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Executive Non-Technical Summary 

This evaluation is based on a sample of thirteen men who underwent the Silence the 

Violence treatment programme between January and July 2010 and eleven men who 

acted as non-treatment controls. All twenty four men were serving custodial sentences at 

HMP Forest Bank.  Evaluation data was also collected from two other Silence the 

Violence programmes delivered between January and July 2010 at the following 

locations: Spring Lane College (a Pupil Referral Unit in Sheffield) and HMYOI Feltham 

in West London. Due to problems with the data collected only the HMP Forest Bank data 

was sufficiently complete to be used for the evaluation. 

 

The evaluation compared the change in the treatment group‟s pre- and post-treatment 

assessments with the change in the non-treated control group assessments administered 

approximately four to six weeks apart. For a treatment effect to be found the treatment 

group must improve more than the control group between time one and time two 

assessments. The assessments that were taken at time one and time two consisted of five 

self report measures, a staff completed measure and a file trawl. The self reports assessed 

aggression, coping, empathy, impulsivity and readiness to change. Prison officers also 

completed a measure of each participant‟s interpersonal style. Prison staff conducted a 

file trawl of recorded incidents and governor‟s reports for each participant. This latter 

data was not used, however, as insufficient data was obtained. In addition to this, prior to 

time one assessments, participants‟ age, index offence, current sentence, offence history, 

age at first caution and conviction were also recorded.  
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The evaluation found significant increases in detached coping (where a person tries to 

solve feelings of stress by “detaching” themselves from the situation and consider how 

someone else might cope in the situation), increases in perspective taking empathy, and a 

desire to engage in the change process. Positive effects were found for anger, physical 

aggression and impulsivity which all decreased. Positive effects were also found with 

increases in rational coping (where a person acknowledges that they have a problem and 

take steps to resolve it), fantasy (empathy where a person feels emotionally connected to 

fictional characters such as those found in books or films) and engaging in the change 

process. There were some less positive effects, this included an increase in unhelpful 

coping (e.g. ignoring a problem or getting upset and angry) and poorer prison officer 

reported interpersonal behaviour on the wing.   

 

Recommendations include longitudinal follow up of participants; larger scale evaluation; 

the inclusion of activities focused upon personal violence triggers; and exploring the 

efficacy of using Silence the Violence as a nonspecific motivational therapy to be used 

prior to offence related interventions.   

 

Throughout the report, I have indicated any technical terms in bold type.  I have defined 

these terms when first used and included them in a glossary in Appendix 1.   
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1. Background & Review of Literature 
 

The report details the evaluation of effectiveness of Silence the Violence (STV) as a 

rehabilitation programme within a prison environment. The British Criminal Justice 

System (CJS) has a two-pronged approach to rehabilitation. It seeks to both punish to 

rehabilitate, as well treat to rehabilitate offenders. The empirical literature strongly 

suggests that punishment models are at best ineffective (e.g. Burnett & Maruna, 2004; 

Burrows et al., 2001; Giordano, Cernkovich & Lowery, 2005) and at worst 

counterproductive in reducing reoffending (e.g. Dyer et al., 2005; Bahr et al., 2005). 

Lipsey (1992) conducted a seminal meta-analysis of the effectiveness of punishment 

upon recidivism rates and found that it actually increased these rates by approximately 

25%. This lack of positive effect may be because punishment models are derived from 

„rational choice theories‟ of criminal behaviour that rational choice theory (the belief that 

offenders are reasoning actors who weigh up the costs and benefits of offending and 

make a rational choice (Cullem & Geudreau, 1989).  

 

These theories, however, are inconsistent with current theories and empirical data on 

criminal offending (e.g. Farrington & Pontell, 2008). They are also inconsistent with the 

psychological literature on conditioning, whereby for learning (rehabilitation) to take 

place punishment needs to be a reliable and consistent consequence of offending, 

preferably delivered at the time of the crime, prior to the offender experiencing any 

rewards for the offence (see McGuire & Priestley, 2000). It is also contrary to 

criminological theory. Williams and McShane (1994) state that, the effectiveness of 

deterrence came from the, „certainty, swiftness and frequency‟ (p.22). So for convictions, 
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fines and prison to be effective they must be suitably severe, inevitable, quick, and 

frequent as a form of punishment.  Farrington et al., (2006) suggest that only one in every 

thirty nine offences resulted in a conviction which suggests CJS punishments are not a 

reliable consequence of crime. Neither can the CJS administer punishment in a timely 

enough manner to prevent learned criminal behaviour being repeated.  

 

The finding that punishment actually increases rates of reoffending compared to non-

treated controls may at least partly be explained by peer contagion or iatrogenic effects
1
 

whereby lower risk offenders move their beliefs and behaviours to be consistent with 

their higher risk peers and so become more „risky‟ criminogenically (Boxer, Guerra, 

Huesmann & Morales, 2005). Lipsey‟s (2006) recent meta-analysis found that some 

group based interventions actually resulted in worsened behaviour of the participants post 

treatment. Additionally, serving time in prison is likely to have a negative impact upon 

future employment prospects and interpersonal relationships, which in turn increases risk 

(Farrington et al., 2006). It appears therefore, that punishments in the form of custody and 

even some „treatments‟, are at best ineffective and at worst aggravating factors in the 

rehabilitation of offenders.   

 

The alternative to punishment to rehabilitate is treat to rehabilitate. The latter approach is 

guided by the belief that criminal behaviour can be „treated‟. This belief was seriously 

undermined in the 1970s with the publication of several papers that appeared to suggest 

                                                 
1
 The word "iatrogenic" comes from the Greek roots "iatros" meaning "the healer or physician" and 

"gennan" meaning "as a product of". Iatrogenic effects here refer to adverse consequences resulting from an 

intervention (e.g. incareration or therapy) see Gatti, Tremblay & Vitaro (2008).  

.  
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that nothing was effective in reducing reoffending (summarised by McGuire & Priestley, 

2000). One of the leading and most influential proponents of this view was Martinson 

(1974). He however retracted his earlier comments in 1979 due both to errors in his own 

and other authors‟ analysis and also to emerging studies that showed clear evidence that 

treatment could be effective. In spite of this fact the belief that „nothing works‟ has 

proven somewhat resistant to overturn, and has continued to be cited by authors, e.g. Pitts 

(1992), even when there was counter-evidence publicly available. For example, there 

were at the time of Pitts‟ 1992 publication, sufficient papers evaluating treatment effects 

to allow Lipsey (1992) to conduct a review of 443 studies. He found that two thirds of the 

studies had an overall positive impact upon recidivism (in this context is the act of an 

offender reoffending after they have experienced negative consequences as a result of 

offending, or have been treated to extinguish the criminal behaviour) rates which equated 

to approximately a 10% reduction in recidivism for those treated compared to non-treated 

controls.  

