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Such mental health treatment is vital for offenders of sexual crimes. Most sex
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Sex offenders are individuals who are convicted of a sexual offense. According to the Federal Bureau
of Investigation Criminal Justice Information Division, sexual offenses include indecent exposure,
incest, statutory rapes, and attempts (U.S. Department of Justice, 2011). Illegal sexual behavior is
different from most other illegal behavior in that it may occur in the contact of a strong, biologically
mediated drive (Saleh, Grudzinskas, Malin, & Dwyer, 2010). The etiology of sexual offender behaviors
is extremely complex and multifaceted (Calley, 2007). Past studies have found histories of childhood
sexual abuse and deprivation in the histories of sex offenders (Allen, 1991; Matthews, Matthews, &
Speltz, 1989; Strickland, 2008). Most sex offenders assault their victims for reasons that are complicated and hidden behind a facade (Office for Victims of Crime, 2011).
In general, the term sex offender can elicit fear and anxiety from the public. The perceptions,
attitudes, and experiences of sex offenders inevitably affect counselors work (Lea, Auburn, &
Kibblewhite, 1999). Previous studies have examined the effects of treatment delivery through
various methods, such as focus groups, surveys, and anecdotal accounts of counselor experiences
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(McCulloch & Kelly, 2007). The specific effects identified across previous research studies are
diverse due to the array of practitioners, working in different roles, contexts, and delivery of
treatment in different settings (Lea, Auburn, & Kibblewhite, 1999). Over the years the treatment
of sex offenders has become a high priority (Lea, Auburn, & Kibblewhite, 1999). Counseling
professionals, who provide treatment to those who have committed a sexual offense, can be
considered critical members of the counseling occupation (Barnett, 2011). It has been reported
that providing such treatment generally has detrimental effects on counselors (Elias & Haj-Yahia,
2019; Kadambi & Truscott, 2003). Changes to the specific types of thoughts counselors have about
themselves, others and the environment, problems in romantic relationships, changes in sexual
activity or arousal, and depression are all effects reported by counselors who provide treatment to
sexual offenders (Dean & Barnett, 2011). As a result, understanding self- care factors that influence the well-being of counselors while delivering treatment is an important area of research in
order to keep counselors safe, resilient, and ultimately satisfied in the valuable work they do. Given
the potential consequences of this work, such literary reviews are important in informing the
responsible management of counselor self-care while providing treatment for sex offenders.

1. Statistics
Every 98 seconds, a person experiences sexual assault. Men, women, and children can all be
affected by sexual violence. One in 33 American men have experienced or completed rape in
their lifetime. One out of every six American women has been the victim of an attempted or
completed rape in her lifetime. The majority of child sexual violence victims are between the ages
of 12 and 17. Of the childhood victims 34% have experienced sexual assault and rape under the
age of 12, and 66% between the ages of 12 and 17.
Research shows that sex offenders differ significantly by race, age, gender, and socioeconomic
class (Office for Victims of Crime, 2011). Sex offenders represent a diverse group and cannot be
seen to constitute a specific type of person. When exploring sex offender’s age demographics 50%
are 30 years of age and older, 25% are between 21–29 years old, 9 % are 18–20, and 15% are 17 or
younger. In regard to race, 57% of sexual offenders are identified as White, 27% as Black, 8% as
unknown ethnicity, 1% mixed group, and 6% other. There are 293,066 victims of sexual assault
and violence in America per year (Rape, Abuse, & Incest National Network, 2009). The majority of
sexual assault victims are under the age of 30.
Sex crimes are unfortunately fairly common across the United States; however, sex offenses
represent less than 1% of arrests. Many victims do not report sexual offenses to authorities for
a number of reasons which include fear of abuser, fear of blame, feelings of shame, guilt, and
embarrassment. Thus, there are a number of victims and offenders in the community who have
not come to the attention of authorities. For individuals who choose to report sex offenses courts
impose different sentences depending on the offender, the facts of the case, and the state’s law.
Some offenders are sentenced to prison or jail, while others are sentenced directly to community
supervision (e.g. probation). For those sentenced to prison or jail, some are released on parole or
probation supervision while others are released with no supervision. Approximately 150,000 adult
sex offenders are currently in state and federal prisons throughout the United States. Between
10,000 and 20,000 are released to the community each year (Center of Sex Offender
Management).

