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Abstract 

Despite recent advances in correctional rehabilitation, rates of treatment attrition 

remain high and low efficacy rates suggest improvements in treatment development and 

delivery are needed. Treatment engagement is an important concept which remains poorly 

understood. In order to enhance understanding and facilitate higher levels of engagement in 

treatment, robust theoretical models need to be developed. In light of this, two key questions 

need to be answered; (1) what is engagement? And (2) what are the underlying causal 

mechanisms which facilitate or hinder engagement? I explore the contributions of current 

conceptualisations and models of correctional treatment engagement. I explain how 

evolutionary psychology, agency, norms and the therapeutic alliance can contribute to our 

theoretical understanding. These concepts are then integrated to form the Model of 

Engagement for Correctional Practice. Engagement is conceptualised as a set of adaptive, 

goal-directed behaviours occurring as a result of the dynamic interactions between 

contextual, psychological and social processes. I argue that these factors influence the nature 

of the therapeutic alliance and subsequently participant engagement. The model is then 

evaluated in terms of critical features required for a robust theory of engagement. I then 

suggest some practice principles and guidelines to demonstrate how this model can be 

applied to enhance treatment engagement. 
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Chapter 1 – Introduction 

 

How and why do some people engage in and complete treatment successfully? Why 

do some have more difficulty and in many cases fail to complete treatment? Why do others 

still, show contextually and temporally varying degrees of engagement? These are questions I 

will be exploring in this thesis.  

Over the past few decades, the field of forensic psychology has received growing 

academic attention in an attempt to enhance our ability to identify, measure and predict the 

factors that are thought to contribute to offending behaviour. Additionally, and promisingly, 

practitioners have begun to develop and deliver psychological treatment designed to address 

these factors so that offending is less likely to reoccur in the future. The literature is rife with 

empirical research on factors correlating with offending behaviour and as such, there has 

been a prevailing pre-occupation with risk prediction and management (Ward & Fortune, 

2016). Unfortunately, this has meant that the field has been slower to thoroughly investigate 

the proximate causes of offending and mechanisms for behaviour change within this 

population.   

As a result, the questions of how and why people commit crime, and how and why 

they chose to desist from further offending, remain unanswered, although recent research has 

revealed some promising findings (e.g. Maruna, 2001). This pre-occupation with risk may 

explain the problem of poor treatment completion rates and, for those that do complete, poor 

treatment outcomes including high recidivism rates. In light of these gaps in knowledge, two 

questions come to mind; (1) How can practitioners keep people engaged throughout treatment 

and ultimately to completion? (2) How can practitioners improve the outcomes including 

reducing recidivism and improving public safety? In order to effectively respond to the 
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problem of how to improve treatment efficacy and reduce re-offending, it is first important to 

understand the causal mechanisms underpinning treatment engagement.  

Treatment engagement is a commonly used term in forensic psychological practice, 

yet the construct remains conceptually and theoretically unclear. In order to develop a theory 

of engagement, we must answer two questions. Firstly, we need to understand what we are 

talking about, that is what engagement actually is. We need to develop a clear and robust 

conceptualisation of engagement in order to ‘know it when we see it’ and when we are not 

seeing it. Secondly, we need to understand the process of engagement. This requires an 

understanding of how engagement happens within treatment and what facilitates and hinders 

this process. The hope is that in completing this theoretical task, practitioners can better 

understand how higher levels of engagement can be achieved and thus improve treatment 

outcomes.    

Ward (2014) described theories as “conceptual structures constructed to explain why 

certain phenomena exist and persist” (p. 134). That is, theories are developed in an attempt to 

better understand why something is as it is and what the processes and mechanisms are that 

create and maintain it. The phenomenon to be explained in this thesis is treatment 

engagement. I will explore what treatment engagement actually is and what mechanisms 

facilitate or hinder it. Ward (2014) suggests three key considerations in the development of 

theory; multiple levels of analysis, explanatory targets and causal mechanisms.  

Firstly, within the human sciences, theories should be based on our current 

understanding of human nature across multiple levels of analysis (e.g. physiological, 

developmental, psychological, social and cultural). Ward (2014) suggests integrative 

pluralism as a useful explanatory strategy. Integrative pluralism Mitchell (2004) involves 

linking previously developed theories and empirical research across multiple levels of 

analysis, in order to provide a more robust theoretical understanding of the phenomenon of 
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interest. Although this thesis does not attempt to provide any explanation at the physiological 

level, I will argue that developmental, psychological and social/cultural levels of analysis can 

and should be incorporated into a theory of treatment engagement. While physiological levels 

of analysis can provide valuable information about human behaviour, they are arguably less 

relevant than psychological and social levels when it comes to engagement and the 

therapeutic relationship, and so fall beyond the scope of this task.  

Secondly, Ward (2014) suggests theorists should clearly outline their explanatory 

targets which are “an agreed on set of phenomena […] that subsequently becomes the targets 

of explanation” (p. 136). In regard to treatment engagement, my explanatory targets are: (1) 

the behavioural presentation of engagement, (2) factors correlating with engagement or non-

engagement (e.g. participants’ perceptions of treatment, emotional dysregulation; Sturgess, 

Woodhams, & Tonkin, 2016) . 

Finally, Ward (2014) also suggests theory construction should include developing 

“models of the mechanisms […] underlying the specific phenomena and their inter-

relationships” (p. 137). In constructing this theory, I suggest that engagement involves a 

complex set of internal and external psychological and social mechanisms acting on and 

within the treatment environment.  

In summary, the purpose of this thesis is to develop a comprehensive theory of 

treatment engagement; explaining what it is and why it does or does not occur during therapy. 

Firstly, I will provide an overview of the current state of correctional rehabilitation. The 

second chapter provides a critical review of the models that currently inform our 

understandings of treatment engagement. Chapter three will provide a summary of some 

theoretical tools which can be utilised and integrated to enhance comprehension. In Chapter 

4, I will introduce the Model of Engagement for Correctional Practice (MECP). The fifth 

chapter provides a detailed evaluation of this model in terms of key theoretical tasks and 
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evaluation criteria. In the final chapter I will then provide insights into how the MECP can be 

applied to inform forensic treatment and subsequently enhance outcomes. I will discuss some 

of the limitations of this model and suggest directions for future research.   

 

The Current State of Treatment 

The quality of correctional treatment programmes has improved significantly over the 

past 30 years. However, rates of re-offending are still high and significant social costs persist. 

In the United States, 49.3% of offenders released from prison were re-convicted within eight 

years of release, with a median time to reconviction of 21 months (Hunt & Dumville, 2016). 

In Canada, 40.6% of prisoners received a new conviction within two years of release (Bonta, 

Dauvernge, & Rugge, 2003). While in Australia, 51.1% of prisoners returned to correctional 

services within 2 years (Payne, 2007). More recently, the New Zealand Department of 

Corrections Annual Report (Corrections, 2017) for the 2016/2017 financial year stated that 

45.5% of individuals released from prison were reconvicted within 12 months. Additionally, 

this report indicated that 86% of people in prison in that same financial year started and 

completed a rehabilitation programme. This means, despite many prisoners having access to 

treatment and the recent advances in correctional treatment, across Westerns societies almost 

half of released prisoners re-offend within one to five years.  

The Risk, Need and Responsivity model  

Treatment for people who have committed crimes has been significantly advanced by 

Bonta and Andrews’ (2017) Risk, Need and Responsivity (RNR) model which is widely 

utilised to guide practice within correctional settings internationally. This model provides a 

framework for the development and delivery of treatment programmes aiming to reduce the 

likelihood individuals will re-offend. The RNR model is centred upon three core principles. 
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First, the risk principle stipulates that risk can be reliably predicted by careful assessment of 

an individual’s static and dynamic risk factors and individuals who present as higher risk 

should receive more intensive treatment. Second, the need principle specifies that treatment 

should be aimed at addressing “criminogenic needs”; the dynamic (changeable) risk factors 

that, if targeted in treatment, may lower future re-offending rates. The major dynamic risk 

factors identified within the framework are anti-social personality pattern, anti-social 

attitudes, anti-social associates, substance abuse, family/marital problems, difficulties with 

school or employment, lack of pro-social leisure/recreation involvement. Thirdly, the 

responsivity principle states that in order to maximise treatment effectiveness, cognitive-

behavioural therapy and social learning methods should be utilised (i.e. general responsivity). 

This includes the relationship principle (that the therapist should establish a warm, respectful 

and collaborative therapeutic relationship with the individual) and the structuring principle 

(that prosocial modelling and appropriate reinforcement strategies will support learning). The 

responsivity principle also suggests that the mode and style of delivery should be tailored to 

match the learning style, personality, motivation and abilities of the individual (i.e. specific 

responsivity).  

The RNR model has been empirically evaluated by numerous researchers 

internationally (e.g. Dowden & Andrews, 2004) and in New Zealand, it is the primary model 

employed to guide treatment development and delivery (Corrections, 2017). Generally, it is 

widely acknowledged that completion of treatment guided by the RNR principles leads to a 

reduced likelihood of reoffending (Dowden & Andrews, 2004; Larochelle, Diguer, 

Laverdière, & Greenman, 2011; Lipsey & Cullen, 2007; McGuire, 2002; McMurran & 

Theodosi, 2007). Treatment dropout, on the other hand, is associated with poorer outcomes 

and higher recidivism (McMurran & Theodosi, 2007; Olver, Stockdale, & Wormith, 2011; 

Wormith & Olver, 2002). In order to develop and deliver treatment responsively, it is 
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important that practitioners improve their understanding of engagement and how low levels 

of engagement can lead to dropout.  

Treatment Efficacy 

For those who do complete treatment, outcomes are generally in favour of a positive 

treatment effect (i.e. reduced recidivism rates); however effect sizes vary considerably across 

studies and treatment styles. McGuire (2002) completed a large scale review of meta-

analyses which  looked at the efficacy of correctional treatment programmes between 1985 

and 2000 and found a mean reduction in re-offending of 5 to 10%. Dowden and Andrews 

(2000) completed a meta-analysis of 35 studies adhering to the RNR model and found a 

“mildly positive” (p. 456) result with an average effect size of -0.07. This suggests that, on 

average, those who completed RNR-informed treatment were 7% less likely to re-offend than 

those who did not complete treatment. The authors suggested that greater adherence to RNR 

principles was associated with greater effect sizes, however these results were varied and 

relied upon subjective interpretation of the level of adherence to the principles.  

In another meta-analysis, McMurran and Theodosi (2007) concluded that on average 

people who completed cognitive-behavioural treatment in a variety of correctional settings 

were 11% less likely to re-offend than those who remained untreated. Furthermore, Lipsey 

and Cullen (2007) found positive effect sizes (ranging from 10% to 38%) in all the meta-

analyses they reviewed, ultimately supporting treatment efficacy, although to varying 

degrees. J. Ross, Quayle, Newman, and Tansey (2013) completed a review of ten studies of 

treatment aimed at reducing violent offending and found overall reductions, albeit highly 

varied, in violent recidivism following completion of a range of psychotherapeutic 

interventions. Non-completion, however, has been associated with high rates of recidivism 

across a variety of treatment programmes including those for perpetrators of domestic 

violence (Gondolf, 2002), and sexual offending (Sowden & Olver, 2017).   
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In New Zealand, the most recent Annual Review produced by the Corrections (2017) 

showed that individuals who completed at least one medium or high intensity rehabilitation 

programme in prison were on average 4.1% less likely to receive a new re-conviction over 

the 12 month follow-up period than those who did not complete any treatment. The highest 

efficacy results were for the Special Treatment Unit (10.4%; for high risk violent offenders), 

the Medium Intensity Rehabilitation Programme (8.3%; for medium risk general offenders) 

and the three-month Drug Treatment Programme (7.3%; for individuals with identified 

substance-abuse needs).  

Treatment Completion and Attrition 

Despite the fact that RNR-informed treatment is consistently associated with small to 

modest reductions in risk of re-offending, many people start but then fail to complete 

treatment. Cullen, Soria, Clarke, Dean, and Fahy (2011) reported a dropout rate of 50% for 

people within forensic mental health treatment. Similarly, Ashford, Wong, and Sternbach 

(2008) found 51% of people serving community-based correctional sentences and enrolled in 

a community-based cognitive skills programme failed to complete treatment. In a review of 

sexual offending treatment studies, Larochelle et al. (2011) found between 15% and 86% of 

individuals who started sexual offending treatment did not complete it. High attrition rates 

have also been recorded for people attending domestic violence treatment (Olver et al., 2011). 

For general offending, McMurran and Theodosi (2007) found a mean attrition rate in their 

meta-analysis of 23.55%, which was less likely in institutional samples (14.66%) than in the 

community (45.45%). Additionally, their findings suggest that those who drop out of 

treatment have an average 16% higher likelihood of recidivism than treatment completers. 

Interestingly, they also found that in general, treatment dropout was associated with higher 

recidivism risk than not starting treatment. This finding has been found elsewhere (Olver et 
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al., 2011), suggesting those who start but do not complete treatment have a greater chance of 

re-offending than those who do not start in the first place.    

From these results, it is clear that both completion and efficacy rates vary greatly 

across treatment style, populations, and the settings in which treatment takes place. What is 

still unclear is the mechanisms underpinning successful and enduring engagement in 

treatment. This is crucial given that non-completion of treatment, and poor outcomes when 

treatment is completed, has high social and financial costs (Corrections, 2017).  

Treatment Engagement 

More recently, the concept of treatment engagement has received increased attention 

in the correctional rehabilitation literature. It seems likely that treatment engagement plays a 

significant role in the likelihood that someone will complete treatment and demonstrate better 

outcomes (Drieschner, Lammers, & van der Staak, 2004; McMurran & Ward, 2010; O'Brien 

& Daffern, 2017; Tetley, Jinks, Huband, & Howells, 2011; Ward, Day, Howells, & Birgden, 

2004). However, many researchers have found that engagement is generally low within the 

offending population (Holdsworth, Bowen, Brown, & Howat, 2014; McMurran, 2002; Ward 

et al., 2004). How then can we increase engagement in treatment programmes, and thus 

increase completion rates and improve outcomes? In order to respond to this question, we 

need to more thoroughly investigate the construct of engagement, the causal mechanisms 

underpinning it, and develop strategies to facilitate higher levels of engagement in the context 

of correctional treatment (Drieschner et al., 2004; Holdsworth et al., 2014; McMurran & 

Ward, 2010; Mossière & Serin, 2014). 

Despite the importance of this construct, theoretical investigation into treatment 

engagement has been limited. To my knowledge there is currently no theory or model which 

adequately describes the underlying psychological processes causing higher or lower levels 

of engagement. This thesis will draw on the forensic as well as evolutionary, psychological 
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and sociological literature pertaining to explanations of behaviour, in an attempt to develop 

an explanation of engagement in correctional treatment. In the following chapter, I will 

review how the construct of engagement is currently conceptualised and outline why these 

formulations are problematic. I will then offer an alternative definition of engagement which 

will be used for the remainder of the thesis. I will then provide a critical review of six models 

currently available to inform our understanding of engagement. Finally, I will outline the 

criteria I believe should guide the development and evaluation of a robust theory of 

engagement.  
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Chapter 2 – Current Approaches to Treatment Engagement 

 

Current Conceptualisations of Engagement 

An important first task in theory development is to clearly identify the phenomena we 

are trying to explain. In this case, treatment engagement seems straight forward and is a term 

commonly used within forensic treatment. However, when we begin to review the literature 

we can see that engagement as a concept remains ambiguous, poorly defined, and varied in 

terms of how it is measured and studied which has led to interpretational limitations and 

confusion (Drieschner et al., 2004; Holdsworth et al., 2014; Howells & Day, 2006; 

Larochelle et al., 2011; McMurran & Ward, 2010; Tetley et al., 2011). Indeed, many 

researchers have highlighted the need for definitional clarity of treatment engagement 

(Drieschner et al., 2004; Holdsworth et al., 2014; Howells & Day, 2006; Larochelle et al., 

2011; McMurran & Ward, 2010; Tetley et al., 2011).  

Engagement has been defined in terms of motivation, attendance, completion, 

compliance, participation, and out-of-session behavioural change (Holdsworth et al., 2014). 

So, what are the problems with these current conceptualisations and how can we more clearly 

define engagement? Here, I will explore some of the problems associated with using 

‘completion’ or ‘attrition’ as a measure of engagement, given they seem to be the most 

widely utilised in the literature (Holdsworth et al., 2014). I will then provide an alternative 

definition which will be utilised in the MECP.  

Firstly, I argue that completion is instead a possible outcome of engagement. That is, 

when someone is engaged, they are more likely to complete treatment (Drieschner et al., 

2004; McMurran & Ward, 2010; O'Brien & Daffern, 2017; Ward et al., 2004). It seems likely 

that when someone is engaged in treatment, it is because they expect it will benefit them in 
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some way, and this idea is explained the Theory of Reasoned Action (Fishbein & Ajzen, 

2010). Indeed, when individuals believe treatment will help them, they are more likely to 

complete it (Sturgess et al., 2016). Thus, if an individual sees and experiences positive 

outcomes from attending sessions, listening to and working with the therapists and practicing 

the skills taught, they are more likely to continue with those behaviours and thus be more 

likely to complete treatment. Therefore we cannot be certain that engagement will always 

lead to completion or that completion is always an indicator of engagement.  

Secondly, completion and attrition are retrospective measures which do not provide 

opportunities to intervene and prevent dropout when engagement is low. This leaves the 

concept with little practical utility. In order to better conceptualise engagement, we must be 

able to understand the causal mechanisms underpinning it, thus allowing for the development 

of strategies to enhance it.  

Thirdly, engagement operationalized as completion or attrition is a dichotomous 

measure – that is one either completes treatment or does not. It is more likely that 

engagement is continuous in that one can engage to varying degrees at different points in 

time. By viewing engagement on a continuum, we are able to look at what is going well, what 

is going wrong and how we can intervene to enhance it.  

Finally, using completion as a measure for engagement does not take into account the 

dynamic nature of engagement and the changes one may see over the course of treatment. It 

makes the assumption that, if the individual completes treatment, they were engaged 

throughout the whole programme of treatment. Conversely, if the individual fails to complete 

treatment, it assumes they were not engaged at all. It seems more likely, however, that 

individuals will engage to varying degrees under different internal and external conditions.  
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A definition for treatment engagement  

It is important that researchers in the field agree on a robust definition of engagement 

in order to progress theoretical understanding of the causal mechanisms underpinning it. I 

propose that engagement is the behavioural expression of progress toward collaboratively 

agreed upon therapeutic goals. Engagement is therefore an adaptive, goal-directed practice; a 

means to achieving a personally meaningful end state (e.g. improved relationships,  enhanced 

psychological functioning, avoiding prison). The behavioural expression will be determined 

by the requirements of the specific style of treatment (Holdsworth et al., 2014) and should be 

clearly and collaboratively defined at the commencement of treatment by the therapist and 

participant. Indeed, Holdsworth et al. (2014) suggest a more useful way to conceptualise 

engagement is through active participation in treatment tasks and out-of-session efforts 

toward behavioural change. For example, a participant may be observed to actively challenge 

their offending-supportive thinking through dialogue with their therapist, practice emotional 

regulation strategies (e.g. deep breathing, taking time out), share their experiences with others 

and asking for feedback or verbally explore the costs and benefits of past and future 

behaviours.  

