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INTRODUCTION AUGUST 2016

In 2011 the legislature declared that, “to protect the public and to work toward the elimination of
sexual offenses, it is necessary to comprehensively evaluate, identify, treat, manage, and monitor
adult sex offenders who are subject to the supervision of the criminal justice system and juveniles
who have committed sexual offenses who are subject to the supervision of the juvenile justice
system. Therefore, the general assembly declares that it is necessary to create a program that
establishes evidence-based standards for the evaluation, identification, treatment, management,
and monitoring of adult sex offenders and juveniles who have committed sexual offenses at each
stage of the criminal or juvenile justice system to prevent offenders from reoffending and enhance
the protection of victims and potential victims. The general assembly does not intend to imply
that all offenders can or will positively respond to treatment.” §16-11.7-101. In 1992, the
Colorado General Assembly passed legislation (Section §16-11.7-101 through Section §16-11.7-
107, C. R. S.) that created a Sex Offender Treatment Board to develop standards and guidelines
for the assessment, evaluation, treatment and behavioral monitoring of sex offenders. The
General Assembly changed the name to the Sex Offender Management Board (SOMB) in 1998 to
more accurately reflect the duties assigned to the SOMB. The Standards and Guidelines
(hereafter Standards) were originally drafted by the SOMB over a period of two years and were
first published in January 1996. The Standards were revised in 1998, 1999, 2004, 2008 and 2011
for two reasons: To address omissions in the original Standards, that were identified during
implementation, and to keep the Standards current with the developing literature in the field of
sex offender management.' The Standards apply to adult sexual offenders” under the jurisdiction
of the criminal justice system.’

These Standards govern the practice of treatment providers, evaluators and polygraph examiners
approved by the SOMB. Standards are mandatory and designated by “shall”, while guidelines are
distinguished by the use of the term “should”. Although the SOMB does not have purview over
other entities involved in the supervision of defendants convicted of a sexual offense (for
example, probation, parole, and the judiciary), it offers these guidelines as a tool to assist in the
management of offenders and to enhance collaboration® among stakeholders and to provide
guidance on best practices.

The SOMB is required to maintain the Standards for the evaluation and treatment of criminal
defendants with a current or past sex offense conviction. §16-11.7-103(4)(a,b); see also §§16-
11.7-102, — 104. The evaluation shall make recommendations for the management, monitoring,
and treatment of the defendant based upon his or her individual risk and shall rely upon
interventions which prioritize the physical and psychological safety of victims and potential
victims and which are appropriate to the assessed needs of the particular defendant. §16-11.7-
103(4)(a). The Standards apply to treatment provided both in the community and during

! Center for Sex Offender Management. (2008). The Comprehensive Approach to Sex Offender Management. Washington, DC: U.S.
Department of Justice, Office of Justice Programs; Yates, P. (2013). Treatment of Sexual Offenders: Research, Best Practices, and
Emerging Models. International Journal of Behavioral Consultation and Therapy, 8(3-4): 89-94.

2 Pursuant to C.R.S. §16-11.7-102

3 Pursuant to statutory purview (§16-11.7-102) including guilty plea, nolo contendre, conviction by trial, deferred sentences, and
stipulation/finding of sexual factual basis. Pre-trial and pre-plea matters are not under the purview of the Standards.

4 McGrath, R.J., Cumming, G.F., Burchard, B.L., Zeoli, S., & Ellerby, L. (2010). Current Practices and Emerging Trends in Sexual
Abuser

Management: The Safer Society 2009 North American Survey. Brandon, VT: Safer Society Press; Shingler, J. & Mann, R. E. (2006).
Collaboration in clinical work with sexual offenders: Treatment and risk assessment. In W. L. Marshall, Y. M. Fernandez, L. E.
Marshall, & G. A. Serran (Eds.), Sexual Offender Treatment: Controversial Issues (pp. 173-185). Hoboken, NJ: Wiley.
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imprisonment. §§16-11.7-103(4)(b), - 105. Treatment providers shall be as flexible as possible
and shall include a continuum of options which may include, but are not limited to, group
counseling. /d. To the extent possible, programs shall be accessible to all defendants, including
those with mental illness and co-occurring disorders. /d. The SOMB is required to revise the
Standards based upon comprehensive research and analysis of evidence-based practices and the
effectiveness of its policies and procedures. §16-11.7-103(4)(e).

It is not the intention of the legislation, or the SOMB, that these Standards be applied to the
treatment of juveniles who have sexually offended. Despite many similarities in the behavior and
treatment of juveniles and adults, important differences exist in their developmental stages,’ the
process of their offending behaviors,® and the context for juveniles who must be addressed
differently in their diagnosis and treatment. Please see the current publication of the Standards
and Guidelines for the Evaluation, Assessment, Treatment and Supervision of Juveniles Who
Have Committed Sexual Olffenses.

In 1998, the Colorado General Assembly passed legislation directing the SOMB, in collaboration
with the Department of Corrections, the Judicial Branch and the Parole Board, to also develop
Standards for community entities that provide supervision and treatment specifically designed for
sex offenders who have developmental or intellectual disabilities’. At a minimum, the
Legislature mandates that these Standards shall determine whether an entity would provide
adequate support and supervision to minimize any threat that the sex offender may pose to the
community (Section §18-1.3-1009 (1)(c), C.R.S.). The treatment and management of sex
offenders with developmental or intellectual disabilities is a highly specialized field.® The intent
of the DD/ID Standards is to better address the specific needs presented by sex offenders with
developmental or intellectual disabilities. They are based on best practices known today for
managing and treating sex offenders with developmental or intellectual disabilities. To the extent
possible, the SOMB has based these Standards on current research in the field. Materials from
knowledgeable professional organizations have also been used to direct the Standards. The
Standards that are designated with the letters “DD/ID” after the Standard number are not intended
to stand alone, but must be used in conjunction with the other Standards and Guidelines for the
Assessment, Evaluation, Treatment and Behavioral Monitoring of Adult Sex Offenders.

Sex offender treatment and management is a developing specialized field.” The Colorado
Legislature has directed, in the SOMB’s enabling statute, that: “The board shall revise the
guidelines and standards for evaluation, identification, and treatment, as appropriate, based upon
the results of the board’s research and analysis.” The SOMB is committed to remaining current

3 Center for Sex Offender Management. (2013). Transition-Aged Individuals Have Committed Sex Offenses: Considerations for the
Emerging Adult Population. Silver Spring, MD: Author; Riser, D., Pegram, S., & Farley, J. (2013). Adolescent and Young Adult Male
Sex Offenders: Understanding the Role of Recidivism. Journal of Child Sexual Abuse, 22(1): 9-31.

6 Huang, D., Murphy, D., & Hser, Y. (2012). Developmental Trajectory of Sexual Risk Behaviors From Adolescence to Young
Adulthood. Youth & Society, 44(4) 479-499; Keelan, C., & Fremouw, W. (2013). Child versus peer-adult offenders: A critical review
of the juvenile sex offender literature. Aggression and Violent Behavior, 18(6):732—744; Piquero, A., Farrington, D., Jennings, W.,
Diamond, B. & Craig, J. (2012). Sex Offenders and Sex Offending in the Cambridge Study in Delinquent Development - Prevalence,
Frequency, Specialization, Recidivism, and (Dis)Continuity Over the Life-Course. Journal of Crime and Justice, 35(3):412-426;
Pullman, L., Lerouxb, E., Motayne, G., & Seto, M. (2014). Examining the developmental trajectories of adolescent sexual offenders.
Child Abuse & Neglect 38(7):1249-1258; Seto, M., & Lalumie're, M. (2010). What Is So Special About Male Adolescent Sexual
Offending? A Review and Test of Explanations Using Meta-Analysis. Psychological Bulletin. 136(4), 526-575.

7 Lindsay, W., Hastings, R., Griffiths, D., & Hayes, S. (2007). Trends and challenges in forensic research on offenders with
intellectual disability. Journal of Intellectual & Developmental Disability, 32(2): 55-61; Lindsay, W., & Michie, A. (2013).
Individuals With Developmental Delay and Problematic Sexual Behaviors. Current Psychiatry Reports, 15(4):1-6.

8 Heaton, K., & Murphy, G. (2013). Men with Intellectual Disabilities who have Attended Sex Offender Treatment Groups: A Follow-
Up. Journal of Applied Research in Intellectual Disabilities, 26(5): 489-500.

o Gallo, A., Belanger, M., Abracen, J., Looman, J., Picheca, J., & Stirpe, T. (2014). Treatment of High-Risk High-Need Sexual
Offenders - The Integrated Risk Need Responsivity Model (RNR-I). Annals of Psychiatry and Mental Health 3(1): 1018.
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on the emerging literature and research and periodically modifying the Standards on the basis of
new findings. The previous revisions to the Standards were undertaken with that goal in mind.
The current revisions of the Standards are continuing evidence of this commitment. In 2013 the
Colorado Legislature additionally appropriated funding for an independent external evaluation of
the Standards. The results of this evaluation were published in January 2014."° The current
revision of the Standards has been partially based in response to the external evaluation and, in
addition, on research and analysis conducted by the SOMB independent of the external
evaluation. It is the commitment of the SOMB to incorporate best practices and evidence based
practices for sex offender management in Colorado.

10 D’Orazio, D., Thornton, D, & Beech, A. (2014). An External Evaluation of Colorado Sex Offender Management Board Standards
and Guidelines. Central Coast Clinical & Forensic Psychology Services, Inc.

6



Revised August 2016

GUIDING PRINCIPLES AUGUST 2016

Purpose of Guiding Principle is to guide our work

1. The highest priority of these Standards and Guidelines is to maximize
community safety11 through the effective delivery of quality evaluation, treatment
and management of sex offenders."

2. Sexual offenses are traumatic and can have a devastating impact on the
victim and victim’s family.

Sexual offenses violate victims, and can lead to common and serious consequences
across all areas of victims’ lives, including chronic and severe mental and physical health
syrnptoms,13 as well as social, family, economic, and spiritual harm. 14 Research and
clinical experience indicate that victims of sexual abuse often face long-term impact and
continue to struggle for recovery over the course of their lifetime.'® The impact of sexual
offenses on victims varies based on numerous factors. By defining the offending behavior
and holding offenders accountable, victims may potentially experience protection,
support and recovery.'® Professionals working with sexual offenders should be alert to
how offenders’ behaviors may inflict further harm on persons they have previously
victimized."”

' Center for Sex Offender Management (2007). Enhancing the Management of Adult and Juvenile Sex Offenders: A Handbook for
Policymakers and Practitioners. Center for Effective Public Policy, U.S. Department of Justice, Office of Justice Programs, 2005-WP-
BX-K179 and 2006-WP-BX-K004; C.S.R. 16.11.7-101, “To protect the public and to work toward the elimination of sexual offenses,
it is necessary to comprehensively evaluate, identify, treat, manage and monitor convicted adult sex offenders who are subject to the
criminal justice system...”

12 Dowden, C., & Andrews, D. A. (2004). The importance of staff practices in delivering effective correctional treatment: A meta-
analysis of core correctional practices. International Journal of Offender Therapy and Comparative Criminology, 48(2), 203-214;
Hanson et al. (2009). The Principles of Effective Correctional Treatment Also Apply To Sexual Offenders; Mann, R. (2009). Sex
offender treatment: The case for manualization. Journal of Sexual Aggression, 15(2): 121-131; Schmucker, M. & Losel, F. (2015).
The effects of sexual offender treatment on recidivism: an international meta-analysis of sound quality evaluations. Journal of
Experimental Criminology, 11(4):597-630.

Chen et al. (2010). Sexual abuse and lifetime diagnosis of psychiatric disorders: Systematic review and meta-analysis. Mayo Clinic
Proceedings, 85, 618-629; Tjaden, P. & Thoennes, N. (2006). Extent, nature, and consequences of rape victimization: Findings from
the National Violence Against Women Survey. Washington, DC: U.S. Dept. of Justice, Office of Justice Programs, National Institute
of Justice; Walsh et al. (2012). National prevalence of posttraumatic stress disorder among sexually revictimized adolescent, college,
and adult household-residing women. Archives of General Psychiatry, 69(9):935-942; Wilson, D. (2010). Health Consequences of
Childhood Sexual Abuse. Perspectives in Psychiatric Care. 46(1): 56-64.

14 Morrison, Z. (2007). Caring about sexual assault: the effects of sexual assault on families, and the effects on victim/survivors of
family responses to sexual assault. Family Matters, 76: 55-63; Tjaden & Thoennes (2006). Extent, nature, and consequences of rape
victimization: Findings from the National Violence Against Women Survey. Washington, DC: U.S. Dept. of Justice, Office of Justice
Programs, National Institute of Justice.

15 Campbell, R., Dworkin, E., & Cabral, G. (2009). An ecological model of the impact of sexual assault on women’s mental health.
Trauma, Violence, & Abuse, 10, 225-246; Cuevas et al. (2010). Psychological Distress as a Risk Factor for Re-Victimization in
Children; Tjaden, P. & Thoennes, N. (2006). Extent, nature, and consequences of rape victimization: Findings from the National
Violence Against Women Survey. Washington, DC: U.S. Dept. of Justice, Office of Justice Programs, National Institute of Justice;
Finkelhor, D. (2009). The Prevention of Childhood Sexual Abuse. Future of Children, 19(2):169-194.

'S Whittle et al. (2015). A Comparison of Victim and Offender Perspectives of Grooming and Sexual Abuse. Deviant Behavior, 36(7):
539-564.

17 Briere, J. & Scott, C. (2006). Principles of trauma therapy: A guide to symptoms, evaluation, and treatment. Thousand Oaks, CA:

Sage Publications; Feiring, C. & Taska, L. (2005). The Persistence of Shame Following Sexual Abuse: A Longitudinal Look at Risk
and Recovery. Child Maltreatment, 10(4): 337-349; Littleton, H. (2010). The impact of social support and negative disclosure
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3. Community safety and the rights and interests of victims and their families,
as well as potential victims, require paramount attention when developing and
implementing assessment, treatment and management of sex offenders.

4. Offenders are capable of change.

Responsibility for change ultimately rests with the offender. Individuals are responsible
for their attitudes and behaviors and are capable of eliminating abusive behavior through
personal ownership of a change process. While responsibility for change is the
offender’s, the therapeutic alliance between the offender and the therapist is a predictive
and important facet of responsivity leading to behavioral change.'® A warm, direct, and
empathic therapeutic approach contributes to an offender’s motivation to change, as does
the supervising officer’s positive working alliance with the offender. °

5. The treatment and management of sex offenders requires a coordinated
response by the Community Supervision Team (CST) and will be most effective if
SOMB providers and the entirety of the criminal justice and social services systems
apply the same principles and work together.20

Community safety is enhanced when treatment providers and community supervision
professionals practice in their area of specialization and work together. This
collaboration should include frequent and substantive communication about information
that will assist in reducing an offender’s risk to the community. When the CST members
respect the individual roles and mutually agree upon their goals, the offender can be
treated and managed more effectively.”

reactions on sexual assault victims: A cross-sectional and longitudinal investigation. Journal of Trauma & Dissociation, 11,210-227;
O’Dobherty et al. (2001). Recovery work with child victims of sexual abuse: A framework for intervention. Child Care in Practice,
7(1):78-88; Patterson, D. (2011). The Linkage Between Secondary Victimization by Law Enforcement and Rape Case Outcomes.
Journal of Interpersonal Violence, 26(2): 328— 347.

18 Beech, A. R., & Hamilton-Giachritsis, C. E. (2005). Relationship between therapeutic climate and treatment outcome in group-
based sexual offender treatment programs. Sexual Abuse: A Journal of Research and Treatment, 17(2):127-140; Blasko, B., & Jeglic,
E. (2014). Sexual offenders’ perceptions of the client—therapist relationship: The role of risk. Sexual Abuse: A Journal of Research
and Treatment, 28(4):1-20; Harkins, L. & Beech, A. (2007). A review of the factors that can influence the effectiveness of sexual
offender treatment: Risk, need, responsivity, and process issues. Aggression and Violent Behavior, 12(6):615-627; Looman, J.,
Dickie, L., & Abracen, J. (2005). Responsivity Issues in the treatment of sexual offenders. Trauma, Violence, & Abuse, 6(4):330-353;
Skeem et al. (2007). Assessing relationship quality in mandated community treatment: Blending care with control. Psychological
Assessment, 19(4), 397-410.

1 Labrecque, R. M., Schweitzer, M., & Smith, P. (2014). Exploring the Perceptions of the Offender-Officer Relationship in a

Community Supervision Setting. Journal of International Criminal Justice Research, 1: 31-46; Ross, E., Polaschek, D., & Ward, T.
(2008). The therapeutic alliance: A theoretical revision for offender rehabilitation. Aggression and Violent Behavior, 13(6):462-480;
Skeem et al. (2007). Assessing relationship quality in mandated community treatment: Blending care with control. Psychological
Assessment, 19(4):397-410.

20 Center for Sex Offender Management (2007). Enhancing the Management of Adult and Juvenile Sex Offenders: A Handbook for
Policymakers and Practitioners. Center for Effective Public Policy, U.S. Department of Justice, Office of Justice Programs, 2005-WP-
BX-K179 and 2006-WP-BX-K004; Dowden, C., & Andrews, D. A. (2004). The importance of staff practice in delivering effective
correctional treatment: A meta-analytic review of core correctional practices. International Journal of Offender Therapy and
Comparative Criminology, 48(2):203-214; Lowenkamp, C., & Latessa, E. (2004). Increasing the effectiveness of correctional
programming through the risk principle: Identifying offenders for residential placement. Criminology and Public Policy, 4(1):501-
528.

2 McGrath, B., Cummings, G., & Holt, J. (2002). Collaboration Among Sex Offender Treatment Providers and Probation and Parole
Officers: The Beliefs and Behaviors of Treatment Providers. Sexual Abuse: A Journal of Research and Treatment, 14(1):49-65;
Shingler, J. & Mann, R. E. (2006). Collaboration in clinical work with sexual offenders: Treatment and risk assessment. In W. L.

8
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6. Community supervision is an opportunity, the success of which is dependent
upon a sexual offender’s willingness and ability to cooperate with treatment and
supervision, and be accountable for their behaviors.”?> Accordingly, members of the
Community Supervision Team should employ practices designed to maximize
offender participation and accountability.23

7. Treatment and supervision are most effective when they are individualized,
. . . . 24
and incorporate evidence-based and research informed practices.

