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Abstract
Interventions that seek to increase empathy are a common feature of programs offered to sexual
and violent offenders. Yet, there is little empirical evidence to suggest that they contribute
positively to program outcomes. This paper explores the rationale for the delivery of empathy
training with violent offenders, describes some of the most commonly used approaches, and
reviews the current evidence base relating to effectiveness. It is concluded that while there are
strong theoretical grounds for identifying empathy deficits as an important area of criminogenic
need, there are considerable difficulties in establishing the extent to which the interventions

offered in this area might be considered to be successful in reducing risk.
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Violent offenders form a significant proportion of the prison population and constitute
a group that causes considerable public disquiet because of the perceived and actual “risk” that
they present to the community upon release. Not only are the effects of violence often
catastrophic for victims, but there are also likely to be indirect victims, including those known
to the victims, those who witness violent and aggressive behavior, and those who are frightened
of the potential for victimization (Lorion, 2000).While it is difficult to obtain a true base rate
for violent re-offending, the available data indicates that a significant minority of convicted
offenders will go on to commit further violent offenses after release from custody (Dowden,
Blanchette, & Serin, 1999; Hanson & Harris, 2000), making the treatment and rehabilitation of
known offenders a priority area for many prison administrators.

The last 30 years has seen an accumulation of knowledge about ‘what works’ in
offender rehabilitation. This evidence base has been well documented in a series of meta-
analytic reviews (and even reviews of meta-analytic reviews) which aggregate the findings
from studies that have examined the effects of different program types on the recidivism rates
for tens of thousands of offenders. In their summary of this literature, Wormwith, Althouse,
Simpson, Reitzel, Fagan, and Morgan (2007) concluded that, on average, programs for
offenders lead to larger reductions in recidivism than increased sanctions, that the effect sizes
rise when programs are delivered in accordance with a set of human service delivery principles
(see Andrews & Bonta, 2006), and that specific types of treatment method, notably cognitive—
behavioral interventions, are likely to be the most effective. Such conclusions are now widely
accepted and have informed the widespread implementation of offender rehabilitation
programs on a world-wide scale, including those aimed specifically at violent offenders.! The
empirical and controlled evaluation of the effectiveness of such programs is, however, at a very
early stage, and there is currently only a limited evidence base from which to draw conclusions
about program effectiveness. In the only published meta-analysis of violent offender treatment
programs (excluding sexual offender programs), Polaschek and Collie (2004) identified nine
program evaluations that included a (matched or randomly allocated) comparison group and
reported subsequent recidivism rates.? Of the nine, two were classified as primarily cognitive
programs (cognitive skills training and cognitive self change), three as anger management

programs, and three as multi-modal programs.

! For the purpose of the present paper, the term “violent offender” will also be used to include
those offenders who are sexually violent.
2 Only four of the studies reported violent recidivism.
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Since Polaschek and Collie's (2004) review, at least three other evaluations have been
published. In the first of these, Polaschek, Wilson, and Townsend (2005) reported positive
treatment outcomes from a New Zealand Violence Prevention Unit, with 32% of the treatment
group being reconvicted for a violent offense after release as compared to 63% of a matched
comparison group. For those treated participants who were reconvicted, the mean number of
days to violent re-offense was more than double that of the comparison group. In the second
evaluation, Cortoni, Nunes, and Latendresse (2006) found that completion of a Canadian
Correctional Services Violence Prevention Program led to reductions in institutional
misconduct charges in the 6-month and 1-year period following program completion, and that
those offenders who completed the program had lower rates of recidivism than non-treated
offenders. Finally, Serin, Gobeil, and Preston (2009) compared program completers to two
control groups (those who completed an alternative program, and those who failed to
complete), finding few differences between the groups on a range of measures (including
change on measures of treatment targets, institutional misconduct, and post-release returns to
custody). According to the authors, these results suggest either that this program was effective
only with certain groups of violent offender, or that it failed to meet some of the criteria usually
associated with the more effective programs (e.g., program integrity and intensity).

