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The transtheoretical model has a substantial history of measuring the change process. 

Hemphill and Howell validated the Stages of Change Scale (SOCS) on adolescent offenders. The 

current study expands their research by developing an additional component of the TTM, the 

Decisional Balance Scale for Adolescent Offenders (DBS-AO). This measure assesses 

movement through the stages of change and provides insight into mechanisms through which 

adolescent offenders attempt to change their criminal behaviors. Two hundred thirty-nine 

adolescent offenders at the Gainesville State School completed the SOCS, DBS-AO, Paulhus 

Deception Scales (PDS), and the Antisocial Process Screening Device (APSD). The study found 

the DBS-AO is psychometrically sound, demonstrates excellent reliability and has an underlying 

three-factor solution: Cons, Pros-Self, and Pros-Others. Offenders in the early stages of change 

scored significantly higher on the Cons scale. Offenders actively changing their behavior scored 

significantly higher on the Pro-Self and Pros-Other scales.   
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CHAPTER 1  

INTRODUCTION 

 Over the last three decades, levels of youth violence in the United States have reached 

epidemic proportions. In 2000, the number of children and adolescents arrested by law 

enforcement agencies exceeded two and half million (OJJDP, 2000). Of the 18,200 individuals 

murdered in 1997, 1,500 were committed by juvenile offenders (Federal Bureau of Investigation, 

1999). Researchers from the 1997 National Longitudinal Survey of Youth (NLSY97) questioned 

9,000 children between the ages of 12 and 16 and found that 28% purposely destroyed property 

on at least one occasion while 10% acknowledged carrying a gun on school property.  Still other 

reports from the Federal Bureau of Investigation (2000) show 26,840 robberies and 66,300 

aggravated assaults were committed by individuals under the age of 18. Alarmingly, these rates 

may not accurately depict the state of the nation as reports estimate that approximately 60 

percent of all juvenile delinquent behavior is never reported to authorities (National Report, 

1999).   

As rates of juvenile delinquent behavior spiral seemingly out of control, economic 

ramifications have sharply risen. Conservative estimates suggest a single lifetime of crime can 

ultimately cost American taxpayers between $1.7 and $2.3 million (National Report, 1999). A 

considerable amount of these funds are needed to operate the multitude of prisons and juvenile 

detention centers nationwide.  According to a National Report (2002), approximately 2,875 

juvenile detention centers are in the U.S. Systems, which are clearly taxed by growing demands 

and result in diminished resources. Reports show in cities where crime rates are among the 

highest, budgets for juvenile correctional facilities regularly exceed 100,000 dollars for a fiscal 

year. Such concerns are not merely relegated to juvenile correction facilities with reports 
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indicating that the number of youth under 18 years of age confined in an adult prison has more 

than doubled over the last ten years (National Report, 1999).  

The participation of youth in positive activities and the formation of close attachments to 

family, school, and community have been linked to positive outcomes in research studies 

(Lipsey, Wilson, & Cothern, 2000). Additional research needs to be conducted to strengthen our 

understanding of positive activities and aspects of those activities that protect youth from risk.  

Examples of positive activities might include participation in extracurricular activities such as 

school clubs and team sports, scouting, or involvement with religious organization. Researchers 

(Bloomquist, & Schnell, 2002; Kazdin & Wassell, 1999; Lipsey et al., 2000; Moody & Lupton-

Smith, 1999; Weisz, Weiss, Han, Granger, & Morton, 1995) are beginning to examine factors 

that may contribute to the ineffectiveness of past treatment of adolescent offenders. On a positive 

note, results from a meta-analysis (Lipsey et al., 2000) indicate behavioral interventions, such as 

interpersonal skills programs involving training in social skills and anger control have 

demonstrated effectiveness for juvenile offenders; however, these programs have not yet been 

proven to effectively reduce rates of recidivism.  

Despite the abundance of quasi-experimental research on the treatment of juvenile 

offenders, recidivism rates remain high. As a result, a considerable amount of research is still 

needed to examine the association between the interpersonal change process and recidivism. 

Leading research conducted by Prochaska, DiClemente, and colleagues (DiClemente et al., 1991; 

Prochaska & DiClemente, 1982, 1984, 1992) argues that understanding an individual’s readiness 

to change is fundamental to ultimately achieving permanent behavior change. Specifically, 

empirical research has been conducted on clients’ readiness to change and treatment outcome in 

many areas of health psychology (DiClemente & Prochaska, 1982; DiClemente & Hughes, 1990; 
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Glanz et al., 1994) and general psychotherapy (McConnaughy, Prochaska, & Velicer, 1983; 

Prochaska, 1991; Prochaska, Rossi, & Wilcox, 1991).  

Few studies have systematically explored the effect amenability has on treatment with 

juveniles. Adams (1970) conducted a study based on the Project of the California Department of 

Corrections (PICO), which included randomly assigning adolescent offenders to a treatment 

group or a control group (no treatment). Results indicated that the adolescents who received 

treatment, and judged as amenable (i.e., more intelligent, verbal, anxious, insightful, aware of 

their problems, and interested in change) showed significantly less recidivism than controls. 

Moreover, non-amenable treated youth did worse in comparison to controls. Kazdin (1995) 

encouraged future research to focus on identifying youth’s level of amenability of treatment in 

youth, so concentration can begin to focus on effective treatment strategies.  

 

Defining and Measuring Therapeutic Change 

Prior to determining the effectiveness of treatment, a method to measure and assess 

therapeutic change needs to be established. Therapeutic change has generally been 

conceptualized and evaluated through two approaches: outcome (repeated measures) or process 

methods. The outcome approach (Butcher, 1990; Randell, Eggert, & Pike 2001) assesses change 

though the administration of standard psychological measures before and after the therapeutic 

intervention, using the difference between the two measures as the measurement of change. 

Conversely, researchers such as Kazdin (1999) and Kendall and colleagues (Kendall, Flannery-

Schroeder, & Ford, 1999; Kendall, Hollon, Beck, Hammen, & Ingram, 1987) advocate the 

processes of change is more relevant than the statistical difference between pre-and post-test 

scores. According to this view, an integral part of evaluating therapeutic change is related to 
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clinical significance, the meaningfulness of change and resolving the presenting problem to the 

point that it is no longer troublesome. 

 

Outcome Approach 

Measuring the effectiveness of treatment is often accomplished through analyses of the 

difference between pre- and post-treatment scores (Kendall et al., 1999). For example, Butcher 

(1990) promoted administering the Minnesota Multiphasic Personality Inventory (MMPI-2; 

Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) during intake before therapy 

sessions and re-administration at the end of treatment. According to his theory (Butcher, 1990), 

the first administration clarifies the presenting symptoms and identifies other significant clinical 

problems in which the client is unaware, and the re-administration enables the client and the 

therapist to document their progress. As a recent example, Randell and colleagues (2001) 

administered a suicide-risk measure to examine the effects of two youth suicide prevention 

interventions. Brame and colleagues (Brame, Nagin, & Tremblay, 2001) used teacher reports and 

self-reported violent delinquency to examine developmental trajectories of physical aggression 

from school entry to late adolescence. 

A more direct approach to pre- and post-testing as a means of assessing therapeutic 

change is using scales, such as the Global Assessment of Functioning (GAF). Loevdahl and Friis 

(1996) argue measures of global functioning in mental health practice are potentially useful as 

standard evaluations taken before and after therapeutic intervention. The GAF was included on 

the DSM-III-R (APA 1987) as Axis V and represents a functional continuum from severe 

impairment to no impairment, with most patients who receive treatment falling in the 70 and 

below range (Spitzer, Gibbon, Williams, & Endicott, 1996). Several studies have examined the 
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value of the GAF scale as a determinant of clinical change over the course of treatment. For 

example, Kennedy, Madra, and Reddon (1999) determined the Global Assessment Scale (the 

GAS; Endicott, Spitzer, Fleiss, & Cohen, 1976) was sensitive to clinical change on 

psychogeriatric inpatients because significant differences were found between admission and 

discharge GAF scores. Other studies resulted in similar findings with psychiatric outpatients 

(Gordon, Plutzky, Gordon, & Guerra, 1988), children in an inpatient facility (Robinson, Powers, 

Cleveland, & Thyer, 1990), day hospital patients (Dufton & Siddique, 1992), and adolescent and 

adult psychiatric inpatients (Piersma & Boes, 1997). Additionally, Clement (1999) developed the 

Scale of Functioning (SOF), as an attempt to measure therapeutic change, which is very similar 

to the GAS.   

Several researchers (Dunham, McGrath, Burlingame, Lambert, & Davies, 2002; Kazdin, 

1999; Greenberg, 1994; Sparry, Brill, Howard, & Grissom, 1996) have noted the general 

limitations of the outcome approach. Kazdin (1999) addresses the issue of the interpretation of 

the “normative range” on standardized measures in relation to therapeutic change. For example, 

according to post-treatment testing, a client’s score fall within the normative range, potentially 

indicating no significant psychopathology; however, the clinical significance, or the usefulness 

of treatment on the client, has not been determined. In addition, clients may judge changes to be 

quite significant even when their scores fall outside of the normative range.  

Dunham et al. (2002) argue that administering repeated measures leads to a “retest 

artifact.” Specifically, regardless of the time interval between measurements, clients tend to 

report improvement in functioning during the second administration of a self-report measure. 

The retest artifact could be contributed several factors. For instance, Wilson and Putnam (1982) 

proposed clients may experience a “halo effect,” in which everyone feels better on the second 
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testing. Additional hypotheses include, clients may answer the measure in the second 

administration more quickly and take items less seriously (Broment, Dunn, Connell, Dew, & 

Schulbert, 1986), clients may present themselves in a more favorable light and indicate fewer 

symptoms (Henderson, Byrne, & Duncan-Jones, 1981; Ormel, Koeter, & van den Brink, 1989), 

or clients begin to experience symptoms as ego syntonic (Ormel et al., 1989).  

Some researchers (e.g., Greenburg, 1994; Sperry et al., 1996) have argued that 

information is lost when measurement occurs at the beginning and end points of treatment. Also, 

the effectiveness of treatment is not known until the study is completed. Finally, the statistical 

difference between scores may be due to other factors beside treatment.  

 

Process Approach 

Several researchers (Gladis, Gosch, Dishuk, & Critis-Cristoph, 1999; Jacobson, Roberts, 

Berns, & McGlinchey, 1999; Kazdin, 1999) have investigated the notion of clinical significance 

and posited that treatment outcome (e.g., difference between pre/post-treatment scores and 

decrease of symptoms) does not alone provide evidence for therapeutic change. For example, 

clients may show little improvement on the MMPI (Butcher et al., 1989), yet they have learned 

coping strategies which have resulted in an important, practical, worthwhile, and genuine change 

in functioning in the their everyday life (Gladis et al., 1999; Kazdin, 1999).  

Kendall and colleagues (1988, 1999) believe that clinical and statistical significance are 

equally important in evaluating treatment effectiveness, and that clinical significance can be 

identified using normative comparisons. For example, national normative data are available for 

certain dependent measures (e.g., Beck Depression Inventory, [BDI]; Beck, Ward, Mendelson, 

Mock, & Erbaugh, 1961; Child Behavior Checklist, [CBCL]; Achenbach & Edelbrock, 1981) 
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that can be used to help assess clinical change. Sole reliance on statistical significance can lead 

to perceived differences (i.e., treatment gains) appearing more meaningful than their clinical 

results. For example, a critical examination by Kendall et al. (1987) of the BDI (Beck et al., 

1961) concluded that potentially mean scores, shifting from 29 to 24, on the BDI may be 

statistically significantly lower at post-treatment than pre-treatment. However, this finding has 

limited practical significance because both of these scores are within the range that is considered 

indicative of clinical levels of distress. Additionally, Dufton, and Siddique (1992) reported a 

limitation in their study was not understanding the clinical significance of the treatment as a 

result of utilizing the GAF to measure treatment effectiveness.  

In conclusion, measuring therapeutic change is a challenging task. In addition to the 

varying arguments between the outcome and process approaches, methodological concerns are 

inevitable. For example, Aikens, Hazlett-Stevens, and Craske (2001) address the issues of 

controlled and correlational studies in treatment outcome research. Specifically, controlling for 

comorbidity in treatment groups appears to lead to clear and strong results. However, because 

comorbidity appears in most individuals with psychological disorders, the generalizability of the 

findings may be compromised. Because many treatment outcome studies are simply 

correlational, only the relationship between variables is described. Experimental designs are 

needed to explore the cause-and-effect relations between those variables.  

 

Transtheoretical Model 

The transtheoretical model (TTM; Prochaska & DiClemente, 1982) is an alternative 

perspective on defining and assessing therapeutic change by reconceptualizing therapeutic 

change as a stage-process rather than an outcome (i.e., change vs. no change) paradigm. The 
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development of the TTM emerged from psychotherapy and the treatment of addictive behaviors, 

such as smoking cessation. Prochaska (1979) analyzed different therapy systems used in the 

1960s and 1970s and discovered five processes that were common to all theoretical approaches. 

Further research (Prochaska & DiClemente, 1982, 1983, 1984) indicated that 10 basic processes 

were used in a therapy context that helped both to attain the therapeutic goal behavior change. 

DiClemente and Prochaska (1982) found retrospectively smokers who had successfully quit had 

used a variety of processes. Importantly, different processes were accentuated depending upon 

where the individual was in the process of change. Generally, the participants described the 

different processes based on whether they were (a) just thinking about quitting smoking, (b) 

actively preparing to quit, (c) actually attempting to quit, or (d) struggling to remain smoke-free 

after quitting. Prochaska and colleagues have incorporated constructs from other researchers into 

the TTM, specifically, the decisional balance (Velicer, DiClemente, Prochaska, & Brandenburg, 

1985), self-efficacy, and temptations (Bandura, 1977; DiClemente, 1981; Prochaska, Redding, & 

Evers, 1996). The next sections will focus on the Stages of Change Scale, the Decisional Balance 

Scale, and the relationship between them.   

The core constructs of the TTM are described below: specifically, the five stages of 

change, the ten processes of change, the decisional balance, self-efficacy, and temptations. Table 

1 shows the general model relating the core TTM constructs; each predictor construct has an 

important relationship to the stage of change.
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Table 1 

The Relationships between the Constructs of the Transtheoretical Model  

Stage Definition Decisional Balance Processes Self-efficacy Temptation 

Pre-

Contemplation 

Individuals are either unaware of or 

believe their behavior is not 

problematic. They have no intention of 

changing their behavior.  

The Cons scale is 

significantly higher than 

the Pros scale.  

Consciousness raising, 

Dramatic relief, and 

Environmental 

reevaluation 

Self efficacy is at 

its lowest. 

Temptation is at its 

highest. 

Contemplation Individuals become aware of their 

problematic behavior, but have not 

committed to changing it. 

The Pros scale increases, 

but the Cons scale 

remains high.  

Self-reevaluation and 

Social liberation 

Self-efficacy is 

increasing. 

Temptation is 

decreasing. 

Preparation Individuals intend to change their 

behaviors within the next month. 

The Pros and Cons scales 

are getting closer 

together. 

Helping relationships, 

Self liberation, 

Stimulus control, and 

Counter-conditioning 

Self-efficacy 

continues to 

increase. 

Temptation 

continues to 

decrease. 

Action Individuals are actively modifying their 

behaviors, experiences, or environment. 

Pros scale becomes 

significantly higher than 

the Cons scale.  

Reinforcement 

management 

Self efficacy is at 

its highest. 

Temptation is at its 

lowest. 

Maintenance Individuals have maintained their new 

behavior for at least six months and 

focus on relapse prevention. 

The Pros scale continues 

to remain higher than the 

Cons.  

All of the processes Self-efficacy 

continues to be 

high. 

Temptation 

continues to be 

low. 
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Stages of Change Scale 

 As previously noted, Prochaska and DiClemente (1984) began to conceptualize the 

Stages of Change Scale when certain processes of change were used depending on the stage of 

change of smokers. Prochaska and DiClemente (1984, 1992) continued to investigate and define 

the stages of change. Contemporary research relies on the following definitions of the stages.  

Pre-contemplation stage, the first stage, describes individuals who have not begun the 

change process. Individuals are either unaware of their behavior or believe it is not problematic. 

As a result, they have no intention of changing their behavior within the next six months. 

Individuals in this stage may be seen as resistant or unmotivated for treatment, and tend to avoid 

information, discussion, or thought about the targeted behavior.  

The next two stages describe individuals who are thinking and preparing to change their 

behaviors. During the contemplation stage, individuals become aware of their problematic 

behavior, but have not committed to changing it. Although individuals have no intention to 

change their behavior within the next six months, they have started to examine the consequences 

of negative behavior. In the preparation stage, individuals intend to change their behaviors 

within the next month. They think about methods to change their behavior and may be making 

minor adjustments in their thought pattern. The preparation stage is often viewed as a transition 

period rather than a stable stage.  

The final stages of change involve individuals who have committed and are actively 

changing their problematic behavior and maintaining their progress. Individuals in the action 

stage are modifying their behaviors, experiences, or environment to address their problems. The 

maintenance stage focuses on relapse prevention and has maintained the new behavior for at 

least six months or longer. The termination stage has been defined as five years of maintaining 
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the desired behavior. However, it is unclear if a point in time exists at which a person can be 

defined as completing termination.  

 

Decisional Balance Scale 

Janis and Mann (1968, 1977) made the observation that most decision-making models 

were developed by behavioral psychologists concentrating on how decisions should be made. 

Conversely, Janis and Mann’s theory and research (1959, 1977) focused on what people actually 

do when they make decisions. They attempted to examine the decision-making process 

quantitatively by asking individuals to give a subjective rating for the degree of their post-

decisional satisfaction or regret. However, they realized the data were not valid due to a variety 

of errors deriving from individuals’ distortions and rationalizations. As a result, Janis (1959) 

proposed a decisional “balance sheet” of incentives as a method of comprehending both the 

cognitive and the motivational aspects of making decisions.  

A common assumption in the decision-making process (Blau, 1964; Gergen, 1969; 

Homans, 1961; Jones, 1964; Thaibaut & Kelly, 1959) rests on the belief that individuals make 

decisions based on the gains exceeding the losses. However, research (Thibaut & Kelly, 1959) 

emphasizes it is not the absolute amount of gains and loss individuals expect to encounter that 

determines a decision. Individuals make decisions based on relativity, specifically the amount of 

reward or punishment the person has obtained in the past or has seen other people obtaining.  

Janis and Mann (Janis, 1959; Janis & Mann, 1968, 1977) believed four factors underlie 

an individual’s decision process. The first two factors address how the decision will affect the 

decision maker (utilitarian gains and losses for self) and others associated with him/her 

(utilitarian gains and losses for significant others). The two additional factors address how the 
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decision will affect the decision maker’s moral standards and self-image (self-approval or 

disapproval) and the approval or disapproval of others who may be evaluating the decision 

maker (approval or disapproval of others).  Janis and Mann (Janis, 1958, 1959, 1971; Janis & 

Mann, 1977) proposed that these four factors are essential to consider. Otherwise, the decision 

maker will be vulnerable to retract from their decision.    

Janis and Mann (1968) tested their decision-making model at Yale University. 

Participants were instructed to provide an exhausted list of potential future employment 

occupations and specify the pros and cons for each alternative. Then, the respondent selected 

his/her most preferred professions and completed a decisional balance grid, containing the 8 

components of the model (utilitarian gains/losses for self/others, self-approval/disapproval, 

approval/disapproval from others). The results were remarkable (Janis & Mann, 1968); some 

participants appeared to undergo an intense emotional experience as they began to write down 

potential consequences of their preferred course of action that they had not considered prior to 

the exercise. Additional studies (Colten & Janis, 1982; Hoyt & Janis, 1975) indicate that the 

decisional balance sheet is a potentially useful method for inducing behavior change.  

Velicer and colleagues (1985) integrated the concept of the Decisional Balance Scale 

(DBS) into the TTM, acknowledging that the decision-making process is critical in modifying 

behaviors. As a result, researchers (Prochaska, DiClemente, Velicer, Ginpil, & Norcross, 1985; 

Velicer et al., 1985) developed and validated a version of the DBS to assess decision making for 

smoking behavior based on the Janis and Mann’s Decisional Balance Sheet of Incentives (Janis 

& Mann, 1977). In particular, items were developed based on the four categories suggested by 

Janis and Mann (gains or losses for self, gains or losses for significant others, self-approval or 

self-disapproval, and approval or disapproval of others). After performing a principal component 
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analysis, two factors were emerged: (a) involving the positive aspects of smoking (Pros scale), 

and (b) involving the negative aspects of smoking (Cons scale). Specific research on the 

Decisional Balance Scale will be discussed in a later section. 

 

Processes of Change  

The Processes of Change (Prochaska, 1979; Prochaska & DiClemente, 1982, 1983, 1984; 

Prochaska, Velicier, DiClemente, & Fava, 1988) was the first component of the TTM. After 

analyzing psychotherapy research, Prochaska (1979) discovered individuals tend to utilize five 

processes despite the type of therapeutic system being employed. Further research (Prochaska & 

DiClemente, 1982, 1983, 1984) indicated clients use 10 basic processes to promote change in 

their behaviors. These ten processes can be outlined in two broad categories: experiential and 

behavioral; five specific processes encompass each of these basic processes. A brief summary of 

the processes is provided below.  

The experiential change process occurs when individuals think about their problematic 

behavior in respect to how it affects themselves and others. The first process specific to 

experiential change is consciousness rising, which occurs when individuals increase their 

awareness of themselves and their problems. The next process is self-reevaluation, which 

transpires when individuals re-evaluate how they feel and think about themselves in the context 

of the problem. Dramatic relief occurs when individuals experience and express their feelings 

regarding problematic behavior. Self-liberation is when individuals become aware and choose 

healthy alternatives and techniques. Finally, environmental reevaluation occurs when individuals 

assess how their problematic behavior(s) affect others.  
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During the behavioral change process, individuals manipulate their environment when 

changing their problematic behavior. The first process in the behavioral change process is 

reinforcement management, which occurs when individuals reward themselves for making 

changes. The second process involves establishing helping relationships, or a positive social 

support system. The third process is counter-conditioning, which substitutes problematic 

behaviors with desirable alternatives. The fourth process, stimulus control, occurs when 

individuals avoid or counter stimuli associated with the problematic behavior. Finally, social 

liberation transpires when individuals become aware of alternative, positive behaviors.  

Recent research on spouse batterers (Eckhardt, Babcock, & Homack, in press) indicate 

the experiential and behavioral categories can be best understood in terms of internally or 

externally focused processes. Results of a principal component analysis with oblimin rotation 

indicated the first factor is internal in nature (i.e., cognitive or affective reactions to prior abuse 

or to the prospect of change), whereas the second factor is externally orientated (e.g., focus on 

society, a trusted peer, and media information).  

