
Norbert Ralph, PhD, MPH

Private practice, San Leandro, CA



Presenter: Norbert Ralph, PhD, MPH

ɆClinical psychologist, private practice, San Leandro, CA
ɆNeuropsychologist & Epidemiologist
ɆFormally Coordinator, Sexual Responsibility Program, C&C of San 

Francisco

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

ɆCertified Practitioner, Moral Reconation Therapy

ɆFormerly Associate Clinical Professor at UC Davis School of Medicine, 
and Biostatistician and Lecturer at UC Berkeley

ɆAlmost forty years of clinical practice with low-income children/teens

Ɇ40+published articles, books, blogs.

ɆContact information: Ph: 510-403-1830/Email. dr.n.b.ralph@gmail.com

ɆWebsite: norbertralph.com

2



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

Sexually Offend." Perspectives, Fall, 2010. 

Å "Prosocial Models of Treatment with Sexually 

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

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

2012.

Å "Evidence-based Practice with Juveniles." ATSA 

Forum, 2012. 

Å "Competency Status and Juveniles with Pending 

Sexual Offense Charges." Perspectives, 2012.

Å "A Prosocial Collaborative Model for Juveniles who 

Sexually Offend." ATSA Forum, 2012. 

Å "Guidelines for the Assessment and Treatment of 

Sexually Abusive Adolescents, CCOSO", 2013 (co-

author). 

Å "A Follow Up Study of a Prosocial Intervention for 

Juveniles who Sexually Offend." Sex Offender 

Treatment, 2015. 

Å "A Longitudinal Study of Factors Predicting 

Outcomes in a Residential Program for Treating 

Juveniles Who Sexually Offend." Sex Offender 

Treatment, 2015.

Å "An instrument for assessing prosocial reasoning in 

probation youth." Sex Offender Treatment, 2016.

Å "Being a Pro: The Prosocial Model for 

Problem/Solving", Safer Society Press, 2016. 

Å "Moral Reasoning in Juveniles Who Sexually Offend". 

ATSA Forum, 2017. 

Å "Prosocial Treatment Methods for Juveniles who 

Sexually Offended." ATSA Forum, 2017. 

Å "A Validation Study of a Prosocial Reasoning 

Intervention for Juveniles Under Probation Supervision.

Sex Offender Treatment, 2017. 

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

Abuse (Blog), 2017. 

Å "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. 

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

Å ñTreatment Options and Outcomes for the Other 

Recidivism.ò Sexual Abuse (Blog), 2019. 

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

Å "Neuropsychological and developmental factors in 

juvenile transfer hearings: prosocial perspectives." 

Journal of Juvenile Law & Policy. 2019..

Å ñA Replication of a Prosocial Reasoning Intervention 

for Juveniles.ò Sex Offender Treatment. 2019.

Å ñDevelopmental perspectives on "lying and 

manipulation" in juveniles who sexually offended.ò 

Sexual Abuse (Blog), 2020.

Å Most are available through my website as 

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

ÅPresented by the Forensic Mental Health Association of California. 

ÅProgram 9 AM to 10:30 AM 48

ÅBreak 10:30 AM to 10:45 AM

ÅProgram 10:45 AM to 12:15 PM 96

ÅLunch 12:15 PM to 1:15 PM

ÅProgram 1:15 PM to 2:45 PM 143

ÅBreak 2:45 PM to 3 PM

ÅProgram 3 PM to 4:30 PM
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Thoughts for the day

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

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

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

Å Let me know by next Monday BTW. 

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

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

Å 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

ɆPART I: Relevant Research Background
ɆUseful things to know to do good practice. Knowing why you do 
things helps you do it better and to deal with novel situations.
ɆWarning: includes research, stats, & neuroanatomy.
ɆGuidelines for practice (CCOSO & ATSA)
ɆBrief history of treatment & models
ɆStatistics & characteristics 
ɆTypologies & protective factors
ɆRegistration
ɆPhysical and neurodevelopmental growth during adolescence
ɆProsocial reasoning
ɆComorbid & nonsexual issues
ɆAssessment of total & sexual recidivism
ɆEvidence-based treatment methods
ɆPractical prosocial treatment methods
ɆEffective therapist characteristics

6



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

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

ɆNot too little. 