8. Risk for future sexual offending varies and may increase or decrease. The
intensity and duration of treatment and supervision should respond to these
variations in risk.”

Individual assessment and evaluation of risk should be an ongoing practice. Treatment
approaches and supervision plans should be modified accordingly. Effective
management of risk balances the use of external controls with the development of
individual protective factors and self-regulation in order to reduce risk, enhancing the
offender’s ability to live safely in the community.

9. Victims have the right to safety, to be informed and to provide input to the
community supervision team.

Physical and psychological safety is a necessary condition for victims to begin recovery
related to sexual abuse. Victims experience additional trauma when they are blamed or

Marshall, Y. M. Fernandez, L. E. Marshall, & G. A. Serran (Eds.), Sexual Offender Treatment: Controversial Issues (pp. 173-185).
Hoboken, NJ: Wiley.

2 Carter, M., Bumby, K., & Talbot, T. (2004). Promoting offender accountability and community safety through the Comprehensive
Approach to Sex Offender Management. Seton Hall Law Review, 34, 1273-1297.

z D’Orazio, D., Thornton, D, & Beech, A. (2014). An External Evaluation of Colorado Sex Offender Management Board Standards
and Guidelines. Central Coast Clinical & Forensic Psychology Services, Inc; Woldgabreal et al. (2016). Linking Positive Psychology
To Offender Supervision Outcomes: The Mediating Role of Psychological Flexibility, General Self-Efficacy, Optimism, and Hope.
Criminal Justice and Behavior, 43(6):697-721.

H Ward, T., Gannon, T., & Yates, P. (2008). The Treatment of Offenders: Current Practice and New Developments with an Emphasis
on Sex Offenders. International Review of Victimology. 15(2):183-208; Hanson et al. (2009). The Principles of Effective Correctional
Treatment Also Apply To Sexual Offenders. Criminal Justice and Behavior, 36(9):865-891; Ward, T. & Gannon, T. (2014). Where
has all the Psychology Gone: A Critical Review of Evidence-Based in Correctional Settings. Aggression and Violent Behavior,
19(4):435-446.

» Bonta, J., & Wormith, J. S. (2013). Applying the risk-need-responsivity principles to offender assessment. In L.A. Craig, L.
Gannon, L., & T. A. Dixon (Eds.), What works in offender rehabilitation: An evidence-based approach to assessment and treatment
(pp- 71-93). Hoboken, NJ: Wiley-Blackwell; Gallo et al. (2014). Treatment of high-risk high-need sexual offenders: The integrated
risk need responsivity model (RNR-I). Annals of Psychiatry and Mental Health, 3(1), 1018:1-2; Hanson et al. (2009). The principles
of effective correctional treatment also apply to sexual offenders: A meta-analysis. Criminal Justice and Behavior, 36(9), 865-891.
Harkins, L., & Beech, A. R. (2007). A review of the factors that can influence the effectiveness of sexual offender treatment: Risk,
need, and responsivity, and process issues. Aggression and Violent Behavior, 12(6):615-627; Parent, G., Guay, J., & Knight, R.
(2011). An Assessment of Long-term Risk of Recidivism by Adult Sex Offenders: One Size Doesn't Fit All. Criminal Justice and
Behavior, 38(2):188-209.
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not believed, which may be more damaging than the abuse itself.?® Victim impact is
substantially reduced when victims are believed, protected and adequately supported.

The community supervision team can assist the victim in this by providing information
and affording the victim representation in the supervision and management of the
offender. Victim input and knowledge of the offender are valuable information for the
supervision team.”’ Victims are empowered to determine their level of participation.

10. When a child is sexually abused within the family, the child’s individual need
for safety, protection, developmental growth and psychological well-being outweighs
any conflicting parental or family interests.

11. The SOMB Standards and Guidelines are based on current and emerging
research and best practices.28

Treatment, management, and supervision decisions should be guided by empirical
findings when research is available. Since there is limited and emerging empirical data
specific to sexual offending, decisions should be made cautiously to minimize unintended
consequences.

12. A continuum of treatment and management options for sex offenders should
be available in each community in the state. Additionally, efforts should be made to
maximize continuity of care whenever a client transitions from one treatment
setting to another to maximize positive treatment progress.”

It is in the best interest of public safety for each community to have a continuum of
management and treatment options so that treatment is appropriately matched to the
client.

13.  Successful treatment and management of sex offenders is enhanced when the
Community Supervision Team (CST) models and encourages family, friends,

2 Feiring, C. & Taska, L. (2005). The Persistence of Shame Following Sexual Abuse: A Longitudinal Look at Risk and Recovery.
Child Maltreatment, 10(4): 337-349; Littleton, H. (2010). The impact of social support and negative disclosure reactions on sexual
assault victims: A cross-sectional and longitudinal investigation. Journal of Trauma & Dissociation, 11(2):210-227; Najdowski, C., &
Ullman, S. E. (2011). The effects of revictimization on coping in women sexual assault victims. Journal of Traumatic Stress, 24(2):
218-221; Patterson, D. (2011). The Linkage Between Secondary Victimization by Law Enforcement and Rape Case Outcomes.
Journal of Interpersonal Violence, 26(2): 328— 347; Ullman & Peter-Hagene (2016). Longitudinal Relationships of Social Reactions,
PTSD, and Revictimization in Sexual Assault Survivors. Journal of Interpersonal Violence, 31(6) 1074-1094.

27 Center for Sex Offender Management (2007). The Role of the Victim and Victim Advocate in Managing Sex Offenders (training
curriculum). Silver Spring, MD.

28 C.S.R. 16-11.7-103(e)(I), “The board shall research, either through direct evaluation or through a review of relevant research
articles ans sex oiffender treatment empirical data, and analyze, through a comprehensive review fo evidenced-based practices, the
effectivenss of the evaluation, identification, and treatment policies and procedures for adult sex offenders developed pursuant to this
article.”

» Boer, D. (2013). Some essential environmental ingredients for sex offender reintegration. International Journal of Behavioral
Consultation and Therapy, 8(3-4):8—-11; Scoones, C., Willis, G., & Randolph, G. (2012). Beyond static and dynamic risk factors: The
incremental validity of release planning for predicting sex offender recidivism. Journal of Interpersonal Violence, 27(2), 222-238.

10
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employers and other members of the community in pro-social support of the
offender.”

Families, friends, employers and members of the community who have influence in
the lives of offenders can meaningfully contribute to their successful functioning in
society. Family and friends should be included in the supportive network in a manner
that is sensitive to the possible negative impact of the offense on them.’'

14. Information sharing among CST members is vital to public safety and
offender success.

Sexual offense specific treatment is not conducted with the same degree of confidentiality
as non-mandated treatment.’> Sex offenders waive confidentiality with regard to
therapeutic and/or public safety goals. When sensitive and private information is shared,
the dignity and humanity of all involved must be respected.

15. Sex offense-specific assessment, evaluation, treatment, behavioral monitoring
and supervision should be humane, non-discriminatory and bound by the rules of
ethics and law.*

30 Miller (2015). Protective Strengths, Risk, and Recidivism in a Sample of Known Sexual Offenders, Sexual Abuse: A Journal of
Research and Treatment, 27(1) 34-50; Robbé et al. (2015). An Exploration of Protective Factors Supporting Desistance From Sexual
Offending. Sexual Abuse: A Journal of Research and Treatment, 27(1):16-33; Tharp et al. (2013). A systematic qualitative review of
risk and protective factors for sexual violence perpetration. Trauma, Violence & Abuse, 14(2):133-67.

3 Wilson, R., & McWhinnie, A. (2013). Putting the 'Community' Back in Community Risk Management of Persons Who Have
Sexually Abused. International Journal of Behavioral Consultation and Therapy, 8(3-4):72-79.

32 McGrath et al. (2010). Current Practices and Emerging Trends in Sexual Abuser Management: The Safer Society 2009 North
American Survey. Brandon, VT: Safer Society Press; Sawyer, S. & Prescott, D. (2011). Boundaries and Dual Relationships. Sexual
Abuse: A Journal of Research and Treatment, 23(3):365-380; Levenson, J. & Prescott, D. (2010). Sex Offender Treatment Is Not
Punishment. Journal of Sexual Aggression, 16(3): 275-285.

33 Birgden, A. & Cucolo, H. (2011). The Treatment of Sex Offenders: Evidence, Ethics, and Human Rights. Sexual Abuse: A Journal
of Research and Treatment, 23(3) 295-313; Harrison, K. & Rainey, B. (2013). Legal and ethical aspects of sex offender treatment and
management, Chichester, UK, John Wiley & Sons, Ltd.
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THE ROLE OF VICTIMS / SURVIVORS IN SEX
OFFENDER TREATMENT NOVEMBER 2011

The Sex Offender Management Board recognizes that the behavior of sex offenders can
be extremely damaging to victims and that their crimes can have a long-term impact on
victims' lives. Moreover, the level of violence and coercion involved in the offense does
not necessarily determine the degree of trauma experienced by the victim.

= Victims' involvement in the criminal justice process can be either empowering or re-
victimizing. These Standards are based on the premise that victims should have the
option to decide their level of involvement in the process, especially after the offender
has been convicted and sentenced.

= Under the provisions of Colorado's Constitutional Amendment for Crime Victims,
victims may state whether they wish to be notified about any changes in the
offender's status in the criminal justice system. These Standards and Guidelines also
suggest that, upon request, a victim should be informed about the offender's
compliance with treatment and any changes in the offender's treatment status that
might pose a risk to the victim (e.g. if the offender has discontinued treatment.) In
certain situations, the interagency team described in Guideline 5.100 may
communicate with a victim's therapist or a designated victim advocate. Further, if a
victim is willing, s’/he may be contacted for information during the pre-sentence
investigation, in order to include additional victim impact information in the
investigation report.

= Professionals in the criminal justice, evaluation, and treatment systems should contact
victims through appropriate channels to solicit their input, since victims may possess
valuable information that is not available elsewhere. In particular, a victim's
information about an offender's offense patterns can assist evaluators, treatment
providers and supervisors to develop treatment plans and supervision conditions that
may prevent or detect future offenses.

The following Standards specifically address the opportunity for victim input: 1.040
(Pre-sentence Investigations); 2.060 (Sex Offense-Specific Evaluations); 3.120
(Standards for Treatment Providers); 3.210 (Confidentiality); 3.310 (Provider-Offender
Contract); 5700 (Sex Offenders’ Contact with Victims and Potential Victims).
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NOVEMBER 2011

Accountability:

Adjudication:

Approved Supervisor:

Approved Community
Support Person:

At Risk Adult:

Authorized Representative:

Assessment:

Accurate attributions of responsibility, without distortion,
minimization, or denial.

The legal review and determination of a case in a court of law. In
criminal cases, a juvenile who is convicted of a sexual offense is
deemed “adjudicated.” An adult convicted of a similar offense is
deemed “convicted.” An adult can be adjudicated with an
Imposition of Legal Disability. "Adjudication" means a
determination by the court that it has been proven beyond a
reasonable doubt that the juvenile has committed a delinquent
act or that a juvenile has pled guilty to committing a delinquent
act. In addition, when a previous conviction must be pled and
proven as an element of an offense or for purposes of sentence
enhancement, "adjudication" means “conviction” (refer to
section 19-1-103, C.R.S.).

A person who is authorized to supervise the sex offender’s
contact with a specified child or children per 5.760. This person
is an individual who has met the criteria described in 5.771-
5.775, has been approved by the community supervision team
(CST), and has signed the approved supervisor contract.

A person who provides positive support for the sex offender’s
efforts to change and who may accompany the sex offender in
approved activities that do not involve children. Someone
significant to the offender and/or a roommate who attends
treatment with the offender, has a positive relationship with the
probation officer and treatment provider, and is well versed in
the offender’s probation and treatment requirements.

An individual who is less able to protect him/herself based on

diminished capacity or position of trust (refer to section 18-6.5-
102, C.R.S)).

An individual designated by the person receiving services,

or by the parent or guardian of the person receiving services, if
appropriate, to assist the person receiving services in acquiring
or utilizing services and support (refer to section 27-10.5-102,
CR.S)).

The collection of facts to draw conclusions which may suggest
the proper course of action. Although the term "assessment" may
be used interchangeably with the term "evaluation," in this
document assessment generally has the broader usage, implying
the collection of facts by a variety of agencies or individuals
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(e.g. pre-sentence investigator), while evaluation is generally
used to mean the sex offense-specific evaluation conducted by a
therapist (see also Evaluation).

A variety of methods for checking, regulating and supervising
the behavior of sex offenders.

Person whose primary -caretaking responsibilities include
meeting the various daily needs (e.g. physical, emotional, and
financial) of his/her child.

The coordination and implementation of the cluster of activities
directed toward supervising, treating and managing the behavior
of individual sex offenders.

A comprehensive evaluation conducted by a SOMB approved
evaluator to assist the CST in determining the appropriateness of
contact between a sex offender and his/her own child. Also
known as a CCA.

Those activities directly related to providing evaluation and/or
treatment to individual sex offenders, e.g. face-to-face therapy,
report writing, administration, scoring and interpretation of tests;
participation on case management teams of the type described in
these Standards and Guidelines; and clinical supervision of
therapists treating sex offenders.

A private non-profit corporation that provides case management
services to persons with developmental disabilities. The CCB
determines eligibility of such persons within a specified
geographical area, serves as the single point of entry for persons
to receive services, determines the needs of eligible persons,
prepares and implements long-range plans, and annual updates to
those plans. Other responsibilities include: establishing a referral
and placement committee, obtaining or providing -early
intervention services, notifying eligible persons and their
families regarding the availability of services and supports, and
creating a human rights committee (refer to section 27-10.5-105,
C.R.S).

A team of professionals including a minimum of the supervising
officer, the treatment provider, and the polygraph examiner who
collaborate to make decisions about the offender. Also known as
the CST.

A method of case management and treatment that seeks to hold
offenders accountable through the combined use of both
offenders' internal controls and external control measures (such
as the use of the polygraph and relapse prevention plans). A
containment approach requires the integration of a collection of
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attitudes, expectations, laws, policies, procedures and practices
that have clearly been designed to work together. This approach
is implemented though interagency and interdisciplinary
teamwork.

Normal adaptive self-protective functions which keep human
beings from feeling overwhelmed and/or becoming psychotic,
but which become dysfunctional when overused or over-
generalized.

In psychological terms denial means a defense mechanism used
to protect the ego from anxiety-producing information (see also
Defense Mechanisms and Appendix B, Levels and Types of
Denial.).

Denier Intervention is designed primarily for those in Level 3
Denial (please refer to Standard 3.500). It occurs separately from
regular group therapy that is provided for offenders who have, at
a minimum, admitted the crime of conviction. Denier
Intervention may include a variety of modalities specifically
designed to reduce denial, minimization and resistance to
treatment and supervision.

The Colorado Department of Public Safety.

The list published by the SOMB, identifying treatment providers,
evaluators, and polygraph examiners who meet the criteria set
forth in the Standards (see section 4.000).

A disability that is manifested before the person reaches
twenty-two years of age, which constitutes a substantial
disability to the affected individual, and is attributable to mental
retardation or related conditions which include cerebral palsy,
epilepsy, autism, or other neurological conditions when such
conditions result in impairment of general intellectual
functioning or adaptive behavior similar to that of a person with
mental retardation. Unless otherwise specifically stated, the
federal definition of “developmental disability” found in 42
U.S.C. sec. 6000 et seq., shall not apply (Section 27-10.5-102
(11) (a), C.R.S)).

This definition is further explicated in the Colorado Department
of Human Services Developmental Disabilities Services Rules
and Regulations as follows:

1.2.10.1 Impairment of general intellectual functioning
means that the person has been determined to
have an intellectual quotient equivalent which is
two or more standard deviations below the mean
(70 or less assuming a scale with a mean of 100
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and a standard deviation of 15), as measured by
an instrument which is standardized, appropriate
to the nature of the person’s disability, and
administered by a qualified professional. The
standard error measurement of the instrument
should be considered when determining the
intellectual quotient equivalent.

1.2.10.2 Adaptive behavior means that the person has
overall adaptive behavior which is significantly
limited in two or more skill areas
(communication, self-care, home living, social
skills, community use, self-direction, health and
safety, functional academics, leisure, and work),
as measured by an instrument which is
standardized, appropriate to the person’s living
environment and administered and clinically
determined by a qualified professional.

1.2.10.3 “Similar to that of a person with mental
retardation” means that a person’s adaptive
behavior limitations are a direct result of or are
significantly influenced by impairment of the
person’s general intellectual functioning and
may not be attributable to only a physical
impairment or mental illness.

Discussion: Some sexual offenders have intellectual and/or
functional deficits that indicate a need for revised assessment,
evaluation, treatment or behavioral monitoring even though they
do not meet the federal definition for developmental disabilities.
Evaluators, treatment providers, polygraph examiners, and
supervising officers shall provide services appropriate to each
sex offender’s developmental level.

Includes intake, face-to-face therapy, case/treatment staffing,
treatment plan review, and crisis management with adult sex
offenders.

The systematic collection and analysis of psychological,
behavioral and social information; the process by which
information is gathered, analyzed and documented.

In this document the term "sex offense-specific evaluation" is
used to describe the evaluation provided for sex offenders under
the jurisdiction of the criminal justice system (see also
Assessment).

An individual who conducts sex offense-specific evaluations of
sex offenders according to the Standards and Guidelines
contained in this document, and according to professional
standards.
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A person who is appointed by the court to make decisions on
behalf of an incapacitated person (refer to Section 15-14-102,
C.R.S).

A principle by which to make a judgment or determine a policy
or course of action. Within the context of this document, a
guideline should be read as a suggestion of best practice; a
standard shall be read as required by Colorado statute.

A determination made in a court of law that an individual is
required to receive services through a specified service provider.
The process, described in Section 27-10.5-110 C.R.S., by which
a petition can be filed with the Court and the Court can impose a
legal disability on an individual with a developmental disability
in order to remove a right or rights from the person. Prior to
granting the petition the Court must find that the person has a
developmental disability and that the request is necessary and
desirable to implement the person’s supervised individualized
plan. If place of abode is involved, the court must also find based
on a recent overt act or omission that the person poses a serious
threat to themselves or others or is unable to accomplish self-
care safely, and that the imposed residence is the appropriate,
least restrictive residential setting for the person (refer to
Section, 27-10.5-110, C.R.S.).