 

Other Components of the TTM: Self-Efficacy and Temptation  

The Self-Efficacy component of the TTM was adapted from Bandura (1977, 1982) and 

measures the degree to which individuals believe they can be successful in achieving or resisting 

a behavior. DiClemente (1981) recognized the importance of self-efficacy in relation to 

progressing through the stages of change and predicting treatment outcome. Therefore, he 

developed the Self-Efficacy and Temptation scale, a measure that consisted of 28 situations or 

events that were considered to be strong cues to smoke. For each item, the participants are asked 

to rate their (a) degree of certainty that they could avoid smoking in that situation (self-efficacy 
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factor), and (b) their degree of temptation to smoke in that particular situation (temptation 

factor). Research (DiClemente, Prochaska, & Gibertini, 1985; Prochaska, Norcross, Fowler, 

Follick, & Abrams, 1992; Prochaska, Velicer, Guadagnoli, & Rossi, 1991) found that the scores 

of self-efficacy have an increased linear relationship across the stages of change, while the 

temptation scores decreased linearly. 

 

Relationship between the Components of the TTM  

Each component of the TTM has as consistent relationship with the Stages of Change 

Scale. Prochaska and colleagues (Prochaska & DiClemente, 1982, 1984; Prochaska, Norcross, & 

DiClemente, 1992) have empirically demonstrated the relationship between the constructs of the 

TTM in many areas of health psychology such as: smoking cessation  (e.g., Prochaska et al., 

1991), alcohol and drug cessation (e.g., Migneault, Pallonen, & Velicer, 1997), and weight 

control (Prochaska, Norcross et al., 1992). Additionally, this research has been extended into 

areas of psychotherapy (Prochaska, Rossi, & Wilcox, 1991) and batterer treatment (Eckhardt et 

al., in press; Levesque, Gelles, & Velicer, 2000). General findings on the relationship between 

the components of the TTM are briefly summarized below.  

According to researchers (Prochaska & DiClemente, 1984; DiClemente, Prochaska, & 

Gilbertini, 1985; DiClemente & Hughes, 1990), during the precontemplation stage individuals 

do not intend to stop their behavior and the goal of treatment is focused on increasing the 

awareness of their need to change the behavior. Results from research on the DBS (e.g., 

Prochaska, Velicer, Rossi, et al., 1994) indicate that individuals in the precontemplation stage 

focus on the negative consequences (cons) of the targeted behavior and not the positive 

implications (pros) of adapting this new behavior. Researchers (Prochaska et al., 1991; 
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Prochaska, Rossi, & Wilcox, 1991; Snow, Prochaska, & Rossi et al., 1994) indicate the process 

of change most often used in the precontemplation stage is consciousness raising. Specifically, at 

this stage individuals tend to increase their awareness and understanding of their behaviors. 

However, the processes of dramatic relief (experiencing intense emotional reactions to their 

current behaviors) and environmental reevaluation (gaining insight into the impact of their 

current behaviors on others) are also commonly used during this stage of change.   

  Prochaska and colleagues (DiClemente & Hughes, 1990; DiClemente, Prochaska, & 

Gilbertini, 1985; Prochaska & DiClemente, 1984) conceptualized individuals in the 

contemplation stage as starting to consider the short-term and long-term effects of their behavior. 

Results from the Decisional Balance Sheet (Prochaska, Redding, & Evers, 1997) indicated 

individuals begin to consider the positive aspects (pros) of changing their behavior although they 

continue to remain highly aware of the negative consequences (cons). According to Prochaska 

and DiClemente (1982), individuals most often tend to use self-reevaluation during this stage, 

changing their cognitive or emotional appraisal of their current behavior. Additionally, 

individuals utilize the social liberation process of change, becoming more aware of societal 

norms that promote more healthy behaviors.  

During the preparation stage, (DiClemente & Hughes, 1990; DiClemente, Prochaska, & 

Gilbertini, 1985; Prochaska & DiClemente, 1984) individuals have committed to changing their 

behaviors and have begun to implement change. Research (e.g., Prochaska & DiClemente, 1982) 

has indicated individuals in this stage decrease experiential or cognitive processes of change and 

increase behavioral processes of change. Specifically, individuals tended to use the helping 

relationships process of change, seeking and accepting support for the anticipated change. In 

addition, individuals utilized several other processes including: self liberation (benefiting from 
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telling others their commitment to change their behavior), stimulus control (using the 

environment to provide positive cues to maintain the new behavior), and counterconditioning 

(substituting old behaviors with new behaviors).  

According to Prochaska and colleagues (DiClemente & Hughes, 1990; DiClemente, 

Prochaska, & Gilbertini, 1985; Prochaska & DiClemente, 1984) during the Action stage of 

change, individuals have committed to making the new behavior a part of their lifestyle. 

Research on the Decisional Balance Scale (e.g., Prochaska, 1994; Prochaska, Velicer, Rossi, et 

al., 1994) indicates individuals consider the positive aspects (Pros) of the new behavior 

significantly outweigh the negative consequences (Cons). According to research on the processes 

of change (e.g., Prochaska & DiClemente, 1982, 1984), all of the processes of change are 

utilized during this stage; however, behavioral processes tend to be emphasized more often. In 

particular, individuals tend to employ the reinforcement management process, rewarding 

themselves for maintaining the new behavior.  

Prochaska and colleagues, (DiClemente & Hughes, 1990; DiClemente, Prochaska, & 

Gilbertini, 1985; Prochaska & DiClemente, 1984), also examined the maintenance stage, 

whereby individuals have maintained their new behavior and incorporated into their lifestyle. 

Research (e.g., Prochaska, Velicer, Rossi, et al., 1994) indicates individuals continue to consider 

the positive (Pros) aspects of their new behaviors significantly more important than the negative 

consequences (Cons). Additional research (e.g., Prochaska & DiClemente, 1982) reveals 

individuals tend to utilize all of the processes of change, particularly when tempted to relapse. 
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Evaluation of the TTM 

Strengths  

Tailored and successful interventions. Researchers (Burkholder & Nigg, 2002; Joseph, 

Breslin, & Skinner, 1999) critically evaluated the TTM and proposed a central strength of the 

model is that different processes are most relevant at different points along the readiness-for-

change continuum, providing a framework for practitioners on how to adapt their approach to 

enhance motivation for change. Earlier research on the TTM (DiClemente & Prochaska, 1982; 

Prochaska & DiClemente, 1983) suggested that certain processes are associated with different 

stages of change. More recently, research (Fava, Velicer, & Prochaska, 1995; Kristeller, Rossi, 

Ockene, Goldberg, & Prochaska, 1992; Prochaska, DiClemente, Velicer, & Rossi, 1993) 

provides empirical support for the relationship between processes of change and the stages of 

change. Furthermore, studies (Prochaska, Rossi, & Wilcox, 1991; Velicer, Norman, Fava, & 

Prochaska, 1999) confirm that by emphasizing specific processes during specific stages, 

individuals are more likely to progress in treatment. For example, Rossi and colleagues (Rossi, 

Blais, & Weinstock, 1994) demonstrated stage-matched interventions produced two to three 

times more change than action-orientated programs.  

Broad scope. According to Burkholder and Nigg (2002), an additional strength of the 

TTM is the ability to apply the model to a wide variety of health behaviors. Research is 

suggesting that such an integrated model of behavior change does very well at explaining change 

encompassing a variety of problem behaviors, many of which are public health concerns. As 

outlined by Joseph, Breslin, and Skinner (1999), the stages-of-change concept has shifted the 

emphasis from simply behavior change (Action stage) to encompass the majority of individuals 
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who are either unsure (Contemplation) or are not currently considering change 

(Precontemplation). 

Provides understanding on change process. According to Prochaska (1992), an important 

advantage of the TTM is that it enhances our understanding on how people change. Specifically, 

it addresses when and how particular shifts in attitudes, intentions, and behaviors occur. 

Additionally, Joseph and colleagues (1999) recognized that the TTM often requires a repetition 

of the stages of change cycle before a long-term behavioral goal is achieved. 

Multidimensional outcomes. Joseph and colleagues (1999) indicate that instead of using a 

simple outcome model, the TTM measures therapeutic or behavioral change at a more 

comprehensive level by including motivational measures, such as self-efficacy and decisional 

balance.  

 

Limitations   

According to Joseph and colleagues (1999), a comprehensive search of the literature on 

the TTM produced over 150 journal articles, book chapters, and monographs have been 

published between 1979 and 1995. Forty-four percent of the publications used constructs from 

the TTM without critical analysis of methodology. Therefore, it is important to examine the 

limitations of the TTM and address the overall adequacy of the model. 

Is behavior change best represented as a stage model? Researchers (Bandura, 1977; 

Farkas et al., 1996; Joseph et al., 1999) argue human functioning is too multifaceted and multi-

determined to be categorized into a few discrete stages. For example, classifying people as 

precontemplators provides no explanation for the reasons they do not consider making changes. 

However, Horwath (1999) states that these criticisms are limited to the stage model, which is 
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only one facet of the TTM. The processes of change, decisional balance, self-efficacy, and 

temptations also contribute to the understanding of the process of change.  

Is the TTM a stage model? A significant criticism of the TTM involves its 

conceptualization as a stage model. Specifically, Reber (1985) states a stage theory is 

characterized by four properties: (a) The characteristics and behaviors to which stage theories 

refer are qualitatively different across time and experience, (b) the sequence of stages have an 

invariant order, (c) each stage has a structural cohesiveness to it, and (d) structures are 

hierarchically integrated so that later stages can build on structures acquired earlier. In summary, 

individuals should be able to be reliably placed into a single, mutually exclusive, ordinal 

category and progress in a successive sequence from one category to an adjacent category. 

Similarly, Bandura (1997) argued that a genuine stage theory is rooted in three basic 

assumptions: (a) qualitative transformations across discrete stages, (b) invariant sequence of 

change, and (c) non-reversibility. Bandura claimed the stages of change violate each of these 

requirements. Specifically, the stages are arbitrarily subdivided into discrete categories. The first 

two stages are simply differences in degree of intention; that is, noncontemplators have no 

intention to change and contemplators have some intention to change. Likewise, the action and 

maintenance stages are arbitrary subdivisions of degree of duration of adopted behavior. 

Additionally, according to a genuine stage theory, the stages constitute a fixed sequence that 

everyone must pass through. However, Prochaska and colleagues (Prochaska, DiClemente, & 

Nocross, 1992) state, “linear progression is a possible but relatively rare phenomenon with 

addictive behaviors,” and a more accurate representation of behavior change is a “spiral pattern 

of change” indicating most individuals relapse and regress to earlier stages. Sutton (2000, 2001) 

argues a genuine stage theory does not permit recycling through stages.  
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Joseph and colleagues (1999) argue that supporting evidence for distinct stages is weak 

and inconsistent. Prochaska and DiClemente (1983, 1984) identified five stages of change, but 

McConnaughy et al. (McConnaughy, 1983; McConnaughy, DiClemente, Prochaska, & Velicer, 

1989) found only four factors in principal component analyses. Velicier, Hughes, Fava, and 

Prochaska (1995) performed a cluster analyses and identified groups of individuals who were in 

the preparation stage. They felt their error was in placing too much value on the principal 

component analyses and too little on the cluster analyses, thereby ignoring evidence for the 

existence of the preparation stage.  

Evidence for the relationship between processes and stages is mixed. Research 

(Prochaska, Norcross, et al., 1992; Prochaska, Rossi, & Wilcox, 1991; Prochaska, Velicer, 

DiClemente, & Fava, 1988) lends empirical support for the relationship between the processes of 

change and stages of change. However, Joseph and colleagues (1999), assert that it is difficult to 

compare the relationship between processes and stages across studies because of differences over 

the years in the number of stages included in the model and by modifications to the processes 

themselves. 

The model does not consider individual characteristics.  Joseph and colleagues (1999) 

argue that individual characteristics such as personal history, social economic status, and social 

context are not considered in the TTM. For example, an individual who is entering the 

contemplation stage for the first time is likely to be different from someone who has a more 

long-term history of excessive drinking, has made numerous attempts to quit, and has returned to 

the contemplation stage. 

Methological concerns.  Several researchers (Joseph et al, 1999; Sutton, 2000) have 

stated concerns about the methodology of the research on the TTM. First, although the factors in 
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the TTM have been replicated in many studies, the number, name, and operational definitions of 

the stages have varied leaving results difficult to interpret and compare with past findings. 

Secondly, Sutton (2000) posited that algorithms have been developed to classify participants into 

stages (e.g., Prochaska, Velicer, Rossi, et al, 1994; Migneault et al., 1997). However, researchers 

developing new algorithms do not empirically compare them with existing algorithms or 

previous multi-dimensional questionnaires. Next, critics of the model (Joseph et al., 1999; 

Sutton, 2000) argue that researchers developing a TTM measure simply adapt previously 

validated measures by revising the language to fit the targeted behavior. As a result, empirical 

findings are difficult to compare and accumulate into a coherent body of knowledge. Finally, 

Sutton (2000) emphasizes the importance of strong predictive validity. Currently, most 

longitudinal data on the TTM has gathered data at two points: pre and post. However, it may be 

more accurate to collect information over relatively short time intervals to help ensure that stage 

transitions have not been missed. In conclusion, as Joseph and colleagues (1999) point out, these 

critiques provide direction for further research and development of the TTM. 

 

Empirical Research on the TTM 

Stages of Change 

Substantial research has been conducted focusing on adults and stages of change. 

Initially, Prochaska and DiClemente (DiClemente & Prochaska, 1982; Prochaska & DiClemente, 

1983) identified five stages (precontemplation, contemplation, preparation, action, and 

maintenance) through smoking cessation studies. These stages have been identified in other 

types of behavior such as alcohol abuse (DiClemente & Hughes, 1990), weight control 

(Kirschenbaum et al., 1992), and condom use (Grimley, Prochaska, & Prochaska, 1997). 
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Other empirical research has not replicated the five-stage model. Specifically, 

McConnaughy and colleagues (1983) conducted research on an adult therapy population and 

indicated four stages of change: pre-contemplation, contemplation, action, and maintenance. 

Consistent with these results, Levesque et al. (2000) identified the same stages on a population of 

adult male batterers. In contrast, Begun and colleagues (2003) conducted similar research on 

male batterers, but only identified three stages: pre-contemplation, contemplation, and 

preparation/action. Begun explained her findings by stating past research (DiClemente & 

Prochaska, 1982) indicates that the preparation and maintenance stages are unlikely to be 

characterized by separate scales. Specifically, the maintenance scale is likely to be characterized 

by some elements of pre-contemplation (i.e., a perception of no current problem) and Action 

(i.e., the need to preserve at the proactive change behaviors). Furthermore, preparation often fails 

to appear as a distinct stage in self-report measures (Prochaska, DiClemente, & Norcross, 1992), 

but appears as a mixture of elements from contemplation and action. 

Further research on batterers (Eckhardt et al., in press) indicated a three-stage model: pre-

contemplation, action, and maintenance. Eckhardt and colleagues proposed the reason the 

contemplation stage was not part of the model was because batterers may go through a 

contemplative period with regard to stopping violence for the long-term (i.e., remaining in the 

maintenance stage) just as they do for the short-term (the shift from contemplation to action).   

Several factors may contribute to the inconsistencies between the results of Begun and 

colleagues (2003) and the Eckhardt (Eckhardt et al., in press) research on batterers. First, 

different stage measures were administered in each study. Begun developed and utilized the Safe 

At Home Instrument to assess the stages; whereas, Eckhardt and colleagues (in press) evaluated 

the stages of change by using the University of Rhode Island Assessment – Domestic Violence 
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(URICA-DV; Levesque et al., 2000). Also, the two studies utilized different analyses to identify 

the factor solution. Specifically, Begun used exploratory factor analysis to find a three-factor 

solution (pre-contemplation, contemplation, preparation/action); whereas, Eckhardt found a 

different three-factor solution (pre-contemplation, action, and maintenance) using a principal 

component analysis.  

Although substantial research on the stages of change has been conducted on adult 

populations, the application of the TTM to adolescents remains in its initial phases. As a result, 

most research (Hulton, 2001; Migneault et al., 1997; Pallonen, 1998; Stevens et al., 2003) 

conducted on adolescents has primarily relied on algorithms to determine the individuals’ stages 

of change. For example, during research conducted on adolescent drinking (Migneault et al., 

1997), each participant was asked, (a) if they usually had three or more drinks in one sitting.  If 

the participant answered, “Yes” they were asked (b) about the length of time and (c) their 

intention to decrease their drinking. If they answered “No,” they were asked (d) whether they 

intend to start drinking, and if they had drunk at or above this level in the past, (e) how long ago 

they had stopped. Based on their sequence of responses, the participants were categorized into 

the following groups: pre-contemplation, contemplation, preparation, action, and maintenance.   

The single published study focusing on the stages of change with adolescent offenders 

(Hemphill & Howell, 2000) utilized the Stages of Change Scale (SOCS; McConnaughy et al., 

1983) to assess the offenders’ stages. Results from confirmatory factor analyses were interpreted 

vaguely by the authors as “fewer than 4 factors” (p. 377). Specifically, a significant overlap was 

found within the pre-contemplation and contemplation factors. Hemphill and Howell (2000) 

suggested these findings may be a result of their level of developmental cognitive functioning 

associated with either adolescence or delinquency. Specifically, identifying goals, solving 
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problems, and monitoring and regulating themselves are associated with progressing through the 

stages. It may be that the cognitive developmental level of adolescent offenders as well as their 

non-delinquent peers limits change in these areas. Adolescent offenders seem to identify fewer 

aspects of change than do adults. In addition, adolescents appear to associate the change process 

with taking action and may not understand the necessity of having a strong desire and 

commitment to change. In addition, adolescents may not believe there are potential challenges to 

maintaining change and believe they are invulnerable to relapse. Hemphill and Howell suggested 

it may be useful to examine cluster-analytic solutions for the four scales of the SOCS and 

propose three clusters: (a) worries about relapsing and wants assistance from others, (b) actively 

takes steps to address personal problems, (c) wants to change personal problems and 

acknowledges his or her contributions to them.  

In summary, most research on adolescents and stages of change utilize algorithms to 

determine the stages of the participants. However, when the psychometric properties of self-

report measures are examined, results indicate the original factor structure of the SOCS appears 

to be different when applied to adolescent offenders. More research is needed to address the 

applicability of stages of change measures on adolescent populations.  

 

Decisional Balance 

Original research on the Decisional Balance Scale (DBS; Velicer et al., 1985) indicates 

two factors compose the measure: the advantages (pros) and disadvantages (cons) on engaging in 

the target behavior. Several empirical studies have replicated the two-factor mode for adolescent 

drinking (Migneault et al., 1997) and adolescent smoking (Hudmon, Prokhoroov, Koehly, 

DiClemente, & Gritz, 1997).  
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Other empirical findings on the DBS suggest a three factor-model. For example, 

Migneault and colleagues (1999) conducted a study on immoderate drinking with college 

students. Results from an exploratory factor analysis and confirmatory factor analysis suggested 

two different solutions, a two-factor solution (pros and cons) and a three-factor solution (pros, 

cons-actual, and cons-potential of immoderate drinking). The Cons-Actual scale is a measure of 

negative affective states associated with current drinking (e.g., “I do not like myself as much 

when I drink.”); whereas, the Cons-Potential measures the risk of more concrete negative effects 

of drinking that are likely to occur in the future (e.g., “Drinking could kill me.”).  

A study on adolescent sexual abstinence by Hulton (2001) suggests a different 

conceptualization of the Cons scale. Via a principal component analysis, Hulton found three 

factors (cons, pros-external, pros-internal). The Pros-External scale measures reasons for 

sexually abstaining that focus on external factors (e.g., “One reason for me to abstain is because I 

don’t want to risk getting AIDS.”) and the Pros-Internal scale concentrates on internal 

motivations (e.g., “I have a strong commitment to remain abstinent until I am married.”). In 

summary, results from this study indicate that before adolescents make the decision to abstain 

from sex, they consider the external (e.g., sexually transmitted diseases) and internal positive 

motivations (wanting to wait until married) in addition to the negative consequences (feeling 

isolated) of abstaining.  

In regards to the adult literature, Levesque (1999) also found a three-factor solution on 

the Decisional Balance Scale that best described a population of adult male batterers. Results 

from a principal component analysis indicated three factors (pros-general, pros-child focused, 

and cons-negative). The component, Pros-Children, was limited in focus to children (e.g., how 

children would benefit from the change, how the change would earn children’s respect). 
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Therefore, before making the decision to change their abusive behaviors, batterers consider the 

impact of their decision on children, in addition to the general positive consequences (e.g., being 

happier in a non-violent relationship) and general negative consequences (e.g., no longer feeling 

more powerful than their spouse).   

In conclusion, most contemporary research indicates a two-factor solution best explains 

the internal structure of the DBS (Hudmon et al., 1997; Migneault et al., 1997; Velicer et al., 

1985). However, current research on the DBS with adolescents (Hulton, 2001; Migneault, 

Velicer, Prochaska, & Stevenson, 1999) and male batterers (Levesque, 1999) has found a three-

factor solution is a better fit. Again, it appears that more research needs to be conducted to 

determine the applicability and psychometric properties of TTM measures with adolescents and 

specialized populations.  

 

Relationship between the Stages of Change and Decisional Balance 

Velicer et al. (1985) indicated a general pattern demonstrates the relationship between the 

decisional balance scales and the stages of change. Specifically, the Pros scale increases 

approximately one standard deviation from the pre-contemplation stage to action and with a 

concomitant of approximately a one-half standard decrease in the Cons scale. Several studies 

have replicated this pattern for immoderate drinking in adolescents and college students 

(Migneault et al., 1997; Migneault et al., 1999), adult smoking (Prochaska et al., 1991), and adult 

alcohol cessation (Velicier et al., 1995).  Prochaska and colleagues, (Prochaska, Velicer, Rossi, 

et al., 1994) reported results from 12 studies on different target behaviors. Findings consistently 

indicated Cons scale was higher than the Pros scale at the pre-contemplation stage. In most 

studies, the “crossover” (Pros scale became higher than Cons scale) occurred between the 
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contemplation and action stages. One exception was on a study on cocaine addiction; its 

population (i.e., inpatients from hospitalized and residential programs) was very different from 

the other 11 studies. These participants met the criteria for the action stage (not using cocaine in 

the previous 6 months) because they were externally restrained from using cocaine rather than 

being self-initiated to quit cocaine. 

Levesque (1999; Levesque et al., 2000) also found that the Pros scale increases from the 

pre-contemplation stage to action while the Cons scale decreases in a sample of batterers, with 

one exception: men in the most advanced stages did not score significantly lower on the Cons 

scale than men in the earlier stages. Levesque offered an explanation by stating batterers in the 

later stages of change may be more willing to admit that partner violence is a problem for them, 

recognize the risk for relapse, or truly be at increased risk for relapse. 

