


 

 







The Probation and Parole 

Treatment Planner,  

with DSM-5 Updates 





 

 
 

Arthur E. Jongsma, Jr., Series Editor 

The Probation and Parole 

Treatment Planner, 

with DSM-5 Updates 

Brad M. Bogue 

Anjali Nandi 

Arthur E. Jongsma, Jr. 

 

PracticePlanners® 



 

 
 
This book is printed on acid-free paper.  

Copyright © 2015 by Arthur E. Jongsma, Jr., Brad M. Bogue, and Anjali Nandi. All rights re-
served. 

Published by John Wiley & Sons, Inc., Hoboken, New Jersey. 
Published simultaneously in Canada. 

No part of  this publication may be reproduced, stored in a retrieval system, or transmitted in 
any form or by any means, electronic, mechanical, photocopying, recording, scanning, or 
otherwise, except as permitted under Section 107 or 108 of the 1976 United States Copyright 
Act, without either the prior written permission of the Publisher, or authorization through 
payment of the appropriate per-copy fee to the Copyright Clearance Center, Inc., 222 
Rosewood Drive, Danvers, MA 01923, (978) 750-8400, fax (978) 750-4470, or on the web at 
www.copyright.com. Requests to the Publisher for permission should be addressed to the 
Permissions Department, John Wiley & Sons, Inc., 111 River Street, Hoboken, NJ 07030, 
(201) 748-6011, fax (201) 748-6008, e-mail: permcoordinator@wiley.com. 

Limit of Liability/Disclaimer of Warranty: While the publisher and author have used their 
best efforts in preparing this book, they make no representations or warranties with respect to 
the accuracy or completeness of the contents of this book and specifically disclaim any 
implied warranties of merchantability or fitness for a particular purpose. No warranty may be 
created or extended by sales representatives or written sales materials. The advice and 
strategies contained herein may not be suitable for your situation. You should consult with a 
professional where appropriate. Neither the publisher nor author shall be liable for any loss of 
profit or any other commercial damages, including but not limited to special, incidental, 
consequential, or other damages. 

This publication is designed to provide accurate and authoritative information in regard to the 
subject matter covered. It is sold with the understanding that the publisher is not engaged in 
rendering professional services. If  legal, accounting, medical, psychological or any other 
expert assistance is required, the services of a competent professional person should be 
sought. 

Designations used by companies to distinguish their products are often claimed as trademarks. 
In all instances where John Wiley & Sons, Inc. is aware of a claim, the product names appear 
in initial capital or all capital letters. Readers, however, should contact the appropriate 
companies for more complete information regarding trademarks and registration. 

For general information on our other products and services please contact our Customer 
Care Department within the United States at (800) 762-2974, outside the United States at 
(317) 572-3993 or fax (317) 572-4002. 

Wiley also publishes its books in a variety of  electronic formats. Some content that appears 
in print may not be available in electronic books. For more information about Wiley 
products, visit our Web site at www.wiley.com. 

ISBN 9781119073291 
ePub 9781119075059 
ePDF 9781119075042 

Printed in the United States of  America. 

10 9 8 7 6 5 4 3 2 1 

http://www.copyright.com
mailto:permcoordinator@wiley.com
http://www.wiley.com


 

To my wife, Andrea, my daughter, Beccah and my son, 
Sam, for their continuous ability to make my life 
meaningful and wonderful 

—B.M.B. 

To Elbert Gibford, my husband, my best friend, my 
source of  endless love and support; to my family, 
Margaret Fraser, Jennifer Nandi, Sanjay Nandi, and 
Aarathi Bhat for their unconditional love; and, to my 
father for being here in spirit 

—A.N. 

To Beccah Bogue, one of  God’s marvelous lights, 
strong then weak, now becoming strong again and 
looking for her perfect place to shine. Watch for her 
brightness. It will not be denied. 

—A.E.J. 