Reductions in recidivism for both adolescent (e.g., Borduin, Henggeler, Blaske, &
Stein, 1990; Weinrott, Riggan, & Frothingham, 1997; Worling & Curwen, 2000) and adult sex
offenders (e.g., Alexander, 1999; Gallagher, Wilson, Hirshfield, Coggeshall, & MacKenzie,
1999; Hall, 1995; Hanson, Gordon, Harris, Marques, Murphy, Quinsey, & Seto, 2002; Losel
& Schmucker, 2005) have also been reported. These generally suggest that treated sexual
offenders have recidivism rates of between 6.5% and 8.0% lower than their untreated
counterparts (which represents a 30% to 43% relative reduction in recidivism; see Doren &
Yates, 2008), although other studies have reported no statistically significant effect on either
the behavior or the attitudes of treated sex offenders (e.g., DiFazio, Abracen, & Looman, 2001;
Hanson, Broom & Stephenson, 2004; McGrath, Cann, & Konopasky, 1998).

The relatively small number of studies, the methodological weaknesses inherent in
some evaluation designs, and the degree of variation in other features, such as program length,
setting, staffing, and basic offender characteristics (e.g., age and risk), all make it difficult to
draw any firm conclusion about overall violent offender treatment effectiveness, although it
would generally seem that treatment is a worthwhile, if perhaps not evidence-based, activity.
While most of the published studies have attempted to address what DiGuiseppe and Tafrate

(2003) have called “absolute efficacy,” or the question of whether intervention is more
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effective than doing nothing, and (to a lesser extent) “relative efficacy” (whether the
intervention is more effective than other possible therapeutic interventions), there have been
few considerations of what Howells, Day, Williamson, Bubner, Jauncey, Parker, and Heseltine
(2005) have referred to as “component efficacy,” or the particular components of an
intervention which are most efficacious. This is a particularly important aspect of violent
offender treatment given that sexual offender and violent offender treatment programs can (and
do) share a common focus in terms of (a) offense-specific problems (e.g., attitudes and beliefs
that serve to minimise and justify offending behavior), socio-affective problems (e.g., self-
esteem and emotional dysregulation), and (c) relapse prevention skills (Mandeville-Norden,
Beech, & Hayes, 2008), although once again they can differ markedly in terms of their
orientation, content and intensity. The particular focus of this review is on one area of program
content which is widely believed to be critical to the effectiveness of most violent offender
intervention programs, namely that of interventions to improve empathy. This is an important
component of both violent and sexual offender treatments, and one which is inherent in social
problem-solving and interpersonal skills training, as well as a central feature of interventions
that are designed to increase awareness about the effects of offending on victims and, as a
consequence, raise motivation to change (Hudson, Marshall, Ward, Johnston, & Jones, 1995;
Marshall, 1999, 2001; Polaschek & Reynolds, 2001). First, we consider the construct of
empathy and how it has been understood, before articulating a rationale for the inclusion of
interventions to promote empathy in violent offenders. We then review the published literature
on the application of empathy training modules with violent offenders (including sexually
violent offenders), before concluding with a discussion some of the methodological issues that

have constrained research in this area.

1. What is empathy?

Empathy, in some form, has been the subject of considerable theoretical and empirical
attention within psychology for much of the history of the discipline (e.g., Titchener, 1911). In
spite of this, little consensus has emerged on how the construct should be defined and
operationalized. In most cases, empathy is described as the process of taking another person's
perspective (commonly referred to as perspective or role taking) and/or experiencing affect that
either essentially matches that of another person, or is a response to the other person's emotion
and situation, such as sympathy and compassion (often called empathic concern) (Davis, 1994;
Eisenberg & Fabes, 1990). In spite of the relationship between these two (although not
necessarily dependent, see Dymond, 1949, 1950; Eisenberg, Zhou, & Koller, 2001) dimensions
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of empathy, much research attention has tended to fall on either one or the other type of
empathic response (i.e., focusing on either the cognitive or emotional aspect), with the result
that knowledge about the relationship between the two and how they relate to key outcomes of
both a pro- (Batson, 1991) and antisocial nature (Joliffe & Farrington, 2007) has remained
largely underdeveloped.

