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April 30, 2009
Dear Commissioner Glaude,

On October 1%, we began to look at current services offered for sex offenders and individuals with
deviant sexual behaviours in order to make a recommendation of a local service for this clientele.

Our mandate was to review existing services being offered, up-to-date research on treatment options,
treatment programs available and consultations with local professionals in the field. Barriers to
individuals wanting treatment but scared of the criminal repercussions if they disclosed their criminal
behaviours were also considered.

The Cornwall Community Hospital Assault and Sexual Abuse Program is pleased to submit its report
Services for Sexual Offenders and Individuals at Risk of Offending Sexually in Cornwall and the United
Counties of Stormont, Dundas and Glengarry. This report will offer recommendations to prevent and
address sexual offenses.

Consultations with various community partners have repeatedly expressed a need for a local service.
We have also heard of barriers and challenges faced when accessing services in Ottawa, mainly due to
transportation issues.

We believe that by servicing at-risk individuals as well as clients with sexually abusive histories with
education, treatment and community support, we can reduce recidivism and in consequence, reduce the
number of victims. This would mean being proactive instead of reactive to these types of situations;
ultimately it could mean saving victims and lives.

We wish to recognize the outstanding contributions made by all of the participants in the consultation
process. We greatly appreciated the candid conversations and feedback from all participants. We
would like to thank the Cornwall Public Inquiry for sponsoring and supporting this project.

We are confident that these recommendations will contribute towards ensuring a positive and safe
community by preventing further victimization.

Respectfully,

Angéle Lynch
Project Lead
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GLOSSARY

Sex offender
A person who has been convicted of a sexual offence or who has been found not criminally

responsible of a sexual offence on account of a mental disorder

Sex offence
Sexual interference; invitation to sexual touching; sexual exploitation; incest; bestiality; child
pornography; parent or guardian procuring sexual activity; exposure; sexual assault; sexual assault with

a weapon; threats to a third party or causing bodily harm; and aggravated sexual assault.

Paraphilia

Recurrent, intense sexually arousing fantasies, sexual urges, or behaviours generally involving 1)
nonhuman objects, 2) the suffering or humiliation of oneself or one’s partner, or 3) children or other
nonconsenting persons that occur over a period of at least 6 months. For some, these fantasies or
behaviours are necessary to be aroused, whereas others can become aroused without paraphilic fantasies

or behaviours (American Psychiatry Association, 2000:566).

Pedophile

Pedophilia is a form of paraphilia. Over a period of at least 6 months, recurrent, intense sexually
arousing fantasies, sexual urges, or behaviors involving sexual activity with a prepubescent child or
children (generally age 13 years or younger). The person has acted on these sexual urges, or the sexual
urges or fantasies cause marked distress or interpersonal difficulty. The person is at least age 16 years

and at least 5 years older than the child or children.



EXECUTIVE SUMMARY

Sexual assault is a world-wide health problem because of its massive number of victims and the
extent of the ongoing damage to the victims’ health. In order to fight this epidemic we need to focus on
the cause; perpetrators. It is well researched and documented that diagnosis followed by effective
therapy can help prevent further victims.

In contemporary society the sex offender is the most vilified offender. We are repulsed by their
actions and consequently we fear them. As a result, we dehumanize them and attempt to banish them
from our society. Once charged for their horrendous crimes, we seek maximum incarceration in the
hopes of eliminating the problem. Then once released, we chase them out of our communities and
ostracize them. This may seem like a reasonable solution, by removing the problem, but in fact we are
in turn creating more victims. The sex offender is isolated and socially withdrawn, unemployed because
no one wants to hire a sex offender and untreated for fear of being known. Consequently, “if the
offender feels his case is hopeless and he will always be seen in a negative light, he may come to believe
that reoffending would make little difference to him” (Wakefield, 2006:143). More education and
acceptance of sex offenders along with access to treatment is the beginning of a long term solution.

There is an increasing amount of research that supports the idea that sex offenders can be treated
successfully to allow them to lead crime free lives upon release (John Howard Society, 2002:2). Sex
offenders with paraphilic behaviours, cannot be “cured’ but can learn through effective therapy to stop
victimizing others. Treatment is possible. This report rests on the presumption that treatment of sex
offenders is effective in reducing further crimes. Research also clearly indicates that the vast majority of
individuals with paraphilic sexual disorders are males. Throughout this report, we refer to sex offenders
as males.

Currently, sex offenders on probation in Cornwall are not always mandated to receive treatment
but those who are mandated to receive treatment, travel to the Ottawa at the Royal Ottawa Mental

Health Care Sexual Behaviours Clinic (SBC). A leader in Sexual Behaviours research, there, offenders



receive extensive assessment and treatment. Through consultations, it became evident that the distance
IS a major barrier to probationers. Many are without vehicles and rely on volunteer services to travel to
Ottawa on a weekly basis. This method is unreliable and causes missed appointments.

In Cornwall, adolescent sex offenders can receive treatment at the Children’s Treatment Centre
(CTC). They are offered individual counselling and group therapy. If the adolescent denies having
offended, he is referred to the Sexual Behaviours Clinic (SBC). Professionals in Cornwall are pleased
with the current services offered at CTC but director Robert Smith advises that their staff is overworked
and have high caseloads. Fortunately, they are able to maintain exceptional service but they are in need
of more financial support. Since the centre relies solely on donations this is our responsibility as
Cornwallites.

Our consultations clearly outlined the need for a treatment program operated in Cornwall for sex
offenders and individuals at risk of offending. It is necessary to include those who have not committed a
crime since, as Dr. Federoff explains, “Not all paraphilic interests are criminal, and even among people
with criminal sexual interests, not all act on their criminal interests” (Levine, 2003:354). All
interviewees agreed that such a program should be operated through the Cornwall Community Hospital.
We are recommending a service for sex offenders and individuals at risk of offending sexually in
Cornwall operated through the Cornwall Community Hospital. This hospital-based service will include
social workers with specialized training that will provide clinical therapy, group therapy and community
assistance. An important aspect of our program will also include education and awareness to
professionals and the general public. We need to take a more proactive role to stop further
victimization. It is our society; it is our responsibility to ensure that our most vulnerable members are
protected. In order to reflect this, offenders need to have treatment readily accessible. “If the sex
offender is ostracized, stigmatized, and isolated, rather than reintegrated into the community, it becomes

more difficult for him to resist reoffending (Wakefield, 2006:145). We need to talk openly and honestly



about sexual abuse in the same manner that we can discuss drinking problems in order to remove the

fear and hatred. Abusers need to be part of this process and hence part of the solution.



Sex offenders are the most vilified group in society. People hate and despise them and think they
should be locked up for life. Other criminals consider them too abominable to associate with.
They are seen as dangerous sexual predators for whom treatment won’t work and who are at a
high risk to reoffend. These beliefs are widespread, unsupported by facts, and have resulted in
harsh laws specifically targeting sex offenders (Quinn, Forsyth, & Mullen-Quinn, 2004).



1.1. Purpose, Scope and Objectives

The purpose of this project was to examine whether individuals with maladaptive sexual behaviours
are receiving adequate treatment in Cornwall and the United Counties of Stormont, Dundas and
Glengarry and if there is community support for a local service. Specifically, we examined:

1. Provincial, national and international sex offender treatment services;

2. Current local services offered in Cornwall and the United Counties of Stormont, Dundas and
Glengarry for adults and adolescents who have offended sexually, for adults and adolescents
with deviant sexual behaviours, and for children with inappropriate sexual behaviours;

3. Consultations with local service providers; and

Finally, a recommended service model will be devised.

1.2 Methodological Design

The following processes were used in the development of this report.

1. Conducted a literature review, focusing on research for adult male sex offenders.

2. Researched existing community-based treatment programs for sex offenders by using the
National Inventory of Treatment Programs for Child Sexual Abuse Offenders 2002 and
searching the web.

3. Our research involved semi-structured qualitative interviews face-to-face with key stakeholders
in Cornwall.

4. Visited centers in Ottawa and the Toronto area. Which included:

a. Peel Children’s Centre - Sexual Abuse Treatment Program,
b. Community Child Abuse Council of Canada — Child and Youth Trauma Services, and

c. Royal Ottawa Mental Health Centre — Sexual Behaviours Clinic.



1.3 Background
The Cornwall Public Inquiry was established by the Government of Ontario on April 14™, 2005.
The mandate of the Commission is to “inquire into and report on the events surrounding allegations of

abuse of young people in Cornwall by examining the response of the justice system and other public

institutions to the allegations” (www.cornwallinquiry.ca, 2008). The Commissioner will then make
recommendations to the Ministry to strengthen old services or start new services that will encourage
reconciliation and healing and prevent similar events in the future.

The number of victims in our society is overwhelming. 51% of women in Canada have
experienced at least one incidence of physical/sexual violence since the age of 16 which represents 5
million women (Statistics Canada, 1994). In our work, we are constantly trying innovative ideas to
educate the community about these issues, more specifically, on where to go if you have been
victimized, how to recognize abuse and how to prevent being assaulted.

When we step back and look at an eighth grade class of 30 students “there are four girls who
have been sexually abused, two boys who have been sexually abused, and one boy who is already
sexually abusing much younger children. That means that nearly one-fourth of all children, by the time
they reach the eighth grade, are sexual abuse victims or are already victimizing much younger children
(Abel & Harlow, 2001). Sexual abuse is an epidemic problem.

In the past, society’s response has been primarily reactive and victim-based, triggering a system
response only after the fact that a child has been sexually assaulted or been exposed to sexually abusive
behaviours. We not only want to educate children and adults on how to recognize signs of abuse but to
help the abusers recognize and seek help for their behaviours. Let’s work on preventing more victims.
Let’s stop the abusers.

The Cornwall Community Hospital Assault and Sexual Abuse Program (ASAP) is part of the
Ontario Network of Sexual Assault and Domestic Violence Treatment Centres. We provide emergency,

follow-up and counselling services to victims/survivors of intimate partner violence and/or sexual
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assault/abuse. Since our development in 1992, we have helped numerous individuals in our community.
In truth, our numbers have doubled since last year.

We started to look at services in our community for sex offenders or individuals who are at risk
of offending. Through our consultations, we were surprised to find out that very little is being offered

for these individuals in our community.

1.4. Demographic and Economic Profile

Cornwall is a small city located between the Quebec border, Ottawa, Kingston and sits on the
United States border. According to the 2006 Statistic Canada Census, Cornwall’s population is
maintaining at 45,965 in 2006 for a population growth of 0.7% from 2001-2006. Cornwall is situated in
the United Counties of Stormont, Dundas and Glengarry. Consequently, most Cornwall service
providers serve not only Cornwall but all three counties creating a combined population of 110,399.

Cornwall is a bilingual community of 23,100 Anglophones, 935 Francophone only, 20,720
Bilinguals and 160 for neither English nor French. It prides itself on offering bilingual services in all
government buildings and most commercial businesses.

According to the Cornwall Community Police Services, there are currently 70-75 sex offenders
on the registry in Cornwall. The Probation Office has approximately 40-50 sex offenders on their
caseload at any given time with supervision periods of 2-3 years, along with the federal parole officer’s

15-20. Many of these individuals have substantial supervision periods.