 

 



ix 

CONTENTS 

PracticePlanners® Series Preface xi 
Acknowledgments xiii 
Introduction 1 

Anger 17 
Assertiveness Deficits 32 
Authority Conflicts 43 
Callousness (Lack of  Empathy/Honesty) 52 
Chemical Dependence 60 
Childhood Trauma/Abuse/Neglect 71 
Consequential Thinking Deficits 78 
Criminal Peers 86 
Deceitful 95 
Depression/Suicidal Ideation 101 
Driving-Related Offenses 110 
Family Conflict/Alienation 119 
Family Criminality/Deviance 127 
Financial Management Problems 135 
Gender Identification Issues 141 
Impulsivity 147 
Inadequate Social Support/Social Isolation 155 
Intimate Relationship Conflict 163 
Moral Disengagement 172 
Narcissistic—Unprincipled 182 
Problem-Solving Skill Deficits 193 
Psychosis 203 
Self-Concept Deficits 210 
Self-Defeating Behavior Patterns (non-AOD) 216 



X  CONTENTS 

Sexually Deviant Behavior 224 
Time Management Problems 233 
Unstable Living Situation 239 
Violent/Aggressive Behavior 246 
Vocational Deficits 253 

Appendix A: Sample Chapter with Quantified Language 263 
Appendix B: Bibliotherapy References 275 
Appendix C: Recovery Model Objectives and Interventions 287 
Appendix D: Bibliography 295 



 

 xi 

PRACTICEPLANNERS® SERIES PREFACE 
 
 
 
 

Accountability is an important dimension of the practice of 
psychotherapy. Treatment programs, public agencies, clinics, and 
practitioners must justify and document their treatment plans to 
outside review entities in order to be reimbursed for services. The 
books in the PracticePlanners® series are designed to help practitioners 
fulfill these documentation requirements efficiently and professionally. 

The PracticePlanners® series includes a wide array of treatment 
planning books including not only the original Complete Adult 
Psychotherapy Treatment Planner, Child Psychotherapy Treatment 
Planner, and Adolescent Psychotherapy Treatment Planner, all now in 
their fifth editions, but also Treatment Planners targeted to specialty 
areas of practice, including: 
 

Addictions 
• Co-occurring disorders 
• Behavioral medicine 
• College students 
• Couples therapy 
• Crisis counseling 
• Early childhood education 
• Employee assistance 
• Family therapy 
• Gays and lesbians 
• Group therapy 
• Juvenile justice and residential care 
• Mental retardation and developmental disability 
• Neuropsychology 
• Older adults 
• Parenting skills 
• Pastoral counseling 
• Personality disorders 
• Probation and parole 
• Psychopharmacology 
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• Rehabilitation psychology 
• School counseling and school social work 
• Severe and persistent mental illness 
• Sexual abuse victims and offenders 
• Social work and human services 
• Special education 
• Speech-language pathology 
• Suicide and homicide risk assessment 
• Veterans and active military duty 
• Women’s issues 
 
In addition, there are three branches of companion books that can be 
used in conjunction with the Treatment Planners, or on their own: 
• Progress Notes Planners provide a menu of progress statements 

that elaborate on the client’s symptom presentation and the 
provider’s therapeutic intervention. Each Progress Notes Planner 
statement is directly integrated with the behavioral definitions and 
therapeutic interventions from its companion Treatment Planner. 

• Homework Planners include homework assignments designed around 
each presenting problem (such as anxiety, depression, substance use, 
anger control problems, eating disorders, or panic disorder) that is 
the focus of a chapter in its corresponding Treatment Planner. 

• Client Education Handout Planners provide brochures and 
handouts to help educate and inform clients on presenting problems 
and mental health issues, as well as life skills techniques. The 
handouts are included on CD-ROMs for easy printing from your 
computer and are ideal for use in waiting rooms, at presentations, 
as newsletters, or as information for clients struggling with mental 
illness issues. The topics covered by these handouts correspond to 
the presenting problems in the Treatment Planners. 

 

The series also includes adjunctive books, such as The Psychotherapy 
Documentation Primer and The Clinical Documentation Sourcebook, 
contain forms and resources to aid the clinician in mental health 
practice management. 

The goal of our series is to provide practitioners with the resources 
they need in order to provide high-quality care in the era of 
accountability. To put it simply: We seek to help you spend more time 
on patients, and less time on paperwork. 

