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—— Presenter:Norbert Ralph, PhD, MP

 Clinical psychologist, private practice, San Leandro, CA

Z Neuropsychologist & Epidemiologist

Z Formally Coordinator, Sexual Responsibility Program, C&C of San
Francisco

 Trainer of Trainers, Aggression Replacement Training, California
Institute for Mental Health

 Certified Practitioner, Moral Reconation Therapy

Z Formerly Associate Clinical Professor at UC Davis School of Medicine
and Biostatistician and Lecturer at UC Berkeley

£ Almost forty years of clinical practice with low-income children/teens
£ 40+published articles, books, blogs.

Z Contact information: Ph: 518403-1830/Email. dr.n.b.ralph@gmail.con
Z Website: norbertralph.com
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"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.
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"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.
AnTreat ment Options and
Re c i di Sexual Abuse (Blog), 2019.

"The Utility of the JSORRAT-1I." NAPN Blog post. 2019.
"Neuropsychological and developmental factors in
juvenile transfer hearings: prosocial perspectives."
Journal of Juvenile Law & Policy. 2019..

fA Replication of a Prosocial Reasoning Intervention
for Juveniles. $ex Offender Treatment. 2019.
fDevelopmental 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 _—

A Presented by the Forensic Mental Health Association of Californ

A Program 9 AM to 10:30 AM 48
A Break 10:30 AM to 10:45 AM

A Program 10:45 AM to 12:15 PM 96
A Lunch 12:15 PM to 1:15 PM

A Program 1:15 PM to 2:45 PM 143
A Break 2:45 PM to 3 PM

A Program 3 PM to 4:30 PM
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Thoughts for the day —
g e .

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.



Workshop'Paits ==
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ZPART I. Relevant Research Background

Z Useful things to know to do good practice. Knowing why you do
things helps you do it better and to deal with novel situations.

FWarning: includes research, stats, & neuroanatomy.

£ Guidelines for practice (CCOSO & ATSA)

Brief history of treatment & models

£ Statistics & characteristics

£ Typologies & protective factors

FZRegistration

 Physical and neurodevelopmental growth during adolescence

Prosocial reasoning

ZComorbid & nonsexual issues

£ Assessment of total & sexual recidivism

FEvidencebased treatment methods

I Practical prosocial treatment methods

 Effective therapist characteristics
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'I/DART lI: 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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EProvide you with just the right amount of "good stuff" to do good
treatment to have good outcomes. Goldilocks criteria.

ENot too little. ﬁm

ZNot too much.

ZBut just right.




Terminology & Limitations-of-Presentation

. Term WSO 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 aboumale 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.

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



Limitations of Presentation
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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 e

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

A Collaboration Team: County level monthly staffing of case with:
A 1. Treatment provider.

A 2. PQO's, and probation supervisor.
- Designated POs with training and experience with this population.

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

A Both the PO and treatment provider advocate for all of the above
to promotes more effective treatment.

12
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Surefire JwSO Treatment s

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

A 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.

A Problem Redefinition: From a highly stigmatizing anxiogenic,
amorphous narrative of problem, to a factbased, weltdefined
problem with a realistic & optimistic outcome.

A Outcomes: Regular tracking of youth with dynamic assessment
tool.

13
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~—Questions for Participants?

A What makes for success for JwSO in your setting?
What works?

A What are obstacles?

A What do you need the most to be more effective?

A What are the hardest, easiest, average cases?

A What are the biggest System Helper & Hurdles?

A Are there elements of a Collaborative Model in
your county?

A What is funding of JwSO services in your county?

14
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- wSexual offenses are among the most serious

criminal offenses and victims injured, often

children. Nonsexual offenses also create victims.
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physical abuse. *Population averageierence foliows).
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~Honor YourValues&-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.