Davis (1994), whose earlier work (Davis, 1980, 1983) has been credited with increasing
focus on the multidimensional nature of empathy, presented an organizational model that
synthesized previous theory and the often fragmented research in the area. Within his model,
the empathy episode is organized into four interconnected constructs or components, with each
construct influencing the others (with adjacent constructs having the strongest relationship).
First, Davis (1994) suggests that it is important to consider antecedents, such as the
empathizer's dispositional tendencies for perspective taking and emotional responses, the type
of situation (e.g., its strength, such as its emotional valence), and similarity between the
empathizer and target. The second construct addresses the processes in which an empathizer
might engage. Davis suggests that these processes can be understood in terms of the amount of
cognitive activity in which an individual engages, running the gamut from what he would
consider “noncognitive processes” (e.g., motor mimicry) through “simple cognitive processes”
(e.g., classical conditioning) to more “advanced cognitive processes”, including perspective
taking (also referred to as role taking).

As a result of these types of processes, the empathizer is said to experience both
intrapersonal and interpersonal outcomes. Intrapersonal outcomes include affective responses
which are subdivided into parallel outcomes, where the empathizer experiences the same or
quite similar affect to the target, reactive outcomes, where the empathizer experiences affect
that is a response to the target, but is not necessarily the same or similar to that of the target,
and non-affective outcomes such as accuracy in inferences about the target's perspective. Under
interpersonal outcomes, Davis identifies behaviors such as altruism and aggression. A

graphical representation of the model (reproduced from Davis, 1994) is provided in Fig. 1.

[Insert Figure 1 about here]

Similar conceptualizations have been proposed, including that of Marshall, Hudson,
Jones, and Fernandez (1995), who developed a framework to address the relationship between
empathy and sex offending. Like Davis' (1994) work, their model stresses cognitive, affective,

and behavioral processes, with four main components comprising the stages of an empathic
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response: (a) emotional recognition, (b) perspective taking, (c) emotional replication, and (d)
response decision (i.e., a decision to enact behavior, such as the cessation of an aggressive
response). In particular, Marshall et al. noted the lack of research investigating emotion
recognition in offenders, which they classed as a “prerequisite to the unfolding of empathy” (p.
101).

There is, however, an important difference between Davis (1980), Marshall et al.
(1995), and Marshall, Marshall, Serran, and O'Brien (2009) models, particularly with respect
to the latter's conceptualization of the empathic response as an invariant staged process (i.e.,
emotion recognition, perspective taking, emotion replication, and decision outcome). Despite
the lack of empirical support for this proposition, it nonetheless fits with developmental
theories which describe the acquisition of perspective taking capabilities during childhood and
early adolescence (e.g., Piaget, 1965, 1970; Selman, 1971a,b). Stage theories imply qualitative
shifts over the course of development and these reflect fundamental changes in interpersonal
understanding. Environmental or physiological factors can delay the rate of progression
through the invariant stages, although this is said to produce “developmental lags” rather than
abnormalities (Nagle, Hecker, Grover, & Smith, 2003). Furthermore, because the stages are
integrated hierarchically, failure to build on conceptions in a previous stage may see a child
respond to interpersonal problems using lower-level conceptions.

What this means for a multi-component construct like empathy is that deficits will
invariably be subject to individual differences as a function of experiencing a developmental
lag (Covell & Scalora, 2002). For example, whereas one offender may be extremely deficient
in terms of perspective taking abilities, another may have the capacity to perspective take, but
be deficient in some other factor (e.g., emotional concern or decision outcome). Such individual
differences may help to explain why empathy deficits appear to be context- or victim-specific
(e.g., Curwen, 2003; Fernandez & Marshall, 2003; Fernandez, Marshall, Lightbody, &
O'Sullivan, 1999; Fisher, Beech, & Browne, 1999; Varker & Devilly, 2007) rather than a fixed
trait, consistent over time and across individuals and situations. Individual differences can also
help to explain how, for example, some paedophiles (e.g., Ward, Hudson & Marshall, 1995)
and rapists (e.g., Pithers, 1994) seemingly use empathy, particularly cognitive empathy, in the
commission of their offenses.