 Subsequently Lipsey (1993) conducted a review of meta-analyses which included ten 

meta-analyses of treatment programmes for offenders. These meta-analyses reported 

effect sizes (effect sizes are descriptive statistics providing an estimate of the size of a 

relationship between to variables, such as reductions in reoffending and attending a 

treatment programme, without making any statement about whether the relationship 

reflects a true relationship or is statistically significant) ranging from small (d = .17) to 

large (d = .77). These effect sizes were broadly comparable to those found for many 

medical treatments such as chemotherapy for breast cancer (d = .08 - .11) and 

Azidothymidine, an antiretroviral drug routinely used to treat HIV/AIDS, (mean effect 
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size d = .47). This suggests that offender treatment in general is at least as effective as 

many routine medical interventions and that (at least at a population level) the results are 

significant. Therefore, even small positive changes seen post-intervention would be 

important if replicated across a large population. Recent analysis suggests that even an 

effect size of d = 0.2 would be so cost effective on an epidemiological (i.e. overall 

population of offenders in the UK) level that diverting just one offender per year from 

two years future imprisonment would pay for the running costs of an entire programme 

for approximately 2.5 years (Lösel, 2007).   

Whilst Lipsey (1993) identified average treatment effects across a number of studies, 

there was considerable variation in effectiveness of programmes. For this reason it is 

important to empirically evaluate offender programmes. This allows those that are found 

to be effective to be identified and continued, and those that are ineffective, discontinued 

or adapted in line with the „what works‟ literature (McGuire, 2000).   

 

 There is strong empirical evidence that individual propensity to frequently or repeatedly 

act in a violent manner, is relatively stable over time, from infancy to adulthood (for a 

review see McGuire, 2008). Therefore primary prevention interventions should be a 

priority. Where this is not possible however, there are two main types of intervention that 

have been used to target aggression-prone adolescents and adults. Secondary intervention 

can be delivered to those considered to be „at risk‟ of aggression and violence, and 

tertiary intervention targeted at convicted violent offenders (Gendreau & Andrews, 

1990). Meta-analysis (Dowden & Andrews, 2000) suggest that there is wide variation in 

the effectiveness of tertiary programmes, with effect sizes ranging from d = -.22 (which 
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actually suggests a worsening of aggressive behaviour in the treatment participants) to d 

= +.63 (a moderate to large improvement in aggressive behaviour in the treatment 

participants).  Deterrence-based interventions (based on deterrence theory, these 

interventions seek to reduce aggression and violence by instilling perceptions that there is 

both a significant risk of being caught and a significant penalty if you are caught) had the 

least, or even negative, effect on violent offending. Skills-training and behavioural 

programmes appear to be most effective (McGuire, 2008). Interventions for juveniles 

within secure environments have been found to reduce violent reoffending by between 

one fifth for less serious, and one third for serious violent reoffending (Garrido & 

Morales, 2007). The meta-analytic studies suggest that violence intervention programmes 

can be effective in reducing recidivism.  

 

 Evaluating violence programmes is not without its problems, however. Defining violence 

is a far from straightforward process. Even the most violence-prone individual is unlikely 

to use violence on a daily basis. The episodic nature of violent offending has implications 

for those who seek to research its occurrence (Huizinga et al., 2003). Violence (in 

comparison to other crimes) is a low base rate of occurrence, which makes it difficult to 

both identify violence-prone individuals to treat, and to assess whether violent behaviour 

has reduced or ceased post-treatment. In addition most violent offenders are actually 

criminally versatile (in that they do not specialise in one type of crime such as violent, 

but instead commit a variety of different offence types such as acquisitive and drug 

related offences) who use aggression instrumentally (is goal directed and used as a 

means of securing a desired outcome with any harm to the victim is incidental) and 
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reactively (also termed emotional or hostile aggression, this is used when an individual 

feels strong negative affect, such as anger and hostility and uses violence to harm to 

others). These two types of agggression have different risk factors and therefore different 

treatment needs. Coupled with their generally criminally versitile approach, this 

suggests that treatment programmes need to target multiple need factors.  

 

 Another problem with evaluating violence treatment programmes is that as most of these 

are administered within the CJS the evaluation faces competing demands for service 

delivery and resource limitations (McGuire, 2008). This results in violence treatment 

evaluations generally suffering from weak methodology (e.g. not matched control group 

and small sample sizes) which undermines the ability to draw firm conclusions regarding 

„what works‟.  
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2.  Silence the Violence Treatment Programme 

 
The „what works‟ literature tells us that evidence based interventions that target 

criminogenic risk and needs work best (McGuire, 2002). Authors such as McGuire and 

Priestley (2002) and Gendreau (2006) have identified several characteristics of more 

successful programmes. These include programmes that are based upon empirical 

research and grounded in theory; programmes that target criminogenic needs; 

programmes that use methods that have been shown to have good responsivity and 

efficacy, programmes that teach skills that are related to a range of criminogenic factors; 

and programmes that use the right dosage of treatment. The principles of risk, need and 

responsivity are distilled from the „what works‟ literature (e.g. Andrews et al., 1990) and 

provide useful guides when evaluating a particular programme.  There is little guidance 

on programme design for specific offence types, however (Losel, 2001; Polaschek et al., 

2004).  

 

Silence the Violence (STV) is comprised of a treatment programme and participant led 

support group. STV aims to: 

“lead participants on a journey of self-discovery in which they become aware of 

the extent of their own violence or the violence present in their lives, its origin 

and effective non-violent choices. The programme illustrates how violence 

(physical, emotional, and verbal) can become ingrained in cultures and belief 

systems and how it emerges in daily interactions” (Khulisa, 2009). “The 

programme also aims to illustrate to participants that no crime is „victimless‟ 
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(whether an overtly violent crime or not) and to develop victim empathy” 

(Khulisa 2010). 

The current report is based upon the evaluation of the treatment programme component 

only, as no participant support group was incorporated into the current pilots. STV uses 

the following techniques: consensus building; storytelling; drama; and mask making. The 

literature suggests that these are responsive therapeutic techniques. 