A person who lacks the ability to manage property and business
affairs effectively by reason of mental illness, mental deficiency,
physical illness or disability, chronic use of drugs, chronic
intoxication, confinement, detention by a foreign power,
disappearance, minority, or other disabling cause (refer to
Section 15-1.5-102 (5), C.R.S.).

Any verbal or physical contact.

The defendant suffers from a mental disease or defect which
renders him or her incapable of understanding the nature and
course of the proceedings against him or her, or of participating
or assisting in the defense, or cooperating with his or her defense
counsel.(refer to Section 16-8-103, C.R.S.)

Assent is a declaration of willingness to do something in
compliance with a request; acquiescence; agreement. The use of
the term "assent" rather than "consent" in this document

 The purpose of defining “informed assent” and “informed consent” in this section is primarily to
highlight the degree of voluntariness in the decisions which will be made by a sex offender. No attempt has
been made to include full legal definitions of these terms.
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recognizes that sex offenders are not voluntary clients, and that
their choices are therefore more limited.

Informed means that a person's assent is based on a full
disclosure of the facts needed to make the decision intelligently,
e.g. knowledge of risks involved, alternatives.

Consent is a voluntary agreement, or approval to do something
in compliance with a request.

Informed means that a person's consent is based on a full
disclosure of the facts needed to make the decision intelligently,
e.g. knowledge of risks involved, alternatives.

A group of people convened by a community centered board
which shall include the person with a developmental disability
receiving services, the parent or guardian of a minor, a guardian
or an authorized representative, as appropriate, the person who
coordinates the provision of services and supports, and others as
determined by such person’s needs and preferences, who are
assembled in a cooperative manner to develop or review the
individualized plan (refer to Section 27-10.5-102, C.R.S.).

Protocol intended to effectively identify low risk sex offenders
(see appendix D).

A child under the age of 18 years.

A non-deceptive polygraph examination result must include a
deceptive response to control questions and only non-deceptive
responses to all relevant questions. Any inconclusive or
deceptive response to any relevant question disallows a non-
deceptive examination result.

In the field of sex offender treatment, plethysmography is the use
of an electronic device for determining and registering variations
in penile tumescence associated with sexual arousal.
Physiological changes associated with sexual arousal in women
are also measured through the use of plethysmography.
Plethysmography includes the interpretation of the data collected
in this manner.

The use of an instrument that is capable of recording, but not
limited to recording, indicators of a person's respiratory pattern
and changes therein, galvanic skin response and cardio-vascular
pattern and changes therein. The recording of such instruments
must be recorded visually, permanently and simultaneously.
Polygraphy includes the interpretation of the data collected in
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this manner, for the purpose of measuring physiological changes
associated with deception.

Any person at risk of abuse or manipulation by the sex offender.

The list, published by the SOMB, identifies the treatment
providers, evaluators, and polygraph examiners who meet the
criteria set forth in these Standards. The determination that the
providers meet the criteria is made by the SOMB based on an
application submitted by the provider, outlining their experience,
training and credentials, a criminal history check and
background investigation, written references and reference
checks and a review of relevant program materials and products.
Placement on the list must be renewed every three years.

A facility or program operated directly by the Department of
Human Services, which provides services and supports to
persons with developmental disabilities (refer to Section 27-
10.5-102, C.R.S)).

A written document derived from the process of planning for
community safety. The document identifies potential high-risk
situations and addresses ways in which situations will be handled
without the offender putting others at risk. The plan requires the
approval of the community supervision team.

A secondary victim is a relative or other person closely involved
with the primary victim who is impacted emotionally or
physically by the trauma suffered by the primary victim.

The following definition is based on Section 16-11.7-102, C.R.S.
For purposes of this document a sex offender is:

(1) Any (adult) person convicted of a sex offense (defined
below) in Colorado on or after January 1, 1994, or;

(2) Any person convicted in Colorado on or after July 1, 2000,
of any criminal offense with the underlying factual basis
being a sex offense, or;

(3) Any person who is adjudicated as a juvenile or who receives
a deferred adjudication on or after Julyl, 2002, for an
offense that would constitute a sex offense if committed by
an adult or for any offense, the underlying factual basis of
which involves a sex offense, or;

(4) Any person who receives a deferred judgment or deferred
sentence for the offenses specified in below is deemed
convicted, or;

(5) Any (adult) person convicted of any criminal offense in
Colorado on or after January 1, 1994, and;

a) who has previously been convicted of a sex offense
in Colorado, or;
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b) who has previously been convicted in any other
jurisdiction of any offense which would constitute a
sex offense in Colorado, or;

¢) who has a history of any sex offenses as defined in
the Sex Offense definition below.

The determination of the legal status of a sex offender as either
an adult or a juvenile is defined by statute.

A sex offender is also referred to as an "offender” in the body of
this document; a sex offender is also referred to as a "client" and
an "examinee" in sections relating to treatment and polygraph
examinations respectively.

The following definition is based on statute.” For the purposes
of this document, a sex offense is:

(D
2

(3)
(4)
(5)
(6)
(7)
(8)
9)
(10)
(11)
(12)
(13)
(14)

(15)

Sexual Assault;

Sexual Assault in the first, second and third degree as it
existed prior to July 1, 2000;

Unlawful Sexual Contact;

Sexual Assault on a child;

Sexual Assault on a child by one in a position of trust;
Sexual Assault on a client by a psychotherapist;
Enticement of a child;

Incest;

Aggravated Incest;

Trafficking in children;

Sexual Exploitation of children;

Procurement of a child for sexual exploitation;
Indecent Exposure;

Soliciting for child prostitution;

Pandering of a child;

% Section 16-11.7-102 (3), C.R.S., 2006. It is important to refer to the most current edition of the Colorado

Revised Statutes.
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(16)  Procurement of a child;

(17)  Keeping a place of child prostitution;
(18)  Pimping of a child;

(19)  Inducement of child prostitution;

(20)  Patronizing a prostituted child;

(21)  Internet luring of a child,

(22)  Internet sexual exploitation of a child, or;

(23)  Criminal attempt, Conspiracy, or Solicitation to commit
any of the above offenses.

A criminal specific-issue polygraph examination of a suspected
or convicted sex offender. Refer to section 6.000 for details.

Consistent with current professional practices, sex offense-
specific treatment is a long term comprehensive set of planned
therapeutic experiences and interventions to change sexually
abusive thoughts and behaviors. Such treatment specifically
addresses the occurrence and dynamics of sexually deviant
behavior and utilizes specific strategies to promote change. Sex
offense-specific programming focuses on the concrete details of
the actual sexual behavior, the fantasies, the arousal, the
planning, the denial and the rationalizations. Due to the
difficulties inherent in treating sex offenders and the potential
threat to community safety, sex offense-specific treatment should
continue for several years, followed by a lengthy period of
aftercare and monitoring. Much more importance is given to the
meeting of all treatment goals than the passage of a specific
amount of time, since offenders make progress in treatment at
different rates. The primary treatment modality for sex offense
specific treatment is group therapy for the offenders. Adjunct
modalities may include partner or couples therapy, psycho-
education, and/or individual therapy. However, such adjunct
therapies by themselves do not constitute sex offense-specific
treatment. Refer to section 3.000 for details.

A subclass of sexual disorders in which the essential features are
"recurrent intense sexually arousing fantasies, sexual urges, or
behaviors generally involving (1) nonhuman objects, (2) the
suffering or humiliation of oneself or one's partner, or (3)
children or other non-consenting persons that occur over a period
of at least 6 months. The behavior, sexual urges or fantasies
cause clinically significant distress or impairment in social,

21



Shared Living Arrangement:

SOMB:

Special Populations:

Standard:

Standards and Guidelines:

Supervising Officer:

Treatment:

Treatment Provider:

November 2011

occupational, or other important areas of functioning. Paraphilic
imagery may be acted out with a non-consenting partner in a
way that may be injurious to the partner. The individual may be
subject to arrest and incarceration. Sexual offenses against
children constitute a significant proportion of all reported
criminal sex acts” (DSM-IV, pages 522-523). This class of
disorders is also referred to as "sexual deviations." Examples
include pedophilia, exhibitionism, frotteurism, fetishism,
voyeurism, sexual sadism, sexual masochism and transvestic
fetishism. This classification system includes a category labeled
"Paraphilia Not Otherwise Specified" for other paraphilias which
are less commonly encountered.

A separately contained living unit in which more than one adult
sex offender in treatment resides for the purpose of increased
public safety, increased accountability, intensive containment,
and more consistent treatment interventions, provided by
treatment providers who are approved by the SOMB. Also
known as a SLA. Refer to section 3.170 for details.

The Colorado Sex Offender Management Board.

Persons subject to federally mandated protections and
accommodations under the Americans with Disabilities Act
(1990), Section 504 of the Rehabilitation Act (1973), or
who were subject to the Education of All Handicapped Act
(1975) and the subsequent Individuals with Disabilities
Education Act (1990) and Individuals with Disabilities
Education Improvement Act (2004), are clearly identified
as special populations according to those legislative
guidelines.

Criteria set for usage or practices; a rule or basis of comparison
in measuring or judging.

The Standards and Guidelines for the Assessment, Evaluation,
Treatment and Behavioral Monitoring of Adult Sex Offenders.

The probation or parole officer or community corrections case
manager to whom the offender's case is assigned.

According to Section 16-11.7-102(4), C.R.S. treatment means
therapy, monitoring and supervision of any sex offender which
conforms to the Standards created by the SOMB (see also Sex
offense-specific treatment).

A person who provides sex offense-specific treatment to sex

offenders according to the Standards and Guidelines contained
in this document.
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Any person against whom sexually abusive behavior has been
perpetrated or attempted.

A process designed for the primary benefit of the victim, by
which the offender clarifies that the responsibility for the
assault/abuse resides with the offender. The process will clarify
that the victim has no responsibility for the offender’s behavior.
It also addresses the damage done to the victim and the family.
This is a lengthy process that occurs over time, including both
verbal and written work on the part of the offender. Although
victim participation is never required and is sometimes
contraindicated, should the process proceed to an actual
clarification meeting with the victim, all contact is victim
centered and based on victim need. Refer to section 5.000 for
details.

23



November 2011

1.000 NOVEMBER 2011
GUIDELINES FOR PRE-SENTENCE INVESTIGATIONS

1.010

1.020

1.030

1.040

A pre-sentence report shall be prepared for each person convicted as a sex offender as defined
in 16-11.7-102(2), and the court may not dispense with the pre-sentence evaluation, risk
assessment, and report unless such a report has been completed within the last six months and
there has been no material change that would affect the report in the past six months.

Discussion: The purpose of the pre-sentence investigation is to provide the court with
verified and relevant information upon which to base sentencing decisions. Sex offenders
pose a high risk to community safety and have special needs. Therefore, pre-sentence
investigations on these cases differ from those in other types of cases, primarily by the
inclusion of a sex offense-specific evaluation. The evaluation establishes a baseline of
information about the offender's risk, type of deviancy, amenability to treatment and
treatment needs.

The pre-sentence investigation report, including the results of the sex offense-specific
evaluation, should follow the sex offender throughout the time the offender is under criminal
Justice system jurisdiction, whether on probation, parole, community corrections, or in
prison.

In cases in which a defendant is found by the court on the record to be a sex offender as
defined by C.R.S. 16-11.7-102(2), the pre-sentence investigation report should be completed
by a pre-sentence investigator specially trained in sex offender management.

Probation officers assessing sex offenders during the pre-sentence investigation should have
successfully completed required training. (See 5.222 for required training.)

A pre-sentence investigation (PSI) report should address the following:

*  Criminal history

=  Education/employment

* Financial status

= Residence

= Leisure/recreation

= Companions

= Alcohol/drug problems

*  Victim impact

* Emotional/personal problems

= Attitude/orientation

» Family, marital and relationship issues

» Offense patterns and victim grooming behaviors

= Sex offense-specific evaluation report

= Risk factors, risk level, and amenability to treatment
* The potential impact of the sentencing recommendation on the victim
= Sexually Violent Predator (SVP) assessment

Based on the information gathered, the pre-sentence investigation report should make
recommendations about an offender's suitability for community supervision. If community

supervision is recommended for an offender, special conditions and a supervision period
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sufficiently lengthy to allow for an extended period of treatment and a period of aftercare and
behavioral monitoring should be requested.

When referring an offender for a sex offense-specific evaluation, pre-sentence investigators
should send to the evaluator, as part of the referral packet:

= Police reports

= The victim impact statement

»  Child protection reports

= A criminal history

= Any available risk assessment materials

= Prior evaluations and treatment reports

= Prior supervision records, if available

=  Any other information requested by the evaluator

Evaluations received by the pre-sentence investigator that have been performed prior to an
admission of guilt by the offender may not meet the requirements of these Standards. It is the
responsibility of the PSI writer to ensure all areas of information gathering and testing
required by these Standards in Section 2.000 have been covered in such a way that the sex
offense specific evaluation is comprehensive. The investigating officer must inform the court
if an evaluation submitted to the court does not meet the SOMB Standards. The officer must
then provide recommendations to resolve the outstanding issues so that the evaluation meets
the requirements described in these Standards.

At the time of the intake interview, the pre-sentence investigation writer should provide the
sex offender with a copy of the required disclosure/advisement form and should have the

offender sign for receipt of the form.

Discussion: This disclosure/advisement form notifies an offender and other concerned parties
of the requirements the offender will have to meet should probation be granted.
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2.000 NOVEMBER 2011

STANDARDS FOR SEX OFFENSE-SPECIFIC EVALUATIONS

Evaluations are conducted to identify levels of risk and specific risk factors that require attention in
treatment and supervision, and to assist the court in determining the most appropriate sentence for
offenders. Because of the importance of the information to subsequent sentencing, supervision,
treatment, and behavioral monitoring, each sex offender shall receive a thorough assessment and
evaluation that examines the interaction of the offender’s mental health, social/systemic functioning,
family and environmental functioning, and offending behaviors. Sex offense specific evaluations are
not intended to supplant more comprehensive psychological or neuropsychological evaluations.
Evaluators have an ethical responsibility to conduct evaluations in a comprehensive and factual
manner regardless of the offender’s status within the criminal justice system.

Evaluators who provide evaluations to sex offenders with developmental disabilities shall be SOMB
approved with a specialty in the evaluation of sex offenders with developmental disabilities in
accordance with the qualifications required pursuant to Standards, Section DD 4.000.

2.010 Assessment and evaluation are ongoing processes and should continue through each
transition of supervision and treatment. Re-evaluation by community supervision team
(CST) members should occur on a regular basis to ensure recognition of changing levels
of risk.

2.011 The CST shall utilize the Low Risk Protocol (LRP) for eligible sex offenders over the
course of the initial phase of treatment. (See Appendix D)

2.020 In accordance with Section 16-11-102(1) (b) C.R.S., each sex offender shall receive a sex
offense-specific evaluation at the time of the pre-sentence investigation.

2.030 The evaluator shall obtain the informed assent of the offender for the evaluation, by
advising the offender of the assessment and evaluation methods to be used, the purpose
of the evaluation, and to whom the information will be provided. The evaluator shall
explain to the offender about the role the evaluator fills with regard to the offender and
the court. Results of the evaluation should be shared with the offender and any questions
addressed. The evaluation shall explain the limits of confidentiality and the obligations
regarding mandatory reporting of child abuse.

2.030 DD
A. The information shall be provided in a manner that is easily understood, verbally
and in writing, or through other modes of communication as may be necessary to
enhance understanding.

Discussion: When the evaluator is working with a sex offender with developmental
disabilities and obtaining informed assent, the evaluator (see Section 4.000 related to
evaluator qualifications and Appendix G related to special populations) should be
familiar with characteristics of persons with developmental disabilities such as cognitive
functioning, communication style, mental health issues, vocabulary and language skills,
or other significant limitations. If the evaluator feels that informed assent could not be
acquired at the time of the evaluation, the evaluator shall obtain assistance from a third
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party who is not a practitioner from within the same agency. A third party may be an
individual or group of individuals who understands the definition of informed assent and
who has had significant knowledge of the person’s unique characteristics.

B. The evaluator shall obtain the assent of the legal guardian, if applicable, and the
informed assent of the offender with developmental disabilities for the evaluation
and assessments. The legal guardian will be informed of the evaluation methods,
how the information may be used and to whom it will be released. The evaluator
shall also inform the offender with developmental disabilities and the legal
guardian about the nature of the evaluator’s relationship with the offender and
with the court. The evaluator shall respect the offender’s right to be fully
informed about the evaluation procedures. Results of the evaluation may be
reviewed with the offender and the legal guardian upon request.

The mandatory reporting law (Section 19-3-304, C.R.S.) requires certain
professionals to report suspected or known abuse or neglect to the local
department of social services or law enforcement. Evaluators are statutorily
mandated reporters.

C. If informed assent cannot be obtained after consulting with the third party, then
the evaluator shall refer the case back to the community supervision team or the
court.

The evaluator shall be sensitive to any cultural, ethnic, developmental, sexual orientation,
gender, medical and/or educational issues, or disabilities that become known during the
evaluation.

To ensure the most accurate prediction of risk for sex offenders, the following evaluation
modalities are all required in performing a sex offense-specific evaluation:

. Use of instruments that have specific relevance to evaluating sex offenders
. Use of instruments with demonstrated reliability and validity
" Examination and integration of criminal justice information and other collateral
information, including:
o The details of the current offense
o Documents that describe victim trauma, when available
o Scope of offender’s sexual behavior other than the current offense that
may be of concern
" Structured clinical and sexual history interview
. Offense-specific psychological testing and standardized assessments/instruments
. Testing of deviant arousal or interest (i.e. Plethysmograph, Abel Screening or
other Viewing Response Time (VT) instruments.
= Use of at least one validated risk assessment instrument that was normed on a

population most similar to the offender being evaluated.

Discussion.: Evaluation instruments and processes will be subject to change as more is
learned in this area. Because measures of risk are imperfect at this time, evaluation and
assessment must be dome by collecting information through a variety of methods.
Evaluation and assessment therefore currently involve the integration of physiological,
psychological, historical, and demographic information to adequately assess a sex
offender's level of risk and amenability to treatment. When the evaluator is in doubt, s/he
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should err on the side of protecting community safety in drawing conclusions and making
recommendations.