2. Purpose statement
The purpose of this literature review is to discuss possible impacts for counselors working with sex
offenders and to highlight the importance of counselor self-care when working with this population. As high priority is given to the treatment of sex offenders within recent years, more and more
counselors are becoming involved in the treatment of this group of offenders. To date, there is
a small body of literature in this area exploring counselors’ self-care when working with sex
offenders. We know little about the specific impact of conducting treatment with sex offenders
can have on counselors (Dean & Barnett, 2011). In developing the literature review a better
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understanding of the effects experienced by counselors can be used in tailoring support systems to
protect, maintain, and enhance counselors’ self-care. Moreover, understanding such factors can
impact upon the effects of crucial treatment that counselors provide for sex offenders, and their
responsibility to maintain their own well-being of self-care.

3. Counseling for sex offenders
Sex offense counseling can be defined as “providing face-to-face evaluation and counseling to presentence or convicted sex offenders in jails, prisons, or community treatment centers” (Dreir &
Wright, 2011, p. 360). Sex offender treatment is a process by which offenders learn special
strategies for stopping abusive behavior and taking responsibility for harm done; a central focus
of treatment is to help an individual create a better life for him/herself by developing strengths and
managing their risks (Stop It Now, n. d.). Such mental health treatment is vital for offenders of
sexual crimes. Most sex offenders do eventually return to the community, underscoring the need
for efficacious treatment prior to such homecoming (Kersting, 2003). Sex offense counseling is also
important in order to reduce recidivism rates.

4. Recidivism rates
Statistics shows that the likelihood of sex offenders’ recidivism (the re-offense of sexual assault) in
general is around five percent (Office for Victims of Crime, 2011). A study by Sample and Bray
(2003) found that, at a three-year follow-up, there was a 5.3% sexual recidivism rate among the
sample; However, violent and overall arrests were much higher, with 38.6% of sex offenders in the
study returning to prison within three years due to a commission of a new crime. The statistical
analyses in the study also showed that sex-crime rearrests rates were four times higher for sex
offenders than the sex crime rearrests rates for non-sex offenders (five versus one percent)
(Sample & Bray, 2006).
For rapists specifically, at a three year follow up, there was an 18.7% recidivism rate for violent
crime, and a 46% recidivism rate for the commission of any crime (Harris & Hanson, 2004).
Research shows that sexual recidivism was at 14% at a five year follow up, 21% at a ten year
follow up, 24% at a 15 year follow up among one sample (Harris & Hanson, 2004), and at 39% at
a 25 year follow up among another sample (Prentky, Lee, Knight, & Cerce, 1997). This seemingly
indicates that the category of offenders who engaged in “rape” may have higher sexual recidivism
rates than sexual offenders in general while also suggesting the sexual recidivism rates increase
across the span of time.
A study by Langan, Schmitt, and Durose (2003) also analyzed “child molesters” specifically as
a category in their sample; it was reported that child molesters are more likely than any other type
of offender (sexual or non-sexual) to be arrested for a sex crime against a child following release from
prison. When looking at “child molesters” sexual recidivism rates, it was found that about five percent
had committed a new sex crime at a three year follow up (Harris & Hanson, 2004). This is the same as
the sexual recidivism rates for sex offenders in general. However, Prentky et al. (1997) reported that
the lifetime sexual recidivism rate for child molesters may be as high as 52 percent.
Mental health services such as counseling may decrease recidivism rates. In fact, research shows
that failure to develop sound interventions may ensure that the offending behavior will continue
(Calley, 2007), thus indicating the importance of efficacious mental health treatment for sexual
offenders. It has been suggested that the vast majority of adults and juveniles who have committed
a sex offense, treatment significantly reduces the future risk of sexual recidivism (Stop It Now, n. d.).
A meta-analysis by Hanson, Gordon, and Harris (2002) reveals a significant different between
recidivism rates for sex offenders who were treated (9.9%) versus those who were not (17.3%).
Such research backs up that modern treatment (i.e. professional counseling) lowers recidivism rates.
Mental health treatment is also beneficial to the sex offender, in that judges often base release
conditions on progress reported from prison psychologists (Kersting, 2013).
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5. Types of mental health treatment
While traditionally, counseling has been more focused on the victims of sexual abuse (Wolfe, 1990;
Russell, 1986), over the years the public has increased spending for rehabilitation of sex offenders,
now willing to pay higher taxes for policies calling for civil and regulatory interventions for sex
offenders (Easterly, 2014). Such treatment is offered by trained therapist who specialize in working
with youth and/or adults with sexual behavior problems (Stop It Now, n. d.). Currently across the
nation, there are about 2, 350 therapists whom provide court ordered counseling for sex offenders
(TIME, 2018).