Adolescent research assessing the relationship between the DBS and stages of change has 

shown inconsistent results. For example, results from a study focused on sexual abstinence for 

adolescents (Hulton, 2001) replicated past findings on the relationship between the DBS and 

stages of change for adolescents that have not engaged in sexual intercourse. However, in a 

sample of adolescents who have engaged in sexual intercourse, the Pros scale was not larger than 

the Cons scale until the maintenance stage. Hulton suggested this finding may demonstrate that 

adolescents who have had sexual intercourse do not weigh the pros and cons in their decision-

making process.  

 

Decisional Balance and Adolescent Offenders 

The decisional balance is a component of the TTM that is pertinent to understanding 

adolescent offenders’ amenability and motivation towards treatment. Research by Adams (1970) 
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indicates adolescent offenders who are perceived as amenable and receive treatment show 

significantly lower recidivism rates. Conversely, treated adolescents who were considered non-

amenable, demonstrated significant recidivism rates, similar to non-treated controls. According 

to Brogan, Prochaska, and Prochaska (1999), treating Precontemplators as if they are ready to 

contemplate the causes of their problems or actively change the target behavior may lead to 

premature termination. As a result, clients are driven away and treatment providers may even 

blame them for being resistant, not motivated, or not ready for treatment. The decisional balance 

assesses individuals’ motivations for treatment by providing an understanding of their perceived 

advantages and disadvantages to changing the targeted behavior. Treatment providers can utilize 

this information, tailor treatment techniques to fit with individuals’ level of amenability, and 

provide likely effective treatment.  

 

Development and Validation of the Decisional Balance Scale 

In order to apply the decisional balance approach to adolescent offenders, a 

psychometrically sound and valid assessment instrument must be developed (Begun et al., 2003; 

Levesque et al., 2000). This study focuses on the development and validation of the Decisional 

Balance Scale for Adolescent Offenders (DBS-AO), a brief measure for assessing offenders’ 

beliefs about the positive (Pros scale) and negative (Cons scale) consequences of changing their 

criminal behavior. The original eight categories (i.e., utilitarian gains and losses for self, 

utilitarian gains and losses for significant others, self-approval or disapproval, and approval or 

disapproval of others) of Janis and Mann’s Decisional Balance of Incentives (Janis, 1959; Janis 

& Mann, 1968, 1977) guided the development of the DBS-AO. 
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Research Hypotheses 

1. The DBS-AO scale will have good internal reliability, which will be assessed by alpha 
coefficients and inter-item correlations.  

Past research (Hudmon et al., 1997; Hulton, 2001; Levesque, 1999; Migneault et al., 

1997; Velicer et al., 1985) on previous DBS measures found alpha coefficients have ranged from 

.81-.86 for the Pros scale and .87-.90 for the Con scale.  

2. The Cons scale will be significantly higher than the Pros scale in the Precontemplation stage, 
and the Pros scale will be significantly higher than the Cons scale in the Action stage.  

Velicer et al. (1985) indicated a general pattern demonstrates the relationship between the 

decisional balance scales and the stages of change. Specifically, the Pros scale increases 

approximately one standard deviation from the pre-contemplation stage to the action stage and 

approximately one-half standard deviation decrease in the Cons scale. Several studies 

(Migneault, 1997; Migneault et al., 1999; Prochaska et al., 1991; 1994; Velicier et al., 1995) 

have confirmed this relationship in other populations. 

3. It is hypothesized that the DBS-AO will be comprised of two factors (Pros and Cons), which 
will better explain its underlying dimensions than any 3-factor solution.  

A minority of studies (Hulton, 2001; Levesque, 1999; Migneault, 1999) has found a 3-

factor solution. However, most research (Hudmon et al., 1997; Migneault et al., 1997; Velicer et 

al., 1985) on the DBS has indicated a two-factor model based on the advantages (Pros factor) and 

disadvantages (Cons factor) of changing the target behavior.  

4. Confirmatory factor analyses will be conducted in this study to evaluate the factor structure 
of the SOCS in the adolescent offender population.  

McConnaughy et al. (1983) confirmed a four-factor model of the SOCS (pre-contemplation, 

contemplation, action, or maintenance) using principal-component analysis. However, Hemphill 

and Howell (2000) did not find a good fit to the four-factor solution, and a confirmatory factor 

analysis suggested fewer factors underlie the SOCS among adolescent offenders.  
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5. The SOCS will correlate at different stages with the Self-Deceptive Enhancement scale 
(SDE) on the Paulhus Deception Scales (PDS). For example, scores from the contemplation 
and maintenance stages will correlate negatively with the SDE scores. However, scores from 
the action stage will not correlate with the SDE scale.  

These correlations were found in previous research on adolescent offenders (Hemphill & 

Howell, 2000).  
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CHAPTER 2 

METHOD 

Scale Development 

 The sequential system for scale development was used, as described by Clark and 

Watson (1995), Comey (1988), and Jackson (1970, 1971). The conceptual definitions of the 

decisional balance construct from the transtheoretical model (TTM) (Janis, 1959; Janis & Mann, 

1968, 1977; Levesque, 1999; Velicer et al., 1985) guided item generation for the two Decisional 

Balance Scale (DBS) scales: (a) Pros of changing criminal behavior, and (b) Cons of changing 

criminal behavior.  

 

Phase 1 – Item Generation and Prototypical Analysis 

The first step was generating items for the Decisional Balance Scale – Adolescent 

Offenders. All items were selected from a decisional balance scale developed by Levesque 

(1999) were included in the prototypical analysis. Levesque’s measure was chosen because it is 

the only decisional balance scale validated on an offender population. In addition, its 

development was accomplished through systematic methodology, which was clearly described in 

the literature.  

Prototypical analyses are characteristically utilized in research, in which its objective is to 

identify characteristics that represent a construct (e.g., Rogers, Salekin, Sewell, & Cruise, 2000). 

The object of the current prototypical analysis was to have an adequate representation of Janis 

and Mann’s (Janis, 1959; Janis & Mann, 1968, 1977) conceptualization of the original eight 

categories on the DBS-AO:  

• Gains for self – how ending my criminal behavior might help me 

• Losses for self  - how ending my criminal behavior might hurt me 
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• Gains for significant others  - how ending my criminal behavior might help others 

• Losses for significant others - how ending my criminal behavior might hurt others  

• Self-approval - how ending my criminal behavior will lead to self-approval 

• Self-disapproval - how ending my criminal behavior will lead to self-disapproval 

• Approval from others - how ending my criminal behavior will lead to other’s approval of 
me 

• Disapproval from others - how ending my criminal behavior will lead to disapproval 
from others 

A team that consisted of four doctoral students in clinical psychology and one professor 

at the University of North Texas participated in the prototypical analysis. Each member was 

educated on the history of TTM, its different components, and salient findings in the literature. 

Team members were assigned to systematically review the criteria of the original eight Janis and 

Mann categories. Each team member provided two ratings for each item: (a) the extent that it 

could be applied to adolescents; (b) the extent that it was deemed representative (i.e., 

prototypical) of each category. The team performed the prototypical analysis with a 5-point 

Likert-type scale: 1 (not representative), 2 (slightly representative), 3 (moderately 

representative), 4 (mostly representative) and 5 (very representative). Each team member 

performed these ratings independently and were completely masked of other team member’s 

ratings.  

Mean relevance scores for each item were calculated. Only items that achieved a mean 

score of 3.00 and above were considered, to be at least “moderately applicable” to adolescents. 

The next step was the identification of prototypical items for the Janis and Mann categories. 

Those items with M ratings ≥ 3.00 were retained for further analyses.  

Results from the first prototypical analysis indicated that three categories were 

adequately represented by Levesque’s DBS (1999): gains for self (20 items), losses for self (21 
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items), and gains for significant others (15 items). An insufficient number of items were 

available for the other categories: losses for significant others (2 items), self-approval (5 items), 

self-disapproval (6 items), approval from others (6 items), and disapproval from others (4 items). 

Items from Levesque’s DBS and results from the first prototypical analysis are displayed in 

Table 18. Items that are bolded were retained for the next phase of the project.  

 

Phase 2 - Focus Groups, Item Generation, and Refinement  

The next phase concentrated on further item generation and refinement based on focus 

groups. In order to sufficiently represent each of the Janis and Mann 8 categories on the DBS-

AO, focus groups were used to generate additional items. An additional objective of the focus 

groups was to revise the language of items taken from Levesque’s measure, making it specific to 

adolescent offenders. Focus groups were conducted with professional staff and offenders at 

Gainesville State School, a maximum-security juvenile correctional facility. Gainesville State 

School was selected because it has an ethnically diverse population, and the offenders have 

committed a variety of criminal offenses. In addition, all youthful offenders are mandated to 

participate in a cognitive-behavioral treatment program, in which their progression through the 

Gainesville State School phases is dependent on their level of performance in treatment.   

Three small focus groups were conducted, each with 4-5 adolescent offenders. These 

focus groups were culturally diverse and addressed potential issues of cultural sensitivity. Two 

additional focus groups were composed of professional staff at the Gainesville State School (e.g., 

caseworkers, program administrators, security, group facilitators, and psychologists), who 

regularly interacts with the adolescent offenders.  
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Each focus group was instructed to examine the retained items from Levesque’s 

Decisional Balance measure. They identified problematic words or phrases and offered 

alternative words that may be more easily understood by an adolescent-offender population. In 

addition, the groups of adolescent offenders were asked the following questions to generate 

additional items for the DBS-AO, based on the eight categories. Questions were modified for the 

staff focus groups and addressed their beliefs of what offenders would gain or lose as a result of 

ending their criminal behaviors.  

1. Utilitarian gains for self:  What good things could happen to you if you stopped your criminal 
behaviors?  

2. Utilitarian gains for others: What would others, who are important to you, gain if you 
stopped your criminal behaviors?  

3. Self-approval: What are good things you would feel about yourself if you stopped your 
criminal behavior?  

4. Approval from others: What are good things that others, who are important to you, feel about 
you if you stopped your criminal behavior?  

5. Utilitarian losses for self: What are things you would lose if you stopped your criminal 
behavior?  

6. Utilitarian losses for others: What would others, who are important to you, lose if you 
stopped your criminal behavior?  

7. Self-disapproval: What are bad things you would feel about your self if you stopped your 
criminal behavior?  

8. Disapproval from others: What are some bad things others, who are important to you, feel if 
you stopped your criminal behavior?  

After the focus groups were completed, the team of four doctoral students and professor 

independently rated items produced by the focus groups. For the second prototypical analysis, 

items were rated according to its representation of each Janis and Mann category on a 5-point 

Likert-type scale from 1 (not representative) to 5 (very representative). The mean score of each 

item was calculated and only items that were unique to that category and exceeded a mean of 
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4.00, (i.e., “mostly represented”) were retained as prototypical items (see bolded items in Table 

19). The final step of developing the DBS-AO was merging the items from the two-prototypical 

analyses and eliminating redundant items. Each member of the team conducted an independent 

review and rating of the items, noting items that appeared redundant. Next, the team discussed 

items they identified as redundant, and a consensus was made about which items to eliminate.  

The DBS-AO that was administered in the validation process consisted of 69 items. Most 

of the categories were sufficiently represented: gains for self (10 items); losses for self (10 

items); gains for significant others (10 items); losses for significant others (8 items); self-

approval (7 items); approval of others (10 items); and disapproval of others (10 items). However, 

the self-disapproval category contained the least number of items (4 items). Focus groups had 

difficulty generating different items for this category. They simply agreed that individuals felt 

weak if they stopped committing crimes. 

Overall, the DBS-AO was developed to be simple and straightforward scale that was 

easily comprehensible. Toward this end, it attained a Flesch Kincaid reading level of 3.1 and a 

Flesch Reading ease of 85.5. In addition, on average, sentences contained 7.3 words, and each 

word had an average of 3.9 characters. This version of the DBS-AO appears in Appendix A.  

 

Participants 

The total sample consisted of 239 male adolescent offenders in the Gainesville State 

School, a maximum-security correctional facility. The facility detains adolescents with extensive 

criminal histories and offers a variety of treatment, resocialization, and educational programs. No 

restrictions were placed on participants in this study, except that they had to demonstrate fluency 
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in English and an ability to read at a 4th grade level. Their reading level was measured by Test of 

Adult Basic Education (TABE), which was available through a computerized institutional file.  

 

Materials 

Stages of Change Scale (SOCS) 

This self-report measure was developed by McConnaughy et al. (1983), and assesses the 

four stages of change: pre-contemplation, contemplation, action, and maintenance. The SOCS 

includes 32 items, each on a Likert-type scale ranging from 1 (strongly disagree) to 5 (strongly 

agree). Each stage is measured by eight items. Reliability was assessed using Cronbach’s 

coefficient alphas for the four scales range from .88 to .89. 

Confirmatory factor analysis has supported a four-factor structure within the SOCS 

(McConnaughy et al. 1983). Additionally, these results have been cross-validated on a larger 

sample (McConnaughy et al. 1989). Validity data revealed that SOCS scores predicted treatment 

completion and treatment success (Prochaska, Norcross, Fowler et al., 1992).  The SOCS was 

originally normed on psychotherapy clients (McConnaughy et al., 1983, 1989); however, it has 

also been validated on eating disorders and clinical outpatient populations (O’Hare, 1996; 

Sullivan & Terris, 2001), and adolescent offenders (Hemphill & Howell, 2000). 

 

Antisocial Process Screening Device (APSD) 

This is a 20-item self-report measure designed to measure psychopathic traits (Frick & 

Hare, 2001). The APSD has separate forms for self-report, parental report, and teacher report. 

The self-report form is used for the present study. Items are on a 3-point Likert-type scale: 0 (not 

at all true), 1 (sometimes true), and 2 (definitely true). Frick, O’Brien, Wootton, and McBurnett 
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(1994) found that parent and teacher ratings for the APSD for a predominantly male, European-

American sample yielded alpha coefficients of .82 for the Impulsivity/Conduct Problems scale 

(I/CP), and .73 for the Callous/Unemotional (CU) scale.  

Two factors have been identified for the teacher, parent, and self-report measures by 

recent research (Caputo, Frick, & Brodsky, 1999; Kruh, Frick, & Clements, in press; Pardini, 

Lochman, Frick, 2003; Silverthorn, Frick, & Reynolds, 2001): (a) impulsivity and conduct 

problems (I/CP) with ten items, and (b) Callous/Unemotional aspects of psychopathy (CU) with 

six items.  

 

Paulhus Deception Scales (PDS) 

The PDS (Paulhus, 1998), formerly known as the Balanced Inventory of Desirable 

Responding (BIDR; Paulhus, 1984), is a self-report questionnaire that measures the tendency to 

give socially desirable responses on self-report instruments. The PDS is composed of 40 items 

and respondents rate the statements based on a 5-point Likert scale, ranging from 1 (not true) to 

5 (very true). When examining the internal reliability (Cronbach’s alpha) across four samples, 

the Impression Management and Self-Deceptive Enhancement scales range from .70 to .86. The 

PDS has been normed on community and student samples from American and Canadian 

universities, military recruits (Booth-Kewley, Rosenfeld, Edwards, & Alderton, 1992), and 

adolescent and adult inmates from American and Canadian prison systems (e.g., Hemphill & 

Howell, 2000; Kroner & Weekes, 1996). 

Two factors have been identified and validated. First, the impression management (IM) 

provides information on the tendency of some respondents to consciously respond to items in an 

attempt to make themselves appear favorably to whomever interprets their results. Second, the 
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self-deceptive enhancement (SDE) provides information on the tendency of some respondents to 

provide positive self-profiles that are due to an overly confident, yet inaccurate self-regard.  

 

Procedure 

All participants were provided informed consent (see Appendix B) before they were 

asked for their voluntary participation in this study. They were also assured of confidentiality 

and informed that their responses are limited to use within the research project.  

All the participants were involved in the Resocialization Program, a cognitive-behavioral 

treatment program, developed by mental health professionals (e.g., psychologists and social 

workers) employed through TYC. This program provides academic education, discipline 

training, vocational skills, and correctional therapy. TYC has developed a phase system for their 

Resocialization Program to evaluate treatment progress and develop monthly treatment plans. 

The offenders’ progress is assessed every 30 days to provide periodic feedback to the 

participants. An “ABC” format describes each component: A = academic/workforce 

development; B = behavior; and C = correctional therapy. Each component has 0-4 levels, and 

the offenders can be promoted, retained, or demoted. Offenders vary in the length of time they 

progress through the levels. In the orientation/control phase, participants learn program norms 

and rules and complete a “life story” exploration. During the discomfort/motivation phase, 

participants focus on their distorted thinking patterns that justify their victimization of others. 

The emphasis in the next phase, hope/positive expectation, is identifying criminal offense cycles 

and accepting responsibility for their behavior. The personalization/experimentation phase 

focuses on developing plans for their transition to less restriction and community integration. 

The final phase, parole, occurs when the offenders have transitioned to parole and are expected 
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to transfer the skills they have learned to the community. A detailed summary of each phase is 

listed in Appendix C. 

Two procedures were used in the data collection process. The initial administration of the 

informed consent, DBS-AO, SOCS, ASPD, and PDS involved 180 participants completing the 

measures in their classroom during their first class period. Each classroom contained 

approximately 10 to 20 students. Before the administration, the measures were arranged in 

folders, in a counterbalanced order, in order to minimize ordering effects. During the 

administration, a teacher and a research assistant were available in each classroom to answer 

participants’ questions regarding the surveys.   

A week before the initial survey, the principal investigator met with the teachers to 

provide an explanation of the study as well as instructions about dispensing the measures. 

Specifically, the teachers were asked to read the informed consent to their students, collect the 

signed informed consents and completed demographic information sheet, and separate them from 

the questionnaires.   

In order to obtain additional data, an alternative method of data collection was initiated. 

Specifically, 74 participants completed the surveys in a small group room on their unit. These 

participants were not available during the initial survey administration; most had recently entered 

GSS. At each housing unit, the principal investigator presented the informed consent and 

introduced the study to participants, individually. Then, 5 to 8 participants completed the 

measures in the housing unit’s group room. The principal investigator was available for 

questions throughout the survey administration.    

Additional data were provided by the Research Director of the Texas Youth Commission. 

Specifically, descriptive data (e.g., age, race, education, and arrest history) were obtained from 
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the Research Director of the TYC in addition to the length of time participants have been in the 

Resocialization program and their phase of treatment.  
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CHAPTER 3 

RESULTS 

Descriptive Data 

The participants had a mean age of 16.44 years (SD = 1.50) at the time of the assessment. 

The UNT Internal Review Board determined that a letter of information to the parents was not 

necessary because the director of the Texas Youth Commission is the legal guardian of the 

participants. Therefore, no restrictions were placed on participants’ ages. As a result, the ages 

ranged from 12 to 20 years. The racial composition of the sample was 75 (31.4%) European 

American, 68 (28.5%) African American, 87 (36.4%) Latino American or Hispanic, and 1 

(0.4%) Native American Indian. 

 Table 2 contains descriptive information on several background and independent 

variables. The average age when the adolescents were first committed to TYC was 15.83 (SD = 

1.37), and they have spent an average of 9.40 (SD = 10.77) months incarcerated.  

Table 2  

Descriptive Information on Background Variables 

Background Variables M SD 

Current age 16.44 1.50 

Age at first commitment 15.83 1.37 

Months in TYC 9.40 10.77 

Grade completed 8.15 1.09 

 

Means and standard deviations of levels in the behavioral and correctional components 

were calculated to gain a general understanding of participants’ achievements in the 

Resocialization program. The mean for level in the behavioral component is 1.84 (SD = 1.41), 
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indicating that, on average, the offenders have 7 or more Category II violations (e.g., stealing or 

vandalism under $50, possession of contraband, or disruption of program). In addition, the mean 

for the level in the correctional therapy component is 2.01 (SD = 1.09). Therefore, on average, 

the youthful offenders at GSS are focusing on understanding thinking errors, developing their 

life story, and practicing positive skills in their personal problem areas. A detailed summary of 

each phase is listed in Appendix C.  

Analyses of variance (ANOVA) were conducted to investigate whether scores on the 

measures of change and clinical scales differentiated between participants in the phases of the 

behavioral component of the Resocialization Program. Table 20 displays the means and standard 

deviations of each measure for the levels of the behavioral component of the Resocialization 

Program. 

In regards to the APSD, results indicated participants differed on the APSD Factor 2 

(I/CP), F(4, 213) = 4.38, p < .01 and the Total score F(4, 213) = 3.24, p < .05. However, scores 

on Factor 1 (C/U) did not differ between levels, F(4, 213) = .96, p > .05. A Tukey’s HSD post 

hoc test was performed to examine whether scores on the APSD differentiated participants in the 

lowest level of treatment (i.e., level 0) from those in the most advanced level (i.e., level 4). 

Results indicated offenders on the lowest level (i.e., level 0) reported significantly more (p < .05) 

problems with impulsivity and engage in more delinquent behavior (Factor 2) than offenders in 

the highest level (i.e., level 4). Level 0 offenders also scored significantly higher (p < .05) on the 

total score on the APSD than offenders at level 4. However, this significance is likely due to 

their scores on Factor 2 (i.e., Impulsivity and Conduct Problems) because no significant 

difference was found on scores from Factor 1.   
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Results indicated scores on the DBS-AO did not differentiate between the levels on the 

behavioral component: Cons F(4, 194) = .17, p > .05; pros-self F(4, 192) = .33, p > .05; and 

pros-others F(4, 192) = .79, p > .05. However, the relationship between the Cons Scale and these 

levels is noteworthy. Offenders that are not exhibiting behavioral problems at Gainesville State 

School (i.e., level 4) tended to perceive the negative consequences of changing their criminal 

behaviors as less important (M = 1.97, SD = 0.85) than offenders exhibiting conduct problems 

(M = 2.16, SD = 0.98). 

Scores on the PDS did not differ between the levels of the behavioral component. Mean 

scores ranged from 4.56 to 5.39 on the IM scale, falling within the average range on the PDS.  

Scores indicated all offenders, regardless of their level on the behavioral component did not 

attempt to present themselves in a more positive light, compared to norms on an offender 

population (Paulhus & John, 1998). However, mean scores on the SDE scale ranged from 3.10 to 

4.51, falling within the slightly above average range. Results indicate that offenders at GSS, on 

average, possess some narcissistic qualities and are not aware of their trait-like tendency to an 

overly self-favorable presentation.    

The correctional component is the treatment facet of the Resocialization Program. An 

ANOVA examine the relationship between the measures of change, clinical scales, and 

participants’ level of the correctional Component. The mean scores and standard deviations on 

the clinical measures are presented in Table 21. 