 

Consensus building. Consensus building is an important element in individuals‟ 

subsequent behaviour. It is distinct from mere conformity, whereby an individual appears 

to endorse a belief, but in reality is merely strategically paying lip-service (Asch, 1956). 

Consensus instead denotes an internalisation of the belief, so that the participant‟s 

inferential processes and cognitions are adapted to be consistent to the consensus opinion. 

Although other people‟s actions are important in gaining consensus (Matz & Wood, 

2005), true consensus is gained when certain conditions exist such as when the perceiver 

believes that others‟ agreement is due to independent evaluations of a belief (Harkins & 

Petty, 1987) rather than being compelled by an authority figure (Conway & Schaller, 

2005). An important enhancing factor is the use of group discussion which has been 

found to be effective in increasing actual consensus (Wright, et al., 1990).  STV uses 

group discussion throughout its programme to build consensus. These discussions are led 

by the facilitators but decisions are made based upon the participants‟ exploration of the 

issue.  
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Storytelling. Storytelling (e.g. fables, fairy tales and legends) is a pervasive feature of 

human society. It is found in most, if not all, ethnic groups throughout the world and 

throughout history. It is believed to aid interpretation of events, and serve the purpose of 

interpreting events and communicating cultural beliefs, values, and knowledge from 

generation to generation (Smith & Celano, 2000). The literature also suggests that 

clinicians and their clients find it useful (e.g. Avidar, 1995; Painter, et al., 1999). 

Although, there is no conclusive evidence that storytelling per se is effective, due to a 

lack of adequately controlled trials, it has been found to be as effective as 

psychoeducational techniques which are widely used (Parker & Wampler, 2006).   

 

Storytelling has also been found to be effective in small scale medical settings (Crogan, et 

al., 2008). Here it has been found to create a supportive environment for patients, one that 

aided experience evaluation, increased subjective feelings of well-being, and improved 

problem-solving (Banks-Wallace, 1998). It is also used occupationally to teach ethics 

(Nicholas & Gillett, 1997), and values and attitudes to members of the medical profession 

(Hensel & Rasco, 1992). In a rare randomised clinical trial, asthma and rheumatoid 

arthritis patients were asked to tell their story by writing about either an emotionally 

stressful or emotionally neutral experience. Clinically significant benefits were observed 

for the stressful writing task as compared to the emotionally neutral task (Smyth, et al., 

1999). The positive effect of writing about stressful events is a robust one, having been 

found in many diverse samples (Sloan & Marx, 2004).  
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Also apparent is that although the term „storytelling‟ is usually found within 

psychoanalytic literature, it is also common in other types of evidence-based therapies 

such as Cognitive behaviour therapy (CBT) and Psychodynamic-interpersonal treatment 

(PIT). Indeed it has been found to be a major component of both CBT and PIT, 

particularly in the earlier sessions. This suggests that therapists may use storytelling as an 

effective means of gathering client information on which to base their formulations 

(Stiles & Shapiro, 1995).   

 

Storytelling, like CBT, is believed to produce immediate cognitive changes in the person. 

The process of retelling an experience forces an individual to label, structure, and 

organise the event in novel ways. Additionally, storytelling is believed to have immediate 

effects upon the participant‟s emotions. Consistent with flooding, implosive and exposure 

therapy, storytelling has been found to be related to processes of habituation and 

extinction.  Longer-term changes include a reduction in emotionally charged thoughts, an 

increase in soliciting social support for negative experiences, greater happiness and 

positive changes in peer groups (Pennebaker, 2004). Storytelling is a core feature of the 

STV programme and is used in many of its sessions. 

 

Drama therapy. Mead (1934) believed that engaging in role-taking helps to develop a 

person‟s sense of self. Role-taking in the form of drama therapy has been found to be a 

useful and supportive therapeutic technique for a variety of clients (e.g. Lahad, 1999; 

Rousseau, et al., 2005). A major hurdle of any therapeutic process, particularly with 

mandated clients such as offenders, is resistance. Psychodrama is reported to be an 
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effective technique to circumvent resistance (Arlow, 1989; Bootzin & Acocella, 1993) 

and denial (Huff et al.‟ 1995).  Drama also places the past in present time, this facilitates 

the client‟s understanding that „reasons‟ for maladaptive behaviour, are generally just 

post hoc explanations for the choices that were made.  By allowing the client to re-enact 

parts of an event or experience, the therapist allows them to view the process (as opposed 

to explaining the outcome), which in turn allows the client to see where he or she actually 

made choices and hence had control (Avrahami, 2003).  

 

Mask making. Mask making is a process whereby a client is asked to create a symbolic 

representation of their abusive self and then to contrast this, with their perception of their 

„ideal‟ self. This is a process which is likely to create cognitive dissonance within the 

individual. Cognitive dissonance is a negative emotional state that can be brought about 

by a contradiction in a belief held by a person and their actual behaviour. The theory of 

cognitive dissonance proposes that people are motivated to reduce dissonance. Therefore, 

STV‟s use of mask making may help motivate a client to change their behaviour in order 

to be more consistent with their ideal self. Such motivation is intrinsic, or internal, and is 

associated with greater long term behaviour change than extrinsic, or external, motivation 

(DiClemente, et al., 1999). 

 

The therapy as delivered for this pilot, comprised of ten treatment sessions (the 

introductory session was not included), with approximate treatment contact time of 

twenty five hours. Additonally there were six drop in sessions held the day after each 

treatment day, lasting between one and two hours, where STV participants were able to 

come and discuss the therapy or complete work with a therapist if they wished to. 
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Individual sessions as delivered for this pilot
2
 

Session 1: Three levels of violence: learn to identify the potential range of abusive 

behaviours, from emotional and verbal, to physical and sexual. To explore the impact the 

participant‟s perpetration has on others and the impact other people‟s perpetration has on 

the participant.  

 

Session 2: Theory of Violence: learn about belief systems and how traditional ideas are 

used to maintain the images of superiority or subservience (inferiority) that shape 

identity. Learn about the cycle of violence called The Shame Game: exploring the fear, 

shame, guilt violence cycle, and how punishment and violence interact.  

 

Sessions 3 and 4: Two sides of yourself: seeks to contrast an individual‟s actual self with 

their ideal self and create cognitive dissonance (cognitive dissonance is a negative 

emotional state brought about because of an awareness of a contradiction in beliefs held 

by a person or in their beliefs and behaviour). In this session participants are encouraged 

to contrast who they want to be (their „original self‟) with their aggressive behaviour 

(their „violent side‟). Minimisation, denying and blaming are explored and a prosocial 

alternative is explained in which participants accept responsibility for their aggression, 

make amends and forgive themselves.  

