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Clinical research suggests that adolescent offenders often do not view their criminal 

behaviors as problematic and, therefore, are not motivated for treatment. Although customarily 

defined as a static characteristic, the transtheoretical model (TTM) proposes treatment 

amenability is dynamic and can be achieved through tailored interventions that motivate 

individuals for treatment. The current study examines the predictive validity of TTM measures 

for adolescent offenders at a maximum security correctional facility. In particular, the Stages of 

Change Scale (SOCS) and Decisional Balance for Adolescent Offenders (DBS-AO) were 

compared with a more traditional assessment tool utilized in evaluating treatment amenability of 

juvenile offenders (i.e., Risk-Sophistication-Treatment Inventory; RSTI). One hundred 

adolescent offenders from the Gainesville State School completed two waves of data collection 

with a 3-month time interval. Information was collected on offenders’ treatment progress 

between waves. Consistent with TTM research, predictors of treatment progress included low 

scores on the Cons scale on the DBS-AO and on the Precontemplation scale on the SOCS. 

Participants in the most advanced levels of treatment also scored high on the Sophistication-

Maturity scale on the RSTI and the Impression Management scale on the Paulhus Deception 

Scale.  
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CHAPTER 1 

INTRODUCTION 

An estimated 2.3 million crimes were committed by juvenile offenders in 2002 alone 

with approximately 330,000 offenses involving violence (Snyder, Puzzanchera, & Kang, 2005). 

Although these statistics are alarming, juvenile arrests for violent crimes are at their lowest level 

since 1988. Increase in arrests between 1988 and 1994 focused national attention on the problem 

of juvenile violence. After peaking in 1994, these arrests steadily dropped each year from 1995 

to 2002, and held constant in 2003. For violent crimes (i.e., murder, rape, robbery, and 

aggravated assault), in particular, juvenile arrests between 1994 and 2003 have decreased 32% 

(Office of Juvenile Justice and Delinquency Program; OJJDP, 2005). Most notably, from its peak 

in 1993 to 2003, the juvenile arrest rate for murder has fallen 77%. Despite these decreases, the 

rate of violent offending among American youth continues to be substantially higher than 

corresponding rates in other countries, such as Canada (Penney & Moretti, 2005). If remained 

unchanged, 1 of every 15 persons will eventually serve time in a prison during their lifetime 

(OJJDP, 2005).  

To rectify the problem of juvenile offending, the juvenile justice system has oscillated in 

its focus from treatment to punishment for youthful offenders. Despite overwhelming evidence 

on the ineffectiveness of deterrence programs (e.g., Andrews, 1990; Gendreau, Goggin, & 

Paparozzi, 1996; Gendreau & Ross, 1981; Lipsey, 1992; Lipsey & Wilson, 1998; McGuire & 

Priestley, 1995; Redondo, 1994), current focus of the juvenile justice system is directed toward 

punishment (Grisso, 1998; Melton, Petrila, Poythress, & Slobogin, 2007). From 1992 to 1995, 40 

states and the District of Columbia have instituted legislation facilitating the transfer of juveniles 
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to the adult court system (Griffin, Torbet, & Szymanski, 1998). Based on data provided by the 

OJJDP, juvenile waivers have fluctuated over the past decades, but continue to be applied toward 

thousands of adolescents in the United States. According to the most recent National Report of 

Juvenile Offenders (2006), the number of juveniles waived into criminal court climbed 83% 

from 1985 to 1994, from 7,200 to 13,200. However, by 2001, waived cases decreased to 6,300. 

In 2002, according to the Bureau of Justice Statistics’ National Correctional Reporting Program 

(NCRP), an estimated 4,100 new court commitments to state adult prison systems involved 

youth younger than 18 years old. Although these statistics demonstrate a decline in juvenile 

waivers, 7,083 persons under the age of 18 continued to be housed in adult jails in 2004, 87% of 

whom were awaiting trial as adults.   

Remarkably little evidence exists that suggests transferring juveniles to the adult criminal 

justice system produces any positive benefits. To the contrary, Mason and Chang (2001) reported 

juveniles waived to criminal court are 81% more likely to recidivate than those retained in the 

juvenile justice system. While it is possible that judges are accurate in their transfer of violent 

offenders, a more plausible explanation for increased recidivism involves the lack of treatment 

services tailored for juveniles in adult facilities (Allard & Young, 2002). According to Fagen, 

Frost, and Vivona (1989), when adolescents are exposed to adult prison life while developing 

social and cognitive skills, they learn rules and norms of that institution (e.g., victimization and 

retaliation). They are also not exposed to positive role models and do not have opportunities to 

form positive attachment bonds. As a result, youths successfully adjusted to adult prisons may 

have difficulty re-integrating into the community (Redding, 2003). 
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In addition to not receiving appropriate psychological intervention, juveniles in adult 

facilities are also more likely to be victimized. When compared to juvenile facilities, research 

suggests (e.g., Fagen et al., 1989; Schiraldi & Zeidenberg, 1997) juveniles in adult institutions 

are more likely than those in juvenile facilities to be physically and sexually assaulted, attacked 

by a weapon by other inmates, and commit suicide.  After being maltreated in adult correctional 

facilities, these juveniles are less apt to engage in prosocial behaviors when released into the 

community.  

Early interventions for antisocial youth are likely the most efficacious and cost-effective 

means to ameliorate conduct-disordered behaviors. Yet, a critical barrier for effective 

intervention is the lack of treatment motivation. As research suggests (e.g., Hemphill & Howell, 

2000; Jordan, 2004; Jordan & Rogers, 2005), adolescent offenders often do not view their 

criminal behaviors as problematic and are not motivated for treatment. Understandably, mental 

health professionals prefer to work with motivated clients (Andrews & Bonta, 1994), leaving the 

more difficult to treat youths on the periphery of services and virtually untreated. 

Youths, perceived by judges as unmotivated for treatment, are more likely to be waived 

to adult criminal courts (Salekin, Rogers, & Ustad, 2001; Salekin, Yff, Neumann, Lestico, & 

Zalot, 2002). According to Penney and Moretti (2005), the term amenability refers to a youth’s 

potential to change. Judges, researchers, and treatment facilitators customarily define treatment 

amenability as a static characteristic. For youths who have not been successful in past treatment 

programs, they are subsequently considered as untreatable. In contrast to the static characteristic, 

Grisso (2000) argues that past treatment failures could be situational; it may be due to inadequate 

interventions, or a poor match between individual needs of youths and available interventions. 
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Therefore, treatment may be more successful when customized to youths’ particular level of 

treatment readiness. 

Seminal research conducted by Prochaska, DiClemente, and colleagues (e.g., DiClemente 

et al., 1991; Prochaska & DiClemente, 1982, 1984, 1992) proposed that treatment amenability is 

dynamic and can be achieved through tailored interventions that motivate individuals for 

treatment. Currently, treatment programs for adolescent offenders assume that participants are 

amenable to change and often do not consider treatment goals may need to include increasing 

youths’ motivation and readiness to change. According to the Transtheoretical Model (TTM; 

Prochaska & DiClemente, 1982, 1984, 1992), individuals progress through stages of change 

before achieving new behaviors. Hemphill and Howell (2000) underscore the importance of 

stages of change for adolescent offenders. Delinquents at the first stage of the TTM model (i.e., 

Precontemplation phase) simply do not perceive any problems warranting change. Making 

offenders more aware of the negative consequences of their criminal behaviors and the potential 

positive impact of prosocial behaviors is essential for an effective treatment program. On this 

point, Jordan (2004) found adolescent offenders were often reluctant to change criminal 

behaviors because they would lose respect from their peers, eliminate a important source of 

income, and no longer participate in sensation-seeking activities. In contrast, offenders engaging 

in positive behaviors (i.e., not receiving institutional infractions) valued self-respect, family, and 

freedom. Knowledge of the offender’s motivation is crucial to effective interventions that target 

rather than ignore individual motivations.  

In addition to treatment amenability, the treatment of adolescent offenders must take into 

account past research examining variables that impact psychological treatment of non-offending 
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adolescents as well as delinquents. Regardless of problem behavior (e.g., depression vs. 

aggression), adolescence is a unique developmental period, and interventions appropriate for 

children or adults may not be useful for adolescents. The next section entitled, Variables 

Impacting Adolescent Treatment, addresses particular developmental changes occurring in 

adolescence that may substantially affect responsiveness of particular interventions. For 

example, recently acquired cognitive abilities make concrete techniques useful for children, but 

adolescents may also benefit from utilizing more abstract concepts. In addition, three decades of 

research have evaluated effective treatment interventions for adult and youthful offenders. The 

next section, Initial Evaluation of Treatment Effectiveness for Adolescent Offenders, addresses 

historical controversy on the rehabilitation of juvenile offenders. Empirically-validated treatment 

for adolescent offenders will also be outlined. The final section, Treatment Amenability, 

discusses the importance of adolescent offenders’ readiness to change and its impact on 

treatment. Psychometric measurement of treatment amenability and tailored treatment 

interventions will be discussed.    

Variables Impacting Adolescent Treatment 

Clinical research (e.g., Casey & Berman, 1985; Kazdin, 1995; Weisz, Weiss, Han, 

Granger, & Morton, 1995; Weisz, 2004) concludes that psychotherapy with children and 

adolescents significantly decreases problematic behaviors and produces positive effects in 

cognitive and emotional functioning. Casey and Berman (1985) surveyed outcome studies 

published between 1952 and 1983 involving children 12 years of age and younger. Treated 

youths functioned better than 76% of those in control groups with an average effect size of 0.71. 

Similar results have been demonstrated with youths between the ages of 12 and 18 (Kazdin, 
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Bass, Ayers, & Rodgers, 1990; Weisz, Weiss, Alicke, & Kotz, 1987; Weisz et al., 1995). Meta-

analytic studies indicate medium to large effect sizes (Cohen, 1988) for treatment of children and 

adolescents. 

Although results tend to be positive for treatment effects with youth, researchers (e.g., 

Izzo & Ross, 1990; Kazdin, 1995; Weisz, 2004) emphasize the complexity and multitude of 

factors that impact treatment effectiveness. Specifically, treatment varies in technique, duration, 

clinician characteristics, and focus of target behavior with youths who differ in age, gender, 

culture, and personality. As Weisz stated, “A single answer to the question of how well therapy 

works must certainly overlook many important group differences” (Weisz, 2004, p. 12). 

Therefore, in order to properly assess treatment effectiveness for adolescents, it is important to 

examine the impact of particular variables, such as variation in treatments, therapists, target 

behavior, and client characteristics. 

The following sections summarize empirical research findings on treatment outcome 

research for children and adolescents. In particular variables such as age, target behavior, and 

type treatment are addressed. 

Age 

    Cognitive and behavioral differences between children and adolescents impact the 

effectiveness of psychotherapy. However, researchers differ in their conclusions on whether 

developmental factors strengthen or weaken treatment. Kendall, Lerner, and Craighead (1984) 

indicated adolescents have more difficulty than children in conforming to social norms and are 

often less cooperative with adult therapists. In contrast, Weisz (2004) believes adolescents’ 

newly acquired ability to engage in abstract thinking and logical reasoning allows for a better 
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understanding of the purpose of therapy. As a result, adolescents engage in the therapeutic 

process at a deeper level than children. However, adolescents demonstrating cognitive deficits 

(e.g., low achievement level, learning disabilities, poor grades, and early termination from 

school) and poor social skills may exhibit more difficulties in understanding and participating in 

treatment.  

Meta-analytic studies have presented inconsistent results on the effects of age on 

treatment outcome. Casey and Berman (1985) performed a meta-analysis incorporating 75 

studies focused on psychotherapy with children, younger than 12-years old (M age = 8.00) with 

both internalizing and externalizing target behaviors. Their results indicated no relationship 

between the child’s age and treatment effectiveness. While conducting a meta-analysis on 

treatment for children and adolescents, Weisz and colleagues (1987) found adolescents 

demonstrated significantly less positive changes in therapy than did children. Specifically, the 

mean effect size for children ages 4-12 was .92; which was significantly higher than the mean of 

.58 for adolescents (ages 13-18). Weisz and colleagues (1987) suggested cognitive 

developmental factors make adolescents less responsive to therapeutic intervention than children. 

In particular, as adolescents’ cognitive abilities develop, they are more apt to justify their 

problematic behaviors and sabotage treatment efforts. However, a more plausible explanation 

may be treatment interventions useful for children are not beneficial for adolescents. 

A more recent meta-analysis conducted by Weisz et al. (1995) offers a different 

conclusion, namely in that adolescents benefited equally from treatment as children. Weisz 

attributes the conflicting, yet more positive, results to improved behavioral treatment 

interventions for adolescents. Effect sizes were calculated for year-of-publication effects. 
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Treatments used in the 1995 meta-analysis were significantly more effective for adolescents (p < 

.05) than those in the 1987 meta-analysis, but stayed the same for children. Weisz et al. did not 

offer hypotheses on how interventions improved over the eight years, possibly assuming that 

interventions remained the same between 1987 and 1995. However, one plausible explanation 

for the difference is that more recent behavioral treatments incorporate Cognitive Behavioral 

Treatment and interpersonal methods. As adolescent’s cognitive abilities mature, these methods 

may be more effective than traditional behavioral techniques. Further research needs to be 

conducted assessing effectiveness of cognitive treatment approaches and its relationship to 

participants’ age.   

Age and the effectiveness of treatment can be strongly influenced by the level of training 

of the treatment provider. Weisz and colleagues (1987, 1995) found treatment was significantly 

more effective for adolescents than children when treatment was provided by professionals (p < 

.01) and graduate students (p < .01) rather than paraprofessionals (e.g., trained teachers and 

parents). Conversely, treatment effects were highest for children when conducted by 

paraprofessionals (p < .001). In contrast to Weisz’s meta-analyses, Casey and Berman (1985) 

found no correlation between the experience and education of the therapist and treatment success 

for children. This discrepancy may be a result Casey and Berman’s utilization of a younger 

population (M age = 8.9) compared to Weisz’s two meta-analyses (M age = 10.5 and 10.23).  

Motivation to participate in treatment is also age-related and appears to be a 

differentiating factor in effective interventions between youth and adults. Weisz (2004) notes 

children and adolescents may not be as motivated to participate in therapy when pressured by 

adults. According to Weisz, adolescents tend to be referred to treatment by parents, adults, and 
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teachers. Adult input is heavily weighted when identifying clinical issues and setting treatment 

goals (Hawley & Weisz, 2002). However, parents and teachers may not be accurate in 

identifying the target problem. Often their reports reflect adult agendas that conceal perceived 

failings as parents or the parents’ psychopathology (Goodman & Amatea, 1994). Therefore, it is 

reasonable that youth often enter the process of therapy with little motivation for personal 

change, or with treatment goals that differ than adults involved in the process.  

Target Behavior 

 Treatment outcome research often conceptualizes target behaviors of children and 

adolescents through two diagnostic categories: overcontrolling behaviors (e.g., sadness, fears, 

social withdrawal) and undercontrolling behaviors (e.g., temper tantrums, disobedience, fighting, 

stealing). Meta-analytic results (Weisz et al., 1987, 1995) indicate overcontrolled and 

undercontrolled behavior problems benefit equally from treatment. However, a debate exists on 

whether interventions with undercontrolled behavior problems produce lasting treatment effects. 

Some research (e.g., Esser, Schmidt, & Woerner, 1990; Offord et al., 1992; Robins & Price, 

1991) indicates undercontrolled problems demonstrate greater chronicity and poorer long-term 

prognosis than do overcontrolled problems. However, these studies only focused on prevalence 

rates of psychopathology occurring in childhood that progress into adolescence and adulthood; 

treatment effects were not considered.  

Targeted interventions appear most effective with youth exhibiting particular problematic 

behavior, whereas adults are more apt to benefit from generalized therapy effects. In the adult 

literature, theorists (e.g., Boddington & Lavender, 1995; Frank 1975; Snyder & Taylor, 2000) 

suggest psychotherapeutic intervention provides general, nonspecific effects on diverse 
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problems, by making people feel understood. In contrast, research on child and adolescent 

psychotherapy indicates interventions are most beneficial when targeting specific problems they 

were designed to address. For example, behavioral techniques have been found to be most 

effective for (a) impulsive and hyperactive children, and (b) children with specific issues, such as 

a particular phobia or somatic complaint (Casey & Berman, 1985). Likewise, Weisz and 

colleages (e.g., Weisz et al., 1987, 1995) found effect sizes doubled when treatment targeted 

adolescents’ specific problems rather than more general domains.  

In addition to the importance of tailored interventions for particular target behaviors, 

Weisz et al. (1995) suggested behavior management interventions often used with 

undercontrolled problems tend to be concrete and easily taught to parents and teachers through 

training programs; however, interventions needed less overt or overcontrolled problems (i.e., 

shyness and sadness) requires professional training. In conclusion, depressed and anxious youth 

most likely benefit from tailored interventions administered by professionals. In contrast, 

children exhibiting aggressive behaviors will benefit from interventions implemented by parents, 

teachers, and professionals that focus on decreasing aggression and promoting prosocial 

behaviors.  

Type of Treatment 

Adult outcome literature (e.g., Boddington & Lavender, 1995) provides some support for 

the Dodo verdict, namely the notion that any therapeutic approach benefits clients about 80-85% 

more frequently  than those who do not receive treatment at all (Parloff, 1984; Smith, Glass, & 

Miller, 1980). Although many researchers and clinicians interpreted the Dodo verdict as a threat 

to their particular theoretical orientation (e.g., Eysenck, 1978), others channeled their energies by 
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identifying commonalities between psychotherapeutic approaches. Frank (1975) posited all 

forms of psychotherapies benefit clients by providing (a) a special, trusting, emotional 

relationship, (b) a unique setting in which clients feel safe, (c) a conceptual schema, offering an 

explanation for clients’ current level of distress, and (d) techniques demonstrating the therapists’ 

knowledge and competence.  

In contrast to the adult literature, the Dodo verdict, does not apply to children and 

adolescents. Behavioral techniques for children and adolescents are asserted to be the most 

successful intervention. Meta-analyses on children (e.g., Baer & Nietzel, 1991; Casey & Berman, 

1985; Denham & Almeida, 1987; Serketich & Dumas, 1996) found behavioral methods for 

children led to significantly larger effect sizes than non-behavioral methods. However, when 

Casey and Berman (1985) excluded cases in which outcome measures were “very similar to 

activities occurring during treatment” (p. 391), the superiority of behavioral methods was 

reduced (Cohen’s d = 0.91 vs. 0.55), but remained more effective than other psychotherapeutic 

methods (Cohen’s d = 0.34). Additional researchers (e.g., Weiss & Weisz, 1995; Weisz et al., 

1995) found behavioral therapies for adolescents also generate significantly more positive effects 

than non-behavioral approaches. One explanation for the unmatched treatment success of 

behavioral techniques is that these methods dominate treatment outcome research. In Weisz’s 

1987 and 1995 meta-analyses, behavioral treatment (i.e., operant, respondent, modeling, social 

skills, and parent training) accounted for the majority of treatment groups (72.2% and 65.2% 

respectively) than cognitive-behavioral treatment (7.5% and 15.6%) and non-behavioral 

interventions (20.3% and 11.1%).  
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Recent research (e.g., Reinecke, Dattilio, & Freeman, 2003; Rhode, Clarke, Mace, 

Jorgensen, & Seeley, 2004) is beginning to investigate the efficacy of cognitive behavioral 

interventions specifically for adolescents with conduct disorder. Kazdin (1995) indicated, 

approximately one-half of outcome research, within the past two decades, focuses on behavioral 

and cognitive-behavioral treatment. Yet, little empirical research has been conducted on other 

therapeutic approaches often implemented with children, such as psychodynamic psychotherapy 

and family therapy.  

The Dodo verdict will unlikely occur for children and adolescents because generic 

interventions do not appear to be as effective for children and adolescents as with adults. 

Regarding generic treatments, Kazdin (2000b) referred to clinically derived treatment as 

techniques utilized most often by treatment providers, which have been established from 

therapists’ previous training, supervision, and clinical experiences rather than empirical research. 

Such methods include talking with the youth and parents, establishing a therapeutic relationship, 

reflective and empathic listening, being flexible, and not imposing an agenda. Weisz, Jensen, and 

McLeod (2005) found effect size estimates of clinically derived treatments for adolescents were 

negligible, even when analyses were restricted to well-designed, random assignment studies. In 

conclusion, evidence suggests that general treatment characteristics common to most therapies 

are not the factors that predict beneficial effects for youth.  

Initial Evaluation of Treatment Effectiveness for Adolescent Offenders 

Early convictions held by sociological researchers and policy makers maintained 

rehabilitation efforts for offenders had failed and greater attention was needed for deterrence. As 

a request from the state of New York, Lipton, Martinson, and Wilks (1975) examined the 
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effectiveness of 231 treatment programs for adults and juvenile offenders, developed from 1945 

to 1967. Lipton and colleagues (1975, p. 25) reported results in The Effectiveness of Correctional 

Treatment and concluded, “With few isolated exceptions, the rehabilitative efforts that have been 

reported so far have had no appreciable effect on recidivism.” Martinson (1974, p. 49) declared 

his conclusions in his much-cited article, “A radical flaw in our present strategies – that 

education at its best, or that psychotherapy at its best, cannot overcome, or even appreciably 

reduce, the powerful tendency for offenders to continue in criminal behavior.” Similarly, 

Greenberg (1977) reviewed interventions for adult and juvenile offenders such as individual 

therapy, group treatment, academic programming, work release, and intensive sanctions. Without 

offering a critical analysis, Greenberg reaffirmed Martinson’s level of pessimism, “The blanket 

assertion that ‘nothing works’ is an exaggeration, but not by very much.” (1977, p. 141). 

Lundman, McFarlane, and Scarpitti (1976) also contributed to this widespread cynicism and 

found little evidence of significant treatment effects on juvenile crime. They believed treatment 

developers would profit from directly observing juvenile offenders, gaining more knowledge of 

their daily activities, self-perceptions, and societal beliefs. More recently, researchers (e.g., 

Blagg & Smith, 1989; Davies, 1990; Pitts, 1992) still accepted Martinson’s initial conclusions 

regarding the ineffectiveness of any interventions with offender populations. 

Several researchers challenged the therapeutic pessimism that dominated the 1970s. 

Palmer (1975, 1992) argued that researchers neglected the importance of tailored treatment for 

juvenile offenders. Gendreau and Ross (1979) assembled research findings that suggested 

correctional treatments were leading to positive behavior changes and compiled a bibliography 

for cynics that reported positive outcomes, directly countering Martinson’s conclusion that little 
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or nothing worked. In particular, they found 86% of experimental or quasi-experimental studies 

published between 1973 and 1978 reported positive results. Gottfredson (1979) challenged the 

prevailing cynicism by detailing treatment destruction techniques that critics could utilize to 

discredit promising treatment interventions.  

Martinson (1979) recanted his previous statement and reported, “Some treatment 

programs do have an appreciable effect on recidivism.” (p. 244). To explain Martinson’s 

reversal, the original The Effectiveness of Correctional Treatment was based on evaluation 

research; that is, only outcome studies which randomly allocated offenders to treatment and 

control groups were considered. As a result, 90% of available studies were excluded from 

statistical analyses. In contrast, Martinson (1979) examined studies that contained a verifiable 

recidivism rate for a group of at least ten sentenced offenders.   

Treatment pessimism continued into the 1980s until the National Academy of Science’s 

(NAS) Panel on Research on Rehabilitation Techniques (Martin, Sechrest, & Redner, 1981; 

Sechrest, White, & Brown, 1979) critiqued research methodology for assessing treatment 

effectiveness for adult and juvenile offenders. NAS identified factors essential to sound research 

on treatment effectiveness: (a) well-controlled designs, (b) sensitive measures, and (c) strong and 

well-implemented treatments. Blackburn (1980) examined a series of studies carried out during 

the second half of the 1970s. He subjected them to a standard set of methodological tests 

proposed by Logan (1972), in which studies were required to satisfy specified criteria (e.g., 

including follow-up periods and matched control groups). Only five studies met these criteria, 

and each found reductions in recidivism rates for treated offenders as compared with untreated 

groups.  
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Effective Treatment for Adolescent Offenders:  Summary of Meta-analyses  

Researchers (Lipsey, 1992; Quay, 1987) indicated the most important development in the 

treatment effectiveness controversy since the NAS report has been the rise of the meta-analyses. 

Quay (1987) argued the negative impact of Martinson’s (1974) “nothing works” hypothesis on 

researchers, practitioners, and policymakers, was caused by the lack of techniques to perform 

statistical meta-analyses. Previously, researchers reported statistical significance differently and 

focused on a variety of treatment interventions and populations (e.g., incarcerated or community 

placement). Meta-analyses allow findings of studies to be synthesized without applying different 

criteria for each study (Glass, McGraw, & Smith, 1981). 

Meta-analyses have introduced insight into the complexity of effective treatment and its 

impact on recidivism rates. For example, Lab and Whitehead (1988) conducted a meta-analysis 

of 50 juvenile delinquency treatment studies published in refereed journals from 1975 to 1989. 

All studies utilized control groups and dichotomous recidivism measures. Results indicated 

treatment was ineffective, as best treatment outcomes yielded effects of only .20. However, 

Andrews et al. (1990) augmented Lab and Whitehead’s meta-analysis with additional studies, 

refined categories, and distinguished between appropriate correctional services (i.e., delivered to 

high-risk offenders using modes of treatments matching client learning styles), and inappropriate 

services. Results indicated appropriate services were significantly more effective than for 

inappropriate services. By modifying the analyses, researchers recognized the importance of 

providing treatment to high-risk offenders and matching interventions to offenders’ learning 

styles. 
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Overruling the prevailing Nothing Works promise, meta-analytic results on juvenile 

offenders indicate treatment reduces recidivism albeit at a modest rate. For example, Lipsey 

(1992, 1995) found lower recidivism rates for treated juveniles than control groups. Specifically, 

treated juveniles showed approximately a 10% decrease in recidivism. More recently, Grietens 

and Hellinckx (2004) indicated treatment of juvenile offenders produced an average reduction of 

recidivism by approximately 9%. Compared to general effects of psychotherapy for youth with 

undercontrolling behaviors, this 9 to 10% reduction in recidivism is low. One interpretation of 

these findings is that delinquency is difficult to treat. However, positive changes in behaviors 

may not be captured by the conservative treatment outcome measure of recidivism.  

Outcome criteria (i.e., recidivism) utilized by most treatment studies may not accurately 

measure positive behavior changes. Treatment of the offender populations is often deemed 

successful only when it significantly decreases recidivism.  Grietens and Hellinckx (2004) 

indicate recidivism (e.g., new offenses, revocation of probation, and new contacts with police) is 

the most stringent criterion to test the long-term effects of correctional treatment. McGuire and 

Priestley (1995) argue recidivism is a criterion highly relevant for policymakers when evaluating 

programs, as compared to other measures. However, Grietens and Hellinckx (2004) state 

recidivism is a very conservative outcome that excludes behavioral and attitudinal changes 

during treatment. They suggested other measures more related to the treatment goals and to 

short-term effects of treatment (e.g., treatment progress, academic functioning, and 

psychological adjustment) may add more knowledge of treatment effectiveness.  

Clinician Variables. Treatment staff have a critical role in influencing the outcome of 

programs and in maintaining the integrity of treatment programs (Cooke, 1989; Harris & Rice, 



 

 17

1997; Hollin, 1992; Lipsey & Wilson, 1998). Understandably, effective treatment programs are 

positively correlated with clinicians possessing the skill and knowledge of the treatment 

modality. Losel (1996) argued when clinicians’ do not follow through with the goals and content 

of the program, treatment integrity and effectiveness of the program is lowered. On this point, 

Gensheimer and colleagues (1986) found treatment integrity is maintained when group 

facilitators participate in all stages of program delivery. In addition, researchers (Hollin, 1995; 

Losel, 1996) identified good supervision as a vital ingredient to ensuring the integrity of a 

treatment program. Supervisors will aid in preventing staff from experiencing burn-out or 

boredom, which will compromise effective treatment administration.   