A. Due to the complex issues of evaluating sex offenders with developmental
disabilities, methodologies shall be applied individually and their administration
shall be guided by the following:

1. When possible, instruments should be used that have relevance and
demonstrated reliability and validity which are supported by research in
the mental health and sex offender treatment fields as they relate to
persons with developmental disabilities.

2. If a required procedure is not appropriate for a specific client, the
evaluator shall document in the evaluation why the required procedure
was not done.

B. Evaluators shall carefully consider the appropriateness and utility of using a
plethysmograph assessment, or VT assessment with sex offenders who have
developmental disabilities. For these assessments to be effective with this
population, evaluators shall assess whether the offender has a sufficient level of
cognitive functioning to be able to adequately discriminate between stimulus
cues. In addition, consideration shall be given to use of specialized protocols that
have been developed for sex offenders who have developmental disabilities, such
as the Behavioral Technologies, Inc. stimulus cue package for the
plethysmograph and the Abel-Blasingame Assessment System for Individuals
with Intellectual Disabilities™ (ABID). In administering the Abel Screening it is
critical to use the questionnaire in addition to the VT procedure. Further, the use
of the relapse prediction scores from the Abel Screening are not recommended
due to not having been adapted for use with sex offenders who have
developmental disabilities and therefore, shall not be used by evaluators. Finally,
the evaluator shall interpret the results of plethysmograph and VT assessments
with caution given the limited research and minimal validation of these tools with
sex offenders who have developmental disabilities and the evaluator shall seek
other evaluative information to confirm diagnostic considerations generated by
the plethysmograph and VT assessment data.

A sex offense-specific evaluation of a sex offender shall evaluate the following required
areas:

. Cognitive Functioning

. Mental Health

. Medical/Psychiatric Health
. Drug/Alcohol Use

. Stability of Functioning

. Developmental History

. Sexual Evaluation

" Risk

. Motivation and Amenability to Treatment
= Impact on Victim

. Sadism
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Evaluators shall also address the level of functioning and neuropsychological concerns
for sex offenders with developmental disabilities and make appropriate recommendations
regarding treatment modality and any need for additional behavioral interventions or
containment and supervision requirements. To address an offender’s level of functioning
and appropriate treatment interventions, the evaluation areas in section 2.061 DD shall
also be addressed.

2.061 SEX OFFENSE-SPECIFIC EVALUATION
Outlined in the following chart are the required areas of a sex offense-specific evaluation. The
left hand column identifies the required areas to be evaluated. The right hand column identifies

the required and optional evaluation procedures that may be used. All major categories identified
in Standard 2.060 shall be addressed.

Instruments utilized in the evaluation shall be commensurate with the specific offender
population being evaluated (e.g. female, developmentally disabled, or juvenile offense being
evaluated for adult non-sex offense).

Evaluation Areas — Required Required and Optional Evaluation Procedures
o C(Closed bullet indicates a required
method

o Open bullet indicates an optional method

COGNITIVE FUNCTIONING

Intellectual Functioning (Mental Retardation,
Learning Disability, and Literacy)

Clinical Interview

History of Functioning and/or standardized tests:
Clinical Mental Status Exam
Observational Assessment

Case File/Document Review

Collateral Information/Contact/Interview
WAIS IIT

TONI (Test of Non-Verbal Intelligence)
Shipley Institute of Living Scale Revised
Kaufman 1Q Test for Adults

Stanford Binet

Slosson Intelligence Test — Revised
Slosson Full-Range Intelligence Test
Kaufman Brief Intelligence Test
Universal Nonverbal Intelligence Test

O O O OO O0OO0OO0COC e & ¢ o o o
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Neuropsychological Functioning
intelligence)

(fluid

Clinical Interview

Clinical Mental Status Exam
Observational Assessment

Case File/Document Review

Collateral Information/Contact/Interview
Test of Memory and Learning

K-SNAP (B)

Cognistat — Neurbehavioral Cognitive Status Exam
Boston Naming Test

Boston Diagnostic Aphasia Test
Luria-Nebraska Screening Test

Weschler Memory Scale Revised

Jacobs Cognitive Screening Test

Quick Neurological Screening Test
Bilingual Verbal Abilities Test

Referral to Neuropsychologist if necessary
WAIS 11

Bender — Gestalt

Academic Achievement

e O O OO O OOOO0OOOO0OOOO0O OO * o

O O O O OO0 O e

Clinical Interview (D)

Clinical Mental Status Exam (D)

Observational Assessment (E)

Case File/Document Review (F)

Collateral Information/Contact/Interview (F)
Woodcock-Johnson Psychoeducational Battery, Revised (C)
Wide Range Achievement Test 3 (B)

Referral to Educational Diagnostic if necessary (S)
Referral to Vocational Specialist if necessary (S)

MENTAL HEALTH

Character/Personality Pathology

Clinical Interview

Collateral Information/Contact/Interview
Clinical Mental Status Exam
Observational Assessment

Case File/Document Review

Hare Psychopathy Checklist Revised
Psychopathy Checklist — Screening Version
MCMI-IIT

MMPI 2

Jessnes Inventory

Rorschach Test

Sentence Completion Series

State-Trait Anger Inventory

State-Trait Anxiety Inventory
Social/Developmental History

Sadism

¢ /0O OO OOOOOO0OOoO *®

Clinical Interview
Collateral Information/Contact/Interview

Evidence of Sadism shall trigger one of the following®:

o Specific assessment that measures sexual sadism, such
as Marshall and Hucker Sexual Sadism Scale
o PCL-R and Penile Plethysmograph

%% Kingston, Seto & Bradford (2009)
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Mental Illness .

Clinical Interview

Collateral Information/Contact/Interview
Clinical Mental Status Exam
Observational Assessment

Case File/Document Review

MCMI-IIT

MMPI 2

Jessnes Inventory

Rorschach Test

Sentence Completion Series

Symptom Checklist 90

Brief Symptom Inventory / Symptom Assessment 45
Trauma Symptom Checklist

Beck Depression Inventory

Positive and Negative Syndrome Scale
Brief Psychiatric Rating Scale

®1000000O0O0DOOO ®

Self Concept/Self Esteem

O O OO OO ® & o o

Clinical Interview

Clinical Mental Status Exam
Observational Assessment

Case File/Document Review

Collateral Information/Contact/Interview
MPD (Measures of Psychological Development)
CAQ (Clinical Analysis Questionnaire)
CPI (California Personality Inventory)
MCMI-IIT

MMPI 2

Jessnes Inventory

MEDICAL/PSYCHIATRIC HEALTH

= Pharmacological Needs .

= Medical Condition Impacting | e
Offending Behavior

= History of Medication Use/Abuse

O O O ® o

Clinical Interview

Clinical Mental Status Exam
Observational Assessment

Case File/Document Review

Collateral Information/Contact/Interview
Referral to Physician, if indicated
Referral to Psychiatrist, if indicated
Referral for Medical Tests

DRUG/ALCOHOL USE*

Use/Abuse

Clinical Interview

Collateral Information/Contact/Interview
Clinical Mental Status Exam
Observational Assessment

Case File/Document Review
MCMI-IIT

MMPI 2

Clinical Analysis Questionnaire
Personal History Questionnaire
SASSI - 1T

Adult Substance Use Survey
Substance Use History Matrix

Number of Relapses

OO ® @ ¢ ¢ O OO O OOO ® o o o o

Clinical Interview

Collateral Information/Contact/Interview
Treatment History

Clinical Mental Status Exam
Observational Assessment

Case File/Document Review
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STABILITY OF FUNCTIONING

Marital/Family Stability e Clinical Interview
= Past e [nterview Attitudes
= Current o Collateral Information/Contact/Interview
= Familial Violence o  Clinical Mental Status Exam
= Fc.zmilia.l Sexual e Observational Assessment
= f[lonjs’;;fgal e Case File/Document Review
= X e History of Functionin
= Social Support Systems o Persor}l}alf History Qufstionnaire
o  Family Environment Scale
o Dyadic Adjustment Scale
o Marital Satisfaction Inventory
Access to Children e C(linical Interview
= Legal Relationship to Child e Collateral Information
o PRA (Parental Risk Assessment)
Employment/Education o Clinical Interview
= Completion of Major Life Tasks o Collateral Information/Contact/Interview
e History of Functioning
e Case File/Document Review
o  Clinical Mental Status Exam
o  Observational Assessment
o Personal History Questionnaire
Social Skills e C(linical Interview
= Ability to Form Relationships o Collateral Information/Contact/Interview
= Ability to Maintain Relationships e  Clinical Mental Status Exam
=  Courtship/Dating Skills e Observational Assessment
= Ability to Demonstrate Assertive | o  Cyse File/Document Review
Behavior o  Interpersonal Behavior Survey
o Social Avoidance and Distress Scale
o Miller’s Social Intimacy Scale
DEVELOPMENTAL HISTORY
= Disruptions in parent/child | o  Clinical Interview
relationship e History of Functioning
= History of bed wetting, cruelty to | e  Collateral Information/Contact/Interview
animals e C(linical Mental Status Exam
= History of behavior problems in | o  Opservational Assessment
elementary school e  Case File/Document Review
= History of special education services,
learning disabilities, school
achievement
= Indicators of disordered attachments
SEXUAL EVALUATION
Sexual History (Onset, Intensity, Duration, | e  Clinical Interview
Pleasure Derived) e History of Functioning
= Age of Onset of Expected Normal | e  Collateral Information/Contact/Interview
Behaviors e  Clinical Mental Status Exam
=  Quality of First Sexual Experience e Observational Assessment
= Age of Onset of Deviant Behaviors o Cuse File/Document Review
= W.itn.esived. or Exper ie(zced o Personal Sentence Completion Inventory — Miccio-Fonseca
Vzcttm'lzatton (Sexual or . Physical) | gex Offender Incomplete Sentence Blank
=  Genesis of Sexual Information o  Wilson Sexual Fantasy Questionnaire
= Age/Degree of Use of Pornf)graphy > | o SONE Sexual History Background Form
Phone Sex, Cable, Video, or o  Colorado Sex Offender Risk Scale (Actuarial scale normed

Internet for Sexual Purposes

on Colorado offenders from probation, parole and prison)
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= Current and Past Range of Sexual
Behavior
Reinforcement  Structure for Deviant | e  Clinical Interview
Behavior
= Culture
= Environment
= Cults
Arousal/Interest Pattern e C(linical Interview
= Sexual Arousal or Sexual Interest e Plethysmograph or Abel Assessment
Specifics of Sexual Crime(s) (Onset, Intensity, | ¢  Clinical Interview
Duration, Pleasure Derived) e History of Crimes
= Detailed Description of Sexual Assault | o Collateral Information
= Seriousness, Harm to Victim e Review of Criminal Records
= Mood Puring Assault (Anger, Erotic, | o Reyjey of Victim Impact Statement, if available
“Love”) o  Contact with Victim Therapist
= Progression of Sexual Crimes o  Polygraph
= Thoughts Preceding and Following
Crimes
= Fantasies Preceding and Following
Crimes
Sexual Deviance e Clinical Interview
o SONE Sexual History Background Form
o Multiphasic Sex Inventory I or II
o Hanson Sexual Attitudes Questionnaire
o Wilson Sex Fantasy Questionnaire
o  Abel and Becker Card Sort
o  Sexual Projective Card Sort
o  Sexual Autobiography
o  Attitudes Toward Women Scale
o Burt Rape Myth Acceptance Scale
o Abel and Becker Cognition Scale
Dysfunction (Impotence, Priapism, Injuries, | e  Clinical Interview
Medications Affecting Sexual Functioning, Etc.) | o Multiphasic Sex Inventory I or Il
o SONE Sexual History Background Form
o Medical tests
Offender’s Perception of Sexual Functioning e Clinical Interview
e History
o Bentler Heterosexual Inventory
o Abel and Becker Card Sort
o Plethysmograph (S) or Abel Assessment
o Bentler Sexual Behavior Inventory
Preferences (Male/Female; Age; Masturbation; | e  Clinical Interview
Use of Tools, Utensils, Food, Clothing; Current | Plethysmograph or Abel Assessment
Sexual Practices; Deviant as well as Normal
Behaviors)
Attitudes/Cognition e Clinical Interview
= Motivation to Change/Continue | o  Burt Rape Myth Acceptance Scale
Behavior o Multiphasic Sex Inventory I or 11
= Attitudes Toward Women, Children, | o  Buss/Durkee Hostility Inventory
Sexuality in General o  Abel and Becker Cognitions Scale
= Attitudes  About  Offense  (ie, | o  Attitudes Towards Women Scale
Seriousness, Harm to Victim) o Socio-Sexual Knowledge and Attitudes Test (For use with sex
= Degree of Victim Empathy offenders who have developmental disabilities)
= Presence/Degree of Minimalization
= Presence/Degree of Denial
= Ego-syntonic vs. Ego-dystonic Sense of
Deviant Behavior
RISK

Risk of Re-offense

Criminal History
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o SOMB Checklist (7 Dynamic Indicators, normed on Colorado
offenders from probation, parole and community corrections)

o  Colorado Sex Offender Risk Scale (Actuarial scale normed on
Colorado offenders from probation, parole and prison)

o  Violence Risk Assessment Guide (Normed on a psychiatric
hospital sample)

o  Sex Offense Risk Assessment Guide

o MnSOST-III (Normed on Minnesota offenders in the
Department of Corrections, excludes incest offenders)

o  CARAT

o Static 99R or 2002R

o  Stable 2007

o Acute 2007

Risk of Failure in Treatment and Supervision | e  Clinical Interview

e Criminal History

e Colorado Sex Offender Risk Scale (Actuarial scale normed on
Colorado offenders from probation, parole and prison)

o PCLR

o  Stable 2007

o Acute 2007

MOTIVATION AND AMENABILITY TO TREATMENT

o  Clinical Interview

Clinical Mental Status Exam
Observational Assessment
Case File/Document Review
History of Functioning
Review of Criminal Records
History of Compliance
Supervision

o  DCJ Checklist

with  Treatment and

IMPACT ON VICTIM

Evaluate
perception of impact on victim

impact on victim and the offender’s

o Clinical Interview of Offender

Case File/Document Review

Review of Police Reports

Review Victim Impact Statement

Contact Victim Therapist/Advocates, when available
Interview Family Members

O O o o

Discussion: No single test should be seen as absolute or predictive; rather, results should be
seen as contributing to the overall evaluation of the sex offender and his or her risk to the
community. Offender self-report is an unreliable source of information during the evaluation, and

the evaluator shall take steps not to rely solely on self-report information.

Evaluators shall

incorporate all available information when making a determination regarding risk and not rely

solely on risk assessment instruments.

Risk assessment instruments will not identify all risk

factors. Of particular concern are stand alone risk factors, such as Psychopathy and Sadism,

which are indicative of high risk.”’

3" Briken et al, (2006); Firestone et al, (2008); Langevin (2003); Kingston, Seto, & Bradford (2009);
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AREAS FOR SEX OFFENDERS WITH

Evaluation Areas - Required

Required & Optional Evaluation
Procedures
o Closed bullet indicates a required
method
o Open bullet indicates an optional
method

Level of planning in crime of conviction and other
sexual offending behavior

e  History of functioning
e  Structured interview
e  (Collateral information

“Street smarts”

e  History of functioning
e  Structured interview
e  Collateral information

Expressive and receptive language skills

e  C(linical evaluation

o Peabody Picture and Vocabulary Test Revised
(PPVT-R)

Collateral information

Expressive tests, e.g. CELF, TOLD

Social judgment/ability to participate in group settings

History of functioning

Structured interview

Collateral information

Young Adult Institute Tools (YAI Tools)

Adaptive behavior

Clinical evaluation

Vineland Adaptive Behavioral Scale

Adaptive Behavioral Scale of the American
Association for Mental Retardation

OO0 |0 © @ @0 @

Support systems

History of functioning

Current DD system involvement
Current family involvement
Current social involvement

Executive functioning

® 0O O O o

History of functioning

Structured interview

Collateral information

Wisconsin Card Sort Test

Boston Naming Test

Trail Making Test

Bender-Gestalt

Cognistat — Neurbehavioral Cognitive Status
Exam

O O O O O e

DD Discussion: Many widely used risk assessment tools have not been created specifically for
adult sex offenders with developmental disabilities. Therefore, the evaluator shall use caution
when choosing to use such instruments and when interpreting the resulting data.
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The evaluator shall make recommendations or findings regarding:

= Level of risk, including an overall or cumulative assessment of the offender’s risk
. Amenability for treatment
. Appropriateness for community placement.
- The evaluator shall assess the sex offender’s level of denial (see Standard 3.510). The
evaluator shall not recommend community based treatment and supervision for a sex
offender who is in Level 3: Severe Denial (see Standard 3.520).
= Type of placement (e.g. outpatient, residential)
= Intensity of offense-specific treatment (i.e. frequency of treatment contact)
. Multi axial diagnoses
= Treatment of co-existing conditions and further assessments needed to address areas of
concern
. The need for medical/pharmacological treatment, if indicated
" Expectations for involvement in treatment of the offender’s family
. Specific risk factors that require management and potential interventions
. Access to, contact with and/or restrictions against contact with children and victims

Upon request, the evaluator (if different from the treatment provider) shall also provide
information to the case management team or prison treatment provider at the beginning of an
offender's term of supervision or incarceration.

2.070 DD

2.080

2.090

2.010

2.011

If the sex offender with developmental disabilities meets the statutory requirements for
completion of the Sexually Violent Predator Risk Assessment, the instrument shall be completed
using the existing instruments as required pursuant to Section 18-3-414.5, C.R.S. The evaluator
shall document any concerns regarding this instrument’s validity for the client.

In the evaluation process, physiological testing through the use of polygraph examinations can be
useful in understanding an offender’s level of deception and denial and is recommended in the
evaluation process. The polygraph should not be used to determine guilt or innocence or as the
primary finder of facts for legal purposes. (See Sections 6.000 for standards on the use of the

polygraph.)

Evaluators have an ethical responsibility to conduct evaluation procedures in a manner that
ensures the integrity of testing data, the humane and ethical treatment of the offender, and
compliance with the mental health statutes. Evaluators should use testing instruments in
accordance with their qualifications and experience. Un-interpreted raw data from any type of
testing should never be released to those not qualified to interpret.

