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Publications by Dr. Ralph
• "Prosocial Treatment Models with Juveniles who 

Sexually Offend." Perspectives, Fall, 2010. 

• "Prosocial Models of Treatment with Sexually 

Aggressive Youth." N. Ralph. In B. Schwartz, Ed., 

The Sex Offender, Vol. 7, Civic Research Institute, 

2012.

• "Evidence-based Practice with Juveniles." ATSA 

Forum, 2012. 

• "Competency Status and Juveniles with Pending 

Sexual Offense Charges." Perspectives, 2012.

• "A Prosocial Collaborative Model for Juveniles who 

Sexually Offend." ATSA Forum, 2012. 

• "Guidelines for the Assessment and Treatment of 

Sexually Abusive Adolescents, CCOSO", 2013 (co-

author). 

• "A Follow Up Study of a Prosocial Intervention for 

Juveniles who Sexually Offend." Sex Offender 

Treatment, 2015. 

• "A Longitudinal Study of Factors Predicting 

Outcomes in a Residential Program for Treating 

Juveniles Who Sexually Offend." Sex Offender 

Treatment, 2015.

• "An instrument for assessing prosocial reasoning in 

probation youth." Sex Offender Treatment, 2016.

• "Being a Pro: The Prosocial Model for 

Problem/Solving", Safer Society Press, 2016. 

• "Moral Reasoning in Juveniles Who Sexually Offend". 

ATSA Forum, 2017. 

• "Prosocial Treatment Methods for Juveniles who 

Sexually Offended." ATSA Forum, 2017. 

• "A Validation Study of a Prosocial Reasoning 

Intervention for Juveniles Under Probation Supervision.

Sex Offender Treatment, 2017. 

• "Evidence-based practice for juveniles in 2017." Sexual 

Abuse (Blog), 2017. 

• "Practical Prosocial Methods for Assessment and 

Treatment of Juveniles with Sexual Offending 

Behaviors." In Sexually Abusive Behavior in Youth: A 

Handbook of Theory, Assessment, and Treatment. B. 

Schwartz, Editor, Civic Research Institute, 2017. 

• "The Other Recidivism." Sexual Abuse (Blog), 2019.

• “Treatment Options and Outcomes for the Other 

Recidivism.” Sexual Abuse (Blog), 2019. 

• "The Utility of the JSORRAT-II." NAPN Blog post. 2019. 

• "Neuropsychological and developmental factors in 

juvenile transfer hearings: prosocial perspectives." 

Journal of Juvenile Law & Policy. 2019..

• “A Replication of a Prosocial Reasoning Intervention 

for Juveniles.” Sex Offender Treatment. 2019.

• “Developmental perspectives on "lying and 

manipulation" in juveniles who sexually offended.” 

Sexual Abuse (Blog), 2020.

• Most are available through my website as 

downloadable PDFs (norbertralph.com).
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Plan for the day

• Presented by the Forensic Mental Health Association of California. 

• Program 9 AM to 10:30 AM 48

• Break 10:30 AM to 10:45 AM

• Program 10:45 AM to 12:15 PM 96

• Lunch 12:15 PM to 1:15 PM

• Program 1:15 PM to 2:45 PM 143

• Break 2:45 PM to 3 PM

• Program 3 PM to 4:30 PM
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Thoughts for the day

• To paraphrase Yogi Berra, "If we do not know why or where we're going, we 
probably won't get there."

• Okay folks, we have limited time money and love for these kiddos, what is the 
evidence for best practical methods to: 

• 1: Reduce sexual and total recidivism, increase public safety, fewer victims.
• 2. Promote the prosocial functioning of the youth.

• Let me know by next Monday BTW. 

• A goal is to promote prosocial maturity for these youth, just like we all 
matured, but maybe faster.

• Can't have good treatment outcomes w/out "diagnosing" accurately. You 
wouldn't do chemotherapy w/out accurately diagnosing type of cancer.

• Double check conventional wisdom: It usually is sometimes wrong, or out of 
date. Exampled: Most JwSO have a sexual disorder. Stages of change predicts 
bariatric surgery outcome.
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Workshop Parts

• PART I: Relevant Research Background
• Useful things to know to do good practice. Knowing why you do 

things helps you do it better and to deal with novel situations.
• Warning: includes research, stats, & neuroanatomy.
• Guidelines for practice (CCOSO & ATSA)
• Brief history of treatment & models
• Statistics & characteristics 
• Typologies & protective factors
• Registration
• Physical and neurodevelopmental growth during adolescence
• Prosocial reasoning
• Comorbid & nonsexual issues
• Assessment of total & sexual recidivism
• Evidence-based treatment methods
• Practical prosocial treatment methods
• Effective therapist characteristics
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Workshop Parts

 PART II: Methods & Models for Collaborative Treatment

 How actually to do good treatment on a county level.

 Points so far

 JwSO models & workbooks

 Steps & stages, and hurdles & helpers in treatment

 Overview of 23 session curriculum for JwSO
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Workshop Goal

• Provide you with just the right amount of "good stuff" to do good 
treatment to have good outcomes.  Goldilocks criteria.

• Not too little. 

• Not too much. 

• But just right. 
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Terminology & Limitations of Presentation

 Term JwSO here refers to "juveniles who sexually offended", 
describes behavior, not the person. Terms and words matter. 
Don't want to call teens "sex offenders", since it implies a chronic 
pattern, etc., which doesn't reflect facts.

 Almost all research & presentation here is about male teens. 
About 5% of JwSO youth are females, and they are important. 

 Some of the material and PPT's are from public domain 
materials or other sources. References if requested. Reasonably 
"fact-checked" but levels of evidence very.

 Do not take any clinical, legal, or other action based on this 
presentation. Use your usual sources of supervision and 
consultation.

 I do trainings b/c you all know so much and I learn from you, so 
don't be shy about sharing. JwSO treatment is team sport. 



Limitations of Presentation
 Research by the author is presented and be aware of the “most 

beautiful baby in the world” effect.

 Some research here, including the author’s, is from small sample of 
convenience populations, and results need to be replicated. 

 A goal of presentation is to make "fuzzy" concepts like evidenced-
based practice, brain development, prosocial development & 
reasoning clear and usable. 

 The presentation may be influenced by "confirmation bias" factors 
reflecting the presenter's perspectives, including his research on 
prosocial reasoning. 

 Terms "prosocial" and "psychosocial" regarding maturity are used 
interchangeably. 

 In this presentation tests, programs, & books are mentioned but 
neither the presenter or FMHAC are endorsing or have any 
financial interest or benefits directly or indirectly from any of these 
products.





Surefire JwSO Treatment

• Focus on Both: 1. Best treatment for a particular youth (Case 
level), and 2. County management of this population w/ set 
practices/policies (County level).

• Collaboration Team: County level monthly staffing of case with: 

• 1. Treatment provider.

• 2. PO's, and probation supervisor. 

 Designated POs with training and experience with this population. 

• Family/Youth collaboration: Where possible collaboration w/ 
family/youth. 

• Both the PO and treatment provider advocate for all of the above 
to promotes more effective treatment.
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Surefire JwSO Treatment

• Treatment Providers: who collaborate with PO's regularly, use 
evidence-based, quality skill building and counseling methods, 
promoting prosocial skills and collaborative relationship where 
possible with the youth/family. 

• Youth Change: Focus on moving youth from 
egocentric/impulsive motivated behavior to rule governed and 
prosocial functioning, with relevant tools and information. 
Relevant family changes also.

• Problem Redefinition: From a highly stigmatizing anxiogenic, 
amorphous narrative of problem, to a fact-based, well-defined 
problem with a realistic & optimistic outcome.

• Outcomes: Regular tracking of youth with dynamic assessment 
tool.
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• What makes for success for JwSO in your setting? 
What works?

• What are obstacles?
• What do you need the most to be more effective?
• What are the hardest, easiest, average cases?
• What are the biggest System Helper & Hurdles?
• Are there elements of a Collaborative Model in 

your county?
• What is funding of JwSO services in your county?



• Sexual offenses are among the most serious 
criminal offenses and victims injured, often 
children. Nonsexual offenses also create victims.
• Also, ~16%* JwSO victim of sexual abuse, ~31% 
physical abuse. *Population average. (Reference follows). 



Honor Your Values & Reactions
 Your Values & Reactions to JwSO are important.

 While all crimes have a social stigma, sexual crimes violate social norms or 
taboos, and are considered among the most serious.

 Individuals may have reactions to JwSO's who have harmed children and 
others. 

 These reactions will likely shape your actions with these youth and are 
important to recognize.

 For example, not all mental health clinicians want to work with this 
population and don't choose to do that. This may not be an option for PD's, 
DA's, PO's, and Detention Counselors.

 Please feel free to take timeout, or other measures that would be 
helpful for you. While material isn't likely to be triggering or 
traumatic, please take care of yourself in this regard.
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2013 CCOSO Adolescent 
Guidelines Summary

 Dr. Ralph, was one of the authors, and Dr. Robert Land was the chair.

 Collaboration: A collaborative approach is recommended involving juvenile 
probation, treatment provider organizations, and JwSO and their family. 

 Collaborative Model is recommended for JwSO youth, in contrast to the Containment 
Model for adults. Given the different developmental status, brain development, 
history of chronic sexual behaviors, and the importance of family involvement, a 
different model is required.

 Containment Model for adults required by CASOMB.

 Comprehensive Assessment: A comprehensive assessment of the juvenile should be 
conducted post-adjudication which includes an assessment of factors which 
contribute to sexual and nonsexual recidivism. Well researched risk assessment 
techniques should be used for assessing both these areas. The assessment additionally 
should also include appraisal of comorbid psychiatric, neuropsychological, trauma 
related, and substance abuse factors. 
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2013 CCOSO Adolescent 
Guidelines Summary

 Ongoing Assessment: Assessment should also occur during treatment and at 
discharge so that adjustments can be made to treatment and discharge plans. 

 Evidence Based Treatment: Treatment methods used should be consistent 
with evidence-based practice regarding specific methods, intensity, and 
duration. The guidelines note that a variety of treatment approaches have 
been shown to be effective. 

 Polygraphy: While polygraphy is used by many practitioners with JwSO 
youth, there is a diversity of opinion regarding its scientific status, 
effectiveness, and suitability for this population.



22

ATSA Juvenile Practice Guidelines 2017

 A. General Expectations 

 B. Intended Scope, Applicability, and Use

 C. Sexual Abuse as a Public Health Issue

 D. Foundational Points of the ATSA Adolescent Practice 
Guidelines 

 E. Assessments of Adolescents Who Have Sexually Abused

 F. Treatment Interventions

 G. Special Populations
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ATSA Juvenile Practice Guidelines 2017
(Summarized from Borduin, 2021.)

 Sexually offending youths are a diverse group of individuals and 
should be viewed as fundamentally different from sexually offending 
adults

 Risk and protective factors associated with sexually abusive behavior 
are multidetermined (i.e., individual, family, peer, school, community)

 Effective interventions are individualized and informed by a social-
ecological model that targets risk and protective factors across the 
youth’s natural systems (e.g., home, school, neighborhood) 

 Effective treatment occurs in the natural environment in real-life 
contexts 

 Involvement of caregivers and other positive supports is critical

 Treatment should build prosocial and developmentally appropriate 
skills

 Most sexually offending youths can be treated safely in the community 

 Effective interventions are research-supported and evidence-
based



Empirically Supported Treatment Targets
What is risk-relevant?

(ATSA, 2017)

 Social Isolation/Low Social Competence

 Attitudes Supportive of Abusive Behavior

 Parent-Adolescent Relationships

 General Self-Regulation

 Healthy Sexuality Including Sexual Self-Regulation

 Social and Community Supports

 Non-Sexual Delinquency
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• What would work in your setting re these 
guidelines? 

• What wouldn't work?
• Anything you would add?
• How are JwSO managed in your county?
• How many JwSO? Recidivism rate, sexual, total?
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A History of Treatment Approaches 

 First JwSO models developed after creation of laws requiring 
mandatory reporting and services for child abuse. 