 

Current Models of Treatment Engagement 

In addition to the absence of a clear and common definition of engagement, there is a 

lack of theoretically sound and empirically validated models explaining the engagement 

process. As such, various conceptual frameworks have been used in an attempt to understand 

it. Some of these, such as the Transtheorectical Model (TTM; Prochaska & Diclemente, 

1982) have been imported from other fields and used within correctional treatment. Other 



MODEL OF ENGAGEMENT FOR CORRECTIONAL PRACTICE 

20 

 

models, such as the Multi-factor Offender Readiness Model (MORM; Ward et al., 2004) have 

been developed specifically for use with offending populations.  

I will now provide a critical review of these two models in terms of understanding 

treatment engagement, along with four others: Programme Engagement Theory (PET; 

Holdsworth, Bowen, Brown, & Howat, 2017), Readiness to Change Framework (RCF; 

Burrowes & Needs, 2009), Integral Conceptualisation of Treatment Motivation (ICTM; 

Drieschner et al., 2004) and the Conceptual Model of Treatment Responsivity (CMTR;  Serin 

& Kennedy, 1997). I will then outline important theoretical features I propose should guide 

the development and evaluation of a theory of engagement.   

Transtheoretical Model  

The trans-theoretical model (TTM; Prochaska & Diclemente, 1982; Prochaska, 

DiClemente & Norcross, 1992) is an integrative model which attempts to describe the process 

of behaviour change. It was initially used to explain smoking cessation, and has since been 

imported to the treatment addiction and unwanted behaviours, such as offending. The TTM 

proposes that behavioural change occurs as a stepwise process whereby individuals progress 

forward through a series of five discrete stages toward permanent behavioural change. This 

progression is facilitated by the cognitive, affective and behavioural processes of change. 

There have been a number of different iterations of the model over the years with changes in 

stages, suggestions for additional processes, and the addition of decisional balance and self-

efficacy as core constructs (Norcross, Krebs, & Prochaska, 2011; Prochaska et al., 1992; 

Prochaska & Velicer, 1997).  
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Figure 1. Transtheoretical Model: Stages of Change and Associated Processes (Prochaska & 

DiClemente, 1982) 

 

Additionally, the TTM proposes that the efficacy of treatment can be enhanced 

through the use of stage-matching interventions. That is, specific interventions should be 

applied depending on which stage of change the individual presents at. These interventions 

should be determined by the specific processes of change that support progression from the 

current stage to the next. Figure 1 provides a brief schematic of the stages of change (in bold) 

and related processes (in italics). The model posits that failure to change behaviour could be 

explained by the individual regressing to earlier stages or stalling at a particular stage. 

Individuals would either exit the cycle after successful maintenance of new, desired 

behaviour resulting in termination, or re-enter the cycle at an earlier stage if they returned to 

the unwanted behaviour (i.e. relapse). 
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Some recent research has found further support for the use of the TTM to understand 

smoking cessation (Velicer, Brick, Fava, & Prochaska, 2013; Velicer, Norman, Fava, & 

Prochaska, 1999). Most research has focused on the validity of the stages of the model and 

some have found the model applies to other health-related behaviours (Levy, 1997; Miller & 

Tonigan, 1996; Prochaska et al., 2005) 

Since its conception, empirical support for the TTM has been inconsistent. The TTM 

is a descriptive model based on stage-theory, the construct validity of which has been 

questioned (Armitage, 2009; Callaghan, 2004; Casey, Day, & Howells, 2005; D’Sylva, 

Graffam, Hardcastle, & Shinkfield, 2012; Davidson, Roe, Andres-Hyman, & Ridgway, 2010; 

Drieschner et al., 2004; Littell & Girvin, 2002; Sutton, 2001; West, 2005; Williamson, Day, 

Howells, Bubner, & Jauncey, 2003). The stage theory of the TTM has been challenged for 

being an over-simplification of a naturally complex, multi-dimensional process (D’Sylva et 

al., 2012; Sutton, 2001). The actual number of stages has also been challenged (Carney & 

Kivlahan, 1995; Miller & Tonigan, 1996). Others, still have been unable to find support for 

discrete, mutually exclusive stages proposed by the TTM and rather advocate for a 

continuous process (Armitage, 2009; D’Sylva et al., 2012; Drieschner et al., 2004; Sutton, 

2001; Williamson et al., 2003).  

Another criticism is that the model does not account for social and environmental 

factors, such as social support, resources and contextual cues, likely to influence behaviour 

(Casey et al., 2005; Day, Tucker, & Howells, 2004; West, 2005). Furthermore, non-linear 

change processes, such as that experienced by mental health clients, are unable to be 

explained by the TTM model (McMurran et al., 1998). Finally, the body of empirical 

research is difficult to interpret with any degree of certainty due to the use of different 

measures to assess what stage an individual is at (Armitage, 2009; Casey et al., 2005; 

D’Sylva et al., 2012; Littell & Girvin, 2002; Sutton, 2001; West, 2005).  
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Inconsistent application of these measures, as well as inconclusive support for their 

psychometric properties has led to difficulties in the interpretation and generalisation of 

findings (Armitage, 2009; Casey et al., 2005; D’Sylva et al., 2012; Littell & Girvin, 2002; 

Sutton, 2001; West, 2005). For example, the University of Rhode Island Change Assessment 

Scale (URICA; McConnaughy, Prochaska, & Velicer, 1983) has been adapted to offending 

behaviour (Anstiss, Polaschek, & Wilson, 2011) and has produced mixed results for validity 

and reliability (Polaschek & Ross, 2010; Yong, Williams, Provan, Clarke, & Sinclair, 2015), 

suggesting the measure and the stages of change construct should only be applied to 

offending populations with caution (Yong et al., 2015). 

Despite limited empirical research into the validity of the TTM as it applies to the 

offending population, the model has been commonly utilised within correctional practice 

(Casey et al., 2005). The TTM has been used to evaluate behavioural change for substance 

abuse (D’Sylva et al., 2012), sexual offending (Tierney & McCabe, 2001), intimate partner 

violence (Gilchrist et al., 2015), general violence (Howells & Day, 2006), forensic mental 

health treatment (McMurran et al., 1998), juvenile males (Levesque et al., 2012) and 

motivational programmes (Anstiss et al., 2011; Yong et al., 2015). However, the 

appropriateness of applying TTM to this population has been debated (Anstiss et al., 2011; 

Austin, Williams, & Kilgour, 2011; Burrowes & Needs, 2009; Casey et al., 2005; Polaschek, 

Anstiss, & Wilson, 2010). For example, Casey et al. (2005) and Yong et al. (2015) claim that 

the evidence does not clearly validate its use with people who are undergoing offending 

rehabilitation. Additionally, Burrowes and Needs (2009) suggest that the stages of change do 

not accurately reflect treatment readiness within offending populations.  

One aspect of the TTM which has received a large amount of attention in the 

literature is stage-matching interventions (Prochaska & DiClemente, 1982). A number of 

studies have found support for stage-matched interventions for non-psychotherapeutic health-
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related behaviour change (McMurran et al., 1998; Norcross et al., 2011; Tierney & McCabe, 

2001; Velicer et al., 2013). On the other hand, some reviews have concluded that stage-

matched interventions did not produce long-term improvements (Adams & White, 2003). 

Norcross et al. (2011) noted they were unable to locate any studies which empirically tested 

the effect of stage-matched interventions in psychotherapy on treatment outcomes.  

Therefore, although the TTM appears to have utility in the field of non-therapeutic, health-

related behavioural change, it remains unclear whether or not the TTM can be reliably 

applied to therapeutic assessment and treatment, especially for people in correctional settings.  

In summary, the TTM has the following limitations in its ability to explain and 

understand treatment engagement within correctional settings: (1) oversimplification of a 

multi-faceted process; (2) focus on a linear, staged process over a longer period of time and 

does not account for moment-to-moment changes in treatment engagement; (3) social and 

environmental factors are unaccounted for; (4) it is descriptive and therefore lacks 

explanatory power; (5) the construct itself has not been validated within the offending 

rehabilitation literature and the measures and methodologies which are currently used to 

empirically test the theory do not consistently produce psychometrically robust results; (6) it 

does not account for the influence of the therapeutic alliance, therapist factors and a 

participant’s treatment-related expectations and perceptions on treatment engagement; (7) it 

does not account for the influence of the individual’s capacities or deficits within the change 

process.  

Multi-Factor Offender Readiness Model  

The Multi-Factor Offender Readiness Model (MORM; Ward et al., 2004; Figure 2) 

identifies a variety of internal and external pre-conditions which are thought to influence 

treatment engagement and performance. The model posits that these factors influence how 

ready someone is to commence treatment. The internal pre-conditions for treatment readiness 



MODEL OF ENGAGEMENT FOR CORRECTIONAL PRACTICE 

25 

 

are the participant’s cognitive, affective, behavioural, volitional and identity factors. These 

take into account internal cognitive factors not addressed by the TTM such as the 

participant’s expectations and perceptions of treatment and treatment providers.  

Additionally, in comparison to the TTM, the MORM accounts for external factors 

which can influence readiness. These include the participants’ personal circumstances, 

treatment location, opportunities, resources, support and programme factors. Whilst the TTM 

focuses solely on the individual’s motivation, the MORM provides more depth through other 

cognitive factors (e.g. perceptions and expectancies), the individual’s capacity (or skills) to 

actually participate in the treatment being provided, as well as external contextual factors. 

 

  

 

 

 

 

 

 

Figure 2. Multi-Factor Offender Readiness Model (Ward et al., 2004) 

 

O'Brien and Daffern (2017) found support for the MORM’s assumption that 

individual characteristics predict treatment completion through their influence on an 

individual’s conduct in therapy. They concluded that impulsivity, a lack of goals and poor 

behavioural controls lead to poor conduct in therapy, suggesting lower levels of engagement. 

Casey, Day, Howells, and Ward (2007) developed the Corrections Victoria Treatment 

Readiness Questionnaire (CVTRQ) to assess factors identified in the MORM. A variety of 
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studies with forensic populations have found scores on the CVTRQ predict treatment attrition 

and completion (Alemohammad, Wood, Tapp, Moore, & Skelly, 2016; Beyko & Wong, 

2005; Bosma, Kunst, Dirkzwager, & Nieuwbeerta, 2017; Sheldon, Howells, & Patel, 2010; 

Tetley, Jinks, Huband, Howells, & McMurran, 2012; Wormith & Olver, 2002).  

The MORM therefore, provides a significant addition to the understanding and pre-

treatment assessment of treatment readiness or suitability. However, there are a number of 

limitations in its application to understanding treatment engagement. Firstly, the MORM 

makes the assumption that the internal and contextual factors are static, or unchanging. The 

authors suggest, “those who are ready will engage better in treatment” (Ward et al., 2004, p. 

665).  Although it makes sense that when one is ready for treatment they will be more likely 

to engage in treatment, we cannot assume that readiness at pre-treatment will equate to a 

consistent level of engagement throughout the entire course of treatment. The MORM 

therefore does not explain and account for temporal variation in engagement.   

Secondly, the MORM does not provide a clear definition of readiness or engagement. 

The authors suggest that engagement is “observably evident from rates of attendance, 

participation and completion” (Ward et al., p. 665). It makes sense that attendance in 

treatment is a requirement for engagement to occur (i.e. you can not engage in treatment if 

you are not there) rather than evidence of engagement and does not necessarily mean 

someone is engaged every time they are in attendance. Therefore when attendance, and 

completion (as discussed earlier), are used as proxies for engagement, the question remains; 

what does engagement look like once the individual is attending the treatment sessions? 

The third limitation of the MORM is that although it takes into account contextual 

factors and the individual’s capacity for change within a specific style of treatment it does not 

account for influence of therapist factors and the therapeutic alliance on treatment 

engagement. The therapeutic alliance is a critical requirement for successful treatment (Del 
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Re, Fluckiger, Horvath, Symonds, & Wampold, 2012; Meier, Barrowclough, & Donmall, 

2005; Patterson, 1984; E. C. Ross, Polaschek, & Ward, 2008). As social beings, our 

cognitive, affective and behavioural experiences are shaped not only by our physical 

environment but also, and perhaps more importantly, by our social world (Ward, 2017; Ward 

& Heffernan, 2017). Thus it makes sense that the interactions between the participant and 

therapist during treatment will also influence the participant’s engagement (see chapter three 

for a full discussion of the therapeutic alliance).  

Finally, the model is descriptive in that it provides a framework in which to 

conceptualise factors that influence readiness for treatment. However, it does not provide any 

explanation of the causal mechanisms underpinning readiness or treatment engagement. 

Although the CVTRQ (Casey et al., 2007) appears to predict treatment completion, why and 

how this is occurs is not answered by the MORM. Therefore the MORM lacks explanatory 

power and should be considered a framework rather than a robust theory (Ward et al., 2004). 

Despite these limitations, the model does have practical utility in that it give guidelines for 

what to consider during pre-treatment assessments of suitability.     

In summary, the MORM is useful in that it has practical applications for pre-treatment 

assessment taking into account a variety of internal and external factors that contribute to an 

individual’s readiness for treatment. The MORM does however have the following 

limitations in its ability to provide an explanation of engagement; (1) it does not account for 

temporal variation, (2) it conceptualises engagement as dichotomous, (3) it does not take into 

account the influence of the therapeutic alliance on the participant, and (4) the model fails to 

provide a clear definition of treatment engagement.  

Programme Engagement Theory  

The Programme Engagement Theory (PET; Holdsworth et al., 2017) is comprised of 

two models and was developed in an attempt to explain the process of Group Offending 
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Behaviour Programme (GOBP) engagement. The model is shown in Figure 3 and proposes 

that a group member’s engagement is the result of the group member undergoing the 

behavioural change process and the facilitator’s role in facilitating this process. The PET 

proposes that this process is made up of three core stages, each comprised of the facilitator’s 

and group member’s “mutually contingent” positions, roles and aims within the treatment 

programme.  

The first stage is “getting started”. For the facilitators, this involves “setting the 

scene” by dealing with initial resistance, instilling the perception of choice and shifting the 

focus from group members’ offending to their strengths. For the group members, this 

involved “negotiating the group” by establishing their position within the group, relating to 

others by finding commonalities and establishing emotional attachments.  

 

 

 

 

 

 

 

 

 

 

 

Figure 3. The Programme Engagement Model (Holdsworth et al., 2017) 
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The second stage is “working”. For the facilitators, this involved “establishing their 

role and position” by managing group members’ expectations of them through appropriate 

personal disclosure, developing personalised treatment plans and linking the content to their 

personal circumstances. For the participants, this involved “moving on as a group” by 

carefully considered self-disclosure and working together toward change.  

The final stage in the PET is “getting somewhere”. For the facilitators, this involved 

“recognising and sustaining engagement” by acknowledging participation through 

motivational interviewing techniques such as affirmations, reflective listening and open-

ended questions (Miller, 2013) and other reinforcement contingencies.  For group members, 

this involved “acknowledging and accepting” the past and their offending and taking 

initiative for making changes by applying the programme concepts and practicing the new 

skills.   

This model progresses theory development in the area of offender rehabilitation 

engagement in a number of ways. Firstly, it emphasises the role the therapeutic alliance has 

in establishing and maintaining engagement. The model highlights that the presentation and 

competence of the facilitator within treatment plays a crucial role in the attitudes of the group 

members and their willingness to participate. As such, this model incorporates a relational 

component which many others do not.  

Secondly, the PET conceptualises engagement as an integrated process comprising a 

variety of processes at work to deliver what we see as engagement. A further strength of the 

PET is its practical utility, or ability to provide guidelines for practice. For example, this 

model proposes that personalised treatment frameworks support engagement and thus 

suggests that individualising interventions within manualised group therapy is beneficial. 

Finally, it is promising that the PET provides a clear definition of engagement as “all the 
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efforts that clients make during the course of treatment (both within and between sessions) 

toward the achievement of changes (treatment outcomes)” (Holdsworth et al., 2014, p. 430).   

The PET does however have a number of limitations which restrict its explanatory 

power. Firstly, the model does not account for contextual barriers and facilitators of 

engagement. Although the authors make mention of the group members’ internal 

determinants, and the “resources” of the facilitators, the model does not explain how these 

actually influence engagement. Secondly, the model described a staged and linear process of 

increasing engagement, which is unable to account for temporal fluctuations and contextual 

variation in engagement, nor can it explain differing levels of engagement between group 

members. The model description makes no mention of the role that group members’ 

competence or capacities has on their ability to actually do the treatment and thus the 

influence these have on engagement.  

Furthermore, the second stage of the PET, “working”, posits that engagement leads to 

the alignment of group members’ knowledge and attitudes to the programme aims. This 

seems counter-intuitive. The model assumes that when group members’ knowledge and 

attitudes are aligned with the programme, engagement has already occurred. I argue however 

that this alignment is a pre-requisite to engagement in that when group members’ attitudes 

and the programme aims are in sync, engagement will ensue (e.g. Sturgess et al., 2016). Thus 

I propose that collaboration on aims and goals between participant and therapist is a 

requirement for engagement rather than an outcome of it. Finally, the third stage of the PET, 

“getting somewhere”, describes group members making active efforts to apply the 

programme concepts as part of the engagement process. I argue that this skills application is 

instead the outcome of high levels of engagement and in fact, is the intended outcome of 

treatment.  
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Readiness to Change Framework  

In response to criticisms of the TTM, Burrowes and Needs (2009) developed the 

Readiness to Change Framework (RCF). This framework was conceived specifically for 

correctional treatment programmes and is made up of two interacting models. The first model 

is the ‘context of change’ which is made up of three parts; (1) the individual/personal factors, 

(2) the catalyst for change, and (3) the environment in which change is to occur. These three 

factors interact multi-dimensionally (depicted in Figure 4) to comprise the full context. This 

context can be impeded by one or more of ten ‘barriers to change’ which is the second 

model.  

These ten barriers to change are described in Table 1 and are largely made up of the 

individual’s perceptions of treatment and the change process. The RCF makes four core 

assumptions about the change process. Firstly, an individual’s readiness to change is non-

linear, dynamic and fluctuating (as determined by the context of change and presence of 

barriers to change). Secondly, readiness to change is influenced by internal and external 

factors. The third assumption is that change requires the lowering of barriers. Finally, barriers 

to change are common for different types of behaviour. 

 

 

 

 

 

 

 

 

Figure 4. Readiness to Change Framework: Context of Change (Burrowes & Needs, 2009) 

Individual 

Environment Catalyst 
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The RCF is therefore a useful tool in conceptualising the different factors that 

influence someone’s readiness to change. It specifically addresses some of the key concerns 

with the TTM such that the RCF refers to the dynamic and fluid nature of readiness and 

includes external and contextual factors. Additionally, in comparison to the TTM, the RCF 

describes important cognitive factors such as an individual’s perceptions and expectations, 

not only of the change process, but also of the means through which they progress toward 

change (i.e. treatment). 

 

Table 1.  

 Readiness to change framework: barriers to change. 

Barriers to Change  

Perceived importance of change 

Perceived need for change 

Perceived level of personal responsibility 

Perceived costs and benefits of change 

Perceived sense of urgency to change 

Perceived ability to change 

Perceived ability to maintain change 

Perceived costs associated with the means to change (e.g. treatment) 

Perceived suitability and efficacy of the means to change (e.g. treatment) 

The realities of change  

 

Unfortunately, the model does not account for the influence of the therapist and 

therapeutic alliance on the change process. Secondly, this model refers specifically to 

readiness and not necessarily engagement. The model does not clearly define the concepts of 

readiness or engagement making it difficult to understand what exactly they are referring to. 