The APSD did not differentiate between the five levels of the correctional component. 

However, it is noteworthy that individuals in Level 4 reported slightly less callousness (M = 

5.68, SD = 2.36) than the other levels (M ranged from to 6.21 - 6.65). In addition, Level 4 
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participants indicated less impulsivity (M = 9.76, SD = 3.89) than levels 0 through 3 (Ms ranged 

from 11.17 to 11.60), however, results were not significant.  

An ANOVA examined the relationship between the DBS-AO scores and the correctional 

component for offenders in Levels 0 and 4 to determine if the DBS-AO differentiated offenders 

who have progressed farthest in treatment from those who are in the beginning stages of 

treatment. Although no significant difference resulted, it is noteworthy that participants at Level 

4 (M = 3.96, SD = .82) tended to score lower on the Pros-Others scale than those at other levels 

(Ms ranged from 4.25 to 4.46).    

Participants’ scores on the SOCS did not differentiate between the five levels in the 

behavioral and correctional components. On average, all participants averaged a “neutral” 

response on the Contemplation, Action, and Maintenance scales. In regards to the Pre-

contemplation scale, on average, all participants acknowledged that their behaviors are 

somewhat problematic.   

Mean scores and standard deviations were calculated for all participants at Gainesville 

State School (see Table 3). Results for the DBS-AO indicate that offenders reported the positive 

consequences for others (pros-others) tended to be an important reason to change their criminal 

behaviors (M = 4.27, SD = .80). Although a stage profile is difficulty to determine by simply 

looking at a particular subscale, the overall mean score on the SOCS indicated participants are at 

least acknowledging problematic behavior. The standard deviation on scores on the PDS was in 

the average range, ranging from 3.00 to 4.43. As a result of the large variability between 

participants’ scores, the overall mean score is difficult to interpret. Results on the APSD indicate 

the participants tended to report more impulsivity and conduct problems rather than endorse 

items related to callousness.  
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Table 3 

Mean Scores of the Measures of Change and Clinical Scales  

 M SD 

DBS – AO (Cons) 2.06 .96 

DBS – AO (Pros-Self) 3.76 .94 

DBS – AO (Pros-Others) 4.27 .80 

SOCS (Precontemp) 2.51 .84 

SOCS (Contemp) 3.88 .81 

SOCS (Action) 3.79 .87 

SOCS (Maintenance) 3.45 .73 

PDS (IM) 4.76 3.00 

PDS (SDE) 4.46 3.19 

PDS Total 8.89 4.43 

APSD (Callous/Unemotional) 6.37 2.14 

APSD – R (Callous/Unemotional) 3.66 1.73 

APSD (Impulsivity/Conduct Problems) 11.22 3.37 

APSD Total 22.13  5.02  

APSD – R Total 19.61 4.17 

Note. DBS = Decisional Balance Scale; SOCS = Stages of Change Scale; PDS = Paulhus 
Deception Scale; APSD = Antisocial Processing Screening Device; APSD – R = Revised Scale 

 

Phase 3 – Refinement 

After the validation process, several steps were involved in the refinement of the DBS-

AO. The first objective was to achieve good reliability, which was accomplished by examining 

Chronbach alphas. After the internal reliability of the DBS-AO was established, the factor 
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structure was examined through a principal axis factor analysis (PAF). Results of the PAF 

indicated a two-factor model (e.g., Pros and Cons scales) that has been established in earlier 

research on the TTM (e.g., Velicier et al., 1985; Migneault et al., 1997) as well as a three-factor 

model that has been indicated by more contemporary research (e.g., Hulton, 2001; Levesque, 

1999). Therefore, confirmatory factor analyses (CFA) were conducted in order to establish the 

best factor structure of the DBS-AO.  

Item reliability and analyses was calculated with SPSS Windows (v.11.0), and Chronbach 

alpha coefficients were calculated for scores in each of the 8 Janis and Mann categories (see 

Table 4). In order to improve the reliability in each category, an item was eliminated if its 

removal resulted in a higher Chronbach alpha. This goal was to achieve alphas of .80 or higher, 

which is the desired range for clinical and research use (Anastasi, 1988). Six scales achieved 

excellent alpha scores ranging from .80 to .85. The scale, Losses for Self, resulted in an 

acceptable Chronbach alpha of .78, which could not be further improved. The final scale, Self 

Disapproval, was only able to achieve marginal reliability (α = .62). Its reliability was 

constrained by its small number of items, and the removal of any of its 4 items did not improve 

the Chronbach alpha coefficient. 

The average inter-item correlations on five DBS-AO scales (see Table 4) fall within the 

recommended range of .15 to .50 (Clark & Watson, 1995). Items on these scales appear to be 

unique contributions and are not redundant of other items within their scale. However, three 

categories have inter-item correlations that moderately exceed the recommended level. 

Specifically, results suggest that items within the categories of Approval for Self (M inter-item 

correlation = .54), Disapproval of Significant Others (M inter-item correlation = .52), and 

Approval of Significant Others (M inter-item correlation = .54) are slightly above the 
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recommended levels. The amount of shared variance is still relatively small (27% to 29.2%) for 

correlations of this magnitude.   

Table 4 

The Reliability of the DBS – AO Scales with an Adolescent Offender Population 

Scale Number of 
Original Items 

 

Number of Items 
Retained 

α Inter-item 
correlation 

Gains for Self 
 

10 7 .80 .37 

Gains for Significant Others 
 

10 5 .82 .48 

Losses for Self 10 8 .78 .31 

Losses for Significant Others 
 

8 5 .81 .46 

Approval of Self 
 

7 5 .85 .54 

Disapproval of Self 
 

4 4 .62 .29 

Approval of Significant Others 
 

10 5 .84 .52 

Disapproval of Significant Others 10 5 .85 .54 

 

An exploratory factor analysis (EFA), using SPSS Windows (V. 11.0) software, was 

conducted to examine the factor structure of the DBS-AO scales. A principal axis factor analysis 

and varimax rotation was used on 173 participants with complete data. Although an inspection of 

a scree plot suggested a three-factor solution, I followed Pedhazur & Schmelkin (1991) 

recommendation of over-factoring and under-factoring and also examined two- and four-factor 

solutions.   

The two-factor model accounted for 38.1% of the total variance and was consistent with 

the initial model of the DBS proposed by Velicier and colleagues (1985). The mean loadings on 

the Pros factor (19.6% of the total variance) ranged from .40 to .72. The Cons factor (18.5% of 
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the total variance) had mean loadings from .42 to .73. Only one item (i.e., I will feel like a ‘cop 

out.’) did not load substantially onto either factor.  

A four-factor solution accounted for 45.1% of the total variance. Three of the four factors 

were produced in the three-factor model. Only one item (I feel like a ‘cop out.’) composed the 

fourth factor (i.e., Cons–Self), which accounted for 2.73% of the variance. In contrast, fourteen 

items loaded uniquely onto the Cons–Others factor (18.3% of the variance), ranging from .44 to 

.80. The Pros-Self factor (12.2% of the variance) consisted of 12 unique items with loadings 

ranging from .48 to .78, and the Pros-Other factor (11.9% of the variance) and consisted of 11 

unique items with loadings ranging from .42 to .76.  

Interpretability of three-factor solution is consistent with recent literature on the DBS 

(e.g., Levesque, 1999) and accounted for 42.3% of the total variance. Specifically, two Pros 

factors materialized, separating the positive consequences of ending criminal behavior for the 

offender (Pros-Self) and significant others (Pros–Others), and the Cons Factor represent all of the 

negative consequences. 

• Factor 1, the Cons scale (18.2 % of variance), is composed of 21 items with unique 
loadings that range from .43 to .80. The Cons scale is characterized by the negative 
consequences of ending criminal behavior. It is exemplified by losing respect from peers 
and family members and diminished self-image. It also includes a loss of financial 
opportunities and the potential for increased danger.   

• Factor 2, the Pros-Self scale (12.3% of variance), has 11 unique loadings that range from 
.47 to .77. The Pros Self scale is characterized by the positive internal rewards from 
terminating criminal activity. Rewards include positive self-image, self-respect, positive 
relationships with others, and increased safety.   

• Factor 3, the Pros-Others scale (11.8% of variance), considers the positive consequences 
from significant others when offenders cease their criminal behaviors. Ten items loaded 
uniquely and substantially onto the third factor, ranging from .49 to .75. The Pros-Other 
scale is characterized by gaining close, positive relationships with others. Other feelings 
include the self-respect of others for prosocial behaviors.  
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A Pearson’s correlation was conducted to determine the relationship between the three 

scales of the DBS-AO. The Cons scale was virtually uncorrelated with the Pros-Self scale (r = 

.04, p > .05) but had a low correlation with the Pros-Others scale (r = -.18, p < .05). As expected, 

the two Pro scales were moderately correlated with one another (r = .62, p < .01). 

In conclusion, a three-factor solution best describes the underlying factor structure of the 

DBS-AO and is superior to the two- and four-factor model. Although the four-factor model 

accounted for the most total variance, only one item loaded onto the fourth factor. The three-

factor model accounted for slightly more variance than the two-factor model, and the results 

were explicable with concepts in more recent literature on the TTM (e.g., Levesque, 2000). 

Given these considerations, further analyses were conducted on the three-factor solution. Table 5 

displays the factor loadings for the three-factor solution of the DBS-AO.  
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Table 5  

The Three-Factor Solution of the DBS – AO Generated By Exploratory Factor Analysis 
Item Number and Content Description Cons Pros-Self Pros-Others 
(43) Associates will lose partner 0.81 0.03 -0.10 
(53) People who taught me will not respect 0.71 0.05 -0.20 
(32) Friends will not respect me 0.70 0.03 -0.11 
(24) Associates will lose respect 0.68 0.08 -0.13 
(57) People love will be embarrassed if got help 0.67 0.03 0.01 
(36) Family not accepted by neighbor 0.66 -0.10 -0.03 
(50) Friends will lose partner 0.65 -0.06 -0.14 
(67) Lose tough image 0.63 0.04 -0.20 
(60) People I taught will not respect me 0.63 0.02 -0.22 
(26) Not feel thrill 0.61 0.06 0.00 
(48) Will not feel powerful 0.60 -0.09 -0.01 
(55) Lose money 0.59 -0.01 0.01 
(20) Family lose respect from others 0.58 -0.03 0.20 
(14) Feel weak 0.57 -0.02 0.03 
(16) Others think I'm weak 0.56 -0.09 -0.15 
(22) Feel ashamed to ask for help 0.55 0.00 0.00 
(10) Lose associates 0.54 0.12 -0.09 
(18) Be in physical danger 0.49 0.05 -0.06 
(41) No way of releasing frustration 0.49 0.05 -0.10 
(30) Ashamed for admitting crimes 0.48 0.21 0.14 
(34) Will have to give up things 0.43 -0.06 0.02 
(6) Feel like 'cop out' 0.31 -0.03 0.08 
(13) Be proud of myself 0.02 0.77 0.10 
(44) Feel proud of self -0.06 0.71 0.29 
(21) More self-respect 0.06 0.70 0.25 
(47) Will be happier -0.06 0.67 0.28 
(5) Believe in self 0.06 0.65 0.24 
(40) Feel safer 0.07 0.62 0.21 
(9) Better friends 0.08 0.59 0.16 
(29) Feel better about self -0.02 0.59 0.28 
(54) Part of neighborhood 0.11 0.50 0.28 
(66) No worries about being arrested -0.07 0.50 0.05 
(61) Will not have to look over shoulder 0.09 0.47 0.25 
(45) People I care about will trust me -0.10 0.25 0.75 
(38) Others respect me "getting act together" -0.03 0.33 0.72 
(63) Family will be closer -0.04 0.26 0.70 
(56) People I care about will feel safe -0.10 0.19 0.69 
(23) People I care about will be proud -0.08 0.30 0.65 
(68) People I care about will be comfortable around me -0.10 0.23 0.64 
(52) Family will have more respect for me -0.11 0.21 0.64 
(35) Family will be more respected 0.02 0.30 0.58 
(42) Can help my family -0.09 0.31 0.53 
(31) Family will respect me -0.09 0.38 0.49 
(33) Start new life -0.07 0.50 0.40 
Eigenvalues 8.00 5.43 5.20 
Percentage of the variance 18.19 12.33 11.82 

Note. Items with loadings > .40 and unique to one factor are presented in bold.  

The final phase of data refinement consisted of a confirmatory factor analysis (CFA). It is 

a more stringent test than an EFA because a particular number of factors are specified in advance 
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to represent the underlying structure of the measure. Therefore, the goodness of fit of the three-

factor solution that emerged during the EFA was examined through a CFA. Before the CFA was 

conducted, 11 items on the Cons scale were removed. One objective was to establish DBS-AO 

scales that contained approximately the same number of items. However, results from the EFA 

indicated 21 items loaded substantially and uniquely to the Cons factor; whereas the Pros-Self 

factor consisted of 11 items, and the Pros-Others factor contained 10 items. Therefore, only items 

that loaded at .60 and above were considered for the CFA. As a result, 11 items comprised the 

Cons factor. 

The CFA estimates used maximum likelihood solutions obtained using EQS v5.7b 

software. Bentler (1995) and colleagues (Chou, Bentler, & Satorra, 1991) recommended using 

robust estimates to address distributional characteristics such as those often seen in clinical 

samples. The three-factor solution is presented in Table 6. In review of the relative fit indices, the 

comparative fit index (CFI) was marginal (.88), but the robust comparative fit index (RCFI) 

indicated a good fit (.93). For the absolute fit indices, the root mean square error of approximation 

(RMSEA) indicated a good fit of .07.  

The factor loadings for the three-factor CFA are presented in Table 7, which displays the 

standardized parameters for the factor loadings. Overall, the item loadings for all three factors were 

good. For example, 8 of the 11 items on the Cons and the Pros-Self factors reached loadings of .60 

or greater. In addition, all 10 items on the third decisional balance component, Pros-Others, loaded 

substantially and ranged from .63 to .82.  
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Table 6  

Fit Indices for Two Confirmatory Factor Analytic Models of the DBS-AO Scales 

Model χ² Df p NFI NNFI CFI RCFI RMSEA

2-factor solution 1077.431 464 <.001 .69 .78 .79 .85 .09 

3-factor solution 821.34 462 <.001 .76 .87 .88 .93 .07  

Note. NFI = normed fit index, NNFI = non-normed fit index, CFI = comparative fit index, RCFI 
= robust comparative fit index, RMSEA = root mean square error of approximation. 
 
Table 7 

DBS – AO Factors Generated by Confirmatory Factor Analysis 
Item  
Number  

Content Description Factor 1  
Cons 

Factor 2  
Pros Self 

Factor 3  
Pros Others 

Error 
Term 

53 People who taught me will not respect me .82   .66 
43 Associates will lose partner .78   .60 
60 People will not respect me .76   .58 
50 Friends will lose partner .70   .49 
32 Friends will not respect me .69   .48 
24 Associates will lose respect .67   .45 
57 People will be embarrassed .66   .43 
36 Family will not be accepted .66   .43 
26 Not feel thrill .59   .35 
67 Lose tough image .59   .35 
48 Will not feel powerful .54   .30 
44 Feel proud of self  .78  .60 
13 Be proud of self  .76  .57 
21 More self-respect  .74  .55 
47 Will be happier  .74  .54 
29 Feel better about self  .70  .49 
5 Believe in self  .69  .48 
40 Feel safer  .66  .43 
9 Better friends  .60  .36 
54 Part of neighborhood  .55  .30 
61 Not have to look over shoulder  .52  .27 
66 No worries about arrested  .47  .23 
45 People will trust me   .82 .68 
38 Others respect “getting act together   .79 .63 
23 People will be proud of me   .75 .56 
56 People will feel safe   .73 .53 
63 Family will be closer   .73 .53 
68 People will be comfortable   .71 .50 
52 Family will respect me   .68 .46 
35 Family will be respected   .65 .42 
42 I can help my family   .65 .42 
31 Family has more respect for me   .63 .39 

Note. Loadings ≥ .40 are presented in bold. 
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Research Questions 

Research Question #1  

The first research question sought to address the internal reliability of the DBS – AO and 

the other experimental measures used in this study.  

Reliability of the DBS – AO. From the total of 239, 175 participants completed all 32 

items on the DBS-AO final version (see Appendix D). The internal reliability was assessed by 

alpha coefficients and inter-item correlations. Overall, the internal reliability was excellent with 

Cronbach’s alphas ranging from .89 to .91 (see Table 7). These alphas are consistent with 

Nunally’s (1978) suggested minimum standard of .80 to .90 for research measures. In addition, 

inter-item correlations were adequate for the three scales and ranged from .47 to .49.  As 

suggested by Clark and Watson (1995), good internal consistency is warranted when interitem 

correlations range from .15 to .50.  

The standard error of measurement (SEM) is also useful in interpreting the reliability of 

individual scores (Anastasi, 1988). With respect to the DBS-AO, offenders’ scores may vary 

over time; however, their true score is expected to lie within less than a point of their reported 

score. The SEM of the three scales of the DBS-AO ranges from .25 to .31. The SEM of the DBS-

AO is presented in Table 8. 

Table 8 

Internal Reliability and Standard Error of Measurement for the DBS – AO Scales with an 
Adolescent Offender Sample 

Scale Items Αlpha Inter-item Correlation Standard Error of 
Measurement (SEM) 

Cons 11 .91 .47 .29 
Pros – Self 11 .89 .43 .31 
Pros – Others 10 .90 .49 .25 

 



 

 

 

55

Reliability of experimental measures. Overall, the alpha coefficients for all of the 

experimental measures from this study are lower than those reported in previous research (see 

Table 9). The SOCS demonstrated good to excellent reliability coefficients for two scales. 

Specifically, the Contemplation scale (α = .82), Action scale (α = .88), and adequate alphas for 

Pre-contemplation (α = .78) and Maintenance (α = .72). Interitem correlations for the SOCS 

ranged from .25 to .48, indicating good scale homogeneity.  

Estimated internal reliability of the PDS varied from moderate to poor. The Self 

Deception Enhancement scale (α = .71) and Total scales (α = .69) demonstrated moderate alpha 

coefficients. However, the Impression Management Scale resulted in a marginal alpha of .66. 

The inter-item correlations for the PDS were low (rs from .05 to .11) suggesting poor scale 

homogeneity. 

Results indicated the two factors of the APSD demonstrated the poor reliability with 

alpha coefficients ranging from .32 to .58. However, the Total scale demonstrated a moderate 

alpha coefficient of .71 and an adequate inter-item correlation of .11. However, alpha 

coefficients were inadequate for Factor 1 (CU; α = .32) and marginal F2 (I/CP; α = .58). The 

inter-item correlations of these scales ranged from .09 to .12, respectively.  

Vitacco and colleagues (2003) conducted a confirmatory factor analysis on the APSD and 

determined a 3-factor solution best described its underlying factor structure. Specifically, results 

indicated a Callous-Unemotional factor, Impulsivity factor, and Narcissism factor. Further 

analyses of alpha coefficients for these factors in this study still demonstrated an overall poor 

reliability. Although the Narcissism factor demonstrated a marginal alpha coefficient (α = .63), 

the Callousness/Unemotional and Impulsivity factors were inadequate and ranged from .42 to 

.48.   
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The inability to establish adequate alpha coefficients and inter-item correlations on the 

Callousness/Unemotional scale limits the ability to utilize the CU scale when measuring 

psychopathy. To determine whether the APSD should be used in further analyses, refinements of 

an alternative CU scale was explored with items being eliminated from each scale if its removal 

resulted in a higher alpha coefficient. When 3 items (i.e., items 5, 14, 19) were removed from 

Factor 1 (CU), the alpha coefficient improved for the remaining 3 items from .37 to .58 and 

inter-item correlations improved from .09 to .33. The removal of these items moderately changed 

the alpha coefficient for the Total score (.57 vs. .71). Although still only marginal, the CU - 

Revised (CU-R) and Total – Revised (Total–R) scales were used in subsequent analyses.  

Table 9 

Alpha Coefficients and Inter-Item Correlations for the SOCS, PDS, and APSD Scales 

Scale Items Αlpha Inter-item Correlation 

SOCS 

Precontemplation 8 .78 .30 
Contemplation 8 .82 .36 
Action 8 .88 .48 
Maintenance 8 .72 .25 

PDS 

IM 20  .66 .09 
SDE 20  .71 .11 
Total 40  .69 .05 

APSD 

CU 6 .37 .09 
CUa 6 .42 .10 
CU-R 3 .58 .33 
I/CP 10 .58 .12 
Ia 5 .48 .16 
Narcissisma 7 .63 .19 
Total 20 .71 .11 
Total - R 17 .57 .08 

Note. IM = Impression Management Scale, SDE = Self-Deceptive Enhancement scale, Total = sum of two 
subscales. CU = Callous/Unemotional. a = Scales determined by Vitacco et al., 2003. CU-R = CU-Revised 
Scale. I/CP = Impulsivity and Conduct Problems. Total = Total Score. Total – R = Total-Revised Score. 
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Research Question #2 

The second research hypothesis addresses the relationship between the DBS-AO and the 

SOCS. A cluster analysis was performed in order to identify relatively homogeneous groups of 

individuals, based on their SOCS scores. It yielded a 4-cluster solution that accounted for 180 

participants with complete data. A chi-square analysis indicated no significant differences 

between the clusters and demographic variables, χ² (9) = 9.63, p = .38, indicating ethnicity did 

not vary significantly between each cluster. The standardized mean scale scores on the SOCS 

scales for the 4 clusters that emerged are presented in Figures 1-4. The 4 clusters are described 

below in an order that appears to represent a progression from the least to most advanced in the 

change sequence.  

1. Precontemplation Cluster. Twenty adolescents are included in this cluster, which is very 
similar to the Reluctant Cluster described by Levesque et al. (2000). However, this sample was 
slightly above average on Precontemplation, below average on Maintenance, and lowest on 
Contemplation and Action (almost 2 standard deviations below the mean; see Figure 1). 
Levesque’s sample was lowest on the Action scale and slightly higher on the Contemplation 
Scale than this sample. In both versions, this profile represents a substantial reluctance to make 
changes. 

 2. Ambivalent Cluster. This cluster is composed of 61 individuals in this sample. The 
individuals in this cluster were higher than average on Precontemplation and lower than average 
on Contemplation and Action (see Figure 2). Results suggest that Ambivalent participants are not 
engaged in the change process and will likely to remain status quo. However, they scored higher 
on the Contemplation and Action Scales than those in the Precontemplative Cluster, indicating 
more of an openness to change than participants in the Precontemplative Cluster.  

3. Contemplation Cluster.  Forty-five individuals represent this cluster. In comparison to 
individuals in the Ambivalent cluster, these adolescents were lower on Precontemplation and 
Maintenance, and higher on Contemplation and Action (see Figure 3). This cluster represents a 
transitional stage in which individuals are contemplating change and beginning to take action. 