 

Session 5 and 6: Personal value system and self-esteem: This session builds upon session 

2 in exploring the origins of beliefs held and the mechanisms that people use to reduce 

                                                 
2
 STV has since been amended and the current sessions are listed in appendix 2 
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cognitive dissonance between their behaviour and their beliefs.  The negative effect of 

accepting that one‟s behaviour has been unacceptable (cognitive dissonance) is offset in 

this session by the expectation that improvements are possible, which in turn would lead 

to greater long term gains.  

 

Session 7 and 8: Loss of innocence: to explore the impact that violence has had on 

participants when they were growing up. The session is called Loss of Innocence because 

when learning how to stop violence, people must also acknowledge where and when they 

were hurt.   

 

Session 9: Victim Impact: explore the impact of victimisation by watching the film 

Slumdog Millionaire. Participants are asked to identify points in the film that describe all 

the concepts used in the previous sessions.  

 

Session 10: The road ahead: reflect about the time the group has shared and the things 

discussed. Think about the impact the programme had on their lives and the lives of the 

other participants. Think about the participants‟ own growth and how they are different 

from the person who started this journey a few weeks ago. 
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3.  The Current Study & Evaluation Methodology 
 

The current evaluation aims to explore the impact of a violence intervention programme, 

STV, upon self-reported psychological risk factors for aggression and staff reported 

interpersonal behaviour. Specifically, the evaluation will involve: 

 A comparison of the change scores between the pre- and post-treatment 

psychometric assessments for the treatment group 

 A comparison between change in the treatment group‟s psychometric assessments 

and a control group‟s change scores 

 

Location of evaluation treatment and control data 

 

HMP Forest Bank is one of the largest prisons in the UK, holding up to 1,424 male 

offenders. The adult catchment area is Wigan, Leigh, Bolton and Bury, and the young 

offenders catchment area is from Greater Manchester. It is a Category B, holding also 

Category C prisoners and those on remand. The treatment and control participants for the 

STV evaluation were all sentenced, adult male offenders. These included both 

determinate prisoners and Indeterminate Sentenced Prisoners (ISPs).  

 

Excluded data 

 

Two additional sites were to be included in the pilot, HMPYOI Feltham and Spring Lane 

College, Sheffield (which is a Pupil Referral Unit). For HMPYOI Feltham pre-

intervention data was collected for eight treatment, and five control, participants. No 
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post-treatment data was collected for the treatment group, neither was the time two (see 

below) assessment taken for the control group, however. For the excluded children 

sample, psychometric data was collected only once and it was unclear whether this was 

pre- or post-treatment assessments. As neither HMPYOI Feltham or Spring Lane College 

were able to provide both pre and post intervention data they could not be included in this 

evaluation.  

 

Therefore, the expected sample size of seventy participants across three sites was not met, 

resulting in the current evaluation lacking both sample diversity and statistical power. 

 

Methodology 

Measures 

The following measures were completed by inmates; 

AQ - Buss and Perry Aggression Questionnaire (Buss & Perry, 1992).  The AQ is a 29-

item self-report measure that assesses self-reported feelings and behaviour indicative of 

aggression. The AQ consists of four sub-scales: Physical aggression (example item 

„There are people who push me so far that we come to blows‟), Verbal aggression 

(example item „When people annoy me, I may tell them what I think of them‟), Hostility 

(example item „I am suspicious of overly friendly strangers‟) and Anger (example item „I 

sometimes feel like a power keg ready to explode). Participants were asked to rate on a 5-

point scale (1=never/hardly ever applies to me to 5= always/almost always applies to 

me). 
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BIS-II - The Barratt Impulsiveness Scale (Barratt, 1994).   The BIS-II presents 

participants with 30 items designed to assess their tendency to respond impulsively in 

certain contexts. The version used here has been modified slightly to make it appropriate 

for a secure sample: two items were removed because they were not suitable for a 

detained sample (i.e. „I change where I live‟ and „I plan for job insecurity‟).  Therefore 

the BIS-II used here comprised of 28 self-report statements (example item „say things 

without thinking‟). The BIS-II is rated on a four point scale from Never/Rarely to 

Always/Almost always. 

 

CSQ-3 - Coping Styles Questionnaire (Roger, Jarvis & Bahman, 1991).  This measure is 

a 41 item self report assessment designed to examine an individual‟s coping strategies for 

emotional events.  The CSQ explores the four types of coping style; Avoidant (i.e. a 

tendency to try and ignore stressful events), Rational (i.e. a tendency to problem solve 

when faced with stressful events), Detached (i.e. a tendency to be more objective when 

faced with stressful events), Emotional (i.e. a tendency to become upset or angry when 

faced with stressful events). The CSQ is measured on a 4-pont scale from Never to 

Always. 

 

IRI - Interpersonal Reactivity Index (Davis, 1980): The IRI is a 28-item self-report 

measure that assesses four types of empathy, two types of cognitive empathy and two 

types of emotional empathy.  The subscales are Perspective (example item „I try to look 

at everybody's side of a disagreement before I make a decision‟), Concern (example item 

„When I see someone being taken advantage of I feel kind of protective towards them‟), 
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Fantasy (example item „After seeing a play or film, I have often felt as though I were one 

of the characters‟), and Distress (example item „Being in a tense emotional situation 

scares me‟). The IRI uses a 5-point scale ranging from Not at all like me to Extremely 

like me.    

 

URICA – University of Rhode Island Change Assessment Scale (DiClemente & Hughes, 

1990).  The URICA is a 32-item self-report measure that assesses an individual‟s 

readiness to change at entrance to treatment. It can also be used to assess clinical process 

and motivational readiness for change. It assess four stages of change; Pre-contemplation 

where a person feels they have no need to change (example item „As far as I'm 

concerned, I don't have any problems that need changing‟), Contemplation where a 

person begins to consider whether they need to make changes (example item „I've been 

thinking that I might want to change‟), Action where a person is engaged in the change 

process (example item „I am really working hard to change‟), and Maintenance where a 

person tries to maintain changes they have made (example item „I'm struggling to prevent 

myself from having a relapse of my problem‟). Items are responded to on a 5-point scale 

from Strongly agree to Strongly disagree. 