PART I: Relevant Research Backgrou/nd

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



" Guidelines for practice
(CCOSO & ATSA)
*so you know bestiprac




Guidelines for the

Assessment and
Treatment of Sexually
Abusive Juveniles

CCOSO, 2013



2013 CCOSOrAdolescent =
/ u | ]
- 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.

20



2013 CCOSO"Adolescent ——
/ t . %
: 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.

21



ATSA Juvenile Practice-Guidelines 20617

AL S A

FPractice Guidelines
for Assessment, Treatmment, anmnd
Iintervention with Adolescents
VWho Have Engaged in

Sexually Abusive Behavior
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 22



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 sociat
ecological model that targets risk and protective factors across the

~ Pal N — 7 Pl ~ N 7z ~

Ui OOEG6O0 1 AOOOAI OUOOAI O j AsCc8h E
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 researchsupported and evidence
based 23
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EmpiiicallysSupportet-dreatment Targets

What isrriskrelevant?
(ATSA, 2017)

Social Isolation/Low Social Competence
Attitudes Supportive of Abusive Behavior
Parent-Adolescent Relationships
General SelfRegulation

Healthy Sexuality Including Sexual SekRegulation
Social and Community Supports

Non-Sexual Delinquency
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~——Questions for Participants?

A What would work in your setting re these
guidelines?

A What wouldn't work?

A Anything you would add?

A How are JwSO managed in your county?

A How many JwSO? Recidivism rate, sexual, total?

25



" Brief history of treatment &
models
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A History of Treatment Approacl’re’s/

- First IwSO 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 CommunityMonnette & 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.

27



JWSO Treatment History =
Mam model was Imeen and Monnette (1989) and Lane

i Yyyagh H3A@GOAI
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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.
Due to sexual disorder & compulsion.

Pedophilic interests high.

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

Recidivism >10%, but lower than most crimes.

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

Containment, polygraph, sanctions

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

Based on research and best practices.

99% not due to primary sexual disorder; sexual
mistakes.

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

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

Low recidivism <3%

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

Collaboration, monitoring, control, no polygraph

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



~— National Centeron-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 webased resource center for professionals,
and a National Advisory Board. The website included curriculum, cataloged
assessment instruments, registration law information by states, and fact

sheets.
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~—— National Centeron-the Sexual™
Behavior of Youth (NCSBY)
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o - Developmentof-the Field—

Bonner, 2012.
1970s: Boys will be boyzs no problem

1980s: Boys treated same as adult sex offendersnajor

problem

1990s: Boys recognized as different from adult® need

different treatment

2000s: Boys recognized as having good outcome, low

recidivism



B. Bonner PhD, 2012 _

~ DrBonner notes that after 2000 it came to be generally recognlzed 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 JwSQO's are generalist
offenders who happen to commit a sexual offense.

s



Why Models Matter —

. JwSO-have been described mnd\manipulative" which iﬁresumed to be

Eart 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 JwSCOHow | Think Questionnaire
(Barriga, Gibbs, Potter, & Liau, 2001) assesses offerrsdated thinking patterns
based in part on Kohlberg's theory of moral development.

. Scales assess developmental immaturity and egocentricity, sometimes
described as thinking errors: Lying, SeHCentered, 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 oftenmodifiable. 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
EOOAT EI AO xEI OA@OAI 1 U | £&AT AAA8BSd 3,




Why Models Matter e

/

/V . . .
-~ You are a PD, DA, PO or psychotherapist starting their career.
- Imagine two situations. In both situations victims were harmed
significantly by sexual violence.

- #XIzYou 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 ZYou 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.



e
~—Questions for Participants?

A What is range of views of JwSO where you are?

A What are seen as "best practices" where you are?

36
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sexual Crimeshy-Juveniles ——
P
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--FBI Crime Data, 2013

Z 91 OOEO Ol AAO ACA Y B-thixdoA
all sexual offenses against minors (Finkelhor et al.,
2009)*

Z 4EA | £AFA1 OATAOOAOO OAOE
sexual crimes (Elliott, 1995; Farrington, 2009)*

* From Borduin, 2021.
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that multiple risk factors are linked with youth sexual offending:
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problems, atypical sexual interests, sexual abuse history)
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disabilities)
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criminal subculture)

* From Borduin, 2021.
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Caldwell 2016 _Article

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

A Found a weighted mean sexual recidivism rate since 2000

of 2.75%for JSO youth, and any recidivism30.00%.
(Note qualifications in article and by others).

