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The following research analysis was conducted by Mary Thuringer of Citizens For Reform, a non-profit organization which advocates on behalf of ex-sex offenders, who have been civilly committed to the Minnesota Sex Offender Program. The following details will explain the views of residents within these “regional treatment” facilities in regard to the treatment program itself, as well as the punitive state within this program, the psychological and emotional abuses they have encountered, and lack of rehabilitative treatment thereof, within this program. 
Out of 200 surveys sent into the Moose Lake and St. Peter facilities, 89 responses were received. Thirty-one questions were asked of these residents, and descriptive answers were also requested to better understand their points of view of the treatment they have been receiving. Some resident comments will be included in this report to give a clearer understanding of what they have been encountering over the years. Keep in mind that not all of these men answered every question on the survey form; therefore, not all numbers will match accordingly.
The average amount of time these men have been civilly committed has been 8-12 years (from 1990-2002). There are also five men who were civilly detained for sex offenses between 1973 and 1985 and are still detained in these facilities. The average age range of these men is from 18 to 70+ years of age. Some of the younger men, who entered treatment in juvenile facilities between the ages of 14-15 years of age, were informed that this treatment would only be approx. 2 years, only to be civilly committed to adult facilities once they reached the age of 18 where they have been detained ever since.

Out of the 89 men surveyed, there were 36 in Treatment and Core Group, 12 in Treatment Only, 7 in Core Group Only, and 6 who were journaling. The remaining individuals were not attending treatment at the time of this survey. There are four phases of the Minnesota Sex Offender Program plus Transition. The group receiving treatment is broken down as follows: 17 were in Phase I, 32 were in Phase II, 9 were in Phase III and 1 was in Phase IV. It took these men an average of one year to reach Phase I, two years to reach Phase II, three years to reach Phase III, and five years to reach Phase IV. On average, these men have been in Phase I for 2 years, Phase II for 4.5 years, Phase III for 1.5 years, and Phase IV for 2 years.
When these men were asked if they had ever participated in treatment in any other facility or prison, 77% said “yes”. They were found to have participated in programs while in prison or juvenile treatment facilities, which included ITSPA, T-Stop, SEEC, ADAPT, etc. A portion of these men completed treatment while in prison or juvenile treatment facilities, but have discontinued treatment at the MSOP due to frustration, anger, confusion, inability to understand, verbal abuse by facilitators, etc. 

When asked if the MSOP treatment criteria were too difficult for them to understand, 39% said “yes”. Our research found this to be mainly due to a lack of education or a learning disability and, therefore, suggests an inability to understand psychological terms used within the program or the inability to fully understand what is expected of them. This can cause a great deal of frustration, lack of self-esteem, and, therefore, a feeling of defeat causing individuals undergoing treatment to give up.
Many of the men also found it very difficult to achieve success in the treatment process due to the fact that the program continuously changes daily and/or weekly making the patients confused, frustrated, and uncertain as to what they should and should not be thinking or doing. For example, a facilitator may commend a patient by telling him he is doing things correctly, only to find that the next day a different facilitator will tell him he is not doing things correctly. Also, when the treatment modules change regularly, it keeps patients unaware of the appropriate behaviors and cognitions expected of them.
Out of the 81 residents who were tested in the treatment phases, only 26% had advanced to the next phase, which leaves 55% who were not. An excuse given to residents by staff for not being advanced is that they are not using what they have learned in group enough during their “everyday life” within the facility. However, these men have passed written tests in the 80th to 90th percentile. Others, who have advanced to Phase III or IV, have been “demoted” to Phases I or II because they were assumed to not have been using “everything” they have learned in previous phases enough and, therefore, needed to go back and start again. This, of course, also takes away additional privileges they had “earned” by moving up in phases, such as additional work hours, a privilege card so one could have more visitation hours and move about the facility without staff accompanying them. It is obvious that these types of behaviors by MSOP administration/staff are indeed defeating and discouraging. That is why 54% of the men had dropped out of treatment by the time this survey was conducted.
When asked if an Individual Treatment Plan had been setup for them, many did not understand the question and, therefore, the answers being sought were not helpful. However, most of the men claimed that the treatment they were receiving in groups was not based solely on their Finding of Facts, but also included information from their court records which the courts found irrelevant.
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Questions were also asked regarding various types of treatment and group sizes. Fifty-nine percent of the residents agreed that smaller group sizes would be more helpful, as everyone would get ample time to speak and, therefore, receive input to assist them in their healing process. Sixty-one percent agreed that individual treatment (one-to-one) with a psychologist would be more helpful to them, as they would be focusing solely on their needs and not the needs of everyone else. Many feel uncomfortable listening to the offense histories of other residents and/or are uncomfortable in discussing their offenses in the presence of others because of the guilt and shame they feel. 
Keep in mind that there are flashers, child molesters, incest perpetrators, pedophiles, power rapists, etc. within these facilities all being treated with the same program together in the same groups. One resident stated that “There are great differences in what a power rapist does as to what a pedophile does. If you focus on what the person has done, I believe you would get right to the core of his problem.”  Another resident asked, “What would help a pedophile if he is not a rapist? How could a rapist help a child molester other than [in the way that] a citizen on the street could do? None have anything much in common and frequently hate each other.” Still another stated that “Forgiveness is the key to unlocking the past.” 