The extent to which empathic responses, such as perspective taking and empathic
concern, can be considered as effortful or conscious is another important consideration in
determining how interventions might be developed. In many cases, empathic responses of a

cognitive nature are associated with such controlled processing. Of interest here is Hoffman's
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(e.g., 1978a,b, 2000) theory regarding the development of emotional empathy, as well as the
role of perspective taking (among other processes) in the arousal of such an emotional response.
In Hoffman's view, imagining oneself in the other's place demands higher levels of perceptual
and cognitive performance, making it a more voluntary process (although he did caution
against the suggestion that this is always the case—see Hoffman, 1982) than other modes of
emotional arousal such as mimicry, reflexive crying, and some forms of conditioning (which
develop earlier). Similarly, although with specific reference to neuropsychological research,
Coricelli (2005) posited the existence of a mechanism to allow “mindreading” (defined as the
understanding of the importance of other's mental states in their cognitions and behaviors),
which consists of two levels: the first a rather automatic and perceptual stage (perception of
physical movement and emotional states in others), and the second consisting of simulative
processes which are more voluntary and conscious and involve using the self to understand
others. In their review of research investigating emotional and cognitive empathy, however,
Hodges and Wegner (1997) argued that although empathic emotional responses are usually
thought of as demonstrating a level of automaticity and cognitive processes a level of
controllability, such a distinction is not particularly useful. Instead, they provide examples of
previous studies that demonstrate that both cognitive and emotional empathy can comprise
either or both controlled and automatic components. The implication here is that there will be
times when perspective taking or empathic emotion runs relatively easily or with minimal
cognitive effort, and others when it may be subjectively felt to be less easy, more conscious,
and/or called upon. This work is of particular interest in relation to the implications for offender
treatment in so far as it suggests that aspects of empathic responding are effortful, and thus

require the individual to be motivated to empathize with the potential victim.

2. The rationale for delivery of empathy interventions

Despite the amount of work published on the relationship between empathic and
antisocial behaviors, there remains a dearth of information about how and why empathy deficits
(cognitive, affective, or both) are implicated in both violent and sexual crimes (Monto,
Zgourides, & Harris, 1998). Some researchers have pointed to the apparent correlation between
empathy and offending as evidence of the criminogenic status of empathic responding in
offenders, while others have commented on the apparent differences between groups of
offenders and the general community, and the mechanisms by which an inability to empathize

may increase risk of offending. These arguments are summarized below.



In a meta-analysis of 35 individual investigations®, Jolliffe and Farrington (2004) found
support for the inverse relationship between offending and empathy (mean effect size = —.28,
p <.0001); an effect that was statistically significantly stronger for the relationship between
cognitive (—.48, p <.0001) (as compared to affective —.11, p <.004) empathy and offending.
Comparisons between sex offenders and mixed offender groups revealed, contrary to
expectations, that the relationship between low levels of assessed empathy and offending was
statistically significant for affective empathy in the mixed offender group (—.19, p <.0001) (for
both groups compared with control participants), but not in the sex offender group (results for
cognitive empathy for both groups were in the expected directions and significant).
Comparisons between violent offenders and nonviolent offenders revealed an overall
significant effect (—.39, p <.0001), which seemed to be related to the relationship with cognitive
empathy (—.62, p <.0001), rather than affective empathy (—.14, ns). However, the correlations
(for both younger and older groups) became non-significant after intelligence was controlled
for, and completely disappeared when controlling for socio-economic status. This suggests that
the relationship between low empathy and offending may be a function of the interrelationships
among these variables (which are already known to be associated with offending) rather than
being causal. As such, any attempt to establish the effects of interventions which aim to
improve empathy in groups of violent offenders, independently of intelligence and socio-
economic status, may prove unsuccessful.

