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mplementation of correctional programs in the Correctional

Service of Canada has been guided by the principles of effective
corrections of Andrews and his colleagues.? Correctional
planning adheres to the Risk and Need principles by
systematically assessing risk and need level at intake and
formulating a correctional plan to address the factors related to
their offending (Need Principle) for offenders at a significant
risk to reoffend (Risk Principle). Recently, however, we have
begun to turn our attention to a more detailed understanding
of the nature and impact of the Responsivity Principle. To
address responsivity, program designers and program facilitators
need to know what adaptations in content or delivery produce
hetter outcomes for specific groups or individuals.

ot all potential clients are equally ready to

undertake personal change; yet most interventions
presuppose the participants are motivated and
prepared. The research on general psychotherapy
indicates that client motivation is one of the “most
frequently cited reasons for patient dropout, failure
to comply, relapse and other negative treatment
outcomes.”3 Lack of motivation to change is not a
trait, rather motivation is fluid and can be influenced.
Recent innovations provide guidance on how to
systematically apply techniques that can increase
client motivation and spur interest in personal
change. In this article, motivation is defined as the
extent of the willingness of an individual to engage
in changing harmful behaviours. In the correctional
area it will specifically refer to offenders” willingness
to address factors related to their offending.

A study of offenders on conditional release in the
community demonstrated that even a very basic
assessment of the offenders’ motivation to address
the needs identified in their correctional plans was
significantly related to their outcome.* Supervising
parole officers were asked to rate on a three point
scale the extent to which offenders were willing to
address need domains that were associated with
their offending: at the highest level of rating, offenders
were described as “self motivated,” at the next,
“willing if mandated,” and, at the lowest level, “not
willing.” The most motivated offenders had the
lowest recidivism rates.

Further evidence that motivation to address
criminogenic need is linked to targeted outcomes is
found in a study of dropouts from the Cognitive
Skills and Anger and Other Emotions Management

programs.® The reason most commonly identified by
program delivery officers for offenders dropping out
of the programs was grouped under the category
“lack of motivation.” The risk level of dropouts

was not higher than that of completers, yet in

their evaluation of the Anger and Other Emotions
Management program, Dowden and Serin® found that
dropouts had recidivism rates eight times higher
than completers. They created a program performance
variable derived from an offenders’ completion of
core programs. The variable was strongly association
with recidivism reduction (r = 0.32), out-performing
the Statistical Information on Recidivism Scale, age,
ethnicity, offence history or institutional history. It
appears that dropouts are particularly prone to
reoffending and that the risk factors contributing to
poorer outcomes are not entirely historical, but may
be also related to factors grouped under the rubric of
motivation. Those who complete the core programs,
on the other hand, have a cumulative improvement
in outcome, beyond what would be expected based
on their risk and need levels.

If increasing offenders” motivation to address change
through participation in their correctional plan is an
important contributor to reducing recidivism, the
next step is to identify what factors influence
motivation. In considering this, we are assisted by
years of outcome research in general therapy and
the substance abuse treatment fields.” The factors
that have been the subject of review may be classified
according to key areas: client characteristics, therapist
characteristics, therapeutic relationship, service/ client
matching on conceptual style and provision of
environmental or organizational supports. We will
discuss only factors that are dynamic or changeable.
Among the dynamic client characteristics linked to
motivation are the client’s recognition of the extent
of problem severity and the client’s self-efficacy
(extent to which clients believe they can be successful).
Therapists who are sympathetic, experienced and
knowledgeable, supportive, and provide advice and
an expectation of positive outcome are consistently
linked to positive outcome. Therapeutic processes in
which the therapist works with the client on mutually
agreed-upon goals enhances outcome? Client/service
matching, linking level of complexity to the capacity
of the client, and building in a progressive skill
attainment approach, aids in increasing self-efficacy



Table 1

Motivation factor

Correctional intervention or service provision

Client characteristics
(problem severity, confidence that he or
she can change and manage relapse)

Therapist (staff) characteristics

Therapeutic (staff-offender) relationship
Client/service matching

Environmental supports

in change

Individual or group interventions that help offenders recognize the impact of their problems,
support self-efficacy and teach relapse prevention