2. Review of Theoretical and Research Literature
2.1. SEX OFFENDERS

The term “sex offender’ encompasses a wide range of offenders. The two main types of sex
offenders are child molesters (who victimize children) and rapists (who victimize adult men and
women). Some like to further divide the group child molesters to separate incest and non-incest. Yet, in
a study “that attempted to find a difference in the erotic preferences of incest and non-incest child
molesters, a majority of offenders were indistinguishable as either type of offender according to their
erotic preference.” (John Howard Society, 2002)

Rapists on the other hand, are quite different than child molesters. Sexually assaulting someone
is an act of violence where rapists use sex as their weapon of choice in a sexual assault. They are more
likely than child molesters to commit other crimes that are not sex-related. Rapists share more
characteristics with the general criminal population. In terms of treatment, education on general crime
issues as well as sex crimes need to be addressed. These individuals present more challenges in

treatment.

2.1.1. PEDOPHILIA

Individuals with pedophilia generally report a sexual attraction to children. According to the
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR, 2000:571), some pedophiles are
only attracted to children (exclusive type) while others are also attracted to adults (inclusive type).

Starting with a study sample of over 16,000 adults who were treated in 41 states in reaction to
possible sexual boundary violations, the authors analyzed the reports of 4,007 adults, ages 18 to 95, who
admitted that they had sexually molested one or several children (Abel & Harlow, 2001). The Abel and
Harlow Child Molestation Prevention Study’s goal was to gather information that could be used to

prevent further child victims of sexual assault.



Below you will find a chart comparing U.S. males from the general population to admitted child
molesters. They are mirror images of one-another disproving the general belief that child molesters are
uneducated, socially inept and homosexuals.

COMPARISON OF MEN FROM THE GENERAL POPULATION
AND THOSE WHO WERE ADMITTED MALE [CHILD] MOLESTERS (IN PERCENT)

U.S. males Admitted male
molesters

Married or formerly married 73% 771%
Some college or higher education 49% 46%
High school graduate 32% 30%
Working 64% 65%
Religious 93% 93%
Ethnicity

Caucasian 72% 79%
Hispanic/Latin American 11% 9%
African-American 12% 6%
Asian 4% 1%
American Indian 1% 3%

Adult sexual orientation

Although many believe that the vast majority of men who sexually abuse boys are homosexuals,
research indicates that assumption to be false. According to the Abel and Harlow Child Molestation
Prevention study, more than 70% of men who sexually molest boys rate themselves as heterosexual in
their adult sexual preference. 9% report that they are equally heterosexual and homosexual. Only 8%
report that they are exclusively homosexual. It is also important to note that only 7% of child molesters
show no sexual interest in adults (Abel & Harlow, 2001:11).

The media often misrepresents homosexuals as sexual abusers by replacing sexual abuse with
‘homosexual behaviours’. This is clearly evident in a January 15", 2009 article by Rachel Zoll, entitled:
“Vatican: Gay ‘behavior’ in seminaries declines.” The article states:

A Vatican evaluation of U.S. Roman Catholic seminaries in response to the clergy sex

abuse scandal concluded that administrators have largely been effective in rooting out
“homosexual behaviour” in the schools, although the agency said it persists... Past
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studies commissioned by the U.S. Conference of Catholic Bishops have found that the
majority of known victims of abuse by priests in the last 50 years were adolescent
boys. In response, some Catholics blamed gay clergy for the scandal; experts on sex
offenders argued that gays are no more likely than heterosexuals to molest children.

After stating that they were ‘victims’, that the victims were adolescents, and that the experts on
sex offenders argued that homosexuals were no more likely than heterosexuals to molest children, the
article still finishes stating that perpetration is a homosexual act. After the American diocese having
spent more than $2 billion since 1950 on settlements with victims, legal fees and other abuse-related
costs, they are still incapable of putting the correct term of pedophilia instead of homosexuality. Instead,

in the second last paragraph, the article questions that the priesthood was becoming a predominantly gay

vocation. Full story see Appendix 1.

Prevalence of molested boys and becoming sexual abusers

While most molesters were abused as children not all children who are abused become molesters.
In the study “Beyond Sexual Abuse: The Impact of Other Maltreatment Experiences On Sexualized
Behaviors” which sought to broaden research findings linking maltreatment to sexualized behaviours by
investigating whether maltreatment experiences other than sexual abuse predict such behaviours, the
results suggested that “early and late reports of physical abuse and late reports of emotional abuse
consistently increased the odds of engaging in sexualized behaviours” (Merrick et al., 2008:129).

In the study, the molesters who had been sexual abused (47%), started molesting children at an
early age and molested more children then those who were not abused as a child (53%). “The most
striking difference occurred with the adult molesters who, as children, had been severely sexually

abused (molested more than 50 times).

Age of first sexual offense Average child | Average acts
<10yrsold > 10 yrs old victims
Never been 9% 28% 7 37
abused
Severely 25% 40% 25 142
sexually abused




Some clinicians caution not to get distracted by spending too much time concentrating on people
with paraphilias’ personal victimization. “As a rule, time spent reviewing childhood events in search of
an explanation for current paraphilic activities is time taken from ending the misery caused by the

paraphilia in the present.” (Levine, 2003:351).

2.1.2. PARAPHILIAS

According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-1V), the essential
features of paraphilia are “recurrent, intense sexually arousing fantasies, sexual urges, or behaviours
generally involving 1) nonhuman objects, 2) the suffering or humiliation of oneself or one’s partner, or
3) children or other nonconsenting persons that occur over a period of at least 6 months.” For some,
these fantasies or behaviours are necessary to be aroused, whereas others can become aroused without
paraphilic fantasies or behaviours (American Psychiatry Association, 2000:566). Full DSM-IV-TR
criteria of different paraphilias, see Appendix 2.

Individuals with a paraphilia may work around their preferred sexual stimulus. Often, we are
shocked to find out those who “dedicated’ their life to help children, the mentally delayed, or other
vulnerable groups, would take advantage of these individuals. When in fact, they purposely put
themselves exactly in those situations in order to meet their sexual fantasies. On December 11", 2008,
newspaper headlines read “Ambulance attendants accused of molesting patients”. Greg Kafoury, the
victims’ lawyer, explains to the press that it’s the ideal job for a sexual predator. “Everything is there:
Women who are incapacitated, so they’re hugely distracted. Medical cover to put your hands in places
where, in any other context, a predator would be immediately recognized as such.” For full story, see
Appendix 3.

The etiology of paraphilic sexual disorders (what causes sexual offending) is unknown but is

likely influenced by both biological and environmental factors. Many theories exist regarding the



etiology of paraphilias, including psychoanalytical, biological, and sociobiological theories; however,
none are conclusive. Nonetheless, it is clearly evident that the vast majority of individuals with
paraphilic sexual disorders are males except for sexual masochism, where the sex ratio is estimated to be
20 males for each female (American Psychiatry Association, 2000:568). A review of Correctional
Service of Canada’s offender management system revealed that the majority of sex offenders listed to
date are men (99.6%) (Correctional Service Canada 2004).

Individuals with a paraphilia disorder might start by having a single paraphilia but increase to a
second paraphilia. For example, of the pedophiles who molested girls or boys, 33-36 percent were also
voyeurs. (ppl3). This finding clearly indicates the importance for more extensive evaluation of
exhibitionists and voyeurs in order to prevent these individuals from starting pedophiliac tendencies.
Fantasies

Paraphilia fantasies and behaviours begin in childhood but become more evident in adolescence
and early adulthood. The disorders are chronic and lifelong but diminish in intensity and frequency
throughout the years. Individuals with this disorder claim that these fantasies are always present but can
vary in frequency and severity during their life.

Treatment

Most individuals with paraphilias present themselves for treatment once arrested, incarcerated or

when their behaviour has brought them into conflict with sexual partners or society. Families will not

come forward for treatment if prison is the preferred remedy.



3. THERAPY MODELSAND TREATMENT TECHNIQUES

3.1. Therapy Models
Sexual offending has become the focus of intensive treatment and research. There is an
increased amount of research that supports the idea that sex offenders can be treated. Although
clinicians support this claim, they state that there is no ‘cure’. Those who have sexually offended can
benefit from treatment to lead offense-free lives.
During our consultations, the therapeutic modalities most utilized but not limited to are: Cognitive-
Behavioural Therapy and The Good Lives Model. Below is a brief overview of these methods used with

sex offenders.

Cognitive-Behavioural Therapy (CBT)

It is becoming clear that the implementation of cognitive-behavioural treatment interventions
(CBT) in receptive environments can reduce reoffending rates considerably. A recent large outcome
study of sexual offenders found that CBT reduced sexual recidivism rates from 17.4% to 9.9%, as well
as reducing general recidivism rates from 51% to 32% (Hanson et al., 2002). CBT’s main approach is
focused on relapse prevention. The goal is to help offenders understand their offence process and cope
with situational and psychological factors that place them at risk for reoffending (Ward & Hudson,
2000). The basic idea behind cognitive-behavioural therapy with sex offenders is to identify and

reduce or eliminate the array of dynamic risk factors.

The Good LivesModel (GLM) or The Good LivesModel —Original (GLM-0)
GLM has a broader focus than CBT programs. It encompasses the positive human goods or
goals all humans seek in order to live satisfying and good lives by focusing on providing offenders with

the necessary conditions (e.g. , skills, values, opportunities, and social supports) for meeting their human
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needs in more adaptive ways, the assumption is that they will be less likely to harm others or themselves
(Ward & Stewart, 2003). The primary goal of this approach is to help offenders live a better life and in
turn, reduces the chances that they commit other crimes.

“Primary human goods are states of affairs, states of mind, personal characteristics, activities, or
experiences that are sought for their own sake and are likely to increase psychological well-being if
achieved.”(Ward & Gannon, 2005) In no particular order, the primary goods are:

Life (including healthy living and functioning),
Knowledge,

Excellence in work and play,

Excellence in agency (i.e. autonomy and self-directedness),
Inner peace,

Friendship,

Community,

Spirituality,

Happiness, and

Creativity.

“The possibility of constructing and translating conceptions of Good Lives into actions and concrete
ways of living depends crucially on the possession of internal capabilities (i.e., skills, attitudes, beliefs)

and external conditions (i.e., opportunities and supports) (Ward & Gannon, 1996:7).

3.2. TREATMENT COMPONENTS
Fantasies

Fantasies play a crucial role in sex offenders’ atypical sexualized behaviours. The fantasy is just
as important as the act itself. Research indicates that molesters’ fantasies relate to the number of
children they molest and doubled the number of assaults. “Having child-centered sexual fantasies nearly
quadrupled the number of children the molester victimized. Men who did not fantasize about children
averaged 4 victims. Men with child-centered sex fantasies averaged 15 victims” (Abel & Harlow,

2001:11).
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Without treatment, the fantasies intensify with every passing year. Like a heroin addict, sex
offenders need to increase the fantasy in order to get aroused. Dr. Salter, author of Predators:
Pedophiles, Rapists and Other Sex Offenders: Who They Are, How They Operate and How We Can
Protect Ourselves, interviewed a 30-year-old rapist who had been incarcerated for the past eleven years.
Since being incarcerated, Mr. Morgan’s (fictional name) fantasies had not dimmed but they had
transformed. Mr. Morgan later states that putting someone in the penal system for a dozen years doesn’t
help the behaviour, it adds to the deviancy. He is fed three meals a day and has all the time in the world
to fantasize about what he wants to do when he gets out.

