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OBJECTIVES

Increase awareness of several guiding principles for 
effective interventions.

Discuss strategies for enhancing individualized and 
socioecological interventions with juveniles who have 
offended sexually.

Consider ways to enhance effective interventions 
along a continuum of care. 

GUIDING PRINCIPLES – A FEW
Use a developmental lens.
– Understand developmental immaturity

– Recognize normative sexual development

Provide assessment - driven interventions:
– Appreciate each youth is unique with strengths as well as 

challenges 

Employ a socioecological framework, involving:
– Caregivers / families

– Other community supports

(e.g., ATSA Adolescent Practice Guidelines, 2017; NCSBY: Preamble: Our Core 
Beliefs, 2018, http://www.ncsby.org/content/guiding-principles-0)

LABELS HARM

Harris & Socia (2014) evaluated the term “sex offender” 
in a large nationally representative study.
Those with “juvenile sex offender” language more likely 
to consider the youths:
• A special breed; treatment not likely to be effective

• Intractable, likely to reoffend and become                              
“adult sex offenders”

• Needing special policies & practices                              
(e.g., notification, registration)

USE PERSON FIRST LANGUAGE!  (e.g., ATSA journal, 2018)

SO WHAT HELPS?

EVIDENCE-BASED PRACTICE

The integration of the best available treatment outcome 
research with clinical expertise in the context of patient 
characteristics, culture, and preferences.

Evidence-Based Practice can facilitate good outcomes.

(American Psychological Association, 2006). 

RESEARCH EVIDENCE:  IS THE 
INTERVENTION ANY GOOD?

Is the intervention based on a well-founded theory of 
behavior change (e.g., developmental v deviance models)?
Are expected outcomes clearly defined (e.g., reduced 
problem behaviors, increased positive ones)?
Is the intervention testable and replicable (e.g., are activities 
for achieving the outcomes clearly described)?

Are differences in treatment outcomes (e.g., recidivism) due 
to the intervention (treatment)? 
 Are there appropriate program evaluation methods?

 Are there reliable and valid outcome measures?
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EVIDENCE VARIES

Research designs, e.g.,

– Randomized controlled studies (GOLD STANDARD)
Treatment group is compared with an untreated “control” 

Groups are as similar as possible, except whether they are receiving 
the treatment under study

Practical & ethical issues conducting such high quality research 
abound

– Quasi-experimental designs, e.g., nonequivalent comparison 
groups, waitlist controls, pre – post assessments

– Meta-analysis… 

Of high quality studies

EVIDENCE VARIES

Other evaluation considerations include:
– Fidelity to a treatment manual / or specified treatment process

Requires training, monitoring / supervision

Correcting for implementation problems, e.g., natural drifts

– Sample size / characteristics / setting 
Unique – Representative?

– Independence of researcher

EVIDENCE VARIES

1.

2. 
Supported

3. Promising

4. Evidence fails to 
support or is insufficient*

Not rated

(Adapted from: http://www.cebc4cw.org/files/OverviewOfTheCEBCScientificRatingScale.pdf

Well   supported

*Or 5: 
Risks 
outweigh 
benefits, 
may be 
harmful

THREATS TO SUCCESSFUL                
EVIDENCE-BASED PROGRAMS

Implementation issues
– Treatment adaptations

– Insufficient training and supervision

– Lack of treatment fidelity 

– Implementation barriers

– One size fits all

(e.g., James, Alemi, & Zepeda, 2013, Lipsey, 2009)

WHAT ABOUT SPECIALIZED SEX-
OFFENSE SPECIFIC TREATMENT?

What is it?

Does it work?
– What evidence do we have demonstrating the effectiveness of 

our interventions?

Are alternative interventions effective?
– Do they reduce sexual and nonsexual reoffending?

DOES JSO TREATMENT WORK?
Meta-analyses are encouraging, but few & limited.

– Walker, et al., 2004:  10 studies (including dissertations)
Composite treatment variable associated various positive outcomes

– Heilbrun, Lee, & Cottle, 2005:  9 studies
Composite treatment variable associated with fewer new sex offenses. 