Some treatment may exist while the offender is in prison and others may begin or continue once
the offender is released or has served time. It is crucial to start therapy for sex offenders as soon
after incarceration as possible, as offenders often fail to realize the severity of their crime and
attitudes that lead to reoffending can become stronger in prison and explanations for their own
actions solidify over time (Kersting, 2003). In regard to treatment effectiveness, most statistics are
focused on recidivism rates among sex offenders in treatment, and do not differentiate between
what type of counseling took place.
There is no one standard treatment for sex offenders, however, experts do say that this
population should receive sex offender counseling and not sex addiction counseling (TIME,
2018). Group therapy tends to be the treatment of “best practice” in the field of sex offender
counseling, with group dynamics becoming a focal point of treatment (Hubbard, 2014). Individual
therapy can also benefit sex offenders. Whichever the format, therapy for sex offenders is complex, as factors such as co-occurring disorders, addictions, cognitive distortions, and the potential
for criminogenic behavior all come into play; the ultimate goal of sex offender treatment is relapse
prevention (Hubbard, 2014).
While traditional psychotherapy seeks to reduce feelings of anxiety and inadequacy, sex offender therapy seeks to confront the offender with thinking errors, promoting accountability and
acceptance for actions (Hubbard, 2014). Thus, therapy for this population has been, and continues
to be, provided from a cognitive behavioral perspective, with an emphasis on containment of the
offender and risk management rather than “curing the problem” (Dreir & Wright, 2011). A holistic
cognitive behavioral therapy approach for sex offenders would include cognitive restructuring,
attention to victim empathy, social skills development/improving social competence, accepting
responsibility and modifying cognitive distortions, controlling sexual arousal, developing relapseprevention strategies, and establishing supervision conditions and networks (Center for Sex
Offender Management, 2017; Saleh et al., 2010).
A holistic approach to therapy based on Adlerian theory may also be applicable to working with
sex offenders, as it emphasizes social interest, responsibility, and feelings of inferiority and superiority (Garrett, Oliver, Wilcox, & Middleton, 2003; Jennings & Sawyer, 2003; Levenson & Macgowan,
2004). Furthermore, Adler believed sex offenders lack social interest and suggested that when
someone is not prepared to confront their problems, they will try to gain distance from them by
developing safeguarding behaviors and private goals of wanting superiority over victims to make
up for feelings of inferiority (Adler, 1976, 2007). This allows for the discovery of mistaken beliefs
sex offenders may possess (Adler, 2007) as well as the opportunity to explore how and why sex
offenders’ behaviors are developed (Johnson & Lokey, 2007). Lifestyle assessment can aid in
identifying the ways sex offenders’ can change distorted beliefs and deviant sexual behaviors to
live a healthier lifestyle (Adler, 2007; Johnson & Lokey, 2007).
Many other theories can be used to guide sex offender treatment, depending on the theoretical
orientation of the therapist; However, it should be highlighted that the client-therapist relationship
is an integral part of therapy (Levenson & Macgowan, 2004). Researchers have also found that the
relationship with the therapist and group members promotes successful treatment for sex offenders (Garrett et al., 2003; Jennings & Sawyer, 2003; Levenson & Macgowan, 2004). Engagement in
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the therapy process is also positively correlated with treatment progress while denial is negatively
correlated with achieving therapy goals (Levenson, Brannon, Fortney, & Baker, 2007; Levenson &
Macgowan, 2004). Such correlations underscore the importance of client engagement through
rapport building.

6. Counselors working with sex offenders
Sexual offender treatment is a specialized area of counseling with various subspecialties within the
specialty (i.e. private practice, mental institutions, post-prison supervision, etc.) (Hubbard, 2014).
A great deal of counselors elect not to work with this population and many professionals have left
the field of sex offender treatment and management because the impact working with sexual
abuse cases has had on their own lives (Anechiarico, n.d.). Working with sex offenders can be
challenging, one reason being that they may oftentimes not disclose all of their crimes and/or
sexually deviant thoughts (Kersting, 2003).
Several states have passed legislative measures to limit sex offender treatment to mental health
professionals who are specifically licensed to work with sex offenders, sometimes even making it
illegal for other mental health professionals to work with sex offenders (Jensen & Jewell-Jensen,
1998; Texas House of Representatives, n.d.). Any counselor working with sex offenders should take
part in education and training that will help them become more trained and skilled in working with
this population. Certification is an important part of becoming credentialed to work with this
population and ensures competence. Certification validates an individual’s qualifications and
knowledge to practice in a defined area and creates an identifiable workforce to which the criminal
justice system can refer (National Association of Forensic Counselors, 2017).