ARTHUR E. JONGSMA, JR. 
Grand Rapids, Michigan 
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INTRODUCTION 

Gradually, since the early 1960s, formalized treatment planning has 
become a vital aspect of  the healthcare delivery system, whether it is 
treatment related to physical health, mental health, child welfare, or 
substance abuse. What started in the medical sector in the 1960s spread 
to the mental health sector in the 1970s as clinics, psychiatric hospitals, 
agencies, and so on, began to seek accreditation from bodies such as 
the Joint Commission on Accreditation of Healthcare Organizations 
(JCAHO) to qualify for third-party reimbursements. With the advent 
of  managed care in the 1980s, treatment planning became even more 
important. Managed care systems insisted that clinicians move rapidly 
from problem assessment to formulation and implementation of the 
treatment plan. The goal of  most managed care companies is to 
expedite the treatment process by prompting the client and treatment 
provider to focus on identifying and changing behavioral problems as 
quickly as possible. Treatment plans must specifically address 
presenting problems, behaviorally-defined symptoms, treatment goals 
and objectives, and interventions. Treatment plans must be indi-
vidualized to meet the client’s needs and goals, and the observable 
objectives must set milestones that can be used to chart the client’s 
progress. Pressure from third-party payers, accrediting agencies, and 
other outside parties has increased the need for clinicians to produce 
effective, high-quality treatment plans in a short time frame. However, 
many mental health providers have little experience in treatment-plan 
development. This book will clarify, simplify, and accelerate the 
treatment planning process. 

PLANNER FOCUS 

The Probation and Parole Treatment Planner is written for practitioners 
in the field of corrections and related treatment areas (addictions, 
domestic violence, sex offender treatment, etc.). It serves as a guide 
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with a comprehensive menu of case plan ingredients from which the 
officer or clinician may select offender objectives and/or practitioner 
interventions for addressing the criminogenic needs of  offenders on 
their caseloads. Appropriate offender assessment to determine 
actuarial risk (for recidivism) and to identify each offender’s most 
prominent criminogenic needs is a critical function that must precede 
the case planning protocols elaborated in this text. 
 The field of  community corrections (e.g., probation, parole, 
residential halfway houses, day reporting) is dynamic and complex, 
involving a number of  different critical event cycles within any agency. 
Research in the past 10 to 15 years, sometimes referred to as “What 
Works,” highlights the significance of  effective intervention strategies 
in terms of potential reductions in recidivism and criminal 
victimization. As policy-makers listen to their constituencies on the 
one hand and their analysts and researchers on the other, the “What 
Works” literature and evidence has become a driving force for 
reengineering community corrections to have a greater accountability 
and emphasis on outcomes. This trend plays a significant role in 
shaping the demand for more efficient and effective offender case 
plans. 
 Case plans, long considered the linchpins for accountability in case 
management, have languished for 20 years, not evolving in corrections 
until recently. Given the advent of  so-called third-generation risk/need 
offender assessment tools (LSI-R; Compas, etc.), the means for 
identifying offender criminogenic needs now mandates case plans that 
are tailored to these same critical factors. The chapters in the Planner 
can each be logically subsumed or identified with the primary dynamic 
risk factors (e.g., antisocial peers, antisocial values, dysfunctional 
family relations, substance abuse, and self-control deficits) that have 
the most research evidence as being criminogenic. Therefore, the 
Planner should readily serve as a bridge between the offender needs 
identified in assessment and individualized plans of  action to address 
those specific (and criminogenic) needs. This linkage is crucial for 
operationalizing the need and responsivity principles described 
throughout the “What Works” literature. 
 Many of the case plan short-term objectives in each of the 
problem-oriented Planner chapters are commonly found in a variety of  
cognitive behavioral skills training curriculum and adhere to cognitive 
behavioral training paradigms. Cognitive behavioral interventions are 
clearly indicated in the research as the preferred treatment strategy 
when working with corrections populations. This book emphasizes the 
suggestion of interventions that involve skill training with directed 
practice. 
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 We assume that the monitoring and necessary surveillance of  the 
client will be driven by the policies in each agency. Nevertheless, it is 
our recommendation that monitoring and necessary surveillance 
correspond to the risk principle, which is to provide services in 
proportion to risk levels: the greater the risk, the greater the level of  
surveillance services. Treatment or case plans for the client developed 
from this book should be consistent with the needs principle; that is, 
the provider must target those criminogenic need areas of  the client 
with a sequential plan of treatment action. The Probation and Parole 
Treatment Planner is an ambitious guide for developing individual 
offender action plans in accordance with current research and 
demonstrated effectiveness. 