– Reitzel & Carbonell, 2006: 9 studies, 4 with control groups
Composite treatment variable associated with fewer new sex offenses. 

– St. Armand, et al., 2008: 11 studies – Children
Parenting/Behavior Management Skills (BPT) significantly reduced the 
Child Sexual Behavior Inventory scores (and the Child Behavior 
Checklist when BPT was combined with caregiver Rules about Sexual 
Behaviors).
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PROMISING SBT INTERVENTIONS

Cognitive Behavioral Packages
(Fanniff & Becker, 2006, 2013)

– Sex education & social skills interventions

– Cognitive restructuring to address attitudes & beliefs that 
support sexual abuse  

– Safety planning & promoting prosocial lives

– Managing atypical arousal, if indicated

Note: Research is limited and challenging.

DO THESE INTERVENTIONS WORK?

Fantasy logs of “deviant” fantasies?
Masturbation journals?
Detailed focus on offenses?
Memorizing lists of “thinking errors”?
Learning cycle & relapse prevention plans?
Workbooks as treatment?

ATYPICAL AROUSAL INTERVENTIONS?
Generally unnecessary

Arousal patterns still developing

Research indicates maximal interest in consenting sexual 
behavior with peers 

Lack of support for aversive behavioral interventions

Unintended effects:  May harm

Problems with “thought stopping”

If necessary, strategies to manage inappropriate or 
atypical thoughts may be helpful, e.g., mindfulness.

(c.f., Worling, 2012, 2017)

FAMILY INVOLVEMENT:
POSITIVE FINDINGS

Multi-Systemic Treatment-Problematic Sexual Behavior 

(MST-PSB) (Borduin, et al., 1990; Borduin & Schaffer, 2001; Borduin, Schaffer, & 
Heiblum, 2009, Henngler, et al., 2009; Letourneau & Borduin, 2008; Letourneau, et al., 2009) 

Sexual Abuse: Family Education and Treatment (Safe-T): 
Community-based adolescent program vs. comparison group 
9% vs 21% (Worling, Litteljohn & Bookalam 2010)

Children with Problematic Sexual Behavior–Cognitive 
Behavioral Therapy (CBT-PSB) (Carpentier et al., 2006)

IS SPECIALIZED JSO TREATMENT 
NEEDED?

Kettrey & Lipsey, 2018 review & meta-analysis update of JSO 
specific to non-JSO specific, general delinquency interventions

Found only 8 eligible studies, 7 were quasi-experimental

Results were not “significant”, though favored JSO treatment.

Concluded:  “Remarkably little methodologically credible research 
has been conducted on specialized programs for JSOs despite 
their prevalence.” (p. 1)

Recommended randomized designs but also “…distinguishing 
generalist offenders…at low risk of sexual recidivism from 
specialists…” (p.1)

CONSIDERATIONS

 How strong is the research support for specialized JSO 
interventions?                                                                        
(e.g., Murphy & Page, 2000, Remaking Relapse Prevention; Kettrey & Lipsey, 2018) 

 Is there potential for harm, e.g.,? 

 Might the methods reinforce deviant thoughts and behaviors, or

 Be contrary to developing a healthy identity 

(e.g., Chaffin, 2009; Chaffin & Bonner, 1998, Fanniff & Becker, 2006) 
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TECHNIQUES OR PROCESS?

“[T]here is general agreement (including research support) that 
the working alliance, emphasizing the collaboration of client and 
therapist in the work of therapy is a crucial ingredient.”                 
(Bachelor & Horvath, 2005; italics added to quote)

“[T]reatment programs have tended to focus on procedures that 
are applied to clients rather than focusing on the therapeutic 
process used in collaboration with clients that contributes to 
positive changes” (Marshall et al., 2003 as cited in Worling, 2017).