The Association for Treatment of Sexual Abusers (ATSA) is an international, multidisciplinary
association with an overarching goal of making society safer by preventing sexual abuse
(Association for Treatment of Sexual Abusers, 2017a). This association was founded to identify
a competent workforce to counsel, evaluate, supervise, and manage criminal offenders in the
areas of addiction, criminal justice, mental health, and corrections; the association also promotes
competency, training, and improved communication between the clinician and the criminal justice
system (National Association of Forensic Counselors, 2017). The organization promotes effective
assessment, treatment, and management of those who have participated in sexually abusive
behaviors or are at risk for such (ATSA, 2017a). The National Association of Forensic Counselors
(NAFC) also exists, in which certifications for a Certified Sex Offender Treatment Specialist (CSOTS)
and a Certified Juvenile Sex Offender Treatment Specialists (CJSOTS) are offered for those professionals who have completed at least 270 hours of formal training and 6000 hours of supervised
experienced in the area which they are applying for certification (National Association of Forensic
Counselors, 2017). Obtaining such training is integral in that it provides specialized knowledge to
the counselor which can aid in effective treatment.
For sex offenders, receiving treatment may not be an easy task. Long waiting lists and shortages
of providers with this specialized knowledge have been reported. For example, reports by Montana
State Prison report that although sex offender treatment there has been shown to cut the
offender’s risk to reoffend in half, has an extremely long waiting list, sometimes with hundreds
at a time on it (Bermes, 2016). Shortages have also been identified from other sources (Evans,
2014; Texas Juvenile Probation Commission, 2011). The Association for Treatment of Sexual
Abusers provides a portal on their website to submit referral requests in order to find treatment
providers by specialization and location (ATSA, 2017b).
It is important to understand that clients tend to have better outcomes when counselor caseloads are low (McCaughrin & Price, 1992; Woodward, Das, Raskin, & Morgan-Lopez, 2006), possibly
suggesting that overworked counselors are less effective. Due to complex factors often associated
with sex offender treatment such as co-occurring disorders, addictions, cognitive distortions, and
the potential for criminogenic (Hubbard, 2014), counselors working with this population may
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should consider maintaining a caseload of clients that they feel comfortable with. This will help to
monitor against feeling overwhelmed which can quickly lead to burnout.

7. Possible impact on counselors
Few client populations present as many personal and professional challenges to therapists as sex
offenders (Kadambi & Truscott, 2003). This can be because oftentimes, counselors are required to
engage in traumatic material in graphic detail while maintaining an empathic relationship with the
client (Moulden & Firestone, 2007). Oftentimes, perpetrators/offenders of sexual abuse are in
denial or demonstrate little or no remorse for their abusive behavior, which may exacerbate the
impact on the counselor (Ennis & Horne, 2003; Roseman, Ritchie, & Laux, 2009). There has been
discussion and increased awareness regarding the potential psychological harm caused by exposure to the trauma of others (Anechiarico, n.d.). Research has shown that counselors working with
victims or offenders of sexual abuse are likely to experience vicarious trauma or burnout at some
point during their careers (Hatcher & Noakes, 2009; Kadambi & Truscott, 2003; Levenson, 2014;
Moulden & Firestone, 2007).
Professionals working with victims or offenders of trauma have the potential to be deeply
affected by the stories and images to which they are exposed; longer, more severe exposure,
personalities, and personal issues (when left unresolved), can greatly increase this risk (Catanese,
2010; Chassman, Kottler, & Madison, 2010; Dreir & Wright, 2011). Compassion fatigue is a term
that encompasses burnout and secondary traumatic stress. To explain further, “when experiencing
burnout, you may feel exhausted and overwhelmed, like nothing you do will help make the
situation better” (SAMSHA, 2014, p. 1). Secondary traumatic stress occurs when the negative
effects of helping make individuals feel like the trauma of the people they are helping is happening
to them or their loved ones (SAMSHA, 2014, p. 1). Vicarious trauma takes this a step further; when
secondary traumatic stress symptoms go on for long periods of time, they can develop into
vicarious trauma (SAMSHA, 2014).