Particular personality characteristics of treatment facilitators also impact treatment 

effectiveness with adolescent offenders. In contrast to research on non-offending adolescents 

(Wiesz et al., 2005) research with delinquents (Andrews, 1995; Harris & Rice, 1997) indicates 

treatment is most effective when clinicians are warm, empathetic, and tolerant. In addition, 

Cooke and Phillip (2001) indicate youthful offenders respond best to mental health professionals 

working at the facility, who are aware of institutional rules and procedures (e.g., work 

commitments, meal times, and counts). Lipsey and Wilson (1998) postulated juveniles are more 

receptive to mental health professionals than correctional officers, whom are viewed as authority 

figures rather than treatment providers.  

Treatment Variables. Andrews (1990; Andrews & Bonta, 1994; Dowden & Andrews, 

1999, 2000) found largest treatment effects for programs include four principles: human service, 

risk, need, and responsivity. Each of these principles are briefly discussed below. 



 

 18

The first principle of human service is reductionistic in that implementation of treatment 

is more effective than no treatment. Grietens and Hellinckx (2004) calculated a mean effect size 

of 0.13 for programs delivering treatment and -0.02 for programs based solely on criminal 

sanctions. The second principle of risk indicates higher levels of service should be reserved for 

higher-risk cases and lower-risk case should be assigned to only minimal services. Reductions in 

recidivism for high-risk offenders are effective only when intensive levels of services are 

provided. Practically, many mental health professionals prefer to work with the high motivated 

lower-risk clients, yet research indicates these efforts are less productive. For example, Andrews 

and Kiessling (1980) found high-risk offenders receiving minimal treatment resulted in a 58% 

recidivism rate; yet, intensive treatment reduced recidivism to 31%. The risk principle is 

consistent research on treatment of youths with psychopathic traits. Salekin (2002) found 91% of 

psychopathic adolescents benefited the most from treatment when treatment lasted for more than 

a year with intensive intervention (e.g., four sessions per week with a mental health 

professional). Contrary to expectations, low-risk offenders receiving intensive standard treatment 

increased in recidivism by 5% compared to those receiving minimal treatment (Andrews & 

Kiessling, 1980). Grietens and Hellincks (2004) provided further support for this principle by 

calculating significantly higher effect sizes for high-risk groups (0.12) as compared with low-risk 

groups (0.03) for reduction in recidivism. Floor effect may provide some explanation for the risk 

principle in that high-risk offenders can only benefit from treatment as a result of their high-level 

of psychopathology. In contrast, higher functioning low-risk offenders receive fewer benefits 

from treatment.  
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The need principle posits treatment goals should focus on dynamic criminogenic 

attributes of offenders such as antisocial attitudes and associates. Gendreau, Little, and Goggin 

(1996) found criminogenic needs predict recidivism, yet noncriminogenic interventions (e.g., 

enhancing self-esteem and deterrence) continue to be popular interventions. Tailored 

interventions have yielded effect sizes of 0.22 while programs focusing on noncriminogenic 

needs produced a negligible effect size of -0.01 (Grietens & Hellinckx, 2004). Offenders benefit 

from learning methods of self-control, changing antisocial attitudes, and modeling prosocial 

behaviors; whereas traditional clinical treatment targets, such as anxiety and emotional empathy 

fail to demonstrate reduction in recidivism.   

Andrew’s (1995) final principle, responsivity, asserts the style and service of the 

intervention should match the individual’s abilities and learning styles. For example, structured 

and active activities (e.g., role-playing and reinforcement) have been found to be more effective 

(Cohen’s d = 0.24) than requiring youths to engage in self-reflective, verbally interactive, and 

insight-orientated approaches which resulted in a mean effect size of 0.04 (Grietens & Hellinckx, 

2004).  

In addition to Andrews’ (1990) principles, treatment integrity is an essential issue in the 

progression of effective treatment for adolescent offenders (Cooke & Philip, 2001). Hollin 

(1995) identified three factors that threaten the integrity of institution-based treatment programs. 

Program drift occurs when the goals and objectives of the treatment program change 

unsystematically over time. Program reversal transpires when goals of treatment are undermined 

or threatened. For example, Schlichter and Horan (1981) described a treatment site in which the 

behavior of some institutional staff undermined the goals of a self-control program for young 
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offenders. In this example, the goals of the program included teaching young offenders how to 

control aggressive behavior. However, staff reportedly modeled aggression when provoked and 

actively encouraged the expression of anger from the offenders. The third factor, program non-

compliance, involves changes in the treatment program without reference to the theoretical 

principles that underpin the program. Therefore, treatment programs deemed as ineffective may 

result from lack of treatment integrity rather than the particular content or mode of treatment.   

In a review of meta-analyses on juvenile offender treatment, Grietens and Hellinckx 

(2004) found most successful programs included a sound theoretical model and structured 

multifaceted treatment. Specific effective techniques include role-playing, modeling, and social-

cognitive skills training (Antonowicz & Ross, 1994). Izzo and Ross (1990) conducted a multiple 

regression and found the presence of a cognitive component and providing treatment within the 

community accounted for 13% of the variance.    

Treatment Modalities for Adolescent Offenders – What Does Not Work? 

The implementation of ineffective treatment modalities may result in devastating 

ramifications, including a substantial increase in recidivism rates. Deterrence and psychoanalytic 

treatment approaches are associated with minimal to negative mean effect sizes. Deterrence 

treatments include shock incarceration (Gendreau & Ross, 1981, Lipsey, 1992, 1995) and the 

scared straight program (Andrews, 1990; Gendreau et al., 1996; McGuire & Priestley, 1995), 

both have demonstrated negative effect sizes. Lipsey (1992) found punishment-based programs, 

such as shock incarceration, intense surveillance and similar approaches, on average led to a 25% 

increase in re-offense rates as compared to control groups.  
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McGuire and Priestley (1995) suggest deterrence programs are ineffective because 

particular behavioral principles must be met, which are illegal, unethical, or impractical. 

Specifically, when the undesired behavior appears, it should, without exception, be followed by 

punishment. In addition, punishment should occur immediately following the behavior, at 

maximum possible intensity. Positive behaviors should be consistently reinforced. McGuire and 

Priestley state that institutional programs cannot adequately meet these conditions. Crime is 

often not detected, and arrest and subsequent conviction are not guaranteed. Second, as a result 

of intermittent legal processing, punishment typically occurs weeks or months after the offending 

behavior. In regards to the intensity of punishment, it is inhumane to punish offenders in its 

utmost severity. Finally, crime is often instrumental or goal-orientated. When offenders lack 

other means to achieve the intended goals, it is difficult to eliminate these actions because crime 

has become a positive reinforcement.  

Empirical research and meta-analyses have confirmed that treatment interventions based 

on psychodynamic models have little impact on reducing recidivism rates (Andrews et al., 1990; 

Garrett, 1985; McGuire & Priestley, 1995). Garrett found a negligible mean effect size of 0.01 

for psychodynamic treatment and Andrews (1990) found psychodynamic approaches produced a 

slightly negative effect size (r = -0.06).  

Treatment Modalities for Adolescent Offenders – What Works? 

Lipsey (1995) refers to a relatively clear continuum in which most effective treatments 

utilize concrete, behavioral skill-building techniques, and ineffective treatments are orientated 

toward general psychological processes (e.g., improving self-esteem). Most meta-analytic results 

(e.g., Lipsey & Wilson, 1998) find behavioral and social skill training programs produce the 
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highest treatment effects. In particular, researchers have found the most positive effects with 

cognitive-behavioral treatments (e.g., Andrews, 1990; Izzo & Ross, 1990; Lochman, Nelson, & 

Sims, 1981; Ross, Fabiano, & Ewles, 1988; Schlicter & Horan, 1981). Many of the structured 

cognitive-behavioral programs specifically target the reduction of aggressive behaviors and 

criminality.  

Contemporary research is augmenting traditional cognitive behavioral approaches. For 

example, Multisystemic Therapy (MST; Henggler, 1989) has been demonstrated to significantly 

reduce recidivism rates for adolescent offenders. Henggeler, Melton, Smith, and Schoenwald 

(1992) found that only 20% of violent youthful offenders involved in MST were rearrested 

within 60 weeks after being referred to treatment. In stark contrast, 68% of juveniles receiving 

usual treatment were reincarcerated. According to MST, criminality occurs within a system (e.g., 

parents, school, or neighborhood), making it necessary to treat the youthful offender within the 

system in order to maintain permanent change.  

Treatment amenability has also been emphasized as an important role in successful 

treatment (Andrews, 1995; Kazdin, 1995; McMurran, Charlesworth, Duggan, & McCarthy, 

2001; McMurran & Thomas, 1991; Page & Scalora, 2004; Willoughby & Perry 2002; 

Willoughby, Perry, & Vandergoot, 2003). Effective techniques based on the TTM (Prochaska, 

1978) have proven to be beneficial when working with unmotivated offenders. For example, 

motivational interviewing (Miller & Rollnick, 1991) and assessing the positive and negative 

consequences (McMurran & Thomas, 1991) have demonstrated to be useful treatment 

interventions.  
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The following sections briefly discuss current evidence-based treatments for adolescent 

offenders. Specific cognitive-behavioral programs demonstrating effectiveness for juvenile 

offenders are outlined. Principles and research underlying MST are presented. Finally, 

pioneering research on the essential role of treatment amenability is examined.   

Cognitive - Behavioral Treatments for Adolescent Offenders 

Meta-analyses have concluded that treatment interventions based on cognitive-behavioral 

approaches have the most success in reducing recidivism (Andrews, 1990; Antonowicz & Ross, 

1994; Garrett, 1985; Hibbs & Jensen, 2005; Izzo & Ross, 1990; Lipsey, 1992; McGuire & 

Priestley, 1995), impulsivity (Baer & Nietzel, 1991), depression (Lewinsohn & Clarke, 1999) 

and across a heterogeneous array of target problems (Durlak, Fuhrman, & Lampman, 1991). 

Cognitive behavioral interventions are based on the principle that cognitive processes affect 

behavior by modifying thoughts and attitudes and by helping develop new behaviors (Cooke & 

Philip, 2001).  

Crick and Dodge (1994) relate cognitive processes in children with Conduct Disorder 

with research on attributions. Specifically, aggression occurs as a result of the child’s appraisals 

of the situation, anticipated reactions of others, and self-statements in response to particular 

events. Aggressive children and adolescents tend to attribute hostile intent to others, especially in 

social situations wherein the cues of actual intent are ambiguous. Deficits often relate to 

disruptive behaviors, as reflected in teacher ratings, peer evaluations, and direct assessment of 

behavior (Lochman & Dodge, 1994). 

Three cognitive-behavioral programs, the Problem-Solving Skills Training (PSST; 

Kazdin, Esveldt-Dawson, French, & Unis, 1987), Anger Control Training with Stress Inoculation 
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(Feindler, Marriott, & Iwata, 1984; Schlichter & Horan, 1981) and the Anger Coping Program 

(Lochman, et al., 1981; Lochman, Burch, Curry, & Lampron, 1984) have been demonstrated to 

effectively reduce delinquency. Treatment providers target youths’ cognitive distortions that lead 

to aggressive behaviors. Youths develop cognitions that lead to prosocial behaviors. Program 

descriptions and treatment outcome research are briefly described below. 

Problem-Solving Skills Training.  The PSST program (e.g., Kazdin et al., 1987) is based 

on the notion that aggressive behaviors result from cognitive distortions. Participants are taught a 

step-by-step approach to solve interpersonal problems that occur with parents, peers, siblings, 

and teachers. Interventions include generating alternative solutions and developing expectations 

of the effects of their actions. Initially, treatment utilizes structured tasks (e.g., games, academic 

activities, and stories); but as sessions progress, cognitive problem-solving skills are increasingly 

applied to real-life situations. Therapists play an active role in treatment by modeling cognitive 

processes through verbal self-statements, providing cues to prompt the use of these skills, and 

delivering feedback and praise to develop correct use of the skills. Treatment methods include 

modeling, role-playing, as well as positive and negative (e.g., loss of points or tokens) 

reinforcement to develop increasingly complex response repertoires in the child.  

Treatment outcome studies suggest PSST produces reliable and significant reductions in 

antisocial behavior and a concordant increase in prosocial behavior. For example Kazdin and 

Wassell (2000) reported very large treatment effect sizes exceeding 1.2 for delinquency. In 

addition, youth involved in PSST exhibited less problematic behavior than adolescents receiving 

only relationship-based treatment. Effects of treatment demonstrated improved performance at 
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home, school, and the community, immediately after treatment as well as one year post-

treatment.  

Anger Control Training with Stress Inoculation.  Researchers (Feindler et al., 1984; 

Schlichter & Horan, 1981) designed this program on a two-part assumption that aggression is a 

result of (a) deficits in youths’ understanding of factors that trigger their anger, and (b) lack of 

appropriate coping skills. In addition, treatment builds on the theory of stress inoculation 

(Meichenbaum, 1977; Novaco, 1975); youth are exposed to manageable exposure to 

provocation, in response to which they practice coping skills, guided by the therapists.  

Research indicates overall positive effects of the Anger Control Training with Stress 

Innoculation with adjudicated youth and delinquent high school students. Using self-report 

measures of anger and aggression, youth who had received the anger control training with stress 

inoculation scored better than untreated youth (Schlichter & Horan, 1981). Additionally, treated 

youths also provided better verbal responses than untreated youths to laboratory role-played 

provocations Feindler and colleagues (1984) tested their group version of the program with 

delinquent high school students. Interventions had beneficial effects on school behavior, teacher 

perceptions of self-control, and on problem-solving skills. Latest research has not been published 

on the treatment effectiveness of the Anger Control Program; however, the program is outlined 

in several recent texts illustrating effective treatments for children and adolescents (e.g., LeCroy, 

1994; Weisz, 2004).  

Anger Coping Program.  Lochman and authors (1981, 1984) developed the Anger 

Coping Program, which utilizes live and video modeling, immersion in problem-solving skills, 

and setting and monitoring specific behavioral goals. The theoretical premise is that youths 
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encounter a potentially anger-arousing stimulus event, but their emotional and physiological 

responses are due to their perceptions of the event, not the event itself. Aggressive behaviors 

occur as a result of particular triggers and selective attention to specific aspects of the event.  

Most research focused on the effectiveness of the Anger Coping Program has been 

conducted on children between the ages of 9 to 13. Results from Lochman et al., (1981, 1984) 

indicated significantly decreased disruptive and aggressive behavior. In addition, Lochman 

(1985) found youth, who were most successful in the program, demonstrated low social 

problem-solving skills and high levels of disruptive behaviors in pre-treatment. Graduates of the 

Anger Coping Program have been found to exhibit lower rates of drug and alcohol involvement, 

higher levels of social problem-solving skills, and higher self-esteem in comparison to untreated 

aggressive youth (Lochman, 1992).   

Multisystemic Therapy 

Kazdin (2005) indicated adolescents with conduct problems tend to live in families in 

which there is likely to be a history of criminal behavior and mental health problems. In addition, 

parents are likely to engage in poor child-rearing practices (e.g., harsh punishment), have 

unhappy, dysfunctional marital relationships, and cope with pervasive stresses such as financial 

hardship (e.g., unemployment, significant debt, and bankruptcy) and poor living conditions 

(dangerous neighborhood, and small living quarters). Research evidence (Henggeler & Santos, 

1997; McGuire & Priestley, 1995; Tolan & Guerra, 1998) supports the view that antisocial 

behavior in adolescents is multi-determined. The youths’ behavior often reflects disruption 

within the family, antisocial peers, and poor school performance.  
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Henggeler and Santos (1997) emphasized that most researched treatment modalities for 

conduct problems focus on one or two layers. For example, anger management programs 

emphasize self-control; whereas, parent training teaches parenting skills and improving parent-

child relationships. In contrast, MST is an attempt to target major social systems that affect 

antisocial and delinquent youth. The underlying foundation of MST is a combination of general 

systems theory (von Bertalanffy, 1957) and Bronfenbrenner’s (1979) theory of social ecology. 

MST is based on the assumption that youth antisocial behavior is multi-determined and its 

impact is reciprocal. For example, a therapist considers how parental disciplinary practices 

influence the youth, as well as how the youth’s behavior may serve in the family system (Weisz, 

2004). The social ecological perspective emphasizes additional dimensions of the environment 

that is more remote from the child. For example, a youth’s school achievement might depend as 

much on ties between the school and home as on what is directly taught to the child in class. An 

important conclusion taken from Bronfenbrenner’s (1979) social ecology is that an individual’s 

development and behavior can only be fully understood when viewed within the home, school, 

and neighborhood. Therefore, in order to fully understand and help adolescent offenders, MST 

therapists ideally enter multiple settings in which youths live their lives. 

MST has been shown to have the most beneficial effects among seriously delinquent 

youth. Treatment outcome studies indicate MST significantly reduces criminal activity and rates 

of incarceration (Henggeler, Melton, & Smith, 1992; Henggeler et al., 1993; Tate, Reppucci, & 

Mulvey, 1995) and increases improvements in mother-youth interaction patterns (Henggler, 

1986). For example, MST participants had approximately half as many arrests, fewer weeks of 

incarceration, and reduced drug use than the control group (Henggler, et al., 1991).  
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Treatment Amenability 

Leading researchers (e.g., Andrews, 1995; Kazdin, 1995, 2000a, 2005; Lipsey & Wilson, 

1998; Salekin et al., 2001) acknowledge the important treatment role of amenability and 

motivation in successful intervention with adolescent offenders. Antisocial behavior in 

adolescents may be so entrenched that the more serious offenders are very resistant to treatment, 

yet they have the greatest need for treatment (Lipsey & Wilson, 1998). Rather than excluding 

offenders with poor motivation from treatment, clinicians are beginning to perceive resistance 

and poor motivation as important initial targets of change.  

Few empirical studies have systematically explored the effect treatment amenability has 

on the success of juvenile interventions. 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. Results indicated that adolescents who were 

considered amenable to treatment (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 untreated controls. 

Investigating amenability and its applicability to adolescent offenders entails three 

important components. First, future research needs to examine adolescents’ processes leading to 

therapeutic improvement. Insight, catharsis, and family interaction have been processes 

identified for change for adults (Kazdin et al., 1990). Yet, little is known on mechanisms used for 

change by adolescents. In addition, assessment measures have not been developed to specifically 

evaluate treatment amenability in youthful offenders. An important exception is the Risk-

Sophistication-Treatment-Inventory (RSTI; Salekin, 2004), which was developed to in 
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evaluating juvenile waivers to adult court system. The RSTI assess the three factors that were 

identified by juvenile judges as important to juvenile waivers: (a) risk for dangerousness, (b) 

sophistication-maturity, and (c) treatment amenability. The RSTI has demonstrated construct 

validity (e.g., Lestico & Salekin, 2003; Salekin, 2000); however, future research needs to be 

conducted on the predictive validity of the RSTI for treatment outcome. 

A final component is investigating the importance of amenability in effective treatment is 

developing tailored intervention programs for adolescent offenders’ level of treatment 

amenability needs further evaluation. Concepts of the TTM are being applied to assessing 

treatment readiness of adolescent offenders and motivating offenders to change criminal 

behaviors in treatment. Applicability of the TTM with adolescent offenders is discussed in the 

following section.   

Transtheoretical Model: Stages of Change  

Prochaska and colleagues developed the TTM (e.g., Prochaska & DiClemente, 1982) as 

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 TTM consists of five constructs (i.e., Stages of Change, Processes of Change, 

Decisional Balance, Self-Efficacy, and Temptations); however, the core element lies in the 

Stages of Change. Prochaska identified five stages need to establish permanent change. Pre-

Contemplation Stage describes individuals who do not believe their behavior are problematic. 

During the Contemplation Stage, individuals become aware of their problematic behavior, but 

have not committed to changing it. In the Preparation Stage, individuals intend to change their 

behaviors, and may be making minor adjustments in their thought pattern. Individuals in the 
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Action Stage modify their behaviors, experiences, or environment to address their problems. The 

Maintenance Stage focuses on relapse prevention.  

TTM was developed to conceptualize the change process and implement effective 

treatment interventions for a variety of health-related behaviors (e.g., smoking, dietary changes, 

and not exercising). More recent research is utilizing underlying concepts of the TTM with adult 

offenders (e.g., Eckhardt, Holtzworth-Munroe, Norlander, & Sibley, in press; Levesque, Gelles, 

& Velicer, 2000) and adolescent offenders (e.g., Hemphill & Howell, 2000; Jordan & Rogers, 

2005; Willoughby et al., 2003). Research (e.g., Brown, Melchior, Panter, Slaughter, & Huba, 

2005) indicates individuals most amenable to treatment are in the action stage of change. 

Likewise, most traditional correctional interventions were developed for treatment participants in 

the preparation and action stages of change (Willoughby et al., 2003). Importantly, recent 

research (e.g., Hemphill & Howell, 2000; Jordan, 2004) suggests most offenders are in the 

earlier stages of change. Jordan (2004) found almost one-half of adolescent offenders were in the 

Precontemplation stage. Most offenders do not acknowledge their behavior is problematic and 

believe that treatment is unnecessary. Similarly, Davis (2000) indicated that most violent 

youthful offenders in treatment viewed their primary problem as external, namely being forced 

into treatment. Many treatment-resistant youth respond by justifying their violent behaviors and 

attitudes. As a result, youth and therapists are not working together toward a common treatment 

goal (Willoughby & Perry, 2002).  

The stages of change perspective offers a heuristic framework for behavior change in that 

therapeutic interventions will be enhanced when matched to a client’s specific level of treatment 

readiness. Interventions that have been identified to be effective with individuals in the earlier 
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stages of change (i.e., precontemplation and contemplation) focus on increasing the awareness of 

the problem or need for change through some combination of education, social pressure, and self 

re-evaluation. According to Prochaska and DiClemente (1983), participants in the contemplation 

stage are also weighing the positive and negative consequences of change and need information, 

feedback, and the opportunity to reflect on their personal dissatisfaction in order to move toward 

change. One technique, motivational interviewing (Miller & Rollnick, 1991), has demonstrated 

to be a beneficial for offenders contemplating change. Avoiding confrontation, interviewers 

facilitates a discussion of ambivalence felt by the client.  

Decisional Balance Scale 

TTM research (e.g., Jordan & Rogers, 2005) indicates criminal behavior serves practical 

functions such as maintaining status and respect among family and peers, financial support, and 

managing conflicts. The integration of adolescent offenders’ motivation and stages of change are 

essential for an effective treatment program. The TTM stages of change provide only broad 

categories for understanding adolescent offenders and their readiness to change. To understand 

specific motivations for treatment, Velicer, DiClemente, Prochaska, and Brandenburg (1985) 

developed the Decisional Balance Scale (DBS) to examine individual persons’ perspectives 

toward change. The DBS was integrated into the TTM and has been included in treatment 

programs. During the contemplation phase of change, offenders consider the positive and 

negative aspects of ending their criminal behaviors.  

The DBS has been used successfully with adult offenders engaging in domestic violence 

(Levesque et al., 2000). However, only Jordan and Rogers (2005) has utilized the DBS with 

adolescent offenders. They found adolescent offenders consider three factors when 
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contemplating change: (a) positive consequences ending their criminal behaviors will have on 

themselves; (b) positive consequences ending their criminal behaviors will have on other persons 

important to them; and (c) negative consequences they will encounter when they terminate their 

criminal behaviors. In addition, two-thirds of participants indicated they are concerned with 

losing important aspects of criminality (e.g., respect or finances); which make them more 

reluctant to change. Therefore, youthful offenders have difficulty moving from the 

contemplation stage of change to the action stage.   

TTM Interventions 

TTM measures are providing useful information in that adolescents are not progressing 

through treatment as a result of individual obstacles (e.g., sensation seeking, finances, and peers). 

Yet, no empirical research has been conducted on TTM-based treatment interventions for 

youthful offenders. Willoughby and colleagues (2003) proposed that TTM approach will 

maximize therapeutic services for violent youth because it addresses the issues of client 

reluctance. Matching treatment interventions with offender’s level of motivation to change their 

criminal behaviors will increase treatment amenability. In addition, treatment facilitators will 

develop realistic goals and produce gradual, observable changes in the youth.  

Willougby and colleagues (2002, 2003) offer stage-specific interventions for youthful 

offenders and suggest treatment providers’ therapeutic roles vary in accordance with offenders’ 

stages of change. For youths not perceiving their criminal behavior as problematic (i.e., the 

Precontemplation stage), the short-term goal is to guide them in considering their behaviors as 

problematic. Clinicians’ roles are to be nurturing caregivers, avoiding direct confrontation, 

projecting a genuine sense of care, and presenting themselves as a prosocial ally. Miller, 
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Benefield, and Tonigan (1993) found client-centered, motivational approaches with offenders 

increase treatment amenability compared to traditional directive-confrontational styles. In 

addition, as facilitators acknowledge the youth’s violent behaviors, and aid in identifying the 

costs of violence, youths will likely generate a number of benefits of violence (e.g., respect) and 

place less importance on the costs of changing their behaviors. 

Willougby and colleagues (2002, 2003) suggest clinicians’ roles for youth considering 

changing criminal behavior (i.e., Contemplation stage) is as socratic teachers. Treatment 

objectives involve having youths commit to change and learning skills that foster permanent 

change. Treatment facilitators and participants engage in rational discussions that demonstrate 

the importance of change. According to Willougby et al. (2003), youths may benefit from 

watching educational videos, becoming aware of the impact of their actions on victims, and 

engaging in role-plays.  

Willougby and colleagues (2002, 2003) suggest once offenders have committed to 

changing their criminal behaviors, the clinician’s role transitions into an experienced coach, 

providing support and encouragement. Youths may have lapses and need reassurance that change 

is possible. Youth will also benefit from learning strategies to mange their life without crime and 

developing a prosocial lifestyle.  

Current Study – Predictive Validity of the Transtheoretical Model 

 Available TTM research (Hemphill & Howell, 2000; Jordan 2004) conducted on the 

adolescent offender population has focused on the application and development of measures 

assessing treatment amenability. Jordan (2004) developed the Decisional Balance Scale for 

Adolescent Offenders (DBS-AO), which assesses youthful offenders’ particular motivations to 
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end criminal behaviors. Results indicate as offenders become more motivated to stop their 

criminal behaviors, once they focus on the positive consequences of change. The DBS-AO 

demonstrates sound psychometric properties, yet questions remain regarding its utility in 

treatment. How well does it predict treatment progress?  How useful will it be in developing 

effective treatment interventions?  

One of the primary goals of this study is to examine the predictive validity of TTM 

measures with regards to treatment outcomes of adolescent offenders. As previously noted, the 

RSTI is the only measure developed to specifically evaluate treatment amenability in juvenile 

offenders. The RSTI was created to aid psychologists in evaluations for waivers into adult court. 

Construct validity has been demonstrated for the Dangerousness scale and Sophistication-

Maturity scales of the RSTI. Specifically, the Dangerousness scale has a significant positive 

relationship with psychopathy. In addition, the Sophistication-Maturity scale is positively related 

to intelligence. However, no research has been conducted on the construct validity of the 

Treatment Amenability Scale. The relationship between the TTM measures and the RSTI will be 

examined in this study.  

Social desirability is also an important construct to assess when evaluating treatment 

effectiveness. Jordan (2004) found youth making the most progress in treatment scored 

significantly higher on social desirability scales. Further investigation is warranted in assessing 

the relationship between treatment progress and social desirability.  
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Research Questions and Hypotheses 

Research Question 1.  What is the Predictive Validity of TTM Measures and Traditional Models? 

The predictive validity of the Stages of Change Scale (SOCS; McConnaughy, Prochaska, 

& Velicer, 1983), DBS-AO, and RSTI needs to be examined. TTM research (e.g., Brogan, 

Prochaska, & Prochaska, 1999; Eckhardt et al., in press) found individuals who score highest on 

the Action scale are more inclined to actively engage in more positive behavior and benefit from 

treatment. In addition, research on the DBS-AO (Jordan, 2004) indicates the Pros-Self and Pros-

Other scales of the DBS-AO positively correlate with the Action stage of change.  

Treatment outcome research has not been conducted with scales on the RSTI. However, 

characteristics that may positively impact treatment have been found with the Treatment 

Amenability and Sophistication-Maturity scales. For example, Lestico and Salekin (2003) found 

high scores on the Treatment Amenability scale have a significantly positive relationship with 

amicable interactions with staff (r = .29) and maintaining appropriate boundaries (r = .31). In 

addition, the Sophistication-Maturity scale significantly related to excellent classroom behaviors 

(r = .31). In contrast, scores on the Dangerousness scale negatively associated with maintaining 

appropriate boundaries.  

Research Question 2.  What is the Covergent and Discriminant Validity of DBS-AO? 