Additionally, the model is descriptive, and provides a framework which may hold practical 

utility. It is likely to be useful for treatment providers to guide their pre-treatment assessment, 

particularly in identifying barriers that could hinder treatment progress. However, it does not 
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attempt to provide a causal explanation for why the therapist might observe these particular 

barriers, how they interfere with the context or how the factors making up the context interact 

and influence readiness. Mossière and Serin (2014) comment that the RCF may “not only be 

able to indicate whether an offender is ready for change, but may also indicate the particular 

barriers which appear to be obstructing change” (p. 385). However, at this time, no empirical 

research has been conducted to validate the model.   

Integral Conceptualisation of Treatment Motivation  

Drieschner et al. (2004) highlight the conceptual confusion associated with 

motivation, engagement and readiness in the literature. They identified three key sources for 

this confusion including; “(a) negligence of the concepts’ intrinsic relationship with 

behaviour, (b) entanglement of the concept with its determining factors and behavioural 

consequences, and (c) conceptualization in a stage model” (p. 1115). In light of these 

concerns, Drieschner et al. (2004) developed the Integral Conceptualisation of Treatment 

Motivation (ICTM; see Figure 5).  

The ICTM model distinguishes treatment motivation from treatment engagement. In 

this model, treatment motivation is conceptualised as “the patient’s motivation to engage in 

treatment” (p. 1130) and treatment engagement is conceptualised as “the patient’s 

behavioural engagement as required by the particular treatment approach” (p. 1130).  The 

construct of “treatment motivation” is separated into six inter-related “internal determinants” 

reflecting cognitive and affective factors including: the level of suffering caused by the 

problem behaviour, outcome expectancy, problem recognition, perceived suitability of 

treatment, perceived costs of treatment, and perceived external pressures. “Treatment 

engagement” then arises from the interaction between the internal determinants of treatment 

motivation and the individual’s “limitations to volitional control” (i.e. their capacity to 

actually do the treatment). Treatment engagement, along with “problem characteristics” (i.e. 
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the type of problem being treated) and “treatment effectiveness” (i.e. the type of treatment 

being delivered) leads to “treatment outcomes”. The authors emphasise that although 

contextual factors (such as the individual’s circumstances, demographics and events) are 

important, these effect treatment motivation by influencing the internal determinants. That is, 

the internal determinants mediate the influence of external factors on treatment motivation.  

 

 

 

 

 

 

 

 

 

Figure 5. Integral Conceptualisation of Treatment Motivation (Drieschner et al., 2004)  

 

This conceptualisation is useful as it addresses a number of limitations of the models 

previously described. Firstly, the ICTM explicitly separates the constructs of treatment 

motivation, engagement and outcomes, accurately identifying them as related and likely 

predictive but not the same thing. Secondly, the ICTM is dynamic. Within the model, 

changes to internal determinants can result in changes to treatment engagement. As cognitive 

and affective processes are fluid, this helps to conceptualise treatment engagement as a 

dynamic phenomenon, accounting for changes across time.  

Thirdly, the model includes both the influence of the individual’s capacity to engage 

(in the ICTM, this is labelled “limitations to volitional control”) and separates this from 
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internal motivation. For example, an individual may be motivated for treatment, but be 

unable to participate in specific activities due to difficulties with literacy or comprehension. 

Thus it is also notable they have included the important influence that intervention choice 

(i.e. treatment effectiveness, problem behaviour) can have on the treatment outcome. 

However, I would argue that the intervention choice should come before treatment 

engagement, as the choice of intervention is likely going to determine the ability or 

willingness of the individual to actually achieve the behavioural expectations of the treatment 

(i.e. treatment engagement).  

Although the ICTM brings us further toward a clearer understanding of the role of 

treatment in behavioural change, it has two significant limitations. Firstly, although the model 

makes mention of external determinants (i.e. contextual factors), it does so only in passing, 

without full exploration of their influence. The ICTM acknowledges the importance of 

contextual factors but states this is is an indirect relationship mediated by internal 

determinants, without attempting to explain how they do this. They also do not detail what 

these external determinants might be. The difficulty with this is that it limits the practical 

utility of the model in modifying the individual’s cognitive and affective states in order to 

increase motivation and therefore engagement. By excluding a detailed description of 

external factors, practical application is limited only to modifying the individual rather than 

the context.  

Secondly, the model does not take into account the relational nature of treatment. 

They mention the therapeutic alliance in their discussion about “perceived suitability of 

treatment”, however this refers specifically to the individual’s perceptions and does not 

discuss how the therapist and their interactions can influence this process. These two details 

affect the practical utility of the model in so far as they remove two sources of variance (i.e. 

the therapist and the external factors) which, if changed, could influence treatment 
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engagement. The model therefore assumes that the only way to enhance treatment 

engagement is by modifying the individual’s cognitive and affective states. However, 

modifying the individual requires them to be engaged in treatment, creating a ‘catch 22’ type 

scenario. It is practically useful to also consider the external determinants and therapist 

factors that can be changed to enhance treatment engagement, which may also be less 

resource intensive. For example, instead of individual one-to-one motivational interviewing 

to adjust the individual’s perceptions of the costs of treatment, actually reducing the costs of 

treatment and removing external barriers (e.g. like financial costs, lost wages, high levels of 

anxiety and safety concerns) may be less resource intensive.    

Conceptual Model of Treatment Responsivity 

Serin and Kennedy (1997) first investigated treatment responsivity with offending 

populations and developed a broad responsivity model called the Conceptual Model of 

Treatment Responsivity (CMTR; Figure 6). The model described a variety of factors 

influencing treatment responsivity including the treatment setting, offender characteristics, 

therapist characteristics, treatment intensity, and motivational issues. Treatment responsivity 

can influence treatment outcomes. Firstly, “treatment responsivity” is comprised of a variety 

of inter-related participant, therapist, and contextual factors which contributes to 

“treatability” and “treatment effectiveness”. As a result, variables such as motivation, 

readiness, compliance, participation and treatment gains are affected, ultimately determining 

treatment outcomes or “generalization”.  
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Figure 6. Conceptual Model of Treatment Responsivity (Serin & Kennedy, 1997) 

 

It is promising that this model has incorporated the therapist, therapeutic alliance and 

the important role they play in treatment responsivity; highlighting the relational component 

adds more conceptual depth to our understanding of engagement. Furthermore, they have 

considered the important role that external and contextual factors play on an individual’s 

presentation in treatment. Another strength of the model is that it encompasses internal 

factors and some aspects of participant capacity through offender characteristics and 

motivational issues. Finally, although not discussed by the authors, the model can 

accommodate temporal variation and the continuous nature of engagement through changes 

in factors that influence treatment responsivity.  

The model itself, however, is very broad, generic and descriptive. It lacks depth and 

specificity, leaving its practical utility questionable. The model describes how treatment 

responsivity influences treatment gains through treatability and treatment effectiveness and 
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provides a very broad list of internal and external factors that can influence responsivity. This 

list is neither exhaustive nor conceptually clear. It merely provides a framework within which 

to describe where responsivity sits in the process of treatment delivery.  

Another limitation of this model is that responsivity and engagement remain 

conceptually unclear. Responsivity is likely an outcome of a variety of factors and not 

necessarily a specific phenomenon in itself (Ward et al., 2004). The problems with the 

concept of engagement were discussed earlier in this thesis and Day et al. (2010) agree that 

the concept of responsivity has also not been clearly defined in the literature. Furthermore, 

this model does not explain the links, or lack thereof, between responsivity and engagement. 

In the CMTR, Serin and Kennedy (1997) describe motivation, readiness, compliance, 

participation and treatment gains. However, how these are causally related and how we can 

influence them to enhance outcomes remains unclear within the CMTR. Unfortunately, this 

model has not been empirically investigated and indeed Mossiere and Serin (2014) noted 

there has been no validation of CMTR.   

 

Critical Features for a Theory of Treatment Engagement 

In this chapter, I have reviewed current conceptualisations of engagement as well as 

six models that attempt to improve understanding of treatment engagement. This literature 

review highlights a number of requirements that should be met for a theory to be strong and 

robust. I have identified nine critical features which I believe should be used to evaluate 

models of engagement.  
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These nine evaluative criteria are;  

 temporal variation 

 continuum 

 explanatory power 

 therapeutic alliance 

 external factors 

 internal factors 

 participant competence 

 practical utility 

 definitional clarity 

Recent research suggests that levels of engagement are dynamic in that they can 

fluctuate over time in response to changes in psychosocial variables (Holdsworth et al., 

2014). Therefore the first evaluative feature is temporal variation. This refers to the ability 

for a model to accommodate changes to engagement over time. The second feature, 

continuum refers to the ability for the model to accommodate an individual becoming 

increasingly or decreasingly engaged due to changes in internal and external cues.  

Ward (2014) suggests that a good theory should incorporate the causal mechanisms 

underpinning the phenomenon of interest. If the model is only concerned with the 

determinants (e.g. readiness factors) and outcomes (e.g. completion) as proxies for 

engagement, it is unable to explain and account for what is observed during treatment. If the 

model includes causal mechanisms underpinning engagement in the treatment process, it has 

stronger explanatory power.   

The therapeutic relationship has been shown to have a significant effect on treatment 

outcomes across a range of psychotherapeutic interventions (e.g. Orlinsky, Ronnestad, & 

Willutzki, 2004), including in correctional treatment settings (e.g. Taxman & Ainsworth, 
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2009). Therefore, I argue this is a critical feature for any model of engagement to incorporate. 

Here, the therapeutic alliance refers to whether or not the model has incorporated the 

relationship between the therapist and the participant and the role this has on engagement.   

As has been noted by many researchers; the social context and the setting in which 

treatment takes place play a pivotal role on the presentation of participants within treatment 

(Holdsworth et al., 2014; McMurran & Ward, 2010). To accommodate this, the external 

factors feature refers to whether or not the model explicitly includes the influence of external 

contextual, social and environmental variables.  

Similarly, internal participant characteristics such as motivation, perceptions and 

expectations influence a participant’s engagement in treatment (Holdsworth et al., 2014; 

McMurran & Ward, 2010). Thus the internal factors feature refers to whether not the model 

includes the internal psychological (i.e. cognitive and affective) characteristics of the 

individual and the role these have on their engagement.  

Additionally, participant competence refers to the ability for the individual to actually 

participate in and do the treatment tasks. There is evidence that individuals who have attained 

higher levels of education (Bosma et al., 2017; Sturgess et al., 2016) are more likely to 

participate in and complete treatment. This suggests that the capacity to learn and other 

competencies such as social skills and emotional regulation support treatment engagement.  

As with any model or theory, an important feature is its ability to inform and enhance 

practice (Ward, 2014). Practical utility refers to whether or not the model can be applied to 

identify barriers to and facilitators of engagement and to support practitioners to develop 

strategies to enhance engagement.  

Finally, as discussed earlier in Chapter 2, definitional clarity is a critical task in theory 

development (Ward, 2014) and refers to whether or not the model has provided a clear 

conceptualisation of engagement. This must be broad enough in scope to accommodate 
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different styles of treatment, but also specific enough that it can guide the practitioner’s 

assessment of the participant’s engagement during a particular programme of treatment.   

I have applied these criteria to the six models reviewed earlier in this chapter (Table 

2). The column on the left shows the nine critical features described above. The following 

columns represent my evaluation of whether or not each model has achieved each individual 

criterion. As can be seen in Table 2, none of the current models adequately accommodates all 

nine features, with explanatory power lacking across all six models. 

 

Table 2.  

Engagement model adherence to critical features of a theory of engagement.  

Features TTM MORM PET RCF ICTM CMTR 

Temporally Variation  X X    

Continuum X X X    

Explanatory Power X X X X X X 

Therapeutic Alliance X X  X X  

External Factors X  X  X  

Internal Factors       

Participant Competence X  X    

Practical Utility     X X 

Definitional Clarity X X  X  X 

 

Note. TTM = The Transtheoretical Model (Prochaska & DiClemente, 1983; DiClemente & 

Norcross, 1992), MORM = Multi-Factor Offender Readiness Model (Ward et al., 2004), PET 

= Programme Engagement Theory (Holdsworth et al., 2017), RCF = Readiness to Change 

Framework (Burrowes & Needs, 2009), ICTM = Integral Conceptualisation of Treatment 

Motivation (Drieschner et al., 2004), CMTR = Conceptual Model of Treatment Responsivity 

(Serin & Kennedy, 1997). 

 

 

The aim of this thesis is to develop a model of engagement that closes the gaps in our 

understanding by accounting for all nine features, thus proving to be a sound and robust 

theory of engagement. These criteria will be revisited in chapter five in order to evaluate the 

Model of Engagement for Correctional Practice. In the following chapter, I will suggest some 
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theoretical tools which can be used to enhance our understanding of engagement and which 

have informed the development of my Model of Engagement for Correctional Practice 

(MECP). 
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Chapter 3 – Theoretical Tools 

 

In the development of the MECP, I have made a number of assumptions which utilise 

and build on previously validated psychological concepts and ideas. In this chapter, I will 

provide an overview of the four key theoretical commitments which have informed the 

development of the MECP; evolutionary theories of human functioning, human agency, 

values and norms, and the therapeutic relationship.  

 

Evolutionary Theories 

I propose that engagement is a composite construct comprised of multiple adaptive, 

goal-directed behaviours which are aimed at achieving a particular valued outcome. As such, 

engagement is best understood as arising from normative psychological and social systems 

functioning within a given environment. In order to develop a theory of engagement, I must 

adhere then to a number of theoretical commitments to human functioning and behaviour. 

Here, I will describe three evolutionary theories I believe provide a sound platform on which 

to build my theory of engagement. These are (1) subjectivity (Walsh, 2015) and the first-

person perspective (Baker, 2011; Neisser, 2015), (2) emotional systems (Maiese, 2011) and 

(3) prediction (Hohwy, 2013) and prospection (Seligman, Railton, Baumeister, & Sripada, 

2016).  

The Subjective First-Person Perspective 

The first theoretical commitment is to subjectivity (Walsh, 2015) and our unique and 

robust first-person perspective (Baker, 2011). Humans have evolved the conceptual ability to 

differentiate ourselves from others and the world around us, and to know that we interact with 

other people and objects in our environment (Baker 2011; Neisser, 2015). We are able to 
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orientate ourselves to time and space in relation to other individuals and things in our 

environment, such as resources and opportunities (Baker, 2011; Neisser, 2015). We also have 

the capacity to plan for and make predictions about the future (Howhy, 2013; Seligman et al., 

2016). This capacity requires us to have adaptive internal working models (i.e. knowledge) of 

ourselves, other people and the world around us, including an awareness of the potential 

opportunities for and barriers to the attainment of goals. These adaptive models develop from 

and are moulded by our experiences.  

Evolutionarily, these adaptive models benefited humans in being able to search for 

food sources, avoid predators, find shelter and seek out appropriate mates (Neisser, 2015). 

For example, if an animal goes hunting for prey, it must be able to differentiate prey from 

predator, track the prey, return to its dwelling and chose which other animals to share the 

food source with. In the modern world, the capacity to mentally represent the world helps us 

to interact with our environment, establish and maintain relationships, and ensure our 

physical and psychological needs are being met.  

I propose that this subjective, first-person perspective capacity (i.e. to mentally 

represent our self, others and the world) plays a role in how and why people engage in 

treatment to varying degrees at different points in time. An individual will act in a manner 

that is of benefit to him or her, taking into account their models of themselves, other people 

and their environment. For example, if a participant has models of other people as being 

untrustworthy and unpredictable, their goal may be to maintain superficial relationships so as 

to avoid disappointment. They may therefore be less likely to disclose personal information 

within the treatment setting and present as very quiet so as not to leave themselves 

vulnerable.  
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Emotional Systems and the Affective Lens 

The second theoretical commitment is to the emotional systems of human beings 

(Maiese, 2011). Evolutionarily, emotions systems have assisted organisms to identify 

beneficial resources and avoid potential dangers. Animals then, including humans, possess 

what could be referred to as an affective lens (Ward, 2017) or affective frame (Maiese, 2011), 

a capacity which helps with the appraisal of objects, places and others as either harmful or 

beneficial, undesired or desired. Emotions therefore assign meaning to the world and this 

guides the organism’s motivation, attention, memory and evaluations.  

I posit that this affective lens plays a crucial role in the presentation of behaviours 

observed within treatment. An individual’s emotions are likely indicators for what is harmful 

or beneficial to them within treatment, thus they will shape the individual’s perceptions of 

their experiences within treatment. For example, when someone experiences high levels of 

anxiety or embarrassment when receiving constructive feedback, they may interpret this as a 

personal attack.  

Prediction and Prospection 

The third theoretical commitment is to the mind as a predictive engine (Hohwy, 2013) 

and our capacity for prospection (Seligman et al., 2016). Humans have a unique capacity to 

predict possible outcomes of different actions, based on prior knowledge, learning and 

experiences. This predictive capacity (i.e. for prospection) helps individuals to evaluate 

internal (i.e. cognitive, affective) and external (i.e. social, environmental) cues, assess 

different options for action, and foresee the potential outcomes for those actions.  

Evolutionarily, this would have been beneficial for individuals as they would be able 

to plan (implicitly or explicitly) for hunting and gathering activities, finding shelter and 

choosing a mate. Seligman et al. (2016) described this eloquently in their description of 

prospection; “Prospection is a label for the mental process of projecting and evaluating future 
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possibilities and using these projections for the guidance of thought and action” (p. 6). The 

causal models and affective lens discussed above are crucial in guiding this goal-directed 

cognitive task.  

I propose that this process also plays a crucial role within treatment. An individual 

will implicitly or explicitly evaluate internal and external cues and use these to guide their 

projections. They will make predictions about what actions are possible and form 

expectations concerning the consequences (both harmful and beneficial) of those actions at a 

particular time in the given context. This process supports decision-making, and will 

ultimately influence the behaviour observed within treatment. It is important to note that 

prospection is not necessarily a conscious or deliberate cognitive task. In many cases it will 

be relatively automatic and unconscious, particularly for well-rehearsed behaviours or 

familiar situations. For example, if a participant has learned that aggression is an effective 

way to resolve interpersonal problems, they may present within treatment as hostile, 

threatening or intimidating toward others. In this example, the expectations of violence are 

positive, such as relief from unpleasant emotions or feeling powerful and in control.     

From these three theoretical commitments, it is clear that individuals have a uniquely 

subjective first-person perspective from which they mentally represent themselves, the world 

and other people. This is coloured by their affective lens and supports their predictive 

capacities (i.e. goal-directed tasks). This is all moulded and influenced by their prior 

experiences and the current external and internal cues. I believe it is important to 

accommodate this understanding of human functioning into any theory of engagement when 

engagement is conceptualised as a set of adaptive, goal-directed behaviours.   

Human Agency 

My second theoretical commitment is to human agency; the capacity for an individual 

to act as an independent, autonomous agent where they are able to act on the basis of their 
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own choices (Durrant & Ward, 2015; Ward, 2017). In comparison to many other species, 

humans have the ability to actively and consciously choose which practices to engage in and 

which practices to avoid. That is, humans can engage in adaptive, goal-directed behaviour. In 

order to do this, one must be able to formulate goals, identify strategies for achieving those 

goals, evaluate the effectiveness of those strategies in helping them achieve those goals, and 

then adjust their practices accordingly. Agency can be defined as the capacity to respond to 

internal and external cues in a goal-directed manner (Durrant & Ward, 2015). This was 

conceptualised in terms of offending by Heffernan and Ward (2015) in their Agency Model 

of Risk (AMR; Figure 7). 