USING QUANTIFIABLE LANGUAGE IN TREATMENT 
PLANS 

Appendix A contains the Criminal Peers chapter, which has been 
revised using more measurable, quantifiable language than in previous 
editions. In today’s clinical-economic marketplaces of  both managed 
care/third-party payors and accrediting bodies—JCAHO, NCQA, and 
CARF—there is an increased emphasis on behaviorally observable 
and/or quantifiable aspects of  treatment plans. One reason for this is a 
general and national movement toward shorter inpatient stays (public 
and private hospitals and residential facilities) and briefer managed 
outpatient treatment, with the focus on specific symptom resolution. If  
you are experiencing such pressure, you may need to alter our 
Treatment Planner observable behavioral criteria into language that is 
more measurable and quantifiable. 
 Clinicians may want to look for the opportunity to craft measur-
able/quantifiable aspects of  the patient’s behaviors into their treatment 
plans. You may introduce measurability at the symptomatic level (e.g., 
behavioral definitions) and/or at the treatment outcome level (e.g., 
short-term objectives). Behavioral definition terms such as repeated, 
frequent, tendency, pattern consistent, excessive, high-level, persistent, 
displays, heightened, recurrent, and the like, and even words like 
verbalizes, displays, demonstrates, refuses, unable, avoids, seeks, 
difficulty, increasing, or declining can have frequencies or circumstances 
added to quantify the item. For example, the definition item 
“Verbalizes having suicidal ideation” can be made more quantifiably 
measurable by changing it to “Verbalizes having suicidal ideation once 
to twice daily for the past two weeks.” 
 Clinicians may add aspects of  severity to symptom definition state-
ments, in addition to frequency, to introduce greater measurability. For 
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example, “Verbalizes having sad thoughts four to five times daily for 
the past two weeks and, on a scale from 1 to 10 (10 being the worst), 
were judged to be at an 8.” Or, alternatively, the clinician may list 
quantified psychometric data as a criterion measure, such as scores 
from symptoms screening instruments such as the BPRS, BDI, Ham-
D, BSI, SCL-90-R, or GAF, to reduce subjectivity. 
 The short-term objective language found in the Treatment Planner 
can also be modified to follow the more quantified approach; thus, 
“Engage in physical and recreational activities that reflect increased 
energy and interest” becomes “Engage in physical and recreational 
activities within one week’s time (by 1/20/2004).” Also, “Verbally 
express an understanding of  the relationship between depressed mood 
and repression of sadness and anger” becomes “Verbally express an 
understanding of  the relationship between depressed mood and 
repression of sadness and anger (by 1/18/2004).” A sample treatment 
plan containing quantified language is located at the end of this 
Introduction. This “Sample Quantitative Treatment Plan” exactly 
mirrors the “Sample Standard Treatment Plan” in terms of the items 
that have been selected from the “Criminal Peers” chapter. 
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DEVELOPING A TREATMENT PLAN 

The process of  developing a treatment plan involves a logical series of  
steps that build on one another much like constructing a house. The 
foundation of any effective treatment plan is the gathering of  data in a 
thorough biopsychosocial assessment. As the client presents himself  or 
herself  for treatment, the clinician must sensitively listen to and under-
stand what the client struggles with in terms of family-of-origin issues, 
current stressors, emotional status, social network, physical health, 
coping skills, interpersonal conflicts, self-esteem, and so on. 
Assessment data may be gathered from a social history, physical exam, 
clinical interview, psychological testing, or contact with a client’s 
significant others. The integration of the data by the clinician or the 
multidisciplinary treatment team members is critical for understanding 
the client, as is an awareness of  the basis of  the client’s struggle. We 
have identified six specific steps for developing an effective treatment 
plan based on the assessment data. 