Nevertheless, a substantial body of empirical literature has demonstrated that particular
groups of offenders—most notably sex offenders and violent offenders—have marked deficits
in both cognitive and affective empathy (see, inter alia, Hanson & Scott, 1995; Joliffe &
Farrington, 2007; Marshall, O'Sullivan, & Fernandez, 1996; Miller & Eisenberg, 1988; Ward,
Keenan, & Hudson, 2000; but ¢f Langevin, Write, & Handy, 1988; Marshall & Maric, 1996).
This supposition underpins the inclusion of empathy training as a fundamental component of
treatment programs that seek to address the criminogenic needs of these offenders (Eisenberg
& Fabes, 1990; Hudson et al., 1995; Knopp, Freeman-Longo, & Stevenson, 1992)—the
underlying rationale being that increased empathy will have an inhibitory effect upon the
individual's motivation to offend as a response to the cognitive or affective dissonance
experienced by the offender (e.g., Hildebran & Pithers, 1989) which, in turn, serves to reduce

his or her risk of reoffending.

3 Some studies provided more than one effect size (e.g., they measured both cognitive and
affective empathy).



Ross and Hillborn (2008) offered a social psychological rationale for the delivery of
interventions involving role play—perhaps the most widely used method to train empathy in
offender programs (see below). They note, following the work of Bem (1967), the tendency of

individuals to attribute to themselves characteristics of the roles they play, and suggest that

“Antisocial individuals who are led to engage in prosocial roles as helpers for others
may come to see themselves in a very different light—they may come to see themselves
as prosocial rather than anti-social. They begin to attribute to themselves positive,
prosocial characteristics which were previously foreign to them. They also come to
appreciate the value of prosocial behavior, to recognize the awards it can bring them,

and to acquire social skills which can serve as alternatives to their antisocial behaviour”

(p. 198).

Ross and Hilborn have further suggested that this can have an influence on personal
scripts (Huesmann & Eron, 1989) and self-narratives (Maruna, 2001), such that offenders come
to behave in ways that fit their narratives and identity.

Mohr, Howells, Gerace, Day, and Wharton (2007) argued that cognitive empathy, or
perspective taking skills in particular, might inhibit aggressive responses to provocation in two
ways. First, they might inhibit anger arousal directly in that triggers are perceived as either
unintentional or uncontrollable such that the provoker is not blamed for the provocation. As
such the ability to perspective take potentially increases the likelihood that the attributions an
individual makes when involved in an interpersonal interaction will be less anger-arousing and
increases the chance that the individual will see the provocation as unavoidable or justified.
Second, high perspective-takers may be able to maintain a high level of cognitive functioning
when aroused by an interpersonal provocation, thus reducing the chances that they will act
impulsively.

Arguments along these lines emphasize the process of empathic responding, linking the
way in which cognitive processes can lead to affective outcomes which, in turn, promote
aggressive behavior. This is consistent with the cognitive—behavioral model of aggression, and
provides a rationale for intervening when the target behavior is what has been termed hostile
or anger-mediated aggression (McEllistrem, 2004). What is less apparent is the role that
empathy potentially plays in instrumental aggression. Given that instrumental aggression is
intended to secure an environmental reward, negative emotional arousal is less likely to be

present as an antecedent (Howells, 2008). Day, Howells, Mohr, Schall, and Gerace's (2008)
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view on this is that perspective taking deficits for many violent offenders exist as state-induced
impairments, in which the individual has the capacity to empathize, but fails to do so because
of the influence of a range of different factors (e.g., situational, motivation, drugs, and
dysphoric feelings). However, there is also a group for whom pervasive theory of mind or
perspective taking deficits may exist which are apparent across a wide range of situations.

In their qualitative analysis of violent offenders, Chambers, Ward, Eccleston, and
Brown (2009) identify empathy deficits as associated with one sub-type of under-controlled
violent offender, for whom violence is not typically impulsive but occurs in the context of a
general lack of care about the harm they have caused, and is associated with a tendency to
misjudge the intentions of others, and to attribute malevolent intent when in fact none exists.
Chambers et al. argued that individuals of this type may have failed to learn appropriate self-
regulatory strategies and morals in childhood. In other words, for under-controlled violent
offenders, moral behavior and the capacity to empathize with others has never developed.
Marshall et al. (1995) suggested that it may be more useful to consider empathy deficits in sex
offenders as being more person- (e.g., their own victims) and group-specific (e.g., other victims
of sexual assault), rather than being general deficits, although it is also argued that “directly
enhancing sexual offenders' general capacity for empathy is valuable both because some have
a limited general capacity and because it allows empathy to be more readily transferred to their
victims, the victim's family, and the offender's own family” (Marshall, Marshall, Serran, &
Fernandez, 2006, p. 83).