The Agency Model of Risk (AMR; Heffernan & Ward, 2015)  

The AMR conceptualizes agency as being comprised of three levels; systems, social 

roles and personal identity, each linked with various needs and values which motivate an 

action sequence. The action sequence is comprised of three agentic processes; goals, 

strategies and implementation. The levels of agency are triggered by internal and external 

cues, which motivate the agent to form a goal in order to meet their needs. The systems level 

refers to the individual’s physiological and biological needs. The social role level refers to the 

individual’s perceptions of themselves in relation to others and the role they play in the 

world. The personal identity level refers to the individual’s values and beliefs about him or 

herself and their purpose in life.  

Different levels are not necessarily separate but each can be more or less salient at 

different points in time, depending on the contextual cues triggering them. For example, if an 

individual is attending the first session of a group-based therapy programme, they may 

prioritise getting to know other group members and their therapists, in order to establish their 

role within the group and maintain their safety. Motivation could arise at the level of the 

social role (e.g. I will control the group and keep others safe), personal identity (e.g. I need to 
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be in control of my situation), systems (e.g. My heart is beating fast, I need to alleviate my 

anxiety) or any combination of these levels. When a level is activated, the three processes 

(goals, strategies and implementation) act to transform the value into a tangible goal. As a 

result strategies are devised, actions are carried out and outcomes are evaluated. It is 

important to note that this process is not necessarily occurring within the individual’s 

awareness, and that it is an ongoing interaction between the individual and their context. 

 

 

 

 

 

 

 

 

Figure 7. Agency Model of Risk (AMR; Heffernan & Ward, 2015).  

 

The goals component involves the individual identifying tangible goals which they 

can achieve as a means to attain salient values. Goals are the specific outcomes that actions 

aim to achieve and are determined by the individual’s values and beliefs. For example, the 

individual described in the above example may be motivated by the need to feel a sense of 

connection with others (e.g. I want others to like me) in the group and may form the goal to 

quickly establish a bond with other group members. 

The strategies are the specific sequence of actions or behaviours that are undertaken 

to achieve the goal. The individual must identify possible actions and their possible 

outcomes, essentially using prospection (Seligman et al., 2016). They must then choose what 
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they expect to be the most effective strategy for achieving their goal. This will be determined 

by the current context and their previous experiences. It is likely that this process continues to 

develop over time, becoming more automatic and unconscious as certain goals and strategies 

are reinforced by their outcomes. Using the example above; if the value is connection and the 

goal is to develop a bond with other group members, strategies could include flattery of other 

group members, sharing personal information, offering support, or proving comic relief.  

The third process described by Heffernan and Ward (2015) is implementation. This 

involves applying the strategies and evaluating their effectiveness in goal attainment. Where 

a strategy was successful, it will be reinforced by the attainment of goals and values and will 

be more likely to occur again in the future, becoming more embedded in the individuals’ 

psychological and behavioural repertoire. Where a strategy was unsuccessful, the individual 

will reassess the strategy and/or goal and perhaps formulate other, more effective strategies, 

or change their goal. Continuing with the above example, if the individual finds that they are 

unable to form meaningful connections with other group members, they may turn their 

attention to forming a bond with the therapist. Alternatively, they may find their motivation 

has changed (e.g. I need to be in control) and so devise alternative goals (e.g. establish 

himself as the dominant group member) and strategies (e.g. talk over others, stop following 

instructions). 

We can therefore summarise the core capacities required for agency as; (1) the ability 

to set goals based on salient values, (2) the ability to identify, and predict the outcome of, 

potential strategies to achieve those goals and (3) the implementation and evaluation of these 

strategies. In the model described in this thesis, the agency component is comprised of these 

three core capacities.   
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Values and Norms 

A third core theoretical commitment guiding the development of this theory of 

engagement is to values and norms. Values are the enduring beliefs and ideals held by 

members of a social group that determines what is good, right, beneficial, important, 

worthwhile and meaningful (Sadler, 2005; Ward & Heffernan, 2017). Essentially, they are 

the principles we hold that we chose to live by. Norms are the rules and standards that govern 

what practices will help us achieve these values, how we evaluate and judge those practices, 

and how they are to be rewarded or punished (Sadler, 2005; Ward & Heffernan, 2017). 

Essentially, norms regulate our actions to support our values. For example, if one values 

‘fairness’, then ensuring equal access to resources would be the norm. If one values 

‘connection with others’, then establishing and maintaining close and meaningful 

relationships would be the norm.  

It is thought that values and norms have their origins in evolutionary processes, where 

they guided action to optimise the chances of survival (Johnson, 2014). Thus it is likely that 

norms are informed by and do inform the subjective first-person perspective (Walsh, 2015; 

Baker, 2011), emotional systems (Maiese, 2011; Ward, 2017) and prospection/projection 

(Howhy, 2013; Seligman et al., 2016) described above. If values and norms are determined 

by and influence our subjective first-person perspective and affective lens, it makes sense 

they will also guide our projections about future possibilities. I propose that there are four 

types of norms that will influence engagement through their impact on a participant’s 

behaviour within treatment. These are prudential, ethical, social and epistemic norms.   

Prudential Norms 

Prudential norms reflect doing what is important and meaningful to the individual and 

thus what should be prioritised. In other words, prudential norms can be conceptualised as the 

means to achieving ‘goods’ or ‘human needs’ required for wellbeing (McMurran & Ward, 
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2004). For example, an individual might strive for the human good of ‘relatedness’ and hold 

the norm that helping other people is the right thing to do to achieve this. Within the context 

of treatment, an individual may value the human good of ‘inner peace’, free from stress and 

emotional turmoil. They may maintain an aggressive façade that gives the impression of them 

being dangerous so that others will not threaten their safety. 

Ethical Norms 

Ethical norms are similar to prudential norms in the sense that they reflect morals; the 

rightness or wrongness of practices, however, in comparison to prudential norms, ethical 

norms are held by the wider social/cultural group and often reflect an attempt at addressing 

diversity to achieve overall wellbeing for the whole social group. For example, in general 

western society ethical norms have led to forbidding behaviour that can harm other people, 

providing everyone with access to health-care and ensuring all children receive an education. 

The written law is a reflection of a society’s ethical norms.  

Social Norms 

Social norms reflect the expected practices of members of a particular social group 

and/or a social role in order to achieve productivity, cohesion, conformity, collaboration 

and/or relatedness between members. As such they are associated with a specific social 

context. For example, the expected behaviours in the role of a mother, like displaying 

physical affection, may be different to the expected behaviours in the role of a therapist, 

where displays of physical affection would be inappropriate. Another example would be an 

individual who, when they are with their peer group, uses drugs but would not do this in front 

of their children when carrying out their role as a father. Within the treatment context, an 

individual may find the social norms of therapy incongruent with the social norms of prison 

culture. For example, talking about their emotional experiences in their peer groups could be 

punished, but rewarded within therapy. When therapy occurs within a group setting, this 
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could cause an internal conflict for the individual where they have to decide which normative 

practices (e.g. to talk about their emotions or to avoid this) to engage in.   

Epistemic Norms  

Epistemic norms regulate the acquisition of knowledge, beliefs or ideas; essentially 

norms about the process of learning. Epistemic norms determine what knowledge is 

important to acquire and how to acquire it based on the required tasks and the context. They 

govern the everyday process of learning by influencing what sorts of knowledge one places 

importance on and what evidence and sources of knowledge one finds trustworthy or useful. 

Epistemic norms will influence who is called on for advice or information, whether or not it 

is perceived as worthwhile or helpful and if it is put into action. For some individuals other 

people may be a reliable and useful source of new information, others may only trust their 

own experiential learning. Within the treatment context, a participant who holds negative 

views of authority figures will be unlikely to place value on the learning opportunities 

provided by therapists, particularly if the therapist displays practices which reinforce their 

beliefs about authority figures.   

In summary, values are overarching principles which guide and motivate our actions 

whilst norms are the concrete rules governing appropriate practices to achieve our values. It 

seems plausible to surmise then, that norms and agency are inextricably linked. Where an 

individual is setting goals, establishing strategies and evaluating their effectiveness, norms 

will play a role in guiding this process. They will influence what goals are set based on the 

individuals’ values, what strategies are thought to be available and appropriate, how effective 

those strategies will be and how those strategies are evaluated. Norms will also govern how 

other people respond to these agentic processes, and whether or not they are rewarded or 

punished within the context in which they are practiced. Given the pervasiveness of values 

and more proximately, norms, governing our actions in all aspects of life (Ward & Heffernan, 
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2017), along with this suggested influence on agentic processes, it seems prudent to include 

them in a theory of engagement. If engagement is the set of practices being demonstrated, 

then norms must be, in some way, guiding those practices.  

Therapeutic Relationship 

A fourth and final theoretical tool I utilise in the development of my theory of 

engagement is the therapeutic relationship as a crucial and pervasive influence on 

engagement and consequently treatment outcome. The therapeutic relationship has been 

conceptualised and investigated across a broad range of therapeutic approaches and contexts 

(Orlinsky et al., 2004). Empirically, the quality of the therapeutic relationship has been 

positively associated with treatment outcomes across a range of therapeutic styles, presenting 

problems and treatment settings, including (Barnao, Ward, & Casey, 2016; Ellis, Simiola, 

Brown, Courtois, & Cook, 2017; Hewitt & Coffey, 2005; Horvath, Re, Flückiger, & 

Symonds, 2011; Meier et al., 2005) improved outcomes for domestic violence treatment (Taft 

& Murphy, 2007), sexual offending treatment (Beech & Hamilton-Giachritsis, 2005) and the 

prison population (Huffman, 2013). Given that there is a general consensus that the 

therapeutic relationship plays a crucial role in treatment outcomes across the psychological 

and counselling literatures, it is curious then, that it has received such little theoretical and 

empirical attention in the field of forensic treatment.  

Despite this extensive interest in the therapeutic relationship in the wider therapeutic 

treatment literature, the concept remains poorly defined due to the use of diverse 

terminology, measurement tools, and understandings across different therapeutic approaches. 

The American Psychological Association broadly defines the therapeutic relationship as “the 

feelings and attitudes that therapist and client have toward one another and the manner in 

which these are expressed” (Norcross & Lambert, 2011, p. 5). I will be using this definition 
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of the therapeutic relationship in the MECP as it is broad enough in scope to accommodate 

both the intrapersonal and interpersonal processes discussed in much of the literature.  

So what then is required for the establishment and maintenance of an effective 

therapeutic relationship? As mentioned previously, there has been relatively little research 

investigating the therapeutic relationship as it relates specifically to treatment within 

correctional settings. Additionally, whilst much empirical research has been undertaken to 

establish the conditions necessary for the establishment and maintenance of an effective 

therapeutic alliance, there has been little theoretical advancement in explaining how and why 

the therapeutic relationship mediates or influences treatment outcomes (Catty, 2004). Meta-

analyses and systematic reviews are increasingly providing a detailed picture of the 

conditions required for the development and maintenance of the therapeutic relationship 

within psychotherapy and related fields. There is little evidence that demographic factors or 

disorder-related variables, such as drug use or symptoms, play any significant role in the 

therapeutic relationship (Meier et al., 2005). There is however support for the effect of other 

therapist and client characteristics and their interpersonal processes (Meier et al., 2005). 

Firstly, I will provide a brief overview of what therapist and client characteristics are 

thought to support an effective therapeutic relationship and what characteristics can inhibit 

this developing. I then summarise the Revised Theory of the Therapeutic Alliance, developed 

by Ross, Polaschek & Ward (2008) which I believe provides further support for my theory of 

engagement. Finally, I will review some of the unique challenges a therapist faces when 

working within the correctional system.  

Therapist Characteristics 

Bordin (1979) first defined the working alliance, a component of the therapeutic 

relationship, identifying the importance of client and therapist collaboratively agreeing to 

tasks of treatment and the formation of a bond between them. With regard to therapists; 
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demonstrating warmth, respect, empathy, care, compassion, genuineness, and 

collaborativeness as well as being able to establish boundaries and provide direction, 

positively influences the therapeutic relationship within correctional settings (Benveniste, 

2016; Patterson, 1984; Serran, Fernandez, Marshall, & Mann, 2003). The therapeutic 

relationship may be enhanced when direction is provided through support and guidance but 

can be ruptured when this direction is provided in a controlling, dominant or authoritarian 

manner (Skeem, Louden, Polaschek, & Camp, 2007). This therapeutic relationship 

enhancement or rupture is likely linked to the role that interpersonal schemas play in the 

therapeutic process as described by Safran (1998; see below for a full description of this 

process).  

Noyce and Simpson (2016) conducted a meta-analysis of studies investigating the 

therapeutic relationship with mental health clients. They found that clients tended to evaluate 

the therapist at the commencement of treatment. Clients felt therapist openness and honesty 

facilitated their own openness, clients connected on a deeper level when they felt listened to 

and understood, and therapists who were respectful, empowering, non-judgemental, 

empathic, interested and caring. These factors contributed to the development of stronger 

therapeutic bonds. This supports earlier findings that affective traits of care, warmth, respect, 

empathy, openness and honesty are important. Additionally, a non-judgemental and 

encouraging therapist who listens to and tries to understand their client is more likely to 

develop a strong therapeutic alliance. Furthermore, being flexible with treatment tasks and 

goals, working collaboratively alongside the client and supporting autonomy and agency is 

likely to further enhance the therapeutic alliance.  

In addition to their personal characteristics, therapist attachment and interpersonal 

style is also important. The ability of the therapist to develop close relationships, having a 
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strong social support network, and a secure attachment style are likely to facilitate the 

therapeutic relationship (Dunkle & Friedlander, 1996).  

Client Characteristics 

Clients who display higher motivation, demonstrate effective coping strategies, have 

social support, experienced strong parental bonding, and have secure attachment styles 

appear more able to develop stronger therapeutic alliances (Mallinckrodt, Porter, & 

Kivlighan, 2005; Meier et al., 2005; Taft, Murphy, Musser, & Remington, 2004). Pre-

treatment motivation or treatment readiness predicts the quality of the therapeutic alliance 

(Hiller, Knight, Leukefeld, & Simpson, 2002), and this appears to hold true for individuals 

completing sexual offending (Beech & Hamilton-Giachritsis, 2005) and domestic violence 

(Taft et al., 2004) treatment.  

Unsurprisingly, participants who display hostility and aggression, impulsivity, a lack 

of concern for the wellbeing of others, self-injurious behaviour, psychopathic traits and 

chaotic or crisis-prone lifestyles may have more difficulty developing alliances (Puschner, 

Bauer, Horowitz, & Kordy, 2005; Taft et al., 2004; Wilson, 2004). This finding is supported 

by some evidence that suggests it is harder to develop therapeutic relationships with clients 

diagnosed with personality disorders, especially the Cluster A and B disorders (Lingiardi, 

Filippucci, & Baiocco, 2005; Taft et al., 2004).  

In addition to personal characteristics, the client’s perceptions about the therapist and 

their expectations of treatment influence the therapeutic relationship and treatment outcomes 

(Sturgess et al., 2016). For example, if the client has high expectations about treatment and 

the therapist they may perceive the therapist to be more trustworthy, competent and 

interested.  

  



MODEL OF ENGAGEMENT FOR CORRECTIONAL PRACTICE 

57 

 

Interpersonal Processes  

With regards to interpersonal processes, like any other social interaction, both the 

client and therapist bring their own unique models of themselves, other people, and the world 

around them into the treatment setting. Safran (1998) described the following process of 

interpersonal schemas working within psychotherapy.  

Through their life experiences, a client will develop scripts (schemas) for interacting 

with others. This relational style is then reinforced by how other people respond to them 

throughout their interactions. This style of interacting is then played out within the 

therapeutic relationship. I suggest that the development and reinforcement of these scripts are 

associated with the subjective first-person perspective, affective lens, and prediction. For 

example, an individual who has grown up with little attention or affection may hold schemas 

that other people should be kept at a distance, and that other people will not care about them. 

In therapy then, they may present as quiet, disclose minimal information, and appear 

disinterested in communicating with the therapist.  

The therapist’s response to the client plays a crucial role in the therapeutic 

relationship. The therapist can either respond in a way that reinforces or disproves the 

schema. When they respond in a way that challenges an unhelpful schema, they begin a 

corrective process to develop and reinforce new, more helpful schemas. In the example 

above, the therapist can either disengage from the process by showing little interest in the 

client or they can challenge the schema by providing unconditional warmth and positive 

regard, even when faced with the client’s distance. The therapist will also bring their own 

experiences, interpersonal schemas and relational styles which the client will respond to, 

making this process complex and dynamic. It is interesting then, that there has been no 

research investigating how this process occurs within therapy in a correctional setting, as 

such Safran’s (1998) model is yet to be empirically validated with this population.  
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Revised Theory of the Therapeutic Alliance 

Ross et al. (2008) presented a Revised Theory of the Therapeutic Alliance (RTTA; 

Figure 8) which built on Bordin’s (1979) three-component model of the working alliance; 

goals, tasks, and bond. Whilst the working alliance provided a succinct three-part process for 

the therapeutic relationship, it failed to account for therapist, client, relational and contextual 

factors. In the RTTA the therapist and the client have a variety of characteristics they bring 

with them into treatment. These then influence their cognitive processes and affective 

responses within treatment. This in turn influences their behaviour toward each other. These 

‘therapy-related interactions’ in turn influence the goals, tasks, and bond within treatment. 

The model also accounts for the influence of contextual factors across the whole process 

including both systemic influences and the therapeutic environment. This is useful in that it 

provides a dynamic and relational account of the development and maintenance of the 

therapeutic alliance. As such, this is incorporated into the MECP.   

 

 

 

 

 

 

 

 

 

 

 

Figure 8. Revised Theory of the Therapeutic Alliance (Ross et al., 2008).  
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Challenges in Correctional Settings 

Within the field of offending rehabilitation, many factors can undermine, prevent or 

harm the therapeutic relationship. As a result of legislation and institutional policies treatment 

is often mandated, involuntary and can be perceived by clients as coercive which may have 

an impact on outcomes (Day et al., 2004). In this case, it seems human needs such as 

autonomy and relatedness (Deci & Ryan, 2000) can be threatened, including in the provision 

of treatment. For example, collaboration on treatment goals and tasks, ultimately supporting 

autonomy and agency, is thought to be a necessary condition for the therapeutic alliance 

(Ross et al., 2008; Meier, 2005). However, in line with RNR principles (Bonta & Andrews, 

2017) many treatment programmes adopt a risk–reduction approach which includes pre-

determined goals for treatment that aim to address criminogenic needs.  

An additional challenge is that clients within correctional settings may hold negative 

beliefs about and demonstrate hostile behaviour toward correctional staff (Gannon & Ward, 

2014). For example, Hobbs and Dear (2000) found that prisoners were unlikely to perceive 

correctional staff as sources of support. Given that the client’s expectations of the therapist 

influence the therapeutic alliance, working through this is critical for the development of the 

therapeutic relationship.  

Furthermore, rates of antisocial personality traits and mental health problems are high 

in correctional populations, including substance abuse, trauma, anxiety and depression (e.g. 

Corrections, 2017). As noted above, personality disorders, mental health problems and 

related characteristic such as hostility and aggression negative impact on the therapeutic 

relationship (Puschner et al., 2005; Lingiardi et al., 2005; Taft et al., 2004; Wilson, 2014). 

This presents a further challenge for therapists working with this population in that they will 

likely have to overcome additional obstacles presented by these traits in order to develop a 

strong working relationship.  
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Finally, Ward (2013) described the ‘dual role’ as a critical, but under acknowledged 

challenge for offending rehabilitation. He noted the inherent conflict in the roles of therapists 

working in this environment, and the impact this can have on the working relationship in 

correctional settings. On the one hand, they have a duty to the client, their wellbeing, and 

confidentiality. Conversely, they have a duty to ensure public safety and risk management. 

