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Treatment programs for incarcerated offenders have historically 
been designed to address a single treatment need (such as 

substance abuse, anger management). In such a discrete needs 
a p p roach to correctional treatment, treatment needs are first 
identified through appropriate assessment techniques. Offenders 
a re then encouraged to participate in as many tre a t m e n t 
p rograms as necessary to address each of their treatment needs. 
P roblems with this model are discussed and an alternative 
a p p roach, called the Integrated Service Delivery Model (ISDM) , 
is presented. This model is designed to improve the provision 
of treatment in two ways. One improvement is to create more 
efficient treatment for both the offender and the institution. The 
integrated approach allows for multiple needs to be addre s s e d 
within a single treatment program. The second improvement 
is to offer treatment more consistent with the principles of 
effective correctional treatment programming identified by 
A n d re w s .2 In the integrated approach, the offender is assigned 
to a program based on factors such as the offender’s risk to 
recidivate, the number and nature of his treatment needs, his 
motivation level, and his sentence length. This article focuses 
on risk and needs factors. 

Developments at Rideau Correctional and 
Treatment Centre (RCTC) 

Al a rge body of outcome/evaluation re s e a rch over 
the past two decades has demonstrated that 

t reatment programming for incarcerated offenders is 
e ffective in reducing re c i d i v i s m .3 Leaders in the field 
such as Andrews and Gendre a u4 then took t h i s 
analysis one step further and attempted to answer 
the question “what works best?” They compare d 
various therapeutic approaches used with off e n d e r 
populations and were able to identify eight 
characteristics that appeared to distinguish between 
the most effective and least effective pro g r a m s . 
A n d rews outlines these attributes which include 
advocating for the need for behavioural or cognitive
behavioural therapies, the importance of targ e t i n g 
a p p ropriate criminogenic needs, the importance of 
matching treatment with appropriate offender risk 
levels, and the need for including relapse pre v e n t i o n 
components. Research also indicates that the most 
e ffective use of treatment re s o u rces is to assign fewer 
re s o u rces to lower risk/lower needs offenders and 
m o re re s o u rces to higher risk/higher needs off e n d e r s .5 

It should be noted that offenders who are classified 
to RCTC are, on average, high risk/high need 

individuals as classified by the Level of Supervision 
Inventory (LSI-OR).6 

Discrete needs model of program delivery 

Several challenges face today’s institutions in the 
delivery of programs guided by the empirical 
evidence of effective programming. Administrators 
faced with developing and planning pro g r a m m i n g 
a re typically confronting groups of offenders who 
have diff e rent sentence lengths, varying risk levels, 
and a multiplicity of needs. Most offenders, in fact, 
p resent several needs, thereby requiring more t h a n 
one treatment program. Discrete needs models of 
p rogramming entail taking programs consecutively, 
often with changing group membership and pro g r a m 
leaders, usually with some overlap of pro g r a m 
content, and frequent delays while the off e n d e r 
waits for the recommended programs to begin. 
These factors also raise a plethora of institutional 
and practical issues such as inmate movement and 
management. Offender requests to accelerate or 
delay participation in programming before or 
after various hearings and requests for additional 
p rogramming also accumulate. These issues tend 
to complicate the design and implementation of 
e ffective and efficient institution based corre c t i o n a l 
t re a t m e n t . 

Integrated service delivery model (ISDM) 

Treatment at Ontario’s RCTC is seen as a two-step 
p rocess; assessment and treatment are both integral 
parts of programming. Assessment is designed to 
d i ff e rentiate offenders assigned to each pro g r a m 
based on the off e n d e r’s risk and needs. Off e n d e r s 
with a lower risk to recidivate, fewer needs, shorter 
sentences, and, perhaps, little motivation for 
t reatment, are assigned to a less intense and shorter 
p rogram (5-week program). Residents with a higher 
risk to recidivate, more treatment needs, and longer 
sentences, are assigned to more intense and longer 
p rograms (15-week pro g r a m ) . 