ɆNot too much. 

ɆBut 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
·2ÅÓÅÁÒÃÈ ÂÙ ÔÈÅ ÁÕÔÈÏÒ ÉÓ ÐÒÅÓÅÎÔÅÄ ÁÎÄ ÂÅ Á×ÁÒÅ ÏÆ ÔÈÅ ȰÍÏÓÔ 
ÂÅÁÕÔÉÆÕÌ ÂÁÂÙ ÉÎ ÔÈÅ ×ÏÒÌÄȱ ÅÆÆÅÃÔȢ

·3ÏÍÅ ÒÅÓÅÁÒÃÈ ÈÅÒÅȟ ÉÎÃÌÕÄÉÎÇ ÔÈÅ ÁÕÔÈÏÒȭÓȟ ÉÓ ÆÒÏÍ ÓÍÁÌÌ ÓÁÍÐÌÅ ÏÆ 
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

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

ÅCollaboration Team: County level monthly staffing of case with: 

Å1. Treatment provider.

Å2. PO's, and probation supervisor. 

·Designated POs with training and experience with this population. 

ÅFamily/Youth collaboration: Where possible collaboration w/ 
family/youth. 

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

ÅTreatment 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. 

ÅYouth 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.

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

ÅOutcomes: Regular tracking of youth with dynamic assessment 
tool.
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ÅWhat makes for success for JwSO in your setting? 
What works?
ÅWhat are obstacles?
ÅWhat do you need the most to be more effective?
ÅWhat are the hardest, easiest, average cases?
ÅWhat are the biggest System Helper & Hurdles?
ÅAre there elements of a Collaborative Model in 

your county?
ÅWhat is funding of JwSO services in your county?



ω Sexual offenses are among the most serious 
criminal offenses and victims injured, often 
children. Nonsexual offenses also create victims.
ω !ƭǎƻΣ Ϥмс҈ϝ Wǿ{h ǾƛŎǘƛƳ ƻŦ ǎŜȄǳŀƭ ŀōǳǎŜΣ Ϥом҈ 
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.
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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 
ÙÏÕÔÈȭÓ ÎÁÔÕÒÁÌ ÓÙÓÔÅÍÓ ɉÅȢÇȢȟ ÈÏÍÅȟ ÓÃÈÏÏÌȟ ÎÅÉÇÈÂÏÒÈÏÏÄɊ 

·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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ÅWhat would work in your setting re these 
guidelines? 
ÅWhat wouldn't work?
ÅAnything you would add?
ÅHow are JwSO managed in your county?
ÅHow 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 
ɉΫγγαɊȟ Ή3ÅØÕÁÌ /ÆÆÅÎÓÅ #ÙÃÌÅ -ÏÄÅÌȢȰ 

·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 ɀno problem

1980s: Boys treated same as adult sex offenders ɀmajor 

problem

1990s: Boys recognized as different from adults ɀneed 

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 
ÊÕÖÅÎÉÌÅÓ ×ÈÏ ÓÅØÕÁÌÌÙ ÏÆÆÅÎÄÅÄȢȱ 3ÅØÕÁÌ !ÂÕÓÅ ɉ"ÌÏÇɊȟ άΪάΪȢ



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.

·#1ɀYou 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 ɀYou 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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ÅWhat is range of views of JwSO where you are?

ÅWhat are seen as "best practices" where you are?





38

Sexual Crimes by Juveniles
Ɇ *ÕÖÅÎÉÌÅÓ ÁÃÃÏÕÎÔ ÆÏÒȡ

Ɇ ΫίГ ÏÆ ÁÒÒÅÓÔÓ ÆÏÒ ÆÏÒÃÉÂÌÅ ÒÁÐÅ 

Ɇ ΫβГ ÏÆ ÁÒÒÅÓÔÓ ÆÏÒ ÁÌÌ ÏÔÈÅÒ ÓÅØ ÏÆÆÅÎÓÅÓ 

--FBI Crime Data, 2013

Ɇ 9ÏÕÔÈÓ ÕÎÄÅÒ ÁÇÅ Ϋβ ÁÃÃÏÕÎÔ ÆÏÒ ÍÏÒÅ ÔÈÁÎ ÏÎÅ-third of 
all sexual offenses against minors (Finkelhor et al., 
2009)*

