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CHAPTER THREE 

 

Where We Are and Where We Need To Be: 

Assessment and Treatment of the Past, Present, and Future 

 

David S. Prescott, LICSW 

 

Introduction 

 

This chapter reviews what professionals in the field of assessing and treating adolescents 

who have sexually abused have learned since the first treatment programs opened in the 

early 1980’s. It highlights our gains, current status, and outlines much of the work yet to 

be done. It also lays a foundation for the chapters that follow. The unfortunate reality   

in treating adolescents who have sexually abused is that this field began as a downward 

extension of treatment programs for adults, a trend that continues in many areas to this 

day. Although there has been considerable research from criminological perspectives, 

few studies have focused on the developmental context of adolescents who have sexually 

abused, or the neurological development of youth in this population until very recently. 

Recent studies of neurodevelopment have highlighted the importance of understanding 

normal development, attachment, and the impact of trauma. Professionals have therefore 

essentially been “flying blind” in the absence of meaningful neurological assessments 

and the brain-based approaches in the chapters that follow. In order to best integrate the 
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material in the rest of this book, it is vital to first have an overview of where we have 

been, and what the current status of our knowledge actually is.  

 

Before going further though, take a moment and reflect on your life as an adolescent. 

Imagine some changes you made for the better. Were these changes the result of 

knowledge you received directly from adults, or the result of experiences that you had 

with them (which may also have been educational)? Did these experiences mean more to 

you because of the nature of the relationship you had with the adults who helped you 

make your life better? Did you have the opportunity to develop into the person you are 

today, in part, because of the experiences you had within your relationships? Did you feel 

safe? Were the routines of your daily life predictable and consistent? Did you feel 

valued? If you had these experiences it laid the very foundation for how your brain 

developed and they are very likely different than your clients. 

 

As you reflect on your answers, consider any of the treatment programs you know. How 

much of the program focuses on manualized aspects of treatment, such as workbooks and 

psycho-education, and how much does the program focus on the experience of change 

and the conditions under which it is likely to occur?  

 

Research has shown that society’s attempts to punish crime do not reduce criminal 

behavior (Smith, Goggin, & Gendreau, 2002). Meanwhile, studies have shown that 

treatment can work (Reitzel & Carbonell, 2006). Recent years have shown that the most 
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effective treatment methods for sexual aggression and more general psychotherapy are 

still emerging (Duncan, Miller, Wampold, & Hubble, 2010; Prescott & Longo, 2010).  

 

It is difficult to underestimate the importance of high-quality assessment and treatment of 

youth who have sexually abused. Assessments can guide decisions that affect the 

development of young people, as well as family growth and community safety. Good 

assessments can help to inform treatment strategies and make appropriate placement 

decisions. As readers will quickly surmise from reading this book, no single assessment 

protocol or measure takes into account the full range of adolescent experience (e.g., risk 

factors, treatment needs, developmental and contextual considerations, neurological 

aspects). It can be quite unusual for young people to receive an adequate neurological 

examination with recommendations for brain-based interventions. At the same time, there 

has been remarkably little research attention to how professionals can best help these 

often challenging – and vulnerable – young people build better futures for themselves in 

treatment.  

 

Those involved in the assessment and treatment of this population have increasingly 

noted the problematic aspects of the term “juvenile sex offender.” In many contexts, this 

term can be more pejorative – even harmful – than helpful. Further, the term “sexual 

offender” is a legal one and not a clinical diagnosis. Professionals in many areas have 

become increasingly convinced of the importance of understanding people separately 

from their behavior. After all, the considerable majority of juveniles are not known to re-

offend sexually. For this reason, this chapter uses the term “adolescents who have 
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sexually abused” except in places where it refers directly to research studies where we 

maintain fidelity to the authors’ original language. “Re-offend” and “re-offense” appear 

because the true (undetected) rate of subsequent sexual aggression is unknown. “Child 

molestation” in this context therefore refers to sexual misconduct directed at people more 

than four years younger. “Adolescents who have sexually abused” may upset some 

readers, who may feel that sexual abuse is egregious enough to warrant very strong 

language. However, it is important to remember that there are many ways to have very 

direct conversations with young people about their behavior. Blanchard (this volume) 

addresses this point succinctly and from an important perspective: 

 

A Canadian Ojibwa elder once warned this author how labels freeze an 

individual in a disempowering story of who they are and how they will be 

in the world thereafter.  … As medical anthropologist Alberto Villaldo 

wrote, “When we shed all of our stories, with their limiting roles and 

confining identities, and become a mystery unto ourselves, we’re 

practicing nonattachment.” Such is the thinking of Peruvian Q’ero 

shamans, Buddhist scholars, and physicians in the emerging field of 

narrative psychiatry. When a person is no longer attached to limiting 

stories of trauma, mystery—that which is unknown and unpredictable—

can forge apparent miracles: actually normal human capabilities that, 

when activated, naturally heal both psychological and medical maladies.   
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Blanchard’s examples point to the importance of remembering that the juveniles who 

come to our attention, whether for assessment or treatment, are worthy of the same 

respect as all other human beings, and that failure to do so on our part can cause harm. 

 

The Population 

 

Research has shown that juveniles are responsible for over 35.6% of sexual 

crimes against minors and that one out of every eight of these juveniles offenders 

is younger than 12 (Finkelhor, Ormrod, & Chaffin, 2009). There is evidence that 

different trajectories of sexual aggression may indicate different variations of risk 

in the short and long term (Hanson, 2000).  

 

Retrospective studies of adult pedophiles show that 40 to 50% report a juvenile 

onset to their offending. Additionally, same-sex pedophilia is associated with an 

earlier age of onset (Hunter, 1999). There is ample evidence that adult pedophiles 

who abuse boys are at an elevated risk for re-offense (Hanson & Bussiere, 1998). 

While there is strong evidence that sexual interest and arousal is fluid and 

dynamic throughout adolescence (Hunter, 1999; Prescott, 2006; Zolondek, Abel, 

Northey, & Jordan, 2001), it is clear that true offense-related sexual disorders can 

begin to develop during youth. For example, Worling and Curwen (2000) found 

that self-reported sexual interest in children was predictive of re-offense. What is 

less understood is the specific ways in which biogenic aspects such as 
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neurodevelopmental insults contribute to the origins of this attraction (Cantor, 

2011; Longo, this volume).  

 

Children and adolescents are by definition less entrenched than adults in their 

patterns of interest and behavior, including their sexual interests (Prentky & 

Righthand, 2003). It is therefore likely that a more effective means for influencing 

future sexual interests is to improve the young person’s capacity for empathy and 

attunement with others in such a way that they can experience themselves as 

competent within interpersonal relationships (Creeden, 2006; Fisher, Morgan, 

Print, & Leeson, this volume; Longo & Prescott, 2006; Prescott, 2006; Yager & 

Bennett, this volume). Developing these experiences, however, demands that 

professionals provide services that go beyond manuals and workbooks and attend 

to the experience of the young person (Bergman, this volume).  

 

Early studies of male adolescents who sexually abuse same-aged and older 

persons suggested that this form of sexual aggression is less likely to continue 

into adulthood (Weinrott, 1996; Elliott, 1994). However, a recent meta-analysis of 

61 data sets involving 11,219 juvenile sexual offenders found that juvenile sexual 

recidivism rates were more than four times higher than in studies that rely only on 

adult recidivism records (Caldwell, 2010). These more recent findings point to the 

need for ongoing research to determine whether some adolescents who abuse are 

more likely to re-offend more quickly than others are. For example, Hanson (2002) 

found that a sample of 1,207 incest offenders between the ages of 18 and 24 had a 
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30.7% rate of re-offense, which was an even higher rate than the adult rapists and 

child molesters. The total sample size of that study was 4,673. A key question that 

follows from this research is how we can better understand the developmental 

(including neurodevelopmental) and contextual factors that lead to young men 

desisting from further crime. After all, the pre-frontal cortex does not fully form 

in men until the middle of the third decade of life. Each of the chapters in this 

volume contributes to that knowledge. 

 

Further, base rates of sexual re-offense are lower among adolescents than they are among 

adults generally. In a meta-analysis of 2,986 adolescents, Reitzel & Carbonell (2006) 

found a 12.53% sexual re-offense rate, based on an average 59-month follow-up period. 

They found that adolescents who had received treatment re-offended at a lower rate 

(7.37%) than their untreated counterparts (18.93%), with cognitive-behavioral methods 

producing superior results. However, the authors noted that individual study 

characteristics (e.g., handling of dropouts and non-equivalent follow-up periods between 

treatment groups) make it necessary to interpret these results with caution (p. 401). 

Similarly, Caldwell (2010) reported a sexual recidivism rate of 7.08% and a general 

recidivism rate of 43.4%. More recently, Worling, Littlejohn, & Bookalam (2010) 

followed a sample of 148 adolescents who had sexually abused for periods ranging from 

12 to 20 years. Collecting information from a national database, they found that the 58 

adolescents who had received treatment were significantly less likely to have come to the 

attention of the legal system for sexual, violent, and general offenses. Of note is that the 

authors described the treatment program as highly individualized and attending to the 
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strengths and needs of each client. A more recent meta-analysis of adolescent risk 

assessment instruments examined re-offense rates. During the follow-up periods, which 

averaged six years, an average of 10.9% of youth sexually re-offended, whereas an 

average of 49.4% committed general offenses. This included both treated and untreated 

juveniles (Viljoen, Mordell, & Beneteau, 2012). 

 

Finally, in a comparison of 249 adolescents who had sexually abused to 1,780 of their 

nonsexual but nonetheless delinquent counterparts, Caldwell (2007) found that the sexual 

abusers re-offended at a rate of 6.8% over a five-year period, while 5.7% of the 

delinquent comparison group re-offended sexually. This difference did not reach 

statistical significance. Importantly, in Caldwell’s analysis, juvenile sex offenders were 

nearly ten times more likely to have been charged with a nonsexual re-offense than a 

sexual offense (p. 107). Likewise, 24.73% of the adolescents in the Reitzel and Carbonell 

(2006) meta-analysis above engaged in reported nonsexual violence in the same follow-

up period, and 28.51% engaged in nonsexual, nonviolent crimes. Where many programs 

have historically focused exclusively on sexual aggression, these findings illustrate the 

importance of interventions aimed at preventing overall criminality as well as sexual re-

offense (Prescott, 2012).  

 

Typological Challenges and Markers of Risk 

 

Given the lower base rates of sexual re-offense by adolescents, many ideas have emerged 

about how to understand this population. For example, Letourneau & Miner (2005) 
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describe three common misperceptions about adolescents who sexually abuse and make 

recommendations. These include the misperception that there is an epidemic of juvenile 

offending, including juvenile sex offending; that juvenile sex offenders have more in 

common with adult sex offenders than with other juvenile delinquents; and that in the 

absence of sex offender-specific treatment, juvenile sex offenders are at exceptionally 

high risk of re-offending. In the author’s experience, many professionals have assumed 

that this and other articles indicate there is no difference between adolescents who 

sexually abuse and other adolescents involved with the legal system. However, 

Letourneau and Miner cogently argue that that these two populations share many similar 

characteristics. For example, both groups are more likely to have experienced family 

disruption, sexual and physical abuse, the incarceration of a family member, and to have 

witnessed family violence. 

 

More recently, Seto & Lalumière (2010) meta-analyzed studies comparing male 

adolescent sexual offenders with male adolescent nonsexual offenders. They concluded 

that sexual abuse by adolescents cannot be adequately explained as being a manifestation 

of general antisocial tendencies. In fact, the authors found that, “Ranked by effect size, 

the largest group difference was obtained for atypical sexual interests, followed by sexual 

abuse history, and, in turn, criminal history, antisocial associations, and substance abuse” 

(p. 526).  

 

The conclusions of Seto & Lalumière (2010) may seem at odds to those of Letourneau & 

Miner (2005) at first, but are not contradictory. The available evidence suggests that 
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indeed, adolescents have more in common with other teenagers who come into trouble 

with the law than they do with adult sexual offenders. Seto & Lalumière (2010) remind 

us that there are important differences as well. Evaluators should be alert to the possible 

presence of atypical sexual interests (such as a sexual interest in children) as well as the 

knowledge that these interests can and do change, often rapidly (Prentky & Righthand, 

2003). Likewise, treatment providers must be prepared to provide interventions aimed at 

atypical sexual interests in a variety of ways. Some adolescents may respond to treatment 

aimed at improving their capacity to feel competent within relationships and become 

increasingly content with age-appropriate peers. A small minority responds to more direct 

behavioral intervention such as vicarious sensitization (Weinrott, Riggan, & 

Frothingham, 1997) in which the adolescent listens to a personalized recording of a 

sexual fantasy alternating with various aversive video vignettes. 

 

Despite many years of work by researchers, typological studies of male adolescents such 

as those by Hunter (2006) are still in their infancy. Even the most recent attempts to 

develop meaningful classification schemes have provided fewer insights into this 

population than researchers and clinicians might be looking for (Kemper & Kistner, 

2010). In fact, most typologies of adolescent males extend from observation of the age of 

the victims (i.e., sexual abuse of children, peers, and both). The extant literature indicates 

there are some trends that can be useful in guiding clinicians. Those adolescent males 

who have abused children (meaning a significant age difference of four years or more) 

have a greater tendency to victimize both genders compared to those who have abused 

people of the same age or older, who are likely to target females. Adolescent males who 
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have abused children and those who abuse all age ranges are often more likely to have a 

history of sexual victimization, while those who abuse same-aged or older females tend 

to have a greater level of nonsexual conduct problems. Recent studies and reviews by 

Kemper & Kistner (2007; 2010) have found few differences in measures of physical 

abuse, social skills, or impulsivity.  

 

In one study, Hunter, Figueredo, Malamuth, & Becker (2003) found that adolescents who 

had sexually abused children: 

 

…showed greater deficits in psychosocial functioning than offenders of 

pubescent females, were less aggressive in their sexual offending, and 

more likely to offend against victims to whom they were related. This 

group of juvenile sex offenders was also less likely to be under the 

influence of alcohol or drugs at the time of the sexual offense and to use a 

weapon. . . . one half of offenders of children met assessment instrument 

criterion for clinical intervention for depression and anxiety and suggests 

that treatment providers must remain vigilant to the diagnosis of affective 

disorders when treating this subset of youth. Anxiety and depression in the 

studied sample was linked to both perceived psychosocial deficits and 

developmental trauma. Physically abused youth were almost three times 

more likely than nonabused youth to meet instrument criterion for need for 

treatment for affective symptomatology, whereas youth exposed to abuse 
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of females were over two times more likely to have elevated scale scores” 

(p.42). 

 

These results suggest that adolescents who sexually abuse children do indeed differ from 

those who abuse same-age peers and adults. 

 

In a study of 112 adolescents, Worling (2001) examined scores on the California 

Personality Inventory. His findings revealed four personality-based subgroups: 

antisocial/impulsive, unusual/isolated, over-controlled/reserved, and confident/aggressive. 

He observed statistically significant differences between these groups regarding history 

of physical abuse, parental marital status, residence of the offenders, and whether or 

not offenders received criminal charges for their index sexual assaults. The antisocial/ 

impulsive adolescents were the most likely to have received criminal charges for their 

index sexual assaults, and to have been recipients of abusive physical discipline from 

their parents. Like the confident/aggressive adolescents, they were also most likely to be 

living in a residential placement. Subgroup membership was not related to the age of the 

victim or their gender, or the adolescents’ history of sexual victimization. The follow-up 

period ranged from two to ten years and included criminal charges. Adolescents in the 

antisocial/impulsive and unusual/isolated groups were more likely to be charged with a 

subsequent violent (sexual or nonsexual) or nonviolent offense. Each of these factors 

points to possible disturbances resulting from developmental trauma, attachment 

concerns, and neurologically-based problems such as hypothalamic-pituitary-adrenal 

stress responses (Kaiser & Meckley, this volume). 
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There are several other factors that may signal a predisposition to sexual re-offense 

among adolescents. However, studies have often produced mixed findings and defined 

important terms differently. At this writing, there are also no meta-analyses of risk factors 

for adolescent sexual re-offense. For example, the use of threats or force has been 

associated with sexual re-offense in some cases (Kahn & Chambers, 1991), but not others 

(Långström & Grann, 2000). While Smith & Monastersky (1986) found an increased risk 

of sexual offending recidivism for adolescents who had sexually abused other males, 

other studies have found that the presence of male victims decreased recidivism (Miner, 

2002).  One study by Rasmussen (1999) found that abusing a high number of female 

victims predicted sexual re-offense. The presence of victims to whom the abuser was a 

stranger has also been associated with sexual offense recidivism among juveniles 

(Långström, 2002; Långström & Grann, 2000; Smith & Monastersky, 1986) as well as 

adults (Hanson & Morton-Bourgon, 2004). Victim age has yielded inconsistent predictive 

results. One study found a higher re-offense rate when victims were older (Smith & 

Monastersky, 1986), while another study found higher rates for adolescents who abused 

younger victims (Miner, 2002). Likewise, younger age at the time of sexual aggression 

has been found to predict both increased (Miner, 2002; Schram, Milloy, & Rowe, 1991) 

and decreased (Nisbet, Wilson, & Smallbone, 2004) rates of sexual re-offense. The 

presence of multiple victims (two or more) in the same offense (Långström, 2002) has 

been found to relate to recidivism, but the total number of victims has not (Nisbet, et. al., 

2004).  
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Assessment and Treatment Issues Unique to Adolescents who have Sexually Abused 

 

Considerable research has focused on the assessment of sexual interests and arousal 

patterns of adolescents who have sexually abused, as well as factors proximally related to 

antisocial behavior. While these are of obvious importance, it is easy to overlook factors 

underlying these and other aspects of functioning, such as language deficits (and their 

effect on social functioning) and executive functioning skills. Likewise, it can be rare in 

many jurisdictions to see assessments of trauma and its sequelae in psychosexual 

assessments (Creeden, 2006). As one example, consider the state of our knowledge about 

the effect of stressors on the hypothalamic-pituitary-adrenal axis, and the capacity of 

close relationships to ameliorate their negative effects. For these reasons, it seems vital to 

have not only an understanding of the young client’s behavior, attitudes, and beliefs, but 

to understand the neurologically-based aspects that are “upstream” from the behavior 

(Kaiser & Meckley, this volume). 