In asking residents if treating the “whole” person would be beneficial, 71% percent agreed that treating the whole person was much more important than just focusing on the sexual offense(s) committed, as these men are human beings and would like to be treated as such. They also agree (54%) that focusing on one type of offense in a group setting is much more productive and vital for those in attendance, as they don’t have so many other issues to deal with. 
Residents also feel that the treatment modules are too repetitious (64%). Many of the modules, such as chemical dependency, are repeated various times throughout the treatment process, and residents get bored with the repetition, which then leads to non-compliance and, therefore, non-productivity.
When asked if they believed community-based treatment would be more effective, 73% said “yes”. The reasons given were so they could be more independent by working regular jobs to support themselves and their families, to have their own home, and to use what they have learned in a “normal” life setting, rather than an artificial setting within a facility. One resident stated “A client must be exposed to the real world and all its temptations and problems. This is an artificial environment [we are in], not at all like the [real] world. We do not learn how to support ourselves or how to avoid high-risk areas. We need to practice and learn, not be stuffed in a prison isolated and protected from the world, unless the intention is to never let us out.”
The current treatment offered at MSOP is found to be coercive and/or abusive to 77% of the residents. They state that treatment staff belittle them, get verbally abusive, and will use anything they can against residents to keep them from advancing in treatment. In fact, 30% of residents stated that they have had privileges taken away from them for speaking up for what they believe to be true in group. Another 39% stated that they have lost privileges or were put on restrictions for dropping out of treatment. A resident stated that “The treatment team says one thing and security staffs say the opposite. The treatment staff also belittle, put people down, and act as if they are more superior than you. If you don’t say what they want to hear, they threaten to put you on phase probation or give you consequences.”
In order to advance in treatment, one must speak, act and think any way staffs tell them to or they will suffer consequences. Many, if not all, residents walk around in fear of retaliation by staff members. In fact, 41% of residents stated that facilitators do not treat them humanely. This clearly shows a lack of trust between those who are to administer treatment and the residents receiving the treatment. Also, 63% of residents stated that they do not feel they can confide in treatment staff or other staff members due to the lack of trust. 
Do staff members behave in a professional manner? Fifty-four percent of residents said “no”. They believe staff are only there to earn their paychecks and really don’t care about the residents’ well-being. One resident stated that “Some do care, but many of them don’t. Some believe that we should be locked up forever and the key thrown away. Then there are those who have had sex offenses against them and this is their way of getting even.” Another resident stated “One of my biggest resentments towards this place is the cold impersonal nature of it.” Still another stated that “They prefer punishment over treatment.” And yet another said “As a group, they’re demeaning, arrogant and patronizing.” Many stated that staff members aggravate, manipulate, coerce, degrade and disrespect them most of the time. Residents feel they are being treated like children rather than adults. 
Sixty-three percent of the residents also believe that staffs are not qualified to work in a sex offender program. Many of these staff members have no more than a high school diploma and a few hours of training within the facility to work as security counselors (guards), treatment facilitators, etc. 
There are also medical issues for many residents, especially the elderly and those who are handicapped. One resident stated “…it takes acts of congress to get reasonable accommodations for handicapped persons, fair treatment, etc. I believe sensitivity training should be mandatory for all staff.” Still another resident has complained of not receiving proper medications at appropriate times, he said “I have an array of mental health issues that hinder my ability to work the program. One specific issue is MSOP policy, whereby nursing staff refuse to help me with prescribed medicine to keep me from spiraling into depression and/or manic episodes. If I miss med window 
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time, I have been repeatedly told that it would be a violation of state law to give me any meds until the next 24-hour med window time. I complained to our consulting psychiatrist about this and he said he would order some provisions for the nursing staff to give me meds, the same day, if I should miss my medication time. The nursing staff refuses to abide by Dr. Heath’s instructions to provide for backup meds to prevent me from being denied medicine when I need it.” Yet another resident said [there is] “poor medical service and no response to health care concerns. Personally, I have been in need of new armrests for my wheelchair and I requested them via the nursing service and through the social worker. It has been a month and I still do not have them and can’t get an honest straight answer as to where they are. There is also a breach of fiduciary trust – county is being billed for medications that are thrown away if you are late or miss med times.”
There are many types of experimental treatments being used at the MSOP – one of them being used is an ammonia breathing technique. This treatment is utilized to curb offenders away from deviant thinking. Only 16% stated that they have used this technique, which has caused headaches, and sinus and throat pain. Ten percent of these residents stated that this experimental treatment was not helpful and 9% stated that they believed it to be harmful. Of course, common sense tells us (as well as scientific proof) that ammonia is very highly toxic and dangerous. It should not be breathed in even when using it for normal household use. It has been proven to be a cancer-causing chemical, and destroys crucial/beneficial brain cells for normal brain function. Another technique used is repetitive phrases, which one resident stated that “I’ve used the form of repeating a negative phrase or word for a 20-minute time period (at the therapist’s request) and found out that all it did was reinforce the phrase and/or word to the point that I began using the phrase or word in common conversation, which was really disheartening because I had not used those words or phrases for over 15 years.”
The majority of the residents at the MSOP have said that they believe the program to be punitive (78%). They are reprimanded for such things as forgetting to turn in their timecard or forgetting to put tools back in their proper place before leaving industry; they lose days of work if they over sleep or are late for another reason; told that they are lying even when they are telling the truth; are accused of having child pornography when they don’t (such as the movie “Superman”); are Opt Teamed for taking double doses of medication that the nursing staff gave to them; staff charting that they have acted inappropriately during visitation, etc. Many residents were being put in Protective Isolation for a minimum of 90 days for minor afflictions, such as a minor scuffle between two residents. Many staff members have charted false information in patient clinical charts, which when the resident appears before the three-judge panel, would make it seem as though they have not made any progress in treatment, and have been acting out in inappropriate manners. These are only a few examples of the punitive nature and abusive attitudes by administration and staff within the MSOP.
The Minnesota Sex Offender Program, which was established in 1992, was termed to be a 3-5 year program. Since its inception, not one person has been released. Twenty-nine percent of the residents believe the treatment program should not last more than 2 years (16% - 3 years; 11% - 1 year; 5% - 5 years; 4% - 1.5 years; and 3% - 4 years). An effective treatment program should not have to take more than 2-3 years to complete. If a treatment program continues longer than this, it becomes mundane and ineffective, and is also a waste of taxpayers’ monies.