“When | was on the street, the age ranges that | masturbated to were around thirteen to

seventeen. But as | came in prison, the ages started dropping off from sixteen down to twelve

down to eleven, and then the fantasies increased to where they didn’t have any pubic hair and

things of that nature. So | could see the degree that it’s changed in eleven years. They have

also switched from young females to young males. Wanting to rape young males, ages seven to

nine.” (Predators p.91)

Sex offenders in Anna C. Salter’s book Predators, Pedophiles, Rapists, & Other Sex Offenders:
Who They Are, How They Operate, and How We Can Protect Ourselves and Our Children, found that
prison did not interfere with their ability to develop newer and better fantasies. “In fact, he used prison
to reflect on the mistakes he made in the first crime that caused him to get caught” (Salter, 2003:93).

When assessing sex offenders’ risk, it is very difficult to know how maladaptive their sexual
behaviours are by their record alone. Their fantasies relate the true story more than their actions. The
worst is happening in the offenders’ heads. Some therapists require clients to maintain a ‘fantasy log’.
The offenders record the fantasies and their arousal level and brings this information to the therapy
sessions. The therapist is then able determine the offender’s level of improvement.

Empathy
Different sex offenders have different levels of empathy. Sadists have a kind of reverse

empathy. They are well in tune with how others feel or react and they feed off of their pain. Instead of

feeling empathy and sadness for another person’s pain, a sadist will feel high and happy. They
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deliberately inflict pain and fear while torturing the victim (Salter, 2003:108). At the same time, they
will also increase the victim’s terror by telling the individual in advance what they will do to them.
Some sadists begin by convincing themselves that the victim enjoys the act, that the child wanted more
and telling themselves that the child was not being harmed. While other sadists do not bother with
excuses and believe that the child is evil, sick and deserves the abuse. In the words of one offender, “I
viewed children as a piece of meat. To me children were a toy. Do what | wanted with and then throw
it away” (Salter, 2003:111).

While sadists feed off of their victim’s pain, violent rapists, child molesters and all psychopaths
ignore the pain for their own enjoyment. Many child molesters fail to recognize that children cannot
consent to sexual acts. When admitted child molesters were asked about the amount of aggression they
used during the act, “15 percent reported that the child initiated the act, and a surprising 50 percent
reported that the act was by mutual consent” (Abel and Harlow, 2001:12).

Relapse Prevention

Pedophilia is generally chronic, especially in those attracted to males. The DSM-IV-TR
(American Psychiatry Association, 2000:571) indicates that “the recidivism rate for individuals with
pedophilia involving a preference for males is roughly twice that for those who prefer females.”
However, treatment is effective. Federoff (Levine, 2003:351) states that “The average published rate of
relapse for sex offenders is below 14%, making the success rate for the treatment of paraphilias in
general better than almost any other psychiatric condition.”

Treatment is most effective when interventions attempt to address the life long potential for
reoffences (John Howard Society, 2002:8). Sex offenders cannot be “cured’ following a single set of
sessions. However, clinical evidence suggests that maintenance in the community is the most difficult
part of reducing reoffense risk. Most sex offenders are returned to the community with very few
supports in place. When servicing sex offenders, it is crucial to remember the importance of long-term

support.
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4. SEX OFFENDER SERVICESAND SITEVISITS

4.1. Prison Settings

Prison-based sex offender treatment programs are often criticized as being ineffective and
useless. Claims are often made that treatment does not work, and that most if not all sexual offenders
will reoffend after their release from prison (Gordon and Hover 1998:3). This clouded judgement
encourages the idea of harsher punishment for sex offenders. In reality, most sex offenders will be
released and could benefit from treatment. The success of sex offender treatment is evident where
comparing recidivism rates of sex offenders who received treatment and those who did not.

Correctional Service of Canada has “continually been implementing more sex offender treatment
programs since it began offering sex offender treatment in 1973 (John Howard Society, 2002:4). The
Phoenix Program in Edmonton, Alberta has been recognized as one of the most effective sex offender
treatment programs and has gained international recognition. Offenders are there on a voluntary basis
but are required to stay for a minimum of six months. They attend 32-35 hours of therapy per week.
“The therapy is delivered in many forms, including: psychotherapy, victim empathy, cognitive
restructuring, anger management, human sexuality, recreation, substance abuse, relapse prevention, life
planning, goal attainment and more” (John Howard Society, 2002:9). They rarely use psychotrophic
medication to decrease the sex drive.

Encouraging sex offenders to receive treatment while incarcerated is challenging. Often, they do
not seek treatment for fear of the repercussions of being known as a sex offender by other inmates. Sex
offenders are the most vilified offenders not only in the general public but even in prison. Many sex

offenders are released into the community without treatment.
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4.2. Community Settings

Peal Children’s Centre — Sexual Abuse Treatment Program

Peel Children’s Centre is an extensive centre with 26 different programs and services. Their
vision is a caring community working together for children and their mission is to provide a high quality
mental health service for children, youth and their families who are experiencing, or may experience,
serious emotional difficulties. While visiting their site, focus was placed on their Sexual Abuse
Treatment Program and the ECHO Residential Treatment Program.

The ECHO Residential Program is for adolescents (ages 13-16) who have offended or are at risk
of offending sexually and cannot be treated safely in the community. The team helps the individuals
work on their strengths and helps with sexual behaviours and feelings. The adolescent begins at a
special school in the residence but can attend a school in the community further in his treatment.

The Sexual Abuse Treatment Program helps children and their families deal with sexual abuse or
sexual behaviours. The clinical services detailed below are available at the Sexual Abuse Treatment
Program:

= Trauma-Focused Assessment and Treatment — using interviews and tests to determine the effects

of verified sexual maltreatment and working in partnership with parents/caregivers to provide the

most effective treatment approach;

= Sexualized Behaviour Assessment and Treatment — working collaboratively with

parents/caregivers to intervene using a cognitive-behavioural approach with children under 12

who have exhibited sexualized behaviour;

= Assessment and Treatment — working in partnership with parents/caregivers to provide services

to youth ages 12-17 who have sexually assaulted

= Family Assessments and Treatment — working with families where sibling incest has occurred.
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Community Child Abuse Council of Canada — Child and Youth Trauma Services

The mission of the Community Child Abuse Council is to reduce the incidence and impact of
child abuse and to promote the safe and healthy development of children. The council was formed in
1982 to provide services and programs to greater Hamilton area for children and families who
experienced sexual abuse. Some of their programs include; children and youth who have been sexually
abused, children under 12 with sexual behaviour problems, and children under 12 in a family who have
engaged in sibling sexual abuse.

The Child and Youth Trauma Services offers assessment, recommendation for treatment and
interventions and finally treatment and intervention. The primary type of counselling provided is
individual sessions and is trauma specific treatment. Counsellors offer treatment to both children who
have been victimized and children who victimize others sexually. When asked of the difficulty of
counselling both perpetrator and victim, the clinician answered: “How can you not?” As long as safety
was addressed (i.e. the waiting area) servicing both clienteles is not an issue.

The Community Child Abuse Council contracts with several therapists. Many of their therapists
have second jobs in the community. This helps facilitate communication among organizations and
increases the clinical team’s resources.

There are no fees for those in the Hamilton area. The program receives funding from a number
of sources, including the Ministry of Children and Youth Services, the Ministry of Health, the City of

Hamilton and fundraising efforts.

Circles of Support and Accountability (COSA)

In 1994, a man named Charlie was being released from an Ontario prison for having been
convicted of multiple sexual offences involving young boys. Dr. Bill Palmer, Charlie’s therapist, was
very worried that once Charlie would be released that there was a high risk that he would re-offend. Dr.

Bill Palmer contacted some people who had known Charlie since the last time he was released as well as
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Rev. Harry Night and his congregants at the Mennonite church. They met Charlie at the penitentiary to
plan for his release. This is where the idea of “circle of on-going support” was brought up. (Wilson,
2008:1) Currently there are sixteen programs running in Canada. They range in size from 0-57 circles
currently operating at any given time and with as many as 150 volunteers actively participating in circles
within one program. They use The Good Lives Model as their best practice guidelines and are guided
by two beliefs; no more victims and no one is disposable.

Circles of Support and Accountability aim to have safer communities and fewer victims by
assisting and holding accountable individuals who have committed sexual offences and are re-entering
society so that they would lead responsible and productive lives. The Circle meets together regularly
and is guided by a written and signed agreement called a covenant. Individual volunteers also meet on a
daily basis with the core member. CoSA’s volunteers are professionally supported by local
psychiatrists, therapists, parole and probation officers, the police, the courts, and other service providers
and are asked to make a one-year commitment.

When starting a CoSA, professionals should be consulted as soon as the CoSA is formed. Many
professionals should be recruited for advisory boards or steering committees to provide oversight and
accountability for CoSA. Professionals voluntarily provide specialized training, advice, and support to

CoSA.

Stop It Now!

Stop It Now! was founded in 1992 by Fran Henry, a sexual abuse survivor, who recognized that
standard ideas on how to prevent child sexual abuse were not working. Stop It Now! is an international
organization who believes that child sexual abuse is not inevitable — it is preventable. They provide
resources to individuals who are worried about children being at risk of sexual abuse and help them

recognize and challenge these behviours. Stop It Now! also supports families and individuals at risk to
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abuse. “We offer adults tools they can use to prevent sexual abuse before there’s a victim to heal or an
offender to punish” (www.stopitnow.com).

Stop It Now! operates the only confidential, national, toll-free helpline which offers support,
information, and resources to adults who are concerned about sexualized behaviours in themselves or in
others. “Nearly 60% of calls are from people in situations where they could intervene to prevent abuse”
(2005-2006 Annual Report). Full report available in Appendix 4. Canadians are encouraged to call the
helpline for support or information but unfortunately, they are not resourced to refer to Canadian
services.

Stop It Now! is known for their bold advertisement campaigns featuring direct messages like
“Having sexual thoughts about children?” and “It doesn’t feel right when | see them together” to those
who are at risk of abusing children sexually to stop their actions and get treatment. These include
posters, build boards, and radio announcements headlining *“I wanted to stop thinking about sex with
children, but I didn’t know how. Thankfully I found understanding people who are helping me. I’'m
getting control so | don’t hurt children” (Stop It Now! Minnesota). See Appendix 5 for poster samples.

These campaigns are effective in reaching this clientele. The eight months following these bold
campaigns, Minnesota state helpline calls increased by 43% to the same eight-month period the previous

year (2005-2006 Annual Report). The full Annual Report is included in the appendices.
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5. CURRENT LOCAL SERVICES

Children’s Treatment Centre

Eligibility criteria: - Adolescent males
- Aged 12-18
- Have a level of acceptance for their offence
- Teen has sexually offended,
- Teen had sexual acts with an adult, or
- Teen has chronic inappropriate sexual behaviours.

Duration: - A few sessions up to three years
Services offered: - Assessment.

- Family counselling

- Group therapy

Assessment Tools: - Estimate of Risk of Adolescent Sexual Offense Recidivism (The “ERASOR”)
Version 2.0
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Correction Service Canada -
Probation Office

Clientele: - Probationers who committed a sexual offence

Eligibility Criteria: - Individuals who are waiting for an assessment at the ROMHC,
- Individuals who have been assessed and are receiving treatment, or
- Individuals who have already completed treatment.