Any required evaluation areas that have not been addressed, or any required evaluation
procedures that have not been performed, shall be specifically noted. In addition, the evaluator
must state the limitations of the absence of any required evaluation areas or procedures on the
evaluation results, conclusions or recommendations. When there is insufficient information to
evaluate one of the required areas, then no conclusions shall be drawn nor recommendations
made concerning that required area.

Evaluators shall not represent or imply that an evaluation meets the criteria for a sex offense
specific evaluation if it does not comply with the SOMB Standards. Evaluators shall include a
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statement in each completed evaluation as to whether the evaluation is fully compliant with the
SOMB Standards or not.
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STANDARDS OF PRACTICE FOR TREATMENT
PROVIDERS

3.100 ¢ Sex Offense Specific Treatment

3.110

3.110D

3.120

3.120D

3.130

3.140

Sex offense specific treatment must be provided by a treatment provider listed at the full
operating level or the associate level under these Standards.

D

In a situation where a client’s developmental disability interferes with the provider’s ability
to meet the requirements of any section of 3.000, the Community Supervision Team must
come to consensus about any modification to the Standards that is implemented. The
modification must be documented in writing and signed by each CST member.

A provider who treats sex offenders under the jurisdiction of the criminal justice system must
use sex offense-specific treatment (see Definition Section). This does not preclude
participation in adjunctive treatment as clinically indicated and approved by the Community
Supervision Team.

Discussion: A provider who chooses to begin treating an offender during the pre-conviction
stage should provide treatment in compliance with these Standards.

D

When providing treatment to individuals with developmental disabilities who may exhibit
sexually inappropriate behaviors but who have not been convicted of a sex offense, it is
recommended that the Standards be used as guidelines. The treatment of non-convicted
individuals does not fall under the purview of the Sex Offender Management Board.

Upon an offender entering treatment, a provider shall develop a written treatment plan based
on the needs and risks identified in current and past assessments/evaluations of the offender.
Treatment plans should evolve over the course of treatment as new information is discovered.

The treatment plan shall:

e Provide for the protection of victims and potential victims and not cause the victim(s)
to have unsafe and unwanted contact with the offender

e Address the issue of ongoing victim input (will the victim be involved, in what
manner, at what stage of treatment, etc.)

e Be individualized to meet the unique needs and risks of the offender

e Identify the issues to be addressed, the planned intervention strategies, and the goals
of treatment

o Define expectations of the offender, his/her family (when possible), and support
systems

Providers shall maintain clients’ files in accordance with the professional standards of their

individual disciplines and with Colorado state law and federal statutes on health care records.
Client files shall:
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e Document the goals of treatment, the methods used, the client’s observed progress, or
lack thereof, toward reaching the goals in the treatment plans

e Record specific achievements, failed assignments, rule violations and consequences

e Accurately reflect the client’s treatment progress, sessions attended, and changes in
treatment

Approved providers shall participate in, and cooperate with, Board research projects related
to evaluation or implementation of the Standards or sex offender management in Colorado in
accordance with Section 16-11.7-103 (4) (d), C.R.S.

A provider shall employ treatment methods that are supported by current professional
research and practice:

A. The provider shall employ treatment methods that give priority to the safety of an
offender’s victim(s) and the safety of potential victims and the community.

B. Group therapy (with the group comprised only of sex offenders) is the preferred
method of sex offense-specific treatment. At a minimum, any method of
psychological treatment used must conform to the Standards for content of treatment
(see F., below) and must contribute to the management of sex offenders. The sole use
of individual therapy is not recommended with sex offenders, and should be avoided
except when geographical—specifically rural—or disability limitations dictate its
use.

Discussion: Group therapy may be supplemented by additional treatment modalities.
C. The use of male and female co-therapists in group therapy is highly recommended.

Discussion: Many sex offenders have polarized views of men and women. As a result, it
is beneficial to have male and female co-therapists conduct therapy groups. Therapists
can model equal non-sexual relationships, assertive communication, and the value of
multiple perspectives. Based on the offender’s preexisting stereotypes, he/she may tend to
discount information from a therapist of a specific gender. The gender of the therapist
that the offender is most willing to listen to varies from offender to offender. Therapeutic
feedback generally becomes more powerful and less likely to be discounted when it is
expressed by both a male and female therapist. Use of male and female co-therapists
also provides a catalyst for a diversity of issues to emerge, which can then be addressed
in treatment.

D. The ratio of therapists to sex offenders in a treatment group shall not exceed 1:8.
Treatment group size shall not exceed 14 sex offenders.

D.DD
It is likely that a group populated by sex offenders with developmental disabilities will
require an even smaller client to therapist ratio. Ratios shall be determined based upon
the needs of the group.

Discussion: It is understood that the occasional illness or absence of a co-therapist may
occur, which may cause the treatment group to exceed this ratio. It is also understood
that a particular treatment program may be structured in such a way that specific
didactic modules of psycho-educational information are presented to larger groups of sex
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offenders at one time. Such psycho-educational information is a component of, but not a
substitute for sex offense-specific treatment. These circumstances constitute occasional
exceptions to the standard described in c. above. The test for compliance with this
standard will be the regularity with which the ratio of therapists to sex offenders is
congruent with c. above.

The Sex Offender Management Board believes that the treatment of sex offenders is
sufficiently complex and the likelihood of re-offense sufficiently high that the client to
therapist ratio and group size should be fairly small.

E. Genders shall not be mixed in a sex offense specific treatment group.

Discussion: It is understood that psycho-educational groups, informed supervision
sessions, victim clarifications sessions and other modalities that do not require the same
level of therapeutic work as a treatment group, may successfully contain, and sometimes
require, a mix of genders to participate together.

1t is also understood that in the event a treatment group cannot be found for an individual
because of their gender, individual therapy may be warranted. In this situation, case

notes should carefully document why individual therapy was chosen for the specific
offenders.

F. The provider shall employ treatment methods that are based on recognition of the
need for long-term, comprehensive, offense-specific treatment for sex offenders. The
provider shall use an evidence-based approach. Self-help or time-limited treatments
shall be used only as adjuncts to long-term, comprehensive treatment.

F.DD
Treatment planning and content shall take the needs of sex offenders who have
developmental disabilities into consideration.

DD Discussion: Progress in treatment and the ability to integrate material is generally
slower for sex offenders with developmental disabilities than for the non-disabled
population. The presence of concrete thinking, difficulty with concepts and abstraction
and the need for frequent repetition and simple, direct instruction is common. For
example, sex offenders who have developmental disabilities may not be able to
conceptualize the sequential cycle portion of the traditional relapse prevention plan. In
this case, the ability to identify risk situations or behaviors and appropriate interventions
is a reasonable alternative.

G. The provider, in consultation with the Community Supervision Team (CST), shall
determine treatment intensity including frequency and duration of contact based on
offender’s needs and risk. The treatment provider shall consult with the CST
regarding the need for referral to a program of different intensity if not offered in
his/her program.

Discussion: The intensity of treatment (number of hours of treatment per week) should be
based on the offender's evaluated risk and treatment needs. The majority of sex offenders
have significant long-standing problems that have contributed to their sexual offending
behavior. Therefore, most sex offenders will need intensive treatment for a long period of
time in order to decrease their risk of re-offense. Research has suggested that treatment
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intensity and duration are significant factors in the effectiveness of treatment for sex
offenders and substance abusers. Programs that cannot provide the level of intensity
necessary to manage the offender’s risk should refer the offender to a treatment team that
can provide the necessary level of intensity. At a minimum, offenders should participate
in weekly group session; many offenders may benefit from more than one treatment
session per week.

G.DD
Managing the client’s risk to the community remains the primary goal of treatment. The
fact that clients with DD may progress more slowly in treatment shall never be used as a
reason for reducing monitoring and containment when risk continues to be present, or for
accepting reduced compliance from the client.

H. A treatment provider shall employ treatment methods that integrate the results of a
polygraph, plethysmographs, visual time assessments or other physiological testing,
as indicated.

Discussion: Providers who utilize this data shall be aware of the limitations of these
technologies shall recognize that this data is only meaningful within the context of a
comprehensive evaluation and treatment process.

H. DD
Use of some of these assessments and testing instruments with sex offenders with
developmental disabilities is relatively new; employing these results for the purposes of
assessing risk and planning for treatment should be done cautiously. Please see Section
DD2.000 for additional Standards pertaining to evaluations. Wherever possible, materials
appropriate for use with sex offenders with developmental disabilities shall be utilized
instead of materials developed for a non-developmentally disabled population.

I. Offense-specific treatment for sex offenders shall:

1. Hold offenders accountable for their behavior and assist them in maintaining
their accountability;

2. Require offenders to disclose all current sex offending behaviors and
complete a full sex history disclosure. If the offender refuses to answer
sexual offense history questions, including sexual offense history polygraph
questions, then the provider shall meet with the supervising officer to
identify and implement alternative methods of assessing and managing risk
and needs. The provider shall not unsuccessfully discharge an offender from
treatment for solely refusing to answer sexual offense history questions,
including sexual offense history polygraph questions;

2. Reduce offenders’ denial and defensiveness;

3. Decrease and/or manage offenders’ deviant sexual urges and recurrent
deviant fantasies;

4. Educate offenders and individuals who are identified as the offenders’
support systems about the potential for re-offending and an offender’s
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specific risk factors, in addition to requiring an offender to disclose critical
issues and current risk factors;

Teach offenders self-management methods to avoid a sexual re-offense;

Identify and treat the offenders’ thoughts, emotions, and behaviors that
facilitate sexual re-offenses or other victimizing or assaultive behaviors;

Identify and treat offenders’ cognitive distortions;

Educate offenders about non-abusive, adaptive, legal, and pro-social sexual
functioning;

Educate offenders about the impact of sexual offending upon victims, their
families, and the community;

Provide offenders with training in the development of skills needed to
achieve sensitivity and empathy with victims;

Provide offenders with guidance to prepare, when applicable, written
explanation or clarification for the victim(s) that meets the goals of:
establishing full perpetrator responsibility, empowering the victim, and
promoting emotional and financial restitution for the victim(s);

Identify and treat offenders’ personality traits and deficits that are related to
their potential for re-offending;

Identify and treat the effects of trauma and past victimization of offenders as
factors in their potential for re-offending (It is essential that offenders be
prevented from assuming a victim stance in order to diminish responsibility
for their actions);

Identify deficits and strengthen offenders’ social and relationship skills,
where applicable;

Require offenders to develop a written plan for preventing a re-offense; the
plan should identify antecedent thoughts, feelings, circumstances, and
behaviors associated with sexual offenses;

Discussion: This plan shall be shared with the offender’s identified support
system.

16.

17.

Provide treatment or referrals for offenders with co-existing treatment needs
such as medical, pharmacological, psychiatric needs, substance abuse,
domestic violence issues, or disabilities;

Maintain communication with other significant persons in offenders’ support
systems to the extent possible to assist in meeting treatment goals;
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18. Evaluate existing treatment needs based on developmental or physical
disabilities, cultural, language, sexual orientation, and gender identity that
may require different treatment arrangements;

19. If clinically indicated, every effort should be made to provide services in the
client’s primary language using professional interpretive and translation
resources as needed;

Discussion: Individuals who have an existing relationship with the offender, such
as family members, shall not be used as interpreters in order to avoid dual
relationships and conflict of interest.

20. Identify and address issues of gender role socialization; and,

21. Identify and treat issues of anger, power, and control.

Achieving success in the above listed content areas for the sex offender with
developmental disabilities may require modifications based on the needs of the
individual such as using pictures instead of written assignments, or using a data
collection system by the treatment provider to document skills learned by the client.

A treatment provider shall model empathy and respect to the offender.

Discussion: Disrespectful behavior includes, but is not limited to, labeling the person
not the behavior, unnecessary volume when speaking to the offender, and name
calling.

In cooperation with the supervising officer, the provider shall address the results of
polygraph examinations. The treatment provider shall collaborate with the
Community Supervision Team to schedule polygraph examinations and review the
results and admissions in accordance with Section 6.000. Results and admissions of
the polygraph shall be used to identify treatment and behavioral monitoring needs.

Recognizing the importance that the continuum of treatment intensity is dependant on
offender progress, providers shall offer phases of reduced treatment intensity
following an offender successfully addressing all applicable issues and concepts
contained in Standards 3.160 (I) 1. - 22. This phase of treatment shall include regular
polygraph examinations. The main focus of this reduced intensity “maintenance
treatment” shall be to:

e Enhance application of the concepts learned in Standards 3.160 (I) 1. - 22. in
the client’s current lifestyle, including internalizing, integrating and
consolidating these concepts.

o Refine re-offense prevention skills. As offenders apply concepts it is possible
that they will have lapses, which shall be addressed during the maintenance
treatment.

e Return offenders to a more intensive phase of treatment if clinically
indicated.

M. An offender can be moved to a maintenance phase of treatment when the community

supervision team reaches consensus that the sex offender has:

43



M. DD

Revised August 2016

o Satisfactorily addressed all applicable issues listed in Standards 3.160 (I) 1. -
22;

e Completed the non-deceptive sexual history disclosure polygraph process.
For offenders who refuse to answer sexual offense history questions,
including sexual offense history polygraph questions, providers shall refer to
Standard 3.160 I. 2 to determine how to respond;

¢ Yielded non-deceptive results on the two most recent and consecutive
maintenance polygraphs and they are absent any information not previously
disclosed to the containment team;

e Produced an objective sexual arousal or interest measure demonstrating
management of deviance;

e Demonstrated consistent compliance with treatment and supervision
conditions;

e Modified his/her lifestyle to actively manage his/her risk and consistently
applies the concepts learned in treatment. In addition, he/she discloses and
addresses ongoing risk factors in treatment;

e Accepted s’he needs ongoing treatment and external support irrespective of
required supervision conditions.

In assessing offender progress, teams shall look for external, objective and
behaviorally measurable evidence.

In assessing progress of the offender with developmental disabilities, teams should
remain mindful that not all sex offenders with developmental disabilities are
appropriate for polygraph and/or for some sexual arousal or interest measurements.
Please see DD.2.000 for further discussion.

In collaboration with the CST, the treatment provider shall utilize the Low Risk
Protocol (LRP) for eligible sex offenders (see Appendix D).

3.170 Shared Living Arrangements (SLAs)
SLAs are a modality of treatment and supervision designed to provide a higher level of
accountability for sex offenders. Please see the Definitions section for details.

When a SLA is being used, the following shall occur:

The offender is subject to increased offender accountability/therapeutic supervision;
The SLA location is approved in advance by the CST;

The SLA location is within a jurisdiction that legally permits two unrelated sex
offenders to reside in the same household;

The CST notifies the landlord/property management that the residence is a SLA;

The CST notifies local law enforcement of SLA location;

Visitors of the SLA are approved in advance by the CST;

Non-SLA members are prohibited from residing within the residence unless
approved by the CST;

The provider matches offenders in the same residence based on individual risk/needs;
Offenders are expected to report violations regarding his/her roommate to provider
and supervising officer;

When multiple treatment programs are involved in a SLA, communication among all
involved providers occurs consistently;
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e Treatment progress in a SLA is identified through the use of an individualized
treatment plan which meets specific goals and objectives, and may incorporate
specific time frames.

3.171 Providers utilizing a SLA modality of treatment should consider the following:
e “Two-man accountability”® may be beneficial to the milieu;
e Maintaining a specific vacancy and discharge policy/contract;
e Monitoring of offender’s/SLA member’s whereabouts for accountability purposes;
e Providers are prohibited from renting to an offender due to ethical and dual
relationship issues.

3.172 Placement of offenders in a SLA shall include consideration of the following:
e Offender risk level
Offender amenability to treatment
Offender’s level of personal accountability (e.g. denial issues)
Offender’s stage in the legal process (post-conviction vs. pre-plea)
Offender self-sufficiency (e.g., employment, mental health, disability, etc.)
Offender’s prior history with treatment and supervision
Offender’s victim preference

Discussion: According to the study conducted by the SOMB in 2004, SLAs are a viable
treatment/supervision option for moderate to high risk sex offenders. In fact, the SLA
provides a higher level of containment than the home environment of most sex offenders in
this risk classification.”” However, the SLA should be used in a similar manner as any other
treatment option and be matched using risk, need, and responsivity measures. With economic
and housing concerns, a SLA can be an appealing solution. Research has yet to be conducted
to confirm if SLAs are beneficial for offenders in other risk levels.

3.200 ¢ Successful Completion of Legally Mandated Treatment

3.210 In certain cases it may be appropriate to end legally mandated, offense-specific treatment.
However, most offenders will need ongoing treatment at some level. Completion of treatment
is not the end of offenders' rehabilitative needs or the elimination of all risk to the
community. Successful completion of legally mandated treatment prior to an offender’s
supervision termination date shall only be considered upon the unanimous agreement of the
Community Supervision Team.

The decision to end treatment shall be based on:
e A determination by the team that the offender would not pose an undue risk to victim
and community safety without treatment;
e A reexamination of the offender’s progress over an extended period of time in the
maintenance phase of treatment;
e A determination that the offender is low risk on criminogenic factors as defined by
all information gained over the course of treatment and supervision.

*¥ Two adult sex offenders approved by the CST to accompany one another to approved locations.
** Colorado Department of Public Safety, Division of Criminal Justice, SOMB. (2004). Report on Safety
Issues Raised by Living Arrangements for and Location of Sex Offenders in the Community.
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DD Discussion: Because some sex offenders with developmental disabilities have difficulty
learning to generalize behaviors and/or memorize information without subsequent behavioral
change, the Community Supervision Team should, in these cases, also base its decision to end
treatment on the client’s actual demonstration of new skills.

Prior to discontinuing offense-specific treatment, a provider shall, in cooperation with the
Community Supervision Team, make recommendations for an aftercare plan that may include
a variety of self-management skills/techniques and support systems.

For offenders who meet the designation of low risk per the Low Risk Protocol (LRP) by
unanimous decision of the CST, the provider shall make a recommendation for discharge
from sex offense specific treatment. The provider may make recommendations for further
treatment based on individual offender needs.

3.300 ¢ Confidentiality

3.310

When enrolling an offender in treatment, a provider shall obtain signed waivers of
confidentiality based on the informed assent of the offender. This waiver shall explain that
written and verbal information will be shared between all team members. The waiver of
confidentiality shall, if applicable, extend to the Department of Human Services, other
individuals or agencies responsible for the supervision of the offender, and the Board for the
purpose of research related to evaluation or implementation of the Standards or sex offender
management in Colorado.