An example of when this dual role could be activated would be a client disclosing previous 

offending they have not yet been caught for. The conflict is whether or not to share this 

information with other important stakeholders. There is some evidence that how this is 

managed is important for the therapeutic alliance (Skeem et al., 2006). If the client perceives 

the sharing of information as fair and coming from a place of compassion, the therapeutic 

alliance may be maintained. If it is perceived as a form of control, dominance, or done in an 

authoritarian manner, the therapeutic alliance could rupture. 

 

Summary of Theoretical Tools 

In summary, this thesis makes a number of theoretical commitments. Firstly, that 

human beings have a uniquely subjective first-person perspective of themselves, the world 

and other people. This influences their individual affective lens and their predictive 

capacities, all of which are moulded by their prior experiences and their current external and 

internal cues. Secondly, that human agency is an integral part of adaptive human functioning. 

The three core capacities required for agency are; (1) the ability to set goals based on salient 

values, (2) the ability to establish an action sequence of strategies to achieve those goals and 

(3) the implementation and evaluation of the strategies. The third theoretical commitment is 

that norms are the pervasive behavioural standards which govern our practices in all aspects 
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of life. Along with their influence on agentic processes, it seems likely then that norms will 

also guide engagement.  

Finally, as humans are inherently social organisms, the therapeutic relationship, like 

other social interactions, is a critical part of the engagement process. This is influenced by 

participant and therapist characteristics as well as their interactions with each other. These 

psychological and social processes interact with, and are influenced by, both the wider 

external context and the proximate treatment environment. This dynamic and interactional 

process leads to in the adaptive, goal-directed behaviour we call engagement. In the 

following chapter, I will introduce the Model of Engagement for Correctional Practice.  
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Chapter 4 – The Model of Engagement for Correctional Practice 

The Model of Engagement for Correctional Practice (MECP) explains how and why 

individuals who have committed crimes engage in treatment. Within this model, individuals 

who have committed crimes and are attending treatment are referred to as participants. This 

is done so as not identify them only through their behaviour (i.e. as “offenders” or 

“prisoners”) and rather refers to them as human beings who have engaged in harmful 

behaviour and are now participating in treatment. The treatment providers are referred to as 

therapists in order to emphasise the critical importance of the therapeutic approach and 

relationship for engagement to be expressed.  The model is presented schematically in Figure 

10. The overall model is described briefly first, with extended descriptions of each 

component and interactions presented throughout this chapter.   

 

 

 

 

 

 

 

 

 

 

 

Figure 9. The Model of Engagement for Correctional Practice (MECP).   
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The MECP is derived from an ecological systems perspective and is comprised of 

three main ‘systems’ which interact with each other, influencing a participant’s engagement 

in treatment. The first and second systems exist within the immediate treatment setting, 

which includes the participant and therapist who, based on the internal and external cues, and 

their relationship schemas, interact to establish the therapeutic relationship. The third system 

is the external physical and social context in which the therapist and participant function.   

The immediate treatment context is comprised of the internal capacities and 

psychological processes of the participant and the therapist. I argue that the participant and 

therapist presentations within treatment are the result of a complex interaction between three 

core capacities; agency, competence and norms. The focus on and expression of these three 

capacities differ for participants and therapists, given their differential roles and 

responsibilities within treatment. They contribute to the psychological processes of the 

participant and therapist within the treatment space and influence the nature of the therapeutic 

relationship. The external context comprises the environment within which treatment takes 

place, the support available to the participant and therapist, and the norms which are guiding 

the participants’ behaviour and therapists’ practice.  

I argue that engagement can be conceptualised as the adaptive behavioural expression 

of progress toward collaboratively agreed upon therapeutic goals, which occurs as a result of 

this therapeutic alliance. Within this model, the behaviours which are considered an 

expression of engagement will differ depending on the style of treatment and therapeutic 

goals, and should be collaboratively agreed on at the commencement of treatment. Treatment 

tasks may include such things as completion of homework, participation in session activities, 

contributions to group discussions, self-reflection or disclosure, and within and out-of-session 

skills practice. All aspects of the three systems could promote or hinder engagement through 

the impact they have on each other and the therapeutic alliance at any point in time. It is 
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hoped that this model will support the prediction and ongoing measurement of engagement 

during treatment and provide guidelines for how to prevent and respond to low levels of 

engagement. I will now discuss each component of the MECP individually as well as how 

they may interact.   

Participant System 

The participant system is a complex interplay of internal psychological processes 

which influence the participants’ interactions with the treatment process. The participant 

system is made up of three core components; agency, competence and norms. These 

influence the participant’s current internal cognitive and affective cues which in turn 

influence the therapeutic relationship and subsequently engagement. These capacities are 

described separately below for clarity and understanding, however it should be noted that it is 

assumed these capacities interact in a dynamic and multi-dimensional way.  

Participant Agency 

In order to engage in treatment, participants must have the capacity to engage in goal-

directed behaviour; that is to set goals, make choices about strategies that will help them 

achieve those goals, evaluate their actions, and adjust them to maximise goal attainment. This 

is the core function of agency. This requires skills such as self-reflection, behavioural control, 

emotion regulation, problem-solving, decision-making, reasoning, and counter-factual 

thinking. All individuals must have at least a minimum degree of agency in order to function 

as a human being. However, as described in chapter three, agency functions across various 

levels (i.e. systems, social, personal). The strength of agency-related capacities and the 

salience of each level at any point in time depend on the individual’s circumstances and prior 

experiences. As such, I argue that the participant’s agency is dependent on the specific tasks 

of treatment (i.e. the immediate situation activating needs across different levels), as well as 
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being influenced by other components within the model such as competence (i.e. strategies 

available to them), salient norms (i.e. what is expected), the context and the therapist. 

Someone who demonstrates a strong capacity for agency would be able to function 

independently, establish goals, enact strategies to achieve these, reflect on their actions and 

adjust them to maximise goal attainment. Someone who demonstrates problems with agency 

may present as impulsive, be easily distracted or disrupted by others, have difficulty 

identifying meaningful goals or reasons for their actions, and be highly influenced by external 

cues and the desire for instant gratification.  

The strength of a participant’s agency or the most salient level of agency may change 

throughout the programme, as their autonomy and self-efficacy is challenged or enhanced. 

For example, at the commencement of treatment prior to the therapeutic alliance being 

developed, the social level of agency may be more salient as the participant focuses on needs 

related to connection to the therapist and/or other group members. If the therapist expects 

extensive self-disclosure before the participant is ready, the personal level of agency (e.g. 

needs relating to avoiding judgement) may become more salient as the participant tries to 

protect themselves.  

A participant’s capacity for agency may be enhanced when the therapist encourages 

personal goal-setting, allows the participant to make informed choices, builds their 

confidence, and supports self-efficacy. A participant’s agency may also be challenged or 

enhanced depending on their emotional experience within treatment. If they feel 

uncomfortable and are unsure how to manage this discomfort, they may feel threatened or 

intimidated. Alternatively, if they have skills to manage discomfort and are reinforced for 

practicing these, they could feel more empowered and their agency may be strengthened. 

Essentially, their emotions (or affective lens) will colour their experiences of treatment, and 
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play a part on the formation of goals, selection and application of strategies and evaluations 

of their behaviour.  

The MECP predicts that a stronger capacity for agency will result in higher levels of 

behavioural progress toward goals. Indeed researchers have found that an ability to manage 

distress (Bosma et al., 2017), effective goal-seeking (Bosma et al., 2017), treatment perceived 

as supporting personal growth and needs (Sturgess et al., 2016), the absence of coercion (Day 

et al., 2004), presence of therapist encouragement (Sturgess et al., 2016), a variety of 

treatment options (Sturgess et al., 2016), being provided with adequate information (Sturgess 

et al., 2016) and the desire to complete something meaningful (Sturgess et al., 2016) are 

positively associated with treatment completion and outcomes.  

Participant Competence 

Competence in this sense refers to the participant’s capacity for learning and ability to 

carry out the treatment tasks. The specific competencies required will differ depending on the 

style and expectations of treatment and the tasks involved. Generally though, participants 

need the capacity to recognise, integrate and use new information and skills in order to learn 

from treatment. These may include the ability to comprehend new information and relate this 

to their own circumstances, participate in discussions and complete written work, social skills 

to develop a therapeutic relationship and problem-solving barriers to participation. Where 

treatment is provided within a group setting, the competence requirements would likely be 

more extensive given the additional skills required to follow large group discussions, develop 

working relationships with other group members, and self-manage when the therapist is not 

attending to them.  

Those participants with greater capacity for learning and integrating new information 

are expected to show higher levels of progress in treatment. Indeed, higher educational 
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achievement (Bosma et al., 2017; Taft et al., 2004) has been positively associated with 

participation in and completion of treatment and may be indicators of higher competence. 

Additionally, Hanby (2009) found cognitive flexibility, inhibitory control, and knowledge 

acquisition and application was associated with treatment success in offending rehabilitation 

programmes.   

Someone who has a high level of competence in treatment-related tasks will likely 

present as more attentive, and demonstrate an ability to concentrate on the tasks at hand with 

little support from therapists. They will likely demonstrate an ability to retain important 

information, reflect on treatment content and its application to their own circumstances, be 

able to follow and contribute meaningfully to group discussions, and be able to manage their 

time and problem-solve when they experience difficulties. They will also likely demonstrate 

skills in developing and maintaining relationships such as managing conflict. 

Someone who presents with lower competence will likely have difficulty 

comprehending and retaining new information, be unable to reflect on how this information 

applies to their personal circumstances, and have difficulty practicing new skills. They may 

have difficulty solving problems, following and contributing meaningfully to group 

discussions, resolving conflict or establishing meaningful therapeutic relationships. Someone 

with limited competence may also present with poor behavioural control, emotional 

dysregulation and require frequent behaviour management input from therapists.  

A participant’s competence may change over time. Their competence may improve as 

they get used to the treatment and learning environment. It may support them to develop 

attentiveness, memory, emotional regulation, interpersonal skills, self-reflective capacity, 

comprehension and verbal expression. On the other hand, competence may be challenged. 

For example, under a high degree of distress a participant may have more difficulty 

processing new information, thus their competence would be lower.  
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Participant Norms 

As described in chapter three, norms play a core role in guiding behaviour. It is 

therefore likely that a variety of norms will govern the participants’ practices within the 

treatment. The participants will hold norms about what practices are appropriate and how 

these should be evaluated, rewarded and punished during all aspects of treatment. These may 

include, for example, norms concerning what and how to change (e.g. their goals), what 

treatment should and should not encompass, appropriate help-seeking behaviour, their 

expectations of the therapist, how to behave in that particular treatment setting, and how to 

form relationships. The salience of different norms will differ across treatment tasks as 

cognitive, affective, relational and contextual cues change. For example, a participant may 

have norms that support open discussions but where these become painful or distressing, may 

become avoidant for self-preservation. They may hold standards about honesty, but withhold 

information when they feel judged by their peers or the therapist.  

At times, participants may experience conflicting norms; where one norm is not 

compatible with another. I call this a normative conflict. These could play out in a similar 

way to the dual-relationship problem for therapists. For example, they may hold norms about 

how to behave within prison (e.g. don’t talk about your offending), but these are not 

compatible with the expectations of a treatment programme (e.g. self-disclosure). Another 

example may be that they hold norms about appropriate ways of interacting with others (e.g. 

aggression as a way to resolve conflict), but this is not conducive to forming meaningful 

relationships within treatment (e.g. talking through conflict and communicating assertively). 

Furthermore, they may hold beliefs about what is right and wrong that conflict with other 

beliefs. For example, valuing loyalty to both their gang and their family, but attending to the 

needs of the gang may put their family at risk.  
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Someone who holds norms that are congruent with desistance (e.g. that harming 

others is not ok) will likely demonstrate beliefs that treatment can be helpful, should be 

attended, and that treatment providers can be understanding and non-judgemental. They may 

prioritise learning new skills to support an offence-free lifestyle and socially acceptable goals 

such as caring for family, seeking employment, and engaging in acceptable leisure activities. 

In this sense, their norms are becoming more congruent with the law. Within treatment they 

may demonstrate higher levels of self-disclosure and intrinsic motivation and may report 

personally meaningful reasons for change. They will likely be able to see the benefits of 

treatment tasks and may show more commitment to skills practice and generalisation outside 

the treatment environment.  

Someone whose norms are congruent with offending (e.g. it is ok to use violence to 

teach someone a lesson) will likely demonstrate the same characteristics that have been 

associated with poor outcomes such as negative appraisals of treatment and therapists 

(Sturgess et al., 2016), and personality characteristics such as hostility, impulsivity, risk-

taking, denial, psychopathy, and criminal thinking (Olver et al., 2011). This suggests these 

participants may place more importance on getting their own needs met without regard for 

others, show little willingness to participate in treatment tasks and collude with offending-

supportive discussion. They may focus on the benefits of offending and have difficulty seeing 

the benefits of living an offence-free life, and may be called ‘unmotivated’ by treatment 

providers. In other words, their norms are incongruent with the treatment goals and it is 

proposed that this will present a significant obstacle to engagement.  

Participant Component Interactions 

These three participant components (agency, competence and norms) interact 

dynamically and multi-dimensionally, and are expressed through the participant’s actions, 
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mediated by their cognitive and affective states. For example, having strong capacities for 

agency is only going to enhance engagement if they also have the competence to complete 

treatment tasks and norms that are congruent with desistance. If they have strong agency but 

low competence, they could be left feeling frustrated and their confidence challenged. 

Alternatively, where an individual has strong agency and competence but holds norms that 

are compatible with continued offending, they will likely present as rigid in their offending-

supportive thinking with low motivation to change.  

Therapist System 

The therapist system is comprised of the internal processes and capacities which 

influence the therapists’ cognitive, affective and behavioural presentation within treatment. 

The therapist system is also made up of the same three components as the participant system. 

Whilst the components associated with the participant focused on the participant in treatment 

as a whole person, the components associated with the therapist are role-specific. That is, 

they refer specifically to the presentation of these components whilst in their role as a 

therapist within the treatment context.  Whilst it is expected that the therapist will come into 

the role with personal characteristics, there is an expectation that much of this is well-

managed in order for them to provide safe and ethical practice.  

Therapist Agency 

Similar to the participants, therapists must demonstrate agentic capacities in order to 

carry out their therapeutic tasks. Where participant agency refers to the human agency; the 

agency of the whole person, therapist agency is role-specific and refers to the core therapeutic 

capacities. In other words, the social role level of agency is likely to be more salient as the 

therapist takes on this therapist role within the treatment setting. I refer to these as general 

therapeutic virtues, those core capacities that enable them to develop and maintain an 
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effective therapeutic alliance with participants. These were discussed in detail in chapter 

three and include the demonstration of respect, warmth, empathy, care, compassion, 

genuineness, collaboration, honesty, and their ability to establish boundaries and provide 

supportive direction and guidance. This requires a number of skills including emotion 

regulation, behavioural control, problem-solving, reflective practice, reasoning skills, and 

counter-factual thinking. 

A therapist with strong agency would likely present as confident and demonstrate 

strong self-management skills. They would likely show evidence of self-reflection, effective 

emotional management (e.g. being able to manage high levels of stress in the work place), 

demonstrating objective reasoning, decision-making and problem-solving and engaging in 

development of their therapeutic skills. They may demonstrate an internal locus of control 

thus feeling able to adjust their practice to achieve desired treatment outcomes. They will 

likely engage in more thoughtful and considered use of therapeutic skills and content, and as 

a result build stronger therapeutic alliances. 

A therapist whose agency has been compromised in some way will demonstrate an 

impaired ability to engage in core therapeutic work. They may demonstrate higher levels of 

distress and poor emotional management, attributing causes to external factors outside of 

their control, leaving them feeling disempowered with lower confidence. They will likely 

show little evidence of self-reflection, limiting their ability to be responsive to participants or 

develop their therapeutic skills. High levels of distress, coupled with lower levels of objective 

decision-making and counter-factual thinking will likely result in reactive and impulsive 

practices. This in turn may reduce their ability to develop and maintain a strong therapeutic 

alliance with participants because they would be unable to adjust their actions according to 

the participants’ needs.  
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Therapist Competence 

Just as participants must have core competencies to learn in treatment, the therapists 

must have core competencies to deliver treatment effectively. The specific skills required will 

depend on the style and phase of treatment and their professional training (e.g. cognitive-

behavioural therapy, family-systems therapy, dialectical behaviour therapy), but will include 

a variety of therapeutic processing skills, knowledge of the content and responsive delivery 

practices. Some examples of therapeutic processing skills include socratic enquiry (Padesky, 

1993), motivational interviewing (Miller, 2013) and group psychotherapy (Yalom & Leszcz, 

2005). Skills required to ensure responsive delivery of treatment include knowledge of 

working with different learning styles or disabilities, behavioural reinforcement 

contingencies, de-escalation techniques, case conceptualisation, and intervention planning.  

Regardless of which skills the therapist requires to effectively deliver treatment, 

someone who demonstrates strong therapeutic competence, will also likely present as more 

comfortable and confident in their delivery of treatment to participants. Being able to 

responsively deliver treatment may lead to developing and maintaining a stronger therapeutic 

alliance. A therapist with lower levels of competence will likely have difficulty with 

responsive treatment delivery and present as more rigid in their delivery. They may also 

appear less confident and more anxious.  

A therapist’s competence can change over the course of treatment. For example, a 

new therapist who is learning and developing their skills will likely show an increase in 

competence over time. Alternatively, an experienced therapist who becomes complacent may 

appear to regress in competence. Competence may change between treatment sessions. For 

example, if a therapist is feeling distressed during a session, their competence may falter as 

they lose focus on treatment. Or a therapist may be more competent for some treatment 

content and less for other content.   
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Therapist Norms 

Therapists hold a variety of norms about treatment and the participants. I posit that 

therapists hold three sets of role-specific norms. Firstly, therapists will hold norms about 

what constitutes safe and ethical therapeutic practice. In this instance, it is unlikely that there 

would be much variation across therapists given the high standards of safe practice that are 

generally expected across professional boards. For example, they may view the participant 

holistically rather than just focusing on their problematic behaviour.  

Secondly, therapists will hold norms about the content and style of treatment. This 

will differ depending on their professional training and will have various costs and benefits 

depending on the specific circumstances within which treatment takes place. For example, 

where a therapist is trained in cognitive-behavioural therapy, they may prioritise addressing 

offending-supportive thinking. They may be more didactic in their approach but this may be 

an obstacle to therapeutic alliance development. Alternatively a therapist using motivational 

interviewing techniques may engage in more dialogue, but this may be at the expense of 

behavioural skills training.  

Thirdly, therapists will hold personal or individual norms about relationships and how 

to interact with others (e.g. avoid any conflict in relationships) which may be helpful or 

unhelpful for the therapeutic alliance. There is also a potential for conflict between the 

therapist’s role and any personal difficulties they are having (e.g. feeling stressed due to 

commitments at home and having difficulty maintaining an empathic approach within 

treatment). Therapists may also hold personal ethical and socio-political values based on their 

personal experiences (e.g. what constitutes justice and punishment). Whilst interfering norms 

are acknowledged within the model, there is an expectation that these are managed to some 

degree so as not to interfere with their therapeutic tasks in a harmful way. If they do, then 

practice would cease to be safe and would therefore be unethical.   
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Where the therapist norms conflict with wider organisational norms, a normative 

conflict could occur. This exemplifies the dual-relationship problem where one set of norms 

conflict with another. As discussed earlier, within correctional settings, a common normative 

conflict is between the values of community protection, social justice and risk reduction 

(where punishment and confinement are the norm) and the value of individual wellbeing and 

autonomy (where equality, care and compassion are the norm). In this instance, the therapist 

can face an ethical dilemma whereby prioritising risk reduction and safety can impinge on the 

participant’s wellbeing. On the other hand, prioritising an individual’s autonomy may put the 

community at risk.  