The majority of the residents do not expect to complete or ever be released from the MSOP (45% of those who responded to the final question in the survey). Reasons being that they believe the program to be nothing more than preventive detention meant for punishment even though they paid for their crimes in prison.  One resident stated “No one has completed the program as it stands…I saw someone grow old and die here, so what’s the point? We really have nothing to look forward to. Though I do desire to get out, my chances are low. There is usually supposed to be some kind of trust in a treatment setting, so a patient feels safe to open up and disclose [information], but here it seems you get consequences or some kind of snickering behind your back, actions are done against you, or it gets charted. [It’s as though] you’re this horrible person instead of someone who is opening up for positive [feedback] and growth.”
In conclusion, the overall morale of the residents of the Minnesota Sex Offender Program is very low. They constantly live in fear of retaliation by staff members, have no hope for release, and are truly frustrated by what was once deemed to be an effective “treatment” program, but has been found to be nothing more than a means to lock them up and throw away the key.  In other words, preventive detention at its worst. This waste of taxpayers’ monies must come to an end, and a rehabilitative process must begin to bring healing to those who are in need. 
Note: See attached documentation on the MSOP Treatment Overview and Modules. Also note in this information how the Minnesota Statute 253B.02, subd. 18b has been altered by MSOP administration. A copy of the original statute is also attached.
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ADDITIONAL INFORMATION