4. Action Cluster. The 54 participants in this cluster are lower on Precontemplation and 
higher on Contemplation, Action, and Maintenance than all previous clusters (see Figure 4). 
They are thinking about the benefits of changing, actively working on ending their violence, and 
are acutely aware of the potential for relapse.  
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Differences across the SOCS clusters were examined using MANOVAs in which the 

dependent variables were the two Pros scales (Pros-self, Pros-others) and the Cons scale. The 

MANOVA resulted in a significant differences among the SOCS clusters (Wilk’s lambda = .576, 

approximate F(9, 365) = 10.33, p < .001). Significant results existed between the clusters and all 

three scales of the DBS-AO: Pros-Others F(3, 152) = 6.23, p <.001; Pros-Self F(3, 152) = 14.66, 

p < .001; and Cons F(3, 152) = 4.66, p = .002.  

Results from a Tukey’s HSD post hoc test confirmed the hypotheses that the Cons scale 

is higher in the earlier stages of change and the Pros scales are higher in the latter changes of 

change. Specifically, participants in the Precontemplation and Ambivalent clusters scored 

significantly higher on the Cons scale than the offenders in the Contemplation and Action 

clusters. Conversely, offenders in the Precontemplation and Ambivalent clusters scored 

significantly lower on the Pros-Self scales and the Pros-Other scales than the Contemplation and 

Action clusters.   

The DBS – AO was converted into standardized z-scores and plotted together in an order 

representing possible progression through the SOCS stage clusters. Figure 5 illustrates that the 

Cons scale of ending criminal behavior outweigh the two Pros scales in the early clusters, and 

the Pros scales outweigh the Cons scale in the later clusters, replicating previous findings 

(Levesque et al., 2000; Migneault, 1997; Migneault et al., 1999; Prochaska et al., 1991; 1994; 

Velicier et al., 1995). The crossover between the Pros and Cons takes place between the 

Ambivalent and Contemplation clusters. The Pros of changing increased by over one standard 

deviation, and the Cons of changing decreased by over one-half standard deviation with 

progression from the Ambivalent to the Contemplation cluster.  
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A t-test was also conducted to examine the significant differences between the SOCS and 

the DBS-AO. Based on Prochaska and DiClemente (1983), a Change Score was calculated by 

summing the averages of the Contemplation, Action, and Maintenance subscales and subtracting 

the average of the Precontemplation scale. The Change Score signifies the participants’ 

amenability to change. Results indicate that the Change score is significantly lower on the Cons 

scale (M = -6.66, SD = 3.02 ), t(168) = -28.70, p < .001. Conversely, the Change Score is 

significantly greater on the two Pros scales. Specifically, the Change Score is greater on the Pros 

Self scale (M = -5.00, SD = 2.16), t(164) = -29.74, p < .001, as well as on the Pros Others scale 

(M = -4.39, SD = 2.32), t(168) = -24.55, p < .001. Overall, results indicate that when participants 

have higher levels of readiness to change, they place less importance on the negative 

consequences of changing their criminal behavior, and more importance on the positive 

consequences. 

 

Research Question #3 

The third research question hypothesized that a two-factor model would best describe the 

internal structure of the DBS-AO. The purpose of factor analysis is to identify the least number 

of meaningful factors that provides the maximum amount of information (Gorsuch, 1983). A 

confirmatory factor analyses using EQS v5.7b (Bentler, 1990) was conducted in attempt to 

identify the most appropriate factor solution. After comparison of the two factor structures, a 

three-factor structure was selected as the best solution.  

Overall, the two-factor solution was a poor fit. The relative fit indices consistently 

produced unacceptable results (CFI = .79; RCFI = .85). The absolute fit index was also 

inadequate (RMSEA = .09). In contrast, as discussed under Scale Refinement, results from the 
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CFA indicated a good fit for the three-factor solution. Specifically, the RCFI was excellent (.93), 

and the absolute fit index indicated a good fit (RMSEA = .07). Table 6 summarizes the fit 

indices for the two- and three-factor solutions.  

Factor loadings for three-factor solution are presented in Table 7, which displays the 

standardized parameters for each of the three factors. All parameters loaded significantly on their 

respective factor (ps ≤ .001), and the mean loading across the items was a robust .68. All items 

loaded substantially, ranging from .52 to .82.   

 

Research Question #4 

The fourth research question addressed the examination of the factor structure for the 

SOCS. Two confirmatory factor analyses were conducted using EQS structural modeling 

program (Bentler, 1990) on the SOCS, comparing the four-factor model (McConnaughy et al., 

1983) that included: (a) pre-contemplation, (b) contemplation, (c) action, (d) maintenance, and 

the three-factor model (Hemphill & Howell, 2000): (a) feelings, (b) behaviors, (c) thoughts.  

The McConnaughy (1983) four-factor model indicated good fit (see Table 10). In review 

of the relative fit indices, the RCFI was good (.90), and the RMSEA was acceptable (.06). All 

parameters loaded substantially on their respective factors (ps ≤ .001). The Action scale was the 

strongest factor with loadings ranging from .57 to .82. In contrast, the Maintenance scale was the 

weakest factor and contained loadings from .36 to .58.  One item (i.e., item 33 on the 

Maintenance scale) had an unsubstantial loading of .36. The factor loadings for the 

McConnaughy model are presented in Table 11.  

The three-factor model proposed by Hemphill and Howell (2000) resulted in a poor fit. 

The relative fit indices were inadequate (see Table 10). However, the absolute fit index was 
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approaching acceptable (.07). In regards to factor loadings, the Behavior factor had the most 

substantial loadings, ranging from .58 to .83. The 6 of the 14 items on the Thoughts factor 

contained negative loadings, and two items did not adequately load. Item 23 (“I may be part of 

the problem, but I do not really think I am”) had a loading of .32, and item 1 (“As far as I am 

concerned, I do not have any problems that need changing.”) had a loading of .28. Table 12 

displays factor loadings for the three-factor model.  

In conclusion, results indicate that the original four-factor solution of the SOCS 

(McConnaughy, 1983) is a good fit for the current sample of adolescent offenders. Therefore, 

data analyses utilizing the SOCS are supported by its sound psychometric properties.   

Table 10 

SOCS: Fit Indices for Two Confirmatory Factor Analytic Models 

CFA Model Factors χ² Df p NFI NNFI CFI RCFI RMSEA

McConnaughy et al. 
(1983) 

4 761.36 458 <.001 .70 .84 .85 .90 .06 

 
Hemphill & Howell 
(2000) 

 
3 

 
884.88 

 
461 

 
<.001

 
.65 

 
.78 

 
.79 

 
.84 

 
.07 

Note. NFI = normed fit index, NNFI = non-normed fit index, CFI = comparative fit index, RCFI 
= robust comparative fit index, RMSEA = root mean square error of approximation. 
 

Table 11 

SOCS Confirmatory Factor Analysis Loadings for Four-Factor Solution 

SOCS 
Items 

Item Content Factor 1 
(Precontemplation)

Factor 2  
(Contemplation) 

Factor 3  
(Action) 

Factor 4 
(Maintenance)

Error 
Term 

13 Nothing to change .71    .71 
11 Problem is not me .66    .75 
5 Not the problem one .65    .76 
26 Can’t people forget 

problems 
.54    .84 

29 Why worry .52    .86 
31 Cope with faults, not 

change  
.52    .85 

1 No problems need 
changing 

.45    .89 

(table continues) 
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Table 11 (continued). 
 

SOCS 
Items 

Item Content Factor 1 
(Precontemplation)

Factor 2  
(Contemplation) 

Factor 3  
(Action) 

Factor 4 
(Maintenance)

Error 
Term 

23 Not part of the 
problem 

.47    .88 

15 Think I should work 
on it 

 .68   .74 

8 Want to change 
something 

 .67   .74 

12 Want to understand 
myself 

 .65   .76 

19 Want ideas on 
changing 

 .65   .77 

24 Want some good 
advice 

 .64   .77 

4 Wand to work on 
problem 

 .60   .80 

21 This place may help 
me 

 .53   .85 

2 Ready for self 
improvement 

 .51   .86 

 
30 

 
Actively working on 
problem 

   
.82 

  
.57 

14 Working hard to 
change 

  .76  .65 

7 Doing work on my 
problem 

  .76  .65 

17 At least I’m working 
on it 

  .74  .68 

25 I’m actually doing it   .72  .69 
20 I would like some 

help 
  .65  .76 

3 I’m doing something 
about it 

  .61  .79 

10 I’m working on it   .57  .82 
18 I am still struggling    .58 .81 
16 I am here to prevent 

relapse 
   .55 .84 

22 I may need a boost    .54 .84 
6 I might slip back    .52 .86 
9 I’m not sure if I can 

keep up 
   .48 .88 

28 I might have a 
reoccurrence  

   .44 .90 

27 I am preventing 
relapse 

   .42 .91 

32 It comes back to haunt 
me 

   .36 .94 

Note. Loadings ≥ .40 are presented in bold. 
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Table 12 

SOCS Confirmatory Factor Analysis Loadings for Hemphill And Howell (2000) Three-Factor 
Solution 

SOCS 
Items Item Content Factor 1 

(Feelings) 
Factor 2 

(Behaviors) 
Factor 3 

(Thoughts) 
Error 
Term 

19 Want ideas on changing .70   .71 
20 I would like some help .72   .70 
24 Want some good advice .64   .77 
6 I might slip back .51   .86 
22 I may need a boost .50   .87 
18 I am still struggling .48   .88 
9 I’m not sure if I can keep up .43   .90 
27 I am preventing relapse .43   .90 
16 I am here to prevent relapse .43   .91 
28 I might have a reoccurrence  .33   .95 
32 It comes back to haunt me .23   .97 
30 Actively working on problem  .83  .57 
7 Doing work on my problem  .77  .64 
14 Working hard to change  .77  .64 
25 I’m actually doing it  .74  .68 
17 At least I’m working on it  .73  .68 
3 I’m doing something about it  .62  .79 
10 I’m working on it  .58  .82 
15 Think I should work on it   -.68 .74 
13 Nothing to change   .64 .80 
8 Want to change something   -.64 .77 
12 Want to understand myself   -.63 .78 
4 Wand to work on problem   -.60 .80 
21 This place may help me   -.52 .85 
2 Ready for self improvement   -.52 .86 
31 Cope with faults, not change    .52 .85 
11 Problem is not me   .52 .86 
5 Not the problem one   .50 .87 
26 Can’t people forget problems   .45 .89 
29 Why worry   .45 .89 
23 Not part of the problem   .32 .95 
1 No problems need changing   .28 .96 

Note. Loadings ≥ .40 are presented in bold. 
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Research Question #5 

The fifth research hypothesis stated the SOCS will have specific correlations at different 

stages with the Self Deception Enhancement scale (SDE) of the PDS. In particular, it was 

hypothesized the contemplation and maintenance stages would correlate negatively with the SDE 

scores, and scores from the action stage would have no significant correlation. As reported in 

Table 16, none of the SOCS scores correlated significantly with the SDE scores. However, the 

contemplation and maintenance stages correlated in the predicted direction (i.e., negatively) with 

the SDE scores. However, the pre-contemplation stage also correlated negatively with the SDE 

scale. In contrast to Hemphill and Howell (2000), action scores correlated in a positive direction 

with SDE scores. In regards to the Impression Management scale (IM) of the PDS, all stages of 

change correlated positively; whereas all stages, except pre-contemplation, correlated negatively 

with the IM scale.   

Hemphill and colleagues (2000) deleted 4 items from the PDS because few participants 

had experience with behaviors measured by these items. Two items from the SDE scale were 

omitted: being a safe driver and voting (items 8 and 13). Likewise, two items from the IM scale 

were eliminated: going through customs and speeding (items 30 and 33). When these items were 

deleted in the current study, the SOCS scores still did not significantly correlate with the PDS 

scores.  

Table 13 

Correlations Between SOCS and PDS for Adolescent Offenders in CBT Treatment 

PDS SOCS Scales 
SDEa SDE - R IMb IM - R 

Precontemplation -.05  -.04 .11  .11 
Contemplation -.08  -.12 .04  .03 
Action .03  -.03 .10  .07 
Maintenance -.10  -.14 -.13  -.14 
Note. SOCS = Stages of Change Scales (McConnaughy et al., 1983). PDS = Paulhus Deception Scales (Paulhus, 
1984, 1998); SDE = Self-Deceptive Enhancement; IM = Impression Management. The SDE and IM scales each 
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consisted of 20 items. aThe sample size varied between 171-173. bThe sample size varied from 158-162. SDE – R 
and IM – R are revised scales (see p. 68 for further explanations). All correlations were insignificant (p > .05) 
 
 

Supplemental Data Analyses 

The mean scores for SOCS scales were compared to the normative clinical samples of by 

McConnaughy et al. (1989) and Hemphill and Howell’s adolescent offender sample (2000). 

Results from a one-sample t test indicate participants’ scores on the SOCS from this study 

significantly differed from the normative clinical sample and the adolescent offenders used by 

Hemphill and Howell.   

In regards to the normative clinical sample (see Table 14), adolescent offenders from this 

study scored significantly higher on the Precontemplation scale t(202) = 8.34, p <  .001. 

However, they scored significantly lower on the remaining scales; Contemplation scale t(200) = -

7.03, p < .001 and the Action scale t(201) = -1.92, p = .05; and Maintenance scale t(203) = -4.19, 

p < .001. These findings are inconsistent with Hemphill and Howell (2000), which found 

nonsignificant results between their adolescent offender sample and the normative clinical 

sample (McConnaughy et al., 1989).  

However, the adolescent offenders in this study also scored significantly different on the 

SOCS than the offenders in Hemphill and Howell’s study (see Table 15). Specifically, offenders 

in this study scored significantly higher on the Precontemplation scale t(202) = 7.83, p < .001, 

but they scored significantly lower on the Contemplation scale t(201) = -7.72, p < .001 and the 

Maintenance scale t(203) = -2.63, p < .05. No significant difference resulted in the Action scale, 

t(201) = -.99, p > .05.  

In conclusion, these results indicate that the mean scores on the SOCS among our 

adolescent offender sample are significantly different from the normative clinical sample 
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described by McConnaughy et al. (1989) as well as the adolescent offenders used by Hemphill 

and Howell (2000).  

Table 14 

Differences on SOCS Scales for the Current Study and McConnaughy et al. (1989) 

 Current Study McConnaughy et al. (1983)  

SOCS M SD M SD t 

PC 2.51 .84 2.02 .67 8.34** 

C 3.88 .81 4.28 .52 -7.03** 

A 3.79 .87 3.91 .62 -1.97* 

M 3.45 .73 3.66 .69 -4.19** 

Note. Means, standard deviations, and intercorrelations among the SOCS (McConnaughy, 
DiClemente, et al., 1989; McConnaughy, Prochaska, & Velicier, 1983) were based on a sample 
size of 323 for the normative adult clinical sample. PC = Precontemplation scale;  
C = Contemplation scale; A = Action scale; M = Maintenance scale. * p ≤ .05; ** p < .001.  

  
Table 15  

Differences on SOCS Scales for the Current Study and Hemphill and Howell (2000)  

 Current Study Hemphill & Howell (2000)  

SOCS M SD M SD T 

PC 2.51 .84 2.05 .75 7.83** 

C 3.88 .81 4.32 .71 -7.72** 

A 3.79 .87 3.85 .79 -0.99 

M 3.45 .73 3.58 .79 -2.63* 

Note. Means, standard deviations, and intercorrelations among the SOCS (Hemphill & Howell, 
2000) were based on a sample size between 192 and 204 for the adolescent offender sample. PC 
= Precontemplation scale; C = Contemplation scale; A = Action scale; M = Maintenance scale. * 
p ≤ .05; ** p < .001.  
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CHAPTER 4 

DISCUSSION 

The US Department of Justice predicts that 1 out every 15 American residents will serve 

time in prison during their lifetime if current incarceration rates continue (OJP, 2004). As youth 

criminality continues to grow at alarming rates, both professionals and the public at large gain a 

sense of pessimism regarding treatment of adolescent offenders. Despite positive outcomes in a 

scattering of research studies (Lipsey et al., 2000; Salekin, 2002), cynicism persists in the arena 

of therapeutic change and is embodied in the “nothing works” thesis (Martinson, 1974).  

The price of not offering therapeutic interventions for adolescent offenders is well 

established. Without clinical interventions, adolescent psychopathy dramatically increases the 

risk of institutional infractions (Brandt et al., 1997; Hicks, Rogers, & Cashel, 2000), conduct 

problems (Forth, 1995; Toupin, Mercier, Dery, Cote, & Hodgins, 1995), and violent acts 

(Vitacco, Rogers, Neumann, Durant, & Collins, 2000). Research (e.g., Hare, McPherson, & 

Forth, 1988) has clearly demonstrated the life-persistence pathway for conduct-disordered youth 

that can lead to career criminals. 

Research has offered some encouraging results for effective treatment strategies. For 

example, Lipsey and colleagues (2000) linked involvement in positive activities and forming 

close attachments with family, school, and community with positive treatment outcomes. Also, 

behavioral treatment programs, such as social skills training and anger management, are 

demonstrating effectiveness for juvenile offenders (Lipsey et al., 2000). Although results from 

these treatment modalities instill hope for the rehabilitation of youthful offenders, these 

programs have not been proven to effectively reduce recidivism rates.  
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Treatment programs for adolescent offenders often neglect any consideration of 

motivation and readiness for change. Hemphill and Hart (2000) underscored the importance of 

stages of change, which are derived from the transtheoretical model (TTM; Prochaska & 

DiClemente, 1982). As they observed, delinquents at the pre-contemplation phase simply do not 

perceive any problems warranting change. The routine application of treatment programs to 

adolescent offenders is likely doomed to failure if issues of motivation and stages of change are 

not integrated into the clinical interventions. Such failures are unhelpful to the individual 

offenders and more generally promote therapeutic pessimism.  

The TTM is a paradigm that emphasizes the vital importance of motivation and readiness 

to change. The TTM stages of change provide only broad categories for understanding 

adolescent offenders and their readiness for change. To understand specific motivations for 

treatment, Velicer and colleagues (1985) developed the Decisional Balance Scale (DBS) to 

examine clients’ perspectives toward change. In decisions about change, are clinical populations 

motivated by positive consequences or negative consequences? Moreover, are these motivations 

primarily focused on themselves or significant others? The DBS has been used successful with 

adult offenders engaging in domestic violence. However, it has not been formally tested with 

adolescent offenders. 

Many treatment programs make the assumption that offenders are ready to terminate their 

criminal behaviors, and that positive consequences of a crime-free lifestyle far outweigh the 

losses that will be encountered by the offender. Based on focus groups, initial data for scale 

development found that adolescent offenders are struggling with what they will lose as a result of 

terminating their criminal behaviors. For example, in order to maintain a non-criminal lifestyle, 

offenders realize they may have to end friendships, accept financial losses, lose respect from 
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their friends and family, and otherwise alter their lifestyle. These substantial “losses” likely 

influence their willingness to consider treatment and their subsequent progress through 

treatment. However, in order to apply the decisional balance component of the TTM to 

adolescent offenders, a psychometrically sound and valid assessment instrument needed to be 

developed. 

 

Scale Development 

A substantial criticism of the TTM involves the frequency in which TTM instruments are 

simply adapted from previously validated measures (Joseph et al., 1999; Sutton, 2000). Without 

extensive validation, researchers often revise the content of items to fit the targeted behavior. 

Psychometric properties are rarely examined and measures are not validated on the intended 

populations.   

Psychological measures must meet rigorous standards in order to ensure an accurate 

assessment. In particular, instruments are expected to demonstrate good reliability and validity 

(AERA, APA, NCME, 1999; Clark & Watson, 1995). In regards to reliability, internal 

consistency is concerned with the homogeneity of the items comprising a scale. Internal 

consistency is typically assessed by Chronbach alpha coefficients (DeVellis, 1991). Clark and 

Watson (1995) stated that the contemporary researchers characterize a “good” reliability to reach 

between .60 and .70; however, recommended levels include alpha coefficients from .80 to .90 

(Nunnally, 1978). In addition, inter-item correlations are also an important measure of internal 

consistency. Items on a scale are expected to moderately correlate; however, a high correlation 

indicates item redundancy. Clark and Watson (1995) recommend inter-item correlations should 

fall within the range of .15 to .50. 
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Validity of an instrument involves the degree to which it measures what it was designed 

to measure. Demonstrating validity is the ultimate goal in measure development. Two types of 

validity are important to the DBS-AO. First, construct validity examines the theoretical 

relationship and the empirical relationship between similar concepts. For example, a specific 

theoretical relationship exists between the TTM measures; in particular, as offenders progress 

through the stages of change, they begin to focus more on the positive consequences of the 

behavior change, and decrease their focus on the negative aspects of change. Therefore, if the 

empirical relationship matches the theoretical relationship, the DBS-AO will demonstrate 

construct validity. Predictive validity addresses whether individuals’ scores on a measure predict 

a particular behavior. In regards to the DBS-AO, it is expected that individuals who score higher 

on the Pros than the Cons scales are decreasing their criminal behaviors. Therefore, one method 

of assessing the predictive validity of the DBS-AO involves assessing the relationship between 

its scales and the treatment components of the Resocialization Program.  

 

Reliability of the DBS-AO  

The DBS-AO demonstrates excellent internal reliability, with Chronbach’s alpha 

coefficients ranging from .89 to .91. Similar reliability coefficients have been found with other 

forms of the decisional balance scale (see Table 16).  Although inter-item correlations were not 

reported in previous studies, inter-item correlations for all of the DBS-AO scales fell within the 

recommended range of .15 to .50 (Clark & Watson, 1995).  

In comparing several DBS measures, some generalizations can be made. First, alpha 

coefficients are typically high for DBS measures validated on adult and adolescent populations. 

The only measure that acquired a marginal alpha coefficient was a Cons-Actual scale (α = .67) 
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for a DBS measure for immoderate drinking in a college population (Migneault et al., 1999). It 

was also the only measure that identified two factors within the Cons scale, and its low alpha 

coefficient makes its applicability limited.   

Interestingly, alpha coefficients for most DBS measures for adults and adolescents are 

comparable. Typically, alphas and their reliability estimates tend to be lower for adolescent 

measures than those for adults (Rogers, 2001). In addition, the reliability of DBS measures does 

not differ between clinical, community, or offender populations. Overall, DBS measures 

demonstrate excellent reliability, indicating a general trend for adults and adolescents in their 

decision-making process; they consider the positive and negative consequences of change, 

regardless of the targeted behavior of change.    