Therapist Component Interactions 

The therapist is comprised of multiple, interdependent processes and capacities 

(agency, competence and norms) which are dynamic and interactive, influencing the 

therapist’s internal state and behaviour within treatment. For example, a therapist who is high 

in agency, who is skilled and competent, and whose norms are congruent with desistance, 

equality and rehabilitation, will likely contribute to increased engagement. They will be able 

to spend their energy on developing a strong therapeutic alliance whilst delivering clearly 

structured and responsive treatment. A therapist who demonstrates lower agentic capacity, 

has lower levels of competence, and holds norms that are incongruent with rehabilitation and 

the therapeutic alliance, is likely going to have difficulty building the rapport necessary for 

effective engagement.  

Additionally, being high in some capacities and not others can occur and may be 

problematic. A therapist with a strong sense of agency but who holds norms incongruent with 

rehabilitation may present as punitive and authoritarian. A therapist with a high level of 

competence but lower levels of agency may deliver treatment from an “expert role” in a 
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didactic style without any expression of core therapeutic virtues. A therapist with high levels 

of agency and norms that are congruent with rehabilitation but lack competence in practice 

may take on a “friendship role” and demonstrate difficulty maintaining appropriate 

boundaries.  

Interactions between Therapist and Participant 

This model posits that the therapist’s and the participant’s agency, competence and 

norms interact in a multi-dimensional and dynamic manner to influence their internal 

cognitive, affective and behavioural states. The interaction between the therapist and the 

participant as a result of this will influence the therapeutic alliance, through which 

engagement occurs. Fluctuations in engagement will be observed over the course of treatment 

as the therapist’s and participant’s presentations change and influence the therapeutic 

alliance. These changes will be further affected by contextual cues and treatment tasks. Some 

changes to these components can challenge the therapeutic alliance and negatively affect 

engagement; whilst other changes will facilitate the therapeutic alliance and positively affect 

engagement.    

Whilst there are too many examples of all the possible interactions to describe in 

detail here, two common examples of how this may occur are detailed in Table 3 below. In 

the table, there are two exemplars, each with a positive interaction which will facilitate 

engagement, and a negative interaction which will hinder engagement.  

In the first example, when a participant is required to disclose past life experiences he 

may feel uncomfortable or distressed. If he perceives he has been coerced into this or he is 

unable to articulate (i.e. lacks competence), his capacity for agency may reduce (e.g. “I have 

no control”), and norms for self-preservation may active (e.g. avoid discussions, remain 

quiet). A therapist could interpret this as them being difficult or unmotivated, and their norms 

regarding appropriate punishment are activated. The therapist may then present as 
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judgemental or authoritarian and the participant could perceive this as the therapist 

dismissing them.  Alternatively, if during a discussion about past experiences, the participant 

has the capacity to manage his distress and feels a sense of autonomy about what he chooses 

to share, norms for open and honest discussion may be activated. The therapist may respond 

with praise and validation, reinforcing this response. This will likely facilitate further 

development of the therapeutic relationship, because the participant feels heard and 

understood.     

In the second example, a therapist may be experiencing difficulties at home and feel 

upset whilst delivering treatment. Their capacity for agency may be low if they are feeling 

powerless; they may have difficulty concentrating and may not be expressing those crucial 

therapeutic virtues. This could lead to unclear content presentation or task delivery. Without 

the expression of therapeutic virtues and with poor information from the therapist, the 

participant may be left feeling they have done something wrong or do not understand the 

tasks. This could leave them with reduced confidence and lower capacity for agency (e.g. 

there is no point in trying). Alternatively, where a therapist has strong competence and 

capacity for agency in being able to manage their emotions, they would be able to proceed 

with treatment deliver as normal.   
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Table 3. 

Exemplars of explanations of engagement pratices.   

 

Context/Situation Components Influenced Impact on Alliance and Behavioural 

Presentations 

Open discussions 

about past behaviours 

and their influence on 

the participant’s life 

and family 

Participant feels 

uncomfortable and 

coerced, agency reduced, 

norms for self-preservation 

are activated, therapist 

interprets this as 

resistance, their norms 

supporting punishment 

activated 

Therapist presents as punitive and 

judgemental toward participant 

Participant presents as distracted or 

argumentative to try to regain sense of 

autonomy and avoid discomfort of 

disclosure  

Participant feels low levels 

of discomfort when invited 

to only share what they are 

comfortable with, agency 

is enhanced, norms 

supportive of learning and 

relationship development 

activated 

Therapist presents as respectful and 

understanding 

Participant shares small amount of 

personal information, remains attentive 

during discussion 

Therapist delivers 

treatment whilst 

feeling upset about 

personal issues 

Therapist agency lower as 

difficult to remain 

empathic when distracted, 

competence lower due to 

being distracted 

Treatment material may be presented 

without clarity, therapist may present 

as distracted, impatient, therapeutic 

virtues negatively affected 

Participant agency and competence 

challenged, less confidence in therapist 

and treatment, participant pays less 

attention to therapist, reduced 

participation  

Agency higher when 

emotions managed well, 

competence unaffected as 

not distracted 

Treatment material presented with 

clarity, therapist displays expected 

therapeutic virtues. 

Participant understands content, 

learning continues, therapeutic alliance 

maintained, reinforced norms that 

treatment is useful and providers are 

helpful. 
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External Context 

The external context is made up of the complex interplay between social and physical 

components of the context which will vary across different settings. The context includes 

three components; the physical environment, the support and the wider social norms that are 

operating. These will influence the participants’ and therapists’ agency, competence, and 

norms, which in turn influence the therapeutic alliance and thus engagement. These three 

components of the external context are described in more detail below.   

Physical Environment 

This refers to the state of the physical environment, which will differ depending on 

where the treatment is being delivered, such as in prison or the community. An environment 

that facilitates a sense of safety and security will promote engagement in the therapeutic 

process. In prison, participants often experience stigmatisation, feel controlled by others, and 

feel unsafe (Day & Doyle, 2010; Toch, 2002). It makes sense that an environment that 

promotes unsafe practices will be a barrier to engagement.  

I propose that the physical environment is a critical component as it determines what 

level of agency and norms are more salient. Where physical safety is compromised, systems-

level agency (a focus on biological needs) and norms governing practices that facilitate self-

preservation may be more salient. Participant factors associated with poorer outcomes such as 

high levels of distress and anxiety, lack of trust, feeling powerless, avoiding close 

relationships, poor concentration, and sleep deprivation (Sturgess et al., 2016) seem more 

likely in this instance and would likely impact negatively on engagement. Additionally, 

participants have partially attributed their treatment completion to having practical security 

measures in place and staff who promote a sense of safety (Sturgess et al., 2016). 
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Support 

This refers to the level of support the therapists and participants receive from others 

during the course of treatment, where reinforcement of the desired treatment-supportive 

practices will facilitate engagement. The participant needs to receive encouragement and 

reinforcement for progress that is made toward the treatment goals. Sturgess et al. (2016) 

found that participant’s attributed completion to perceived support from therapists and other 

stakeholders, encouragement from others to pursue treatment, and feedback regarding their 

therapeutic progress. On the other hand if peers, family and correctional staff are dismissive, 

discouraging or punish treatment-supportive practices, it will likely hinder engagement 

through the impact on agency and norms. Some participants have identified peer harassment 

for treatment attendance as a reason for non-completion (Sturgess et al., 2016). The therapist 

also needs to be supported and their good work reinforced; for example, receiving feedback 

about the quality of their treatment delivery, and regular supervision.   

The support component additionally refers to the socio-political and organisational 

support afforded to both the participants and the therapist. This includes the resources and 

training available to the therapist, treatment options available to the participants, and the 

support provided by the correctional organisation to both the therapist and participant. This 

will in a large part be determined by governmental policies, which are determined by societal 

values and norms (Ward & Heffernan, 2017; discussed further in the following section). For 

example, a stronger focus on rehabilitation and lesser focus on punishment and confinement, 

could promote further treatment development, availability, and delivery in correctional 

settings.  
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Norms  

This refers to the norms held by the social group within which the participant and 

therapist are operating. When the norms of the dominant social group promote treatment, 

engagement will be enhanced through additional support for therapy and organisational 

reinforcement of quality delivery and treatment progress. The participant’s social groups may 

be their family, peers, and correctional staff.  

For participants, I propose that norms which promote pro-social and help-seeking 

behaviour, and view the treatment and therapist as supporting them to achieve their goals, 

facilitate engagement. On the other hand, norms that promote antisocial behaviour, distrust in 

therapists, devalue help-seeking behaviour and view treatment as unhelpful will present 

obstacles to engagement. Indeed, it seems that participant’s negative appraisals of treatment 

and treatment providers may be associated with non-completion (Sturgess et al., 2016). For 

therapists, the social group within which they will be operating whilst delivering treatment 

will be primarily correctional staff. I propose that norms which support the therapeutic 

process and value their role in this will promote engagement. Alternatively, norms which 

devalue therapists and view treatment as unhelpful will likely negatively impact on the 

therapeutic alliance by promoting negative participant and therapist perceptions and 

expectations of treatment. 

In addition to the values and norms associated with the therapists’ and participants’ 

immediate social groups, the norms of the wider socio-political context are important. Norms 

held by wider society influence governmental policy for correctional practice. This means the 

development, availability and delivery of treatment is affected by societal norms. There has 

been a prevailing pre-occupation with risk prediction and risk management (Ward & Fortune, 

2016) within correctional practice. This has resulted in the delivery of treatment programmes 

designed to remove cognitive, affective and behavioural traits that have been deemed 
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problematic (offending-supportive). This deficit-focused approach to treatment can be a 

barrier to engagement. By appeasing the wider society in such a way, this approach could 

alienate participants because of its risk-focused and punitive tone.  For example, some 

participants who failed to complete treatment have described it as patronising, ineffective, 

stressful, boring, intrusive, challenging, unnecessary, repetitive, and incompatible with 

personal goals (Sturgess et al., 2016). Alternatively, perceiving treatment to meet their needs 

and help them achieve their goals may be associated with completion (Sturgess et al., 2016). I 

propose that when treatment is more responsive to the participants needs, desires, goals and 

values (rather than the wider socio-political agenda), they are more likely to engage.   

External Component Interactions 

As can be seen above, the interactions between these components is important in that 

one component can affect the others. For example, if a participant was housed in a prison unit 

with high inter-gang tension, surrounded by family and staff that devalue treatment, and 

norms that promote offending-supportive practices they are less likely to engage in treatment. 

Conversely, a safe environment, with people who encourage and praise participation, and 

who hold norms that promote desistance will likely promote engagement. In another 

example, if a therapist is carrying an overwhelming workload, lacks sufficient training and is 

feeling isolated and disempowered; it is likely they will be distressed and distracted, lack 

competence in some areas and feel unsupported, leading to poor therapeutic practice. 

Alternatively, if they have received sufficient training, carry an achievable workload and 

receive appropriate support, they will be more effective in their delivery.   
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Interactions between External Context and Internal Systems 

The external context influences the internal components of the therapist and the 

participant through dynamic and multi-dimensional interactions. As the external context 

changes, changes to the therapist’s and/or participant’s agency, competence and norms will 

ensue. This will lead to changes in their cognitive, affective and behavioural states, which 

influence the therapeutic alliance and finally engagement. Additionally, changes to internal 

states of the therapist or participant could lead to altered responses to external cues through 

changes in agency, norms and competence.  

 

Summary of Model of Engagement 

The MECP seeks to explain how and why engagement occurs to varying degrees 

within correctional treatment. Engagement is conceptualised as the participant’s behavioural 

expression of progress toward collaboratively agreed upon therapeutic goals. Engagement is 

therefore construed as a dynamic, multi-faceted phenomenon that can only be explained 

through a series of interactive psychological and social systems. The MECP describes how 

the physical environment, support and norms which make up the external context, influence 

agency, competence and norms of the therapist and participant. These then affect their 

internal cognitive, affective, and behavioural states which influence the therapeutic alliance. 

Engagement is the result of all these interactions. In the following chapter, I will evaluate the 

MECP against the features of a robust theory of engagement which I introduced in chapter 

two. Then the final chapter will suggest some principle sand guidelines for practice supported 

by this model. 
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Chapter 5 – Evaluation and Applications to Practice  

 

Throughout the previous chapters, I have argued that developing a robust theoretical 

understanding of treatment engagement is a critical task for improving offending 

rehabilitation outcomes. I have proposed that engagement is a composite construct which 

should be conceptualised as a set of adaptive, goal-directed behaviours and that when 

engagement is high we will see the behavioural expression of the participant’s progress 

toward collaboratively agreed upon therapeutic goals. The model outlined in this thesis 

explains how and why individuals who have committed crimes engage in therapeutic 

rehabilitative treatment. Engagement can be understood through a set of complex and 

dynamic social and psychological processes which, when aligned with the goals of treatment, 

lead to higher levels of engagement and improved outcomes.  

The next theoretical task is to evaluate the MECP against the critical features of a 

sound theory of treatment engagement which I introduced in chapter two. These features are 

provided again in Table 4. As can be observed in the table below, our current understanding 

of engagement within offending rehabilitation are limited in that none of them are able to 

provide all the critical features required for a robust theory of engagement. Here, I explain 

how the MECP adhere to all these evaluative features.  
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Table 4.  

Model adherence to critical features of a theory of engagement, including the Model of 

Engagement for Correctional Practice (MECP).  

Features TTM MORM PET RCF ICTM CMTR MECP 

Temporally Variation  X X     

Continuum X X X     

Explanatory Power X X X X X X  

Therapeutic Alliance X X  X X   

External Factors X  X  X   

Internal Factors        

Participant Competence X  X     

Practical Utility     X X  

Definitional Clarity X X  X  X  

 

Temporal Variation 

The first requirement for a theory of engagement is that it accounts for temporal 

variation in engagement. That is, it can account for fluctuations in levels of engagement over 

time. This may be over the full treatment period, a number of sessions, from session to 

session, and even within sessions across different treatment tasks. The MECP proposes that 

this is due to changes in external (social, environmental) and internal (cognitive, affective) 

cues which influence the therapeutic alliance and subsequently engagement. As can be seen 

from in table 4 the RCF, ICTM and CMTR frameworks were all able to account for these 

changes. The MECP also meets this requirement. It can be applied at any point in time as a 

way to understand why we may be seeing specific behaviours within treatment, thus 

accounting for moment-to-moment changes in behaviour and longer term improvements to 

engagement over time.  

For example, as a participant becomes more familiar with the treatment style they 

may develop norms about treatment that are compatible with the expectations of the therapist, 

and develop a growing capacity for learning. When they feel understood by the therapist, they 
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are likely to develop a stronger therapeutic alliance. As they develop cognitive dissonance 

about their offending behaviour and learn new skills, the goals, strategies and evaluations 

associated with their agency will change. Sometimes however, we may see a regression. This 

may be because external pressures such as antisocial peers are having a stronger influence 

than the treatment environment. Or it may be that the therapist has responded in a way that 

triggers or reinforces unhelpful interpersonal schema, such as being judgemental. 

Continuum 

The second feature required is that engagement as a set of behaviours sits within a 

continuum from higher to lower levels of engagement, rather than merely being present or 

absent. The TTM and PET, conceptualise engagement as dichotomous, where the individual 

is either engaged, or not engaged. However, it is unlikely this is the case (Holdsworth et al., 

2014). As can be seen in table 4, the MORM, RCF, ICTM and CMTR can all account for 

engagement as a continuum.  

Within group psychotherapy, for example, a participant may be sitting in the room but 

not talking or listening, they may be listening but not contributing, they may be contributing 

but only superficially, or they may be making meaningful personal disclosures. I argue that 

all of these expressions reflect varying levels of treatment engagement, where making 

meaningful personal disclosures is at the higher end of the continuum. 

Explanatory Power 

The third important feature is that the model must have explanatory power, referring 

to causal mechanisms underpinning the phenomena. The TTM, MORM and CMTR all 

provide a descriptive framework that merely lists factors correlated with specific treatment 

outcomes, suggesting when these factors are manipulated outcomes can improve. They fail to 

explain why these factors have that effect or how they act on the individual to produce a 

particular outcome. They also fail to explain what happens to engagement during treatment. 
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Whilst the PET, RCF and ICTM describe a process whereby one factor impacts on the next to 

produce the outcome; none of these describe why we see that particular outcome through that 

particular pathway.  

I propose that the MECP is unique in that is provides a thorough explanation of 

behaviour using knowledge of normal human functioning. It can help explain impression 

management, hostility, non-participation, why someone may be distracted or very quiet, why 

they may hold particular perceptions of the therapist or treatment, or even why they may 

chose not to attend a session. The causal mechanisms that provide the explanation are the 

external context, agency and its components (i.e. affective, causal models, prospection), 

norms and capacity. These impact on the individual’s internal (cognitive, affective, 

behavioural) state which is played out within the therapeutic relationship.  

Therapeutic Relationship 

The fourth feature is that any model of engagement should account for the therapeutic 

relationship. Participants and therapists have a relationship into which they bring their own 

interpersonal schemas and models, which are expressed within treatment.  It makes sense 

then that this relationship will influence the participant’s presentation within treatment. 

Therefore, I argue that a framework for engagement that does not account for the therapeutic 

relationship is incomplete.  

It is interesting then that only two of the models reviewed in this thesis have discussed 

this critical relationship. The PET describes the therapist tasks that enhance engagement. The 

CMTR highlights therapist characteristics which influence treatment responsivity. However, 

neither of these models explicitly discuss how the relationship impacts engagement. I argue 

that the MECP adds more depth, as it explicitly describes the influence of the therapeutic 

alliance on engagement and also the mechanisms that promote and hinder it. The MECP also 
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describes how the therapeutic relationship has a direct impact on an individual participant’s 

behaviour within treatment. 

External Factors 

A further important feature is that the model must take into account the influence of 

external factors on engagement. Individuals (both participants and therapists) attend 

treatment within an environmental and social context which has shaped and continues to 

shape their values, norms, and causal models, which they bring with them into the treatment 

setting. The TTM, PET, and ICTM all make note of the influence of the external context on 

behaviour but argue that because this is mediated by the internal processes of the individual, 

it is more important to focus on the internal processes.  

The MORM, RCF, and CMTR all list a variety of external factors correlated with 

treatment outcomes, but again they make no attempt to explain how or why this might be the 

case. This means that these models have the ability to predict who will complete treatment, 

but does not tell practitioners when or why someone is engaging during treatment. The 

MECP explicitly explains how different external cues can influence internal psychological 

processes through agency, norms, and capacities. For example, a participant in an 

environment that is psychically unsafe is less likely to be engaged in cognitive restructuring, 

because their goals and strategies will be targeted toward survival and keeping themselves 

safe (i.e. they may be operating at the systems-level of agency as a result of external threats). 

Internal Factors 

The internal psychological factors which influence behaviour were noted, to varying 

degrees, by all six models reviewed in chapter two. Additionally, the MECP highlights that 

these internal affective and cognitive processes are the mechanisms mediating influences of 

the external environment, agentic capacities, norms and competence on the therapeutic 

relationship. This model does not assign specific cognitions or affective states to this process, 



MODEL OF ENGAGEMENT FOR CORRECTIONAL PRACTICE 

88 

 

as these will differ depending on the individual’s experiences, causal models and salient 

values. Furthermore, a unique property of this theory is that it highlights the importance of 

the therapist’s cognitive and affective state on participant engagement through their influence 

on the therapeutic alliance.  