Discussion: Waivers of confidentiality should be required of the sex offender by the
conditions of probation, parole, and community corrections and shall be part of the treatment
provider-client contract.

3.310 DD

3.320

The information shall be provided in a manner that is easily understood, verbally and in
writing, in the native language of the person, or through other modes of communication as
may be necessary to enhance understanding.

A. The provider shall obtain the informed assent of the legal guardian, if applicable, and
the informed assent of the offender with developmental disabilities for treatment.
The guardian will be informed of the treatment methods, how the information may be
used and to whom it will be released. The provider shall also inform the offender
with developmental disabilities and the guardian about the nature of the provider’s
relationship with the offender and with the court. The provider shall respect the
offender’s right to be fully informed about treatment procedures.

B. If informed assent cannot be obtained after consulting with the third party, then the
provider shall refer the case back to the Community Supervision Team or the court.

Waivers of confidentiality shall extend to the victim, the victim advocate/therapist, the
guardian ad litem of a child victim, the caseworker, the approved supervisor(s), the offender’s
current partner, the guardian, or other individuals involved in the case. This is especially
important with regard to, but not limited to, offender non-compliance with  treatment,

information about risk, threats, and possible escalation of violence, and decisions regarding
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clarification or reunification of the family, and an offender’s contact with past or potential
child victims.

The provider shall notify all clients in writing of the limits of confidentiality imposed on
therapists by the mandatory reporting law, Section 19-3-304, C.R.S.

The provider shall ensure that an offender understands the scope and limits of confidentiality
in the context of his/her particular situation, including the collection of collateral information,
which may or may not be confidential.

The provider shall ensure that as a condition of residing in a SLA the offender is required to
hold other offenders living in the SLA accountable. The offender is required to discuss and
share information about other offenders in the SLA to the treatment provider and supervising
officer for accountability purposes.

The provider shall obtain signed waivers from offenders living in a SLA for their roommate’s
CST members.

¢ Treatment Provider-Client Contract
A provider shall develop and utilize a written contract with each sex offender (hereafter
called "client" in this section of the Standards) prior to the commencement of treatment. The
contract shall define the specific responsibilities of both the provider and the client.
A. The contract shall explain the responsibility of a provider to:

1. Define and provide timely statements of the costs of assessment, evaluation, and
treatment, including all medical and psychological tests, physiological tests, and
consultations;

2. Describe the waivers of confidentiality and the limits of confidentiality pursuant
to Standards, Section 3.300, which will be required for a provider to treat the
client for his/her sexual offending behavior and describe the procedures

necessary for the client to revoke the waiver;

3. Describe the right of the client to refuse treatment and to refuse to waive
confidentiality, and describe the risks and potential outcomes of that decision;

4. Describe the limits of confidentiality imposed on therapists by the mandatory
reporting law, Section 19-3-304, C.R.S;

5. Describe the type, frequency, and requirements of the treatment and outline how
the duration of treatment will be determined;

6. Describe the expectations and requirements for a Shared Living Arrangement
(SLA), when applicable.

B. The contract shall explain any responsibilities of a client (as applicable) to:
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Pay for the cost of assessment and treatment for him or herself, and his or her
family;

Comply with all requirements to pay for the cost of assessment and treatment for
the victim(s) and their family(ies), including all medical and psychological tests,
and consultation;

Inform the client's family and support system of details of past offenses, which
are relevant to ensuring help and protection for past victims and relevant to the
re-offense plan. Clinical judgment should be exercised in determining
information provided to children;

Actively involve relevant family and support system;

Notify the treatment provider of any changes or events in the lives of the client
and members of the client's family or support system;

Participate in polygraph testing and sexual arousal/interest testing as prescribed
in the Standards and Guidelines (including DD3.160.K);

Comply with the limitations and restrictions placed on the behavior of the client,
as described in the terms and conditions of probation, parole, or community
corrections and in the contract between the provider and the client.

C. Failure to comply with the terms of the contract may result in termination from
treatment. The contract shall also, (as applicable):

Provide instructions and describe limitations regarding the client's contact with
victims, secondary victims, and children;

Describe limitations or prohibitions on the use or viewing of sexually
stimulating, violent material and material related to deviant sexual interest;
Describe the responsibility of the client to protect community safety by avoiding
risky, aggressive, or re-offending behavior, avoiding high risk situations, and
reporting any such forbidden behavior to the provider and the supervising officer
as soon as possible;

Describe limitations or prohibitions on the use of alcohol or drugs not
specifically prescribed by medical staff;

Describe limitations or prohibitions on employment and recreation.

3.500 Managing Sex Offenders in Denial
Denial is a psychological defense mechanism used to protect the ego from anxiety producing
information. In addition to being a psychological defense mechanism, denial may also be a
normal,*’conscious action to avoid internal or external consequences associated with the
offense behavior. For the purpose of this section, denial is defined as the failure of an
offender to accept responsibility for his/her offense*' on a continuum from moderate to high
to severe. There is conflicting research regarding denial as a risk factor for sexual re-

" Yates, 2009

I Association for the Treatment of Sexual Abusers Practice Standards and Guidelines, 2001 (p. 63)
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offense.”” However, the literature also frames denial as an issue of responsivity to
treatment.” Therefore, the intent of this section is to consider offender denial and treatment
efficacy, not the risk factors associated with offender denial.

Secrecy, denial, and defensiveness are behaviors frequently exhibited by sex offenders.*
Research has shown cognitive distortions are significantly associated with greater
denial/minimization.” Furthermore, attitudes supportive of sexual offending behavior have
been documented to reliably predict sexual recidivism.*® Almost all offenders fluctuate in
their level of accountability or minimization of the offenses. Although most are able to admit
responsibility for the sexual offense relatively soon after conviction, some offenders do not.
Denial impedes treatment engagement, progress and efficacy.”” Offender denial is also
highly distressing and emotionally damaging to victims.*®

When offenders take responsibility for their offense(s), they admit to the commission of the
unlawful sexual behavior and the intent behind the behavior. Failure to take responsibility for
the sexual offense by attributing it to external causes rather than the result of personal
decisions and behavior has been identified as a risk factor for sexual re-offense. Acceptance
of responsibility is unrelated to an admission of all sexual offending behaviors for which the
offender was convicted. *’ Taking responsibility for the sexual offense also includes the
recognition of the harmful impact the behavior has had on the victim, and exhibiting
motivation to engage in treatment to address the sexually abusive behavior therapeutically. It
is important to recognize that motivation can be either external (system imposed) or internal
(real willingness to change). One of the goals of treatment is to inculcate genuine internal
motivation for change.

It is very important to remember that denial can take many forms and may change or vary in
intensity over the course of treatment. Denial is considered to be a critical treatment target.>
The more common types of denial presented by sex offenders consist of the following:
refutation of the offense, denial of intent, denial of extent, assertion of victim willingness,
denial of planning and denial of relapse potential.’*

“2 Hanson & Bussiere, 1998; Harkins et al., 2010; Langton et al., 2008; Lund, 2000; Mann et al., 2010;
Nunes et al., 2007

# Responsivity to treatment is the third principle of the Risk, Needs, and Responsivity Model, which
influences the extent to which an offender will benefit from treatment. It states that the styles and modes of
treatment delivery should be individually matched to the learning style of the offender to the extent
possible (see, for example, Levenson, Prescott & D’Amora, 2010; Looman et al., 2005; Yates, 2009).

4 Drapeau et al., 2008; Schneider & Wright, 2004

*> Nunes & Jung, 2013; Schneider & Wright, 2004

* Helmus et al., 2013

4 Beyko & Wong, 2005; Blagden et al., 2013; Levenson, 2011; McGrath et al., 2010; Levenson &
Macgowan, 2004

8 Levenson & Prescott, 2009; Levenson, Prescott & D’Amora, 2010; Levenson et al., 2009

¥ McGrath, Cumming, & Lasher, 2013

30 Blagden et al., 2013; Levenson, 2011; McGrath et al., 2010

>! See for example the Denial Minimization Checklist-III (Langton, Barbee, and McNamee, 2004) or the
FoSOD, otherwise known as the Facets of Sex Offender Denial (Schneider & Wright, 2004).
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Levels of Denial

The following is a description of different levels or intensity of denial.”> These are intended
to be used as a guide to help determine offender denial and a potential treatment intervention.
They should be used in conjunction with the remainder of 3.500. Consensus should be
reached amongst the CST when determining an offender’s level of denial. It is imperative
that the offense specific evaluator/therapist has the final discretion due to clinical judgment
and expertise in this specific area.

Level 1: Moderate Denial

This level consists of offenders who accept most of the responsibility for the unlawful sexual
behavior involved in the offense, but may place some blame elsewhere. They may either
justify their intent behind its occurrence and/or minimize its importance or harmful impact on
the victim. These offenders demonstrate some motivation to change.

Level 2: High Denial

This level consists of offenders who accept some of the responsibility for the unlawful sexual
behavior in the offense. However, they place most of the blame elsewhere. They may deny
the intent behind their unlawful sexual behavior and/or may not recognize the harmful impact
their behavior has had on the victim. They may admit engaging in other harmful sexual
behavior. They exhibit some motivation to change, although it may only be externally
motivated.

Level 3: Severe Denial

This level consists of offenders who do not accept any responsibility for any unlawful sexual
behavior. They deny committing the current unlawful sexual behavior or even remotely
similar behavior. They may not recognize the harmful impact sexual offending behavior has
on victims (even if it is not their own behavior) and appear to have no motivation to change.
Offenders presenting with this level of denial may blame the victim or the system, and/or
present as excessively hostile or defensive.

Discussion: Offenders under appeal are not the same as offenders in ‘denial’. The SOMB has
a process to address treatment needs for such offenders under appeal via a Standards
Variance Request, which can be filed through the Application Review Committee of the
SOMB.

Polygraph examinations are a useful tool in reducing an offender’s denial. Deniers shall be
referred for an instant offense polygraph examination. Arousal assessment or physiological
assessment instruments may be used to assist this process. This applies to offenders
evaluated to be in any level of denial.

Discussion: In addition to requiring the offender to undergo an instant offense polygraph
regarding the offense of conviction, the CST may also require the offender to undergo
maintenance polygraph testing to monitor current behavior and enable the CST to respond to
concerns quickly.

>2 The utility of a multifaceted construct of denial and other forms of minimizations are emphasized as
opposed to more simplified and dichotomous (yes or no) formats such as categorical denial. The
importance of a continuous measure of denial has been supported by the literature in order to further
distinguish an offender’s criminogenic risks and amenability to engage in the therapeutic process (see for
example, Langton, 2008; Levenson, 2011; Levenson and Macgowan, 2004).
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Sex offenders who are evaluated and found to be in Level 1, Moderate Denial or Level 2,
High Denial are not prohibited from participation in sex offense specific treatment solely
based on these levels of denial.

When making recommendations for offenders evaluated and found to be in Level 3, Severe
Denial, the evaluator shall consider the offender’s risk to re-offend sexually, his/her general
criminogenic risk, victim impact and the offender’s protective and aggravating factors. There
should be a balance between the offender’s need for treatment and mitigating and risk factors
because untreated offenders are often not in the best interest of community or victim safety.

Sex offenders who are evaluated and found to be in Level 3, Severe Denial, are not
appropriate to participate in offense specific sex offender treatment; they shall participate in a
Denier Intervention treatment to specifically address their denial and defensiveness. Denier
Intervention should be performance based and establish clear expectations, target factors that
may motivate the offender to remain in denial and apply performance based discharge
criteria. Denier intervention for those evaluated to be in Level 3 denial occurs separately
from regular offense specific treatment. The goal of Denier Intervention is to foster a
therapeutic alliance using a variety of treatment modalities™ and assist the offender in taking
at least some responsibility for his/her offense in order to enter full offense specific treatment.

Denier intervention shall not exceed 90 days unless the CST achieves consensus and provides
documentation that the offender has made some progress which would justify an extension of
Denier Intervention for a prescribed period of time.>* Offenders who are still in Level 3
denial and are strongly resistant after any phase of Denier Intervention is completed shall be
terminated from treatment and revocation proceedings should be initiated.

Discussion: Under these rare circumstances, the CST should consider the following factors
before granting any extension.1)Level of risk to sexually re-offend 2)Level of risk to commit a
new criminal offense 3)Protective factors 4)Engagement and progress made in the Denier
Intervention process 5) Compliance with supervision conditions 6) Victim input, as it is
important to support victim recovery 7)Criminogenic needs, including but not limited to, the
following: Deviant sexual interests/arousal, sexual preoccupation, pro-offending attitudes
and beliefs, intimacy deficits, emotional congruence with children, callousness and pervasive
anger or hostility, self-regulation deficits, social deviance, impulsive criminal lifestyle,
dysfunctional coping, and 8) Any other factor making treatment ineffective for the offender

DD An exception may be made for sex offenders with developmental disabilities who are in
Level 3 denial and are strongly resistant after this three (3) month phase. If termination from
treatment and revocation are not clearly indicated for a specific offender, then a CST review
shall occur at this 3 month mark to determine whether an extension of this pre-treatment
phase followed by a second case review shall occur. Other options may be explored at this
time and shall always consider the above noted discussion point (3.560).

33 A therapeutic alliance between the therapist and the client consists of three core elements: (1) an
agreement on the treatment goals, (2) collaboration on the tasks that will be used to achieve the goals, and
(3) an overall bond that facilitates an environment of progress and collaboration (see for example, Flinton
& Scholz, 2006; Levenson, Prescott & D’ Amora, 2010; Marshall et al., 2002; Polaschek & Ross, 2010;
Schneider & Wright, 2004).

> Levenson, 2011; Yates, 2009
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Denier Intervention shall only be provided by treatment providers who also meet the
requirements to provide sex offense specific treatment, as defined in these Standards in
section 4.000.

Treatment providers and community supervision teams must establish specific and
measurable goals and tasks for offenders in denial outlined in an individualized treatment
plan. These measurable goals will establish whether offenders have reached the threshold of
eligibility for referral to offense specific treatment at the end of three months or earlier. It is
especially important to document offenders’ accountability for their offenses.

¢ Treatment of Sex Offenders Within the Department of Corrections

During incarceration and parole a continuum of treatment services shall be available to sex
offenders.

Unless otherwise noted in this section, treatment for sex offenders in prison shall conformto
these Standards for sex offense specific treatment described in Section 3.000 and shall be
provided by therapists who meet the qualifications for treatment providers described in
Section 4.000.

The prison treatment provider shall employ treatment methods that are based on recognition
of the need for long-term, comprehensive, sex offense specific treatment. Self-help or time-
limited treatments shall be used only as adjuncts to long-term, comprehensive treatment.
Offenders who have been removed from the community are presumed to have a higher risk
level and longer-term intensive treatment is warranted. The duration of treatment in prison
will be based on the assessment by the clinical team. This shall be followed by community
based sex offense specific treatment upon the offender’s release.

A sex offender who has been sentenced to the Department of Corrections (DOC), and who is
participating in the treatment program, and who did not receive a sex offense-specific
evaluation at the time of the pre-sentence investigation shall receive a sex offense-specific
evaluation.

It is highly recommended that Treatment in prison should be provided by male/female co-
therapy teams.

Prison treatment providers shall utilize a modified team approach similar to that described in
Section 5.000. Specifically, the polygraph examiner and treatment provider shall work
closely together, and other professionals should be included in the team as indicated.

Treatment providers shall:

A. Prepare a summary of offenders’ progress and participation in sex offender treatment and
their institutional behavior. This summary shall be provided to the parole board prior to a
hearing;

B. Prepare a summary for pre-parole investigation with recommendations regarding ongoing

treatment needs, living arrangements and conditions of supervision related to the
offender’s rehabilitative needs, and;
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C. Forward pertinent documents including any pre-sentence investigation reports to
outpatient treatment providers upon request and with a valid release.
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SEPTEMBER 2016

QUALIFICATIONS OF TREATMENT PROVIDERS,
EVALUATORS, AND POLYGRAPH EXAMINERS WORKING
WITH SEX OFFENDERS

Pursuant to 16-11.7-106, C.R.S., the Department of Corrections, the Judicial Department, the Division of
Criminal Justice of the Department of Public Safety, or the Department of Human Services shall not
employ or contract with, and shall not allow sex offenders to employ or contract with any individual to
provide sex offense specific evaluation or treatment services unless the sex offense specific evaluation or
treatment services to be provided by such individual conform with these Standards.

4.100 TREATMENT PROVIDER: Adult Associate Level (First Application): Individuals who
have not previously applied to the SOMB Approved Provider List, but who are working towards
meeting provider qualifications for a treatment provider or evaluator, shall apply for Associate
Level status using the required application. Initial listing at the Associate Level is good for one
year to allow the provider time to develop competency in the required areas. The application
shall be submitted and include a supervision agreement co-signed by their approved SOMB
Clinical Supervisor, and fingerprint card (for purposes of a criminal history record check pursuant
to Section 16-11.7-106 (2)(a) (1), C.R.S) prior to beginning work with sex offenders.

A.

The applicant shall have a baccalaureate degree or above in a behavioral science with training
or professional experience in counseling or therapy;

The applicant shall hold a professional mental health license or be registered with the
Department of Regulatory Agencies as an unlicensed psychotherapist, and not be under
current disciplinary action that the ARC determines would impede the applicants ability to
practice as an SOMB listed provider;

The applicant shall demonstrate competency according to the individual’s respective
professional standards and ethics consistent with the accepted standards of practice of sex
offense specific treatment;

The applicant shall not have a conviction of, or a deferred judgment for, a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;

The applicant shall submit to a current background investigation (Section 16-11.7-106
(2)(a)(11I), C.R.S.);

The applicant shall demonstrate compliance with the Standards;
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G. The provider shall comply with all other requirements outlined in the SOMB Administrative
Policies.

H. DD/ID
Associate Level Treatment Providers who want to provide treatment services to adult sex
offenders with developmental/intellectual disabilities shall demonstrate compliance with
these Standards and submit an application demonstrating competency specific to working
with this population.