Table 16 

Summary of Alpha Coefficients for Decisional Balance Scales for Past and Current Research on 
Adults and Adolescent Samples  

Study Population Αlpha 
  Pros Cons 

Velicier, DiClemente, Prochaska, 
& Brandenburg (1985)  Adult Clinical  .87  .90 

Levesque (1999) Adult Offenders .85 (General) 
.87 (Children) .86 

Migneault, Pallonen, & Velicer 
(1997) Adolescent Community .81 .87 

Migneault, Velicer, Prochaska, & 
Stevenson (1999) College Students  .92 .84 (Potential) 

.67 (Actual) 

Hulton (2000) Adolescent Community .80 (External)  
.82 (Internal)  .88 

Current Study  Adolescent Offenders .89 (Self) 
.90 (Others) .91 
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Factor Structure of the DBS-AO 

The underlying factor structure of DBS measures have been examined through 

exploratory and confirmatory factor analyses (see Table 17). Exploratory factor analysis allows 

the data analysis program to select items to a corresponding factor. Most exploratory studies 

have utilized principal component analyses (PCA), which reflect both common and unique 

variance of the variables. A PCA performed on the original DBS (Velicier et al., 1985) 

accounted for 41% of the total variance and indicated a two-factor solution (i.e., Pros and Cons). 

However, three-factor solutions have been identified for more recent DBS measures, which 

accounted for at least 50% of the total variance. The current study utilized a principal axis factor 

analysis (PAF), which attempts to represent only the common variance. Results indicated a 

three-factor solution that accounted for 42.3% of the total variance. Factor loadings for the DBS-

AO ranged from .49 to .81, which are somewhat less than PCA factor loadings; however, the 

PAF loadings are subject to less error.  

Confirmatory factor analysis (CFA) is a more stringent method of examining a factor 

structure. During a CFA, items are selected for each factor a priori, based on theoretical 

constructs. Few studies have performed a confirmatory factor analysis on DBS measures, and 

results are mixed. Migneault and colleagues (1997) found a two-factor solution (i.e., pros and 

cons) for a DBS on alcohol consumption in an adolescent community sample (age range = 15 – 

18 years old). However, Migneault and colleagues (1999) administered a different DBS measure 

on alcohol consumption to a college population (age range = 18 – 25) and CFA results indicated 

a three-factor solution. Unlike previous empirical findings, two Cons scales were found (i.e., 

Cons-Actual and Cons-Potential). In regards to the current study, a three-factor solution was the 

best fit for the DBS-AO. Specifically, a general Cons scale addresses negative consequences 
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adolescents will endure when they terminate their criminal behavior. However, two Pros scales 

depicted the positive consequences of ending criminal behavior for adolescent offenders, 

specifically, the positive outcomes for themselves (Pros-Self) and people who are important to 

them (Pros-Others).  

The syntax of test items may play an influential role in the factor structure of TTM 

measures. For example, results on adolescent drinking (Migneault et al., 1999) indicated a three-

factor solution. In addition to a general Pros scale, a Cons-Actual and Cons-Potential scale were 

derived from the data. The verb choice in the items differed between the two Cons scales. For 

example, on the Cons/Potential scale, items utilized weaker verbs, indicating only the possibility: 

“could kill me,” “could land me in trouble,” and “might end up hurting people.” Whereas, items 

on the Cons/Actual scale included stronger verbs such as: “I do not like myself when I drink.” 

and “Drinking makes me feel out of control.” Therefore, the factor structure may be influenced 

by the language as well as the decision-making process adolescents go through on abstaining 

from alcohol.  

The verb choice on the DBS-AO items remained constant. Items were intended to be 

written in a direct and concrete manner. The DBS-AO items did not utilized indefinite verbs such 

as “could,” or “might.” All items were phrased declaratively and maintained consistent verb 

choice, resulting in phrases such as: “will be proud of myself,” “will lose friends,” and “can help 

my family.” As a result, the two Cons scales from Migneault et al. (1999) may have been derived 

because of item content rather than a mode of decision-making. 

Results from Levesque (1999, 2000) indicate the importance of validating an instrument 

on a targeted population. Unlike early findings of a two-factor solution on the DBS from an adult 

population, the DBS for adult male batters yielded a three-factor solution: (a) General Pros scale, 
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(b) Child-Focused Pros, and (c) General Cons. Most research conducted on adult community 

samples concludes a two-factor solution (i.e., Pros and Cons).  Levesque’s conclusions may be 

unique to adult male batterers or an adult offender population. Specifically, when they consider 

terminating their criminal behavior, their concern for their children is independent of their 

consideration for other individuals important to them (e.g., spouse and friends). This finding may 

have important treatment applications. For example, it suggests that an effective component of 

treatment of adult male batterers should address the impact their abusive behaviors have on their 

children. As a result, adult batterers may begin to place more of an importance on the positive 

consequences of ending their abusive behavior, leading them toward a more active stance on 

change.   

The current study also suggests adolescent offenders are distinct from non-incarcerated 

adolescents in their decision-making process. Results indicate adolescent offenders consider 

three factors in determining their motivation to terminate their criminal behavior. In addition to 

considering what they will lose, they also take into account the positive consequences on 

themselves as well as people important to them. Unlike the adult batterer population, adolescent 

offenders do not differentiate between sources of positive support (i.e., friends, associates, or 

family) in considering change. Results from Hulton (2001) and the current study suggest 

adolescents seem to differentiate between positive consequences that affect them internally (e.g., 

“it is important to me to remain abstinent,” and “I will feel proud of myself”) from external 

benefits (e.g., “I don’t want to get AIDS,” and “I can help my family.”). However, similar to 

other DBS measures for adolescents and adult (e.g., Migneault et al., 1999; Velicier et al., 1985); 

the Pros and Cons scales for the DBS-AO are virtually uncorrelated. Therefore, as adolescent 
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offenders contemplate ending their criminal behaviors, they consider the positive and negative 

consequences of changing independently.  

Table 17 

Summary of Factor Solutions for DBS Measures  

Study Factors Factor Loadings % of Variance or 
CFA Fit Indices 

Statistical 
Analysis 

Exploratory Factor Analyses 

Velicier et al. (1985)  (1) Pros 
(2) Cons 

51 - .77 
.65 - .80 

41% 
 PCA 

Levesque (1999) 
(1) Pros General 
(2) Pros Children 
(3) Cons General 

.63 - .76 

.66 - .77 

.71 - .77 

50% 
 PCA 

Hulton (2001) 
(1) Pros/Internal 
(2) Pros/External 
(3) Cons 

.61 - .78 

.72 - .75 

.61 - .78 

50% 
 
 

PCA 

Migneault et al. 
(1999) 

(1) Pros 
(2) Cons/Potential 
(3) Cons/Actual 

.63 - .87 

.72 - .85 

.67 - .77 
61.3% PCA 

Current Study 
(1) Pros Others 
(2) Pros Self 
(3) Cons 

.49- .75 
.47 - .77 
.60 - .81 

42.3 % PAF 

Confirmatory Factor Analyses 

Migneault et al. 
(1997) 

(1) Pros 
(2) Cons 

.50 – .73 
.50 - .72 IFI = .91 CFA 

Migneault et al. 
(1999) 

(1) Pros 
(2) Cons - Actual 
(3) Cons – Potential 

.61 - .83 

.61 - .80 

.55 - .86 

IFI = .91 
 CFA 

Current Study 
(1) Pros Others 
(2) Pros Self 
(3) Cons 

.63 - .82 

.47 - .78 

.54 - .82 

RCFI = .93 
 CFA 

Note.  PCA = Principal Component Analysis. PAF = Principal Axis Factoring. CFA = Confirmatory Factor 
Analysis. For relative fit indices, IFI = Incremental Fit Index. RCFI = Robust Comparative Fit Index. 
  
 

Construct and Predictive Validity 

Construct validity of the DBS-AO addresses the theoretical and empirical relationships 

among components of the TTM, measures assessing similar constructs, as well as the offenders’ 

progress in the Resocialization Program. The relationship between the DBS-AO and the stages of 
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change has replicated the pattern found in most TTM research (e.g., Levesque et al., 2000; 

Migneault et al., 1997; Migneault et al., 1999; Prochaska et al., 1994; Velicer et al., 1985). 

Specifically, adolescent offenders are significantly more focused on the negative consequences 

of changing their criminal behavior in the earlier stages of change. Likewise, their focus shifts in 

the latter stages of change, and they begin to focus more on the positive ramifications of ending 

their criminal behavior. 

 

Relationship between DBS-AO and SOCS  
 

In examining the relationship between scores on the Stages of Change Scale (SOCS) and 

the DBS-AO, a cluster analysis identified four groups of offenders. All clusters are similar to 

clusters found in previous TTM research (e.g., Levesque 2000). Consistent with previous 

research (Daniels & Murphy, 1997; Eckhardt, Holtzworth-Munroe, Norlander, Sibley, & Cahill, 

in press), the clusters are comprised of individuals primarily in the pre-contemplative and 

contemplative stages of change.  

According to the current study, the pre-contemplation cluster is the least likely to make 

changes. In addition to being primarily in the pre-contemplative stage of change, participants in 

this cluster are most focused on the negative consequences of changing their behavior. For 

example, a male offender may not perceive his criminal behaviors as problematic. He also 

believes that he does not want to terminate his criminal behaviors because he considers his 

“associates” important to him and does not want to lose their respect. As a result, he is will likely 

continue to engage in criminal activity. Levesque and colleagues (2000) suggested individuals in 

this cluster are the least likely to change. 

Although participants in the ambivalent cluster are contemplating changing their 

behaviors more than those in the pre-contemplation cluster, they continue to focus on what they 
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will lose when they terminate their criminal behavior. To illustrate, a male offender admits he 

wants to end his criminal activity and admits he needs help in achieving this goal. However, his 

criminal “image” continues to be important to him as well as losing his friends that also engage 

in criminal behaviors. According to domestic violence literature (e.g., Eckhardt et al., 2004; 

Levesque et al., 2000) individuals in this cluster are unlikely to sustain change they make 

because they continue to contemplate change. 

In the current study, the largest shift in focus from the negative to positive consequences 

of change occurs between the ambivalent and contemplative clusters. Prochaska and colleagues 

(1994) found the pattern with several problem behaviors (e.g., using sunscreen, healthy diet, 

exercising). Research (e.g., Prochaska, 1994; Eckhardt et al., in press; Levesque, 2000), indicates 

that participants in the contemplative cluster are seriously considering ending their criminal 

behaviors and are beginning to focus on the positive consequences of changing their behavior. 

For example, a female offender wants to actively work on changing her criminal behaviors and is 

not as concerned about losing her friends or appearing weak to her peers. She believes it is 

important that her family trusts her and she believes in herself. However, she still struggles with 

some issues (e.g., giving up a lifestyle or a “thrill”).  

In contrast to other clusters, individuals in the action cluster are actively changing their 

criminal behavior and are focused primarily on the positive consequences of maintaining 

noncriminal behavior. Researchers (e.g., Eckhardt et al. in press, Prochaska et al., 1992) found 

individuals who score highest on the action scale more inclined to actively engage in more 

positive behaviors. In addition, Levesque et al. (2000) indicated that domestic violent offenders 

in this cluster have reported more abusive behaviors. In contrast, youthful offenders in the 

current study scored similarly on the Action scale, regardless of their level in the behavioral or 
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correctional component of the Resocialization Program (see Appendices F and G). Results 

indicate that, on average, all participants believed they were actively engaged in the change 

process, regardless if they were violating the rules or progressing successfully through the 

treatment program.   

 

Relationship of the DBS-AO to Antisocial and Deceptive Adolescents 

Scales on the DBS-AO had a significant relationship with the level of engagement in 

delinquent behaviors. For instance, the Cons scale of the DBS-AO has positive relationship with 

the Impulsivity/Conduct Problem scale of the APSD. This finding suggests offenders engaging 

in impulsive and delinquent behaviors are placing more importance on factors they will lose if 

they discontinue their criminal behaviors (e.g., their tough images, or the respect from their 

peers) rather than focusing on the positive consequences of changing ending this behavior (e.g., 

freedom). In contrast, offenders focusing on the positive consequences of ending their criminal 

behaviors did not report engaging in impulsive and delinquent behaviors. A similar relationship 

has been found with smoking behaviors. Specifically, Prochaska, Velicer, Guadagnoli, & Rossi 

(1991) found that individuals who scored higher on the Cons scale smoked significantly more 

cigarettes than those who scored higher on the Pros scale.  

A surprising and disconcerting finding in this study is the positive relationship between 

both of the Pros scales of the DBS-AO and the Callousness/Unemotional (C/U) scale of the 

ASPD. First, any interpretation regarding the C/U scale must be made cautiously due to its poor 

alpha coefficient found in this study. However, the current relationship between the C/U scale 

and Pros scales are contrary to APSD research. Specifically, Pardini, Lochman, and Frick (2003) 

indicated that higher scores on the C/U scale are associated with an increased focus on the 
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positive aspects of aggression and a decreased focus on the negative aspects of hostile acts. 

However, they also stated that the C/U scale correlated positively with tangible rewards and 

negatively with punishment. Therefore, one explanation of the current findings is that 

participants, scoring high on the C/U scale perceived items on the Pros scales more as rewards 

than simply positive consequences of ending their criminal behaviors.  

An alternative explanation regards the content of the items on the C/U scale. Participants 

are endorsing items that characterize them as being manipulative and deceptive (e.g., “You act 

charming and nice to get things you want.”). Therefore, the C/U scale may correlate positively 

with the two pros scales because the offenders are aware that in order to progress through 

treatment they need to appear as if they want to change their behaviors and value the positive 

consequences of change. Subsequently, they may have modulated their responses in order to 

present themselves positively in terms of treatment progression. 

 

Relationship between Scores on Psychological Measures and the Resocialization Program 

Unlike Brogan, Prochaska, and Prochaska (1999), participants’ scores on the Pros-Others 

scale of the DBS-AO did not predict their level in the correctional component of the 

Resocialization Program. Specifically, offenders in the most advanced phase of the correctional 

component (i.e., Level 4) did not score significantly higher on the Pros-Others scale than 

participants least advanced (i.e., Level 0). This finding suggests that there was no difference 

between adolescents who progress through treatment and those who did not, in their focus on 

people who are important to them. Participants’ scores on the Cons scale also did not 

significantly differ between the treatment levels. Current results indicate that participants in the 

more advanced stages of treatment continue to struggle with privileges and the status they will 
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lose when they terminate their criminal activity. Levesque and colleagues (2000) also found 

adult male batterers’ scores on the Cons did not differentiate between stages of treatment.  

In regards to the behavioral bomponent of the Resocialization Program, scores on the 

Impulsivity/Conduct Problem scale of the ASPD differentiated participants in the lowest level 

from those in the most advanced level. Specifically, offenders that repeatedly violate institution 

rules (i.e., Level 0 offenders) reported more problems with impulsivity and engage in more 

delinquent behaviors than participants who are following the rules. Research (e.g., Frick, Bodin, 

& Barry, 2000; Frick & Hare, 2001; Pardini et al., 2003) has evidenced that I/CP scale is related 

to behavioral dysregulation. Results indicate the Gainesville State School is accurately 

identifying participants who have conduct problems.  

 

Clinical Implications  
 

A vital component of the DBS-AO is its utility in treatment. Of particular importance are 

results from the cluster analysis, which grouped offenders based on their scores on the DBS-AO 

and the SOCS. Each cluster of offenders is at different stages of change and has varying levels of 

motivations, having significant implications for an effective treatment modality.  

 

Pre-contemplation Cluster 

These adolescent offenders are best characterized as believing their criminal behavior is 

not problematic. They are most concerned about what they will lose if they change their 

behaviors (e.g., gang status and money from selling drugs). Therefore, an effective treatment 

strategy is developing a desire for change by moving their focus toward positive consequences 

(Jordan & Nigg, 2002; Willoughby, Perry, & Vandergoot, 2003). For example, a male offender 
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selling drugs may view his criminal behavior as an important source of income for his family. 

However, a treatment goal is to shift this perspective by helping him understand that his family is 

actually losing money as a result of his criminal behavior, as he is in prison. In addition, 

Prochaska and Norcross (1994) suggest treatment facilitators’ roles should be similar to 

“nurturing caregivers,” that avoid confrontation and ally with the youth; believing that their 

resistance for change lessens through non-confrontational discussions. Andrews (1980) found 

that adolescent offenders’ pro-criminal attitudes significantly decreased when volunteers 

discussed topics such as rationalizations for law violation and self control. Andrews contributed 

the intervention to the social learning theory and asserts that criminal behaviors are learned in 

intimate relationships with persons who reward procriminal attitudes. He believed that the 

reward of warmth and positive interactions promoted prosocial behaviors.  

 

Ambivalent Cluster  

In the stages of change, these adolescent offenders are between the pre-contemplation 

and contemplation phases. They are beginning to doubt the correctness of their behavior and 

consider the possibility of change. The goal of treatment is motivating them to acknowledge the 

positive consequences of changing their behavior, for themselves and their significant others 

(Jordan & Nigg, 2002). Motivational interviewing (Miller & Rollnick, 1991) has been shown to 

be an effective tool for individuals in this stage of change. The technique is nonconfrontational 

and tends to engage individuals who have multiple problematic behaviors and are unprepared to 

change (Miller, 1998). According to Brown and Lourie (2001), motivational interviewing 

strategies that have been successful with defiant adolescents include asking open-ended 

questions, using affirming language, and reframing statements. Additional strategies that may be 
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helpful for individuals in this cluster focus on persuading them to value a positive change in their 

behavior. For example, rewarding positive behaviors or visualizing success are useful strategies 

for these individuals (Jordan & Nigg, 2002). 

 

Contemplation Cluster 

These adolescent offenders are actively considering both the positive and negative 

aspects of behavior change. According to Willoughby and colleagues (2003), the short-term goal 

is developing intent to change problematic behaviors. Therefore, the focus of treatment should be 

tailored to target each participant’s personal obstacles, as well as strengthening their 

understanding of the positive effects of change. For example, if a male offender is struggling 

with “losing his macho image” among his peers, it may be beneficial to engage in a discussion 

regarding his conceptualization of “a strong man.” According to Prochaska and Norcross (1994), 

the facilitator is to act as a “socratic teacher,” engaging in discussions about the importance of 

change. It is likely the case that most of his male role models have engaged in criminal behavior, 

and he has not experienced a relationship with someone who promotes prosocial behaviors. Also, 

processing that it takes a “stronger man” to challenge peer pressure than submit to it may be 

advantageous. As with participants in the Ambivalent Cluster, individuals in the Contemplation 

cluster will benefit from behavioral rewards when engaging in prosocial behaviors (Jordan & 

Nigg, 2002). 

 

Action Cluster  

These individuals are motivated to change their problematic behaviors. Results indicate 

they are equally motivated to change based on the positive affects on others and themselves. 
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Prochaska and Norcross (1994) suggest that a clinician’s role is action-orientated, providing 

youth with strategies to manage their lives without implementing violence. Although rewarding 

positive behaviors may be helpful, the objective with individuals in this cluster is to shift the 

reinforcement of an external reward, internally (Willoughby et al., 2003). In addition, this study 

indicated that adolescent offenders exhibiting callousness may also appear as though they are 

interested in changing their behaviors, as a means to acquire the positive rewards. Therefore, it 

may be important to assess for a genuine interest in change rather than simply progressing 

through treatment. 

 

Resocialization Program at GSS 

Several components of the Resocialization Program at GSS coincide with the clinical 

implications of TTM research. The current study suggests that as offenders progress through the 

treatment phases, they begin to value the positive consequences which ending their criminal 

behaviors will have on others. Developing empathy and defining values are core elements in 

treatment that may be contributing to the increase on the Pros scales on the DBS-AO.   

However, results from the current study also suggest most youthful offenders at GSS are 

in the precontemplative stages of change. Further, approximately one-third of the participants in 

the two most advanced levels of the treatment component (i.e., levels 3 and 4) are in the pre-

contemplation cluster (4 out of 73 participants) and ambivalent cluster (21 out of 73 

participants). Therefore many of the participants labeled as “advanced” are still in the early 

contemplation phases of change. Yet, the earliest phases in treatment assume treatment readiness 

and ask participants to identify thinking errors and apply them to their criminal behaviors. 

Treatment applications provided by TTM research (e.g., Jordan & Niggs, 2002; Prochaska & 
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Norcross, 1994; Willoughby et al, 2003) indicate youth may not be ready to learn about thinking 

errors. For example, most offenders do not believe their criminal behaviors are problematic and 

believe they are benefiting from them. It seems unlikely they will internalize any material 

regarding their thinking errors. In contrast, Prochaska and Norcross encourage treatment 

facilitators to take a less directive role. Specifically, facilitators ally with the youth, projecting a 

caring and genuine attitude toward them. The short-term goal of treatment should focus on 

understanding the youth and engaging in a discussion about the benefits of changing their 

behaviors (Willoughby et al., 2003). 

 

Limitations of the Study 

Even clients who are interested in seeking therapeutic change and admit to negative 

personality characteristics, sometimes portray themselves in an overly positive light (Paulhus, 

1998). Thus, when offenders are often rewarded for a positive presentation of themselves, the 

possibility for a dishonest response style increases (Rogers, Salekin, Sewell, Goldstein, & 

Leonard, 1999). Therefore, one limitation of this study regards the accuracy of the participants’ 

responses because all measures relied upon self-report. Many offenders at GSS may have learned 

to simply reiterate what they have learned from their treatment providers (e.g., cognitive 

distortions, offense cycle), knowing they will progress through treatment more rapidly, and 

therefore be released to the community earlier. This idea of superficial change is consistent with 

results from the current study that many of those who have progressed into the advanced stages 

of treatment are still in the contemplation stages of change. Therefore, their tendency to respond 

in a more positive manner on the self-report measures is expected.  
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The DBS-AO model assumes that its scales are measuring stable characteristics. For this 

purpose, test-retest reliability assessing the temporal stability of a measure is critically important 

(DeVellis, 1991). At present, it is not known if the testing environment, mood of the offender, or 

other extraneous conditions affected participants’ scores on the DBS-AO. Although it is 

anticipated that scores on the DBS-AO will change over a course of treatment, responses should 

be consistent for brief periods of 2 to 3 weeks.  

Another limitation of this study regards generalizability. The current sample was limited 

to chronic, serious male young offenders. The psychometric properties of the DBS-AO, as well 

as its relationship with the experimental measures and treatment may not be similar with 

offenders with less severe and extensive criminal histories.  In addition, the current study was 

obviously unable to evaluate gender differences in regards to the psychometric properties of the 

DBS-AO and its treatment utility. Whenever possible, research should target male and female 

offenders, in effort to determine whether motivations for terminating criminal behavior are 

similar between the genders, and its impact on treatment amenability. Finally, although the 

sample of the current study was ethnically diverse, further studies need to consider the 

relationship between ethnicity and TTM measures.  