STEP ONE: PROBLEM SELECTION 

Although the client may discuss a variety of  issues during the 
assessment, the clinician must focus the treatment process on the most 
significant problems. Usually a primary problem will surface, and 
secondary problems may also be evident. Other problems may have to 
be set aside as not urgent enough to require treatment at this time. An 
effective treatment plan can deal only with a few selected problems or 
the treatment will lose its direction. This Planner offers 30 problems 
that you can use to select those that most accurately represent your 
client’s presenting issues. 
 As the problems to be selected become clear to the clinician or the 
treatment team, it is important to include opinions from the client 
about his or her prioritization of issues for which help is being sought. 
A client’s motivation to participate in and cooperate with the 
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treatment process depends, to some extent, on the degree to which 
treatment addresses his or her greatest needs. 

STEP TWO: PROBLEM DEFINITION 

Each individual client presents with unique nuances about how a 
problem behaviorally reveals itself  in his or her life. Therefore, each 
problem that is selected for treatment focus requires a specific 
definition on how it is evidenced in that particular client. The 
symptom pattern should be associated with diagnostic criteria and 
codes such as those found in the Diagnostic and Statistical Manual 
(DSM) or the International Classification of Diseases (ICD). The 
Planner, following the pattern established by DSM-5, offers 
behaviorally specific definition statements to choose from or to serve 
as a model for your own personally crafted statements. You will find 
several behavior symptoms or syndromes listed that may characterize 
one of  the 30 presenting problems. 

STEP THREE: GOAL DEVELOPMENT 

The next step in treatment plan development is to set broad goals for 
the resolution of the target problem. Although not crafted in 
measurable terms, these statements are global, long-term goals that 
indicate a desired positive outcome to the treatment procedures. The 
Planner suggests several possible goal statements for each problem, but 
only one statement is required in a treatment plan. 

STEP FOUR: OBJECTIVE CONSTRUCTION 

In contrast to long-term goals, objectives must be stated in 
behaviorally measurable language. It must be clear when the client has 
achieved the established objectives; therefore, vague, subjective 
objectives are not acceptable. Accrediting agencies, HMOs, and 
managed care organizations insist on measurable psychological 
treatment outcomes. The objectives presented in this Planner are 
designed to meet this demand for accountability. Alternatives are 
presented to allow construction of a variety of treatment plan 
possibilities for the same presenting problem. The clinician must 
exercise professional judgment concerning the appropriateness of 
objectives for a given client. 
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 Each objective should be developed as a step toward attaining the 
broad treatment goal. In essence, objectives can be thought of  as a 
series of steps that, when completed, result in the achievement of  the 
long-term goal. There should be at least two objectives for each 
problem, but the clinician may construct as many as necessary for goal 
achievement. Target attainment dates may be listed for each objective. 
New objectives should be added to the plan as the individual’s 
treatment progresses. When all the necessary objectives have been 
achieved, the client should have resolved the target problem 
successfully. 

STEP FIVE: INTERVENTION CREATION 

Interventions are the actions of  the clinician designed to help the client 
complete the objectives. There should be at least one intervention for 
every objective. If  the client does not accomplish the objective after the 
initial intervention, new interventions should be added to the plan. 
 Interventions should be selected on the basis of  the client’s needs 
and the treatment provider’s full therapeutic repertoire. This Planner 
contains interventions from a broad range of  therapeutic approaches, 
including cognitive, dynamic, behavioral, pharmacologic, family-
oriented, and solution-focused brief  therapy. Other interventions may 
be written by the provider to reflect his or her own training and 
experience. The addition of new problems, definitions, goals, 
objectives, and interventions to those found in the Planner adds to the 
database for future reference and use. 
 Some suggested interventions listed in the Planner refer to specific 
books that can be assigned to the client for adjunctive bibliotherapy. 
Appendix B contains a full reference list of  these bibliotherapy 
materials. The books are arranged by the problem for which they are 
appropriate as assigned reading for clients. When a book is used as 
part of  an intervention plan, it should be reviewed with the client after 
it is read, enhancing the application of the content of  the book to the 
specific client’s circumstances. For further information about self-help 
books, mental health professionals may wish to consult The 
Authoritative Guide to Self-Help Resources in Mental Health by 
Norcross, Santrock, Campbell, Smith, Sommer, and Zuckerman (New 
York: Guilford Press, 2000). 
 Assigning an intervention to a specific provider is most relevant if  
the client is being treated by a team in an inpatient, residential, or 
intensive outpatient setting. Within these settings, personnel other than 
the primary clinician may be responsible for implementing a specific 
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intervention. Accrediting agencies require that the responsible 
provider’s name be stipulated for every intervention. 