 

The following measure was completed by prison officers: 

CIRCLE – Chart of Interpersonal Reactions in Closed Living Environments (Blackburn 

& Glasgow, 2006).  This is an observation scale that permits staff to record an 

individual‟s interpersonal style as it is exhibited within a secure context.  It relies solely 

on staff observation and comprises 51 items which assess eight interpersonal behaviours, 
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these are Dominance (example item „Dominates conversations‟), Coercion (example item 

„Threatens others with physical violence‟), Hostility (example item „Blames others when 

things go wrong‟), Withdrawal (example item „Sits alone or keeps to himself‟), 

Submission (example item „Lets others make decisions for him‟), Compliance (example 

item „Pleased and willing to do things for staff‟), Nurturance (example item „Shows 

genuine affection for at least one person‟), and Gregarious (example item „Joins in group 

activities‟). The officers are asked to rate each item on a 4-point scale, from Not at all to 

Usually/Frequently.  

 

The following information was collected by prison staff; 

File Trawl 

 Inmate date of birth 

 Index offence and current sentence length 

 Age at first caution and first conviction 

 Number of convictions for reach of the following offence categories: Offences 

against the person, theft and kindred offences, drug related offences, property 

offences, sexual offences, weapons related offences, offences related to the courts 

such as violation of a restraining order, and vehicle offences such as speeding. 

In addition governors reports were also collected, but unfortunately insufficient numbers 

were collected to enable them to be used in this evaluation. 
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Participants:  

The following report summarises the findings from the analysis of the first two pilot 

treatment groups (comparing them with the control group). As the sample size is small, 

the two treatment groups were combined and are hence forth referred to as the treatment 

group and the two control groups were combined to make one overall control group for 

the analysis, and all results are tentative. Therefore recommendations regarding the 

effectiveness of STV are preliminary pending longitudinal follow-up and further pilots.  

 

There were eight participants who began the first STV treatment programme. All of these 

who began programme one completed it (100% retention). There were seven participants 

who began the second treatment group. Of these two dropped out (one immediately and 

one after two sessions), a third was unable to continue due to ongoing medical treatment. 

Therefore, group two had four participants who completed the second programme (67% 

retention excluding the participant dropped out due to medical reasons).  

 

There were twenty three participants who agreed to act as control group members. Four 

of these were „waiting list‟ controls. There were problems of attrition and missing data 

however, which resulted in an overall maximum of thirteen treatment and eleven control 

group participants‟ data being used in the analysis.  

 

Design 

A matched design was to be adopted for the evaluation, where the treatment groups‟ 

change scores (pre-assessment minus post-assessment scores) were to be compared to the 
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matched-control groups‟ change scores. It was not possible to match the control and 

treatment groups on potentially salient characteristics (i.e. age; violence history, criminal 

versatility, total number of convictions, age at first conviction), however, due to the 

difficulty in recruiting control group participants and attrition (both voluntary and as a 

result of inmates being released, moved to another prison or due to illness). The control 

group is therefore a convenience sample and not matched to the treatment participants. 

The design is therefore a non-matched quasi-experimental design nonequivalent groups 

design (i.e. use of a treatment and control group non-randomised). 

 

Procedure 

Prison staff identified potential participants for STV treatment programme and control 

group participants. These potential participants were then invited to a STV awareness 

session hosted by prison staff trained to deliver STV. Treatment and control group 

participants were those who attended the STV awareness session and subsequently 

volunteered to take part in the treatment and/or control conditions. The participants gave 

their consent for their assessment data to be used to evaluate STV. They also gave their 

consent for a file trawl to be conducted by prison staff. They were told that they had the 

right to withdraw from the evaluation at any time and that there would be no adverse 

consequences to doing this. Neither would participation in the evaluation affect their 

access to treatment.  

 

Prison officers who had daily contact with a participant were asked to complete the 

CIRCLE assessment, by rating the participants interpersonal behaviour over the 



 

25 

 

preceding month. One month after the end of the STV programme the same prison 

officers were asked to complete a second CIRCLE assessment for the participant. Prison 

staff conducted file trawls for each of the participants. The treatment and the control 

participants completed the self-report questionnaires together in a group; once prior to 

STV and the second time post STV. The data was collected and anonymised with all 

evaluation participants being allocated a research number to protect anonymity.  
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4.  Treatment Assessment & Results 

Due to the small sample sizes it was not appropriate to use significance testing statistics.  

Therefore, effect sizes were calculated for the difference between the change scores from 

pre- to post-treatment for the treatment group, and from time-one to time-two for the 

control group. Effect sizes convey an estimate of the size of a relationship without 

making any statement about whether the apparent relationship in the data reflects a true 

relationship. The reporting of effect sizes is considered to be good practice when 

presenting empirical research findings as it facilitates the interpretation of the substantive, 

rather than the statistical, significance of a research result. Where the units of 

measurement are not meaningful on a practical level, for example scores on the AQ (in 

contrast for example a measure of prior convictions for violent offences would be) it is 

preferable to report a standardized. The current analysis therefore includes Cohen‟s d for 

all of the assessment data comparisons. 

 

Comparing the treatment and control group on pre-existing risk factors 

The treatment and control group participants were compared on age, sentence length, age 

at first caution, age at first conviction, total number of convictions, criminal versatility. 

Young age at first conviction, criminal versatility and higher volumes of prior offences 

are all related to increased risk of reoffending post release. It is therefore helpful to 

compare the treatment and control group to see whether they differ on these 

characteristics and hence present with differing levels of historical risk factors. The 

comparison of background information for the treatment and control participants found 
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that there was little difference in age, versatility
3
 or age at first caution. These results are 

presented below in Table 1. 

 Table 1: Comparison of mean (and standard deviations) background information 

between treatment and control group 

 Treatment 

n=13 

Control 

n=12 

 

Age years 

 

23.6 

(2.6) 

 

23.2 

(2.2) 

Sentence months 114.5 

(102.3) 

67.8 

(72.0) 

No. Offences 18.3 

(14.6) 

24.9 

(17.9) 

Versatility 4.2 

(1.1) 

4.3 

(0.9) 

Age first caution 15.4 

(1.9) 

15.3 

(2.0) 

Age first conviction 16.2 

(1.3) 

16.6 

(1.6) 

  

Treatment participants had less prior convictions but a longer current sentence, which 

may be due to the fact that there were three indeterminate sentenced inmates in the 

treatment group and only one in the control group. Indeterminate sentenced prisoners 

were coded as having a 25 year tariff. Removing ISPs resulted in means of 61.7 for the 

treatment and 47.6 months for control, therefore the difference reduced but was 

influenced but not entirely the result of ISP data. The treatment group was also younger 

when first convicted of a criminal offence than the control group 

 

 
                                                 
3
 Is a measure of the diversity of types of criminal offenses committed. It is one of the attributes of 

persistent offenders and those with psychopathy. 
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Change scores 

Change scores were calculated by subtracting the post- treatment scores from the pre-

treatment scores. The following results include information as to whether a change 

occurred between the two assessment periods and if so if it was an increase or a decrease 

from the first to the second assessment. As it is to be expected that people change over 

time in the absence of any intervention, the size of the change for the treatment group will 

be compared to the size of the change for the control group. Therefore it is possible for 

the treatment group to show, for example, a reduction in hostility but no overall treatment 

effect. This is because the control group showed a similar or larger reduction than the 

treatment group. This suggests that the effect was not due to the therapy delivered. For a 

treatment effect to be found the treatment group must show a larger improvement that the 

control group. 