Behaviours: - Sexual assault
Duration: - Ten weeks, one to one-and-a-half hour weekly session
- Runs twice per year
Services offered: - Group Therapy: Sex Offender Relapse Prevention (SORP)
Referrals: - Corrections Services

- Legal referrals (judges, courts, crown attorneys, lawyers)
Strategies: - Cognitive-behavioural and relapse prevention strategies
Staff: - Probation Officer

The probation office aims to see the sex offender on their release date. After they are assessed at
the Royal Ottawa Mental Health Center — Sexual Behaviours Clinic (ROMHC), they can take part in
their group sessions. Should there be a waiting list with the ROMHC, the probation office will complete
and assessment and the individual can then participate in group. It is a ten week, one to one-and-a-half

weekly session, averaging ten participants, that runs twice per year.
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CURRENT LOCAL SERVICES ‘cont

Royal Ottawa Health — Care Group
Sexual BehavioursClinic

Type of Program: - Psychiatric Hospital Setting
- ROMHC is a teaching hospital

- Community mental health recovery framework

Clientele: - Men, women and adolescents (18+). On rare occasions, may service under 18.

- Actual or potential sex-related offences

- Almost all are voluntary

Behaviours: - Sexual assault, Sexual dysfunction, Paraphilias and Gender identity disorder

Duration: - Access to psychiatric beds
- Medium security facility

- Manage long-term in a community setting

Services offered: - Interdisciplinary assessment

- Treatment (Group therapy, Individual therapy, Pharmacotherapy)

- Rehabilitation
- Community reintegration

- Education (Two Universities, Professional colleagues, community)

- Research
Referrals: - Corrections Services

- Legal referrals (judges, courts, crown attorneys, lawyers)

- Mental Health Professionals (1/3 referrals are by physicians)

- Various agencies
- Self referrals

Strategies: - Cognitive-behavioural and relapse prevention strategies

- Biological, psychological and sociological perspectives

Staff: - Four Psychiatrists
- One Psychological Associate
- One Social Worker
- One Lab Technician
- Registered Nurses

General Inquiry: 613-772-6521 *6375
Clinical Manager: Heather Tarnai-Feely *6478
Director of Integrated Forensic Program:

Dr. Paul Federoff and Dr. Bradford

Director of Operations: Joan Dervin *6362

Address:

Royal Ottawa Health Care Group
1145 Carling Avenue,

Ottawa, Ontario

K1Z 7K4
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6. CONSULTATIONSAND RECOMMENDATIONS

We conducted semi-structured qualitative interviews with service providers for sexual abuse
perpetrators and sexual abuse victims to get their opinion as to what needs to be offered for Cornwall
and the United Counties, if any service is needed at all.

Please note that the views and comments of the individuals interviewed reflect their own opinion

and not necessarily those of their organizations.

Organization

I nterviewee

Title

Children’s Aid Society

Rachel Daigneault

Executive Director

Children’s Treatment
Centre

Robert Smith

Executive Director

Circles of Support and
Accountability

Susan Love

Program Coordinator

Circles of Support and
Accountability

Susan Haines

Volunteer

Cornwall Community
Police Services

Jeff Carroll

Manages the Sex Offender
Registry

Crown Office

Murray Macdonald

Crown Attorney

Laurencrest

Wayne Kyte

Executive Director

Private Counselling

Protius Grant

Counsellor

Probation Office

Claude Legault

Regional Director

Ottawa District Parole
Office

Gérald J. Daigle

Parole Officer

ROHCG Integrated
Forensic Program

Heather Tarnai-Feely

Social Worker

ROHCG Integrated Joan Dervin Director of Operations
Forensic Program
The Men’s Project Rick Goodwin Executive Director
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Key Findings:

Here are some key issues and solutions brought forward through the above consultations that can be

addressed.

Issue #1

Solution

Travelling distance to the ROMHC for treatment is a barrier to sex
offenders. Most sex offenders do not own a vehicle and cannot
afford transportation to Ottawa. They rely on volunteer services
like the Red Cross or the Salvation Army. These methods are not
always reliable and cause missed appointments. In some instances,
sex offenders who are mandated to receive treatment are sometimes
even excused from treatment due to transportation barriers.

Development of a local treatment program through the Cornwall
Community Hospital will be offered in Cornwall. Once assessed at
the ROMHC, clients will be offered individual and group therapy in
Cornwall.

I ssue #2

Solution

Lack of services for sex offenders who want to deal with their own
historical victimization.

The new program will provide therapy using a holistic approach.
Most sex offenders are also victims or survivors of some form of
abuse which plays a significant role in their well-being. Clinicians
will use The Good Lives Model in therapy which focuses on
reaching the offender’s personal goals and needs in order to achieve
a fulfilling social life. In consequence, the offender will have a
change to deal with their own victimization.

Issue #3

Solution

Due to criteria restraints, some individuals concerned with their
maladaptive sexual thoughts, fantasies or behaviours but have not
yet offended are denied therapy.

The new program will be mandated for individuals who have
offended sexually or are at risk of offending. The new program will
also accept self-referrals. This means that individuals can receive
therapy and prevent perpetration.
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Issue #4

Solution

Probationers need more in-depth therapy in order to get to the core
of the problematic behaviour. Presently in Cornwall, probationers
are offered locally a Sex Offender Relapse Prevention (SORP)
program. It’s a ten week weekly session to prevent future offences
but doesn’t deal with the core issues.

Probationers will be offered one-on-one clinical therapy and group
therapy in Cornwall.

Issue#5

Solution

A sex offender treatment programs needs credibility.

The program will be operated through the Cornwall Community
Hospital.

| ssue #6

Solution

Need to find innovative ideas to get sexual abusers to come forward
for treatment.

Through different marketing tools and strategic planning, the new
program will address these issues. A marketing consultant will be
hired to develop a complete communication package. A
Community Development Worker will work on targeting
individuals who have not come forward for their maladaptive
sexual behaviours and interests to come for treatment before they
further victimize.

Issue #7

Solution

There needs to be more awareness and acceptance to the general
public and professionals about individuals with sexual abusive
behaviours and sex offenders. Individuals need to feel safer
seeking treatment.

As per the communications strategy, the Community Development
Worker will provide education and awareness through marketing
tools, presentations and resources.
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Other comments from interviewees:

= Minimal francophone services creating longer wait time or the client receiving treatment in their
second language of choice

= A waiting list for assessment for the ROMHC. At sentencing the sex offender may not have
been assessed.

= The probation office needs a co-facilitator for the Sex Offender Relapse Prevention (SORP).
Currently, they only have one staff member trained to deliver the group.

= Referrals to the ROMHC need to be by physicians only. Most probationers do not have a family
doctor and need to go to a walk-in clinic to request a referral. Some doctors even refuse to refer.

= Not all sex offenders are mandated to receive treatment.

Feasibility of Initiating a Circle of Support and Accountability program in Cornwall

Some professionals felt that CoSA would not be able to function in such a small community.
Concerns included; lack of professionals and para-professionals to volunteer for such a program,
problems with confidentiality, and safety concerns about the location.
CoSA members believe that all communities, big or small, would benefit from such a program.
Unfortunately, we felt that this initiative should be pursued by interested volunteers. We did not
proceed further in the feasibility of such a program in Cornwall for this project but would fully support

such an initiative.

Sex Offender Program operated by the Cor nwall Community Hospital
Throughout the consultations all professionals agreed that the Cornwall Community Hospital
would operate the program. While most found it fitting to be managed by the same manager of the

Assault and Sexual Abuse Program, a service program for sexual assault/domestic violence victims,
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some had reservations on the stigma it may inflict, while others were concerned for safety. Once it was
explained that both programs could be supervised by the same manager but would be their own entity
and separate location, interviewees agreed it seemed logical to utilize the resources already in place. It
has also been established that program has to have a community focus. Involvement with community
agencies and agreements need to be in place. This is already well established with the Cornwall
Community Hospital Assault and Sexual Abuse Program (ASAP). ASAP maintains a long standing
Community Advisory Committee and is represented on many municipal, regional and provincial
committees.

One interviewee expressed concern that since Cornwall is a small town, clients may not seek
treatment in their city for fear of being recognized. One interviewee expressed concern that a hospital-
setting might frighten clients. Another concern expressed by one agency is that many men coming
forward for treatment are adamant that they do not want to receive treatment at any hospital-based
program. The stigma attached and the fear of “institutions’ are the main reason. The Assault and Sexual
Abuse Program clinician stated that all the inhibitions can be quickly dispelled depending on the
approach the therapist uses. These issues can be addressed with the therapist.

Some benefits of having the program run through the CCH were easy access to numerous

hospital services while benefiting from being part of a multi-disciplinary team.

In conclusion and based on the literature review, the site visits and most importantly, the

community consultations, there is strong support for a high quality local service for sex offenders

operating through the Cornwall Community Hospital Assault and Sexual Abuse Program.
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PROPOSED SERVICE MODEL
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7. PROPOSED SERVICE MODEL

A strategic planning process involving ASAP staff would be the first step in developing this new
program. The following are recommendations but may change according to funding received and
feedback during the strategic planning process.

7.1. Proposed Names

Center for Offender Rehabilitation and Education (CORE)
Commitment to Change

Sexual Abuse Intervention Services (SAIS)

Sexual Treatment Outreach Program (STOP)

New Hope Treatment Center

Sexual Abuser Recovery Services (SARS)

Sexual Health And Relapse Prevention (SHARP)
Treatment for Sex Offenders (TSO)

YVVVVYVYVYYVYYVY

7.2. Location:

Our goal is to have this new program located at the Cornwall Community Hospital. This may not be
possible because of limited office space. If the program becomes off-site, extra expenses need to be
considered.

Rooms:

1) Waiting room (sits 5-6)

2) Large room that will be used for group therapy and as a conference room.
3) Social Worker office #1

4) Social Worker office #2

Please note that the program clerk typist and the Community Development Worker will be working
in conjunction with ASAP. Therefore, these individual will utilize ASAP office space.

7.3. Staffing (see Appendix 6 for all job descriptions):
= (2) Social Workers (Part-Time)
= (1) Community Development Worker (Will expand ASAP Community Development
Worker to full-time)
= (1) Clerk Typist (Will expand ASAP Clerk Typist to full-time)

7.4. Accountability

The Program will be part of the Cornwall Community Hospital and managed by the Assault and
Sexual Abuse Program Manager. Clinical supervision will be arranged by experts in the field. This may
be available through the Royal Ottawa Health Care Group Sexual Behaviours Clinic.
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7.4. Description of Service

Client Profile: Description of Target Population

Eligible adults on probation
Eligible adults

Deter mination of Eligibility

Referrals shall be made directly to the Social Worker. Referral package will include, if
applicable; a referral form, a copy of court order, police report and case assessment.
The client will be over the age of 18 who meets one or more of the following criteria:
0 Have been adjudicated for criminal sexual offence(s),
0 Have expressed responsibility for sexual offence and are determined in need of
out-patient sex offender specific treatment,
0 Returning from out-of-home specific sex offender treatment,
0 Have been determined in need of supportive counselling services associated with
sexually acting out behaviour(s),
o Individuals seeking therapy for their sexual thoughts or feelings towards children.
These thoughts or feelings may or may not have resulted in sexual acts towards
children or youth.