STEP SIX: DIAGNOSIS DETERMINATION 

The determination of an appropriate diagnosis is based on an 
evaluation of the client’s complete clinical presentation. The clinician 
must compare the behavioral, cognitive, emotional, and interpersonal 
symptoms that the client presents to the criteria for diagnosis of a 
mental illness condition as described in DSM-5. The issue of differential 
diagnosis is a difficult one that research has shown to have rather low 
inter-rater reliability. Psychologists have also been trained to think more 
in terms of maladaptive behavior than in disease labels. In spite of these 
factors, diagnosis is a reality that exists in the world of mental health 
care and it is a necessity for third-party reimbursement. (Recently, 
managed care agencies are more interested in behavioral indices that are 
exhibited by the client than in the actual diagnosis.) It is the clinician’s 
thorough knowledge of DSM-5 criteria and a complete understanding 
of the client assessment data that contribute to the most reliable, valid 
diagnosis. An accurate assessment of behavioral indicators also 
contributes to more effective treatment planning. 

HOW TO USE THIS PLANNER 

Learning the skills of  effective case management plan writing can be a 
tedious and difficult process for many clinicians. It is even more 
stressful to try to develop this expertise when under the pressure of 
increased client load and short time frames placed on clinicians today 
by managed care systems. The documentation demands can be 
overwhelming when moving quickly from assessment to case plan to 
progress notes. In the process, we must be specific about how and when 
objectives can be achieved and how progress is exhibited in each client. 
The Probation and Parole Treatment Planner was developed as a tool 
to aid clinicians in writing a case plan that is clear, specific, and highly 
individualized according to the following progression: 

1. Choose one presenting problem (Step One) you have identified 
through your assessment process. Locate the corresponding page 
number for that problem in the Planner’s table of contents. 

2. Select two or three of  the listed behavioral definitions (Step 
Two) and record them in the appropriate section on your case 
management plan form. Feel free to add your own defining 
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statement if  you determine that your client’s behavioral 
manifestation of the identified problem is not listed. (Note that 
while our design for case planning is vertical, it will work 
equally well on plan forms formatted horizontally.) 

3. Select a single long-term goal (Step Three) and write the 
selection, exactly as it is written in the Planner or in some 
appropriately modified form, in the corresponding area of  your 
own form. 

4. Review the listed objectives for this problem and select the ones 
you judge to be clinically indicated for your client (Step Four). 
Remember, it is recommended that you select at least two objec-
tives for each problem. Add a target date or the number of  
sessions allocated for the attainment of  each objective. 

5. Choose relevant interventions (Step Five). The Planner offers 
suggested interventions related to each objective in the 
parentheses following the objective statement, but do not limit 
yourself  to those interventions. The entire list is eclectic and 
may offer options that are more tailored to your theoretical 
approach or preferred way of working with clients. Also, just as 
with definitions, goals, and objectives, there is space allowed for 
you to enter your own interventions into the Planner. This 
allows you to refer to these entries when you create a plan 
around this problem in the future. You will have to assign 
responsibility for implementation of each intervention to a 
specific person if  the treatment is being carried out by a 
multidisciplinary team. 

6. Several DSM-5 diagnoses are listed at the end of each chapter 
that are commonly associated with a client who has this 
problem. These diagnoses are meant to be suggestions for 
clinical consideration. Select a diagnosis listed or assign a more 
appropriate choice from the DSM-5 (Step Six). 