 Child Abuse Prevention and Treatment Act of 1974 which provided 
funding for mandatory reporting laws.

 First treatment models for sexual offending were "made up" w/out 
research or practice experience because there were none before. They 
were based on addiction/adult models. (C. Steen, 2001). Treating 
Adolescent Sex Offenders in the Community, Monnette & Steen, 1989. 

 One of the first was The Adolescent Clinic of the University of 
Washington School of Medicine which opened in 1978. Modeled after 
adult treatment/theories and research for adolescents.

 Various providers have been in existence in California at various 
times. Each of the 58 counties develop their own plan for managing 
these youth.
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JwSO Treatment History
 2001 dominant model was Kahn (2001), Steen and Monnette (1989), and Lane 

(1997), "Sexual Offense Cycle Model.“ 

 Not research-based, not developmental, borrowed from adult model. 

 Assessment & Treatment models described here use the Prosocial Model.

Sexual Offense Cycle Model Prosocial Model

Based on clinical judgement. Based on research and best practices. 

Due to sexual disorder & compulsion. 99% not due to primary sexual disorder; sexual 
mistakes.

Pedophilic interests high. 99% not pedophilic, chose vulnerable/available 
victim, not specifically a child.

Criminal thinking errors: lack of empathy, denial 
of responsibility, lying, minimizing responsibility.

Thinking errors viewed developmentally, due to 
delay in social reasoning. They make thinking errors.

Recidivism >10%, but lower than most crimes. Low recidivism <3%

Need control, sanctions, polygraph, confrontation 
to break thorough denial.

Need strict probation supervision/support/ 
information, wrap-around, counseling to increase 
prosocial reasoning, address thinking errors

Containment, polygraph, sanctions Collaboration, monitoring, control, no polygraph

Emphasis on psychosexual, chronic/compulsive 
sexual disorder. How else would you explain it?

Focus on sexual mistakes/judgment problems, sex 
ed, nonsexual recidivism, comorbid psychiatric, 
neuropsychological, sub ab, familial, trauma. 
Minority (<5%) have sexual disorders.



National Center on the Sexual 
Behavior of Youth (NCSBY ncsby.org)

The National Center on the Sexual Behavior of Youth (NCSBY) is a part of the 

Center on Child Abuse and Neglect (CCAN) in the Department of Pediatrics 

of the University of Oklahoma Health Sciences. In 2001, CCAN was selected 

by the Office of Juvenile Justice and Delinquency Prevention (OJJDP) to 

establish NCSBY to develop resources and training material for professions 

from multiple disciplines (probation, mental health, medicine, education, 

child welfare, law, law enforcement, and the judiciary) addressing youth with 

problematic or illegal sexual behavior. As part of the initial three-year project, 

CCAN established NCSBY.org, a web-based resource center for professionals, 

and a National Advisory Board. The website included curriculum, cataloged 

assessment instruments, registration law information by states, and fact 

sheets.



National Center on the Sexual 
Behavior of Youth (NCSBY)



Development of the Field 
Bonner, 2012.

1970s: Boys will be boys – no problem

1980s: Boys treated same as adult sex offenders – major 

problem

1990s: Boys recognized as different from adults – need 

different treatment

2000s: Boys recognized as having good outcome, low 

recidivism
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B. Bonner, PhD, 2012
 Dr. Bonner notes that after 2000, it came to be generally recognized that 

JwSO youth had generally good outcomes and low recidivism. Adolescents 
accounted for 30% of child sexual abuse.

 JwSO youth are a distinct population from adults including having fewer 
victims, shorter duration of harmful behaviors, and different motivations 
than adults, less compulsive, and more experimental or curiosity driven 
behaviors. 

 There is no evidence that most JwSO youth have a lifelong, incurable sexual 
disorder or paraphilia. Early adolescence is a high risk, transitory 
developmental period for committing illegal sexual behaviors . 

 Dr. Bonner notes that most JwSO youth can remain safely in the community 
during treatment though a minority require residential treatment. Decisions 
about placement in residential or incarcerated settings should depend on 
community safety and treatment needs. 

 Pullman and Seto (2012) suggest that the majority of JwSO's are generalist 
offenders who happen to commit a sexual offense. 



Why Models Matter

 JwSO have been described as "lying and manipulative" which is presumed to be 
part of the pattern of behaviors that led to sustained criminal charges and not 
likely to change. 

 Such behaviors might include things like denying or minimizing harmful 
behaviors and the effects on victims. A developmental perspective can be 
useful to understand these behaviors.

 Evidence-based models may inform re JwSO. How I Think Questionnaire 
(Barriga, Gibbs, Potter, & Liau, 2001) assesses offense-related thinking patterns 
based in part on Kohlberg's theory of moral development. 

 Scales assess developmental immaturity and egocentricity, sometimes 
described as thinking errors: Lying, Self-Centered, Blaming Others, and 
Minimizing/Mislabeling. 



Why Models Matter

 These thought patterns are viewed as part of developmental immaturity using 
Kohlberg's framework for moral development, are often modifiable. Can and 
do change over time on their own, with the help of probation & counseling. 

 Research (Ralph, 2015) found in a JwSO residential program, youth on average 
moved from a level characterized by an egocentric moral reasoning to a rule 
governed level after 30 sessions of Aggression Replacement Training (ART). 
Another study (Ralph, 2016) found that without a prosocial intervention in 
another well structured JwSO program, youth did improve over time in this 
area. Longer in the program the more they improved. Also youth who had ART 
had 1/4 the risk of sexually acting in placement. 

 N. Ralph, "Developmental perspectives on "lying and manipulation" in 
juveniles who sexually offended.” Sexual Abuse (Blog), 2020.



Why Models Matter

 You are a PD, DA, PO or psychotherapist starting their career.

 Imagine two situations. In both situations victims were harmed 
significantly by sexual violence.

 #1–You are told that JwSO youth are likely to reoffend regarding 
sexual crimes, have primarily a sexual disorder and compulsion, 
that they usually lie and minimize, will try to con people, and 
can't be trusted. 

 #2 –You are told that JwSO youth have a low sexual recidivism 
rate, less than 3%, rarely have a sexual disorder or compulsion, 
and make errors regarding rules in many areas that have harmed 
people & have high nonsexual recidivism.

 How does what you were told affect your dispo/treatment 
planning and interactions? 

 Punchline:  #2 is more accurate narrative supported by data, 
which is also more optimistic.
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• What is range of views of JwSO where you are?

• What are seen as "best practices" where you are?
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Sexual Crimes by Juveniles
• Juveniles account for:

• 15% of arrests for forcible rape 

• 18% of arrests for all other sex offenses 

--FBI Crime Data, 2013

• Youths under age 18 account for more than one-third of 
all sexual offenses against minors (Finkelhor et al., 
2009)*

• The offense/arrest ratio for male youths is about 25:1 for 
sexual crimes (Elliott, 1995; Farrington, 2009)*

* From Borduin, 2021.
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Factors in Crimes
• Most studies have methodological limitations, but findings suggest 

that multiple risk factors are linked with youth sexual offending:

• Individual youth characteristics (e.g., internalizing and externalizing 
problems, atypical sexual interests, sexual abuse history)

• Family relations (e.g., low warmth, high conflict, low monitoring) 

• Caregiver functioning (e.g., spousal violence, substance abuse)

• Peer relations (e.g., immaturity, involvement with deviant peers)

• School performance (e.g., poor grades, school suspension, learning 
disabilities)

• Neighborhood characteristics (e.g., high environmental stress, 
criminal subculture) 

* From Borduin, 2021.



Caldwell 2016 Article

• Caldwell's (2016) article reported among other info 
recidivism rates since 2000.

• Found a weighted mean sexual recidivism rate since 2000 
of 2.75% for JSO youth, and any recidivism 30.00%. 
(Note qualifications in article and by others). 

• Caldwell, M. F. (2016, July 18). Quantifying the Decline in Juvenile Sexual Recidivism Rates, Psychology, Public Policy, and Law. 
Advance online publication. 

• 73% lower than the rate of 10.3% reported by studies 
conducted between 1980 and 1995. 

• Follow-up for 36 months was adequate to identify 
recidivism and did not increase rates significantly. 
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Caldwell 2016

41

• If sexual recidivism is 2.75% and any recidivism is 30.00%, should we use 
assessment & treatment methods which target both?





 Meta-analytic analysis of 59 independent studies comparing 
male adolescent sex offenders (n = 3,855) with male 
adolescent non-sex offenders (n = 13,393),

 Factors on which the two groups DID NOT differ:

 Family relationship problems

 Separation from one parent

 Family substance abuse

 Family criminality

 Verbal and Performance IQ

 Learning disabilities

 Neurological anomalies

JwSO vs Other Probation Teens
Seto & Lalumière, 2010, Psychological Bulletin, 136



JwSO vs Other Probation Teens
Seto & Lalumière, 2010, Psychological Bulletin, 136

 Nonsexual offenses

 Criminal history

 Antisocial peers

 Substance abuse problems

 Sexual offenses

 Sexual abuse

 Physical abuse

 Emotional abuse/neglect

 Anxiety

 Low self-esteem

 Social isolation

 Learning disabilities

 Exposure to sex/pornography

 *Atypical sexual interests

 Poor social relations

* Coded if male victim choice.
• Set0, 2018, 2 subtypes of JwSO:
#1 resembles Nonsexual offense & more same age victims 
#2 resembles Sexual offense group & more child victims. 

Ways the 2 groups DID differ.



Typology Research
Sex only/specialists

 Psychosocial deficits, social 
isolation, attachment anxiety

 Experience a sense of failure in 
relationship with peers 

 More schizoid, avoidant, and 
dependent

 Co-occurring anxiety and 
depression

 Sexual offending as compensatory 
behavior

 Victims more likely to be children

Sex plus/generalists

 Sexual offending part of broader 
pattern of general delinquency

 Not substantially different from 
other delinquent youth

 Less likely to be socially isolated 

 More likely interpersonally 
exploitative, dismissive attachment

 Display higher levels of aggression 
in offenses

 Victims more likely peer age/older

Leversee, 2021



Case Formulation
 Importance of recognizing youth’s strengths, 

exceptions to problems, prosocial coping 
responses

 Protective factors

 Internal

 Family

 School 

 Neighborhood

-From Leversee, 2021
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Protective Factors in Recidivism
• van der Put & Asscher (2015). 
• 341 adolescent males who sexually abused a child
• Recidivism= new conviction within 18 months (19%)

• Desistance From Any Recidivism 
• Protective Factor AUCs
• Prosocial conflict resolution .73 (.69‐.80)
• Positive nonfamily relationships .72 (.65‐.80)
• Positive family relationships .71 (.64‐.77)
• Good self‐control & accept .72 (.65‐.79)

responsibility
• Good problem‐solving skills .64 (.56‐.71)
• Positive school behaviour and .69 (.62‐.77)

performance
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Protective Factors in Recidivism

• Worling & Langton (2015)
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Protective Factors in Recidivism

• Emerging Protective Factors (Worling, 2021). 

• Rewarding relationships with family, friends, and professionals

• Rewarding involvement in school / activities

• Intimacy skills (compassion, affection, trust)

• Good emotional regulation & problem solving

• Healthy sexual attitudes

• Positive about self/hopeful about future
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• What are types you see in your county? 

• How do you structure treatment/dispo for each?

• Any seem hardest or easiest?

• What protective factors are the most powerful you 
seen?
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Juvenile Registration
 37 states have statutory law requiring sex offender registration of some 

juveniles adjudicated delinquent for qualifying offenses, including 
California. 

 27 states and one territory, sex offender registration law requires that 
juvenile adjudicated delinquent must register if they commit a sex 
offense for which an adult in the same jurisdiction would be required to 
register. http://www.ncsl.org/research/civil-and-criminal-justice/juvenile-sex-offender-registration-and-sorna.aspx

 No articles were able to identify a beneficial or positive effect from 
juvenile registration. Studies identified negative effects, however.

 Bastastini, et al. (2011). The study examines if the Adam Walsh Act’s 
classification can predict future offending in a sample of 112 youth 
adjudicated for sexual offenses and followed for two years.