   

There is little question that phallometrically-measured sexual arousal responses to 

children are a powerful predictor of sexual recidivism among adult abusers (Hanson & 

Bussiere, 1998; Hanson & Morton-Bourgon, 2004). However, the clarity appears to end 

there for risk assessment purposes involving adolescents. Arousal to rape among adults 

has not been shown to be predictive, although this may be due in part to the methods 

employed (ibid.). One recent study of 132 adolescent males (Clift, Rajlic, & Gretton, 

2009) found that post-treatment phallometrically-measured arousal to children was 

predictive of re-offense in a six-year follow-up period, as was a post-treatment inability 
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to suppress arousal to children. However, when the adolescents who had not yet entered 

treatment were asked to suppress whatever deviant arousal they might experience, the 

resulting data were unrelated to sexual recidivism. None of the post-treatment deviance 

indices was significantly correlated with pretreatment victim characteristics.  

 

There is growing consensus, however, that sexual arousal in youth is more dynamic than 

once believed and that its changing nature prevents it from being as useful a predictor as 

it might be in the assessment and treatment of adults (Prescott, 2006; Rich, 2011). Thus, 

it may be less of a direct treatment target for youthful sexual abusers than for their adult 

counterparts. In a review of the extant literature, Hunter (1999) observes that only a 

minority of sexually abusive youth experience entrenched deviant sexual arousal and 

interest patterns, including early-onset pedophilia. The lack of standardization among 

phallometric measures has made it difficult to determine clear percentages, although 

Gretton, McBride, Hare, O’Shaughnessy, & Kumka (2001) found that only nine 

adolescents out of a sample of 220 displayed deviant arousal and possessed high levels of 

psychopathic traits. A further review of the literature finds that the highest levels of 

abuse-related sexual arousal are found in juveniles who preferentially target young male 

children. This is particularly true when penetration is involved. Fortunately, the sexual 

arousal patterns of adolescents who have sexually abused appear to be more changeable 

than those of adult sex offenders, and relate less directly to their known offending 

behavior (Hunter, 1999; Hunter & Becker, 1994). 
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The sexual arousal patterns of youth have proven to be elusive targets for both 

assessment and treatment. Given that adolescence is by definition a time of accelerated 

development, it makes sense that sexual interest and arousal is subject to change. 

However, adolescence is also a time when antisocial behavior is common (Moffitt, 1993). 

Professionals working with youth must therefore ask some fundamental questions: Is the 

current instance of sexual aggression the result of sexual interest or part of a broader 

willingness to engage in harmful behavior? Should professionals be more concerned 

about sexual deviance or anti-sociality? What is the most unacceptable element of this 

behavior? In what ways is this behavior an attempt to meet otherwise normal and 

acceptable goals?  

 

It may make more sense to look past the arousal patterns toward a more holistic 

understanding of the youth (Prescott & Longo, 2006). There is evidence that youth are 

simply more willing to self-report behaviors that cause concern in adults (Zolondek, 

Abel, Northey, & Jordan, 2002). In many instances, youth may be re-enacting their own 

abuse or situations that they have witnessed (Schwartz, Cavanaugh, Pemental, & Prentky, 

2006). Given the histories of abuse, neglect, and trauma among sexually abusive youth, it 

may well be that harmful sexual behavior is not deviant within the context of their 

experience. Finally, professionals are obligated to consider the effects of living in group 

care. Many residential programs serve same-gender clients. This naturally decreases the 

opportunities for pursuing healthy heterosexual relationships and can increase the 

likelihood of sexual behavior that care providers consider inappropriate or offensive 

(although in many cases it can simply be against the rules of the program). It is important 



17 

to remember that all humans are sexual beings and that the most unacceptable element of 

this sexual behavior may be its occurrence within group care rather than the nature of the 

sexual behavior itself. 

 

Professionals should remain vigilant for how our historical understanding of sexual 

deviance in adults can shape our assessment and treatment of youth. 2010 saw the most 

recent report on practices and trends in sexual abuser management, conducted by the 

Safer Society Foundation (McGrath, Cumming, Burchard, Zeoli, & Ellerby, 2010). This 

survey included questions regarding sexual arousal reconditioning techniques, such as 

aversive behavioral rehearsal, covert sensitization, masturbatory satiation, odor aversion, 

and minimal arousal conditioning, where the youth interrupts a fantasy as soon as it 

becomes arousing. The results are as follows: 

 

• Male adolescent residential: 61.2% of programs use one or more. 

• Male adolescent outpatient: 57.5% of programs use one or more. 

 

These results are higher than those in Safer Society’s previous survey in 2003, with the 

increase in outpatient programs use of these techniques being statistically significant. 

Research suggests, however, that youthful sexual abusers do not manifest sexual 

disorders in the same ways as adults. The evidence indicates that sexual arousal is fluid 

and dynamic across adolescence (Hunter & Becker, 1994). Although sexually abusive 

youth can engage in sexually deviant behavior, it appears that the majority of them do not 

experience persistent and entrenched sexual deviance. The inability to regulate, manage, 
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or control emotional and physiological arousal (including sexually 

aggressive/inappropriate/deviant thoughts or impulses) may be a more effective and 

accurate treatment target (Creeden, 2006; Fisher et al., this volume; Yager & Bennett, 

this volume). 

 

Given the delicate state of adolescence, professionals involved in assessment may want to 

issue strong cautions around understanding and treating sexual interest in youth. The 

following are offered as places to start: 

 

Sexual arousal occurs in the broader context of emotional physiological, and 

neurological development. It can be exacerbated by young people’s complex responses to 

making relationships with family and peers, as well as by ecological issues such as on-

going danger, inability to experience safety because of urban environment for example, 

as well as divorce and other family disruption.  Sexual arousal takes many different forms 

and changes across adolescence. In many instances, it is the capacity of the individuals to 

cope, self-soothe, regulate, and manage themselves that may be the most important goal. 

Traumatized individuals may also have intense difficulty managing all forms of arousal 

and be in a constant flight-fight-or-freeze mode (Bergemann, this volume).  

 

Sexual arousal is just one form of arousal. It is easy to underestimate the overall level of 

autonomic arousal among youth who have abused. They very often have backgrounds of 

trauma, comorbid psychiatric conditions, and massive amounts of stressors in their home, 

school, and community environments. This simple fact alone makes each of the chapters  
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in this volume of value to adults focusing on building healthy lives and safe communities 

for adolescents who have abused. Interventions that focus on self-management and affect 

regulation are of fundamental importance to these adolescents. 

 

Professionals should assess the context of the harmful sexual behavior. As noted above, 

many youth who have sexually abused come from adverse backgrounds; their behavior 

may actually be developmentally “normal” given their experiences and surroundings.  

Thus, professionals should focus on educating the individual about healthy interpersonal 

functioning rather than on labeling his behavior as “deviant.” While it may be easier to 

punish and target what we believe to be sexual deviance, harsh, punitive interventions 

can be short sighted and harmful to the youth’s long-term development. There is certainly 

a place for short-term management strategies, but we should also actively consider their 

long-term development in both evaluation and treatment.   

 

Be careful with treatment targeting sexual deviance. Misguided development can often 

be frightening to adults. However, treatment that emphasizes, “what’s wrong” often 

overlooks “what’s right” in the young person’s life. While we might believe that we are 

holding youth accountable, it may make more sense to first teach what accountability is, 

and how to be responsible. By inviting the youth to become the person they want to be 

(Schladale, 2002), professionals can engage in collaborative goal-setting to approach 

personally meaningful ends. While arousal reconditioning techniques can be useful in 

situations where individuals are motivated to reduce an entrenched pattern of arousal, 

they are still based on the principle of avoiding an undesirable outcome rather than 
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producing a healthy one. Given that youth are still developing their own sense of values 

and identity, it is easy for them to define themselves as little more than the sum of their 

harmful fantasies and behaviors. In this context, adults demanding accounts of sexual 

fantasies at the expense of guiding them towards a more pro-social future may appear as 

just another group of people who do not understand them. 

 

All adolescents are sexual beings. It is easy to understand evidence of adolescent 

sexuality as evidence of deviance. The willingness to tell a dirty joke at an inappropriate 

time may speak more to the individual’s lack of social skills than to a propensity to 

abuse. Useful questions can be “is this deviance or is this indiscriminate behavior? Might 

it simply be bad judgment or evidence of the lopsided nature of youth?” 

 

With these cautions in mind, there are useful means by which to assess abuse-related 

sexual interests: 

 

Viewing Time 

 

The use of phallometry (i.e. the penile plethysmograph – a means of examining sexual 

arousal patterns by measuring blood flow through the penis in response to stimuli) with 

adolescents has seen a decline in recent years. This decline may be due to concerns about 

its intrusiveness and the ethics of exposing youth to sexually oriented material. The 

dynamic nature of sexual arousal across adolescence has also led many professionals to 

question its benefits in relationship to its costs. While there is no doubt there is a time and 



21 

place for phallometry with older adolescents, its use is rarely appropriate (Letourneau & 

Prescott, 2005). There are simply too many questions remaining: Although young people 

can certainly display various forms of physiological arousal in assessment situations (e.g., 

phallometric and polygraph examinations), it is not entirely clear what the results actually 

mean, or whether professionals would obtain the same results under different 

circumstances. Likewise, it is not clear with phallometry whether the adolescent would 

produce the same results under the same circumstances a few weeks later. In fact, there is 

little that our field actually knows about normative sexual interest and arousal patterns. 

As tempting as these technologies can be, they often raise more questions than they 

answer. 

 

Viewing time measures examine, among other things, how long a subject looks at an 

image on a screen. The underlying theory is that people look at things they are attracted 

to longer than those they are not. The most widely distributed, and first commercially 

available viewing time measure is the Abel Assessment of Sexual Interest (sometimes 

referred to as the Abel Screen). Notice the term “interest” as viewing time purports to 

measure interest and not physical arousal.  

 

While neither instrument can measure an individual’s willingness to engage in harmful 

sexual behavior, nor help determine guilt or innocence, viewing time such as the Abel 

Screen can provide useful information for assessment and treatment purposes within the 

parameters in which they have been established. Critics of viewing time assert that it is 

built on too many inferences to be used in forensic settings and note that the language 
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involved (e.g., “probability values”) can be misleading. Critics note that the data involved 

in its construction have not been shared to any great extent with other researchers. 

Proponents note that when used appropriately, viewing time can be helpful and 

significantly less intrusive than phallometry. They also note that it can be used in 

numerous applications where the plethysmograph cannot, such as screening those 

working with youth in high-sensitivity situations. 

 

Self-report 

 

Worling (2006) describes a simple method for adolescents to report on their sexual 

interests. It consists of using a simple graph where the youth plots the strength of his 

interest on one axis while possible sexual situations are plotted on the other axis. The 

sexual situations include, for example, various ages of males, with a box to check off 

whether the use of force would be desirable. Worling produced results that were 

“remarkably similar” to those assessed by viewing time and a self-report measure from a 

viewing time procedure (p. 282). Worling further notes that no research to date has asked 

adolescents about how they experience assessment methods such as viewing time. He 

notes that in his sample the adolescents typically didn’t mind these procedures. 

 

Risk Assessment 

 

The single most important finding in the literature regarding adolescents who sexually 

abuse is that establishing their risk for future sexual harm has proven challenging at best 
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(Prescott, 2006; Prescott, Levenson, & Coffey, 2010; Rich, 2011; Rich, 2009; Viljoen, et 

al., 2008; Viljoen, Elkovitch, Scalora, & Ullman, 2009). Despite many promising 

measures in progress (some described below), this unassailable finding should serve as a 

caution to every adult who works with adolescents who have sexually abused. 

Unfortunately, it is very tempting to believe in one’s assessment abilities. Many busy 

practitioners are forced into quick decisions based on thin information, while others are 

just plain wrong. Some professionals have described working within systems that have 

little regard for allocating resources based on risk.  

 

However, there are signs that under the right conditions, evaluators may be improving 

their abilities. For example, Hagan, Anderson, Caldwell, & Kemper (2010) found a 42% 

re-offense rate among a very small sample of adolescents who were referred for civil 

commitment in Wisconsin, but whose petitions were dismissed by the courts. These 

young men incarcerated in two juvenile detention facilities received evaluations by state 

psychologists prior to their release. The authors concluded that, “This provides evidence 

that the capability to assess the risk in juvenile sexual re-offending may at times be 

higher than previously estimated (p. 2). Interestingly, the authors note that the “de facto 

standard in Wisconsin for assessment of juveniles presently is to use guided clinical 

judgment and actuarial instruments” (p. 8). 

 

Historically, Hanson & Bussiere (1998) found that typical clinical judgment yielded an 

average correlation not much better than chance (r=.10), while prior convictions on their 

own correlated at .20. Further complicating matters, some authors have observed that 
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including too much information in the decision-making process can result in reduced 

accuracy of assessments (Monahan, 1981). Quinsey, Harris, Rice, & Cormier (1998) 

observe, “More importantly, the amount of information available to the clinician was 

unrelated to accuracy but was highly related to the degree of confidence in the 

judgment,” and that humans “are, in fact, most confident when making extreme 

judgments” (p. 56).  

 

These findings are challenging. Accurate risk assessments should include only the critical 

information, while a comprehensive assessment will include information vital to selecting 

treatment targets and strategies, but is not necessarily predictive. How do we find the 

truth? One possibility is to seek out information related to risk early in the assessment 

process and design other aspects of the assessment process around it. Whatever the case, 

there is evidence that risk assessments by treatment providers can become less effective 

the longer a professional is in contact with the subject (Williams, 1975; also see de Vogel 

& de Ruiter, 2004). Many (Doren, 2005) argue against treatment providers engaging in 

risk assessment. Whatever the case, treatment providers should consider the ethics and 

nature of their therapeutic relationships before making statements about risk in most 

situations. 

 

Complications in Assessing Risk 

 

Much of what our field believed to be true in the past regarding juvenile risk assessment 

has turned out to be unsupported (Prescott, 2006).  Nowhere is this more apparent than in 
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the tenuous relationship between items that seem important but have not demonstrated an 

empirical relationship with recidivism. 

 

Empathy is considered to be of fundamental importance in assessment and treatment, and 

yet its role in re-offense is not well established. However, its measurement and 

contribution to abusive behavior have been the source of much discussion and debate 

(Fernandez, 2002). In one study with adolescents (Curwen, 2003), the well-known 

Interpersonal Reactivity Index (which appears in Salter, 1988) did not tap victim 

empathy. Hanson (2003) has observed that some offenders genuinely do not understand 

the harm they have caused to others, while others do understand but remain willing to 

abuse. Meanwhile, the human brain’s prefrontal cortex, where empathy is located, 

continues to develop well into adulthood (Stien & Kendall, 2004, p. 23). While how 

much of a youth’s capacity for empathy remains to be developed into adulthood is open 

to speculation, this single element of adolescent development will give assessors of risk 

reason for caution. If we cannot reasonably predict the development of the prefrontal 

cortex, where so many important functions reside, how can we adequately forecast the 

future functioning of any adolescent? 

 

Another complicating factor is denial. For many years those working with sexual abusers 

assumed that denial was related to sexual re-offense risk. However, meta-analyses 

(Hanson & Morton-Bourgon, 2004; Hanson & Bussiere, 1998) found no correlation 

between denial and risk. There are many views on how this may be (e.g., Lund, 2000). 

One plausible explanation is that denial is more closely related to motivation for 
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treatment and readiness to change, so that its connection to re-offense is not as direct and 

“washes out” of research findings. It could also be as simple as denial indicating that the 

person is not ready to admit what they have done. However, one study (Nunes, et al., 

2007) found that among adult sexual offenders, denial was associated with slightly higher 

rates of re-offense among low-risk offenders and slightly lower re-offense rates among 

high-risk offenders. Harkins, Beech, and Goodwill (2010) have reported similar findings. 

However, until further study is conducted professionals will not know the extent to which 

it is a valid predictor of risk. A consideration for treatment providers is whether the denial 

isn’t more indicative of a long history of problematic relationships and attachment styles 

(see Hopwood, this volume), or of the very real concerns that juveniles have about 

meaningfully engaging in treatment (Yager & Bennett, this volume).  

 

One may reasonably ask how a person can engage in treatment for sexual aggression if 

they are not willing to admit the problem. Some practitioners believe that it is possible to 

engage in treatment that reduces the willingness to engage in harmful behaviors in 

general, including sexual aggression. Others may be willing to engage in abuse-specific 

treatment without fully divulging the extent of their abuse history. To the present, it 

seems that many individuals do not want to acknowledge high-stakes behaviors such as 

sexual aggression, and that some individuals take longer than others to fully disclose their 

actions in assessment and treatment situations. Denial may simply mean that 

professionals have not yet established an environment where the adolescent may safely 

disclose (see Blanchard, this volume, for a discussion of “hexing” and other iatrogenic 
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processes). It may be that many things drive a re-offense process, but that just because a 

young person denies his actions does not mean he will do it again. 

 

For many years, professionals have sought to “break down denial” before moving into 

more substantive aspects of treatment. For purposes of assessment, it may be more 

helpful to listen to denial and consider it a vehicle to understand a youth’s attitudes. 

Many will offer pro-social protests as to why they would never do such a thing, and these 

protests in themselves can be illustrative and provide useful information.  

 

Also, professionals entering the field of risk assessment are surprised to find that aspects 

of the youth’s most recent offense (sometimes known as the “instant” or “index” offense) 

have not proved to be predictive (Marczyk, Heilbrun, Lander, & DeMatteo, 2003). 