 To accommodate those practitioners who tend to plan case 
management in terms of diagnostic labels rather than presenting 
problems, Appendix C lists all of  the DSM-5 diagnoses that have been 
presented in various presenting problem chapters as suggestions for 
consideration. Each diagnosis is followed by the presenting problem 
that has been associated with that diagnosis. Providers may look up the 
presenting problems for a selected diagnosis to review definitions, 
goals, objectives, and interventions that may be appropriate for their 
clients with that diagnosis. 
 Congratulations! You should now have a complete, individualized 
case management plan that is ready for immediate implementation and 
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presentation to the client. It should resemble the format of  the first 
example: “Sample Standard Treatment Plan.” 

A FINAL NOTE 

One important aspect of  effective case management planning is that 
each plan should be tailored to the individual client’s problems and 
needs. Plans should not be mass produced, even if  clients have similar 
problems. The individual’s strengths and weaknesses, unique stressors, 
social network, family circumstances, and symptom patterns must be 
considered in developing a treatment strategy. Drawing on our own 
years of  clinical experience, we have assembled a variety of  case 
choices. These statements can be combined in thousands of  
permutations to develop detailed case plans. Relying on their own 
good judgment, clinicians can easily select the statements that are 
appropriate for the individuals they are treating. In addition, we 
encourage readers to add their own definitions, goals, objectives, and 
interventions to the existing samples. It is our hope that The Probation 
and Parole Treatment Planner will promote effective, creative case 
planning—a process that will ultimately benefit the client, clinician, 
and criminal justice community. 



SAMPLE STANDARD TREATMENT PLAN  11 

 

SAMPLE STANDARD TREATMENT PLAN 

PROBLEM: CRIMINAL PEERS 

Definitions: Currently associates with friends and acquaintances 
who are involved in criminal behavior. 

 Admires or identifies with others who are pro-crime 
and sees their lifestyle as desirable. 

 Willing to protect, cover-up, and accept responsibility 
for peers’ deviant behavior. 

 Inability to establish and maintain meaningful pro-social 
peer support group. 

Goals: Significantly reduce or eliminate association with 
criminal friends. 

 Develop a meaningful, pro-social support network. 

OBJECTIVES INTERVENTIONS 

 1. List all friends and 
acquaintances; placing an 
asterisk next to those who 
have been involved in 
criminal behavior. 

1. Assign the client to list all 
his/her friends and 
acquaintances; denoting 
criminal peers with an asterisk. 

 2. Review the client’s list of  peers, 
exploring his/her feelings and 
thoughts about the number of  
pro-crime peers compared to 
pro-social peers. 

 2. Describe the history and 
consequences of  criminal 
behavior with peers. 

1. Explore the client’s history and 
consequences of  his/her 
involvement in criminal 
behavior with friends and 
acquaintances. 

 3. List the positive and negative 
consequences of  yielding to 
peer pressure.

1. Explain the dynamics of  peer 
pressure to the client (e.g., 
wanting to fit in) and the 
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positive (e.g., feeling of  
belongingness, having fun, 
avoiding conflict) and negative 
(e.g., going against one’s better 
judgment, getting caught, 
conflict with peers) 
consequences of  yielding to 
peer pressure.

 4. Identify factors that have led 
to the development of  
relationships with deviant 
peers. 

1. Teach the client the various fac-
tors that can lead to developing 
relationships with criminal 
peers (e.g., low self-esteem, 
desire to belong, curiosity, thrill 
seeking). 

 2. Assist the client in generating a 
list of  personal factors that 
have led him/her to develop 
relationships with deviant 
peers; review and process this 
list, reinforcing the client’s 
increased understanding of  
himself/herself. 

 5. Identify, practice, and imple-
ment new strategies for 
distancing self  from criminal 
peers. 

1. Teach the client new strategies 
(e.g., setting clear boundaries, 
telling peers his/her goal of  
avoiding criminal behavior, say-
ing no) for distancing him-
self/herself  from criminal peers. 

 2. Role play with the client the use 
of the new distancing 
techniques; provide him/her with 
positive feedback for effort, as 
well as suggestions for 
improvement in implementation. 

 3. Assign the client the task of  
choosing one deviant friend or 
acquaintance that he/she feels 
comfortable distancing him-
self/herself  from and 
implement the new distancing 
techniques with that person. 