 Results indicate that JwSO who met criteria for registration did not reoffend 
(sexually or nonsexually) at a significantly higher rate than those who did not 

meet registration criteria. 
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Juvenile Registration

 Caldwell, & Dickinson (2009). 106 registered and 66 unregistered 
juvenile sexual offenders. 

 Registered youth were charged with new crimes at rates similar to those 
of unregistered youth. The findings did not support an effect for 
registration for lowering the risk of re-offense in this sample of juveniles.

 Letourneau, et al. (2009b). N= 6,064 JwSO males, between 1990 
and 2004. F/U of 8.4 years, 490 (8%) offenders had new sex crime 
charges and 299 (5%) offenders had new sex crime convictions. 

 Registration status did not predict recidivism. Didn't suggest a 
beneficial effect for registration for teens.
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Juvenile Registration

 Denniston, S.E. (2016). Study of JwSO youth. The study included 
36 current registrants, and 23 former registrants for juvenile sexual 
offenses, and 106 others who never had to register from the general 
population. 

 Registration predicted depression for adults currently registered 
for juvenile offenses, compared to 1. former registrants, and 2. a 
control group who never registered. 

 A persistent depressive effect was not found when the sex 
offender registration label and related duties were absent. 
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• Think about changes in social problem-solving, 
growth and development you see in adolescents 
you have worked with. 

• What are the most significant changes you have 
seen and what is the impact on treatment or 
probation?

• Any Super Powers or Super Vulnerabilities 
connected with development?

• What are some of the differences between the 13-
year-old who started probation and a 15-year-old 
in front of you now?



Physical Changes

• Teens literally develop superpowers in adolescence. Boys more than double 
in weight and more than triple in grip strength.

• Imagine a 10-year-old boy and then separately imagine an 18-year-old boy 
both telling a 10-year-old girl to do something. Size and strength matter in 
criminal behaviors.
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Weight Height

Boys Boys

10y   18y Dif %Change 10y   18y Dif %Change

70 160 90 129% 55 69 14 25%

Weight Height

Girls Girls

Weight in pounds Height in inches

10y   18y Dif %Change 10y   18y Dif %Change

70 123 53 76% 54 64.5 10.5 19%

Boys Girls

Grip strength Grip strength

10y   18y Dif %Change 10y   18y Dif %Change

33 100 67 203% 33 57 24 73%



Adolescent Development

• Testosterone changes in adolescent males. 

• Testosterone increases dramatically during adolescence.

• Testosterone not only effects physical and sexual growth, but increases 
aggression, risk taking, and sexual drive. 

• Combine that with increased size, delinquent peer group, drugs or alcohol, 
what could possibly go wrong? 58



Neuropsychological and Developmental Research

Graham v Florida, 2010
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Adult & Teen Brains Are Different.



Neuropsychological and Developmental Research

• Dr. Jensen, a U Penn, Chair, neurologist and mother, describes changes in the 

teenage brain and their relevance to prosocial development.

• Age 12 to 25 is a period of major brain development. 

Some of which continues until age 35 (myelination).

• Major changes in pruning of neuro pathways. Out of the 

infinite number of connections, some become "burned in" 

and the "go to" options. 

• Decline in gray matter of brain, unmyelinated cells, and 

increase in white matter.

• The teen brain was described by NIMH studies as only 

about 80% mature, and the 20% gap helps explain 

adolescent impulsiveness. Being civilized adults in part 

relates to having brain maturity.

• https://www.youtube.com/watch?v=Y8sO4tqfUEs

• https://www.youtube.com/watch?v=2_sHfaY4PoY
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https://www.youtube.com/watch?v=Y8sO4tqfUEs
https://www.youtube.com/watch?v=2_sHfaY4PoY


Neuropsychological and Developmental Research
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Neuropsychological and Developmental Research

• Dr. Daniel Siegel, Clinical Professor, Psychiatry, UCLA.

• Describes a model of brain development during adolescence.

• Adolescence systematically overestimate rewards relative to risks of behaviors. 

• Teens seek out novelty and rewarding activities, and 

likely has a genetic/evolutionary basis.

• Gene pool isn't enlarged by males who never 

ventured from home.

• Uses concept “Gist” describing adolescence development 

in understanding the context of a situation that increases 

slowly during adolescence.

• Example: In a swimming pool children and teens may be 

all over the pool, but adults "stay in their lane" and don't 

intrude on the space of others. 

• https://www.youtube.com/watch?v=ML68872pgi4
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https://www.youtube.com/watch?v=ML68872pgi4


Siegel and "Gist Thinking"

• As these transformations occur, ongoing integration of brain 
functions continue, including the growth of fibers of cognitive 
control that ultimately decreases impulsiveness and allows 
adolescents to think abstractly and see "the big picture," a skill 
Siegel calls "gist thinking."

• In the meantime, the lower brain areas below the cortex are 
more active and are responsible for heightened and sudden 
emotions.

• By understanding what's going on under a kid's hood, a savvy 
adult seeking to motivate teens will see the value in aiming for 
something, rather than inhibiting something. Siegel cites the 
example of a teen anti-smoking campaign, which proved 
successful when the focus shifted away from saying no to 
cigarettes and towards being strong in the face of advertising 
campaigns aimed to entice smokers.
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Neuropsychological and Developmental Research
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1. Neuropsychological and Developmental Research

• Dr. Kiehl (Univ. of New Mexico) has developed a measure of "brain age" for males, 

comparing normal teens and adults, and developed a statistic, "brain age." Correlates 

with chronological age within a few months. Used functional MRI. 

• He found juvenile males on probation were 5 to 10 years delayed in brain 

development compared to non-probation youth using this measure. Probation status 

appeared to be associated most often with brain immaturity, not different types of 

brains.
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1. Neuropsychological and Developmental Research

• Dr. Steinberg, in "The Age of Opportunity" describes adolescence as critical 

period for prosocial development. 

• Important period of brain changes and plasticity relevant to the development of 

prosocial behavior. Opportunity to develop the skills of a prosocial adult, or 

alternatively antisocial behaviors.
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Neuropsychological and Developmental Research

• Steinberg describes the changes in adolescence as an increase in the drive 
or reward centers of the brain, behaviorally an increase in risk taking in 
adolescents, and a critical period of development of judgment and control 
centers of the brain to regulate behavior. 

• The youth is simultaneously motivated to pursue rewarding activities, 
using more risky behaviors to accomplish it, having greater 
physical/sexual abilities, and under less direct supervision of adults, while 
also waiting for controls over these behaviors to develop. 

• Risk-taking is often the norm in some peer groups, which can be a 
powerful influence on teens who are often strongly motivated to conform 
to peer values. 

• Physical and sexual abilities are rapidly developing, and the strength of 
the male's bicep, for example doubles, from ages 12 to 16. Youth literally 
develop "superpowers" during adolescence.

• Ability for self-regulation/judgment is lagging compared to physical 
abilities and drives, just when external supervision declines & risk-taking 
peers increase. Development of brain areas to regulate behavior still 
developing physiologically until age 25. 
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Neuropsychological and Developmental Research
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Dr. Steinberg, in "The Age of Opportunity" 



Neuropsychological and Developmental Research

• The large "treatment effect size" observed in the juvenile delinquency 
literature regarding prosocial treatment methods is presumably related to 
this plasticity. 

• Effect size sex offense treatment: Adolescent (-.51, Medium) vs. Adult (-
.14). (Kim, Benekos & Merlo, 2015). A meta-meta analysis study. This 
supports the hypothesis that adolescents have greater brain plasticity in 
these areas which treatment can promote.
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Neuropsychological and Developmental Research
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Neuropsychological and Developmental Research
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Canadian Rates



Figure 1: Canadian Sexual Age-Crime Curve, 2012
https://www150.statcan.gc.ca/n1/pub/85-002-x/2014001/article/14008-eng.htm
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Neuropsychological and Developmental Research

• All these factors make adolescence a particularly vulnerable stage of 
life, both for developing risky behaviors, but also prosocial ones. 
"Age-Crime Curve" (see Figure 1 above).

• Demonstrates that most crimes, including sexual and other serious 
ones are committed by adolescents, but drop off rapidly in early 
adulthood when brain maturation has progressed especially 
regarding judgment that applies the "brakes" to behavior. 

• LA Times: 10/31/19, " Six myths about rattlesnakes, busted."

• Most commonly, snake bite victims are men between 18 and 25 
years old who are intoxicated and “doing something very stupid,” 
like trying to pick up the snake. 

• The snakes usually aren’t to blame: “Apparently the real issue is 
testosterone poisoning or alcohol use, not the snakes 
themselves.”
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Prosocial/moral Reasoning & Delinquency

• Stams et al. (2006) in a meta-analysis of 50 studies found lower levels of 

moral judgment in delinquent youth compared to non-delinquents, and an 

almost large effect size (d=.76/AUC=.70). Effect present controlling for age, 

gender, IQ, and SES/ethnic factors. 

• Effect sizes were larger for male offenders, older adolescents, those with 

intellectual disability, incarcerated delinquents, & the use of production/ 

projective measures. 

• Production/projective measures obtained a sample of the 

use thinking, in contrast to choosing specific answers or 

rankings.

• Consider if you have two 16y/o males, alike in every 

way, except, for moral/prosocial reasoning. If pick one at 

random, 70% chance one w/ delayed moral reasoning will 

be delinquent. It is risk factor for delinquency, but 

importantly also a treatable risk factor.

• Adolescents with lower levels of prosocial/moral have a 

higher likelihood to be on probation.

• Not the only thing, one important thing. Also, trauma, 

learning/ADHD, family factors, sociopathy, etc.
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Psychosocial Development & 
Juvenile Recidivism

• Steinberg, Cauffman, and Monahan (2015) studied 1,300 serious 
juvenile offenders for seven years after conviction. 

• Less than 10 percent became chronic offenders. Even for juveniles who 
were high-frequency offenders at the beginning of the study, the 
majority stopped offending by age 25. 

• They developed a measure of psychosocial maturity which included 
impulse and aggression control, consideration of others, future 
orientation, personal responsibility, and resistance to peer influences 
which increased through all subgroups through age 25, consistent with 
current research regarding brain maturity (Steinberg, 2015). 

• Less mature individuals were more likely to be persistent offenders, and 
even high-frequency offenders who psychosocially mature were more 
likely to desist from criminal behaviors.



Psychosocial Development & 
Juvenile Recidivism

• Cauffman, Skeem, Dmitrieva, and Cavanagh (2016) studied 
202 male juvenile offenders and 134 male adult offenders, all in 
secure detention.

 Using Hare Psychopathy Checklist and a measure of psychosocial 
maturity.

 Greater risk of exaggerating psychopathic traits with juveniles 
compared to adults. They noted that 37% of juveniles who met the 
cut score for psychopathy continued to meet this criterion two 
years later compared to 53% of adults. 

 False positive errors appeared to be more common among the 
youngest and least psychosocially mature juveniles. 

 Increased psychosocial maturity, in turn, predicted decreased 
psychopathy scores in adolescents but not adults. 



Psychosocial Development & 
Juvenile Recidivism

• If we can increase psychosocial maturity, good evidence that 
we can reduce general recidivism.

• Predicting severe criminality in the future for juveniles with 
significant reliability is not at present possible. 

• Youth sentenced to restrictive (residential or secure) settings 
where not strictly required, based on current research by 
Lipsey, is not likely to produce improvement regarding public 
safety or psychosocial maturity and later prosocial adjustment 
for the youth, compared to non-residential community 
treatment if all other factors are equal.





JwSO Assessment 
Non-Sexual Issues.

Assessment and treatment of JwSO youth have usually 
focused on problematic sexual elements of the JwSO youth's 
history and functioning, with good reason, since the offense is 
sexual. Sexual offenses are among the most serious criminal 
offenses. 



JwSO Assessment 
Non-Sexual Issues.

Research and rationale that JwSO Assessment 
should also focus on other areas for the following 
reasons:

 1. Nonsexual recidivism: Caldwell's article (2016) reporting 
the average sexual recidivism for JwSO since 2000. 

 Found a weighted mean juvenile sexual recidivism rate 
since 2000 of 2.75% for JwSO youth, and any juvenile 
recidivism 30.00%. 10 X higher.