I.  The provider shall submit a signed supervision agreement outlining that:

a. The SOMB Clinical Supervisor shall review and co-sign all treatment plans,
evaluations and reports by the applicant. The SOMB supervisor is responsible for all
clinical work performed by the applicant.

b. The SOMB Clinical Supervisor shall employ supervision methods aimed at assessing
and developing required competencies. It is incumbent upon the supervisor to
determine the need for co-facilitated treatment and the appropriate time to move the
applicant from any co-facilitated clinical contact to non-co-facilitated clinical contact
based upon that individual’s progress in attaining competency to perform such
treatment.

c. The frequency of face-to-face supervision hours specific to sex offense specific
treatment and/or evaluation calculated as follows:

Direct Clinical Contact Hours Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face
supervision at the beginning of the supervision relationship. After these initial
meetings, alternate forms of supervision (phone or some type of video conferencing)
may be utilized.

4.110 All Applicants Begin at the Associate Level (First Application): With the possible exception
of some out-of-state applicants, all applicants shall apply for, and be approved at, the Associate
Level treatment provider, evaluator, or polygraph examiner status prior to applying for Full
Operating Level.
A. Out-of-State Applicants: Individuals who hold professional licensure and reside outside

Colorado may seek Full Operating Level or Associate Level status if they meet all the
qualifications listed in these Standards. Required supervision hours must have been provided
by an individual whose qualifications substantially match those of an SOMB Clinical
Supervisor as defined in these Standards. Out-of-state applications will be reviewed on a
case-by-case basis.
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4.120 Professional Supervision of Associate Level Treatment Providers and Evaluators:

4.130

A.

Supervision of Associate Level Treatment Providers shall be done by an approved SOMB
Clinical Supervisor with treatment provider status in good standing.

Supervision of Associate Level Evaluators shall be done by an approved SOMB Clinical
Supervisor with evaluator status in good standing.

Supervision of Associate Level Treatment Providers / Evaluators with the DD/ID specialty
shall be done by an approved SOMB Clinical Supervisor with the DD/ID specialty.

The supervisor shall provide clinical supervision as stated in the Associate Level Section
(4.100). Supervision hours for treatment and evaluation clinical work may be combined.

The supervisor shall review and co-sign all treatment plans, evaluations, and reports
generated by Associate Level Treatment Providers and Associate Level Evaluators.

Required notifications to SOMB: Providers listed under section 4.100 shall provide the
following notifications to SOMB, as applicable:

A.

Notify the SOMB in writing within two (2) weeks of changes to contact information. In such
cases where a change in agency affiliation has occurred, individuals shall be required to
provide updated information, where applicable on the treatment provider/client contract,
description of program services, supervision agreement, and any other information pertinent
to the change of employment Changes to contact information include any of the following:

Name

Treatment agency
Address

Phone number
Email address
Supervisor

mo oo o

Notify the SOMB in writing within 10 days of any changes in their status with the
Department of Regulatory Agencies (DORA). This includes being subject to the filing of a
complaint, having a founded complaint from DORA, or changing a DORA approval category
(e.g. from licensed to unlicensed) The SOMB may periodically contact DORA regarding an
individual’s licensure or registration status for information.

Notify the SOMB in writing within 10 days of any arrest, conviction, nolo contender plea, or
deferred judgment (other than a traffic violation of 7 points or less) for a municipal ordinance
violation, misdemeanor, or felony, and sentence plea. The SOMB will be updated by the
Colorado Bureau of Investigation of any of the above, and will consider such information,
including proper notification of the SOMB, in its decision making related to whether an
individual should continue to be listed with the SOMB.
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4200 TREATMENT PROVIDER: Adult -- Associate Level (Initial 3 years): An Associate Level
Treatment Provider may treat sex offenders under the supervision of an approved SOMB Clinical
Supervisor with treatment provider status under these Standards. Following initial listing at the
Associate Level the provider may submit for continued placement on the provider list as an
Associate Level Treatment Provider under Section 16-11.7-106 C.R.S. An applicant shall meet
all the following criteria:

A.

The applicant shall have a baccalaureate degree or above in a behavioral science with training
or professional experience in counseling or therapy;

The applicant shall hold a professional mental health license or be listed with the Department
of Regulatory Agencies as an unlicensed psychotherapist, and not be under current
disciplinary action that the ARC determines would impede the applicants ability to practice as
an SOMB listed provider;

The applicant shall have completed face-to-face supervision hours specific to sex offense
specific treatment and/or evaluation calculated as follows:

Direct Clinical Contact Hours | Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face supervision at the
beginning of the supervision relationship. After these initial meetings, alternate forms of
supervision (phone or some type of video conferencing) may be utilized.

Within the past five (5) years, the applicant shall have taken the SOMB provided introductory
training to the Standards, and completed an additional forty (40) hours of training as
determined by the SOMB Clinical Supervisor and applicant based upon individualized
training needs. If the applicant is applying to be a provider for adults and juveniles, the
training plan needs to reflect both populations. Please see the list of training categories at the
end of this section.

The applicant shall submit documentation from their approved SOMB Clinical Supervisor
outlining the supervisor’s assessment of the applicant’s competency in the required areas and
support for the applicant’s continued approval as an Associate Level Treatment Provider;

The applicant shall demonstrate competency according to the individual’s respective
professional standards and ethics consistent with the accepted standards of practice of sex
offense specific treatment;

The applicant shall submit to a current background investigation (Section 16-11.7-106
(2)(a)(II), C.R.S.) that includes satisfactory references as requested by the SOMB. The
SOMB may also solicit such additional references as necessary to determine compliance with
the Standards. The references shall relate to the work the applicant is currently providing;

The applicant shall not have a conviction of, or a deferred judgment for, a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
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nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;

The applicant shall demonstrate compliance with the Standards;

The provider shall comply with all other requirements outlined in the SOMB Administrative
Policies.

4.210 Continued Placement of Associate Level Adult Treatment Providers on the Provider List:
Using a current re-application form, Associate Level Treatment Providers shall apply for
continued placement on the list every 3 years by the date provided by the SOMB. Requirements
are as follows:

A. The provider shall demonstrate continued competency related to sex offenders;

B.

The applicant shall have completed face-to-face supervision hours specific to sex offense
specific treatment and/or evaluation calculated as follows:

Direct Clinical Contact Hours | Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face supervision at the
beginning of the supervision relationship. After these initial meetings, alternate forms of
supervision (phone or some type of video conferencing) may be utilized.

Every three (3) years the provider shall complete an SOMB provided booster training to the
Standards, and complete an additional forty (40) hours of training as determined by the
SOMB Clinical Supervisor and applicant based upon individualized training needs.

These training hours may be utilized to meet the qualifications for both adult and juvenile
treatment providers. The provider shall demonstrate a balanced training history. Please see
the list of training categories at the end of this section.

The provider shall submit to a current background investigation (Section 16-11.7-106
(2)(a)(II), C.R.S.) that includes satisfactory references as requested by the SOMB. The
SOMB may also solicit such additional references as necessary to determine compliance with
the Standards. The references shall relate to the work the applicant is currently providing;

The applicant shall not have a conviction of, or a deferred judgment for, a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;
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The provider shall report any practice that is in significant conflict with the Standards;
The provider shall demonstrate compliance with the Standards;

The provider shall comply with all other requirements outlined in the SOMB Administrative
Policies.

4.220 Required notifications to SOMB: Providers listed under section 4.200 shall provide the
following notifications to SOMB as applicable:

4.300

A.

Notify the SOMB in writing within two (2) weeks of changes to contact information. In such
cases where a change in agency affiliation has occurred, individuals shall be required to
provide updated information, where applicable on the treatment provider/client contract,
description of program services, supervision agreement, and any other information pertinent
to the change of employment Changes to contact information include any of the following:

Name

Treatment agency
Address

Phone number
Email address
Supervisor

Do e o

Notify the SOMB in writing within 10 days of any changes in their status with the
Department of Regulatory Agencies (DORA). This includes being subject to the filing of a
complaint, having a founded complaint from DORA, or changing a DORA approval category
(e.g. from licensed to unlicensed) The SOMB may periodically contact DORA regarding an
individual’s licensure or registration status for information.

Notify the SOMB in writing within 10 days of any arrest, conviction, nolo contender plea, or
deferred judgment (other than a traffic violation of 7 points or less) for a municipal ordinance
violation, misdemeanor, or felony, and sentence plea. The SOMB will be updated by the
Colorado Bureau of Investigation of any of the above, and will consider such information,
including proper notification of the SOMB, in its decision making related to whether an
individual should continue to be listed with the SOMB.

TREATMENT PROVIDER: Adult - Full Operating Level: Associate Level Treatment
Providers wanting to move to Full Operating Level status (under Section 16-11.7-106 C.R.S.)
shall submit an application and documentation of all of the requirements listed below, as well as a
letter from the approved SOMB Clinical Supervisor indicating the provider’s readiness and
demonstration of required competencies to move to Full Operating Level provider. A Full
Operating Level Treatment Provider may treat sex offenders independently and are not required
per SOMB standards to have an SOMB approved Clinical Supervisor. Nothing within this
section alleviates a provider from their duty to adhere to their ethical code of conduct pertaining
to supervision and consultation.
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The provider shall have been approved on the provider list in good standing at the Associate
Level or shall have met the requirements at the Associate Level as outlined in 4.200;

The provider shall have attained the underlying credential of licensure or certification as a
Psychiatrist, Psychologist, Clinical Social Worker, Professional Counselor, Marriage and
Family Therapist, Clinical Psychiatric Nurse Specialist or Licensed Addiction Counselor, and
not be under current disciplinary action that the ARC determines would impede the applicants
ability to practice as an SOMB listed provider;

The provider shall have demonstrated the required competencies.

The provider shall have completed face-to-face supervision hours specific to sex offense
specific treatment and/or evaluation calculated as follows:

Direct Clinical Contact Hours Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face supervision at the
beginning of the supervision relationship. After these initial meetings, alternate forms of
supervision (phone or some type of video conferencing) may be utilized.

Providers should know the limits of their expertise and seek consultation and supervision as
needed (i.e. clinical, medical, psychiatric). Adjunct resources should be arranged to meet
these needs.

Within the past five (5) years, the applicant shall have taken the SOMB provided introductory
or booster training to the Standards, and completed an additional forty (40) hours (these
hours are in addition to the 40 hours required for Associate Level for a total of 80 hours) of
training as determined by the SOMB Clinical Supervisor and applicant based upon
individualized training needs.

If the applicant is applying to be a provider for adults and juveniles, training must reflect both
populations. Please see the list of training categories at the end of this section.

The provider shall demonstrate competency according to the individual’s respective
professional standards and ethics consistent with the accepted standards of practice of sex
offense specific treatment;

The applicant shall not have a conviction of, or a deferred judgment for, a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;
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The provider shall submit to a current background investigation (Section 16-11.7-106
(2)(a)(I1I), C.R.S.) that includes satisfactory references as requested by the SOMB. The
SOMB may also solicit such additional references as necessary to determine compliance with
the Standards. The references shall relate to the work the applicant is currently providing;

The provider shall demonstrate compliance with the Standards;

The provider shall comply with all other requirements outlined in the SOMB Administrative
Policies.

DD/ID

Full Operating Level Treatment Providers who want to provide treatment services to adult
sex offenders with developmental/intellectual disabilities shall demonstrate compliance with
these Standards and submit an application demonstrating competency specific to working
with this population.

TREATMENT PROVIDER: Adult - Full Operating Level: Associate Level
Treatment Providers wanting to move to Full Operating Level status (under Section 16-
11.7-106 C.R.S.) shall submit an application and documentation of all of the
requirements listed below, as well as a letter from the approved SOMB Clinical
Supervisor indicating the provider’s readiness and demonstration of required
competencies to move to Full Operating Level provider. A Full Operating Level
Treatment Provider may treat sex offenders independently and are not required per
SOMB standards to have an SOMB approved Clinical Supervisor. Nothing within this
section alleviates a provider from their duty to adhere to their ethical code of conduct
pertaining to supervision and consultation.

A. The provider shall have been approved on the provider list in good standing at the
Associate Level or shall have met the requirements at the Associate Level as
outlined in 4.200;

B. The provider shall have attained the underlying credential of licensure or

certification as a Psychiatrist, Psychologist, Clinical Social Worker, Professional
Counselor, Marriage and Family Therapist, Clinical Psychiatric Nurse Specialist
or Licensed Addiction Counselor, and not be under current disciplinary action that
the ARC determines would impede the applicants ability to practice as an SOMB
listed provider;

C. The provider shall have demonstrated the required competencies.

D. The provider shall have completed face-to-face supervision hours specific to sex
offense specific treatment and/or evaluation calculated as follows:

61



Revised September 2016

Direct Clinical Contact Hours | Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face
supervision at the beginning of the supervision relationship. After these initial
meetings, alternate forms of supervision (phone or some type of video conferencing)
may be utilized.

Providers should know the limits of their expertise and seek consultation and
supervision as needed (i.e. clinical, medical, psychiatric). Adjunct resources should
be arranged to meet these needs.

Within the past five (5) years, the applicant shall have taken the SOMB provided
introductory or booster training to the Standards, and completed an additional
forty (40) hours (these hours are in addition to the 40 hours required for Associate
Level for a total of 80 hours) of training as determined by the SOMB Clinical
Supervisor and applicant based upon individualized training needs.

If the applicant is applying to be a provider for adults and juveniles, training must
reflect both populations. Please see the list of training categories at the end of this
section.

The provider shall demonstrate competency according to the individual’s
respective professional standards and ethics consistent with the accepted
standards of practice of sex offense specific treatment;

The applicant shall not have a conviction of, or a deferred judgment for, a
municipal ordinance violation, misdemeanor, felony, or have accepted by a Court
a plea of guilty or nolo contender to a municipal ordinance violation,
misdemeanor, or felony if the municipal ordinance violation, misdemeanor, or
felony is related to the ability of the approved applicant to practice under these
Standards as reviewed and determined by the Application Review Committee. A
certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;

The provider shall submit to a current background investigation (Section 16-11.7-
106 (2)(a)(IIl), C.R.S.) that includes satisfactory references as requested by the
SOMB. The SOMB may also solicit such additional references as necessary to
determine compliance with the Standards. The references shall relate to the work
the applicant is currently providing;

The provider shall demonstrate compliance with the Standards;
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The provider shall comply with all other requirements outlined in the SOMB
Administrative Policies.

DD/ID

Full Operating Level Treatment Providers who want to provide treatment services to
adult sex offenders with developmental/intellectual disabilities shall demonstrate
compliance with these Standards and submit an application demonstrating competency
specific to working with this population.

4.310 Continued Placement of Full Operating Level Adult Treatment Providers on the Provider
List: Using a current re-application form, treatment providers shall re-apply for continued
placement on the list every 3 years by the date provided by the SOMB. Requirements are as
follows:

A.

The provider shall have the underlying credential of licensure or certification as a
Psychiatrist, Psychologist, Clinical Social Worker, Professional Counselor, Marriage and
Family Therapist, Clinical Psychiatric Nurse Specialist or Licensed Addiction Counselor, and
not be under current disciplinary action that the ARC determines would impede the applicants
ability to practice as an SOMB listed provider;

. The provider shall demonstrate continued competency related to sex offenders based on;

clinical experience, supervision, administration, research, training, teaching, consultation
and/or policy development;

Every three (3) years the provider shall complete a SOMB provided booster training to the
Standards, and completed an additional forty (40) hours of training in order to maintain
proficiency in the field of sex offense specific treatment and to remain current on any
developments in the assessment, treatment, and monitoring of sex offenders;

If the applicant is reapplying to be a provider for adults and juveniles, training must reflect
both populations. Please see the list of training categories at the end of this section.

The applicant shall not have a conviction of, or a deferred judgment for, a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;

The provider shall submit to a current background investigation (Section 16-11.7-106 (2) (a)
(II), C.R.S.) that includes satisfactory references as requested by the SOMB. The SOMB
may also solicit such additional references as necessary to determine compliance with the
Standards. The references shall relate to the work the applicant is currently providing;

The provider shall report any practice that is in significant conflict with the Standards;

The provider shall demonstrate compliance with the Standards;
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H. The provider shall comply with all other requirements outlined in the SOMB Administrative
Policies.

4.320 Required notifications to SOMB: Providers listed under section 4.300 shall provide the

4.400

following notifications to SOMB as applicable:

A. Notify the SOMB in writing within two (2) weeks of changes to contact information. In such
cases where a change in agency affiliation has occurred, individuals shall be required to
provide updated information, where applicable on the treatment provider/client contract,
description of program services, supervision agreement, and any other information pertinent
to the change of employment Changes to contact information include any of the following:

Name

Treatment agency

Address

Phone number

Email address

Supervisor

mo oo o

B. Notify the SOMB in writing within 10 days of any changes in their status with the
Department of Regulatory Agencies (DORA). This includes being subject to the filing of a
complaint, having a founded complaint from DORA, or changing a DORA approval category
(e.g. from licensed to unlicensed) The SOMB may periodically contact DORA regarding an
individual’s licensure or registration status for information.

C. Notify the SOMB in writing within 10 days of any arrest, conviction, nolo contender plea, or
deferred judgment (other than a traffic violation of 7 points or less) for a municipal ordinance
violation, misdemeanor, or felony, and sentence plea. The SOMB will be updated by the
Colorado Bureau of Investigation of any of the above, and will consider such information,
including proper notification of the SOMB, in its decision making related to whether an
individual should continue to be listed with the SOMB.

EVALUATOR: Adult Associate Level (First Application): Individuals who have not
previously applied to the SOMB Approved Provider List as an evaluator, but who are working
towards meeting qualifications for an evaluator, shall apply for Associate Level status using the
required application. Initial listing at the Associate Level is good for one year to allow the
evaluator time to develop competency in the required areas. The application shall be submitted
and include a supervision agreement co-signed by their approved SOMB Clinical Supervisor, and
fingerprint card (for purposes of a criminal history record check pursuant to Section 16-11.7-106
(2)(a)(I), C.R.S) prior to beginning work with sex offenders.