Participant Competence  

Participant competence is an additional feature that should be accounted for, given 

that a participant must be able to actually do the treatment tasks required in order to be able to 

engage. It is promising that four out of the six models reviewed in this thesis have taken the 

skills of the participant into account. In the MECP, this is described as a factor that influences 

the internal processes. Uniquely, the MECP has also highlighted the influence of the therapist 

competence on engagement. The therapist must have key therapeutic virtues as well as 

treatment knowledge and skills in order to support the therapeutic relationship.          

Practical Utility 

A further key feature of a sound model is that it must have practical utility. The model 

must provide sufficient depth, specificity, and scope to be applied to enhance practice across 

treatment styles and settings. Four of the six models reviewed in this thesis appear to 

demonstrate practical utility. From these models, specific strategies that should enhance 

engagement can be determined.  For example, the TTM provides guidelines for stage-

matched interventions. The MORM provides a framework for assessing readiness to start 

treatment. The PET provides suggestions for supporting engagement within therapeutic group 

work. The RCF lists barriers that, when addressed, may enhance engagement.  

The MECP incorporates all of these functions; matching interventions, assessing 

readiness, enhancing engagement and addressing barriers. As such, I propose that the MECP 

has wider practical utility in that can help practitioners to understand both participant barriers 

and targets for treatment, therapist training needs and support and environmental 
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modifications that will facilitate higher levels of engagement. The practical application of the 

model is described in more detail in the following chapter.  

Definitional Clarity 

The final feature I propose as critical for any model of engagement is definitional 

clarity. This was highlighted in chapter two and refers to the importance of having a clear 

conceptualisation of what exactly engagement is and what it is not. This definition needs to 

be broad enough in scope to account for different treatment styles and tasks but specific 

enough to ‘know it when we see it’ and know when we are not seeing it. The ICTM defined 

engagement as “the participant’s behavioural engagement as required by the particular 

treatment approach” (Drieschner et al., 2004, p. 1130). However, the use of the term 

engagement within the definition of engagement begs the question again – what is 

engagement? The PET defined engagement as “all the efforts that clients make during the 

course of treatment […] toward the achievement of changes” (Holdsworth et al., 2014, p. 

430). This definition is similar to mine in that it highlights the behavioural progress, however, 

it does not clearly define what is meant by “change”.   

I argue that the MECP’s definition of engagement meets the requirements of 

definitional clarity. As described throughout this thesis, I have proposed that engagement is 

an adaptive, goal-directed practice and is the behavioural expression of progress toward 

collaboratively agreed upon therapeutic goals. The goals of treatment, and what progress 

looks like will depend on the specific style of treatment and the participant’s presenting 

problems. For example, this may be practicing specified skills in sessions and then trying 

them outside of sessions. It may involve completion of specific homework tasks, 

contributions to group discussions on a specific topic, or reductions in aggressive behaviour. 

When someone is not ready for actual behavioural change, for example, if attending 
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motivational interviewing interventions, it could also involve exploring the costs and benefits 

of change or setting goals.   

Summary 

I have proposed that a strong theory of engagement should be evaluated against nine 

features. I have called these temporal variation, continuum, explanatory power, therapeutic 

relationship, external factors, internal factors, participant competence, practical utility, and 

definitional clarity. In Chapter 2, I evaluated six models currently used to understand 

engagement against these features. Whilst they all adhered to some of these requirements, it 

seems none of them met all nine criteria. I have proposed that the MECP is able to account 

for all nine important evaluative features. Of special note is the unique explanatory power of 

this model. This is the only model to provide a full account of the causal mechanisms 

underpinning engagement.  

I suggest the MECP is unique in its ability to provide a robust explanation and 

understanding of a variety of behaviours that comprise engagement. This model allows 

practitioners to understand these behaviours as adaptive and goal-directed practices arising 

from human psychological and social processes. This understanding may support therapists to 

predict and assess engagement throughout treatment and to develop strategies that facilitate 

engagement. In the following chapter I provide an overview of principles and guidelines for 

applying the MECP to enhance correctional practice.  
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Chapter 6 – The Model of Engagement for Correctional Practice Applied 

 

The MECP views engagement as arising from interactive systems of human 

psychological and social processes which act on and within the treatment setting. This unique 

perspective provides practitioners with a number of avenues through which to enhance 

engagement. In accordance with this model, in order to achieve improved engagement, it will 

be important for practitioners to adopt practices; or critical tasks which promote and foster 

(1) a therapy-supportive context, (2) high levels of agency, (3) participant and therapist 

competence, (4) norms conducive to treatment goal attainment and (5) a strong therapeutic 

alliance. I will discuss how working within a positive psychology paradigm can guide 

practice to achieve these tasks across treatment development and implementation. I propose 

five broad categories of practice guidelines which I will detail below: 

 develop and deliver treatment that facilitates engagement 

 foster the therapeutic alliance  

 assess and prepare participants for treatment engagement 

 monitor engagement throughout treatment 

 modify the context to promote engagement 

 

Develop and Deliver Treatment that Facilitates Engagement 

Positive psychology is a useful paradigm to guide treatment development and delivery 

in order to enhance engagement. Positive psychology has been applied to criminology by 

Ronel and Segev (2014). They describe how positive criminology can promote desistance 

through emphasising positive experiences, using a strength-based and solution-focused 

approach, and fostering social inclusion. They argue that positive experiences such as social 
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inclusion, acceptance, altruism, positive role-modelling, hope, and self-efficacy help foster 

change within individuals. Ronel and Segev (2014) suggest some guiding principles for 

applying positive criminology. These include; providing opportunities for human connection, 

encouraging ownership of problems and solutions, role modelling prosocial values, fostering 

a sense of hope and optimism for change, supporting social reintegration, promoting 

challenges and reinforcing successes, and a focus on developing personal goals and strengths.  

Other researchers have suggested similar approaches. In a recent review of the 

treatment engagement literature, Holdsworth et al. (2014) emphasise encouraging active 

participation, promoting self-efficacy, autonomy and choice, using motivational interviewing 

techniques, praising participants’ change-supportive behaviours, addressing emotive issues, 

and developing a strong therapeutic relationship as important practices to enhance 

engagement. Gannon and Ward (2014) suggest focusing on providing individualised and 

flexible client-centred interventions, and fostering the therapeutic alliance as important to 

enhance treatment providers’ evidence-based practice.  

Furthermore, it seems that when treatment goals align with participant’s personal 

goals, a collaborative partnership between the client and therapist is formed, treatment tasks 

are negotiated and a therapeutic climate is fostered, individuals are more likely to engage in 

treatment (Howells & Day, 2003). Additionally, encouraging emotion recognition and 

expression is associated with treatment outcomes (Serran & Marshall, 2010). Inherent within 

these approaches is a focus on human agency and the therapeutic alliance. Adopting practices 

that foster a participant’s self-efficacy, autonomy, personal values, change-supportive 

practices, and competence will enhance participants’ engagement within treatment.  

Another area of research which can guide practice to increase treatment engagement 

is the desistance literature, which is providing increasing insight into how and why 

individuals desist from criminal behaviour. Desistance may be described as the cessation or 
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substantial reduction in frequency or severity of criminal behaviour and is best understood as 

an on-going process rather than a discrete event (Laws & Ward, 2011). Self-determination 

and agency are critical features of desistance theories, as they tend to emphasise the 

individual’s conscious decision to stop offending and the adoption of a new pro-social 

identity (Giordano, Cernkovich, & Rudolph, 2002; Laws & Ward, 2011; Maruna, 2001; 

Sampson & Laub, 1990).  

Sampson and Laub (1990) and Giordano et al. (2002) suggested that turning points or 

hooks were a critical feature of the initiation of desistance. They emphasised that important 

life events (e.g. marriage, gaining employment) could interrupt an offending pathway, 

leading to identity changes and the reconstruction of relationships and lifestyles. Maruna 

(2001) and Paternoster and Bushway (2009) have proposed a slightly different pathway in the 

self-narrative approach to desistance. The individual’s identity changes as they become less 

satisfied with their criminal behaviour and lifestyle, and begin to re-write their life story into 

a redemption script. This involves integrating their past negative experiences into a script that 

is coherent with one’s true-self. This identity transformation is followed by prosocial changes 

in lifestyle choices which deter them away from offending.  

As discussed in chapter one, the RNR model currently guides most correctional 

treatment development and implementation. However, RNR informed treatment emphasises 

the deficits of the individual by aiming to eliminate criminogenic factors through avoidance 

strategies (Polaschek, 2017; Ward & Brown, 2004; Ward & Stewart, 2003). Conversely, 

desistance-informed treatment emphasises personal strengths, aims to support the individual 

with their personal goal attainment, and focuses on increasing factors that support an offence-

free lifestyle (Polaschek, 2017; Ward & Brown, 2004; Ward & Stewart, 2003).  

The distinction between offence-related and desistance-focused interventions was also 

noted by Farrall, Sharpe, Hunter, and Calverley (2011) who emphasised that factors thought 
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to drive offending are not necessarily the same as the factors associated with desistance. As 

such it is unhelpful to assume that simply reversing criminogenic factors will result in 

desistance. Indeed, it seems that removing dynamic risk factors alone is not sufficient for 

desistance to occur (Serin & Lloyd, 2009). Instead, McMurran and Ward (2010) suggest that 

taking into account the participants’ hopes and concerns for the future and increasing their 

sense of control in the process will likely increase treatment readiness. Treatment becomes 

something that they chose rather than perceiving they have been coerced into, which is 

associated with poorer outcomes (Day et al., 2004).  

Although RNR principles provide some guidance for effective treatment, they do not 

account for a number of factors that the MECP suggests are key for engagement, such as 

agency, and norms or values. My argument is not to completely remove RNR informed 

interventions from correctional treatment because they do demonstrate some treatment effect. 

I argue that these principles should be complimented with positive psychology approaches 

that are more conducive to treatment engagement, by supporting the important components in 

the MECP, in order to increase treatment completion and efficacy. A useful framework that 

uses the positive psychology approach and may help to enhance treatment engagement is the 

Good Lives Model (GLM; Ward & Gannon, 2006).  

The GLM emphasises the role that human agency plays in offending. The GLM 

asserts that all human behaviour can be understood as attempts to attain one or more of the 

eleven primary goods. The model proposes that primary goods are the values that guide 

action, such as relatedness, knowledge, mastery and inner peace. Individuals will prioritise 

attaining different goods depending on their circumstances. Secondary goods are the means 

by which individuals achieve their primary goods. This is consistent with the Agency Model 

of Risk discussed earlier where values determine goals which guide strategy selection.  
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In the GLM, offending is conceptualised as the harmful means by which individuals 

attain their primary goods and is the result of a flawed “Good Life Plan”, rather than flawed 

primary goods, or values. In other words, offending actions are harmful strategies that an 

individual implements to achieve their values and goals. As such, the GLM proposes that 

interventions should address flaws in their “Good Life Plan” and promote primary good 

attainment through non-harmful strategies.  With regards to treatment, it makes sense that 

incorporating the GLM will promote and foster the core components of the MECP leading to 

enhanced engagement. For example, the GLM advocates personal goal selection and the 

exploration of non-harmful strategies for goal attainment. This will support agentic capacities 

highlighted in the MECP.     

In light of this, Ward (2017) suggests interventions should be future-focused, support 

personal goal attainment, promote non-harmful strategies for achieving these, incorporate 

personal values, and take into account the processes of normal human functioning across 

multiple domains. Ward (2017) noted that during assessment therapists should aim to 

construct a comprehensive understanding of what the individual finds meaningful, and what 

factors exist in their life that can support non-harmful strategies. This supports a values-

oriented approach which explicitly explores the participant’s personal values, goals, barriers 

and strategies at assessment to inform the tasks of treatment, which may be beneficial to 

enhancing engagement (Day & Casey, 2009). This will also lead to a more responsive 

approach with participants that could help to accommodate any weaknesses in competence 

and also explore salient norms which may be guiding their actions. The Rokeach Values 

Survey (RVS; Rokeach & Ball-Rokeach, 1989) is one way in which values could be 

operationalised during assessment (Day & Casey, 2009). The RVS involves the participant 

ranking two groups of values in order of importance. The two groups are ‘terminal values’ 

and ‘instrumental values. Terminal values refer to end goals or states of being (e.g. True 



MODEL OF ENGAGEMENT FOR CORRECTIONAL PRACTICE 

96 

 

friendship, happiness, family security) and instrumental values refer to preferable behaviours 

to achieve the terminal values (e.g. honesty, courage and forgiveness). Whilst it is unlikely 

this is a comprehensive list of all possible values, this tool may provide therapists with a 

simple method for supporting participants to think about behaviours and goals that are 

important to them. Completion of the RVS may then generate further discussion about where 

the participant is and where they want to be in terms of these values.   

There is a growing emphasis on a more holistic, client-centered approach to treatment, 

where the participant’s agency, context and competence is strengthened. The positive 

psychology movement further supports the use of the Model of Engagement for Correctional 

Practice to understand and enhance treatment engagement. Here, I will summarise the 

practices that are likely to increase engagement that can be incorporated into treatment 

development. These are categorised into nine principles and associated practice guidelines to 

develop and deliver treatment that facilitates engagement. 

 Emphasise personal goal-setting by exploring with the participant their personal 

values, hopes, and concerns for the future, then developing a Good Life Plan 

which will guide treatment goals and tasks.  

 Take a strength-based approach by recognising and reinforcing the participant’s 

natural strengths and achievements, and exploring how these can support their 

Good Life Plan in a non-harmful manner.  

 Focus on solutions by introducing other non-harmful approach strategies to 

achieve their Good Life Plan and attain primary goods.  

 Provide opportunities for social inclusion by involving family members and other 

supporters and stakeholders in the treatment process, as well as encouraging the 

participant to get involved in out-of-session activities that will support their Good 

Life Plan.  
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 Promote positive experiences by providing opportunities for enjoyment within and 

outside of treatment. Encourage recognition and appropriate expression of 

emotions. Address and reduce negative emotional experiences within treatment, 

and encourage the use of non-harmful emotion regulation strategies.  

 Foster hope and optimism by praising and reinforcing successful use of non-

harmful strategies and goal attainment, whilst also validating and supporting the 

participant through challenges and obstacles.  

 Enhance agency by focusing on their personal goals and strategies, providing 

choices and encouraging autonomy, reducing perceived coercion, and facilitating 

decision-making through scenario construction, perspective-taking, and self-

evaluation activities.  

 Encourage active participation through a stronger focus on real life experiences, 

challenges and successes, as well as skills practice and role plays in treatment 

rather than more didactic, theory-driven treatment approaches.  

 Take a client-centred approach which individualises treatment as much as 

possible, being flexible enough to respond effectively to the causes of differing 

levels of engagement. Use narrative techniques to explore and support their 

personal identity transformations.  

 

Foster the Therapeutic Alliance  

According to the MECP, the therapeutic alliance is a critical factor associated with 

engagement. Indeed, therapist characteristics, the client’s perception of the therapist, and the 

therapeutic alliance all appear to facilitate treatment goal attainment (Marshall & Burton, 

2010). Additionally, Day, Kozar, and Davey (2013) note that a “collaborative, client-centred 
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approach is associated with the highest levels of effectiveness” (p. 630) and this is supported 

by other researchers (Howells & Day, 2003; Holdsworth et al., 2014; Gannon & Ward, 2014; 

Ward, 2017). The therapists’ training, skills and experience and their ability to provide 

emotional support have been associated with reduced treatment attrition (Roos & Werbart, 

2013). Additionally, treatment engagement is facilitated by therapists who adopt a warm and 

respectful attitude toward participants (Serran et al., 2003). Furthermore, training staff in the 

effective use of such attributes has led to enhanced therapy outcomes for individuals in sexual 

offending treatment programmes (Marshall & Serran., 2004; Serran et al., 2003) and those 

with personality disorders (Howells & Day, 2007).   

In order to enhance engagement by building a strong therapeutic alliance, therapists 

have a responsibility to adopt a belief in the client’s ability to change (Maruna, Lebel, 

Mitchell, & Naples, 2004), develop their awareness and management of their own attachment 

style (Degnan, Seymour-Hyde, Harris, & Berry, 2016) and interpersonal schemas (Safran, 

1998), and work collaboratively with participants (Day et al., 2013; Gannon & Ward, 2014). 

Gannon and Ward (2014) apply the moral acquaintance model (Ward, 2014) which 

encourages open, inclusive dialogues that communicate respect and dignity for the intrinsic 

value of persons.  

Barnao et al. (2016) analysed clients’ perspectives on forensic mental health 

treatment. They found important features associated with an enhanced therapeutic 

relationship. These include; the use of a client-centred approach, being treated with respect 

and dignity, consistency of care, awareness of their rehabilitation pathway, high levels of 

agency and a sense of control. Seligman et al.’s (2016) review of psychotherapy suggested 

the following attributes of therapists were associated with improved outcomes; acceptance of 

the participant, client support, appropriate therapist self-disclosure, interest in the client, 
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therapist confidence, motivational approaches and keeping clients on track with treatment 

goals.  

For the therapist, the demonstration of both general therapeutic virtues and treatment-

specific competencies will be important. General therapist attributes include being non-

judgemental and warm, demonstrating interest, empathy, care,  and compassion, showing 

genuineness with appropriate self-disclosure, and taking a supportive and motivational 

approach (Benveniste, 2016; Marshall & Burton, 2010; Serran et al., 2003; Serran & 

Marshall, 2010). Furthermore, as participants’ perceptions of the therapist influence the 

alliance (Marshall & Burton, 2010), the MECP suggests therapists should explore these 

perceptions and address the causes of negative or unhelpful perceptions in order to enhance 

engagement.  

Treatment-specific competencies will differ depending on the professional training of 

the therapist and style and model of treatment being delivered. Across all styles of treatment 

however, therapists should be competent in establishing appropriate boundaries, 

reinforcement and contingencies, and have awareness and management of their own 

interpersonal processes. Furthermore, given the therapists’ internal state will influence the 

therapeutic alliance, on-going management of their own agency, and cognitive and affective 

processes will be important.  

According to the MECP, the principles and practice guidelines for treatment 

development and delivery described above are also likely to support the therapeutic 

relationship through their influence on participant agency, norms and competence. As such, 

therapists should be competent in their understanding and application of the positive 

psychology principles and practice guidelines outlined in this chapter such as agency, the 

Good Lives Model and narrative approaches.  
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An additional task of therapists is to repair any therapeutic ruptures (Safran, Muran, & 

Eubanks-Carter, 2011) that occur. Therapeutic ruptures are tensions or breakdowns in the 

relationship between the participant and therapist. For example, the alliance can be ruptured 

when a therapist responds in a controlling, dominant, or authoritarian manner (Skeem et al., 

2007). Part of the therapist’s role is to manage their own interpersonal responses and attempt 

to repair these ruptures. This may be achieved by; empathising with and validating the 

participant’s experiences, reinforcing the therapeutic rationale, adjusting treatment tasks or 

goals, clarifying any misunderstandings, exploring the rupture with the participant openly and 

without defensiveness, exploring transference interpretations, or resolving the rupture by 

providing corrective experiences. Thus, therapist training and support to apply these 

strategies will be important.  