JwSO Assessment 
Non-Sexual Issues.

 Nonsexual recidivism is over three times higher than sexual 
recidivism for JwSO youth in treatment. One JwSO study 
found that a treatment group had an 8% sexual recidivism rate 
versus the comparison group which had a 46% rate, and the 
nonsexual recidivism rates were 29% versus 58%, respectively 
(Borduin, Schaeffer & Heiblum, 2009).

 Another study found that the treatment group had a 20-year 
recidivism rate of 9% compared to 21% for the comparison 
group for sexual offenses, and 35% versus 54% recidivism for 
any offense (Worling, Littlejohn, and Bookalam, 2010). 

 Akakpo and Burton (2011) found in their sample of JwSO youth 
in secure prison treatment, almost 50% had used strong armed 
methods to commit robbery, or carried a hidden weapon, in 
addition to an adjudicated sexual crime. 



JwSO Assessment 
Non-Sexual Issues.

2. Deficits in Prosocial skills has been identified as a treatable 
risk factor for general recidivism (Ralph, 2015).

 Treatment: Aggression Replacement Therapy, Thinking for 
a Change, Being a Pro.

3. JwSO youth specifically and probation youth generally have a 
high level of co-morbid psychiatric and neuropsychological 
conditions. 

 Psychiatric and educational treatment of these conditions are 
important for the youth's future life functioning, reducing 
symptoms, and may assist with reduction of sexual and 
nonsexual recidivism. 



JwSO Assessment 
Non-Sexual Issues.

The Commission on Youth, Commonwealth of Virginia (2011), 
reports regarding JwSO youth: 

• JwSO youth have difficulties with impulse control and 
judgment.

• Up to 80% have a diagnosable psychiatric disorder.

• 30 to 60% exhibit learning disabilities and academic 
dysfunction.



JwSO Assessment 
Non-Sexual Issues.

4. Family/ecological factors: Research from Multisystemic 
Therapy indicates modifiable criminogenic risk factors for 
sexual and nonsexual recidivism (Borduin, Schaeffer, & 
Heiblum, 2009). Includes:

 Family Factors: Low parental monitoring, high conflict, 
& low affection

 School: Low school involvement & poor academic 
achievement

 Delinquent peers



JwSO Assessment 
Non-Sexual Issues.



Family Factors

David Prescott- Interviewing families. 



5. Pedophilic interests for JwSO youth is rare, perhaps less than 1%. 
 DJJ (California youth prison) report no youth w/ pedophilic/paraphilic interests 

in 2015.

 Ralph (2015) in a study of 129 juveniles in high level residential treatment, 1/129 
had pedophilic interests.

 Dr. Blasingame, Redding, CA, 20 years of experience with JwSO programs 
estimates 5% of youth he has seen in outpatient and residential programs have 
pedophilic/paraphilic interests. 

 Teen Triumph (TT) in Stockton and Gateway in Roseville note similar levels. TT 
had 1/129 youth had dx of pedophilia (Ralph, 2015). 

 Gateway, Roseville, notes most all of the JwSO kids they have feel inadequate, 
and kid victims are the only ones they feel comfortable with. As social skills 
increase, they develop age-appropriate interests.

 Secure detention facility in New Jersey reports about 1%, 3 of 300 youth, had 
pedophilic interests.

 Worling (2012) notes pedophilic interests in JwSO youth are low.

 G. Ryan had treated total of 8 JwSO pedophilic youth in her long career. 

JwSO Assessment Non-Sexual Issues.



JwSO Assessment Non-Sexual Issues
6. Sexual and physical abuse victimization issues need to be a focus of 

treatment for JwSO youth. 

 Epperson (2016), in his Utah Development Sample of the JSORRAT-II 
required official documentation based on investigation of abuse for 
JwSO. Higher level of proof than self-report or report by provider 
without investigation. All youth were on probation and presumably had 
access to past CPS, police, and other official reports.

 Rates of documented physical and sexual abuse were 16%. 

 This rate, 16%, matches my own professional experience.

 Ford and Linney (1995) found the rate of sexual victimization for the 
juvenile child molester was 50%, compared to 17% for the juvenile 
rapist, and 17% for nonsexual violent offenders. They also report 25% to 
50% of teen offenders experienced physical abuse as children. 

 Also, the Commonwealth of Virginia (2011) reported 20% to 50% of 
JwSO youth have histories of physical abuse, and 40% to 80% have 
histories of sexual abuse. 



JwSO Assessment Non-Sexual 
Issues

 Florida study with a large general juvenile probation 

population, found that 50% had a history of significant 

disruptive or traumatic childhood experiences (Baglivio, Epps, 

Swartz, Huq, & Hardt, 2014). See CDC Adverse Childhood 

Experiences Scale (ACE). Not just JwSO population.



JwSO Assessment Non-Sexual Issues.



Risk Factors for Recidivism- JSORRAT-II

 Characteristics of JwSO that contribute to recidivism that were part of 
the study for the Juvenile Sex Offender Recidivism Risk Assessment 
Tool-II (JSORRAT-II) described below.

 Development Sample of 636 juveniles with sustained sexual offenses 
in Utah in 1990-91, almost complete population. 

 Had rigorous item verification and scoring methods with high 
interrater reliability.

 For example, in this data set we can not only have available reliable 
information about, for example, child physical abuse or ADHD and 
related conditions, but whether this contributes to recidivism.

 While these factors are "static" largely, they give an indication along 
with other data, for targets for intervention in treatment. Help us 
create a "theory" of these youth and treatment targets.



Risk Factors for Recidivism- JSORRAT-II

 All these factors have about three times the level of risk in their study 
compared to those that do not, for example:

 Self-regulatory conditions: ADHD, impulse control or conduct disorders.

 Recidivism 9% w/out, 25% w/.

 Ever diagnosed with depression, anxiety, bipolar, PTSD.

 Hands-on physical or sexual abuse incidents as victim.

 Number of different educational periods with discipline. 

 Special education history.

 Ever in mental health treatment prior to index offense.

 Separation from parents prior to age 16.

 Severe difficulty relating to siblings or parents.

 Offenders level of denial for index offense at discharge.

 Use of force or threat in charge defense.

 Question: If you have youth with some of these 
characteristics, what might you do?



Conclusion: 
 Primary emphasis for assessment and treatment of JwSO youth 

needs to be on sexual offending. But…

 Sole focus on sexual offending may miss modifiable risk factors 
for:

 1. Reducing non-sexual recidivism and victims of this.

 2. Improving co-morbid psychiatric and related issues. 

 3. Improving prosocial skills related to work and family 
relations. 

 4. Treating comorbid conditions likely will also reduce sexual 
recidivism (e.g., ADHD, mood disorder, etc.).

 5. Address family factors as well.

JwSO Assessment Non-Sexual Issues.
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• What comorbid factors are the easiest to treat 
and get services for?

• What factors are the hardest to treat or get 
services?

• What is the commonest factor you see, what are 
some unusual ones? E.g., chemotherapy for a 
brain tumor that may have affected 
learning/judgment.
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• What measures do you use for sexual and total 
recidivism?



Risk Measures for 
Total Recidivism

 These are measures used by probation departments in California to 
assess for risk for total recidivism. All have substantial research 
literature and may include static/fixed and dynamic/changeable 
factors. 

 All have significant research basis.

 Given that nonsexual recidivism is 10 times higher than sexual 
recidivism for this population, and that nonsexual crimes have victims 
too, and the youth has further legal consequences.

 The Youth Assessment and Screening Instrument

 Youth Level of Service/Case Management Inventory

 The Ohio Youth Assessment System

 Question: what else do you folks use?
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Structured Assessment of Violence Risk in Youth 
(SAVRY)*

 Based on the structured professional judgment (SPJ) model, the SAVRY 
helps assess so that important factors will be emphasized when you 
formulate a final professional judgment about a youth’s level of risk.

 Addresses the primary domains of known risk and protective factors 
and provides clear operational definitions. Risk and protective factors 
are based on their relationship to adolescents—not to children or 
adults.

 Not designed to be a formal test or scale, there are no assigned 
numerical values or specified cutoff scores.

 Both reactive and proactive aggression subtypes that are extensively 
theoretically supported are emphasized.

 Items have direct implications for treatment, including the 
consideration of dynamic factors that can be useful targets for 
intervention in risk reduction.
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Structured Assessment of Violence Risk in Youth 
(SAVRY)

 Major domains assess and 
sample items are:

 Historical Risk Factors
 history of violence

 history of nonviolent offending

 early initiation of violence

 past supervision failures

 Social/contextual Risk 
Factors
 peer delinquency

 peer rejection

 coping challenges

 parental management challenges

 Individual/clinical Risk 
Factors
 negative attitudes

 risk-taking

 substance use

 anger management

 Protective Factors
 prosocial involvement

 strong social support

 strong attachment and bonds
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Risk Assessment.
 Several risk sexual risk assessment instruments used in USA.

 Juvenile Sex Offender Assessment Protocol-II (J-SOAP-II), Prentky, & 
Righthand.

 Juvenile Sexual Offense Recidivism Risk Assessment Tool-II 
(JSORRAT-II), Epperson, et al.

 Estimate of Risk of Adolescent Sexual Offense Recidivism (ERASOR-
2), Worling.

 The Multiplex Empirically Guided Inventory of Ecological Aggregates 
for Assessing Sexually Abusive Adolescents and Children (MEGA♪). 

 J-RAT by Dr. Phil Rich. http://www.philrich.net/

 Below include protective factors, current trend, limited 
research.

 Protection + Risk Observations for Eliminating Sexual Offense 
Recidivism (PROFESOR), Worling.

 Violence Risk Scale–Youth Sexual Offense Version (VRS-YSO). Olver 
& Wong, https://psynergy.ca/ 105



The Estimate of Risk of Adolescent Sexual Offense 
Recidivism-2 (ERASOR-2).

 The ERASOR is for assessing re-offense in juveniles who sexually offend, ages 12-
18. Males and females.

 Can be used as a clinical guide for assessment and ID important factors for 
intervention (e.g., sexual compulsion, family environment enabling offending, 
etc.)

 The ERASOR has 25 risk factors falling into five categories:

1. Sexual Interests, Attitudes, and Behaviors

2. Historical Sexual Assaults

3. Psychosocial Functioning

4. Family/Environmental Functioning

5. Treatment 

 The ERASOR provides an overall risk assessment rating of Low, Moderate, or 
High.

 What these mean in terms of rate of recidivism is not available. What does “Low” 
risk mean in terms of actual risk?
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ERASOR-2
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High Risk Factors for Sexual Reoffense Present Partially/Possibly 

Present 

Not 

Present 
Unknown 

Sexual Interests, Attitudes, and Behaviours     
1. Deviant sexual interests (younger children, violence, or both)     
2. Obsessive sexual interests/Preoccupation with sexual thoughts     
3. Attitudes supportive of sexual offending     
4. Unwillingness to alter deviant sexual interests/attitudes     

Historical Sexual Assaults     
5. Ever sexually assaulted 2 or more victims     
6. Ever sexually assaulted same victim 2 or more times     
7. Prior adult sanctions for sexual assault(s)     
8. Threats of, or use of, violence/weapons during sexual offense  

 

 

x 

   

9. Ever sexually assaulted a child     
10D. Ever sexually assaulted a stranger     
11D. Indiscriminate choice of victims     
12D. Ever sexually assaulted a male victim (males only)      
13D. Diverse sexual-assault behaviours     

Psychosocial Functioning     
14D. Antisocial interpersonal orientation     
15D. Lack of intimate peer relationships     
16D. Negative peer associations and influences     
17D. Interpersonal aggression     
18D. Recent escalation in anger or negative affect     
19D. Poor self-regulation of affect and behaviour (Impulsivity)     

Family/Environmental Functioning     
20D. High-stress family environment     
21D. Problematic parent-offender relationships/Parental rejection     
22D. Parent(s) not supporting sexual-offense-specific 

assessment/treatment 

    

23D. Environment supporting opportunities to reoffend sexually     

Treatment     
24D. No development or practice of realistic prevention plans/strategies    * 

25D. Incomplete sexual-offense-specific treatment    * 

Other Factors     

“*”- 24,25 not applicable, not in JSR treatment.      