 

Future Directions 

The current study provided insight into the motivations of terminating criminal behaviors 

for adolescent male offenders. Results indicate that youthful male offenders at GSS can be 

divided into four groups, ranging from perceiving their criminal behaviors as unproblematic to 

actively engaging in the change process. Results also indicate that participants at GSS are more 
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motivated to change their criminal behavior when their focus shifts toward the positive 

consequences of the change.  

Although tailored interventions have predicted treatment compliance and positive 

outcome for a weight loss program (Prochaska et al., 1992), smoking cessation programs (Perez, 

DiClemente, & Carbonari, 1996), and psychotherapy (Brogan et al., 1999), little is known about 

their effectiveness for adolescent offenders. Willoughby, Perry, and Vandergoot (2003) 

suggested a tailored treatment approached for violent youth based on the processes of change 

(Prochaska & Norcross, 1994). However, the utility of these interventions has not been 

examined. One method of examining the effectiveness of TTM interventions is to compare it 

with another treatment module. For example, many adolescent offender treatment programs 

utilize cognitive behavioral treatment programs (Dush, Hirt, & Schroeder, 1989; Durlak, 

Furhrman, & Lampman, 1991).  Therefore, comparing the effectiveness of a TTM-based 

intervention program to a more common cognitive-behavioral module may provide important 

implications for correctional treatment programs. According to Quinsey, Skilling, LaLumiere, 

and Craig (2004), important methodological features in a treatment study include: a large sample 

size (i.e., N > 30), randomized assignment to groups, use of placebo controls, and low and equal 

attrition rates. In addition, the researcher administering a behavioral outcome measures is 

masked to participants’ group assignment, and all pretest assessment measures are given at 

posttest 

Few longitudinal studies have utilized TTM measures and the few exceptions have been 

in the field of health psychology or psychotherapy. Therefore, no information is known about the 

ability of TTM measures to assess change in adolescent offenders over a period of time. One 

simple method of examining the external validity of TTM measures is administering them pre- 
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and post-treatment. Results will indicate whether adolescents have progressed to a cluster more 

receptive toward changing their criminal behaviors. Results on the DBS-AO will potentially 

reveal changes in their decision-making process toward change. In addition, it is hoped that a 

higher level of amenability to change will correlate with more positive behaviors. Therefore, 

longitudinal studies will also provide information about participants’ behavior change throughout 

treatment and its relationship with TTM measures.  

An additional goal may be developing other measures of the TTM for adolescent 

offenders. Initially, the SOCS was developed to assess readiness to change in areas of health 

psychology and psychotherapy. Therefore, item syntax is very general. Developing a Stages of 

Change measure, specific for adolescent offenders, may more accurately assess the level of 

amenability for changing criminal behaviors. Hemphill and Howell (2000) indicated that 

adolescent offender population may differ in their cognitive abilities and have difficulty 

distinguishing between wanting to end their criminal behaviors and actively changing behaviors. 

They may also not understand that lasting change also includes having a strong desire to change 

and being vulnerable to relapse. Therefore, items on the SOCS may not capture their amenability 

to change. Revising the language of the item utilizing focus groups with adolescent offenders 

may improve its applicability to this population. Also, a processes of change measure has been 

found to be useful with adult male batterers, particularly in regards to treatment utility (Eckhardt 

et al., 2004; Eckhardt et al., in press). However, recent research suggests adolescents may not 

engage in the same processes of change as adults. Specifically, Niggs (2003) indicated the 

processes of change did not correlate with the stages of change as strongly as the adult literature 

suggests. Therefore, development of a processes of change measure and examining its 
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relationship with other TTM measures and participants’ progress in treatment will provide useful 

information on its utility for adolescent offenders.  

 

Concluding Remarks 
 

Despite the abundance of TTM research, only recently has its clinical application reached 

the field of forensic psychology. Seminal research by Hemphill and Howell (2001) launched 

further investigations (e.g., Willoughby et al., 2003) regarding its application to adolescent 

offenders. The current study added a psychometrically-sound measure to the literature. The 

DBS-AO needs further validation on adolescent offenders and can be utilized to examine the 

degree to which the motivation of at-risk youth impacts their treatment amenability and progress. 

Much more research is needed to fully understand and apply the concepts of the transtheoretical 

model on adolescent offenders in the assessment of readiness to change as well as the application 

of interventions in treatment programs.  
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Table 18 

Prototypical Analysis Results for Levesque's (1999) Decisional Balance Scale (Scale items reproduced with permission from 
Levesque.) 

M of Prototypical Categories 
Item Gains for  

Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

M of 
Prototypical 
Analysis for 
Adolescent 

1. By ending the violence, 
I’d be setting an example 
for other men.   

2.00 1.00 3.40 1.20 1.60 1.00 3.80 1.20 3.00 

2. I’d feel ashamed talking 
about the way I treat my 
partner. 

1.60 3.00 1.00 1.60 1.40 3.60 1.40 2.00 3.20 

3. I’d have more self-
respect if I ended the 
violence.  

3.40 1.00 1.00 1.00 5.00 1.00 1.00 1.00 4.40 

4. In a non-violent 
relationship, I wouldn’t 
have to worry about 
getting arrested.  

4.20 1.80 1.40 1.00 1.80 1.20 1.40 1.20 4.20 

5. My friends and/or 
family will admire me for 
doing what it takes to end 
the violence.  

2.60 1.00 2.60 1.00 1.60 1.00 5.00 
 1.00 3.60 

6. My partner would feel 
embarrassed if I got help 
to end the violence.  

1.00 1.20 1.00 4.20 1.00 1.00 1.00 2.40 2.80 

7. The violence is an 
effective way of punishing 
my partner. 

 
2.60 

 
2.80 

 
1.40 

 
1.60 

 
1.40 

 
1.00 

 
1.00 

 
1.00 

 
2.20 

8. I like the “making up 
part” after our fights. 2.60 3.40 1.60 1.20 1.60 1.00 1.40 1.00 1.20 

Note. Items in bold indicate a M > 3.00 and were retained for the next phase of the project. 
(table continues) 
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Table 18 (continued). 

M of Prototypical Categories 
Item Gains for  

Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

M of 
Prototypical 
Analysis for 
Adolescent 

9. If I didn’t get violent, 
my anger would just build 
and build.  

2.20 4.00 1.40 1.00 1.20 1.00 1.00 1.00 4.60 

10. If I don’t end my 
violent behavior, I might 
get into trouble with the 
law.  

3.40 2.60 1.20 1.00 1.40 1.00 1.40 1.40 4.60 

11. By ending the violence, 
a man teaches his children 
that violence is ok. 

1.40 1.00 5.00 1.00 1.60 1.00 2.20 1.00 1.60 

12. I’d lose my macho 
image if I stopped being 
violent.  

1.00 4.00 1.80 1.00 1.00 2.00 1.20 2.20 5.00 

13. I will gain the respect 
of my partner if I end the 
violence. 

2.60 1.00 3.00 1.00 1.80 1.00 3.00 1.00 3.60 

14. If I ended the violence, 
I’d feel better about my 
relationship. 

4.80 1.00 1.20 1.00 3.20 1.00 1.20 1.00 2.20 

15. If I ended the violence, 
I’d receive more love and 
kindness from my partner. 

4.20 1.00 2.20 1.00 1.20 1.00 2.40 1.00 2.20 

16. If I ended the violence 
my partner would feel less 
shame.  

1.60 1.00 4.20 1.00 1.20 1.00 1.60 1.80 2.20 

17. If I ended the violence, I 
wouldn’t get my own way 
as often with my partner.  

1.80 4.20 1.40 1.00 1.00 1.20 1.00 1.00 2.00 

(table continues) 
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Table 18 (continued). 

M of Prototypical Categories 
Item Gains for  

Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

M of 
Prototypical 
Analysis for 
Adolescent 

18. My friends and/or 
family will think I’m weak 
if my partner gets the 
upper hand in the 
relationship. 

1.00 3.00 1.00 1.80 1.00 1.80 1.00 4.40 2.80 

19. If I don’t’ change, my 
community will label me 
as a “batterer.”  

1.80 1.40 1.00 1.00 1.40 1.20 2.60 3.00 4.00 

20. I’ll lose my friends if I 
don’t end the violence. 
 

2.60 2.60 1.00 1.80 1.00 1.20 1.80 2.60 4.40 

21. If I ended my violent 
behavior, I’d have to listen 
to my partner’s nagging. 

1.00 5.00 1.60 1.00 1.00 1.00 1.00 1.00 1.80 

22. If I ended the violence, 
I’d have no way of letting 
off steam.  

1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.00 4.60 

23. I’d feel less guilty in a 
non-violent relationship.  4.40 1.00 1.20 1.00 4.00 

 1.00 1.20 1.00 3.20 

24. My community expects 
men to act macho.  1.40 1.80 1.00 1.00 1.40 1.20 2.20 3.80 4.60 

25. My partner will 
probably leave me if I don’t 
end the violence. 

2.80 3.00 1.20 1.00 1.20 1.00 1.20 1.00 2.20 

26. My partner would feel 
better about herself/himself 
if I ended the violence. 

1.40 1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.20 

(table continues) 
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Table 18 (continued). 

M of Prototypical Categories 
Item Gains for  

Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

M of 
Prototypical 
Analysis for 
Adolescent 

27. I wouldn’t feel 
superior anymore if I 
stopped being violent.  

1.00 4.80 1.00 1.00 1.00 3.40 1.00 1.00 4.40 

28. My community expects 
a man to protect his partner, 
not harm her/him. 

1.80 1.00 1.00 1.00 1.00 1.00 4.00 1.80 2.20 

29. If I put an end to the 
violence, I could enjoy my 
relationship with my 
children more.  

5.00 1.00 2.80 1.00 1.00 1.00 1.40 1.00 3.00 

30. The only way to tend 
the violence is to end the 
relationship. 

1.00 4.20 1.00 2.00 1.00 1.00 1.00 1.00 1.60 

31. If I end my violent 
behavior, my partner will 
take advantage of me. 

 
1.00 

 
5.00 

 
1.60 

 
1.00 

 
1.20 

 
1.00 

 
1.00 

 
1.00 

 
2.40 

32. I’d feel better about 
myself if I put an end to 
the violence.  

3.60 1.00 1.00 1.00 5.00 1.00 1.00 1.00 4.60 

33. I’d feel like a “wimp” 
if I ended the violence.  1.00 3.40 1.00 1.00 1.00 5.00 1.00 1.00 5.00 

34. I’d have less control 
over my partner if I ended 
the violence. 

1.00 5.00 1.40 1.00 1.00 1.60 1.00 1.00 1.40 

35. If I end the violence, 
my children will have 
more respect for me.  

3.00 1.40 2.00 1.00 1.40 1.00 4.20 1.00 3.60 

(table continues) 
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Table 18 (continued). 

M of Prototypical Categories 
Item Gains for  

Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

M of 
Prototypical 
Analysis for 
Adolescent 

36. In a violence-free 
relationship, my partner 
would trust me more.  

3.40 1.00 3.20 1.00 1.00 1.00 2.60 1.00 2.80 

37. My partner could feel 
safer if I ended the violence. 1.40 1.00 5.00 1.00 1.40 1.00 1.60 1.00 2.40 

38. If I try to end the 
violence, people will 
respect me for “doing 
what’s right.”  

2.80 1.00 1.00 1.00 1.60 1.00 5.00 1.00 4.60 

39. If I end the violence, 
my partner and I will have 
a better relationship.  

5.00 1.0 4.40 1.00 1.40 1.00 2.00 1.00 3.20 

40. I’d have more peace of 
mind in a non-violent 
relationship.  

4.80 1.00 1.00 1.00 2.00 1.00 1.00 1.00 4.00 

41. I wouldn’t feel like the 
“man of the house” if I 
ended the violence.  

1.00 4.60 1.00 1.80 1.00 3.40 1.00 1.00 3.60 

42. If I didn’t use violence 
with my partner, our fights 
would go on and on. 

2.60 2.80 1.40 1.40 1.20 1.00 1.20 1.00 1.80 

43. If I ended the violence, 
I wouldn’t have to worry 
about damaging property 
(i.e., holes in walls). 

3.80 1.80 1.60 1.00 1.20 1.00 1.20 1.00 2.80 

 
(table continues) 
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Table 18 (continued). 

M of Prototypical Categories 
Item Gains for  

Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

M of 
Prototypical 
Analysis for 
Adolescent 

44. My partner wouldn’t 
suffer any injuries if I ended 
the violence. 

1.40 1.00 5.00 1.00 1.20 1.00 1.80 1.00 20 

45. Children are happier in a 
violence-free home. 1.60 1.00 5.00 1.00 1.00 1.00 1.60 1.00 1.60 

46. My violent behavior 
embarrasses my family.  1.20 1.80 3.00 1.80 1.20 1.60 3.00 2.60 4.60 

47. My friends and/or 
family will respect me 
more if I gain control of 
my violent behavior.  

3.00 1.00 2.60 1.00 1.20 1.00 4.00 1.00 4.60 

48. If I ended the violence, 
I’d have no way of getting 
my partner to leave me 
alone. 

1.80 4.00 1.00 1.00 1.00 1.00 1.00 1.00 2.20 

49. Getting angry is bad 
for my health.  3.60 2.00 1.00 1.00 1.00 1.00 1.00 1.00 3.40 

50. Ending the violence 
would mean ending the 
relationship. 

1.00 4.00 1.00 2.60 1.00 1.00 1.00 1.00 1.80 

51. I’d be happier in a 
non-violent relationship.  4.60 1.00 1.00 1.00 2.20 1.00 1.00 1.00 3.00 

52. I’d feel embarrassed 
asking someone for help 
ending the violence.  

1.00 3.80 1.00 1.00 1.00 5.00 1.00 2.20 4.80 

53. People would think 
I’m a wimp if I let my 
partner push me around. 

1.00 2.00 1.00 1.00 1.00 2.00 1.00 5.00 4.20 

(table continues) 
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Table 18 (continued). 

M of Prototypical Categories 
Item Gains for  

Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

M of 
Prototypical 
Analysis for 
Adolescent 

54. My community 
disapproves of a man who 
picks on someone who’s 
smaller than he is.  

1.20 1.40 1.00 1.00 1.00 1.20 2.80 3.00 3.20 

55. In a violence-free home, 
children don’t need to feel 
afraid. 

2.00 1.00 5.00 1.00 1.40 1.00 1.80 1.00 1.40 

56. If I don’t end the 
violence, I may lose my 
children. 

4.20 1.80 1.80 1.20 1.00 1.00 1.20 1.00 2.40 

57. Children are safer in a 
violence-free home. 1.00 1.00 5.00 1.00 1.00 1.00 1.20 1.00 1.60 

58. If I did something 
about the violence, I’d feel 
a sense of 
accomplishment.  

4.00 1.00 1.00 1.00 4.60 1.00 1.00 1.00 4.80 

59. If I ended the violence, 
I’d have a hard time 
getting my point across 
with my partner.  

1.00 4.80 1.00 1.00 1.00 1.02 1.00 1.00 3.00 

60. If I ended the violence, 
I wouldn’t know who I am 
anymore.  

1.00 4.60 1.00 1.00 1.00 3.06 1.00 1.00 5.00 

61. By ending the violence, 
I’d be setting an example 
for my children. 

2.40 1.00 3.80 1.00 1.60 1.00 2.20 1.00 2.20 

62. My friends disapprove 
of the violence.  1.60 1.00 1.60 1.00 1.00 1.00 4.20 1.00 4.00 

(table continues) 
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Table 18 (continued). 

M of Prototypical Categories 
Item Gains for  

Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

M of 
Prototypical 
Analysis for 
Adolescent 

63. My violent behavior 
might put my 
job/schooling on the line.  

4.00 1.40 1.00 1.00 1.00 1.00 1.40 1.60 5.00 
 

64. I’d feel like I have 
more self-control if I 
ended the violence.  

3.80 1.00 1.00 1.00 3.00 1.00 1.00 1.00 4.80 

65. Making the changes 
necessary to end the 
violence would be 
disruptive to my family.  

1.00 2.00 1.00 4.60 1.00 1.00 1.00 1.20 3.20 

66. If I ended the violence, 
I’d have to listen to my 
partner criticize me. 

1.00 4.80 1.00 1.00 1.00 1.00 1.00 1.00 2.60 

67. Children can depend 
more on a father who solves 
his problems without 
violence. 

2.20 1.00 4.80 1.00 1.80 1.00 1.80 1.00 1.60 
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Table 19 

Prototypical Analysis Results for Focus Group Items 

M of Prototypical Categories 
Item Gains 

for  Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

1. If I end my criminal behavior, I will 
have my freedom. 5.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

2. I will start a new life if I stop 
committing crimes. 4.75 1.50 1.00 1.00 1.00 1.00 1.00 1.00 

3. I will not have to look over my shoulder 
if I stop doing crimes. 4.75 1.00 1.00 1.00 1.00 1.00 1.50 1.00 

4. I will feel less fear if I stop committing 
crimes. 4.75 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

5. If I end my criminal behavior, I could 
get new interests. 4.75 1.50 1.00 1.00 1.00 1.00 1.00 1.00 

6. I could go out for sports at school if I 
stop committing crimes. 4.25 1.25 1.25 1.00 1.00 1.00 1.25 1.00 

7. I could have better friends if I end my 
criminal behavior. 5.00 1.25 2.00 1.00 1.00 1.00 1.50 1.00 

8. My neighborhood will be safe if I stop 
committing crimes. 2.50 1.00 4.75 1.00 1.00 1.00 2.25 1.00 

9. If I end my criminal behavior, I could 
be part of my neighborhood. 4.50 1.00 2.00 1.00 1.00 1.00 1.75 1.00 

10. I could help my neighborhood if I stop 
doing crime. 2.50 1.00 4.75 1.00 1.25 1.00 2.00 1.00 

11. If I end my criminal behaviors, I will 
have a stronger bond with my family. 4.25 1.00 4.50 1.00 1.00 1.00 2.50 1.00 

12. I will be with my family if I stop doing 
crime. 5.00 1.00 3.75 1.00 1.00 1.00 1.00 1.00 

13. My family will accept me if I end my 
criminal behaviors.  2.00 1.00 1.00 1.00 1.00 1.00 5.00 1.00 

Note. Bolded items indicate M > 4.00 and unique to the category. 
(table continues) 
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Table 19 (continued). 

M of Prototypical Categories 
Item Gains 

for  Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

14. People I care about will trust me if I 
stop doing crime. 1.50 1.00 2.50 1.00 1.00 1.00 4.75 1.00 

15. If I end my criminal behaviors, I will 
not get attention from others.  1.25 5.00 1.00 1.00 1.00 1.00 1.00 1.00 

16. I will not feel secure if I stop doing 
crime. 1.00 4.75 1.00 1.00 1.00 2.00 1.00 1.00 

17. If I end my criminal behaviors, people 
who taught me how to do crime will not 
respect me.  

1.00 3.00 1.00 1.50 1.00 1.00 1.00 4.25 

18. The people who I taught how to do 
crime will not respect me if I stop doing 
crime.  

1.00 3.00 1.00 1.50 1.00 1.00 1.00 4.25 

19. My associates will lose respect for me 
if I end my criminal behaviors. 1.00 3.00 1.00 1.00 1.00 1.00 1.00 4.75 

20. If I stop committing crimes, my 
friends will not respect me.   1.00 3.00 1.00 1.00 1.00 1.00 1.00 4.75 

21. I will lose my friends if I stop doing 
crime. 1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.00 

22. I will lose my associates if I end my 
criminal behaviors.  1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.00 

23. If I stop doing crime, I will be in 
physical danger. 1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.50 

24. I will lose money if I stop doing crime. 1.00 4.75 1.00 1.75 1.00 1.00 1.00 1.00 

25. I will not feel a thrill if I stop 
committing crimes.  1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.00 

26. If I stop my criminal behavior, I will 
have to give up things I enjoy. 1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.00 

 
(table continues) 
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Table 19 (continued). 

M of Prototypical Categories 
Item Gains 

for  Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

27. I cannot go to the same parties if I end 
my criminal behaviors. 1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.00 

28. If I do not commit crimes, I will be 
bored.  1.00 5.00 1.00 1.00 1.00 1.00 1.00 1.00 

29. I will have to change the way I dress if 
I stop my criminal behaviors. 1.25 4.00 1.00 1.00 1.00 1.00 1.00 1.00 

30. My parents will not be supportive if I 
stop doing crime. 1.00 2.25 1.00 1.00 1.00 1.00 1.00 4.25 

31. My family will not respect me if I end 
my criminal behaviors.  1.00 2.00 1.00 1.00 1.00 1.00 1.00 4.75 

32. I will not feel connected to my family 
if I end my criminal behaviors.  1.00 4.50 1.00 1.00 1.00 1.00 1.00 1.00 

33. If I stop doing crime, people I care 
about will not have to worry about me. 1.75 1.00 4.75 1.00 1.00 1.00 2.00 1.00 

34. If I stop doing crime, people I care 
about will not have to be afraid that I will 
hurt them. 

1.25 1.00 4.75 1.00 1.00 1.00 2.25 1.00 

35. If I stop doing crime, people I care 
about will be happy that I am not in 
danger. 

1.25 1.00 5.00 1.00 1.00 1.00 2.50 1.00 

36. My family will be more respected if I 
end my criminal behaviors. 1.50 1.00 4.75 1.00 1.00 1.00 2.25 1.00 

37. I can help my family if I stop doing 
crime. 1.50 1.00 4.75 1.00 1.00 1.00 1.25 1.00 

 

38. If I end my criminal behaviors, I can 
be a positive support for my family.  2.00 1.00 4.75 1.00 1.00 1.00 1.25 1.00 

39. I can help my family pay the bills if I 
stop my criminal behaviors. 1.25 1.00 4.75 1.00 1.00 1.00 1.25 1.00 

(table continues) 
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Table 19 (continued). 

