the emotion of shame. In research on large samples of domestic violence perpetrators, Dutton (1998) concluded that the primary emotion behind wife battering is shame that has been converted to anger.  There are a variety of practices common in the treatment of sex offenders which are likely to elicit shame. Some examples are  the preparation of a detailed autobiography, the processing of crimes in detail  through the construction of a Behavior Chain, and phallometric assessment  Individuals who have difficulty with affect regulation may become overwhelmed in the face of these practices, and are likely to either increase externalizing the blame for  their behavior or flee from treatment.        

How Can We Address Affect Dysregulation?

Nick Groth, a pioneer in sex offender treatment, used to say, “If you want offenders to come to treatment, you have to give them something that feels like help.”  Therapy that focuses exclusively on cognition and ignores affect will never be successful with sex offenders.  Sex offenses are about feelings. The central fallacy of Relapse Prevention is its insistence that thoughts determine feelings and behavior, and that beliefs and thoughts are therefore under voluntary control. Developmentally, affect precedes cognition. We are capable of experiencing feelings long before we develop rational thinking, and the feelings we experience very early in our development  determine both how our nervous systems respond to stress and how we interpret the world around us. Marsha Linehan, the originator of Dialectical Behavior Therapy (DBT), states, “The fundamental message given to clients in DBT is that cognitive distortions are just as likely to be caused by emotional arousal as to be the cause of the arousal.”   Her work (1993) with borderline personality disorders has specifically targeted the problem of affect dysregulation with promising results. 

Linehan’s approach is based on 2 fundamental assumptions:  that distress tolerance and emotional regulation are internal skills that can be taught but require repeated practice to learn, and that problems with affect regulation do not reflect a “structural defect” but rather arise from

developmental disruptions (this is very consistent with the “phenomenological perspective,” discussed below).  Such problems may be addressed individually or in a small group of 4 or 5, and typically takes about 6 months with severe borderlines in outpatient therapy. This should be done before beginning other forms of sex  offender treatment because it will reduce the risk of emotional overwhelm and consequent flight from treatment, and will provide the offender with skills to handle strong affects that are likely to emerge during offense-specific therapy. 

Linehan recommends that problem behaviors related to affect dysregulation be approached in a specific order.  The first set of behaviors that must be dealt with are suicidal ideation and/or behavior, and self-injurious behavior.  It has been my experience that self-injury is much more common among sex offenders, and other forensic clients, than is generally thought. In forensic settings, such behavior is considered by custody staff to be either an attempt at suicide, or a manipulation designed for secondary gain.  The response in both cases is to deprive the inmate of his belongings and put him in a security cell.  In fact, the vast majority of self-injury is never known to staff and clearly serves other psychological purposes than suicide or manipulation, because it is done in secret.  Many potent opportunities for therapeutic work are missed when staff does not know how to respond to self-injurious behavior in any other way but with punishment.  Moreover, such behavior needs to be understood because it may result in accidental death or dangerous infections from untreated wounds.  Linehan suggests that these behaviors be the first focus of treatment for obvious reasons (you cannot treat someone who is dead), but her approach is especially applicable to sex offenders because it conveys an immediate message that treatment is going to delve into some very private and difficult areas. Clients are provided with large file cards (“diary” cards) at each session and are instructed to record any experiences of suicidal feelings and behavior, and of self-injury.  Each such experience is then processed in the group with  regard to what feelings or events may have triggered it, any memories associated with it, etc., in much the same way that a Behavior Chain would be constructed  in Relapse Prevention work. The goal is to identify maladaptive behaviors, behavioral deficits that are maintaining them and environmental and behavioral events that may be interfering with more  appropriate responses. Clients are taught ways to either tolerate the stress of  unpleasant feelings, more adaptive behavioral responses to perform when they occur, and emotional regulation skills.

Distress tolerance skills include distraction, ways to self-soothe, and leaning to “bear the moment” through the use of “core mindfulness” skills such as relaxation training, meditation, prayer, or whatever technique the client feels drawn to and is likely to use. Skills to increase interpersonal effectiveness include deciding on goals, practicing assertion training and limit setting, modeling, and role playing. Emotional regulation skills involve learning how to identify and label affect by becoming more aware of body cues, reducing vulnerability to hyper- emotionality through the use of stress reduction techniques, increasing the frequency of positive emotional events, and developing an ability to experience emotion without judging, rejecting, or fearing a loss  of control.  When everyone in the group has been able to eliminate suicidal ideation and self-injury, the therapist then moves on to behaviors that interfere with therapy, which includes things like coming late or missing sessions, not paying in timely fashion, forgetting to do the homework, etc. 