The construct validity of the DBS-AO can be examined through convergent and 

discriminant validity (Campbell & Fiske, 1959). Convergent-discriminant validity states a 

construct must demonstrate a stronger relationship with similar constructs than dissimilar 

constructs (Rogers, 2001).  
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The Pros-Self and Pros-Others scales on the DBS-AO are positive indicators for 

treatment. In addition, the Action scale on the SOCS has a positive relationship with treatment 

progress. For example, TTM research (e.g., Jordan, 2004; Prochaska, Rossi, & Wilcox, 1991) 

indicates individuals scoring high on the Action scale (SOCS) and the Pros-Self and Pros-Others 

scales (DBS-AO) are actively engaging in treatment and focusing on the positive benefits of 

change. Similarly, Salekin (2004) described individuals, with high scores on the Sophistication-

Maturity (prosocial) and Treatment Amenability scales of the RSTI, as motivated for treatment 

and acknowledging their need for help in stopping antisocial behaviors.  

Conversely, the high scores on the Cons scale on the DBS-AO have negative treatment 

implications in that offenders are not motivated to end their criminal behaviors. For example, 

Jordan (2004) indicates adolescent offenders scoring high on the Precontemplation scale (SOCS) 

and the Cons scale (DBS-AO) do not perceive their criminal behaviors as problematic and are 

not motivated to stop antisocial behaviors. Likewise, high scores on the Sophistication-Maturity 

(antisocial) and Dangerousness scales (RSTI) indicate engagement in frequent criminality and 

not feeling guilty for criminal activity (Salekin, 2004). 

Hypothesis 1. Youths’ scores on the SOCS and the DBS-AO will have a positive 

relationship with treatment progress. Specifically, youth remaining in the early phases of 

treatment will have no significant difference on their scores for the Precontemplation scale on the 

SOCS and Cons scale on the DBS-AO at Time 1 and 2. Youth making the most treatment 

progress will have significantly higher scores on the Action scale (SOCS) and Pros-Self and 

Pros-Others scales (DBS-AO) at Time 2 than at Time 1. 
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Eckhardt and colleagues (in press) found adult batterers, who demonstrated the least 

amount of treatment progress, remained in the Precontemplative stage of change approximately 

24 weeks after the pre-treatment assessment. Adolescent offenders, scoring high on the Cons 

scale of the DBS-AO, have exhibited poor treatment progress by receiving significantly more 

institutional infractions than youth scoring higher on the Pros scales (Jordan, 2004).  

Research Question 3. Does Social Desirability Predict Treatment Outcome? 

The relationship between the Impression Management (IM) and Self Deception 

Enhancement (SDE) scales on the PDS and treatment progress will be examined. Specifically, 

assessing whether social desirability at T1 and T2 predict treatment outcome. 

Jordan (2004) found adolescent offenders at the highest level (i.e., Level 4) of the 

Correctional component scored significantly higher on the IM scale than participants at lower 

levels of treatment. Further investigation is warranted to understand the relationship between 

social desirability and treatment progress. 
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CHAPTER 2 

METHOD 

Design 

A repeated measures, treatment outcome design was employed to examine the predictive 

and construct validity of TTM measures utilizing analyses for correlation and prediction. 

Independent variables from TTM measures include the four scales (i.e., Precontemplation, 

Contemplation, Action, and Maintenance) on the SOCS and the three scales (i.e., Cons, Pros-

Self, and Pros-Others) on the DBS-AO (Jordan, 2004). The three independent variables from the 

RSTI (Salekin, 2004) include the Dangerousness, Sophistication-Maturity, Treatment 

Amenability scales. Dependent variables are the two measures of treatment progress, the 

Treatment Progress Form (TPF), and the ABC phase system in the TYC system.  

Participants 

 One hundred male adolescent offenders were selected from the Gainesville State School 

(GSS), a maximum-security correctional facility. The facility detains adolescents with extensive 

criminal histories and offers a variety of treatment, resocialization, and educational programs. 

Offenders are admitted to the GSS after processing through the Texas Youth Commission (TYC) 

Orientation Unit in Marlin, Texas.  

Materials 

Decisional Balance Scale – Adolescent Offenders (DBS-AO)   

This is a 32-item TTM self-report measure, developed by Jordan (2004), which assesses 

adolescent offenders’ beliefs about the positive and negative consequences of changing their 

criminal behavior. Janis and Mann’s Decisional Balance of Incentives (Janis, 1959, 1971; Janis 
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& Mann, 1968) guided the development of the DBS-AO. It was developed and validated on 239 

adolescent offenders.  

The DBS-AO includes three scales: the Pros-Self Scale (11 items), the Pros-Other Scale 

(10 items), and the Cons Scale (11 items). Confirmatory factor analysis supported a three-factor 

structure within the DBS-AO (Jordan, 2004). The robust comparative fit index (RCFI) indicated 

a good fit (.93) and the absolute fit index, the Root Mean Square Error of Approximation 

(RMSEA) also indicated a good fit of .07.  Reliability was assessed using Cronbach’s coefficient 

alphas for the three scales range from .89 to .91.  

The DBS-AO, administered during its development process (Jordan 2004), utilized a 

Likert scale ranging from 1 (Not Important) to 5 (Extremely Important). However, due to a 

printing error, 59% of the participants during Time 1 and 11% of the participants during Time 2 

were administered the DBS-AO with a 4-point Likert scale. This error was not identified until 

after all of the data was collected. Therefore, as an attempt to rectify this problem, all data were 

considered on a 4-point scale. Specifically, ratings of 4 and 5 were collapsed into a rating of 4 

(i.e., Very Important) because both ratings meet this criterion. 

Risk-Sophistication-Treatment Inventory (RSTI)   

This semi-structured interview and rating scale was developed by Salekin (2004) to 

address three primary issues: risk for dangerousness, sophistication-maturity, and treatment 

amenability. Each domain is measured by a scale that is composed of 15 items organized within 

three clusters. Items are rated on a 3-point-likert-scale (i.e., 0 = No, 1 = Somewhat, and 2 = Yes).   

 The discriminant validity of the RSTI with juvenile offenders involved systematic 

comparisons: (a) detained vs. nondetained, (b) transferred to adult court vs. remained in juvenile 
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court, (c) convictions for violent vs. nonviolent offences, and (d) first-time vs. multiple offenses. 

Reliability for the RSTI include Cronbach alphas ranging between .77 and .79 and inter-item 

correlations ranging from .20 to .66. The Standard Error of Measurement (SEM) for the RSTI 

scales was larger than optimum, ranging between 4.58 to 4.90. As evidence of convergent 

validity, the Dangerousness scale correlates positively with scores on the Psychopathy Checklist 

– Youth Version (PCL-YV; Forth, Kossen, & Hare, 1990). As expected, the Treatment 

Amenability scale has a significant negative relationship with PCL-YV scores (Lestico, 2002). 

Salekin (2000) found the Sophistication-Maturity and Treatment Amenability scales also have a 

significant positive relationship with intelligence.   

Stages of Change Scale (SOCS)   

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

four stages of change: Precontemplation, 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) that was subsequently cross-validated on a larger sample 

(McConnaughy, DiClemente, Prochaska, & Velicer, 1989). SOCS scores predicted treatment 

completion and treatment success (Prochaska, Norcross, Fowler, Follick, & Adams, 1992).  The 

SOCS was originally normed on psychotherapy clients (McConnaughy et al., 1983, 1989); 

however, it has also been validated on patients with eating disorders, outpatient populations 

(O’Hare, 1996; Sullivan & Terris, 2001), and adolescent offenders (Hemphill & Howell, 2000). 
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Paulhus Deception Scales (PDS) 

The PDS (Paulhus & John, 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 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 correctional systems (e.g., Hemphill 

& Howell, 2000; Kroner & Weekes, 1996). 

Two factors of the PDS have been identified and validated. First, the Impression 

management (IM) provides information on the tendency of respondents to consciously respond 

to items in an attempt to make themselves appear favorably. Second, the Self-Deceptive 

Enhancement (SDE) provides information on the tendency to provide an honest but inflated self-

description due to a lack of insight and an unconscious, positive bias toward themselves.   

Procedure 

Informed Consent 

Prior to the study, the consent form was submitted to the University of North Texas 

(UNT) Institutional Review Board for approval (IRB). The consent form, as required by the 

National Commission for the Protection of Human Subjects of Biomedical and Behavioral 

Research standards, addressed the following six components: (a) the purpose of the study and 
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how long it will last; (b) a description of the study including the procedures to be used; (c) a 

description of procedures/elements that may result in discomfort or inconvenience; (d) a 

description of the procedures/elements that are associated with foreseeable risks; (e) benefits to 

the subjects or others; and (f) the confidentiality of research records.  All participants provided 

informed consent prior to becoming involved in the study (see Appendix A for a sample of the 

informed consent/assent forms). As requested by the UNT IRB, a letter was sent to students’ 

parents that described the study. Parents were instructed to contact the Principal Investigator or 

the Research Director of the TYC if they did not want their child to participate in the study (see 

Appendix B). All parents agreed to have their children participate in the study.  

Selection Criteria 

Inclusion Criteria. The suitability of participants was determined by standardized 

inclusion and exclusion criteria. The following inclusion criteria were utilized: 

• Fluency in English. Youth must speak English fluently enough to complete self-

report measures. 

• Minimum reading level of 4th grade. Available measures and materials require a 

minimum of a 4th grade reading level. Their reading level was measured by Test 

of Adult Basic Education (TABE), which was available through a computerized 

institutional file. The TABE is a writing, math, and reading assessment exam, 

often used to appropriately place individuals in career courses, General 

Educational Development (GED) preparation, and adult education classes. 
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• Length of placement. Youths anticipated staying at GSS for 3 months after the 

first administration of measures to ensure availability for the second 

administration. 

Outcome Measures 

 A critical challenge in assessing the relationship between treatment amenability and 

treatment effectiveness is accurately measuring treatment progress. Two outcome measures were 

used to measure treatment progress. First, the TPF was developed to assess changes that may 

occur gradually during treatment sessions. For example, characteristics such as treatment 

receptivity and involvement are unlikely to be captured in a more global assessment of treatment 

progress. The second measure is a very general assessment of progress: ABC phase system 

developed for the Resocialization Program at TYC. The phase system measures global changes 

in academics, behavior, and correctional therapy. Details of the TPF and ABC phase system are 

described below. 

The TPF was developed from the Therapist Evaluation Inventory (TEI; Kazdin et al., 

1987). The TEI is a brief-treatment outcome measure developed to assess treatment progress for 

conduct-disordered adolescents. Research (e.g., Thurber, Snow, & Thurber, 1990) has found it 

effective in predicting treatment effectiveness for an adolescent inpatient population, including 

those with conduct-disorder and substance abuse. Thurber and Snow (1991) conducted a 

principal components analysis on the TEI, which resulted in a single factor. All 15 items loaded 

substantially, with none below .70. Because most of items on the TEI were closely correlated, 4 

items were chosen that were most applicable to the treatment setting at GSS (see Appendix C). 

Specifically, items assess participants’ level of treatment receptiveness, cooperation, and 
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improvement during treatment sessions. In addition, youths’ ability to generalize information 

learned in the treatment to outside of the treatment setting is evaluated. Treatment facilitators 

provided ratings for each participant each week.   

TYC assesses therapeutic change by participants’ promotion, demotion, or retention in 

levels for the Resocialization Program. Offenders’ treatment progress is assessed every 30 days 

to provide periodic feedback to the participants. The 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. Progression in the Academic 

component involves completing required examinations, and consistently achieving passing 

grades on academic and vocational assignments. An offender is promoted in the Behavioral 

Component when he follows institutional rules and does not receive institutional violations.  

Participants must meet particular treatment group requirements in order to progress 

through the Correctional Therapy phase of the Resocialization program. For example, 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 to transfer the skills they have learned to 

the community. See Appendix D for a summary of the ABC phases. 
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For the TPF outcome measure, treatment facilitators completed a TPF for participants 

each week. Participants’ scores on the TPF were averaged biweekly. The difference between 

averages of youths’ first and last biweekly ratings was used for the treatment outcome variable.  

The ABC phase system was also utilized as an outcome measure. Participants’ levels in 

the Behavioral and Correctional components of the Resocialization Program were monitored for 

the three months between Time 1 and Time 2. The outcome treatment variable was based on 

participants’ level of phase at Time 2.  

Administration of Measures 

All participants were asked for their voluntary participation in the study, assured of 

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

All participants were involved in the Resocialization Program at GSS. Qualified participants met 

individually with the researcher, who explained the general purpose of the study. Each 

participant was provided with written, informed consent/assent. 

To measure treatment progress, measures were administered on two separate occasions: 

Time 1 and approximately three months afterward at Time 2. This interval was selected because 

treatment outcome research (e.g., Brogan et al., 1999; Prochaska, DiClemente, & Norcross, 

1992) report treatment progress can be detected within 9 to 16 weeks of treatment. Interviews 

were conducted in a private room on the youth’s housing unit or at the school to protect the 

confidentiality of the participant. After the assurance of confidentiality and informed consent 

was obtained, basic demographic information was gathered in an interview format, including 

date of birth, ethnicity, and date of admission at GSS. The RSTI was administered first in order 

to establish rapport and minimize bias. Following the administration of the RSTI, the self-report 
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measures (DBS-AO, SOCS, and PDS) were administered in a counterbalanced order to control 

for possible ordering effects. Table 1 summarizes time periods when the information will be 

gathered (e.g., Time 1 and Time 2).  

Table 1 

Measures Administered between Time 1 and Time 2 

Measures Time 1 3-Month Intervention Time 2 

Demographic Information √   

TABE scores √   

RSTI √  √ 

DBS-AO √  √ 

SOCS √  √ 

PDS √  √ 

TPF  √  

Behavioral and Correctional 

Phase Information 

 √  

Note. TABE = Test of Adult Basic Education; RSTI = Risk-Sophistication-Treatment-Inventory; 

DBS-AO = Decisional Balance Scale for Adolescent Offenders; SOCS = Stages of Change 

Scale; PDS = Paulhus Deception Scale; TPF = Treatment Progress Form. 
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CHAPTER 3 

RESULTS 

Descriptive Data 

 The 100 participants had a mean age of 16.46 years (SD = 1.27) at the time of the 

assessment. The UNT IRB and the Director of Research for the TYC determined that all students 

at the GSS were eligible to participate in the study provided that a letter of notification was sent 

to the parents of students under the age of 18 years old. Therefore, no restrictions were placed on 

participants’ ages. As a result, the ages ranged from 14 to 19 years old. The racial composition of 

the sample was 17% (N = 17) European American, 54% (N = 54) African American, and 29% (N 

= 29) Latino American or Hispanic.   

 Table 2 contains descriptive information on several background and independent 

variables. Participants have spent an average of 11.63 (SD = 11.60) months incarcerated within 

the TYC. Most offenders were charged with violent crimes (40%) and property offenses (30%). 

A comparatively small percentage was charged with other nonviolent crimes (13%), drug 

charges (11%), and sex offenses (6%).  Regarding violent crime convictions, 8% of the 

participants were convicted of aggravated assault or aggravated robbery and one youth was 

convicted of deadly conduct. Most participants charged with a violent crime (e.g., assault and 

robbery) reported they used a weapon during their crime, but they were adjudicated of a lesser 

crime due to plea bargains. 

 With regard to education, the average grade completed was 10.05 (SD = 1.29), and 45% 

of the participants received their GED by the end of the study. Participants’ average IQ was 

86.89 (SD = 12.04), and was primarily measured by the Wechsler Abbreviated Scale of 
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Intelligence (WASI), Kaufman Brief Intelligence Test (K-BIT), and Test of Nonverbal 

Intelligence (TONI). Interestingly, a trend indicated a positive relationship between IQ and 

treatment progress; however, correlations for the Behavioral Component (r = .21, p = .06) and 

Correctional Component (r = .20, p = .06) were modest and did not reach significance. 

Table 2 

Descriptive Information on Background Variables 

Background Variables M SD Range 

Current Age 16.46 1.27   14 – 19 

Months in TYC 11.63 11.59        2 –  48.5 

Grade Completed 10.05 1.30     8 – 13 

IQ 86.89 12.04      63 – 121 

  

 Outcome Variables 

Means and standard deviations of items on the TPF and the levels in the ABC 

components were calculated to examine participants’ progress in the Resocialization Program 

(see Table 3). Compared to the TPF, effect sizes indicate participants showed significantly more 

progress in all of ABC components of the Resocialization Program, particularly in the 

Behavioral Component (Cohen’s d = .83). The average participant had a mean Behavioral level 

of 1.09, which indicated he had 7 or fewer Category II violations (e.g., stealing or vandalism 

under $50, possession of contraband, or disruption of program). Moreover, within approximately 

three months, participants significantly improved their behavior (M = 2.24) and had 5 or fewer 

Category II violations. Interestingly, participants also noticeably improved in the group treatment 
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component of the program (Cohen’s d = .77). On average, participants typically began the study 

with an average Correctional level of 1.39 and were learning the initial rules of the program. By 

the final interview, participants had successfully progressed to the next level (M = 2.21) and 

were focusing on understanding their 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 D.  

Table 3 

Differences on Outcome Variables between the Initial and Final Interview   

 Initial Interview Final Interview  

Outcome Variable M SD M SD t Cohen’s d 

TPF Item 1: Receptiveness 2.86 1.15 3.26 1.22  2.17* .34 

TPF Item 2: Cooperativeness 3.02 1.17 3.29 1.22  1.30 .23 

TPF Item 3: Improvement 2.59 1.11 2.99 1.21  2.59* .35 

TPF Item 4:  Generalize Info. 2.87 1.11 3.20 1.19  1.68 .29 

Academic Phase 2.07 1.40 3.19 1.40 8.43** .80 

Behavioral Phase 1.09 1.30 2.24 1.48 8.06** .83 

Correctional Phase 1.39 1.14 2.21 .96 9.88** .77 

Note. Descriptive data (Ms and SDs) are provided for scale and subscale scores. For the 

significance of t ratios: *p < .05; **p < .001. Large effect sizes (i.e., ≥ .75) are in bold. 

Semi-Structured Interview Measure: Risk-Sophistication-Treatment Inventory 

Differences in means and standard deviations for scores on the scales of the RSTI at 

Time 1 and Time 2 were examined through the calculation of t-tests and Cohen’s d (see Table 4).  
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As expected, on average, participants tended to fall within the High Offender range on the Risk 

of Dangerousness scale at both interviews. Two of the three clusters (i.e., Violent and Aggressive 

Tendencies and Planned and Extensive Criminality) on the Risk of Dangerousness scale measure 

static factors such as participants’ history of unprovoked criminal behavior, premeditated crimes, 

and violence towards individuals and animals. Therefore, these static factors could not change 

between Time 1 and Time 2. However, an unexpected finding was that, compared to other scales 

on the RSTI, the most significant change occurred on the Risk of Dangerousness scale due to the 

dynamic nature of the third cluster, Psychopathic Features. Psychopathic Features assesses 

participants’ level of psychopathic traits including egocentricity, manipulation, and lack of 

remorse and empathy. As reported in Table 4, the Psychopathic Features cluster demonstrated 

the largest effect size (Cohen’s d = .39) compared to the other clusters and the greatest decrease 

of the mean scores between the interviews (i.e., 5.49 to 4.78).   

Dynamic scales of the RTSI (i.e., Sophistication-Maturity and Treatment Amenability 

scales) were expected to demonstrate the most change between Time 1 and Time 2. However, 

only a small effect size (Cohen’s d = .20) occurred for the cluster, Consideration and Tolerance 

for Others, on the Treatment Amenability scale, which indicates participants slightly improved in 

their empathy for others between Time 1 and Time 2.  
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Table 4 

Differences on the Risk-Sophistication-Treatment Inventory between Time 1 and Time 2 

 Time 1 Time 2   

Scale M SD M SD t Cohen’s d 

Risk of Dangerousness   23.46 3.11 22.76 3.46        2.73** .21 

C1: R-VAT   7.43 1.54  7.46 1.61          .33 .02 

C2: R-PEX 10.54 0.88 10.53 1.06  .15 .01 

C3: R-PPF   5.49 1.59  4.78 2.09      3.56*** .39 

Soph-Maturity 15.26 3.94   15.22 5.23  .54 .01 

C1: S-AUT   3.70 1.34  3.90 1.49  .85 .14 

C2: S-COG   6.64 1.74  6.60 2.53  .60 .02 

C3: S-EMO   4.92 1.35  4.73 1.88 1.40 .12 

Treatment– Am.  12.83 3.75 12.57 4.49  1.26 .06 

C1: T-PAT   2.45 1.07  2.26 1.34   2.01* .16 

C2: T-RES   6.03 1.94  5.64 2.16   2.27* .19 

C3: T-CAT    4.35 1.45  4.67 1.74  1.97 .20 

Note. Descriptive data (Ms and SDs) are provided for scale and subscale scores. C = Cluster; R-

VAT = Violent and Aggressive Tendencies; R-PEX = Planned and Extensive Criminality; R-

PPF = Psychopathic Features; Soph-Maturity = Sophistication-Maturity; S-AUT = Autonomy; S-

COG = Cognitive Capabilities; S-EMO = Emotional Maturity; Treatment-Am = Treatment 

Amenability; T-PAT = Psychopathy – Degree and Type; T-RES = Responsibility and Motivation 

to Change; T-CAT = Consideration and Tolerance of Others; For the significance of t ratios: *p 

< .05; **p < .01; ***p < .001 
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Self Report Measures: DBS-AO, SOCS, and PDS 

 T-tests and effect sizes were also calculated for all self-report measures (i.e., DBS-AO, 

SOCS, and PDS) to examine differences in scores between Time 1 and Time 2 (see Table 5). 

Surprisingly, effect sizes were negligible with the largest effect size between Time 1 and Time 2 

being d = .15 on the SOCS Action scale. Contrary to TTM research (e.g., Prochaska & 

DiClemente, 1982), Action scores (i.e., 4.06 to 3.94) did not decrease during treatment. One 

plausible explanation relates to floor effect; higher scores are a reflection of participants self-

report of doing well in treatment. Therefore, to provide a better understanding of participants 

who appeared less treatment amenable based on their scores on the self-report measures, a 

second t-test was conducted (see Table 6). Interestingly, when floor effect was accounted for, 

only the Action scale of the SOCS resulted in a meaningful effect size (d = .32). Scores occurred 

within the predicted direction based on the TTM (e.g., Prochaska & DiClemente, 1982). 

Specifically, on average, participants’ scores on the Action scale increased from Time 1 to Time 

2 (i.e., 3.19 to 3.45). 

 After accounting for floor effect, moderate effect sizes occurred for all three scales of the 

DBS-AO.  Consistent with the TTM (e.g., Velicer et al., 1985), individuals who were less 

amenable to treatment during the initial phase of treatment averaged lower scores on the Cons 

scale (i.e., 2.41 to 2.03), increased scores on the Pros-Self scale (i.e., 3.02 to 3.28), and increased 

scores on the Pros-Others scale (i.e., 2.88 to 3.31) during the later phase of treatment. 

 Additionally, results yielded a small effect size for IM and SDE scales, indicating scores 

decreased between Time 1 and Time 2 for participants who endorsed some social desirability 

items.  Both of the mean scores for the IM scales of at Time 1 (M = 2.34) and at Time 2 (M = 
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2.28) resulted in a T-score of 42, which falls within the Slightly Below Average range (T-scores 

= 40 to 44).  Participants with scores 1 standard deviation above the mean at Time 1 (SD = 2.09) 

and at Time 2 (SD = 1.87) exhibited a T-score of 47, which falls within the Average range (T-

scores 45 to 55). These results suggest that participants who endorsed the highest levels of 

impression management, only exhibited what is expected from an prison population. With regard 

to the SDE scale, both of the mean scores of at Time 1 (M = 2.43) and at Time 2 (M = 2.32) 

resulted in a T-score of 50, which falls within the Average range (T-scores 45 to 55). Scores that 

fall above 1 standard deviation above the mean at Time 1 and Time 2, resulted in T-scores of 58 

(Time 1) and 56 (Time 2), both of which falls within the Slightly Above Average range. 

Table 5 

Differences on the Self-Report Measure at Time 1 and Time 2 

 

 

 

 

 

 

 

 

 

 

Table 5 continues  

 Time 1 Time 2   

Measure Scale M SD M SD t  d 

DBS-AO Cons 1.71 .75 1.66 .68   .87 .07 

DBS-AO Pros-Self 3.48 .51 3.50 .49  -.55 .04 

DBS-AO Pros-Others 3.80 .46 3.77 .38   .76 .07 

SOCS PC 2.28 .89 2.30 .94   .45 .02 

SOCS C 4.05 .88 4.00 .77   .38 .06 

SOCS A 4.06 .85 3.94 .76 2.04* .15 

SOCS M 3.44 .81 3.35 .73 1.24 .12 
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Table 5 continued 

 

 

 

 

 

 

Note. Descriptive data (Ms and SDs) are provided for scale and subscale scores. DBS = 

Decisional Balance Scale for Adolescent Offenders; SOCS = Stages of Change Scale; PC = 

Preconotemplation scale; C = Contemplation scale; A = Action scale; M = Maintenance scale; 

PDS = Paulhus Deception Scale: IM = Impression Management scale; SDE = Self Deception 

Enhancement scale; For the significance of t tests: *p < .05.  

Table 6  

Differences on the Self Report Measures at Time 1 and Time 2 Accounting for Floor Effecta 

 
 

 

 

 

 

 

Table 6 continues 

 

 Time 1 Time 2   

Measure Scale M SD M SD t  d 

PDS IM 2.34 2.09 2.28   1.87 .10 .03 

PDS SDE 2.43 1.88 2.32 1.47 .71 .06 

PDS Total 4.77 3.15 4.60 2.54 .53 .06 

  Time 1 Time 2    

Measure Scale M SD M SD n t  d 

DBS-AO Cons 2.41 .60 2.03 .69 39 3.44*** .59 

 Pros-Self 3.02 .48 3.28 .50 37  -3.25** .53 

 Pros-Others 2.88 .84 3.31 .63 11  -1.53 .63 
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Table 6 continued 

 

 

 

 

 

 

 

 

 

 

Note. Descriptive data (Ms and SDs) are provided for scale and subscale scores. DBS = 

Decisional Balance Scale for Adolescent Offenders; SOCS = Stages of Change Scale; PC = 

Precontemplation scale; C = Contemplation scale; A = Action scale; M = Maintenance scale; 

PDS = Paulhus Deception Scale; IM = Impression Management scale; SDE = Self Deception 

Enhancement scale. For the significance of t tests: *p < .05; **p < .01; ***p <  .001. Moderate 

effect sizes are bolded. Small effect sizes are italicized.  

aTo account for floor effect for self report measures, the following restrictions were used: DBS-

AO: Cons scale ≥ 1.5, Pros Scales ≤ 3.; SOCS: PC and C ≥ 2, Action and Maintenance ≤ 4; PDS: 

participants were eliminated who did not endorse any items on the IM and SDE scales.  

 

 

  Time 1 Time 2    

Measure Scale M SD M SD n t d 

SOCS PC 2.88 .69 2.82 .84 50     .53 .08 

 C 4.09 .81 4.04 .72 85     .71 .07 

 A 3.19 .81 3.45 .83 31  -2.17* .32 

 M 3.18 .73 3.20 .68 68    -.29 .02 

PDS IM 2.86 1.83 2.46 1.87 71    1.68 .22 

 SDE 2.84 1.61 2.50 1.40 76    1.68 .23 

 Total 4.99 2.79 4.71 2.53 84      .37 .11 
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Research Question #1 

The first research question sought to address the predictive relationship between the 

scales on the RSTI (i.e., Dangerousness, Sophistication-Maturity, and Treatment Amenability), 

SOCS (i.e., Precontemplation, Contemplation, Action, and Maintenance), and DBS-AO (i.e., 

Cons, Pros-Self, and Pros-Others) obtained during Time 1 and the TPF outcome variables by 

using stepwise multiple regression (see Tables 7 and 9). As initially proposed, the TPF outcome 

variable is comprised of the difference between participants’ first and last biweekly ratings on 

the TPF. However, results indicated no independent variable was predictive of this outcome 

variable. Therefore, for a more extensive examination of treatment progress, the averages of the 

first and last biweekly ratings for each question were used as the dependent variables. Results 

indicate scores on the Sophistication-Maturity scale of the RSTI and the Cons scale of the DBS-

AO were the only significant predictors of TPF items (see Tables 7 and 9). No scale on the 

SOCS significantly predicted any items on the TPF measure. Results for the RSTI and DBS-AO 

are addressed below. 