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

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

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

40



~—Caldwell 201 6/

40%

350, 34.47%
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1980 to 1995 2000 to 2010

0%

Figure 1. Sexual and general weighted recidivism rates for older studies (7 = 45). compared with recent
studies (i = 33). F(1. 77) = 1049, p = 002

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

41






- JwSO vs Other Probation Teens"

Seto & Lalumiere, 201@sychological Bulletin, 136

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

Factors on which the two groupsDID NOT differ:
Family relationship problems
Separation from one parent
Family substance abuse
Family criminality
Verbal and Performance 1Q
Learning disabllities
Neurological anomalies




JwSO vs Other Probation Teens
- Seto & Lalumiére,201@sychological Bulletin, 136==" |

- Ways the 2 groupsDID differ.

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.

A Set0, 2018, 2 subtypes of JwSO:
#1 resembles Nonsexual offense & more same age victims
#2 resembles Sexual offense group & more child victims.

Nonsexual offenses
Criminal history

Antisocial peers
Substance abuse problems
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Typology Research

Leversee, 2021

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
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Case-Formuladion
) I BT OOAT AA 1 £ OdtrAngthsl, E U
exceptions to problems, prosocial coping
responses

Protective factors

. Internal

- Family

. School

- Neighborhood
-From Leversee, 2021



Protective FactorsiimsRecidivism-—=

“van der Put & Asscher (2015).
A 341 adolescent males who sexually abused a child
A Recidivism= new conviction within 18 months (19%)

A Desistance From Any Recidivism

A Protective Factor AUCs

A Prosocial conflict resolution 8a¢ j80yZ8BI Q

A Positive nonfamily relationships 8 aa j 80i Z8B 1 Q

A Positive family relationships 8aY j80NRZ8aa(

A'TT A OAI £ZAT 1 008 da Qf ARNAADOY
responsibility

A2 DO|A|A|20|8®$|@8©EEsdbq

A Positive school behaviourand 806y j 80 aZ8aa(
performance
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ors in Recidivis

" !  Express
Desistance from

sexual
reoffending

affection

Accept
Receive

closeness
kbl BERS affection
Of Others Affective

Strength

’

! - s
SHhow concern Acknowledge

for feelings of painful

others . feelings

’ ’
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Protective Factorsin-Recidivism-—=
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Questions for Participants?

A What are types you see in your county?
A How do you structure treatment/dispo for each?
A Any seem hardest or easiest?

A What protective factors are the most powerful you
seen”?

50






JUVENTCREGisii€ionss ==

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

I’egISte r http://www.ncsl.org/research/civil -and-criminal -justice/juvenile -sexoffender-registration-and-sorna.aspx

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

EAO0OADOE Bl A0 Al 8 H Gl Va8 AF A ¢
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.

52



Juvenile'Registration o

e

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.

53



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

population.

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

. A persistent depressive effect wagot found when the sex
offender registration label and related duties were absent.

o4
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~——Questions for Participants?

A Think about changes in social problem - --solving,
growth and development you see in adolescents
you have worked with.

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

A Any Super Powers or Super Vulnerabilities
connected with development?

A What are some of the differences between the 13 -
year-old who started probation and a 15 -year-old
In front of you now?
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__Weight Height

Boys Boys

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

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 % Chang

70 123 53 76% 54 64.5 10.5 19%

Boys Girls

Grip strength Grip strength

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

33 100 67 203% 33 57 24 73%

A Teens literally develop superpowers in adolescence. Boys more than double
In weight and more than triple in grip strength.
Imagine a 10year-old boy and then separately imagine an 1-§ear-old boy
both telling a 10-year-old girl to do something. Size and strength matter in

criminal behaviors.
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. Adolescent Development

A Testosterone changes in adolescent males.
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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
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/Nﬁ)psychologlca and £
> Graham v Florida, 2010

Graham v Florida

U.S. Supreme Court:

.. developments in psychology and brain science
continue to show fundamental differences between
juvenile and adult minds. For example, parts of the brain
involved in behavior control continue to mature through
late adolescence.”