Ɇ 4ÈÅ ÏÆÆÅÎÓÅȾÁÒÒÅÓÔ ÒÁÔÉÏ ÆÏÒ ÍÁÌÅ ÙÏÕÔÈÓ ÉÓ ÁÂÏÕÔ άίȡΫ ÆÏÒ 
sexual crimes (Elliott, 1995; Farrington, 2009)*

* From Borduin, 2021.
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Factors in Crimes
Ɇ -ÏÓÔ ÓÔÕÄÉÅÓ ÈÁÖÅ ÍÅÔÈÏÄÏÌÏÇÉÃÁÌ ÌÉÍÉÔÁÔÉÏÎÓȟ ÂÕÔ ÆÉÎÄÉÎÇÓ ÓÕÇÇÅÓÔ 

that multiple risk factors are linked with youth sexual offending:

Ɇ )ÎÄÉÖÉÄÕÁÌ ÙÏÕÔÈ ÃÈÁÒÁÃÔÅÒÉÓÔÉÃÓ ɉÅȢÇȢȟ ÉÎÔÅÒÎÁÌÉÚÉÎÇ ÁÎÄ ÅØÔÅÒÎÁÌÉÚÉÎÇ 
problems, atypical sexual interests, sexual abuse history)

Ɇ &ÁÍÉÌÙ ÒÅÌÁÔÉÏÎÓ ɉÅȢÇȢȟ ÌÏ× ×ÁÒÍÔÈȟ ÈÉÇÈ ÃÏÎÆÌÉÃÔȟ ÌÏ× ÍÏÎÉÔÏÒÉÎÇɊ 

Ɇ #ÁÒÅÇÉÖÅÒ ÆÕÎÃÔÉÏÎÉÎÇ ɉÅȢÇȢȟ ÓÐÏÕÓÁÌ ÖÉÏÌÅÎÃÅȟ ÓÕÂÓÔÁÎÃÅ ÁÂÕÓÅɊ

Ɇ 0ÅÅÒ ÒÅÌÁÔÉÏÎÓ ɉÅȢÇȢȟ ÉÍÍÁÔÕÒÉÔÙȟ ÉÎÖÏÌÖÅÍÅÎÔ ×ÉÔÈ ÄÅÖÉÁÎÔ ÐÅÅÒÓɊ

Ɇ 3ÃÈÏÏÌ ÐÅÒÆÏÒÍÁÎÃÅ ɉÅȢÇȢȟ ÐÏÏÒ ÇÒÁÄÅÓȟ ÓÃÈÏÏÌ ÓÕÓÐÅÎÓÉÏÎȟ ÌÅÁÒÎÉÎÇ 
disabilities)

Ɇ .ÅÉÇÈÂÏÒÈÏÏÄ ÃÈÁÒÁÃÔÅÒÉÓÔÉÃÓ ɉÅȢÇȢȟ ÈÉÇÈ ÅÎÖÉÒÏÎÍÅÎÔÁÌ ÓÔÒÅÓÓȟ 
criminal subculture) 

* From Borduin, 2021.



Caldwell 2016 Article

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

ÅFound 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). 

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

Å73% lower than the rate of 10.3% reported by studies 
conducted between 1980 and 1995. 