Overall Risk Rating - Low   Moderate  High 

 



© 2017 Worling

November 2017

108



• PROFESOR: Structured checklist identify risk factors for adolescents and young 

adults (i.e., individuals aged 12 to 25) who have offended sexually, males and females. 

• Goal is to enhance capacity for sexual and relationship health and reduce sexual 

recidivism. Part of a trend to evaluate strengths, not just deficits for these youth.

• Contains 20 bipolar factors (i.e., both protective and risk characteristics) based 

on a review of the available literature and clinical experience with adolescents and 

emerging adults who have offended sexually.

• Multiple sources of information should be used: interviews with 

parents/caregivers and/or other significant adult supports/ informants; review of 

relevant collateral information; and information from relevant tests/measures. 

• Important to look at developmental differences on each end of age limits 

(dating at 13 versus 24). 

• Rating should account for whether the youth is now in a restricted give setting 

which influences their behavior, for example residential or juvenile hall. 

• Protective and risk factors can be summarized into one of 5 categories. 

• It may also be useful as a measure of change over time or following intervention.

• Per Dr. Worling (10/20), research is underway with this and pending. None yet .
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Name of individual Age ID number

Name of evaluator Date (mm/dd/yyyy)

Protective Protective Neutral Risk Risk

1 Hopefulness regarding healthy sexual future P N R Hopelessness regarding healthy sexual future

2 Respectful sexual environment P N R Abuse-supportive sexual environment

3 Respectful and age-appropriate sexual beliefs 
and attitudes

P N R Abuse-supportive sexual beliefs and
attitudes

4 Respectful sexual interests in age-
appropriate partner(s)

P N R Abuse-supportive sexual interests

5 Balanced sexual interests P N R Preoccupied/obsessive sexual interests

6 Good awareness of laws and procedures to 
facilitate respectful sexual relationships

P N R Poor awareness of laws and/or procedures to 
facilitate respectful sexual relationships

7 Good awareness of consequences of sexual 
offending

P N R Poor awareness of consequences of sexual
offending

8 Appropriate use of reasonable strategies to 
prevent sexual offending

P N R Lack of use of reasonable strategies to
prevent sexual offending

9 Compassionate and caring towards others P N R Callous and/or uncaring towards others

10 Prosocial values and attitudes P N R Antisocial values and attitudes

11 Good self-regulation P N R Poor self-regulation

12 Good problem-solving P N R Poor problem-solving

13 Responsive to reasonable guidance and
support

P N R Rejecting of reasonable guidance and
support

14 Healthy self-esteem P N R Unhealthy self-esteem

15 Emotional intimacy and close friendship with 
prosocial peer(s)

P N R Lack of emotional intimacy and/or close
friendship with prosocial peer

16 Feels close to and supported by a
parent/caregiver

P N R Feels distant from and/or rejected by
parents/caregivers

17 Parents/primary caregivers provide
warmth and appropriate structure

P N R Parents/primary caregivers fail to provide
warmth and/or appropriate structure

18 Strong commitment to and engagement in 
school and/or work

P N R Weak commitment to and/or engagement in 
school and work

19 Strong commitment to and engagement in 
organized leisure activity

P N R Weak commitment to and/or engagement in 
organized leisure activity

20 Feels stable and secure in current living
arrangement

P N R Feels unstable and/or insecure in current living 
arrangement

Total
© 2017 Worling www.profesor.caNovember 2017
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Juvenile Sexual Offense Recidivism Risk Assessment Tool-II 
(JSORRAT-II ).

 Development: The JSORRAT-II was developed to provide a risk 
assessment instrument for juveniles who sexually offend. 

 Item pool: Review of the literature resulted in the development 
of a large pool of items. 12 items were selected using statistical 
methods. 

 The 12 items maximally discriminated those who recidivated 
from those who didn't. 

 Scoring was done only with information from the probation 
file. 
 Not from other sources, e.g., what someone “knew” but didn’t put in the 

file. 

 Items were designed to be easily and unambiguously scored 
from file information. 

 Items and the scoring sheet are on next page.
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JSORRAT-II
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Risk 
Level

Score 
Range

Recidivists/
Selected

Recidivism 

Rate
Odds 

Ratio*

1 0 1/106 0.9% 0.10

2 1-3 38/552 6.9% 0.71

3 4-7 43/317 13.6% 1.40

4 8+ 21/92 22.8% 2.36
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JSORRAT-2, Risk Levels, Recidivism Rates, and Odds 
Ratios from the Combined Validation Samples

1/2019

• Risk Level 1 vs. Risk Level 3 is 0.34% vs. 6.28%, still an 18x 
difference in rate. 6.28% his highest and using best practices 
would not mandate secure or residential treatment by itself.



Risk Example
• Much of the research and presentations about JwSO has limited focus 

on victims, although all acknowledge importance! Let's look at victims.

• For the JSORRAT-II 1990-1992 Development Sample, can look at how 
risk levels relate to the number of victims. Here is data from that 
research:

• Mod High and High account for 54% of victims, but 14% of the sample.

• Low and Mod Low account for 14% of victims, 69% of sample.

• High risk levels have more victims, higher levels of intervention.

• But, Low and Mod Low levels account for 14% of victims. How to 
address that?
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Category Score Recid. % Recid.
N in 
Cate.

% Total 
Sample

Cum 
Vic.

% 
Vic.>=

% Cum 
Vic.>=

Low 0-2 3/305 1% 305 48% >=3 4% 4%
Mod Low 3-4 9/137 7% 137 22% >=12 11% 14%
Moderate 5-7 26/107 24% 107 17% >=38 31% 45%
Mod High 8-11 28/65 43% 65 10% >=66 33% 79%
High 12+ 18/22 82% 22 3% >=84 21% 100%
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 Doing outpatient JSR treatment, I’ve been lucky to have great 
POs & case managers.

 Have been able new cases where:

 I use curriculum that focuses on prosocial problem-solving, and 
other elements related to sexual offending.

 Close and cooperative communication and problem-solving 
with the PO regarding things like missed appointments, and 
whatever, school/problems, etc.

 Case manager able to transport the youth to appointments, 
checking school and family, and collaborate with me and the 
parties.

 That’s about as good as it gets, but also as described below, is 
consistent with “best practices” and what works the best.

What Works for Me
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• There is a significant body of work that has identified 
treatment approaches that promote favorable outcomes for 
juveniles on probation regarding reducing recidivism, 
increasing prosocial reasoning and moral maturity, and other 
positive outcomes. 

• Lipsey (2009) used 548 different samples studying juvenile 
probation populations.

• Findings: Interventions with counseling or skill building were 
more effective than those based on control or coercion.

• Wrap-around & multiple services and rigorous probation 
supervision/ surveillance were effective.

Evidence-based Treatment for Juveniles 
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What is Effective for General Probation Youth? 
Lipsey (2009)

Evidence-based Treatment for Juveniles 
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• Age, gender, or ethnicity did not influence effectiveness.

• Interventions were more effective with youth with higher levels 

of delinquency. 

• More effective if implemented with high fidelity and targeted 

at appropriate youth. 

• Not only "name-brand", but locally developed "Home Baked" 

programs were effective. Both could be effective. 

 The key factor was are they well-designed, faithfully 

implemented, and targeted at appropriate youth.

• Separate research by Tennyson (2009) and Goense, et al. 

(2016) showed program fidelity for juvenile programs was 

strong associated with positive program outcomes. The better 

you followed the model, better outcomes.
 Goense found a medium treatment effect when integrity was high (d = 0.633,  p 

< 0.001), but no significant effect when integrity was low (d = 0.143, ns). 

What is Effective for General Probation Youth? Lipsey (2009)
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Evidence-based Program Characteristics (EBPC)
Ralph, 2017 

• Using Lipsey's research, and other studies, can describe a list of program 
characteristics associated with positive outcomes. 

• Describes characteristics of programs, not a specific "Namebrand" 
program, and can rate both "Homebrew" and "Namebrand" programs.

• Evidence-based Program Characteristics (EBPC) described as follows. 

• 1. The risk level and needs of the target population is assessed using reliable 
measures.

• 2. A treatment approach addresses the risk level and needs of the target 
population, and includes a sufficient amount of treatment to be effective.

• 3. The treatment approach uses social skill building, problem-solving, and 
counseling approaches.

• 4. The treatment method is manualized to reliably administer it.

• 5. Training and supervision is given regarding fidelity to the method.

• 6. Fidelity checks are "baked in" in and part of implementation of the method.

• 7. Reliable outcome pre/post measures are used to assess treatment 
effectiveness.

• The Prosocial Program incorporates these elements. 120



Is JwSO Treatment Effective?
• Kettry & Lipsey, 2018. Examined 8 high quality JwSO outcome 

studies. 
• "Remarkably little methodologically credible research has been conducted on 

specialized programs for JwSO's despite their prevalence. The best available 
evidence does not support a confident conclusion that they are more effective 
for reducing sexual recidivism than general treatment as usual in juvenile 
justice systems."

• "The fact that only a small proportion go on to commit further sexual offenses 
suggests that few of them are the kinds of specialist sex offenders who would be 
most likely to benefit from specialized treatment. If most of the JwSO-labeled 
youth who receive specialized treatment have low risk for further sex offenses 
to begin with, it is not surprising to find little or no overall effects on such 
offenses."
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Is JwSO Treatment Effective?
• The treatment effect was even greater on general recidivism than sexual 

recidivism. 

• Pullman and Seto (2012) suggest that the majority of JwSO's are generalist 
offenders who happen to commit a sexual offense, whereas a small minority of 
JwSO's are specialist offenders with elevated risk for further sexual offending. 
The belief by many policymakers that all JwSO's are specialist offenders who 
pose a serious threat to the public (Becker and Hicks 2003) gives rise to the 
idea that specialized treatment is necessary to prevent JwSO's from 
committing future sexual offenses.

• An implication is that JwSO treatment should include "best 
practices" treatment for general recidivism described by 
Lipsey et al., including prosocial treatments addressing 
prosocial reasoning delays.
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Is JwSO Treatment Effective?
• I may have got this wrong, but I was thinking in our current world, with 

JwSO sexual recidivism maybe 3%, can we ever do research 
effectiveness for programs for JwSO where we are targeting solely sexual 
recidivism and expect to see a significant difference? 

• I calculated the sample size needed to detect the difference between 
baseline, or 3% recidivism and no recidivism at all, 0%. Using usual 
assumptions, .05 level, etc., the total sample size would be 400. If we 
change the success rate to 1/3 the current baseline, 1.0%, the total 
sample size would have to be about 1200. I used the 
website https://riskcalc.org/samplesize/

• If we looked at total recidivism, not just sexual, assuming a base rate of 
30% and a reduction to one third, or 10%, the sample size we would 
need would be 94.
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Why Prosocial Methods?

• Kettry & Lipsey (2018): An implication is that JwSO treatment 
should include "best practices" treatment for general recidivism 
described by Lipsey et al., including prosocial treatments 
addressing prosocial reasoning delays.

• Prosocial reasoning is a modifiable risk factor related to general 
and sexual offending and recidivism, develop interventions to 
target it. Related to brain development 10-25 and development 
of prosocial reasoning.

• 2006-2012 Longitudinal Study: N=129. ART treatment 
associated w/ 1/4 of risk of sexual acting out in program.

• Only studies of ART and JwSO youth. Includes only 
randomized study with ART.
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Trauma-focused and Problem Solving Treatment 

for PTSD

• Can methods to promote "problem-solving" repair trauma?

• Katie Dawson, et al. 2017. A controlled trial of trauma-focused therapy 

versus problem-solving. Australian & New Zealand Journal of Psychiatry.

• Objective: To evaluate the relative efficacies of trauma-focused cognitive 

behavior therapy and problem-solving therapy in treating post-traumatic 

stress disorder in children affected by civil conflict in Aceh, Indonesia.