Rather, it is the past history of sexually aggressive behavior that is predictive. In other 

words, it is not the youth’s willingness to abuse on one occasion that predicts, but rather 

the youth’s persistence that can be predictive of future harm. Although professionals 

should not discount that the youth has, at least on one occasion, engaged in harmful 

behavior, the literature is clear that the referral offense in itself is not predictive (e.g., 

Hanson & Bussiere, 1998; Hanson & Thornton, 2000). Likewise, victim penetration has 

generally not proven to be associated with risk for sexual recidivism among youth, 

although it has been associated with elevated risk for violence (Långström & Grann, 

2000). However, victim penetration has been associated with deviant sexual arousal 

patterns in the case of same-sex child molestation by adolescent males. 
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For years, considering aspects such as clinical presentation and psychological 

maladjustment (e.g. depression, anxiety) appeared to be common sense. However, these 

too turn out to have very little long-term predictive validity on their own (Hanson & 

Bussiere, 1998; Hanson & Morton-Bourgon, 2004), and likely have more to do with an 

individual’s ability to respond to treatment. They can also be useful in understanding the 

nature of an individual’s decision to engage in harmful behavior in the short-term. In 

other words, the fact that a young person is prone to anxiety is likely neither a risk nor a 

protective factor in the long run, although it is a worthwhile treatment goal in itself. 

However, anxiety may well contribute to, or protect against future harm depending on the 

individual.  

 

Current Risk Assessment Tools 

 

The field of assessing and treating sexually abusive youth has seen many tools become 

available in the last two decades. There is no shortage of measures, especially self-report 

forms, that are absent of psychometric properties (Gray & Wallace, 1992). None of these 

measures directly examines neurodevelopmental factors, although the current available 

tools include items that arguably function as proxy variables (Worling, Littlejohn, & 

Bookalam, 2010).  

 

Given the recent attention to brain-based assessment and treatment, it is not surprising 

that some authors are working to develop measures that purport to examine 

neurodevelopmental factors, albeit indirectly (Miccio-Fonseco, 2008). As mentioned 
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earlier, none of these measures yet include direct examination (Longo & Prescott, this 

volume). Further, these efforts are not without the critique of those who have argued that 

in fact many of the existing measures already contain indirect measures of relevant 

neurodevelopmental aspects (Worling, et.al., 2010).  

 

Many of the current self-report tools appear to measure aspects such as sexual interests or 

anger (aspects that themselves can be related to neurodevelopment), but in the absence of 

formal study may simply reflect how the youth chose to answer the questions that day. In 

some cases, youth may simply fill them out randomly.  

 

Although they can be useful in treatment settings, professionals assessing youth are urged 

to be cautious with self-report measures. Beyond the fact that they often lack 

psychometric properties it is possible that they can inadvertently introduce young people 

to new or dangerous ideas about sexual behavior, and can be influenced by the nature of 

the relationship that the (often traumatized) youth has with the evaluator. For example, 

one scale asked to what extent a subject would enjoy a sadomasochistic situation. 

 

Currently, no measures' total scores have consistently demonstrated predictive validity 

across the various conditions under which they have been tested (Viljoen, Mordell, & 

Beneteau, 2012). However, four scales, the JSOAP – II, the J-SORRAT – II, the 

ERASOR, and the Protective Factors Scale, each provide a helpful means for structuring 

professional judgment for treatment planning and resource allocation. Although the 
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available research findings have been mixed with respect to predictive validity, each 

measure offers important areas for consideration that are based in the extant literature.  

 

Professionals are urged to keep current with the research in this area, as many older tools 

still in use have no empirical support. The following is an overview of some tools, in 

varying stages of development, which may be of use to professionals assessing sexually 

abusive youth.  

 

Juvenile Sex Offender Assessment Protocol – II (JSOAP– II): 

 

The JSOAP – II (Prentky & Righthand, 2003) was developed on a sample of 96 youth, of 

whom 75 were followed-up, including three recidivists at one year. According to its 

authors, the JSOAP-II “is a checklist whose purpose is to aid in the systematic review of 

risk factors that have been identified in the professional literature as being associated 

with sexual and criminal offending” (emphasis added, p. i). Second, given that total 

scores on this instrument have yet to demonstrate significant predictive validity, one must 

use caution in interpreting its results (Sue Righthand, personal communication, March 

2011). The sub-scales themselves may better inform treatment planning than the total 

score. Rather than viewing the JSOAP – II as a scale that predicts re-offense, 

professionals may do better to consider it as a method for understanding treatment needs 

and their severity, and planning for treatment interventions. 
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Of the four scales, the second constellation (“impulsive, antisocial behavior”) correlated 

the most highly with recidivism in the small research sample. It was also predictive in a 

study by Parks & Bard (2006). Of note, the authors initially modeled this scale on the 

Child and Adolescent Taxon Scale (Quinsey, Harris, Rice, & Cormier, 1998). Also 

known by its acronym, the CATS was developed as a substitute for Psychopathy 

Checklist – Revised, (PCL-R; Hare, 1991) scores in the Violence Risk Appraisal Guide, 

or VRAG (Quinsey et al., 1998). In this case, the CATS proved to be effective as easy to 

score from file review and/or self-report, and for many applications can be more cost-

effective than the PCL-R. More recently, the CATS was used to provide evidence of an 

underlying antisociality taxon among children (Skilling, Quinsey, & Craig, 2001). 

 

The “sexual drive/preoccupation” scale correlated less with recidivism in the 

development sample. Its authors have since observed that in its original form it “performs 

suboptimally” (Righthand, et. al., 2005), although Viljoen and her colleagues (2008) 

found that it correlated slightly with sexual recidivism during treatment. Reasons for 

these findings are not known. It may be speculated that the nature of the youths’ sexual 

crimes, fantasies, and drives result in many of the more dangerous youths not being 

released from institutions and therefore unavailable for follow-up. It may also be that the 

small sample sizes and brief follow-up periods in various studies have played a role.  

 

Further, Hanson & Bussiere (1998) found that on average, rapists recidivated more 

rapidly than child molesters. Hecker, Scoular, Righthand, & Nangle (2002) found in a 10- 

to 12-year follow-up that total JSOAP scores were not correlated with sexual recidivism, 



32 

but that scale one (“sexual drive”) was very strongly predictive, albeit with a sample of 

only six recidivists (11%) in a sample of 54 male adolescents. However, Righthand, 

Knight, and Prentky (2002) found that higher scores on the sexual drive scale were 

associated with male victims and number of victims, while the antisocial behavior scale 

was associated with teenage and older victims. Clearly, the numbers reported are 

extremely low. However, they do suggest beginning avenues for further inquiry in 

understanding these scales. 

 

The JSOAP – II can be an effective aid to those assessing risk among youth. Clinical 

items such as remorse, guilt, and cognitive distortions are included but not weighted 

heavily in comparison to historical items. Unfortunately, the specific role of these clinical 

items is not fully discussed. Many evaluators have met youth who freely admit their 

offenses out of pride and the arousal associated with recalling them. Other evaluators are 

familiar with the fact that strongly expressed remorse in a clinical interview does not 

mean that the same remorse will prevent future offenses (see the item description for 

remorse in Hare, 1991). Similarly, an internal motivation for change for all of us can 

change with time. 

 

The JSOAP – II is relatively easy to score and contains many items associated with 

juvenile recidivism in the literature. It has become widely used in understanding sexually 

abusive youth in many quarters. Like the SVR-20 and HCR-20, it can contribute to a 

common expression of findings and methods of treatment planning among groups of 

clinicians and other service providers.  
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The Protective Factors Scale (PFS): 

 

This scale is available from its author, Janis Bremer, Ph.D., in Minnesota and in Prescott 

(2006). Not intended as a risk assessment measure, it deserves mention. It examines areas 

that serve to protect youth from further sexual misconduct. Many of the factors, such as 

those related to personal development and environmental support, may serve as rough 

proxies for neurodevelopmental safeguards such as a history of secure attachments and 

empathic attunement with caregivers, but this is not the focus of this instrument. 

Although the instrument remains in development, it is a departure from “risk” assessment 

and examines factors important to those concerned with the healthy development of 

young people. By emphasizing those factors that mitigate risk, the PFS lends itself to a 

broad range of treatment approaches and strength-based risk management strategies. 

 

In a draft version, Bremer (2001) states:  

 

The Protective Factors Scale was initially designed as a way to evaluate 

the adequacy of initial placement orders for treatment (Bremer, 1998). The 

results of the pilot study indicate that the PFS can help determine at what 

level of placement a youth would successfully complete treatment. It is a 

placement tool that fits a unique niche. Community safety involves more 

than simply sexual recidivism. A means of where to place a youth on a 

continuum of care (Bengis, 1997) is quite useful. The continuum of care 
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places a youth on a range of service from short-term psychoeducational 

community-based through intensive outpatient treatment, placement in the 

community, placement out of the community and correctional secure 

placement (p.1). 

 

With the PFS, Bremer emphasizes that thinking exclusively in terms of “risk” is not 

sufficient to reduce that risk. Many users resonate with the focus on those factors that 

prevent youth from re-offense. Others find this in keeping with Andrews & Bonta’s 

(2010) recommendation that the principles of need and responsivity be considered 

alongside risk. The Protective Factors Scale has not received the level of research study 

that other scales described in this chapter have.  

 

The Protective Factors Scale highlights elements that build on the strengths of the youth, 

their family, and community. Initial results show promise in guiding effective decisions 

regarding level of care. It contains items related both to increased risk and the healthy 

development of youth. Beyond its use as a scale, clinicians may wish to consider the 

group of elements in developing treatment plans and interventions. Some of the factors, 

in particular, may be valuable in defining treatment goals as areas to work toward (e.g., 

interpersonal fulfillment) rather than areas to avoid (e.g., relapse). The PFS should not be 

used in isolation from other assessment methods. 

 

Estimate of Risk of Adolescent Sex Offender Recidivism (ERASOR) 
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Its introduction clearly states that, “The ERASOR is designed to assist evaluators to 

estimate the risk of a sexual re-offense ONLY for individuals aged 12-18 who have 

previously committed a sexual assault.” Modeled on scales such as the PCL-R, HCR-20, 

SVR-20, where items are scored as present, absent, and partially/possibly present, the 

ERASOR is an example of an empirically grounded structured risk assessment method. 

Although the items in Figure 3 may appear easy to score, many require a great deal of 

consideration and adherence to the descriptions in the manual.  

 

The ERASOR is constructed so that the total score is not the primary consideration. As 

its authors point out, the presence of only one risk factor may, under certain 

circumstances, be enough to warrant a determination of high risk. Although it is designed 

specifically to assess risk of sexual re-offense, one study (Bourgon, 2002) concluded that 

while the ERASOR assesses static factors related to sexual aggression, its dynamic 

factors are related to general delinquency. However, there has not yet been a large-scale 

study of the ERASOR’s predictive validity. 

 

Preliminary analysis has been supportive of the ERASOR’s item composition and inter-

rater reliability (Worling, 2004). For example, Viljoen et al., (2009) scored the ERASOR 

for 193 male adolescents using extensive clinical files at a residential program. Doctoral 

students with training in risk assessment coded the files. The authors reported excellent 

inter-rater agreement for both the Total score (.90) and for the clinical risk rating (.75). 

The measure offers the ability to consider a wide range of information in forming 

impressions and recommendations. It can be used for evaluation, treatment planning, and 
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service delivery. Like other structured assessment methods, it enables the use of a 

common language among groups of clinicians. Many of the items have the potential to be 

used for evaluating treatment outcomes. A final advantage of the ERASOR is its manual 

and the item descriptions themselves, which provide an extensive overview of the 

literature as well as the difficulties inherent in adolescent sexual abuser risk assessment.  

 

The items in the ERASOR reflect several possible pathways to re-offense. In keeping 

with current research, these can include pathways indicative of an emerging sexual 

disorder, anti-sociality, or chronic detachment (Roberts, Doren, & Thornton, 2002). It 

covers both static and dynamic factors, including those that are relatively stable over time 

(e.g., incomplete offense-specific treatment) and those that can change acutely and 

rapidly (e.g., recent escalation in anger or negative affect). The manual provides a 

comprehensive, yet succinct, set of descriptions of the individual items. 

 

The Juvenile Sex Offense Recidivism Risk Assessment Tool – II (JSORRAT – II) 

 

The JSORRAT – II (Epperson, Ralston, Fowers, DeWitt, & Gore, 2006) is an actuarial 

tool developed on a sample of 636 youth adjudicated for a sexual offense in Utah 

between 1990 and 1992. Preliminary findings suggest it is more effective in predicting 

recidivism in adolescence than adulthood. At this writing, the JSORRAT – II has been 

validated in two independent samples, although the results have not yet been formally 

published. Epperson & Ralston (2009) has emphasized that the JSORRAT – II may be 

used “experimentally to tentatively advise treatment and programming decisions.” It can 
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also be used to “advise forensic decisions in Utah and Iowa, as well as in Georgia and 

California” where the tool’s validation has been in progress. Epperson has also 

emphasized that assessments with this instrument are not valid after the juvenile turns 18. 

 

The Use of these Measures 

 

The tools described above each offer clinicians guidance that did not exist as recently as 

the 1990’s. The JSOAP – II and ERASOR have established themselves as helpful tools 

even though they have not received the extent of research study that many adult measures 

have. Epperson & Ralston (2009) describe the JSORRAT – II as available for 

experimental use. The Protective Factors Scale is helpful for considering the internal and 

external resources that adolescents bring with them to effortful interventions aimed at 

reducing risk.  

 

To some extent, clinicians’ selection of their preferred tool may have as much to do with 

their individual tastes as the tools themselves. The JSOAP – II and ERASOR contain 

very similar items, although the former has explicit subscales. The ERASOR, JSOAP – 

II, and JSORRAT – II have each received study within specific jurisdictions, and so their 

use may be more appealing in some regions than others. The JSORRAT – II contains 

some items that at first glance appear different from items in other scales. For example, 

the item regarding sexual abuse occurring in a public place may be a proxy for impulsive 

brazenness, which is captured differently in the other scales. All of the scales contain 

both static (factors fixed in a person’s history) and dynamic (changeable) factors. This is 
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an important distinction given at least one recent study of 1,396 Dutch adolescents 

showing that dynamic factors for general criminality appear to become less predictive 

across adolescence (Van der Put, et al., 2011).  

 

Perhaps most importantly, the mixed findings regarding these scales’ predictive validity 

may distract professionals away from these measures’ best use, which is for treatment, 

placement, and supervision planning. Whereas in some areas of risk assessment 

endeavors with adults – where the primary question is the subject’s fundamental level of 

risk over a long period, the primary consideration with adolescents is what needs to occur 

so that the subject can become a safe adult. Although this does not preclude discussions 

about underlying risk, these scales are most helpful in guiding clinicians in the direction 

of empirically driven treatment programming. This can include both long-term treatment 

goals (e.g., impulsive/antisocial behavior and sexual drive as captured by the JSOAP – II) 

and short-term markers of imminence (e.g., negative affect as captured by the ERASOR). 

Ultimately, while it is common for decision-makers to ask for an estimate of risk, their 

underlying intention often reflects a desire to address treatment and supervision needs, as 

well as indications of imminent re-offense. Professionals can therefore be helpful in the 

assessment process by clarifying the intent of these stakeholders prior to constructing 

reports based on risk alone. 

 

Professionals have an obligation to exercise caution how they communicate findings. 

Given that the scales above yield useful information about treatment and supervision, but 

are limited in their predictive validity, professionals will want to note the limitations of 
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their findings explicitly in reports. Further, given the lower base rates of sexual re-offense 

among juveniles and the fact that they are more likely to re-offend as juveniles than as 

adults (Caldwell, 2010; Epperson & Ralston, 2009), communications about risk should 

include a clearly articulated time limitation (e.g., six months with the JSOAP – II, age of 

18 with the JSORRAT – II).  

 

Treatment 

 

Analyses to the present indicate that cognitive-behavioral (CBT) and community-based 

methods are the most effective means yet studied by which to reduce the likelihood of 

future sexual harm (Reitzel & Carbonell, 2006; Walker, McGovern, Poey, & Otis, 2004; 

Worling, Littlejohn, & Bookalam, 2010). This certainly makes intuitive sense, as 

changing one’s thoughts and behavior (central to CBT) is central to living a more 

effective life. However, it is vital to recall that the existing studies employ varying 

methods involving treatment settings that are often drastically different from one another. 

Further, while randomized clinical trials have typically focused on areas such as risk 

level, treatment goals and techniques, and have used re-offense as an outcome, none have 

explicitly examined neurodevelopmental factors and the responsiveness to traumatized 

individuals to interventions. They have also not looked at factors such as perceived self-

efficacy, hope, expectancy, capacity for attachments, and the therapeutic alliance. 

 

Indeed, it seems that in terms of measuring effectiveness apart from neurodevelopmental 

aspects, critics of the current treatment-outcome research have appeared on all sides (e.g., 
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Marshall & Marshall, 2007; Seto, Marques, Harris, et al., 2007). Recently, author Robert 

Fancher (2010) argued on behalf of understanding the current state of outcome research 

in a broader perspective: 

 

Beginning in the '80s and particularly in the '90s, process studies fall 

woefully out of fashion among psychotherapists, principally under the 

influence of Aaron Beck and the cognitive-behavioral therapists, who 

decided, well, no, that's not the way to do science at all. We need 

randomized clinical trials. And, as you know, with randomized clinical 

trials, you do something very different. You assign people to a couple of 

different kind of treatment methods; you try to systematize what's being 

done - we call it manualized treatment; you use certain sorts of supposedly 

objective measures of base lines and outcomes; and you try to figure out 

which of these schools of thought and which techniques are most 

effective. Now, if you notice, you're doing something different now. 

You're not trying to describe nature; you're not trying to explain nature; 

you're not trying to predict what's going to happen next in the process of 

therapy. You've changed to looking at effectiveness; you've changed to 

looking at does the patient end up feeling better. Now, that's not even what 

the guys who were doing process studies were mostly trying to figure out. 