ÅFollow-up for 36 months was adequate to identify 
recidivism and did not increase rates significantly. 
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Caldwell 2016
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Å 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.
ÅSet0, 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
·)ÍÐÏÒÔÁÎÃÅ ÏÆ ÒÅÃÏÇÎÉÚÉÎÇ ÙÏÕÔÈȭÓ strengths , 

exceptions to problems, prosocial coping 
responses

·Protective factors

·Internal

·Family

·School 

·Neighborhood

-From Leversee, 2021
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Protective Factors in Recidivism
Åvan der Put & Asscher (2015). 
Å341 adolescent males who sexually abused a child
ÅRecidivism= new conviction within 18 months (19%)

ÅDesistance From Any Recidivism 
ÅProtective Factor AUCs
ÅProsocial conflict resolution Ȣαέ ɉȢΰγȤȢβΪɊ
ÅPositive nonfamily relationships Ȣαά ɉȢΰίȤȢβΪɊ
ÅPositive family relationships ȢαΫ ɉȢΰήȤȢααɊ
Å'ÏÏÄ ÓÅÌÆȤÃÏÎÔÒÏÌ Ǫ ÁÃÃÅÐÔ Ȣαά ɉȢΰίȤȢαγɊ

responsibility
Å'ÏÏÄ ÐÒÏÂÌÅÍȤÓÏÌÖÉÎÇ ÓËÉÌÌÓȢΰή ɉȢίΰȤȢαΫɊ
ÅPositive school behaviour and Ȣΰγ ɉȢΰάȤȢααɊ

performance
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Protective Factors in Recidivism

ÅWorling & Langton (2015)
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Protective Factors in Recidivism

Ɇ %ÍÅÒÇÉÎÇ 0ÒÏÔÅÃÔÉÖÅ &ÁÃÔÏÒÓ ɉ7ÏÒÌÉÎÇȟ άΪάΫɊȢ 

Ɇ 2Å×ÁÒÄÉÎÇ ÒÅÌÁÔÉÏÎÓÈÉÐÓ ×ÉÔÈ ÆÁÍÉÌÙȟ ÆÒÉÅÎÄÓȟ ÁÎÄ ÐÒÏÆÅÓÓÉÏÎÁÌÓ

Ɇ 2Å×ÁÒÄÉÎÇ ÉÎÖÏÌÖÅÍÅÎÔ ÉÎ ÓÃÈÏÏÌ Ⱦ ÁÃÔÉÖÉÔÉÅÓ

Ɇ )ÎÔÉÍÁÃÙ ÓËÉÌÌÓ ɉÃÏÍÐÁÓÓÉÏÎȟ ÁÆÆÅÃÔÉÏÎȟ ÔÒÕÓÔɊ

Ɇ 'ÏÏÄ ÅÍÏÔÉÏÎÁÌ ÒÅÇÕÌÁÔÉÏÎ Ǫ ÐÒÏÂÌÅÍ ÓÏÌÖÉÎÇ

Ɇ (ÅÁÌÔÈÙ ÓÅØÕÁÌ ÁÔÔÉÔÕÄÅÓ

Ɇ 0ÏÓÉÔÉÖÅ ÁÂÏÕÔ ÓÅÌÆȾÈÏÐÅÆÕÌ ÁÂÏÕÔ ÆÕÔÕÒÅ
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ÅWhat are types you see in your county? 

ÅHow do you structure treatment/dispo for each?

ÅAny seem hardest or easiest?

ÅWhat 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.

·"ÁÓÔÁÓÔÉÎÉȟ ÅÔ ÁÌȢ ɉάΪΫΫɊȢ 4ÈÅ ÓÔÕÄÙ ÅØÁÍÉÎÅÓ ÉÆ ÔÈÅ !ÄÁÍ 7ÁÌÓÈ !ÃÔȭÓ 
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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ÅThink about changes in social problem -solving, 
growth and development you see in adolescents 
you have worked with. 
ÅWhat are the most significant changes you have 

seen and what is the impact on treatment or 
probation?
ÅAny Super Powers or Super Vulnerabilities 

connected with development?
ÅWhat 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

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

Å 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.

57

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

Å Testosterone changes in adolescent males. 

Ɇ Testosterone increases dramatically during adolescence.

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

Ɇ 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

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

teenage brain and their relevance to prosocial development.

ÅAge 12 to 25 is a period of major brain development. 

Some of which continues until age 35 (myelination).

ÅMajor changes in pruning of neuro pathways. Out of the 

infinite number of connections, some become "burned in" 

and the "go to" options. 

ÅDecline in gray matter of brain, unmyelinated cells, and 

increase in white matter.

ÅThe 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.