• Method: A controlled trial of children with post-traumatic stress disorder (N = 

64) randomized children to either five individual weekly sessions of trauma-

focused cognitive behavior therapy or problem-solving therapy provided by 

lay-counselors who were provided with brief training. 

• Results: The two conditions did not differ. With both treatment methods 

there were significant reductions in post-traumatic stress disorder on self-

reported measures and anger. 
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• The Washington University Sentence Completion Test (WUSCT) uses 

sentence stems.

• It has valid and reliable methods for assessing ego levels, or interpersonal 

reasoning levels similar to Kohlberg's model.

• Has "good" psychometric characteristics, and can easily be administered. 

• Contrasts with Kohlberg's model which doesn't permit clinical assessment.

• Also "grounded" methodology developed from open-ended responses and 

ratings of sentence stems.

• The theory of "ego development" doesn't spontaneously spring from 

examination of sentence completions, but requires a theory to direct inquiry. 

Likewise the responses, in a dialectical fashion, refined the "theory."

Loevinger and Hy's Levels of 

Ego Development
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Loevinger and Hy's Levels of 

Ego Development

Name Level Impulse

Control

Interpersonal 

Mode

Conscious 

Preoccupation

Impulsive 2 Impulsive Egocentric, 

dependent

Bodily feelings, 

gratification

Self-

Protective

3 Opportunistic Manipulative, 

wary

“Trouble”,  

power, control

Conformist 4 Respect for 

rules

Cooperative, 

loyal

Appearances, 

behavior

Self-Aware 5 Exceptions 

allowable

Helpful, self-

aware

Feelings,     

problems, 

adjustment

Note: Adapted from Loevinger (1976, 1987). 128



• High-level N=14 JwSO sample, change scores as a result of an intervention, 
Aggression Replacement Training/ART.
Intervention (ART) was to promote psychosocial maturity.

• On average youth went from a I-3 Self-protective to I-4 Conformist level.

• Treatment for JP including JwSO may be viewed as changing from I-2 or I-3 
to I4, change from impulse to rule governed (Moral Reconation Therapy).

• `

Comparison Nonpatients vs. JwSO 
sample on WUSCT
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ART Studies w/ JwSO Youth 
by Dr. Ralph

• Focus group "take-aways" from ART.
• "Yeh, this guy came to me and gave me the middle finger. I 

decided not to talk back to him or cussing him out I decided to 
walk away." 

• The most recent one was the fact that I got a phone call from my 
mom. She's struggling with drugs. It's hard for me ? cause I 
want to be there to help her but I can't because I'm in this 
program. I was angry but chose to isolate myself because I knew 
I would take my anger out on others if I was around them. I 
identified a better solution because I knew what the 
consequences would be if I took it out on my peers.

• There are annoying kids around. It agitates me but I decided to 
use deep breathing and let it go by instead of getting upset.
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ART Studies w/ JwSO Youth 
by Dr. Ralph

• A teacher pulled out my paper and crumpled it up in my face and I felt like 
punching him and walking away. I remembered thought process training so 
instead of talking to him because it would have got out of hand I decided to 
write him a letter. I made a choice to not get myself in trouble when an adult 
was mad. Then he apologized the next day and things were ok.

• I would say that there was one lesson where showing affection and talking to 
people you have problems with - I wasn't talking to my dad because I was 
having problems with him. Finally after talking to my social worker I called 
him on the phone and started talking to him and we have an ok relationship. 
ART gave me a couple different ways to use to talk to him. Calmed me down 
before I talked to him and gave me a few steps.
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The Prosocial Model

• STOP: Stop and think before acting. 

• PROBLEM: Figure out what is going on in the situation.

• CHOICES: What are your choices? 

• REVIEW: Review the outcome and look for improvements.
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Example of Exercises

• WEEK 4: PROSOCIAL PROBLEMS 

• Part 1: Thinking about a Prosocial Problem

• Story 4: Roger's Problem

• Roger is a 16-year-old who found $200 in an envelope with a name, 
address, and phone number on it in front of a bank while walking 
home from school.

• Why would Roger want to keep the $200 and not tell anyone?

• How would he feel if he did this?

• What might happen?

• Why would Roger want to call the people listed on the envelope or police 
about the $200. 

• How would he feel then?

• What might happen then?
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Examples of Exercises

1. What happened before? 
2. What was going on? 
3. What are people thinking and feeling? 
4. Any rules or laws apply? 
5. What was the outcome?
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Counseling methods

• Two peer-reviewed published studies, simple Pre/Post test analyses. Samples: 
n=24, and n=14.

• Samples of youth in outpatient or residential treatment for sexual offenses. 

• First trial n=24. Results: 3/3 Counselor measures, 1/1 Youth measures, and 1/2 
Performance measures showed change consistent with increased psychosocial 
maturity. 

• Second Trial n=14. Results: Used only Counselor ratings, and 3/3 indicated 
increase in psychosocial maturity.

• Changes found can be summarized as increasing: 

• 1. Cooperation with adults and rules, 

• 2. Emotional control and regulation, 

• 3. Resistance to peer pressure, and 

• 4. Planning and thinking ahead. 

• Nearly identical to the Steinberg, Cauffman, and Monahan (2015) model of 
psychosocial maturity above.

• Limitations Pre/Post methodology but consistent with characteristics of 
effective programs described by Lipsey and my EBPC model below.
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Therapist factors

• Therapist features that enhance effectiveness
•Empathic
•Directive
•Flexible
•Warm
•Encourages participation
•Respectful
•Rewarding
•Supportive
Appropriate use of humour
•Appropriately self-disclosing
•Attentive
•Asks open-ended questions
•Confident
•Trustworthy
•Emotionally responsive
•Instills hope
Marshall, et al. (2003). Aggression and Violent Behavior, 8, 205-234.



Factors in Effective Therapy
• 1. Reliability: 

• This is similar to the principle that reliability is one of the most important 
qualities for parents. It also establishes the basis for trust. Reliability refers to 
simple things like keeping promises like when you will meet or what you promise 
to do. 

• 2. Accurate Empathy:

• Empathy to be effective has to be accurate. Generalized sympathy without an 
understanding of the  specific nature of someone's distress usually is not helpful. 
For a youth in detention, it may not be the serious pending charges, but upset 
about separation from a pregnant girlfriend, worries about a sick grandmother,  
or no visits from their mother that is the most distressing. 

• 3.  Focused Goals and Buy-In: 

• Research suggests that the clearer our goals of treatment (e.g., reduced 
recidivism), and the greater the buy-in (e.g., working harder will get you through 
probation faster), the greater the likelihood of successful counseling.

• 4. Rolling with Resistance:

• This is a motivational interviewing (MI) principle (Miller and Rollnick, 2012). 
Most struggles occur when the patient feels that their choices or opinions are 
negatively evaluated or restricted by the therapist. If the youth is looking for 
someone to argue or be angry with, don't be that person. 

139



Qualities for Therapists 
• 5. Hopeful: 

• Wherever realistic the therapist should adopt a hopeful and prosocial approach. 
Hope here means looking at realistic positive possibilities in the youth's future and 
for most teens there are. 

• 6. Prosocial Choices and Behavior:

• In Aggression Replacement Training the importance of limiting antisocial talk and 
solutions is emphasized. For example, if a youth is moving towards an antisocial 
solution, such as fighting where it could be avoided, the therapist can reinforce 
looking at prosocial options. 

• 7. Practical Help:

• An important part of the therapy relationship is to give practical help in a timely way 
where appropriate. It's important for the youth to know there are people who will be 
helpful to them now and in the future. The therapist may have to take the initiative 
sometimes to get the youth help, but usually the goal would be to empower the youth 
to learn how to help themselves. 
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Qualities for Therapists 
• 8. Stretch, don't push:

• The role of the therapist is not to just teach steps for a skill, but more properly to help 
the youth learn and teach themselves. Galileo has a quote used in the MI literature, 
"We cannot teach people anything; we can only help them discover it within 
themselves." 

• The idea is to "stretch" the youth's thinking and build up their prosocial muscles and 
skills. Michael Berg-Smith, the MI teacher, cautions again wanting to change 
anybody. Rather help them discover reasons why they might change and the skills to 
do it for themselves. 

• He also cautions about therapist natural tendency to want to help and change people, 
which also may not give people the chance to develop and practice skills to help 
themselves, and inadvertently create resistance because "change" is the therapist 
agenda, not the patient's. Often, if you "push" a teen in counseling, you just create 
resistance, not progress. Exceptions for sure, e.g., safety issues.
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JSR Collaborative Model
 JSR treatment has two foci:

 Relapse prevention; 
comorbidities, reduce risky 

situations and recidivism.

 Promote prosocial behaviors, 

strengths, future goals, and

age-appropriate experiences.



Points So Far
 Okay Doc, so here is what we got so far about JwSO, right?

 Low recidivism sexual (~3%), higher total recidivism (~30%).

↑ Strengths & ↓Challenges, both. 

 Assess & treat comorbid factors (psychiatric, learning, 
substance use, family, trauma/ACE, neighborhood, etc.). 

 Family factors (MST: Low parental monitoring, high conflict, 
& low affection).

 Prosocial reasoning immaturity- ↑ prosocial reasoning.

 Effective programs (counseling, skill building, wraparound, 
strict surveillance/supervision), implemented with fidelity, 
targeting sexual & general recidivism. 

 Prosocial counseling relationship and characteristics.



Points So Far

 Non-sexual re-offending key for JwSO b/c nonsexual offenses 
may create victims too. Tunnel vision sometimes w/ sexual 
offense. 

 Other treatment needs key, e.g., substance abuse, PTSD, 
depressive conditions, anxiety conditions, ADHD, learning 
disabilities, educational failure, high risk sexual behaviors, etc. 

 Ability to make treatment/link for these areas. 

 Cultural humility & sensitivity. 

 Focus on school/academic functioning. 

 PD had MSW and lawyer for educational advocacy and case 
management.



Points So Far

 Okay, what else do we need?

 JwSO psychological assessment: Post-adjudication, pre-disposition, 
assessing total and sexual recidivism, comorbidities, family/youth 
collaboration/denial, comorbidities.

 County-based Collaborative Model. Different than the adult model which is 
the Containment Model.

 Buy in from stakeholders: Probation, courts, PD, PO, DA, County 
mental health. All the parts need to agree to where possible work 
collaboratively as is appropriate for juvenile court and minimize where 
possible adversarial relations.

 Collaboration Team: Family/Youth, PO, Mental Health Provider.

 Small number of PO's who had training in the area supervising JwSO cases.

 Monthly case management with Supervising PO, Mental Health Providers, 
JwSO coordinator (myself). Problem solve, plan, collaborate.

 Cooperative with Case Management/linkage &/or educational advocacy.



Treatment team
 Treatment team: Licensed mental health professionals with ideally: Experience 

w/ counseling teens and families.

 Options: Providers from: 1. County Behavioral health, 2. CBO's/agencies, 3. 
Independent practitioners., or 4. Combos. Depends on results, but what works 
best in my experience was #1 with a little #2 or #3 added but they need to talk 
with PO.

 Funding: In my experience, best if no charge for services to families. It seemed 
to work the best.

 Provider model: Usual counseling has goal of "prosocial development" of 
youth, but forensic counseling requires inclusion of "community safety" and 
open communication with probation. Got to do both at once. May be a change 
for some.

 Treatment model needs to include aspects of evidence-based model, EBPC, 
described above, which are briefly:

 Social skill building, problem-solving, set curriculum or workbook.

 Training and supervision is given regarding fidelity to the method.

 Reliable outcome pre/post measures are used to assess treatment effectiveness.



Points So Far
 So we have done our due diligence of doing a good comprehensive 

assessment of the youth, we have a "buy-in" from probation, DA, and PD. 
So, what are we treating here?

 Buy-In & Definition: Helping the youth and family understand how the 
court and probation "define" the offense and problematic behaviors, and 
where possible, obtain collaboration regarding the definition of the 
problem, and measures to reduce recidivism and promote the prosocial 
development of the youth.