A. The applicant shall be listed as an Associate Level or Full Operating Level Treatment
Provider for adult sex offenders;

B. The applicant shall demonstrate competency according to the individual’s respective
professional standards and ethics consistent with the accepted standards of practice of sex
offense specific treatment;

C. The applicant shall not have a conviction of, or a deferred judgment for, a municipal

ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
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ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;

D. The applicant shall submit to a current background investigation (Section 16-11.7-106
(2)(a)(I1I), C.R.S.);

E. The applicant shall demonstrate compliance with the Standards;

F. The applicant shall comply with all other requirements outlined in the SOMB Administrative
Policies;

G. DD/ID
Associate Level Evaluators who want to provide evaluation services to adult sex offenders
shall demonstrate compliance with these Standards and submit an application demonstrating
competency specific to working with this population.

H. The applicant shall submit a signed supervision agreement outlining that:

a. The SOMB Clinical Supervisor shall review and co-sign all evaluations and reports
by the applicant. The SOMB supervisor is responsible for all clinical work performed
by the applicant.

b. The SOMB Clinical Supervisor shall employ supervision methods aimed at assessing
and developing required competencies. It is incumbent upon the supervisor to
determine the need for co-facilitated evaluations and the appropriate time to move the
applicant from any co-facilitated work to non-co-facilitated work based upon that
individual’s progress in attaining competency to perform such evaluations.

c. The frequency of face-to-face supervision hours specific to sex offense specific
treatment and/or evaluation calculated as follows:

Direct Clinical Contact Hours Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face
supervision at the beginning of the supervision relationship. After these initial
meetings, alternate forms of supervision (phone or some type of video conferencing)
may be utilized.

4.410 Required notifications to SOMB: Providers listed under section 4.400 shall provide the
following notifications to SOMB as applicable:

A. Notify the SOMB in writing within two (2) weeks of changes to contact information. In such
cases where a change in agency affiliation has occurred, individuals shall be required to
provide updated information, where applicable on the treatment provider/client contract,
description of program services, supervision agreement, and any other information pertinent
to the change of employment Changes to contact information include any of the following:
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Name

Treatment agency
Address

Phone number
Email address
Supervisor

mo oo o

B. Notify the SOMB in writing within 10 days of any changes in their status with the
Department of Regulatory Agencies (DORA). This includes being subject to the filing of a
complaint, having a founded complaint from DORA, or changing a DORA approval category
(e.g. from licensed to unlicensed) The SOMB may periodically contact DORA regarding an
individual’s licensure or registration status for information.

C. Notify the SOMB in writing within 10 days of any arrest, conviction, nolo contender plea, or
deferred judgment (other than a traffic violation of 7 points or less) for a municipal ordinance
violation, misdemeanor, or felony, and sentence plea. The SOMB will be updated by the
Colorado Bureau of Investigation of any of the above, and will consider such information,
including proper notification of the SOMB, in its decision making related to whether an
individual should continue to be listed with the SOMB.

4.500 EVALUATOR: Associate Level (Initial 3 years): An Associate Level evaluator may evaluate
sex offenders under the supervision of an evaluator approved at the SOMB Clinical Supervisor
Level. To qualify to provide sex offender evaluation at the Associate Level under Section 16-
11.7-106 C.R.S. an applicant shall meet all the following criteria:

A. The applicant shall be listed as an Associate Level or Full Operating Level Treatment
Provider for adult sex offenders;

B. The applicant shall have completed face-to-face supervision hours specific to sex offense
specific treatment and/or evaluation calculated as follows:

Direct Clinical Contact Hours | Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face supervision at the
beginning of the supervision relationship. After these initial meetings, alternate forms of
supervision (phone or some type of video conferencing) may be utilized.

C. Within the past five (5) years, the applicant shall have taken the SOMB provided introductory
training to the Standards, and completed an additional forty (40) hours of training as
determined by the SOMB Clinical Supervisor and applicant based upon individualized
training needs. If the applicant is applying to be a treatment provider and evaluator the
training needs to reflect both treatment and evaluation. If the applicant is applying to be an
evaluator for adults and juveniles, training must reflect both populations. Please see the list
of training categories at the end of this section.
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D. The applicant shall demonstrate competency according to the individual’s respective
professional standards and ethics consistent with the accepted standards of practice of sex
offense specific evaluations;

E. The applicant shall not have a conviction of, or a deferred judgment for, a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;

F. The applicant shall submit to a current background investigation (Section 16-11.7-106 (2) (a)
(II), C.R.S.) that includes satisfactory references as requested by the SOMB. The SOMB
may also solicit such additional references as necessary to determine compliance with the
Standards. The references shall relate to the work the applicant is currently providing

G. The applicant shall demonstrate continued compliance with the Standards, particularly 2.000;

H. The provider shall comply with all other requirements outlined in the SOMB Administrative
Policies.

I. DD/ID
Associate Level and Full Operating Level Evaluators who want to provide evaluations to
adult sex offenders shall demonstrate compliance with these Standards and submit an
application demonstrating competency specific to working with this population.

Continued Placement of Associate Level Adult Evaluators on the Provider List:
Associate Level evaluators shall apply for continued placement on the list every three (3) years
by the date provided by the SOMB. Requirements are as follows:

A. The evaluator shall demonstrate continued competency related to sex offenders;

B. The applicant shall have completed face-to-face supervision hours specific to sex offense
specific treatment and/or evaluation calculated as follows:

Direct Clinical Contact Hours | Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face supervision at the
beginning of the supervision relationship. After these initial meetings, alternate forms of
supervision (phone or some type of video conferencing) may be utilized.

C. Every three (3) years the evaluator shall complete a SOMB provided booster training
related to the Standards, and complete an additional forty (40) hours of training as
determined by the SOMB Clinical Supervisor and applicant based upon individualized
training needs. If the applicant is applying to be a treatment provider and evaluator the
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training needs to reflect both treatment and evaluation. If the applicant is applying to be
an evaluator for adults and juveniles, training must reflect both populations. Please see
the list of training categories at the end of this section.

The evaluator shall not have a conviction of or a deferred judgment for a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the
municipal ordinance violation, misdemeanor, or felony is related to the ability of the
approved applicant to practice under these Standards as reviewed and determined by the
Application Review Committee. A certified copy of the judgment from a court of
competent jurisdiction of such conviction or plea shall be conclusive evidence of such
conviction or plea;

The evaluator shall submit to a current background investigation (Section 16-11.7-106 (2)
(a) (II), C.R.S.) that includes satisfactory references as requested by the SOMB. The
SOMB may also solicit such additional references as necessary to determine compliance
with the Standards. The references shall relate to the work the applicant is currently
providing;

The evaluator shall report any practice that is in significant conflict with the Standards;

The evaluator shall demonstrate continued compliance with the Standards, particularly
2.000;

The evaluator shall comply with all other requirements outlined in the SOMB
Administrative Policies.

DD/ID

Associate Level and Full Operating Level Evaluators who want to provide evaluation
and/or treatment services to adult sex offenders with developmental/intellectual
disabilities shall demonstrate compliance with these Standards and submit an application
providing information related to experience and knowledge of working with this
population.

4.520 Required notifications to SOMB: Providers listed under section 4.500 shall provide the
following notifications to SOMB as applicable:

A. Notify the SOMB in writing within two (2) weeks of changes to contact information. In such
cases where a change in agency affiliation has occurred, individuals shall be required to
provide updated information, where applicable on the treatment provider/client contract,
description of program services, supervision agreement, and any other information pertinent
to the change of employment Changes to contact information include any of the following:

mo oo o

Name

Treatment agency
Address

Phone number
Email address
Supervisor

B. Notify the SOMB in writing within 10 days of any changes in their status with the
Department of Regulatory Agencies (DORA). This includes being subject to the filing of a
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complaint, having a founded complaint from DORA, or changing a DORA approval category
(e.g. from licensed to unlicensed) The SOMB may periodically contact DORA regarding an
individual’s licensure or registration status for information.

Notify the SOMB in writing within 10 days of any arrest, conviction, nolo contender plea, or
deferred judgment (other than a traffic violation of 7 points or less) for a municipal ordinance
violation, misdemeanor, or felony, and sentence plea. The SOMB will be updated by the
Colorado Bureau of Investigation of any of the above, and will consider such information,
including proper notification of the SOMB, in its decision making related to whether an
individual should continue to be listed with the SOMB.

4.600 EVALUATOR: Adult Full Operating Level: Associate Level evaluators wanting to move to
Full Operating Level status shall complete the application and submit documentation of all of the
requirements listed below, as well as a letter from the approved SOMB Clinical Supervisor
indicating the evaluator’s readiness and demonstration of required competencies to move to Full
Operating Level Evaluator. A Full Operating Level Evaluator may evaluate sex offenders
independently and are not required per SOMB standards to have an SOMB approved Clinical
Supervisor. Nothing within this section alleviates a provider from their duty to adhere to their
ethical code of conduct pertaining to supervision and consultation.

A.

The evaluator shall have the underlying credential of licensure or certification as a
Psychiatrist, Psychologist, Clinical Social Worker, Professional Counselor, Marriage and
Family Therapist, Clinical Psychiatric Nurse Specialist or Licensed Addiction Counselor, and
not be under current disciplinary action that the ARC determines would impede the applicants
ability to practice as an SOMB listed provider;

. The evaluator shall be simultaneously applying for, or currently listed as, a Full Operating

Level Treatment Provider;

The evaluator shall have demonstrated the required competencies based on; clinical
experience, supervision, administration, research, training, teaching, consultation, and/or
policy development.

The evaluator shall have completed face-to-face supervision hours specific to sex offense
specific treatment and/or evaluation calculated as follows:

Direct Clinical Contact Hours | Minimum Supervision Hours
per Month per Month

0-59 2

60-79 3

80 or more 4

Discussion: The initial supervision meeting must be in-person, face to face supervision at the
beginning of the supervision relationship. After these initial meetings, alternate forms of
supervision (phone or some type of video conferencing) may be utilized.

Within the past five (5) years, the applicant shall have taken the SOMB provided introductory
or booster training to the Standards, and completed an additional forty (40) hours (these
hours are in addition to the 40 hours required for Associate Level for a total of 80 hours) of
training as determined by the SOMB Clinical Supervisor and applicant based upon
individualized training needs. If the applicant is applying to be a treatment provider and
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evaluator, the training needs to reflect both treatment and evaluation. If the applicant is
applying to be an evaluator for adults and juveniles, training must reflect both populations.
Please see the list of training categories at the end of this section.

F. The evaluator shall demonstrate competency according to the individual’s respective
professional standards and ethics consistent with the accepted standards of practice of sex
offense specific evaluations;

G. The evaluator shall not have a conviction of, or a deferred judgment for a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;

H. The evaluator shall submit to a current background investigation (Section 16-11.7-106 (2) (a)
(II), C.R.S.) that includes satisfactory references as requested by the SOMB. The SOMB
may also solicit such additional references as necessary to determine compliance with the
Standards. The references shall relate to the work the applicant is currently providing.);

I.  The evaluator shall demonstrate compliance with the Standards, particularly 2.00;

J.  The evaluator shall comply with all other requirements outlined in the SOMB Administrative
Policies.

K. DD/ID
Associate Level and Full Operating Level Evaluators who want to provide evaluations to
adult sex offenders with developmental/intellectual disabilities shall demonstrate compliance
with these Standards and submit an application providing information related to experience
and knowledge of working with this population.

Continued Placement of Full Operating Level Adult Evaluators on the Provider List: Using
a current re-application form, evaluators shall apply for continued placement on the list every 3
years by the date provided by the SOMB. Requirements are as follows:

A. The evaluator shall have the underlying credential of licensure or certification as a
Psychiatrist, Psychologist, Clinical Social Worker, Professional Counselor, Marriage and
Family Therapist, Clinical Psychiatric Nurse Specialist or Licensed Addiction Counselor, and
not be under current disciplinary action that the ARC determines would impede the applicants
ability to practice as an SOMB listed provider;

B. The evaluator shall demonstrate continued competency related to sex offenders based on;
clinical experience, supervision, administration, research, training, teaching, consultation,

and/or policy development.

C. The evaluator may re-apply for listing as a Full Operating Level Adult Treatment Provider
and Evaluator.

Or
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The evaluator may discontinue their listing as a Full Operating Level Adult Treatment
Provider and be placed on the Provider List as an evaluator only.

D. Every three (3) years the evaluator shall complete a SOMB provided booster training related
to the Standards, and complete and additional forty (40) hours of training in order to maintain
proficiency in the field of sex offense specific treatment and evaluation and to remain current
on any developments in the assessment, treatment, and monitoring of sex offenders.

If the applicant is reapplying to be an evaluator for adults and juveniles the training needs to
reflect both populations. Please see the list of training categories at the end of this section.

E. The applicant shall not have a conviction of, or a deferred judgment for, a municipal
ordinance violation, misdemeanor, felony, or have accepted by a Court a plea of guilty or
nolo contender to a municipal ordinance violation, misdemeanor, or felony if the municipal
ordinance violation, misdemeanor, or felony is related to the ability of the approved applicant
to practice under these Standards as reviewed and determined by the Application Review
Committee. A certified copy of the judgment from a court of competent jurisdiction of such
conviction or plea shall be conclusive evidence of such conviction or plea;

F. The evaluator shall submit to a current background investigation (Section 16-11.7-106
(2)(a)(I1I), C.R.S.) that includes satisfactory references as requested by the SOMB. The
SOMB may also solicit such additional references as necessary to determine compliance with
the Standards. The references shall relate to the work the applicant is currently providing;

G. The evaluator shall report any practice that is in conflict with the Standards;
H. The evaluator shall demonstrate continued compliance with the Standards, particularly 2.000;

I.  The evaluator shall comply with all other requirements outlined in the SOMB Administrative
Policies.

Required notifications to SOMB: Providers listed under section 4.600 shall provide the
following notifications to SOMB as applicable:

A. Notify the SOMB in writing within two (2) weeks of changes to contact information. In such
cases where a change in agency affiliation has occurred, individuals shall be required to
provide updated information, where applicable on the treatment provider/client contract,
description of program services, supervision agreement, and any other information pertinent
to the change of employment Changes to contact information include any of the following:

Name

Treatment agency

Address

Phone number

Email address

Supervisor

mo oo o

B. Notify the SOMB in writing within 10 days of any changes in their status with the
Department of Regulatory Agencies (DORA). This includes being subject to the filing of a
complaint, having a founded complaint from DORA, or changing a DORA approval category
(e.g. from licensed to unlicensed) The SOMB may periodically contact DORA regarding an
individual’s licensure or registration status for information.
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Notify the SOMB in writing within 10 days of any arrest, conviction, nolo contender plea, or
deferred judgment (other than a traffic violation of 7 points or less) for a municipal ordinance
violation, misdemeanor, or felony, and sentence plea. The SOMB will be updated by the
Colorado Bureau of Investigation of any of the above, and will consider such information,
including proper notification of the SOMB, in its decision making related to whether an
individual should continue to be listed with the SOMB.

4.700 CLINICAL SUPERVISOR: Full Operating Level Treatment Providers and/or Evaluators
wanting to provide supervision to Associate Level Treatment Providers and/or Evaluators shall
submit an application documentation and of all of the requirements listed below, as well as a
letter from their current approved SOMB Clinical Supervisor indicating the provider’s readiness
and demonstration of required competencies to add the listing of Clinical Supervisor. Clinical
Supervisors may only provide supervision in the areas they are currently approved (e.g. juvenile,
adult, DD, treatment, evaluation.)

4.800

A.

B.

The applicant shall be listed as a Full Operating Level Treatment Provider and/or Evaluator.

The applicant shall receive supervision from an approved SOMB Clinical Supervisor for
assessment of his/her supervisory competence.

The applicant must be assessed as competent of SOMB Clinical Supervisor competency #1
prior to advancing to providing supervision under the oversight of their approved SOMB
Clinical Supervisor.

Once the applicant is deemed competent in competency #1 he/she shall begin providing
supervision under the oversight of his/her approved SOMB clinical supervisor.

Upon application the applicant shall submit competency ratings from his/her approved

SOMB Clinical Supervisor using the “Competency Based Assessment for Approval as a

Supervisor”, including a letter of recommendation and narrative that addresses the following:
a. How the applicant has stayed current on the literature/research in the field (e.g. attend

conferences, trainings, journals, books, etc.)

Research that can be cited to support the applicant’s philosophy/framework.

How evolving research/literature has changed the applicants practice.

d. How supervision content/process has been impacted in response to emerging
research/literature in the field.

oo

The applicant must maintain listing in the areas he/she are providing supervision and must
maintain compliance with the applicable Standards of his/her listing.

Period of Compliance: A listed treatment provider or evaluator, who is applying or reapplying,
may receive a time period to come into compliance with any Standards. If they are unable to fully
comply with the Standards at the time of application, it is incumbent upon the treatment provider
or evaluator to submit in writing a plan to come into compliance with the Standards within a
specified time period.
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Denial of Placement on the Provider List

The SOMB reserves the right to deny placement on the Provider List to any applicant to be a
treatment provider, evaluator, clinical supervisor or polygraph examiner under these Standards.
Reasons for denial include but are not limited to:

A. The SOMB determines that the applicant does not demonstrate the qualifications required by
these Standards;

B. The SOMB determines that the applicant is not in compliance with the Standards of practice
outlined in these Standards;

C. The applicant fails to provide the necessary materials for application as outlined in the
application materials and the administrative policies and procedures;

D. The SOMB determines that the applicant exhibits factors (boundaries, impairments, etc.)
which renders the applicant unable to treat clients;

E. The SOMB determines that the results of the background investigation, the references given
or any other aspect of the application process are unsatisfactory.

Movement between Adult and Juvenile Listing Status: Providers who are Full Operating or
Associate Level Treatment Providers, Evaluators, and/or Polygraph Examiners for adult sex
offenders may apply to be listed as an Associate Level Treatment Provider, Evaluator, and/or
Polygraph Examiner for juveniles who have committed sexual offenses.

The Full Operating or Associate Level Treatment Provider, Evaluator, and/or Polygraph
Examiner for adult sex offenders shall submit the required application outlining relevant
competency with the application criteria as identified in these Standards, and identify any
experience or training that may be considered for equivalency to these criteria. The Application
Review Committee (ARC) shall determine if the submitted documentation substantially meets the
application criteria or not, and will provide written notification of any additional needed
experience or training.

Not Currently Practicing: When a listed provider is not currently providing any court ordered
or voluntary sex offense specific treatment, evaluation, or polygraph services, including not
performing peer consultation or clinical supervision for this population but wishes to retain their
listing status.

A. A listed provider who wishes to move to not currently practicing status needs to inform the
SOMB in writing of this change in status. The listed provider will 