In researching recidivism rates among sex offenders across the country, I have found that once-caught sex offenders rarely ever commit another sex crime. In fact, in a study done in Arizona in 2001, of 3,205 sex offenders who were released from the Arizona prison system (over a 15-year period from 1984 to 1998), only 10% returned to prison with a “new” felony conviction for a crime against persons (violent or sexual), and 5.5% with a new felony conviction for a sex crime. Rates of return with a new felony conviction for a sex crime varied as: 11.3% for miscellaneous sex offenses, 9.3% for sexual indecency/exposure, 5.9% for sexual assault/rape, 5% for child molestation, 5% for sexual abuse, and 3.5% for sexual conduct with a minor.
Among the 1,649 sex offenders released from the Arizona prison system to the supervision of state parole officers, only 1.5% were returned to prison for  a new sex crime while under supervision. Furthermore, for released sex offenders who could be followed for the following lengths of time, .5% returned with a new felony conviction for a sex crime within one year of release, 2% within two years, 3.4% within three years, 4.6% within four years, 5.1% within five years, 6% within six years, 6.7% within seven years, 7.1% within eight years, 7.2% within nine years, 7.8% within 10 years, 7.9% within 11 years, and 8.7% within 12 years. 

The NCIA produced a study in 1995 in which was stated that only 13% of once-caught sex offenders ever re-offend. That means that 87% do not go on to commit another sex crime. The Minnesota Department of Corrections in its Policy and Management Board Study conducted in December 2000, also states that only 12-13% of once-caught sex offenders ever recidivate.
This gives clear evidence that the majority of once-caught sex offenders do not go on to pose a threat to society by committing additional sex crimes once they are released from prison. This makes one wonder why so many people across this country, who have already paid for their sex crimes in prison, have been civilly committed to what is deemed to be regional treatment facilities for rehabilitative treatment that is not being given.

There is much evidence on outpatient and community-based treatment programs that have been scientifically proven to work in teaching tools to those who have committed sex crimes of various proportions, so that these individuals can go on to live normal, happy, productive lives. These types of programs also include family members, friends and other support persons, who have proven to be beneficial in helping these individuals to sustain from committing another sex crime. 
(See attached information on “Institute for Psychological Therapies” and “An Innovative Treatment Approach for Incestuous Fathers” [males]. Also attached is an article titled “Sex Offenders: Does Treatment Work”?)
Ms Thuringer may be contacted by writing to: Citizens For Reform, P.O. Box 172, St. Peter, MN  56082.