 Change the Definition: From a challenging, traumatizing, stigmatizing, ill-
defined, and anxiety producing situation, to a clear definition, with a clear 
"fix" (getting through counseling & probation), possibly having charges 
sealed, with chance for prosocial life with no further problems. This 
journey can have a happier outcome.

 Comorbid psychiatric & Other Factors: Address any comorbid psychiatric, 
substance abuse, trauma, educational, gang-related, poverty, homelessness, 
etc. Develop appropriate interventions for these. These factors inhibit 
prosocial development of the youth, increase recidivism chances, and are 
treatable.



Points So Far
 Prosocial Development: Help transform youth from a Impulsive or Self-

Protective level, to Conformist. From a stage where impulses and urges, or 
avoiding consequences, replaced by greater awareness of rules, laws, and If-
Then and Ends-Means thinking. 

 Using Siegel's term, Gist, that is understanding the complexity of 
situations, information, including regarding consents, prosocial 
relationships, etc. Also understanding greater how adolescent physical, 
brain, and sexual development contributes to risky behaviors for 
adolescents, including sexually harmful behaviors. Being a Pro 
promotes prosocial reasoning skills to help youth "figure out" life 
problems better.

 Information: Giving the youth better understanding of their offense related 
to laws, the probation system, understanding of consents, physical growth, 
brain development and risky behavior, sexual drive characteristics.

 System goals: Helping stakeholders (PO, PD, DA, courts) have more 
accurate definition of the problem, prognosis, recidivism, and prospects for 
rehabilitation.





JwSO Treatment Models 
 Multisystemic therapy: Multiple replications and adapted for JwSO. 

Ongoing fidelity monitoring, adjustment in real time to problem areas, 
perhaps 2 to 3 times a week for 4-6 months. Have to join the "franchise", 
start up and ongoing costs. Not adaptable to youth in detention.

 Problematic Sexual Cognitive-Behavioral Therapy, University of 
Oklahoma Health Sciences Center. Implemented at multiple national 
sites, including LA County. Not a randomized trial, but significant 
support of research.  A "franchise" system.

 University of Cincinnati, School of Criminal Justice hosted event. Dr. 
Paula Smith "I Decide: Cognitive Behavioral Intervention to Control 
Impulses and Create Identity for Adolescents". Ask me in a week.

 30 structured group sessions and four individual sessions. Designed 
to promote healthy sexual attitudes and behaviors, teach cognitive 
coping and social skills, enhance the capacity for perspective taking, 
improves emotional regulation, supports the formation of positive 
identity, and strengthens bonds with caregivers.



JwSO Workbooks



Bake your Own!
 Just as good! Bake your own! That is what I did, see 23 

Session Model below.

 Lipsey (2009) identifies that "Bake your Own" works as 
well as namebrand programs if well-designed, targeted, 
and implemented.

 More recent research (Baglivio et al. 2018) with residential 
probation programs found that the quality and fidelity the 
program was key.

 Also, w/ Total Recidivism 10x higher than Sexual 
Recidivism, are you targeting general delinquency in your 
model? Should be considered essential.

 Kettry & Lipsey (2018) that no significant evidence that 
specialized programs to treat sexual offending's are more 
effective than programs which target general recidivism.
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Youth Needs & Progress Scale https://ncsby.org 
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Treatment challenges & facilitators
 Distress of treatment and dealing with issues related to 

probation and offending for parent and youth.

 Worst is behind us, record will likely be sealed, all the conditions of 
probation (no drugs, school attendance, curfew, obtain parental rules, 
etc.) are desirable anyway. 

 "We are on the same page." Both parent, PO, and therapist want the 
youth to live a prosocial life without probation involvement. Support 
regarding the objective distress and limitations that probation entails 
but also there are benefits, case management, financial help, job 
options, educational advocacy, family counseling, etc.

 Patient and family deny any illegal sexual behavior occurred.

 Directly address the issue in non-confrontive fashion, and explore +/-
of admitting, not admitting, keep open the issue being admitted 
subsequently, can use most of curriculum. E.g., Imagine you had a 
cousin who committed similar crimes. How would you coach them to 
write an apology letter to victim, a relapse prevention plan, etc. 
Denial at beginning doesn't predict outcomes.
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Treatment challenges & facilitators
 Youth detained on new, nonsexual issues, running away, other 

family challenges/deaths. Distraction and delay from completing 
JSR treatment. Provide treatment continuity in detention.

 Youth not making appointments because of forgetting, 
transportation problems, etc.

 Coordination with parent, PO, and possibly case manager to 
facilitate making appointments. Use of Zoom options. The more 
sessions you missed the longer treatment takes.

 Homelessness or at risk, for older youth.

 Working with the PO and public defender for options including 
extended family.   

 Acting out verbally aggressively towards female therapists.

 Limit setting by PO, and if no other options, transfer to male 
therapist.
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Treatment challenges & facilitators
 Parents/youth who are angry and don't want to participate.

 Being supportive, keeping the door open, counseling by PO and 
court, sometimes "moving on" without parent. Treatment can 
still work. Avoid getting into a tussle with parent.

 LGBT youth: I've only had a few. As with any youth, use "active 
listening" to be educated by them about their life and challenges. 
Be careful about using appropriate gender pronouns and 
assumptions about sexual interests and choices. Apologize for 
wrong assumptions and invite education. Apologies usually 
accepted.

 Telehealth Treatment: I adopted it immediately for pandemic. 
Found it works very well, but every youth and SF had a computer 
and Internet. Did screen share for curriculum, and had fewer 
missed appointments, and could see youth in their home 
environment. E.g.; one youth with kitten. Post pandemic I would 
favor three telehealth and one in person visit.
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•Treatment Model
• What am I treating and how?

• The workbook content AND the counseling relationship, along with support 
from probation and their structure IS the treatment. 

• Prosocial counseling relationship provides a role model and template for 
other prosocial relationships.

• Promoting prosocial reasoning in the youth by giving them structured tools.

• Also promoting prosocial reasoning by giving them information and 
understanding that will enable them to "get it" and get the "GIST" of things 
better. Using prosocial reasoning tools and using content to tactfully “circle 
back” to the “instant offense.”

• Moving from Impulsive/Self-Protective to Conformist or rule governed level.

• Providing a path to a better life, tools to seek the "goods of life" more 
effectively, and a supportive relationship on that trip.

• Help transform the youth's "Life Narrative" from suddenly being on 
probation for a stigmatizing offense, to one where there's hope and 
opportunity. 

• Might view it as a Structured Right of Passage and opportunity for self 
transformation to a brighter future. 161



• Before the first session
• Before the first session, it is assumed that there is a sustained charge 

for a sexual offense. Needs to be a legal finding requiring counseling 
for a sexual offense. Why else are we here?

• Complete psychosocial/sexual evaluation already done which includes 
factors described above, including assessing comorbid psychiatric, 
trauma, familial, criminogenic thinking, psychosocial maturity, 
cognitive, academic. Also, sexual and nonsexual recidivism risk 
management.

• Any factors which would require modification of treatment approach 
or delaying  or deferring it? Intellectual disability, Asperger syndrome, 
suicidality/psychotic, antisocial/gang orientation, significant trauma 
history, substance abuse, etc.

• Other factors may need to be addressed in parallel or before engaging 
in treatment. E.g., treat psychiatric or trauma factors.

• Decide if other treatment approaches need to be taken but 
otherwise. Now we are ready to go! 162



• Hey, What about parents?
• Included in the curriculum presently, and model involves meeting with 

parents regarding initially Consents & Safety Plan.

• These activities educate the parents and be partners in the treatment. 
This is a goal, not always possible.

• Subsequently meeting with parents monthly. A key feature is to get them 
"on board" and cooperative w/ enforcing Safety Plan.

• If they will not do that, needs to be 

addressed immediately.

• Curriculum used is "Taking Action" by 

• Dr. Barbara Bonner. 

• Free download, https://safersocietypress.org/store/taking-action-adolescents-1/
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•Week 1: Consents
• Week 1: Consents

• Joint meeting with parent/guardian and child. Consent of the 
parent/guardian or youth if they are greater than 18. 

• No other children present during evaluations.

• Usually done in one session. 

• Important to explain in detail the purposes of the evaluation and the 
court will receive it.

• Always advise folks to consult with the public defender if they have any 
doubts including signing the consent. One parent/teen took three 
sessions like this before they finally agreed.

• Important to both understand and acknowledge the trauma of going 
through this for the youth and family, even if necessary and court 
ordered. Some parents "bail" at this point because of their distress. 
About the most challenging thing imaginable that the youth/family can 
deal with. 
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•Week 1: Consents
• Week 1: Consents

• To paraphrase Yogi Berra, "If we do not know why we are going or where 
we're going, we probably won't get there."

• Asked the PO to attend the first session, and specifically review the 
sustained charges and illegal behaviors. About 50% of youth and family 
said they don't understand the charges or what the illegal behaviors 
were.

• Establish "why we are here", because there is a court order and a "legal 
fact" of a sustained sexual offense. Given that, counseling makes sense.

• If youth & family denies the charge, disputes the legal finding, as a basis 
for not cooperating or engaging, suggest they discuss it further with the 
PO and PD. Their full participation in cooperation is required.

• Difficult but necessary step. Understanding charges and adjudication are 
part of the treatment.
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•Week 1: Consents
• Week 1: Consents

• To start this, will need cooperation and participation of both the youth 
weekly and parent monthly. Usually not negotiable, but "depends".

• Denial: As mentioned above, denial at admission is not associated with 
worse outcomes, and goal of counseling is to prevent recidivism, not to 
have youth admit, though clearly this is desirable.

• Parental incapacity: For various reasons, including psychiatric, substance 
abuse, history of threats/aggressive behaviors, involvement of parents 
may be problematic and decided on case-by-case basis.

166



•Week 2: Safety Plan
• Week 2: Safety Plan

• First thing you do in any road trip is have everybody fasten seatbelts. The 
car is not moving unless everybody's seatbelts are fastened, right?

• Safety Plan is collaborative document, incorporating probation orders 
developed by parent, youth, and counselor, and approved by the PO.

• Hard for families not to feel that I am saying that the youth is a public 
safety hazard and that is an "ouch" for the family and youth.

• Frame: Safety Plan is way to keep the youth safe, have clear boundaries, 
so no one will say that he/she is doing something they should not.

• If rules are clear in the Safety Plan, all you have to do is follow it to stay 
out of trouble. Others can't "play you" if you are following the Plan.
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•Week 2: Safety Plan
• Week 2: Safety Plan

• Safety Plan usually includes:

• Conditions of probation, sexually related conditions, i.e., no contact with 
children more than 2 years younger, no unsupervised phone/Internet, no 
pornography use, curfew, no drugs/alcohol, regular school attendance, 
obeying parental requests, making probation meetings, making 
counseling meetings, only plan/approve class supervised trips, activities. 
May include youth can only go to school, other approved events, alone, 
otherwise with specified adults. May change over time when compliance 
and understanding is established.

• Question: What would your staff include?

• Get both parties to sign it, and forward to the PO for approval.
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•Week 3: Current Challenges
• Week 3: Current Challenges

• Important to target and intervene immediately regarding "treatment 
interfering" issues, including motivation. 

• Examples might be any psychiatric condition that requires immediate treatment. 
For example, PTSD type reactions, ADHD untreated, problematic compulsive 
sexual thoughts and behaviors that placed the youth at risk, toxic family, school, 
neighborhood situations. Might also include economic or housing challenges.

• Issues which are still problematic, such as not getting adequate services for 
special education needs in the school, may take a while but you can make sure 
someone's addressing this and help get the ball rolling.

• If, for example, problematic compulsive sexual thoughts and behaviors are an 
issue, you would likely need to address this before other issues.

• If the youth has a significant sexual victimization, this may need to be treated 
before JwSO therapy can start.
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•Week 3: Current Challenges
• Week 3: Current Challenges

• Collaborative w/ youth, using all information available, what are treatment 
Helpers and Challenges. Psych and probation reports, interview with parents, 
youth. 