Table 7  

A Summary of Eight Stepwise Regression Analysesa of TPF Items and the Sophistication-

Maturity Scaleb  

Outcome Measure B R
2 Adj. R2 p 

 Initial Receptive .349 12.2% 11.2% .000 

Initial Cooperative .375 14.0% 13.1% .000 

Initial Improvement  .325 10.5%   9.6% .001 

Initial Applicability .323 10.4%   9.5% .001 

Table 7 continues 
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Table 7 continued 
 

Outcome Measure B R
2 Adj. R2 p 

Final Receptive .538 28.9% 28.0% .000 

Final Cooperative .521 27.1% 26.2% .000 

Final Improvement .419 17.5% 16.5% .000 

Final Applicability .428 18.3% 17.3% .000 

Note. n = 96 for initial TPF items and n = 81 for final TPF items.  

a The above table represents the results of eight separate stepwise regressions. For each analysis, 

only one variable was entered the stepwise regression; no other variables were significant. 

b Only the Sophistication-Maturity scale resulted in significant results for stepwise regressions 

performed on each TPF item; therefore, data in Table 7 only displays data for only the 

Sophistication-Maturity scale. Results for all the RSTI scales (i.e., Dangerousness, 

Sophistication-Maturity, and Treatment Amenability) are presented in Table 8 in Appendix E. 

The Sophistication-Maturity scale was the only scale on the RSTI that was a significant 

predictor of TPF items, and it predicted all items on the TPF for both the initial and final two-

week ratings (see Table 7). However, the final two weeks of participation accounted for the most 

variance. Specifically, the Sophistication-Maturity scale accounted for 28.9% of the variance for 

the item addressing the participants’ receptivity (item 1) of treatment in the final two weeks of 

the study; whereas it only accounted for 12.2% of the variance of this item during the 

participants’ initial two weeks of the study. Additionally, the Sophistication-Maturity scale 

accounted for 14.0% of the variance for the question addressing cooperativeness (Item 2) during 
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the participants’ initial two weeks of the study, but it accounted for 27.1% of the variance during 

the final two weeks of youths’ participation.  

 On the DBS-AO, the Cons scale was the only predictive variable of TPF outcome 

variables (see Table 9). It was significantly predictive of three items (i.e., receptiveness, 

cooperativeness, and improvement) during the initial portion of the study. However, it only 

predicted two items (i.e., receptiveness and cooperativeness) during the final two weeks of the 

study. Compared to the Sophistication-Maturity scale of the RSTI, the variance accounted for 

was relatively weak. For example, the model that accounted for the most variance was the 

Improvement item during Time 2, which accounted for 10.8% of the variance.   

Table 9 

A Summary of Five Stepwise Regression Analysesa of TPF Items and the Cons Scaleb   

Outcome Measure  B R2 Adj. R2 p 

Initial Receptive -.281 7.9% 6.9% .005 

Initial Cooperative -.297 8.8% 7.8% .003 

Initial Improvement  -.329 10.8% 9.9% .001 

Final Receptive -.237 5.6% 4.4% .032 

Final Cooperative -.243 5.9% 4.7% .028 

Note. n = 96 for initial TPF items and n = 81 for final TPF items.  

a The above table represents the results of eight separate stepwise regressions. For each analysis, only one 

variable was entered the stepwise regression; no other variables were significant. 

b Only the Cons scale resulted in significant results for stepwise regressions performed on each TPF item; 

therefore, data in Table 9 only displays data for only the Cons scale. Results for all the DBS-AO scales 

(i.e., Cons, Pros-Self, and Pros-Others) are presented in Table 10, in Appendix F. 
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Multinominal logistic regressions were used to determine predictors of the levels of the 

Behavioral and Correctional outcome variables. Logistic regression allows one to predict a 

discrete outcome, such as group membership (e.g., ABC phase levels 1 to 4), from a set of 

variables that may be continuous (e.g., scores on the RSTI, SOCS, and DBS-AO), discrete, 

dichotomous, or a mix (Tabachnick & Fidell, 1996). The logistical regression is more flexible in 

its assumptions than the discriminant analysis in that it does not have the requirements of the 

independent variables to be normally distributed, linearly related, nor equal variance within each 

group (Tabachnick & Fidell, 1996, 2001).  

Tabachnick and Fidell (2001) do not provide a specific ratio of participants to 

independent variables required for analysis. However, they caution researchers against using 

small sample sizes, which may result in an over-fitting of data or extremely high parameter 

estimates. Harrell, Lee, Califf, Pryor, and Rosati (1984) suggest there should be at least 10 cases 

per variable. A more conservative perspective (e.g., Meyers, Gamst, & Guarino, 2006; Pedhazur 

& Schmelkin, 1991) suggest at least 30 cases per independent variable. In consideration of 

divergent opinions about subject-to-variable ratio, the SOCS (25:1) is slightly below the 

conservative guidelines. However, the RSTI and DBS-AO each have three variables per analysis, 

therefore, the sample size is sufficient.  

An additional concern with logistic regression analysis is multicollinearity, which occurs 

when two predictor variables correlate very strongly (Meyers et al., 2006). If two variables 

included in the analysis are very strongly correlated, including both variables will not 

significantly add to the prediction of the mode when compared to only one. Hosmer and 

Lemeshow (2000) suggest the inclusion of variables into the logistic regression model that 
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discriminate between the two levels of the dependent variable at the liberal p ≤ .25 level so as not 

to eliminate any variable that may account for a significant amount of the model. All variables 

met this standard; therefore, all variables were included in the analyses. 

In order for a multinominal logistic regression to run in SPSS, a reference group has to be 

chosen for comparison. By default, Level 4 is the reference category (Chan, 2005); therefore, all 

other levels in the Behavioral and Correctional components are compared to Level 4 in the 

respective component. As a result, each multinominal logistic regression table will not provide 

data for Level 4 per se, but that data for all other levels are representative of each respective level 

compared to Level 4.   

 Table 11 presents results for the Behavioral component of the Resocialization Program 

and the RSTI. The three predictor model (i.e., Dangerousness, Sophistication Maturity, and 

Treatment Amenability scales) provides a statistically significant improvement over the constant 

only model, χ2 (12) = 25.80, p = .01.  The Nagelkerke pseudo R2 indicates that the model 

accounted for 26.3% of the total variance. Scores on the Treatment Amenability scale predicted 

the B1 group membership (Wald = 7.52, p = .01) from B4. Specifically, participants in Level 1 

tended to score lower on the Treatment Amenability scale than participants in Level 4.  
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Table 11 

Multinominal Logistic Regression Model for the Behavioral Component of the Resocialization 

Program and RSTI Scales 

B Phase Level RSTI Variable B SE Wald Odds Ratio p 

0 

(n = 18) 

Dangerousness   .25 .16 2.38 1.28  .12 

Sophistication /Maturity -.003 .11 .001 1.00  .98 

Treatment Amenability  -.10 .15   .44  .90  .51 

1 

(n = 11) 

Dangerousness  -.08 .17   .20  .93 .65 

Sophistication/Maturity  -.03 .13   .04  .98 .85 

Treatment Amenability  -.47 .17  7.52  .62 .01 

2 

(n = 16) 

Dangerousness    .28 .16  2.89 1.32 .09 

Sophistication/Maturity    .15 .13  1.35 1.16 .25 

Treatment Amenability   -.12 .16    .60  .89 .44 

3 

(n = 20) 

Dangerousness   -.05 .13    .15  .95 .70 

Sophistication/Maturity     .07 .11     .40 1.07 .53 

Treatment Amenability    -.19 .13   2.10  .83 .15 

Note. The reference category is Level 4 (n = 24). B = Behavioral; RSTI = Risk Sophistication 

Treatment Inventory; B = Beta; SE = Standard Error.  

Table 12 presents the data for the four-predictor model of the SOCS (i.e., 

Precontemplation, Contemplation, Action, and Maintenance scales), which also resulted in a 

good fit χ2 (16) = 34.94, p = .004 and accounted for 33.9% of the variance. The Contemplation 

(χ2 (4) = 14.57, p = .01) and Maintenance χ2 (4) = 18.52, p = .001 significantly contributed to the 
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model. Scores on the Precontemplation scale were a significant predictor of the B0 group 

membership from B4 (Wald = 4.53, p = .03) and indicated that higher scores on the 

Precontemplation scale resulted in B0 membership. Additionally, scores on the Contemplation 

scale were significant predictors of B1 membership (Wald = 5.85, p = .02) indicating that lower 

scores on the Contemplation scale were more predictive of B1 group membership than B4. 

Interestingly, high scores on the Maintenance scales were significantly predictive of B0 (Wald = 

5.51, p = .02) and B1 (Wald = 10.25, p = .001) membership when compared to B4 membership. 

Table 12 

Multinominal Logistic Regression Model for the Behavioral Component of the Resocialization 

Program and SOCS Scales 

B Phase Level SOCS Variable B SE Wald Odds Ratio p 

0 

n = 18 

Precontemplation 1.02 .48 4.53 .03   .03 

Contemplation -.03 .78 .00 .97   .97 

Action -.22 .67 .11 .74   .74 

Maintenance 1.70 .73 5.51 .02   .02 

1 

n = 11 

Precontemplation .33 .69 .23 1.39   .63 

Contemplation -2.54 1.05 5.85 .00   .02 

Action -.08 .75 .01 .92   .91 

Maintenance 3.27 1.02 10.25      26.17 .001 

 
Table 12 continues 
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Table 12 continued 
  
B Phase Level SOCS Variable B SE Wald Odds Ratio p 

2 

n = 16 

Precontemplation .57 .49 1.37        1.76   .24 

Contemplation .65 .71 .84 1.92   .36 

Action -.23 .59 .14  .80   .70 

Maintenance .20 .60 .11 1.22   .74 

3 

n = 20 

Precontemplation .38 .48 .62 1.46   .43 

Contemplation .62 .71 .76 1.85   .38 

Action -.70 .56 1.57 .50   .21 

Maintenance .76 .61 1.55 2.14   .21 

Note. The reference category is Level 4 (n = 24). B = Behavioral; SOCS = Stages of Change 

Scale; B = Beta; SE = Standard Error. 

 As presented in Table 13, the three-predictor model of the DBS-AO (i.e., Cons, Pros-

Self, Pros-Others) was not a statistical improvement over the constant model χ2 (12) = 18.22, p = 

.11. However, the Cons scale was a significant predictor of B1 group membership (Wald = 4.88, 

p = .03). As expected, higher scores on the Cons scale were significantly more predictive of B1 

than B4 group membership. 
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Table 13 

Multinominal Logistic Regression Model for the Behavioral Component of the Resocialization 

Program and DBS-AO Scales 

B Phase Level DBS-AO Variable B SE Wald Odds Ratio p 

0 

n = 18 

Cons .76 .47 2.65 2.14 .10 

Pro-Self   1.56 .93 2.84 4.77 .09 

Pro-Other -.81 1.06 .59 .44 .44 

1 

n = 11 

Cons 1.21 .55 4.88 3.35 .03 

Pro-Self -.18 .84 .04 .84 .84 

Pro-Other -.91 .98 .86 .40 .35 

2 

n = 16 

Cons .53 .50 1.11 1.70 .29 

Pro-Self -.54 .81 .45 .58 .50 

Pro-Other 2.78 2.18 1.63 16.12 .20 

3 

n = 20 

Cons .37 .48 .59 1.45 .44 

Pro-Self .91 .76 1.43 2.48 .23 

Pro-Other -1.06 .90 1.39 .35 .24 

Note. The reference category is Level 4 (n = 24). B = Behavioral; DBS-AO = Decisonal Balance 

Scale for Adolescent Offenders; B = Beta; SE = Standard Error. 

 With regard to the Correctional component of the Resocialization Program and the RSTI 

(see Table 14), results indicate that RSTI model was a significant improvement over the constant 

only model, χ2 (12) = 22.38, p = .03) and accounted for 23.9% of the total variance. The 

Sophistication-Maturity scale was the only scale that was predictive of group membership (χ2 (4) 
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= 9.31, p = .05). Specifically, participants in Correctional levels 0 through 3 tended to score 

lower on the Sophistication-Maturity scales than those in Level 4. It is important to note that, 

unlike the Behavioral component, a small sample size (n = 3) occurred for the Level 0 of the 

Correctional Component; therefore, its results should be interpreted cautiously.   

Table 14 

Multinominal Logistic Regression Model for the Correctional Component of the Resocialization 

Program and RSTI Scales 

C Phase Level RSTI Variable B SE Wald Odds Ratio p 

0 

n = 3 

Dangerousness .54 .37 2.12 1.71 .15 

Sophistication-Maturity  -.69 .27 .6.87 .50  .01 

Treatment Amenability .34 .35 .93 1.41 .33 

1 

n = 14 

Dangerousness .18 .18 .99 1.20 .32 

Sophistication Maturity -.40 .19 4.42   .67  .04 

Treatment Amenability -.02 .17 .01   .98 .91 

2 

n = 43 

Dangerousness .18 .14 1.50 1.19 .22 

Sophistication Maturity -.32 .17 3.61   .72 .06 

Treatment Amenability -.04 .14 .07   .96 .80 

3 

n = 19 

Dangerousness .18 .16 1.25 1.20 .26 

Sophistication Maturity -.39 .18 4.64   .68  .03 

Treatment Amenability -.15 .16 .81 1.16 .37 

Note. The reference category is Level 4 (n = 10). C = Correctional; RSTI = Risk Sophistication 

Treatment Inventory; B = Beta; SE = Standard Error.  
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Table 15 presents the results for the SOCS-model, which also resulted in a good fit χ2 

(16) = 34.94, p = .002 of predicting the Correctional component and accounted for 36.5% of the 

variance. The Precontemplation (χ2 (4) = 12.60, p = .01) and Maintenance scales (χ2 (4) = 20.69, 

p < .001) significantly contributed to the model. Scores on the Precontemplation scale were 

significant predictors of the C0, C1, and C2 group membership. Specifically, participants in 

groups C0, C1, and C2 tended to score significantly higher on the Precontemplation score than 

participants in C4. Similar to the Behavioral component, the Maintenance scale was predictive of 

C0 and C1 group membership; participants tended to score significantly higher on the 

Maintenance scales in C0 and C1 than in C4.  

Table 15 

Multinominal Logistic Regression Model for the Correctional Component of the Resocialization 

Program and SOCS scales 

C Phase Level SOCS Variable B SE Wald Odds Ratio p 

0 

n = 3 

Precontemplation 3.34 1.20 7.78 28.32 .005 

Contemplation .10 1.32   .01   1.11    .94 

Action   -.62 1.11   .32     .54    .57 

Maintenance 3.17 1.49 4.51  23.71 .03 

1 

n = 14 

Precontemplation 1.87   .96 3.79    6.51 .05 

Contemplation -1.11 1.06 1.08      .33    .30 

Action  .31   .87  .13    1.37    .72 

Maintenance 3.82 1.11  11.82  45.65 .001 

 
Table 16 continues 
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Table 16 continued 
 
C Phase Level SOCS Variable B SE Wald Odds Ratio p 

2 

n = 43 

Precontemplation 2.03   .88 5.26    7.59 .02 

Contemplation   .77   .76 1.03    2.17    .31 

Action   .46   .62 .55    1.58    .46 

Maintenance   .87   .68 1.71    2.39    .19 

3 

n = 19 

Precontemplation  1.44   .92 2.49    4.24    .11 

Contemplation .53   .82   .42     1.70    .52 

Action .14   .66   .04     1.15    .84 

Maintenance   1.00   .74  1.83     2.72    .18 

Note. The reference category is Level 4 (n = 10). C = Correctional; SOCS = Stages of Change 

Scale; B = Beta; SE = Standard Error. 

Unlike the Behavioral component, the DBS-AO model resulted in a good fit for the 

Correctional component (χ2 (12) = 26.10, p = .01) and accounted for 27.3% of the variance. The 

Cons scale (χ2 (4) = 18.76, p = .001) was the only significant predictor of the model (see Table 

16). The Cons scale was predictive of C0, C1, and C3. In particular, participants in Correctional 

levels 0 through 2 tended to score to be high on the Cons scale compared to C4. 
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Table 16 

Multinominal Logistic Regression Model for the Correctional Component of the Resocialization 

Program and DBS-AO Scales 

C Phase Level DBS-AO Variable B SE Wald Odds Ratio p 

0 

n = 3 

Cons 5.32 2.08 6.52 203.37 .01 

Pro-Self -.88 1.59   .31       .41 .58 

Pro-Other 1.00 2.17   .21     2.71 .64 

1 

n = 14 

Cons 4.13 1.94 4.52   62.18 .03 

Pro-Self 1.37 1.17 1.37     3.95 .24 

Pro-Other 2.59 2.46 1.11   13.27 .29 

2 

n = 43 

Cons 4.18 1.92 4.74   65.37 .03 

Pro-Self   .04   .74   .00     1.04 .96 

Pro-Other   .59   .67   .77     1.80 .38 

3 

n = 19 

Cons 3.34 1.93 2.99   28.31 .08 

Pro-Self   .24   .85   .08     1.28 .78 

Pro-Other   .90   .92   .95     2.46 .33 

Note. The reference category is Level 4 (n = 10). C = Correctional; DBS-AO = Decisional 

Balance Scale for Adolescent Offenders; B = Beta; SE = Standard Error. 

Summary for Research Question 1 – What is the Predictive Validity of TTM Measures 

and Traditional Models. The Sophistication-Maturity scale on the RSTI and the Cons scale on 

the DBS-AO were the only variables that demonstrated a predictive relationship with the TPF 

items. Therefore, a stepwise-regression was conducted for each TPF item in which the 
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Sophistication-Maturity scale and the Cons scale were determined as significant predictors (see 

Table 7 and 9). Results determined which variable was a stronger predictor of the TPF items (see 

Table 17). Results indicate that the Sophistication-Maturity scale was a stronger predictor for all 

TPF items except the initial Improvement item. The Sophistication-Maturity scale and Cons 

scale were equally predictive of the initial Receptivity item. 

Table 17 

Summary Table for Scores on the Sophistication-Maturity and Cons Scales that were Predictors 

of the Treatment Progress Form  

Outcome Measures Sophistication-Maturity  Cons Scale 

 B p  B p 

I. Receptive .29 .004  -.21 .004 

I. Cooperative .32 .002  -.21 .033 

I.  Improvement  -.25 .012  -.27 .007 

I. Applicability .32 .001  -- -- 

F. Receptive .54 .000  -.07 .498 

F. Cooperative .42 .000  -.09 .408 

F Improvement .42 .000  -- -- 

F. Applicability .43 .000  -- -- 

Note. I = Items administered during initial two weeks of treatment; F = Items administered 

during final two weeks of treatment; -- indicates that independent variable was not found to be a 

predictor of the dependent variable in the initial analysis. 
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Multinominal logistic regressions were conducted on all variables that were found to be 

significant predictors for the Behavioral (see Table 18) and Correctional (see Table 19) 

components of the Resocialization Program in the previous analyses. Results indicate the 

strongest predictors of the Behavioral component include the Contemplation and Maintenance 

scales of the SOCS and the Treatment Amenability of the RSTI.  With regard to the Correctional 

component, the strongest predictors were the Maintenance scale on the SOCS and the Cons scale 

of the DBS-AO. 

Table 18 

Summary Table for Multinominal Logistic Regressions for the RSTI, SOCS, DBS-AO, and PDS 

that were Predictors of the Behavioral Component of the Resocialization Program 

Scores on Variables Measure χ2 p 

Low Contemplation SOCS 13.68 .008 

Low Maintenance SOCS 13.40 .009 

High Treatment Amenability RSTI 13.21 .010 

Low Precontemplation SOCS  3.42 .491 

Low Cons DBS-AO  2.69 .611 

Note. SOCS = Stages of Change Scale; RSTI = Risk-Sophistication-Treatment Inventory; DBS-

AO = Decisional Balance Scale for Adolescent Offenders.  
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Table 19 

Summary Table for Multinominal Logistic Regressions for the RSTI, SOCS, and DBS-AO that 

were Predictors of the Correctional Component of the Resocialization Program 

Scores on Variables Measure Χ2 p 

Low Maintenance SOCS 13.84 .008 

Low Cons DBS-AO 10.33 .035 

High Sophistication-Maturity RSTI 8.68 .070 

Low Precontemplation SOCS  4.97 .291 

Note. SOCS = Stages of Change Scale; DBS-AO = Decisional Balance Scale for Adolescent 

Offenders; RSTI = Risk-Sophistication-Treatment Inventory. 

Research Question #2 

 The second research question addressed the construct validity of the DBS-AO. A 

multitrait-multimethod matrix was produced to examine the convergent and discriminant validity 

of the DBS-AO with the SOCS and RSTI scales (see Table 20).   
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Table 20 
Convergent and Discriminant Validity of DBS-AO with the SOCS and RSTI Scales in a Multitrait-Multimethod Matrix 

 
 DBS  SOCS  RSTI 

Scale (Trait) Cons (-) Pros-S (+) Pros-O (+)  PC (-) C (+) A (+) M (+)  Danger (-) Soph (+) Tx Am (+)

Cons (-) (.88)            

Pros-S (+)   .14 (.81)           

Pros-O (+)   .12  .56** (.88)          

             

PC (-)   .30** -.16 -.19  (.80)        

C (+)   .02  .44**  .43**  -.49** (.87)       

A (+)   .02  .47**  .26**  -.40**  .73** (.88)      

M (+)   .20*  .38**  .34**  -.33**  .72**  .64** (.76)     

 
Table 20 continues 
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Table 20 continued 
 
 DBS  SOCS  RSTI 

Scale (Trait) Cons (-) Pros-S (+) Pros-O (+)  PC (-) C (+) A (+) M (+)  Danger (-) Soph (+) Tx Am (+)

Danger (-)   .14 -.16 -.04   .30** -.16 -.11 -.04  (.72)   

Soph (+) -.29**  .09 -.01  -.29**  .10  .16 -.02  -.49** (.86)  

Tx Am (+)  -.05  .24*  .32**  -.49**  .38**  .37**  .24*  -.64**  .64** (.81) 

Note.  Following the convention of Campbell and Fiske (1959), convergent correlations (monotrait-heteromethod) are the numbers in 

boldface; alpha coefficients (monotrait-monomethod) are the numbers in parentheses on the principal diagonal. + = Positive Treatment 

Amenability Trait; - = Negative Treatment Amenability Trait (refer to p. 73 for explanation); continued on next page 

(continued from previous page) DBS-AO = Decisional Balance Scale for Adolescent Offenders; SOCS = Stages of Change; RSTI = 

Risk Sophistication Treatment Inventory; Pros-S = Pros-Self; Pros-O = Pros-Others; PC = Precontemplation scale; C = Contemplation 

scale; A = Action scale; M = Maintenance scale; Danger = Dangerousness scale; Soph = Sophistication-Maturity scale; and Tx Am = 

Treatment Amenability scale. * p = .05; ** p < .01 



 

 74

 A traditional multitrait-multimethod table allows for the comparison of the relative 

strength of convergent correlations (monotrait-hetero-method) to other correlations for the same 

measure (heterotrait-monomethod) and across measures (heterotrait-heteromethod). However, 

the current model is not measuring the same trait per se, rather it examines scales that implicate 

treatment amenability and non-amenablity to treatment. Therefore for the purposes of this study, 

the trait that will determine convergent and discriminant validity of the DBS-AO with the SOCS 

and RSTI will be treatment amenability. Scales (i.e., Pros-Self, Pros-Others, Contemplation, 

Action, Maintenance, Sophisitication-Maturity, and Treatment Amenability) that theoretically 

indicate positive treatment amenability are noted with a “+” and scales that implicate negative 

treatment amenability are noted with a “-“ in Table 20.  

 Construct validity was examined using two methods.  The first method was to determine 

if the validity coefficients were significantly different from zero and substantial in magnitude 

(Byrne & Goffin, 1993). Fisk and Campbell (1992) indicated that successful validity coefficients 

were often modest, typically at the .30 to .50 range.  By these standards, only mild evidence of 

convergent validity was found for the positive treatment traits (.26) and negative treatment traits 

(.25) in this study.  The second method of determining construct validity was to examine the 

discriminant validity of both positive and negative treatment traits.  For discriminant validity to 

exist, the convergant validity coefficients should be higher than both heterotrait-heteromethod 

and heterotrait-monomethod correlations.  Bagozzi and Yi (1991) and Byrne and Goffin (1993) 

defined a comparison violation as any instance in which discriminant validity coefficients 

exceeded convergent validity coefficients.   They also set forth a priori criteria were for 

interpretation: (a) high degree of discriminant validity (< 5% comparison violations); (b) 
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moderate discriminant validity (6% to 33% violations); and (c) low discriminant validity (> 33% 

violations).  

 As shown in Table 20, the convergent validity of positive and negative treatment traits of 

the DBS-AO exceeded the heterotrait-heteromethod coefficients (range from -.49 to .02; M = -

.12). In addition, convergent validities of the DBS-AO also exceeded heterotrait-monomethod 

coefficients (range from -.64 to .14; M = -.30). Only 5 of 108 comparisons (4.6%) violated the 

rule for heterotrait-heteromethod coefficients, and 0 of 70 comparisons violated the rule for the 

heterotrait-monomethod comparisons.  By the criteria use by Bagozzi and Yi (1991) and Byrne 

and Goffin (1993), our positive and negative treatment traits of the DBS-AO have excellent 

discriminant validity.  

 The relative validity (convergent and discriminant) of individual measures was also 

examined as a test of method effects (Marsh, 1990). As shown in Table 21, the SOCS yielded 

positive, but modest, coefficients for convergent validity. However, the RSTI exhibited less than 

adequate convergent validity. The RSTI and SOCS also resulted in very good discriminant 

validity based on heterotrait-monomethod correlation, while the heterotrait-heteromethod was 

adequate.   
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Table 21 

Method Effects for the Risk-Sophistication-Treatment Inventory (RSTI), Stages of Change Scale 

(SOCS), and Decisional Balance Scale for Adolescent Offenders (DBS-AO) 

  Discriminant Validity  

Measure Convergent  

Validity 

Heterotrait-

Monomethod 

Heterotrait-

Heteromethod 

Comparison 

Violations 

RSTI .20 -.57 -.18 0% 

SOCS  .30 -.41 -.12 3.6% 

DBS-AO .28  .13 -.07 4.6% 

Note. Construct and discriminant validity was examined based on positive (+) and negative (-) 

treatment indicators. RSTI = Risk-Sophistication-Treatment Inventory; SOCS = Stages of 

Change Scale; DBS-AO = Decisional Balance Scale for Adolescent Offenders  

Hypothesis #3 

The third hypothesis examined the difference between participants’ average scores on the 

SOCS scales (i.e., Precontemplation, Contemplation, Action, and Maintenance) and the DBS-AO 

scales (Cons, Pros-Self, and Pros-Others) with their progress in treatment between Time 1 and 

Time 2 (i.e., TPF outcome variables and Behavioral and Correctional phases) by computing a 

repeated-measures MANOVA. Participants who performed poorly during the final month’s TPF 

(i.e., average score of 2.00 or less in Month 3) were considered “treatment non-responders,” and 

participants who performed well on the final month’s TPF (i.e., average score of 4 or higher in 

Month 3) were considered the “treatment responders.” Complete data to conduct this analysis 

was available for 13 members of the low group and 16 members of the high group. Scores from 

the scales on the DBS-AO (i.e., Cons, Pros-Self, and Pros-Others) and SOCS (i.e., 



 

 77

Precontemplation, Contemplation, Action, and Maintenance) were the within-subject, or 

dependent variables.  

Results from the repeated measures MANOVA (see Table 22) indicate there was no 

significant interaction between time of the assessment (Time 1 or Time 2) and group 

membership (F( 7, 21) = .408, p = .89). The between groups comparison of participants in early 

or more advanced levels of treatment also demonstrated no significant difference (F(7, 21) = 

.1.83, p = .13). The within-subjects comparison of time of the assessment also did not yield 

significant effects F(7, 21) = 1.35, p = .13).  These analyses may have failed to reach statistical 

significance due to a function of insufficient power related to a smaller than anticipated sample 

size.  