 

The results of the comparison between treatment and control groups‟ change scores 

yielded mixed results. Where the effect sizes were small (d between .10 and .40) there 

was a treatment effect in five out nine comparisons. For large effect sizes (d around .70 or 

higher) three out of the seven comparisons showed a substantial treatment effect.  

 

Due to the small sample size small effect sizes need to be interpreted with caution, more 

confidence can be placed in the large effect sizes. It should be noted that most of the 

treatment effect sizes are within those found in previous meta-analysis of treatment 

effectiveness (e.g. Lipsey, 1993 found effect sizes of between d=.17 to .77) and some are 

substantially larger.  
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Comparing the treatment and control group change score for the self-

reported assessments 

The following is a summary of the outcomes of each of the psychological assessments; 

namely aggression, impulsivity, coping, empathy and readiness to change.  

 

Aggression 

The treatment group showed larger decreases in anger and physical aggression than the 

control group. If these effects are replicated in a larger sample they represent small but 

important improvements in violence related feelings and beliefs. These results are 

particularly important given the fact that the prison environment can inadvertently reward 

aggression and so can been seen as reinforcing its appropriateness (e.g. Ireland, 2007). If 

these reductions are maintained over time then even small effects can have large impacts 

(Lösel, 2007). Although self-reported hostility decreased for the treatment group, there 

was no treatment effect. Verbal aggression increased for the treatment group but the 

effect was very small (see table 2). 

Table 2: Comparison of treatment and controls aggression change scores 

   

Treatment 

change 

scores 

 

Control 

change 

scores 

 

Difference 

d value 

 

Treatment 

better than 

control? 

    Self report     

AQ ↓ Anger Decreased  Decreased .34 YES 

 ↓ Hostility Decreased  Decreased  .01 - 

 ↓ Verbal aggression Increased  Decreased  .15 NO 

 ↓ Physical aggression Decreased Decreased .27 YES 

Note. ↓ denotes that a decrease from time one to time two desirable 
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Impulsivity 

Impulsivity is associated with antisocial conduct (Tremblay, et al., 1994) and is among 

the diagnostic criteria for many personality difficulties and disorders (e.g. conduct 

disorder and borderline personality disorder, Diagnostic and Statistical Manual of Mental 

Disorders (DSM�IV) American Psychiatric Association, 1994). Impulsivity is also 

included in many definitions of psychopathy (Cleckley, 1964; Lykken, 1995). Impulsivity 

has been found to be associated with substance abuse, suicide, and delinquency in 

childhood and adulthood (Farrington, et al., 1990), as well as anger, aggressiveness and 

violence (Fossati et al., 2004).  As higher levels of impulsivity are associated with an 

increased risk of violent offending, the treatment group was expected to show larger 

decreases than the control group. Although both treatment and control groups both 

showed a decrease, the treatment group‟s decrease was larger than the control groups (d 

value of .24 for the difference). Therefore, the desired treatment effect was found for 

impulsivity (see table 3).   

Table 3: Comparison of treatment and controls impulsivity change scores 

  

Treatment 

change 

scores 

 

Control 

change 

scores 

 

Difference 

d value 

 

Treatment 

better than 

control? 

Self report 

 

    

↓ Impulsivity Decreased Decreased .24 YES 

 

Note. ↓ denotes that a decrease is from time one to time two desirable. 
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Coping styles 

Coping with stressful situations can involve both helpful and more unhelpful coping 

styles. Research has found rational and detached coping to be more effective at managing 

stress, with emotional and avoidant coping more often ineffective (Roger et al., 1993). In 

terms of treatment effect it was expected that post treatment participants would use more 

of rational and detached, and less emotional and avoidant. The STV group‟s increase in 

all four types of coping only partially supports this prediction and suggests that the 

treatment group perceived more need to cope with stress generally from pre to post 

treatment than the control group (see table 4).  

 

Table 4. Comparison of treatment and control coping change scores  

  Treatment 

change 

scores 

Control 

change 

scores 

Difference 

d value 

Treatment 

better than 

control? 

    Self report     

CSQ ↓ Emotional Coping Increased Decreased .29 NO 

 ↑ Detached Coping  Increased Deceased 1.36 YES 

 ↑ Rational Coping Increased Increased .32 YES 

 ↓ Avoidance Coping Increased Decreased .70 NO 

      

Note. ↓ denotes that a decrease is from time one to time two desirable. ↑ denotes that an 

increase from time one to time two is desirable. 

 

The treatment group increased its use of both emotional coping (e.g., getting angry, 

crying, etc.) and rational coping (active problem solving) from pre- to post-treatment. 

Rational coping is seen to be a more helpful coping style. Emotional coping is generally 

considered less helpful and can lead to angry outbursts and aggression towards the self 

and others, so we would hope to see reductions in this type of coping post treatment. In 

prisons, however, such behaviour can be reinforced, as emotional coping such as self-
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harm and aggression can result in prisoners being housed away from the main wings, 

which may alleviate the stresses they were experiencing (Ireland et al., 2005). Indeed 

research on adolescent offenders found that emotional and avoidant coping in the short-

term were related to decreases in anxiety, depression and homesickness (Parker & 

Endler, 1992; Zeidner & Endler, 1996). Therefore, the impact of a prison environment on 

the type of coping behaviour used is yet to be explored and would benefit from 

longitudinal follow-up. Researchers (e.g. Ireland et al., 2005) have suggested that 

increased emotional support (such as more frequent family contact) may be an effective 

solution to emotional coping. In the present context, this suggests that the structure of 

STV in South African prisons, whereby participants are housed together and continue to 

support each other post treatment, should be replicated and evaluated in the UK as it may 

represent an important variable to study. 