They were trying to figure out what's the natural history of the disease, 

what's the natural history of a particular sort of intervention within a 

disease. 
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But what then happened, as you see for political reasons, that the people 

who are big proponents of RCTs, randomized clinical trials, got more 

power politically within psychology and to a lesser extent psychiatry, and 

suddenly they decided that process studies were not science at all. So you 

see now . . . students who've been educated as psychologists in the last 15 

or 20 years will say, without knowing any better, cognitive-behavioral 

therapy is the only mode of therapy for which there is good scientific 

evidence. That's simply not true. It's the only mode of therapy for which 

there is good scientific evidence of the sort that cognitive-behavioral 

therapists think is the sort you ought to have. In fact, there's all sorts of 

therapy that has all sorts of evidence, very good evidence, very 

conscientiously done evidence, using methods that were very carefully 

conscientiously developed to try to be appropriate to the subject matter. 

 

Clearly, there are many perspectives, each with many strong points. While it is tempting 

to say that only randomized trials of treatments with recidivism as the measured outcome 

are worthy of study, those at the front lines of treatment with juveniles know that there 

are many areas worthy of intervention. 

 

Likewise, while all therapy is limited in duration, adequate employment of community 

resources (including one’s family) can last a lifetime. However, no manual or structured 

curricula for treatment provision for adolescents who have sexually abused have yet 
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received empirical support. However, many resources have emerged that draw upon the 

extant research (Kahn, 2011; Page & Murphy, 2007; Rich, 2009). Given the 

developmental and contextual considerations involved with adolescents, many authors 

have advocated an increasingly holistic approach (Longo & Prescott, 2006; Ryan & Lane, 

1997; also see, for instance, chapters by Bergemann, Blanchard, Hopwood, Bergman, 

Ogden, Goldstein, & Fisher, Yager & Bennett, and Longo, this volume).  

 

In a summary of research into sexual offender treatment provider style, Marshall (2005) 

indicates that the most effective treatment for adults is delivered with a warm, empathic, 

rewarding, and guiding style. Given that this reflects similar findings in the general 

psychotherapy literature (Duncan, et.al., 2010; Levenson & Prescott, 2007), there is little 

reason to believe that such a style would not work with adolescents. Approaches such as 

motivational interviewing are useful in other areas of treatment endeavor with 

adolescents (Naar-King, 2010), and there is no question that empathic attunement is vital 

to young peoples’ development (see chapters by Bergman, Blanchard, and Ogden, 

Goldstein, & Fisher, this volume).  

 

A critical aspect of psychotherapy outcome research that has received little attention in 

the field of assessing and treating adolescents who have sexually abused is the 

therapeutic alliance itself (Prescott, 2009; Wampold, 2009). The alliance is typically 

defined as involving agreement between client and clinicians on the nature of the 

relationship, agreement on the goals and tasks of treatment, and matching of services to 

strong consumer preferences (Duncan, et. al., 2010). With hundreds of studies finding the 



43 

therapeutic alliance to be critically important to meaningful completion of treatment 

goals, it is surprising that researchers have not paid more attention to this factor in the 

treatment of people who have sexually abused. Indeed, it may explain some of the 

variance between treatment studies (Levenson & Prescott, 2007). What is even more 

striking is the paucity of discussion regarding the therapeutic alliance and the recent 

findings of neurological research and its implications for building strong therapeutic 

alliances (Kaiser & Meckley, this volume; Yager & Bennett, this volume). After all, the 

available research clearly shows that attention to the nature and quality of the therapeutic 

alliance is itself a highly evidence-based form of practice (Duncan, et.al., 2010). 

 

Ultimately, treatment for adolescents who have sexually abused should orient itself 

towards the client’s internal motivations for change and hopes for the future (Bem, 1972). 

Although treatment with adolescents typically begins within a mandated context (in other 

words, adolescents typically show up for treatment because someone else sent them), 

effective treatment moves from extrinsic to intrinsic motivations. For example, while an 

adolescent may initially feel compelled to attend treatment, it will be most effective when 

he discovers his own internal reasons for change.   

 

Treatment for sexual aggression should involve family members and other relevant 

stakeholders wherever possible. After all, a critical element is the development of 

transferable skills that the adolescent can put into practice in their home and community 

(Surgeon General, 2001; Bellg, et al., 2004). Sadly, there are few written resources for 

engaging families meaningfully in treatment (Schladale, 2007). Typical challenges in 
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involving families include when individual members’ allegiances to one another create 

obstacles to meaningful involvement (for example, a family might be involved in 

treatment generally, but unwilling to discuss the breadwinner’s substance abuse lest this 

put their economic situation in jeopardy). Other challenges include the family’s 

prioritization of treatment. Very often, they face immediate challenges in other areas of 

their life. Ultimately, a primary reason why family involvement in treatment is so 

important is that it provides safety to the young person who has abused and others, and 

improves the attachments that each has with each other.  

 

Another reason to include families includes the fact that in at least one study (Hanson, 

2002) people who re-offended incestuously between the ages of 18 and 22 did so at the 

highest rates in the sample. The fact that studies of juveniles find that they typically re-

offend at lower rates than adults, and that the majority of re-offense is during adolescence 

makes this finding particularly confusing. It also highlights the need for further study of 

the developmental changes that occur as young men and women become adults.  

 

Supervision 

 

To the present, there is no empirical evidence that suggests policies such as registration 

and residence restrictions reduce adolescents’ risk (Letourneau & Armstrong, 2008). It 

may be the case that some of our current policies could actually increase risk for some 

adolescents (Prescott, Levenson, & Coffey, 2010). At the very least, they do not provide 

the holistic interventions described in this book. Although various jurisdictions have 
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focused on increasing the restrictions placed on sexual offenders generally, professionals 

will want to be familiar with the relevant research in order to provide guidance to 

lawmakers and finders of fact as to the limitations of these measures. 

 

Ultimately, the extant research suggests vital importance to reducing sexual re-offense by 

adolescents should focus on: 

 

• Community-based interventions whenever possible (Surgeon General, 2001). 

• Community treatment and supervision involving adults with whom the adolescent 

can experience meaningful rapport, rather than a “tough-on-crime” approach 

(Marshall, 2005; Prescott, 2009). 

• Clinical work based upon principles of collaboration, support for autonomy and 

self-efficacy, and evoking reasons for sustained change (as opposed to imposing 

change). (Miller & Rollnick, 2002). 

• Careful attention to the developmental status (including neurodevelopment) of the 

youth. 

 

The psychotherapy research is replete with evidence that the most effective route to 

meaningful change occurs when it is the clients themselves who make the case for change 

(Bem, 1972; Miller & Rollnick, 2002). Successful treatment very often begins with 

external pressures for change and involves the clients developing their own internal 

reasons to maintain this change (Ryan & Deci, 2000). Although the literature pertaining 

to adolescents who sexually abuse discusses the primacy of cognitive-behavioral and 
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community-based methods, it is easy to forget the extreme importance of the therapeutic 

relationship that enables these interventions to work (Wampold, 2001). 

 

So What Now? 

 

Our field has a long, and at times very unfortunate history of understanding and treating 

young people as though they are miniature versions of adults who sexually offend. In this 

author’s experience, this has begun to change in a more promising direction in many 

jurisdictions. To this point, we have learned that:  

 

• Children and adolescents differ from adults in several important ways, even after 

we set aside the fact that their brains are not fully developed and often come into 

treatment having survived developmental insults. Treatment programs can no 

longer ignore the implications of neurological research. 

• Our attempts to distinguish those who are more and less likely to persist in sexual 

aggression have been inconsistent, although not without progress. This 

inconsistency highlights the need to proceed very cautiously. 

• Questions remain about sub-populations of young people who abuse. Those who 

sexually abuse as part of a larger pattern of illegal behavior can be different from 

those who only engage in sexual abuse. Likewise, co-morbid conditions are vital 

to consider (Johnson, 2006).  

• Treatment is best when it involves the whole youth (e.g., attention to motivation, 

the therapeutic relationships, agreement on treatment goals and the tasks to 
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achieve those goals), and when it focuses on the whole youth (i.e. living a 

responsible and satisfying life rather than simply avoiding sexual aggression). 

• The most effective interventions take place in the community (when possible) and 

involve the family to the greatest extent possible. 

• Punitive approaches such as harsh confrontation, scared-straight approaches, and 

boot camps do not work (Smith, Goggin, & Gendreau, 2002), and risk causing 

harm to clients (Bergemann, this volume; Creeden, 2006; Lilienfeld, 2007). 

• Adolescents, like other human beings, are at their best when they have goals they 

can work towards rather than avoid (see Fischer et al., this volume). 

• Tough-on-crime public policies such as registration, notification, and civil 

commitment upon entering the age of majority also don’t reduce risk or build 

safety for the adolescent, their family, or community. 

• Adolescents who have sexually abused have much in common with other 

adolescents who come to the attention of adults, with one important exception: On 

at least one occasion, they were willing to engage in the sexual behavior that 

brought them to the attention of adults. 

 

Understanding these points, professionals can now focus on key areas that can make 

interventions more meaningful and effective. Much of this work involves what 

criminologists have termed the responsivity principle of core correctional practices 

(Andrews & Bonta, 2010): ensuring that services are matched to the individual 

characteristics of the client. With our field’s increased knowledge, key questions no 

longer need to focus primarily on the basics of risk and treatment need. Our emerging 



48 

knowledge about neurodevelopmental concerns, attachment, and the impact of 

developmental trauma compel us to provide brain-based interventions in order to 

maximize youthful capacity for healthy lives and long-term desistance. While helpful 

resources have emerged for addressing a number of treatment goals (Kahn, 2011; Page & 

Murphy, 2007; Rich, 2009), it is vital to situate these in the context of interventions that 

are tailored to each young person (Ogden et al., this volume; Raredon et al., this volume; 

Yager & Bennett, this volume; Worling, Litteljohn, & Bookalam, 2010).  

 

Professionals have long noticed that ensuring a close fit between the services they offer 

and the immediate needs of their client can be highly challenging. The following are key 

areas that professionals typically notice: 

 

First, young people who present for treatment often experience dissociation from their 

own thoughts, behaviors, and feelings. It can be easy for professionals to note the 

flattened affect of young people and assume that this signals a lack of remorse or 

empathy; it can be easier still to overlook this dissociative aspect and assume that they 

need to proceed directly to raising the awareness of their young client. They can also note 

– rightly – that this flattened affect often results from past trauma. What is easy for 

professionals to miss, however, is the apparent dissociation of the youth from their own 

thinking, knowledge, and experience. This is precisely why interventions such as those 

described by Bergman, Ogden, Goldstein, & Fisher, Bergemann, Blanchard, Longo, 

Fisher, and the many others in this volume are so important. It can be easy for 

professionals to write symptoms such as flattened affect off as laziness, low motivation, 
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or attention problems and miss the fact that it can also signal neurodevelopmental 

problems. As has been written elsewhere, this dissociation can reflect past attempts to 

survive adverse experiences and resulting cognitive schemas (e.g., the world is a 

dangerous place, authority can’t be trusted, etc.). The take-away message here is that it 

can be easy to see the deficits and risks, and easy to miss the subtle dissociation that 

makes meaningful adaptation to new circumstances challenging.  

 

Second, and not surprisingly, young people who appear unable, unready, or unwilling to 

observe their thoughts, actions, or experience can have a very difficult time regulating 

themselves in such a way that they can benefit from treatment programs (Bergman, this 

volume; Ogden, Goldstein, & Fisher, this volume; Bergemann, this volume; Raredon, et 

al., this volume). They have often expended so much energy focusing on the momentary 

actions of others (e.g., chaotic family environments) that they have not had the luxury of 

attending to themselves. Many programs have noted the advantages of having some kind 

of mindfulness or meditative component that can help clients observe their experience 

and the present moment. However, building these activities in a way that makes sense to 

young people or provides them with experiences they can transfer to other areas of their 

lives can be a challenge. For example, the author is aware of programs that employed 

meditation classes without first employing some kind of preparatory physical activity. 

This can result in a roomful of squirming adolescents. In other cases, a program 

attempted to build the capacity for interoception (the awareness and sensitivity to stimuli 

inside one’s body) by taking adolescents to nearby yoga classes, only to have the primary 

focus of attention be the attractive teacher. Without meaningful attention to the linkage 
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between these activities and the rest of the adolescent’s daily lives, programmatic efforts 

to help adolescents become keen observers of their thoughts, sensations, and knowledge 

can go off the rails quickly, and without this capacity to observe, it is difficult to imagine 

how young people can benefit from treatment. 

 

Finally, our field can no longer ignore the need for meaningful therapeutic relationships. 

Whereas our field has historically acknowledged that the therapeutic alliance can be 

important, it is often forgotten in the actual administration of treatment programs 

(Prescott & Wilson, 2011). Beyond warmth, empathy, and a guiding style, it’s essential 

that the supportive adults in the lives of children and adolescents develop skills for 

empathic attunement in order to help repair attachment problems. Of course, this is a 

developmental process, and the reverse also applies: by focusing on attachments, the 

adults can better become empathically attuned. This involves looking at empathy 

differently than in the past; while professionals may believe themselves to be empathic, 

whether or not clients perceive the adults in their life to be empathic is likely more 

predictive of treatment success. The chapters that follow offer numerous ways forward 

towards this goal. 

 

Conclusion 

 

Throughout history, adults have frequently had difficulty predicting and influencing the 

behavior of adolescents. It is no surprise that gains in assessment, treatment, and 

supervision of adolescents who have sexually abused – particularly in the area of 
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neuroscience and its implications – have been hard won. Serious challenges to the status 

quo remain. Given what we know about the effect of trauma on the brain, how is it we 

respond to sexual aggression with situations (e.g., detention, registration, community 

notification) that can themselves be re-traumatizing? Given that our understanding of 

neurodevelopment is itself still in development, is it possible to hold any opinions about 

long-term risk to any meaningful degree of scientific certainty? Research shows that the 

best methods and professional characteristics in each of these areas involve a positive and 

guiding approach; excellent interpersonal skills, knowledge of human sexuality, problem 

behavior, the neurological impact of trauma, attachment, language deficits, and learning 

styles; an understanding of the limits of our knowledge; and skillful evocation of the 

adolescent’s internal motivations for change and capacity for self-regulation. Only under 

these circumstances can professionals create person-centered interventions that draw 

upon both specialized and general knowledge.  
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particularly important. Motivation can change throughout the treatment experience. While Rick’s 
initial motivation is to meet the demands of the legal system and not lose his family, he may well find 
that changing becomes more important as he moves further into a treatment program.  

For Rick, treatment will be like a swimming pool. He will enter carefully before venturing beyond 
where his feet touch the bottom, and he is more likely to need help when things get difficult. In fact, 
any attempt to impose change on him will prompt resistance. Research on personal change clearly 
shows that clients like Rick who enter treatment may not necessarily be thinking about genuine 
change. Yet many sexual-abuser treatment programs behave as if they are. 

Motivational interviewing is a person-centered counseling approach in which the practitioner uses a 
guiding style to enable the client to build and strengthen his or her own motivation for change. 
Although Miller (1983) and Miller and Rollnick (1991) first coined the term, many others have helped to 
develop motivational interviewing into its current form (e.g., Moyers, Martin, Manuel, Miller, & Ernst, 
draft manuscript). This article is by no means the final word on the topic, but should encourage readers 
to explore this topic further through training and other venues.  

On the surface, motivational interviewing appears easy to do, but it becomes more complex in actual 
practice. Professionals commonly believe they already know how to do it, which is usually true. 
Unfortunately, many professionals who know how to use motivational interviewing do not actually use 
it in practice as much as they think. As a result, they may be helping clients less than they believe.  

Before pursuing motivational interviewing further, a bit of self-assessment may be helpful. Many 
trainees find this establishes an understanding of how they respond differently before and after 
exposure to motivational interviewing. Divide a piece of paper in half and, on the left side of the page, 
write down your responses to these typical statements that indicate client resistance. .  Later, you can 
write out your new responses on the right-hand side and compare them, having studied (and hopefully 
practiced) the motivational interviewing style and skills described below: 

1. I’m only here because of the court. I don’t believe in treatment. 
2. I attended a treatment program in prison and it was no good. 
3. My private life is none of your business. 

4. You can’t change me. No one’s going to change me. 

5. Go ahead and do what you’re going to do; you’re going to do it anyway. 

6. I don’t think I belong in treatment. I’m not like your other clients. 

Style and Spirit 

Central to motivational interviewing is the professional’s capacity for collaboration, evocation, and 
support of the client’s autonomy. This is more challenging than it might seem, especially with clients 
who appear to have little investment in change or willingness to participate in treatment. Under these 
conditions, professionals understandably might resort to tactics that gain short-term compliance with 
treatment or supervision expectations; but harsh, confrontational approaches are more likely to meet 
the momentary needs of the professional than the long-term needs of the client and community 
(Garland & Dougher, 1991). These short-term tactics may come remarkably easily to professionals; 
however, research has found them to be less effective than warm, empathic, rewarding, and directive 
therapeutic styles (Marshall, 2005). 

People in the helping professions can quickly revert to short-term compliance-based tactics for a 
variety of reasons. Motivational trainees have typically provided a number of common ones, including 
fear of appearing “soft” on offenders, concerns that a warm approach leaves them open to easy 
manipulation, and pressure to show immediate gains. In some cases, it seems that healthy professionals 
engage in unhealthy practice because their clients tacitly encourage them to do so.  

One motivational interviewing training exercise encourages participants to play the roles of a client 
entering treatment and the treatment provider. The treatment provider receives explicit instructions 



to provide the “client” with reasons and strategies for change and to encourage the client to change. 
The clients, whose only instruction is to be ambivalent about change, invariably become defensive and 
resistant. The “clients” often find this role simple to adopt and easy to maintain. In fact, it is easier to 
play a waiting game of reluctance than to discuss change. Meanwhile, participants role-playing the 
“therapist” typically find the exercise exhausting and feel that they worked too hard for very little 
gain. Still, these professionals frequently experience an intense sense of responsibility for the clients’ 
change process. 