Work by Giedd et al
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and Developmen

—

A Dr. Jensen, a U Penn, Chair, neurologist and mother, describes changes in the
teenage brain and their relevance to prosocial development.

R ORSEEESERSISHLER A Age 12 to 25 is a period of major brain development.

Some of which continues until age 35 (myelination).

A Major changes in pruning of neuro pathways. Out of the
infinite number of connections, some become "burned in"
and the "go to" options.

THE
TE E NAG E A Decline in gray matter of brain, unmyelinated cells, and

increase in white matter.

A The teen brain was described by NIMH studies as only
B HAl N about 80% mature, and the 20% gap helps explain
adolescent impulsiveness. Being civilized adults in part
relates to having brain maturity.

A https://www.youtube.com/watch?v=Y8s04tqfUEs
A https://www.youtube.com/watch?v=2 sHfaY4PoY

“Freaces Jesssa, & peuroscientist and single mother of two Soys.
Orbved mta the amenging science of the #dolnscent bran land
Lame out wild provocative new inslghts for parents, educators, pubiiic

polcymatery, and toens thamsaives,”
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europsychological and Dev

‘A Dr. Daniel Siegel, Clinical Professor, Psychiatry, UCLA.
A Describes a model of brain development during adolescence.
A Adolescence systematically overestimate rewards relative to risks of behaviors.

THE NEW YORK TIMES BESTSELLER : o
A Teens seek out novelty and rewarding activities, and

likely has a genetic/evolutionary basis.

A Gene pool isn't enlarged by males who never
ventured from home.

AUses concept fAGisto descril

in understanding the context of a situation that increases
slowly during adolescence.

A Example: In a swimming pool children and teens may be
: = . ' : all over the pool, but adults "stay in their lane" and don't
'HE POWER AND PURPOSE intrude on the space of others.

A https://www.youtube.com/watch?v=ML 68872pqi4

OF THE TELNAGE BRAIN
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https://www.youtube.com/watch?v=ML68872pgi4

oo, S

= Siegel and "Gist Thinking"

— v

£ 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 inaiming for
something, rather than inhibiting something. Siegel cites the
example of a teen anttsmoking 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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~_1Neuropsychological and DevelepmentalResearch

A Dr. Kiehl (Univ. of New Mexico) has de
comparing normal teens and adults, and developed a statistic, "brain age." Correlates
with chronological age within a few months. Used functional MRI.

A He found juvenil e btalOysarsaeaygdindfiat i on v
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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/Ll\leumpsychological and Developmental Research

A Dr. Steinberg, in "The Age of Opportunity” describes adolescence as critical
period for prosocial development.

A 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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/Neuropsychologicat—aﬁel@emelopmental Researeh

£ 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.

Z 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.

Z Ability for self -regulation/judgment is lagging compared to physical
abilities and drives, just when external supervision declines & risktaking
peers increase. Development of brain areas to regulate behavior still
developing physiologically until age 25.
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~__Neuropsychologicatand-bevelopmental-Researeh

Dr. Steinberg, in "The Age of Opportunity"




Neuropsychological and Developmental Research —
A~ 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 metmeta analysis study. This
supports the hypothesis that adolescents have greater brain plasticity in
these areas which treatment can promote.