Åhttps://www.youtube.com/watch?v=Y8sO4tqfUEs

Åhttps://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

ÅDr. Daniel Siegel, Clinical Professor, Psychiatry, UCLA.

ÅDescribes a model of brain development during adolescence.

ÅAdolescence systematically overestimate rewards relative to risks of behaviors. 

ÅTeens seek out novelty and rewarding activities, and 

likely has a genetic/evolutionary basis.

ÅGene pool isn't enlarged by males who never 

ventured from home.

ÅUses concept ñGistò describing adolescence development 

in understanding the context of a situation that increases 

slowly during adolescence.

ÅExample: 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. 

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


Siegel and "Gist Thinking"

Ɇ 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."

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

Ɇ 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 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

Å 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. 

Å 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

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

period for prosocial development. 

Å 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

Ɇ 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. 

Ɇ 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. 

Ɇ 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. 

Ɇ 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.

Ɇ 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

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

Ɇ 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

Ɇ 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).

Ɇ 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. 

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

Ɇ Most commonly, snake bite victims are men between 18 and 25 
ÙÅÁÒÓ ÏÌÄ ×ÈÏ ÁÒÅ ÉÎÔÏØÉÃÁÔÅÄ ÁÎÄ ȰÄÏÉÎÇ ÓÏÍÅÔÈÉÎÇ ÖÅÒÙ ÓÔÕÐÉÄȟȱ 
like trying to pick up the snake. 

Ɇ 4ÈÅ ÓÎÁËÅÓ ÕÓÕÁÌÌÙ ÁÒÅÎȭÔ ÔÏ ÂÌÁÍÅȡ Ȱ!ÐÐÁÒÅÎÔÌÙ ÔÈÅ ÒÅÁÌ ÉÓÓÕÅ ÉÓ 
testosterone poisoning or alcohol use, not the snakes 
ÔÈÅÍÓÅÌÖÅÓȢȱ
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Prosocial/moral Reasoning & Delinquency

ɆStams 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. 

ɆEffect sizes were larger for male offenders, older adolescents, those with 

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

projective measures. 

ɆProduction/projective measures obtained a sample of the 

use thinking, in contrast to choosing specific answers or 

rankings.

ɆConsider 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.

ɆAdolescents with lower levels of prosocial/moral have a 

higher likelihood to be on probation.

ɆNot the only thing, one important thing. Also, trauma, 

learning/ADHD, family factors, sociopathy, etc.
77



Psychosocial Development & 
Juvenile Recidivism

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

ÅLess 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. 

ÅThey 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). 

ÅLess 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

ÅCauffman, 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

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

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

ÅYouth 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: 

ÅJwSO youth have difficulties with impulse control and 
judgment.

ÅUp to 80% have a diagnosable psychiatric disorder.

Å30 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 
ÎÅÅÄÓ ÔÏ ÂÅ ÏÎ ÓÅØÕÁÌ ÏÆÆÅÎÄÉÎÇȢ "ÕÔȣ

·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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ÅWhat comorbid factors are the easiest to treat 
and get services for?
ÅWhat factors are the hardest to treat or get 

services?
ÅWhat 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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100

ÅWhat 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 
ÆÏÒÍÕÌÁÔÅ Á ÆÉÎÁÌ ÐÒÏÆÅÓÓÉÏÎÁÌ ÊÕÄÇÍÅÎÔ ÁÂÏÕÔ Á ÙÏÕÔÈȭÓ ÌÅÖÅÌ ÏÆ ÒÉÓËȢ

·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 adolescentsɂnot 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 (MEGAʋ). 

·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 ScaleɀYouth 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.

·7ÈÁÔ ÔÈÅÓÅ ÍÅÁÎ ÉÎ ÔÅÒÍÓ ÏÆ ÒÁÔÅ ÏÆ ÒÅÃÉÄÉÖÉÓÍ ÉÓ ÎÏÔ ÁÖÁÉÌÁÂÌÅȢ 7ÈÁÔ ÄÏÅÓ Ȱ,Ï×ȱ 
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     

ñ*ò- 24,25 not applicable, not in JSR treatment.      

Overall Risk Rating - Low   Moderate  High 
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