Table 22 

Results of Repeated Measures MANOVA for TPF Variables  

 F p 

Main Effect (Time) 1.35 .28 

Main Effect (Group) 1.83 .13 

Interaction (Group x Time)   .41 .89 

 

To gain a further understanding of the difference of scores on the DBS-AO and SOCS 

between the “treatment responders” and “treatment non-responders” for Time 1 and Time 2, a 

one-way ANOVA (see Table 23) was conducted. Consistent with our research hypothesis, a 

difference emerged between “treatment responders” and “treatment non-responders” on their 

Precontemplation scale scores (d = .73). “Treatment non-responders” scored higher on the 

Precontemplation scales than “treatment responders” at both Time 1 and Time 2. 
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However, in contrast to hypotheses, “treatment non-responders” and “treatment 

responders” scored virtually the same on the Action scale during Time 1 (d = .00) and had only a 

small effect size at Time 2 (d = .27). This low effect sizes and nonsignificance was likely a result 

of a small sample size and low power. A power analysis, calculated in StatSoft, indicated a very 

low power of .05. Ideally, power should be at least .80 to reasonably reject the null hypothesis. 
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Table 23 

Group Comparisons of Scores on the DBS-AO and SOCS for Treatment Non-Responders and Treatment Responders on the Treatment 

Progress Form    

  Time 1  Time 2 

  Tx Non-

Responders 

 Tx 

Responders 

      Tx Non-

Responders 

 Tx 

Responders 

      

Measure  M SD  M SD  F  p  D  M SD  M SD  F  p  d 

DBS-AO  (n = 13)  (n = 16)  (1, 29)     (n = 13)  (n = 16)  (1, 29)    

     Cons   2.00 .76  1.72 .66  .63  .43  .38  1.89 .83  1.71 .59  .19  .66  .25 

     Pros-S  3.62 .42  3.53 .52  .44  .51  .19  3.53 .42  3.66 .32  .80  .38  .35 

     Pros-O  3.83 .25  3.81 .44  .35  .56  .05  3.83 .29  3.79 .39  .11  .75  .11 

SOCS                         

    PC   2.51 1.02  1.88 .72  3.26  .08  .73  2.59 .98  1.97 .74  3.74  .06  .73 

    C  4.26 .72  4.11 .79  .37  .56  .20  4.07 .74  4.00 .57  .08  .79  .12 

     A  4.20 .62  4.20 .66  .08  .78  0.00  3.89 .62  4.05 .59  .46  .50  .27 

     M  3.82 .79  3.41 .54  2.19  .15  .62  3.54 .60  3.30 .48  1.45  .24  .45 

Note. Tx = Treatment; DBS-AO = Decisional Balance Scale for Adolescent Offenders; SOCS = Stages of Change Scale; Pros-S = Pros-Self; Pros-

O = Pros-Others; PC = Precontemplation; C = Contemplation; A = Action; M = Maintenance. Moderate effect sizes are bolded. 
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With regard to the Behavioral and Correctional phases, participants were divided into two 

group assignments, based on their phase in the last month of their participation. Participants that 

remained in the early phase of treatment (i.e., levels 0 and 1) were categorized as the “treatment 

non-responders,” and those in the later phases of treatment (i.e., levels 3 and 4) were considered 

the “treatment responders.” Treatment outcome measures (i.e., phases) served as the independent 

variable with the scales on the DBS-AO and SOCS, at Time 1 and Time 2, as dependent 

variables. 

Hypothesis 3 stated the “treatment non-responders” will have no significant differences on 

their scores for the Precontemplation and Cons scales at Time 1 and Time 2. Results from a 

repeated-measures MANOVA (see Table 24) indicated there was no significant interaction 

between time of assessment and group membership for the Behavioral Component (p = .73) or 

the Correctional component (p = .38).  However, the between groups comparison of scores of the 

DBS-AO and SOCS was significant for both the Behavioral component (p = .01) and 

Correctional component (p = .01).  

Table 24 

Results of Repeated Measures MANOVA for the Behavioral and Correctional Components of the 

Resocialization Program and the Stages of Change Scale 

 F p 
Behavioral Phase   

Main Effect (Time) 1.86   .09 

Main Effect (Group) 2.86  .01 

Interaction (Group x Time) .62  .73 

Correctional Phase   

Main Effect (Time) 1.67   .15 

Main Effect (Group) 3.14   .01 

Interaction (Group x Time) 1.10   .38 

A one-way ANOVA was conducted to examine the difference between treatment responders’ and treatment non-

responders’ scores on the DBS-AO and SOCS between Time 1 and Time 2 (see Table 25). 
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Table 25 

Group Comparisons of Scores on the DBS-AO and SOCS for Treatment Non-Responders and Treatment Responders in the Behavioral 

and Correctional Components   

                      Time 1                    Time 2 

  Tx Non-

Res 

 Tx Res.       Tx Non-

Res. 

 Tx Res.      

Behav. Comp  (n = 27)  (n = 44) (1, 72)      (n = 26)  (n = 45) (1, 69)     

                         

Measure  M SD  M SD  F  p   d  M SD  M SD  F  p  d 

DBS-AO                   

     Cons   1.98 .80  1.56 .62  .63  .43  .61  1.90   .79  1.54 .59   .19  .66  .54 

     Pros-S  3.51 .55  3.46 .51  .44  .51  .10  3.44   .48  3.57 .46   .80  .38  .28 

     Pros-O  3.76 .47  3.78 .53  .35  .56  .04  3.69   .44  3.76 .40   .11  .75  .17 

SOCS                         

     PC  2.59 1.05  2.09 .78  4.45  .04  .56  2.63  1.03  2.13 .81  5.27  .03  .56 

     C  3.90 .98  4.05 .90   .35  .56  .16  3.93   .80  4.04 .63    .42  .52  .16 

     A  4.08 .79  4.05 .87  .02  .90  .04  3.83   .71  3.97 .69    .67  .42  .20 

     M  3.68 .71  3.33 .83  4.07  .05  .44  3.58  .68  3.16 .67  6.54  .01  .62 

Table 25 continues 
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Table 25 continued 

                      Time 1                    Time 2 

  Tx Non-Res  Tx Res.        Tx Non-Res  Tx Res       

Correc. 

Comp. 

 (n = 16)  (n = 29)  (1, 43)     (n = 17)  (n = 24)  (1, 39)    

                         

Measure  M SD  M SD  F  p   d  M SD  M SD  F  p  d 

DBS-AO                         

Cons  1.99 .85  1.37 .45  11.72     .00  1.00  2.07 .92  1.41 .56  8.86  .01  .93 

    Pros-S  3.64 .40  3.43 .55  2.10  .16   .42  3.51 .39  3.50 .46    .00  .96  .02 

    Pros-O  3.92 .16  3.75 .64  1.24  .27   .32  3.69 .37  3.73 .40    .08  .78  .10 

SOCS                         

    PC   2.51 1.05  2.03 .76  3.67  .06   .55  2.70  1.20  2.04 .73    5.27    .03  .03 

    C  4.02 .87  3.94 .98    .02  .88   .08  4.16    .73  3.89 .65   1.72    .20  .40 

    A  4.17 .54  3.94 .97    .33  .57   .27  3.93    .55  3.99 .67     .06    .80  .10 

    M  3.92 .52  3.24 .90  8.07  .01   .86  3.71    .49  3.01 .72  11.82  .001  1.08 

Note. Tx  Non-Res = Treatment Non-Responder; Tx Res. = Treatment Responder; Behav. Comp. = Behavioral Component; Correc. Comp. = Correctional Comp; 

DBS-AO = Decisional Balance Scale for Adolescent Offenders; Pros-S = Pros-Self; Pros-O = Pros-Others; SOCS = Stages of Change Scale; PC = 

Precontemplation; C = Contemplation; A = Action;  M = Maintenance; Moderate effect sizes are italicized and large effect sizes are in bold.
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A key finding was that the Cons scale had the largest effect size of all scales on the DBS-

AO for the Behavioral and Correctional components.  Overall, “treatment non-responders” 

scored higher on the Cons scale than the “treatment responders” during Time 1 and Time 2. For 

the Behavioral component, moderate effect sizes were found for differences between the 

“treatment non-responders” and “treatment responders” for Time 1 (d = .61) and Time 2 (d = 

.54). However, very large effect sizes were found for the difference in scores in the Correctional 

component at Time 1 (d = 1.00) and Time 2 (d = .93). These results suggest adolescent offenders 

only progress in treatment, once they stop valuing the benefits of crime.  

Conflicting findings were found regarding the relationship between the SOCS scales and 

treatment progress. As anticipated, “treatment non-responders” tended to score significantly 

higher on the Precontemplation scale of the SOCS than the “treatment responders” at Time 1 (p 

= .04) and Time 2 (p = .03) in the Behavioral Phase. A similar pattern occurred for the 

Correctional component, as scores approached significance at Time 1 (p = .06) and was 

significant at Time 2 (p = .03). These results indicate that non-treatment responders do not 

perceive their criminal behaviors as problematic, which is consistent with TTM. However, an 

unexpected finding was that “treatment non-responders” also scored significantly higher on the 

Maintenance scale of the SOCS than “treatment responders” in the Behavioral and Correctional 

components. This result is inconsistent with the TTM and suggests participants, who remain in 

initial phases of treatment, have established long-term positive behavior changes. Possible 

explanations for these conflicting results are discussed in the subsection, Transtheoretical Model, 

subsumed under the section, Predictors of Treatment for Adolescent Offenders. 
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Research Question #4 

 The fourth research question examined the predictive relationship between the scales on 

the PDS (i.e., IM and SDE) obtained during Time 1 and Time 2, and participants’ progress in 

treatment (i.e., TPF outcome variables and ABC phases), measured at Time 2. 

 As initially proposed, the TPF outcome variable is the difference between participants’ 

first and last biweekly ratings on the TPF. However, results indicated no independent variable 

was predictive of this outcome variable (Adjusted R2 = 0.4%). Therefore, to gain more of an 

understanding of the predictive relationship between the PDS and participants’ final treatment 

progress, the average monthly rating of each item on the TPF was used as the dependent 

variable, and the PDS scales (i.e., IM and SDE) were the independent variables in a stepwise 

multiple regression (See Table 26).  

 Interestingly, the IM and SDE were only predictive of two items on the TPF.  

Specifically, the PDS scales accounted for 12.1% of the variance for the Improvement item on 

the final TPF and 6.9% of the Applicability item on the initial TPF. This indicates that 

participants’ scores on the social desirability scale were predictive of their group facilitators’ 

scores assessing their level of improvement and ability to apply the information they learned in 

the treatment group. Contrary to hypotheses, the SDE scale was the prominent predictor of TPF 

items, compared to the IM scale.  
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Table 26 

Relationship of the TPF Measures to PDS Scales 

 Standardized Beta Coefficients Summary Data 

 PDS Time 1 PDS Time 2  

TPF Items IM SDE IM SDE R2 Adj R2 p 

Initial Receptive .094 .203  -.024 -.231* 6.8% 2.1% NS 

Initial Cooperative .029 .224 .072 -.252* 7.7% 3.1% NS 

Initial Improvement -.042 .175 .048 -.245* 5.7% 1.0% NS 

Initial Applicability .028 .141 .037 -.263* 6.9% 5.8%   .02 

Final Receptive -.055 .163 .245 -.241 8.7% 3.4% NS 

Final Cooperative -.025 .138 .183 -.281 8.1% 2.8% NS 

Final Improvement .041 .183 -.227* -.312* 12.1% 9.6%   .01 

Final Applicability -.213 .191 .249 -.325* 10.7% 5.5% NS 

Note. TPF = Treatment Progress Form; IM = Impression Management; SDE = Self Deception 

Enhancement. When individual predictors are significant (p < .05), they are designated with 

asterisks.  

Multinominal logistic regressions were used to determine predictors of the levels of the 

Behavioral and Correctional outcome variables and the PDS scales (see Table 27).   
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Table 27 

Multinominal Logistic Regression Model at for the Behavioral Component of the Resocialization 

Program and PDS Scales 

B Phase Level PDS Variable B SE Wald Odds Ratio p 

0 IM Time 1 -.30 .22 1.67  .76   .20 

SDE Time 1  -.20 .22  .83  .82 .20 

IM Time 2 -.64 .31 4.17  .53  .04 

SDE Time 2  .31 .26 1.41 1.36  .27 

1 IM Time 1 -.59 .26 5.26  .56  .02 

SDE Time 1 -.12 .24  .23  .89 .64 

IM Time 2  .10 .24  .17 1.10 .68 

SDE Time 2   .44 .31 2.04 1.55 .15 

2 IM Time 1  -.27 .19 1.95  .76 .16 

SDE Time 1  -.23 .22 1.10  .80 .29 

IM Time 2  .19 .20  .91 1.21 .34 

SDE Time 2  .01 .26  .00 1.01 .98 

3 IM Time 1 -.24 .18 1.88  .78 .17 

SDE Time 1  -.13 .19  .48  .88 .49 

IM Time 2  .14 .19  .60 1.15 .44 

SDE Time 2 .09 .24  .15 1.10 .70 

Note. The reference category is Level 4. B = Behavioral; PDS = Paulhus Deception Scale;  

B = Beta; SE = Standard Error. 
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 Results indicate that the overall four-predictor model (i.e., IM and SDE scales at Time 1 

and Time 2) does not provide a statistically significant improvement over the constant only 

model, χ2 (16) = 24.69, p = .08. However, the IM  scale at Time 2 contributed significantly to 

predicting the levels within the Behavioral component χ2 (4) = 10.63, p = .03. Specifically, 

participants in the lowest level of the behavioral component (Level 0) scored lower on the IM at 

Time 2 than those in the highest level of the behavioral component (Level 4). Similarly, those in 

the second lowest level of the behavioral component (Level 1) scored lower on IM at Time 1 

than those in the highest level (Level 4). These results suggest that participants who violate 

institutional rules are not engaging in impression management. 

 The PDS model is a good fit with the Correctional component χ2 (16) = 45.18, p < .001 

and accounts for 43.3% the total variance (see Table 28).  

Table 28 

Multinominal Logistic Regression Model at for the Correctional Component of the Resocialization 

Program and PDS Scales 

C Phase Level PDS Variable B SE Wald Odds Ratio p 

0 IM  Time 1    .57  1.61   .12 1.76   .51 

SDE Time 1 -2.17  1.63 1.78   .16   .18 

IM Time 2 -10.02 11.12   .81   .00   .37 

SDE Time 2  2.09 1.96 1.14 8.09   .27 

1 IM Time 1  -.78  .31 6.56   .46   .01 

SDE Time 1  -.43  .31 1.86   .65   .17 

IM Time 2  -.63  .34 3.48   .53   .06 

SDE Time 2  -.04  .40   .01   .96   .92 

 
Table 28 continues 
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Table 28 continued 
 
C Phase Level PDS Variable B SE Wald Odds Ratio p 

2 IM Time 1  -.65  .23 7.77   .52   .005 

SDE Time 1  -.36  .25 1.95   .70   .16 

IM Time 2   -.12  .22   .32   .89   .57 

SDE Time 2  -.25  .35   .51   .78   .48 

3 IM Time 1  -.56  .25 4.91   .57   .03 

SDE Time 1  -.52  .29 3.19   .60   .07 

 IM Time 2  -.05  .24   .04   .95   .84 

 SDE Time 1  -.42  .37 1.30   .65   .26 

Note. The reference category is Level 4. C = Correctional; PDS = Paulhus Deception Scale;  

B = Beta; SE = Standard Error. 

IM scores also were predictive of participants’ levels within the Correctional component. 

Specifically, participants who scored low on the IM  scale at Time 1 tended to be in the lower 

levels of the Correctional component (i.e., Levels 1, 2, and 3) at Time 2. Participants who scored 

high on IM at Time 1 were more likely to be in the highest level of the Correctional component 

(Level 4) at Time 2. Thus, IM at Time 1 were predictive both of participants progress in the 

behavioral and the correctional components of the program.  

Supplemental Data Analyses 

  DBS-AO. Psychometric properties of the DBS-AO were examined to determine whether 

previous findings on the DBS-AO (Jordan 2004) would be replicated and to provide further 

validation of the measure. Information about the reliability and factor structure of the DBS-AO 

are described below.  
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DBS-AO Reliability.  The scale homogeneity of the DBS-AO was assessed by alpha 

coefficients and inter-item correlations. Overall, the internal reliability was excellent with 

Cronbach’s alphas ranging from .80 to .88 (see Table 29). Alphas are similar with previous 

research on the DBS-AO (alphas ranged from .89 to .90) and fall in the recommended range of 

.80 to .90 for research measures (Nunally 1978).  As an improvement on past research (i.e., ICC 

= .43 to .49), inter-item correlations were in the optimal range (i.e., .28 to .43). According to 

Clark and Watson (1995), good scale homogeneity is warranted when interitem correlations 

range from .15 to .50.  

The 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 one point of their reported score. Previous research on 

the DBS-AO found the SEM was very good and ranged from .25 to 31. However, the SEM of 

the three scales improved in the current study and ranged from .16 to .26 (see Table 29).  

Test-retest reliability of the DBS-AO has not been previously examined.  Twenty-one 

participants were administered the DBS-AO within one week of its original administration at 

Time 1 (see Table 29). The Cons and Pros-Self scales demonstrated adequate test-retest 

reliability ranging from .68 to .64, respectively; whereas, the Pros-Others’ scale resulted in 

excellent test-retest reliability (.90). 
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Table 29 

Reliability and Standard Error of Measurement for the DBS-AO with an Adolescent Offender 

Sample 

 Decisional Balance Scale for Adolescent Offenders 

 

 
Cons  Pro-Self  Pros-Others 

 Time 1 Time 2  Time 1 Time 2  Time 1 Time 2 

na  99  87  99 87      100 88 

Alpha .88 .88  .81 .80  .88 .84 

Inter-item Correlation  .41 .41  .35 .28  .43 .38 

SEM .26 .24  .22 .22  .16 .15 

Test-Retest Reliability .68 --  .64 --  .90 -- 

na = the number of participants used in analyses for alpha and inter-item correlations 

  DBS-AO Factor Structure.  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 utilized on a sample of 100 participants, 

who were administered the DBS-AO at Time 1. Most researchers (e.g., Comrey 1988; 

Guadagnoli & Velicer, 1988) suggest a sample size of at least 150 participants is needed to 

conduct factor analyses. Although this study did not meet this sample size standard, an 

exploratory factor analysis was conducted to gain a preliminary notion of whether the factor 

structure of the DBS-AO was similar to its development (Jordan, 2004). Consistent with 

previous research (Jordan, 2004), an inspection of a scree plot suggested a three-factor solution 

was superior over a two-factor solution. The three-factor solution accounted for 47.7% of the 
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total variance, which is slightly higher than 42.3% accounted for in the DBS-AO development 

study (Jordan, 2004). See Table 30 for factor loadings for each item.  

Table 30 

 A Three-Factor Solution Generated by Exploratory Factor Analysis  

Item Number Content Description Factor 1 

Pros-Others 

Factor 2 

Cons 

Factor 3 

Pros-Self 

24. People will feel comfortable around me.  .90 -.02 .16 

25. Family will have more respect for me.  .80  .07 .30 

27. I can help my family.  .78  .02 .19 

18. People I care about will feel safe.  .74  .05 .11 

21. Family will be closer.   .67 -.08       -.09 

3. The people I care about will be proud.   .67  .01 .16 

12. People respect “getting act together.”  .67 .07 .27 

15. People I care about will trust me.   .62 .16 .22 

9. Family will be more respected.   .57 .15 .39 

6. Family will respect me. .67        .03 .49 

16. Associates will lose a partner.   .04 .86 .14 

19. Friends will lose a friend. .05 .77 .11 

4. Associates will respect for me.  .03 .75 .10 

30. People I taught will not respect me. .09 .75       -.07 

32. People who taught me will not respect.  .02 .71       -.03 

 
Table 30 continues 
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Table 30 continued 
 
Item Number Content Description Factor 1 

Pros-Others 

Factor 2 

Cons 

Factor 3 

Pros-Self 

10. Friends will not respect me.        -.05 .61 .07 

28. People I love will be embarrassed.  .17 .56       -.14 

22. Not feel powerful.        -.00 .52        .08 

13. Family will not be accepted.         .07 .51        .06 

7. Will not feel a thrill. .11 .48       -.19 

1. Lose my tough image.        -.16 .46 .01 

14. Will feel better about myself. .18        .01 .79 

11. Will have more self respect. .20        .03 .77 

29. Will feel proud of myself. .31       -.08 .74  

23. Will be happier. .24        .04 .67 

8. Will be proud of myself.  .38       -.08 .57 

5. Will have better friends.          .03        .13 .52 

17. Will feel safer.  .36        .10 .49 

2. Will believe in myself. .49       -.01 .55 

31. Will be part of my neighborhood. .01        .15 .34 

26. Will not have to look over shoulder. .29        .14 .36 

20. Will not worry about getting arrested. .01       -.07 .19 

Eigenvalues        8.89      5.09       2.66 

Percentage of variance      18.8    14.9      13.9 

Note: Items with loadings ≥ .40 and unique to one factor are presented in bold.  
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A summary of each factor is provided below:   

• Factor 1, Pros-Others scale (18.8% of the variance), considers the positive consequences 

for significant others when offenders cease their criminal behaviors and is characterized 

by gaining close, positive relationships with others. It consists of 10 items with unique 

loadings that range from .57 to .90. However item 6 cross-loaded onto the Pros-Self scale 

(.49). In Jordan (2006), item 6 had a loading of .38 on the Pros-Self scale. The Pros-Other 

scale is characterized by gaining close, positive relationships with others. Other feelings 

include the self-respect of others for prosocial behaviors. 

• Factor 2, Cons scale (14.9% of variance) is composed of 11 items with unique loadings 

that ranged from .46 to .86. 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 3, Pros-Self scale (13.9% of variance) consists of 11 items. 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.  

In the current study, 7 of the 11 items on the Pros-self scale resulted in similar 

loadings as the validation study (Jordan, 2004) and ranged from .49 to .79. However, 

three items in the current study (i.e., items 20, 26, and 31) did not substantially load onto 

the Pros-Self factor, though the factor loading of item 26 of .36 almost resulted in a 

substantial loading. Additionally, item 2 cross-loaded onto the Pros-Others scale, which 

did not occur in Jordan (2004). It is important to note the validity of these findings is 
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limited due to small sample size. Please refer to the discussion section entitled, Factor 

Structure of the DBS-AO, for further discussion regarding possible reasons why these 

items did not substantially, or uniquely, load onto the Pros-Self scale.   

 RSTI.   Although past research indicates the internal consistency of the RSTI (Salekin, 

2004) is adequate, a particular concern for this measure is that the SEM ranged between 4.58 

and 4.90 for male offenders. Therefore a true score of the measure lies within ± 8 to 9 points, 

which could move an individual into an entirely different offender range (“Low,” “Middle” 

or “High”).  The reliability and SEM of the RSTI from the current study is discussed below 

and reported in Table 31. 

Table 31 

Reliability of the RSTI Scales  

 Risk for 

Dangerousness 

Sophistication-

Maturity 
 

Treatment 

Amenability  

 Time 1 Time 2 Time 1 Time 2  Time 1 Time 2 

N 100   89  100  89   100   89 

Alpha   .72   .72   .86  .89     .81   .83 

Inter-item correlation  .18   .14    .29  .34     .23    .23 

Inter-rater reliability   .96     .97       .97  

95 % Confidence Interval ± 1.24 ± 1.38 ± 1.36 ±1.81     ± 1.30    ± 1.56 

SEM .62   .69 .68 .91   .65   .78 

 

The internal reliability of the RSTI was assessed by alpha coefficients and inter-item 

correlations. The overall internal reliability for the RSTI was good. The alpha coefficients were 
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adequate and ranged from .72 to .89. Alphas for the Sophistication-Maturity and the Treatment 

Amenability scales were better than reported in the RSTI manual (Salekin, 2004). Additionally, 

most inter-item correlations were adequate (Clark & Watson, 1995) and ranged from .14 to .34.

 The interrater reliability was examined through intraclass correlation coefficients (ICCs) 

using a two-way random effects model with consistency agreement. Fifteen interviews were 

analyzed for interrater reliability, and impressive ICCs were found for each scale: Risk of 

Dangerousness (ICC = .96), Sophistication-Maturity (ICC = .97), and Treatment Amenability 

(ICC = .97). These interrater reliability scores are higher than reported by Salekin (2004). Of 

particular interest is the high interrater reliability of the Sophistication-Maturity scale. Studies 

summarized in the test manual reported ICCs ranging from .73 to .82 for the Sophistication-

Maturity scale; whereas this study had a robust ICC of .97.  

 The SEM was calculated using the inter-rater reliabilities and results were significantly 

better than in the development of the RSTI (Salekin, 2004). Compared to the SEMs of 4.58 to 

4.90 reported in the manual, results from this study found SEMs that ranged from .62 to .91. 

Therefore a true score would lay between ± 1.24 to 1.81 points within a 95% confidence interval, 

which is a great improvement of the 8 to 9 points within a 90% confidence interval that is 

reported in the RSTI manual.    

Clusters in the SOCS. Sutton (2000) criticized the SOCS for its inability to place 

participants into a particular stage of change based on scale or total scores. Currently, when 

researchers or clinicians (e.g., Migneault, Pallonen, & Velicer, 1997; Prochaska, Norcross, & 

DiClemente, 1994) need to conceptualize individuals in a single stage, they typically use 

algorithms and ask participants a single question that will classify them into a stage (e.g., “Are 

you seriously thinking of quitting smoking in the next year?” DiClemente, Prochaska, & 
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Gibertini, 1985). However, the validity of algorithms has not been established with multi-

dimensional TTM measures, such as SOCS (Brug, 2005).  

A second method of understanding scores on the SOCS is through cluster analyses, a 

statistical method that classifies individuals into groups based on the homogeneity of their scores 

on the measure. Although this method provides useful information, it necessitates using a 

statistical program to score the measure. Additionally, based on the TTM theory, individuals 

should endorse items on the one scale that is consistent with their particular stage of change.    

As an attempt to rectify the scoring problem with the SOCS, the SOCS was administered 

in a different format in this study, as well as the traditional form. The SOCS consists of 32 items, 

8 items per factor (i.e., Precontemplation, Contemplation, Action, and Maintenance). One item 

from each factor was arranged together in eight groups; therefore, each factor was represented in 

one group, eight times (see Appendix G). Participants were instructed to select one item in each 

group that was the “Most like [them].” It was anticipated that participants would chose the items 

consistent with one stage. However, only 3% of participants endorsed all 8 items from one 

category, and only 39% endorsed more than one half of the items in one category. Therefore, no 

further analyses were conducted with this scoring.  

 In order to gain some understanding of the participants’ stages of change during Time 1 

and Time 2, the traditional method of a cluster analysis was performed to identify relatively 

homogeneous groups of individuals, based on their SOCS scores. Similar to past research (e.g., 

Jordan, 2004; Levesque et al., 2000), a four-cluster solution accounted for all participants. A chi-

square analysis indicated no significant differences between the clusters and demographic 

variables, χ² (6) = 8.16, p = .23, indicating ethnicity did not vary significantly between each 

cluster.  
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 Three of the four clusters that emerged in the current study were similar to clusters found 

in Jordan (2004); therefore, the name of these cluster remained the same (i.e., Precontemplative, 

Ambivalent, and Action). However, the second most advanced cluster was slightly different than 

the Contemplative cluster found in Jordan (2004). Specifically, in the current study, this cluster’s 

scores were lower on the Contemplation scale than found in Jordan (2004). In fact, the cluster in 

the current study was similar to the Immotive cluster found in research with adult batterers 

(Levesque et al., 2000). Thus, this cluster in the current study was named the Immotive cluster.  

 Each cluster is described below in an order that appears to represent a progression from 

the least to most advanced in the change sequence (see Figures 1 through 4 below and Appendix 

I). Mean scores on the SOCS scales for the four clusters that emerged at Time 1 and Time 2 are 

presented in Table 32 in Appendix H. The differences in scores on the SOCS within the clusters 

are presented in Table 33.  
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                           Time 1                                                         Time 2 

                               

      P            C              A             M      P             C           A             M              

Figure 1. SOCS scores for the precontemplation cluster at Time 1 and Time 2.  

1. Precontemplation Cluster. At both Time 1 and Time 2 five adolescents (5% of sample) 

were included in this cluster. Three of the five adolescents remained in this cluster from Time 

1 to Time 2, while two adolescents progressed to more advanced clusters.  