• Sample:

• Helpers: 

• Mother cooperative, eventually after  3 tries. 

• Youth will cooperate. 

• Has success w/ team sports and prosocial goals. 

• Challenges

• Youth and mom deny charges. 

• Family has economic & housing insecurity.

• Still has association w/ delinquent peers and MJ use.

• Missing school and poor school performance.

• Treatment for ADHD and special ed pending.

• Questions: 1. What are other typical challenges? 2. Resources in your setting for 
challenges?
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•Week 4: Success w/ Probation
• Week 4: Success w/Probation

• So we know where we are going, we have our seatbelt on, now we have to know 
driving rules to get there.

• Review the probation system and the youth's job within it. Based on my legal 
education work for youth found not competent.

• Review steps in probation process, hearings, findings of court, and probation 
orders.

• Emphasize that probation supervises youth for the minimum time necessary, 
and primary obstacles are youth noncompliance, confusion, etc.

• If you are angry about probation, do not express it by not cooperating because 
it will keep you on probation longer.

• Use motivational interviewing approaches to understand their willingness to 
comply and identify and address any obstacles to engagement and cooperation.

• Understand and plan to handle obstacles rather than just muscle through.

• Related to Siegel's developmental idea of "Gist", and many youth feel "played" 
because they have difficulty understanding that "what they want" bumps up 
against "what is required", AND do not understand how probation works. 171



•Weeks 5: Introduction to Prosocial Model

• Based on Being a Pro, promoting prosocial problem-solving. 

• Rationale: Sexual offending in part relates to psychosocial immaturity 
regarding problem analysis and solutions.

• As mentioned earlier, research I conducted showed  training in prosocial 
reasoning was associated 1/4 with less sexual acting out in a JwSO 
program.

• Use first five chapters of Being a Pro, modified.

• Reactive Model

• Problem→ Reaction

• This approach can be called the "reactive model". In this model, when a 
problem comes along, we just react to it. For a lot of simple routine 
situations in life, this works just fine. But every teen deals with situations 
that are not so routine and simple.

• For more complicated situations, which happen every day, let's look at a 
different model. I call this the Prosocial Model. 172



•Week 5: Introduction to Prosocial Model
• Prosocial Model:

• Stop → Problem → Choices → Review

• Here is more detail about the parts:

• STOP: Stop and think before acting.

• PROBLEM: Figure out what is going on in the situation.

• CHOICES: What are your choices?

• REVIEW: Review the outcome and look for improvements.

• The main idea of the Prosocial Model is not just to react, but to think 
things through. After stopping, then you can review the problem and 
situation and figure out what's going on. 

• Some problems may not be simple, and you may need to look a little 
more closely. Then you can review your choices and decide the best way 
to go. Let's look at each of the steps in the Prosocial Model below.
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•Week 6: Stop- Stop and think before you act
• First step to move from the Reactive Model to the Prosocial Model is to 

be able to Stop: To stop and think about prosocial options.

• Biggest barrier to prosocial actions is reactive choices, that is not thinking 
before doing something.

• In detention, simply walking away or distracting with something else 
worked best.

• Barriers to stopping: Habits, Emotions, Social Pressure, Drugs & alcohol. 

• Practicing Stop: what makes it harder, what makes it easier?

• Alternatives: Talk to friends/parent/sibling, go exercise, listen to music, 
play a game, or watch a video.
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•Week 7: PROBLEM: 
Figure out what is going on in the situation

• "Problem" then helps you figure out what is going on in a situation. 
Often our first "take" or impression of a situation isn't the most accurate. 
When we have a better idea about what's going on in a situation, then 
we can make better decisions. 

• Part of the general concept of Siegel's "Gist", developing a more 
sophisticated/pixelated view of social reality to enable better social 
problem-solving.

• WHAT (What was going on?) 

• 1. What happened before the situation? 

• 2. What was going on in the situation? 

• 3. What were people thinking and feeling? 

• 4. What rules or laws apply? 
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•Week 8: CHOICES: What are your choices?
• What is a prosocial choice?

• One way to decide is to make sure rules are followed in anything we do 
or say.

• Is it true? 

• Is it fair and does it benefit all? 

• Will it build cooperation and better relationships? 

• Are you playing by the rules? 
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•Week 9: REVIEW: 
Review the outcome and look for improvements

• First review the steps so far, the Prosocial Model, Stop, Problem, and 
Choices.

• The Review steps:

• 1. Were goals met? 

• 2. If goals were not met, what were the causes? 

• 3. Where there any other problems that came up? 

• 4. What can be done to improve outcomes or fix problems?
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•Week 10: Using the Prosocial Model

• Think of the instant offense and how you might have applied the 
Prosocial Model to avoid the problem.

• Did I use the Reactive Model?

• Why would the Prosocial Model be better?

• How would I have used Stop and the barriers?

• What was the Problem.

• What were my Choices?

• Review: Would the skills have been effective, and what were barriers?

• Important: Use this model in subsequent curriculum to help youth "up 
their game" regarding prosocial thinking. Help stretch them to have more 
prosocial perspectives, problem-solving, and behaviors. We have a 
reasonably well-established model of Prosocial, can apply directly to 
issues like consents, etc.
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•Week 11: Adolescent Development:
Physical & Brain

• In this and subsequent weeks, use the Prosocial Model to learn and apply 
content and develop skills. Perfection through practice.

• Review of general adolescent physical and brain development as a 
relates to offending.

• Physical growth, more than doubling of weight and tripling of strength 
age 10-18.

• Brain development, reward centers, and decision-making.

• What helps and what hurts brain and psychosocial development.

• Not help: Drug/alcohol, delinquent activities, too much electronic time, 
poor sleep, trauma and/or toxic relationships, unhealthy diet and health 
habits.

• What helps: Positive supportive relationships, no substances, avoiding 
trauma, and positive health habits.

• Exercises using prosocial model relevant to adolescent development 
issues, if you are bigger, stronger, how could that help/hurt?

• How are these factors related to my Instant Offense? 179



•Week 12: Adolescent Development:
Sexual & Interest

• Review of adolescent sexual development from ages 10 to 18.

• Changes in interest go along with changes in body.

• Normative, atypical, and problematic sexual behaviors and expression in 
adolescents.

• Surveys regarding sexual behaviors in adolescents, including harmful 
ones, not adjudicated.

• Problematic pornography use, compulsive harmful sexual thoughts and 
behaviors, hopefully identified previously, and interventions developed.
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•Week 13 & 14: Laws & Rules
• Review of laws & social rules regarding sexual behavior, including 

consent. 

• What was your sustained PC? Why was that offense deemed harmful?

• Who can consent? Age, IQ level, drug/alcohol, sleep, threat of 
force/coercion, emotional blackmail, power differential.

• Used prosocial model to think through problems with consent and each 
of these.

• How was consent a problem in your instant offense?

• If you followed consent rules how would the offense have been 
avoided?

• Imagine you're 19, off probation, what would consent for relationship be 
then?

• Examples of consent where in a relationship is still a "bad idea".

• Use prosocial model to describe consent issues.
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•Week 15: Understanding My Offense: Part 1

• Constructing a Life Roadmap. Looking at your life and what were major 
events.

• What events were Helpful and what were Hurtful.

• What was your response to these? Did they Impede or Speed your way 
along.

• Also, include the Instant Offense, probation and court involvement to 
the present.

• Put what you would like to see in the future and what you see as 
potential Impeders or Speeders.

• What factors on your Life Roadmap contributed to the Instant Offense?

• What were helpful or prosocial responses you had, choices, that helped 
you on the Life Roadmap?
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•Week 16: Understanding My Offense: Part 2

• Continue with work on this issue. 

• Revise and complete a final version of the draft completed in Part 1. 
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•Week 17: Offense Prevention Plan 

• Based on Week 14 & 15, write an Offense Prevention Plan. 

• Develop a chart describing possible challenges and what can be done or 
strategies.

• Areas included: 

• My personality: How I problem solve and behave.

• Family factors.

• Learning & behavior challenges: Issues with school and learning, mood, 
trauma, substances.

• Environmental & Electronics: In the home, neighborhood, any 
challenges? Safe electronic use.
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•Week 18: Offense Prevention Plan 

185

Problem Strategies
Barriers 
to Use Fixes

Feeling bored and 
having Internet 
access to 
pornography.

Talk to family, 
friend, exercise, 
watch Netflix. Laziness

Get up and leave room, 
have friend on speed dial.

Afterschool hang 
out in parks, use MJ, 
being risky 
situations.

Go from school, to 
either home, or 
structured activity.

Not pay 
attention
.

Work out with parent that 
I have to check in where I 
am going and verify it.

1 Audience, add here

2



•Week 19: Letter to Self

• Write a letter to your self just before the instant offense. This is a letter 
from yourself now to your younger self.

• The purpose of the letter is to give your younger self advice to avoid the 
problem that led to probation.

• Be careful not to blame others or situations where you had some choice, 
do not minimize the harm to your self or others, or avoid responsibility. 
(Thinking errors).

• Use the following as an outline.

• Purpose of letter.

• What was going on in your life then that may have contributed to 
offense. 

• Your understanding of the risky situation and reactions you were having 
then and its relation to what was going on in your life.

• What steps can they take to prevent this.

• If they do not take steps, what are the possible consequences based on 
what you experienced. 186



•Week 20: Letter to Family
• Write an apology letter to your family regarding the impact of your offense on 

them.

• Be careful not to blame the victim, others or situations where you had some 
choice, do not minimize the harm to your self or others, or avoid responsibility. 
(Thinking errors).

• Audience: what else would you add?

• Use the following as an outline.

• Purpose of letter.

• What was going on in your life then that may have contributed to offense. 

• Taking responsibility for what you did without minimizing or blaming family 
inappropriately.

• State effect of offense on your family regarding mental stress and upset, time 
involved with probation and court, changes in family functioning or inconvenience, 
etc.

• Your remorse and apology regarding the offense.

• Steps you have taken to avoid future problems including participating in 
counseling and developing an Offense Prevention Plan and a Healthy Life Plan.
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•Week 21: Letter to Victim(s)
• Letter is an exercise, not to be sent or communicated directly or indirectly with 

victim(s).

• Write an apology letter to your victims regarding the impact of your offense on 
them. If multiple victims, choose one to start. This may take several sessions to 
revise letter or  letter to several victims.

• Write the letter for  victim, and not to help yourself feel better.

• Be careful not to blame the victim, others or situations where you had some 
choice, do not minimize the harm to your self or others, or avoid responsibility. 
(Thinking errors).
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•Week 21: Letter to Victim(s)
• Use the following is an outline.

• Purpose of letter.

• Taking responsibility for what you did without minimizing.

• The victim is not to blame, you are.

• They should not be asked to forgive you.

• You understand that the victim may  have been harmed and you are remorseful for 
that. 

• Steps you have taken to avoid future problems including participating in counseling 
and developing an Offense Prevention Plan and a Healthy Life Plan.
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•Week 22: Prosocial Plan
• Develop a Prosocial Plan: Example below.

190

Prosocial Plan for JD
Area Goal Barriers Fixes
Family Get back with 

family
Completing 
victim 
counseling.

Make appointments and 
finish it.

Have positive 
relationships.

None

School Graduate HS and go 
to college.

Wake up on time. Manage time better

Improve writing 
skills.

Get help through IEP.

Friends Have good 
relationships, no 
problems.

Possible 
scheduling 
problems.

Work harder to find 
better time.

Sports Play college sports. Taking the time 
and finding 
team.

Better time 
management.

Romantic 
relationships

Have stable 
romantic 
relationship.

Make good 
choices.

Wait until age 19, date 
only > 18, date mature 
girls.



•Session 23: Graduation
• Graduation if completed program.

• Could be a case manager, cousin, parent; whatever they and the parent agree on. 
About 60% of the time this PO is present.

• Purpose is to acknowledge good work of the youth, provide realistic positive 
feedback, provide optimistic and realistic narrative for future, and have a prosocial 
termination.

• Often bring food of choice of the youth.

• Graduation certificate for sure: make it generic and not identifiable with probation 
or offense: Prosocial Program.
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