Description of type of servicesto be offered

Initial assessment and treatment plan. If the client has been assessed at the Royal Ottawa
Mental Health Centre, review of assessment. If the client has not been assessed, the
Social Worker will refer for assessment if applicable.
Individual therapy
Family therapy
Group therapy
0 Relapse Prevention
o On-going Support
Profession training
Public education and awareness
Social work services
Representation on relevant committees

Description of outcome expected

Prevention and reduction of additional criminal sexual offenses committed by clients.
Avoiding of out-of-home treatment placement.

Reduction of the days of care in out-of-home residential placement. (early release)
Opportunity for victim restoration and healing relationship.

Best Practice Guiddines

Using a Cognitive-Behavioural Therapy (CBT) approach we will integrate The Good Lives

Model in our best practice. It is simply not enough to teach sex offenders how to identify and manage

28



their risk factors. It is important to take a holistic approach of the individual’s lifestyle leading up to his
offending and without merely focusing on offending behaviours. Ward & Gannon suggests that “we
give people the necessary capabilities to live more fulfilling lives rather than simply seek to reduce risk
factors or focus on the amelioration of psychological deficits.”

The Royal Ottawa Mental Health Care Group Sexual Behaviour Clinic (SBC) will continue to
offer services to individuals from Cornwall and the United Counties of Stormont, Dundas and
Glengarry. Their assessment services are extensive and effective and should not be duplicated. Instead,
we would like to offer clinic therapy locally for individuals from the Cornwall area. On-going
collaboration, service agreements and professional consultation will be put in place to ensure a stable

high quality program.
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7.6 SERVICE MODEL BUDGET

Start-up Budget

Program Development Worker 0.6 $44,000.00
Communications Strategy (see Appendix 7) 20,000.00
Office Equipment 15,000.00
Training for four staff (see Appendix8) 20,580.00
TOTAL $99,580.00

Annualized Budget

*Social Worker 0.6 $64,000.00
*Social Worker 0.6 64,000.00
Community Development Worker 0.4 37,000.00
Program Clerk Typist 0.4 21,000.00
Staff Training 5,000.00
Office Expenses/Supplies 6,000.00
Staff Travel 5,000.00
Advertising/Marketing 4,000.00
TOTAL $206,000.00

**Off-Site L ocation: Annualized Additional Costs

Rent $24,000.00
Insurance 5,000.00
Security 1,500.00
Property Management/Maintenance 1,000.00
Information Technology 4,000.00
TOTAL $35,500.00

*Staff job descriptions, qualification and rate of pay are in the appendices.

**The aim is to have the new program located at the Cornwall Community Hospital. With the hospital’s
restructuring, we are unable be certain that this will be attainable.
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APPENDIX 1

Associated Press: Vatican: Gay “behavior’ in seminaries declines Page 1 of 2

AP Associated Press

January 15, 2009

Vatican: Gay "behavior' in seminaries declines
By RACHEL Z0LL
AP Religion Writer

A Vatican evaluation of U.S. Roman Catholic seminaries in response to the clergy sex abuse scandal
concluded that administrators have largely been effective in rooting out "homosexual behavior” in the
schools, although the agency said it persists.

The Congregation for Catholic Education sought a broad review of how the schools screen and educate
prospective priests, but gave special attention to teachings on chastity and celibacy. The Vatican also
directed evaluators to look for "evidence of homosexuality” in the schools.

In a report U.S. bishops released this week, the Vatican agency noted past "difficulties in the area of
morality" within seminaries that "usually but not exclusively” involved "homosexual behavior." The evaluatars
said the appointment of better administrators in diocesan seminaries "has ensured that such difficulties have
been overcome.”

"Of course, here and there some case or other of immorality — again, usually homosexual behaviar —
continues to show up," according to the report. "However, in the main, the superiors now deal with these
issues promptly and appropriately.”

The evaluators had no such praise for scheels run by religious orders, which critics consistently condemn as
too liberal on celibacy, homosexuality and church teaching in general. The report said "ambiguity vis-a-vis
homosexuality persists” within institutes run by religious orders. The report also cites those schools for
failing to fully adhere to Cathalic theology.

Mearly one-third of the 40,580 U.S. priests belong to religious orders.

Past studies commissioned by the U.S. Conference of Catholic Bishops have found that the majority of
known victims of abuse by priests in the last 50 years were adolescent boys, In response, some Catholics
blamed gay clergy for the scandal; experts on sex offenders argued that gays are no more likely than
heterosexuals to molest children.

The Vatican ordered the review at the height of the abuse scandal, which erupted in 2002 with the case of
one predator priest in the Archdiocese of Boston, then spread throughout the U.S. and beyond. American
dioceses have spent more than $2 billion since 1950 on settlements with victims, legal fees and other
abuse-related costs. Bishops and seminary staff conducted the onsite evaluations between 2005 and 2006

http://license.icopyright net'user/viewFreeUse act ?fuid =MjQINjUTMA%3D%3D 19/01/2009
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APPENDIX 2
DSM-IV Paraphilia Criteria
Exhibitionism (exposur e of genitals)

Diagnostic criteria for Exhibitionism
A. Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving the exposure of one’s genitals to an unsuspecting stranger.
B. The person has acted on these sexual urges, or the sexual urges or fantasies cause marked distress
or interpersonal difficulty.

Of the pedophiles who molested girls or boys 17-20 percent were also exhibitionists. (ppl13)
Fetishism (use of nonliving obj ects)

Diagnostic criteria for Fetishism

A. Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving the use of nonliving objects (e.g., female undergarments).

B. The fantasies, sexual urges, or behaviors cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning.

C. The fetish objects are not limited to articles of female clothing used in cross-dressing (as in
Transvestic Fetishism) or devices designed for the purpose of tactile genital stimulation (e.g., a
vibrator).

Frotteurism (touching and rubbing against a nonconsenting per son)

Diagnostic criteria for Frotteurism
A. Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving touching and rubbing against a nonconsenting person.
B. The person has acted on these sexual urges, or the sexual urges or fantasies cause marked distress
or interpersonal difficulty.

Pedophilia (focus on prepubescent children)

Diagnostic criteria for Pedophilia

A. Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving sexual activity with a prepubescent child or children (generally age 13 years
or younger).

B. The person has acted on these sexual urges, or the sexual urges or fantasies cause marked distress
or interpersonal difficulty.

C. The person is at least age 16 years and at least 5 years older than the child or children in Criteria
A.

In this criterion, it is important to specify if:
e Sexually attracted to males
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Sexually attracted to females

Sexually attracted to both

Limited to incest

Exclusive type (attracted only to children)
e Nonexclusive type

Sexual Masochism (receiving humiliation or suffering)

Diagnostic criteria for Sexual Masochism

A. Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving the act (real, not simulated) of being humiliated, beaten, bound, or otherwise
made to suffer.

B. The fantasies, sexual urges, or behaviors cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning.

Sexual Sadism (inflicting humiliation or suffering)

Diagnostic criteria for Sexual Sadism

A. Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving acts in which the psychological or physical suffering (including humiliation)
of the victim is sexually exciting to the person.

B. The person has acted on these sexual urges with a nonconsenting person, or the sexual urges or
fantasies cause marked distress or interpersonal difficulty.

Transvestic Fetishism (cross-dressing)

Diagnostic criteria for Transvestic Fetishism

A. Over a period of at least 6 months, in a heterosexual male, recurrent, intense sexually arousing
fantasies, sexual urges, or behaviors involving cross-dressing.

B. The fantasies, sexual urges, or behaviors cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning.

Voyeurism (observing sexual activity)

Diagnostic criteria for Voyeurism

A. Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving the act of observing an unsuspecting person who is naked, in the process of
disrobing, or engaging in sexual activity.

B. The person has acted on these sexual urges, or the sexual urges or fantasies cause marked distress
or interpersonal difficulty.

Paraphilia Not Otherwise Specified
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This category includes, but are not limited to; telephone scatologia (obscene phone calls), necrophilia
(corpses), partialism (exclusive focus on part of the body), zoophilia (animals), coprophilia (feces),
klismaphilia (enemas), and urophilia (urine).

36



APPENDIX 3
.

Associated Press: Ambulance attendants accused of molesting patients Page 1 of' 4

. Litetary wik Visa A

Ap Associated Press

December 11, 2008

Ambulance attendants accused of molesting patients

By DANNY ROBBINS
Associated Press Writer

They answer the call 24-7, often risking their own safety to rescue the sick and injured and rush them to the
hospital. But some paramedics have been more predator than hero.

Over the past 18 months, at least 129 ambulance attendants azross the U.5. have been accused of sex-
related crimes on duty or off, an investigation by The Associated Press found. Some of them molested
patients in the back of an ambulance.

"It's a dream job for a sexual predator," said Greg Kafoury, a Portland, Ore., lawyer who represents three
women who were groped by a paramedic. "Everything is there: Women who are incapacitated, so they're
hugely distracted. Medical cover to put your hands in places where, in any other context, a predator would
be immediately recognized as such.”

Across the U.5., emergency medical technicians have been accused in recent months of such crimes as
rape, soliciting minars over the Internet and possession of chilc porn, according to an AP survey of the state
agencies that oversee those professions.

Exactly how many of these EMTs were alleged to have committed their crimes on the job is unclear. But
some of more shocking cases include:

_ A Standish, Mich., paramedic sent to prison in March for molesting a girl who was on her way to the
hospital after she was injured at her 15th birthday party.

_ A Pinellas County, Fla., paramedic arrested in July after he allegedly sexually assaulted a woman in an
ambulance en route to a hospital,

_ A Chester County, Pa., paramedic sentenced in July to up to 20 years in prison for engaging in sex and
providing aleohol to teenagers he befriended through their interest in emergency medical service.

_ A Copperas Cove, Texas, paramedic awaiting trial in January on charges he exposed and touched an 18-
year-old accident victim's breasts while pretending to tend to her injuries.

_ A Chattanooga, Tenn., EMT accused in a lawsuit of giving a 30-year-old woman an extra dose of

hitp://license.icopyright.net/user/viewFreeUse.act fuid=MjEANTY wMw%3D%3D 12/12/2008
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morphine and then completely undressing her in the back of an ambulance even though her injuries were
minor.

State health officials in 23 states reported receiving sex-related complaints involving EMS workers. New
York reported the most complaints — 17, Thirteen of the complaints were substantiated and resulted in
workers losing their certification. Texas reported 13 complaints, Massachusetts 11 and Virginia 10. No
breakdown was immediately available showing how many of those allegations involved sexual misconduct
on the job.

Several EMS officials said the number of complaints is troubling but does not necessarily point to an
industrywide problem. They noted that the profession employs nearly 900,000 people in the U.S.

"That number in and of itself doesn't shock me, knowing the number of providers we have in the country”
said Steve Blessing, state EMS director in Delaware and president of the National Association of State EM3
Officials. "ls even one case tolerable? | think most state directors would say no. But we're bound by reality
here "

In Portland, paramedic Lannie Haszard was sentenced to five years in prison in August after pleading guilty
to five counts of attempted sexual abuse. Haszard, 62, was charged with inappropriately touching four
female patients while they were being taken by ambulance to hospitals

Three of the women have sued Haszard and American Medical Response, his employer at the time. The
lawsuits contend that the company, which operates ambulances in 40 states, failed to react to previous
complaints about the paramedic's conduct.

Haszard's behavior came to light last December when a 28-year-old single mother of three, Royshekka
Herring, told police that he touched her genitals while she was en route to the hospital for emergency
treatment of a gastrointestinal condition.