Participants in the Precontemplation Cluster scored significantly higher on the 

Precontemplation scale than on the Contemplation, Action, and Maintenance scales during 

both T1 and T2 (see Figure 1 and Table 33). Participants in this cluster do not see themselves 

as having a problem that needs to be changed. Though statistical analyses were not 

conducted with cluster scores, results from multinominal logistic regressions support the 

notion that precontemplative youth do not progress in treatment (refer to Table 12 and 15).  
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Time 1                       Time 2 

          

      PC             C               A            M                         PC           C              A             M 

Figure 2. SOCS scores for the ambivalent cluster at Time 1 and Time 2. 

2. Ambivalent Cluster. This cluster is composed of 11 individuals at Time 1 and 27 

individuals at Time 2. Of the participants who were in the Ambivalent Cluster at Time 1, 2 

participants (18%) remained in the cluster, 6 participants (55%) progressed to more advanced 

clusters, and 1 participant (9%) regressed to the Precontemplative Cluster. Additionally, two 

participants (18%) were released prior to Time 2.  

 Although participants in this cluster scored significantly higher on the Precontemplation 

scale than all other scales, Precontemplation scores were lower than participants’ in the 

Precontemplative Cluster (See Figure 2 and Table 33). Overall, participants in the Ambivalant 

Cluster appear to be more open to change than participants in the Precontemplative Cluster; 

however, they will likely remain status quo unless they commit to change.   
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                       Time 1                                   Time 2 

                    

      PC           C                 A           M                                   PC            C               A            M 

Figure 3.  SOCS scores for the immotive cluster at Time 1 and Time 2. 

3. Immotive Cluster.   Thirty-nine individuals represent this cluster at Time 1 and 27 

participants represented this cluster at Time 2. Of the participants who were in the Immotive 

Cluster at Time 1, 9 participants (23%) remained in this cluster, 1 participant (3%) progressed to 

the Action Cluster, and 23 participants (59%) regressed to less advanced clusters. Additionally 2 

participants (5%) were released into the community prior to Time 2, and four participants (10%) 

could not be interviewed due to behavior problems.   

 During Time 1, participants scored significantly higher on the Precontemplation scale 

than the Contemplation, Action, and Maintenance scales. However, during Time 2, participants 

scored significantly higher on the Contemplation and Action scale compared to the Maintenance 

scale (see Figure 3 and Table 33). Theoretically, this cluster represents a transitional stage in 

which individuals are beginning to contemplate change and take action, more so than in the 

Ambivalent cluster. However, they still appear somewhat stuck, and are unlikely to make 

significant progress in treatment until their motivation improves. In contrast to TTM theory, the 

current findings suggest that these participants are more likely to regress than remain in this 

cluster. Thus, it appears a critical decision-making point occurs within the Ambivalent and 
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Immotive clusters, as illustrated by individuals moving back and forth between these clusters. It 

appears that individuals in the Ambivalent and Immotive clusters are having difficulty 

committing to change.   

 Time 1      Time 2               

                   

     PC            C       A              M       PC             C               A            M 

Figure 4. SOCS scores for the action cluster at Time 1 and Time 2. 

4. Action Cluster. Forty-five participants were in this cluster at Time 1, which decreased 

alarmingly to a low of 28 participants during Time 2. Of the participants who were in the Action 

Cluster at Time 1, 22 participants (49%) remained in this cluster and 18 participants (40%) 

regressed to less advanced clusters. Additionally, 2 participants (4%) were released into the 

community prior to Time 2, 2 participants (4%) could not be interviewed due to behavior 

problems, and 1 participant (2%) did not complete the SOCS.   

  Scores for this cluster are virtually the same for Time 1 and Time 2 (see Figure 4 and 

Table 33). Specifically, participants in this cluster scored significantly lower on the 

Precontemplation scale than on the Contemplation, Action, and Maintenance scales. According 

to the TTM, these participants are thinking about the benefits of changing, actively working on 

(or maintaining) ending criminal behaviors, and are acutely aware of the potential for change. 

Although statistical analyses were not performed using cluster scores, interesting findings from 
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multinomial logistic regressions suggest action scores did not predict treatment success or failure 

(refer to Tables 12 and 15). Additionally, current results indicate that, while endorsing higher 

scores on the Action and Maintenance scales, a significant amount of participants (i.e. 40%) 

regressed to the less advanced clusters. One possible explanation for the regression of a large 

amount of participants is that the items on the Action and Maintenance scores are either not 

accurately assessing individuals’ behavior, or individuals cannot sustain their changed behavior 

for a longer duration of time (e.g., 3 months) without further interventions.  

 Table 33 

Differences in Scores on the SOCS Within Clusters 

  Precontemplative Cluster Ambivalant Cluster 

SOCS Scales  Time 1  Time 2 Time 1  Time 2 

  F p F p  F p  F p 

PC & C  291.36 .001  12.96   .02 24.32  .001  61.73 .001 

PC &  A    33.31  .004  22.02  .009 24.85  .001  54.57 .001 

PC &  M  294.22  .001  23.55  .008 37.54 .001  23.47 .001 

C & A      1.27 .32      .02 .91    1.77   .21      .07   .78 

C & M        .35 .59      .44 .54      .13 .73  30.71  .001 

A & M      1.38 .31     1.99 .23       .89 .37  16.85  .001 

 
Table 33 continues 
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Table 33 continued 
  Immotive Cluster Action Cluster 

  Time 1  Time 2 Time 1  Time 2 

SOCS scales  F p  F p F p  F p 

PC & C  23.59 .001  2.38 .14 219.58  .001  128.00  .001 

PC &  A  30.07 .001  3.67 .06 217.23  .001    97.82  .001 

PC &  M  24.38 .001  3.98 .06 157.31  .001  141.33  .001 

C & A       .44   .51    .26 .61       .24 .63        .05 .83 

C & M       .78 .38  14.69 .001    1.16 .29        .31  .58 

A & M       .08 .78  13.72 .001      .49 .49        .13  .72 

Note. SOCS = Stages of Change Scale; PC = Precontemplation; C = Contemplation; A = Action; 

M = Maintenance  

 Differences across the SOCS clusters and the DBS-AO were examined using MANOVAs 

in which the dependent variables were the two Pros factors (Pros-self, Pros-others) and the Cons 

factor. Consistent with previous research on the DBS-AO (Jordan, 2004), the MANOVA 

resulted in a significant difference among the SOCS clusters at Time 1 (p < .001) and Time 2 (p 

< .001). For both Time 1 and Time 2, results from a Tukey’s HSD post hoc test confirmed the 

past TTM research (e.g., Jordan, 2004; Levesque et al., 2000; Migneault, 1997) in that the Cons 

scale is higher in the earlier stages of change and the Pros scales are higher in the latter stages of 

change. Figures 1 and 2 in Appendix J illustrates these findings.  
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CHAPTER 4 

DISCUSSION 

An estimated 92,000 juvenile offenders were detained in residential placement facilities 

in 2003 (OJJDP, 2006). Although juvenile arrests have continued to decline since 1995, recent 

statistics estimate 15% of male arrests and 16% of female arrests for violent crime involved a 

person under 18 years of age in 2003. The high rate of crime among juvenile offenders has 

become a primary public health concern, as research has clearly demonstrated the life-persistent 

pathway for conduct-disordered youth that can lead to adult criminality (e.g., Gelhorn, Sakai & 

Price, 2007; Loeber, Green, & Lahey, 2003; Washburn, Romero, Welty, Abram, & Teplin, 

2007). If trends continue, statisticians estimate 1 of every 15 adult persons will eventually serve 

time in a prison during their lifetime (OJJDP, 2005). 

Since the mid-1900s, public policy makers, researchers, and practitioners have struggled 

with the most effective approach to address juvenile offending. Prior to the 1970s, the primary 

objective for juvenile offenders was rehabilitation. However, as noted by Palmer (1975, 1992), 

most treatment programs were not tailored to address the unique characteristics of juvenile 

offenders and primarily focused on psychoanalysis and improving self-esteem. Not detecting an 

appreciable decrease in juvenile offending, sociological researchers and policy makers, in the 

mid-1970s, expressed their skepticism and requested that research be conducted on treatment 

effectiveness. This research led to the infamous findings of Martinson and colleagues (1975, p. 

49) that “rehabilitative efforts” thus far have had “no appreciable effect on recidivism.”  Despite 

the response of several researchers (e.g., Gendreau & Ross, 1979; Palmer, 1975, 1992) that 

challenged the methodology of Martinson’s research, the attention of administrators and the 

public at large turned primarily toward deterrence policies.
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For the past two decades, the controversy between the effectiveness of rehabilitation 

versus deterrence for juvenile offenders has continued. As the crime rates for juvenile offenders 

peaked between 1988 and 1994, sentencing options for juveniles became more severe. By 1994, 

an estimated 12,100 juvenile cases were waived into adult court through judicial waivers 

(Puzzanchera, 2003). Specifically, judges were given the discretion to transfer adolescent 

offenders into adult court, based primarily on offenders’ age, severity of crime, and amenability 

to treatment. The trend for stricter sentences for juvenile offenders continues, as most states have 

passed legislation whereby juveniles are automatically waived into the adult court system at the 

time of the arrest, and the initial discretionary power of juvenile judges has been removed 

(Myers, 2003).  

As public policy officials strived to implement the most effective deterrent programs to 

decrease juvenile offending, clinical researchers focused their attention toward improving 

treatment programs for adolescent offenders. Since the mid-1970s, researchers have learned 

more about how adolescent offenders differ in their treatment needs compared to their peers who 

do not engage in criminal behaviors. For example, research (e.g., Gendreau et al., 1996; Grietens 

& Hellinckx, 2004; Lipsey & Wilson, 1998) has clearly established treatment programs that are 

tailored to address aggressive behaviors, antisocial attitudes, and criminality, are more effective 

with juvenile offenders than general psychotherapy. Additionally, a multi-systemic approach that 

intervenes in multiple areas of youths’ lives (e.g., family, peers, and school) has been 

demonstrated to be more effective for adolescent offenders than any other treatment modality 

(e.g., Henggeler et al., 1992, 1993; Tate et al., 1995).  Research has also recently determined that 

serious offenders benefit from more intense levels of treatment (frequency and duration) than 

lower-risk and non-offending adolescents (Andrews & Kiessling, 1980; Caldwell et al., 2006, 
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Grietens & Hellinckx, 2004; Salekin, 2002). This finding is potentially relevant to high-risk 

juvenile offenders, whose transfer to adult facilities eliminates opportunities to participate in 

most treatment programs.    

While the development of effective interventions for adolescent offenders is paramount, 

youths must be motivated to engage in the treatment process before any success can be achieved. 

Only in the past two decades have researchers begun to examine the role of treatment 

amenability in successful interventions with youthful offenders (Andrews, 1995; Kazdin, 1995, 

2000a, 2000c; 2005; Lipsey & Wilson, 1998; Salekin et al., 2001). Treatment amenability is 

particularly important with regard to youthful offenders because, as demonstrated in Jordan 

(2004) and the present study, many youths do not initially perceive their criminal behaviors as 

problematic and believe treatment is unnecessary. Of equal importance, youthful offenders 

obtain benefits from engaging in crime, which makes them less motivated to end their criminal 

behaviors. For example, youths frequently engage in crime for social benefits, including feeling 

accepted and respected by their peers. They also obtain personal gains, such as getting money 

quickly and experiencing a sense of excitement (Jordan, 2004).  

Traditional treatment interventions do not address the reality that many youths are not 

only reluctant to stop engaging in criminal behaviors, but that they receive benefits from crime. 

In contrast, the core principle of the TTM acknowledges that change occurs in stages, and it is 

essential that treatment is tailored to address individuals’ particular stage of change. Therefore, 

in accordance to TTM research, most interventions for adolescent offenders need be aimed at 

increasing youths’ awareness that criminal behaviors are problematic and discussing both the 

positive and negative consequences of crime.   



 

 107

The present study attempts to further the development of effective treatment interventions 

for adolescent offenders by investigating the relationship between the TTM and characteristics of 

youthful offenders (i.e., dangerousness, sophistication-maturity, social desirability) with 

treatment progress. This chapter discusses factors that were predictive of treatment progress and 

implications for clinical practice in light of the current findings.   

Predictors of Treatment for Adolescent Offenders 

Transtheoretical Model 

Decades of psychotherapy research suggests that treatment outcome may be more related 

to clients’ motivation to engage in therapy than the particular type of psychological intervention 

utilized in treatment (e.g., Eckhardt et al., in press; Prochaska, 1978).  Prochaska and colleagues 

(e.g., Prochaska et al., 1992) recognized that individuals do not enter treatment in a uniform state 

of readiness to change and have described five stages that individuals may encounter while 

implementing change. Specifically, TTM researchers propose that individuals may enter 

treatment (a) without acknowledging their behaviors are problematic (i.e., Precontemplation), (b) 

ambivalent toward changing their behaviors (i.e., Contemplation), (c) committed to changing 

their behaviors (i.e., Action), and (d) interested in maintaining newly acquired behaviors (i.e., 

Maintenance).  TTM research argues that individuals in each stage benefit from treatment 

interventions that are tailored to their level of readiness to change. It concludes one-size-fits-all 

interventions, which dominate most treatment programs, are ineffective.   

Traditionally, TTM research has been primarily applied to health psychology and 

substance abuse. However, in the past decade, forensic researchers have identified the potential 

value of TTM concepts in the application of treatment for offenders. The catalyst that appeared 

to launch domestic violence researchers’ interest in TTM was the consistent finding of negligible 
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to small treatment effect sizes for treatment programs for batterers (e.g., Hamberger & Hastings, 

1991; Levesque, 1999; Levesque et al., 2000; Rosenfeld, 1992; Tolman & Bennett, 1990). Some 

researchers (e.g., Healey, Smith, & O’Sullivan, 1998; Holzworth-Munroe & Stuart, 1994) 

suggested treatment may become more effective if interventions were tailored to batterers’ 

particular subtypes (e.g., Family Only, Dysphoric/Borderline, and Generally Violent). However, 

other researchers (e.g., Eckhardt et al., in press; Leveseque et al., 2000) turned toward TTM 

research and proposed that treatment effectiveness may only improve if interventions were 

tailored to match offenders’ level of readiness for change.    

Forensic researchers appear to be primarily attracted to the TTM because of its 

acknowledgement that some individuals are not ready to participate in treatment. And, instead of 

labeling these individuals as untreatable, the TTM proposes they may simply benefit from non-

traditional interventions aimed at increasing their amenability to treatment. Unlike traditional 

TTM research focused on health-related behaviors (e.g., Prochaska et al., 1992), offenders 

disproportionately fall within the early stages of change. Specifically, researchers (e.g., Eckhardt 

et al., in press; Laforge, Velicer, Richmond, & Own, 1999; Levesque et al., 2000) have 

consistently found that the majority of male batterers are in the initial stages of change. Results 

from Jordan (2004) and the present study also found the majority of adolescent offenders fell 

within the Precontemplative or Contemplative stages of change.  

The present longitudinal study expanded upon the current literature by revealing that, not 

only were most adolescent offenders in the early stages of change, but that Precontemplation and 

Contemplation scales were significant negative predictors of treatment success. Specifically, 

offenders who did not consider their criminal behaviors as problematic remained in the early 
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phases of treatment. In contrast, offenders who progressed to the highest level of treatment 

acknowledged they wanted to stop engaging in crime.  

While the present findings appear to support most TTM research, one critical relationship 

was not found; the Action stage did not predict treatment success. One explanation may be 

related to the differences in methodology or statistical procedures between the present study and 

most TTM studies. For example, most TTM research that has established the predictive 

relationship between the stages of change and treatment progress has primarily relied on cross-

sectional studies, or longitudinal studies that have utilized algorithms and multivariate analyses 

(e.g., MANOVAs).  Prochaska and colleagues (1992) performed the one known longitudinal 

study that performed a stepwise regression on the SOCS.  However, in direct contrast to the 

present study, Prochaska found only the Action stage significantly predicted treatment outcome. 

One large difference between the Prochaska and present study is that Prochaska defined 

treatment outcome as enhanced attendance. This definition sets a minimal standard, which is 

arguably too low for applications to the juvenile justice population. In contrast, all participants in 

the present study were mandated to attend treatment, and successful treatment outcome was 

stringently defined as the progression to the highest level of treatment in the Resocialization 

Program.  

Utilizing a stringent outcome measure, such as the advancement to the highest level of 

treatment, may have impacted the anticipated relationship between treatment success and scores 

on the Action scale. However, findings from the current study also indicated that 49% of 

individuals within the Action Cluster regressed to less advanced clusters within the three-month 

time period. One plausible explanation for this finding is that youthful offenders, who endorse 

Action items, are not responding in a manner congruent with their behaviors. For example, 
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although they may state they are actively changing their behaviors, they may be continuing to 

engage in negative behaviors. Alternatively, it may be that youthful offenders are trying to end 

their behaviors, but they cannot sustain new, prosocial behaviors for a substantial amount of time 

(i.e., longer than 3 months). Though it is important to acknowledge differences between previous 

and current TTM research regarding the Action and Maintenance stages, these differences do not 

invalidate the important conclusions from the present study that relate to the Precontemplation 

and Contemplation stages of change. Specifically, interventions that target adolescent offenders’ 

ambivalence or reluctance to stop engaging in crime are likely essential for effective treatment.   

The predictive relationship between the early stages of change (i.e., Precontemplation and 

Contemplation) and lack of treatment progress was anticipated and congruent with TTM 

literature. However, an unexpected finding in the present study was that Maintenance was also 

predictive of no treatment progress. TTM (e.g., Prochaska et al., 1992) defines the Maintenance 

stage as having sustained a target behavior for at least six months. TTM research has found 

individuals in the Maintenance stage are in the advanced level of treatment (e.g., Jordan & Nigg, 

2002; Velicer et al., 1985), experience the most symptom relief (e.g., Rochlen, Rude, & Baron, 

2005), and have little temptation for relapse (e.g., Prochaska & DiClemente, 1984). Thus, it is 

incompatible with TTM for individuals in the Maintenance stage to remain in the initial levels of 

treatment. One explanation for this contrary finding relates to the difference in staging 

classifications between this study and most TTM research. In many TTM studies, individuals are 

classified in the Maintenance stage through an algorithm that clearly states whether the 

individuals simply report that they have sustained a new behavior for a six-month time period. In 

contrast, Maintenance in the present study was determined by scores on the SOCS, whereby 

items do not indicate the six-month time period. Several researchers (e.g., Jordan, 2004; 
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Migneault, Adams, & Read, 2005; Sutton, 2001) have expressed the difficulty of comparing 

TTM studies that utilize different staging classifications. However, an examination of the SOCS 

items on the Maintenance scale provides some insight into the present finding. For example, one 

plausible explanation for the current anomalous finding is that offenders, in the early levels of 

treatment, endorsed Maintenance items, in part, due to their inaccurate beliefs that they have 

already achieved success; they believe they have made the necessary changes and only need to 

maintain them. All items on the Maintenance scale are consistent with this belief system (e.g., “It 

is frustrating, but I feel I might be having a recurrence of a problem I thought I had resolved.”). 

Another possible reason offenders endorsed Maintenance items was because they genuinely have 

stopped engaging in a particular criminal behavior at some point in their life. It was not 

uncommon for participants to make comments during their interview such as, “I tried to stop 

[doing crime] before, but this time, I mean it.”  

In conclusion, the Stages of Change enhances our understanding of the process 

adolescent offenders undergo in treatment for criminality. Specifically, one of the largest 

obstacles for treatment facilitators appears to be helping offenders work through their 

ambivalence toward ending criminal behaviors and commit to engaging in prosocial behaviors.   

Decisional Balance 

The Decisional Balance (e.g., Janis & Mann, 1959; Velicer et al., 1985) is an integral 

component of the TTM because it evaluates individuals’ ambivalence toward change. The 

underlying tenets of the Decisional Balance indicate individuals receive positive and negative 

benefits from most behaviors. Therefore, individuals who have difficulty disengaging from 

negative behaviors are most likely placing a higher importance on the positive benefits than the 

negative consequences they receive from the particular behavior.   
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While the Stages of Change and the Decisional Balance each offer unique perspectives 

into the human change process, it is the combination of the two concepts that provides clinical 

utility to the TTM. The relationship between the DBS and SOCS has been well established in 

non-offender populations (e.g., DiClemente & Prochaska, 1982; Prochaska et al., 1994; 

Prochaska, Velicer, Guadagnoli, Rossi, & DiClemente, 1991) and suggests individuals only 

progress in treatment when they place a higher importance on the positive consequences of 

change than the negative benefits of maintaining the behavior. For example, in smoking 

cessation longitudinal research (Etter & Perneger, 1999; Schumann et al., 2005; Velicer, 

Norman, Fava, & Prochaska, 1999) individuals who successfully stop smoking focus more on 

positive consequences such as decreasing their risk for cancer. Additionally, Brogan and 

colleagues (1999) found that therapy clients who terminated appropriately from therapy valued 

the benefits of changed behavior, self-approval, and that terminating from therapy would not 

negative affect others. Conversely, clients who terminated treatment inappropriately did not 

value on the negative effects it may have on those who care about them.  

With the exception of this author, Levesque (1999) is the only known study that has 

evaluated the relationship between the SOCS and a DBS with an offender population. In a cross-

sectional study, Levesque replicated the established pattern found in traditional TTM research. 

Specifically, male batterers in the latter stages of change placed a significantly higher importance 

on the benefits of ending partner violence (e.g., importance of their children) than offenders in 

the earlier stages. Jordan (2004) and the present study also established that adolescent offenders 

are more focused on the negative benefits of crime (e.g., monetary gain) while in the early stages 

of change. As they become more amenable to change, they place more consideration on the 

positive benefits of prosocial behaviors (e.g., no incarceration and being with family).  
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Relatively absent from the general TTM literature are longitudinal studies that examine the 

predictive relationship between the Decisional Balance and treatment success. Two studies (i.e., 

Hagler et al., 2007; Havas, Anliker, & Greenberg, 2003) evaluated the predictive relationship 

between Decisional Balance and dietary changes. As with the present findings, results found a 

significant predictive relationship between the negative consequences of behaviors (i.e., Cons) 

and treatment outcome. Specifically, individuals improved their behaviors when the negative 

consequences (e.g., food was too expensive or not tasteful) became less important to them. The 

present study suggests that adolescent offenders also progress in treatment only when they begin 

to place less value on the negative benefits of criminal behavior (e.g., financial gain and respect 

from delinquent peers).   

Although TTM research (e.g., Velicer et al., 1985, 1999) indicates valuing the positive 

benefits of a new behavior is essential to obtain behavior change, the few studies investigating 

the predictive relationship between the Pros and Cons with treatment outcome do not necessarily 

support this claim. Instead, it seems the most important factor in adapting new behaviors is 

learning to de-value negative benefits from maladaptive behaviors. However, placing less 

importance on the negative benefits may simultaneously result in a greater valuing the positive 

consequences of change. The present study supports this reciprocal relationship. Specifically, 

although Cons are a significant predictor of treatment success, a moderate effect size indicated 

youths who valued the positive consequences of ending criminal behavior (e.g., self-respect and 

not being arrested) also progressed in treatment compared to individuals who did not value these 

positive consequences. 
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Treatment Amenability 

 With the exception of TTM research, surprisingly little research has systematically 

investigated the construct of treatment amenability on an adolescent population. Most of our 

current knowledge has been extrapolated from adult clinical research. The PICO Project (Adams, 

1970) is the single known empirical study that explored the relationship between amenability and 

treatment outcome for adolescent offenders.  Results indicated treatment amenability is related to 

lower recidivism rates. Though researchers (e.g., Adams, 1970; Grisso, Tomkins, & Casey, 

1988; Salekin et al., 2001) suggest amenable youths are insightful, empathetic, motivated to 

change, and aware of their problems, no empirical research is available to support these 

suppositions. 

 Only one published study (i.e., Lestico & Salekin 2003) and the present study have 

evaluated treatment amenability through a semi-structured interview, and investigated its 

relationship with an adolescent offender treatment program. Current results found treatment 

amenability was a significant predictor of complying with institutional rules, which was one of 

two treatment components of the Resocialization Program (i.e., Behavioral Component). These 

results were generally consistent with Lestico and Salekin such that amenable youths 

demonstrated a positive, respectful attitude toward staff and did not engage in disruptive 

behaviors.  

 One unexpected finding in the present study was that treatment amenability was not a 

significant predictor of youths’ success in psychoeducational groups (i.e., Correctional 

Component). Present findings suggest that, while treatment amenability is important, it is not a 

sufficient factor for effective treatment. As discussed in the following section, sophistication-
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maturity appears to be a more essential factor for successful completion of treatment for 

adolescent offenders than treatment amenability. 

Sophistication – Maturity Construct 

Sophistication-maturity has become an increasingly important construct in relation to 

adolescent offender treatment, in part, due to its applicability for judicial waivers to adult court. 

While the juvenile justice system perceives sophistication as an aggravating factor to transfer 

youths to adult court, previous research (Garfield, 1994; Salekin, 2004; Weis et al., 1995) and the 

present study suggest that higher levels of sophistication are predictive of treatment progress. 

Garfield (1994) indicated juveniles who benefit the most from treatment have high cognitive 

skills, the ability to regulate emotions, and a clearer sense of identity. Similarly, Weis and 

colleagues (1994) believed adolescents benefited more from psychotherapy than children 

because they demonstrated advanced cognitive abilities, such as abstract thinking. On the other 

hand, higher levels of maturity might be indicative of more advanced and more sophisticated 

criminal conduct that may or may not be particularly malleable or amenable to treatment 

(Salekin, 2004).  

One positive treatment implication of sophistication-maturity is related to the underlying 

concept of the decisional balance. Specifically, more sophisticated youths have the capacity to 

make mature decisions based on understanding potential risks (e.g., Alexander et al., 1990; 

Cauffman & Steinberg, 2000; Rotheram-Borus & Koopman, 1990). The present study suggests 

more sophisticated youths consider both the positive and negative consequences of criminal 

behavior, and in turn, have better treatment success. Cauffman and Steinberg (2000) indicate 

adolescents make decisions based on their level of capability, and not simply their priorities. 

Specifically, they propose adolescents make decisions based on their level of psychosocial level 
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of maturity that includes a sense of responsibility, and ability to consider various viewpoints, and 

capacity to evaluate situations before reacting to them.  

An alternative explanation to the positive relationship between sophistication and better 

decision-making abilities is that unsophisticated youths are more motivated to obtain the negative 

benefits of crime than more sophisticated youth. Some researchers (Alexander, et al., 1990; 

Rotheram-Borus & Koopman, 1990) argue decision-making is related more to motivation than 

cognitive capabilities. Specifically, adolescents are aware of the risks they take and increasing 

their awareness of risks does not necessarily impact their decisions. Furby and Beyth-Marom 

(1992) suggest younger adolescents exhibit a personal fable, which permits them to deny 

potential risks (e.g., arrest, and prison), or that the potential benefits (e.g., money and respect) 

outweigh the potential costs. Therefore, it may be that unsophisticated youth in the current study 

exhibit a personal fable. They do not believe they will experience negative consequences for 

their behavior (e.g., return to prison), or they are too focused on obtaining negative benefits of 

crime. 

 Physiological research (e.g., Modecki, 2008; Caufmann & Sternberg, 2000) provides 

some evidence that age affects adolescents’ level of capability to make mature decisions. For 

example, Davies and Rose (1999) proposed that the pre-frontal cortex and frontal lobe may not 

reach full maturation until the early twenties, and adolescents tend to rely partly on the basal 

ganglia for decision processing. As a result, adolescents are more likely to make decisions based 

on emotion. Recent research lends some support to this theory. For example, Modecki (2008) 

found that, compared to college students and adults, adolescents were more willing to engage in 

antisocial behaviors even when they knew negative consequences would definitely occur. The 

present study also found that older youths tended to be more sophisticated and mature, 
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considered the positive and negative consequences of their actions, and progressed further in 

treatment than their younger peers. Therefore, it may be that younger adolescents are less 

physiologically capable to consider negative consequences, and they tend to either underestimate 

consequences or over-emphasize the positive consequences.   