Train and recruit staff who meet the characteristics of effective intervenors: enthusiastic, competent,
encourage self-efficacy, empathic, model prosocial beliefs and values

Establish mutually agreed-upon goals. The relationship should be supportive but directive
Provide programs that are structured, skills based, progressive, not too cognitively complex

Provide an environment that supports change, notes and encourages effort to change, identifies
other sources of support outside of treatment; provides access to a range of options to assist

and reduces information overload. Finally,
organizational aspects of treatment such as the lack
of waiting lists, continuity of care, and providing a
choice of treatment programs positively influence
motivation for treatment.? In a similar vein, others
point to the importance of assisting the client to
identify environmental or social supports for
self-change.

The evidence from the general literature on what
can be done to increase motivation and treatment
compliance can be applied to service provision for
offenders. Table 1 translates the information from
the general psychotherapy literature to correctional
interventions.

There are approaches or interventions that
incorporate many of these recommendations.
Miller'? has reviewed various strategies common to
successful brief treatment interventions that he has
represented under the FRAMES acronym
represented in Table 2.

Since this work, the focus on motivation in treatment
has turned to the implementation of therapeutic
approaches, incorporating strategies such as those
listed above. Motivational Interviewing (MI), is one
approach used to increase motivation that is based

Table 2

Feedback Provide feedback to increase awareness of his/her
situation and the ways in which it is harmful.

Responsibility  Emphasize that it is the individual’s own decision to
change.

Advice Provide advice to identify the problems and discuss
the necessity for change.

Menu Provide a choice of strategies for change.

Empathy Express acceptance and understanding of the person.

Self-Efficacy Instil client’s perception that he or she can implement
a change strategy.

on the FRAMES principles." It has been applied to
the area of substance abuse treatment and to health
compliance but, to date, has had limited application
to the area of correctional populations. Ginsberg has
used it as a brief intervention with alcohol abusing
inmates!? others have used it to a limited extent with
sex offenders.1?

Motivational Enhancement Therapy (MET) is an
approach that is comprised of 4 sessions conducted
over a 12-week span. In general, the sessions include:
personalized feedback regarding the negative
consequences of alcohol abuse, helping the client
develop a clear plan for change, exploring ambivalent
feelings regarding changing their behaviour, and
summarizing of progress and development of future
plans. Typically, the clinicians using this approach
use the MI style.

The Transtheoretical Model of change has been
applied to many areas of intervention, for example:
smoking cessation, alcohol and drug treatment, pain
management, domestic violence, and treatment
adherence. Prochaska and Di Clemente!® have
identified 5 discrete stages of change that define

the extent to which individuals are committed to
changing harmful behaviours. Individuals at the
Precontemplation stage are not motivated to change,
those in the Contemplation stage are thinking of
changing, those in the Preparation stage are planning
to change, those in the Action stage are already
actively engaged in change and those who have
made changes but recognize that they need to
remain vigilant in case of relapse are in the
Maintenance stage.

Prochaska and Di Clemente specify experiential
and behavioural processes that support and sustain
individuals at each stage. The Precontemplators and
Contemplators benefit from consciousness raising,
dramatic relief and environmental reevaluation
strategies that provide potential clients with an
understanding of the impact of their unhealthy




behaviours on themselves and others and that

help them to realize that behaviour change can

be an important part of a new identity. Those

in the Preparation stage benefit from exposure to
intervention strategies that reinforce self-efficacy,
that is, their ability to choose to change and make

a commitment to change. For those in the Action
and Maintenance stages, techniques such as
reinforcement management (increasing the rewards
for change and decreasing the rewards from the old
behaviours) and encouraging participants to seek
and use social support to assist them in sustaining
change, using counter conditioning to substitute
healthier alternative cognitions and behaviours and
stimulus control to remove the cues to engage in
the unhealthy behaviours should be components

of the intervention strategy.

Recent initiatives that incorporate the
motivational enhancement techniques

In the last year, the Correctional Service of Canada
has launched a number of projects that combine the
interventions derived from Motivational
Interviewing and those recommended by the
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