In a recent taped deposition, Herring's voice shook with emetion as she described how a nurse tried to
convince her that Haszard was probably performing an abdominal exam.

"| started yelling at her, because | didn't feel safe,”" Herring testified. "Somebody | never expected to touch
me touched me.”

A spokesman for American Medical Response had no comment on the case.

Farmer Dallas Fire Chief Steve Abraira suggested ambulances carry three workers. Ambulances usually
have two — one in the front, one in the back.

"If there's a person predisposed to do something wrong, there's nobody there to witness or discourage that
individual from doing something,” said Abraira, now the fire chief in Palm Bay, Fla.

Twenty-eight states do not automatically bar known sex offenders from working as EMTs, the AP found.
Although most insist they would rarely, if ever, allow sex offenders to work those jobs, the AP found that
Texas has knowingly allowed eight, Louisiana two and Maine, Virginia and North Carolina one each. There
is no indication any of those people were accused of sexual misconduct after being allowed to work EMS
jobs.

Twenty-two states strictly prohibit such offenders from working as EMTs.

"This is the type of person we don't want in the back of an ambulance with your mother or daughter,” said

hitp:/license.icopyright.net/user/viewFreeUse. act Pfuid=MjE4NTY wMw%3D%3D 12/12/2008
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March Tucker, an EMS regulator in West Virginia

All but one of the eight reqistered sex offenders certified to work in Texas victimized children ranging in age
from 6 to 16.

"Oh, my goodness, that's really scary,” said Winfred Dean, who supervises the sex offender menitaring unit
for the Harris County probation department in Houston, "l thought people like that would more than likely be
eliminated.”

Texas officials said state regulations call for EMS licensing decisions ta be made on a case-by-case basis,

"The only thing we can do is follow the law, and the law allows this," said Maxie Bishop, state EMS3 director.
"WWe have to take a look at the crime, how long it's been, the nature of it and what that person has done
since.”

Associated Press writers Brian Farkas in Charleston W.Va., and Richard Richtmyer in Albany, N.Y.,
contributed to this report.
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office shows paramedic Lannie Haszard who was sentenced to five years
in prison in August 2008 after pleading guilty to five counts of attempted
sexual abuse. Haszard, 62, was charged with inappropriately touching
four famale patients while they were being taken by ambulance to
hospitals. (AP PhotoMutmomah county Sheriff's Office)
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In the wvast majority of child abuse cases,

the child knows the adult, teen, or child

who abuses them, Because sexual abuse occours

mostly In homes, neighborhocods, and other farmiliar

settings, children are unlikely to reveal their abuse.

Estimates are that 1 in 3 girls and 1 in 7 boys will be

sexually abused by age 18. Most of these crimes will

rnever be reported. Teaching children to disclose

abuse, helping survivors recover, and punishing

abusers who have been caught and convicted

doesn't prevent the initial harm to a child. Stop It

MNow!'s groundbreaking work has shown that adults

can and will step forward to prevent child sexual

abuse before a child is harmed. Together we can

prevent the sexual abuse of children,

Stop It Now! 1
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Dear Friends and 51,=F>Por"tc:rﬁ_.

At Stop It Now!, our vision is Fundamentally hopeful, We belicve thal ¢hild sexual abuse is not
inevitahle = it is preventable. We know that adults can and will take action o prevent sexual
abuse before a child is ever harmed, But only with the proper resources and support.

Stop It Now! teaches sirategies 1o individuals and groups that turn worry and fear into action.
We provide resources for all adults fo recognize and challenge behaviors they see in others that
pui children at risk 1o be sexually vicrimized. We provide information and xugpnrl. L0 communi=
ty and family members, as well as to people at risk (o abuse,

The early work of Stop It Now! was groundbreaking and reflected the vision and enacity of its
founder, Fran Henry, an adult survivor of child sexual abuse. Our standing now as an mierma-
tional organization and o leader in the field i3 wstimony to the foresight of our carly donors and
[oundation supporters.

Burt bafriers to prevention still exist.

Tarough our Helpline and local programs, we hear from adults of all backgrounds, ages and
social groups — parents of children with sexual hehavior problems, grandmothers coneerned
for their childeen and grandchildren, teachers, and childcare providers. Despite heighiencd
awareness about child sexual abuse, people across the country need more help and informarion.

[n'tesponse, Stop 1t Now! has dedicated itself to reaching larger and move diverse groups ol
people with hopeful messapes and practical tools. Weaare committed (o guiding more people to
critical resources and suppor By eéxpanding our Helpline and creatively hamessing the capacity
of'the Internet and our lucal progranms.

.Slup It Noow! is unique in its willingness to help individuals, families and communitics confront
people at risk to abuse, Our priority, first, i3 to protect ¢hildren, and second, to prevent future

L tharm by directing the people who need it toitreatment, support, and accountahility. Up to 505
of sexual harin toward children is petpetrated by other minors, and half of that 15 by children
under age 13. By fmling 1o offer understanding and treatment to youth with sexual behavior
provhlems, ont society compounds the harm done to children — and multiplies it into the futare.

I this, report, ¥ou will find evidence that our alrateges o attack the root causes of child sexual
ahuse are elfective — and are catching on. Inernational interest in Stop It Now! has never been
greater, And; increasingly harsh yet wproven policy feasures or managing child sex offenders
arc secing a backlash frome the criminal justice sector and the editorial pages. We field regular
inguirics from state agencics. lask forces, and journalists about how our approacts can fill & gap
in the face of increasingly stringent registration and sentencing.

Please be an active stakeholder in our vision of families and communities that foster safety for
children and compassion for all.

Together we can prevent the sexual abuse of children.

Maxine I. Stein Steven Brown, PsyD),
PRESIDENT AND CE0 CHAIRPERSON, BOARD OF DIRECTORS

2005-2006 ANNUAL REFORT
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Program Hi g,}n | ightﬁ

[

Stop It Mow! operates the only confidential, national, Owver half of Helplne callers find Stop It Now!
toll-free Helpline (1-888-PREVENT) which offers through the Internet. During the second half of
support, information, and resources to adults who are 2005, our website [www.stopitnow,org) had

concerned about sexualized behaviors in themselves or 50,000 unique visitors and over 1.1 million hits.

peaple they know, Nearly 60% of calls are from people

in situations where they could intervene to prevent abuse. The alogue Progect leatures Liclitaled pancl

In the frst half of 2006, call volume increased 18% over discussions Petween survivors of child sexual

the mumber of calls during the same peried in 2005, abuse, recovering sex offenders. family members
of both, and ofien, therapists, Cur Dialogues are a
rare public opportunity for those most directly
ulfected by sexusl abuse 1o expose the complexity

of the issue lor all invilved,

Owir pewest publication, Lev's Tulk, cutlines a
stewightlorward process for discussing concemns
about sexualized behavior without making
accusations.

Our booklel, Do Children Abuse Other Children,
is available in both Spanish and English, 1t
reminds readers that there iz help available for
hath the child who abuses and the one who is
victimized, Intervention when both parties ane
young increases the likelihood that each will
have a chance o heal.

For additional program highlights and a
full publications list, visit our website
(www.stopilnow.org).

Stop It Now! helps empower adults to take responsibility

for protecting children frem harm. Talking to other adults
about tha issue is the first step.

T i - ] a { i
¢I've heen a cop for almost thir b years, ve seen mare than a tar share of mar’s

A

ty of social service proerams... [ am not one to

-1 P .
mnumanity to man '\.'-':Im'l

1 L[
|L.1‘.T|F‘ ar a I'JE.!I'!AWL'.H—._'_:')F'! |_ I |'II‘.*.":{'.‘ CJI'(."._"- the hirst |.?C.‘:'-'|I|.'I'\.'l"'. IL'JI'{)!'—_:I'.’]I'I'IS fo ever s .L]P Qr

. i Fi . - .
CHSCOLINE N :El’.’bLI,‘JL‘. -;'Jj:l' i i."ll"!..'l'l t'rf..‘i. WCIT QCOUrs, Lwvary le."k'fl' l’_“l"v'."?r:.’"ill"l'l :':ft'.‘['_"\‘:- 1y

c"j{‘l'.(_‘.l' the Lic use to Pl'C‘h'ﬂ'_‘.l'll' a reqccurrence.”

~A POLICE OFFICER IN AN URBAN LOCATION

Stop It Now! 3
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continues o decpen., adap and extend iis

program model by growing and coordinatin vork

wgrams that ave b

b local organizations.

AUSTRALIA

Hested by Plioeniy Honge

= Formalized collaboration with Phoenix Hoose, the

host agency that provides a range of community edu-

GEORGIA

Hosted by Prevenr Child Abuse G

gict

® Developed a training-of-trainers program (o build
statewide leadership and skills among commugity
groups for preventing clild sexval abuse, Over

400 community members

attended 16 conmmunity

omentations and nine two-day trainings. Seventy-five
trained community partners throughout the statwe have

slarted incorporaling

own trainings. An additdicnal 4000 individuals were

reached through conferences, community meeti

and special events throughout the stare,

messages into their

-

»

MASSACHU
Husted by Srop Tt |

*

*

Collaborated on the world premiere musical play,

Love Jerrv. a story about two brothers who grapple
wilh the complexity of sexual g 1
Now! Ge

traned production st

sein Lk 1Y

scussion guide and

developed a

il 1o lead discussions after every

performance of the play's seven-week run.

Lawmched a public service annonnecement (PS
Channel radio

spike i wehsite hits, o

campaign statewide on all O

stations, resulting in a 400

ng of cmadl inguirics. and a steady

Neww! Gemrgis Helpline calls.

{arerticarial |

Galvanized support for the Stop It Now! Helpline
in Mussachusetts, including support from the

M
Abusers (MATSA) and the Massachuseits Coalition
for Sex Offender Management (MCSOM). With donor

ate support, Stop It Now! will expand com-

nusctts Association for the Treatment of Sexual

and corpe
munity education events and professional training of

Tamily and child wellare professionals.

Selected for the special, tenth anniversary edition

of the Massachusetts Catalogue for Philanthropy.
The C
the best of the state’s non-profits in order to encourage

alogue is an annual publication that features

ng 1he state’s wop philanthropises

i
o

Having sexual thoughts

about children?

1-888-PREVENT

Safe and Confidential Helpline

The latest Stop It Mow! Minnescta advertising cam
behavier — and to gack halp.

gn calls an individuals at risk to offend or recffend to stop their
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MINNESOTA

Hested by Praject Patlifinder

= Conducted extensive market research o determine what
factors will encourage people at nisk o sexually abuse chil-
dren o come Torward for help, A majonty of the study partic-
ipants wanted to stop their abusive behaviors toward children,
but didn't know how. Based on this, a targeted communica-
tiens and advertising strategy was developed and tesied,

¢ Launched a bold advertising campaign festuring direct

m

ees that challenge people who are at risk to act sexually

toward children to stop the hatim they are causing — and 1o

seek help. Helpling calls from the state mcreased by 43%

compared 1o the same eight-month period in the previous

vear, The campaign website received over 23,000 unigue visi-

tors during the eight months following the launch.

In collaboration with Minoesota's child care licensing agency,
trained twenty professionals to conduct worksheps for
child care providers on “How Undersianding and
Kesponding to Children’s Sexual Behaviors Can Prevent
Child Sexual Abuse.” Ninety child care licensing profession-
als received training to help child care providers identify
sexual behaviors that are cornmon and uncommon in healthy

children,

PHILADELPHIA

Huosted by the Joseph J. Peters Ingtitute

Ll

Muohilized community members to guide the development
of training modules that vespond 1o the core imerests of fam-
ilies and community groups, Mon-clinical training en healthy
sexual development, effective parental communication, and
adeleseent behavior problems attmeted and engaged a wide
range of audiences.