 

Avoidant (e.g. pretending there is no problem) and detached (e.g. being more objective, 

looking at a problem from another person‟s point of view) are the most closely related of 

the coping styles and so it is not surprising that the large increase in detached coping was 

accompanied with a somewhat smaller (but still large) increase in avoidant coping. The 

largest effect size was for detached coping which is seen as a helpful coping style (Roger 

et al., 1993) and has been found to be related to decreases in psychological distress 

(Ireland et al., 2005). Detached coping is negatively related to rumination (Rogers et al., 

1993) and as rumination is related to aggression, so increases in detached coping in the 

current study are potentially suggestive of a likelihood in decreases in aggressive 

behaviour.  
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Avoidant is less helpful in a general population as it tends to lead to problems building 

up. In a prison sample however, avoidance may be less maladaptive if problems cannot 

be actively solved. Indeed Ireland et al. (2005) found that avoidant coping in the short-

term was unrelated to psychological distress in adolescent and young offenders and 

proposed that in an incarcerated sample avoidant coping may not actually be ineffective. 

In comparing all the treatment and control group coping scores in the current evaluation  

it is apparent that treatment participants showed an increase in all types of coping, 

whereas the control group only showed an increase in one. This may be a result of 

engagement in therapy, whereby treatment group participants are engaged in demanding 

and at times difficult treatment sessions, which increases short-term stress and hence the 

need to cope with it. A longer term follow-up would allow the impact of the therapy on 

coping styles to be assessed without the potentially confounding effect of short-term 

stress resulting from therapy.  

 

Empathy 

Empathy has been conceptualised as encompassing two main types of empathy: cognitive 

(termed Fantasy and Perspective Taking on the IRI), and emotional (termed Concern and 

personal Distress on the IRI). The latter type, personal distress, is regarded as unhelpful 

in that it measures the types of feelings that actually get in the way of helping others (e.g. 

anxiety). The results for empathy were generally disappointing with the treatment group 

actually showing decreases in cognitive: perspective and emotional; concern empathy 

(see table 5). The one positive treatment effect was that the STV participants showed a 
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smaller decrease in cognitive: perspective empathy than the control group, with the 

differences between the treatment and control group being large. Previous research has 

found that deficits in this type of empathy may indicate an impoverished theory of mind 

(theory of mind is the ability to attribute mental states such as intent, desire, knowledge, 

beliefs etc. to oneself and others and to also understand that others will have intentions, 

beliefs and desires that are different from one's own) (Keenan & Ward, 2000).  

 

The much lower decrease in cognitive: perspective empathy of the treatment group 

compared to the control suggests that STV may have helped the treatment group to 

continue applying theory of mind to the behaviour of those around them (Keenan & 

Ward, 2000). All other effects were small with a treatment effect in one type (e.g. 

cognitive: fantasy) being offset by a lack of treatment effect (compared to the control 

group) in another type (e.g. emotional: distress). The relationship between general 

empathy and aggression is unclear, with research tending to show that offenders have 

victim-specific empathy deficits rather than general empathy deficits (Varker & Devilly, 

2007).  STV does include specific offence-related material and so it may be that the IRI is 

too general and not specific enough to detect changes promoted by STV. 
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Table 5. Comparison of treatment and controls empathy change scores  

   

Treatment 

change 

scores 

 

Control 

change 

scores 

 

Difference 

d value 

 

Treatment 

better than 

control? 

    Self report     

IRI ↑ Empathy Fantasy  Decreased Decreased .30 YES 

 ↑ Empathy Perspective Decreased Decreased 1.62 YES 

 ↑ Empathy Concern Decreased Decreased .18 NO 

 ↓ Empathy Distress Increased Increased .31 NO 

      

Note. ↓ denotes that a decrease is from time one to time two desirable. ↑ denotes that an 

increase from time one to time two is desirable. 

 

Readiness for therapeutic change 

The URICA is used in treatment and research to assess clinical process and motivational 

readiness to change. There are four stages which are: pre-contemplation, contemplation, 

action and maintenance. Pre-contemplation is where individuals deny that they need to 

change, both treatment and control groups showed a decrease in this, but the control 

group‟s decrease was larger over the time period than the treatment‟s (see table 6). This is 

likely to be due to the fact that the treatment group scored very low for this scale before 

treatment which is understandable as they had chosen to attend therapy, even though they 

knew it was not an accredited programme. This may indicate that they had more insight 

into their own need to change. The treatment group showed an increase in the action 

phase, whereby these participants believed they had begun the process of change and 

wished to maintain it, whereas the control group showed no change in the scores for 

action.   
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Motivating change is an important part of desistance from reoffending. Generally 

intrinsic motivation (comes from inside an individual rather than from any external or 

outside rewards. Intrinsic motivation comes from the satisfaction or pleasure derived 

from the task itself) is associated with greater long term behaviour change than extrinsic 

motivation (motivation that comes from outside an individual). The motivating factors 

are external, or outside, rewards such as money or relationships. These rewards provide 

satisfaction and pleasure that the task itself may not provide (DiClemente, et al., 1999). 

Although STV has been developed as a violence treatment programme, future research 

should explore its value as a pre-treatment motivational therapy.  

 

Table 6. Comparison of treatment and controls change in readiness scores  

   

Treatment 

change 

scores 

 

Control 

change 

scores 

 

Difference 

d value 

 

Treatment 

better than 

control? 

    Self report     

URICA ↓ Pre contemplation  Decreased Decreased .30 NO 

 ↑ Contemplation Increased Increased .03 - 

 ↑ Action Increased No change 1.73 YES 

 ↑ Maintenance Decreased Decreased .05 - 

      

Note. ↓ denotes that a decrease is from time one to time two desirable. ↑ denotes that an 

increase from time one to time two is desirable. 

 

Prison Officer completed assessment  

The CIRCLE is designed to measure interpersonal reactions in closed living 

environments. It has eight scales that measure the frequency and intensity of different 

types of interpersonal behaviour. The treatment group and control group both showed 

reductions in hostile reactions and behaviours (e.g. suspicious, argumentative, 
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demanding, rebellious and aggressive), but the control group‟s reduction was larger than 

the treatment group‟s, which was unexpected.  The control group also saw a larger 

decrease in submissive behaviours (e.g. meek, passive, unassertive, avoidant, indecisive) 

than did the treatment group. Both groups showed a decrease in compliance (e.g. 

conforming, respectful, docile) but the reduction was larger in the treatment group than 

the control group (see table 7). These results should be interpreted with caution as each 

assessment was only completed by one prison officer. The CIRCLE should ideally be 

completed by two people and the scores averaged. 