Dangerousness  

 Much debate exists among researchers (e.g., Gretton, McBride, Hare, O’Shaugnessy, & 

Kumka, 2001; Falkenbach, Poythress, & Heide,  2003; O’Neil, Lidz, & Heilbrun, 2003; Rogers, 

Jackson, Sewell, & Johansen, 2004; Salekin, 2002) with regard to the treatment amenability of 

youths that exhibit severe conduct disorder and traits of psychopathy. As suggested by Salekin 

(2002), clinical lore has led some researchers to believe that psychopathic traits are untreatable, 

without critical analysis of the current literature. In an impressive and thorough meta-analytic 

study, Salekin (2002) found encouraging results that indicated youths with psychopathic traits 

benefited from intensive treatment. Specifically, treatment had higher effect sizes when it 

included an average of four sessions of individual psychotherapy per week for at least one year 

and was augmented with group and family psychotherapy. In contrast, research that suggests 

higher-psychopathic individuals are not amenable to treatment has been primarily conducted in 

outpatient settings (e.g., O’Neil et al., 2003) and therapeutic communities (e.g., Ogloff, Wong, & 

Greenwood, 1990), which do not provide the intense (frequency and duration) level of treatment 

or staff involvement that has been demonstrated to be effective with psychopathic individuals 

(Caldwell, Skeem, Salekin, & Van Raybroek, 2006; Salekin, 2002).  

Research conducted in intensive, inpatient settings provides more optimistic results for 

severe conduct disordered youth. For example, Rogers and colleagues (2004) examined a sample 

of adolescent offenders in an inpatient substance abuse treatment program and found 
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polysubstance abuse was a stronger predictor for treatment problems than psychopathic traits. In 

fact, one-fourth of the adolescents experienced a substantial decrease in psychopathic 

characteristics over the course of treatment. Additionally, the present study found that the risks 

of dangerousness (i.e., psychopathic traits) did not predict success or failure in a residential 

treatment program. This finding suggests that psychopathic traits are not, as typically perceived, 

the significant barrier to treatment for youthful offenders, given that they receive a sufficient 

amount of treatment.  

In addition to providing an adequate treatment setting, Rogers and colleagues (2004) 

suggest adolescents with psychopathic traits may benefit from treatment programs that target 

specific psychopathic characteristics. In a meta-analysis, Salekin (2002) found interventions that 

were most effective with psychopathic individuals included rational therapy, action-oriented 

therapies, fixed-role therapy, and psychodrama. However, to date, no published study has 

tailored these interventions to target psychopathic features. Very preliminary research conducted 

by Norlander (2008) found at-risk youths who completed a Cognitive Behavioral Therapy (CBT) 

program targeting psychopathic traits exhibited a small, but meaningful, decrease in psychopathy 

scores.  

Caldwell and colleagues (2006) examined a treatment program at the Mendota Juvenile 

Treatment Center (MJTC) in Madison, Wisconsin which has incorporated many of the above 

recommended treatment components into their program. Most notably, the MJTC gives 

sufficient doses of treatment (Gretton et al., 2001; Salekin, 2002; Skeem, Poythress, Edens, 

Lilienfeld, & Cale, 2003) to high-risk offenders, which includes weekly individual therapy 

sessions, family therapy, group psychotherapy, and many opportunities for staff one-on-one 

interactions. Preliminary results were promising in that youth who exhibited psychopathic traits 
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demonstrated lower rates of serious recidivism (e.g., homicide) and were 2.7 times less likely to 

become violent in the community than youths who did not participate in the intensive treatment 

program.  The Resocialization Program differs from the treatment program at MJTC in three 

important ways, which may relate to youths’ treatment progress: (a) most treatment providers do 

not have advanced training, (b) youths are not receiving adequate doses of treatment, and (c) 

treatment does not involve a multisystemic approach. Thus, the TYC program may become even 

more effective with the augmentation of the above factors.    

 In conclusion, findings from the present study provide some optimism that psychopathic 

traits in youthful offenders are not predictive of treatment failure. Some researchers (e.g., Frick, 

1998, 2002; Lykken, 1995; Lynam, 1996) have conceptualized the etiology of psychopathy as 

beginning with a predisposition, and that targeting psychopathic characteristics at a young age is 

essential. Therefore, continued efforts are needed to investigate which treatment modalities will 

effectively reduce criminality in severe conduct disordered youth.  

Social Desirability 

Forensic clinicians and researchers (e.g., Hemphill & Howell, 2000; Jordan, 2004) have 

primarily utilized social desirability measures, such as the PDS (Paulhus, 1984), to evaluate 

whether individuals respond to self-report questionnaires in an honest manner (Salekin, 2000). 

The tendency to engage in social desirability is heightened in legal settings, where there is more 

potential for secondary gain (Rogers, Salekin, Sewell, Goldstein, & Leonard, 1999). However, 

over the past decade, researchers (e.g., Detrick & Chibnall, 2008; Paulhus, 2002; Paulhus & 

Johns, 1998) have broadened the conceptualization of social desirability and suggest personality 

traits are related to particular response styles. For example, factor analyses (Paulhus & John, 

1998; Yik, Bond, & Paulhus, 1998) revealed that impression management, the denial of having 
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common faults, was associated with agreeableness, dutifulness, and nurturance. In contrast, self 

deception, an exaggeration of one’s abilities, was related to extraversion, dominance, and 

openness. Paulhus and colleagues (1998, 2002) propose individuals who engage in impression 

management attempt to be perceived as saintly and in compliance with all social norms and 

regulations. Conversely, individuals who engage in self-deception want to be envisioned as 

superheroes and tend to exaggerate their fearlessness, intellect, and emotional stability.  

Most PDS research on offender populations (e.g., Dutton & Hemphill, 1992; Kroner & 

Weekes, 1996; Mills & Kroner, 2005; Mills, Loza, & Kroner, 2003) has found a significant and 

negative relationship between impression management and criminal behavior. For example, adult 

offenders who evidenced high scores (1 standard deviation or more above the mean) on the IM 

scale of the PDS, reported less antisocial attitudes (Mills & Kroner, 2006) and had lower 

recidivism rates (Mills et al., 2003) then the remainder of the sample. Mills and Kroner (2005) 

assert these findings are inconsistent with the expectation that offenders attempt to present 

themselves in a more favorable light. They describe the negative relationship between antisocial 

behavior and impression management as “troublesome” because there is “no theoretical reason 

for criminal risk to be as strongly (if at all) related to impression management” (p. 77), and if a 

relationship did exist, it would presumably be positive. One plausible explanation for their 

findings is that impression management may be more related to personality traits than context. 

For example, in accordance with Paulhus (2002), offenders who engage in impression 

management exhibit a need for approval and tend to be agreeable, and therefore, are less likely to 

engage in further criminal behaviors compared to offenders who do not exhibit these traits.  

Research (e.g., Kroner & Mills, 2005) on self-deception suggests a primarily non-

significant relationship with criminal recidivism. However, self-deception has been significantly 



 

 121

correlated with narcissism, high self-esteem (Paulhus, 1998, 2002), and grandiosity (Kroner & 

Weekes, 1996). Therefore, it appears that individuals endorse self-deception items for ego-

syntonic reasons, and they tend to genuinely believe they are responding in an honest manner. 

Previous research on adolescent offenders by Jordan (2004) and the present study lends 

some support to the notion that offenders engage in impression management or self-deception in 

accordance with their personality traits (e.g., Paulhus, 1998, 2002), and not solely on situational 

factors (e.g., incarceration). For instance, an interesting finding in the present study was that 

average levels of impression management and mildly elevated scores on the self-deception were 

both significant predictors of treatment success. However, each predictor was dependent on the 

manner in which treatment success was measured. Specifically, average levels of impression 

management were predictive of individuals being in the highest level of treatment for both 

components (i.e., Behavioral and Correctional) of the Resocialization Program. According to 

Paulhus (1998), individuals who exhibit an average level of impression management are not 

consciously dissimulating, yet are engaging in a normal level of impression management. Thus, 

the current results suggest youthful offenders who engage in an average amount of impression 

management are at a lower criminal risk, at least within the institution. They consistently 

adhered to institutional rules, and they were successful in psychoeducational groups. Thus, 

participants who exhibited an average level of impression management provided a positive self-

presentation in a more global manner than their responses on a questionnaire.  

In contrast, higher levels of self-deception (i.e., Slightly Above Average) was a 

significant predictor of group facilitators’ positive ratings of youths’ treatment participation. This 

finding suggests that, although youth who engaged in higher levels of self-deception did not 

progress in levels of treatment, they were favored by treatment facilitators. As indicated by past 
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research (e.g., Paulhus, 1998, 2002), self-deceptive individuals tend to be more confident, 

charming, and attempt to set themselves apart from others. Therefore, intuitively, it appears 

somewhat understandable that these individuals were more popular with treatment facilitators 

than the more agreeable, quiet participants. However, an important implication is that these more 

charming offenders are less likely to comply with treatment compared to other offenders.    

In conclusion, an alternative perspective to the troublesome negative relationship 

between impression management and criminality (e.g., Mills et al., 2003, Mills & Kroner, 2005, 

2006), is that exhibiting some impression management may be a mitigating, not an aggravating, 

factor for criminal risk. For example, in order to demonstrate impression management, offenders 

must (a) know how to respond in a socially desirable manner, and (b) care about the 

consequences, whether it is an internal (e.g., positive perception of others) or an external benefit 

(e.g., early release from prison). Conversely, offenders who engage in antisocial behaviors and 

do not advance in treatment may not be demonstrating impression management because they 

may not know how to do so, or they do not care. 

Another, but related, explanation of the positive relationship between social desirability 

and treatment progress is its association with the stages of change. Results from previous 

research (Jordan, 2004) and the current study suggest youths who do not progress in treatment 

tend to be in the Precontemplation stages of change. By definition (e.g., Prochaska & 

DiClemente, 1984, 1992) individuals in the Precontemplative stage do not believe their 

behaviors are problematic and do not engage in the treatment process. Therefore, it seems 

understandable that they would admit to engaging in socially undesirable behaviors because they 

do not consider the behaviors aversive and something that they should deny. 
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Summary of Predictors of Treatment for Adolescent Offenders 

The current study found several characteristics related to TTM, sophistication-maturity, 

treatment amenability, and social desirability that were predictive of treatment progress for 

adolescent offenders. In particular, youths who acknowledged their criminal behaviors were 

problematic and did not value the negative benefits of crime, progressed in both components of 

the Resocialization Program (i.e., Behavioral and Correctional components). Additionally, 

youthful offenders who engaged in impression management tended to progress to the advanced 

levels of both components of the Resocialization program. Two predictor variables that were 

unique to progress in the Behavioral component included treatment amenability and the 

contemplation of ending the criminal behavior (i.e., Contemplation stage). In contrast, high 

levels of sophistication-maturity were unique to predicting success in psychoeducational groups 

(i.e., Correctional component). These results have important ramifications for treatment 

programs for adolescent offenders, which is addressed in the section entitled, Clinical 

Implications.  

The secondary goal of the present study was to extend the validation process of the DBS-

AO and examine the psychometric properties found in Jordan (2004). The next section addresses 

the reliability, validity, and factor structure of the DBS-AO. 

Validation of the Psychometric Properties and Validity of the Decisional Balance Scale for 

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) 

indicates adolescent offenders who are perceived as amenable and receive treatment show 
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significantly lower recidivism rates. Conversely, treated adolescents who were considered non-

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

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

actively change the target behavior frequently leads to premature termination from 

psychotherapy. As a result, clients remain untreated, and treatment providers may even blame 

these clients 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, which 

will likely help them provide more effective treatment.  

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

psychometrically sound and valid assessment instrument needed to be developed (Begun, 

Murphy, & Bolt, 2003; Levesque et al., 2000). A substantial criticism of the TTM involves the 

frequency in which TTM instruments are simply adapted from previously validated measures 

(Joseph, Breslin, & Skinner, 1999; Sutton, 2000). Without extensive validation, researchers often 

revise the content of the items to fit the targeted behavior. Psychometric properties are rarely 

examined and measures are not validated on the intended population. Therefore, Jordan (2004) 

initiated the first step of measure development by creating the DBS-AO through (a) conducting 

protoypical analyses using the underlying theory of the DBS (e.g., Janis, 1959; Janis & Mann, 

1968, 1977), (b) facilitating focus groups of adolescents offenders and treatment staff to tailor 

the language of items, and (c) and administering items to a sample of adolescent offenders to 

examine its psychometric properties (e.g., reliability, construct validity, and factor structure). 

Results from Jordan (2004) indicated the DBS-AO was a psychometrically-sound measure. 
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However, the author suggested the DBS-AO needed further validation on an adolescent offender 

population to establish its clinical utility.  

Reliability of the DBS-AO 

Adequate reliability and validity is essential for an effective clinical instrument (AERA, 

APA, NCME, 1999; Clark & Watson, 1995; Devellis, 1991). According to Clark and Watson 

(1995), the ultimate goal of constructing a reliable, valid measure is obtaining good homogeneity 

between items comprising a single scale. Homogeneity indicates whether the scale items assess a 

single underlying factor or construct (Briggs & Cheek, 1986; Clark & Watson, 1995). Internal 

consistency is a necessary component of homogeneity, which is typically measured by interitem 

correlations and Chronbach alpha coefficients (DeVellis, 1991). Researchers recommend optimal 

interitem correlations fall within the range of .15 to .50 (Briggs & Cheek, 1986; Clark & Watson, 

1995), which suggests items are correlated to the extent of measuring one construct, but are not 

simply replicating one another. Interitem correlations for all scales of the DBS-AO fell well 

within the recommended range (.28 to .43), which indicates each scale is measuring a single 

construct. In addition, results from development of the DBS-AO (i.e., Jordan, 2004) and the 

present study found the robust alpha coefficients for the scales, ranging from .89 to .91. 

Contemporary researchers characterize a good reliability to fall within .60 and .70 (Clark & 

Watson, 1995); however, recommended levels include alpha coefficients from .80 to .90 

(Nunnally, 1978).  

In conclusion, present findings on the reliability of the DBS-AO scales are consistent 

with the development of DBS-AO (Jordan, 2004), which suggests the DBS-AO exhibits 

excellent reliability. While the reliability of a measure is important, Clark and Watson (1995) 
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assert the validity is critical. The construct validity of the DBS-AO is addressed in the next 

section.     

Construct Validity of the DBS-AO 

A critical difference between psychology and physical science is that psychological 

constructs cannot be measured by length or weight (Smith, 2005). Therefore, to investigate 

human behavior, clinical researchers are challenged with measuring hypothetical constructs that 

are frequently unobservable or tangible. Cronbach and Meehl (1955) argued that to accurately 

measure a psychological construct, its measurement must relate to measures of other constructs 

in a theoretically predictable manner. Thus, construct validity examines the theoretical and 

empirical relationships among similar (convergent) and dissimilar (discriminant) concepts 

(Rogers, 2001). Campbell and Fiske (1959) expounded on the concept of construct validity and 

emphasized the importance of measuring hypothetical constructs using different methods (the 

Multitrait, Multimethod [MTMM] Matrix).  

Overall, TTM research does not investigate its construct validity, per se. However, 

convergent validity of TTM measures has typically been demonstrated through the consistent 

relationship between the components of the TTM (i.e., stages of change, decisional balance, 

processes of change, self-efficacy, and temptation; see Prochaska & Norcross, 1994 for review).  

The present study evaluated the convergent and discriminant validity of the DBS-AO with the 

SOCS and RSTI (refer to Table 20 in Chapter 3).  

Results from the present study suggest very good convergent and discriminant validity 

between the DBS-AO and SOCS, and was consistent with TTM research (e.g., Levesque et al., 

2000; Migneault et al., 1997; Migneault, Velicer, Prochaska, & Stevenson, 1999; Prochaska, et 

al., 1994; Velicier et al., 1985). Specifically, convergent validity was demonstrated by the 
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following two relationships. First, youthful offenders who valued the negative benefits of 

criminality (i.e., Cons) tended not to perceive their criminal behaviors as problematic (i.e., 

Precontemplation). Secondly, individuals who value the positive consequences of ending 

criminal behaviors (Pros) tended to either consider ending their criminal behaviors (i.e., 

Contemplation), or were already engaging in change (Action, and Maintenance). Good 

discriminant validity was illustrated by the inverse of these relationships. Specifically, offenders 

who endorsed precontemplative attitudes were not focused on the positive consequences of 

change (Pros). Conversely, offenders who exhibited a readiness to end their criminal behaviors 

(Contemplation, Action, and Maintenance) did not tend to value the negative benefits of 

criminality (Cons).  

The RSTI was used to further investigate the convergent and discriminant validity of the 

DBS-AO with constructs outside of the TTM. RSTI factors that were indicative of treatment 

resistance were expected to correlate with the Cons scale, and factors that were indicators of 

treatment amenability were anticipated to correlate with the Pros scales. For example, 

dangerousness has been found to be predictive of aggression and violence (e.g., Forth et al., 

1990; Gretton, Hare, & Catchpole, 2004), which has poor treatment implications. Thus, the Risk 

of Dangerousness Scale was hypothesized to correlate with the Cons scale. Conversely, research 

on sophistication-maturity (e.g., Salekin, 2004) and treatment amenability (e.g., Lestico & 

Salekin, 2003) has indicated positive treatment implications. Therefore, these scales were 

anticipated to correlate with the Pros scales.  

Overall, the present study suggests good convergent and discriminant validity between 

the DBS-AO and RSTI. As expected, youthful offenders who appeared amenable to treatment 

(Treatment Amenability scale) tended to focus on the positive consequences of ending criminal 
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behavior (Pros), and did not consider the negative benefits of crime important (Cons). 

Conversely, youth with more psychopathic traits (Dangerousness scale) tended to place a high 

importance on the benefits of crime (Cons) and were not focused on the positive consequences of 

change (Pros). Also consistent with hypotheses, more sophisticated youthful offenders 

(Sophistication-Maturity scale) tended to de-value the negative benefits of crime (Cons). They 

also tended to value the positive consequences from disengaging from criminal behaviors that 

affected them (Pros-Self). However, they appeared less concerned about how the positive impact 

of engaging in prosocial behaviors would affect others (Pros-Others). One explanation why 

sophisticated youthful offenders are less concerned with the impact of their behaviors on others, 

relates to autonomy. Salekin (2004) asserts that more sophisticated youths tend to be 

autonomous, and thus are less reliant on others.  Therefore, it appears logical that autonomous 

youth are more likely to make decisions based on its impact on themselves rather than others.   

Factor Structure of the DBS-AO  

Although the factor structure of DBS measures has varied since its development two 

decades ago, most research has found a two or three-factor model. Traditional TTM research 

(e.g., Migneault et al., 1997; Velicier, et al., 1985) suggested a two factor model: (1) Pros and (2) 

Cons.  However, more contemporary research (e.g., Hulton, 2001; Jordan, 2004; Levesque, 

1999) has found a three-factor solution best describes many of the more recently developed DBS 

measures. For example, Levesque (1999, 2000) developed a DBS measure on a sample of adult 

male batterers and found a three-factor model (i.e., Pros-General, Pros-Children, and Cons-

General). Jordan (2004) also found a three-factor solution for the DBS-AO. However, in contrast 

to Levesque (1999), the DBS-AO had one Cons scale and two Pros scales (i.e., Pros-Self and 

Pros-Others). 
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The current study replicated the factor structure found in Jordan (2004). Although item 

loadings from the current study tended to be slightly lower than in the initial validation study, 

most items on all three factors fell well above the recommended .40 loadings. As noted in Jordan 

(2004), the three-factor model suggests adolescent offenders are distinct from non-incarcerated 

adolescents in their decision-making process. Specifically, 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. However, similar to other DBS measures for adolescents and 

adults (e.g., Migneault et al., 1999; Velicier et al., 1985); the Pros and Cons scales are virtually 

uncorrelated. Therefore, as adolescent offenders contemplate ending their criminal behaviors, 

they consider the positive and negative consequences of changing independently. 

In contrast to Jordan (2004), three items on the Pros-Self factor did not significantly load 

onto any of the factors. Specifically, two items that related to being “worried about getting 

arrested” and “looking over [their] shoulder” resulted low factor loadings (i.e., .19 and .36, 

respectively). One likely explanation of the low factor loadings relates to the grammatical 

structure of the items. For instance, these items differ from other items on the DBS-AO because 

they are stated in the negative.  (i.e., “will not worry. . . ” and “will not have to look. . . ”). Jordan 

(2004) suggested having consistent syntax within items is important, particularly with an 

adolescent offender population, who tend to exhibit more concrete thinking skills. In addition, a 

third item (item 31) that resulted in a low factor loading (i.e., .34) related to “wanting to be a part 

of their neighborhood.” Though feeling accepted by one’s neighborhood appeared to be an 
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important factor to the participants in the development of the DBS-AO (Jordan, 2004), it may be 

that the current participants did not consider feeling part of their neighborhood was important to 

them. Alternatively, it may also be that their neighborhood is comprised of primarily negative 

influences; thus ending criminal behaviors may actually decrease their acceptance in their 

neighborhood.  

In contrast to the development study of the DBS-AO (Jordan, 2004), two items loaded 

substantially onto both of the Pros scales. Specifically, item 2, which related to “believing in 

self” cross-loaded onto the Pros-Other factor (.49). Additionally, item 6 (“family will respect 

me”) cross-loaded onto the Pros-Self factor (.49). One likely explanation is that a smaller sample 

size impacted factor loadings. Most researchers (e.g., Comrey, 1988, Guadagnoli, & Velicer, 

1988) suggest that factor analyses require a minimum of 150 participants. Therefore, the stability 

of the factor structure of the DBS-AO warrants further examination on a larger sample size. The 

inconsistencies between the development of the DBS-AO and the current study illustrate the 

need for continued validation and revisions for any assessment measure (e.g., Clark & Watson, 

1995; Smith, 2005).  

In summary, the DBS-AO demonstrates overall sound psychometric properties including 

excellent reliability and construct validity. In contrast to other TTM research, the present study 

investigated convergent-discriminant validity with the DBS-AO and constructs outside TTM. 

Results suggested that that the underlying constructs of the decisional balance are related to other 

factors indicative of treatment success or failure such as dangerousness, sophistication-maturity, 

and treatment amenability. Lastly, the three-factor model of the DBS-AO (Jordan, 2004) was 

replicated in the present study. However, results suggest several items on the Pros scales warrant 
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further investigation, as they did not either significantly or uniquely load onto their respective 

scales.  

Clinical Implications 

A primary objective of this study was to gain insight into effective treatment methods for 

adolescent offenders. Youthful offenders provide an interesting challenge in that they tend to be 

least amenable to treatment, yet may benefit the most from intensive treatment programs 

(Andrews & Kiessling, 1980; Grietens & Hellinckx, 2004; Salekin, 2002). Recently, progressive 

treatment programs such as the MJTC are integrating effective strategies founded from research 

into their curriculum. For example, at MJTC, the most at-risk offenders are receiving the 

sufficient doses of treatment (Gretton et al., 2001; Salekin, 2002; Skeem et al., 2003).  

Additionally, participants receive treatment from mental health professionals, which has been 

demonstrated to be more effective than treatment facilitated by security staff members (Cooke & 

Phillip, 2001). Preliminary results were promising in that youth who exhibited psychopathic 

traits demonstrated slower and lower rates of serious recidivism and were 2.7 times less likely to 

become violent in the community than youths who did not participate in the intensive treatment 

program. 

 Although it is encouraging that innovative treatment programs are incorporating clinical 

research, to my knowledge, no program has formally addressed treatment amenability.  Many 

prominent researchers (e.g., Andrews, 1995; Kazdin, 1995, 2000a, 2005; Lipsey & Wilson, 

1998; Salekin et al., 2001) acknowledge the important role of treatment amenability and 

motivation in successful intervention with adolescent offenders, but have not incorporated 

interventions that are specifically aimed at improving treatment amenability. In contrast to most 

treatment paradigms, TTM conceptualizes treatment readiness as a process and recommends that 
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treatment goals include motivating individuals to consider and commit to change. Although 

TTM interventions have been investigated with a variety of health related behaviors, a TTM 

treatment program has been never formally evaluated with an offender population.  

 Part of the attraction of utilizing TTM principles with offenders is its focus on individuals 

in the early stages of change. Results from Jordan (2004) and the current study indicate most 

adolescent offenders are in the earlier stages of change. For example, during the initial 

assessment period of the current study, 55% of the offenders either did not believe their criminal 

behaviors were problematic, or were ambivalent about ending their criminal behaviors. Within 

three months, this percentage increased 14%. This finding suggests that the few youths who were 

initially amenable to treatment, quickly decreased their motivation to end negative behaviors. 

Youths are highly susceptible to being influenced by their peers (e.g., Steinberg & Schwartz, 

2000). Therefore, one plausible explanation is that amenable youthful offenders lose motivation 

for treatment after socializing with negative peers. Theoretically (e.g., Levesque et al., 2000; 

Prochaska et al., 1991), youthful offenders reach an important cross-road once they begin to 

place a higher value on the positive consequences of change than the negative benefits of crime. 

However, spending most of their time with offenders who value criminal behaviors may easily 

shift priorities for youths who were initially more amenable to treatment. This possibility 

underscores the importance of understanding and addressing youths’ ambivalence toward ending 

their criminal behaviors early in treatment (e.g., Prochaska et al., 1991; Snow, Prochaska, & 

Rossi 1994; Willoughby, et al., 2003).   

 Initial treatment goals in a TTM program (e.g., Prochaska et al., 1991; Snow et al., 1994) 

focus on increasing youths’ awareness of the positive and negative consequences of their 

criminal behavior for themselves and others. Therefore, prior to treatment, the administration of 
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the DBS-AO may be particularly useful. The present study suggests a formal evaluation of the 

importance that adolescent offenders place on criminal consequences is critical because 

offenders progress in treatment when they stop valuing the benefits of crime. According to the 

decisional balance theory (e.g., Janis, 1959; Jordan, 2004, Velicer et al., 1985), individuals have 

different perspectives regarding which positive and negative consequences are important. For 

example, one youthful offender may not want to stop engaging in crime because of monetary 

gain; whereas another offender values the respect he receives from his delinquent peers. 

Moreover, it is equally important to know that another offender may want to stop engaging in 

crime because he wants to be a better influence for his siblings. The DBS-AO provides 

facilitators with individualized information about offenders’ particular obstacles to ending 

criminal behavior, as well as specific factors that may facilitate change (e.g., wanting to be a 

positive role-model). This information may be used to tailor interventions for each individual.   

  Several interventions have been demonstrated to be particularly useful in addressing 

individuals’ ambivalence toward changing behaviors. For example, Prochaska and colleagues 

(e.g., Prochaska et al., 1991) suggested dramatic relief promotes behavior change. Dramatic 

relief involves experiential techniques, such as role-plays, which have been demonstrated to be 

effective with adolescent offenders (e.g., Antonowic & Ross, 1994; Norlander, 2008).  For 

example, as one component of a CBT program for at-risk youth (Norlander), youths were 

instructed to role-play scenarios that illustrated psychopathic traits. For instance, callousness 

may be demonstrated by having one youth play the role of a perpetrator who bullies a victim 

(played by another youth) on the school ground in front of his peers. Throughout the process, 

facilitators interrupt the role-plays to inquire about what the perpetrator and victim are thinking 

and feeling. Theoretically, youths were expected to experience an emotional reaction, which may 
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initiate some understanding of the impact their behaviors have had on others. Preliminary results 

suggested this intervention improved youths’ amenability to treatment. 

 Another important treatment implication from the present study was that youthful 

offenders, who progressed in treatment, had the cognitive flexibility to consider the positive and 

negative risks of criminal behavior. Therefore, other effective treatment interventions for 

adolescent offenders may involve helping them develop abstract thinking and reasoning skills. 

For example, Moody and Lupton-Smith (1999) found Moral Discussion Groups (MDG) helped 

adolescent offenders develop abstract thinking skills. In a MGD, a counselor presents a dilemma 

to a group who then discusses what would be the right action to take in the situation. Discussions 

are meant to reduce egocentric thinking and behavior and allow offenders to evaluate their own 

positions, which may create cognitive dissonance. Lowenstein (1991) found offenders who have 

participated in MGD have reduced recidivism rates and improved their moral reasoning.    

In summary, the present study suggests that adolescent offenders are most likely to 

benefit from interventions that address their ambivalence toward ending criminal behavior. 