Earlier I suggested some principles and practice guidelines for treatment development 

and delivery. Here I suggest a further five principles and associated practice guidelines for 

fostering the therapeutic alliance: 

 Take a collaborative approach by providing consistent support, facilitating open 

and inclusive dialogues, negotiating treatment goals and tasks transparently with 

the participant, and providing feedback on treatment progress.  

 Modify client perceptions of the therapist by being genuine and non-judgemental, 

providing appropriate self-disclosure, exploring their perceptions without 

defensiveness, and using the MECP to recognise and address causes of unhelpful 

perceptions.  

 Demonstrate therapeutic virtues of warmth, empathy, confidence and compassion 

whilst treating the participants with interest, dignity, and respect. 

 Demonstrate knowledge and application of key therapy skills including treatment-

specific technical skills, Motivational Interviewing, establishing and managing 
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boundaries, reinforcement contingencies, positive psychology principles, the 

GLM, narrative techniques, interpersonal processes and repairing therapeutic 

ruptures.  

 Self-reflect and self-manage across all therapy tasks including one’s own 

cognitive, affective and interpersonal processes, and competence. Attend regular 

supervision for on-going monitoring and guidance.  

Assess and Prepare Participants for Treatment Engagement  

During the assessment and the time between the assessment and commencement of 

treatment, a focus should be on preparing participants for treatment engagement. This will 

involve the initiation of the therapeutic alliance, increasing the participant’s awareness of the 

treatment on offer, increasing their desire for change through treatment and identifying and 

addressing potential obstacles to engagement.  

Given the inconsistency in the conceptualisation of treatment engagement (see 

chapters one and two), there are no psychometrically robust tools to measure potential 

engagement in a meaningful way in terms of the MECP. Although Casey et al. (2007) 

developed the CVTRQ (see chapter two) to assess treatment readiness; this was found to 

predict attrition and completion rather than the more dynamic and complex within-treatment 

engagement. Additionally, the Treatment Readiness Scale (Serin & Kennedy, 1997) assesses 

eight internal factors associated with participant’s readiness for treatment (as described by the 

MORM), such as problem recognition, perceived benefits of treatment, treatment goals and 

motivation. This measure may predict treatment attrition and recidivism (Nunes, Cortoni, & 

Serin, 2010). However, it also has not yet been investigated in terms of engagement. 

The Personal Aspirations and Concerns Inventory for Offenders (PACI-O; Campbell, 

Sellen, & McMurran, 2010) asks the participant about their goals, their importance and the 
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perceived attainability of those goals. This measure has initially shown some promising 

psychometric properties and may help the therapist explore the participant’s hopes for the 

future and their confidence they can achieve those goals. Indeed, administering the original 

PACI at assessment has been associated with enhanced pre-treatment motivation (Campbell 

et al., 2010). I also suggest that discussing one’s own goals is intrinsically less threatening 

than focusing on criminogenic factors, and thus may also served to aid in the development of 

the therapeutic alliance. Thus, the PACI-O could be used during the assessment or pre-

treatment phase to support the therapeutic relationship and possibly enhance engagement.  

Coleman and Neimeyer (2014) defined client agency within psychotherapy as; 

“expectations relating to the active, purposeful use of psychotherapy to meet needs, solve 

problems, and make life changes” (p. 3). They identified six measures that could be used to 

assess client agency, but note that more research into the conceptualisation of client agency is 

needed in order to develop psychometrically robust measures of agency. One promising 

measure is the Self-Efficacy for Client Behaviours scale (SECB; Longo, Lent, & Brown, 

1992) which operationalises self-efficacy for clients in psychotherapy. This assesses the 

client’s confidence in their ability to achieve treatment tasks on a Likert scale and may 

positively correlate with outcome expectancies, motivation, positive affect in treatment and 

scores on the Working Alliance Inventory (WAI; Horvath, 1994). However, further 

confirmation of the SECB psychometric properties is required. Additionally, self-efficacy is 

only one psychological capacity required for agency, which also includes prospection and 

self-regulation, so the ability of the SECB to operationalise agency is limited to just the one 

component (Coleman & Neimeyer, 2014). 

Lloyd and Serin (2012) developed a measure of agency for use within correctional 

settings. Their Personal Agency for Desistance Questionnaire (PADQ) uses two scales to 

assess agency. The agency scale assesses the participant’s intention to change, and beliefs 
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about their ability to change and the expectancies scale assesses the participants’ expectations 

of outcomes regarding offending and desistance. The measure found that positive 

expectations of desistance and negative expectations of offending were associated with 

higher agency scale scores. Conversely, negative expectations of desistance and positive 

expectations of offending were associated with lower levels of agency. The benefit of this 

measure is that it incorporates the individual’s expectancies, or projections, which is a further 

capacity required for agency.  

Initial research on the PADQ shows good internal consistency and construct validity, 

but it still requires further investigation into its reliability and predictive validity. It would be 

interesting to investigate if the PADQ can predict treatment engagement, as this would 

provide practitioners with the first measure of the influence of agency on engagement in 

correctional treatment. The outcomes of this measure would also provide guidance to 

practitioners about what is hindering engagement. For example, if scores reflect negative 

perceptions about their ability to change, practitioners can focus on fostering confidence and 

competence. If scores reflect positive expectations of offending, practitioners can focus on 

using motivational interviewing to explore and resolve ambivalence.    

There are a number of factors that are thought to impact on engagement. Negative 

appraisals and perceptions of treatment and therapists, on-going attachment to criminal 

identity, perceived coercion, lack of external support, poor self-efficacy about ability to do 

treatment tasks, and feeling powerless have all been associated with lower levels of treatment 

completion or participation (Sturgess et al., 2016). Conversely, motivation to participate, 

higher competency, effective goal-setting, perception of treatment as helpful in achieving 

personal goals, having a variety of treatment options, being provided with adequate 

information about treatment, perceiving therapists as trustworthy, competent and able to 
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maintain safety and feeling safe in one’s environment have all been attributed to better 

treatment participation and outcomes (Sturgess et al., 2016).  

With regards to interventions that may support enhanced engagement, behavioural 

contracting and motivational interviewing have shown some promising effects. Behavioural 

contracting prior to treatment commencement ensures that participant and therapist roles, 

responsibilities, and expectations are clearly established and goals and tasks of treatment are 

collaboratively agreed to (Beyko & Wong, 2005).  Within correctional settings, motivational 

interviewing (Miller, 2013) can improve treatment completion rates, motivation for change 

and reduce recidivism (McMurran, 2009). Although a low level of motivation is not 

sufficient to account for all cases of treatment dropout (McMurran & McCulloch, 2007), 

enhancing motivation prior to treatment is one way in which engagement could be facilitated. 

Furthermore, Ogrodniczuk, Joyce, and Piper (2005) suggest the following techniques 

that could be incorporated into pre-treatment interventions. Firstly, role induction where the 

participant is introduced to the treatment rationale and their own and the therapists roles and 

responsibilities during treatment, could help alleviate anxieties and improve perceptions and 

expectations of therapy and therapists. Secondly, vicarious training involves showing and 

discussing with the participant examples of therapy. Finally, experiential training involves 

therapy simulation. This would provide the participant with a slow and graded exposure to 

treatment, which could help alleviate anxieties by increasing their understanding of the 

process and expectations, improve the participants perceptions and expectations of therapy 

and therapists, allow opportunities for identifying and attending to potential barriers to 

engagement, and develop the therapeutic alliance. Although pre-training makes sense and 

sounds promising, there is has been little empirical investigation into its effectiveness in 

enhancing engagement or retention (McMurran & Ward, 2010). 
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There is an increasing evidence base on which to begin developing assessment tools 

and pre-treatment interventions to enhance engagement. Unfortunately, at this time there are 

no psychometrically robust measures of within-treatment engagement or causal factors 

underpinning it, meaning prediction is difficult. Additionally, with very little empirical 

research into the effect of pre-training interventions on engagement, their positive influence 

can only be hypothesised. It is likely that initiation of the therapeutic alliance, increasing the 

participant’s awareness of the treatment on offer, increasing their desire for change and 

treatment, identifying and addressing potential obstacles to engagement and pre-treatment 

training will positively influence components of the MECP. Thus, these four principles and 

associated practice guidelines are suggested as ways to assess and prepare participants for 

treatment to enhance the likelihood that engagement in treatment will occur.  

 Develop initial therapeutic alliance by demonstrating the therapeutic virtues and 

working collaboratively with the participant. Spend time gaining a comprehensive 

understanding of the individual’s values, goals, obstacles, strategies, strengths, 

and achievements. Take a holistic approach to assessment.  

 Increase participant’s awareness of treatment through role induction which 

explores and clarifies the expectations, roles and responsibilities of the therapist 

and participant. Provide information about treatment. Encourage autonomy and 

choice in treatment attendance or non-attendance with associated consequences. 

Provide demonstrations of treatment through vicarious or experiential tasks.    

 Increase desire for change by employing motivational interviewing techniques 

and adopting a narrative approach to underlying values and identity. Explore 

offending and non-offending expectations and links to values.  

 Identify and address potential obstacles to engagement using measures of 

readiness, agency, and competence. The CVTRQ, PACI-O or the SECB may be 
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useful here. Provide feedback to participants and work collaboratively with them 

to resolve any barriers. Engage family or other supporters to increase their 

understanding of treatment and support for the participant. 

 Develop effective pre-treatment training programmes as a useful way to achieve 

the above tasks. This would need to be delivered flexibly to meet the needs of the 

participant. It should be collaborative and should emphasise autonomy, 

incorporate holistic treatment approach, utilise motivational interviewing 

techniques, include personal goal-setting, role and treatment induction, and 

identifying and addressing potential engagement barriers.   

 

Monitor Engagement throughout Treatment 

Given that there has been no consistent conceptualisation of treatment engagement in 

correctional practice, it is unsurprising that there is also a lack of robust and comprehensive 

measures of engagement within treatment and those that do exist are applied variably 

(Holdsworth et al., 2014). A number of measures have been used in the literature in an 

attempt to assess engagement including, the Treatment Participation Questionnaire (Stein et 

al., 2011) and the Group Engagement Measure (Macgowan, 2000). These measures however 

tend to be applied variably and so psychometric results are inconclusive.  

The Treatment Engagement Rating (TER) scale (Drieschner & Boomsma, 2008) was 

developed to investigate the ICTM and has been shown to be reliable and demonstrate 

predictive validity for attrition and completion (Drieschner & Verschuur, 2010). Thus, if it 

demonstrates construct and predictive validity for treatment engagement as it is 

conceptualised in the MECP, the TER may be a useful way to monitor participants’ 

engagement. The Working Alliance Inventory (WAI; Horvath, 1994) may be a useful tool to 
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assess the therapeutic relationship. Although a modified version has demonstrated reliability 

in a community correctional setting (Tatman & Love, 2010), further research into the validity 

of the WAI with correctional treatment therapeutic relationships, including its ability to 

predict treatment engagement, is needed.  

In addition to inconsistent conceptualisation and measurement of treatment 

participation and readiness, the task of monitoring engagement within treatment is further 

hindered by the fact that it has received little attention in the literature. I propose that ongoing 

monitoring of engagement on a regular basis over the course of treatment is a critical task for 

therapists. Given that engagement reflects behavioural progress toward treatment goals, it 

will be important to collaboratively operationalise what this actually involves prior to 

treatment commencing, ideally during pre-treatment training. It is likely that the actual 

behaviours that are involved in engagement will differ between participants and should 

reflect their personal goals. In addition, the behavioural expectations will vary across 

different treatment styles and settings. For example, an individual undergoing motivational 

interviewing may be considering the costs of offending and the benefits of change. An 

individual undergoing cognitive-behavioural therapy may be correcting unhelpful thinking 

patterns.  

The positive psychology model supports this notion in that the participant’s personal 

goals will determine what constitutes behavioural progress. It does however suggest some 

important behavioural indicators of increasing engagement that will help to monitor 

engagement throughout treatment: 

 The participant is identifying personal goals and values that support desistance 

 The participant is identifying non-harmful means to achieve these 

 The participant is practicing new behavioural skills and strategies within treatment 

 The participant is attempting to apply new skills to real life situations 

 The participant is evidencing identity and narrative transformations 
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How and when individuals exhibit these behavioural indicators will depend on the 

multi-dimensional interactions of the components in the MECP. I suggest that these 

indicators provide an initial starting point for monitoring engagement. However, this concept 

would need to be empirically investigated.    

Modify the Context to Promote Engagement  

The MECP suggests that the context influences the internal treatment setting through 

its influence on the therapist and participant factors. Therefore, addressing factors that leave 

participants feeling unsafe and fostering a rehabilitation-friendly environment will likely 

enhance engagement (McMurran & Ward, 2010). Treatment delivered within therapeutic 

communities (TCs) may enhance outcomes (Day & Doyle, 2010) and special treatment 

prisons, which provide intensive rehabilitation programmes, are often viewed as more 

conducive to rehabilitation than mainstream prisons (Day, Casey, Vess, & Huisy, 2012).  

As such, in prisons, I propose that TCs provide an ideal environment within which to 

complete treatment. This is because they are more likely to promote and foster prosocial 

support, for example, from well-trained staff and other participants undergoing treatment. 

The physical environment is also likely to be more conducive to therapy, such as purpose 

built treatment delivery rooms. Norms are established that are consistent with treatment 

goals, for example, it may be easier for participants to practice their new behavioural skills if 

this is considered socially appropriate (i.e. their norms are congruent with treatment tasks). 

However, this hypothesis needs to be empirically investigated.  

Where delivering treatment within a TC is not possible, it would be beneficial for 

providers to replicate them as much as possible. For example, training staff in the treatment 

models and therapeutic alliance, sourcing appropriate treatment delivery rooms, separating 

those undergoing treatment from those individuals who are not yet ready for treatment, and 
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ensuring participants feel safe.  Additionally, the inclusion of family and other supporters in 

pre-treatment training, as suggested above, may help to adjust to priorities, values, and norms 

of the participant’s support system.  

Furthermore, the context also includes the wider socio-political environment with 

regards to the treatment of people who have committed crime. Governmental policies are 

inherently determined by the values and norms held by society (Ward & Heffernan, 2017). 

As such, how crime, punishment, justice and rehabilitation are viewed by the wider society 

will determine the extent of funding, resources and support available for correctional 

treatment. Additionally, the development and delivery of treatment will be determined by the 

offending rehabilitation models that are valued. For example, since its conception, RNR 

informed treatment has dominated correctional rehabilitation practice. This is in spite of the 

fact that treatment adhering to these principles has consistently been shown to yield only 

small effect sizes (e.g. Corrections, 2017).  

We have an ethical obligation to consider the person receiving treatment as a whole 

person experiencing the same human processes as everyone else, and to treat them with 

dignity and respect. Adopting a positive psychology approach to correctional treatment will 

likely lead to better outcomes as it reinforces this obligation, by placing the participant at the 

centre and making treatment work for them, rather than them having to fit into the treatment 

currently available. Additionally, it provides opportunities for role modelling positive 

experiences and approaches to the participants. 

I suggest the following principles and practice guidelines for modifying the context to 

promote engagement:  

 Ensure safety and security of the environment to reduce participants feeling 

unsafe. Therapists should be competent and confident in managing hostile or 
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aggressive behaviours. Treatment environment has security measures. 

Hostility and aggression outside of treatment is managed by others.  

 Enhance pro-social support by increasing opportunities for family and other 

supporters’ involvement in treatment. Reduce anti-social influences by 

separating those who are ready for change with those who are not.  

 Prioritise values of respect, dignity and equality including adopting 

correctional practices that reflect these and putting the participants needs at the 

centre.  

 Provide adequate resources such as appropriate staff recruitment, training and 

ongoing support (e.g. supervision, adequate treatment rooms, delivery 

resources). 

 

Summary of Applications 

The MECP conceptualises engagement as a set of adaptive, goal-directed practices 

where high levels of engagement reflect behavioural progress toward collaboratively agreed 

upon treatment goals. I have described how positive psychology can help to apply the MECP 

to correctional practice in order to enhance treatment engagement. According to the MECP, 

promoting and fostering (1) a therapy-supportive context, (2) high levels of agency, (3) 

participant and therapist competence, (4) norms conducive to treatment goal attainment and 

(5) a strong therapeutic alliance will be critical tasks that must be achieved in order to 

facilitate engagement. As such, I have suggested some principles and associated practice 

guidelines that will support practitioners to complete these tasks. In order to enhance 

engagement, we must develop and deliver treatment that facilitates engagement, foster the 

therapeutic alliance, assess and prepare participants for treatment engagement, monitor 
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engagement throughout treatment, and modify the context to promote engagement. I now 

briefly discuss my final conclusions, limitation and directions for future research.   

 

Limitations and Future Directions  

The MECP provides a unique understanding of engagement. Whilst other models 

have focused on predictors and outcomes of engagement, the MECP has focused on 

proximate mechanisms. By integrating multiple levels of analysis (i.e. developmental, social, 

psychological) and associated validated theories of psychological and social functioning (i.e. 

agency, values, norms, evolutionary perspectives), the model is unique in its ability to draw 

attention to the dynamic and interactional processes of the underlying cognitive, affective, 

behavioural and interpersonal causes of behaviour. As a result the model is able to explain the 

relationship between the predictors and outcomes that have been used as proxies for 

engagement in previous research. The broadness of this conceptualisation of engagement 

means it is able to account for the highly variable presentation of engagement across different 

treatment styles and settings, as well as temporal and contextual changes throughout 

treatment. The systemic and interactional nature of the model highlights the influence of 

social and environmental cues on internal states. The MECP can accommodate a variety of 

engagement presentations and causal processes, thus offering a complete explanation of 

treatment engagement. However, it is a preliminary model, and further theoretical work to 

develop more specific understandings of each component is warranted.  

Empirical validation of each of the causal processes underlying engagement could 

provide further insight into their interactions and influences. Operationalisation of 

engagement as it is conceptualised in this model can help to resolve the inconsistencies that 

exist in the current literature. Once these tasks have been achieved, investigation into the 
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impact of positive psychology approaches on engagement may provide further support for the 

MECP.     

Final Conclusions 

At present, the phenomenon of treatment engagement is inconsistently conceptualised 

and poorly understood. The current body of literature has illuminated the need for a coherent 

theory to explain the construct. As a result, the aims of this thesis have been to (1) develop a 

robust conceptualisation of engagement, and (2) provide an explanation of engagement in 

terms of its underlying causal mechanisms. I have reviewed the literature and demonstrated 

how evolutionary theories of human functioning, agency, values, norms, and the therapeutic 

relationship provide a sound platform on which to build such a theory. 

The MECP draws multiple levels of psychological theory into an integrated 

understanding of engagement. The MECP conceptualises engagement as a set of adaptive, 

goal-directed practices that reflect a participant’s behavioural progress toward collaboratively 

agreed upon treatment goals. These practices occur through interactions between dynamic 

internal and external systems which act on and within treatment. Understanding these 

practices as responses to these social and psychological processes gives meaning and context 

to the behaviour observed within treatment. Through their experiences across the lifetime, 

participants and therapists develop capacities for agency, values and norms and competencies 

that, in response to environmental and contextual cues, influence their internal cognitive and 

affective states. These internal states then impact how the therapist and participant interact 

with each other within treatment. It is this therapeutic relationship that influences how the 

participant responds to and behaves within treatment. The MECP incorporates a range of 

empirical and theoretical research to provide a behavioural explanation of engagement. When 

conceptualising engagement in this way, positive psychology provides a useful paradigm 
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with which to develop principles and practice guidelines that will facilitate higher levels of 

engagement in correctional treatment, ultimately supporting desistance.   
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