The term vicarious trauma is associated with the “cost of caring” (American Counseling
Association, n.d.; Cosden, Sanford, Koch, & Lepore, 2016). Vicarious trauma a state in which the
individual becomes tense and absorbed with the traumatic stories/experiences described by
clients; counselors may experience such tension in several ways including being in a continued
state of arousal and/or becoming numb and avoiding talking or thinking about the stories/experience their clients’ shared (American Counseling Association, n.d.). Vicarious trauma can include an
array of symptoms including: having difficulty talking about feelings, worried that they are not
doing enough for their clients, diminished interest in things enjoyed previously, diminished feelings
of satisfaction/personal accomplishment, low motivation, blaming others, feelings of hopelessness
associated with work and/or client, changes in appetite, hypervigilance, depression, anxiety,
suspiciousness, anger/irritability, intrusive thoughts, nightmares, and isolation (Adams & Riggs,
2008; Moulden & Firestone, 2007). Vicarious trauma can also affect behavior, interpersonal relationships, personal values/beliefs, and job performance of counselors (American Counseling
Association, n.d.). Professional experience, treatment setting and coping strategies employed by
the counselor are also associated with symptoms of vicarious traumatization when working with
sex offenders (Moulden & Firestone, 2007).

8. Discussion and conclusions
It is important for counselors to be self-reflective regarding signs and symptoms of burnout and to
engage in self-care activities for prevention and alleviation. Counselor self-care can be defined as
the actions that a counselor may take in order to teach optimal physical and mental health
(Goodtherapy.org., 2017). For counselors, such self-care can refer to engaging in activities that
promote emotional well-being and alleviate feelings of burnout (e.g. meditating, mindfulness,
journaling, counseling, and self-compassion) (Hall et al., 2017). Counselors’ extended failure in
engaging in self-care can result in emotional exhaustion, stress, and burnout (Thompson, Frick, &
Trice-Black, 2011).
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Due to the fact the counselors face unique challenges in sex offender treatment (Prescott &
Wilson, 2012), it is important for counselors to engage in self-reflection, supervision, and processing/debriefing when engaging with this population (Catanese, 2010; Chassman et al., 2010).
Increased self-awareness, self-reflection, and self-care is essential (Moulden & Firestone, 2010).
It is necessary to develop such protective protocols in order to protect health professionals from
being harmed by the work they do (Anechiarico, n.d.). It has been recommended that counselors
receive quality supervision in an environment that facilitates closeness and support (Dreir &
Wright, 2011).
Also, appropriate self-care strategies are important in order to combat possibilities of burnout
and vicarious trauma. Keeping a sense of balance and implementing coping strategies such as
diversifying work roles, avoiding media content involving sex abuse, appropriate humor, and
exercise are important to prevent burnout (Dreir & Wright, 2011). Wellness can be achieved
and maintained by recognizing warning signs and not being ashamed of them; warning signs
include feeling irritated about clients, experiencing a low level of energy, having problems
develop at home, viewing the world and the people in it as unsafe and losing your sense of
humor (Shallcross, 2011). Tips for coping with compassion fatigue (burnout and secondary
traumatic stress) and vicarious trauma include: getting adequate sleep; good nutrition; regular
physical activity; active relaxation (e.g. yoga or meditation); staying hydrated; basic hygiene;
washing up to “wash away your workday” (symbolic “washing away” of hardness of the day);
consultation; supervision; spirituality; religion; taking time away from work; creating individual
ceremonies or rituals (e.g. writing down things that bother you and getting rid of them as
a symbolic goodbye); spending time with family, friends, and loved ones; trying to find things
to look forward to; etc. (SAMSHA, 2014).
Mental health treatment is imperative for the offenders of sexual crimes, although a great number
of counselors elect nor to work with this population, for reasons including the impact it has on their
own lives (Anechiarico, n.d.). As such, discussing counselor self-care, for all counselors…but specifically for this group of counselors, it an important conversation to have. Counselors should gauge
their own personal symptoms that could point to counselor burnout. A variety of self-care strategies
(e.g. self-reflection, supervision, processing/debriefing (Catanese, 2010; Chassman et al., 2010) and
specific coping strategies (SAMSHA, 2014) were highlighted that can be implemented to reduce
chances of emotional exhaustion, overwhelming stress, and burnout. Such protective protocols are
vital to continue the growth and to continue the services provided in this field. It is also important to
note that although research reveals many challenges for therapists when working with sex offenders, this is not to undermine the statistics that also report the rewards and professional fulfillment
reported among counselors working in this field (Slater & Lambie, 2011).
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