Practitioners often refer to this sense of responsibility for the clients’ change as an example of “the 
righting reflex”– the all-too-frequent sense human beings experience wherein they must fix things or 
set something right. However, it can hinder client change, and prompting this reflex is often the 
client’s intent.  Its most obvious forms appear as therapists scold, attempt to educate, or generally talk 
at clients who are unwilling or not ready to listen. Common reactions to the righting reflex include 
feeling misunderstood, angry, insulted, disrespected, and defiant. As a result, clients deny, minimize, 
or justify their behavior. 

Motivational interviewing does not demand that professionals abandon these concerns. Instead, they 
can simply put them aside as they awaken clients’ incentives or reasons for change. Professionals can 
be most effective by entering each interaction with an explicit purpose of collaboration. This means 
abandoning attempts to fix problems or issue directions, asking questions, offering reflections, and 
providing summaries of what the client says in order to demonstrate that they are listening. From here, 
the client can make his or her own case for change, as research shows people who perceive themselves 
as having some degree of choice in an endeavor often become more compliant with it (Bem, 1972; Ryan 
& Deci, 2000).  

Professionals are most effective when they respect clients’ autonomy. Clients are often unwilling and 
unready to change. Using motivational interviewing techniques as a means of manipulating someone to 
change against their will is unethical and likely ineffective (Miller & Rollnick, 2002). Ultimately, 
adopting the style and spirit of motivational interviewing involves recognizing and setting aside one’s 
righting reflex, maintaining a position of collaborating with the client, supporting their autonomy as 
they consider change, evoking and eliciting their thoughts and actions, and – above all – listening.  

Good listening 

Many professionals believe they are listening when they are not.  Truly good listening involves entering 
each interaction with undivided attention, curiosity, appreciation, and wonder. It means listening with 
the heart as well as the ears. Most importantly, good listening requires demonstrating to the client that 
the professional is listening and soliciting feedback as to how well they are listening (Miller, Hubble, & 
Duncan, 2007). In motivational interviewing, good listening does not include agreeing, advising, 
persuading with logic, arguing, sympathizing, or consoling. Professionals working with sexual offenders 
commonly find these clients defensive, reserved, or argumentative. Simply taking extra time at the 
beginning of each interaction to demonstrate that one is listening can alter the tone of the interview 
dramatically. The challenge is that good listening often involves reflecting back statements that 
indicate antisocial attitudes. The professional will doubtless be tempted to provide feedback on these 
attitudes, but doing so too early disrupts the conversation and demonstrates that the professional is 
more interested in fixing the client than listening to him or her.  

Self-assessment exercise: Ask a friend, colleague, or client if they would be willing to speak with you 
about any topic of their choice. Have them speak to you for a few minutes while you simply listen with 
interest. How do you demonstrate interest while saying as little as possible? What non-verbal indicators 
do you use? If you have a strong reaction to anything they say, how can you put it aside while you 
continue to listen? When your speaker is finished, offer them a summary of what they have said. Think 
of their statements as flowers that you will arrange into a bouquet, or gems that you will arrange into a 
necklace. Finally, ask if you heard it all correctly.  

In this exercise there is no penalty for not capturing everything. If you haven’t listened, your speaker 
will let you know, and you may have another chance. The key is asking whether you understood. It is 



easy to skip this step in an effort to be efficient. There are numerous times throughout the day when 
we commonly don’t ask people close to us whether we understood what they were saying.   

It is tempting to believe that sexual offender treatment providers have an obligation to “lay it on the 
line” or otherwise scold clients into a more prosocial stance. By doing so, it is easy to create 
interpersonal conflicts rather than motivate the client to make their own case for change.  

Ambivalence 

Ambivalence happens in motivational interviewing and sexual offender treatment. Although many 
clients present themselves as having very little they need to change in their lives, an astute 
professional can find numerous areas where clients feel ambivalent.  

 On one hand, I really want to build a better life for myself and on the other hand, I’m not sure 
I have it in me to change. 

 On one hand, I really want to stop getting in trouble and on the other hand, I don’t want to 
give up my sexual fantasy life. 

 On one hand, I want to make connections with my group members and on the other hand, I am 
concerned whether I can trust my fellow group members. 

 On one hand, I want to talk about what I’ve done, and on the other hand, I don’t know if I can 
handle the feelings it will bring. 

One way to gauge a client’s ambivalence is to make an educated guess based on the experiences of 
other clients: “This sounds like a real dilemma. If I’m reading this right, you’d really like to participate 
more in group on one hand and you’re really concerned about trusting people on the other.” Notice 
that the conjunction between the two sides of the ambivalence is “and”” instead of “but”.  Using 
“but” risks highlighting this ambivalence as being either one or the other while “and” acknowledges 
that the client holds these contrary sides simultaneously.  

Four Principles 

Miller and Rollnick (2002) provide four basic principles in motivational interviewing: developing 
discrepancy, rolling with resistance, supporting self-efficacy, and expressing empathy. It is often 
tempting to think that we already work within these principles until we receive direct feedback from 
others.  

Expressing empathy. Empathy has received significant attention in offender treatment (c.f., 
Fernandez, 2002). It may help professionals to view empathy as their ability to enter and understand a 
client’s world, expressing a clear and deep understanding of the client’s perspective, including both 
what the client says and has not yet said (Moyers, Martin, Manuel, Miller, & Ernst, draft manuscript). 
Clearly, sexual offenders are responsible for many of the consequences of their actions, but that does 
not preclude professionals from actively expressing empathy: 

 It’s hard for you to talk about this.  
 You’re wondering what this is going to mean for your family. 
 You really miss your loved ones. 
 You’re concerned that discussing your past might get you into more trouble. 
 Having to trust others in treatment is really new to you.  
 You’re wondering if anything is ever REALLY going to change. 

Empathy is not the same as sympathy. While it may be tempting to sympathize with clients (“I hear 
you. Being on the sex offender registry is no fun.”), this does little to support their autonomy and is 
potentially harmful.  

Developing discrepancy. Discrepancy is the difference between where someone is at and where he or 
she wants to be with respect to a given issue.  Demonstrating meaningful change in the factors that 



contributed to one’s offending can be a long and difficult journey. Developing discrepancy can include 
exploring what a better life would be like (“Tell me about some times when things were going well and 
you weren’t engaged in this behavior”). It may include exploring specific issues (“On one hand you 
believe it wasn’t a big deal, and on the other hand your family has expressed concern about your 
coming home”).  

Rolling with resistance. The term “resistance” can be misleading. It is important to consider what the 
client is resisting and what the motivation for resisting actually is. Are they genuinely uninterested in 
changing some area of their life? Or are they resisting the professional’s attempts to engage them in a 
change process? Whatever the case, professionals gain nothing by combating resistance.  Resistance is 
an interpersonal phenomenon, which most likely to appear during interactions where the client feels 
misunderstood or unheard. When all else fails, the most human response can often be the best one. 
(“So with all the reasons you have for not being here, what would be the most helpful way we can 
spend our time together?”) It is easy to forget that what may appear to be resistance is actually an 
invitation to understand. (“Since this is obviously a difficult conversation, can I just ask you something? 
You and I seem to be from different worlds. What’s it like in your world?”) 

Supporting self-efficacy. Autonomy and choice are vital to change. It is easy to assume that people who 
have sexually abused are unable to make good decisions for themselves. Too often, well-intended 
professionals attempting to help their clients build safety into their lives end up restricting rather than 
allowing them to explore and improve their decision-making.  Professionals frequently experience a 
strong righting reflex when they feel responsible for their clients’ actions. Although there can be a 
time and place where direct intervention in an emergent situation can become necessary, professionals 
will be most effective when they guide clients in making decisions rather than impose them. Many 
professionals have expressed concern during trainings that this is time-consuming. A helpful phrase to 
remember at these times is “the slower we go the faster we get where we’re going.” 

Basic Skills 

Although proficiency at motivational interviewing can be a life-long endeavor involving many skills, four 
basic “micro-skills” are vital for practitioners. These are open-ended questions, affirmations, 
reflections, and summaries. Together, many practitioners refer to them by their acronym, OARS. 

Open-ended questions. Closed-ended questions require only yes/no responses or simple information 
(e.g., what is your name?), Open-ended questions require some thought and can be tricky to formulate. 
It is tempting to ask at the start of a session, “Is there anything you’d like to discuss today?” However, 
this question risks an immediate response of “no”. Opening this question up can produce more 
information: “What would you like to discuss today?”  Or, “I wonder what concerns you might have 
today?”” In addition to giving the client options, it introduces a refreshing if slightly directive 
component to the question: 

 What questions might you have for me? 
 What concerns you about making a change in this area? 
 What would it be like if you made this change? 
 Why might others want you to make a change in this area? 
 If you did make a change in this, how would you go about it? 
 How might others have handled that? 

It can be simple enough to open up closed-ended questions. A therapist can simply change “does 
anyone have any questions” into “I wonder what questions you might have?”” Often, it only takes the 
open nature of a question to inspire further discussion. Consider the case of suicide assessment. Many 
students learn to ask, “Have you had any thoughts of hurting or killing yourself,” to which experienced 
clients can easily answer “no”. It may be more effective to ask, “Under what circumstances would you 
think of hurting or killing yourself?” While treatment providers may not think of asking whether their 
client will engage in future sexual harm (a closed-ended question), “Under what conditions would you 
do this again?” might contribute to a productive discussion. 



One way to practice opening up questions is to listen to interviews on news broadcasts and identify the 
open-ended and closed-ended questions. How could opening up questions result in a better interview, 
particularly with image-conscious interviewees? Many newer practitioners believe that close-ended 
questions are somehow “bad”.” They’re not. The key is that open-ended questions prompt in the client 
to speak more than their therapist. This is a hallmark of both motivational interviewing and high-
quality sexual offender assessment and treatment. 

Affirmations show genuine appreciation for candor, effort, and accomplishment and are most effective 
when they accompany real understanding of the client’s situation and worldview. They are not simply 
empty compliments or warm and fuzzy praise (e.g., “You’re a good guy”). In fact, many sexual 
offenders – particularly those who have spent a number of years in prison –– tend to interpret the latter 
as unhelpful and manipulative. More effective statements can be: 

 I appreciate how difficult this has been for you. 
 Your willingness to discuss this today is truly impressive, particularly under your current 

circumstances. 
 It took courage for you address this in front of the others. 

As with the other micro-skills, professionals often think they offer more affirmations than they actually 
do. A warm facial expression, engaged body posture, or friendly smile is not the same thing as a 
genuine, verbalized affirmation.  

Reflections may be most effective means to elicit information and demonstrate active listening. 
Reflective statements act as mirrors and build upon what the client has said.  It can be helpful to think 
of a mirror when forming them. Which element of the client’s statement do you wish to reflect back to 
them? Do you wish to understate or overstate that element?  Because reflections can call attention to 
different elements of a statement, they can determine the direction of the conversation. Reflections 
can be powerful, and most effective when they involve few words. Simple reflections feedback what 
the client has actually said, while complex reflections feedback what they have not yet said. 

Reflecting exact words simply repeats back what the client has said. It is difficult to do harm with this 
kind of reflection, although many newcomers to motivational interviewing express concern that over-
reliance on it can undermine attempts to form a therapeutic alliance. Reflecting closely related words 
is self-explanatory and applicable to situations where the practitioner is more comfortable taking a 
constructive risk: 

Rick: Your treatment program is no good. 

Practitioner: No good (exact words). 

Rick: (emphatically) That’s right.  

Practitioner:  You see nothing worthwhile about it (closely related words). 

Rick: I’m only here because my probation officer told me he’d send me to prison. 

Practitioner (reflecting slightly deeper meaning): The only reason you’re even showing up is to keep 
him off your back.  

Rick: You got it. 

Continuing the paragraph is where the clinician is making a guess at the client’s deeper meaning. Miller 
and Rollnick (2002) recommend that clinicians think of this as first taking a question that starts with 
“”Do you mean…”” Next, rather than asking it as a question (inflecting upwards at the end), take away 
the “do you mean” and simply utter the question as a statement.  Imagine a client says, “I’m only here 
because my probation officer sent me here.” Rather than asking, “Do you mean you have no interest in 



treatment?” the clinician can simply say, “You have no interest in treatment.”” 

Clinicians can also simply reflect emotion. For example, when the client says, “I’m only here because 
my probation officer sent me here,” the clinician might simply observe, “And you’re pretty frustrated 
about it.”” 

These complex reflections, reflecting emotion and continuing the paragraph can produce powerful 
results. Where simple reflections using exact and closely related words can be effective with minimally 
verbal clients, or when clinicians are not exactly sure how best to proceed, complex reflections can be 
very brief, express interest, elicit more information. Although all people want to be sure that others 
are listening, people who have sexually abused very often enter treatment with a long history of being 
discounted and unheard. By preferring reflections to questions, the clinician can demonstrate that he 
or she is listening. 

Clinicians can guide conversation flow with complex reflections. For example, while clinicians may 
want to use simple reflections in uncertain situations, they can deliberately reflect meaning in order to 
elicit information, or reflect emotion to guide the client to a deeper place.   

Rick: It wasn’t my idea to come here to this stupid program. 

Clinician: This program seems stupid (simple reflection). 

Rick: The only reason I’m even here is because the court sent me. 

Clinician: It was part of a plea agreement (continuing the paragraph). 

Rick: That’s right. Look, I’m sure this is a good program and nothing against you, but it’s stupid that I 
have to be here. I can’t be a part of treatment when it involves all these rapists and child molesters. 
There were a whole lot of problems with my court case and the only reason I pleaded guilty is I didn’t 
want any hassle. This whole thing is stupid. What I really need is some kind of counseling that’s going 
to show the court I’m not the kind of guy they need to worry about. 

Clinician: So there’s a lot about you that the powers that be don’t understand (continuing the 
paragraph). 

Rick: That’s right. They were treating me like a common criminal. 

Clinician: And it’s not making sense to you that you have to be in a program like this with others who 
you feel are coming from a different place (continuing the paragraph). 

Rick: Yeah. Look, no offense to anyone, but I can’t be around a bunch of rapists and child molesters. 

Clinician: If you were to be in a treatment program, you’d need to be around people you knew you 
could trust (continuing the paragraph). 

Rick: That’s exactly right. I’ve got a lot riding on this, and I need to get back to my family, re-build my 
career, pay the rent, you know… 

Clinician: You love your family (reflecting emotion). 

Rick: Well yeah! I have to find some way to get back with them. 

Clinician: …And it’s been a long time since you’ve all really been together (continuing the paragraph). 

Rick: After everything the court and social services put us through, it’s a miracle I still have them in my 



life at all (looking down, voice lowers). 

Clinician: It’s been a long road for you all. 

Rick: And now I have to do all this... like talking in some group just to please my probation officer. 

Clinician: So this is a dilemma. On one hand, you don’t see any value in this for you, and on the other 
hand, you’re thinking that being in treatment might get you to a place with your family and the law 
where you can get on with your life. Your family and freedom mean everything to you.  

Rick: You got it.  

In this example, the clinician is deliberately not responding to the comments about other group 
members, the program, or the client’s apparent lack of accountability, any of which would likely 
prompt further resistance. Instead, the clinician explores the client’s ambivalence and develops some 
discrepancy between where the client is at with his life and where he would like to be. 

A general rule in motivational interviewing is to offer two or more reflections for each question. While 
questions are not forbidden, offering reflections can be more helpful and in line with motivational 
interviewing’s research base. Offering reflections can feel odd at first, and becomes a habit with time.  

Recognizing and Reinforcing Change Talk 

Research (e.g., Amrhein, Miller, Yahne, Palmer, & Fulcher, 2003) suggests that client statements 
indicating a willingness to make positive changes are the most important material for clinicians to 
explore and reinforce. Originally described as self-motivating statements, change talk signals 
readiness, ability, and willingness to change. It often appears as one small pearl2 in an ocean of 
resistance talk. The clinician focusing on the ocean will miss the pearl. In working with sexual abusers, 
it is easy to imagine the clinician’s work as resembling that of a goalie in ice hockey (although it is 
important to note that treatment is not competitive). In order to be effective, the goalie must focus on 
the puck while being aware that an entire team of athletes (with skates and sticks) is coming at him 
rapidly. In the goalie’s field of vision, the opposing team is large, fast, and threatening. The puck is 
small, but the clear object of focus. Just as the goalie needs to attend to the opposing team, the 
priority —with no disrespect toward the other team— is moving the puck in the right direction.  

Change talk typically consists of four types of statements, known by the acronym DARN: 

Desire (“I want to”) 

Ability (“I’m able to”” or “I could”) 

Reason (“I’ve got some good reasons to”) 

Need (“I need to”) 

These statements deserve special attention, as they may be the first indication that a client is 
motivated to change. Rather than making a case for change, clinicians can be more effective by rolling 
with resistance and reinforcing change talk where they find it. 

Clinician: So this is a dilemma. On one hand, you don’t see any value in this for you, and on the other 
hand, you’re thinking that being in treatment might get you to a place with your family and the law 
where you can get on with your life. Your family and freedom mean everything to you.  

Rick: You got it. I have to find a way to do this. 



Clinician: You’re thinking it’s time to make this happen.  

Rick: I really want my life back and my family back. I just don’t see how I’m supposed to be in some 
group with these people.  

Clinician: It can be confusing getting going in this kind of program. You have a solid goal for your life 
and it’s not clear how you’re going to make it work with the others in this picture. 

Rick: It’s like you said. I want to make sure that I can work with these other people. 

Clinician: Teamwork is going to be a big part of this. 

Rick: Yeah.  

Clinician (summarizing): So let me see if I have this right. You really want to show the judge, probation 
officer, and social services that you can and should stay in the community. You really love your family, 
want your life back, and want to re-build your career and pay your mortgage. It’s hard to get past the 
feeling that you don’t belong in a treatment program, and you’re really wondering what it’s going to be 
like to be in a group with others who’ve been convicted of sex crimes. You’re not happy about this, but 
you’re determined to make it work somehow. Did I get it about right? 