In summary, it would appear that despite what might be considered to be a high degree
of enthusiasm among practitioners for the delivery of empathy interventions (“the enhancement
of empathy as a treatment goal is taken for granted in most sex offender treatment programs,”
Webster, Bowers, Mann, &Marshall, 2005, p. 63), a number of important questions remain
about whether deficits are more general or relate only to an offender's own victims (e.g., Beech,
Fisher, & Beckett, 1999), and whether offenders can actually develop or improve their capacity

to be empathic (e.g., Pithers & Gray, 1996).

3. Interventions to enhance empathy

A wide range of approaches have been used for empathy enhancement (Covell &
Scalora, 2002). Some of the more frequently used methods include offenders being given clear
descriptions of the known harmful effects that sexual abuse has on its victims, writing
hypothetical letters of apology to the victim(s) wherein the offender takes responsibility for the

offense, reading victim impact statements or police reports regarding the victim, viewing
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videotapes of the victim(s) describing their experiences surrounding the assault, offense re-
enactment, and group therapy with role play (role reversal) and feedback (see, inter alia,
Hildebran & Pithers, 1989; Knopp, 1984; Maletzky, 1991; Marshall, 1993, 1996; Webster et
al., 2005).

In addition to program modules that aim to promote victim empathy, some programs
also strive to improve general empathy. For example, an empathy module in a violent offender
treatment program might aim to increase participants' understanding of perspective taking and
how it relates to their violent offending behavior; and to understand the experience and feelings
of other individuals. Interventions might begin with a discussion of why empathy is important,
and then work through a number of different scenarios involving interpersonal problems or
aggressive incidents (often through role plays) in which participants are promoted to consider
the actions, thoughts and feelings of other participants. Then content might become more
personally relevant (e.g., role playing a parole board appearance, or a job interview where the
applicant's criminal history is raised). The final stage is to consider the role of empathy in
violence generally, before role playing specific instances involving violent offending.

Interventions, such as forgiveness therapy (see Coyle & Enright, 1997; Lin, Mack,
Enright, Krahn, & Baskin, 2004), have also been developed specifically to improve general
perspective taking skills (Day, Gerace, Wilson, & Howells, 2008). Other interventions (e.g.,
two-chair work, role taking, and attribution re-training) have long been used by
psychotherapists as a means of conflict resolution. While the efficacy of these interventions
with offenders, and in particular violent offenders, has yet to be established, they have been
identified as holding some promise (Day et al., 2008a, Day et al., 2008b).

The underlying goal of many of these interventions is often quite clearly related to the
more traditional (dual) conceptions of empathy: a vicarious or affective response (following
exposure to victim suffering); and inducing perspective taking (in response to defining the
harmful effects of the crime). What is missing, however, is a systematic evaluation of these
approaches in terms of treatment efficacy (see Marshall et al., 1996), and once again the
available evidence to support intervention is somewhat mixed. Webster et al. (2005), for
example, in their evaluation of offense re-enactments in sex offender programs, concluded that
the differences between treated and untreated groups were not marked, and limited by a lack
of suitable measures to assess change. They also noted the potential for such procedures to be

used in unethical and unprofessional ways by program providers (see Pithers, 1994).

4. Can empathy be trained? The empirical evidence
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Discerning whether intervention can improve an offender's capacity to take another's
perspective is not a straightforward exercise for a number of reasons. As noted above, empathy
training is commonly provided within a broader multi-modal treatment program (Mulloy,
Smiley, & Lawson, 1999), making it difficult to assess the impact of any single component.
Moreover, given what is now known, it is highly likely that some offenders can know what it
means to be empathic without actually being empathic.