This new treatment model is more integrated in that: 

• each program addresses the basic treatment needs 
(anger management, substance abuse, and 
criminal thinking/lifestyle); 
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• the same counsellors deliver all treatment to an 
individual off e n d e r ; 

• the offender remains with the same group of 
o ffenders throughout his tre a t m e n t . 

The model is more efficient in that: 

• several needs are addressed in the same pro g r a m 
such that duplication of material does not occur; 

• the off e n d e r’s start and termination dates are set 
b e f o re he enters tre a t m e n t ; 

• t h e re is no waiting list for further pro g r a m m i n g ; 

• the same group leaders remain with the off e n d e r s 
t h roughout programming, eliminating the transfer 
of information to new therapists. 

Resident movement and treatment 

Residents who receive treatment normally pro g re s s 
in three steps through the institution. Classification 
personnel first interview the offender and those 
o ffenders who agree to participate in treatment are 
then moved to the Assessment Unit (AU). A psycho
logical test battery assessing factors such as motivation, 
p e r s o n a l i t y, social desirability, hostility, and attitudes 
to w a rds criminal behaviour are administered, files are 
reviewed, case management and clinical interviews are 
conducted, and a Risk-Needs Assessment Report is 
p re p a red. The program that the offender is assignedto is 
a function of his risk/needs assessment and available 
time remaining in his sentence. Three primary crimino
genic needs (criminal thinking, substance abuse, and 
anger management) have been identified as having 
significant contribution to criminal b e h a v i o u r.7 R e s i d e n t s 
who have more serious pro b l e m s in the three tre a t m e n t 
a reas or who have additional treatment needs are 
assigned to the more intense and longer pro g r a m . 

Following assessment, the offender moves to the 
Treatment Centre. Each dormitory of the Tre a t m e n t 
C e n t re functions as a program area in which clinical 
s t a ff comprised of psychology and social work 
p rofessionals are responsible for programming. T h e y 
a re also involved in daily institutional concerns. 
C o r rectional officers who function as case m a n a g e r s 
assist with discharge planning. The 5-week pro g r a m 
involves approximately 100 hours of group counsel
ling by the interdisciplinary team. Offenders are 
taught how to become aware of and recognize their 
thoughts and behaviours that promote pro b l e m a t i c 
behaviours such as aggression and criminal 
behaviour with the emphasis on substance abuse. The 
15-week program involves a minimum of 290 hours 
of group intervention. Treatment needs addre s s e d 
include criminal thinking/behaviour, anger 
management, domestic violence, substance abuse 
and relapse prevention, and dysfunctional personal 

relationships. Intensive small groups are pro v i d e d 
for survivors of childhood sexual abuse, Adult 
C h i l d ren of Alcoholics, and those confronting issues 
such as Post-Traumatic Stress Disord e r, grief 
management, life skills, and parenting. Individual 
counselling is also provided when the need arises. 

P rograms are cognitive-behavioural in nature in that 
an important part of programming is the identification 
of thinking that promotes anti-social, negative 
b e h a v i o u r, such as, using drugs, committing crimes, 
or acting aggre s s i v e l y, and learning how to re p l a c e 
such beliefs with more positive, pro-social thinking. 
Skill acquisition is also emphasized and the pro g r a m s 
s h a re the same language. Treatment is primarily 
conducted in a group format where a variety of 
techniques are employed (discussion/exerc i s e s , 
work-books, role-playing, videos, mentoring, 
journals). More o v e r, the treatment milieu provides an 
opportunity for offenders to practice skills acquire d 
t h rough programming. A final report summarizes 
each off e n d e r’s pro g ress in treatment and makes 
recommendations for future case management. 

Measuring treatment effectiveness 

One hundred-twenty-eight offenders were selected 
for follow-up because they had completed 
p rogramming and had been released for one year. Of 
this sample, 93 had completed the 5-week pro g r a m 
and 35 had completedthe 15-week pro g r a m . 

The average age of the offenders in the two tre a t m e n t 
p rograms were not found to be diff e rent from one 
a n o t h e r. The groups, however, diff e red as expected 
on a number of demographic measures. Off e n d e r s 
with significantly more serious past offences and 
longer current sentences were assigned to the longer 
p rogram. A significantly higher number of 
individuals who were multiple substance abusers, 
serious psychiatric disorders, and serious literacy 
d i fficulties were found in the 15-week program as 
c o m p a red to the 5-week pro g r a m . 