Rick: Yeah. 

In this instance, the clinician is responding primarily to those statements indicating that Rick desires, is 
able, has reasons, or needs to get involved in the treatment program. At this point, Rick has spoken 
mostly of his desire to keep his family together, get on with his life, and be free of the restraints of the 
legal system. The clinician is aware that meaningful completion of treatment will require the client to 
find different motivations (such as a genuine desire to explore his life and make changes) while the 
clinician needs to reflect back whatever willingness to change that the client has to offer. 

Commitment Talk 

Statements involving desire, ability, reason, and need to change are vital. Clinicians should reinforce 
them, reflect, and look for more. It is even more vital to look for signs of commitment to change and 
statements indicating that a person has taken steps towards change. Continuing the conversation: 

Clinician: Did I get it about right? 

Rick: Yeah. Given what the court and social services have done to me, if I don’t finish this program I 
might as well throw in the towel. I don’t like any of this, but I’ve been through hard times before. And 
who knows, maybe I can learn a few things that will help me with my family along the way. 

Clinician: You’re committed to making this work and hope that you can use it to make your life better. 

Below is a list of client resistance and change-talk statements.  In responding to them, keep in mind 
that change talk can appear as a small pearl in an ocean of resistance. The clinician’s job is to collect 
these pearls and feed them back in a summary. 

 This program is just the Department of Corrections in sheep’s clothing. 

 I don’t like any of this. 
 I have to do something to keep that probation officer off my back. 
 How do you know this treatment stuff even works? 

 You’re trying to provide treatment for something I may do in the future? 
 I need to do something to keep my job, not keep a journal. 

 I don’t think they’ll ever let me go home. 



 I got some of my treatment assignments done. 

Examples of change talk can appear anywhere. Pop singer Amy Winehouse, for example, offers a tragic 
account in her song, “Rehab.” The song contains repeated reasons for not going into drug-abuse 
treatment (“no, no, no, I won’t go, go, go”).  After several minutes of protest, she offers some internal 
motivation to change (“I don’t ever want to drink again; I just need a friend”). Media accounts, 
particularly interviews of public figures can provide rich material for reflecting resistance and change 
talk in the moment, even in the absence of genuine conversation. 

Providing Feedback 

In working with people who have sexually abused, clinicians often wonder how best to offer 
constructive feedback that is consistent with the style and spirit of motivational interviewing. These 
clients often seem to invite clinicians to get aggressive in providing feedback. Some general tips 
include: 

 Ask, don’t tell. Asking permission to share feedback sets the stage for a more respectful 
interaction and ensures that the client has some responsibility in that by giving permission he 

or she has acknowledged a readiness to listen. Likewise, eliciting the client’s response helps 
ensure that they listen to the feedback. 

 No fixing things. Clinicians may feel the urge to set the record straight or immediately fix a 
problem. It helps to view feedback as an offering that the client must decide whether to use.  

 Style is everything. Providing feedback can be a particularly sensitive time in the course of an 
interview. Maintaining a spirit of collaboration and respect for autonomy is vital. Given 
correctly, feedback can be far more helpful than unsolicited advice. 

 Ask - Provide - Ask. This framework (also known as elicit - provide - elicit) is an excellent 
approach for clinicians. Essentially it is asking permission to provide feedback, providing the 
feedback, and asking what thoughts the client might have. For example: 

Clinician: Rick, after being in this evening’s group, I have some thoughts I’d like to share with you. 
Would that be OK? (Closed-ended question emphasizes the yes/no nature of the inquiry.) 

Rick: Go ahead. You’re just going to do it anyway. 

Clinician: Actually, I don’t believe it would be helpful or respectful to speak with you about this if 
you’re not willing to listen. I’m not just asking to be polite. 

Rick: OK, then, go ahead. I’m ready. 

Clinician: Rick, the other guys in group have been telling me privately that they feel your behavior is 
disrespectful. They feel that it’s not so obvious as to be openly disruptive or bring the group to a 
screeching halt. However, they do feel that they can’t move forward with their own treatment unless 
you’re an equal, productive member of the group. They’ve mentioned this privately because they feel 
you didn’t take their concerns seriously when they brought it up in group. What’s also important for 
you to know is that I have had the same concerns myself. You appear to view yourself as very different 
from and slightly superior to them. My observation is that although you are good at providing 
supportive and challenging feedback to them, it doesn’t seem that you take their feedback seriously or 
consider it very much. As you know, I have a responsibility for the well being of the entire group. It 
may be that if things continue along these lines, we may need to consider an alternative treatment 
situation for you. Just the same, you have my complete confidence that when you are ready to give 
this group your all, there will be very little that can hold you back. I wonder what thoughts you have 
about that? 



Rick: I’m going to have to think about that. It’s like I said when I first started, it’s hard to do group 
with others who have done worse things than I have. 

Clinician: And where the others in group are investing themselves, it’s hard for you to do the same. 
This is a real dilemma. You have concerns about them and they have concerns about you. 

Rick (after a pause): I hadn’t looked at it that way. 

Clinician: What do you think you might do? 

Rick:  I guess I could bring this up in group. I really want to finish that group and get on with my life. I 
guess I’ve been unfair to them. 

Clinician: As you think about this further, I’m confident you’ll do a good job if that’s what you choose 
to do. See you in a few days! 

In this instance, the clinician has left no doubt as to where the responsibility for treatment 
participation lies. The message is very clear and utterly respectful. Using the ask – provide – ask format 
can lessen resistance, and may make the difference between the client’s success and failure. 

Conclusion 

The desire to be heard, understood, and autonomous is universal, while resistance is largely an 
interpersonal phenomenon. Resistance to change is not the same thing as resistance to others peoples’ 
attempts to change them. At the start of this chapter, a young Milton Erickson recognized that the calf 
simply wanted to resist at that moment, and he rolled with it. His ability to enter the calf’s world 
fostered a solution. Likewise, Rick’s clinician, fearing the consequences should Rick not fully 
participate in treatment, might easily have resorted to a coercive solution that might have produced 
short-term compliance. Of course, this could have come at the expense of long-term change through 
meaningful participation in treatment. 

The research on motivational interviewing is impressive (Hettema, Steele, & Miller, 2005; Lundahl, 
Tollefson, Gambles, Brownell, & Burke, in press). Immersing one’s self in its practice is harder than it 
seems. When the reader is ready, it may be useful to re-visit the questions at the start of this chapter. 
Now write new responses on the other side of the sheet of paper and see how they differ from earlier 
thoughts.  

Most people who attend motivational interviewing trainings find their answers become shorter and 
more helpful. They ask fewer questions and are better able to detect clues as to clients’ internal 
motivations to change. By becoming better listeners, we become better agents of change. 

 

References 

Amrhein, P.C., Miller, W.R., Yahne, C.E., Palmer, M., & Fulcher, L. (2003). Client commitment 
language during motivational interviewing predicts drug use outcomes. Journal of Consulting and 
Clinical Psychology, 71, 862-878. 

Bem, D.J. (1972). Self-perception theory. In L. Berkowitz (Ed.), Advances in experimental social 
psychology (Vol. 6, pp. 2-62). New York: Academic Press. 

Fernandez, Y. (2002). In their shoes: Examining empathy and its place in the treatment of offenders. 
Oklahoma City, OK: Wood’N’Barnes. 



 

Garlan
W.R. M
behav

Hettem
Psycho

Lunda
motiva

Marsha
Sexual

Miller,
can we

Miller,
147-17

Miller,
behav

Miller,
edition

Moyers
interv
www.m

Ryan, 
develo

1 This 
Motiva
to Bill 
Ryerso

2 The a

 
  

nd, R., & Dough
Miller and S. Ro
ior(pp. 303-31

ma, J., Steele,
ology, 1, 91-11

hl, B.W., Tolle
ational intervie

all, W.L. (2005
l Abuse: A Jour

, S., Hubble, M
e learn from th

, W.R. (1983). 
72.  

, W.R., & Rolln
ior. New York:

, W.R., & Rolln
n. New York: G

s, Martin, Man
viewing treatm
motivationalin

 R.M., & Deci, 
opment, and w

article results 
ational Intervie
 Miller, Steve R
on. This article

author is grate

her, M. (1991)
ollnick (Eds.), 
3). New York: 

, J., & Miller, W
1. 

efson, D., Gam
ewing: Twenty

5). Therapist st
rnal of Researc

M., & Duncan, B
hem? Psychoth

 Motivational in

nick, S. (1991).
 Guilford Press

nick, S. (2002).
Guilford Press. 

uel, Miller, & E
ent integrity 3
terview.org. 

E.L. (2000). Se
well-being. Ame

 from the work
ewing Network 
Rollnick, Terri 
e is dedicated t

eful to Steve Be

. Motivational 
Motivational in
 Guilford Press

W.R. (2005). M

bles, C., Brow
y-five years of e

tyle in sexual o
ch & Treatmen

B. (2007, Nove
erapy Network

nterviewing wi

. Motivational 
s. 

.Motivational i
  

Ernst (draft ma
3.0 (MITI 3.0). 

elf-determinat
erican Psycholo

k of an entire c
 of Trainers fo
 Moyers, Denise
to – and borrow

erg-Smith for t

 intervention in
nterviewing - p
. 

Motivational int

wnell, C., & Bur
empirical stud

offender treatm
nt, 17, 109-116

mber/Decemb
ker, 27-56. 

ith problem dri

 interviewing: 

interviewing: P

anuscript). Rev
 Retrieved May

ion and the fac
ogist, 55, 68-7

community of p
r their many id
e Ernst, Marily
ws heavily from

this analogy. 

n the treatmen
preparing peop

terviewing. An

rke, B.L. (in pr
ies. Research o

ment: Influenc
6. 

ber). Supershrin

inkers. Behavio

 Preparing peo

Preparing peop

vised global sc
y 25, 2009 from

cilitation of in
78. 

professionals. 
deas and resou
yn Ross, Chris W
m – Steve Berg-

nt of sexual off
ple to change 

nual Review of

ress). A meta-a
on Social Work

ce on indices of

nks: Who are t

oural Psychoth

ople to change 

ple for change,

ales: Motivatio
m 

trinsic motivat

 I am grateful t
urces. Particula
Wagner, and M
-Smith.  

fenders. In 
 addictive 

f Clinical 

analysis of 
k Practice. 

f change. 

they? What 

herapy, 11, 

 addictive 

, 2nd 

onal 

tion, social 

to the 
ar thanks go 

Marjorie 

 



 

P a g e  | 1  
 

 
 
 

What Do Young People Learn from Coercion? 
Polygraph Examinations with Youth Who have Sexually Abused 

 
 

David S. Prescott, LICSW  
 

 That kid coughed up a whole bunch of new victims  
when he knew we were going to polygraph him. 
                          —  Workshop presenter, 2012 

Introduction 

In the autumn of 2010, the Canadian Province of British Columbia 
suspended and then terminated the use of the penile plethysmograph 
within its Youth Justice system. This came in response to complaints 
about the possible harmful effects of examinations using the plethysmograph. The situation drew 
media attention across Canada (where the polygraph is only rarely used) and the provincial Office of 
the Representative for Children and Youth filed a report summarizing concerns (Turpel-Lafond, 2011). 
Among the points raised in their report was that the absence of documented evidence of any harm 
caused to these youth does not mean that such practices are not harmful. A comprehensive review of 
the B.C. Youth Sex Offender Treatment Program continues to this day.  

Of relevance to all professionals is that many people outside our field have concerns that our 
assessment and treatment technologies can cause harm, even as many of us think we are doing the 
right thing. Many of us believe that if our efforts bring hope and safety to even one other person, it 
will have been worth it. A broader question remains unanswered: How do we account for our actions 
if the person we help is matched by another who we have harmed? 

This article considers adolescents who have sexually abused, and provides cautions against misuse of 
the polygraph. The number of professionals using polygraph examinations with youth who have 
sexually abused has doubled in the past 15 years, despite any meaningful empirical support for its use. 
Initial indications suggest that polygraph examinations can assist with obtaining detailed histories and 
monitoring supervision requirements. However, other areas of research (discussed in this article) 
indicate that professionals should use considerable, if not extreme, caution in employing intrusive 
measures, such as the polygraph, on youth.  

Those interested in employing the polygraph should consider how and if they wish to employ this and 
other potentially coercive elements in their practice (Jenkins, 1990, 1994; Ryan & Deci, 2000). Are 
they seeking short-term compliance or long-term change? To what extent do coercive elements work 
to the detriment of long-term responsibility? How will introducing the polygraph influence the 
treatment culture of a particular agency, and how might professionals accommodate this in their 
program design? Finally, in an era in which professionals are increasingly under pressure to employ 
evidence-bases practices, the evidence to support the use of polygraph with adolescents who have 
sexually abused remains weak at best. The author believes that no matter what the circumstances, 
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adolescents deserve the highest level of care in their treatment. 

Background 

Professionals employing the polygraph with adults who have sexually offended quickly discover that it 
can prompt rapid disclosures (Ahlmeyer, Heil, McKee, & English, 2000; Heil, Ahlmeyer, & Simons, 
2003), even as there little or no research indicating that polygraphy contributes to reduced sexual re-
offense or increased predictive validity (Cook, 2011). Despite broader concerns documented in one 
large-scale analysis (National Academy of Sciences, 2003) and other reviews (e.g., Vrij, 2000), 
polygraph use has increased throughout the United States. McGrath, Cumming, and Burchard (2010) 
report that the use of polygraph with juveniles more than doubled in 14 years, from 22% of programs 
employing it in 1996 to 50% in 2010. The authors note,  These dramatic increases in the United States 
are particularly noteworthy given that polygraph use has not been shown to reduce sexual 
reoffending . Also of concern is the absence of meaningful research on its use with juveniles, and its 
potential impact on them. 

Many professionals have expressed concern that polygraphy is essentially a coercive measure   
seeming to reinforce the worldview that interpersonal coercion is acceptable   and therefore 
particularly inappropriate for use with individuals who have used coercion with harmful intent. Many 
critics charge that it is inherently deceptive because it is most effective when subjects believe it can 
detect their lies, when in fact it measures physiological changes (and not statements) in response to 
questions. Skeptics in numerous disciplines and jurisdictions note that it remains inadmissible in most 
legal proceedings. These concerns are at the forefront of broader research findings that punitive 
approaches to crime do not make it any less likely to happen again (Smith, Goggin, & Gendreau, 2002) 
and that coercive forms of treatment are less effective than voluntary approaches (Parhar, Wormith, 
Derzken, & Beauregard, 2008). Likewise, Lilienfeld (2007) reminds us that our treatments have the 
potential to cause harm. 

Use of the polygraph with youth who have sexually abused has remained controversial (Chaffin, 2011; 
Hunter, 1999). Although Emerick and Dutton (1993) reported favorable results in obtaining 
information, Chaffin (2011) noted more recently the lack of subsequent research to support 
polygraphy with adolescents, especially given its potential negative impact on 1) the developmental 
trajectory of adolescents, and 2) the clinician s ability to establish trust and mutual respect with the 
adolescent, a cornerstone of effective treatment. He further challenges the field to find research 
demonstrating a cost/benefit ratio to warrant the potential harm of the polygraph examination 
experience. Chaffin suggests that we should only use polygraphy if it can be proven to lead to better 
treatment outcomes, prevent future victimization, and protect abusers from the all the consequences 
of abusing again. Currently, this research is lacking. 

Despite these concerns, professionals often continue to extoll the virtues of the polygraph and the 
information it provides. This is despite any evidence that more information is necessarily better 
information. One might reasonably wonder whether it is the information that is helpful or the sense of 
confidence that the professional gains through its extraction. Likewise, is it the information or the 
apparent need for confession that is actually most valuable (e.g., Mann, 2011)?  

Professionals typically employ the polygraph to obtain complete disclosures of sexually harmful 
behavior and to monitor adherence to treatment and supervision requirements. Although the National 
Task Force on Juvenile Sexual Offending stressed that polygraphs should be voluntary and occur with 
informed consent (NAPN, 1993), this is often not the case. In some cases, polygraph examinations are 
the norm for adolescents who have sexually abused (e.g., County of Shasta Juvenile Probation, 2006). 
In others, youth and their families experience considerable pressure to consent to evaluations. Given 
the numerous concerns and legal battles about the potential for unanticipated self-incrimination in 
the adult world (e.g., Blackstone, 2011), it is reasonable to ask whether adolescents and their families 
can truly provide informed consent.   
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A standing question has been whether the polygraph can be used effectively and reliably. In a position 
paper for the California Coalition on Sexual Offending, Hindman and Peters (2004) claim that  more 
than a decade of collective experience suggests that it is reasonable to use polygraph as a clinical tool 
with youth thirteen to eighteen years old and with developmentally disabled individuals.  The authors 
include a list of cautions, including use of the polygraph with individuals who display poor reality 
testing, have cognitive or intellectual deficits, and appear unable to produce  Deception Not 
Indicated  charts even when independent information makes it highly unlikely they are being 
deceptive or have physical conditions that would prevent an accurate examination. 

Although this certainly appears reasonable, it is important to expand our inquiry. Given our 
responsibility for the long-term well-being of young people, what is the best use of the polygraph? 
Just because a polygraph examination can be used in a given situation does not mean that it should 
beused. 

Before considering polygraphy, treatment providers and agencies will need a detailed mission 
statement regarding their approach to the treatment of sexual harm. Although polygraph examination 
has come under increasing scrutiny with respect to individuals  rights against self-incrimination 
(Blackstone, 2011; Fox, 2005), legal challenges in juvenile cases have been less common. A healthy 
skepticism about the current state of interventions with youth who have sexually abused can also be 
helpful. Chaffin and Bonner (1998) caution professionals away from the belief that those working with 
youth who have sexually abused have found all the answers. Their examples of false professional 
beliefs include the assumptions that only abuse-specific treatment can reduce risk; that denial must 
be broken; that good treatment involves strong confrontation; that treatment must be long-term; and 
that deviant arousal and fantasies, grooming of victims, and deceit are all core features of this 
population.  