70



ropsycholoW




europsychological and Develo;
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Figure 2. Injuries (left) and deaths (right) in crashes involving a driver of age shown per 100 million miles driven by drivers of that
age, by role of person injured or killed, United States, 2014-2015.
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Chart 4

Selected offences which peak during youth and decline rapidly with
age, 2014

rate per 100,000
population

1,600

1,400
1,200
1,000

800

C1h Bl T S VA I LN N | Ll DA i el

12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58 60 62 64
Age of accused

(U Lo S BT 1T )

e SEy118] offences? — R0 hbery == == |ttering threats
Break and enter - == Motor vehide theft Theft of $5,000 or under

1. Sexual offences include sexual assault (levels 1, 2, and 3) as well as sexual violations against children.

Note: Rates are calaulated on the basis of 100,000 population at each age in 2014, Populations are based upon July 1st
estimates from Statistics Canada, Demography Division. Accused under age 12 cannot be charged with an offence under
the Criminal Code.

Source: Statigtics Canada, Canadian Centre for Justice Statistics, Incident-based Uniform Crime Reporting Survey, 2014,
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Chart7
Persons accused of sexual offences against children and youth,
by age of accused, Canada, 2012

rate per 100,000
population
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=nd

age of accused (years) i

Note: The sexusl offenoss in this chartinclude agoraveed sexus sssaull dlavel 3], sexual assautwith & weapon or
causng bodily harm{lavsl 2), sexual assault {eval 1), saxual intarfarencs, invitation te sexual touching, sexual
exploitation, sexual explotation of a parson with a disabiity, incest, comrupting children, makng sexualy axplicit materad
available ta children, luring 2 child via a computer, anal intercourss, begtialty {commit/compelfincite], and voveunsm.
Includes victims underthe age of 14 only. Rates are based on & subset of nadents where there was a single accusad
person and a sngle victim, Exdudes & small nurmber of vidums in Quebec whose ags mas unknown but ruscoded a2 0,

Source; Statistics Canada, Canadian Centre for Justice Stat stics, Uniferm Crmms Reporting Surver.
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— Neuropsychological and Developmental Research

— )

Z 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."

F Most commonly, snake bite victims are men between 18 and 25
BAAOO T A XEI AOA EIFL O OEAAOAA AT
like trying to pick up the snake.

Z4EA Ol AEAO OOOCAI 1T U AOCAT 60 O Al A]
testosterone poisoning or alcohol use, not the snakes
OEAI OAl OAO85
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Prosocial/moral Reasoning:& Delinquency —=

Eﬁtar@l. (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, 1Q, 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.

Z Production/projective measures obtained a sample of the
use thinking, in contrast to choosing specific answers or
rankings.

Z 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.

Z Adolescents with lower levels of prosocial/moral have a
higher likelihood to be on probation.

Z Not the only thing, one important thing. Also, trauma,
learning/ADHD, family factors, sociopathy, etc.
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Psychosocial Development & -
—— Juvenile Recidivism—

A Steinberg, Cauffman, and Monahan (2015) studied 1,38@rious
juvenile offenders for seven years after conviction.

A 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.

A 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).

A 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 "
ACauffman, 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

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

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

AYouth 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 nonresidential community
treatment if all other factors are equal.



GUNIIpEde malking developnientll

cralinistadinievemens




pP—— JWSU AssessSHEme
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 JIwSO 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@5%versus54%recidivism for
any offense (Worling, Littlejohn, and Bookalam, 2010).

Akakpo and Burton (2011) found in their sample of JwSO youth
In secure prison treatment, almost50% 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.
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= 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.

30to 60% exhibit learning disablilities 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.

Causal Models of Delinguency and Drug Use

Condensed Longitudinal Model

Prior Dealinguant
Bahawvior
Low Parental Monhoring
Low Affection
Hiagh Conflict Dadlimcpueant Dadincpueant
Low School involvemeant
Poor Academic Performance Eihoi, Huininga & Ageton (1886)
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Family Factors

David Prescott Interviewing families.




/JwS@ Assessment Non-Sexual Isstes.

5. Pedophilic interests for JwSO youth is rare, perhaps less than 19

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 ageappropriate interests.

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

Worling (2012) notes pedophilic interests in JwSQO youth are low.
G. Ryan had treated total of 8 JwSO pedophilic youth in her long career.