Initial treatment goals may include having offenders begin to de-value the benefits of crime, and 

improve their abstract and moral reasoning skills. However, increasing treatment amenability is 

only the initial step, albeit essential, in a sometimes, long, intensive treatment process. After 

youths become more amenable to change, more traditional, evidence-based treatments can be 

utilized such as, cognitive-behavioral interventions (e.g., Andrews et al., 1990; Crick & Dodge, 

1994; Izzo & Ross, 1990; Kazdin et al., 1987). Toward the end of programming, a more 

expansive treatment, such as MST (e.g., Henggeler & Santos, 1997; Henggeler, et al., 1992; 

Weisz, 2004), may be utilized. MST targets multiple areas within the youth’s environment such 
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as family, school, and neighborhood. MST has led to approximately half as many arrests, 

decreased incarceration rates, and reduction in drug use (Henggler et al., 1991).  

Social Desirability – A Treatment Moderator    

The consistent positive relationship between treatment progress and social desirability 

found in offender populations (e.g., Jordan, 2004; Mills & Kroner, 2005, 2006; Mills et al., 

2003) has important treatment implications. Possible explanations for this positive relationship 

were outlined in the section entitled, Social Desirability. One common perspective is that youths 

who engage in impression management complete homework assignments and are agreeable in 

psychoeducational groups in order to advance to the next treatment level. This argument tends to 

create a negative connotation with clinicians and implies participants are not internalizing 

treatment concepts. However, an alternative perspective is that, at least an average amount of 

impression management may not necessarily be a negative trait. Unlike their peers, youths who 

progress in treatment know the sociably desirably response and care about potential 

consequences. As noted by Paulhus (e.g., 1998, 2002), non-offenders tend to engage in 

impression management on a daily basis, particularly in religious and employment settings. 

Therefore, impression management may not necessarily be a negative indicator for treatment.  

However, a valid concern related to impression management is whether offenders are 

internalizing treatment concepts. One possible remedy may be to evaluate participants’ 

understanding of treatment concepts in ways other than the completion of homework 

assignments. For example, experiential methods, such as role-plays, provide information on 

whether youths are able to apply concepts learned in treatment with real-word situations (e.g., 

Chalmers & Townsend, 1990; Frick, 1998; Gallo-Lopez, 2005; Willouby et al., 2003). 

Additionally, treatment facilitators who have advanced training in psychotherapy (Cooke & 
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Phillipe, 2001) and receive appropriate supervision (Hollin, 1995; Losel, 1996) may also be 

better at deciphering whether youthful offenders are internalizing treatment concepts. Further 

investigation is needed on the impact social desirability has on treatment interventions. 

Limitations of the Study  

The current study is limited in that the Resocialization Program does not utilize TTM 

interventions. TTM measures were developed to aid in promoting change and assess potential 

obstacles for reluctant youth (e.g., monetary gain and loss of peers). However, the principles in 

the Resocializtion Program assume the adolescent is amenable to change, and does not formally 

target participants’ ambivalence toward ending criminal behaviors. Therefore, although the 

current study contributes to the external validity and clinical utility of the TTM, further research 

needs to be conducted on a treatment program that incorporates tailored interventions based on 

TTM research. 

Some treatment outcome research (e.g., Brogan et al., 1999; Prochaska et al., 1992) 

reports treatment progress can be detected within 9 to 16 weeks of treatment. However, one 

explanation why most participants in the current study remained in the initial stages of change is 

that the three-month time period between assessments was not adequate to measure change. 

Plotnikoff, Hotz, Birkett, & Courneya (2001) suggest a six to twelve month time period is 

sufficient, while Schumann and colleagues (2005) utilized a 30 to 36 month time period in a 

TTM longitudinal study.  

 Results from the current study may not be generalizable to youth who exhibit only mild 

oppositional or antisocial behaviors. The current sample was limited to chronic, serious male 

adolescent offenders. The psychometric properties of the DBS-AO, as well as its relationship 

with the experimental measures and treatment may not be similar with adolescents with less 
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severe antisocial traits or criminal histories.  In addition, the current study was unable to evaluate 

gender differences with regard 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 genders, 

and the impact of any differences on treatment amenability.  

Lastly, the examination of the psychometric properties and clinical utility of the DBS-AO 

was limited by utilizing a four-point likert scale and having a marginal sample size for factor 

analyses. Although, using a four-point likert scale was the most conservative approach to rectify 

the problem, and may have deflated some findings, it is difficult to make direct and precise 

comparisons between this study and the development study. Additionally, factor analyses 

conducted on 100 participants will not likely result in a stable factor structure (e.g., Comrey, 

1988; Guadagnoli & Velicer, 1988). It may have contributed to the fact that, unlike previous 

research (Jordan, 2004), some items did not substantially, or uniquely, load onto the Pros-Self 

scale. However, overall, results from the factor analyses provided very positive results in that 

even with a small sample size, most items did load substantially onto their respective factors.   

Future Directions 

The predictive validity of the Sophistication-Maturity scale on the RSTI for treatment 

progress was an interesting and unexpected finding. Most research on sophistication-maturity, in 

the forensic realm, has focused on the criminal competency and sentencing for youthful 

offenders (e.g., Cochran, Boots, & Heide, 2003; Grisso, 1996, 1998). Developmental research 

(e.g., Caufmann & Steinberg, 2000; Furby & Beyth-Marom, 1992; Rotheram-Borus & 

Koopman, 1990) indicates more mature youths have better abstract thinking skills and tend to 

consider the consequences before engaging in negative behaviors. A related finding from the 
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current study indicated general intelligence also has a positive relationship with treatment 

progress. Thus, future research should continue to examine the impact of verbal intelligence, 

which includes abstract thinking skills, as well as nonverbal intelligence has on treatment 

progress.  For example, a treatment outcome study may provide more information on whether 

adolescent offenders would benefit from interventions aimed at developing reasoning skills. For 

example, MDG (e.g., Moody & Lupton-Smith, 1999) have been developed to improve 

perspective-taking and moral reasoning abilities. Additionally, discussing offenders’ 

ambivalence toward ending criminal behaviors may also help in the development of abstract 

thinking skills.  

Research on the application of the SOCS (e.g., Hemphill & Howell, 2000; Jordan, 2004; 

current study) on an adolescent offender population has indicated problems with the factor 

structure and its clinical utility. A SOCS should be developed specifically for an adolescent 

offender population. Initially, the SOCS was developed to assess readiness to change in areas of 

health psychology and psychotherapy for adults. Therefore, the language is vague and generic. 

Developing a Stages of Change measure, specific for adolescent offenders, may more accurately 

assess the level of amenability for changing criminal behaviors. For example, Hemphill and 

Howell (2000) suggested adolescent offenders 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 current SOCS may not 

adequately capture their amenability to change. Revising the language of the item utilizing focus 

groups with adolescent offenders may improve its applicability to this population.  
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In addition to improving the language and syntax of items, the scoring of the SOCS needs 

further examination. Currently, scores on the SOCS does not put individuals into a particular 

stage. A major criticism of the TTM (e.g., Sutton, 2001, 2005: West, 2005, 2006) is its poor 

delineation between the stages. Most TTM research on health-related behaviors and adult 

offender populations (e.g., Levesque et al., 2000; Eckhardt et al., in press) has utilized algorithms 

to categorize participants into particular stages. The current study attempted to rectify this 

problem by altering the format of the SOCS in a manner that forced participants to choose one 

item out of four items (each item was from a different scale on the SOCS) that seemed most like 

them. This procedure was replicated eight times, utilizing all items on the SOCS (see Appendix 

G). However, participants did not choose items from one consistent stage. A new method of 

scoring must be developed if the SOCS is to be used conceptualize individuals in a particular 

stage of change. These findings may be indicative of problems with a staging model, which has 

been noted by several researchers (e.g., Adams & White, 2004; Callaghan, 2005; Sutton, 1998; 

West, 2005). However, the clinical utility of the TTM, with adolescent offender populations 

needs further investigation. The development of a new version of the SOCS, for an adolescent 

offender is also warranted. The DBS-AO was constructed through on the sequential system for 

scale development, as described by Clark and Watson (1995), Comey (1988), and Jackson (1970, 

1971). However, no other known TTM measure has undergone such a thorough development 

process. Although continued validation of the DBS-AO is needed, the development process led 

to a seemingly psychometrically sound and valid measure; therefore, it may be worthwhile for a 

version of the SOCS to be developed in a similar manner.   

Additionally, although TTM tailored interventions have predicted treatment compliance 

and positive outcome for psychotherapy and health-related behaviors (e.g., Brogan, et al., 1999; 
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Perez, DiClemente, & Carbonari, 1996; Pochaska et al., 1992;), little is known about their 

effectiveness for adolescent offenders. Willoughby and colleagues (2003) described a tailored 

treatment approached for violent youth based on the processes of change (Prochaska & Norcross, 

1994), but these interventions have not been implemented into a treatment program. The 

treatment utility of TTM measures can be examined by comparing the effectiveness of a TTM 

module with more traditional cognitive behavioral treatment programs (Durlak et al., 1991; 

Dush, Hirt, & Schroeder, 1989).   

Concluding Remarks 

More than three decades have passed since Martinson’s infamous declaration that 

“nothing works” to reduce criminal behaviors. Within this period of time, researchers and 

clinicians have established that traditional models of treatment such as cognitive-behavioral 

programs (e.g, Crick & Dodge, 1994; Feindler et al., 1984; Kazdin et al., 1987; Lochman et al., 

1981, 1984) are effective in reducing recidivism with adolescent offenders. Additionally, 

innovative research is incorporating newer concepts such as MST (e.g., Henggeler & Santos, 

1997; McGuire & Priestley, 1995) and adding sufficient doses of treatment (e.g., Caldwell et al., 

2006; Grietens & Hellincks, 2004) with more conventional modes of treatment, increasing 

treatment effectiveness. To continue the evolution of treatment for youthful offenders, programs 

need to adapt components that address treatment amenability. Most youthful offenders are 

initially not amenable to treatment and utilizing interventions that target treatment resistance is 

essential. TTM offers an original approach of addressing treatment resistance. Thus far, 

researchers have only offered conceptualizations of effective TTM interventions (e.g., Jordan, 

2004; Willougby et al., 2002; 2003). The next step is to integrate TTM interventions into 

treatment programs that have been demonstrated to be effective for youthful offenders. 
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APPENDIX A 

YOUTH ASSENT/CONSENT FORM 
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University of North Texas Institutional Review Board 

Informed Assent  

Before agreeing to participate in this research study, it is important that you read and understand 

the following explanation of the purpose and benefits of the study and how it will be conducted.   

Title of Study:  Understanding Treatment Amenability in Youths at Gainesville State School  

Principal Investigator:  Mandy Jordan, M.S., a graduate student in the University of North Texas 

(UNT) Department of Psychology.  

Purpose of the Study: 

--To study how participants’ attitudes, motivation, and beliefs toward treatment can affect 

progress in the Resocialization Program at the Gainesville State School.  

Study Procedures:  

Through interviews and questionnaires, you will be asked questions about past experiences, and 

your motivations, attitudes, and beliefs toward psychological interventions. You will be asked to 

complete 1 interview and 3 brief questionnaires. These measures will be repeated in a 2nd 

session, after a 3-month period. Without rushing, each session will take less than 2 hours. 

Additionally, each week, your treatment facilitator will complete a 4-item survey regarding your 

progress in group treatment. Information regarding your level in the ABC phase system will also 

be obtained. 

Foreseeable Risks:  

You may find a few questions dull or uninteresting. Additionally, some questions may ask about 

child abuse; by law, any disclosure of child abuse will have to be reported to the Child Protective 
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Services. You may also be asked questions regarding feelings of depression. If you report 

experiencing thoughts of suicide, a Psychologist at Gainesville State School will be contacted. 

Benefits to the Subjects or Others: 

You may learn things about yourself from this research. This research may help us to understand 

the relationship between youths’ motivation towards treatment and treatment effectiveness. It 

may also help in the development of treatment programs for this population.  

Procedures for Maintaining Confidentiality of Research Records: 

Your information will be kept confidential and the research data will be recorded without names 

or personal identifiers. You agree that researchers can contact staff, if you pose a significant risk 

of self-harm or physical aggression towards others. 

Questions about the Study 

If you have any questions about the study, you may contact Mandy Jordan at telephone number 

(940) 565-2671 or Dr. Richard Rogers, UNT Department of Psychology, at telephone number 

(940) 565-2671 or the metro number (817) 267-3731.   

Review for the Protection of Participants: 

This research study has been reviewed and approved by the UNT Institutional Review Board 

(IRB).  The UNT IRB can be contacted at (940) 565-3940 with any questions regarding the 

rights of research subjects.  

Research Participants’ Rights: 

Your signature below indicates that you have read or have had read to you all of the above and 

that you confirm all of the following:  

• _________________ has explained the study to you and answered all of your questions.  

You have been told the possible benefits and the potential risks and/or discomforts of the 

study.  
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• You understand that you do not have to take part in this study, and your refusal to 

participate or your decision to withdraw will involve no penalty or loss of rights or 

benefits.  The study personnel may choose to stop your participation at any time.  

• You understand why the study is being conducted and how it will be performed.   

• You understand your rights as a research participant and you voluntarily consent to 

participate in this study.  

• You have been told you will receive a copy of this form. 

 

________________________________                                ____________                                          

Signature of Participant                                             Date 

For the Principal Investigator or Designee: 

I certify that I have reviewed the contents of this form with the participant signing 

above.  I have explained the possible benefits and the potential risks and/or 

discomforts of the study.  It is my opinion that the participant understood the 

explanation.   

________________________________________                  ___________                                         

Signature of Principal Investigator or Designee          Date 
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University of North Texas Institutional Review Board 

Informed Consent  

Before agreeing to participate in this research study, it is important that you read and understand 

the following explanation of the purpose and benefits of the study and how it will be conducted.   

Title of Study:  Understanding Treatment Amenability in Youths at Gainesville State School  

Principal Investigator:  Mandy Jordan, M.S., a graduate student in the University of North Texas 

(UNT) Department of Psychology.  

Purpose of the Study: 

--To study how participants’ attitudes, motivation, and beliefs toward treatment can affect 

progress in the Resocialization Program at the Gainesville State School.  

Study Procedures:  

Through interviews and questionnaires, you will be asked questions about past experiences, and 

your motivations, attitudes, and beliefs toward psychological interventions. You will be asked to 

complete 1 interview and 3 brief questionnaires. These measures will be repeated in a 2nd 

session, after a 3-month period. Without rushing, each session will take less than 2 hours. 

Additionally, each week, your treatment facilitator will complete a 4-item survey regarding your 

progress in group treatment. Information regarding your level in the ABC phase system will also 

be obtained. 

Foreseeable Risks:  

You may find a few questions dull or uninteresting. Additionally, some questions may ask about 

child abuse; by law, any disclosure of child abuse will have to be reported to the Child Protective 

Services. You may also be asked questions regarding feelings of depression. If you report 

thoughts of suicide, a Psychologist at Gainesville State School will be contacted. 
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Benefits to the Subjects or Others: 

You may learn things about yourself from this research. This research may help us to understand 

the relationship between youths’ motivation towards treatment and treatment effectiveness. It 

may also help in the development of treatment programs for this population.  

Procedures for Maintaining Confidentiality of Research Records: 

Your information will be kept confidential and the research data will be recorded without names 

or personal identifiers. You agree that researchers can contact staff, if you pose a significant risk 

of self-harm or physical aggression towards others. 

Questions about the Study 

If you have any questions about the study, you may contact Mandy Jordan at telephone number 

(940) 565-2671 or Dr. Richard Rogers, UNT Department of Psychology, at telephone number 

(940) 565-2671 or the metro number (817) 267-3731.   

Review for the Protection of Participants: 

This research study has been reviewed and approved by the UNT Institutional Review Board 

(IRB).  The UNT IRB can be contacted at (940) 565-3940 with any questions regarding the 

rights of research subjects.  

Research Participants’ Rights: 

Your signature below indicates that you have read or have had read to you all of the above and 

that you confirm all of the following:  

• _________________ has explained the study to you and answered all of your questions.  

You have been told the possible benefits and the potential risks and/or discomforts of the 

study.  
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• You understand that you do not have to take part in this study, and your refusal to 

participate or your decision to withdraw will involve no penalty or loss of rights or 

benefits.  The study personnel may choose to stop your participation at any time.  

• You understand why the study is being conducted and how it will be performed.   

• You understand your rights as a research participant and you voluntarily consent to 

participate in this study.  

• You have been told you will receive a copy of this form. 

  

________________________________             ____________                                          

Signature of Participant                                     Date 

 

For the Principal Investigator or Designee: 

I certify that I have reviewed the contents of this form with the participant signing 

above.  I have explained the possible benefits and the potential risks and/or 

discomforts of the study.  It is my opinion that the participant understood the 

explanation.   

________________________________________       ___________                                         

Signature of Principal Investigator or Designee     Date 
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APPENDIX B 

PARENTAL NOTIFICATION FORM
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University of North Texas Institutional Review Board 

Notification Form  

The University of North Texas (UNT) and the Texas Youth Commission (TYC) are conducting a 

research project to investigate the behaviors, beliefs, and attitudes of youth in the Gainesville 

State School. Your child is eligible for participation in this project because he is a current 

resident of the Gainesville State School. Before agreeing to your child’s participation in this 

research study, it is important that you read and understand the following explanation of the 

purpose and benefits of the study and how it will be conducted.   

Title of Study:  Understanding Treatment Amenability in Youths at Gainesville State School 

Principal Investigator:  Mandy Jordan, M.S., a graduate student in the UNT Department of 

Psychology 

Purpose of the Study: 

You are being asked to allow your child to participate in a research study that involves 

understanding how youths’ attitudes, motivation, and beliefs toward treatment can affect their 

progress in the Resocialization Program at the Gainesville State School.  

Study Procedures:  

Your child will be asked to complete 1 interview and 3 brief questionnaires about past 

experiences, and their motivations, attitudes, and beliefs toward psychological treatment. These 

measures will be repeated in a 2nd session, after a 3-month period. Without rushing, this will take 

less than 2 hours per session. Additionally, each week, your child’s treatment facilitator will 

complete a 4-item survey regarding his progress in treatment. Information regarding your child’s 

level in the ABC phase system will also be obtained. 
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Foreseeable Risks:  

It is possible your child may find a few questions to be dull or uninteresting. He can let the 

researcher know if this happens, and he can end his participation in the study at any time. 

Additionally, some questions may ask about child abuse; by law, any disclosure of child abuse 

will have to be reported to Child Protective Services. Your child may also be asked questions 

regarding feelings of depression. If your child reports thoughts of suicide, a Psychologist at 

Gainesville State School will be contacted. 

Benefits to the Subjects or Others: 

We expect the project will benefit your child by learning things about himself. This research may 

help us understand the relationship between youths’ motivation towards treatment and treatment 

effectiveness. It may also help in the development of treatment programs for this population.   

Procedures for Maintaining Confidentiality of Research Records: 

Your child’s information will be kept confidential and the research data will be recorded without 

names or personal identifiers. You agree that researchers can contact staff, if your child poses a 

significant risk of self-harm or physical aggression toward others. Also, the confidentiality of 

your child’s individual information will be maintained in any publications or presentations 

regarding this study.  

Questions about the Study: 

If you have any questions about the study, you may contact Mandy Jordan at telephone number 

(940) 565-2671 or Dr. Richard Rogers, UNT Department of Psychology, at telephone number 

(940) 565-2671 or the metro number (817) 267-3731.  
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Review for the Protection of Participants: 

This research study has been reviewed and approved by the UNT Institutional Review Board 

(IRB).  The UNT IRB can be contacted at (940) 565-3940 or sbourns@unt.edu any questions 

regarding the rights of research subjects.  

Research Participants’ Rights: 

Your child will be included in the research project at the Gainesville State School if both you and 

your child agree to participate. If you choose not to allow your child to participate in the project, 

please contact TYC’s Research Director in one of the following ways a by ___/___/06 a.  

• Telephone: (512) 424-6251 or the  

• E-mail: Chuck.Jeffords@tyc.state.tx.us 

• Mail:  Dr. Jeffords, Texas Youth Commission, P.O. Box 4260, Austin, TX 78765 

Your choice will not affect your child’s legal status, length of stay, or treatment in the Texas 

Youth Commission. 

By allowing your child to participate, you indicate that you have read or have had read to you all 

of the above and that you confirm all of the following:  

• You understand the study and do not have any questions. You have read the possible 

benefits and the potential risks and/or discomforts of the study.  

• You understand that you do not have to allow your child to take part in this study, and 

your refusal to allow your child to participate or your decision to withdraw him/her from 

the study will involve no penalty or loss of rights or benefits.  The study personnel may 

choose to stop your child’s participation at any time.  

• You understand why the study is being conducted and how it will be performed.   
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• You understand your rights as the parent/guardian of a research participant and you 

voluntarily consent to your child’s participation in this study.  This date was entered 10 

days from the date on which the notification was mailed. 
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APPENDIX C  

TREATMENT PROGRESS FORM 



 

 154

   

  

 

Student Initials:_________ TYC No.:_____  

Facilitator’s Name: ___________________________________ 

Session Date:___________________________________________ 

Ratings:  Please circle a number (1, 2, 3, 4, or 5) to answer the following questions 

about this session. 

1. How receptive was this youth to this week?  

    Not At All              Moderately Receptive                   Fully Receptive 

 1                 2                  3               4           5 

 

2. How cooperative was this youth this week?   

Not Cooperative At All        Moderately Cooperative               Very Cooperative  

 1                  2                  3              4           5 

 

3. How much did this youth improve this week? 

Did Not Improve               Improved a Little                     Improved  A Lot 

 1                  2                  3              4           5 

 

4. How much will the youth be able to generalize information learned this week in session to 

outside of treatment? 

Not Generalize                Generalize a Little                    Generalize A Lot 

 1                  2                   3             4            5  
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APPENDIX D 

RESOCIALIZATION PROGRAM: ABC PHASES OVERVIEW 
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 Phase 1 2 3 4 Parole 

Academic/Workforce Development 
Main 

Objectives 

Academic/ 
Workforce 
Development 
Assessment 

Completes and 
shows prog. on 
all required tests 
based on ability 

Completes 
and shows 
prog. on all 
required tests  

Completes and 
shows progress on 
all required tests  

Completes and 
shows progress 
on all required 
tests  

Completes 
academic 
goals from 
Parole Plan 

Employment Shows prog. in 
employment 
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 

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 

Sub-
Objective 

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 

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 

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 E 

STEPWISE REGRESSION ANALYSIS OF THE RELATIONSHIP BETWEEN THE RSTI 

AND TPF ITEMS 
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Table 8 

Stepwise Regression Analysis of the Relationship between the RSTI and TPF Items   

Outcome Variables RSTI Scales 

 Dangerousness  Sophistication  Treatment 

 B p  B p  B p 

Initial Receptive -.09 .43  .35  .000           -.06 .61 

Initial Cooperative -.11 .33  .38 .000  -.16 .18 

Initial Improvement .01 .95  .33  .001  -.17 .18 

Initial Applicability -.03 .76  .32  .001    .03 .84 

Final Receptive -.03 .78  .54 .000    .10 .41 

Final Cooperative -.03 .78  .52 .000    .07 .59 

Final Improvement .001 .99  .42 .000    .05 .69 

Final Applicability -.16 .18  .43 .000    .09 .50 
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APPENDIX F 

STEPWISE REGRESSION ANALYSIS OF THE RELATIONSHIP BETWEEN THE DBS-AO 

AND TPF ITEMS 
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Table 10 

Stepwise Regression Analysis of the Relationship between the DBS-AO and TPF Items 

Outcome Variables DBS-AO Scales 

 Cons  Pros-Self  Pros-Others 

 B p  B p  B p 

Initial Receptive -.28 .005  -.05 .64  .05 .64 

Initial Cooperative -.30 .003  -.10 .31  .01 .90 

Initial Improvement -.33 .001   .004 .97  .13 .18 

Initial Applicability -.22 .04  -.01 .93  .11 .40 

Final Receptive -.24 .03   .16 .14  .08 .50 

Final Cooperative -.24 .03   .21 .06  .09 .43 

Final Improvement -.20 .08  -.02 .92  .04 .78 

Final Applicability -.11 .33   .11 .48  -.02 .89 
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APPENDIX G 

REVISED FORMAT OF STAGES OF CHANGE SCALE
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People feel differently about wanting to change their criminal behavior. In each section: 

1. Put a number ‘1’ by the statement that is MOST like you.  

2. Put a number ‘4’ by the statement that is LEAST like you.  

 

___1. I have started working on my problems, but I would like help. 

___2. I’m not the problem one. It doesn’t make sense for me to be here. 

___3. I’m here to prevent myself from having a relapse of my problem. 

___4. Maybe this place will be able to help me. 

 

___5. I’m not following through with what I had already changed as well as I had hoped, and I’m here to 

prevent a relapse of the problem. 

___6. I hope that someone here will have some good advice for me. 

___7. Being here is pretty much a waste of time for me because the problem doesn’t have to do with me.  

___8. I’m really working hard to change. 

 

___9.  I guess I have my faults, but there’s nothing I really need to change. 

___10. I have been successful in working on my problem but I’m not sure I can keep up      the effort on 

my own. 

___11. I am finally doing some work on my problems. 

___12. I think I might be ready for some self-improvement. 

 

___13. All this talk about psychology is boring. Why can’t people just forget about their problems? 

___14. It might be worthwhile to work on my problems. 
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___15. I may need a boost right now to help me maintain the changes I’ve already made.  

___16. I am actively working on my problems. 

 

___17. I have a problem and I really think I should work on it. 

___18. After all I had done to try to change my problem, every now and again it comes back to haunt me. 

___19. I’m doing something about the problems that had been bothering me. 

___20. I have worries but so does the next person. Why spend time thinking about them? 

 

___21. I would rather cope with my faults than try to change them. 

___22. At times my problem is difficult, but I’m working on it. 

___23. It is frustrating, but I feel I might be having a recurrence of a problem I thought I had resolved. 

___24. I wish I had more ideas on how to solve my problems. 

 

___25. It worries me that I might slip back on a problem I have already changed, so I am here to seek 

help. 

___26. Anyone can talk about changing; I’m actually doing something about it. 

___27. As far as I’m concerned, I don’t have any problems that need changing. 

___28. I’m hoping this place will help me to better understand myself. 

 

___29. I thought once I had resolved the problem I would be free of it, but sometimes I still find myself 

struggling with it. 

___30. I may be part of the problem, but I don’t really think I am. 

___31. I’ve been thinking that I might want to change something about myself. 

___32. Even though I’m not always successful in changing, I am at least working on my problem. 
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APPENDIX H 

CLUSTER STANDARD MEAN SCORES ON THE SOCS 
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Table 32 

Cluster Standard Mean Scores on the SOCS  

  Precontemplative Cluster Ambivalent Cluster 

  Time 1 ( N = 5)  Time 2 ( N = 5)  Time 1 (N = 11)  Time 2 (N = 27) 

  M SD  M SD  M SD  M SD 

PC  3.58  .49   3.08  .86   2.60 .53  3.28 .66 

C    1.75  .49  2.23 .96  3.11 .50  3.78 .70 

A    2.40 .93  2.15  .72  2.76 .84  3.69 .64 

M    1.45  .38  1.86  .48  2.49 .50  3.61 .48 

             

  Immotive Cluster (N = 39) Action Cluster 

  Time 1 (N = 39)  Time 2 (N = 27)  Time 1 (N = 45)  Time 2 (N = 28) 

  M SD  M SD  M SD  M SD 

PC    2.86  .72  1.98 .51  1.55 .44  1.53 .47 

C  3.95  .67  3.93 .46   4.63 .30   4.60 .33 

A  4.03  .48  3.93 .49   4.60 .40   4.51 .38 

M   3.44 .58  2.83 .52   3.90 .48   3.87 .41 

Note. PC = Precontemplation; C = Contemplation; A = Action; M = Maintenance 
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APPENDIX I 

THE STAGES OF CHANGE CLUSTERS
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Figure 5. Precontemplative clusters at Time 1 and Time 2. 
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 Figure 6. Ambivalent cluster at Time 1 and Time 2. 
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Figure 7.  Immotive cluster at Time 1 and Time 2. 
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 Figure 8.  Action cluster at Time 1 and Time 2. 
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APPENDIX J 

THE STAGES OF CHANGE CLUSTERS AND THE DBS-AO SCALE
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 Figure 9.  Stages of Change and DBS-AO Scale at Time 1. 
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 Figure 10.  Stages of Change and DBS-AO Scale at Time 2. 
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