“Marshall et al. (2003) have argued that a warm, encouraging, 
empathic, flexible and hopeful therapeutic orientation is likely to 
lead to maximal therapeutic gain…”) (Also in Worling, 2017)

WHAT WORKS & FOR WHOM?

No easy answers

Issues are complex

Answers are not black or white

More clearly articulated for children

DIFFERENT NEEDS & INTERVENTIONS

Type:  CHILDREN Treatment Other Supports 

Sexual Behavior 
Problems  

Sexual behavior problem 
focused treatment 

If social problems are a 
significant concern, group 
treatment may be preferred. 

Disruptive Behavior 
Disorder with Sexual 
Behavior Problems

Behavior Parent Training, 
and address sexual 
behavior rules, sex 
education, and abuse 
prevention with child and 
parents

Multisystem treatment 
approach considered for older 
children and complex family/ 
system issues 

Trauma Disorder with 
Sexual Behavior 
Problems

Trauma Focused-
Cognitive Behavior 
Treatment 

Additional sessions on sexual 
behavior problem focused 
components (such as, sexual 
behavior rules), if needed 

Complex Presentation 
with Sexual and 
General Behavior 
Problems as well as 
Trauma Symptoms 

Module approach, 
prioritizing SBP, BPT, and 
Trauma focus based on 
severity of presenting 
problems 

In older children, Multisystemic
Treatment (MST) may be 
considered.  Supports and 
case management for 
caregivers. 

(Silovsky et al., 2010)

RISK – NEED – RESPONSIVITY MODEL

AS AN 

INTERVENTION GUIDE

(Support with general criminal behavior: Andrews & Bonta, 2010, Bonta & Andrews, 2016, Smith, 
Gendreau, & Swartz, 2009; Support for juveniles: Hawkins et al., 1998; Hoge, 2016, Lipsey, 1995; 
Lipsey, 1999,  Pealer & Latessa, 2004; Support for sex offense specific treatment: Hanson, 
Bourgon, Helmus, & Hodgson, 2009)

CORE PRINCIPLES                    
CAN GUIDE US

Risk Principle (Who to treat)
 Focus on those with most risks, fewest protective factors

Need Principle (What to treat)
 Target dynamic criminogenic factors (needs)
Reduce risk factors

 Enhance protective ones 

Responsivity Principle (How to treat)
 Employ interventions matched to individual & family 

learning styles / characteristics

DO NO HARM!

“For the record, … RNR programming 
for low-risk cases [is] keep them away 
from the criminogenic aspects of justice 
processing, including exposure to non-
RNR-based therapy and avoidance of 
… interaction with higher risk others.”                      

(Andrews et al., 2011, p. 743)
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POSSIBLE PATHWAYS & ADOLESCENTS

Desist

Delinquency

Sexual

Mix

Situational, opportunistic. 
Maybe reactive or social 
competency problems.
Few risks. Positive supports!

Mix atypical sexual 
behavior & delinquent / 
antisocial path. Rare.

Early onset / persisting
antisocial behavior v 
adolescent onset 

(Becker & Kaplan,1988,  Hunter et al., 1994, Hunter & Becker, 1994; Hunter, 2006, 2008)

Persistent atypical 
sexual interests/drive; 
limited other 
delinquency. Few!

POSSIBLE CRIMINOGENIC NEEDS
SEXUAL & NON-SEXUAL RE-OFFENDING

Risk & Protective Domains:
Sexuality

Social bonds & orientation

General self-regulation

Social competence

Socio-ecological factors

(Righthand, Baird, Way & Seto, 2014).