M of Prototypical Categories 
Item Gains 

for  Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

40. My family will not have to give me 
money if I stop my criminal behaviors. 1.00 1.50 5.00 1.00 1.00 1.00 1.25 1.00 

41. If I stop doing crime, my family will 
not have to visit me in jail or prison.  1.00 1.00 5.00 1.00 1.00 1.00 1.25 1.00 

42. If I end my criminal behavior, my 
family will lose their image. 1.00 1.50 1.00 4.75 1.00 1.50 1.00 3.00 

43. My family will lose respect from 
others if I stop my criminal behaviors. 1.00 1.50 1.00 4.75 1.00 1.50 1.00 3.25 

44. My family will not be accepted by the 
neighborhood if I end my criminal 
behaviors. 

1.00 1.25 1.00 4.50 1.00 1.50 1.00 3.25 

45. I will lose my family if I stop doing 
crime. 1.00 4.00 1.00 2.50 1.00 1.50 1.00 1.50 

46. If I stop doing crime, my family will 
lose money.  1.00 1.50 1.00 5.00 1.00 1.50 1.00 2.00 

47. My friends will lose a partner if I stop 
doing crime. 1.00 1.00 1.00 4.25 1.00 1.50 1.00 2.00 

48. My associates will lose a partner if I 
stop doing crime. 1.00 1.00 1.00 4.50 1.00 1.50 1.00 2.00 

49. I will feel brave if I end my criminal 
behaviors.  2.75 1.00 1.00 1.00 4.50 1.00 1.00 1.00 

50. I will believe in myself if I stop doing 
crime.  2.00 1.00 1.00 1.00 5.00 1.00 1.00 1.00 

51. If I ended my criminal behaviors, I 
will be proud of myself.  

 
1.75 

 
1.00 

 
1.00 

 
1.00 

 
5.00 

 
1.00 

 
1.00 

 
1.00 

52. I will feel like I did something right 
for the first time if I stop doing crimes.  1.75 1.00 1.00 1.00 4.75 1.00 1.00 1.00 

53. If I end my criminal behavior, I will 
feel like I could do things for myself. 2.50 1.00 1.00 1.00 4.00 1.00 1.00 1.00 

(table continues) 
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Table 19 (continued). 

M of Prototypical Categories 
Item Gains 

for  Self 
Losses 
for Self 

Gains for 
Sig. Others 

Losses for 
Sig. Others 

Self-
Approval 

Self-
Disapproval 

Approval 
from others 

Disapproval 
from Others 

54. I will feel safer if I stop doing crimes.  4.75 1.00 1.00 1.00 2.00 1.00 1.00 1.00 

55. If I end my criminal behavior, I will 
not worry about my future. 5.00 1.00 1.00 1.00 1.50 1.00 1.00 1.00 

56. My family would be closer if I end my 
criminal behavior. 2.75 1.00 4.50 1.00 1.00 1.00 1.00 1.00 

57. I will feel like a ‘cop out’ if I stop 
doing crime. 1.00 1.50 1.00 1.00 1.00 5.00 1.00 1.00 

58. If I end my criminal behavior, people 
I care about will feel more comfortable 
around me. 

2.00 1.00 4.00 1.00 1.00 1.00 3.25 1.00 

59. People I care about will trust me more 
if I stop doing crimes. 2.00 1.00 2.25 1.00 1.00 1.00 5.00 1.00 

60. I will spend more time with the people 
I care about if I end my criminal 
behavior.  

4.50 1.00 3.00 1.00 1.00 1.00 2.00 1.00 

61. The people I care about will feel safe if 
I stop doing crime. 1.00 1.00 4.75 1.00 1.00 1.00 2.00 1.00 

62. People I care about will be proud of 
me if I end my criminal behavior. 1.75 1.00 1.00 1.00 1.00 1.00 5.00 1.00 

63. If I end my criminal behaviors, my 
family will be unhappy because they will 
lose money. 

1.00 1.00 1.00 4.00 1.00 1.50 1.00 4.50 

64. The people I care about will feel 
betrayed if I stop doing crime. 1.00 1.25 1.00 2.00 1.00 1.25 1.00 5.00 

65. If I end my criminal behavior, the 
people I care about will feel abandoned.  1.00 1.00 1.00 2.25 1.00 1.25 1.00 4.75 

66. The people I care about will be jealous 
if I stop doing crime. 1.00 1.00 1.00 1.50 1.00 1.25 1.00 3.75 



 

 

 

102

Table 20 

Differences between the Behavioral Phase of the Resocialization Program, Measures of Change, 
and Clinical Scales 
Behavioral  Phase 0 1 2 3 4 

 M 
(SD) 

M 
(SD) 

M 
(SD) 

M 
(SD) 

M 
(SD) 

DBS – AO (Cons) 2.08 
(0.95) 

2.16 
(0.98) 

2.08 
(0.99) 

2.02 
(1.03) 

1.97 
(0.85) 

DBS – AO (PS) 3.77 
(0.94) 

3.67 
(1.00) 

3.87 
(0.93) 

3.84 
(0.80) 

3.70 
(0.95) 

DBS – AO (PO) 4.25 
(0.87) 

4.35 
(0.79) 

4.40 
(0.66) 

4.30 
(0.66) 

4.10 
(0.84) 

SOCS (PC) 2.62 
(0.94) 

2.43 
(0.76) 

2.41 
(0.79) 

2.50 
(0.96) 

2.57 
(0.75) 

SOCS (C) 3.93 
(0.71) 

3.90 
(0.87) 

4.00 
(0.75) 

3.86 
(0.84) 

3.74 
(0.83) 

SOCS (A) 3.67 
(0.86) 

3.84 
(0.87) 

3.96 
(0.81) 

3.79 
(0.94) 

3.73 
(0.78) 

SOCS (M) 3.55 
(0.85) 

3.41 
(0.70) 

3.61 
(0.65) 

3.56 
(0.67) 

3.20 
(0.62) 

APSD (C/U) 6.30 
(2.32) 

6.70 
(2.01) 

6.67 
(2.35) 

6.08 
(2.11) 

6.00 
(1.96) 

APSD – R (CU) 3.42 
(1.78) 

3.90 
(1.42) 

3.96 

(2.20) 
3.46 

(1.66) 
3.44 

(1.36) 
APSD (I/CP) 12.87 

(2.86) 
11.09 
(3.56) 

10.50 
(3.20) 

11.00 
(3.29) 

10.24 
(3.39) 

APSD Total 24.17 
(4.74) 

22.21 
(5.10) 

21.54 
(4.98) 

19.36 
(4.10) 

20.49 
(4.78) 

APSD – R (Total) 21.32 
(4.00) 

19.40 
(4.31) 

18.95 
(4.45) 

18.95 
(4.37) 

18.42 
(3.56) 

PDS (IM)  4.62 
(2.48) 

4.56 
(2.48) 

4.78 
(3.09) 

4.93 
(2.93) 

5.39 
(3.91) 

PDS (SDE) 4.35 
(3.06) 

4.39 
(4.02) 

4.39 
(2.67) 

3.10 
(4.75) 

4.51 
(3.20) 

PDS Total 8.70 
(4.30) 

8.33 
(4.29) 

8.37 
(4.47) 

9.12 
(4.11) 

10.34 
(5.09) 

Note. DBS – AO Decisional Balance Scale for Adolescent Offenders; PS = Pros Self; PO = Pros Others; 
SOCS = Stages of Change Scale; PC = Precontemplation; C = Contemplation; A = Action; M = 
Maintenance; APSD = Antisocial Processing Screening Device;  
C/U = Callousness/Unemotional; APSD – R C/U = Revised scale (omitted items 5, 14, 19, see p. 59 for details); I/C = 
Impulsivity/Conduct Problems; APSD – R total = Revised total score (see p. 59 for further details); PDS = Paulhus 
Deception Scale; IM = Impression Management; SDE = Self Deceptive Enhancement. 
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Table 21 

Differences between the Correctional Phase of the Resocialization Program, Measures of 
Change, and Clinical Scales 
Correctional  Phase      0      1   2    3     4 

      M 
    (SD) 

     M 
   (SD) 

   M 
  (SD) 

    M 
   (SD) 

     M 
   (SD) 

DBS – AO (Cons) 2.44 
(1.36) 

1.97 
(1.01) 

2.17 
(0.89) 

1.86 
(0.77) 

2.30 
(1.05) 

DBS – AO (PS) 3.88 
(1.01) 

3.96 
(0.92) 

3.65 
(0.96) 

3.58 
(0.91) 

3.90 
(0.74) 

DBS – AO (PO) 4.25 
(0.84) 

4.46 
(0.73) 

4.26 
(0.76) 

4.29 
(0.75) 

3.96 
(0.82) 

SOCS (PC) 2.61 
(0.77) 

2.49 
(0.91) 

2.47 
(0.82) 

2.39 
(0.88) 

2.83 
(0.62) 

SOCS (C) 3.81 
(0.84) 

4.01 
(0.82) 

3.96 
(0.67) 

3.75 
(0.85) 

3.67 
(0.91) 

SOCS (A) 3.77 
(0.61) 

3.85 
(0.92) 

3.85 
(0.79) 

3.77 
(0.88) 

3.59 
(0.92) 

SOCS (M) 3.42 
(0.58) 

3.49 
(0.71) 

3.54 
(0.74) 

3.56 
(0.69) 

3.17 
(0.76) 

APSD (C/U) 6.46 
(1.71) 

6.65 
(2.00) 

6.46 
(2.52) 

6.21 
(1.69) 

5.68 
(2.36) 

APSD – R (CU) 3.62 
(1.61) 

3.75  
(1.37) 

3.83  
(2.10) 

3.40 
(1.58) 

3.43 
(1.59) 

APSD (I/CP) 11.31 
(3.25) 

11.46 
(3.20) 

11.17 
(3.53) 

11.60 
(2.94) 

9.76 
(3.89) 

APSD Total 22.10 
(3.99) 

22.67 
(4.91) 

22.30 
(5.45) 

19.55 
(3.48) 

19.52 
(6.01) 

APSD – R (Total) 19.23 
(3.22) 

19.84 
(4.35) 

19.76 
(4.67) 

19.55 
(3.48) 

18.38 
(4.19) 

PDS (IM)  4.46 
(1.81) 

5.02 
(2.95) 

5.02 
(3.06) 

3.57 
(2.29) 

6.40 
(5.80) 

PDS (SDE) 3.17 
(2.92) 

4.41 
(3.01) 

4.50 
(4.02) 

4.40 
(3.10) 

5.35 
(3.59) 

PDS Total 7.42 
(3.73) 

8.91 
(4.48) 

8.79 
(4.59) 

8.12 
(4.17) 

11.79 
(4.32) 

Note. DBS – AO Decisional Balance Scale for Adolescent Offenders; PS = Pros Self; PO = Pros Others; SOCS = 
Stages of Change Scale; PC = Precontemplation; C = Contemplation; A = Action; M = Maintenance; APSD = 
Antisocial Processing Screening Device; C/U = Callousness/Unemotional; APSD – R C/U = Revised scale (omitted 
items 5, 14, 19, see p. 59 for details); I/C = Impulsivity/Conduct Problems; APSD – R total = Revised total score (see 
p. 59 for further details); PDS = Paulhus Deception Scale; IM = Impression Management; SDE = Self Deceptive 
Enhancement.  
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Figure 1. Precontemplative cluster.  
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Figure 2. Ambivalent cluster. 
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Figure 3. Contemplation cluster. 
 

-2

-1.5

-1

-0.5

0

0.5

1

1.5

2

Precontemp Contemp Action Maintenance

Stages of Change

Z-
sc

or
es



 

 

 

107

Figure 4. Action cluster.
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Figure 5. Stages of change clusters and DBS-AO Scale. 
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APPENDIX A 

THE DECISIONAL BALANCE SCALE – ADOLESCENT OFFENDERS 
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Decision-Making Scale  

People have different reasons for wanting to stop their criminal behavior. Tell us how important each 
statement is to you.  

If I stop my criminal behaviors . . .        
       Circle the Best Answer 
       

1. I will have my freedom. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

2. I will lose my friends. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

3. My family will not have to give me money. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

4. My family will lose their image. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

5. I will believe in myself. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

6. I will feel like a 'cop out.' Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

7. My family will accept me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

8. The people I care about will feel betrayed. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

9. I will have better friends. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

10. I will lose my associates. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       
11. My family will  not have to visit me in jail or                  
prison. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

12. My family will lose money. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

13. I will be proud of myself. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

14. I will feel weak. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

15. The people I care about will trust me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 
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16. Others will think I am weak. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

17. I will not worry about my future. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

18. I will be in physical danger. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

19. My neighborhood will be safer. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

20. My family will lose respect from others. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

21. I will have more self-respect. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

22. I will feel ashamed to ask for help. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

23. The people I care about will be proud of me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

24. My associates will lose respect for me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

25. I will spend more time with my family. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

26. I will not feel a thrill. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

27. The people I care about will not have to                      
worry about me. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

28. It will cause problems for my family. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

29. I will feel better about myself. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

30. I will feel ashamed admitting the crimes I                   
committed in treatment. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

31. My family will respect me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

32. My friends will not respect me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

33. I will start a new life. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 
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34. I will have to give up things I enjoy. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

35. My family will be more respected. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

36. My family will not be accepted by the                         
neighborhood. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

38. The people I care about will respect me for              
"getting my act together." 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

39. My family will not respect me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

40. I will feel safer. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

41. I will have no way of releasing my frustration. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

42. I can help my family. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

43. My associates will lose a partner. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

44. I will feel proud of myself. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

45. The people I care about will trust me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

46. The people I care about will feel abandoned. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

47. I will be happier. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

48. I will not feel powerful. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

49. I can help my family pay the bills. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

50. My friends will lose a partner. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

51. I will feel brave. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

52. My family will have more respect for me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       



 

 

 

113

53. The people who taught me how to do                         
crime will not respect me. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

54. I can be part of my neighborhood.  Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

55. I will lose money.  Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

56. The people I care about will feel safe.  Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       
57. The people I love will be embarrassed if I                  
got help. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

58. I feel like I could do things for myself.  Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

59. The people I respect will approve of me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       
60. The people I taught how to do crime will                    
not respect me. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

61. I will not have to look over my shoulder. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

62. I will lose my family.  Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

63. My family will be closer.  Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

64. My friends will respect me more because I                
gained more control. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

65. My parents will not be supportive of me. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       
66. I will not have to worry about getting                           
arrested. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

67. I will lose my tough image.  Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       
68. The people I care about will feel more                         
comfortable around me. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 

       

69. I will set a positive example for my family. Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 
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70. I will not be respected because my                             
neighborhood expects men to be tough. 

Not 
Important

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important 
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APPENDIX B 

YOUTH ASSENT/CONSENT FORM
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Understanding Change in Youths at the Gainesville State School 
 

Youth Assent/Consent Form 
 

Principal Investigator: Mandy Jordan, Doctoral Student in Clinical Psychology 
Research Advisor:  Richard Rogers, Ph.D., ABPP, Professor of Psychology 
 
Department of Psychology 
University of North Texas 
940-565-2671 

 
I, ____________________ (name) understand that the University of North Texas and the Texas Youth 
Commission are conducting a research project to investigate the behaviors, beliefs, and attitudes of 
youths in the Gainesville State School. As a current resident of the Gainesville State School, I understand 
that I may be included in this project if I choose to do so. 
 
I understand that the project will consist of one session and last about one hour. I am aware that I will 
complete questionnaires that will ask me questions about my thoughts and behaviors regarding myself, 
my family, my school, and my peers. I understand that the questionnaires will be administered in a group 
format, comprising of about 10-20 students, and completed in a classroom or other appropriate 
institutional facility. The administration of questionnaires will be conducted by a graduate student from the 
Psychology Department at the University of North Texas and monitored by the Gainesville State School 
personnel.  
 
As a result of the questionnaires being completed in a group setting, I understand the risk of other 
students or staff seeing my responses. Therefore it is important that I cover my responses and comply 
with the administrator’s instructions on seating arrangements.  
 
In addition to the questionnaires, I understand that information from my institutional file will also be used 
for the project. Specifically, information regarding my offense history, institutional infractions, level of 
education, and progress through the Resocialization program will be included. Information regarding my 
medical history will not be accessed. 
 
I understand that all the information I provide and information from my file used by the researchers in this 
study is confidential. This means that any information about me will be assigned a code number and will 
not include my name or other identifying information. The code number will be placed at the top of each 
questionnaire, and no material other than consent/assent forms will contain names or other identifying 
information. Once signed, the informed consent/assent forms will remain in my institutional file, separate 
from all other de-identified questionnaires or data used in this study. Once all measures are complete, 
they will be contained in a sealed envelope and transported to the University of North Texas, where they 
will be kept in a locked file drawer. 
 
I understand that my choice to participate is voluntary. This means that I can choose not to participate in 
the study at any time. I understand that my choice does not have an effect on my legal status, length of 
stay, or my treatment at the Gainesville State School or the Texas Youth Commission. 
 
I understand that the questionnaires and information from my file will be put into a database along with 
other participants’ information. The database will not include any individually identifiable information (e.g., 
name, date of birth, institutional number). The information from this database will be available to the 
Research Department of the Texas Youth Commission upon completion of the study. I also understand 
that the data collected about me will not be given, shown, or reported in any form with individually 
identifiable information to any Gainesville staff member, law enforcement agency or official, unless I 
disclose knowledge about crimes committed, being committed, or about to be committed.  
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I understand that I can request further information about this assent/consent form and the study from Dr. 
Jim Chambers, at Gainesville State School, Dr. Chuck Jeffords at the Texas Youth Commission, (512-
424-6130). This study has been reviewed and approved by the UNT Committee for the Protection of 
Human Subjects (940-565-3940). 
 
 
 
 
 
Youth’s Signature/Date 
 
 
 
Witness/Date 
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APPENDIX C 
 

RESOCIALIZATION PROGRAM: ABC PHASES OVERVIEW
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 PHASE 1 2 3 4 PAROLE 

ACADEMIC/WORKFORCE DEVELOPMENT 

ACADEMIC/ 

Workforce 
Development 
Assessment 

COMPLETES 
AND SHOWS 
PROG. ON 
ALL 
REQUIRED 
TESTS BASED 
ON ABILITY 

COMPLETE
S AND 
SHOWS 
PROG. ON 
ALL 
REQUIRED 
TESTS  

COMPLETES 
AND SHOWS 
PROGRESS ON 
ALL REQUIRED 
TESTS  

COMPLETES 
AND SHOWS 
PROGRESS ON 
ALL 
REQUIRED 
TESTS  

COMPLETE
S 
ACADEMIC 
GOALS 
FROM 
PAROLE 
PLAN 

MAIN 

OBJECT. 

EMPLOY-

MENT 

SHOWS PROG. 
IN 
EMPLOYMEN
T SKILLS 

Shows prog. 
in employ. 
Skills 

Shows prog. in 
employ. skills 

Shows prog. in 
employ. skills 

COMPL. 
WORK 
GOALS 
FROM 
PAROLE 
PLAN 

SUB-OBJ. ACADEMIC/ 

Workforce 
Dev. Assign. 

SHOWS PROG. 
ON ASSIGN. 

Shows prog. 
on assign. 

Shows prog. on 
assign. 

Shows prog. on 
assign. 

N/A 

BEHAVIOR 

BEHAVIOR 

OBJECTIVES 

Learns conduct 
rules, follows all 
Cat. I rules, and 
has ≤ 7 Cat. II 
rule viol. 

Follows all 
Cat. I rules 
and has ≤ 5 
Cat. II viol. 

Follows all Cat. I 
rules and has 

≤ 3 Cat. II rule 
viol. 

Follows all Cat. I 
rules and has ≤ 1 
Cat. II rule viol. 

Follows 
parole 
program 
expectation 



 

 

 

120

CORRECTIONAL THERAPY 

 MAIN TX 
OBJ. FOR 
PHASE 

Knows rules and 
basic 
expectations of 
TYC 

Through the 
life story 
understands 
the dev. of 
unmet needs 

Understands 
offense cycle and 
uses it to change 
negative behaviors 

Has an 
appropriate 
success plan 

Is a 
productive 
citizen 

SUPPL.  TX 
OBJ.   

     

THINKING 
ERRORS 

(TES) 

Defines 9 TEs 
and how they 
contrib. to beh. 

Recognizes 
how TE were 
used to avoid 
resp. & neg. 
feelings 

Understands how 
TEs were used in 
offense cycle 

Recognizes 
when TEs are 
used and self 
corrects 

Accepts resp. 
for behavior 
and feelings 
with little 
TEs 

EMPATHY Defines 
empathy and 
ident. personal 
feeling words 

Identifies 
thoughts & 
feelings of 
others 

Understands how 
empathy helps 
interrupt offense 
cycle 

Has app. 
Relationships, 
makes amends 
when nec. 

Considers 
thoughts and 
feelings of 
others when 
meeting own 
needs 

VALUES Defines values 
identifies 
personal values 
and defines the 
meaning and 
purpose of com. 
Service 

Identifies 
where values 
come from 

Identifies pos. 
values that allow 
the interruption of 
the offense cycle 
engages in on 
campus com. 
services if avail. 

Plans for and 
engages in 
behaviors that 
reflect positive 
values engages 
in on or off 
campus com. 
service if avail. 

Eval. & 
changes 
behavior to 
match 
community 
provides 
formal 
com.service 

SUB-
OBJECT-
IVE 

LAYOUT Develops & 
presents a basic 
layout 

Develops & 
presents a life 
story 

Develops & 
presents an 
offense cycle 

Develops & 
presents a 
success plan 

Develops & 
presents a 
par. Plan 
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POSITIVE 
SKILLS 

Learns to eval. 
communicate, 
and modify 
personal 
strengths and 
weaknesses 

Practices pos. 
skills to 
address 
personal 
problems 

Practices reports 
the use of positive 
and begins to 
anticipate problem 
areas 

Self-initiates the 
use of pos. skills 
&  reinforces 
pos. behavior in 
others 

Uses and 
refines 
positive 
skills to 
succeed in 
the com. 
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APPENDIX D 

FINAL VERSION OF THE DBS - AO
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 Decision-Making Scale   

 

People have different reasons for wanting to stop their criminal behavior. Tell us how important 
each statement is to you.  

  
 If I stop my criminal behaviors . . .         
        Circle the Best Answer  
         
         

CON 1. I will lose my tough image.  Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 2. I will believe in myself. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 3. The people I care about will be proud of me. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 4. My associates will lose respect for me. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 5. I will have better friends. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 6. My family will respect me. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 7. I will not feel a thrill. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 8. I will be proud of myself. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 9. My family will be more respected. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 10. My friends will not respect me. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 11. I will have more self-respect. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 
12. The people I care about will respect me for              
"getting my act together." 

Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 
13. My family will not be accepted by the                        
neighborhood. 

Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 14. I will feel better about myself. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  
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PRO-O 15. The people I care about will trust me. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 16. My associates will lose a partner. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 17. I will feel safer. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 18. The people I care about will feel safe  Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 19. My friends will lose a partner. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 
20. I will not have to worry about getting          
arrested. 

Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 21. My family will be closer.  Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 22. I will not feel powerful. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 23. I will be happier. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 
24. The people I care about will feel more                      
comfortable around me. 

Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 25. My family will have more respect for me. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 26. I will not have to look over my shoulder. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 27. I can help my family. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 
28. The people I love will be embarrassed if I                 
got help. 

Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-S 29. I will feel proud of myself. Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

CON 
30. The people I taught how to do crime will                   
not respect me. 

Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  

         

PRO-O 31. I can be part of my neighborhood.  Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  
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CON 32. The people who taught me how to do                      
crime will not respect me. 

Not 
Important 

Slightly 
Important 

Moderately 
Important 

Very 
Important 

Extremely 
Important  
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