In diff e rentiating between criminogenic risk and 
needs, this study used the overall LSI-OR score as 
the measure of criminogenic risk, while the subscales 
of the LSI-OR served as a broad measure of 
criminogenic needs. The majority of offenders in this 
sample fell in the high-risk range of the LSI-OR. The 
average score was 22.9. The average LSI-OR score in 
the 5-week program was 21.8, significantly lower 
than the offenders in the 15-week program who had 
an average LSI-OR of 25.8. Significant diff e re n c e s 
between the groups were found on the subscales 
measuring criminal history, family/marital issues, 
substance abuse, and antisocial patterns, indicating 
that the 15-week program participants had 
significantly more treatment needs. 54 



The comparison group consisted of 79 off e n d e r s 
who were formally assessed through the AU and 
subsequently placed on a waiting list to re c e i v e 
p rogramming. The offenders, however, were 
d i s c h a rged before programming commenced and 
thus, form a Wait List comparison group. These men 
w e re provided standard intervention (assistance 
with discharge planning in order to connect them to 
available treatment services upon their re l e a s e ) . 

All offenders were followed for one year post-
release by accessing information from the Off e n d e r 
Management System (OMS) of Ontario. Recidivism 
was measured by reconviction rates. For the off e n d e r s 
in the 15-week program, the reconviction rate was 
found to be 37.1% at one-year post- release. For the 
Wait List comparison group, the reconviction rate was 
62% at one year post-release. Despite no significant 
d i ff e rence between the 15-week and Wait List 
comparison group on criminogenic risk as assessed 
by the LSI, reconviction rates were significantly 
d i ff e rent from one another. 

In order to compare the 5-week program participants 
and the Wait List control group, 17 subjects with 
very high scores on the LSI-OR were dropped fro m 
the analyses leaving a subset of 62 offenders as the 
comparison group. This subset had a one year 
reconviction rate of 59.7% which was found to be 
significantly higher than the 5-week pro g r a m 
participants who were reconvicted at a rate of 30.1%. 
T h e re were no significant diff e rences noted between 
these groups on the LSI. 

F i n a l l y, reconviction rates of the two tre a t m e n t 
g roups were not statistically diff e rent from one 
a n o t h e r. One-year reconviction rates for all gro u p s 
a re portrayed in Figure 1. 

Differences in Survival Time between Detained and 
Non-Detained Offenders for General Recidivism 

Figure 1 
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Conclusion 

P rogram evaluation results suggest that the tre a t m e n t 
model used at RCTC is an effective and eff i c i e n t 
mode of treatment programming for incarc e r a t e d 
o ffenders. It was possible to diff e rentiate off e n d e r s 
f o r participation in the 5-week and 15-week pro g r a m 
based on their risk to recidivate and their tre a t m e n t 
needs. Higher risk/higher needs offenders were 
assigned to a higher intensity program while lower 
risk/lower needs offenders were assigned to a 
less intense and shorter program. In addition, the 
developments in the service delivery method allowed 
an increase in the number of offenders completing 
t reatment from 226 to 334 per year indicating a more 
e fficient means of treating off e n d e r s . 

Results demonstrate that significant diff e rences in 
reconviction were obtained between treated off e n d e r s 
and the comparison group. Treated offenders had 
significantly lower recidivism when compared to the 
u n t reated comparison group. Results also illustrate 
that reductions in the reconviction rate for the higher 
and lower risk/needs groups were comparable. The 
two groups were found to have diff e rent risk and 
needs levels prior to entering treatment. Participation 
in either of the appropriate treatment program 
led to findings that indicate both treatment gro u p s 
demonstrated significant and similar reductions in 
reconviction rates relative to their counterparts 
who served in the comparison group. Thus, re s u l t s 
illustrate that correctional treatment derived fro m 
empirical findings is an effective and efficient means 
of reducing recidivism. ■ 
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