TREATMENT NEEDS/TARGETS

Healthy 
SexualityArousal

Management

Safety & Healthy 
Living Plans /

Healthy 
Relationships/

Sexual Behavior

Support
Teams

Positive & Healthy 
Sexual Attitudes / 

Beliefs

Family / 
Multi-systemic
Interventions

Sexual 
Behavior 

Rules

Trauma-Focused 
Treatment

TREATMENT NEEDS/TARGETS

POSITIVE
SOCIAL 

ORIENTATION

Safety &  Healthy 
Living Plans 

Emotion &
Impulse 

Management

Perspective –
Taking & 

Compassion 

Family / 
Multi-systemic
Interventions

Mentors / Adult 
Supports

Positive 
Peers

Respectful          
Attitudes & 

Beliefs

Supports

TREATMENT NEEDS/TARGETS

SELF -
REGULATION

Safety & Healthy 
Living Plans 

Treatment of  
Co-occurring 

Difficulties

Emotion 
Identification / 

Regulation

Supports

Trauma Focused 
Treatment

Family / 
Multisystemic
Therapies

Coping Skills 
/ Stress 
Management 

Attention,                
Focusing &  
Problem Solving

TREATMENT NEEDS/TARGETS

PERSONAL / 
SOCIAL 

COMPETENCE

Social 
Skills Training

Family/
Multi-systemic 
Interventions

Perspective –
Taking & 

Compassion

Educational / 
Vocational 

Engagement

Self-efficacy

Safety & Healthy 
Living Plans/
Supports

Self – Regulation

Positive peers, 
Relationships / 
Intimacy



2/7/2019

6

TREATMENT GOAL

OFFENSE-
FREE / GOOD 

LIVES

Risk 
Reduction

Emotion & 
Impulse

Management

Mutual 
Relationships / 

Intimacy

Self- Confidence 
& Competence

Safety & Healthy 
Living Plans 

Respectful
Attitudes 

& Lifestyle

Healthy                   
Sexuality

Support
Teams

A “FLEXIBLE & SEEMLESS” 
CONTINUUM OF CARE

(Bengis, 1986)

Outpatient: Brief or

Short-term (6-12 months)

Outpatient: Intensive

(e.g., MST-PSB)

Residential

Locked / 
Secure

(Adapted from Chaffin, 2006)

$  C
O

ST
  P

E
R

  C
A

SE
     $$$$$$ 

TREATMENT NEEDS

• Risks & Needs: Limited 
problematic sexual behavior; 
may have stopped a while ago. 
Few risks, good strengths & 
supports

• Interventions: Assessment. 
Sexual education re: laws, 
consent, healthy relationships. 
Family reparations; 
reintegration as appropriate.

BRIEF 
OUTPATIENT

BRIEF 
OUTPATIENT

TREATMENT NEEDS
• Risks & Needs: Limited 

problematic sexual behavior; 
perhaps some other rule 
violations.  Some risks; good 
strengths & supports.

• Interventions: Assessment. 
Sex education and skill 
development  re: laws, and 
consent, healthy and legal 
sexual behavior, mutual 
relationships dating & prosocial 
behavior. Facilitating family 
support, parenting skills and 
monitoring. Family reparations; 
reintegration as appropriate.

SHORT-
TERM 

OUTPATIENT

SHORT-
TERM 

OUTPATIENT

TREATMENT NEEDS
• Risks & Needs: Moderate –

significant delinquency, may 
have limited problematic sexual 
behavior. Some protective 
factors but family supports are 
stressed / strained.

• Interventions: Assessment. 
Delinquency focused  e.g., 
antisocial attitudes / negative 
peers. Sex education re: rules / 
laws & skill development re: 
ensuring consent, boundaries, 
healthy intimate relationships. 
Facilitating caregiver support, 
parenting skills and monitoring. 
Family reparations; reintegration 
as appropriate.

INTENSIVE 
COMMUNITY-

BASED 

(multi-
systemic, 

home-based)

INTENSIVE 
COMMUNITY-

BASED 

(multi-
systemic, 

home-based)

TREATMENT NEEDS
• Risks & Needs: Significant PSB 

and/or aggression. Atypical sexual 
interests / drive / behaviors 
possible. Limited protective factors 
family supports are stressed and 
strained. 

• Interventions: Assessment. 
Behavioral & emotional regulation a 
primary focus. Develop 
understanding of healthy sexual 
behavior, rules, laws. Skill build as 
needed.  Antisocial attitudes and 
behavior interventions often 
indicated. Sex drive /interests, 
arousal management may be a 
focus. Interventions facilitate family 
support, parenting skills and 
monitoring. Family reparations; 
reintegration as appropriate.