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 JISORRAIT
required official documentation based on investigation of abuse for
JwSO. Higher level of proof than seHreport 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 was50%, compared to 17%for the juvenile
rapist, and 17%for nonsexual violent offenders. They also repor25%to
50% of teen offenders experienced physical abuse as children.

Also, the Commonwealth of Virginia (2011) reported?0%to 50% of
JwSO youth have histories of physical abuse, andl0% to 80% have
histories of sexual abuse.



~JwSO Assessment Non-Sexual~
Issues

Florida study with a larggeneraljuvenile probation

population, found that 50% had a history of significant
disruptive or traumatic childhood experiences (Baglivio, Epps,
Swartz, Huqg, & Hardt, 2014). See CDC Adverse Childhood
Experiences Scale (ACE). Not just JwSO population.
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Table I.

SSES

R

Descriptions, Interrater Reliabilities, and Prevalence Rates of Adverse Childhood
Experiences in Male JSOs (n = 322).

Prevalence

ACE Content (exemplary) K n S
PV A Parental verbal JSO was shouted art, verbally humiliated, 0.66 85 26.4
abuse® or threatened several times a year
PNVEA Parental nonverbal JSO was confined or forced to take adult 0.57 12 34.8
emotional abuse? responsibilities several times a year
PPA Parental physical JSO was physically punished several 1.00 100 <z My
abuse” times a year
PEERE Peer emotional JSO was acrively excluded or verbally o.78 129 40.1
abuse® humiliated several times a year
PEERP Peer physical JSO was punched, kicked, or forced to 0.59 58 18.0
bullying= do something against his will several
Ttimes a year
EN Emoticonal neglect® JSO experienced lack of family cohesion 0.77 194 502
or (un)witting absence of a caregiver
several times a year
PN Physical neglect JSO experienced lack of basic physical 0.67 124 38.5
needs or insufficient surveillance
several times a year
wWITP WWitnessing JSO witnessed physical violence from 0.65 57 1 7.7
violence male caregiver toward female caregiver
between and vice versa several times a year
parents®
WwWITS WWitnessing JSO witnessed threats or physical/sexual 1.00 27 8.4
violence toward assaults against a sibling by a caregiver
siblings® several times a year
SEX Sexual JSO was forced to sexual activities by o0.86 S1 15.8
victimization>® a caregiver or peer, or was harassed
without contact including through
electronic means several times a year
Note. ACE = adverse childhood experience, |SOs = juveniles who sexually offended.

*Malreatment and Abuse Chronology of Exposure scale (Isele et al., 2014; Teicher & Parigger, 2015).
*Childhood Sexual Abuse Questionnaire (Mohler-Kuo ec al., 201 4).



Wactors for Recidivismen-JSORRATH=

=

Characteristics of JwSO that contribute to recidivism that were part of
the study for the Juvenile Sex Offender Recidivism Risk Assessment
Tool-1l (JSORRATII) 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 tor Recidivisme=JSORRARH=

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

Selfregulatory 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?



e

- IwSO Assessment Non-SexualIssues.

Conclusion:
Primary emphasis for assessment and treatment of JwSO youth
1 AAAO O AA 11 OAQGOAI 1 AZAAI AE

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

1. Reducing norsexual 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.



g
~—Questions for Participants?

A What comorbid factors are the easiest to treat
and get services for?

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

A 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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_ Assessment of Nonsexual &
Sexual R@@U@ﬂuwu

“how we know ii@istrs\Salborebelonsoiat baseline,
e.g., 3% sexualfSortorliiddidnisnsiiwe kinow, we
nee cl to addresstiigi@olidilo@ssino@much or too lictle.
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~—Questions for Participants?

A What measures do you use for sexual and total
recidivism?
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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 conseguences.

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—
B - [(SAVRY e

Based on the structured professional judgment (SPJ) model, the SAVR
helps assess so that important factors will be emphasized when you
) I e e O
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 adolescentg 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

/

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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o Risk-Assessment. —==

Several ri