Trained nearly 1,000 adults on child sexual abuse
prevention and adull intervention strateges totaling

over 4,500 training hours. This included 300 fosier

parents and child car s, and over 600 frontline

pravi

professionals (all mandated v
in 50 agencies,

gporters of child sexual abuse)

Conducted an updated child sexual abuse survey 1o
measure changes in knowledge, atides and behaviors in
Philadelphia county. The study will establish benchmarks for
evaluation and guide program design. Release of the results

brought significant media and public attention to the issue.

F Teli215-701-1570

COMMUNITY-BASED
PROGRAM CONTACTS

Stop:lt Now! Georala
Tel: 404-570-7363

- Email: infe@stopilnowga org

| Stop It Nowl Massachusetts Helpline

lel: 413-587-3500
Emailinfo@stopitnow.org

L1 Siap It Mow! Minnesota

Tel: 65164 4-8515
Erail: - stopifnowemoid
projectpathfinderong. .1

Step It Now! Philadalphia

Email stopithow@iip.org

Stap It Now! Virginia Helpline |

" al- Bo4-8B4-7740
Email: Becky. Odor@vdh.virginia.gav

Stog t Mow! Wisconsin
el 414-453-1400
Email: stopitnowwii@cssiw.org |

Tel: 44-52-75G-8184
Email: office@stopitnow.org.uk

Stop It Mow! Australia/Cueensland
Tel: 07-41-53-4288
Emal; stopitnowmediai

quesnsiandernstau

Stop It Now!
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The Stop It Mow! Smart Car is a unigua featura of
the campaign in Surrey, United Kingdam.

UNITED KINGDOM & IRELAND
Hosted v The Locy Frithfull Foondation

Released the Stop It Now! UK Treland Helpline

Report analyzing three years of activity (2002-2(65),

A key linding is that 43% of callers were individuals

seeking help out of concern for their own sexual

thoughis, feelings, and behaviors twward children,

Expanded program reach through new projects in
the Irish Republic, Wales, preater London, and Scotland
and welcomed a new agency te host the Derby/

Durbryshire program.

-

Developed a new leaflet on Internet salety thal
prowvides faciual inlormation abow the risks to children

presented by new technologies and offers useful tips for

keeping children sale online.

VIRGINIA

Hosred by the Virginig Deparmment af Health

w

=

WISCONSIN ¢

Hestea by the Child Abure Prevension Fund and the

f"""" slopitnow.org collaborates with Stap It Mow!

Callaborated with the Virginia Department of Health

o design and plar a new social marketing campaign
advertising the Stop I Now! Helpline through radio PR A,

bus ads, hillboards and posters

Launched a Stop It Now! Helpline advertising
campaign in (he Richmond area. Market research showed
that people whe heard the radio ads were three times more
likely 10 helieve that child sexual abuse is prevemable and
those who saw the print materials were en Dmes more

likedy 1o believe that they can prevent child sexual abuse,

Wiscansin Children s Trusr Fund

Juint program leadership established. with guidance
provided by a broad-based. 22-member statewade

steenng commifiee.

Condoeted a markel research survey in Maracthon and

baseline evaluation data and
ill be
released in conjunction with the program launch in early
2007,

Milwaukes counties 1o gather

o guide program design. Market research hindings

Participated in the PREVENT Institute, an intensive,
eight=month leadesship development and strategic
planning program at University of Nonth Carolina, The

£, will

plan and implement o marketing and campaign launch

Wisconsin eam, which includes Now! national st

stravtegy with support from @ PREVENT adwisor and

Wisconsin communication professionals,

As part af its vielence prevention
sacial marksting program, the
Mirginia Department of Health

R el
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Financial Statement

Stop It Now and appreciates the generosity and courage of our suppoerters, We take the stewardship of
these investments very serivusly, We work hard 1o maximize their impact and cosi-effectiveness, while building a financially

stable organization that can be sustained far into the futune.

In fiscal year 2006, T9% of all financial contributiony directly supported programs and services 1o prevent the sexual abuse

of children.

STATEMENT OF ACTIVITIES*

For the fiscal vear ending on e 30, 2006
Category Toral

Revenue and Support

Contributions $ 347447
Contributions In-Kind 25,310
Cirants 45,000
Government Grant 66,498
Fees and Other Income ¥1,389
Interest Income

Tatal Revenue and Support
wreemenent grant”

Cantributinns
127%

Expenses a2
Program Services : *Fasical wgere
Public Education 190,308
Field Development 157,489
Policy 124,288
Research 7,643
Total Program Services $ 470,728

Support Services

Development 65,536

Management & General 65,814 Public Education

Total Support Services $ 131,350 | Ficld Developmant B Administraion
710

Total Expenses § 611078 4

Changes in Net Assels (45,292)

MNet Assets at Beginning of Year 74,195
Roeearch & Policy
- R 3%
Net Assets at End of Year 28.90%

* This st ntis based en the 2006 Audited
Statenient of Stop It Now! Inc, C 5 of the most
recent audited statements und tax filings are avail-
able upon request. Stop It Mow!'s tax identification
number is 04-3150129.

Stop It Now!
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ild sexual o u lasting, pesitive im

A special thanks goes o federal employees snd milmary

pers whio helpead make cur first vear of partidpation in the

Combined Federal Campaign (CFC) s success, In 2005, CFC

donors pledged their support through over 50 Area Campaigns at
home and abroad

Stop It Now! wus sccepied as a new member of the Women,
Children and Family Service Charities of America (WCFS) -

ion of some ol the country’s mest reputiable nahonal

ble organizaticns. In the future, Stop It Now! will participate

CFC and aceess doxens of other workplace giving programs as a

WCFS member,

Stop It Now! 1 also a quabilicd member of Independent
Charities of America (ICA) The [ICA Seal of Excellonee indi-

tes that Stop It Now? has undergone a rigorous independent

review o cetify, document, and demonstrate that it meets the

mighest standar f public accountability, and program and cost

effcctiveness. Of the ene million charitable erganizaions operat-

ing in the UNS, Stop I Now! s one of Tewer than 2 1000 that

have been awarded the ICA Seal,

Tor m op Tt Mow!

at 413-587-3500, ext. 18 To make a donation onling, visit waww.stopitnow, org

Li0ns, o

a e

afion o L'".|||I'r|': mvm
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Stop It Now! wishes to thank its many donors. In addition w our most recent individual donors, there is a long list of

incividuals wmd crganizaions that have supported and nunured this work. The early and steadfast support of major

donors, key foundations and other organizations deserves special recognition, Thank you — one and all,

Together we are preventing sexual abuse before a child is harmed.
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If you are uncomfortable about behaviors between a child and an adult or older child,

trust your gut.
It's not easy to talk about.

Should you be concerned or not? Learn more. It's your call.

1-800-CHILDREN (244-5373) - A Confidential HELPLINE
or visit www.stopitnowga.org

@ Stop It Now! Georgia 5

a program of Prevent Child Abuse Georgia | Prevent Child Abuse
Georgia
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If you are uncomfortable about behaviors belween a child and an adult or older child,
trust your gut.
It's not easy to talk about.

Should you be concerned or not? Learn more. It's your call.

1-800-CHILDREN (244-5373) - A Confidential HELPLINE
or visit www.stopitnowga.org

7 Stop It Now! Georgia ’
(BT Together we cam prevent the sexval abuse of children "

a program of Prevent Child Abuse Georgia | Prevent Child Abuse
Georgia
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| didn’t think | was hurting anyone by looking
at child pornography...l was wrong.

Looking at pictures made me crave sexual contact with children.
I'm glad | found understanding people who are helping me.

I'm getiing control so | don't hurt children. some people who touched children
sexually said they started by looking at porn. Are you someone who wanis to stop but doesn't know
how? Are you depressed, alone, miserable, or out of control? At Sfap /f Now! we undarstand the struggle.
We are ready to help with confidential information and referrals. Peaple who get speclalized help can
and do learn to control their behavior, No more secrets. No more lies. If you wonder about your own
behavior, visit our web site and read the “Twelve Questions Only You Can Answer.”

Call for safe and confidential information from people who can help.

1-888-PREVENT - www.youcanStopitnow.org
@@ Stop It Now!"Minnesota

L
Stop It Now! Minnesota calls on adulls whe are being sexual with a child, or who are having sexual thoughts about a child, to stop and seek help.
Call our tal-free confidential helpline (1-688-773-8368) or visit our web site for informztion and referrals. Research shows child sexual abuse is mar
inevitzble. It's preventable. A non-profit program, not a law enforcement agency.

Stop 11 Norw! Minnesats is suppaned by Grant'Copperaliy en? Number §22425-03 Iroe the Gentars for Dissass Contol and Pravention {COC). The contents of thess advariisemants are acialy
Ihet respansisikty of the authers and do not necessarily r it the edficial visws of the COC. The persons pictuned are models and fhe phaoto & used forillustrative purposs ok,
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I’m not like those people on the news who get caught
being sexual with children. Or am I?

Admitting | want to be sexual with children is hard. Getting caught
would be harder. | need help so | won't hurt children. some peaple
struggle with sexual thoughts and behaviors toward children. Are vou someone who wants to stop
but doesn't know how? Are you depressed, alone, miserable, or out of control? At Stop i Now! we
understand the struggle. We are ready to help with confidential information and referrals, People
who get specialized help can and do leamn to control their Dehavior. No more sacrets, No more ligs.
If you wonder about your own behavior, visit our web site and read the “Twelve Questions Only
You Can Answer.”

Call for safe and canfidential information from people wha can help.

1-888-PREVENT « www.youcanStopitnow.org
M Stop It Now!"Minnesota

Stop 1t Now! Minnesota calls on adults who are being sexual with a child, or who are having sexual thoughts about a child, to stop and seek help
Call our tol-free confidential helpling (1-888-773-8368) or visit our web site for information and referrals, Research shows child sexual abuse is no!
inzvitable. Its preventable. A non-profit program, not a law enforcement agency.

Ston 1 Mow! Minnzseta is supported by GrantGoopesatue Ageement Mumber 522485-03 Irom the Goalers for Dissasa Confrol and Prevention (CDC). The contents of these advetissmants ane sally
the responsibility of the authers and da not nacessarily rprasent the olficial views of the COC, Tha person pictuad & 2 model and the phota is wsed for ilustrative pupasss anly.
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| wanted to stop thinking about sex with children,
but I didn’t know how.

Thankfully | found understanding people who are helping me.

I’'m getting control so | don’t hurt children. some people strugale with soxual
thoughts and behaviors toward children. Are you someons who wants to stop but doesn’t know how?
Are you depressed, alone, miserable, or out of control? Do you use alcohol, drugs, or pornagraphy to
forget the pain? At Stop Jf Mow! we understand the struggle. We are ready to help with confidential
information and referrals. Peaple who get specialized help can and do learn to control their
behavior. No maore secrets. Mo more lies. If you wonder about your own behavior, visit our web site
and read the “Twelve Questions Only You Can Answer.”

Call for safe and confidential information from people who can help.