RESIDENTIALRESIDENTIAL
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TREATMENT NEEDS
•Risks & Needs: Older youth with 
significant antisocial and violent 
behavior and /or significant PSB. 
May have atypical sexual 
interests/drive; may be flight risk.  
Few protective factors. Family 
instability; supports strained.  

•Interventions: Assessment. 
Delinquency focused, e.g., antisocial 
attitudes / peers, self-regulation, 
social competence, includes 
developing healthy, prosocial 
relationships, understanding sexual 
behavior rules and laws, and, when 
indicated, appropriate arousal 
management. Interventions facilitate 
family support, parenting skills and 
monitoring. Family reparations; 
reintegration as appropriate.

LOCKED / SECURELOCKED / SECURE

RESIDENTIAL TREATMENT?

Previous research found residential treatment not 
effective; improvements not maintained

Few studies demonstrate effectiveness

Wide variability in quality and modalities

Sometimes placement in residential treatment is 
necessary to ensure safety or provide sufficiently 
intensive services

Some recent approaches are more encouraging; 
implementing evidence based treatment.

IMPROVED RESIDENTIAL OUTCOMES

Discharge planning at admission 
Family involvement, throughout
– Building stable aftercare settings

Addressing multiple, relevant needs 
– Providing appropriate treatment intensity

Pro-social skill development: 24-7

Evidence based practices

Gradual reentry
– Increasing opportunities for practicing new skills in the community

– Engaging community supports

CAREGIVERS / FAMILIES: 
NEEDED!

 Positive parent – child relationships

 Behavior management skills                                 
(e.g., appropriate monitoring and intervention)

 Attitudes re violence, sexual behavior, &                               
boundaries in the home

 Instability / isolation – stability/positive supports

 Address concerns.  Facilitate strengths.

RESPONSIVITY NEEDS

Facilitate treatment engagement & participation; address: 
– General responsivity / Learning style, e.g.,

Cognitive-behavioral, behaviors, and/or social learning to faciliate
new attitudes and behaviors

– Specific responsivity, e.g.,

Age, gender

Cognitive functioning and developmental disorders

Ethnicity, cultural factors

Mental health challengers

Financial needs and supports

PULLING IT ALL TOGETHER:
One state’s experience

Redesign of a facility based “Sex Offender 
Treatment Program”

Began at the beginning
Literature review                                                           

Needs and risks survey

Evaluated existing programs

Changed the name of the treatment program

Sexual Behavior Treatment (SBT)
(Adapted from:  Righthand, Hecker, & Dore, ATSA, 2012)
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PROGRAM DEVELOPMENT

Reviewed relevant information & evaluation findings 
Developed program objectives 
Risk reduction

Promoting pro-social behaviors & lifestyles

Motivating and engaging youth, families and positive supports

Selected an intervention model:                                  
RNR Principles of Effective Intervention                 

 Identified research based treatment targets & 
interventions to reduce sexual and non-sexual offending

Sexual Behavior Treatment 
(SBT) Program

Phase I - Assessment/Orientation
Initial screening / assessment

Psychosocial / psychological assessment

Juvenile Sex Offender Assessment Protocol II 
(Prentky & Righthand, 2003) 

Treatment Needs and Progress Report          
(Righthand, 2005)

Sexual Behavior Treatment                 
(SBT) Program

 Identified treatment targets:
Dynamic risk & protective factors                

(criminogenic needs)

Treatment responsiveness factors

Developed individualized, assessment -
driven treatment plans

Sexual Behavior Treatment                  
(SBT) Program

Phase II – Awareness
Phase III - Behavior Change
Phase IV - Community Preparation

SBT TREATMENT MENU

Healthy Relationships & Sexual Behavior 
Curriculum (Phase II).