Finally, the therapist turns the focus to what Linehan calls behavior that “interfere with the quality of life.”  These include serious substance abuse, severe eating disorders, high risk and

out of  control sexual behaviors, repeated hospitalizations, being in abusive relationships, etc.

Most clinicians who treat sex offenders are well aware that the vast majority of them continue

to masturbate to deviant sexual fantasies while in treatment. It is a weakness of Relapse Prevention that it unrealistically assumes abstinence from the beginning. This group, which precedes offense-specific treatment, is the ideal place to introduce the concept that continued masturbation to deviant fantasies is detrimental to recovery and to provide the client with the tools to interrupt deviancy and replace it with  more appropriate behavior. This enables the client to begin the actual sex offender treatment with a much greater sense of control and understanding, so that the processing of his offenses, or listening to others’ offenses, will be less likely to induce a lapse.  While Linehan’s approach consists of some fairly traditional cognitive-behavioral techniques, it is based on the principle that this is merely a first step in preparing clients for more in-depth work on trauma resolution.  It stems from a recognition that early treatment of adult survivors of abuse in  many instances put premature emphasis on processing traumatic incidents too soon, overwhelming clients and in some cases causing them to leave treatment in worse shape than before (Briere, 1996).                                    

Enhancing Relapse Prevention: Therapy from a “Phenomenological Perspective”

The approach used by some experts in trauma treatment (Briere, 2002, 1992) is referred to as

“the phenomenological perspective.”  One of its primary assumptions is that the client is not 

defective or mentally ill, but adaptive. His symptoms and defenses are not dysfunctional

but rather reflect accommodation to early abuse and/or responses to the long-term effects  of abuse. Traditional diagnosis and treatment frequently overlook or misinterpret the effects of abuse, resulting in inadequate, or at times even destructive, interventions. The client’s own personal experiences and perceptions form the basis for interventions in trauma treatment, not theory or the clinician’s interpretations about what the client’s behavior means.  The goal of such treatment is not only the removal of symptoms, but also the correction of distorted assumptions and damaged ways of relating to others.   Since symptoms serve a deep psycho- logical purpose, they cannot be easily given up. Therapists need to understand the adaptive significance of symptoms in order to formulate appropriate treatment.  Sexual deviance is one of many symptoms which some adults who have been abused as children suffer from, and it should be treated with the same principles as other symptoms. This means not assuming that deviant sexual behavior means the same thing in every person, and doing a thorough assessment and history with every client. Relapse Prevention has generally failed to appreciate the complex symbolic meaning which sexual behavior has for humans. 
Once clients have been taught skills for managing strong emotional arousal, therapy can begin to deal with the identification and processing of traumatic past events that play a role in ongoing symptoms, including deviant sexual behavior.  It is not necessary for survivors of abuse to remember every incident of abuse in order to heal. It is, however, necessary for the therapist to remain within the “therapeutic window” (Briere, 2002) when working with such events.  What this means is that the therapist must be careful not to trigger emotional reactions so painful and frightening that the client reverts back to previous maladaptive strategies or leaves treatment altogether. The paradigm in which trauma is processed may be loosely thought of as a form of desensitization.  It involves gradual exposure  to traumatic events, and the activation of associated negative feelings, occurring in the disparity of a setting in which the client feels safe, cared for, and validated Trauma is processed first at an emotional level, with the client connecting with the feelings he experienced at the time of the event but without becoming overwhelmed, and then exploring its meaning at a cognitive level. (Go to www.JohnBriere.com for a detailed description of the “phenomenological perspective” and associated techniques.)       

The application of trauma treatment principles to sex offender therapy in no way contradicts the use of relapse prevention techniques.  It rather brings an added dimension to the treatment which greatly increases the likelihood that offenders will feel like they are receiving help and will consequently remain in treatment.  A trauma paradigm is especially useful in modules that attempt to develop victim empathy in offenders It is counterproductive, and indeed almost sadistic,  to show offenders films  or use other materials which will elicit memories and feelings of their own abuse and then not allow them to deal with it.  Indeed, it shows a total lack of understanding of how empathy develops. In most sex offender groups, it is likely that there are people whose victimization experiences correspond with the behavior of each of  the perpetrators.  This represents a tremendous therapeutic opportunity which is usually missed Moreover, the use of techniques that are likely to elicit shame, such as detailed processing of offenses, writing of autobiographies, and phallometric assessment, may be a necessary part of sex offender treatment, but it is incumbent upon treatment professionals to provide a safe place where offenders can explore their reactions to such techniques.  Otherwise we run the risk of further damaging our clients and increasing their risk of re-offense. As already noted, a trauma-based approach directly addresses many of the issues identified by Hanson and Harris (1998) as being related to sex offender recidivism.