A primary goal of treatment for youth who have sexually abused is promoting their ability to be 
responsible people. Decades of research remind us that human beings are better able to accept 
responsibility for behavior outside the perceived presence of external pressure (Cialdini, 2001) and 
that people are more persuaded by their own actions and discoveries than by what others tell them 
(Bem, 1972). Further, people are more motivated to change when it comes from their own decisions 
and choices, as opposed to others compelling them to change (Ryan & Deci, 2000). Given the 
literature about how people change, professionals should be very careful with the use of the 
polygraph. 

Seven Reasons to Exercise Caution with the Polygraph 

Reason #1: Youth are different in their treatment needs and willingness to disclose information.  

Youth are inherently different from adults. Their personalities are still developing, they are not fully 
educated, and they lack sophistication in the ways of the world. In part, this is why they do not have 
certain rights until the ages of 18 and 21. 

Research demonstrates that the sexual recidivism rates are lower for youth and that their risk 
indicators are often different from adults (e.g., Caldwell, 2002, 2010). Additionally, youth are 
typically more likely to engage in future non-sexual crime (Långstrom & Grann, 2000; Worling & 
Curwen, 2000). For this reason, assessment and treatment should focus on all forms of problem 
behaviors, including self-harm. Fortunately, youth are often very willing to self-disclose problematic 
thoughts and behaviors under the right conditions (Baer & Peterson, 2002; Lambie & Robson, 2006; 
Worling, 2006; Worling & Curwen, 2000; Worling & Långstrom, 2003; Zolondek, Abel, Northey, & 
Jordan, 2001). 

Further, there is no reason treatment cannot focus on the relevant risk factors in a young person s 
life without a detailed accounting of every sexual experience the adolescent has had. An analogy 
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might be to the treatment of any other behavioral problem in which it is not necessary to chronicle 
every depressive thought the person has had. Certainly, it is important to engage in a comprehensive 
assessment of every youth in order to identify criminogenic treatment needs; professionals can ask 
whether it may be better in the long run to modify the circumstances so that the youth is more 
comfortable sharing this information. A further question for professionals to ask is to what extent 
treatment programs are actually set up to facilitate disclosure within a strong therapeutic alliance, as 
opposed to using the polygraph to meet the needs of professionals in a user-unfriendly environment? 

Reason #2: More information is not always better information 

Newcomers to risk assessment and management often believe that all information gathered is 
important to risk estimates. Research has demonstrated that this is not the case (Monahan, 1981; 
Quinsey, Harris, Rice, & Cormier, 2006). One adult actuarial scale, Static-99 (Hanson & Thornton, 
2000), specifically excludes the information provided by polygraphy (Harris, Phenix, Hanson, & 
Thornton, 2003, p. 15); although, part of the reason for this is that polygraph data were not available 
for subjects in the instrument s original standardization sample. A recent study (Cook, 2011) found 
that new information produced via polygraph did not improve the predictive validity of Static-99.  

Likewise, using information obtained by the polygraph to make inferences about behavioral and sexual 
proclivities may be less helpful due to the dynamism of adolescent sexual arousal (Hunter, Goodwin, 
& Becker, 1994; Nisbet, Wilson, & Smallbone, 2004; Prentky & Righthand, 2003). The inescapable fact 
is that the sexual interests and arousal patterns of adolescents are subject to change without notice. 

Further, Worling & Curwen (2000) found that self-reported deviant sexual interests were predictive of 
sexual recidivism. Worling and Långstrom (2003) concluded that  it is encouraging that the evidence 
to date in support of this factor is based on the results of clinical interviews and observation  (p. 
345), particularly in light of at least one small study where phallometrically assessed deviant arousal 
did not correlate with recidivism (Gretton, McBride, Hare, O Shaughnessy, & Kumka, 2001).  

Finally, professionals might first wish to consider what the additive value of new disclosures will be. 
Focusing efforts on compelled disclosure of numbers of victims may actually be missing the point. 
There is simply no evidence that understanding, identifying, and managing risk factors requires an 
exact victim count.  

As an example, a common argument in favor of the sexual history polygraph is that it can assist in 
safety planning. For example, before reuniting an adolescent with his family, professionals want to 
know if he has abused others in the home or neighborhood. Setting aside other issues, it is unclear 
how having this information actually contributes to safety. One might wonder whether all safety plans 
should not take into account that this may have been the case and that supervision by adults should 
be increased, even if only to prevent further allegations. Is an exact victim count from the past 
necessary to protect people (including the client) in the future? Is professionals  time not better spent 
crafting plans that will create safety and wellbeing for all? 

Reason #3: Polygraph examinations have the potential to be re-traumatizing and may contribute 
to dysfunctional beliefs 

Rates of victimization and trauma among youth who have abused can be very high (Crittenden, 
Claussen, & Sugarman, 1994; Schwartz, Cavanaugh, Prentky, & Pimental, 2006; Sisco, Becker, 
Sanders, & Harvey, 2006). Many of these youth have had little experience with supportive or pro-
social adults. Professionals may wish to consider whether young people will view the professionals  
actions as helpful to change or as further evidence that adults are hostile, controlling, and punitive 
(Mann & Beech, 2003). After all, these attitudes themselves can act as risk factors, whether by fueling 
a sense of entitlement, or as part of a larger array of antisocial attitudes and beliefs. Ultimately, 
professionals will want to ask just what they are modeling for adolescents, and how they know they 
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are accomplishing it.  

The polygraph uses fear and anxiety to compel people to tell the truth (Kokish, 2003; National 
Academy of Sciences, 2003). It is also vital to remember that the anticipation of a polygraph 
examination can also create fear, anxiety, and uncertainty, each of which can influence the 
treatment progress of adolescents. At the very time when professionals are essentially asking clients 
to build a new and better life, they are introducing an anxiety-provoking experience into the process. 
Given the tendency of these young people to have had very negative life experiences, polygraphy 
brings risks, including: 

a) Emulating abusive environments, thereby sending the message that it is OK for adults to be 
coercive, intrusive, and fear inducing. 
b) Providing the youth with cause to believe that he or she is a bad person (i.e.,  If they re treating 
me like this, I must really deserve it   I must be fundamentally bad and untrustworthy ). It is one 
thing for supportive adults to try to say otherwise, but actions often speak louder than words. 
c) Communicating to the youth that adults either do not understand or care about him. 
d) Over-disclosure by the youth in the hopes of  passing.  

A useful question for professionals to ask is whether they are minimizing the harm done to clients 
even as they seek to prevent further minimization of harm by their clients? Decades of psychotherapy 
research have made it clear that the therapeutic alliance predicts the level of engagement and vice 
versa (Duncan, Miller, Wampold, & Hubble, 2010). The same research has also established therapeutic 
alliance as crucial to successful outcomes in therapeutic settings. When professionals describe the 
polygraph as a  clinical tool , does this mean they have used it to replace clinical skills? 

Reason #4: Those who have survived sexual abuse rarely wish to be identified by the polygraph. 

Some professionals have advocated that the polygraph can obtain information on survivors who have 
not come forward to disclose sexual abuse. While some professionals may feel that those harmed may 
now be able to get help, not all survivors of sexual abuse need or want it. To this end, bringing 
victims to the attention of authorities may itself be highly intrusive and re-traumatizing.  In the end, 
those who have survived sexual abuse should be free to disclose abuse   or not   at whatever time or 
in whatever place they choose.  

Reason #5: Young people may have long-term treatment needs, but the polygraph may only have 
short-term utility 

The goal of treatment for adults who have sexually offended is typically the simple stopping of abuse. 
Society presumes that adults are accountable for their actions and should use the skills learned in 
treatment for the rest of their lives. Other treatments are ancillary.  

By definition, adolescents are young people in development. This is true across all aspects of their 
functioning: physical, psychological, familial, criminological, psychosexual, etc.  Interventions are 
best aimed not only at stopping the abuse, but at helping them become responsible adults. The most 
successful interventions go beyond holding them accountable to teaching what accountability actually 
is and having them practice it (Prescott, 2011). These are among the reasons why juvenile courts have 
historically been rehabilitative, while adult court actions are more punitive and corrective (Trivits & 
Repucci, 2002). 

Therefore, all interventions with young people must look at their long-term needs in order to guide 
them in desisting from crime. Polygraph examinations result in short-term compelled disclosures; how 
they actually contribute to a balanced, self-determined lifestyle in longer term is unknown (Wilson, 
2009). 
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Reason #6: Disclosure is not always the same as honesty 

There is no question that honesty is an appropriate goal of treatment, but is compelled disclosure 
really the same thing? Professionals and programs may wish to ask whether they are promoting 
honesty as a value or simply demanding disclosure. Many professionals have come across young people 
exaggerating, even fabricating disclosures of harmful behavior in the belief that this signals treatment 
progress. It is possible that promoting honesty as a value involves social judgments around when not 
to tell the entire truth (Ekman, 1992; Vrij, 2000). For youth who categorically deny the offenses for 
which they have been adjudicated, there may be aspects of adult deniers  programs (Brown, 2005; 
Marshall, Thornton, Marshall, Fernandez, & Mann, 2001; Serran & O Brien, 2009) that can inform 
treatment strategies with youth before resorting to the polygraph.  

Outside pressure on professionals to maintain community safety has never been greater. Professionals 
may wish to consider whether they are seeking disclosure due to outside pressure (e.g., to convince 
referring agencies that they are getting the truth) or to facilitate the youth s investment in his own 
treatment process and future. If the goal is a complete and honest accounting, professionals may wish 
to consider whether they can first obtain this through treatment interviews. 

Reason #7: Interventions are more effective when they are science-based. 

Proponents frequently point to the importance of disclosure in the treatment of sexual aggression. 
However, how much disclosure is actually necessary remains an open empirical question; to the 
present, there is no evidence that full disclosure is necessary to meaningfully reduce risk. 
Professionals considering the polygraph will wish to consider to what extent their judgments are 
effected by moral convictions and cultural beliefs in the importance of confession.  

Likewise, professionals are under fierce pressure from outside agencies to ensure community safety. 
The polygraph can give the appearance that one has done everything they can to produce a safer 
client and community, but does it do so at the cost of other factors (e.g., therapeutic alliance and 
engagement) that actually have an evidence base in risk management? 

Use and Misuse 

Professionals will need to be familiar with ethical guidelines and standards for the use of polygraph as 
well as the ethics of their profession. Chaffin (2011) has observed that central to the ethical codes of 
many professional organizations are beneficence, nonmaleficence (avoiding harm to one s client), 
respect for autonomy, and justice. As an example, the World Medical Association has held that an 
ethical breach could exist for providers who are present at harsh interrogations (cited in Chaffin, 
2011). While treatment for sexual aggression frequently involves waivers of confidentiality, 
professionals will wish to exercise extreme care before using the polygraph, especially with people 
who are in the custody of others. Chaffin further observes that the compulsory nature of treatment 
with mandated clients places a greater (not lesser) obligation on treatment providers. 

Additionally, professionals who decide to use the polygraph should use care in selecting their 
methods. Craig and Molder (2003) reported that a number of examiners in their study used polygraphy 
with early adolescent populations including juveniles as young as seven, and that  more than half of 
the respondents do not use any special modifications when testing a juvenile, treating them exactly 
like an adult during the test  (p. 72). The conditions in which these polygraph examiners tested pre-
adolescents are unspecified. The effect of these examinations on these young people is unknown.  

Others have reported problematic use of the polygraph. Practitioner concerns have highlighted 
parents urging their son to fabricate material in order to pass the polygraph examinations that they 
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were required to pay for. Some programs have made passing the polygraph a condition of treatment 
progress and family reunification. Many professionals have described clients returning to incarceration 
after disclosing new information as a part of processes originally designed to be therapeutic. 
Professionals therefore need to provide safeguards against the polygraph becoming a barrier to 
investment in change, a false indicator of progress, or an inadvertent means of self-incrimination.  

Considerations 

Before (or instead of) employing polygraphy within clinical settings, professionals may wish to 
consider any or all of the following: 

• Are there specific questions that only a polygraph examination can answer? What have 
providers not done that would ensure a meaningful understanding of the youth? 

• Has the youth received a comprehensive assessment using empirically supported tools that 
describes risks and needs? Has that assessment spoken to the best ways that the youth can be 
motivated for treatment and long-term change? Does it speak to the young person s learning 
style and other factors that will allow him or her to access the available treatment? 

• What other methods are available that can be used prior to (or instead of) using the 
polygraph? 

• Are there psychiatrically co-morbid conditions that will cause this young person to have an 
adverse reaction to the polygraph experience, whether in the short or long term?  For 
example, while a polygraph examination may provide useful information in the present, how 
will it influence in the future a young person with a history of trauma or diagnosis on the 
Autism spectrum? Will the client recall it as a helpful experience or another example of 
coercive adults providing them with bad experiences? What steps will prevent the latter? 

• Does the young person have other vulnerabilities? To what extent might a polygraph 
examination cause harm? 

• What protections have adults put into place to protect against self-incrimination? Do these 
take into account that youth are inherently less able to provide informed consent than the 
adults who care for them? 

• How does this polygraph examination promote the self-efficacy and long-term interests of 
this youth? Have all other options been exhausted? 

• What is the young person s current level of investment in treatment, and how can adults 
increase it before (or without) using the polygraph? 

• In the final analysis, is a polygraph examination truly the least restrictive intervention? 
• Has the program or provider done enough to explore and promote those factors associated 

with desistance rather than resistance? 

Conclusion 

The use of polygraph examinations with juveniles, to the present, remains empirically unsupported 
and potentially counterproductive. One may reasonably ask whether we are really doing our best 
when we use a tool that may introduce more problems than it solves. How do coercive methods 
nurture healthy lives and safe communities? How does forced disclosure actually help survivors who 
have chosen not to come forward? Young people   regardless of their past behavior   deserve our 
highest standard of care. Perhaps more to the point, is this the best practice of which treatment 
providers are capable?   
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Background 

In what would become a highly influential essay back in 1974 
criminologist Robert Martinson asked “Does nothing work?” His 
concern, during a time of political turmoil and change in the USA, was 
that rehabilitation efforts in prisons weren’t working and that this 
would result in massive de-funding and elimination of services in the 
criminal justice world. His essay, which became the basis of the 
“nothing works” philosophy, was premature. Indeed, the following 
year, Martinson was part of a team whose findings were more 
optimistic (Lipton, Martinson, & Wilks, 1975). Martinson would 
subsequently recant his earlier arguments (Martinson, 1979), but by 
then the stage was set for decades of belief that criminals don’t 
change and that treatment doesn’t work. It would be roughly 15 years 
before improved statistical methods further supported rehabilitative 
efforts in the criminal justice field (e.g., Gendreau & Ross, 1987). 

Against this backdrop, many, although by no means all, efforts to treat 
people who had sexually abused were overtly confrontational in nature 
(e.g., Salter, 1988).  In many ways, this presented professionals with 
dilemmas. Many overtly confrontational professionals also managed to 
maintain seemingly excellent relationships with their clients. On the other hand, many professionals who 
worked in the 1980s and early 1990s recall receiving explicit instruction on harsh confrontation that would 
have been considered completely unacceptable in more traditional mental health settings, but not how to 
develop a relationship, much less agreement on the goals and tasks of the treatment experience itself. 
Further, there is a commonly observed clinical phenomenon: Many clients who have been violent can 
interact in subtly provocative ways that appear to “invite” their therapists to interact with them in a 
violent way (Jenkins, 1990). 

This chapter proposes that, contrary to historical wisdom, actively engaging clients in treatment is critical 
to success. Ultimately, decades of research has shown that meaningful change cannot be imposed on a 
client any more than teachers can force education into the brains of elementary school students. A central 
problem in current methods of treatment provision is that professionals can make highly inaccurate 
assumptions about their clients’ experience of treatment (Beech & Fordham, 1997). 
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The most recent sexual offender treatment outcome meta-analysis (Hanson, Bourgon, Helmus, & Hodgins, 
2009) found that programs adhering to the effective correctional principles (i.e., those of risk, need, and 
responsivity) have the greatest effect on sexual re-offense rates. Also known as the risk-need-responsivity 
model, these principles, summarized by Andrews & Bonta (2010), have explained the success and failure of 
numerous criminological interventions. Simply put, the risk principle holds that the majority of treatment 
resources should be allocated towards those who pose the highest risk. The need principle holds that 
interventions should focus on treatment goals demonstrated to be related to criminal re-offense. 
The responsivity principle holds that interventions should be tailored to the individual characteristics of 
each client. This last principle can sometimes be the most confusing and challenging for programs to 
achieve. At its most basic level, the responsivity principle includes efforts to ensure that the client is 
capable of responding to an intervention (e.g., matching treatment to cognitive abilities). At a more 
challenging level, responsivity involves efforts at understanding motivation to change and what problems 
may constitute barriers to meaningful engagement in treatment. 

People convicted for sex crimes very frequently present with barriers to immediate treatment engagement 
(Mann, 2009). In some cases, these barriers include responsivity issues such as learning disabilities or 
concerns about acknowledging one’s actions. The very nature of the material covered in these programs 
increases the likelihood of attrition, especially among those who would benefit from treatment the most. 
However, those who are able to establish meaningful and relevant treatment goals are more likely to 
complete treatment programs and reduce their risk for re-offense. Ultimately, the challenge for treatment 
providers is to create an environment in which change is possible; where treatment is tailored to each 
client’s abilities; and where there is agreement on the nature of the relationship, the goals and tasks of 
treatment, and accommodation of strong client preferences (Bordin, 1979; Duncan, Miller, Wampold, & 
Hubble, 2010; Norcross, 2011). 

Professionals treating people who have sexually abused need expertise at understanding their clientele, as 
well as global knowledge of how to establish empirically supported treatment goals. These professionals 
also need expertise in providing treatment and helping clients navigate change processes. Where the daily 
challenge lies, however, is in developing expertise at building responsivity in each of their clients. 