 

Table 7. Comparison of treatment and controls change scores of interpersonal behaviour 

   

Treatment 

change 

scores 

 

Control 

change 

scores 

 

Difference 

d value 

 

Treatment 

better than 

control? 

    Officer Reports     

CIRCLE ↓ Dominance Decreased Decreased .03 - 

 ↓ Coercion No change No change - - 

 ↓ Hostility Decreased Decreased 2.24 NO 

 ↑ Withdrawal Decreased Decreased .05 - 

 ↓ Submission Decreased Decreased .76 NO 

 ↑ Compliance Decreased Decreased .72 NO 

 ↑ Nurturance Decreased Increased .22 NO 

 ↑ Gregarious  No change No change - - 

Note. ↓ denotes that a decrease is from time one to time two desirable. ↑ denotes that an 

increase from time one to time two is desirable. 
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5. Summary 

STV appears to have some therapeutic effects that, if maintained, would be expected to 

enhance interpersonal and social functioning and reduce aggression. These include: 

 The small but important reductions in self-reported propensity towards anger and 

aggression which are consistent with a beneficial treatment impact upon the 

treatment participants.  

 Small but important reductions in self-reported impulsivity. 

 

Another area where STV appeared to offer real benefits was in motivating change, with 

treatment participants reporting active attempts to change their behaviour post treatment.  

 

Also  promising, is the significant increase in the use of detached coping styles when 

faced with stressors.  

 

The large effect size for cognitive empathy was also of merit.  

 

Other findings were potentially less positive. These include the increase in unhelpful 

types of coping suggests that treatment participants perceived a greater need to cope post-

treatment. As there was no support group post-treatment, it may be that STV does 

increase personal distress when ongoing support is not available. This suggests that the 

post-programme support which is actually designed into the programme but not run 

during this pilot may be an important aspect to the therapeutic process. Khulisa 

acknowledged to the evaluator that this is an intended effect of the treatment programme 
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and as such they strive to incorporate support group structures on more embedded 

programmes when possible. The current evaluation certainly supports the value of such 

an approach. Additionally, participants may benefit from more help during the treatment 

programme with finding helpful ways of coping with stress and distress. 
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6. Recommendations 

The findings of this pilot evaluation suggest a number of recommendations. These are: 

 The impact of post-treatment support groups should be investigated in relation to 

providing more social support and encouraging the use of effective coping styles. 

 Additional material on effective and ineffective coping styles should be 

considered for the core content, rather than placed in out of session work.  

 Future research should explore whether reductions in self-reported violence 

propensity found in the current evaluation are maintained over time and whether 

they are related to reductions in actual violent behaviour.  

 STV‟s success in increasing participants‟ active engagement in the change 

process suggests that the use of STV as a pre-therapy course should be 

investigated. As it is relatively short in duration and uses responsive and engaging 

techniques it may be a helpful therapy for inmates to embark upon before 

completing longer-term offence-related interventions. 

 In terms of STV as a violence treatment therapy including more material on 

individual risk and violence triggers for violent offenders may be of benefit.  

 Longer follow-up on coping style use during and after STV treatment is needed. 

Previous research has indicated that in the short-term avoidant and emotional 

coping may be beneficial in a secure environment, but are more detrimental in the 

longer term, where detached and rational coping are found to be more helpful. 

 Future evaluations of STV should employ a longer term follow-up period. The 

current pilot only included a short follow-up and so until further evidence is 

available STV can only be regarded as showing a short-term impact.  
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 Further research should seek to assess STV impact upon actual reoffending rates. 

The current evaluation suggests that STV may have a positive impact on 

desistance and so merits further pilots and evaluation.  
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Appendix 1: Glossary 

Glossary of terms 

Cognitive dissonance: is a negative emotional state brought about because of an 

awareness of a contradiction in beliefs held by a person or in their beliefs and behaviour 

Cohen’s d: is difference between two means divided by a standard deviation for the data 

Criminally versatile offenders: do not specialise in one type of crime such as violent, 

but instead commit a variety of different offence types such as acquisitive and drug 

related offences 

Detached coping:  where a person tries to solve feelings of stress by “detaching” 

themselves from the situation and consider how someone else might cope in the situation. 

Deterrence-based interventions: based on deterrence theory  these interventions seek to 

reduce aggression and violence by instilling perceptions that there is both a significant 

risk of being caught and a significant penalty if you are caught. 

Effect size: a descriptive statistic providing an estimate of the size of a relationship 

between two variables (such as attending a treatment programme and reductions in 

reoffending) without making any statement about whether the relationship reflects a true 

relationship or is statistically significant 

Extrinsic motivation: refers to motivation that comes from outside an individual. The 

motivating factors are external, or outside, rewards such as money or relationships. These 

rewards provide satisfaction and pleasure that the task itself may not provide. 

Fantasy: empathy where a person feels emotionally connected to fictional characters 

such as those found in books or films 

Instrumental aggression:  is goal directed and used as a means of securing a desired 

outcome with any harm to the victim is incidental 

Matched-control group: where each treatment participant is matched with a control 

group participant who scores similarly on important factors, in the current case these 

were age, index offence, sentence length, total number of convictions, criminal 

versatility, age at first caution and conviction 

Rational coping: where a person acknowledges that they have a problem and take steps 

to resolve it 
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Reactive aggression:  also termed „emotional‟ or „hostile aggression‟, this is used when 

an individual feels strong negative affect, such as anger and hostility and uses violence to 

harm to others 

Recidivism: in this context is the act of an offender reoffending after they have 

experienced negative consequences (such as a conviction) as a result of offending, or 

have been treated to extinguish the criminal behaviour 

Theory of mind: is the ability to attribute mental states such as intent, desire, knowledge, 

beliefs etc to oneself and others and to also understand that others will have intentions, 

desires and beliefs that are different from one's own 
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Appendix 2: Current STV sessions 

 

1) Levels of Violence (verbal, emotional, physical)  

2) Theory and Cycle of Violence 

3) Role Theory – Unmasking the Self 

4) Personal Value System & Responsibility 

5) The Wisdom Circle 

6) Loss of Innocence 

7) Victim Impact 

8) Making Amends 

9) Integration of Theory 

10) Life Purpose & The Road Ahead 

11) Establishment and maintenance of Support Groups 

 

Additional Support Group Sessions as funded. 
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