The way in which empathy is conceptualized and subsequently measured is also
problematic (see Covell & Scalora, 2002). A related issue here, of course, is whether the
particular measure used by the researcher reflects the elements of empathy incorporated in the
treatment component. There has also been criticism regarding the manner in which offenders
are allocated to treatment groups (e.g., random assignment, coerced treatment, and offense
heterogeneity), and the impact this might have on evaluation outcomes or meta-analytic
reviews (Bangert-Drowns, Wells-Parker, & Chevillard, 1997), especially in violent offender
treatment programs where considerable participant heterogeneity exists.

A major problem in trying to establish whether empathy can be increased with training
is how conceptual difficulties in defining the construct impact on its measurement, the
assessment of behavioural and attitudinal change and, more particularly, the role that
measurement difficulties might play in explaining the disparities noted in the empirical
research. As described above, current conceptualizations depict empathy as a multi-component
construct (e. g., Davis, 1983; Marshall et al., 1995; Marshall et al., 2009) incorporating the
affective, cognitive, and behavioral domains (Pithers, 1994). Accordingly, a complete
empathic response means that the individual has the capacity to take another's perspective, to
recognize and vicariously experience the other's emotional state, to experience sympathy for
the other's distress, and to avoid focusing on his or her own feelings of anxiety and unease in
response to the other's negative emotional state. These elements are evident in more recent
models of empathy such as that proposed by Davis and that of Marshall et al., both of which
also consider perspective taking a necessary precursor to understanding and experiencing
another's emotional state (Nagle et al., 2003). However, it is conceivable that empathy training
which seeks to redress general deficits (including perspective taking) may not attend to more
specific deficits and thereby compromise the assessment of behavioral and/or attitudinal
change. In other words, inconsistencies between studies may be an artefact of treatment focus
and how change has been measured.

Further complicating the issue of measurement is the different forms it can take, which

range from responses to visual (e.g., facial gestures and pictures) and auditory cues (e.g.,
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stories), to behavioural responses to experimenter-manipulated emotions, and self-report
questionnaires (Jolliffe & Farrington, 2004). If empathy is a multicomponent construct and
individual differences in empathy deficits do exist, then it is unlikely that any single measure
of empathy will have sufficient scope to identify all potential deficits (and, as a consequence,
complicate any assessment of change following treatment). Consider Marshall et al.'s (1995)
staged multi-component model of empathy by way of illustration. At the first stage, emotion
recognition, the emotional signals of others must be read or decoded, a task considered
necessary for the unfolding of subsequent stages. These signals, particularly those conveyed
by the face, provide affective information about basic emotional states or current intentions
and play a powerful role regulating social interactions (e.g., Ekman & Rosenberg, 2005;
Fridlund, 1994). While there is evidence that, for example, sex offenders, do not accurately
recognize the emotional states of others or confuse emotional states (e.g., Hudson et al., 1993;
Lisak & Ivan, 1995), the use of facial recognition tasks (e.g., Ekman & Rosenberg, 2005), focus
only on this first step of the empathy process. If the offender's empathy deficit is not related to
affect recognition but, for example, emotion replication (Stage 3) or response decision (Stage
4), using an affect recognition task may not pick up the initial deficit and subsequently
influence any further assessment made following treatment. Similarly, the use of self-report
measures that only tap affective (Stage 1) and cognitive empathy (Stage 2), may also fail to
account for the other components prior to or following treatment.

The second major source of confusion in attempting to establish whether empathy
deficits can be improved is the inconsistency in treatment evaluation or outcomes studies.
Outcome evaluations and meta-analytic reviews, the most commonly reported assessments of
treatment efficacy, generally use recidivism as the only outcome variable. While the primary
goal of treatment is, of course, to reduce recidivism, this type of global analysis ignores
arguments in favour of a more inclusive assessment of treatment efficacy that uses multiple
measures of treatment success (see Losel, 2001). A reliance on recidivism data to assess
outcomes makes it impossible to determine whether there has been any change on measures
that assess program treatment targets and whether these changes reflect cl/inical in addition to
statistical change.