1-888-PREVENT « www.youcanStopitnow.org
@ﬂ Stop It Now!"Minnesota

Stop It Now! Minnesota calls on adults who are haing sexual with a child, or who are having sexual thoughts about a child, to stop and seek help,
Call our toll-free confidential helpline (1-888-773-8368) or visit our web site for infarmation and referrals. Research shows child sexual abuse Is ot
inevitanle. IUs preventable. A non-profit program, not a law enforcement agency.

Stap It Maw! Minncsods is supported by GrantCooperative Agresment Mumber 522495-03 from the Genters for Disease Comrol and Prevertion (GOG). The cantents of these adetisements are solehy
the respansibility of tha authors and da not necessarily represint the oficial views of the The person picturesd is 2 model and the phato is used for ilusbative puposes anty,
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JOBTITLE:

DUTIES:

APPENDIX 6

Cornwall Community Hospital
Hopital communautaire de Cornwall

Job Posting
(CUPE 7811)

Program Development Worker (Temporary Part-Time)

The Program Development Worker will collaborate with the Cornwall Community
Hospital Assault and Sexual Abuse Program to develop a sex offender program
consistent with community needs. They will ensure appropriate location, furniture
and equipment for the needs of the program.

QUALIFICATIONS:
Required:

SALARY:
HOURS:

Related clinical Bachelors Degree (e.g. Psychology or Social Work)
Experience in management

Good knowledge of existing social and community agencies related to this field
Ability to establish and maintain effective working relationships with the general
public

Experience in initiating, planning, implementing and evaluation programs and
services

Excellent interpersonal/communication skills

Knowledge of issues of sexual assault and paraphilia

Motivated and able to practice independently

Valid driver’s license and access to own vehicle

Advanced level in English (oral and written)

Advanced level in French (oral)

$24.93 - $28.71 per hour.
Scheduled and called in as required.

In the event the Hospital is not successful in finding a candidate who meets all requirements, other

candidates may be considered.

Wethank all candidatesfor applying; however only those candidates selected for an interview will be contacted.
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JOBTITLE:

DUTIES:

Cornwall Community Hospital
Hopital communautaire de Cornwall

Job Posting
(CUPE 7811)

Social Worker (Part-Time)

As a specialist in social work the incumbent will provide comprehensive care to
individuals who have sexually offended or are at risk of sexually offending. This
may include but is not limited to therapy and psychoeducational aspects such as
housing, employment and social assistance.

QUALIFICATIONS:
Requirements:

SALARY:
HOURS:

Master’s Degree in Social Work or equivalent.

Registered with, or eligible for registration with the Ontario College of Social
Workers and Social Service Workers

Minimum of 3 years experience and demonstrated expertise in trauma, dissociation,
symptomatology related to sexual assault and expertise in paraphilic disorders.
Knowledge and application of Cognitive Behavioural Therapy and The Good Lives
Model

Valid driver’s license and access to own transportation

Proven ability to manage crisis situations

Good interpersonal skills and the ability to develop a community network

Ability to work independently

Strong written and communication skills

Good computer skills

Good work and attendance record

Advanced level in both official languages (oral and written in English and in French)

$32.81 - $41.80 per hour.
Scheduled.

In the event the Hospital is not successful in finding a candidate who meets all requirements, other

candidates may be considered.

Wethank all candidatesfor applying; however only those candidates selected for an interview will be contacted.
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Strategic Communications Strategy

A well-planned communications strategy will achieve several things:

help set priorities;
help focus on specific objectives;

Budget considerations:

set out a game plan for achieving these objectives;
gain a better understanding of the target audiences; and
help solidify the support of stakeholders

APPENDIX 7

Integrated Brand (Adams Jette Marketing and Communications)

Name $1,700
Program identity (Logo) $6,000
Create visual look of the organization.

Generic corporate brochure (five-panel $3,200
French/English tumble [47x9”]) No

translation or printing included.

Client brochure (five-panel French/English | $3,200
tumble [47x9"]) No translation or printing

included.

Develop and create a poster aimed at $1,500
potential clients (24”x 36”)

Printing (Astro Printing)

Brochures (5,000 Five-panel, satin finish) | $1,800
Posters (500) $1,400
Web presence (WebProf.ca)

Custom programming $320-$1200

Total

One-time Cost

$20,000.00

*These prices are estimates gathered by previous quotes.
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APPENDIX 8

Royal Ottawa Health-Care Group
Integrated Forensics Program

Evaluation & Treatment of Sexual Offenders
PROPOSED SCHEDULE & LEARNING OBJECTIVES
B. Booth, MD, FRCPC
Education Director
March 9, 2009

Disclaimer
This is a draft document. The presenters are open to alter content based on the learning needs of the
group. The general schedule will act as a guide to sessions.

Outline
The program offered at Royal Ottawa Mental Health Centre (ROMHC) will consist of three days of
intensive training in the evaluation and treatment of sexual offenders.

Presenters
John Bradford
Paul Fedoroff
Brad Booth
Bill Marshall

Target Audience

This training will be geared towards clinicians and treatment providers in the Cornwall area to facilitate
a greater understanding of sexual offending, treatment of paraphilias and management of offenders in
the community.

Learning Objectives

To gain a firm basis in theory of sex offender evaluation

To learn the limitations of risk assessment

To learn the treatment options for sex offenders

To gain experience in the evaluation and treatment of sex offenders

To gain experience and understanding of the role of sexual preference testing in the assessment
and management of sex offenders.

To understand the empirical basis to predict sexual offence recidivism

S

o
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Day 1 Day 2 Day 3
0900 | Session 1 Session 4 Session 6
to | - Overview - Observation & -Pharmacotherapy
1020 | - Ethical Issues Administration - Treatment algorithms
- Legal issues of Phallometrics
- Overview of Program - Theory & Practice of
- Interviewing of SOs evaluating Sexual Interest
- Abel Screening
1020 | Nutrition Break Nutrition Break Nutrition Break
to
1040
1040 | Session 2 Session 4 Session 7
to | - Introduction to Paraphilias - PPT interpretation - Psychological treatments
1200 - Abel Screening
1200 | LUNCH LUNCH LUNCH
to
1300
1300 | Session 3 Session 5 Session 8
to | - Special populations - Risk assessment Working Group #1 —
1500 - Recidivism issues pharmacotherapy
Working Group #2
-psychological treatments
1500 | Break Break **1445 to 1500** Break
to
1530
1530 | Session 3 (cont) Social Skills Group for Sex Case Discussions & Wrap-up
to - Special populations Offenders
1700
1730 Sex Offender Relapse
to Prevention Group
1930
SESSION #1

1. Training week overview

2. Legal Background
a. Dangerous Offenders

b. Sentencing issues

3. Ethical Issues

@~oooop
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Understand limits, risks and potential misuses of phallometric testing
Review ethical considerations in the assessment of offenders

Discuss the potential coercive nature of offender evaluation and treatment
Treating physician vs risk evaluator
Duty to protect issues

Reduction of child victimization
Legal classifications vs actual risk




4. Overview of a Comprehensive Sex Offender Treatment Program
a. Secure Treatment Unit
i.  Provincial vs Federal System
i. Programs
iii.  Evaluation protocols
iv. ~ Team roles

b. Sexual Behaviours Clinic
i. Personnel
ii. Referral sources
iii.  Structure

5. The Initial Interview
a. Sources of information
b. Clinical Interview
c. Questionnaire format

SESSION #2
6. Diagnostic Issues

7. Introduction to Paraphilias & Sexual Offenders
a. Theoretical & practical knowledge in diagnosis of paraphilias
b. Learn the diagnostic criteria, epidemiology, and etiology of common paraphilias: pedophilia,
voyeurism, exhibitionism, sexual sadism, fetishism, frotteurism and paraphilia NOS
Understand base rates of deviant arousal in the population
Learn about differences between rapists and pedophiles
e. Paraphiliacs vs Sexual Offenders: Learn about the overlap of Sexual Offenders and Paraphilias
and about non-paraphiliac sexual offender populations

oo

SESSION #3

8. Diagnostic Issues in Special Populations
a. Asperger’s
b. Mental Retardation
c. Mentally Disordered Sexual Offenders

SESSION #4
9. Practical Session — Administration/ Observation of PPG/ Abel Screening (30 minutes)

10. Theory & Practice of Sexual Interest Testing
a. General Overview
i. Initial vs repeat testing
ii. Use in monitoring treatment outcome
ii. Indications & contraindications
iv. Use in Mentally retarded populations
v. Use in Psychotic Populations
b. Phallometrics/ Penile Plesmythography (PPG)
i. Theory of PPG
ii. Audio vs Visual stimuli sets
1. Review of content of each
iii. Approach to interpreting PPG results
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False positive rates

Percent of controls responding to each stimuli

Anomalous/ spurious results including response to neutral slides
Z-scores, base-peak readings

Suppressed results interpretation

. Assault/ Pedo indexes

iv. Alcohol loaded testing

ogbhwnE

c. Abel Screening

i. Theory of Abel screening

i. Stimuli set of Abel Screening

i. Interpretation of bar graph results
iv. Interpretation of questionnaires

d. Utility & interpretation of Self Report Measures
i. Derogatis Sexual Functioning Inventory
i. PDS
iii. Bumby scales
iv. Others (rest of green book)
SESSION #4
11. Practical Session — Interpretation of Sexual Interest Testing

Social Skills Group for Sexual Offenders

Participants may attend optional group, depending on availability.

Relapse Prevention Group for Sexual Offenders

Participants may attend optional group, depending on availability.
SESSION #5

12. Treatment — Overview —

Overview of various strategies to manage the risk of sexual offenders
Incarceration

Civil commitment

Zoning bylaws

GPS

Castration

~0o0 oW

13. Risk Assessment
a. Introduction - Clinical vs Actuarial Risk assessment
b. Major studies on sexual offender recidivism

SESSION #6

14. Treatment — Pharmacological Approaches

a. Introduction & Background History —

b. For each drug, the speaker will discuss the background, mechanism of action, dosing,
side effects, recommended monitoring, contraindications, relevant studies for each drug
on outcomes

i. SSRI's -
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ii. Cyproterone acetate (in Canada) -
iii. Medroxyprogesterone acetate (depo-provera) —
iv. Leuprolide (Lupron) & Goserelin (Zoladex) —
c. Treatment cases — —prepare three to five cases focussing on medication treatment,
including response/ side effects/ negative outcomes

15. Risk Assessment
a. SVR-20
b. VRAG/SORAG -
c. Static-99/03 —
d. Others
e. Risk Assessment of Special Populations
i. Elderly — (20 mins)
ii. Mental Retardation — (20 mins)
iii. Psychotic patients — (20 mins)
iv. Internet Pornography — (20 mins)

16. Treatment Algorithms —
a. Deciding what medication for who
b. Oral vs IM
c. Initiation of Treatment
d. Monitoring of Treatment Efficacy
e. In-patient vs Out-patient Treatment

17. Pharmacological Treatment issues in Special Populations
a. Mentally Retarded
b. Elderly Populations
c. Others

SESSION #8

18. Treatment — Psychotherapeutic Approaches
a. Cognitive Behavioural Interventions

i. Covert sensitization

ii. Odour aversion

iii. Satiation

iv. Cognitive restructuring — Bumby’s scales
Relapse Prevention
Self Regulation Group Therapy
Other Psychotherapeutic Interventions
Practical application

©cooo

65



	Job Posting
	Job Posting