Sexual Behavior Treatment (Phase III & IV):
Group, individual, and/or family

Addition facility-wide programming
“Cog. Skills”

Adjunct Therapies:
Aggression Replacement Training

TF-CBT / TARGET

Substance Abuse

CERTS Model

Consent

Equality

Respect

Trust

Safety

(Wendy Maltz LCSW:  http://www.healthysex.com/page/certs-model/)
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Motivation

Curiosity, 
social problem, 
other 
situational 
factors 

Sexual arousal 
& ignorance, 
immaturity, 
social isolation

Antisocial / 
Impulsive

Inappropriate 
Arousal
(Interests/
Preoccupation)

(Adapted from 
Finkelhor, 1984)

Internal
Inhibitors

Knows the 
rules

Stress & 
coping 
strategies

Social/
emotional 
competence

Victim 
perspective/ 
Impact

Pro-social 
attitudes & 
values

Arousal 
management

External
Inhibitors

Caregiver 
monitoring / 
supervision

Behavior 
management

Pro-social 
support / 
monitoring, 
e.g., Safety 
Teams

Legal 
Sanctions

Victim
Resistance

Offense

(Finkelhor, 
1984)

https://youtu.be/QDhKM8qWWBM

SBT PROGRESS ASSESSMENTS

Quarterly progress, phase advancement, & 
discharge readiness assessments 
Evaluate current treatment needs

Monitor & guide interventions

Inform treatment phase advancement

Methods included:
Phase expectation sheets

Treatment Needs and Progress Report

Team presentations

J-SOAP II reassessment prior to discharge

SBT PROGRAM EVALUATION

Correctional Program Assessment Inventory (CPAI) 
Very Satisfactory (70+)  (2009,  2010)

Recidivism: 50 released over 3+ years (2009):

 No new sexual adjudications

Fewer than 25% - non-sexual adjudications 

Within Treatment Change:
J-SOAP II

TNPR

(Righthand, Boulard, Cabral & Serwik, 2011)

IN SUM:                             
EFFECTIVE INTERVENTIONS

 Are therapeutic, not punitive*

 Are assessment driven & individualized

 Use a developmental & socioecological framework

 Engage & MOTIVATE with positive therapist characteristics & skill

 Utilize RNR Principles to reduce risk factors for illegal behaviors & 
promote protective factors inconsistent with offending

 Employ social learning, behavioral, & cognitive–behavioral 
approaches & encourage prosocial behavior by instructing, 
coaching, facilitating & rewarding prosocial skills, values, & 
supports. 

(*Lipsey, 2009)

EFFECTIVE INTERVENTIONS

Employ well-implemented, evidence-based practices 
and policies, such as:
– Assessment-driven interventions and treatment

– Appropriate training; supervision, correction for fidelity drift

– Treatment needs and progress assessments

Demonstrate measurable, positive outcomes

(e.g., see Andrews & Bonta, 2010; Borduin, Schaeffer, & Heilblum, 2009; *Lipsey, 2009, Viljoen, et al., 2018)
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IT’S UP TO US

WE CAN

FACILITATE RESILIENCE!

EVIDENCE BASED TREATMENT 
REGISTRIES (just a FEW)

Blueprints for Healthy Development: 
https://www.blueprintsprograms.com/
California Evidence-Based Clearinghouse for Child Welfare: 
www.cebc4cw.org
National Institute of Justice: Crime Solutions

• https://www.crimesolutions.gov/

OJJDP Model Program Guide: https://www.ojjdp.gov/mpg
SAMHSA EBP: https://www.samhsa.gov/ebp-resource-center
Washington State Institute for Public Policy: 
www.wsipp.wa.gov/BenefitCost

RESOURCES

Association for the Treatment of Sexual Abusers:  
www.atsa.com

Center for Sex Offender Management: www.csom.org

Juvenile Justice Information Exchange

• https://jjie.org/hub/evidence-based-practices/

Models for Change

• www.modelsforchange.net/reform-areas/evidence-based-
practices/index.html

National Center on Sexual Behavior of Youth: www.ncsby.org