In their recently published study, Mandeville-Norden et al. (2008) addressed both these
issues, first by studying short-term change (i.e., pre- and post-treatment scores) and, second,
by assessing for therapeutic improvements at the individual level (i.e., via tests of clinical
significance) in a sample of treated sexual offenders. Clinically significant change refers to a

move by the individual, in response to therapeutic input, from a dysfunctional range on
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particular outcome measures to a functional range (Jacobson, Follette, & Revenstorg, 1984).
In addition to a measure of risk (Risk Matrix, 2000, Thornton, Mann, Webster, Blud, Travers,
Friendship, & Erikson, 2003), pre-treatment problems and treatment change were assessed
using measures of pro-offending attitudes (cognitive distortions, emotional fixation on
children, and victim empathy) and levels of socio-affective functioning (self-esteem, emotional
loneliness, assertiveness, personal distress, and locus of control). Cluster analysis was used to
determine pre-treatment profiles in terms of offender need, producing three distinct groups:
Cluster 1 (Medium Needs) included offenders with high levels of victim empathy distortions
and no notable socio-affective problems; Cluster 2 (Low Needs) included offenders with self-
esteem problems but no other socio-affective difficulties and few problems on the pro-
offending measures; and Cluster 3 (High Needs) who displayed global deficits in both domains
(i.e., pro-offending attitudes and socio-affective functioning).

Following treatment, between one half and two-thirds of the sample scored within the
cut-offs on each of the measures, and while the proportion who had changed to a clinically
significant degree (i.e., inferred via reliability analysis) was small, the authors argued that this
was to be expected given the high proportion of the sample who scored within the cut-offs
following program completion. If one looks specifically at change on the measure of victim
empathy, the greatest gains were noted in those designated Medium Needs, with all offenders
in this group showing clinically significant change, followed by the High Needs and then Low
Needs group.

Mandeville-Norden et al. (2008) make the point that given treatment occurred in a
community setting (thus, offenders were likely to pose a lower risk for re-offending), it is
difficult to extrapolate to incarcerated sex offenders with higher risk of recidivism or indeed to
non-sexual violent offenders. They also highlight the need to examine whether these positive
short-term changes will translate to successful longer-term change (via recidivism data).
Nevertheless, this study is an example of a research design which, if appropriate measures of
empathic responding were incorporated, could produce clinically relevant findings on the

impact of empathy interventions.

5. Conclusion

Empathy deficits have been consistently identified by practitioners as an important
target in the treatment of violent offenders; and the inclusion of specific program content in
this area is a feature of many contemporary violent and sexual offender treatment programs.

McGuire (2008), in his recent review of effective interventions for reducing aggression and
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violence, concludes that “emotional self-management, interpersonal skills, social problem-
solving and allied training approaches show mainly positive effects with a reasonably high
degree of reliability” (p.15). Implicit in each of these approaches is the capacity to improve the
extent to which perpetrators of violent acts can empathize both with other people and their
potential victims. Nevertheless, the lack of rigorously designed studies in which the construct
of empathy has been adequately operationalized is problematic. There is simply an insufficient
evidence base from which to determine whether empathy-promoting interventions with violent
offenders are effective; currently, the field can be characterized as driven more by theory than
by data.

Our conclusions from this review are that researchers need to ensure that they use a
multi-component definition of empathy, and assess all components of empathy to identify areas
of deficit. They need to: (1) ensure that approaches to measurement also match the treatment
components offered; (2) conduct both short-term and long-term assessments of change in
treatment goals; and (3) investigate the relationship between recidivism and treatment goals.
While such recommendations appear straightforward, there are likely to be considerable
challenges involved in implementing them in research designs that are able to adequately assess

the component efficacy of violent offender treatment programs.
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ANTECEDENTS PROCESSES INTRAPERSONAL INTERPERSONAL
OUTCOMES OUTCOMES
THE PERSON AFFECTIVE OUTCOMES
Biological capacities Parallel
Individual Differences Reactive
Learning History empathic concern
anger
THE SITUATION personal distress
Strength of situation
Observer/Target Similarity NON-AFFECTIVE OUTCOMES
Interpersonal accuracy
Attributional Judeements
NONCOGNITIVE
Primary circular reaction
Motor mimicry
SIMPLE COGNITIVE
Classical conditioning HELPING
Direct association
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Figure 1. Davis’s (1994) model of empathy.
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