An emerging body of research indicates that incorporating formal feedback regarding progress and 
engagement into treatment services builds responsivity while simultaneously improving outcome and 
retention (Lambert, 2010).  Briefly, Feedback-Informed Treatment (FIT) has been successfully integrated 
into both mental health and substance abuse services, serving both voluntary and mandated clients, in 
agencies and systems of care around the world (Bertolino & Miller, 2012).  Multiple, randomized clinical 
trials demonstrate that adding FIT to existing treatment services as much as doubles the effectiveness of 
the care provided, and reduces attrition and deterioration rates by 50% and 33%, respectively (Miller, 
Hubble, Chow, & Seidel (2013).  

In practice, FIT involves administering two scales over the course of treatment; one measuring the quality 
of the therapeutic relationship, the other assessing progress or outcome.   Over 1,100 studies have made 
clear the importance of the therapeutic relationship to treatment outcome (Duncan, Miller, Wampold, & 
Hubble, 2010). Indeed, in an era that emphasizes evidence-based practice, the therapeutic relationship is 
the most evidence-based concept in psychotherapy research (Miller & Bargmann, 2011). Understanding 
changes in the relationship can help ensure that clients are meaningfully engaged in change efforts, assist 
treatment providers in adjusting their strategies to meet each client’s needs (thereby adhering to the 
responsivity principle), and act as an early warning system for treatment deterioration and failure. At the 
same time, research has demonstrated that changes in a person’s individual, relational, and social 
functioning are strong predictors of successful therapeutic work (Miller & Bargmann, 2011; Miller, Duncan, 
& Hubble, 2004). 

To date, research shows that access to real time feedback regarding progress and engagement provides 
clinicians with an opportunity to adjust services in a way that enhances individual client responsivity and 
achievement of treatment goals (e.g., decreased reoffending).  The same body of evidence documents that 
FIT promotes professional development, resulting in measureable improvements in individual provider 
responsivity and effectiveness (Miller, Hubble, Chow, & Seidel, 2013).  In 2013, FIT was deemed an 
evidence-based practice by the Substance Abuse and Mental Health Service Administration (SAMHSA) and 
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listed on the National Registry of Evidence Based Practices and Programs 
(see http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=249). 

What are the Barriers to Seeking Feedback? 

Treatment providers are under enormous pressure to produce results under difficult circumstances (e.g., 
Oaks, 2008). Shrinking budgets, difficulties maintaining contact with other over-burdened professionals and 
outside stakeholders (e.g., program administrators, supervising agents, victims’ advocates), and a clientele 
that would frequently prefer to be anyplace else are the everyday realities of the sexual offender 
treatment provider. Add to this the inherent ethical challenges (such as balancing client beneficence and 
community safety), and it is not surprising that many professionals can lose their focus on the client’s 
experience of treatment. In many regions, there can be an implicit belief that participation in treatment is 
a privilege and must take place to the complete satisfaction of the provider and/or supervising agent. The 
unspoken expectation is that the client must change according to a process and timetable set by the 
treatment provider or supervising agent. Under these conditions, it shouldn’t come as a surprise that 
attrition rates are high, and that – in many instances – little effort takes place to prevent it. 

Another barrier to collecting feedback is that many treatment providers believe they already do it. In these 
authors’ experience, many treatment providers have expressed that they can tell by the client’s 
expressions and mannerisms how treatment is progressing. Others have felt that because they ask questions 
such as “how was group today?” that they are therefore soliciting feedback. Unfortunately, such vague 
information-gathering amounts to little more than a polite nicety similar to the easily ignored feedback 
surveys offered in some restaurants. Clients need to know that someone is genuinely interested in their 
thoughts or it is highly likely they will say only what will meet their momentary needs for the situation. 

What Kinds of Feedback Systems Exist? 

Within the field of treating sexual aggression, the available measures for assessing treatment progress 
examine change in dynamic risk factors, but do not examine factors related to engagement or predictive of 
treatment response (e.g., the therapeutic relationship, client functioning).  Finding the right measure can 
be a daunting process.  In 1996, Ogles, Lambert, and Masters reviewed available tools and found over 1,400 
measures had been used to measure the effectiveness of psychotherapy. For the most part, the vast 
majority of these measures have been designed for the purpose of research or as part of a comprehensive 
evaluation. 

A key consideration in selecting a method for gathering feedback is for it to be user-friendly and to provide 
real-time results. Until recently, many of the available measures have involved over 40 questions and 
required specialized software and outside consultation. The client and/or their family would take time 
during a clinical session to fill this out, and the results would not come back to the treatment provider for 
several days to weeks. Consider this case example from the first author’s experience. 

Jackie is a clinician providing in-home services for adolescents who have sexually abused. The Department 
of Human Services (DHS) for her state has taken the research on measuring clinical outcomes very seriously 
and has mandated that all therapists providing in-home services use a standardized measure for tracking 
clinical outcomes. The position of the DHS administration is praiseworthy. As one senior administrator put 
it, “We have an awesome obligation to the taxpayers and public at large. It is essential that we make sure 
that the services we provide are working and that if they are not that the providers have some idea of what 
they can do to reach our state’s most vulnerable citizens.” At a meeting of DHS administrators and their 
treatment providers, however, the mood was not so optimistic. Many treatment providers whispered 
amongst themselves that the information gleaned from this measure would be used against them by a 
governmental agency that is more adept at creating attractive spreadsheets than at understanding the 
complex needs of the families it serves. “My clients have real problems. They often complain that things 
are getting worse just before they’re actually getting better,” one treatment provider said. “Now the state 
wants information for a spreadsheet that they can put before the governor. Well, I’m not ‘spreadsheet 
guy.’” 
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Attempting to mandate a feedback structure such as this without gaining meaningful buy-in placed every 
professional, including the DHS administration, their stakeholders, and clientele, in a difficult position. It 
was Jackie, however, who observed how this approach played out at the front lines of treatment: 

What I think the state administration forgets is what an honor it is to actually work with these clients. I 
really become a part of their lives. I have to do a special kind of dance with them in order to keep them 
engaged. Now I have to bring a laptop and have them fill this thing out so that their data – their lives – go 
to another state for analysis. At the end of the day, no matter that they might have brought things on 
themselves, these people are in pain and one of the greatest things I can do is listen. And on the days 
when we fill out this measure, that can’t happen. So this is one more meaningless thing we do to get to 
the real issues. By the time I get to the feedback and the consult calls, everything’s changed. 

This example highlights many of the ways in which the best-intentioned attempts of large groups of people 
to improve services can fail. Brown, Dreis, and Nace (1999) report that “any measure or combination of 
measures that [take] more than five minutes to complete, score, and interpret [are] not considered 
feasible by the majority of clinicians”. Measures that are user-friendly and provide real-time feedback are 
therefore all the more important when one considers the often urgent circumstances in which clients and 
treatment providers exist. 

Although any measures may be used in FIT, two scales that have proven useful for monitoring the status of 
the relationship and progress in care are the Session Rating Scale (SRS [Miller, Duncan, & Johnson, 2000]), 
and the Outcome Rating Scale (ORS, [Miller, & Duncan, 2000]).  The SRS and ORS measure alliance and 
outcome, respectively.  Both scales are brief, self-report instruments that have been tested in numerous 
studies and shown to have solid reliability and validity (Miller & Schuckard, 2013).  Most importantly, 
perhaps, available evidence indicates that routine use of the ORS and SRS is high compared to other, longer 
measures (99% versus 25% at one year [Miller, Duncan, Brown, Sparks, & Claud, 2003]). 

Administering and scoring the measures is simple and straightforward.  The ORS is administered at the 
beginning of the session.  The scale asks consumers of therapeutic services to think back over the prior 
week (or since the last visit) and place a hash mark (or “x”) on four different lines, each representing a 
different area of functioning (e.g., individual, interpersonal, social, and overall well being).  The SRS, by 
contrast, is completed at the end of each visit.  Here again, the consumer places a hash mark on four 
different lines, each corresponding to a different and important quality of the therapeutic alliance (e.g., 
relationship, goals and tasks, approach and method, and overall).  On both measures, the lines are ten 
centimeters in length.   Scoring is a simple matter of determining the distance in centimeters (to the 
nearest millimeter) between the left pole and the client’s hash mark on each individual item and then 
adding the four numbers together to obtain the total score (the scales are available in numerous languages 
at: http://scottdmiller.com/performance-metrics/). 

In addition to hand scoring, a growing number of computer-based applications are available which can 
simplify and expedite the process of administering, scoring, interpreting, and aggregating data from the 
ORS and SRS.  Such programs are especially useful in large and busy group practices and agencies.  They 
have the added advantage of providing a real time computation of provider and program outcomes as well 
as a normative comparison for judging individual client progress and determining risk Figure 1 illustrates 
the progress of an individual client over the course of six treatment sessions.  The red and green zones 
show how unsuccessful and successfully treated clients respond based on a large normative sample, 
including 427,744 administrations of the ORS, 95,478 episodes of care delivered by 2,354 providers.  As can 
be seen, the client is not responding like people who end services successfully, enabling providers to make 
adjustments aimed at improving outcomes in real time. 
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Figure 1: The green area represents successful outcomes; the red area represents unsuccessful 
outcomes. The solid black line represents the actual ORS score, plotted session by session from 
left to right (Screen shot courtesy of fit-outcomes.com) 

Detailed descriptions of these applications can be found online at:  http://scottdmiller.com/performance-
metrics/.   

Of course, soliciting clinically meaningful feedback from consumers of therapeutic services requires more 
than administering two scales.  Clinicians must work at creating an atmosphere where clients feel free to 
rate their experience of the process and outcome of services: (1) without fear of retribution; and (2) with a 
hope of having an impact on the nature and quality of services delivered. 

Interestingly, empirical evidence from both business and healthcare demonstrates that consumers who are 
happy with the way failures in service delivery are handled are generally more satisfied at the end of the 
process than those who experience no problems along the way (Fleming & Asplund, 2007).  In one study of 
the ORS and SRS involving several thousand “at risk” adolescents, for example, effectiveness rates at 
termination were 50 percent higher in treatments where alliances “improved” rather than were rated 
consistently “good” over time.  The most effective clinicians, it turns out, consistently 
achieve lower scores on standardized alliance measures at the outset of therapy thereby providing an 
opportunity to discuss and address problems in the working relationship—a finding that has now been 
confirmed in a number of independent samples of real world clinical samples (Miller, Hubble, & Duncan, 
2007). 

Beyond displaying an attitude of openness and receptivity, creating a “culture of feedback” involves taking 
time to introduce the measures in a thoughtful and thorough manner.  Providing a rationale for using the 
tools is critical, as is including a description of how the feedback will be used to guide service delivery 
(e.g., enabling the therapist to catch and repair alliance breaches, prevent dropout, correct deviations 
from optimal treatment experiences, etc.).  Additionally, it is important that the client understands that 
the therapist is not going to be offended or become defensive in response to feedback given.  Instead, 
therapists must take client’s concerns regarding the treatment process seriously and avoid the temptation 
to interpret feedback clinically.  When introducing the measures at the beginning of a therapy, the 
therapist might say: 

(I/We) work a little differently at this (agency/practice).  (My/Our) first priority is making sure that you 
get the results you want.  For this reason, it is very important that you are involved in monitoring our 
progress throughout therapy.  (I/We) like to do this formally by using a short paper and pencil measure 
called the Outcome Rating Scale.  It takes about a minute.  Basically, you fill it out at the beginning of 
each session and then we talk about the results.  A fair amount of research shows that if we are going to 
be successful in our work together, we should see signs of improvement earlier rather than later.  If what 
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we’re doing works, then we’ll continue.  If not, however, then I’ll try to change or modify the 
treatment.  If things still don’t improve, then I’ll work with you to find someone or someplace else for you 
to get the help you want.  Does this make sense to you? (Miller & Duncan, 2004; Miller & Bargmann, 2011). 

At the end of each session, the therapist administers the SRS, emphasizing the importance of the 
relationship in successful treatment and encouraging negative feedback: 

I’d like to ask you to fill out one additional form.  This is called the Session Rating Scale.  Basically, this is 
a tool that you and I will use at each session to adjust and improve the way we work together.  A great 
deal of research shows that your experience of our work together—did you feel understood, did we focus 
on what was important to you, did the approach I’m taking make sense and feel right—is a good predictor 
of whether we’ll be successful.  I want to emphasize that I’m not aiming for a perfect score—a 10 out of 
10.  Life isn’t perfect and neither am I.  What I’m aiming for is your feedback about even the smallest 
things—even if it seems unimportant—so we can adjust our work and make sure we don’t steer off 
course.  Whatever it might be, I promise I won’t take it personally. I’m always learning, and am curious 
about what I can learn from getting this feedback from you that will in time help me improve my 
skills.  Does this make sense? (Miller & Bargmann, 2011). 

Case Example 

Eric was 19 when he came into treatment. He had accepted a plea agreement of numerous fourth-degree 
charges for Simple Assault following allegations that he had molested an 11-year-old girl, the daughter of 
some family friends. Eric did not acknowledge culpability during the assessment process. 

Eric entered his first session understandably guarded. His initial ORS score was 30 of a possible 40. 
However, with attempts by the therapist to understand his situation at a deeper level, Eric’s score went 
down to 15, well within the range of people who are distressed enough to seek therapy. Over time in the 
session, Eric and his therapist discussed his situation further. 

At the end of the session, the therapist introduced the SRS with the template used above. Eric provided 
scores that totaled to 39. This is above the cutoff and suggestive of a positive alliance, although the lowest 
score was on the item related to goals. This led to considerable discussions about what would be 
meaningful to Eric given the results of an earlier evaluation. 

Eric’s ORS scores rose over 12 weeks to 30. At 12 weeks, he discussed the crime for which he’d entered 
treatment at a much deeper level. He worked with his therapist and entered group treatment with others. 
This group also used the ORS and the Group SRS. 
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Figure 2: A plot of Eric’s treatment progress. The green area represents successful outcomes; the 
red area represents unsuccessful outcomes. The solid black line represents the actual ORS score 
plotted session by session from left to right, while the gray line indicates the actual SRS scores 
(Screen shot courtesy of fit-outcomes.com) 

This case example shows how the measures can work in improving outcomes. However, Eric’s case also 
shows how they can be used to detect cases at risk of dropout or non-investment. Had Eric’s numbers 
fallen, the measures may have provided an early warning that Eric’s situation was getting worse. This 
would be particularly helpful in Eric’s case when one considers that Eric, like many other clients, was not 
always forthcoming with concerns and responded better to therapeutic elicitation of concerns. 

Now That We Have Feedback, What Next? 

As effective as feedback has proven to be in improving engagement and outcome, it is not enough for 
development of expertise.  Consistent with the literature on superior performance, the evidence shows 
that clinicians do not necessarily learn from the information provided.  For instance, De Jong, van Sluis, 
Nugter, Heiser, and Spinhoven (2012) found that not all therapists benefit from feedback.  In addition, 
Lambert reports that practitioners do not get better at detecting when they are off track or their cases are 
at risk for drop out or deterioration, despite being exposed to “feedback on half their cases for over three 
years” (Miller et al., 2004, p. 16).  In effect, feedback functions like a GPS, pointing out when the driver is 
off track and even suggesting alternate routes, while not necessarily improving overall navigation skills or 
knowledge of the territory and, at times, being completely ignored.  

Learning from feedback requires an additional step: engaging in deliberate practice (Ericsson, Charness, 
Feltovich, & Hoffman, 2006).  Deliberate practice, as the term implies, means setting time aside time for 
reflecting on feedback received, identifying where one’s performance falls short, seeking guidance from 
recognized experts, and then developing, rehearsing, executing, and evaluating a plan for 
improvement.   Research indicates that elite performers across many different domains devote the same 
amount of time to this process, on average, every day, including weekends.  In a study of violinists, for 
example, Ericsson and colleagues found that the top performers devoted two times as many hours (10,000) 
to deliberate practice as the next best players and 10 times as many as the average musician.   In addition 
to helping refine and extend specific skills, engaging in prolonged periods of reflection, planning, and 
practice engenders the development of mechanisms enabling top performers to use their knowledge in 
more efficient, nuanced, and novel ways than their more average counterparts (Ericsson & Stasewski, 
1989).  

Results from psychotherapy outcome psychotherapy research are in line with findings on factors that 
account for the development of expertise.  For example, Chow, Miller, Kane, and Thornton (in preparation) 
examined the relationship between outcome and practitioner demographic variables, work practices, 
participation in professional development activities, beliefs regarding learning and personal appraisals of 
therapeutic effectiveness.  Consistent with previous findings (c.f., Anderson, Ogles, Patterson, Lambert, & 
Vermeersch, 2009; Wampold & Brown (2005), they found that therapist gender, qualifications, professional 
discipline, years of experience, and time spent conducting therapy were unrelated to outcome or therapist 
effectiveness. Furthermore, similar to findings reported by Walfish, McAlister, O’Donnell, and Lambert 
(2012), therapist self-appraisal was not a reliable measure of effectiveness. Instead, as illustrated in the 
Figure 3, the amount of time therapists spent engaged in solitary activities intended to improve their skills 
predicted differences in outcome. 
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Figure 3:  Therapists Grouped into Thirds based on their Adjusted Scores as a function of their 
accumulative time spent on solitary practice in the first eight years of clinical practice. 

Such findings provide important support for the key role deliberate practice plays in the development of 
expertise.  

Conclusion 

Therapists have long desired to make interventions more meaningful to clients and the community alike. 
Addressing risk factors, acquiring and enacting skills, balancing client beneficence and community safety 
and many other components of current sexual offender treatment programs are vital to long-term change. 
FIT is not a replacement to other forms of treatment, but rather offers new ways to reach clients, improve 
one’s performance, reduce variability between therapists within agencies, and detect cases at risk for 
dropping out or participating at a superficial level. Ultimately, it also offers clinicians new structures for 
reaching beyond their current therapeutic limitations. 
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